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Exploration of the effectiveness and transferability of an
English model of health promotion based on participation
in singing groups for older adults (Silver Song Clubs) in
Italy

Abstract

Background

There is growing interest in the idea that arts and singing have effebesalth, wellbeing

and quality of life in older individuals. This study assesses the effecdveand
transferability to Italy of an English model of health promotion whiamtes wellbeing

and quality of life in older people through participation in singing groups (S8esg
Clubs). The model developed in the South East of England has proved to be successful.

A recently completed randomized controlled trial (Coulteinal. in press) demonstratex
significant improvement in mental health with a reduction in measured anxiety and
depression for older people living independently. The current study adopted the same
measures.

Method

A mixed method approach was adopted with research divided into two partgy Rax
focused on exploring the status of older people living in Rome, their interestsic and
singing today and in the past and in taking part in a singing experience. It als@expiar

local politicians and social workers see the status of older people. Part Bauaed on
setting up and evaluating singing groups and gathering information from participants on their
experiences of singing. The primary outcome measure was an ltalian version of tl8F~York

12 which provides scores for physical and mental wellbeing. The Italian version of the EQ-
5D-3L questionnaire was also employed.

Results

Results from Part A revealed a highly fragmented Italian family, wittesgread poverty
and social isolation and a need for emotional support and leisure actantimsg older
people. In Part B, three singing groups were established in different ar&asnef with
weekly sessions over a period of three months. Participants completestaticrdized
measures of health and wellbeing at baseline (n=62), after the singingergpdn=45) and
three months later (n=41). After the singing experience, older people slaostatistically
significant decrease in tinelevels of anxiety and depression, but this was not maintained
over the three month follow up period. However, a significant improvemasifound from
baseline to follow up in reportgerformance of ‘usual activities’.

Conclusions

Silver Song Clubs provide a health promotion model which was successfukyetrad

from England to the different cultural setting of Italy. Singing can igelw used because it

is grounded in a fundamental human ability to engage with music. The present study had a
number of limitations, primarily a lack of a control group and small same ldizwever it
provides a good foundation for the development of further research on singing and the
wellbeing of older people in Italy.
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Preamble

This thesis describes the exploration of the effectiveness and trandferabdommunity
singing groups for older people in Rome, Italy. The initiative was based on a model of
community singing for older people developed in England by the charity ‘Sing for your Life’

(Silver Song Clubs) and evaluated for their health and wellbeing benefits in a cferies
studies by researchers in the Sidney De Haan Research Centre for Artdeailtia
Canterbury Christ Church University. The reasons that have led me to develdpdhiare
manifold. First, my background, | studied riajsat amateur level, for many years (from 10

to 17 years old), my first degree is in Law, | am particularly @stierd social justice in health
policies and especially in health promotion and | have worked in Italy in the developiment
health promotion projects for older people. In addition to that | have known the Silngs

Club Project from its real beginning and first development. In 2005, | carriedsofitsit
evaluation for my MSc dissertation and, during that time, | realized thandtidel was
suitable for older people. The participants came from both the community and some nursing
homes; furthermore some of them were in the early stages of mental declinesi@nd w

experiencing memory loss problems.

One aspect that has been crucial in choosing this topic in the light of mysipofds
experience was that many health promotion interventions focused on older people are
concerned with those who are suffering from some disease, while little spagven,
especially in Italy, to those who are still healthy. In my opinion, from a heatimotion

point of view, this is inappropriate. Interventions for the promotion of health @nd the

health of the population should be focused on all citizens and, in particular, on thogeewho
more likely to develop disease, or represent a future concern from a public héaitbf po

view, such as older people are. Communities are often forgotten, older people hothes

have few occasions to make connections and to take advantage of their time in an
appropriate way, health promotion interventions are focused on screening rather than on
cultural and leisure activities. This was confirmed during my visith® Italian Centri

Anziani, venues set up in the 1970s as places where older people can socialize and meet.
Their origin was driven by the growing demand of older people themselves fenue

where they could stay during the day. They were mainly set up by the local governments of
each ltalian city or village. The building is usually provided by the local govent, which

is also responsible for the payment of the main bills. At the same time, the local governments
provide a little budget to satisfy the everyday needs of life aC#mtro Anziani During my

visits to theCentri Anziani,| found there were many advertisements about medical check-
ups on blood pressure or hearing impairment but none of them was focused on pleasurable

activities (apart from those organized by the participants ofCwetri Anziani who, of
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course, know very well what is interesting and good for them). Bearing in nmamdhlth
health promotion strategies are important, my opinion is that older peopleod health

condition should be one of the main concerns and interests of health and social care policy.

The Sidney De Haan Research Centre has been engaged in a progressive programme of
research evaluating the contribution of the Silver Song Clubs model in prortiagihgalth

of older people. A survey conducted in 2009 (Bungay, Clift and Skingley, 2010) provided a
profile of clubs (n=26) and participants at that time. Findings revealed that avenhge cl
attendance was 25 participants with 77% female and a mean age of 78.Tayem$0-99
years). A qualitative evaluation, conducted around the same time (Skingley and Bungay,
2010) sought the views of a sample of participants (n= 17) in relation to theniences of

Silver Song Clubs, particularly in relation to the potential benefits on healttvelizkbing.
Themes emerging supported the value of the singing groups in terms of enjoyment,
wellbeing and mental health, social interaction, physical improvement, cognitive sitbmula

and learning, and memory and recall.

The study explores the effectiveness and transferability of the model baénma of
transferability and of improvement of health and wellbeing. It will companestslts with

both literature on the topic and a randomised controlled trial (RCT) whichndastaken to
assess the effectiveness and cost-effectiveness of participative simgups dor older
people more rigorously (Coultat al, in press). Findings of the RCT showed a significant
difference on mental health between the singing and non-singing groups at three and six
months and, after three months, also on specific anxiety and depression medssirss. T
why | thought it would be interesting to explore the effectiveness and tramibferaf this
well-constructed model of health promotion and to assess its application in sifieieantd

context as the ltalian one.

Furthermore, the objective of this research is to add some knowledge to the stundynof si

and health, as a model of health promotion and health care. Some action can be taken on
policies and social care to improve the quality of life and the health of indisidsa result

of the implementation of the knowledge and study of new models of health promotion. New
tools of health and social promotion which are low cost and have easy executiveitieasibil

in different social and cultural contexts should be a concern of public health an
international politics, especially when studies are focused on a topic adanpas the

health of the older people in an ageing society.
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Therefore two main considerations have driven this study - the first isntloatr ageing

society healthy older people should be given more consideration and, for the gmmuhd,

practices should be spread as much as possible.

1. Presently, there is great concern about older people with major diseases such as
Alzheimer’s or Parkinson’s disease but little attention is given to those who live in
the community, sometimes alone and, although healthy, have poor wellbeing.
The social isolation experienced by older people is associated with the loss of the
concept of community as conceptualized by Tonnies (2011). He dichotomizes the
concept of a group of people into two distinct aspects - community and society.
According to Toénnies (2011), the community is made up of people who share
beliefs, strong personal relationships and strong family ties where the fantiby is t
first and perfect community. Instead, society is something mechanical and the
authenticity of the relationships of the community no longer exists. The dodivi
becomes more detached, first of all from the family; coexistence in societyei$ bas
on the division of labour, by rational norms, efficiency and the clear distribafio
tasks. In addition to the claims of the above scholar, it can be said that théveds
of the community concept, stated as a form of coexistence constituted of relations,
which each individual is recognized, recognizes the other and implements supportive
behaviours in modern societies. In this study, particular emphasis will be given to
the role of the family in modern society in general and Italian society ircydart
since the first community, as stated by Tonnies (2011), really is the family
Observing that, in Italian society, the family, conceived just as describednnyes
(2011), with all its corollary in terms of support, reciprocity and hefp
disappearing is an important aspect which should be taken into account. This scholar
classifies three different kinds of communities - kinship (blood community),
neighbourhood (community place) and friendship (community spirit). Older people
have lost ( or are losing) all three kinds of communities.
Beyond the concept of family, the source of real informal welfare in ltaly, older
people experience worldwide problems of social isolation, poor wellbeing and
health; their condition may deteriorate, on the one hand because the social isolation
and lack of relationships have a negative effect on their hethsand, on the
other, because the absence of a diagnosed health condition eliminates them from
many health promotion activities which are devised for specific problems.
2. The second point refers to those instruments of health promotion that have a

demonstrated ability to improve the health level of the people who are involved. On
this point, there is growing interest in sharing policies and good practices at

European and worldwide level.
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As far as the concept of good practices is concerned, this can be defmedtasf
actions, projects, policies, initiatives and innovative experiences which can help
improve the quality of the performance of a subject. More specifically, tegtqes

in health promotion allow actors of health promotion to learn from the positive
experience of others, looking at key aspects at once and identifying the reasons f
the success of an intervention to promote health.

As said above, one aspect that should be mentioned is that not all expertise or good
practices are transferable. More specifically, there are some tools which can be
transferred almost entirely from one country to another without actualhgldiseir
essence and/or efficacy, and others which cannot. In the case of health promotion
policies, the socio-cultural aspects and political structure (i.e. how health and social
care works) of each country should be taken into account because health promotion
cannot ignore the context and must be compatible with it to operate properly.
However,starting from the fact that there is a need to share best practices as much as
possible in all areas, it should be underlined that this is not always possibte. Th
are a number of barriers (technological, legislative, cultural and social) thatimeake
transferability of good practice difficult, if not impossible. Notwithsiagdthe

above, an attempt to transfer what has worked in another context seems necessary.
The WHO (2012a) clearly makes the point about the need to circulate not only the
evidence in Europe, but the knowledge and best practices in order to implement and
better address actions and interventions on social determinants of healthis All t
without forgetting the inherent difficulties that may be encounterechisfers and

“The need to address different cultural, historical, political and social contexts”

(WHO, 2012a, p. 43); social policy and practical problems should be properly taken
into account (Azarminat al.2008). The reportAddressing the social determinants

of health: the urban dimension and the role of local government” (WHO, 2012a),
considers the role of local government in the social determinants of health and once

more stresses the problem of evidence and transferability.

In the case of this research, the model of health promotion that has been tidistteaply

connected to the culture as it is based on singing and songs. While important, cuture is

difficult concept to define. Culture is a set of so many heterogeneous elenatritsrtakes

it difficult to decide what is predominant over the other. The cultural aspecthesmesore

held in high regard during the development of the study, at different levels, arfdrénews

only in choosing the songs, but also and above all in the approach to the institutions and

participants to the experience and research.
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One aspect that must be considered before proceeding with the descriptionwafrithe
presented here is that Italy is not a country where the choir was started and devetaped, bu
is much more focused on an individual ‘virtuoso’ singer around which Italian opera has

rotated from thel18th century onwards. In agreement with the view taken by Surianp(1988,
107), the focal point of reference in a work setting per®“was [...] the interpretation that

the virtuoso singers gave to the drama”. The stereotype that all Italians are good singers
interested in music probably started with opera which, originally, as mentionee, ates
mainly structured around a single singer and not a choir or chorus.

This is in stark contrast to Protestant nations. In the 16th centurg, wees the schism
between Catholicism and Protestantism which had strong repercussions on music. After the
break with the Church of Rome in 1519, Martin Luther wanted to create a nevcéitiwgy

to involve believers during the service, more than occurred during the Catholoe s&ihis

view was distant from that of the Church of Rome, which delegated music only to
ecclesiastical musicians; indeed from an architectural point of view, the otei€atholic
church was an area separated from worshippers. Martin Luther undertook a very important
task - to give access to all religious texts, translating liturgical baoldsendeavouring to
create a wide repertoire of religious songs that would involve worshippers mang dur

religious services (Surian, 1988).

Structure of thethesis

A brief outline of the thesis is drafted in this section. The first &hapters aim to build a
framework into which the research subject of the thesis is inserted morecsigcifine first

two chapters will give a wide range of data and an analysis of social and pelities

about ageing at English, Italian and European level. These two chapters are aimed at giving a
scenario into which the study will be inserted. The third chapter is focusbé analysis of

a number of key concepts related to health. Concepts such as health, wellbeing andfquality o
life should be clarified, as these are all important and crucial as wediag difficult to

classify due to their multi-factoriality. The fourth chapter is focused ondheept of arts,

health and wellbeing and, more specifically, on music, singing and wellbeing. The use of
these tools for health improvements at both community and individual levaisligsed,

especially taking into consideration the research on singing and older people.

The fifth chapter mainly describes the method with a small section pfak#cal process of
translating the project from the UK (England) to Italy. The study was condusied a
mixed approach - qualitative and quantitative, and dividing research into tvgonpganely
Part A and Part B. Part A aimed at informing Part B, and Part B develops theimtaz|

Italian context. Part A used qualitative research tools and was conducted throughdhe use

XIX



semi-structured interviews with professionals (politicians and social v&rkarolved in
management of the older population, as well as interviews with older peopleler to
assess their daily lives, the relationship with music during theiatid to identify interest in
participating in singing groups. The second part of the study (Part B) wasuctedstin the

light of the findings of Part A and consisted of setting up and organisatidre cfiriging
groups. Both qualitative and quantitative methods were chosen in this second part of th
study in order to seessthe effectiveness and transferability of the health promotion model

analysed.

Chapters six and seven describe the results first of Part A of the research anshalgces
Part B. The results of Parts A and B are discussed separately and then redanracter

to have a general picture of the study (Chapter eight). Implications, regwhation and
future research, limitations, reflection on methods and overall conclusion are &lstednc
The conclusions drawn throughout the study and from the experience of the ress@cher

highlighted in the final section.
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Chapter 1.

The Challenges of an Ageing Society

1.1. Introduction

This chapter is aimed at addressing two main issues - on one hand figures and data which
show current demographics trends worldwide particularly at European level, in Italy and the
UK, on the other, it is concerned with highlighting current theorieshwirace how people

age and perhaps how they should age. Data on ageing deserves attention becaumeda clear
complete picture of the ageing phenomenon can be obtained in the most appropriate way
through its analysis.

There has been growing interest in understanding and drawing the delicate passage between
adult life and older life since the 1960s. The main question is how an individual should
approach older life, should s/he stay at home and withdraw from society or siheusdas/
engaged and enjoy life? Clarifying the right approach to older people is notmuytant

for individuals but also for policy-makers and researchers into health promotion ar publ
health as well as social care. This is so that interventions can be developed whitlakmt

sense for the targeted population and have a positive effect. Another importai isaue

a clear picture of older people’s lives is the analysis of retirement, a real milestone of every
individual’s life. It has an intense effect on individuals’ lives and this must be analyzed at

both social and economic levels. This discussion will provide part of the context for

justifying the value of setting up singing groups for older people in Italy.

1.2. Ageing society: A global perspective

One of the most important demographic changes on a European and worldwide level has
been the ageing population. The World Health Organizationdefgeing as a “process of
progressive change in the biological, psychological and social structure of individuals”

(WHO, 1999 p. 4). Ageing can be seen in two different ways - on the one hand, it is certainly
an immense achievement of medicine and society (Kinsella and He, 2009) and, txeithe ot

it can be seen as an enormous problem in terms of provisions for health or se&cial car
services. An ageing population, such as that of Europe and more specificglignidathe

UK, is a severe social, health and economic issue.

There are distinct groups into which older people should be sub-divided. One suggestion
distinction between ‘young-old’ (from 60 to 85 years old) and ‘oldest old’ (85 and over)

(Kinsella and He, 2009). This is an approach but older people can be divided into other
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categories - those for whom there is, for instance, multi-pathology, depresdioomself-
sufficiency, and the older people in good health condition who live this part ioflitee

without such serious challenges. Obviously, the concern of the scientific wavlthishe

first group and the risk of depression, social isolation, poor quality of Ideaththe related

costs for the social and health system. This growing group significantly affecksvel of

health expenditure because spending is considerably higher for older people tbgerfor

age groups. Besides that, the phenomenon of single-person households made up of older
people is a very important feature of our age and our society, because thesiiaidiv
experience poor quality of life and health.

As a preliminary consideration, it should be underlined that thmlkatl ‘health transition’

exists worldwide and includes, on one hand, demographic changes and, on the other,
epidemiological changes. Theorld and Europe, in particular, are ageing for a number of
reasons- among them the growth in the number of people aged over 65, and the decrease in
the number of children together with the improvement in health conditions (Goll, 2010).

There has been a shift worldwide from high birth rates, high mortality and kfeor
expectancy to a very different situation i.e. low birth rates, low titgri@nd longer life
expectancy. In other words, nowadays the patterns are exactly the opposite to these of
past when there was a strong relationdiepwveen fertility and mortality - they were both
high, generating equilibrium in the shape of the population. The process undelbbay g
population ageing is known as the “demographic transition”, a process whereby “reductions

in mortality, particularly at young ages, are followed by reductions in fertility” (United
Nations 2009, p. 4)The patterns, as seen, have changed radically due to a number of
cultural, medical and sociological variations; at first, mortalitgsalecline but fertility rates
remain high and, as a consequence, the population starts to increase. Successively, there is an
inversion and fertility rates firstly stop growing and successively ttadecrease. In the
meantime, the continuing improvements in life expectancy (e.g. due to improved medical

care and quality of life) make life longer and the population begins to age.

The aboveis the starting point for looking at ‘epidemiologic transition’, the theory first
developed by Omran (1971), which shows that when rates of mortality decrease and income
increases, the existence and significance of communicable disease decreases compared to
other causes (Salomon and Murray, 2002). Omran’s theory (1971) is related to a number of
conditions such as improvements in nutrition, housing and living conditions, hygiene and
medicine. In the light of this, epidemiologic transition leads the population to haweiachr
degenerative non-communicable diseases in both developed and developing countries

(Kinsella and He, 2009) as one of the major causes of death. Such diseases pregi@ss ov



very long period of time, leading, as a consequence, to governments concentrating a
considerable amount of resources on the support of these people throughout the course of the
disease until death. Furthermore, this situation leads to a rise in the old-ageedepend
ratio; in other words, there is an increase in the number of people (mainly older ones)

supported by the working population.

As has been seen, fertility levels are one of theflactors determining the current situation. It
is important to underline that is highly unlikehat fertility rates in the E.U. will rise again in
the future, therefore population ageing is an &rsible trend in progress for the 21st century
at least (United Nations, 2009). In other words, the tetélify rate is at present below the so-
called replacement level, which means that the murabbabies born is insufficient to replace
the number of people dying, and this leads to aap@el of the age structure of a country.
According to Kinsella and He (2009), projectionsdmdat the time of writing) indicated that
“in fewer than ten years, older people will outnumber children for the first time in history” (p.

6).

Certainly, it should be noted that not all countries apee&ncing the same problems and that,
in developing or less developed countries, the @ioul is still young, just 9% is 60 years old
or more; therefore, at the moment, these countees to deal with the problem of ageing to a
lesser extent (United Nations, 2011a). However, Marmot said, “It is convenient, but quite
wrong, to think that the growth of the world’s population is an issue only for the richest
countries” (Marmot 2005, p. 1101); although population ageing is, as said, currently less,
nevertheless, a number of countries “are poised to enter a period of rapid population ageing”

(United Nations, 2011a p. XX).

The graph below displays the trend in life expectaaicbirth worldwide, in more, less and
least developed Regions according the United Natitfigitions (2001) (Figure 1.1). This
shows a gradual rise in life expectancy all overwlorld where higher values can be found in

the more developed regions over the whole period.

In addition to all the above, this process appearg rapid. According to the United Nations
Report World Population Ageing 192050, the number of older people tripled from 1950
and will more than triple again in the next 50 ge@dnited Nations, 2001). Up to this point,
two main factors (low birth rates and longer lifgpectancy) have been underlined to
understand the process of ageing. In partial csintoathe claims so far, Blangiardo (2008)
believes there is a third factor in addition tosh@lready mentioned which leads to an ageing
society. This is the fact that, with the successibrgenerations that gradually reach the
threshold for entry into the older group, consideas a normal and logical consequence with

so many being born in the past, there will be mddgrgeople in the future.



One aspect that usually tends to be underestimaltesh dealing with the issue of ageing
population is that the inputs in the older group, will keer, and for a long time, be more than
the outputs. In other words, all those who werenlimrmediately after the Second World War
entered the older people group in 2010; there thvth be a stable situation that will change
when the baby boomers become 65-year-olds.

Life Expectancy at Birth by Region, 1950-2050
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Figure 1.1 Life expectancy at birth by region, 1950-2050

Source: U.N. World Population Ageing 198050 elaborated (United Nations, 2001)

The Report of the United Nations, World Populatkgeing 1950-2050, provides an overview
of the process of population ageing, focusing om mhany aspects of the process itself
according to geographical differences where thisnpmenon arises (United Nations, 2001).
The patterns of Europethe oldest world region with the highest ageindein (Kinsella and
He, 2009) show “the highest proportions of older people, projected to remain so for at least

the next 50 years” (United Nations, 2001). In Italy, for instance, more than 20% oé th
population is aged 65+ with 33% projected for 2030ited Nations, 2001)

Moreover, within the group of older people the proportion of ‘oldest old’ (individuals 85 years

old and over) has increased significantly. Kinsata He (2009) report that the section group
of oldest old group will increase, according to pirejections, by 233% between 2008 and
2040. Furthermore, according to the demographic ofatae World Population Prospectus
(United Nations, 2011a), the ‘oldest old’ form 14% of the age group of 60 years old and over.



In addition according to the report World Popida Ageing, 2009 “about one in every seven
older people, over 100 million people, live alone” (p. 30) (United Nations, 2009). Starting from
the point that the assessment of an ageing populistia key aspect for economic, social and
health policies around the world, the projections that baem made should certainly be taken
into consideration. It appears crucial to undestaaw projections are calculated, in other
words there should be clearly defined factors ltlaat been considered in making projections.
Projections are mainly based on the level of fartiLutz, Sanderson and Scherbov (2008)
point out that population projections only basedtlua level of fertility may be sufficient to
determine the general level of world population émgt, however, insufficient to determine the
level of increase in the numbers of older peoptethe projections do not also consider
longevity. Therefore, Lutz, Sanderson and Scherb@@gRtake into account not only fertility
but also longevity (life expectancy) and make a canigpn between the usual projections and
those calculated with their method. Interestintgig, study shows worthy aspects - the patterns
of median age of world population are clearly obvgth for both methods but there is a

significant different in values (Table 1.1).

Table 1.1 Ageing Population according to UN Report 2007 and L utz, Sander son and
Scherbov Calculations (2008)

Year UN Report Lutz calculations
Median Age World’s Pop. Median Age World’s Pop.

2000 26.6 26.6

2050 37.3 31.1

2100 45.6 32.9

According to the Lutz, Sanderson and Scherbov (2008) projections, the number of older

people will therefore increase but to a lesser extent.

1.3. Ageing society: The European picture

Up to this point, the account has been concerned with population trends in thenoarlid;

is appropriate to look at Europe and, more specifically, Italy and the Unitedidéimgn

order to clarify both their ageing level and to compare it. As a preliminary,pectafat
should be emphasized is that Europe is certainly an older continent in comparison with the
whole world. In Europe, few countries boast a high level of fertility (Eurostat, 2012)
moreover, the level of dependgnatio (which is an age population ratio indicating the part
not in the labour force [the part is made up of two groups, 0-14 years old angboyesirs

old] and those in the labour force [the part between 15 and 64 years old]) in Hurope
comparison with the rest of the world is certainly connected with the above. According to the
Eurostat 2012 data, “the Eu-27 old age dependency is projected to reach 29.5% by 2060,
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higher than the 7.3 point average of the wofjl 43). This will have serious repercussions

on the resources of governments.

As far as the Italian situation is concerned, Italy is péyféc line with the data mentioned so

far, as illustrated by Figure 1.2. Italy, in common with the rest odfiand the world, is
facing an increasing number of older people in the population. In the light of the above,
according to Blangiardo (2008), the ageing population in Italy will tend to stop, because
when the generations with low birth rates (from the 1980s onwards) teeterider age
group, there will be more output than input and this will lead to a population balance.

Eurostat (2012) data (Table 1.2) indicates that Italy is the oldest gonriurope with the
highest percentage of people over 80 (6%) while the UK has a percenth@&opfexactly
that of the European average (EU 27 states). As far as the level of inlividtneen 65
and 80 is concerned, Italy is above the European average while the UK is below i This i
connected with low fertility rates in Italy, which are a consequence oatheof relevant,
significant pro-family policies (Gal, 2010). Figure 1.2 shows estinatdsrojections of the
population aged 65 in Italy displaying the high, medium and low variants of 2010.
According to the 2010 Revision of the World Population Prospects, the projectidiasace
on fertility projections (United Nations, 2011a). Looking at the red lineatieeage of the
projections, there is a peak around 2045, after a stable consistent ristetieewill be a

decline, until mid-2070, before reaching a stable line.

Table 1.2 Main socio-demographic indicator Europe 2011 (elaboration on Eurostat data)

Nations % >65 <80 %>80
EU (27 Nations) 12.7 4.7
Belgium 13.4 4.9
Germany 15.3 5.3
Greece 14.2 51
Spain 12.1 5.0
France 11.4 5.4
ltaly 14.3 6.0
Netherlands 11.6 4.0
Austria 12.7 4.9
Portugal 13.6 4.6
Finland 12.7 4.8
Sweden 13.2 5.3
United Kingdom 11.9 4.7
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Figure 1.2 Population aged 65 in I taly 1950-2100

Source: United Nations, Department of Economic and Social Affairs, PopulatiorioRig2010):
Population projections using probabilistic projections of total fertility &fe expectancy at birth,
based on a Bayesian Hierarchical Model (BHM), New York (United Nations, 2011b)

Figure 1.3 shows estimates and projections for the population aged 65 in isglHing

the high, medium and low variants of 2010. In Italy, it can be seen that thetiprigeshow

a dizzying marked climb to 2045 with a subsequent fall to mid-2070 while the UK shows
different pattern, with more constant and steady growth that does notaegaehk and
continues after 2070. In numerical terms, Italy will have a greater numb&ryear-olds in
2050 compared with the UK, and then there will be a reversal of patterns withter grea
number of over-65-year-olds in the UK.

In the light of what has been said, Europe should worry about this sectiamveihg
population in the near future, especially in the so-called old Europe, which wvdllitdea
radical changes in society and in the social health of the nations concelded member

states and new ones - where lesser growth of the older population can be obseryed (Goll
2010).
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Figure 1.3 Population aged 65 in the UK 1950-2100

Source: United Nations, Department of Economic and Social Affairs, Populatiosiddiyi2010):
Population projections using probabilistic projections of total fertility &fe expectancy at birth,
based on a Bayesian Hierarchical Model (BHM), New York (United Nations, 2011b)

1.4. Theories of ageing

In the light of the above, older people live longer and it is therefore convémiem@ntion a
number of theories which trace how people age and perhaps how they should age.
According to the literature (Franklin and Tate, 2009; Agahi, Ahacic and Paf@s), there

are three major social theories of ageing - the disengagement, activitgoatiduity
theories. In the 1960s, the theory of successful ageing was formulated by Havit®6ist (

in definite contrast with the disengagement theory (developed in the 1950s). Ehe latt
argues that ageing is accompanied by a gradual and inevitable tendency to retreadfrom
abandon social roles and, basically, to prepare for death. In addition, this relocation is no
carried out only by older people but also by society, which takes older people betjab t
market. In other words, there is a mutual estrangement - the individual fromy smikbt
society from the individual. This theory was subjected to strong criticismKkraand Tate,
2009). First, it was pointed out that there are many older people able to succesisiptito

new conditions; further, theories should not be developed in a generic way as there are a

huge number of variables which play an important role]dast being the person’s character



or gender, for instance. Certainly, it can be said that the disengagementwiasdgrgely
based on a stereotyped view of older people, and because of this could be weak amd open t

attack.

The successful ageing theory claims that it is essential for older people tdifeaabactive

as possible to have be healthieold age. The designation ‘successful ageing’ coined in the

1960s was the starting point for the development of a number of theories aboutttbis se

of the population that, more than 40 years later, include biomedical and pgychbpoints

of view. More recently, Atchley (1989) developed the theory of continuity whiclerbett
illustrates the arguments made by Havighurst - starting from the #atrik of the essential
aspects for good ageing is the level of activity of the individual just friageing. In other
words, there must be continuity between pre-ageing and ageing so that there is notea fract
‘before’ and ‘after’. More specifically, Atchley (1989) argues that, in old age, the individual
maintains more or less the same habits, in terms of preferences, relationships wiodiheha
the more the individual maintains his/her habits, the more he/she will expersuccessful
ageing. According to Franklin and Tate (2009), the two theories mentioned above highlight
that “any declines in social interaction among ageing adults might be attributed to decreased

health and physical function as opposed to an intrinsic need to withdraw fromy’societ
(Franklin and Tate, 2009 p. 7). In other words, older individuals do not wasave society

but it is more likely that the decline of physical or mental condition leads to less participation

in life.

In the early 1990s, there was a further shift in theories of ageing. Baltes lbesl (2893)
argued that optimal ageing actually consists of two elements - maximizing gainhs and
minimizing losses. Therefore, the ageing process comprises a parallel developlosses
and gains, which is why good ageing passes through the maximization of gains and
minimization of losses. In other words, the individual adapts to the new situatigeing,

changing their life to mirror the changes that ageing itself imposes.

Notwithstanding the above, taking into account that the said theories have ardear
reliable foundation and their main aim is to build a clear framework, itseecessary to

note that there is a main point that must be reiterated while accepting, in thevmai the
scholars mentioned above have expressed. The issue is stereotyping. Victor, Scambler and
Bond (2009) state that older people should not be treated as a problem or conigities

most negative aspects of their lives; it is important to underline that ‘older’ is neither an
archetype nor a stereotype. On the contrary, it is made up of a plethoreendifiuances

and, more specifically, two of prime importance - health and economic level. Thesegheori



clearly suggest that healthy ageing requires good levels of health and rstegjedtion and,
even if the older person wants to pursue an active life, he/she would be idiffi@dty in

the absence of these two elements.

The stereotyping of the older is largely dependent on the type of social cooatiefcthe

society of old age - ageing is an individual process, as said, there arerdiffs that must be

taken into account based on gender, race and ethnic origin (Walker, 2004). There are many
factors influencing the ageing process, while genetic factors and the occurren@blufiglis
diseases can speed up mental and physical decline, other factors may favour thbedeer.
include education and cultural level, which offer excellent tools for the adaptatiifie

after retirement, thus allowing the creation of transformation strategies, econelfiieing

and high levels of interaction and communication also lead to this.

The main point is that older people should not be placed in a homogeneous group.

Victor, Scambler and Bond (2009) point out another important fact, older indivithakg

live a different life than the older people of yesterday and have had to adapt thisgmet
completely new. If, on one hand, older people are more active in life and have generally
better healthstatus living longer than their grandparents and developing as a consequence
expectations about the number of years they have to live. It is equally true tHadvbdyad

to absorb very significant social changes which have profoundly changed therstoiche

whole society. The authors take Britain into account but those underlined alechaciges

that also touched (perhaps more deeply) Italy. The changing role of women, who are now
much more integrated in society, laws on divorce and abortion that have gheatted the
social structure of the family, and, of course, also the economic welfare ofaggaisas
diminished family ties instead of increasing the external ones. What #hwisers have
developed is easy to share, especially considering the last point; economic nadfanade
families more distant. Conversely, at a time of economic crisis, there ispnudrability of
feeling the need for family ties as well as aid from the connectitmthve family. On the

other hand, the family is fragmented, as will be explained later; furtheriniwraffected by

the economic crisis and is unable to reconstruct itself in order to support ik thieers of

the family and especially the older people.

1.5. The challenges of retirement

As stated above, retirementof great significance in the older person’s life, partly because
after the first signs of physical ageing, it is the first real separatiom dictive people, at le:

in job market terms. Starting from the fact that job satisfaction and employragata
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positive value, and thgaccording to Diener (2000), ‘job satisfaction’ is one of the elemer
which make up wellbeing, when individuals stop working, they not only lose one
activities that primarily fill their day, but they also lose an impottpart of their wellbein
Considered in this light, retirement could be seen as a very sensitive momen
individual’s life, in accordance with what Drentea (2002) claimed, "retirement is associated
with lower levels of wellbeing because retireesmiging the benefits of employed work™ (p.
169). Further, there is a strong distortion of routines with retirement; spacsestomed 1
seeing each other only in the evening and at weekends are forced to share the daygH
are often quite empty, especially at the beginning. This can certainly lead to ifsnsard
lack of wellbeing, but it must be remembered that retirement can also be seimawt
relief from all job-related stresses. The ageing of the population hasabdem the years
come, will once more be the main factor leading governments to change socialy
systems in the direction of strengthening their financial sustainability.aftbepts acro:
Europe at raising the age limit for access to pension benefits serve bothuastiané
response to the increase in life expectancy and a strategy to counter the drastic reduc
average age at retirement and thus eliminating the reduction in the participédi®iof olde

age groups.

Further, an aspect that should certainly be considered is that retiremeat &way:
voluntary, especially recently. There are growing numbers of older people who aretd
early retirement to make room for younger workers or to decrease the job palatedo
public and private companies, and this has a very different effect on the individersthina
acceptance and coping. Forced retirement is similar to unemployment; the indivéahisite
work but cannot (Bonsang and Klein, 2011). Beyond the psychosocial effects of retire

the individual, it is important to stress the intense effects on the economic level.

Satisfaction with income after retirement has a fluctuating trend in gudemplex way
According to the study conducted by Bonsang and Klein (2011), satisfaction with hol
income increases after the first five years of retirement and the authoestsumgrowing t
some extent Baltes and Baltes’s (1993) theory, older people adjust to the new situation, i.e. the
new economic entry level and therefore do not experience great discomfort. Hi
contrary to the view expressed by these authors, older people experience greatipoie
UK and Italy with very intense consequences on their psychological wellbeinge &
general agreement in the literature (Kim and Moen, 2002; Montizaan and Vendrika@€
Wang, Henkens and Van Solinge, 2011) that research on the combination of ret
psychological wellbeing has given mixed results. Halvorsrud and Kalfoss (2007) report “a

paucity of attention [...] to assessing important areas such as transtiorefnployment t
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retirement” (p. 230), with pieces of research showing on one hand an increase in depression

after retirement while on the other not finding any relation between depression and ret

This leads to a wide range of considerations connected to the above, once again
people are not a homogeneous entity and that the individual aspects and characteris
strong influence. Therefore, retirement can be experienced in different ways, thecatigi
of gender differences, but also, and above all, professional position with economity:
and so on. More specifically, according to Wang, Henkens and Van Solinge (2011), t
five major factors which can contribute tetitement adjustment, “individual attributes, pre-
retirement job related variables, family related variables, retirement-trafstaiac
variables and post retirement activities” (p. 209). Reichert and Weidekamp-Maicher (2005
quoted by Walker (2005) maintain that the key factors influencing positivéeirsdl ir
retirement are “a positive attitude towards entering retirement, a high degree of achievement
in previous employment, conflict-free, entirely voluntary transition and a high lef
wellbeing before retirement (optimism, emotion stability and a positiew af old age)
predictors of subjective wellbeing after retirement” (p. 16). This aligns with the theory
developed by Atchley (1989). Further, retirement can lead to great disappointmis
perfectly possible that the idea the individual had about their timaetged person will, il
reality, be completely different leading to the said disappointment, due to a numéasafi
such as the change in their physical and psychological state, social engagemeoihamit

level.

1.5.1. Mental decline and memory loss problems

As a preliminary, in this study it was decided not to thseterm dementia but use ‘mental
decline and memory loss problems’ in order to avoid any stigmatization, nevertheless
quotations from the literature report the term dementia.

An important issue that should be mentiomethin the broader concept of ‘ageing society’ is
that of mental decline and memory loss problems. The increase in the raiigsidtials witr
mental decline and memory loss problems should be mentioned, and also that Ic
diseases which afflict mainly older people have a significant weight onl soaahealtl
policy as well as health spending (Bernard, 2000). In the last 30 years thbezhagowin:
interest init, seeing the number of people affected and the socio-economic impact th
diseases hee on global health spendin@iven the fact that “research identifying modifiable
risk factors of dementia is iits infancy” (WHO, 2012b p. 2), health promotion on the issue
should be focused on mitigating and on delaying the effects of these diseases..

One aspect that should be taken into particular consideration is the impact of deehia
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and memory loss problems on this section of population; the rates of ual&viaffected b
these problemincrease with the rise in the number of older people worldwide, “dementia is
the major cause of disability in later life” (WHO, 2012b p. 8). Among all social and health
related problems which can affect older people, these dise@sa Istrong economic impe
and can be defined as a real health and social care emergency encompassing the ent
According to WHO (2012b), there are currently 35.6 million individuals livirih wnenta
decline and memory loss problems; this number will double by 2030 and more than 1
2050. According to WHO (2012b), the costs of mental decline and memory loss pi
amount to US$ 604 billion, which represents 1% of Gross Domestic Product wotlie
Further, there are 7.7 million new cases worldwide each year. In the light ofcsthtste
and projections, the Report encourages countries not only to take care of the mestly
practical aspects of mental decline and memory loss problems but explicitly pushes a
"improve the social wellbeing and quality of life of those living with denaérfivHO, 2012|
p. vi). Older people who have to take care of their partners with mentaledaold memor
loss problems are in real danger at physical and emotional level.

Considering the above, the scientific arena has focused its attention on ashkessipatt o
social engagement on mental decline and memory loss problems. Several pieces of
have shown that having social contacts and meaningful relationships, as well cggbiad
in cognitively stimulating activities, are associated with a reduced riskeatal decline ar
memory loss problems(Fabrigoule et al., 1995; Fratigleanal, 2000; Wanget al, 2002
Saczynsket al, 2006; Akbaralyet al, 2009). According to Saczynski and colleagues (2
people between middle and older age who have a lower level of social engagemer
higher risk of mental decline and memory loss problems. This is in some way connigt
what Atchley (1989) claimed, i.e. that the period immediately before the ageingpisc
crucial one, and where the fracture between before and after is significangitduad car
experience a lower level of wellbeing and quality of life. Akbaraly aneagiles (2009) a
even more specific in their study‘persons [older people] engaging in stimulating activities
[...] had 50% reduced risk of developing dementia over the 4-year follow up contpaa
person who engaged buch activities less than once per week” (p. 858); Hao (2008), for
instance, said that being active and taking care has beneficial effects orilteingef olde
people. “Activities in general and interpersonal activities in particular are beneficial for
psychological wellbeing because they offer channels for role acquiring that s

sustaining one's self concept” (Hao, 2008 p. S64).

To sum up, the stereotype of older people as a section of the population leadsgais
problems should certdinbe avoided, taking into account that these people are still ‘useful’ to

society; retired people should not be expunged by society because of the idea thatribi
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make any contribution to it, mainly because an older person who moves out of soc
whose quality of life is impoverished effectively becomes a problem for that society.

In 2008, Kanstim and colleagues highlighted on how many levels older people
important resource within a community, giving the examples of education, fanalgociety
work, taxes and wealth. The older section of the population can be a resourcéhase
different labels “‘the older have accumulated resources both human and social capital” (p.
24). In addition to this, the authors underline that older people still contribtitenvainey
(through taxes) as well as “non market resources (such as social capital) to family, friends and
society” (p. 24). Life expectancy has certainly improved, but it is crucial to keep in mind the
significant difference between life expectancy and healthy life expectancy; HéslalEh life
expectancy is a “population health indicator that combines mortality and health state utility
score” (He, Muenchrath and Kowal, 2012 p. 4). HALE then measures how many years
an individual can live without disabilities. Starting from the fact thest task of heall
promotion is to improve health rather than lengthen it, the tools of heaithofion.
especially those focused on older people, should be developed bearing in m

perspective.

1.6. Chapter summary

The number of older people is growing steadily; therefore, this is a settioa population

that health promotion should be concerned about. The assessment of ageing is not a linear
extension, i.e. it is important to evaluate and analyse how individuals grow oldhéctd
aspects of health promotion should be addressed by policy makers. One aspect to be
emphasized is that old age essentially consists of three levels: biologisalgbhy
psychological and social. Therefore, all three aspects should be taken into consideration i
understanding it (=ageing). Ageing is a progressive situation featuring progrdesline in
physiological and biological system over time. In addition to physical and mentaiejecl

the older person experiences a very large number of changes in prioritiesneast,
economic conditions and social contacts, all of which have a strong influencerdiveise
Retirement should be considered a real milestone in a person's life - a radicalafHdage

and habits. When individuals retire, they are easily put aside, the world in tvishe

starred as a worker, even in the short term, becomes one to which he/she leslomyml |

less; the metamorphosis completes its cycle, regardless of the geographic lotaten
individual. Italy and the UK are not markedly different, and both have a ggowimber of

older, with needs that are at least comparable if not identical.

Older age, especially at a historical time in which older people is genkeallthier than

their predecessors, should be lived actively, with older people integrated ictnthaunity
14



as much as possible. As a consequence, the theory developed by Havinghurst (1961)
perfectly fits the present context in both Italy and Britain. In the light of this, the next chapter
will analyse and critically evaluate the policies of the two countries and Europe as a whole to
clarify whether these policies are appropriate and how these are addressed.
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Chapter 2.

Health Promotion Policies. Europe, Italy and England

This chapter aims to review the main policies to support older people, bibid mational
level, in Italy and England, and at European level, pursued by the European Unioted\s no
in the preceding chapter, the number of older people is increasing and therefore i
necessary for a large number of policies to be activated to help this sectierpofpulation

to enjoy the best healttatuspossible. Policies should be focused on health promotion as
well as the treatment of pathologies, in the light of the fact that piubrlds are finite. The
demand for care in the older section of the population is an incisive, partibalégnge in
both Italy and the UK as the number of dependent older people is growing.

Hoff (2008) displays the diamond of welfare, adding to the state, the market, thedathily
the voluntary sector (Figure 2.1

According to Figure 2.1, welfare production is the result of the outcome of these f
elements; the loss or weakening of one or more of these elements leads toedorrelat

weaknesses in welfare production and a number of negative consequences.

State

Family Voluntary sector

Market

Figure 2.1 Thedivison of labour in welfare production (‘welfare diamond’) (Pijl 1994
quoted by Hoff, 2008)

2.1. Health policy: General

Firstly, and in the light of the above, policies focused on older people are palsticular
difficult to develop because older people, as has been said, are not a homogengobsatg

vary widely. Furthermore, in the light of the scarcity of economic resources ogtecrcial

point from a policy perspective, and even more from an economic one, is to identify
effective health promotion and health care interventions. Russell and Schofield (1999)

argued that public policies, programs and services for older people are often go¢da@si
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consultation with them but more often thought up by professionals who statehetright
solution for this target group is. Therefore, one of the key concerns di lpeainotion is
designing interventions which are effective and actually respond to the nekdesaes of

the users; in other words, which are not just effective and well-constructied minds of

those who create them but are effective, welcomed and give results among those who are
destined to receive them.

The growing number of the oldest old and the rising percentage of oldee figop alone
entails concern for public policy in terms of providing assistance and care b¢lcasse
people have the greatest need for social care. It is essential for governnuemsider the
above-mentioned trends and their projections because older people are theslaghes
group of patients using health services. In addition, it is worth considedngptisequence

of the growth in the number of this section of the population in terms ofrfginait only
health care, social support and health promotion for older people but also inoferms
retirement rates. Thus, the growing number of older people and the theory of successful
ageing are the starting points for stating that policies which promote sutdiadion are as
crucial as those that promote physical health. Countries across the world face ther need
more targeted provision for this social group, particularly those enjoying lgeaith for
their age but socially isolated due to the social-cultural changes in the &raityure that

will be analysed later in this chapter. This has had, and will have, import#adtesut health
policy repercussions. The growth of the older population and its implications foc publi
finances and health poliagises the question of whether health promotion “influences the
underlying aetiology of intrinsic disease processes (e.g. delaying thef agset) or only
modifies the expression of intrinsic disease (i.e. delays the age of death)” (Carnes and
Olshansky, 2007 p. 370). This is an important consideration that should be borne in mind,
especially for older people. However, the most appropriate answer is to sdyedfit
promotion deals with both aspects. By analysing the two concepts, both ceniribut
different ways to adding to both quantity and quality to life, delaying the outlmfeak

disease or absorbing the worst effects of disease on quality of life.

At a time of global economic crisis, it is more likely that policy in Europe, and particutarly i

Italy and the UK, is targeted towards financing services considered fundanmethts]

and pharmacologicateatment) and not towards the older population’s other needs that may

appear less pressing. In this regard, it is important to consider whetleoti@mic crisis in

Europe could reinforce a medical perspective on health. This is because, on one hand, there
are conditions where pharmacological intervention is crucial and it is impossihiset

alternatives, but there are also important aspects which affect wellbeirtheapdrceived
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quality of life, such as opportunities for physical, mental, social and creative activity aeeds t

be promoted.

2.2. International health policy

This section is aimed at highlighting both the role and thinking of internatogahizations

and their policies on older people. Analyzing international organizationsnp®riant
because are independent bodies that develop a significant role on Public Health and Healt
Promotion at European and worldwide level drawing up guidelines as well as focusing on
and drawing attention to different issues. These bodies are able to loekisdubs in the

most neutral way and can show Member States how health promotion and care should be

developed.

In keeping with the above, the first time the United Nation focusdateoproblem of ageing

was in 1982 during the First World Assembly on Ageing held in Vienna. Twests later,

the Second World Assembly on Ageing, held in Madrid, reaffirmed the principles stated in
Vienna (United Nations, no date). The Assembly of Madrid produced more than 100
recommendations (political declaration and the Madrid International Plan of Action on
Ageing), which focused their attention on three main themes:

1. older people and development,
2. advancing health and wellbeing into old age,

3. ensuring and enabling, and supportive environments.

More than 10 years ago, the above themes referred to a wide range of activities whdth shou
be developed in Member States in terms of social and health policies with respesit t
demography, economy and culture. The idea was to give guidelines which should then be
adapted to the context of the individual country starting from the facalihgember States

were experiencing problems, although at different levels, with the growing nableter

people. In the last 20 years, a number of initiatives have contributed to growvtie i
international proposal; in the 1990s, several resolutions addressed issues, problems and

projects for older people (United Nations, no date).

The European Union also has an important role in giving guidelines and plans to improve the
life condition of older people. Article 25 of the European Union Charter of Fugmtam
Rights (2000/C 364/01) states that, “The Union recognizes and respects the rights of the

older to lead a life of dignity and independence and to participateial and cultural life”
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(European Union, 2000). This article says a lot about the interests and concementbat
states have towards the older population of Europe and, interestingly, it sums up a wide

range of messages, dignity, independence and participation in social and culture life.

First, there is the need to age with dignity, a concept that can be seen fromoirds\of

view - philosophical, social, legal and so on (European Union, 2000). Immanuel Kant (1991)
made a distinction between value and goods, dignity not being goods but a human value;
goods are subject to economic evaluation, and therefore, dignity, which is not sabject t
economic valuation, is undoubtedly not goods but a value. Beyond the philosophical
thinking, law protects dignity; human rights (life, health and dignity) have bemmtsal
concern of law since the firsts attempt by mankind to frame it. The growingshtef
mankind and governments at national and international level is evident from laslspaey

in history which have flourished, in particular, since World War Il

Continuing the analysis of the Article, the European Union shows that it is concdrmetd

the independence of older people, which is an aspect that should be one of the main aims of
health and social policies of European Member States. The Article in analysis siates t
older people have “to participate in social and cultural fifén other words, the European

Union is worried about social isolation and its consequences as well as recoghéing
contribution that social life and participation in culture, in its broadastes can make to

older people.

In 2008, the Parliament and European Council designated 2010 as the Year for Combating
Poverty and Social Exclusion with Decision No. 1098/2008/EC. The European Commission
implemented the decision, calling on each Member State to develop their own national
programme, to be submitted for evaluation and approval by the European Commission with
the Strategic Framework Document on ‘Priorities and guidelines for the activities of
European Year 2010’ (European Commission, 2008). Although the onset of the crisis was in

its infancy in 2009, the WHO Regional Committee for Europe adopted a decision
(EUR/RC59/R3) to encourage health systems across Europe to continue to maintaid free
universal access to health for citizens of the various member states (WHQ, 1200} 1,

the European Parliament and European Union took Decision No. 940/2011/EU of the
European Parliament and Council on the European Year for Active Ageing and Solidarity
between Generations (European Union, 2011). A number of common concerns motivated
this decision: a) increasing ageing as a challenge for society and all gendpatiots6 and

7 of the decision), b) the need to promotewacageing in order to “realize their [older

people] potential for physical, social and mental wellbeing” (point 9), c¢) the European Union
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had been concerned about these problems for a long time (points 12, 14, 15, 16, 17 and 19),
and d) issues on the achievement of the objectives of the European Year ifferAfgeting

and Solidarity between Generations] must be addressed by common policies angstrategi
(point 30). A series of documents relating to this decision was producedasudbor
instance, a brochure listing funds as well as policies, activities and piiojéaisope so that

there could be the greatest possible access to funds and also knowledge between Member
States (European Union, 2011).

2.3. Italian health policy

2.3.1. Italian social structure

Before analysing health and social policy in ltaly, it would be appropratgivie a
preliminary outline of Italian social structure and how older people areop#ris. As has

been seen, Italy and the UK are experiencing the growth of the older popudaiibhpth

have to deal with the problems indicated above in terms of social care and health care
spending. The two countries have a number of aspects in common, as seen previously with
respect to the growing number of older people, but they have a very different cultural context
and one of the main elements of this is the structure of the family andeatsQuitural
differences in family structure have a significant part in all researchciabpavith regard

to the way of life of older Italians and this will be discuss in deep latzomdling toDalla
Zuanna (2001) and Tommasirgt(al, 2004), there is significant diversity in the family
structure and living arrangements of older people in Europe “with generally higher
proportions of older people living with a child in south&urope” (p. 54); moreover, their

study shows that parents in Italy have more contact with their children than those in the UK.

Bordone (2009) claims that the role of the family has changed in modern socidtigs; it
“either been replaced or reduced” (p. 361). However, the family plays a fundamental role in
society, especially in an ageing society because the first support for #repeidon is
his/her family, partner or children, both when they are in good health and evemwhwore
the individual is experiencing poor health. This is especially true in countnieewelfare
and social care are less developed or where the family still has an importahtadecis
Italy is. According to Gesano (2008) just 250,000 older individuals live in nunsimgs in
Italy. In addition, Italy has a low level of fertility yet, as claimed lmnimasini, Glaser and
Stuchbury 2007, this has not affected the behaviour of the family strucalsestill has
considerable availability of family care support. This is because families yrtdtadl to be
‘physically’ close, which means that in Italian culture, if parents can afford it, they help their

children in the purchase of a house and this is often as close as possibleaarin@alla
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Zuanna, 2001; Bordone, 2009). This is with the idea of mutual help, on one hand the older
people help the new family in the management of grandchildren and, on the other, children
will help their parents, they will be their informal carers thioug the period of old age.

This is what mainly happens in wealthy families but, of course, in famwids a low
income, it does not and there are a number of consequences; further, it should be borne i
mind that the above is what Italian families of all economic levelsdvike to happen or,

even better, what happened until the last decade. Today, at a time when the econemic cris
is ravaging the middle class, this happens less and less. According to Tomaaskt,gatl
Stuchbury (2007), “the availability, quality and cost of formal services are likely to have a
significant effect on the use of formal or informal support” (p. 849). Conversely, in the light

of Bbhnke’s statement (2008), this consideration is far from true - according to empirical
studies, "welfare state support does not necessarily prevent private solidarity” (p. 134).
Despite this, and especially in the light of the analysis carried out b{2GHD), it can be
stated that Mediterranean area nations, including Italy, have similar sodiogboli
characteristics (strong religious feelings and family presence, and a strongagatro
relationship in politics) and this leads to a series of choices and effects incitielmer
resources, relatively low level of expenditure, and weak support for the peoe there is a
major role for the family and religious organizati in the provision of welfare” (p. 296).
According to Kinsella and Velkoff (2001), the UK and northern European cesntri
generally have a more developed system of health care in comparison to Italy. bnaatditi

the last 15 years in ltaly, there has been a growing number of foreigners (fapsilg)

taking care of older people at home (particularly those suffering fremtaindecline and

memory loss problems or chronic disease).

The problem of supporting older people is not negligible, and seems central in this
discussion starting from the fact that national health systems are limting and more
resources (Glaser, Tomassini and Agree, 2009), although the older populatigrowitnd

grow alongside the number of older people with chronic degenerative disease. Family
solidarity in Europe, in agreement with the results shown by Béhnke (2008pds more
developed and stronger in the Mediterranean area and new members of the European Union;
interestingly, confirming what has so far been established, support outsideityehfzs an
important role in Baltic countries but also in France and Denmark but, in Malya and
Greece, it plays a very residual role. In addition to this, Britain anddtal also different in

the use of support outside the family by individuals with a precarious economimsitiiat

Italy, if there is a problem, the individual turns to the family, whereas itJ#eupport

outside the family acquires more importance for those with economic difficulties.
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2.3.2. Italian policies

Italy is divided into 20 regions and each region has its own government which depends on
the central government. Five regions continue to depend directly on central genebun

have more defined legislative autonomy. Although Italy is based on a centralized
government, recent reforms have increased the legislative and administrativeopdiaeer
regions and this has led to a marked difference in the health and social cafr®wffiergion

to region, mainly due to economic differences among regions. In the light of the above,
welfare policies in Italy are highly irregular and there may be substaiffi@tences, not

only from region to region but also between cities in the same region. Despitehthi
central government remains the major point of reference through laws and decirsgs gi

directions which regional and local governments must follow.

More specifically, the institutions with a role in health and social care arMithistries of
Health and Employment and Social Policy at central level in Italy. (It should béghigtal

that each government has the possibility to give each deparandéfdrent area of interest

and name, therefore, the name of the Ministry of Health may be slijffdyent according

to its area of interest under each legislajiétegional governments at the local provinces
and municipalities,Azienda Sanitaria LocaldASL - Local Health Agency) and GPs.
Furthermore, the tertiary sector (voluntary organizations and charities) is alsgethablan
informal level, although there are some interesting changes on that in the lagiAgears
Ricerche 2011). The national prevention plan signed byMiv@stro della SalutgMinistry

of Health) with the Italian regions refers to the period 2010-20ligigtero della Salute,
2010). This plan takes into consideration health issues of the Italian population with
particular attention the problem of longevity, called “a triumph and a challenge” (p. 49).

This Law addresses a general increase in primary, secondary and tertidrypigaotion.

The document stresses the need to increase tertiary prevention as much as postible, not
mention the centrality and importance of the first two types. There are no referensocial
inclusion, social isolation, wellbeing and quality of life in the plan. Thaent Italian
National Health Plan takes the period 2011-2013 into account, and its main objetiieve is
improvement and strengthening of prevention and health promotion. In the paragraph
dealing with older life, the document emphasizes the importance of the needdménpl
positive action to promote healthy lifestyles, includittige participation of older people in
society’ (p. 87), above all clinical aspects. It also recognizes and emphasizes the need to
“conduct an active lifestyle that reduces the reasons for psycho-physical stress, maintaining
constant intellectual activity” (p. 88) as a means of promoting health and decreasing the

onset of chronic diseasddifistero della Salute2011).
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In 2009, the White Paper on Welfamdifistero del Lavoro, della Salute e delle Poligch
Sociali 2009), the last, to the author’s best knowledge, indicated that older people are at risk

of social exclusion, especially those living with a partner with a seveabilitis and also in

poor economic circumstances. It stresses the centrality of the family as they momare of

social help for the older population, despite taking into account atlattial aspects that are
changing the ‘typical Italian’ structure of the family, which was ready in the past to make up

for the deficiencies of the country. In some ways, the paper address the probtexoted

with older age however there is no properly defined policy, as Dirindin sSg@€€i9). In

the light of these considerations, the White Paper focuses its attention dngneaibtion

and active ageing of older people, urging a greater numb€ewnfri Anzianifor them in

Italy. The document makes rather daunting reading, as many subjects are dealt feith but
solutions and policies are suggested and there is a lack of clear, specific explanations to
address the issues raised in a timely manner. Dirindin (2009) notesehatite Paper is

quite silent on how those issues could be resolved. Furthermore, data frdstitthe
Nazionale di StatisticflSTAT — National Agency for Statistical Data and Analysis) (2011)
demonstrates a decrease in the use of informal care (in 2011, only 16.7% of households
could take advantage of informal care) due to the fragmentation of families, which is
beginning to increase in Italy. This, given the financial and politicalkonkich has struck

Italy, means that requests for assistance from older people without familyilepw but

these may be not addressed due to the lack of well-targeted social and health policies.

As mentioned above, regions and even municipalities play a key role in addressihg heal
and social policy in Italy. The Second Report on Social Services in Lazio (iba wgich
includes Rome) shows that the following are a major source of discomfortéraitizens:
economic issues, loneliness, and lack of self sufficieRegipone Lazip2010a). According

to ISTAT 2011, the incidence of relative poverty in Lazio is 21.8%, equivadeatbout one
family in five. TheRegione LazioRegional Prevention Plan for 2010-2012 implements the
directives in the National Prevention Plan analysed alRegi¢ne Lazip2010b). The focus

of the paper is on the prevention of disabilities in older people, but nathisgid with
respect to social inclusion of the older, maintenance of cognitive abilities or tligy gfial

life and wellbeing. Not only are there no policies specifically aimed at promiogialgh, but

there are also none focused on active ageing or cultural participation of older people.

In the above, considering poverty and the role and impact that poverty has in todays soci
it is interesting to note how the social-political and cultural imfb@s can, in turn, influence
an individual and to what extent they can actually count on social integaaitbsupport. In

the light of the above, there are many differences between countries in and out of Europe,
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stressing the need for the strong ability of European policy makers topgadicies which
should have a substantial impact on nations even if culturally socially and pdliticedtse;
a detailed and critical evaluation of these differences can make the differameerbatwell
addressed policy and a nonsensical one.

As has been said, the Italian family and social structure are changing; theydwave
modified by a number of elements already stressed above. Further, they are unlikely to return
to what they were. Thus family support and health promotion for older peopledocaut
informally by the Italian family so far, is declining a little more evday. In the light of

this, the ltalian health and social care policies analysed briefly above angngoris
pointed out by Dirindin (2009), the current Italian National Health Plan (2018) shows
“minimal vision of social policy where there are no rights of citizenship but only extreme
situations worthy of attention” (p. 3). There is still insufficient integration between health
and social policies, economics and poliiicdtaly, and the notion that ‘health is everybody’s
business’ has not yet been acquired. Policies are still fragmentary and focus more on
screening and health problems (disability, disease and so on) than prevention antigorev
policies or the causes and consequences of social isolation and exclusion, quaditarad lif

wellbeing.

To sum up there are a number of considerations which should be made. Local government,
cities and the tertiary sector certainly have a major role in the developnpitcids on the

older, but it is equally clear that central government should be dictating sutffigieecise
guidelines for local governments to be able to develop more effective health and social
policies. The Ottawa Charter (WHO, 1986) has not yet been absorbed into Itdican po
which fails to translate its principles into effective policies across thetrgoimowever the

fact that there are many interesting and effective health promotion proggots dtaly

although, as yet, there is not enough dissemination should be taken into account.

In November 2012, three ltalian charities focused on health promotion ahdéireasked for
a law about active ageing inmational government conference “giving various forms of
incentives for those who work for the benefit of their community, and alsograythrough
social benefits consisting of credits, for the use of cultural, recreationgingpand artistic
opportunities and/or vouchers for access to goods anct&epdid by the municipalities”

(Anteas, 2012). This means that older Italians are well aware of what theyaméamthat
they need but institutions are still greatly confused with respect to thampmstant targets
to follow and, of course, the serious crisis which has invested all sectivaiaof life does

not help the proper development of a coherent policy. Further, as has been sees,gol
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aspects of social inclusion are not generally prerogatives of the Miofsttgalth in Italy,
meaning as focused on the biological aspects of human health, but to the Ministry of
Employment and Social Policy and this may lead to some considerations; this shows that
there is still a separation between health and social care (I say sowg poltaly and this
separation involves a failure of interconnection between the two policies which should be co-

ordinated.

Recently (June 2013), the ndwlian Health Minister’s new programme that the new Italian
Government intends to develoMifistero della Salute2013) was presented. Bearing in
mind that this is just a planning document and should be understood as a declaration of
intent, therefore neither legislative nor a real programme, there are, nevertlseles
interesting changes towards a more integrated approach on individual and commuthity heal
The document makes references to the WHO guidelines in terms of Health in @éspoli
considering the involvement in public health also of other professionals, which is rather
something new in ltaly, as well as an enlarged account on prevention. Despite these
improvements, which have considerable impact with respect to the Italian palcigsed
above, there are two main concerns/criticisms, in the author opinion, that arisérqoaty s

in the analysis of this Plan. The first relates to the lack of an approach arafition of
wellbeing; more specifically, mental and physical wellbeing is mentioned,(puB)here is

no mention of the concept of wellbeing encoded as will be discussed in the neter cha
(Ministero della Salute2013). The other concern relates to a list of instruments to promote
health focused almost exclusively on biological/medical purposes (e.g. cardiovascular
disease, diseases of the respiratory and central nervous systems, cancer, serious organ
failure, diabetes, prevention of forms of psychiatric disorders, the prevention ofadtict
alcohol and drugs as well as gambling, the number and severity of workplace acaitknt

so on). The perception on reading these lists is that not only is there no desarigiow

the Italian government will operate, which can be justified by the nature of the document, but
that there is also a decisive step backwards in terms of what was just besdosaidh the

plan about the new way of Public Health in Ital§iistero della Salute2013). This attitude

is even stronger with regard to older people because the text mention older ipetha
following terms, “Today, the NHS is involved with other major healthcare challenges, such

as supporting issues of social and health care related to long-term cdnighthembers of

older people and oldest old, treatment availability/high cost diagnosiglifistero della

Salute 2013 p. 1). The fact that the plan recognizes that there is a growingmnafdider

people is absolutely insignificant as there are many reports that show this.dtlveomuch

more important to touch on the problem of ageing well or social isolation, pavettyocial

exclusion which are not even mentioned. This clearly confirms what has been said above
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about governments which are more interested in the practical issues of pulblictinaa

health promotion in the long term.

2.4. English health policy

First of all, it should be borne in mind that the focus of this discussion widnbénglish
policies. The starting point for the analysis of health and social care policy iangnigl
certainly the ‘National Service Framework for Older People’ (2001) published by the
Department of Health. This document set national standards to be developed oves.10 year
It focused on providing for and encouraging older people to stay as healthy as passible i
their own home to avoid the onset of disease, especially long term diseaasatal decline

and memory loss problems. Recently the Department for Communities and Local
Government has decided to support older (and disabled) people in remaining indejmendent
their homes in order to avoid collapse into homelessness (Department for Caesramit

Local Governments, 2013).

In 2010, the White Paper ‘Healthy lives, healthy people: Our strategy for public health in
England’ was published setting a series of targets for the maintenance and improvement of

health (Department of Health, 2010). There is an ‘ageing well’ section (Points 1.41 to 1.45)

which outlines the situation for the older, emphasizing the increasing number of older
people, the growing rates of depression, and the increased prevalence of menwlagekli
memory loss problems. Section 3.4 of the document stresses that action shouldlocaur at
level to “help people improve their mental and physical health, wellbeing and resilience and
tailor support to the different needs of individuals and families” (p. 32). The document
(paragraph 3.67) emphasizes the need to create opportunities for older‘pedmeome
active, remain socially connected, and play an active part in commurgjiie®), all with

the ultimate goal of removing social isolation and loneliness (Department of Health, 2010).

In 2011, the Department of Health prepared a report entitled ‘No Health without Mental

Health’ which emphasizes how mental wellbeing is important in the health of individuals of

all ages; in particular, paragraph 1.7 states “improving mental health and wellbeing is
associated with a range of better outcomes for people of all ages and backgrounds” (p. 7)
(Department of Health, 2011). In addition to what has been said, there arebar mfm
documents from institutions close to the government (Arts Council of England, 2005;
Department of Health 2007) which show the tremendous impact that art and p#oticipat

art has on the health and wellbeing of the individual and, in particular, tee ald that
encourage the use of these tools in the health and social care environment in government

policies in favour of older people. In 2007, the Department of Health and Arts Cofincil
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England published the ‘Prospectus for Arts and Health’ which underlined and emphasized
the positive effect of art on health, and reviewed the growing literetube field; however,

the use of arts is also encouraged in the widest sense in the NHS and the community.

2.5. The European economic crisis and its consequence on household
and policies

As recalled, the economic crisis encompassing the whole of Europe can have effects on
health policies across that area. It is, therefore, worth giving a bdefiaicof this. Starting
from the fact that social exclusion, deprivation and poor health are all consexjaewnce
causes of poverty, the economic crisis which has struck Europe (includingritathe UK)
should be considered. It seems clear that a profound crisis affecting primarily éegc n
such as health-related ones erodes wellbeing and quality of life, firsthe afountry and
then of individuals. Suhrcke and Stuckler (2012) pose an interesting poimtg $hgt the
articles reviewed in their study demonstrate that economic crises are not pheeyssors

of a decrease in the health levels or rise in mortality ratespatpulation level since the
decrease in car accidents exceeds the number of suicides. The authors take intaheccoun
level of life expectancy and mortality as parameters in evaluating a population’s health,

which is a point of view.

Like the UK, ltaly has a health system financed from public taxation and, treréfer
government has not cut the most important treatments despite the very seri@is crisi
Nevertheless, the Italian government has recently had to make a series of highlyampopul
choices to deal with the crisis which, on one hand, have tried to contain health costs and, o
the other, have had a severe impact on the pension system and the level of pensions. Both
elements have had a considerable impact on the older population, leaving manyadosa ser
financial state and this, in turn, has had a significant impact on their wgllaed quality of

life. According to de Belvigt al (2012), “the national government has cut central transfers

to regional and local governments for disability, childhood, migrants and othé&aravel
policies” (p. 13); this has led to a greater use of co-payments for health care with serious
effects on household income. The crisis has led to some households choosing not to care for
themselves (De Belvist al, 2012), as there were other, more important and urgent family
expenses. In agreement with De Bektisal (2012), comparisons between Italy and the rest

of Europe show that Italy is a nation that is experiencing the worst effects afigiseand

this has been compounded by the fact that it had very low economic growth, even before the
crisis. Furthermore, according to the data from Italy Report 2012 Eurispegshé adder

people who suffer more because of the effects of the crisis in Italy; in 2010, 74.8% of the
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older indicated a deterioration in their econostituswhile in 2011, this figure had risen to
81.5% (Eurispes, 2012).

The economic crisis that has affected the whole of Europe is an aspesttahlat be taken

into account when looking both at policy choices on health spending and the reactions of
individuals. According to Kaplan (2011), several crucial determinants ofhhiealte been
affected by the economic crisis, including health care, housing, income and \Wwealgver

“social and economic policies have the potential to mitigate at least some of the potential
negative heah effects of economic crises” (Kaplan, 2011 p. 646). However as Lloyd-
Sherlock (2002) points out that “rather than driving up health spending, the main impact on

health services...” of the growth of the older population, “...may be a shifting of priorities”

(p. 755). The economic crisis should focus politicians’ minds on the need to invest more in

health promotion and try and avoid the costs of expensive health and social care.

2.6. Chapter summary

The chapter provides a short overview of social and health policies in Eltapeand
England related to the needs of older people. One of the most interesting &sfieat the
concept of health promotion and public health in Italy is still profoundly relateteto t
medical and biomedical fields. Health promotion for older people is not addressed
sufficiently and is poorly developed when compared with England. Furthermore, public
health is still focused on help given by families. The lack of policy and practical initiatives i
Italy has been criticised by associations which deal with the older papulttis clear that

the more physical healthcare needs of older people must be addressed but, in add#ion, m
attention is needed on the quality of life and social wellbeing of older pedpe=cbnomic
condition in which ltaly and, to a lesser extent, England and the UK aitiopedi makes

the need for a change in priorities all the more pressing.
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Chapter 3.
The Multifactoral Concepts of Health, Wellbeing and

Quality of Life

3.1. Introduction

This chapter will discuss a number of key concepts central to this thesisoitept of
health itself and approaches to definition have been a subject of debate and kémedev

in important ways over time. The further multi-dimensional notion of wailthis related to

the concept of health. That of the quality of life will also be analysed, ttgifrgme this for
individuals and, more specifically, older people. Quality of life is importanthigrsection

of the population, especially in the context of the lengthening of life andtitidgrhas a
different aspect in comparison to adults or young individuals. A number of approaches t
defining and categorising this idea are explored. The last section of the é¢hdpteised on
social capital, social exclusion, social isolation and poverty and their connectionldeith o

age.

3.2. Health

The concept of health is complex and has developed over time, adapting and changing as
society, economics and medicine changes. The definition of health proposed in the
constitution of the World Health Organisation was something new and importantt at tha
time. Health issaid to be: “a state of complete physical, mental and social wellbeing and not
merely the absence of illness or infirmity” (WHO, 1946, p.2).For the first time, the
health/disease dyad was broken.JAdad and O’Grady (2008) note: “This definition invited

nations to expand the conceptual framework of their health systems beyond the traditional
boundaries set by the physical condition of individuals and their diseases, @eedt dis to

pay attention to what we now call social determinants of health” (p. 337).

In recent years there has continued to be some debate in the literature alm®itnikion
(Huberet al, 2011). Saracci (1997) argues that the WHO definition of health is mudr clos
to the concept of happiness than to health and having good rstatths does not
automatically involve being happy. The exception raised has a high value since there are
number of difficulties in life which do not involve health but which can makediifecult.

Saracci (1997) is particularly specific in demonstrating that the definitionadthhie not so
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straightforward, also through a significant paradox - health can be considered a igintpan r
but happiness he suggests cannot. In their revieiad and O’Grady (2008) underline that a
number of problems had been emphasised in the scientific literature, focusing in particular
onthe use of the term ‘complete’, showing that its meaning is difficult and complex.

In agreement with what was said by Hubetr g1, 2011), the term ‘complete’ is misleading
because it has led to an excess of medicalization. In other words, a healthguisdisi
somebody who experiences a complete sense of health (emotional, mental, physical and
social), this is a difficult objective to achieve. In addition, Huber and collea@odd)
highlight another important aspect - the demography of the population. In 1948,
demographic patterns all over the world were not as they are now, as seen alittwveahea

no longer be seen and measured in relation to that definition, because of ttie igrive
number of older people and connected diseases (long term/chronic). According to the WHO
definition, an enormous number of people over 60 cannot be considered healthy; thether,

definition does not take into account coping abilities, both at a mental and physical level.

The definition of health, and therefore its measurability, has serious immiisatiA
definition as close as possible to the social-economic-political context has signéfieacts
on policy choices and health promotion interventions. Buchanha. (2009) underline that
the most recent literature on ageing and the condition of the older population sesdfai

physical health is “only one of the components of an active and healthy lifestyle” (p. 1143).

The use of a single definition to describe a concept is misleading, belaresare so many
components or related issues that the sense would be distorted. AssHabé011) argue

it is therefore probable that the need today is not so much to focus on a definhaltbf

but more to have a more comprehensive conceptual framework covering the whole field of
issues relevant to ‘health’. Social changes are so fast and scenarios differ in such a short time

that encapsulating such a complex concept in a single sentence is deceptive.

Despite the above, the WHO definition of health (WHO, 1946) was an importangstarti
point for developing health promotion strategies which may not have emerged lithiout
definition. In other words, it can be said, that the definition was a revolutionaryaapio
individual health, and overcoming the concept of disease was instrumental in the
development of an extensive range of considerations and theoretical frameworks which have
led to a widening of the boundaries of health, including wellbeing and sociatsidgealth
promotion has taken the definition of health given by the WHO as somethingvio fstri

rather than a closed definition health being a resource for living no#la Tthe operations

implemented by health promotion and social policy have to be addressed to actees a
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that could be as close as possible to a complete sense of mental, physical and social

wellbeing, despite the fact that it is impossible to achieve, as explained above.

3.3. Social determinants of health

As seen, health is, on one handstatuswhich includes several aspects and, on the other,
determined by a wide range of factershe so-called social determinants of health. These
have been defined by the WHO as “the conditions in which people are born, grow, live, work

and age” (CSDH, 2008 p. 1), therefore how a person ages can determine their health. In
accordance with this definition, “the human health span could be considered as how long an
individual can maintain good health” (Franklin and Tate, 2009 p. 8). Some social
determinants of health cannot be modified, such as gender and age, but there are also those
which are under the control of the individual (lifestyle/health behaviduagtly, there are
social determinants that affect defined sections of the population such as povertytaccess
health care, housing conditions and lack of supportive and close relatiorn$biifp2008)
reports that the two strongest determinants of health in older age are educatiehahtl
income (poverty)In the European Union, “the proportion of the population who are at risk

of poverty, one of the strongest determinants of health (defined as having an ofdess

than 60 per cent of the national average) was 15 per cettici®U as a whole,”
(Mackenbach, 2006 p. 31). A life of poverty, and low economic circumstances, profoundly
affect individual health, and social determinants of health such as poor edubatising,
relationships and income exert important effects on hesilthus (Benezeval, Judge and
Whitehead, 1995; Anderson, 1999; Cattel, 2001; Dunn, )2@02Zording to Judgeet al,

2006), “health inequality is very much related to the numbers of people disadvantaged by
different forms of social exclusion” (p. 5). Social exclusion has been defined as “a complex

and multidimensional process” which impacts on both mental and physical wellbeing
(Levitas, et al., 2007, p. 25). Marmot (2005) claims that social determinants in health are
relevant both for communicable and non-communicable disease, therefore tackling healt
inequalities is crucial for health promotion as a whole. In the light &, tifi social
determinants influence health, they also influence social wellbeing and the connected

concept of quality of life.

In 2008, the Commission on Social Determinants of Health presented its final cefiwet t
WHO, once again emphasizing that health is everybody’s business since a growing number
of organizations were concerned with individual health, “the whole government, civil
society, local communities, business, global flora and international agieeil) (CSDH,
2008). The Commission made three main recommendations:
e improve daily living conditions,
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¢ tackle the inequitable distribution of power, money and resources,

e measure and understand the problem and assess the impact of action.

The three recommendations emerging from the report are crucial and have a hugemmpac
public health and health promotion. As a preliminary, it is important to develop a better
quality of life/health of citizens every day rather than a very punchy operatiah wias

little long-term effect, as well as the importance of improving theilbligion of power,
money and resources as a pre-condition to living better. Emphasis will be plagedeoty

and all its consequences in paragraph 3.9.

The aspect that is probably most incisive in the light of the work presenteds hibrat
expressed by bullet point 3, i.e. that focused on identifying and measuringkhenprand
consequently assessing the impact of action. In agreement with what Bamnata010)
describe, measuring social determinants of health is extremely difficult “public health
systematic review evidence base is weak in terms of how to tackle the social determinants”

(p. 290); furthermore, “there are specific areas that appear especially sparsely populated” (p.
290) in terms of research. The study (Banddral.,2010) is very clear in highlighting how
difficult it is to develop effective tools and interventions, how hard cogeail the aspects
of the ‘social determinants of health’ problem is and what the consequences of these
difficulties, which literally fall back onto the healdtatusof citizens, are. Addressing the
social determinants of health, the urban dimension and the role of local gove(WhiDt
2012a),the report, which analyzes the ‘behaviout of 5 European countries (including the
UK but not Italy), assesses how these nations are concerned about sociathindeter
issues and how they differ from each other (some countries consider it a priordtharsl

less).

3.4. Wellbeing

The World Health Organization defines health as “a state of complete physical, mental, and

social wellbeing and not merely the absence of illness or infirmity” (WHO, 1946 p. 2); it is
therefore important to carry out an analysis of the concept of wellbeing. Wellpghiike
health, is a very difficult concept to define. In February and June 2012, the WHO Regional
Office for Europe created a group to answer a number of questions connectetewith t
definition of wellbeing (WHO, 2012c; WHO, 2012d)he fact that the WHO feels the need

to define or build a framework to highlight what wellbeing is clarifi®se aspects - one is

the inherent difficulty in defining the concept, and the other is its importance.
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Despite the comments below about research into health and wellbeing, and startitigefrom
fact that there are several tools for measuring wellbeing, there remains a prof@oultydi

in measuring it, according to the literature (Bamétral.,2010) and the WHO (2013). This

is mainly due to the fact that tools often focus their attention (tHelawould say their
measurement) on one or two dimensions of wellbeing rather than giving an overall
assessment. This aspect, and the problem of defining wellbeing, is essential betaarse a
definition and measurement indicate the most correct way to create interventionton heal
promotion and social and health care. Moreover, another important and not negligible aspec
is that of having a measurement that could be valid for all; in other wiaklag into
consideration that Europe is becoming more and more extensive, connecting countries with
completely different cultural and historical backgrounds and features, there is @oneed
develop a tool with common indicators. This is mainly in the light efrteed, as stated in

the Preamble, to transfer tools and good practice in health promotion at European level.

According to WHO 2013 (p. 141), “well-being exists in two dimensions - subjective and
objective. It comprises an individual’s experience of their life and a comparison of life
circumstances with social norms and values”. Illustrative examples of the objective elements

are those that affect the living conditions (housing, income, and so on) while tharether
those related to the subjective experiences that each of us has in (MgHits 2013). The
fact is much more complex, the comment above is too simplistic because it is tdificul
draw a clear line between an ‘objective’ aspect of wellbeing, such as income, and how this
aspect is also reflected on the condition of the individual takingconsideration that each

individual reacts differently to the stressors of life.

In the literature, there are two main concepts of wellbeing - hedonic wellideintfied as
the pursuit of pleasd and avoidance of pain or “as the presence of positive affect and the
absence ofegative affect” (Vazquezet al, 2009 p. 17), and eudaimonic wellbeing, which
focuses on selfealization and can be defined “in terms of the degree to which a person is
fully functioning” (Ryan and Deci, 2001 p.141). Hedonic wellbeing is connected not simply
to happiness but to the idea of gaining the highest amount of pleasure in life. The eudaimonic
theory goes back to Aristotle (1999) who, in the first book of Ethics, devetbpetbncept
of eddosuovia, arguing that true happiness comes and builds a virtuous life based on
developing the potential of each individual and not only pandering to his desires and
avoiding pain. In agreement with what is said by Deci and Ryan (2008), lifeasatiaf
cannot be evaluated accepting the hedonic model, because it is made up of many elements
which affect not only happiness itself and the absence of unhappiness but includes others
aspects which the eudaimonic perspective takes into account. Furthermore, thexitpimipl
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the elements making up eudaimonic wellbeing could lead to a more lasting feeling of
happiness because it includes personal growth and meaningfulness, compared to the pure and

simple happiness in hedonic wellbeing.

In 1984, Diener elaborated the theory of subjective wellbeing as that feblhgdch
individual can self-evaluate. Later, in 2000, Diener suggested that there are seyvarable
components of subjective wellbeing such as “life satisfaction (personal judgment of one’s

life), satisfaction with important domains (e.g. work satisfaction), pesitaffect
(experiencing many pleasant emotions and moods) and low levels of negative affect
(experiencing few unpleasant emotions and moods)” (p. 34). Ryff (1989) advocated that
psychological wellbeing instead consists of six components: self-acceptancevépositi
evaluation of oneself and one’s life), personal growth, purpose in life, positive relations with
others, environmental mastery (theilap to effectively manage one’s life and the
surrounding environment) and autonomy. In addition, it has been found that “psychological
well-being is more strongly associated with survival in older healthy populdtié0syears

old) than in healthy populations in general” (Chida and Steptoe, 2008, p. 754). According to
Sarvimaki and Stenbock-Hult (2000), the factors affecting the wellbeing of a peesbatiar
internal and external. lllustrative examples of internal factors in old ageb® health,
physical ability or coping mechanisms and the external ones are home, socialsfelagion
and the living environment. In addition, several pieces of research show that eudaimoni
wellbeing is influenced by a number of variables such as social-demographis,faciey
gender, race, social-econonsiatusand also the adversities in life (Ryff, Singer and Love,
2004). As a result, eudaimonic wellbeing changes during the life due to specéisitids

but also normal changes. Wellbeing like health and quality of life, is a dynamic process.

There is a general agreement in literature that both hedonic and eudawvebtip&ng have
positive connections with physical health (Ryff, Singer and Love, 2004; Pressman and
Cohen, 2005; Howell, Kern and Lyubomirsky, 2007; Chida and Steptoe, 2008; V&tquez
al., 2009 and Krijtheet al.,2011). According to Vazquez al.(2009), there is a connection
between negative affect and health. They report a number of studies which showighat a h
level of negative emotions “may weaken the response of the immune system” (p. 19).
According to the quantitative review carried out by Chida and Steptoe (2898hotogical
wellbeing is positively correlated with a decrease in mortality, both inhyeptople and
those with chronic disease. More specifically several pieces of researcldesnpebple

show that wellbeing has a number of positive effects on them.
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The pioneering study, carried out by Ryff, Singer an Love (2004), is of particulasintir
was aimed at assessing whether wellbeing is associated with reduced biolsirabtder
women. The results of the study show that there is a link between ‘biological’ health and
wellbeing, which contributes to the effective functioning of various biologigatems—
women with higher levels of eudaimonic wellbeing had lower levels ofsobrtpro-
inflammatory cytokines, cardiovascular risk and better sleep in comparison witlpaaits
who had a lower level. Further, positive affect has been shown to predictasunvolder
adults in univariate analyses (Krijtee al.,2011). According to this, promoting wellbeing is
an important fact from a health promotion point of view, even more so for oldeepgbgl
have to deal with a number of negative aspects with respect to thelir suechitheir position
within society (Vazqueet al.,2009). Thus, there is a close interconnection between health

and wellbeing and it is equally possible that there are reciprocal influences.

3.5. Quality of life

The concept of the ‘quality of life’ is widely used in the scientific arena, but is not often
clarified and defined. A starting point for its analysis is provided by the WHaQ@itiefi “an
individual’s perception of their position in life in the context of the culture and value systems
they live in and in relation ttheir goals, expectations, standards and concerns” (WHOQOL
Group, 1997, pl). This definition is certainly exhaustive but only because it is very generic.
According to Alesii ét al, 2006), the concept of quality of life has had a fluctuating number
of definitions starting from an idea of equality with the definitiorheélth, to detachment

from health and becoming a concept with a wide range of different nuances.

According to Lawton (1991), quality of life is a multi-factor concept invgvfour main
areas - objective condition, behavioural aspects (including health), subjectreptper and
psychological wellbeing (including the sense of satisfaction). It would teeesting to
evaluate whether there is a hierarchy among these levels, in other words, is there an element
which has greater importance in determining the quality of life in tHer pkrson’s life?
Consequently, if so, a hierarchy of policies would be necessary, addressihgusdiaalth
care policies firstly in terms of one aspect and subsequently another. Converselyltithe
factor nature of the concept of quality of life could be understood not so maclayering
of different levels but rather as elements making up a whole. In which veseldt be more
difficult to assess what the most appropriate tools are to improve the auidifey of older
people involving multiple elements. Interestingly, the review carried out bthSAvis and
Assmann (1999) showed that quality of life and hestiusin patients with chronic disease
are “two distinct constructs” (p. 450); furthermore, according to their review, mental health

has a greater impact in assessing quality of life in comparison with physical health.
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Defining quality of life is challenging and this is even truer if thendtdin is focused on
defining older people’s quality of life. This is mainly because the older group covers a long

period of time of about 40 years (from 60 to 100) and the physical and mental challenges
experienced, as well as the aims and desires, are certainly different.eDespitthe
literature has attempted a conceptualization in which the first principle is tesaitse
quality of life in the older population in a different way from that of thet of the
population; if, as has been said, the concept of quality of life changes ifdimet the
individual level (the events of life affect our needs) and group level (the gruip has a

rating of the quality of life different from that of adolescents or older people).

The starting point foanalysis of the concept of quality of life in the older person’s life is
raised by Netuveli and Blane (2008) when they staadthough there is a plethora of
statements about quality of life, they tend to be descriptive rather thaitidefi (p. 114).

The start of any discussion of this concept should conveniently consider that qualiétysof |

a dynamic element which changagime and adapts to the conditions that the individual is
experiencing at the time, so it is possible to say that the quality o lda individual and
changeable feeling. Notwithstanding this, certain aspects can be indicated as agitimon
possible validityin time. As suggested by Halvorsud and Kalfoss (2007), in their review
“Quality of Life is influenced by intra-individual characteristics sashhealth, functional
capacity and the coping mechanism, and external conditions including environment, work,
housing conditions and social network™ (p. 234). Quality of life is thus closely linked to the
period in which an individual lives and ages. In the light of this, qualitife in the older
touches and affects very specific aspects that are certainly not found in other age groups.

According to Age UK (2013) physical conditions are not taken into account by oldest ol
people in rating their health whitaspects of mental wellbeing such as mood, personality

and lifelong intellectual ability are the most important factors” (p. 21) in assessing their

quality of life. This is recalled also by literature, there is general agred¢hatnin older age

(like all older sections), it is crucial to take into account aspectsgindbeyond strict
functionality and explore more concepts such as life satisfaction, social interaction,
wellbeing and similar situations to improve their health (Fernandez-Ballgesté@amaron

and Ruiz, 2001; Gabriel and Bowling, 2004; Smathal., 2004; Halvorsud and Kalfoss,
2007; Netuveli and Blane, 2008). Some research illustrates that the older population
particularly values several aspects of life and, in particular, social camtactamily and
relatives, financial circumstances and independence. As Netuveli and Blane (2008) state,
“Family, activities and social contacts were the factors which they thought gave their life

quality” (p. 116).
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Housing is a central facet of the quality of life in older age, according tinddereport of

the ENABLE-AGE (2005) study, which explores the home environment as a determinant for
autonomy, participation and wellbeing in very old age in five European countries, mgcludi
the United Kingdom. At a general level, the study indicates that “healthy ageing at home is

linked to action, identity, dignity and survival in very old age” (p. 3). Starting from this fact,

it is interesting to see what home means for older people; for the older, theshoen@inly

not only a place but a world, their world, built over time, consisting ofthaioid routines.

The concept of identity with the area, connected with that of their ‘world’, should also be
emphasized and the need for most older people not to change too many aspectsfef their |
This is because their life has already really changed with retirement andiregnieealth

conditions, and the home is an important cornerstone of their world.

The report further suggestsathhe word ‘dignity’, mentioned above by the European Union

in Article 25 of the European Union Charter of Fundamental Rights, is one of the most
words used in the collection of data through interviews. Five facets of dignityge -
functionality, activity preference, privacy (at different levels, i.e. playsisocial and
psychological), financial dignity and embodied dignity. These cover all fadetheo
individual - from his physical wellbeing to that of economics, finishind \weving aesthetic
regectability (being happy about one’s appearance). In the light of this report, it can be seen

how society has a very stereotyped idea of older people whereas this sectimn of
population is specific in recognizing their needs and desires. This discrdpatagen how

the older perceive themselves and how they are perceived by society is somethighto
attention should be paid because identifying the real needs of this sediienpafpulation

could help to address social policies more specifically. The older in good health condition
with access to free medical care and a good financial level are now, inirtaybetter
position than younger people, and appear satisfied, in stark contrast with the sterettype tha

we have of them.

Beyond the problem of having a series of stereotypes of the idea aiidiie person,
resulting from the non consideration of Victor, Scambler and Bond (2009) i.e. thad¢he o

of today cannot be compared with those of yesterday, the link between these results and what
Baltes and Baltes (1993) developed, i.e. the minimization of losses and maximization of
gains, should be underlined. In other words, it can be argued that these results demonstra
that the older person can adapt to the passage of time. In the light ofdpjseérs easier to
highlight factors which enhance the levels of the olsieson’s quality of life as well as

highlighting the premise necessary and sufficient for them to have a good quality of life.
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3.6. Social capital

Firstly, it is important to underline that the concept of social caigitabt a recent one, and

has already been analysed but not extensively theorized. Social capital is a term that
summarizes a wide range of elements such as number and quality of interactlons an
connections among individuals or groups of the population but also the outcome of those
interactions. As Ferlander (2007) points out, social capital has been used to axpide

range of aspects of civil society such as educational achievement, democracy aodl level
crime. As said, social capital appeared in the studies of several authors nipé&wdkheim

in his studies on solidarity, in those on the community and society of Tonnies and also

Weber in the studies about religious communities (Di Giacomo, 2006).

Despite the above, the main authors who have explored the concept of socialrcdpeipdhi

are Bordieu (1980), Coleman (1988) and Putnam (1994 and 2000). Bourdieu and Wacquant
(1992) quoted by Lesser (2000 p. 91) define social capitalea$stim of the resources,

actual or virtual, that accrue to an individual or a group by virtue of pasgessiurable
network of networks or less institutionalized relationships of mutual acquaintarte
recognition”; in the Bourdieu’s view, each individual is moved by its interest in pursuing its
aims. Social capital is therefore an individual resource “which is partly developed by the
individual’s own past and present activities, but is also contingent on the attitudes of others”

(Gray 2009, p. 7).

Coleman (1988) states that soactapital is not “a single entity but a variety of different
entities with two elements in common. They, too, consist of some aspects of socialestructu
and facilitate certain actions of tacs [...] within the structure” (p. S98). As noted by
Coleman’s (1988) starting point in the definition and analysis of social capital, individual’s

actions were analysed from two different points of view - one purely econanhith@ other
sociological. Both have their own strengths and weaknesses and their analysis takes
important factors into account (the economic one only considers the indivitilal the
sociological point of view only social relations). This scholar claims thaalscapital can

go beyond these divisions and give a more complete point of view of concept of dgapital (
terms of amount of resources). Coleman (1988) divides the dyad ‘social capital’, saying that

social means ‘relationship between people’ while capital means the ‘relationships that
constitute the resourteHe maintains there are three basic forms of social capital -
obligations and expectations, information flow and laws accompanied by penalties. The most
interesting aspect underlined by the author is that social capital fiofarother forms of

capital (= material resources) used, such as physical and human because “the actor or the
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actors who generate social capital ordinarily only capture a small part of its benefits” (p.

S119) while the remainder becomes a public good.

In pursuing two empirical studies with a similar methodology, Putnam focuseddherfi

Italy (Putnam and Leonardi, 1994), on differences between north and south, while the other
focused on the United States. Putnam’s book “Bowling Alone” (2000) focuses its attention

on social capital analysing differences among states in the U.S., developing a nfimber
theories and statements. According to Putnam, social capital is a means of imgmneving
general welfare of a country, and when social capital decreases, the genaasd okl
country automatically decreases as well (Berger-Schmitt, 2000). Putnam dsficiak
capital as “features of social organization such as networks, norms, and social trust” (1995,

quoted in Ferlander, 2007, p. 116).

Social capital can be divided into three different dimensions - bondiiaigiray and linking
social capital; in turn, these dimensions can be weak or strong. Bonding social sapital i
described as involving social networks of people with similar characteristiother words
connections among family members or of individuals of the same ethnic or religiays g
whereas bridging is characterized by more cross ties, and also relationships amoiilgrdissim
individuals (Ferlander, 2007). Linking social capital, by contrast with the firstforms
connects individuals at a vertical level while bridging and bonding connect indiataal
horizontal level (Ferlander, 2007).

As will be discussed later, social exclusion and isolation are harmfuhdalth; the
opportunity of having social relationships and connections with other individuals
automatically has a good effect on healtiHBmbres (et al, 2007) indicates that this
influence could be seen at very different levels, such as macro, micro and individual. In other
words, social capital has different paths to influence the hs@thsof the population seen

as a whole as well as at individual level. Ferlander (2007) reviews¢ksehich shows the

many ways in which healtis linked with social capital, for instance through a decrease in
mortality and better self-reported health. More specifically, the literature recegnisteong
connection between higher social capital and social cohesion and a corresponding higher

level of health.

In the light of the above, the role of social capital and its connectionoldthge and the
theory of successful ageing appears clear, as it emphasises the importance of having
relationships and connections with other individuals in order to have a moreisgtesfig

qualitatively better life. According to Gray (2009) social support is a direct outcome aff soci
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capital; social support and good relations make an important contribution to ttierata
only of the individual but also the community. In discussing social capital andfate
most direct and major outputs i.e. social support, the decline of family suppoctizabi
strong in ltaly, but also in other situations such as that in Englanddshewmphasized.
The lack of social support within families brings older people to look outsidadasupport
they need and they also turn to other support networks such as friends. The lackiod this
of support has direct consequences and therefore creates the possibility oleaseiricr
loneliness in older people (Gray 2009). The above strongly reconnects teswlzatied by
Putnam (2000), describing the overall importance of place of aggregation and staraliz

as the best place to finding social networks such new friends.

3.7. Social exclusion

Over the last 15-20 years, there has been growing interest in social mxclumsl the
correlated situation of poverty. The problem of social exclusion touches more than on
section of the population and is the complete or partial absence of relationshigscihd
interaction with either family or friends. Mililband (2006) quoted by Lev{gsal, 2007
underlines that social exclusion has to be considered in three ways - wide, deep and
concentrated exclusion. More precisely, the author defines wide exclusion asvahisiega

large number of people are excluded by a single or small number of indicator(s), deep
exclusion is where people are excluded by multiple and overlapping dimensions, and
concentrated exclusion is where there is a concentration of the problem iecificsp
geographical area.

In 2010, with validity until 2020, the European Union formed the “The European Platform
against Poverty and Social Exclusion: A European framework for social and territorial
cohesion” the aim was to carry out policies that decrease social exclusion and poverty in the

different member states (European Commission, 2010).

It should be borne in mind that social exclusion is not the result of lownmar more
generally of poor material conditions but is something broader. Social exclusiothig

cause and a consequence of poverty. Poverty tends to exclude the individual from many
activities; those who cannot afford to take advantage of activities thatatieve loneliness

and solitude are excluded, also because their experience is poor. Therefore, ipavatrty
simply a matter of low income but people can also be impoverished in terms df socia
support. In addition to this, poverty seems to be seen as something touching individuals
while social exclusion is a broader concept including, on one hand, entire sub-grthgps of
population and, on the other, several different aspects of individual lives (B&chenitt,

2000). Poverty is often the main cause of exclusion from access to a series aiioregire
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activities for these layers of the population, as they do not effectively havecbnomic
resources to spend on ‘unnecessary’ things, as recreational activities may appear (Huxley

and Thornicroft, 2003; Bohnke, 2008). On the contrary, these people see reateatio
activities as a real possibility of leaving the routine of everydayhéhind and as a way of
feeling less isolated and having the chance to form and build relationships which would
influence their perception of wellbeing. In addition, it is important to undethe strong
connection between one or more dimensions of social exclusion and the quaféyobfaln

individual.

There has been a heated debate (Tsakloglou and Papadopoulos, 2002) around the concept of
social exclusion which is not easily to assess. Currently, however, tregeanent in the
scientific literature that the concept does not have just one distinctiverdléut contains

several components. Therefore, social exclusion is something difficult to conceparaliz

once again, multifactoral. The question is not an academic one; it is not just a ftasm@f

a label for a concept but defining it as precisely as possible to develop solatiaddress
significant social issues.

According to Jehoel-Gijseberg and Vrooman (2008), there are four elements which make
and/or are related to social exclusion - deprivation, lack of social rights, atibegand

social participation. Results of the study show that “Social exclusion among the older is
generally much higher in terms of social participation than in terms otwheother
dimensions [deprivation and lack of social rights]” (p. 48). Looking at Europe, Tsakloglou

and Papadopoulos (2002) suggest that social exclusion appears to be more widespread in
southern Europe (including Italy) and countries such as the UK or Ireland. Againiagcord

to the above study, “elderly citizens living alone and elderly couples face an increased risk of

social exclusion” (p. 223) in southern European countries.

3.8. Social isolation

According to Berger-Schmitt (2000), social isolation istatuswhere the individual feels
both a lack of social contacts and subjective feelings of loneliness. Sociabisadinother
difficult and multifactoral concept which is hard to define. However, folloviNingholson’s
(2009) taxonomy, a number of aspects should be taken into account such as “number of
contacts, feeling of belonging, fulfilling relationships, engagement with otret quality of
network members” (p. 9) while the author indicates lack of relationships, psychological and
physical barriers, low financial/resource exchange and an unsafe environment doeso cri
rates, for instance, as antecedents. Van Geddetl(2006) quoted by Victor, Scambler and
Bond (2009) claims that living alone is linked to physical and mental outcomesliimgl

“anxiety, depression, cognitive decline and psychological distress” (p. 27). Victor (et al,
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2005), stated that socio-demographical attributes, material circumstances rémaltices,
social resources and life events have been associated with social isdtattimer words,
the causes and consequences of social isolation may be related, leading to the consideration
that all the above elements may lead to a vicious circle, where the existem= elément

is connected to the start of another and another is, in turn, worsened.

Victor and colleagues (2005) noted that ‘being alone’, ‘living alone’ and ‘social isolation’

are three different concepts, remaining distinct even though they sometimesp oBeihg
alone is the time spent alone, living alone is the fact of living by youvgeile social
isolation is something deeper and concerns the level of integration with indsvidua
groups. It seems clear that even if an individual lives alone they may not ardgelss
socially isolated and, in soneasesalsovice versa since there are people who take care of a
sick family member (for example spouses where one of the two is suffesimg mental
decline and memory loss problemand so the individual does not live alone but is

effectively socially isolated because of the lack of contacts.

Social isolation is deeply affected by age and therefore social isoéationg older people

can differ from that of other age groups or sectors of the population. Furthernsbreuld

be borne in mind that the healttatusof the older and their motor function problems may be
elements significantly influencing the social contacts of older people. In additer, ol
people have already experienced a number of losses during their lives - partnérss relat
and friends leading to a certain social isolation.

Social isolation has repercussions on individual wellbeing; therefore, in theolighie
above, it has a negative effect on individuals’ physical and mental health. Social isolation
among older people is one of the issues which policy makers and health care pmdession
should take into account more in terms of health promotion. For this sectidme of t
population, isolation is not just the inability to have a meaningful relationshithe
possibility of social contacts but, as Nicholson (2009) highlights, socialimo causes a
number of physical ailments such as poor nutrition, rehospitalisation, cognitiveedanot
increased consumption of alcohol and these ailments are a cost to societyaral hatilth
systems. Several pieces of research show the importance of social relations in old age for
both health and quality of life (Schaaf al, 2001; Belandt al, 2005; Wilsoret al, 2007;
Gallegos-Carriloet al, 2009). Furthermore, there is a good body of research which has

established the connections between leisure activity and health and the quality of life.

As far as the concept of very low income (or poverty) is concerned, a phd biferature
notes that income is not the only or the strongest determinant of health (White,ad@d03)
that the term ‘poverty’ has been, to some extent, replaced by the term and concept of social
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exclusion. In socially deprived areas, social isolation and exclusion arefotbereften
connected to a state of poverty which can profoundly influence individual and community

health and wellbeing.

3.9. Poverty

Any consideration with respect to poverty must start from the fact that engoays a
significant role in the quality of life and wellbeing in all age groapd, in particular, in

older people. This is related to two factors, i.e. having a good economic leveada&lsg

of safety and, more materially, the individual is able to deal with a egreatmber of
adversities. Poverty among older people is a problem which exists on a universal level,
partly due to the economic crisis, although of course in some countries thevisitoalts
worse, probably because those countries experienced economic problems among older
people even before the outbreak of the economic crisis, as is the case in ltaly (detBelvis
al,, 2012). In the later section of life, individuals are vulnerable to changésir income;
furthermore (Hoff, 2008) older people living alone are the most vulnerable groupsin thi
section of the population.

Relative and absolute poverty are two measurements essential for outlidihmlalighting

the socio-economistatusof the older population. Relative poverty consists of the nunfber o
families and individuals out of the total number of households living balaanventional
threshold (poverty line) identifying the value of income below which a jaimitiefined as

poor in relative terms. Absolute poverty has a number of variables (e.g. number of members
of the family, the city of residence and so on) and identifies those individuals fardilhes

who cannot afford the minimum costs of buying goods which are included indd ist

called essential items. Moreover, poverty leads to stigmatization, sometimes resulting
family or individual feeling shame about their econostigtus It can certainly be said that
there is a very strong connection between poverty, deprivation and social axclusi
“societies with high levels of income inequality tend to have less social cohesion and more
violent crime” (WHO, 2003, p. 22). Social isolation and social exclusion are issues that need
to be analysed because older people identify them, among others, as key aspects of the

quality of their lives, having relationships and a satisfactory life in addition to godti.heal

Paugam (2001) makes an important distinction, dividing poverty into three subcategories
the “pauvreté intégrée”, the “marginal pauvreté and the “pauvreté disqualifiante
Integrated poverty ‘pauvreté intégrée”) is poverty in the traditional sense of the term,
meaning that there is a lack of material circumstances; marginal poverty (“marginal

pauvret&) is closer to the concept of social exclusion but refers to subgroups of the
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population, groups that are traditionally identified as poor and of which the sdoisyoad
partially because of the fact that society considered them as individuals waosélfy
excluded themselves from society, an illustrative example are homeless, whossderedn

as people who havéaefused society. Disqualifying povertypauvreté disqualifiantejs
strongly linked to social exclusion, individuals within this group are those whe sdmthe
poverty group at a particular time of life and are often called the new poorgrblip is
spreading and growing on a daily basis. This implies, again in agreement with the ghought
of Paugam (2001), that society has an interest in this group because it beconalsissae
which does not happen for the first two groups. The elements that carry the so-called new
poor to enter a world of poverty and exclusion that they very probably consideraed dista
from themselves are of a personal nature (job loss, serious illness ofve relatheir own
illness or retirement, for instance) and socio-historical such as the deep econsisithati

has hit Europe.

All those who are in the third group i.e. the new poor are includédrirnsuch a way so to
speak accidental, just like the older people that due to the retirement joittetdrisis are
literally fallen in this contemporary form of poverty from which do not haeeathility to

come out, at least this is happening in Italy. Tsakloglou and Papadopolus (2002) point out
that there are some elements which are able to protect individuals from sociabexslicsi

as being integrated in the job marked, have good qualifications and a good and stable
familiar relationship, this at personal level, furthermore the authors umsldfiat the

countries and the welfare are important facts in the development of social exclusion.

In the light of the above, although these concepts are crucial, they ardtdiffidafine and
categorize due to their complexity. This leads to consideration of how difficulty be to

tailor interventions to this section of the population and, as poor health alheingland

quality of life are made up of a plethora of elements, how difficult it is¢oesd in terms of
improvements in each of the above variables. Moreover, all these concepts amdtedr-r

and one cannot be more important than the others. This can trigger a positive reaction
because an intervention tailored to improve (or decrease) one aspect may have a domino
effect. The strong relationship among and the multi-factorial natuteatliove concepts is
mirrored by that of the individual who is a complex machine made up of a wide range of
aspects (biological, social, psychological, health and economic). In other words, each
individual not only consists of social relationships but also job satisfactamd pealth
statusor economic wellbeing. Therefore, well-designed health promotion tools should touch

many aspects of an individual’s life.
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3.10. Chapter summary

The concepts reviewed in this chaptehealth, wellbeing, quality of life, social capital,
social exclusion, social isolation and poverty are seen by scientific and fi@ieyure as
central to coherent improvements of social welfare at national and internatiaisl Tevese
aspects can provide the foundation for a fairer society; for this reason, the sapélire
aforementioned concepts is useful primarily because it allows some key concepts of today’s
social framework to be sketched out. As seen the concepts are, for the main, nmaltifacto
and change over time according to medical and/or social changes.

The concept of health stated by WHO in 1946 was an important starting point étopiey

health promotion strategies although a single definition to describe such an importan
concept is misleading. All other concepts mentioned in the chapter are importantiblocks
order to frame thetatusof individuals across age. Older individuals have their own nuance
of health, wellbeing and quality of life as well as social exclusion, isolgtioverty have
particular effects on them in comparison with other age groups. This should be kept in mind
both in developing policies and health promotion intervention and in analysing their needs.
The next chapter will be focused on the contribution that arts make to wellbeifth, dreh

the quality of life of individuals.

45



Chapter 4.
Arts, Music, Singing and Wellbeing

4.1. Introduction

This chapter reviews research on the effects of music and singing on individual health
considering biomedical, psychological and social aspects. The quality of reseaihbie

and concerns and issues have been raised within the scientific arena with reshpect to t
design, sample and methodology. Accordingly, a critical analysis of research quality and
connection with the topic will be carried out. As a preliminary, there are fifeyetit ways

of taking part in the artsoene could be defined as ‘passive’ when an individual or a group

merely participates in the event as an audience or recipients; the secorsl amtize
participation in developing the arts activity (Barraket, 2005).

4.2. The problem of evidences

There is general agreement in literature that social participation and engageatierin

terms of being actively involved in groups and being part of a leisure gciiviproves
wellbeing and leads to a longer life (Konlaan, Theobald and Bygren 2002ndotest al.

2004; Sundquistet al, 2004; Sirven and Debrand, 2008). An increasing body of evidence
also points to the value of creative activity during leisure time in promdtéaith and
wellbeing (Staricoff, 2004; Daykinget al., 2008). Further, an extensive amount of
epidemiological research suggests that there is a higher rate of mamnading people who

rarely go to the cinema, theatre or arts exhibitions (Bygren, Konlaan and Johansson 1996;
Konlaan, Bygren and Johansson 2000; Wilkingamal, 2007).

Arts have been recognized as having a role in helping to achieve wider public health
objectives (Hamilton, Hinks and Petticrew 2003; Stuckey and Nobel, 2010; Clift, 2012) but
there is a need for further high quality evidence on the value of creative arts for health. There
is very great interest and growing concern about measurement and evaluation aound ar
and their impact on health (Belfiore and Bennett, 2007), therefore, one wiodtecentral
problems that affect arts projects focuses on their validity and evidencergogdée real
improvement in the health (in the broader sense) of people. The concerns and issdes rais
by the scientific arena in assessing the impact of art in health and thenprof evidence

can also be attributed to this.
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A first aspect to be taken into account is that the combination of arts ank inehldes

many facets and, in the scientific literature, as mentioned, the topic is acquaiegsing
interest. According to Raw and colleagues (2012), the classification obpie tvhile

crucial, is difficult, due mainly to the fact that it is made up of a cormedf different
disciplines such as health, social science and arts. In recent years, there leagrogeeng
discussion in literature about the real meaning and composition of the coneefst ahd

health, and a wide range of models have been developed with the common aim of having a
clear taxonomy of the field.

Research has a solid hierarchy in the classification of its evidendieAtighest level,
research begins with a theory/hypothesis which generates a prediction capakiegof
precisely tested through study designs that will determine whetheretbry/thypothesis has

a foundation. This is the experimental method, and is the basis of recent developments in
systematic reviewing to support evidenced-based health care. Evidence to fit wéthin th
structure of Evidence Based Practice, known also as Evidence Based Medicine (EBM)
(Bolton, 2001), must have three features showing that the practice is effectivencafest
effective (Dileo and Bradt, 2009). Sackettal. (1996) defineEBM as ‘“the conscientious,

explicit and judicious use of current best evidence in making decisions abcar¢hef the
individual patient. It means integrating individual clinical expertise with liest available
external clinical evidercfrom systematic research” (p. 71). Some commentators stress the

need for a biomedical model in evaluating research, as the dyad ‘arts and health’ contains the

word health. Conversely, there are others who approach the connection between arts and
health from a social science perspective and who regard qualitative approaches to research as
more appropriate in order to understand the processes through which creativwe eativit

lead to wellbeing.

According to Castora-Bincklegt al. (2010), the limitations found in health promotion

research focused on arts (lack of a control group, lack of randomization sdirttpde and

sample size) are the same as those which may be found in research and validatigasnit

to promote based on medical tools (mainly pharmacological). Broderick (20Idf)ngyu

O’Carrol (2009), claims that “seeking validated arts practices and impacts using the

dominant evidence based model is futile” (p. 105). Petticrew and Roberts (2003) argue “the

hierarchy of evidence is a difficult construction to apply in Evidence Based Meded

evenmore so in public health,” (Petticrew and Roberts, 2003 p. 527). More specifically in

arts and health, Raet al (2012), quoting Angus (2002) and White (205k8te that “using

a medical measuremeand assessment model is inappropriate” (p. 100). Therefore health

promotion research based on arts should be developed bearing in mind a sort of intrinsic

limitation. More precisely, the kind of research which should be developed sheuld b
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clarified from the start; if the aim is to carry out a general suovelyeliefs, attitudes on arts

and health or using physical measurement it may be feasible to follownEeidgased
Medicine rules. Conversely, if the research is focused on health promotion intervention using
arts and health looking at general wellbeing, it may be much more difficuknerate
research with a large sample size or which strictly follows Evidence Based Medicine rules.
In addition to the above Sackettal, (1996) point out that Evidence Based Medicine should
not exclusively involve meta-analysis or Randomized Controlled Trials, althousgh ttes
undoubtedly have strength in developing evidence. Looking for evidence is something
broader, it is finding “the best external evidence with which to answefo clinical questions”

(p. 72) (Sacketet al, 1996). In the light of this, therefore, it can be said that the right tool
should be found to respond most appropriately to the question of whether art dioes or

not have an effect on the health and wellbeing of individuals, and this toutdag only
RCTs or case controlled studies. Thus, to conduct a fair assessment of the restdgch in
field, it might be better to consider the approach that uses the sociappadiealth, that

is a broader view of the concept of health, starting from the fact that the dyad ‘arts and

health’ can be considered as part of social sciences in the same way and, therefore,

evaluating the research through a social rather than a biomedical paradigm.

4.3. Art therapy and art therapist

Castora-Binckleyet al. (2010) accomplish an interesting division with respect to the use of
arts. They believe there is a dichotomy between arts therapies and the therapeaitartuse

Arts therapies are used in clinical settings such as hospitals and nursing homes and ar
carried out by health care professionals. Their main objective isptowa the health of the
individuals who participate/attend. The therapeutic use of art is rathenedtffé¢hose who

lead sessions of art for therapeutic use are professional artists whoadigseatry out
substantially health promotion activities within the community. This dathgthas great
importance for a wide range of issues. First, the aim, environment, living ocmsditiealth

and activities are rather different. In other words, according to the divigien above
between the active and passive use of music, it is easier for the passivanussicao be

used in the first case while active use is made within the community. Tive alisD
involves another effect: it can be said that the use of arts in somespettifigs are easier

to evaluate through the use of validated measurement instruragittss, probably easier to
record improvements in a given clinical condition. On the other handmibiie difficult to
measure a feeling (such as social isolation, or loneliness) and its change
(improvement/worsening) because feelings cannot be measured other than through

individuals giving subjective reports on their feelings before and after the exgeri
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Therefore, it seems quite logical that a relatively high number of studie self-rated

questionnaires as a tool.

As far as specific disease is concerned, two studies on singing and Parkinson’s disease are of
particular interest. Di Benedettt al (2009) investigated 20 individuals suffering from
Parkinson's disease, and report improvements in the quality of speech and breathing
following engagement in group singing, Satoh and Kuzuhara (2008) examined the use of
singing to improve the regularity of walking in people affected by Parkinson’s disease. A

small sample of patients with Parkinson’s (7 individuals) was trained to sing a familiar
Japanese song to themselves and they found that this simple procedure led to an

improvement in both the length of step and the time of walking.

Returning to the discussion about arts therapies, Broderick (2011) makes ametiesting
point with respect to it. First, that there is great need to divide aayhérom arts practices.
In agreement with the view taken by the Arts Council of Ireland, art tlesrapie
“therapeutic intervention informed by the practice of psychology, psychotherapy,
psychiatry” (p. 96), while arts practices are something carried out by an artist. And second,
the first and most important result for an art therapist is an improvement in the client’s
health, the first and most important result for an artist is that thatpdsvenjoyable and
he/she is interested in health results @dyasecond step.

4.4. Artsand health

A number of factors such as gender, social class, race and education influence the rate o
engagement with the arts. Moreover, there are social and economic barriers, wbkch blo
access for socially isolated people who have no friends or family interestedhi pakt in

cultural events. “England is Taking Part”, a national survey of cultural participation run by

the Department for Culture, Media and Sport in partnership with the Arts Conglish
Heritage, the Museums, Libraries and Archives Council and Sport England carrigd out
2007/2008, revealed that large sections of the population do not have any accesggo the a
Women and older people attend more arts activities than men and young people; in addition,
more white people participate in arts events than do black and Asian groups. Further, the
report shows that having a low level of education and being part of a lower social class group
are the most “powerful factors in predicting levels of arts attendance” (Bunting et al, 2010

p. 26). Thus inequalities in attending arts events and having access to culturaneeperi
seem to be parallel to those in other aspects of social and economic lifengBatnal,

2010). Therefore, socieeonomic features influence healdtatus socio-economic barriers

influence arts consumption and, in turn, arts consumption influences health. This, once more,
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means that socio-econonstatushas a very significant role in the lives and on the health of

individuals.

Attending events“may be stimulating and relieve stress, hence leading to improved
happiness-life satisfactidriGuetzkow, 2002 p.10) while active participation in the arts leads
to a sense of self-worth and self-esteem With respect to active participaturitural
programmes, there are good patterns in terms of overall health but there is ateoesting
aspect in both terms of access to health care (i.e. GPs) and prescription medRestanch
involving two groups, one taking part in an arts programme and the comparisool contr
group involved in usual activities, showed that there was an increase in doctors’ visits and

the consumption of medicines in the comparison group (Ceterh, 2007).

Guetzkow (2002) has argued that there is a problem of identifying the causelnisets
through which the arts have an impact (Jermyn, 2001; White, 2003). Moreover, as Cameron
et al. (2013) note, quoting Pawson and Tilley (1997), understanding three main aspects in
“what it is about a programme which works for whamwhat circumstances” (p. 56),

beyond the mechanisms involved, is crucial. Actually a clear understanding of hhese t
elements would not only help to clarify the causal mechanisms but would provibasike

for transforming the arts into effective forms of health and social care fotepd&gsides

this, another important challenge to assessment focuses on the micro oravekad the

impact on arts - the literature generally agrees on the fact thatngrove individual health.
Despite this, some authors underline that arts are able to create “bridging” social capital

(Milyo and Oh, 2004), while others believe that arts are able to generate “bonding” social

capital because they create interaction among similar individuals wittharsiinterests
(White, 2003). In their review, De Silva and colleagues (2005) quoted by Lietsaly

(2012) show that social capital has a crucial importance in preventing mental health diseases;
they found that there is strong evidence that “high social capital is associated with fewer

common mental health problems” (p. 11).

Staricoff (2004) reviews a substantial body of medical research which indicatésetlaats

have a role in improving the care of cancer and heart patients. Furthermores thalketa
contribution in the context of medical procedures, for example in promoting relaxati
before anaesthesia or in pain management. Staricoff’s (2004) review looked at both passive

and active involvement in the arts and indicated that the arts could have behefits
considered from a medical point of view. Likewise, Stuckey and Nobel (2010) consider the
role of the arts in a wider public health context and argue that a varietyfofras — music,

visual arts, dance and expressive writing - can have a positive effect oiduatlirealth.
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The most interesting aspect of the review, beyond the fact that the authersnendsues

related to the research topic analysed (sample, control group and so on), is ttatidea
different kinds of art engage the body and the human mind at different levels dhelir i
different ways, can have positive effects on health and wellbeing. Furthermore, because art
has such a number of different facets and can be used in such a number of different ways,
this may lead to thinking that the most varied combinations can be tested and there would
always be positive results.

45. Music and health

Among the arts which might be used for improving the health and wellbeing ofdudisi

in accordance with the definition given by WHO, music certainly plays a predainiole.

An increased interest in music and its benefits in terms of social and individlia¢ing|

and quality of life over the lifespan has flourished in the last 30 yeatbefuthere is
considerable interest in using music as a resource for the community. Stuckey and Nobel
(2010) in theirliterature review states that “music can calm neural activity in the brain” (p.

255). Dileo and Bradt (2009), referring to their meta-analysis carried out in &0 that

all the studies carried out on medical specialities reported that both music sicdhatapy

have significant effects on patients. The fact that music has an effect medital

specialities except dentistry shows its great strength and real effectiveness.

The use of music and singing in the older population is of particular interest because
listening or singing are activities which can even be done during late life.stTidg
developed by Cohen, Bailey and Nilsson (2002) interviewing groups (in a rural area and
more urban one) of older people twice within about two and a half years showed tha
participants love music, with most of them listening to music every day aognising that

music as an important aspect of theiesyv

An even more important feature, in agreement with the study, is that regafdiesdevel

of cognitive ability (measured in research with MMSE), music plays an iengaule in the

lives of older people with mental decline and memory loss problems.

Music is often perceived by older people with objective economic difficultiesvesy aof
passing the time in a non-expensive way, and even though older people claim to have more
important hobbies, music “seemed to be part of their everyday lives” (Flowers and Murphy,

2001 p. 31).

As mentioned above, listening to music is an activity open to all and has a function of

companionship while still being passive and, therefore, the involvement is primaritalm
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Conversely, singing is an activity which gives individuals the opportunitye tmolved in

live music and goes beyond the technical skills of using a musical instrument.

4.6. Singing and health

There is a considerable body of research focused specifically on sarginigs effects on
individual life. Singing is certainly an active way of taking part in masid is open to all
since, with a few exceptions, most people are able to sing. It can be said that ¢jesreral
recognition in the literature that singing, especially in singing groupséchmay have
positive effects at different levels (Stacy, Brittain and Kerr, 20B2search carried out on
the subject has focused on different indicators of wellbeing and health (e.g. cvlquiyal
or psychological aspects or general wellbeing), with the majority of stiddiesfying some

positive effects of singing on the individual.

Hulme @t al, 2009) reviews evidence to show that music can have a wide range of
beneficial effects for patients with mental decline and memory lossepnsbl With respect

to singing actively, there are some studies which display the positive effestagaig
(Svansdottir and Snaedal, 2006; Myskja and Nord, 2008, for instance) but it should be borne
in mind that there is often effective inability to sing in more severe stdfgeental decline

and memory loss problems. Conversely, it is interesting to look at the rektdisearch in

which care givers sing to people with such difficulties, where it has been founthitha
calms individuals and improves the patierability to express positive emotions and moods
(Gottel, Brown and Ekman, 2008).

As Coffman (2002) states, older adults report psychological and social benefitkiimg
music; in the light of the fact that the older often suffer from low &wélwellbeing and
poor physical health, and research showed that #tetuscan be improved though the
opportunity of being with other people and having relationships, it can be saith¢ha
activity of singing in groups can be a valuable tool in achieving better healtedibeing

in the older population.

Singing as an activity involves both mental and physical elements, and it isithisenof

body and mind and its ability to enable individuals to connect with one anotheis ttsat
strength. In agreement with the arguments made by Beak (2000), singing is an activity
which is considered very positiyeer se and this is demonstrated by the very high number

of choirs and singing groups scattered all over the world (Bayle and Davia8308).
Already in 1996, Bygren, Konlaan and Johansson indicated singing in a choir as one of the

factors that were positively correlated with the reduction in mortaisyBrown, Gottel and
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Ekman (2001) state, “singing is thought to have multiple benefits for the individual at the
physiological, emotional and social levelg. 128). Clift and Hancox (2001) found that
singing has beneficial effects in six main areas: wellbeing and relaxation, &efoefit
breathing and posture, social benefits, spiritual benefits, emotional benefits afits lfene
the heart and immune system, in other words singing has beneficial effects on health.

Bearing in mind that the research on the subject encompasses a wide range®fystud
despite this, the field is still at an embryonic level (Gdiftal, 2008). In addition to this,
research on singing and health has two major limitations - that of thgndé®th as
methodology and measures) and the purpose, in other words what the research is trying t
clarify/demonstrate. As Clark and Harding (2012) argue, the problem of researcts on thi
topic is not so much focused on the amount of research done and the number of studies
carried out, considering the new area is quite large, but on the fact theatstlaer inherent
difficulty, as said for arts in general, in gathering quantitative data shawieg, how and

why singing is good for the health of individuals; in other words, evidence which rexplai

the hidden mechanism in singing.

With respect to the second aspecthat the research is trying to demonstrate - this is
complicated and has no easy solution. Using a mixed approach with qualitative and
gquantitative methods leads to having a large number of results which are aladt ddfic
categorize and classify, and that seldom answer a specific question. Furthermabeythe

is certainly linked to the fact that substantial results of policiepréanote health and
correspondingly research into health promotion are often seen in the long term #ma& not
immediacy, and therefore studies which look at small samples for a short petiioe ofo

not have the strength needed to confirm the validity of the intervemsigihand the area of
research as a whole. It is essential that there are some studies whichtluleféct that
singing has on the individual, and then demonstrate the repeatability of these effects, to make
singing a tool of health promotion. That being said, the fact remains thatgsinginoves
health in people in a very large number of levels and facets ahead of theaksady

mentioned.

4.6.1. Physiological effects of singing

A significant amount of research has looked at the effects of singing,imglisl effects on
physiological variables and physical functioning. Measuring biological andtivejéwalth
variables helps to give greater scientific credibility to research as epppoself-reports of
wellbeing and health. This section will give critical consideration to #md, more
specifically, research has mainly been focused on breathing problems (CORBtland),
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the immune system, Parkinson’s disease, blood pressure and hormone levels (e.g. cortisol

and oxytocin).

As regards the improvement in lung function/breathing, some studies such amthatted

by Wade (2002) have shown that singing improves lung function in the specificfahse o
group of asthmatic children. The quantitative study gave children hours ofgiagd
listening; the sample was very small (9 children) but there was claarlgnprovement in

lung function and this was also maintained after the singing sessions. This study is
interesting for two main aspects, first the improvement in health was measuesths of

lung function which is a solid and reliable measurement; secondly the improvement is
maintained after the intervention which is one of the main aims from a heaftiofoon

point of view. In this case results are important in the short and long term.

Studies have also been carried out on COPD patients; in both studies (Engen, 200&; Bon
et al.,2009) the sample was small, nevertheless the latter was a RCT, with file e&B0
individuals split into two groups of 15 each, one doing singing and the other being a control
group and having a handicraft session. Interestingly, both groups showed a higher level of
quality of life, probably connected to the fact that they were involved initavesting
activities; however, as far as breathing was concerned, only the ‘singing group’ improved its

level of cardio-respiratory function. Pai and collegues (2008) focused #ssarch on
snoring problems to discover if singing could prevent invasive surgical solutibey. T
compared two groups of individuals, one of semi-professional singers and thefatber
singers. Snoring was measured in participants and sleeping partners and the resyleldispl
that the singers had lower snoring scores. Gatlal(,2012) conducted research on cancer
survivors and their careers, focused on the quality of life, mood, depression and lung
function. The study reports no changes in lung volumes but they did find asvanment in

maximal expiratory pressure.

A number of studies have focused on the impact of singing on salivary immunaglébuli
(SlgA) and/or cortisol. Most of these studies show an increaseétls lef/SIgA in response
to singing (Becket al., 2000, Khun, 2002, Kreutet al., 2004, Becket al., 2006). With
respect to the cortisol level, two studies have shown the absence of any chanfijest The
study focused its attention on rehearsals and the saliva sample was talkeerat tf 60
minutes of rehearsal (Kreutaet al., 2004), while the other study focused attention at
different times- after individual singing, rehearsals or performances (B¢ei.,2006). In
contrast to these two studies, there are others (Beak, 2000; Grapeet al.,2003) which
found changes in cortisol associated with singing, although the patterns are cangblex
affected by other factors. Grape al. (2003) found an increase of the level of cortisol for

men but a decrease for woman following singing, while Bstckl. (2000) found that the
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level of cortisol decreased after rehearsals (two amalf hours) and increased after a

performance (one and a half hours

4.6.2. Singing groups

There is a body of literature that focuses its interest on the use of singiag as a tool for
health promotion; the literature is considerable and looks at a number of issues, both
biomedical and more psychosocial aspects. Several pieces of research underlineghat bei
part of a singing group gives the opportunity to make new friends and have miale soc
contacts with people who share similar interests (Hillman, 2002; Lietsaly,2012); in this

way, participation in choirs produces social capital, as the group of indiwidhare the
same interest. As a consequence, social capital could give a contribution ety i
claimed by Putnam (2000) and at the same time improve hstatisthrough individuals’

interactions.

M ood

There is general agreement in literature that singing in groups impneved (Clift and
Hancox, 2001; Tonngk, Kinebanian and Josephsson 2008; Livesel, 2012) and
calmness and alleviates depression, perhaps connected with the feeling of relaaligion.
(2009) found that the change in mood, seen as good spirits and happiness but also in
relaxation, calmness and self-esteem, was the main result of her reseamlenAmore
important aspect is that an increase in social interaction beyond being part ohg ghagip

“has spin-off effects for people in other areas of their lives” (Lally, 2009 p. 34). Taking this

into consideration, there is substantial literature that focuses on the fasintfiagy groups

have the effect of defocusing people from negative and daily thoughts, in abthés w
“having a break from life’s troubles” (Von Lob, Camic and Clift, 2010 p.50). As one
participant said to Beck and colleagues (2000) in their research, “It gives me something to

focus my energy on that takes me away fromvtheies of the daily job” (Beck et al.,2000

p. 105). Singing gave the possibility to escape from problems, and to have more positive
thoughts, for instance “people are less focused on symptoms of illnesses when they are in the
company of others than whdfey are alone” (Bayley and Davidson, 2002, p. 239). Singing

has also reflected on highly emotional aspects such elevation of mood and the stimulation of

positive emotions (Clift and Hancox, 2001).

A quantitative study carried out by Sun and Buys (2012) shows the results of a stigdly car
out on 18 Australian Aborigines who took part in sessions of a singing group. The
participants had a history of poor mental and physical health and a high level of depressi

Different questionnaires were used to assess primarily resilience andsdeprasd there
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was also a singing questionnaire. The results show a statistically significaovémant in
the ability of the participants of recover from stress, quality ofjtifg/sical and mental) and

a reduction in the level of depression.

Giaquintoet al.(2006) developed an intervention aimed at avoiding the use of drugs as post-
operatory treatment for anxiety and depression after surgery. A sample of 12 p#aple

the older section of the population, was split into two groups. One group was gigaTy si

and conversation while the other had conversation and singing for a period okéks. w
The result showed a decrease in both anxiety and depression; further, afteg, sing
depression was lower when measured on its own. Moreover, the sample preferredrsinging

comparison with the time spent on conversation.

The improvement in the general level of mood and decrease in the level of aepressi
therefore, is quite a relevant result; according to the WHO (2010), 15@nnpkople are
currently suffering from depression and, in the projections, it is considered as aauser

of disability in the future, more than heart disease, stroke, roadctmifiidents and
HIV/AIDS. In the light of this, the reduction in depression should be among the most
important issues which health promotion addressed, considering the improvement in the

quality of life of individuals as one of the best uses and savings of public money.

Social isolation

People living in social isolation need relationships and connection with otheother

words, they need more athund social interaction, isolation “is an important risk factor for

future mental health conditions” (WHO, 2010 p. XXVI). Interestingly, Lally (2009)
underlines that the people who are socially isolated and have little coittacther people

or do not speak on a regular basis are those who have greatly benefited fropabiedig

choir. Of even more interest, those feelings of companionship and social interaction were not
only perceived by those who are socially isolated but also by those who are not so. isolated
In the light of this, the experience of singing appears really powerful - onamtk i is a

relief to have the chance to share a passion and spare time with other people fe@hthose
live the experience of social isolation and loneliness, while on the other, thleatapeople

who did not have to deal with these problems also felt the same emotions shows that singing

has a really strong impact on aniividual’s life.
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Camaraderie

In addition to addressing problems of social isolation, singing groups can also @ramot
sense of camaraderie and fellowship (Bailey and Davidson, 2005; Lally, 2009), as well as
group cohesion (Silbert, 2005) and a sense of cooperation. According to Faulkner and
Davidson (2006), “Group singing in general and harmony in particular, requires highly
developed levels of mutual, cooperative and coordinated behaviour control” (p. 230). As far

as the concept of coordination is concerned, and the effect it has on a siogipghtiller

and Lindberger (2011) argue that “singing in a choir is a highly synchronized form of social
interaction” (p. 1). These authors carried out a study focused on the ability and degree of
synchronicity among people looking at the autonomic nervous system during an individual
activity taking place in the group (singing groups/choirs). Their resultsezhavhigh level

of synchronicity both at breathing and heart rate level during singing which, compared to rest
and synchronization, is higher when the individual sings alone compared to multiple voice
parts. Wilermuth and Heat (2009) argue that “synchronous movement improves group
cohesion” (p. 1), therefore, group cohesion is directly connected to singing through the

synchronisation of breathing and heart rates.

Cohen ét al, 2006) underlined that “being part of a singing group gave people the
possibility of being more socially active in other areas of their lives” (p. 72). On this, the

study conducted by Silber (2005) in a very specific context - a prison - appears very
interesting; the study documents the development of cohesion within the group, and the
development of relationships among the female inmates, all of whom had significant
relationship and personal problems. Tonneijck, Kinebanian and Josephsson (2008) also
argue that a choir could be seen as “a platform where participants felt safe, connected with

others, and experienced a sense of wholeness” (p. 175).

Self-esteem and confidence

With respectto the concept of self-esteem and self-confidence, the literature reports that
there is a growth of both of these among people who become part of a choir (Hillman, 2002;
Lally, 2009). Self-esteem has many facets and the experience of singing groups mag produc
it in many different ways. In particular, increased self-esteem can arise a# afresarning

a new skill and having the opportunity to demonstrate this skill in performancer,Bau
McAdams and Pals (2008) argue that personal growth, in this case in terms of new
knowledge and skills acquired, is certainly one of the main components of individual
wellbeing. Along with these aspects, satisfaction cannot be forgotten. Satisfadierived

from the fact that the individual produces, along with others, a good performdmnsas T

57



summel up by Zanini and Leao (2006): “singing is a means for both self expression and
fulfilment” (p. 1).

It should also be borne in mind that there is no exposure in a singing group, i.e. a person is
not alone in facing the world but is in a group that protects and supports; indeed Chong
(2010) underlines that there are a number of obstacles to singing. Social convéinéions,
fear of exposing themselves and the feeling of being vulnerable prevent many fp@ople
facing new experiences or relationships. Bailey and Davidson (2005) note tlaatp "gr
singing and performance can produce satisfying therapeutic sensation even when the sound
produced by the vocal instrument is of mediocre quality” (p. 299). This is one of the most
important points, and certainly one of the aspects that most strongly lead teedcsedf-
esteem, in those who experience choirs, especially when the sample consists ofig@tginal
people such as homeless men, prisoners or ethnic minorities, as in the researcbhutdyied
Bailey and Davidson (2002), Silber (2005) and Sun and Buys (2012). However, in the
subsequent qualitative study carried out by Bailey and Davidson (2005) whesagirg

groups were compared, one of disadvantaged and the other of more privileged people, the
authors underlined that both groups emphasized the beneficial aspect of singitignbut
there were substantial differences with regard to the fact that the simging @f homeless
stressed that this activity allowed them to channel their thoughts bettes, thdrigroup of

more advantaged emphasized the difficulty and stress of learning musical passages to arr
at a sense of achievement. As Faulkner and Davidson (2006) argue, singing in a mixed,

formal or informal context leB to an “ideal order to social relationships” (p. 235).

An aspect that should be underlined that is apparent already in the study by (Badley
Davidson, 2005), but more marked in Sandgren’s (2002), is that when members of a choir
experience stress and performance anxiety, singing has less positive effects and, instead,
participants focus more on the quality of the performance. Interestingly for peloplsing

as work, or who are part of a choir and come from a situation of social advatiage, t
activity of singing produces stress, but also achievement, and thereftireimgein the light

of what Diener (2000) identified as a part of the subjective wellbeing pérson i.e.
“satisfaction with important domains (e.g. work satisfaction)” (p. 34). Singing gives those

who have nothing to do (older people, for example) or those who have lost eve(itking
homeless, prisoners) a feeling of life, something to look forward to routiheing their

daily life, a sense of purpose, which is an element that Ryff (1989) inclot®msgathose
making up wellbeing. This is also supported by Skingley and Bungay (2010). Inkeied, t
sample, although quite small, showed that it had an attachment to singing that goes beyond

the time of the activity itself but expanded into the days before and after.
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4.6.3. Older people and singing

As mentioned above, the number of older people has increased exponentially andetthe rela
costs of care have increased in direct proportion. The literature review caitrieygl Deater

and Baldwin (2012) focuses attention on older people and illustrates how the older
population show positive improvements in health and wellbeing through the useaatiart
creativity. Studies reported indicate that a number of interventions with differethods
show similar results, i.e. that this section of the population likes to usectkativity and

learn new skills and express themselves. According to Akbatady (2009) older people
involved in stimulating activities where the haeis included “practising an artistic activity”

(p. 858) reduced the risk of mental decline and memory loss problems in okler ag
According to the above, arts also have an important role in improving healthi@onmtit

only of the older person who enjoys life within the community but also those who are

experiencing mental decline and memory loss problems.

Findings from studies on singing and wellbeing have relevance for everyone, across the
whole lifespan, but they are of particular importance in thinking about the needideof

people who often live in a state of social isolation, with challenges to their sense of
wellbeing and poor health. An important starting point is, ideally, to aepatder people

into two main groups. The first group is made up of people who live in the community, and
the second of people in sheltered accommodation, nursing homes and so on. The second
group can be further divided into a subset of people who have developed serious
degenerative diseases and those who live in protected structures but maintanytieal-
cognitive abilities intact. It is important to underline that the wholaug needs health
promotion but certainly health and programmes should be tailored for the diifeoeipts.

These differences are also reflected in literature which shows several studies on the older and
the use of music and singing groups in different contexts, spaces and with different
objectives. The existing literature on the value of singing for oldeplpeand the oldest old

has limitations methodologically speaking, but it certainly provides integestsights on

the use of singing as a tool for health promotion. In addition, considering the above-
mentioned division, it is also important to note that, paradoxically, the most isolabed am
older people may well be those who still live in the community rather than liliogein a

nursing home. This is because it is not uncommon for those in a protected hbase to
opportunities for recreation and entertainment that those living alone tdbane. In
addition, those living in the community may find it difficult to go queérhaps because they

cannot move easily, or do not have easy access to public transport and so on.
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Reference is made above to the role of music and singing for people with mental decline and
memory loss problems. However it is important to emphasize that the focusohi put
exclusivelyon those who have developed a disease (such as Parkinson’s or Alzheimer’s) but

also on older people who still live in the community but may be vulnerable to health
problems leading to a need for health and social care. According to the Depafthieaitio

(2010), programmes for older people are aimed at maximizing their functioningsidieng

the promotion of wellbeing and independence; in other words, the Department tf ideal
trying to tailor interventions for older people to enable them to age asawedbssible
through activities which enhance their wellbeing and lead them to age succegsftillg.

sense, there is a lot of research focused on singing with older people, and even more

specifically on singing groups and older people.

Most of the research carried out is mainly focused on two points - on the one handtehere
studies that have formed singing groups specifically for research to asséenéfies of

choral singing at health promotion level and, on the other, studies that analysegexisti
groups. Social isolation among older people is one of the main issues that theyndaféar i

life. Therefore, providing older people and, even more specifically, older, sosialfted
people, with a way of connecting with peers seems important and crucial. However, as
Teater and Baldwin (2012) point out, older people do not always have easy adtes®et
kinds of activities - financial resources, limitation of space and auslitioa some of the
causes which prevent older people from taking part in choirs. As also mentioned in the
previous chapters, the older of today live and perceive their life in a vdeyedif wg

which cannot be compared with that of those of yesterday. Cohen (2009) makes an
interesting analysis of the different stagepaiple's lives, saying that “older adults are more

in touch with their inner psychological life than at any point in the difele” (p. 52);
furthermore they are more likely to be involved in new experience, due to &efidew or

never.

It is important to underline that almost all studies on the subject have foutar sisults,

i.e. that singing is good for the health of the older person. Common illustiatinee$ are

the general improvement in wellbeing, increased psychological wellbeing, refeeatd
change of mood. This centrality and commonality of results beyond the methodology of the
research carried out raises the consideration that it can only mean that begigsanging

group has beneficial effects for older people and that what has been analysed
methodologically in the study as less stringent can no longer be evaluated as angsdotal.
noted above, the studies often have a limitation. However, an interesting study was
conducted by Coheet al (2006); the sample of 160 individuals over 60 was divided into a

control group and a singing group. More specifically, the control group continued with
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normal activities while the other one had 30 weekly singing sessions. okfigeyear, the
results showed that those taking part in singing groups had statisticallycaimgnilecreases

in levels of depression and loneliness.

The above study is of particular interest as there was a control groupydrostudies
carried out with less strong methods also underlined the effectivenessiog sirith older

people. They reported enjoyment, social interaction, memory, recall and an overall
improvement in the quality of life and social wellbeing (Hillman, 2002,n@ky and
Bungay, 2010). Further, Hillman (2002) reported statistically significant imprents in
emotional wellbeing. Similar results are reported in a recent study (TeatdBathalin,

2012) which looked at benefits perceived by older people taking part in singingsgrA

mixed approach (questionnaire and semi-structured interviews) was used to evaluate three
main areas - perception of health, personal development and social connection. Beyond to
the limitations already reported by the authors, it is interesting toaeahow the study is
consistent with the results of previous studies. Participants perceived an improvement
their life in general and more specifically aspects such as emotional ingléed social
connections. The words used by the older people in the interviews showed that as social
isolation is a key factor, older people looked with deairparticipating to the experience.
Further, they considered that participation in group singing was a good way oihgvoid

social isolation.

Finally, the most important recent contribution to research on singing and older pemple is
randomised controlled trial which compared two groups of older people of 60 and above
(Coultonet al.,in press), and inspired the study presented in this thesis. The contipl gr
carried out their normal activities while the intervention group had 12 westkbing
sessions. The main purpose of the research was to consolidate previous research on singing
and health, and provide robust evidence on the value of singing for wellbeing.
Questionnaires comprising three validated self-report quality of life measuees
administered at baseline, immediately after a three-month singing programme agd final
after another three months. The measures were the York SF-12 (lglesias, aBik
Torgerson, 2001), the Hospital Anxiety and Depression Scale (HADS) (Snaith and Zigmond,
1994) and the EuroQoL five-dimensional questionnaire (EQ-5D-3L) (Euroqol Group, 1990).
Findings showed a significant difference between the singing and non-singing groups at
three and six months for mental health, and also for specific anxiety and depression measures

after three months.
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4.7. Chapter summary

Some conclusions can be drawn from the literature and the evidence considered in this
chapter, which has reviewed research on the effects of music and singing on individual
health considering biomedical, psychological and social aspects. The problem of evidence of
research into arts (music and singing) and health has been analysed, theclitecaignizes

that there has probably been an incorrect approach in evaluating research on this field and
that it would probably be more appropriate to evaluate it beyond the strict r@esience.
Furthermore, it should be borne in mind that the difference between art therapy artd
therapist is also important in evaluating results of arts and health promotion activities.

In addition to the above, a wide range of research has been reported in the chapter showing
that social participation and engagement in both terms of being actively idvolggoups

or being part of a leisure activity improves wellbeing and leads to longaniiéeg all ages.
Further, epidemiological research suggests that there is a higher ratetalitynamong

people who rarely go to the cinema, theatre or arts exhibition. Singing, espengilhg sh
groups/choir may have positive effects on different levels i.e. physiological, mental and
social. An extensive body of research displays that singing across age and gsfoeciall
older people has a number of benefits, among others on mood, self esteem, sense of

fulfilment, social interaction and relaxation.

Taking into account the above on the problems connected to the transferabfieglibf
promotion models and some significant differences between Italy and England, the following
chapters will be focused on the evaluation of the validity and exportabilibhe @ilver Song
Clubs model to a different context, that of Italy, the authetive country.
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Chapter 5.

Aims, Objectives and M ethods

5.1. Introduction

This research is a study which explores the effectiveness and trangfetabitaly of an
English model of health promotion intervention (Silver Song Clubs), to promote the
wellbeing and quality of life of older people through participation in singinggs. In Italy,

the project was namedanzoni d’Argento. As has already been indicated above, the
literature supports the idea that involvement in activities of mangrdiit kinds can have a
significant impact on the health and quality of life of older people. One ohdie problems
facing the older population in Europe and worldwide are social isolation and longhioess,
quality of life and poor relationships. The study presented here will compare Its vt
both literature on the topic and a Randomised Controlled Trial (RCT) which wasakeaert
to assess the effectiveness and cost-effectiveness of participative sirmipg &pr older
people (Coultonet al, in press) more rigorously.

In the Silver Song Clubs study mentioned above, a sample of volunteers aged 60+ (n=265)
was randomised into one of five new weekly singing groups in East Kent or contrll (usu
activities) groups. Questionnaires comprising three validated self-repoityqatllife
measures were administered at baseline, immediately after a three-month @iagmgime

and finally after another three months. The measures were the York SF-12a¢lgRidks

and Torgerson, 2001), the Hospital Anxiety and Depression Scale (HADS) (Snaith and
Zigmond, 1994) and the EuroQolL five-dimensional questionnaire (EQ-5D-3L) (Eurogol
Group, 1990). The Hospital Anxiety and Depression Scale (HADS) (Snaith and Zigmond,

1994) was not used by the Italian study, mainly for practical reasons.

5.2. Aim and objectives of the research

The aim of this research was to explore the effectiveness and tadnilgierof the Silver
Song Clubs model a project which is running very successfully in the south lahBngn
older people in a different social and cultural context, i.e. in the capiabfcitaly, Rome.
The specific objectives were to:
a) To gather information on and assess the situation of the older population in Italy, and
particularly Rome, both from the point of view of the older population and the

professionals involved in the care of older people,
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b) To explore the meaning and role of music across the lifespan and curreoitigiof
Italian people,

c) To assess participants’ reactions and their perceived wellbeing before and after the
experience of regular group singing and after a 3 months follow-up period,

d) To assess issues of organization, repertoire and delivery in terms of effectiveness and
transferability and their differences withetBnglish experience.

5.3. Methodology

A mixed method approach was adopted by the author as the best way of addressing the
specific research questions because it “offers the best chance of obtaining useful answers”

(Burke Johnson and Onwuegbuzie, 2004 p. 18). Quantitative methods provide
quantitative/numerical data, which are less subject to bias while the qualitatiaacppr
provides insights into people’s perceptions of an experience or phenomena, and more
information on motivations and beliefs and attitudes. According to Burke Johnson and
Onwuegbuzig€2004), mixed method research is “an attempt to legitimise the use of multiple
approaches in answering the research question rather than restricting or cogstraini
researchers’ choice$ (p. 17). Given the aim and objectives of the current project, both

numerical data and qualitative data is needed to answer the research questions posed.

The research was divided into two parts, Part A and Part B, and the datalleated in the
following ways: semi-structured interviews, observation of the groups, questeseid

focus group discussion. Part A was focused on exploringtéitasof older people living in

Rome and their interest in music and singing nowadays and in the past. Further, their intere
in participating in the experience of singing was also examined as wekpésring the
position of older people as seen by local politicians and social workers. Part ¢arsiag

out by oneto-one semi-structured interviews. Pilot sessions were held followed by a
questionnaire devised for the purpose. Part B of the research process was focutgdjon se
up and evaluating singing groups and gathering information from participants on their
experiences of singing. Three groups were organized in three difféoamtipi of Rome,

and weekly sessions of about two hours of singing were held for 12 weeks. Observations
were carried out in an alternative way for 6 sessions with a pre-coded scledskess
participants’ involvement. The older people completed a questionnaia¢ the start of the
group, then at the end of 12 sessions and again after three months as a followfispt The
and ‘follow up’ questionnaires had the same content while the questionnaire completed at the

end of the experience also included six more items and two open questions requesting

comments about the experience of singing and health, mirroring those alreadyluaiisgd
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the pilot sessions. Further, a focus group was carried out at the end of the expeibedee i

to gather comments on the experience.

With reference to objectives a) and b), semi-structured interviews were catieith both
professionals involved in the care of older people and older people themseltes. Wi
reference to objective c), questionnaires standardized and devised for the stedy wer
completed by participants and direct observations were carried out by the auttuutition

to this a focus group was set up. With reference to objective d), the lasofpime
questionnaire proposed at the end of the experience and focus group were administered.

The questionnaire presented at the beginning of the experience consisted of 22 items (four on
demographic information, six included in EQ-5D-3L and 12 included in York SF-gR)s |t

on demographic information concerned age, gender, level of education, and living conditions
to clarify whether the person lived alone, with a partner, their children and &QebD-3L

is a standardized and widely-used health utility questionnaire which consiste dtfefivs

and a rating scale for assessing health; the York SF-12 is made up of 12 itemsdo asse
mental and physical wellbeing. As also noted above, the questionnaires used at the baseline
and follow up were exactly the same, whilst the questionnaire at the end of thiereoger

had some additional questions where the sample could express their views about the
experience itself and their perceived heatdtus(six more items with two open questions).

5.3.1. EQ-5D-3L

The two questionnaires mentioned above are generic tools that assess qualityinof life
general without close relationship to a specific disease. The Italian versiom BQt5D-3L

was used, supplied directly by the owner of the questionnaire, therefore the didthot
intervene in any way on the questionnaire. This questionnaire consists of five tlelee-lev
items making it very straightforward for all kinds of populations, opsple included. The
questionnaire has two main parts, the first part consisting of five questielaiion to the
physical and mental healttatusof participants (mobility, self-care, daily activities, pain or
discomfort and anxiety or depression) while the other part is a graduatedatedethe
Visual Analogue Scale (VAS) that was calliéd “thermometer” during the study to make it

more understandable for the sample. Participants can answer each item by reportieg whet
they feel no difficulty, some difficulties or extreme difficulty with sfie items. With
respect to the VAS, it runs from O (worst possible hesthitug to 100 (best possible health

status.
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The algorithms used to create the scores are based on the Anglo-Saxon population but were
validated for the ltalian population by Savoiet @l., 2006) and, subsequently, also by
Balestroni and Bertolotti (2012) so it can be properly used. All the answers oftémesSaire
used to calculate the ERB-3L tariff or index that indicate the self-perceived heattitus
The highest value that can be obtained is 1.000 (perfect health) while lowes iradicate
worse health through to the worst value that can be obtained witteahswers indicating
“extreme difficulty” (-0.594) (EuroQol, 1990).
For each item where the answer is not “no difficulty”, there are some negative values that are
detracted from the starting value (1.000) depending on the answer to thermassti
(Table 5.1). Another two constants are detracted in the following cases:

e ifthere is at least one item whehe tnswer is not ‘no difficulty’ (-0.081),

o ifthere is at leane item where the answer is ‘extreme difficulty’ (-0.269).

Table 5.1 Weight of each itemsfor EQ-5D-3L index calculation (EuroQol, 1990)

Iltem No Moderate Extreme

Problem Problem Problem
Mobility 0 -0.069 -0.314
Self-Care 0 -0.104 -0.214
Usual Activities 0 -0.036 -0.094
Pain or Discomfort 0 -0.123 -0.386
Anxiety or Depressior 0 -0.071 -0.236
Constants 0 -0.081 -0.269

5.3.2. York SF-12

As for the York SF-12 (lglesias, Birks and Torgerson, 2001), the process glafy stiore
complicated and the author played a role, although very limited, in the constroftios
guestionnaire. The text of the official Italian translation and validatigheobriginal SF-12
(Apoloneet al, 2005) was employed but laid out according to the format of the York SF-12.
With regard to the York SF-12 questionnaire (lglesias, Birks and Torgerson, 2001), this is an
evolution of the SF-12; the evolution of the tool has been driven by the fact that older people
have difficulties in correctly completing the original version. In agreenveitht the
developments by the above-mentioned authors, the transformation of the instrumentt did n
affect the validity of the original SF-12 questionnaire but simply makes ¢asise as there

is alsoan improvement in response rates using this version “the modified SF-12 had a
statistically significant lower item non-response rate of 8.5%, comparedheith6.6% of

the SF12” (Iglesias, Birks and Torgerson, 2001 p.695). In the light of this and the need to
use the same tools as those of the English RCT, already described, the author ‘tecided
creaté the Italian version of the York SF-12, also due to the fact that the SF-12 has been
validated in Italy (Gandekt al.,1998; Apoloneet al.,2001) and the York SF-12 is equally
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reliable in detecting quality of life of a sample, further, it is stromglyommended with

older populations.

The questionnaire is made up of 12 items, some of which focus on physical health,others o
mental health and one item on general health rating. All items except items3zhand a

Likert scale of 5 levels while these two questions have a Likert scale oBdalels. All

York SF-12 items can be reconnected within 8 health domain scales which contribute, with
different weights, to building physical and mental component scores (PCS and MCS) (Table
5.2).

Table 5.2 Weight of each itemsfor York SF-12 PCS and MCS calculation

Health Domain Related York PCS weight MCS weight
SF12 Item

Physical Functioning (PF) 2-3 0.42402 -0.22999

Role-Physical (RP) 4-5 0.35119 -0.12329

Bodily Pain (BP) 8 0.31574 -0.09731

General Health (GH) 1 0.24954 -0.01571
Vitality (VT) 10 0.02877 0.23534
Social Functioning (SF) 12 -0.00753 0.26876
Role Emotional (RE) 6-7 -0.19206 0.43407
Mental Health (MH) 9-11 -0.022069 0.48581

As Table 5.2 shows, some health domains (Physical Functioning, Role-Physical, Bodily Pain
and General Health) mainly contribute to the PCS score while the remainingvataésy (

Social Functioning, Role Emotional and Mental Health) mainly contribute to the M@S sco
(Ware, Kosinski and Keller, 1995).

5.4. Ethical considerations

The research received ethical approval from Canterbury Christ Church Uniyérgbendix

1). No formal procedure was needed for ethical approval in Italy (Appe)d The
researcher’s principal responsibilities in this research were to respect the participants during

the study and protect their rights and welfare. Two main aspects should be borné.in mi
The first concerns informed consent. Each person interviewed in Part A was askedsio sig
informed consent form (Appendix 3) with respect to the interview, while agmeto
complete the questionnaire was also considered as consent. As for the intertiews wi
professionals, there were no particular problems because of their age and professional
position. In working with older people, while “age in itself is not a determinant of an
individual’s ability to give consent” (Harris and Dyson, 2001 p. 644), special care was taken
in both explaining what the meaning and purpose of the research was andfasskirey

signature on the informed consent form. The majority of the older people, however,
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reassured by the fact that the researcher had been in touch withutihepio and the
President of the €htri Anzianj with further reassurances being given when the interview
actually took place. In any case, as far as the interviews are concerned, camphgtaity

was guaranteed.

The situation is different for the questionnaires. Just agreeing to comphe® deemed to

be acceptance of participation in the research. There was space on the first gege of t
questionnaire to create an identification code as the questionnaires needechtedidetr
Participants were well informed about the purpose of the study. The whole research wa
explained before they filled in the questionnaire so that the sample could understand wha
the research involved. The content of the research and the meaning and objectves wer

repeated in every session by the author during the research.

5.5. Timetable of the resear ch

Part A of the research began in December 2010 and ended in June 2011 with tiastdree
singing sessions. Part B began in July 2011 and the two first groups bat statictober

2011 and ended in December 2011. Two performance events were then organized to which
the Presidents of th€entri Anzianiand local politicians were invited. The third group
started in January 2012 and finished in April 2012 followed by a performance event, to
which the President of the centre and local politicians were invitedthifée-month follow

up completion of questionnaires took place in March 2012 for groups one and two and
July/September 2012 for group three. Focus groups were held between July and September
2012.

5.6. Part A methods

5.6.1. Interview

With respect to objectives a) and b), mentioned above, the researcher considered semi-
structured onde-one interviews as the best method of gathering data. Two different kinds of
people were interviewed during the research - professionals of various types inudlived i

care of older people and older people recruited in a numb@entfi Anzianiacross the city

of Rome (Appendix 4 and 5). In methodological discussions, interviews are generally
divided into three categories: structured, semi-structured and unstructured ahds in t
research, semi-structured interviews wesed “to allow the person interviewed much more
flexibility of response” (Robson, 2002 p. 270) with a list of questions and prompts to

encourage participants to elaborate on their answers. Informed consermemafogall the
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interviews. Figure 5.1 gives the sequence followed in organizing and condunt&ngews

with both the professionals and older people.

5.6.2. Interview of professionals

In order to investigate the condition of the older population as pertewnd judged by
politicians and social workers, semi-structured interviews were carried outtherg

information on the following four issues (Figure )5.1

| First contact with paliticians of the Municipr (15 aut 19) |

Are you available

I 4 Municipl were notinterested I
tobe interviewed

Na

Yes

¥

I Sendinginformation about researchto 11 Municipi |

@

l Interview with politicians and sacial worker of the Municipi I

@

I First contact and appointment with Centro 4Anzigni, where possible I

¥

Are youwilling to
participate in a
research study?

I dsvere not interested inthe research ]

Na
Yes ‘
I 7 Centri Anzioniagree to participating in the research I
I Meetingwith the President{presentation flyer) |
I Intervievswith the older in 5 Centri Anziani I

Figure 5.1 Flow chart of interviews

e Social-demographic information about the area;
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¢ Conditions of the older population in Rome;
e Quality of life of the older population;

o Assumed interest among older people in taking part in singing groups.

Figure 5.2 Map of Municipi of Rome

Romewas divided at the time of the research into 19 districts (the so-ddllectipi) that
have areas of different sizes, each with a population of around 100-150,000 indigiduals
average. Each of these municipalities has a local government that deals witbbileenpr
and issues concerning the area. The districts have considerable economic and social
differences with some areas heavily affected by immigration while othepseateminantly
Italian. The socio-economic situation of all districts was analysed througiebffata, i.e.
the ageing index, dependency ratio, single person households and socio-economic index, and
starting by identifying those districts with the highest proportion of opsple (60+).
Interviews were subsequently carried out with representatives of local
authorities/professionals (i.e. with some members of the district governments &ild soc
workers), and older residents in tRimicipi throughCentri Anzianifor older people. The
city of Rome has grown towards the suburbs and, as a result, can be dividéteéato
different parts:

¢ The central part where there is a large number of older people with gooanézono

status

70



e The middle part (the popular part of the 1960s) where there are quite a few older
people with bad economstatus
e The suburbs where the economic conditions are similar to those of the middle part

but there is a smaller proportion of older people.

The final choice of the thredunicipi where the singing sessions were set up was
determined by considering three main aspects:

o The demographic features of the area

e The interest of older people in participating in the research;

¢ The willingness ofcentri Anzianito be involved as a venue for singing groups.

Rome at the time of the research was divided intM@Bicipi but, since then, Municipio

(number 14) has become a separate town from Rome (Figure 5.2)MHaitdipio has a
geographical area of interest and elected politicians who work in that ackeMH®aicipio

has its own President and a number of ‘Ministers’ (in this case, the name Bssessoriin

Italian) with responsibility for specific areas such as health, transportroement,
education and so on (Table 5.3

Table 5.3 Population of the City of Rome and its Municipi (Comune di Roma, 2012)

Municipio Population Municipio Population

1 133.590 11 134.351
2 122.477 12 179.248
3 51.790 13 230.996
4 205.719

5 177.737 15 153.817
6 123.268 16 143.504
7 125.029 17 68.132
8 256.416 18 137.566
9 125.546 19 189.512
10 185.032 20 160.423

City of Rome 2.904.153

The researcher contacted “ministers-assessotiresponsible for health, social care or social
policies in order to interview them. Generally speaking, the procedure was as follows -
politicians were firstly contacted by phone and this was followed by a Idtietraduction
(Appendix 6), a brief summary of the research and a presentation of tlaechese A
specially designed flyer outlining the research was also sent to intepstedsionals
(Appendix 7). Once politicians agreed to the interview, an appointment was thade;

researcher subsequently contacted the social workers in order to interviewAthetal. of
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20 professionals, 11 politicians and 9 social workers, agreed to be interviewed. Te
politicians allowed recording but one preferred being interviewed by email. For tla soci
workers, 3 out of 9 did not allow recording.

The author tried to see the two points of view (politicians and social workerir as
possible for eacMunicipio. This procedure was chosen to have two distinct points of view
in this first phase of the research so that a comparison could be made. Urdtyrfuhest

was not always possible and was done in only fivenigipi. The researcher contacted 15
out of the 19Municipi, a choice made on demographic features, to set up interviews with
professionals. Not all thielunicipi contacted were interested in participating in the research;

specifically 11 of the 15 contacted were interested but four were not.

5.6.3. Interviewswith older people

The main aim of the interview was to gather information about five main issues:
Social-demographic data;

The role of music in their life;

The role of music in their life at the moment;

Information about everyday activities;

o~ w0

Interest in participation in singing groups.

5.6.4. Procedures

As far as the interview of older people is concerned, the procedure follswadn below.

During the interview with the politicians and/or social workers, thm®lev research was
explained. Further, the researcher made social workers and politicians aware Whatlghe

visit the Centri Anzianito interview older people. EadWunicipio has a number afentri

Anziani scattered throughout its area where older people can pass time, even all day, except
for meals. Although coordinated by thdunicipio, the Centri Anziani are completely
independent and the President of each one is an older individual elected by the tners of
Centro Anziani The professionals generally advised the Preside@enfri Anzianithat the
researcher would phone to interview some of the people using the centre ana @opos
singing experience.

Setting up Part A was long and, with reference to the flow chart above, mada npraber

of different steps.

An appointment was first made with the President, then the entire research \wateprés
him/her in a conversation; subsequently, a second meeting was arranged, announced by a
flyer on the bulletin board of the centre, where those interested could be inezhbgvihe
researcher. A very small number of older people were willing to be interviewvedal of

40 older people were interviewed through a semi-structured intervi€entri Anzianiin
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those Municipi which were interested in taking part in the research; only 5 out of 11
Municipi were involved. The researcher tried to interview older people from many differen
social-cultural and economic contexts. The interview was recorded, transcribed gaddnal
for the main themes. Each interview lasted between 6-7 minutes and 3%5w@aniThe
language during interview was appropriate for the target sample.

5.6.5. Inclusion and exclusion criteria

Only older people of 60 years old and above without cognitive problems were inwolved
this research.

5.6.6. Piloting work in preparation for the main study

There were wo main pilots, the first focused on the interviews of the older people, the
second on the music sessions. The design of the interview was different in thetceprlgf

the research and was modified on the basis of the pilot. The original intentico Veas

focus groups with the older population to make them more comfortable and simplify the
conversation, seeing that the questions were very general and referred atusstady to

the role music had had in their lives and the role it has in their life todajdespeople.
Therefore, a pilot focus session with a first group of older people weasdcaut, but this
created friction and disputes within the group since some of the participants had some
experiences in life and others had had different ones, even though thesowtm@poraries.
These differences in experience were largely determined by socio-economic and
environmental features. As a result of the above problems, the approach tewsemiih
participants was changed and the researcher continued by carrying otd-oowee-
interviews. This allowed the demographic data to be gathered more precisely and the

discussion to be calmer and more serene.

With respect to the singing sessions, three pilot sessions were held 20ddn®e check not

only the interest of older people in taking part in the research, already assessgti th
interviews, but also to understand any practical issues that would need to be addrémssed i
organization of the singing sessions in the main research phase. Th#iniegi where

the pilot sessions were held were chosen in the light of socio-demographic information of the
entireMunicipio, as well as the interest shown by the older people during the interviews and

the support of the presidents of fentri Anzianiinvolved.

A first draft of a song book was created with a number of songs chosen bgaaeher in
the light of the semi-structured interviews with the help of the two musiclasspecially

devised questionnaire (Appendix 8) was given at the conclusion of eaclsgskion and
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answered anonymously, and a precompiled observation was used. It had 13 items (4 about
gender, age, living conditions and level of education) and 9 about the experience, with som
space to allow the participants to make personal comments, especiallyfeiémee to the
repertoire used and suggestions for other songs the participants would have liked to sing. The
aim was to assess interest in participating in a programme of 12 sessionslothetentire
research would be based.

5.7. Part B methods

5.7.1. Observation schedule

The pre-coded schedule used for this study is based on an observation schedule used in an
earlier evaluation of the Silver Song Clubs project in England (Corvo, 2008prding to
Bowling (2007)“Observation is a research method in which the investigator systematically
watches, listens tend records the phenomenon of interest,” (Bowling, 1997 p. 316). It has

been suggested that observation is “a valuable and underused technique for collecting data,”
(Taylor-Powell and Steele, 1996 p. 21) but it clearly offers the opportunity and advanftag
obtaining information as soon as it happens and in context. The main objective of
observation in this research was to understand the positive and negative erantions
reactions of participants during the sessions and about songs. The most intaspstatgf

using observation as a research method is that it is a very incisive and diress@od can

also be used in different ways, e.g. in the form of a free-form diary/notedropregicoded
sheets. It seems obvious that observation has a major limitation - itelg thkat the
researcher may not be objective in his/her observations; as noted by Grimes End Shu
(2002), “selection bias, information bias, and confounding are present to some degree in all
observational research” (p. 248). In order to avoid the problem, the researcher chose to use a
sheet in which pre-compiled specific items of interest to the research werkedpdmuit
supplemented this with a diary record of each session (Appendix 9).

An observation pre-coded schedule was devised before the start of the projeessothas
engagement of the participants. It was divided into 2 sections - the ftistnseecorded the

venue where the groups were held, the start time, the end of the session and the duration of
the break. In the second section, there was a record of the songs sung anctitmes @fa
participants. With reference to the impact, there were variables such as leveicgigianm,
attention, smiles, comments/chatting, the pre-coded schedule included the moseptromi
aspects of the session. There was also some space for the author to add commetts bey

those codified in the pre-coded schedule.
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In addition the research kept a diary throughout the project. This was complétedng

each session to comment on what could not be recorded through the pre-coded schedule. In
particular, the comments of participants during breaks and assessments or requests for
specific songs were taken into account. It should be borne in mind that the researcher cou
not register every aspect of the session therefore some aspects may have escaped.

5.7.2. Questionnaires

Three questionnaires were used - B@5D-3L, a widely used standardized measure of
health utility, the York SF-12, a widely used standardized measure of heatddrglality
of life and wellbeing, and a questionnaire devised for the study (Appendix 10, 11)and 12

5.7.3. Focus group

A focus group interview was used to interview the participants in the resedeHodus
group was created in two venues involving about 15 participants from venue S and venue
Participants from venue F were not involved for practical reasons. They wdran lilly
and September 2012. The main aim of the focus group was to gather information about 2
main aspects:
1. Impact of the experience on the wellbeing and quality of life of the participants;
2. Opinions about the experience as a whole (timing, repertoire and so on).
The focus group was conducted in an interactive circle to allow each participaquréess
views and feelings about the experience for around 35 minutes. The researcher t®ok note
during the discussion.
The researcher first asked a question:
a) What do you think about the experience?
This question was followed by further prompts:
b) What about your feelings during the experience? And after?
¢) Which kind of impact did it have on your life?

d) What is your opinion about the structure of the experience?

The focus group was considered as the most effective way of allowing participgits to
their own perception of the whole project. Further, the focus group “facilitated
communication and promoted an exchange of ideas and experiences” (Robson, 2002 p. 286),

and a focus group is a “useful strategy either as stand-alone data gathering strategy or as a

line of action in a triangulation project” (Berg and Lune, 2011 p.158)
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5.7.1. Procedures

The researcher explained the purpose of the research in each session and, thevessuaes ¢

by the questionnaires. The explanation was repeated at the start of every sessian f

main reasons, firstly because other older people not in the study joined ineaded to
understand the research and, secondly, because members of the sample asked questions
about the research, which led to the researcher deciding to clarify jbet jaed the purpose

in each session.

5.8. Singing group for theresearch

All three presidents of th€entri Anzianiinvolved agreed to the experience (Appentsx

The group set up iMunicipio 17 (Group S) performed on Monday afternoons from 4:45 to
6:45 pm, with a short break in the middle of the session, while the group BefMunicipio

6 (Group F) performed on Tuesday mornings from 9:45 to 11:45 am, with a short break in
the middle of the session. The group set upMimicipio 9 (Group T) performed on
Wednesday afternoons from 4:30 to 6:30 pm, with a short break in the middlesessien

(Table 5.4). Two musicians assisted in the sessions.

Table 5.4 Timetable of the sessions

Venue/Session Municipio 17 Municipio 6 Municipio 9

Group S Group F Group T
1 10 Oct 11 Oct 25 Jan
2 21 Oct 19 Oct 01 Feb
3 24 Oct 25 Oct 08 Feb
4 31 Oct 2 Nov 15 Feb
5 7 Nov 8 Nov 22 Feb
6 14 Nov 15 Nov 29 Feb
7 21 Nov 22 Nov 07 Mar
8 28 Nov 29 Nov 14 Mar
9 30 Nov 6 Dec 28 Mar
10 5 Dec 9 Dec 4 Apr
11 12 Dec 13 Dec 11 Apr
12 22 Dec 20 Dec 18 Apr

5.8.1. Participants of the singing group

The choice of théunicipi for the singing group was influenced by four main issues:

The demographic features of the area (Table 5.5 and Figyre 5.3

1) Groups were established in three differévitinicipi of Rome, Municipio 17,

Municipio 6 andMunicipio 9. As shown by the Table below, the average ageing
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index (percentage between the old age population [over 65] and the young
population [under 15]) in the city of Rome is 144.8. As far as the socio-economic
index is concerned, 19.2% of the population is in the group with a high socio-
economic index while 21% is in the group with a low socio-economic index (census
variables were chosen to represent different dimensions of social disadvantage:
education, employment, housing conditions, family composition and immigration);

2) According to Table 5.5, the three areas selected for the sessions have a igh agei
index while a low Kunicipio 6) or high Municipio 17) or medium Nunicipio 9)
socio economic index (Table ;6

3) The interest of older people in participating in the research;

4) The support of the presidents of thentri Anzianiinvolved,;

Figure 5.3 Map of Municipi of Romewith the three Municipi chosen

As far as point (2) is concerned, the researcher took into account the oéshe interview

and the anonymous questionnaires completed during the pilots. As for point (3), an
appointment with the president of tBentro Anzianiwas made to investigate their attitude
with respect to the possible development of the 12 weekly sessions. With respect to point (1),
the author, as for the pilot sessions, took into consideration some demographiatiaior

in particular the ageing and socio-economic index, looking for areas which haigh a
ageing index (theatio of older people to the number of younger people and low or high
income level) in order to assess the impact of the experience andeitsvefiess and
transferability in areas with different economic levels (ASP Lazio, no datigh. respect to
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point (4), after the pilot sessions the author had a meeting with the Pteffide@Centro

Anzianito evaluate their willingness to take part in the study.

According to Table 5.5 and Table 5.6, the three areas selected for the sessionkiphve a

ageing index but vary socio-economically; a low index Nomicipio 6 (Torpignattara a

medium for Municipio 9 (Tuscolano NorJl and a high forMunicipio 17 Prat) socio

economic index (ASP Lazio, no date).
Table 5.5 Ageing index of selected areas of Rome (ASP Lazio, no date)

Ageing index/Areas All Women Men
Rome 144.,8 176 115,4
Appio 230,6 300,3 162,1
Appio — Claudio 203,8 252,4 158,7
Aurelio Nord 265,8 328,4 207,9
Aurelio Sud 228 287,5 172,1
Borghesiana 59,6 64,4 55,1
Bufalotta 89,5 98,4 81,2
Centocelle 161,5 192,6 130,6
Hystorical Centre 163,2 190,2 136
Don Bosco 243 293,3 196,7
Eroi 275,4 372,8 189,7
Garbatella 232,1 290,1 175,1
Giardinetti 85,8 98,5 74,3
Pietralata 212 258,1 169,2
.~ Prai 2278 2694 1821

Quadraro 157,3 193,4 123,3
Testaccio 239,3 318,9 165,8
Tuscolano Nord 230,6 299,2 164,1

Table 5.6 Socio-Economic index of selected ar eas of Rome (ASP Lazio, ho date)

Socio economic

index/Areas High Medium-High  Medium Low-Medium Low
Rome 19,2 19,6 19,8 20,5 21
Appio 34,6 45,9 18 15 0
Aurelio Nord 38,5 29,4 13,4 10,9 7,8
Aurelio Sud 40 21,9 26,9 10,7 0,4
Borghesiana 0 0 1,6 28,5 70
Bufalotta 1,7 2,7 18,2 54,3 23,1
Centocelle 0 1,3 23,4 40,4 34,8
Hystorical Centre 11,8 30,1 30,5 15,8 11,8
Don Bosco 0,4 10,9 30 41,1 17,6
Eroi 29,9 37,8 22,5 9,3 0,5
Garbatella 18,9 37,1 17,9 9,9 16,2
Giardinetti 2,2 1.4 1,6 48,7 46,2
Pietralata 0 23,5 41,4 16 19,1
Quadraro 2,7 3,5 5,9 31,6 56,4
Testaccio 12,4 13,1 19,4 43,6 11,5

Tuscolano Nord 33,2

38,4

15,8

12,6

0
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5.8.2. Inclusion and exclusion criteria

Only older people of 60 years old and above without cognitive problems were involved i

this research.

5.8.3. Observation

Continuing observation resulted in an alternative way of running sessions eabth(Tadoié

5.7), i.e. Session 1 observation was performed, Session 2 no observation was performed,
Session 3 observation was performed and so on; this was applied for thestvgpdiips

while for the third observation started from the second session.

Table 5.7 Observation Timetable
Venue 1°" 2" 3¢ 4" 5" 6"

S 10 Oct 24 Oct 7 Nov 21 Nov 5 Dec 19 Dec
Session 1 Session 3 Session 5 Session 7 Session 9 Session 11

F 11 Oct 25 Oct 8 Nov 22 Nov 6 Dec 20 Dec
Session 1 Session 3 Session 5 Session 7 Session 9 Session 11

T 1 Feb 8 Feb 29 Feb 14 Mar 4 Apr 18 Apr
Session 2 Session 4 Session 6 Session 8 Session 10 Session 12

5.8.4. Questionnaires

There were 62 people in the sample at the start of the research who ednthiet
questionnaire properly. The questionnaires at baseline were completed inr@ailaé¢ the
end of the experience for the first two groups in December, the follow Marich while in

January, April and July for the third (Table 5.8,Table 5.9,Table 5.10)

Table 5.8 Timetable of questionnaires

Venue 1% 2" 3¢
S 10 Oct 20 Dec 12 Mar
F 11 Oct 22 Oct 13 Mar
T 25 Jan 18 Apr 11 Jul/24 Sep
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Table 5.9 Total sample at basgline

Venue Men Women Total
S 6 27 33
F 0 13 13
T 0 16 16
Total Sample 6 56 62

Table 5.10 Total sample at the end of the experience

Venue Men Women Total
S 4 19 23
F 0 8 8
T 0 14 14
Total Sample 4 41 45

Seventeen people who had completed the first questionnaire left the group adter a f
sessions. Some (5) of them reluctantly, due to health issues of partners or relaileck?

simply never attended the subsequent sessions without giving any reasons. Alllibose w
completed the second questionnaire participated regularly in the experience, with great
punctuality and enthusiasm. Four people who had completed the two first questionnaires did
not complete the third questionnaire mainly due to personal isEags 6.17.

Table5.11 Total sample after thefollow up

Venue Men Women Total
S 3 18 21
F 0 8 8
T 0 12 12
Total Sample 3 38 41

5.9. Trandation process

This health promotion model wasanslated to fit better into Italian culture in order to be
transferred to Italy from England. Carrying out this kind of work wasiquéatly
challenging - all processstarted with a thorough analysis of all the aspects which make up
the model in England. The analysis was twofold; on one side all the practical issnges
analysed and resolved and, on the other, a clear analysis of the model itssfneasout

by the author.

At this point, it is important to mention a significant fact. Bré@ish model was developed,

as mentioned, in the south-east of England in a series of small towns closeexb@g, a

small city (pop. 145,000). The Italian model was developed in Rome (pop. c. 2,750,000).
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The socio-cultural differences between a big city and small one tuallpcan element

which should be considered as, beyond the differences between nations, there are even
greater ones between large and small cities.

The first part of the study involved contacts with local authoritiesGetri Anzianiin the

search for a suitable venue, and then there was the transfer of the model itséifstTart

was very important in the setting of the whole experience and was criegalraory work

for the exploration of the transferability.

The preparatory work was hard because the author had to present the modelhof healt
promotion, the aims of the study, her role, the role of universities (English aiaah)ltatid

the scientific interest in that to both professionals (politicians and socidersprand
managers in th€entri Anziani Further, it was not far from easy to have appointments with

all these people. Besides the presentation of the project, it was important to underline that the
research had to follow a strict methodology both in terms of time (12 weeksysputt for

the standardized questionnaires which had to be filled in at specific times.

Before and during the collection of data, the author decided that this had to be doaken

into a number of different elements, forming the skeleton of the intervemtitnansferthe

model in Italy. The skeleton of the study was then analysed to identify a nunddemeits
eminently distinctive of the country where Silver Song Clubs were developethdiheim

of this was to try and “copy” the model as much as possible so that the effectiveness and
transferability could be established

In the light of the data collected during Part A, the author identifie@lgraents that could

be copied and those which could not be included in the Italian cultural context. The elements
reported in full were: the number of sessions (12), the length of the sesgipnsx{mately

two hours), the pattern of sessions (singing/break/singing). The aspects changedinigre m

the times of the sessions, the break (shorter) and repertoire.

Focusing our attention on the changes, the sessions were held during the late aftermoon (afte
4 p.m.), the only attempt at sessions in the morning led to a low number of partidipiants;

was because the venue available in that area was only free in the méinihgt time in

Italy, the average retired family is concerned with housework, shopping and preparing meals,
while the afternoon is reserved for leisure activities, as discovered duringetbergiory

work ( PART A). As far as the break is concerned, it was shorter aralicfe there were no

tea and biscuits, absolutely foreign to the Italian culture, but fruit jaicd<akes. The break

was shorter because there were often comments on the songs, both anecdotal (past
experiences of the participants) or techniques of musicians, during the seAsidas.as
recruitment is concerned, this was strongly influenced by two elements. Firsbnimection

that the project in Italy had with Centri Anziani and the innate distrtiolder Italians, as

81



most older people are afraid of strangers. In the light of these two elements, participants were
recruited through the Centri Anziani where numerous adverts were placed.

The most substantial and important change certainly concerned the repertoire proposed
during the sessions. The search and choice of the songs was made taking into account two
main aspects- data collected during interviews with older people across Rome before
starting the testing of the model, and the advice of the two musicians thizomtost
traditional and well known songs that would have had a good impact on the older, people
linked, for instance, to the time of their youth.

5.10. Data analysis

The research was divided in two parts, Part A informative of Part B. A quaitgiproach

was used in Part A and a mixed method approach was used for Part B. In pattieular
research was carried out using “multiple and different sources (e.g. informants)” (Robson,

2002 p. 371), particularly with regard to research question (c) (asséspmts’ reactions

and their perceived wellbeing before the experience, after the experience and ah8 mont

from the end of the experience).

5.10.1. Analysis of interview data

Analysis of the interviews was made through listening to the recorded iéwterv
transcribing them, then looking for common themes and issues, as well perasgs and
statements. The same method was used for the analysis of the interviews whichtiesoh not
recorded; in this case, the data already transcribed was analysed dksctBgards the
interviews with the professionals, the author made an analysis similar to that described above
but this only concerned the first step, namely the classification and aggregatitimeimes.

As far as the interview of older people are concerned a descriptive analysis ,of data
according to the classification derived from the interviews, was made thdthbasic
variables of the level of education, age, income ak&aicipi more or less economically
advantaged). Thauhor assessed the classification through these variables.

It should be noted that, during the interviews, not all older people answeredaiett®ons

because in some cases they did not remember and, in others, they were confused or reticent.

5.10.2. Analysis of observation data

Initially, the author analysed each pre-coded schedule and then compared it with the other
in the same group; this was repeated for the three groups. The three grqupscaded
schedule were then compared to find similarities or differences among them; cmmpari
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was made choosing songs in common in order to assess the impact of the same songs in

different groups.

Each item of the pre-coded schedule was given a value between 5 and -1, 5 being the highest
value and -1 the lowest (Tablel3). As can be seen from the diagram shown here, the
highest values were given to 100% participation (5) and attention (4), while other data values
were given to a lower percentage or gradation. A negative score was gilesstthan 50%
participationi, ‘no attention’ and the absence of positive reactions to the song and general
mood of the participants (e.g. no smiles or laughter). Each song was labelled withex num
(Table 5.13).

Table5.12 Values given to the checklist

Reactions Values
100% Participation 5
75% Participation 3
50% Participation 1
Less than 50% Participatior -1
Attention 4
No Attention -1
Smiles 3
Comments-Chatting 3
No Smiles or Laughter -1

Table5.13 List of songs sung during the session observed

Number Songs Type of song
1 Arrivederci Roma Popular Italian song
2 Chitarra Romana Traditional song of Rome
3 Funicoli Funicola Traditional song of Naples
4 Ma I’amore no Popular Italian song
5 Nel blu dipinto di blu Popular Italian song
6 Parlami d’amore Mariu Popular Italian song
7 Roma nun fa’ la stupida stasera Traditional song of Rome
8 Sora Menica Traditional song of Rome
9 Tanto pe’ canta Traditional song of Rome
10 Vecchia Roma Traditional song of Rome
11 Va’ Pensiero From the Chorus of Nabucco by G. Ver
12 Vecchio Frac Popular Italian song
13 Venticello de Roma Traditional song of Rome
14 Voglio vivere cosi Popular Italian song
15 Vola vola I’aritornello Traditional song of Abruzzo
16 Azzurro Popular Italian song
17 Ave Maria Classical song by F. Schubert
18 Abete di Natale Christmas song
19 Astro del Cielo Christmas song
20 Tu scendi dalle Stelle Christmas song

NB In the delivering overall additional songs where sung which are not listedhéhey

were not sung during the session observed (Appendix 14).
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5.10.3. Analysis of the questionnaire

With reference to the three pilot sessions, analysis was performed by makingteadtat
examination of the anonymous questionnaires delivered at the end of two hours of group
singing. For the questionnaires (baseline, end of the experience and follow up), avesysis
carried out using SPSS software, with standard algorithms used toartotal scores and
sub-scores exactly the same as those used for the English research, as aghdigtijedi

above (Coultoret al, in press).

At baseline, 62 participants completed questionnaires. Of those 62, only 45 completed
guestionnaires at the end of the experience and 41 participants compiled the follow up
questionnaires. Therefore, during the research, 21 people were lost and, of thoseet#, 17
lost between the first and second questionnaires with a further 4 being lostrbtte/end

of singing and the follow up. On all occasions, the author carefully explained therstroict

the questionnaire and the meaning of each single item in order to clarify the sampie, whi

mainly consisted of people with low-middle educational level.

5.10.4. Analysis of the focus group

Examination of the focus group discussions were made through analysing notes taken during
the focus group in order to identify trends and patterns that reappear| as waigntifying

key phrases and statements. In analysing this data, the researcher took into account the
context and circumstances in which the interview of the focus group was carried out
(Robson, 2002).

5.11. Datatriangulation

Lastly, the results emerging from questionnaires, observations, and focus groups were
compared to find out whether similar results were being found. Accordifidhnarmond

(2001), triangulation is “the combination of two or more data, sources, investigators,
methodological approaes, theoretical perspectives [...] or analytical methods” (p. 253). If

the conclusions from each analysis of the different sources of data are the salaepsimi
very close, validity of the research is established (Thurmond, 2001). Moreover, trigomgulat

is important to avoid bias. The triangulation method was chosen to raiseethilility and
validity of the results, starting from the fact that the standardized questEs)nai

observations and focus group had, as said, objective c) in common.
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5.12. Chapter Summary

The chapter describes the methodology followed during the study.

The research was divided into two main Parts, A and B; a mixed method apprasch
adopted. Part A focused on exploring #t@tusof older people living in Rome, their interest

in music and singing today and in the past, and in taking part in a singing experienee. Sem
structured interviews were carried out with older people recruited by Cengiai
scattered throughout Rome. In addition, the first part of the researabrezkpiow local
politicians and social workers see 8iatusof older people. The city of Rome is described.

Part B was focused on setting up and evaluating singing groups and gathering informati
from participants on their experiences of singing. In this part, a mixed approaaks&hs
with observation schedules developed for the purpose and two widely-used questionnaires
were used to assess wellbeing and quality of life of the participants. Theypdotaome
measure was an ltalian version of the York SF-12 which provides scores for paysical
mental wellbeing. The Italian version of the EQ-5D-3L questionnaire was ddgted. The
questionnaires were completed by participants at baseline, end of singing and follow up.
The start of the research with the analysis of the health promotion modes arahdtfer in

the Italian context was also described. The analysis of the data was alsedclarithe

chapter for both Parts A and B and particular emphasis was given to the triangulation of data.
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Chapter 6.
Result Part A: Interviews with Professonals and Older

People and Result from Pilot Session

6.1. Introduction

The results from Part A of the research undertaken will be reported in the following sections.
For Part A, the interviews with both professionals (politicians and sociakve)riand older
people and the questionnaires of the three pilot sessions will be analysesedtton aims,
firstly, to report on thestatusof older people in the areas, secondly to highlight the role and
place which music and singing have had and have in the lives of the older people
interviewed, and, thirdly, to present the findings from the evaluation of the pilot sessions.

6.2. Interviewswith politicians and social workers

Part A of the research was focused on interviews with politicians anal semikers and
members of the older population in Rome. Table 6.1 and Table 6.2 report detidiés of

samples interviewed.

Table 6.1 Interviews of social workersand politicians

Municipi Politicians Social Workers

Municipio 2 1 1
Municipio 3
Municipio 4
Municipio 5
Municipio 6
Municipio 7
Municipio 9
Municipio 11
Municipio 13
Municipio 15
Municipio 16
Municipio 17
Total

PR RRPRPRRR I R
]

H
H
© NP P
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Table 6.2 Interviews of the older population

Municipio Older people interviewed
Municipio 5 5
Municipio 6 9
Municipio 9 12
Municipio 11 6
Municipio 17 8
Total 40

The final sample of interviews consisted of 20 politicians and social workers and 40

members of the older population.

6.2.1. Data analysis of interviews of professionals (politicians and social
workers)

The results of the interviews carried out during Part A are given below. Analysie
interviews was made through listening to the recorded interviews, titingcthem, then
looking for common themes and issues, as well as key phrases and statements. The same
method was used for the analysis of the interviews which were not recordbd aade,

notes were taken directly during the interview.

The tables below show the main results with respect to the interviews of sodiaksvand
politicians. They raised three main issues concerning the health andssmitiabf the older
population - poverty and its consequences, social isolation and its connections
(loneliness/loss of the feeling of community and peer support) and the growing number of
older people and the effects of this on society and family structure. Once @kriti# three
issues were used in the analysis of the interviews by looking at how freqoertyn
comments were made, and which facet of the issue was particularly higtligy the
interviewees. The aforementioned themes could be found in almost all the interviead carri
out, with marked differences in the perceived severity of effects experiencidenypeople

of Rome where the professionals worked. Poverty, social isolation and increasarg afje

factors that could lead to increased health problems.

6.2.2. Poverty

Figure 6.1 below shows the theme of poverty as seen by social workers and politicians. From

their point of view, one of the main causes of poor health and poor qudify isfpoverty.
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Respondents identified the low level of pensions and the loss in the value of asomasy of
the main causes of poverty among the older population:

“Pensions do not have any practical value” (social worker 1),

“An old person in their 70s with a pension barely manages to survive now”

(social worker 2).

“They [the older people] have money just for the bare necessities and

sometimes not even for that” (social worker 1).

“There are older people who renounce lunch or just have lunch

with a cappuccino and croissant” (politician 1).

“The increased demand for subsidies in recent years

is a clear &n of poverty” (politician 2).

This means that older people are faced with a series of problems likereyviotihaving to
make choices such as health care or food, or even food or paying the rent:

“Even if you're an octogenarian, you can be evicted” (social worker 3).

“There is such a huge number of evictions that older people are forced
to leave their neighbourhood and go farther and farther away,
not only to the suburbs but also to small towns around Rome,

losing their reference points” (social worker 1).

“The high number of evictions has become a cause of

growing concern” (politician 2).

“Losing your home brings great discomfort,

fear of the future and disease” (politician 1).

The problem of poverty affects alunicipi, both poorer and wealthier areas, because even
in the wealthiest areas, there are large pockets of poverty. This is hantg the fact that
women, especially widows who have been housewives all their life, may find tliesse

a very poor economic situation after the death of their partner, women mayhéose t
economic wellbeing, but refuse to change the area where they live although theydeahnot

with payment of the rent.
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“At the moment, when one of the two older people dies,
the survivor automatically becomes needy, because the couple
could face the situation with two pensions while it is nearly

impossible with one” (politician 1).

Poverty

Deciding between

Pensionswith Problem oEevictians Loss of financial

ingthe rent or
reduced value resources payms

eating

Figure 6.1 Poverty

6.2.3. Social isolation

Figure 6.2 below shows the theme of social isolation as seen from the soiiatsvand
politicians’ point of view. Social isolation and loneliness are further problems highlighted by
those interviewed - both recognized that the problem exists, but social worlgrasired

the seriousness more. The above situation is expressed by the growing phenomenon of
‘homeless at home’ people of people living like down-and-outs in their own homes, and the
related problem of reaching a large number of older people, living ah ismlation, who

have no contacts with the outside world. This is connected with the lose obhcept of

community, because nobody (the neighbours, for instance) reports problems or issues:

“Social isolation and loneliness are the main elements of

frailty in the elderly” (social worker 3).

As an important factor associated with social isolation, both types otggiohals
highlighted the fragmentation of the family:

“There is a complete breakdown of the family” (social worker 4).

“The family as conceived in the past, with older people cared for by
their children and who, in turn, took care of grandchildren,
no longer exists. Nowadays old people are alone and

cannot count on their children” (social worker 1).
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“There are older people who have a family, but family members
don’t want to care for them because they are, in turn,

crushed by a huge number of problems” (social worker 3).

“When it exists, family’s essential”
[as an informal social network that holds and has held, d@gains
almost every social problem in Italy] (politician 3).

The loss of the reference points, such as siblings, peers and friends, leading to a general
absence of meaningful relationships which go beyond the simple everyday greelsw is

associated with social isolation:

“They not only don’t have meaningful relationships,

they don’t have any kind of relationship” (social worker 5).

“There are older people that tell me very clearly that they

don’t even talk to anyone for weeks and weeks” (social worker 1).

Social isolation is a cause and consequence of poor health:

“As long as an older person has a good level of health,
he-she is able to go out and have some contact, but when
he-she becomes ill, or worse, loses his-her independence

and stays at home, Bie no longer has contact” (social worker 6).

A further aspect underlined by both politicians and social workers wéssthef the feeling
of community, especially in less wealthy areas where, in the past, thisgfegith the

resulting support has been very important:

“In the past, if there was an older person in a building,
the whole building took care of him-her. Now, when the neighbours

see a problemhey simply call the police” (politician 4)
“If the old person is lucky enough to live in the same area

for 20/30/40 years, they feel safe and can count on some help,

but if they moveo another area they are completely alone” (politician 5).
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“The so-called social solidarity that there was in the past no longer exists.
There is selfishness in society, even among the elderly, who are afraid
of getting in contact with an ill peer, for fear of being dragged down”

(social worker 6).

Social isolation

Would do any
kind of
activitiesto i meaningful
avoid social family relationships
isolation

No contacts

(talk once a
week)

resources of community

Figure 6.2 Social I solation

6.2.4. Growing number of older people and the lengthening of life

Figure 6.3 below shows aspects connected with the issue of the growing numbers of older
people and the general issue of the lengthening of life. One aspect underlined lypéoth t
of professionals - but especially by politicians - was the growing numbetsl@f people
and the consequences that this entails for botMthecipi - administratively - and the older
population itself. The lengthening of life involves a correspondignsion of requests for
help, which are much more expensive, since they focus mainly on people who need
treatment for long-term iliness and degenerative diseases:

“The lengthening of life expectancy reveals growing health and social needs”

(politician 6).

“In recent years, for instance, the Municipio has had to set up
a humber of new services, such as, for instance, The Alzheimer's
Helpdesk, because the number of people asking for help

is growing and growing” (politician 4).
“One of the services which is required more and more is in-home

care of older people who are clients with long-term iliness and

degenerative diseases” (social worker 3).
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The social workers and politicians from both wealthy and less weltimjcipi indicated
very clearly that almst all the economic resources of tienicipi are committed to meeting
basic needs (social and medical assistance):

“The resources are designed to meet medical and social needs fully” (Politician1).

“Requests for financial support, and support for health care are

so many that whereas before Menicipio managed to organize
projects for socialising and to improve the quality of life of older
people in the area, tidunicipio nowadays have to help older

in the bare necessities, which means that iMheicipio doesn’t
give them financial support, the person ends up on

the street” (social worker 1).

The increased need of support for medical and social care is compounded by the tlaet that

increase in the length of life implies a growing number of old parents with older children:

“Older children no longer have either the physical or economic

strength to help old parents” (social worker 1).

‘There are 95 year olds, who have children of 70-75, who, in turn,
have children of 50; in this framework it is unlikely that the child

will assist parents” (politician 7).

Growing number of older people and lengthening of life

Social need
ncreasesore
and more
Growing Lengthening Difficulty in
nm}lbe_r o_f e of life has reachinga
older children EHan and resultedina large number
of older lengthening of of older

Growing

outsat home™

people theneeds people

Lack of funds
for
recreational
and leisure
activities

Figure 6.3 Growing numbers of older people and the lengthening of life
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Beside these three main themes, there are others which were raised éoyofsane
interviewees, such as the growth of social tensions, and the clear demand of older people for
leisure activities. Social workers working in the poorest areas underlined dghengr
incidence of social tensions, determined by living in tiny apartments in builtrggoor
sanitary condition. The situation is further exacerbated by high levels afjratian, the
associated unfamiliarity with the smells and sounds in the buildings, attte glroblems

connected with close and uncomfortable coexistence.

“Italy is experiencing problems with the integration of immigrants

that other countries faced 30-years ago” (politician 5).

“There is a real war between the poor, between people who are
harbingers of social distress, be they immigrants or the elderly.
They are forced to live in slums, close together with social

tensions growing every day” (social worker 7).

Social workers and politicians who work in the areas of greatest need underlined the growing
demand for recreational activities; this is probably due to the lack of peraonaly to pay

for participation in leisure.

“Older people have so much free time therefore thilunicipi

should pay attention to their free time and offer more activities” (politician 1).

“Often the older people say they are tired of health promotion
programmes because they would prefer to hike, sing or
dance rather than think about their blood pressure, heart

disease or diabetes all the time” (politician 5).

“The better educated the older person is, the easier it is for

them tosocialize and build new friendships” (social worker 8).

The entire sample interviewed recognized that older people are open and ataikame

kind of proposed activity in order to avoid isolation and build new friendships.

6.3. Interviews of the sample of older people
First of all, two main aspects should be noted:
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a) although 40 people were interviewed, the sample size varies in the tables due to
several factors:
e in some cases, the interviewee's answers were unclear or no answer was given,
e in some cases, the questions were not asked as they were not appropriate with
respect to the interviewees,
e some interviewees showed signs of impatience and irritability, and so the

interview was shortened,

b) carrying out the interviews was very challenging because the sample;
e often did not fully grasp the purpose of the research,
o did not fully understand the individual questions and then responded with
phrases out of context,
e wanted to talk about themselves, their life and their problems, rather than answer

guestions about music.

Analysis of the interviews of older people was made through listening toettoeded
interviews, transcribing them, then looking for common answers. The tables below
summarize the results of the questions raised through the interview, both those focused on
everyday life and those trying to obtain an aspect of the character, beliefs, and attitudes about
the role of music and singing throughout their life. A separate section hasstoeetured

with the results on the role and place of music and singing in the life of theidatees

currently. Figure 6.4 reports the age composition of the sample.

Age
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60-65 | 6569 | 7074 | 7579 | 80-84 | 8590 | 90-95 95+
mAge 1 2 12 15 5 2 1 2|

Figure 6.4 Age of the sample of the older people (N=40)
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It can be said that the largest age group is from 75 to 79, followed by the gyou@d to
74. Groups between 60 and 65 and 90 years old and over are the least numerous.

The sample is predominantly female (73%).

Living Conditions

18
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14

12

Sample
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Alone With partner With children
|m sample 14 17 9

Figure 6.5 Living conditions of the sample of the older people

Figure 6.5 shows that the sample is split into two main groups, where one group of people
lives with their partners (17 out of 40) and another group lives aloneutldf 40); 9 people

live with their children. In some cases, this is because children have never left their parents’

home or they have lost their jobs; alternatively, parents have moved to their children’s home

because of their age and serious economic difficulties.

Education
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Figure 6.6 Level of education of the sample of the older people
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As far as the level of education is concerned, Figure 6.6 clearly displaygehatally
speaking, the sample has a low, at times very low, level of education. A smalltipropdr

the sample, 4 out of 40 respondents, said they did not finish the primary schookolipis g
pertains mainly to the age group 75-79 and this lack of education is probably dwe to t
Second World War; furthermore, it reflects where they lived as childréalyn Some of

those interviewed (12) claim they completed primary school. A similar nunifr (
respondents) said they received secondary school education and a group (9 people) claims to
have obtained a high school diploma. Therefore, the highest level of education attained by 29
out of 40 people was the Middle School (up to the age of 14). Finally, two people claim to be

graduates.

6.3.1. The older person’s everyday life
How do you spend your days?

Table 6.3summarizes the results of the question “How do you spend your days?”” The same
variable was then analysed with respect to education level, age group and ofctirae
Municipio. The activities carried out by the older population are principallyama these
can be summarized as housework and attendance Oetite Anziani

The majority of the sample (n=16) divides its day between housework (dhengdrning)

and staying at th€entri Anzian in the afternoon; one large portion of the sample (n=9) said
that housework prevails. Similar patterns were found for staying in the Centreaind5
other activities (n=7) such as watching television, staying with grawldehijl staying with
friends, and going to cinemas or theatre. Two people (n=2) declared that they stayed alone

home doing nothing.

Where the level of education is higher, more of the participants declarethélyato
‘various activities’. None of the more educated (both Middle and High Schools) said that
they spend their time alone. With respect to age, it can be said that the ¢reage,tthe

less this group is involved with other activities while increase goitigetGentro Anzianiin
comparison with the other two groups; similar patterns can be observed for the mor

advantaged areas.
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Table 6.3 How do you spend your days?

How do you spend your

days? All Sample
Housework 9

Housework + Centre 16

Centre 5

Alone 2

Various Activities 7

Education <10 10-14 >14
Housework 4 4 1
Housework + Centre 7 7 2
Centre 1 1 3
Alone 2 0 0
Various Activities 1 1 5
Age <75 75-80 >80
Housework 4 3 2
Housework + Centre 6 4 6
Centre 1 3 1
Alone 0 2 0
Various Activities 4 2 1
Income District L ow Medium High
Housework 1 5 3
Housework + Centre 9 5 2
Centre 2 3 0
Alone 0 2 0
Various Activities 1 3 3

Do you have any hobbies?

Table 6.4 reportghe results of the question “Do you have anyhobbies?” In general, most of

the sample has no hobby (n=18), across all the variables considered. It should be noted,
however, that more than half (5 out of 8) of the group with a higher level of emucktims

to have hobbies (cinema and theatre) while only 2 of the less educated saiththey

hobby. Five out of 11 of the younger part of the sample claims to have hobbiesarijple
belonging to the wealthier areas was not able to give a response, whienpke from
middle-incomeMunicipi was split exactly into two parts. As far as the lower income

Municipi are concerned, it can be said that they reflect the patterns of the entire sample.
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Table 6.4 Do you have any hobbies?

Do you have any hobbies? All Sample

Yes 13

No 18

Education <10 10-14 >14
Yes 2 6 5
No 10 5 3
Age <75 75-80 >80
Yes 5 5 3
No 6 9 3
Income District L ow Medium High
Yes 4 9 0
No 9 9 0

6.3.2. Question about music during life

In this section, the results for the question in the interview focusing on listening tandsi
singing through life are displayed; the times of life analysed are childhdotksaence,
adulthood and older age. In general, interviewees gave brief answers to these questions. The
results are given in the Tables below. A selection of comments are reportedén6Tgb

Table 6.6, Table 6.7 and Table 6.8.

Did you listen to music?

Table 6.9 summarizes the results of the question “Looking back at your
childhood/adolescence/adulthood/older age, did you listen to music?” The same question
was then analysed with respect to education level, age group and income of the. dibeict
majority of the sample answered that they had listened to music during their childhood,
adolescence and older age. The childhood section for the sample is dividedoiqtarts,
two thirds of the sample said they listened to music while a third saidliieyot have this
habit. Moreover, in the younger part of the group the participants who saididtesyto
music during childhood are the majority (11 vs 4) while older participants @me equally
divided (6 vs 4). Regarding adolescence, almost all the sample (36 out of 40)eahnthaer
they listened to music during that part of their life and only 4 out of 40 syddil not. On
adulthood, the sample is split into two very similar groups numerically. B dase,
however, the majority said that they did not listen to music during thisdpefilife as they
were focused on their family or work, while 17 of 40 claimed to have listenmdid also
during adulthood. There are similar patterns (childhood and adolescence) fargadsith

38 out of 40 interviewees declaring that they listened to music.
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Table 6.5 Comments on questions about music during Childhood

CHILDHOOD

| used to hear my father singing snatches of operas. Municipio 9, 70-74, F, with
my mother used to sing quite often, too. children, up to 14

Mainly sacred music because | was an altar boy and s

music was that. My parents had a restaurant and so Municipio 9, +95, M, alone,
didn’t have time or the chance to listen to music or sing for up to 18

us.

First of all, | was really tone deaf and every time | starte
sing they stopped me. In addition, | was one of 8 and
parents had nothing for us and didn’t have time either. The

first time | saw a radio | was 9 and my brother brought
home and it seemed something incredible to me.

Municipio 9, 90-95, F, alone,
upto 14

The war had just ended then, there was desperation, n  Municipio 5, 75-79, F, alone,
and hunger. | was one of 9 and we had nothing. up to 10

When | was a child | worked night and day, to eat. Wh
was 6 years old, | already went to harvest the grain tc
and then | was a bricklayer carrying sacks.

Municipio 11, 75/79, M,
alone, up to 10

I don’t have particular memories connected with listening
or playing, when | was a child, because of the war, tl
wasn’t time, desire or the chance to listen and sing.

Municipio 5, 75-79, M, with
partner, up to 18

I mainly used to hear my father sing; he sang very well Municipio 5, 80-84, F, alone,
my uncle played the guitar up to 14

Table 6.6 Comments on questions about music during Adolescence

ADOLESCENCE

During the American occupation, | heard a lot of mu:
including American music. There were also lots of patris
songs.

Municipio 9, 70-75, M,
partner, up to 14

Occasionally because my father bought a radio when I  Municipio 6, 75-79, F, alone,
about 15 years old. up to 10

Mainly with the radio and then the television but y
couldn’t keep the television on all day because the
electricity cost too much.

Municipio 11, 60-65, with
children, up to 18
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Table 6.7 Comments on questions about music during Adulthood

ADULTHOOD

While | was on my way to work and then at work. Municipio 17, 70-74, M,
partner, up to 14

At that time, I didn’t have much time for music; I was too Municipio 17, 70-74, M,
busy just getting on with life. partner, up to 10

Table 6.8 Comments on questions about music during Old Age

OLD AGE
| turn the radio on in the morning and | keep it on almos  Municipio 5, 80-84, M, with
day. partner, up to 14
On my own, it’s like company. Municipio 9, 85-90, M, with

partner, up to 14

There’s no fixed rule, I’d say almost every day.

Municipio 9, +95, M, alone,
| turn the radio on when | go to bed and fall asleep like up to 18
then, when | wake up, | switch it off.

It was an important part of my life, so always. Municipio 9, 75-79, M, with
partner, up to 14

The patterns are similar within each age stage with respect to education, d@geoamsl
district. As far as adulthood is concerned, there are some differences; in thevigroap

average level of education and the economically wealthier district, thesvaleeeversed
(the majority says they had the habit of listening). Only two ofigigants from the

wealthier area claimed they did not listen to music in the older section.
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Table 6.9 Did you listen to music?

Did you listen to

music? Childhood Adolescence

Yes N=26 N=36

No N=14 N=4

Education 10-14 <10 10-14 >14
Yes N=9 N=14 N=12 N=10
No N=4 N=2 N=1 N=1
Age 75-80 <75 75-80 >80
Yes N=9 N=14 N=13 N=9
No N=6 N=1 N=2 N=1
Income District Medium Low Medium High
Yes N=13 N=12 N=18 N=6
No N=5 N=2 N=0 N=2

Old Age

N=38

N=2

10-14

N=12

N=1

75-80

N=13

Medium

N=16

N=0




When did you listen to music?

Table 6.10 displays the results of the question, “Looking back at your
childhood/adolescence/adulthood/ old ,aghen did you listen to music?” The sample is

different across the four times of life due to different response rateshildieood section is

made up of 19 respondents, the adolescence section of 34, the adulthood section of 12 and
the old age section of 37. With respect to childhood, the majority (11 out of tE@elisto

music every day, the other respondents are spread over the other 3 headitegs - of
occasionally or on church (during the service). Education, age and income districts do not
seem to be a moderating factor, as the sample answers in a very similar wpég r&marted

that they listened to music a lot as a teenager compared to childhood and adulthood, 21 out
of 34 people answered ‘everyday’ and 8 out of 34 ‘occasionally’; only one person says

‘often’ and 4 on church. The value in the subgroups reflects those of the whole sample. As
far as adulthood is concerned, the table shows that the sample is made up of 12 people
divided into two main groups, one which claims it always listens to music anothie
claiming it listens to music occasionally. The sample created two new headingking’

and ‘dancing’, which are connected to the time of life of the sample. On this it can be said

that none of the more educated and participant frawemalthier areas answer that they
listen to music while they were ‘working’. In old age, the majority of the sample declared

that they listened to music ‘everyday’ (24 out 37) or (7 out 37) ‘occasionally’ and 6
interviewees reported ‘often’ or ‘when I can’. According to the education/age/income area
table, these variables do not seem to be a modulating factor with the magbeiynb

‘everyday’ while other interviewees are spanned over the other headings.

Wheredid you listen to music?

Table 6.11 summarizes the results of the question “Looking back at your
childhood/adolescence/adulthood/old age, where did you listen to music?” The sample is
different across the four times of life, the first (childhood) is made up ofsibndents, the
second (adolescence) 33 while there are 10 for adulthood and 35 for old age. As far as
childhood is concerned, the majority (18 out of 24) listened to music at lsones at
church and in school. As far as education is concerned, all participants with a ébwflev
education answered that they listened to music at home. The sample with average and higher
levels of education is more divided into the different headings with a prevalence of ‘home’.

The younger respondents claimed that they listened to music at home or in church and
similar patterns can be found for the older people in the sample. As far as adoléscence
concerned, the sample is divided into two main groups - 13 who claimed thastéegd to

music at home and the other subgroup (13 people) while they danced or during parties.
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Table 6.10 When did you listen to music?

When did you listen to music?

Childhood Adolescence

Everyday N=11 Everyday N=21

Often N=2 Often N=1

Occasionally N=3 Occasionally N=8

In church N=3 In church N=4

Education <10 | 10-14 | >14 | Education <10 10-14 | >14
Everyday N=5 N=3 N=3 | Everyday N=10| N=6 N=5
Often N=0 N=1 N=1 | Often N=0 N=0 N=1
Occasionally N=1 N=1 N=1 | Occasionally N=2 N=4 N=2
In church N=0 N=1 N=2 | In church N=1 N=2 N=1
Age <75 | 75-80 | >80 |Age <75 75-80 >80
Everyday N=4 N=4 N=3 | Everyday N=7 N=9 N=5
Often N=2 N=0 N=0 | Often N=0 N=1 N=0
Occasionally N=1 N=1 N=1 | Occasionally N=5 N=2 N=1
In church N=0 N=1 N=2 | In church N=2 N=0 N=2
IncomeDistrict | Low | Medium | High | Income District Low | Medium | High
Everyday N=3 N=6 N=2 | Everyday N=8 N=9 N=4
Often N=0 N=1 N=1 | Often N=0 N=1 N=0
Occasionally N=0 N=1 N=2 | Occasionally N=2 N=5 N=1
In church N=0 N=2 N=1 | In church N=2 N=1 N=1

Old Age

Everyday N=24

Often N=2

When | can N=4
Occasionally N=7
Education <10 | 10-14 | >14
Everyday N=8 N=9 N=7
Often N=0 N=1 N=1
When | can N=3 N=0 N=1
Occasionally N=4 N=2 N=1
Age <75 | 75-80 | >80
Everyday N=9 N=9 N=6
Often N=2| N=0 N=0
When | can N=2 N=0 N=2
Occasionally N=2 N=3 N=2
Income District | Low | Medium | High |
Everyday N=9 N=9 N=6
Often N=2| N=0 N=0
When | can N=2 N=1 N=1
Occasionally N=0 N=6 N=1
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Table 6.11 Wheredid you listen to music?

Where did you listen to music?

Childhood Adolescence

Home N=18 Home N=13

Church N=2 Party/Dancing N=13

School N=3 Everywhere N=7

Other N=1 Church N=0

Education <10 | 10-14 | >14 | Education <10 | 10-14 | >14
Home N=7 N=7 N=4 | Home N=4 N=7 N=2
Church N=0 N=0 N=2 | Party/Dancing | N=6 N=2 N=5
School N=0| N=2 N=1 | Everywhere N=2 N=3 N=2
Other N=0 N=0 N=1 | Church N=0 N=0 N=0
| Age <75 | 7580 | >80 |Age <75 | 75-80 | >80
Home N=9 N=5 N=4 | Home N=7 N=3 N=3
Church N=0 N=0 N=2 | Party/Dancing [ N=3 N=5 N=5
School N=2 N=1 N=0 | Everywhere N=4 N=3 N=0
Other N=0| N=1 N=0 | Church N=0| N=0 N=0
Income District | Low | Medium | High | Income District |Low | Medium | High
Home N=6 N=7 N=5 | Home N=5 N=6 N=2
Church N=0 N=1 N=1 | Party/Dancing N=6 N=3 N=4
School N=1 N=2 N=0 | Everywhere N=1 N=6 N=0
Other N=0| N=1 N=0 | Church N=0| N=0 N=0

Old Age

Home N=25

Car N=2
Home-Center N=6

Other N=2
Education <10 | 10-14 | >14
Home N=12| N=8 N=5
Car N=0 N=0 N=2
Home-Center N=3 N=2 N=1
Other N=0 N=1 N=1
Age <75 | 75-80 | >80
Home N=7 N=9 N=9
Car N=1 N=1 N=0
Home-Center N=5 N=1 N=0
Other N=1 N=1 N=0
Income District | Low | Medium | High |
Home N=6 N=14 | N=5
Car N=2 N=0 N=0
Home-Center N=5 N=0 N=1
Other N=0 N=1 N=1
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Values with respect to the subgroups are similar to those of the entire sanipl¢he
youngest group shows a set of values that differ from the other two groups (basej on ag
because the majority claims that they listened to music at home while thevashgnoups
listened outside (dancing/everywhere).

Only 10 people responded to this question in relation to their adult years ansandastey
listened to music at home, when others went dancing or to concerts. Group variables do no

give any special indications as the number of participants answering is small.

As far as the old age section is concerned, the majority said they listemessic at home,
followed by the Home-Centre heading. Similar patterns can be found for the education
variable; with respect to age, the younger section of the group enjoyed musit bothea

and in theCentro Anzianiwhile the older group just at home. As far as the income area is
concerned, it can be said that participants from the less wealthy areas iistgpgivo main
headings (home and home/Centre) while the majority listen to music at home idthe m

income and wealthier areas.

Who did you listen to music with?

Table 6.12 summarizes the results of the question “Looking back at your
childhood/adolescence/adulthood/old age, who did you listen to musi¥’ vith sample is
different across the four times of life, the first (childhood) is made u@ oé€pondents, the
second (adolescence) 32, adulthood 10 and 36 for old age. With respect to childhood, the
majority (17 out of 23) listened to music with the family, some (2 out of 23) wiithds and

3 interviewees claim that they listened to music alone and one with classifiass.
patterns are similar for each variable considered. The sample from middle-iNtorivgpi

was where the answers were spread wider with a majority who said tleegdisb music in

the family, with friends, class mates or alone; participants belonging tinlovwne areas

answered in the family and the higher income group is split between family and alone.

The sample says that, during adolescence, they mostly used to listen to musiiemdh

and/or the family; this applies to all the variables considered. As fadakhood is
concerned, only 10 people responded to this question. Most said they listened to music in the
family or with their husband (the sample is predominantly female). Grougblesido not

give any special indications as the number of participants was small.

With respect to older age, the majority of the sample claimed that theytbsteunsic alone

(27 out of 36) while 6 with the family. The variables reflect the resultteimain sample

where ‘alone’ is the heading with the highest number of answers.
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Table 6.12 Who did you listen to music with?

Who did you listen to music with?

Childhood Adolescence

Family N=17 Family N=11

Friend N=2 Friend N=10

School N=1 Family-Friend N=9

Alone N=3 Alone N=2

Education <10 | 10-14 | >14 | Education <10 | 10-14 | >14
Family N=6| N=6 N=5 | Family N=4| N=5 N=2
Friend N=2| N=0 N=0 | Friend N=3| N=4 N=3
School N=0 N=0 N=1 | Family-Friend N=3 N=3 N=3
Alone N=0| N=2 N=1 | Alone N=1| N=0 N=1
| Age <75| 75-80 | >80 |Age <75| 7580 | >80
Family N=6| N=7 N=4 | Family N=6| N=3 N=2
Friend N=1| N=1 N=0 | Friend N=2| N=5 N=3
School N=1| N=0 N=0 | Family-Friend N=5| N=2 N=2
Alone N=2 N=0 N=1 | Alone N=1 N=0 N=1
Income District |Low | Medium | High | Income District | Low | Medium | High
Family N=6| N=7 N=4 | Family N=6| N=5 N=0
Friend N=0| N=2 N=0 | Friend N=4| N=4 N=2
School N=0| N=1 N=0 | Family-Friend N=2| N=5 N=2
Alone N=0 N=1 N=2 | Alone N=0 N=0 N=2

Old Age

Alone N=27

With Other N=1

With Family N=6

With Everyone N=2

Education <10 | 10-14 | >14
Alone N=11| N=9 N=7
With Other N=1 N=0 N=0
With Family N=2 N=2 N=2
With Everyone N=1 N=1 N=0
Age <75 | 75-80 | >80
Alone N=11| N=8 N=8
With Other N=1 N=0 N=0
With Family N=2 N=3 N=1
With Everyone N=3 N=1 N=0
Income District Low | Medium | High
Alone N=6 | N=15 | N=6
With Other N=0 N=0 N=1
With Family N=6 N=0 N=0
With Everyone N=1 N=1 N=0
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How did you listen to music?

Table 6.13 shows the results of the question “Looking back at your
childhood/adolescence/adulthood/old age, how did you listen to music?” The sample is
different across the four times of life. The first (childhood) is made up of 23 respondents, the
second (adolescence) 30, adulthood is 13 and there is a sample of 34 participentddn t

age section. The majority (16 out of 23) listened to music on the radio endita, and the

other 7 respondents are divided between the use of the record player, listening through
attendance at theatres and churches and, finally, some of them play instruments.

The patterns of education, age and income area follow those of the main vagultsgard

to individuals from the less wealthy areas, none of them claimed to have de:frefin the
theatre while one person from each of the other two groups (medium and high income) said
yes. Two people in the less wealthy area said they play music (thegrplagtrument) as

did one in the medium group while none in the wealthiest group did.

Half the sample responded that they used the radio as a means of listening tdumiigic
their adolescence while the other half of the sample said they used the recerm play
radio/TV and other media. The media most used to listen to music, across age, income area

and education, was the radio.

As far as adulthood is concerned, the media most used to enjoy music was radio and TV
while some say they went to the theatre. There were no significant differemctee fo
variables (education, age and income districts).

The sample says that the TV and CD player were also used although the majbtifyatsa

the radio was the most normal media in older age.
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Table 6.13 How did you listen to music?

How did you listen to music?

Childhood Adolescence Old Age
Radio-Television N=16 Radio N=16 Radio N=16
Record player N=2 Record player N=5 TV N=5
Church- Theatre N=2 Radio-TV N=5 RadioTV N=6
Sung and played - h N=4
by ourseles N=3 Other CD N=7
Education <10 | 10-14 | >14 | Education <10 | 10-14 | >14 Education <10 | 10-14 | >14
Radio-Television | N=9 N=4 N=3 | Radio N=6 N=7 N=3 Radio N=7 N=5 N=4
Record player N=1 N=1 N=0 | Record player N=2 N=1 N=2 TV N=1 N=4 N=0
Church- Theatre |N=0| N=1 N=1 | Radio-TV N=1| N=2 N=2 RadioTV N=3| N=2 N=1
Sungandplayed fn-3| N=1 | N=1]oOth N=4| N=0 |N=0
by ourseles ef CD N=4 N=1 N=2

[Age <75| 75-80 | >80 ]|Age <75| 75-80 | >80 Age <75| 75-80 | >80
Radio-Television | N=9 N=4 N=3 | Radio N=6 N=8 N=2 Radio N=6 N=5 N=5
Record player N=1 N=1 N=0 | Record player N=2 N=3 N=0 TV N=2 N=0 N=3
Church- Theatre | N=0 N=1 N=1 | Radio-TV N=4 N=0 N=1 Radio-TV N=3 N=2 N=1
sung and played fn-3| N=1 | N=1|oOth N=1| N=1 |N=2
by ourseles er CD N=2 N=4 N=0
Hig Hig Hig
Income District Low| Medium | h |IncomeDistrict |Low| Medium | h Income District  |Low | Medium | h
Radio-Television | N=5 N=7 N=4 | Radio N=6 N=8 N=2 Radio N=7 N=6 N=3
Record player N=0 N=1 N=1 | Record player N=0 N=3 N=2 TV N=1 N=3 N=1
Church- Theatre | N=0 N=1 N=1 | Radio-TV N=3 N=2 N=0 Radio-TV N=3 N=1 N=2
sung and played | N-p | N=1 | N=0|oth N=0| N=2 |N=2
by ourseles e cD N=2| N=4 |N=1
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Did you sing?

Table 6.14 describes the results of the question “Looking back at your
childhood/adolescence/adulthood/old age, did you sing?” With respect to childhood, the
sample is split into two numerically equal parts. The majority (21 out0dfanswers
positively to the question, and the others, 19 out of 40, answer negatively. As tibgards
level of education, in the less educated group there is a preponderance of peopkirwvho cl
to have sung as a child (10 out of 16) while, in the group of more educated peoplis, ahere
division into two (of 11, 6 answer positively and 5 answer negatively). Igrthg with an
average level of education, most people (8 of 13) did not sing during childhood. With regard
to age, the older group is divided into two equal numbers - 5 said they sang andob did
sing. In the younger group, the sample is again split into two but, in this case, dtigeneg
heading prevails (8 state that they did not sing and 7 say they did), then the midgile g
patterns are similar to those for the whole sample. Finally, the group fromdome areas
overturns what has been said so far and the negative answer prevails - 9 out of 14 people said
they dd not have the habit of singing while the values mirror those of the general sample for
the areas with middle and high income.

As far as adolescence is concerned, the values show a sample split into two parts a&ith simil
values. In spite of this, the majority of the sample (24 of 40) said they hadimgpiduring
adolescence. In particular, those who have the lowest level of education said that they did not
sing in their adolescence (13 of 16), and these are similar values to thiose mvédium

level of education, while values are reversed in the group of the more educatedsp&itt r

to the age of interviewees, the two older age groups were more likely to sdethdid not

sing, while the pattern is reversed for the younger group. As regards the incamthare
values follow those of education for the economically less advantaged group while the
samples of the other two groups are equally divided.

For adulthood, 35 out of 40 people said they did not sing during adulthood, wlyilévenl

said they did. The values broken down by education, age and income reflect those of the
entire sample, showing that singing was not part of adult life. In the @dsegtion, a
negative answer prevails with 29 out 40 not singing while 11 claim that thgy Bhe

negative value is predominant across age/education and income area.

When did you sing?

With respect to the questidflLooking back at your childhood/adolescence/adulthood/old
age, when did gu sing”, the sample is different across the two times of life, the first

(childhood) is made up of 19 respondents and the second (adolescence)
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Table 6.14 Did you sing?

Did you sing the

music? Childhood Adolescence

Yes N=21 N=16

No N=19 N=24

Education <10 10-14 >14 <10 10-14 >14
Yes N=10 N=5 N=6 N=3 N=5 N=8
No N=6 N=8 N=5 | N=13 N=8 N=3
Age <75 75-80 >80 <75 75-80 >80
Yes N=7 N=9 N=5 N=9 N=5 N=2
No N=8 N=6 N=5 N=6 N=10 N=8
Income District Low Medium High | Low Medium High
Yes N=5 N=11 N=5 N=3 N=9 N=4
No N=9 N=7 N=3 | N=11 N=9 N=4

Old Age
N=11
N=29
<10 10-14 >14
N=4 N=3 N=4
N=12 N=10 N=7
<75 75-80 >80
N=6 N=4 N=0
N=9 N=10 N=10
Low Medium High
N=2 N=7 N=2
N=12 N=11 N=6




Table 6.15 When did you sing?

When did you sing?

Childhood Adolescence

Everyday N=7 Family N=3

School N=1 Friend N=3

Fascist Saturday N=3 School N=9

Occasionally N=8 Alone N=1

Education <10 10-14 >14 | Education <10 10-14 >14
Everyday N=4 N=3 N=0 | Family N=0 N=2 N=1
School N=1 N=0 N=0 | Friend N=0 N=2 N=1
Fascist Saturday N=0 N=1 N=2 | School N=3 N=1 N=5
Occasionally N=4 N=1 N=3 | Alone N=0 N=0 N=1
Age <75 75-80 >80 | Age <75 75-80 >80
Everyday N=2 N=5 N=0 | Family N=1 N=1 N=1
School N=1 N=0 N=0 | Friend N=2 N=1 N=0
Fascist Saturday N=0 N=2 N=1 | School N=5 N=3 N=1
Occasionally N=4 N=1 N=3 | Alone N=1 N=0 N=0
Income District Low | Medium | High | Income District Low | Medium | High
Everyday N=1 N=6 N=0 | Family N=0 N=2 N=1
School N=0 N=1 N=0 | Friend N=0 N=3 N=0
Fascist Saturday N=2 N=1 N=0 | School N=3 N=4 N=2
Occasionally N=2 N=1 N=5 | Alone N=0 N=0 N=1
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(Table 6.15). The sample for childhood consists of 19 people and is divided into two main
groups, one (7 people) which said they sang everyday and one which claimed they sang

occasionally; other people are divided between the ‘Fascist Saturday’ and school.

Fascist Saturday was instituted by Benito Mussolini through Italian Royal Decre&ldaw
1010 of 20 June 1935. A year later the Theatrical Saturday was instituted whicle laam th

of allowing the population to improve their culture. The Fascist Saturday began arsind
o’clock on Saturday and continued for most of the afternoon, the population was invited to
engage in recreational activities of all kinds, from gymnastics to singinglitary parades.
Groups were structured following age criteria and involved the younger populsiween

6 and 21.

Education patterns show that those with a lower level of education are the ones who sang
more, dividing their time between a group which claims to have sung every day dmer ano
that says it sang only occasionally; these are similar results toithtiee group of middle-

level education, none of the more educated Jeadpiming to have sung ‘everyday’, and all
claiming to have sung only occasionally. The people in the group ranging from 75 to 80 are
among those respondents who stated they sang the most while older ones ondpalbcas
younger people are divided more or less homogeneously for all labels. The interviewees
from the wealthier areas claimed they sang occasionally while those witheaagav
economic level are those who ieled to have sung ‘everyday. Those from the less
advantaged areas are spread across all headings.

During adolescence, the majority of respondents, 9 out of 16, claimed they mainit sang
school and only one person claimed to have sung alone while the other interviewees are
divided equally between family and friends. The more educated said they sang particularly in
school while those with an average level of education are distributed equally éimeong
various categories; the less educated people said they sang within the faraityb# said

that there are no differences among the various categories as the values iatgedistr

similarly to those of the entire sample.

Wheredid you sing?

In the question‘Looking back at your childhood/adolescence/adulthood/old age, where did
you sing?’, the sample is different in the two times in life that have been analyséie
6.16). The first (childhood) is made up of 20 respondents and the second (adojeséence
(Table 6.16). The majority (12) said they sang at home, others (4) in chutehyathothers
claimed they took part in the Fascist Saturday. Half the less educated sang atheonat

church, at school and the Fascist Saturday while the most educated are dividexd lass
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homogeneously in all the categories created. Most younger people sang mainly at home and
one member of the middle age group (75/80) also sang during the Fascist Satbeday. T
older people mentioned ‘home’ and ‘church’ and the Fascist Saturday. As far as the income

area is concerned, the values mirror those of the whole sample. In relation tceumEes

the majority (9) said they sang at school and the other values are apread other labels.
Education, age and income area seem not to be modulating factors, with resultshieethe
groups reflecting the total sample.

Who did you sing with?

With respect to the questidiiLooking back at your childhood/adolescence/ adulthood/old

age who did you sing witfi?the sample is different across the three times of life, the first
(childhood) is made up of 19 respondents and the second (adolescence) 15 (Table 6.17). The
majority of the sample claimed they sang in the family (11 out of 19),sivithar mention

of friends, school or alone. The less educated sang mainly in the family aroat s/hile

groups with a higher level of education reported a wider range of context for singing.

Looking at the age variable, the values are similar in all categories whilehieojlounger
and middle age category answered ‘family’. With regard to the income district, the middle
income districts said that they had sung more in the family; for the otherategories, the
values are spread mainly in all headings.

As far as adolescence is concerned, respondents are divided into two main groups. Some said
they sang alone, and the other group said with friends. The less educated claimed they sang
with colleagues and the family while the most educated sang alone or wiithsfriége is

not a moderating factor, as there is only one representative of the older category. With regard
to the differences in income, it can be said interviewees from the less wealthyadehey

sang more in the family than those from the wealthier.
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Table 6.16 Where did you sing?

Where did you sing?

Childhood Adolescence

Home N=12 Family N=2

Fascist Saturday N=2 Friend N=2

Church N=4 School N=9

School N=2 Alone N=1

Education <10 10-14 >14 | Education <10 10-14 >14
Home N=5 N=5 N=2 | Family N=0 N=2 N=0
Fascist Saturday N=1 N=0 N=1 | Friend N=0 N=0 N=2
Church N=2 N=0 N=2 | School N=2 N=2 N=5
School N=1 N=0 N=1 | Alone N=1 N=0 N=0
Age <75 75-80 >80 | Age <75 75-80 >80
Home N=5 N=5 N=2 | Family N=2 N=0 N=0
Fascist Saturday N=0 N=1 N=1 | Friend N=1 N=1 N=0
Church N=1 N=1 N=2 | School N=6 N=2 N=1
School N=1 N=1 N=0 | Alone N=0 N=1 N=0
Income District Low | Medium | High | Income District Low | Medium | High
Home N=3 N=5 N=4 | Family N=0 N=2 N=0
Fascist Saturday N=1 N=1 N=0 | Friend N=0 N=1 N=1
Church N=1 N=2 N=1 | School N=3 N=3 N=3
School N=0 N=2 N=0 | Alone N=0 N=1 N=0
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Table 6.17 Who did you sing with?

Who did you sing with?

Childhood Adolescence

Family N=11 Alone N=5

Friend N=3 Friend N=6

School N=2 Working N=1

Alone N=3 Family N=3

Education <10 10-14 >14 | Education <10 10-14 >14
Family N=6 N=3 N=2 | Alone N=0 N=1 N=4
Friend N=0 N=1 N=2 | Friend N=0 N=3 N=3
School N=2 N=0 N=0 | Working N=1 N=0 N=0
Alone N=1 N=1 N=1 | Family N=2 N=0 N=1
Age <75 75-80 >80 | Age <75 75-80 >80
Family N=4 N=6 N=1 | Alone N=4 N=1 N=0
Friend N=0 N=1 N=2 | Friend N=3 N=2 N=1
School N=1 N=1 N=0 | Working N=0 N=1 N=0
Alone N=2 N=0 N=1 | Family N=2 N=1 N=0
Income District Low | Medium | High | Income District Low | Medium | High
Family N=3 N=7 N=1 | Alone N=1 N=1 N=3
Friend N=1 N=1 N=1 | Friend N=0 N=5 N=1
School N=1 N=1 N=0 | Working N=0 N=1 N=0
Alone N=0 N=0 N=3 | Family N=2 N=1 N=0
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Listening to music and singing across the lifespan: a summary

The bar chart below (Figure 6.7) describes graphically the trend of listemimmsic or
singing during the four times of life analysed. The blue bars display the hdisteafng to
music which was very common across all times of life although there was asteordhis
habit with the highest incidence found during adolescence and older life. Assfagiag is

concerned, about half the sample claimed that they sang during childhood. This dropped for
adolescence and adulthood but shows a rise in older age.

Do you listen to music? & Doy
0
35
2 30 -
a 25 "
E x|
w10
5 \I"
0 [
Childhood | Adolescence | Adulthood Old Age
B Do you listen to music? 26 36 17 38
M Do you sing? 21 16 5 11

Figure 6.7 Do you listen to music and do you sing?

6.3.3. Question about music at present

It should be noted that even participants in the 60-70 age group were asked the questions

about the present although they are in the group of young older. The author accepted a
repetition of the answers previously given.

Do you listen to music occasionally or every day?

Table 6.18 below summarizes the result efdiestion “Do you listen to music occasionally

or every day?” Listening to music is clearly an important aspect in the everyday life of the
sample interviewed with the most frequent respdseing ‘I listen to music every day’;
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more specifically, more than half the entire sample listened to music every datwd he

headings ‘seldom’ and ‘occasionally’ have the lowest values across all groups.

Table 6.18 Do you listen to music occasionally or every day?

Do you listen to music occasionally or every

day? All Sample

Every day 20

Seldom 2

Occasiondy 2

Often 5

Nearly every day 5

Education <10 10-14 >14
Every day 8 8 4
Seldom 1 1 0
Occasiondy 1 0 1
Often 1 1 3
Nearly every day 2 2 1
Age <75 75-80 >80
Every day 8 8 4
Seldom 0 1 1
Occasiondy 2 0 0
Often 2 1 2
Nearly every day 1 2 2
Income District L ow Medium High
Every day 4 11 5
Seldom 0 2 0
Occasiondy 0 2 0
Often 3 1 1
Nearly every day 5 0 0

As far as the level of education is concerned, 4 out of 9 of the more educatedtsieytha
listened to music ‘every day’ compared with 8 out of 13, and 8 out of 12 of the other two

groups (low and middle levels of education). As far as income area is concaméeable

shows that income seems to be a moderatiogrfas listening ‘every day’ increases from

the low to the medium income areas. As far as age is concerned, 4 out of 9 said that they
listened to music ‘every day’ compared to a high proportion of the younger group (8 out of

13) and the middle age range groups (8 out of 12).
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When do you listen to music during the day?

Table 6.1%elow summarizes the result of the question “When do you listen to music during

the day?” Music is shown to be the favourite pastime for the people interviewed, across all
the variables analysed. The majority of the sample (n=14) listens to music ‘when I have

time’ meaning that when the sample has some spare time, they listen to music. The other two

highest values are “When I get the chance’ (n=6) or ‘always’ (n=5). With respect to the

latter, the table shows that none of the group with a higher level of education claims that they

‘always’ listen to music.

Table 6.19 When do you listen to music during the day?

When do you listen to music during the day? All Sample

When | get the chance 6

When | have time 14

When | feel like 1

Always 5

Various 2

Education <10 10-14 >14
When | get the chance 4 1 1
When | have time 6 4 4
When | feel like 0 1 0
Always 2 3 0
Various 1 0 1
Age <75 75-80 >80
When | get the chance 3 2 1
When | have time 6 7 1
When | feel like 1 0 0
Always 2 2 1
Various 0 0 2
Income District L ow Medium High
When | get the chance 2 3 1
When | have time 2 10 2
When | feel like 1 0 0
Always 2 1 2
Various 0 1 1

As far as age is concerned, the results above show that the older part of the sawigkxis di
nearly equally in all headings. The income factor shows that participamstie wealthier
areas of the sample seem to have more time to listen to music in theflidiet highest
percentage (2 out of 6) of the heading ‘always’, whereas the lower income have a higher

level of the percentage ‘When I get the chance’ or ‘When I have time’.
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How do you choosethe kind of musicto listen to?

Table 620 below summarizes the results of the question ‘How do you choose the kind of
music to listen to?” As a preliminary, the table shows that music is not chosen. The majority
of the respondents (n=17) said that ‘I switch on the radio and I accept what the radio plays’,

while 3 out of 24 said that ‘I choose the music’ and ‘It depends on my mood’.

Table 6.20 How do you choose the kind of music to listen to?

How do you chosethekind of music tolisten to? All Sample

| switch on the radio 17

| choose the music 3

Depends on my mood 3

Other people choose for me 1

Education <10 10-14 >14
| switch on the radio 8 6 3

| choose the music 0 2 1
Depends on my mood 0 0 3
Other people choose for me 1 0 0
Age <75 75-80 >80
| switch on the radio 5 8 4

| choose the music 2 0 1
Depends on my mood 1 2 0
Other people choose for me 1 0 0
Income District L ow Medium High
| switch on the radio 5 7 5

| choose the music 1 2 0
Depends on my mood 1 1 1
Other people choose for me 1 0 0

Mood does not particularly affect choice except for the most highly educaigal (§rout of

7), while the less educated one (8 out of 9) accepts what the radiofptatydgs group and

for the middle educated, there is no value fleg heading ‘it depends on my mood’.
Furthermore, none of the less educated group said that they ‘choose the music’ while the

section of the sample with a middle level of education and those with a higheiolevel
education said they choose the music that they listen to, although with ardiffaiue (2

out of 8) for the former and (1 out of 7) for the latter.

With respect to the age variable, the younger part of the sample uses thegssidimnhpared

to the middle age section of the sample. As far as the income variable is concerned, the

figures do not show marked differences among the three levels of income.
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Compar ed with the past, ismusic moreor lessimportant in your personal life now?

Table 6.21 below summarizes theulesf the question ‘Compared with the past, is music
more or less important in your personal life now?’ In the main, the majority of the sample

(19 out 35) said that music is more important in their life now compared with the past; only 5
out of 35, of tk entire sample said that music has ‘Never been important” while a section of

the sample said that music had always had an important place in theirifgyqalery

important 6 out of 35).

Table 6.21 Compared with the past, ismusic moreor lessimportant in your personal

life now?
Compared with the past, ismusic moreor less All Sample
important in your personal life now?
More important 19
Never being important 5
Like in the past 2
Always very important 6
Other 3
Education <10 10-14 >14
More important 9 5 5
Never being important 1 2 2
Like in the past 1 1 0
Always very important 0 4 2
Other 2 0 1
Age <75 75-80 >80
More important 8 8 3
Never being important 1 1 3
Like in the past 1 0 1
Always very important 3 2 1
Other 1 2 0
Income District L ow Medium High
More important 5 9 5
Never being important 1 3 1
Like in the past 1 1 0
Always very important 3 2 1
Other 2 1 0

By analysing the table in the light of the education, age and income area, ohyrodjthe
less educated (9 out of 13 ) said that music is now more importafdr As the other two
groups are concerned, similar patterns can be found with respect to the heading ‘more
important’; conversely, the middle educated (4 out of 12) said that music has ‘always been

very important’ as did 2 out of 10 of the higher educated group.
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With respect to age groups, music is more important now compared with the pastror the

80 age group, there are similar values for the younger age group. In the oldesrgeml
number of those interviewed said that music has never been important in the{(n#@gs

and it is more important now. With reference to the income area, music is more important for
the majority from the wealthier areas analysed, followed by the middle vgheaeticipants

from the less advantaged aselaave the lowest number of people in this heading.

Do you prefer singing or listening or do you like both?

Table 622 below summarizes the results of the question ‘Do you prefer singing or listening

or do you like both?” The majority of the sample said that they preferred listening to music
rather than singing, and a large part of the sample (10 out of 34) said they Hal/aatny
preference between the two activities; 9 out of 34 said that they preferredgsiogi

listening.

Table 6.22 Do you prefer singing or listening or do you like bath?
Do you prefer singing or listening or do you All Sample
like both?
Singing 9
Listening 13
Both 10
| don't know 2
Education <10 10-14 >14
Singing 3 4 2
Listening 4 4 5
Both 4 4 2
| don't know 0 1 1
Age <75 75-80 >80
Singing 5 4 0
Listening 3 6 4
Both 6 1 3
| don't know 1 0 1
Income Digtrict Low Medium High
Singing 0 8 1
Listening 8 3 2
Both 4 2 4
| don't know 0 2 0
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The level of education shows that the sample with a middle level of education is imtoken
three groups with the same values concerning preference. However, the pattemmdaare si

to entire sample for the less educated and more highly educated groups.

As far as the age groups are concerned, the older group showed a clear preference fo
listening, or has no preference and so liked both activities. None ofr¢lip opdicated that
singing is a favourite activityHowever, there is a marked difference with the group of
younger people - while the 75-80 group expressed a preference for listening to music,
compared with singing, the youngest group said they preferred singing to listening.

As far as area is concerned, none of the participants from the less weedthysaid they
preferred singing and more than half of this sample preferred listening. The sédtien
sample from the wealthier areas appreciated both singing and listening, bsiidlsbey

preferred listening to singing, while the middle preferred singing.

Looking at the present, do you sing?

Table 623 below summarizes the results of the question ‘Looking at the present, do you
sing?” The sample was asked if they sing at present; 24 out of 35 said they do n@hsing.
better educated are more likely to say that they sing whilst the less educatextealigaty

to say that they do not sing. The older section of the sample categoexelligled singing;
in general, this section of the sample is not in the habit of singing, whilgotinger ones,
like those of the 75-80 group, are fairly equally divided. In addition, individuals fn@m
less wealthy areas almost totally excluded singing (11 out of 13), followdtehydalthier

areas (6 out of 8); whereas the middle income area of the sample is perfectly divided.

Table 6.23 Looking at the present, do you sing?

L ooking at present, do you sing? All Sample

Yes 11

No 24

Education <10 10-14 >14
Yes 4 3 4
No 9 9 6
Age <75 75-80 >80
Yes 6 5 0
No 9 7 8
Income District L ow Medium High
Yes 2 7 2
No 11 7 6
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Areyou interested in participating in singing groups?

The last question of the interview was aimed at understanding the inteirgstaewees in

taking part in singing groups (Table28). According to the table below, there are three main
answers Yes, No and I'd like to try. Just over half (21 out of 40) answered that they would
definitely like to take part and 16 said that they liked the idea overall amdwed prepared

to try even though they felt unable to sing (e.g. because they were tone déafy wete
probably not able to reach the venue, and 3 said that they were definitely not interested in the

experience.

Table 6.24 Areyou interested in participating in singing groups?

Are you interested in participating in singing groups?

Yes 21
No 3
I’ d like to try 16

6.4. Pilot sessions

The pilot sessions had three main aims - firstly to discover whether the expeariesinging
was welcomed by older Italians, secondly to clarify whether the repertoire prdopasiel
match older people’s taste and, lastly, what kind of adjustments the sessions needed from the

UK Silver Song Clubs model to be acceptable to Italians.

6.4.1. Pilot study results

Three pilot sessions were held in June 2011 in three diffshemicipi of Rome -Municipio

6 (low income)Municipio 9 (middle income) antunicipio 17 (high income). Most of the
people interviewed took part in the pilot sessions but additional people joined the session due
to advertisement in th€entri Anzianiused and word of mouth. The sample originally
consisted of 51 people (Table 6.28ut only 46 correctly completed the anonymous
questionnaire used to gather feedback. Therefore the sample of the pilot sessiorsafonsist

46 older people.

Table 6.25 Total sample pilot sessions

Venue Men Women Total
T 1 7 8
S 2 19 21
F 4 18 22
Total Sample 7 44 51
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Almost half the entire sample consisted of people who belong to the 70-74 age group,
whereas 11 out of 46 are in the 75-79 group. This follows the pattern séensantple of
interviews. In the sample of pilot sessions, no-one belonged to the 60-64 group and the 65-69
and 80-84 age groups are almost equal. Finally, only one person in the whole group of 46
people was over 90 (Figure B.8he sample was predominantly female (85% female and
15% male).The bar graph shows the living conditions of the sample (Figure 6.9)isTaere
prevalence of people living alone, almost half the sample, while 15 out bie4@ith a
partner. Lastly, 11 people live with their children.
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Figure 6.8 Age of the sample
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Figure 6.9 Living conditions
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The bar chart refers to the level of education of the sample (Figure 6.10). thérst
distribution of the level of education is nearly equal because the sampledisddinto 3
groups with similar values; the fourth group has the lowest value and consists ef\wkopl
studied until they were 25. No-one belonged to the group of people who did not receive any
type of education. The majority of the sample has a low level of education - 13 4@t of
people studied up to the end of the elementary school whereas 12 out of 46 hold a High
School diploma.
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Figure 6.10 Level of education
Have you enjoyed the session?

Figure 6.11displays the results of the first question of the questionnaire ‘Have you enjoyed

the session?” Firstly, all the sample enjoyed the session. The sample answered grading the
level of enjoyment from 1 (not much) to 2, 3, 4 and 5 (very much). Almost all the sample (41
out of 46 people) gave a score of ‘5’. No-one gave the lowest scores i.e. 1 or 2 while, with
respect to the remaining components of the sample, one person gave a score of 3 and 4

people gave a score of 4.

Which aspect of the session do you find most enjoyable?

Figure 6.12 displays the result of the second question of the questiorWhich aspect of
the session do you find most enjoyable?” The sample chose more than one aspect or ‘all the
above’; furthermore, there was also the opportunity to add other aspects thatowésted
in the questionnaire. The variables were ‘singing’, ‘listening to music’, ‘sharing moments
with other people’, ‘all the above’ and ‘others’. The favourite variable of the sample was

‘singing’, the sample then highlighted that the most enjoyable aspect was being able to share
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moments with other people. Theras also an appreciation of ‘all the above’. Only 2 people
out of 46 added other dimensionsiere specifically, one person wrote ‘learning new things’

and another ‘spending my time in a pleasant way’.

Have you enjoyed the session?
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Figure 6.11 Leve of enjoyment of the session
Which aspect of the session do you find more
enjoyable?
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Figure 6.12 Which aspect of the session do you find most enjoyable?
How did you feel during the session?

This bar chart (Figure 6.13) displays what the sample felt during the sedstosaple had
the opportunity to choose more than one response category, and also in this case could add
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comments. Nane chose the option ‘boredom’ and only one person said they felt stressed
while a part, albeit small, of the sample felt sadness. The other earighbw a broad
consensus. More specifically, the variables receiving the greatest consen§as’anad

also ‘happinessand‘serenity during the session; furthermore, another option that received
a lot of agreement, though slightbelow the above, was ‘a sense of being involved in

something’.

How did you feel during the session?
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Figure 6.13 Fedlings during the session

How did you feel after the session?

This chart (Figure 6.14) shows what the sample felt after the sessiersample had the
opportunity to agree with more than one answer and also in this case could add comments.
The options were ‘A feeling of happiness’, ‘A feeling of disappointment’, ‘A feeling of
achievement’ and ‘other’. The option which received most approval from the sample was ‘a

feeling of happiness’, as well as ‘a feeling of achievement’. Finally ‘disappointment because

the session has finished’ also received broad consensus from the sample. As far as ‘other’ is
concerned, people added comments about their feelings at the end of the session. Three
participants wrote ‘I enjoyed myself’, one wrote ‘I did not want to come but it's nice’ and

another ‘I feel good’.
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How did you feel after the session?
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Do you think that singing is enjoyable?

Respondents were asked whether singing was enjoyable using the same value-grading

system seen in other questions, where 1 is the lowest and 5 is the highest value (Figure 6.15).

Figure 6.14 Feelings after the session

A total of 38 out of 46 people thought that singing is a very pleasanityctime person

believed that singing is not a pleasant activity, one person gave a ratinthefr8maining

believed that singing is a pleasant activity (a rating of 4).
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Figure 6.15 Do you think that singing is enjoyable?

128



Would you be interested in taking part in this kind of activity every week if it was

possible?

The last question of the questionnaire asked the sample if it would be interested in

participating in such an activity on a weekly basis (Figure 6.16). The majpbtig sample

(36 people out of 46) gave the highest value, in other words they would be verytéatares

participating in sessions such as those in which they had taken part; 4 pabgieysavere

interested in taking part in this kind of singing sessions. Only 2 out of 4Glsdidhey

would not be interested in the experience, and 4 were neutral.

Would you be interested in taking part in this kind of activity
every week if it was possible?
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Figure 6.16 Would you beinterested in taking part in thiskind of activity every week if

it was possible?

6.5. Summary of the main findings

This chapter reports the section highlighted of the results of Part A of daaleslts main

aims were to discover the situation of older people in some districts of Roméranhglace

music and singing has had and has in the past and present life of this group of older people.

e The picture which emerges from the interviews of the professionals is a highly

fragmented Italian family, where children are no longer able to help parents because

they themselves have serious economic and financial difficulties.
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One aspect to consider is the role that ‘home’ has in the wellbeing of the older
population in social-economic and emotional terms.

Poverty and social isolation are widely spread throughout the older population and
the need for emotional support and leisure activities is strongly highlighted.

As far as music is concerned, older people show they were involved in music and
singing more in childhood than later.

As adults little space was given to music because of the daily taske withr
family.

Education, income area and age had less effect on music consumption during life,
although there are some differences among the groups.

Few activities are carried out by the older population in their later yearthese

can be summarized as: work at home, attendance adhgi Anzianj being a
grandmother/grandfather and performing other activities (although they cldiated t
they did not have particular hobbies)

The greater the age, the less this group does other activities or gbesCientri
Anziani.

Where the level of education is higher, there is a decrease in attendanc€erftitie
Anziani with a parallel increase in the petitage of the ‘various activities’ heading.
Interviews of older people showed they are mainly engaged in quite solitary
activities, socially isolated, and often reporting a lack of interesting simue$or

their spare time.

Pilot sessions showed that older Italians were interested in taking advantageeof

regular singing activities.
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Chapter 7.
Result Part B: Questionnaires, Observations and Focus

Groups

7.1. Introduction

The results from Part B of the research undertaken will be reported in the followingsectio
Observation data and the questionnaires at the baseline and the end of the experience and
follow up will be analyzed.

Data from questionnaire and the focus group to gather feedback on the expergngmgf

will also be presented.
7.2. Data analysis of the obser vations

The data below is the result of the observations carried out in the three verugs %,
group F and group T).
The following steps were taken to analyse the results of the observations:
e A table was created which displays the reactions of the patrticipants to theuadlivid
songs in each of the venues,
e A bar chart of each observation was created showing the outcome of the songs as a
sum of the values explained in the methodology,
e A graph was created to show a comparison of the average value of the three venues,

Bar charts show the trends in the venues, comparing the values of four songs in common.

Each song was labelled with a number (Table 7.1). Each item of the checkligiveas
value between 5 and -1, 5 being the highest value and -1 the lowest (Table 7&). s ¢
seen from the diagram shown here, the highest values were given to 100% patrtiaiption
attention, while other data was given a lower percentage or gradatimgafive figure was
given to less than 50% participation and the absence of positive reactitressong and

situation from the sample (e.g. no smiles or laughter).
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Table 7.1 List of songs sung during observation

Number Songs Type of song
1 Arrivederci Roma Popular Italian song
2 Chitarra Romana Traditional song of Rome
3 Funicoli Funicola Traditional song of Naples
4 Ma ’amore no Popular Italian song
5 Nel blu dipinto di blu Popular Italian song
6 Parlami d’amore Mariu Popular Italian song
7 Roma nun fa’ la stupida stasera  Traditional song of Rome
8 Sora Menica Traditional song of Rome
9 Tanto pe’ canta Traditional song of Rome
10 Vecchia Roma Traditional song of Rome
11 Va’ Pensiero From the Chorus of Nabucco by G. Ver
12 Vecchio Frac Popular Italian song
13 Venticello de Roma Traditional song of Rome
14 Voglio vivere cosi Popular Italian song
15 Vola vola I’aritornello Traditional song of Abruzzo
16 Azzurro Popular Italian song
17 Ave Maria Classical song by F. Schubert
18 Abete di Natale Christmas song
19 Astro del Cielo Christmas song
20 Tu scendi dalle Stelle Christmas song
21 La Santa Allegrezza Christmas song

Table 7.2 Values given to the checklist

Code Reactions Points
A 100% Participation 5
B 75% Participation 3
C 50% Participation 1
D Less than 50% Participatior -1
E Attention 4
F No Attention -1
G Smiles 3
H Comments-Chatting 3
I No Smiles or Laughter -1

7.2.1. First group: Group S

During the first session observed, 6 songs were sung, and the average outcome value gained
by the songs according to the values explained above was 7.2, where the maximum score is
15 and the minimum -3 (Table 7.3). The trend of the first observation shows raliyene

good level of participation, only one song attracting less than 50% participation. The
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majority of the songs attracted people’s attention; all songs but two were discussed and

commented on after the performance, 3 songs received smiles at the end of the performance.

None of the songs appeared to elicit a negative reaction.

With respect to the second observation, there was a marked fluctuatiotidipg@on, with

a considerable increase at the end of the session. Nearly all songs aroused smiles and
chatting after the performance. As far as the presence or absence of aitectiocerned,

there was a split - half of the songs drew no attention or interest from patscigaite the

other half did. The average outcome value was 9.6 (Table 7.3).

For the third observation, the average value is 13.0. During the session, songs received a
good level of participation, and in just one case out of four the particigatiehwas 50%.
The sample paid attention to the remaining songs and the director. Converseiynpte s

had a positive reaction to all songs.

With respect to the fourth observation, as a preliminary there was a considecatdese in

the number of songs sung; in the first three observations, the number of songs was 4-5 on
average. The number of songs rose to an average of 8-10 from the fourth observation
onwards (Table 7.3).

The patterns show that there is a nearly perfect split into two groupar As the level of
participation is concerned, one group of songs had 100% participation while the @her on
had 75%, and one had less the 50% of participation. With respect to the level of attention
although participation was quite high, the majority of the songs were giveratitntion by

the participants. All songs generated comments and chatting after the performance. The

average value of the session was 9.6.

During the fifth observation, the levels of participation and attention were thiglvdlue for
all songs but two), just like that of comments and chatting from the participasts.
mentioned above, two songs had a low value with a low level of participation and no

attention during the performance. The average value was 11.4.

Finally, for the sixth observation, the level of participation and attention wasfbigall
songs with just 2 receiving a low level (50%) of participation. Members ofrthe gften
made comments and chatted at the end of each performance. The average value of the

observation was 11.
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The graph below shows the average value of each session, during observation at group S
(Table 7.3.

Table 7.3 Values of each song for Group S

Venue GROUP 8 Average
Total value of the
Observation| SONGS A B C D E F G H 1 &
7 3 -1 3 5
1! 1 4 3 3 11
. g T E] 3 8
1 5 I 1 3 P 72
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9 T k) 3 3 11
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Figure 7.1 Average values of each observation session for Group S

The graph shows that values varied between the first and last observations. More
specifically, the trend showed two changes - there was quite a marked increagbefrom
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values registered during the first two observations and the third, from 7.2 to 13.
Subsequently, during the fourth observation, there was a slight decrease (9.63 luatsthi

still higher than the initial values. The second change was during the fifth observaien

the value reached 11.4; this was the highest attained throughout the whole observation. There
was a decrease in the last observation with a value of 11 being obtained (Figure 7.1

7.2.2. Second group: Group F

During the first observation, 4 songs were suggested and the average outcomeasgalue w
11.8, where the maximum score is 15 and the minimum -3 (Table 7.4). The trbedioftt
observation shows a generally high level of participation. All songs except oaeteattr
participant$ attention and all songs were discussed, commented on and smiled at after the

performance.

Table 7.4 Values of each song for Group F

Venue GROUP F g Average
[Observation| SONGS A B c | b E F | G H I value of the
d 2 4 3 3 15
1 3 3 : 1 1.8
5 1 3 3 10
& 5] -1 3 3 10
: g 5 1 3 3
z I 3 7 3 3 A9 115
5 3 q 3 3 13
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11 3 1 3 3 s
3 b I 3 4 8.6
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T 3 T 3 3 13
| 3 1 £ 13
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3 : | 3 3 13 9.9
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19 3 ] 3 10
o 6 3 ES 2
6° 7 3 3 3 3 1l 13.3
i 5 7 3 3 15
9 5 1 3 3 15
18 3 .| 3 3 13
J 3 T 3 3 15

During the second observation, the level of participation was high; the grougiwiged
over the amount of attention given to the songs, with half of them not iatjracty attention
from participants. All songs generated smiles, chatting and comments. The awasge v

was 11.5.

During the session observed on the third occasion 5 songs were suggested. There was a
generally good level of participation and in just one song was the participationVé@o.
respect to the level of attention, it can be said that 2 shagsparticipants’ attention while

observation during the other three did not highlight particular positiveegative aspects.
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Nearly all songs aroused comments and chatting after the performance whildéewstfa

the songs were greeted by smiles from participants. The average outcome value was 8.6.

For the fourth observation, the average value was 10.0. During the session, songs received a
good level of participation with the majority also attracting a good lef/elttention. One
song was not given a positive reaction by participants while all the others were welcomed by

smiles, chatting and comments.

During the fifth observation there was a considerable increase in the numbeagsfssing.
During the first three observations, the average number of songs was 5 buhifregssion
onwards, the average number of songs rose to 8-10. During this observation, itedas not
that the songs attracted high, good and medium levels of participation. AsHarlaget of
attention is concerned, attention was paid to the majority of the songs but 2 outref 8ol
given any attention by participants. There were comments and chatting after thexagector

for all songs yet only 6 generated smiles. The average value of the session was 9.9.

B Average Values Sessions: F
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Figure 7.2 Average values of each observation sessionsfor group F

The level of both participation and attention was high in the last seebgmrved. As
mentioned above, no single song was given a negative value with respect to ‘attention’

during the performance. The majority of the songs were greeted with ‘smiles’ after the
performance. The average value was 13.3.The graph above shows the average value during

observation in Group F (Figure J.2
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The general trend for this venue shows a high start value which subsequéraihd fien
returned to a higher level during the last two observations. In more detail, shéwfr
observations have comparable valuésmund 11.5 then there is a rather marked decline
during the third observation, which dropped to a value of 8.6. Later, in théh four
observation, there was a recovery, albeit not very high (10); subsequently, there was an
increase during the last observation, with the value of 13.3 being attained.

7.2.3. Third group: Group T

During the first session observed, 3 songs were sung, the average outcome value gained by
the songs according to the values explained at the beginning at the chapter was 11, where the
maximum score is 15 and the minimum -3 (Table 7.5). The trend of thelfissrvation

shows a generally good level of participation, all three songs attracted people’s attention; all

songs but one were discussed and commented on after the performance, 2 songs received
smiles at the end of the performance. None of the songs appeared to elicit a negative
reaction.

Table 7.5 Values of each songfor group T
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For the second observation, the participation was high and all songs aroused sthiles a
chatting after the performance. As far as the presence or absence of aitectiocerned,

all songs gained a high level of attention (2 the maximum level and the thirdoi75%
attention). The average outcome value was 14.3.

For the third observation, the average value is 8.0, according to the values explained above
During the session, songs received a good level of participation. The sdichplet pay
attention to the director in one case, while in the other followed the indicatifotise

director. In this session, one song received comments and clapping and another smiles.
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For the fourth observation two songs had 100% participation while the other twstsahg

75%, during the fourth observation. With respect to the level of attention, although
participation was quite high, in two songs the sample did not pay attentioa threitor.

Two songs generated comments and chatting after the performance. The average value of the

session was 8.5 (Table 7.5)

During the fifth observation, the levels of participation and attention fx@me high to very
low while the comments and chatting from the participants were present in allmdnone.
Two songs had a negative value with no attention during the performance. The average value

was 9.0. One song has 0 as value (Table 7.5).

Finally, for the sixth observation, it should be noted that 6 songs were sunbgededd of
participation and attention was high for all songs. Members of the group oftamilad at

the end of each performance. The average value of the observation was 13 (Table 7.5).

B Average Values Sessions: T
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Figure 7.3 Average values of each observation sessionsfor group T

The bar chart above shows the average value during observation of the group T (Fjgure 7.3
The general trend of this venue shows a high start value which subsequérhdféten
returned to a higher level during the last two observations. In more detad,isha rise in
value between the first two observations (values 11 to 14.3), then theretheramarked
decline during the third observation, which dropped to a value of 8.0. Later, in titte four
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observation, there was a recovery, albeit not very high (8.5); subsequentywid® an

increase during the last observation, with the value of 13 being attained.

7.2.4. Comparison among songs in the different venues

The graph displays the trend in the observations of the three groups compavialyes|
derived from Tables 7.1, 7.2 and 7.3 which show the average values during observation of
the three groups (Figure 7.4). The blue line shows the trend of the first group ol{§3rved
while the red one shows the second group (F) and the green one is for the last grolip (T). A
lines show a disordered pattern, with periods in which the values dropped corgiderab
compared to the previous value and as many runs after marked elevation. Adéablae t

line is concerned the final trend is negative against the previous value butepositipared

to the beginning of the observations.
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Figure 7.4 Comparison between average values for the three venues over six

observations

With regard to the red line, atelbeginning the values were higher compared with the other
observations, then there was a fall in value during the third observatiprirdmt that
moment on, there was a steady climb until the value achieved by the last observtieon of
group of the first venue was exceeded.

The green line has a similar trend to the red one, there is a staguit# a high value (11),

a rise to 14.3 (the highest value of all) with a fall during the third obsenvathen a climb,

to a value of 13, higher than the start.
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7.2.5. Comparison of songs

As preliminary, the scores are based on observation data, with higher scorénigdticiter

levels of interest/participation in the sample.

Four songs (song 1 “Arrivederci Roma”, song 5“Nel blu dipinto di blu”, song 7 “Roma non

fa’ la stupida stasera”, song 11“Va pensiero”), with the highest values, were chosen to
show what kind of reactions the sample had with respect to the songs over the period of
observation. This is to assess whether the three venues have different atiiwadds the

same songs.

The bar chart below displays the behaviour of group S with respect to treofms chosen
(Figure 7.5). Some have no value because they were not performed on the day of
observation. As a preliminary, it can be said that all songs analysed hathee piesid over

the period and Song 11 even maintained the same value (15) over the period. Song 1 had
similar patterns during the whole period, while song 7 had a positive trend over tha: peri
starting with an average value of 5 and reaching 10. As can be seen, there arkech m
fluctuation for Song 5 although the value in the first and last observations was the same (10).

Trend of values for songs 1, 5, 7 and 11 for Group S
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Figure 7.5 Trend of valuesfor songs 1, 5, 7 and 11 for Group S

The bar chart below shows the behaviour of participants in group F with respeet to th
different songs suggested. Some have no value because they were not performed on the day
of observation. As a preliminary, it can be said that all songs analysed showedva posit
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trend over the period (Figure 7.6). With respect to Song 5, there wastuafion over the

period, from 10 to 15, but it should be noted that during the fourth observation the value

decreased visibly. There was also a marked fluctuation for Song 7 altheugdluk in the

first and last observations was the same (15).
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Figure 7.6 Trend of valuesfor songs1, 5, 7and 11 for Group F

The bar chart below shows the behaviour of group T with respect to the differsgg

suggested. Some have no value because they were not performed on the day of observation.

As a preliminary, it can be said that some songs show a positive trend overiddentlie

others have a negative trend (Figure).7.6

A positive trend can be observed in song 1 and 7 while there was a negativesomg

with respect to Song 11, there was a fluctuation over the period, from 13 to 13 agdig pa

from 15 to 7 rising at the end to 13.

The trend in the songs does not show similar behaviour on the same day of observation.
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Trend of values for songs 1, 5, 7 and 11 for Group T
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Figure7.7 Trend of valuesfor songs1, 5, 7and 11 for Group T

7.2.6. Main findings of the observation

This section reported the results of the observation.
o The level of attention to the instructions given by the musicians grew with each
session,
¢ No song aroused negative reactions from the sample,
¢ Traditional songs are those that attracted the greatest participation,
e The majority of the songs induced the sample to make comments and observations

after the performance.

7.3. Questionnaire

The data reported in this section concerned the completed questionnaires at baseline, at the
end of the intervention and at follow up. The questionnaires will firstly be adalyse
individually, i.e. firstly before the baseline questionnaire, then the onpletad at the end

of the experience and then a comparison of the first questionnaire and the secored and th
first and follow up will be presented.

As mentioned above, sessions were conducted in three different areas of Rome chosen
according to the ageing index and the socio-economic level indicated in thenkiss ¢at
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the time of setting up the research), as well as with respect to the Yeaueglcomed the

experience.

Two different sized samples were considered, the sample made up of individuals who
completed the baseline and the end of experience questionnaires correctly consists of 45
participants while the sample who correctly completed the three questionnairist thie
baseline, the second at the end of the intervention and the third at follow up afteh8 imont
made up of 41 participants.

As mentioned above, the questionnaire could be divided into various parts - the first to
gather demographic information, the second abouE@®@&D-3L, the so-called thermometer
(VAS), and the last about York SF-12. There is also another part in the 'end of eogderien
questionnaire, about the experience in itself.

As far as age is concerned, the sample was divided into six main age groups (Fjgure 7.8
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Figure 7.8 Age of the sample
The sample mainly consisted of females (n=41) compared to (n=4) of males (Table 7.6

Table 7.6 Gender composition of the sample

Gender Frequency Percentage
F 41 91.1
M 4 8.9
Total 45 100.0

The majority of the sample lived alone (n=24) or with their partner (n=13) (Figyte 7.9
143



Living Conditions
30
25
o 20
g 15
@ 10
5 -
0 fe——
With
Alone With With partner
partner children and
childen
M Sample 24 13 7 1

Figure 7.9 Living conditions of the sample

The level of education is generally low with more than half the sample amlyisg until
the age of 14 (n=16) or 10 (n=11) (Figure 3.10

Education
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Figure 7.10 L evel of education of the sample

7.3.1. Analysis of the questionnaire at baseline

A descriptive analysis of the data will be performed in this section.
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The results from th&Q-5D-3L are reported in Table 7.7. The first 3 questions of the
guestionnaire, i.e., those related to mobility, self care and performance of usudesctiv
showed that the sample was generally in good health, the majority indicated ‘I have no
problems in walking about’ (31 out of 45); ‘I have no problems with self care’ (44 out of 45),

and ‘I have no problems with performing my usual activities’ (35 out of 45). The situation

was somewhat different for the other two items E®-5D-3L where 15 participants
answered ‘I have no pain or discomfort’, while the majority (26 out of 45 components)

claimed ‘I have moderate pain or discomfort’. In addition, 24 out of 45 members of the

sample claimed not to be anxious or depressed but a good number of people (18) reported
being moderately anxiguind depressed and 3 reported ‘extreme problems’ of anxiety and

depression.

Table 7.7 EQ-5D-3L Outcome at basdline

EQ-5D-3L No Problems Moderate Extreme
Problems Problems
Mobility 31 14 0
Self-Care 44 1 0
Usual Activities 35 9 1
Pain/Discomfort 14 26 5
Anxiety/Depression 24 18 3

The next part of the questionnaire refers to the percestatus of health using a
thermometer rating scale from 0-100. This shows that the perceived kesdlikof the
sample is good, the average value is 72.1 out 100, while the median is 70 andingigres
the mode is also 70 (Table 7.8).

Table 7.8 Thermometer Outcomes at baseline

Parameter Frequency
Valid 45
Average 72.1
Median 70
Mode 70
Std Deviation 16.4

As far as the YorkSF12 is concerned, the sample displays a generally good level of
perceived health. More specifically, 25 out of 45 claims to have a good level Itf hea
followed by a fair level (14 out of 45), poor and excellent health (1 out of 48)thavsame

value, and 4 participants said they faagry good level of health (Table 7.9).
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Table 7.9 York SF-12 1t question at basdline

York SF-12 Excellent Very Good Good Fair Poor
General health 1 4 25 14 1

The next two questions on the Yo8&12 refer to health and its effects on carrying out
moderate activities (such as moving a table or pushing a vacuum cleaner)nadgcl
stairs. Here, the results for the first question show the sample is diaidevd main parts,
between ‘Yes, limited a little’, and ‘No, not limited at all” while just 4 components of the

sample for the first question and 5 for the second deklafes, limited a lot’. (Table 7.10).

Table 7.10 York SF-12 Question 2-3 outcomes at baseline

York SF12 No, not limited at all Yes, limited a little Yes, limited a lot
Moderate activities 20 21 4
Climbing stairs 20 20 5

As far as questions 4 and 5, which refer to physical health and performing averk
concerned 136 members of the sample answered ‘None of the time’ for both questions,

followed in both cases by ‘Some of the time’ and ‘A little of the time’ (Table 7.11).

Questions 6 and 7 focused on emotional problems and, in both quediaisef the time’
followed by ‘A little of the time’ have similar values around 16/18 participants; just one
person answered quast 6 and two people question 7 with ‘All of the time’. Question 8
focused on how pain interferes with normal work. Here, the sample is more dit#led:
components of the sample answered ‘None of the time’. There are a high number of answers
for both ‘Some of the time” (n=14) and ‘A little of the time’ (n=11) (Table 7.11).

Table7.11 York SF-12 Question 4-12 outcomes at baseline

York  York SF12 None of A little of Some of Most of the  All of the
SF12 the time the time the time time time
No.

4 Physical health 15 11 14 3 2
5 Performing work 16 9 13 5 2
6 Emotional problem 16 15 10 3 1
7 Emotional problem 2 18 16 9 0 2
8 Pain 14 11 14 4 2
9 Calm and peaceful 4 6 9 15 11
10 Lot of energy 0 8 11 15 11
11 Downhearted 12 13 13 5 2
12 Social activities 17 14 11 3 0
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Questions 9 and 10 have a reversdetitis scale compared to questions 4, 5, 6, 7, 8, 11 and

12. With respect to question 9, the sample is split into two main groups, the ynafdhie
sampe said it felt calm and peaceful ‘Most of the time’ (15) and ‘All of the time’ (11). The
sample in question 10, which refers to energy, is divided into all groups but one wiidéin sim
values ‘All of the time’ (11 out of 45), ‘Most of the time’ (15 out of 45) and ‘Some of the
time’ (11 out of 45). In question 11, 12 components of the sample claimed it felt
downhearted and low ‘None of the time’, while 13 out 45 said ‘A little of the time’ and
‘Some of the time’, 2 out of 45 said ‘All of the time’. The last question of the YorlSF12
focused on both emotional and physis@tuswith respect to social activities with 17 out of
45 of the sample replying that their emotional or physatatusinterfered with social
activities ‘None of the time’ while around 2/3 of the sample said that this interfered with

social activities both ‘A little of the time’ or ‘Some of the time’.

7.3.2. Analysis of the questionnaire at the end of the experience

As indicated above, the analysis to this point refers to the questionnaire cartriadthe
beginning of the experience. The questionnaires completed at the end of the expegence aft
12 weeks of group singing will now be analysed.

Table 7.12 EQ-5D-3L outcome at the end of theintervention

EQ-5D-3L No Problems Moderate Extreme
Problems Problems
Mobility 29 16 0
Self-Care 42 3 0
Usual Activities 36 9 0
Pain/Discomfort 13 29 3
Anxiety/Depression 30 14 1

As far as the results &Q-5D-3L are concerned, the first 3 questions of the questionnaire,
i.e. those related to mobility, self care and performing usual activities, shinaedhe

sample is generally in good condition with the majority of the sample indicating ‘I have no

problem in walking about’, ‘I have no problems with myself care’ and ‘I have no problems

with performing my usual activities’. Question 4 shows a division of the sample into two

main parts ‘I have no pain and discomfort’ (13 out of 45) while the majority (29 out of 45)

claimed ‘I have moderate pain and discomfort’; with respect to question 5, the majority of

the sample replied ‘I am not anxious and depressed’ while 14 components of the sample
reported being moderately anxious and depressed. In the last two questions few people

declared having extreme problems dealing with pain and anxiety/depression. (Taple 7.12
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Table 7.13 Thermometer results at the end of theintervention

Parameter Frequency
Valid 45
Average 73.8
Median 80
Mode 60
Std Deviation 18.2

The thermometer shows that the perceived hedttusof the sample is good, the average
value is 73.8, while the median is 80 and the mode is 60 (Table 7.13).

Table 7.14 York SF-12 14t question outcome at the end of the intervention

York SF12 Excellent Very Good Good Fair Poor
General health 0 5 24 13 3

As far as the YorlSF12 is concerned, the sample still showed a generally good level of
perceived health. More specifically, 24 components of the sample claimed they had a good
level of health followed by a fair level (13); just 3 people said they a “poor” level and

nobody reported having an excellent level of health: 5 components of the sample said they

have a very good level of health (Table 7.14).

Table7.15 York SF-12 Question 2-3 outcome at the end of the intervention

York SF12 No, not limited at all Yes, limited a little Yes, limited a lot
Moderate activities 23 18 4
Climbing stairs 23 18 4

In the next two questions (the second and third) of the B&¥k2, referring to performing
activities of moderate physical effort and climbing stairs, the sample was ndairded
between ‘Yes, limited a little’ and ‘No, not limited at all’. More specifically, 23 out of 45,
therefore the majority declared ‘No, not limited at all’ and 18 said ‘Yes, limited a little’
(Table 7.15) to both questions.

Question 4 asked ‘How often have you accomplished less than you would like in regular
daily activities due to your physical health’ and the highest percentage of answers were for
‘None of the time’ (12 out of 45) and ‘Some of the time’ (13 out of 45); ‘A little of the time’

(17 out of 45) indicated a sample who does not have difficulties in dealing with dai
activities. Similar patterns, although softened, are given by question 5, which asked ‘How
often have you been limited in performing any kind of work due to your physical health’,
with the highest number answetif little of the time’ and ‘Some of the time’, followed by
‘None of the time’ (Table 7.16.
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Table7.16 York SF-12 Question 4-12 results at the end of theintervention

York  York SF12 None of A little of Some of Most of the All of the
SF12 the time  the time the time time time
No.

4 Physical health 12 17 13 2 1
5 Performing work 11 16 15 2 1
6 Emotional problem 16 21 7 1 0
7 Emotional problem 2 14 19 11 1 0
8 Pain 12 13 18 2 0
9 Calm and peaceful 2 3 13 23 4
10 Lot of energy 1 3 21 12 8
11 Downhearted 8 18 16 2 1
12 Social activities 11 22 11 0 1

There was no value in questions 6, 7 and 8 for ‘All of the time’. Questions 6 and 7 focused

on emotionaktatus and in both questions, the highest number of components of the sample
refers to ‘A little of the time’ (21/19). In question 6, a high number of participants claimed
that theyhave emotional problems ‘None of the time’ (16 out of 45) and 7 participants said
‘Some of the time’. Similar patterns can be found in question 7. Question 8 is focused on
pain and 18 participants reportédt the pain interfered with their normal work ‘Some of

the time’. In question 9, the majority of the sample claimed they were calm and peaceful
‘Most of the time’ (23 out 45) and 13 participants answered ‘Some of the time’. As far as
question 10 is concerned, nearly half of the sample (21 out of 45) reported hakit of
energy ‘Some of the time’, and 12 participants answered ‘Most of the time’ and 8 ‘All of the

time’. Question 11 shows that the majority of the sample (18) claimed to feel downhearted

and low ‘A little of the time’. No one answered ‘Most of the time’ to the last question of the

York SF-12 focused on both emotional and physitatuswith respect to social activities,

and half the sample said that their emotional or physitafus interfered with social
activities ‘A little of the time’. As far as ‘None of the time’ and ‘Some of the time’ are

concerned, the other half of the sample is divided into two.

7.3.3. Analysis of the questionnaire at the follow up

The questionnaires completed as a follow up 12 weeks later will now be analysed.

As far as the results &Q-5D-3L are concerned, the first 3 questions of the questionnaire
i.e. those related to mobility, self care and performing usual activities, shinaedhe
sample is generally in good condition with the majority of the sample indicating ‘I have no
problem in walking about’, ‘I have no problems with myself care’ and ‘I have no problems
with performing my usual activities’. Question 4 shows a division of the sample into two

main parts ‘I have no pain and discomfort’ (10 out of 41) and (28 out of 41) for ‘I have
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moderate pain and discomfort’; with respect to question 5, the majority of the sample (23)
replied ‘I am not anxious and depressed’ while 18 components of the sample reported being

moderately anxious and depressed (Tadé&)7.

Table 7.17 EQ-5D-3L outcome at 12 weeksfollow up

EQ-5D-3L No Problems Moderate Extreme
Problems Problems
Mobility 32 9 0
Self-Care 40 1 0
Usual Activities 35 6 0
Pain/Discomfort 10 28 3
Anxiety/Depression 23 18 0

Table 7.18 Thermometer resultsat 12 weeksfollow up

Parameter Frequency
Valid 41
Average 72.6
Median 75
Mode 80
Std Deviation 135

The thermometer shows that the perceived hetdttusof the sample is good, the average
value is 72.6, while the median is 75 and the mode is 80 (Table 7.18).

Table 7.19 York SF-12 1st question outcome at follow up

York SF-12 Excellent Very Good Good Fair Poor
General health 0 8 18 15 0

As far as the YorlSF12 is concerned, the sample still showed a generally good level of
perceived health. More specifically, 18 components of the sample claimed they had a good
level of health followed those with a fair level (1bybody said they had either a ‘poor or

an ‘excellent level of health while 8 components of the sample said they had a very good
level of health (Table 7.19).

Table 7.20 York SF-12 Question 2-3 outcomes at follow up

York SF-12 No, not limited at all Yes, limited a little Yes, limited a lot
Moderate activities 17 21 3
Climbing stairs 21 17 3
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In the next two questions (the second and third) of the B&¥k2, referring to performing
activities of moderate physical effort and climbing stairs, the sample was ndaidgd
between ‘Yes, limited a little’ and ‘No, not limited at all’. More specifically, 17 out of 41
declared ‘No, not limited at all’ and 21 said ‘Yes, limited a little’ in the second question.
Crossed patterns were found for question 3. In both questions 3 participantsdrepeyt
were‘limited a lot’ in their activities (Table 720).

Table7.21 York SF-12 Question 4-12 results at follow up

York  York SF-12 None of A little of Some of Most of the All of the
SF12 the time  the time the time time time
No.

4 Physical health 16 9 13 3 0
5 Performing work 14 12 13 2 0
6 Emotional problem 18 11 11 1 0
7 Emotional problem 2 17 12 11 1 0
8 Pain 7 19 13 1 1
9 Calm and peaceful 1 5 15 13 7
10 Lot of energy 0 3 19 14 5
11 Downhearted 6 18 16 1 0
12 Social activities 13 13 14 1 0

For questions 4, 5, 6 and 7, ooe in the sample answered ‘All of the time’, which is the

worst value Question 4 asked ‘How often have you accomplished less than you would like

in regular daily activities due to your physical health’ and the highest percentage of answers

were for ‘None of the time’ (16 out of 41) and ‘Some of the time’ (13 out of 41); ‘A little of

the time’ (9 out of 41) indicated a sample who has difficulties in dealing with daily activities.
Similar patterns, although softened, are given by question 5, which asked ‘How often have

you been limited in performing any kind of work due to your physical health’, with the

highest number of components of the sample answéKnge of the time’ then ‘Some of

the time’, followed by ‘A little of the time’ (Table 7.2).

Questions 6 and 7 focused on emotigtatusand, in both questions, the highest number of
components of the sample ¢afto ‘None of the time’ (18/17) followed by ‘A little of the
time’ (11/12) and ‘Some of the time’ with the same value (11). Question 8 focused on pain

and 12 participants reported that pain interferes with their normal work ‘Some of the time’.

The sample is split into two main groups with respect to question 9 - tlgityajf the
sample reported feeling calm and peaceful ‘Some of the time’ and ‘Most of the time’. As far

as question 10 is concerned, half of the sample reported having a lot of energy ‘Some of the
time’ and another part of the sample claimed it had a lot of energy ‘Most of the time’; the
lowest values referred to ‘All of the time” (5) and ‘A little of the time’ (3) and ‘None of the
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time’ (0). Question 11 shows that the majority of the sample (18) claimed that they fe
downhearted and low ‘A little of the time’, 16 members of the sample declared ‘Some of the

time’ while 6 declared ‘None of the time’. Just one participant answered ‘Most of the time’

to the last question of the York SF-12, alhfocused on both emotional and physis@tus
with respect to social activities. Around a third of the sample said thatetheiional or
physicalstatusinterfered with social activitieSNone of the time’ and ‘A little of the time’
while the majorityof the sample (14) claimed ‘Some of the time’.

7.4. Statistical description of the sample

7.4.1. Statistical description of the sample

A descriptive analysis of the questionnaire was carried out in the previous settiens
following tables report results from the questionnaires which were analgdegl SPSS
software. Standard algorithms were used to produce total scores and sub-scorese3he tabl
below show the results at baseline (B), End of singing (E) and Follow upthé),
questionnaires are analysed taking into account age, living conditions, educatiastiyd, |

the self-assessed thermometer at baseline as value parameters (Appendik tHgseA
tables show minimum and maximum scores, mean and standard deviation for all the

following items at baseline, end of singing and follow up:

e EQ-5D-3L VAS or thermometer,

e General health rating (item 1 of York SF-12),
o EQ-5D-3L tariff or index,

e Physical Component Score (PCS) of Y&fk12,
¢ Mental Component Score (MCS) of YaoBE12.

For the YorkSF12, two component scores provide an indication of Physical Component
Score (PCS) and Mental Component Score (MCS). To ensure comparability, these scores
were derived using the same algorithmsigesl in the English Silver Song Club trial.

For theEQ-5D-3L , the items are weighted to give a health utility score with ‘1’ indicating

‘perfect health’ and ‘0’ representing ‘death’.

According to Table 7.22, self-rated general health is, on average, good. More yreeiel

rated general health (thermometer and general health rating) shows a saimmegaad

health level at each assessment point considered with little difference amangahes. It

is important to remember that for the general healthgatalue 1 is ‘Excellent’ and value 5

is ‘poor’.
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Similar observations can be made EP-5D-3L which has a positive trend over time, once

again showing a good health level.

Table 7.22 Minimum, maximum, mean, standard deviations at baseline (B), end of
singing (E), and follow up (F) of the measures employed

Questionnaird Minimum | Maximum Mean Std. Deviationl
B 30 100 72.1 16.4
EQ-5D-3L Thermometer E 20 100 73.8 18.2
F 50 100 72.6 13.5
B 5 3.22 0.74
General health rating E 5 3.31 0.76
F 4 3.17 0.74
B -0.24 1 0.71 0.28
EQ-5D-3L Tariff E -0.02 1 0.74 0.24
F -0.02 1 0.75 0.23
B 26.11 48.15 38.9 5.6
Physical Component Scor E 18.89 50.26 38.9 6.2
F 24.44 48.25 39.6 5.4
B 17.88 74.43 50.2 12.4
Mental Component Score E 28.15 67.7 50.0 8.5
F 30.66 66.40 50.0 9.0

Mental and physical component scores show a sample which has poorer physical health
compared to mental health and a positive trend over time for physical component scores. In
addition to thermometer health scores show an increase between baseline and the second
questionnaire with a decrease in the follow up, while E5D-3L scores remain very

similar.

7.4.2. Comparison between baseline and end of singing

In this section results from baseline and end of singing will be compared and analysed.

Table 7.23Table 7.24 and Table 7.25 report the following parameters for the York SF-12
and EQ-5D-3L items and the total scores obtained by all the York SF-12E6RBD-3L
answers, i.e. mean and standard deviations of the first two questionnaires, the difference
between the two mean values of each answer, the correlation between the twaf saicbs
answers and finally the t values for the paired t-test and the significataiée(d of the two

series of answers.
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For the total sample, the York SF-12-PCS values were 38.9 at baseline and 38.9 aftér the
of singing while MCS values were 50.2 at baseline and 50.0 after the end of Stugitioe

total sample, th&Q-5D-3L score was 0.71 at baseline and 0.74 after the end of singing. The

total scores did not show significant change over the course of the three montignaf si

but there are some changes in two individual items which indicate some improvements in

mental wellbeing in the combined sample. These items (item 6 of York SF-12an8 df

EQ-5D-3L) relate to feelings of depression/anxiety, which appear to be lessemethaft

singing compared with the baseline assessment. As far as item 6 of York SF-12 is concerned,

the mean value at baseline was 3.93 while at the end of singing (after 19, vitesse to

4.16 just as the paired sample t-value is -1.70 and the significance (2-tail@dp.isA

similar trend can be seen for item 5E-5D-3L where the mean value at baseline was 1.53.

At the end of singing (after 12 weeks) it became 1.36HKf5D-3L lower values = better

health) and the paired sample t-value is 2.07 and the significance (2-tailed) is 0.04.

Table 7.23 York SF-12 at basdine (1) and end of singing (2): means and standard

deviations, difference, correlation, paired t-test value and significance (2-tailed)

(std '\Igisi?ﬂion) Difference | Correlation t (2—tseiﬁé d)
General health rating 1-2 géi Eg:;g 0.89 0.84 -1.43 | 0.16
Moderate activities limited 1-2 ;ig 5822; -0.67 0.66 -0.83 0.41
Climbing stairs limited 1-2 ;jg Eggg -0.89 0.70 -1.16 0.25
Regular acltglsltslels_zaccompllshe( 2;2 Eé;g; 067 0.78 062 0.54
Any kind of work limited 1-2 2;; 832; -0.044 0.67 -0.33 0.73
AccompI:nhXeist)I/ei:c,zdepressmn jig 8(7)?; 0222 0.56 170 | 010+
Worked IEZEX?::;T_HZy depressid jg; ggi; 0.044 0.64 0.37 0.71
Pain interfere(i_vzvith normal wor 2?: gég; 0.089 0.75 0.78 0.44
Felt calm and peaceful 1-2 233 Eégg 0.022 0.25 0.11 0.91
Had a lot of energy 1-2 ;ig 88451; -0.133 0.51 -0.90 0.37
Felt downhearted and low 1-2 22? 8;3 -0.044 0.52 -0.29 0.77
e et | e | 07 | o | o | os

+p=<0.10
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Table 7.24 EQ-5D-3L at basdine (1) and end of singing (2): means and standard
deviations, difference, correlation, paired t-test value and significance (2-tailed)

(std I\Igif/lirzl;ltion) Difference | Correlation t (Z-f;ﬁéd)
Mobility 1-2 12613 Egig -0.044 0.60 -0.70 0.49
Self-Care 1-2 183 Eg;g -0.044 0.56 -1.43 0.16
Usual Activities 1-2 i;g Egii; 0.044 0.56 0.70 0.49
Pain/Discomfort 1-2 i?g Eggg; 0.022 0.39 0.23 0.82
Anxiety/Depression 1-2 122 Eggg; 0.178 0.51 2.07 0.04*
Thermometer 1-2 ;g; 822 -0.173 0.60 -0.75 0.46

*p<0.05

Table 7.25 Total score for EQ-5D-3L and York SF-12 components at baseline (1) and
end of singing (2): means and standard deviations, difference, correlation paired t-test

value and significance (2-tailed)

Mean : . Sig.
(Std Deviation) Difference| Correlation t (2-tailed)
. 0.71 (0.29
EQ5D-3L Tariff 1-2 029) 1 4 930 0.51 078 | 0.44
0.74 (0.24)
38.95 (5.56)
York SF-12 PCS 1-2 0.016 0.64 002 | 098
or 38.93 (6.17)
50.16 (12.42)
York SF-12 MCS 1-2 0.137 0.60 009 | 093
or 50.02 (8.51)

7.4.3. Comparison between baseline and follow up

Table 7.26, Table 28 and Table 7.27 analyse the same parameters for the York SF-12 and
EQ-5D-3L items and the total scores obtained at baseline and after 24 weeks follow up. For
the total sample, the York SF-12-PCS values were 39.0 at baseline and 39.6 on gollow u
while MCS values were 49.8 at baseline and 50.0 after follow up. For the tofdeséne
EQ-5D-3L health utility score was 0.70 at baseline and 0.75 after follow upisimway, it

can be said that no changes were apparent between baseline and the six month follow up.
However, there is an item with a statistically significant differebeéveen these two

questionnaires. As far as itenfwual activities’ of EQ-5D-3L is concerned, the mean value
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at baseline was 1.27 while, after follow up, it became 1.15 and the paired sampie isval
1.95 and the significance (2-tailed) is 0.06.

Table 7.26 York SF-12 at baseline (1) and after follow-up (3): means and standard
deviations, difference, correlation, paired t-test value and significance (2-tailed).

(std 'g:ir;tion) Difference | Correlation t (2-tSaitﬁé d)
General health rating 1-3 2i§ Eg;i; 0.049 0.69 0.53 0.60
Moderate activities limited 1-3 ;:i gggg 0.000 0.57 0.000 [ 1.00
Climbing stairs limited 1-3 ;jj Eggg; -0.098 0.50 -0.94 0.35
iviti i 71(1.1

Regular ac]rg/sltslels_gccompllshec 2.93 gl_oi; 0.220 0.52 1.33 0.19
Any kind of work limited 1-3 ggg gcl)gg -0.268 0.46 -1.51 0.14
ACCOmp':nh;gt;eizdepress'o” ji;’ éézgg; 0.195 054 | -1.31 | 020

i 4. 1.
Worked Ie;ixci:z:jff_llgy depressid 422 éogg; -0.049 0.51 0.32 0.75
Pain interferecli_v?\)/ith normal worl 233 2(1);?; 0.098 0.45 057 0.57
Felt calm and peaceful 1-3 32? 8(2)2; 0.049 0.14 0.21 0.84
Had a lot of energy 1-3 ;j; ggi; -0.122 0.73 -1.04 0.30
Felt downhearted and low 1-3 2?? 2(1);2; -0.122 0.31 -0.66 0.52

i i i 4.02 (0.
e e | ooy | oo | os | om | os

Table 7.27 Total score for EQ-5D-3L and York SF-12 at basdline (1) and after follow-

up (3): means and standard deviations, difference, correlation paired t-test value and

significance (2-tailed)

Mean . . Sig.
(Std Deviation) Difference | Correlation t (2-tailed)

. 0.70 (0.30)

EQS5 Tariff 1-3 -0.049 0.41 -1.81 0.28
Q 0.75 (0.23)
38.97 (5.71)

York SF-12 PCS 1-3 -0.644 0.54 -0.77 0.44
39.62 (5.41)
49.84 (12.93

York SF-12 MCS 1-3 ( ) -0.158 0.55 -0.92 0.92

50.00 (9.04)

156




Table 7.28 EQ-5D-3L at basdine (1) and after follow-up (3): means and standard

deviations, difference, correlation, paired t-test value and significance (2-tailed).

(std I\Igiiir;tion) Difference | Correlation t (2-tSailﬁé d)
Mobility 1-3 ig; ggjg 0.098 0.53 1.43 0.16
1.02 (0.16

Self-Care 1-3 102 §0.16; 0.000 -0.03 0.00 --
Usual Activities 1-3 ii; éggg; 0.122 0.61 1.95 0.06+
Pain/Discomfort 1-3 i:g Eggg -0.024 0.26 -0.22 0.83
Anxiety/Depression 1-3 123 gggg; 0.098 0.50 1.07 0.29
Thermometer 1-3 ;;g 8;2; -0.024 0.66 -0.12 0.91

+p=<0.10

7.4.4. Correlation between baseline, end of singing and follow up

In the following examination of Table 7.29, Table 7.30 and Table 7.31, the correlations
between the values obtained from the questionnaires, i.e. general healthE@H5D;3L
thermometer EQ-5D-3L tariff, PCS and MCS at baseline (Table 7.29), after the end of
singing Table B0) and after follow-up (Table 31) are analysd As far as Table 7.29 is
concerned, the highest correlation at baseline is betweeE@&D-3L tariff and MCS
(0.684), there are similar values for the correlation between general hewlthaad all

other values (around 0.600). After the end of singing, correlations drerlug average. The
correlation between general health rating and PCS is -0.800 while those betweenrtdile gene
health rating and all other values are the same of those at basevmeetb€565 and 0.649
except for the one with MCS). The correlation betweerEfQeD-3L tariff andEQ-5D-3L
thermometer (0.739) is also very high indicating a good relationship betweenaikthers

of the EQ-5D-3L questionnaires and tHeQ-5D-3L thermometer. All the values of the
correlations at the end of singing are generally higher than those calculated atebaseli
indicating how the coherence of the answers of the end of singing questionsiigiser

than those at baseline. All the correlations of E@@5D-3L thermometerEQ-5D-3L tariff

and PCS are much higher while MCS is a little bit lower.

After follow up, correlations decrease to the baseline values. The highestisal0.719
between the general health rating and PCS; while the correlations betwegendha health
rating and all other values are also higher than those at baseline (between -0.361 and -0.661)
(Table 7.31).
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Table 7.29 Correlations at basdline between the general health

thermometer, EQ-5D-3L tariff, PCSand MCS.

rating, EQ-5D-3L

General EQ5D-3L | EQ-5D-3L
health rating Thermometern  Tariff PCS MCS

General Pearson 1 -0.596** -0.639** -0.650** -0.602**
health rating Correlation

Sig. (2-tailed) 0.000 0.000 0.000 0.000

N 45 45 45 45 45
EQ-5D-3L Pearson -0.596** 1 0.301* 0.505** 0.408**
Thermometer Correlation

Sig. (2-tailed) 0.000 0.044 0.000 0.005

N 45 45 45 45 45
EQ-5D-3L Pearson -0.639** 0.301* 1 0.307* 0.684**
Tariff Correlation

Sig. (2-tailed) .000 0.044 0.040 0.000

N 45 45 45 45 45
PCS Pearson -0.650** 0.505** 0.307* 1 0.192

Correlation

Sig. (2-tailed) 0.000 0.000 0.040 0.207

N 45 45 45 45 45
MCS Pearson -0.602** 0.408** 0.684** 0.192 1

Correlation

Sig. (2-tailed) 0.000 0.005 0.000 0.207

N 45 45 45 45 45

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).
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Table 7.30 Correlations at end of singing between the general health rating, EQ-5D-3L
thermometer, EQ-5D-3L tariff, PCSand MCS.

General EQ-5D-3L | EQ-5D-3L
health rating Thermometern  Tariff PCS MCS

General Pearson 1 -0.649** -0.565** -0.800** -0.333*
health rating Correlation

Sig. (2-tailed) 0.000 0.000 0.000 0.025

N 45 45 45 45 45
EQ-5D-3L Pearson -0.649** 1 0.739** 0.641** 0.454*
Thermometer Correlation

Sig. (24ailed) 0.000 0.000 0.000 0.002

N 45 45 45 45 45
EQ-5D-3L Pearson -0.565** 0.739** 1 0.626** 0.481**
TARIFF Correlation

Sig. (2-tailed) 0.000 0.000 0.000 0.001

N 45 45 45 45 45
PCS Pearson -0.800** 0.641** 0.626** 1 0.237

Correlation

Sig. (2-tailed) 0.000 0.000 0.000 0.117

N 45 45 45 45 45
MCS Pearson -0.333* 0.454** 0.481** 0.237 1

Correlation

Sig. (2-tailed) 0.025 0.002 0.001 0.117

N 45 45 45 45 45

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).
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Table 7.31 Corréations at the follow up between the general health rating, EQ-5D-3L
thermometer, EQ-5D-3L tariff, PCSand MCS.

General EQ5D-3L | EQ-5D-3L
health rating Thermometern  Tariff PCS MCS

General healtl Pearson 1 -0.661** -0.361* -0.719** -0.444**
rating Correlation

Sig. (2-tailed) 0.000 0.020 0.000 0.004

N 41 41 41 41 41
EQ-5D-3L Pearson -0.661** 1 0.460* 0.586** 0.416**
Thermometer Correlation

Sig. (2-tailed) 0.000 0.002 0.000 0.007

N 41 41 41 41 41
EQ-5D-3L Pearson -0.361* 0.460** 1 0.399** 0.245
Tariff Correlation

Sig. (2-tailed) 0.020 0.002 0.010 0.122

N 41 41 41 41 41
PCS Pearson -0.719** 0.586** 0.399** 1 0.321*

Correlation

Sig. (2-tailed) 0.000 0.000 0.010 0.041

N 41 41 41 41 41
MCS Pearson -0.444** 0.416** 0.245 0.321* 1

Correlation

Sig. (2-tailed) 0.004 0.007 0.122 0.041

N 41 41 41 41 41

** Correlation is significant at the 0.01 level (2-tailed).
* Correlation is significant at the 0.05 level (2-tailed).

7.4.5. Main findings from questionnaire analysis

This section highlightthe results from the questionnaires. The main aim of this section is to

highlight improvements in the self-rated health and wellbeing of the sadupieg the

experience. In the light of the analysis made, the sample shows it is generahy, heish

no modulating factors. However, the more educated and those of wealthier are&s lseem

healthier in comparison to the less educated and economically disadvantaged (Appendix

Overall, the sample reports being healthier with respect to mental health compaorest

on the YorkSF12 compared with the physical health scores.

e The picture which emerges from the questionnaires is that, generally spebking,

sample has good mental headthtuswith poorer physicadtatus
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The summary measures of healthtusremain very similar over the course of the
study.
As far as the income area is concerned (Appendix 15):

o the wealthier areas have a generally nétteel of health in comparison with
the less advantaged area. This is with respect to the thermometer value and
the EQ-5D-3L values while there are no marked differences with respect to
the general health rating (Item 1 of York SF-12).

As far as age is concerned:

o the younger part of the sample shows it is healthier overall than the older
part.

As far as living conditions are concerned:

o participants who live alone show they are healthier overall than the
participants who live with somebody; the thermometer and the mental
component scores are higher, values of physical component score®and
5D-3L are similar and the general health rating is slightly lower.

As far as education is concerned

o participants who have a low level of education have a lower level of health
in comparison to the more educated. They only have better scores in general
health rating.

As far as the total scores are concerned for the period between baselevel aofd
singing (first follow up at 12 weeks), these did not show significant charegetfoy
course of three months of singing but there are some changes in two individaal item
which indicate some improvements in the mental wellbeing of the combined sample.
Both of these items (item 6 of York SF-12 and item 5EQF5D-3L) relate to
feelings of depression/anxiety which appear to be lessened after the singing,
compared with the baseline assessment.

As far as the total scores are concerned, no changes were apparent for the period
between baseline and the 2nd follow up (24 weeks/6 months). However, there is one
item with a statistically significant difference between these twstmmnaires. For

Item 3 of EQ-5D-3L (usual activities), the mean value at baseline was 1.27 while it
became 1.15 after follow up just as the paired sample t-value is 1.95 and the
significance (2-tailed) is 0.058.

Correlations between the values obtained by the questionnaires, i.e. general health
rating, EQ-5D-3L thermometer=Q-5D-3L tariff, PCS and MCS at baseline after the

end of singing and after follow-up skoa consistent and generally statistically

significant pattern of relationships.
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The following section will display results from the questionnaire handed ol &t

of the experience, aimed at detecting feelings and comments about the singingsactiviti

7.5. Agreement of the experience questionnaire

In the questionnaire completed at the end of the intervention, there were some open
guestions requesting comments about the experience, singing and health mirroring those
already raised during the pilot sessions. The results are set out below.

The graph below (Figure 7.1@jsplays the results of the question ‘Have you enjoyed the
experience?’ The sample could answer grading the level of enjoyment from 1 (not at all), 2

3, 4 and 5 (very much). Almost all the sample (33 people out of 45) answered with a score of
‘5’. Nobody gave the lowest scores i.e. 1 or 2. With respect to the remaining components of

the sample, one person gave 3 as a score and then 11 people gave a score of 4.

Have you enjoyed the experience?

35

30

25

20

Sample

15

10

0

Not at All

A little bit

Not Much

Much

Very Much

0

1

11

33

M Value of enjoyment 0

Figure 7.11 Level of enjoyment of the experience

Figure 7.12 shows the result of the setqgirestion of the questionnaire ‘Which aspect of the
experience i you find most enjoyable?’ (Figure 712) The sample could choose more than
one aspect or just the answer ‘all the above’. People were also given the opportunity to add
other aspects not listed by the authbhie variables were ‘singing’, ‘listening to music’,
‘sharing moments with others’, ‘all the above’ and ‘others’. The variable most preferred by
the group was ‘singing’. The sample then highlighted that the most enjoyable aspect was
being able to share these moments with other people. There was also artapprdCiall
the above’. Nobody added other dimensions.
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Which aspect of the experience did you find more
enjoyable?
35
30
25
220
[=5
£
& 15
10
5
0 _— |
Listeningto Shating
Singing .g moments with Allthe above Others
music
other people
M Unit 29 3 12 14 0

Figure 7.12 Which aspect of the experience did you find most enjoyable?

The graph below (Figur@.13) shows the results of the question ‘How did you feel during

the experience?’” The sample had the opportunity to choose more than one variable, and also
in this case could add commenin-one responded that they had felt bored or stated they

felt stressed during the experience while a small number felt a sense of melanchkoly. Th

variables which received greatest consensus were a ‘sense of happiness’ and ‘serenity’

during the experience. In addition nearly a third of participants agreed that they had ‘a

feeling of involvement in sacthing.’

How did you feel during the experience?

35
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0 o

Asense of
happiness
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Sense of
melancholy
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in
something

Boredom

Asense of
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Figure 7.13 Fedlings during the experience
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How did you feel after the experience?
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Figure 7.14 Feelings after the experience

The graph above (Figure 7.1displays the results of the question ‘How did you feel after
the experience?’ The sample had the opportunity to indicate more than one variable, and also

in this case could add comments. The proposed variables from the questionnaire were ‘A
feeling of happiness’, ‘Disappointment because the session is finishedl sense of
achievement’ and ‘other’. As far as ‘other’ is concerned, people did not add comments about
their feelings at the end of the experience. The sample is split into twayroaiss; indeed
19 individuals said ‘a sense of happiness’ and the same number of individuals said they felt

‘disappointment,” while 14 stated ‘a sense of achievement.’
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Do you think that singing is enjoyable?
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Figure 7.15 Do you think that singing is enjoyable?

The graph above (Figure 7.15) displays the resultiseafuestion ‘Do you think that singing

is enjoyable?’ Respondents were asked whether the activity of singing was enjoyable, where
‘not at all’ is the lowestnd ‘very much’ is the highest value. The whole sample considered
that singing was an enjoyable activity; more specifically, 40 out of 45le@dopught that
singing was a very pleasant activity while the others believed that sirgiagpleasant
activity.

The last question of the questionnaire asked if the sample would be interested ipaaking

in such an activity on a weekly basis in the future (Figure 7.16). Most of theleséi
people out of 45) gave the highest value, in other words they would be very intenested i
taking part in sessions such as the ones they joined; 4 people claimed they weredriterest

taking part in these kind of singing sessions.

There were also some open questions about the experience. A good number of people
stressed the desire for the project to continue ‘I wish the experience would continue’; the

majority of the sample liked the overall organization and ‘would not change anything in the
experience’. Some participants underlined that the experience made them happier and

peaceful and gave them joy; one person wrote ‘my mood and my abilities have improved

with this project and it is good for my health’.
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Would you be interestedin taking part in this kind of activity in
futureif it was possible?
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Figure 7.16 Would you beinterested in taking part in thiskind of activity in futureif it

was possible?

7.5.1. Main findings from the brief questionnair e about the experience

The experience was really welcomed by the participants who expressed their andrest
enjoyment on several levels. The two major aspects of interest and enjoyrtienteintire
experience were:

e ‘Singing’ i.e. the physical and emotional experience of singing itself

e ‘Having the possibility to share moments with otheiple’.

7.6. Focus group outcomes

7.6.1. Introduction

Two focus groups were set up in two venues involving about 15 participantydrame S

(6) and venue T (9). The participants were all female with an age range bévaad 93

and they were held in July and September 2012. The main aim of the discussion was to
gather information on two main issues:

¢ Impact of the experience on the life, wellbeing and quality of life of the participants;

e Impressions-opinions about the experience as a whole (timing, repertoire and so on).
The focus group was conducted in an interactive circle to allow each participantéesexp
opinions and feelings about the experience for around 35 minutes; the researchetdsok
during the interview.
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The focus group was considered an effective way of allowing participantsetdhgiv own
perception of the whole project, and was used as not all participants gave opinibas
second questionnair&urther, focus groups facilitate “communication and promoted an
exchange of ideamd experiences” (Robson, 2002 p. 286), and are a “useful strategy either
as stand-alone data gathering strategy or as a lingiofi @ a triangulation project” (Berg
and Lune, 2011, p. 158).
The researcher first asked a question:

a) What do you think about the experience?

This question was followed by further prompts:
a) What about your feelings during the experience? And after?
b) Which kind of impact did it have on your life?

¢) What is your opinion about the structure of the experience?

The focus groups revealed a number of themes (Figure 7.17), among which, a general sense
of wellbeing, both mentally and physically stands as a result of singing. dwmilifieelings
emerged, the most important of which were a sense of camaraderie as well asehef se

fulfilment.

Achievement

Physical Well Mental Well
Being Being

Camarderie

Social
Relatonship

Figure 7.17 Output of Focus Group
7.6.2. Mental wellbeing

With regard to mental wellbeing, participants stressed the sense of joy, celaaatl

general wellbeing that they received during the experience and also that thiseslinge f
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faded when the experience had its conclusion. A general sense of joy that continued even at
home after the session and is exemplified by the fact that participantsuedinto sing at

home, as well as looking for the lyrics of the songs sung in the group.

“I realised how important it was for me psychologically when it finished,
I felt better” (Woman 1, Group S)
“[Singing] is good for the heart and soul” (Woman 4, Group T)
“I was happier” (Woman 2, Group S)
“I was really pleased” (Woman 1, Group S)
“It’s certainly very relaxing” (Woman 1, Group T)
“It was really positive, at home I sang the songs again and I enjoyed myself again.
I remembered lots of songs of when I was young and I went back in time”. (Woman 2,
Group T)
“I didn’t really believe in it but then I really enjoyed myself.” (Woman, Group T)

7.6.3. Physical wellbeing

With regard to an improvement in the physical health, this was emphasized both bggsserti
a general sense of physical wellbeing as well as indicating that they coughaddesso
being more at ease in the physical movements or tackling a flight of witlirpeace b

mind and less fatigue.

“Less coughing” (Woman 2, Group S)
“I wasn’t stressed at all” (Woman 3, Group S)
“It’s good for the health” (Woman 5, Group T)

“I climbed the stairs more easily” (Woman 1, Group S)

7.6.4. Social relationships

In addition to factors closely related to physical and mental wellbeing/helagthfotus
groups revealed that the experience was positive for another series of aspecter&ivghs
a sense of wellbeing resulting from being together, being able to share momeutg thr

singing for a common goal.

“You meet people and then you’re there for each other” (Woman 4, Group T)
“This experience has brought us together and been the start of lots of friendships” (Woman
2, Group S)

“We were in a group” (Woman 4, Group T)
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7.6.5. Self expression and fulfilment

A second aspect which came up during the focus group was a sense of freedom. A number of
participants underlined the sense of freedom they felt during the experiencd as el
opportunity to express themsedve
“(The experience was) great and made me carefree” (Woman 2, Group S)
“Singing sets you free” (Woman 3, Group S)
“Free singing, was so good for me!” (Woman 4, Group S)
“We could let off steam freely” (Woman 6, Group S)
“I felt free to really be myself” (Woman 3, Group S)

In addition to the above, there was a strong sense of fulfillment, both frompgzamntswho
stressed the certainty of being tone deaf (so far) and by those who did nthisdied of

conviction but still remained incredulous at being able to sing for an entire hour.

“I was tone-deaf at school but here no!!!!” (Woman 7, Group T)

We were good on this! (Woman 4, Group T)

7.6.6. Relationship with directors

The participants appreciate the organization, the repertoire and thdomdireMany
participants agreed on the general organization of the sessions, some phapirsganore
sessions (more than once a week), some to lengthen the session while one woman would like

to avoid the break in the middle of the session because in her opinias distracting.

“The timetable was fine. Next time, please twice a week”. (Woman 7, Group S)
“I’d lengthen the session, two and a half hours, perhaps without the break
which distracted me.” (Woman 7, Group S)

As far as the repertoire is concerned, this was highly appreciated.

“Absolutely wonderful repertoire” (All participants)

“I’m from Ciociariaand I like singing songs in the Rome dialect” (Woman 8, Group T)

With respect to the directors, starting from the fact that they weiddleraged woman and

a young man, both, although very different, were well-liked during the sessions. In
particular, the participants underlined that the two directors were competepttent at

the same time, giving them the opportunity to be able to deal with the repertoire and to create

a pleasant sound during the performance.
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“Both directors were wonderful, so patient with us!!!”” (All participants)

“The last concert was great!” (Woman 3, Group T)

In addition to what has been said so far, there were opinions with respect to the conclusion of
the experience demonstrating general disappointment.

“It ended too soon.” (All participants)
“I came willingly, I stayed even more willingly and I was really, really
upset when it ended” (Woman 1, Group S)
“I couldn’t wait for Wednesday” (Woman 8, Group T)

There was no reported significant criticism or difficulty, except from digj@ant who
stressed the difficulty (during the session) of reading and singing at the issmedspite

the fact that the songs were very popular and well known.
“I found reading the words and singing at the same time difficult” (Woman 9, Group T)

7.6.7. Main findings of focus group

The conclusions that can be drawn from the focus group are varied:
o there are some strictly related to the physical and mental self-perceivbdinglby
the participants,
e others are connected with the whole experience in terms of contentment and
happiness,
¢ the chance to express themselves and to be with others and creating a sense of group

belonging.

7.7. Overall findings

The overall results of Part B show that:
e Participants enjoyed the experience on several levels,
e Participation and attention improved during the 12 weeks,
o There was a statistically significant decrease in the levels of anxiety andsitapres
e There was a statistically significant increase in dealing with usual activities,
e Participants reported a general improvement in wellbeing and health as afesult
the experience.
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Chapter 8.
Discussion
8.1. Introduction

The aim of the whole research was to explore the effectiveness and transfeddbility
introducing a health promotion intervention based on singing, developed in South England
very successfully, to a very different context, namely Italy. The aitheo§inging groups is

to tackle social isolation, improving wellbeing and quality of life through theotisenging.

The research carried out in Italy was divided into two main parts - PassAfocused on
exploring thestatusof older people living in Rome and their interest in music and singing
nowadays and in the past. It also focused on their interest in taking gaetérperience of
singing, as well as exploring the position of older people as seen by local poliacidns
social workers. Part A was carried out by do@®ne semi-structured interviews. Moreover,
pilot sessions followed by a purposely-devised questionnaire were held. Part Bahesdf

on looking at the effects of weekly singing sessions in three groups baseekimitfierent

area of Rome.

This chapter focuses on discussing the findings of the whole research and thierors
structure followed by the study. In the first section the results of Part A will be discussed; the
next section will discuss the results of Part B and a brief triangulatiBaroB data will be
carried out. An overall discussion of the findings of both parts of #eareh will be carried

out in order to give a wider view of the findings of the study. The impticatdf the study

will also be highlighted as well as making recommendations and indicationsirtberf
research,indicating the study’s limitations. The next section will critically analyze the

methodology. Finally, an overall conclusion will be drawn.

8.2. Part A

The interviews conducted with professionals demonstrated that there is a very profound need
for health promotion policies towards the older population. According to the explanaf
the professionals, the Roman population is going through a period of deep economic and
social crisis which is mainly reflected in the condition of older people. Inrgkmniee poorer
social strata of the population are paying the heaviest price for the laekoobmic
resources and also social and health care policy that perhaps did not expect this type of
scenario. Institutions are called on to answer a number of questions that thgyobably

not ready to listen to and solve. All this is determining a general faifunealth social care
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policies in Italy. Interestingly, while the Italian political programmes daghat large space
to the wellbeing and quality of life of the population, according to the lawsneoned
above, social workers and politicians feel a very strong need to develop programumes
projects of a more holistic nature in the specific case for older people, jyrbeabuse all
respondents are much closer to the population although at different levels. Thathietedy
during the interviews suggests that these programmes should fully involve the dredlt
wellbeing of the individual.

As has been seen, the White Paper on Welfdigigtero del Lavoro, della Salute e delle
Politiche Sociali,2009), underlines the need for the preservation of social and intellectual
functions in older individuals but, once again, the family is seen as a secial centre of

the apparatus. This appears to be a serious problem as, the government does not appear to
take into account the social changes that Italy is undergoing. Social changés hawhe

real motor of adequate social and health care policies; health policies not edrinesticial

change are unnecessary and a waste of resources. The social changes that policy makers
should primarily take into consideration include, as expressed in the ligrttereabtaus

of older people today, positively and negatively. With regard to the latter, the number of
older people suffering from long-term diseases profoundly changes the scenarioeHowev
older people today specifically desire and want to have an active life assldingirahealth

allows this.

In agreement with the view taken by Goll (2010), countries on the northern side of the
Mediterranean, including ltaly are based on two pillars - one is the familythaerather is

the predominantly Christian mould of social solidarity. In the light of this,nbt surprising

that the interviews conducted revealed that the fragmentation of the family is probigan

that affects professionals (politicians and social workers) just like otder people
themselves. Next to this, there is a fact that in the Italian social landscape voluntary work has
great importance. In ltaly, it is widespread and a significant help irngody number of
problems, not only with regard to welfare but also for items such as the organization of
social and recreational activities for the young or the older. In agreentarfingings from

a study conducted in 2012stra Ricerche2011), there has been a decrease in the number
of volunteers as well as donations to non-profit sectors; this is due to a number of factors, the

most important among them being the economic crisis.
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8.2.1. Interview with professionals

In considering the outputs of the interview of the professionals, a numbebjetts should

be reminded, i.e. the growth of the older population social isolation, poveggstance of
leisure activities and Italian social structure.

On the one hand, the data collected during the interviews of the professionals (politicians and
social workers) shows a rather worrying situation with respect tetttasof the older
people in the city of Rome. On the oth#rwas consistent with what is claimed by the
literature. In some cases, politicians raised different issues in comparisorthogé
highlighted by the social workers; this is probably due to their differermoapp to the
problems of older people. Social workers have more direct contact with the individdals a
are also more involved in practical issues whitdy an important role in older people’s
wellbeing. Nevertheless, the three main themes emerging from the intervidwdoth
groups of professionals were: poverty, social isolation, and the problems érisinghe

growing number of older people.

The professionals underlingtat “poverty brings great discomfort, fear of the future and
disease” this is in accordance with what Cattel (2001) included as effects of povertjoss

of self esteem, stigma, powerlessness, lack of hope and fatalism” (p. 1501). Poverty and

social exclusion are connected and interdependent and, as a consequence, a person who is
experiencing poverty will also experience social isolation and social exclusion. Pavarty i
multifaceted concept that affects an individual completely, removing the pdgsitifili

sharing with others moments or experiences and leading to a growing legekiaf

isolation and social exclusion.

The situation of poverty which had already afflicted the older Ital@ulation, due to the

fact that pensions have reduced in value, has been exacerbated by the economic crisis (de
Belvis et al 2012). This has transformed the retired who were near the threshold of poverty,
into a situation of not being able to pay the rent and not being able to take adwdrtage

help of their children also severely affected by the economic crisis both aspects can be
reconnected to the concept of tipauvreté disqualifiantedeveloped by Paugam (2001).

One of the main consequence of the current economic situation has been the establishment of
a kind of war among the poor for the resources available, creating difficotigseen

citizens in the poorest areas, all of them on great need.

Poverty among older people is mainly due to the aging process worsened by therEuropea
and worldwide economic crisis; the pensions systems have to deal with an aging(society

there are fewer individuals contributing to the system) and, at the same timaréhéreer
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workers contributing to those systems, because of a contraction in the numbes.of job
Obviously, a decrease in the number of workers means there is a lower possibility
contributing to the system. Therefore, there is a growing number of individiasave
taking money from the system to which fewer individuals are contributing. 9wy, both
society and the social security system could collapse.

According to the statements made above about the minimization and maximization (Baltes
and Baltes, 1993) of the losses by older people, and in the light of what has beby sai
politicians and social workers, it appears clear that poverty inhibits theegses of
successful ageing. Poverty affects such a wide range of aspects of life that wheris th
severe poverty, it is impossible to deal with them effectively. From datargdttiering the
interviews it became apparent that, when talking about older people and povertyp it is n
longer possible to recognize a specific area of Rome or a socio-cultural lgrowe are
dealing with a group of individuals who have only the fact that they are older pgaople
common without other socio-demographic characteristics. Poverty affecteas| awven the

most wealthy in Rome, although clearly in a different way. Some interviewslinedeihat,

in the wealthier areas, there are pockets of poverty due to the fact thduniepi are
extensive and densely populated or there is an older population strongly attatttesitiéa

of living in the centre of the city but no longer able to afford the rigarices, while in the

less wealthier areas, the crisis is even more severe and the incomedbyiglensions is

even lower.

According to the data of the study poverty is connected to two main isgbesfirst is
housing and the other is attached to leisure activities and their importanedireshof the

older people.

Housing for all individuals is something important and it is a fundamentegquisite of
health, therefore lack of housing or difficult access to housing leads to pooh. healt
(Benezeval, Judge and Whitehead, 1995; Anderson, 1999; Dunn, 2002). The ENABLE-AGE
(2005) research, which looked at the home environment as a determinant for autonomy,
participation and wellbeing in very old age, shows that ageing at home is connebted wit
number of positive factors such as “action, identity, dignity and survival in very old age” (p.

4). Therefore, not ageing at home can have a number of problems as a consequence. The
above is aligned with the comments of a social worker interviewed, that the olden per
often decides to go into a nursing home within the city, because the seaadhoiggse at an
affordable price is impossible without moving a long way from the city amigdoi live in
satellite towns resulting in the loss of the few remaining contacts. Therdéteecollected

suggests that leaving their home drives older people to losing a number ot gspetts of
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their life such as the neighbourhood, the usual area of living and social connections, thus also

losing important aspects of wellbeing at the same time.

With respect to leisure activities and all the successful ageing processpagmdsading an
active life leads to having an healthier life in the last section of Si&e{ynski eal., 2006;
Hao, 2008). Sociakorkers underlined that many older people “have money just for the bare
necessities and sometimes not ef@anthat”. According to Huxley and Thornicroft (2003),
this leads to the enlargement of social isolation and exclusion because poler gemot
have access to a series of recreational activities due to the fattepado not have the
effectively postility of spending on ‘unnecessary’ things, as recreational activities may
appear, but according to Bygrest @l, 1996) are not

According to the interviews with professionals (politicians and soaiekevs), the general
growing needs of the older population is leading Mhaicipi to encounter difficulties in
delivering leisure or social activities to older people this because theyhhdue focus all
their resources on helping to meet the basic needs of older people (haptf@ocial and
health care assistance and so on). Professionals underlined that older peofile ask
recreational activities as a means of leaving the routine of everyddoelifad and as a way

of feeling less isolated and having the chance to form and build relationdhigds would
influence their perception of wellbeing.

All recalled data lead us to conclude that there is a clear request fronindig@uals for

social and recreational activities. Obviously, they themselves recognise dbgvities as
necessary and useful for their wellbeing as well as reconfirming fitedityv The literature
which analyses the quality of life and wellbeing as seen by the older popdatjgests this

and, in turn, this has been further confirmed by the interviews conducted.

Another aspect underlined by the professionals as one of the most serious probleing affect
the older, is social isolation. According to data collected during Part A, ssolation is

linked to a number of other themes such as the fragmentation of the familgf thessense

of community and the aforementioned sense of there being no hope for futuestimgdy,

taking into account the taxonomy set up by Nicholson (2009), it can be said that, daring t
interviews, the professionals highlighted precisely those aspects sy ahelchted by the
aforementioned scholar. The interviewees explained that older people experienced a lack of
relationships at different levels - no meaningful relationships, few relationships and no
relationships at all. The real possibility of having relationships decreaseage, an older

person can experience increasing difficulties in reaching veliegr{ Anzianior friends’
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homes, for instance), and therefore, their social isolation increases in tinigngRist
embodied in the facts as an exit from the production cycle, and this is one of the etdments
the social isolation of the older. In comments on interviews with the participantsill see

that the leaving the production cycle has a strong recoil and gtisialusof the decision to

join theCentri Anzianireal centre of aggregation.

In a country such as ltaly, where the support given by the family is fundamentahéhd,

few years ago, probably diluted the social isolation of older people often hatmahected

with older age, family fragmentation is having a very strong impact. The famitglian
society is an informal social network that, as explained above, has served to gyatest
almost every social problem. Notwithstanding the foregoing, it should be noted that the same
professionals insisted that when the family exidtss essentidlas informal support (from

both side, i.e. for children for the role of grandparents and for the older people as help).
According to Tomassiniet al, 2007),both informal and formal support is a “key dimension

of wellbeing in later life” (p.846) and the authors identify informal support as including:

social embedding, emotional assistance and instrumental assistance. Older peapfe in |
have a family-based culture, and older Italian individuals have spent their whole life
imagining their future as older people surrounded by children and grandchildren. Bordone
(2009) said “in strong family system, children provide support to their older parents” (p.

362) therefore it is hard to accept the situation that is now occurringndetaddiscomfort

and sadness.

In addition to the sadness of this situation, this fragmentation has a strong anpthet
management of older people by and within the Italian health and welfare system. e fam
breakdown is a huge problem which professionals felt strongly, and is probably thee to t
fact that the health care of older people in Italy was almost completelgatedl to the
family, both for purely economic and eminently cultural reasons. Currentiyrémeatic rise

in the number of older people and older people with diseases that have a very long course

has confronted both politicians and health and social care services with huge problems.

As far as the loss of sense of community is concerned, this issue is connihtédew
problems of evictions, in agreement with the data gathered, the loss of housindphésca
effect, because older people are having to seek a home far from their rootse dad t
things (the neighbourhood, for instance) which gave them security. Furthermore)aas Dal
Zuanna (2001) underlined, in Italian culture, especially in the Centre and Southypof Ital
children live with their parents longer with respect to other European natidrihis favours
family ties; losing their house means losing their family and their frieDldier people lose
family ties, they lose their points of reference, and social workers emphasezéatt that

many older people do not have any kind of relationship, and there is a growing raimber
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older people who confess that they do not speak to anyone for weeks, in additiam to
disease excludes even more. In agreement with the views expressed during the interviews
with social workers, if an older person falls ill, especially with amomicable disease such

as influenza or a gastrointestinal problem, they cannot rely on their peldrsd of fear of

falling ill themselves keeps friends away; it is a sort of social egoisenndieied by the fear

of losing independence so those who become ill will, in many cases, experiencesaren

in social isolation. This is confirmed by the views expressed by Victor and colleagues (2005)
that living alone, being alone and social isolation are concepts that overlap. A banal
influenza experienced by an older individual who lives alone increases or raises other

elements of social isolation such as the loss of independency or social support from peers.

The data recalled above suggests that the hegdtius of older people is a cause and
consequence of their social isolation. Older people with poor health cannot go out and have
contacts, so older, ill individuals suffer from double isolation - from the@rs and because

of the iliness, social isolation undermines their health (Figure 8.1).

POOR SOCIAL
HEALTH ISOLATION

Figure 8.1 Connection between poor health and social isolation

Those who are less educated and often the poorest do not have the opportunitydo recei
input from the outside and isolate themselves more and more because they beconte unable
identify their needs, and ask for help. In the light of data recalled hetesamsidering that
there is general agreement in the literature (Fratigkordl, 2000; Akbaralyet al, 2009

that social isolation in old age has been associated with the risk of devetwgnia decline

and memory loss problems, social isolation leads to a whole series of iropEcttat are

relevant to public health, social care and health promotion.
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A problem that is affecting more and more people is the phenomenon of soJeathettss

at home’ (e.g. people of people living like down-and-outs in their own homes) in the absence
of any family ties or contacts with neighbours. These once sporadic casesvarereasing

and are a real submerged need and mean that older people lack the sense of cahanhunity
was still very strong present in the socio-cultural circumstances of otden$ until 20
years ago.

The third theme underlined by professionals is the high number of older and attlest
people in the city of Rome. As Bernard (2000) points out the lengthening ofdifis to a
number of problems connected with the economy of a country, such as pension provision

and spending on health and social care.

Aging of the population has lede factoto a completely new situation, namelyeth
coexistence of three-four generations at a time - great grandparents, grasdparent
children/parents and grandchildren. In particular, attention is focused on the children of
grandparents, defined by literature as ts@ndwich generatiérbecause they have to take
care of older relatives and are themselves parents of adults who are atstysaffected by

the economic crisis. The interviews detected that this generation is crushed leygieofv
responsibility caused by the economic crisis and the poor quality of life.

As mentioned previously, this new scenario could be thought to be beneficial for older
individuals as there are more people who can take care of them. However, data steows qu
clearly that this situation leads to a huge number of problems in Italy. As hasddgethe
country has traditionally delegated the organization and development of care and support for
the most vulnerable (disabled and older people) to the family. In the past, thedantd

deal with this duty but, nowadays, social changes make it very difficulfabiijies do not

exist anymore and older, chronically sick individuals can be ill for a very lorgttierefore

it is much more difficult to take care of them. The enormous number of problems which have
to be addressed by the family becomes a highly complex situation for everyones(packent
children) and, as a consequence, all these players have poor quality of life and wellbeing.
Older children, as said by a social worker “no longer have either the physical or economic

strength to help old parents”. The lengthening of life has led to a lengthening of the needs of

this section of the population, and the funds available to governments for the support of older
people are effectively drained by the needs related to health, nursing care and\s@on

consequence there is a complete lack of money to fulfil other needs, suclo@mtheation
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of recreational activities, so necessary for individuals, especialieyf @are close to falling

into social isolation and related problems.

The issues raised by the professionals interviewed reflect the concerns of European and
worldwide for this section of the population. It is particularly intengstio discover that

those who take care of older people understand the strong power of leisure activities as a tool
for improving their quality of life and wellbeing, not only in response to the reqoksider

people as relatl by a social worker, “they will do any kind of activity to avoid loneliness”,

but in recognising that culture can function as an intervention for health promotion.

8.2.2. Interviews of older people

The interview with the older people included an overview of their entire lifasked about

the role and importanaaf music and singing in their lives in the past and currently as well
as a section which is related to their daily occupations. The objectivéoveamluate the
importance of music in their old age and also in their lives, and discoveraviyiaical day

of an older lItalian individual is in various areas of Rome. The nibgjof respondents were
between 70 and 79 years, female, and divided between people living with partners and

people living alone; the level of education was quite low.

Older people interviewed were more than happy to participate in the interviews, hlthoug
they tended to go off topic and wanted to communicate their life story beyond the role
music. The impression of the author was a strong need to communicate hdgtthal@ast

lives (famine, war, poverty) and the problems of their current lives (spoudbs wi
Alzheimer's disease and its consequences on daily life, children jobless or sick, ethis For
reason, the interview was much more emotionally moving beyond what they just said about

their musical experiences during their lives.

Older people’s everyday life

As for dayto-day living, they divided their life between the home and related occupations,
following the strong Italian culture to go to market every day to shopeephre the meal

and also visit theCentri Anziani.As far as the modulating factors are concerned, three are
most prominent: a higher level of education, the age group (the younger compared with the
oldest) and socio-economic area. Data suggests that these three subgroups show a greater
openness to different activities during the day and are not confined to the nastowf t
cleaning the home, preparing meals and visiting@etro AnzianiIn addition they become
involved in wider leisure activities including going out to the cinematrineand concerts

and have relationship with relatives (i.e. grandchildren). Furthermore, tlEscdafirms
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what was said before with respect to the fact that the less wealthy armdilested sections

of the older population have less possibility of accessing stimulating leisure activities.

With regard to the lives of the older respondents, it is interesting to note ehglagéd by

the Centro Anzianiin their lives, and other modulating factors with respect to how they
spend their days. Thegentri (in which there are two main occupations, i.e., the card game
and the dance, twice a week) are a real focal point in the lives of oldee remaluse they
give them the chance to access a range of free activities (inde@dritre Anzianiorganize
other activities such as little trips around Rome or computer lectures) anithiygeers of

the same are&entri Anzianiare easily accessible, often very close to public transport and

cover all Rome, eaddunicipio having a variable number Gentri Anziani

The reasons that lead older people to rely on Centri Anziani, in accordancthevitdata
collected during Part A, are varied but the main one is the loss of a sense of communit
resulting from societal changes and the lack of the so-called good neighborhodtlas we
retirement. The loss of the friends of a lifetime and the perceived need to havesnews i
definitely important. Nevertheless, the interviewees underlined that it wasadkeof
purpose after retirement that was the fundamental driving force that broughtahgo to

theCentro Anziani

Most of the women interviewed pointed out that the main reason for going etiteo

Anziani was to avoid the loneliness and depression that was growing in their spouses.
Furthermore, a good number of older people interviewed said they went ©etite

Anziani not so much for the game of cards (one of the main activities offered) dw t
something spefically but “just to be there” or to watch television with someone rather than

at home alone. In general, women over the age of 75 have never worked outside the home,
especially the less educated; many were housewives or seamstresses buhdhealisrine
context, therefore they feel the effect of retirement less. The same cannat lfer saén

who, with retirement, lose a huge slice of wellbeing, especially if they mavdeveloped

any hobbies or other resources during their lifetime. As mentioned above, beygudeye
economic issues, retirement is a real watershed between adulthood and old age, a person
enters the older population not so much because of an age threshold but through their legal
statusbecause he/she is retired. Interviews demonstrated the psychological power of the
moment. The lack of wellbeing of their partners felt by the women interviewedagnized

by Drentea (2002) who says that “retirement is associated with lower sense of wellbeing” (p.

169).
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Starting from the fact that th@entri Anzianiis nearly completely for free and is really a
source of recreation for older individuals, it is important to underliaerttost of the people
attending it have a very low level of education and do not have many other resources for
their spare time. All data collected during the interview allowed usytohsd those who are
slightly better educated are interested and involved in other activities, andigoQentri
Anziani less often. Professionals claim that the more educated people are, the migre lik
they are able to enjoy leisure activities; further, they reported it waer das the most
educated people to have and share common interests and therefore have moreigmss$ibilit
building friendships.

One aspect that should not be overlooked in the analysis of the useCafrtne Anzianiby

older people is that they are directly supervised by a President and a group of advisers. These
figures are proposed and voted for by older people withilCdmro Anziani This aspect is

very important because it contributes more to the quality of life for men trawdmen.

Men are, theefore, involved in ‘managerial’ roles, where they can find overall satisfaction

and self-fulfillment that certainly have an impact on their wellbeing. agiees with what a
politician stressed during their interview on the fact that older people have atiliedio

spend, time that should be occupied in a useful and effective way, so the existémee of
Centri Anziani is crucial. What kind of social offer would the older economically
disadvantaged/poor have if t@entro Anzianiwere missing? The question is not trivial, but
essential, because it leads to further reflection - not all older go@oplinvolved irCentri

Anziani, probably because a number of them are able to develop interests and carry out a
range of activities outside something organized by the institutions. OtHersane cut off

from Centro Anzianj do not have the financial ability to deal with unnecessary expenses, so

they are dangerously close to possible social isolation and loneliness and their consequences.

Older people’s interest in music and singing during life

The data gathered suggests that most of the older people had generatigd emjisic during

their life and, at times, music had been more important than at others, dnih{isio music

is an important aspect of their whole life. The radio was and is the main mode of use; it is the
cheapest, most accessible and easiest to use (television must be watched vetule trdyr
listened to). The family has had major importance in introducing music,imbattaking it

known and also in cultivating this interest, more between parents and children thaenbetwe

brothers and sisters.

The house was where music was most commonly listened to. The sample remembers the

family staying together in front of the radio, or with a relative who couldnstan
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instrument; the memory is experienced in a different way as, for some, théhne is
enthusiasm of the story, while others prefer to record the fact, but do rosigeet details,
probably because this brings sadness. Once again, the family is the main ‘venue’ for the
enjoyment of music, determined by the historical moments to which they referveel] as

the economic condition. Th@come area is the most modulating variable with respect to
childhood and adolescence; participants from the lower income areas were/ltiloosad a
rarer but simpler approach to music (father or mother who played some simple instyuments

While all interviewees saw music as important in their lives, an exceptiothe/geriod of
adulthood, where most of the sample reported not being interested in music at that time
because they were too busy ‘living’, that is, too absorbed by everyday life and work. The

data displays that this is practically a commonplace throughout the sample avenimet

when it is divided by education level, age, except for participants who belohg todre
economically advantaged area. Therefore, the data allows us to conclude that individuals
from those areas probably had time, money and even a psychological condition af greate
security to enjoy music, while those living in a more disadvantaged areasowéneolved

in everyday problems to have had the opportunity and time for listening to music.

According to the results displayed above, during adulthood, some among the less educated
and those from economically disadvantaged areas declared they drew benefit from music
while working while none of those who belongs to wealthreas and/or with a higher level

of education did. This may reflect the fact that musio lbe used as company during a
manual job in which mental activity is less important. In addition, musisomething
completely separate from the professional life for those with higherslefetducation or

who are living in wealthier areas, probably something that they enghyrdg their spare

time after job hours.

This reflects what has been said above when respondents were amazed by the question raised
by the author with respect to their musical experiences in childhood. The most common
response was “What on earth are you going on about? | sweated my guts out let alone even
thinking about music!” This kind of answer implies that music is perceived as something
distant and elitist for a small audience who can afford it, both from the moréessd
educated. However, once participants had understood the meaning and content of the
question, they were much more keen on answering and they realized that they had a
relationship with the music on many different levels (father or brother who saadlg who

played the guitar, a band of the country, a kind of story-teller, and so on) andaghtsuev

since childhood.
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The perception of loneliness experienced by participants was evident when theaskeate

with whom they listened to music in the older section of life. Durirgyfirst three steps of

life, i.e. childhood, adolescence and adulthood, the sample claims to have enjoyed music
with someone. In childhood, more with the family of origin, in adolescence antkiyf and

friends and, into adulthood, with their family, partner, while in older age, 27 people out of 40
state ‘alone.” Two elements are evident - music is very important in old age, and this is in
line with previous literature (Cohen, 2009; Flowers and Murphy, 2001) and when
participants return home after tGentri Anzianj they are alone.

The data gathered suggests that singing is an activity that involved fewer ersahing

the lifetime. They had been present in childhood and adolescence but it wasaihsent in
adulthood and in the older section of life. The respondents were not ablee tangwers
regarding adulthood, while, as regards old age, they did not answer, partly beegwser¢h
tired by the interview and partly because they thought that they had nothig fthe less
educated group is the one that was most involved in singing during childhood; thisis agai
correlated with what has been said above. The socio-economic condition is a rezddlly cr
aspect - during adolescence they claimed that they did not sing, this was elpsiuik to

the fact that they were probably already engaged in work, once primary education had ended.

According to what was said during the interviews, one element that wasnlgertai
instrumental in involving a large number of participants during childhood and adolescence in
singing was the so-calléérascist Saturddy As indicated above, this was set up by Benito
Mussolini through Royal Decree Law 1010 of 20 June 1935.

The groups were closely connected with schools, where activities took place aadwtinys

the more educated and older people cited the Fascist Saturday as a time when they used to
sing while it is not even mentioned by those with a lower level of educatigouager than

75 for obvious age related reasons.

It is quite difficult assess what the thinking of the sample was vépect to that
experience; they probably had mixed feelings, on one side they remembered the experience
with pleasure and, at the same time, they are now perfectly aware of the hidden raganing

the Fascist Saturday and they feel irritation to some extent. Generally spedddng, t
compulsion underlying the Fascist Saturday does not diminish the pleasure withhesieh t
moments are remembered by the respondents. Some showed genuine enthusiasm at the
memory, and a possible interpretation for this could be based on the taittwha a fun
opportunity in a world and time where there were few opportunities to have enjoyment. T

is reflected by the fact that none of those belonging to the group of wealthés went to

the Fascist Saturday and the fact they claim to have sung occasionally. This abtbdiean
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fact that may be those living in the more advantaged areas have, for the main, more
opportunities to enjoy leisure activities compared with the those belonging teshe |

advantaged areas.

Older people’s interest in music and singing at present

The main objective of going back over the life of the respondents and their musical
experiences was to evaluate the role of music and singing in their life and ageald
Childhood, adolescence, adulthood and old age, from the yotmdiee older ones, were
retraced. During the interviews, it was interesting to note that a lamgeortion of
respondents did not initially understand what the author meant by listeningsic; many

of them replied that, given the economic condition of the family, they did notduenacts

with music until the arrival of television or, for the younger peopliéngroups, the record
player. The author’s intention was to identify every type of musical experience even within
the family from an uncle or father who used to sing. This leads the author tohimkusic

is probably still perceived as something cultured and expensive and not as free &wod easy
use and a tool which can be used by everybody to fill time or generate good moments.

Music currently plays a vital role in the lives of older people in the light of tfeecddiected.

It is certainly one of the tools they use to provide a sense of company. Mbsnhogaid
they used the radio, which is a means of easy access and is not expensiisteraad to
music every day. Many older people also use television both as compastyntooli‘some
voices” and declared that “My television is switckd on all day lony. Even compared to the
time when music is enjoyedt, is interesting to note the fact that exactly half of the sample
claim to hear music ‘when I have time” implying an activity which is usual, customary, and
used with the clear intent to occupy the time pleasantly. Remarkably, theldat @ to
say that the function of music is, as said before, to company effect, the majotitg
interviewed claims that just switch on the radio in order to listen mugjainAthe least
educated and those from the less wealthy areas are those who listen to osisandn
again, this is probably due to the absence of other stimuli, such as reading arbook
watching a film, or outputs (which as we have seen before are the prerogativeefvho

are more educated or who are living in wealthier areas

As a result of this, it is not surprising that the less educated older mEmbédee that music

is more important to them now than in the past. From this point of vieswety interesting

to consider how life might have been an effect on the perception and need for music.
According to the data, a possible interpretation is that the less educated oldervaidopl

have done an harder work, less intellectual and more physical, it is possilileshgrt of
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the interviewees enjoy moments of relaxation and personal joy of enjoying musis that

nearly for free (radio).

Listening to music is particularly associated with old age because it is atyabi can be
carried out even in conditions of poor health, as stated by Cohen, Bailey and N2R32n (

In addition, the opinions reported in the interviews are in line with what waeslured by

the above mentioned authors, namely that older people love music, listen to it every day and
see music as an important thing. Furthermore, the majority of the respondents esdphasiz
that music now has an even more significant role due to the flexibilifyeomedia, which

can be used by anyone, even in contexts of poverty.

To sum up, all the data allowed us to say that it is very important for resuertd have
musicascompany, a voice, claiming to accept what is played by the radio, especially the less
educated, without making a specific choice. Music is not strongly connedtesiimod but

is something that goes beyond, it is probably a need to feel surrounded by something and
certainly a way to avoid the silence of the house. More than half of the sampleddo

music is more important now than in the past.

Listening to music has a greater impact on older respondents compared to singing. This is
due to the fact that listening is an activity that is less physicallglving and can make

some people feel less vulnerable, while singing is an activity which puts you in the front line.
Most of the interviewed declared that they did not sing, and the older people rolgd it
completely. The complex of not knowing singing and being out of tune, carried forward
from childhood, leads the majority of respondents to say that they prefer thee Eagaiity

of listening to music compared with singing. Among the few who expressed a preferenc
singing there was a gentleman who said: “I always sing to myself through anger, to drive

away he bad thoughts, to have fun, but what would life be without singing?”

The statement about the sample being very excited about taking part in the singing
experience is strongly connected with all the data collected during interviessciai
workers and politicians and in sharp contrast with the results related to singitgy fabi
connection with the desire for participation and involvement in recreatiomdgtiastfound

and witnessed by social workers and politicians proves to be real as shown by theoanswer
participation in the study. Only 3 out of 40 people surveyed rejected the propogal37

although with different reservations accepted willingly.

There are a number of elements that play a key role in choosing whether or not o sing

personal attitudes, past experiences, culture, although these are certainhe moain
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aspects. Research conducted by Chong (2010) was taken into account during the
development of Part A; in his research the author estimates that there are a atimber
obstacles to singing and that not everyone has the desire to sing. As discussediyprevious
singing has a very intimate dimension. For this reason, the question about thassady
possible experience was made hypothetically so that no-one felt that their answer was forced.
According to the findings of the pilot session, it can be stated much relieiyhmavthe

offer, i.e. proposing the activity and make it known to participants.

A strong limit to the interviews carried out with the older people is tmadst all of them
were found at theCentri Anzianj so the older people were more or less in a context of
inclusion, although this was not so evident from the interyieavel considering the
overwhelming weight that th@entri Anzianihas in their lives it is possible to determine that
when an individual with socio-demographic characteristics similar to thos¢heof
respondents may not be able to go toGeatri Anzianiis automatically excluded and then

he/she lives in social isolation.

In the light of what we have seen so far, the results tell us thatathesof older people who

do not have strong economic resources and a solid family is very fragite froot a
physical point of view as well as social and mental health. This is well sadpoy the
general agreement of literature which indicates that the same elements lead to reduced
wellbeing and loneliness in the older population. The enthusiasm shown by both the
professionals and older people when singing groups were mentioned demonstrated the nee
expressed and unexpressed of the Roman population for interventions aimed at the
development and improvement of wellbeing. The interest in music was demonstraiéd by
the data collected in Part where music has a vital role in these individuals’ lives now and
although to a lesser extent in the past, as well as by professionals who, for exaumgle,

that older people are ready to co-finance musicians during dancing sesg<iemnsrirAnziani

just to have the opportunity of hearing live music rather than from a CD player.

8.2.3. Pilot sessions

The pilot sessions were used to assess a variety of aspects of cigaaizdtresponse from
users, and they served to confirm the interest in getting involved in recedadicivity
noted during the interviews with older people. Participants in these sessiats teé
sample of interviews with respect to the level of education, age and female géwdenly

difference is that, in the pilot sessions, the sample mainly cedsiSpeople who live alone.
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The most interesting aspect consists of the answers to direct questions on singing and is
linked to the two-hour experience. In relation to their current life, the sampthein
interviews reported a lack of interest in singing, but after having the topigrto sing, the
participants discovered a new world. The manifest enthusiasm from the sample canrbe dr
from the affirmative ansevs to more than one question (‘have you enjoyed the sessipido

you think singing is enjoyable ‘would you be interested in taking part in this kind of
activity every week if it was possibi)e

Beyond the clear interest in the type of activity that also refledtat was said in the
interviews of professionals who were certain that the initiative would be sudcabsf

sample indirectly reaffirmed, during the pilot sessions, in the light of thectad data the

need for company and involvement in activities that potentially involve moreipartis;

they are probably less interested in solitary activities that could be carried on at hmig. T

shown quite clearly because the sample indicated “sharing moments with others” as one of

the most enjoyable aspects of the experience. Furthermore, they indicated mainly positive
emotions such as happiness, serenity, involvement and sadness because the session had
terminated connected with the experience during and after. The pilot session provided a
reliable foundation for developing the main singing groups, the focus of the following

chapters.

8.2.4. Conclusion

A number of conclusions can be drawn from the data collected during this first plaet of
research. The aim was to discover thatusof older people. A significant limit of the
interviews carried out with the participants is the fact that almost all waréucted at
Centri Anzianj which means that the participants were more or less in a context of inclusion.
The data suggests that older people who cannoGjeitiri Anzianican fall in a condition of
social isolation in the light of the fact thatder people’s life is made up by very few
elements (home care, go to the market, prepare meals and goCertineAnzian) among

which spending time in this facility is the main.

The data from the interviews shows that retirement is a key moment in indiviidal
moving out of the production cycle has a strong backlash and is the reason for the decision to
join the Centri Anzianias a real centre of aggregation. The fear of losing independence or
social contacts is palpable, as soon as they feel they are no longer able to have soci
contacts they look for solutions.

According to the data collected during PART A, music has a great importatiee life of

the older because it evokes memories and distracts from bad thoughts anthegines
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company. Older people do not choose the music they listen to, most of them seehéo use
radio and accept what the radio plays; the use of radio or television as a form of
companionship, to listen to voices in the house, is still a very strong signaltotieaind

social isolation, where music replaces the voiceamafl§, partner and life ‘before’. Singing

had played a part in the lives of older people primarily during childhood and adolescence and
was not a part of their lives as adult or older people. Once older peoplechappbrtunity

to experience group singing, however, there was considerable enthusiasmafat they
expressed a willingness to take part regularly.

8.3. Part B

8.3.1. Introduction

This chapter will discuss the results of Part B, i.e. all the results afrsingthe singing
groups during the 6 months of the experience, collected using a mixed method approach of
observation, standardized questionnaires, questionnaire devised for the purpagecasd
group. The aim of Part B was to establish the hesthltusof older individuals and the
effects of this kind of experience on a group of people who still live in soagective
participants. The specific objectives of Part B were:

e To assess participants’ reactions and their perceived wellbeing before and after the

experience of regular group singing, and after 3 months of follow up period.
e To assess issues of organization, repertoire and delivery in terms of effectiveness and

transferability and their differences with the English experience.

Initially, and recalling what has been underlined in the literature review, chsaarsinging

and older people has lead to similar results and this study is mainly consigternihe
literature mentioned above. The data gathered to assess thesheakhquality of life and
wellbeing of the participants in the singing group had a twofold objectivecne hand to
assess the effects that the experience of singing had on participants and, on the other,
compare these results with those of the study carried out in England witmibensasures
(Coultonet al, in presy The purpose of the focus group was to assess the experience of the
older people during the study and to identify any significant issues w#pect to

introducing the English model in Rome.

The primary objective of the observation of the singing sessions was to evdieate t
behaviour and how much participants effectively took part during the experience. The

sample, as indicated above, was recruited thr@@gyhiri Anzianiand was, therefore, made
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up of individuals who were able to reach the venues either on foot or using pariodrt.
The older people recruited for the research were without cognitive problems. Tiile sam

certainly be defined as being made up of high functioning older individuals.

8.3.2. Discussion of observation results

Four main results are highlighted by the systematic observation of the sessions:
e The level of attention to the instructions given by the musicians increasechwith t
sessions,
e Songs generally aroused positive reactions from the sample,
o Traditional songs attracted greater participation,
e The majority of the songs induced the sample to make comments and observations

after the performance.

The data collected during the observation sessions revealed a number of substantial
suggestions. First, participation often started quite timidly but saw an incirase
involvement and participation over time. This was particularly true fonpg S and F but

was less naoticeable in group T. This is probably due to the fact that, the prex@wughis

group was involved in a number of seminars focused on music education and, for this reason,
they were able to enjoy the experience more right from the start; dkigaivly evident from

the beginning of the singing sessions and interviews. The people interviewed inghae

were those who understood the intent of the interview better and answered ire a mor
engaging way during the actual interviews; further, almost the wholgraafp T were
interviewed during Part A. In addition, compared to the other two venuesenine where

group T met provides a support structure for older people aswicalled multi-service
centre, in the morning, the centre is focused on carrying out practical iestigihd
bureaucracy as well as directing older people to the correct social and healthciiye f

and then during the afternoon, it offers some recreational activities.

Group S was the one with the largest number of participants and in which mevas
difficult to maintain concentration. The group size was beneficial from thme pbview of

sound (a larger group produces more sound) but was much more complicated to handle for
both directors and the author in terms of the explanation of issues relaheddompletion

of the questionnaires, for instance. In the bar chart displaying the average Vlalues o
observation for Group S (Figure 7.1) the starting values are low and increasgner
Group S detaches quite significantly from the other two greugs evaluation of the graph
which shows comparison between the average values for the three venues over six
observations (Figure 7.4) clearly indicate that the groups F and T havelar sihemnd

(except for the beginning).
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The trend of the aforementioned groups decreases during the third observation, which is
equivalent to the sixth session i.e. half way through. It is difficult to asskg there was
this decline, a possible explanation could be weariness on the part ofttbipguais. What
was lacking was not so much attention, understood as listening to informgatgmnby the
directors, but participation which declined slightly. During the sessiGroup T sang fewer
songs because it was the group that most requested and/or agreed to repeatharsoitg
was not going well; this aspect also proved to be a difference in approach among groups,
this, too, is probably connected with the experience on music education.
Despite some substantial differences in the behaviour of the groups ashiéghigove the
data allowed us to say that there is a clear common level of joy and canidene of the
songs ‘was passed over in silericevery song merited a story, an anecdote or a comment
from the participants, as well as a lot of questions being asked. Intenrestivegbjuestions
raised in a session quite often became a topic of discussion in thef agxarticipant raised
a question about a song or showed curiosity in it, the following week another patticipan
gave the information or brought the question up again. All this data shows thayrfo
participants, the benefit of a session had lasting effects during the whele and the
interest of participants during the session leads to two main reflections:

e The songs were closely connected wishticipants’ own personal stories areloke

a number of memories and anecdotes about their lives;
e Participants had a need to communicate with others in the group and to telueir o

stories.

There was clear evidence, according to data collected during obsengttitives need to
communicate notmdy through their behaviour as ‘singers’, through their participation, but

they also wanted to be leaders in their entirety during the sessions. Alldbissistent with

the fact that all of the songs (except one of which will be descréted lgenerated positive
comments. This underlines to what extent all of the songs were full of meaning, being part of
their lifetime story as they carried historical connotations or veopgtmemoriesrom the

past. Positive emotions, maybe melancholy, but in a very positive way, a positiveeattitud

and joy.

Only one song was not accepted by the sample. It is important to emphasize that the songs
sung by the Italian group were the songs of their youth, some were traditionablfstr
connected with the area) but not childish songs or old lullabies, this chiagceontinued in

the light of what was deduced during interviews. Returning to the song not acceisted, th

was a Christmas song and was the only one that raised concerns being definee thamor
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one participant ‘as childish/infantile’. Again with respect to the repertoire, data gathered
clearly testified that the songs that had the greatest impact are generally those ‘about” Rome

and the “Va’ Pensiero”. Participants developed a high level of self-esteem because thé&a’
Pensierd is one of the best known choruses in Italy and, of course, all participants knew that
it was written by Giuseppe Verdi. This gave them, on one hand, respect and awetard, on
other, a sense of fulfilment and self-esteem when they discovered they were able to sing such
an important and challenging song. This finding lines up with theatlire “singing is a
means for both self expression and fulfilment” (Zanini and Leao, 2006 p. 1).

One aspect that should certainly be taken into account is the pride of the Roméneres ci

of Rome. They are very proud of their city and being part of that area.idtal country
where belonging to a village/town/province, and so on, rabae being ‘Italian’, and pride

in being ‘Milanese’, ‘Roman’ or ‘Umbrian’ is still strongly felt. This is due to historical
reasons; the unification of Italy dates back to less than 200 years ago whetds®ihef

the area dates back thousands of years. This is to stress an individual socio-aspectl

that was important during the research.

“Arrivederci Romé& and “Roma non fa’ la stupida ’sta sera” are songs that have become part
of the Roman tradition, but only date back to the late 1950saahd1960s (as well as “Nel
blu dipinto di bld’, better known as “Volare’). Of course, these are connected with their
youth and a nostalgia effect/memory which contributed to generating high ifteraghe
participants who sang with great delight.

Certainly the data of the observations shows a high degree of participati@mjagchent by

the sample. There was a growing awareness and desire to improve the quality of their
singing, which could certainly not be seen at the beginning, or existed very suprficial
especially in group F. For the most part, the songs chosen were lyrical, expressive

and emotional. Some (such as the “Va’ Pensiero”) also have historical significance,
especially for the target group. In the light of the spontaneous comments gathered from
participants during the break or made after the performance, it is oenbédnisible that
nearly all the songs aroused a huge number and variety of feelings such as joy and
melancholy but also memories and fun. In the end, it is interesting to note teavérerno

major differences in the reactions among the three groups. There was agreematetrestd i

in the same songs from all groups, demonstrating that the songs were so emotiomay that

were not likely to generate different reactions.
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8.3.3. Questionnaires

First of all, the results of the questionnaires provide an indication abouwdffeénts of
participation in singing sessions. There were two statistically signifiezsults in three
items in the two periods (baseline and end-of-singing and baseline and follow up), and a
series of results which are not statistically significant but give arcdtidn of general
improvement in participants of wellbeing and health. The sample mainly @hw$t
women, with a prevalence of the 70-80 age group, half of whom lived alone while ¢he oth
half lived with someone (partner or children); they generally have a lowdéeslucation.
The fact that the sample is mainly women is because, in general, women aratsrested

in attending both éntri Anzianiand taking part in the activities. The survey carried out in
Part A of the research shows that tentri Anzianiare attended by both genders, but,
however, women are actively involved in many activities while men tend tocptag and

have little involvement and/or participation in activities.

As has been seen in the results, there is a general correlation among the items analysed of the
EQ-5D-3L and York SF-12 with the exception of the values of MCS and PCS. This is
detectable, especially in the second questionnaire (end of singing), in compétisdine

third questionnaire (follow up) where there is a low correlation (however ggnaualtive).

This is mainly due to two reasons - on the one hand, the first two questionnaiees we
completed during the experience, while the third was completed three months later, so
perhaps the attention of participants had fallen. In addition, the third quest® was
completed by the T group in mid-July 2012 when there were very high temperatures i
Rome and participants proved to be very tired due to the lack of sleep, thentdetie

general discomfort that they felt.

Before embarking on the discussion of the results of the standardized questicamdhittes
more gualitative ones on the agreement of the experience, it is important to estatuat
results of the two questionnaires on the hestithiusof participants at baseline, and which
was the starting point. Although the sample was smaller, it is interestingté¢ that the
results are similar to those of another study conductedhttalian population (Savoiet al,
2006) with the same version of the EQ-5D-3L andSRkel2 questionnaires, although not in
the York version. The results are shown for groups of age, gender, occupation, educational
level and maritastatus(Savoiaet al, 2006.

In the Italian study (Savoiet al, 2006) all ages are anadgb(n=1.622). However the most
important values to analyse to compare the two set of results are those &f ipet#
following age groups: 65-74 (n= 205) and over 75 (n=173). As far as the EQ-5D{BL tari
and thermometer are concerned, the values are quite similar 0.71 for thishreseh0.80
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for the younger people of the study analysed and 0.70 for the older in EQ-5D{BLfdari
the thermometer the results were 7@.®ur research, and 74/68 for the younger and older

people of the Savoia and colleagues (30686earch (Table 8.1).

In order to compare properly the two studies, although the sample is lower than 100
individuals, the percentage of participants that answered they had moderate or severe
problems with respect to that item is reported in Table 8.1. In the diffenenters for EQ-
5D-3L, the situation is quite similar, especially for questions 1, 3 and|B faniquestion 2
(self-care) in our research, the sample had a considerably better staaith Only 1
participant out of 45 (2.2%) answered that they had moderate or severe profilesaif-

care while, in Savoia and colleagues (2006) study, the people who answered with moderate
or severe problems with self-care are respectively 2.6% for the young@d &9d for the

older part of the Savoia samplet @l, 2006). At the same time, the sample of our research
was considerably worse for question 4 where 68.9% (31 out 45) answered that they have
moderate or severe problems with pain and discomfort while this percentagaesdedie

59% for the younger and 67% for the older of the Saamidacolleagues (2006) study (Table

8.1). Regarding SF12, a different pattern for PCS and MCS can be observed. While PCS is
always lower than that of the study analysed - 38.9 in our research and 46.1 andi#.4 in
study analysed, MCS is always higher - 50.2 in current study and 47.4 and 45.8tirdthe
analysed (Table 8)1

Table 8.1 Comparison of the resultsfor an Italian sample (Savoia et al., 2006) and the

current study

ltem Current study Savoiaet al, Savoiaet al,
baseline 2006 65-74 2006 >75
(n=45) (n=205) (n=173)
EQ5-3D tariff 0.71 0.80 0.70
EQ5-3D thermometer 72.6 74 68
EQ5-3D Mobility 31.1% 21.2% 40.0%
EQ5-3D Self-Care 2.2% 2.6% 21.8%
EQ5-3D Usual Activities 22.2% 18.2% 37.3%
EQ5-3D Pain/Discomfort 68.9% 59.6% 67.3%
EQ5-3D Anxiety/Depression 46.7% 44.7% 53.3%
York SF-12 PCS 38.9 46.1 42.4
York SF-12 MCS 50.2 47.4 45.3

The results of the study presented here are also consistent with thoseBefvideand
cdleagues (2008) where the variables, among other things, are measured as the level of
education, living conditions and age using the SF-12 questionnaire in its ovigig@n. De

Belvis and colleagues (2008) show that both PCS and MCS decrease as age inmcieeases i
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larger sample. The same patterns are also shown for the educational level, which is
consistent with the results in the study presented here (Appendix 15). The ladiar{B3%

Belvis, 2008) shows how there is a linear increase, especially in MCS, with the ériareas
the level of education of the participants.

In Appendix 15, a data elaboration of Table 7.22 can be found where the results of the
questionnaire data are divided into the 3 groups and in accordance with the 3 rimain soc
demographic categories: age (before and after 75 years old), living conditmres ¢alwith
somebody) and education (up to fourteen years old and over). The younger part of the
sample shows it is generally healthier than the older part; similar values areedidseBQ-

5D -3L tariff while there are lower values for general health rating.

Considering the division according to the different groups, the one in théhisealrea

shows higher values for the thermometer than those of the entire sample. General health
rating values are similar in both the whole sample and the other two groups amhsider
Further, for the values of EQ-5D-3L in the whole sample, groups S and T have similar
values while the less advantaged group (F) has lower values (even if tleemasked

improvement which leads to the highest average at the end of the experience).

The Italian study (De Belvist al.,2008) shows how there is a linear increase, especially in
MCS, with the increase in the years of study. This is also reflected by the liatteddhere
where participants who have a low level of education also have a lower level tf iheal
comparison to the more educated, having better scores only in the general health rating.
Considering the living conditions of two samples, there is a small differenaedrethe
results because in De Belvis and colleagues (2008), people who live alone have&ver
and MCS values than those who live with someone. In our study, the patterojpdsée.
This could be explained by the fact that, although living alone, all ipentits have the
chance to/are able to meet up with friends atQhetro Anzianiwhere they go nearly every

day, as seen by the interviews.

One of the aim of the study was to have an improvement in self-perceived healttihdrom
sample and it can be said that, that considering the data (Table 7.22)sthkegeneral
improvement in almost all the variables considered. In particular, there vimpr@vement

in the thermometer and the EQ-5D-3L tariff while the PCS and MCS were equal.
Furthermore, the minimum values all increased over time. As indicated in dhsture
individuals engaging in group singing show that they have a decrease in anxiety and

depression both among people of all ages (Giaqeintd, 2006; Galest al, 2012, Sun and
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Buys (2012) and in older people (Cohenal, 2006). The results of our study are thus
aligned with those of the literature. The reduction in anxiety and depressioaryis v
significant because depression has negative effects on health and the decrease iardepressi
is one of the major objectives of the WHO (2010). There are currently 151 milligmepeo
suffering from depression and, in the projections, it is considered as a majer afaus
disability in the future. Furthermore, the fact that these two results come [hoth

guestionnaires reinforces the validity even more.

Depression in older people increases as reported by (Halvorsrud and Kalfoss,in2007
connection with rérement and, as stated in the ‘aging well’ section of the White Paper
“Healthy lives, healthy people: update and way forward” (2010), outlines the situation for

older people, emphasizing the increasing number of older people, the growing rates of
depression, and the increased prevalence of mental decline and memory loss problems.
According to the data collected during the period of singing,sardiring the intervention,

there is an improvement in the self-perceived level of anxiety and depressiahdy. are

less depressed and anxious) which was not found by the questionnaire in therpariod f
baseline to 6 months, i.e. in the follow up. This data reinforces the idahehatervention

of health promotion has a strong effect throughout the activity that proteddipes after 12
weeks, but that does not weaken the validity; it can, therefore, be said that a longer
intervention would probably have a more lasting effect.

The significant improvement during the period baseline/follow-up in the perfoemainc
‘usual activities’ is equally interesting. Data suggds that the sample perceived a sense of
general wellbeing, which is highlighted by the improvementdéaling with ‘usual
activities. The ability to carry out usual activities, which effectively means inutgrece,

has greater significance in the older population compared to younger individured
literature (Halvorsud and Kalfoss, 2007) indicates that the quality efdiifthe older
population is also influenced by the possibility of living a ‘normal’ life as nearly as possible.
Furthermore, Ryff (1989) advocated environmental mastery (the ability to edlgcti
manage one's life and the surrounding environment) and autonomy as two of the six

components of psychological wellbeing.

The above-mentioned York SF-12 and EQ-5D-3L scores discussed were calculated, using
the same algorithms as employed in the English Silver Song Club trial to ensure

comparability. For the whole English sample, the mean physical component was 39.4 and
the mean mental component 49.4. The Italian sample was slightly lower in terms of physical

wellbeing, and reported slightly higher mental wellbeing. For the total Erggisiple, the
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EQ5-3D score was 0.74 and the value for the Italian sample is 0.71, so very compaeable.
most interesting finding in comparing the two studies is that the English shayed a
significant difference between the singing and non-singing groups at three amohsins on
mental health, and after three months also on specific anxiety and depression mehsures. T
findings from the current study are similar, therefore, in showing a signifiliietence in
anxiety and depression items. Beyond the fact that the results of the questicageees
completely with those of the literature reviewed, it is of particigportance to monitor the
results of the English and Italian ones. It is interesting to note that the matiedted here

in ltaly had similar results, with a few corrections, with respethéoEnglish one and is

comparable.

8.3.4. Focus group

The results of the focus group are consistent with results highlighted bywthe t
questionnaires, observation and with literature. Moreover, the data collected Harfogus
group strengthened the positive opinion from the participants highlighting some akpects t
are not easily predictable such as the sense of freedom felt strongly anitheddsy the

sample.

Mental and physical health

Participants highlighted a general improvement in their mental wellbeing decthehg
overall, they felt more relaxed or happier, a showing that is very closeutts neported by
the literature (Clift and Hancox, 2001, Tofjok et al, 2008, Lally, 2009, Livesegt al,
2012).

Interestingly, according to the data collected, singing was an incentive dtoplieng some
activity at home which goes beyond doing house-related work, as expressed in Weninter

- for instance searching for lyrics of a song on internet both to enjasirthimg more and

also to rehearse the songs at home. This, again, is connected with whe2Q@8lydlaimed,

that being part of a singing group “has spin-off effects for people in other areas of their
lives” (p. 34). In other words, some participants develop a curiosity driven by the experience

that they would probably never have developed if they had not taken part in thisfkind
experience. This was an important achievement of this model of health promotion in the light
of the data collected during interviews where older people declared thaditheyt have

any hobbies and divided their life between staying at home and going @elve Anziani

This experience of singing therefore had a number of additional effects that were not planned

or anticipated (neither the author nor the directors pushed the participantswayaty do
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anything else outside the singing sessions). This finding also indicates a fomploetant

result which this simple activity had on so many of the older people involved.

Social relationship and camaraderie

During the focus group, older people highlighted the importance of building (ooneird)
relationships with peers and the sense of camaraderie; these aspects are both wutisistent
literature findings (Clift and Hancox 2001; Silbert 2005; Bailey and Davidson, 2005;
Tonneijck et al., 2008 Skingley and Bungay, 2010). This is also connected with social
capital - the model of health promotion analysed here can certainly be labelleddisg
social capital, i.e. it involves people with similar characteristicsoitial networks, in this
case, the connection is age.

The sense of camaraderie and the relationship with other people is an imgodaugf f
especially if connected to the fact that participants are already individhaldake part in

the life of theCentri Anziani Of course, not all were strictly connected with entri
Anziani as there are some who were only interested in dancing, for instance; nevertheless,
they were people who, apparently, did not suffer deeply from social isol@hierefore, the

fact that they underlined this aspect so strongly means that the effect ally Seolated
individuals may probably be stronger and deeper.

Self expression and fulfilment

The data shows that participants felt a strong sense of freedom in expressisgitbem
through singing. The main consideration that can be drawn from this is that gihgiaga

sense of freedom. This is connected with Tonneigkal 2008), who pointed out that
singing groups are “a platform where participants felt safe” (p.175); this safety is probably

seen by participants in the study as the chance to express themselves in a safe and free
environment, being connected with peers and not being worried about singing. This is
consistent with the study carried out by Chong (2010) who found teatf-expression’ was

the most frequently identified source of [...] satisfactign 122) among those who enjoys
singing. In addition, participants communicated happily that they were surprigbdirat
ability to sing properly and make a good sound, which aligns with what Bailey and Davidson
(2005) and also Silbert (2005) found. As seen previously in the interviewaamsgy small
number of the interviewees claimed that they sing, and the majority prefestexung to
singing. As mentioned before, they were probably ashamed, so the data confirms that
individuals probably only need an opportunity, a reason or an occasion to tryeout th
unexplored; after the experience, they were amazed by their desire to expressvéisemse

freely as well as their potential.
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The improvement in self-esteem arising from this is important. It is syraoginected with
eudamonic wellbeing as developed by Deci an@rR{2008). All the emotions reported
above are closely connected with the model of subjective wellbeing developednay in
2000; in his opinion, subjective wellbeing consists of a number of different compsnehts
as “positive affect (experiencing many pleasant emotions and moods)” (p. 34). Sarvimaki
and Stenbeck-Hult (2000) also point out that social relationships also canttibut
wellbeing, and Bauer and colleagues (2008) underlined that personal growtiglystro
connected to the desire to learn lyrics better, or curiosity about the measimggs) has an

important connection with wellbeing.

In the lightof the transferability of the model, an, important finding is that connected with
comments of the participants in the focus group who commented on the geganéation

of the experience and their impact as usérsclear indication of the success of the
experience was certainly the almost unanimous desire to have more, or longer, sessions
during the week. This is all related to the fact that the wellbeing felt froexterience was

strong and, as one participant said, “I realised how important it was for me psychologically

when it finished, | feltbetter”. The repertoire was appreciated because, as seen, it was

closely connected with the local area and selected on the basis of the inforgattiered
during Part A of the research. One of the most interesting aspects rejptreire is that

there were people who joined the singing group, although they had not taken part in the
earlier phase of the research, just because they were interested in the reperteirdsohdd
indicated that, at that time, they could sing those kind of songs. Thisendilsbussd more

extensively later where the main aspgextthe transfer are considered.

Enjoyment of experience questionnaire

In the second questionnaire (end of singing), a short questionnaire was added that aimed at
assessing what kind of impact the experience had on participants beyond the health
measures; the questions mirrored those asked during the pilot sessions. Thdledaéal co

with this brief questionnaire reinforced the idea that the experienceamagpositive for the
sample in terms of joy, pleasure and fun. The majority of the sample liked théeagper

very much, showing that they particularly enjoyed the experience of singing and would be
happy to repeat that regularly. This is re-emphasized when the questionnairg dglesd if

singing is an enjoyable activity. The results tell us that 40 people out ofdih eais very
pleasant. The aspect that they found most enjoyable was not what one might have thought,
i.e. the opportunity to share moments with other people, but singing in itapifin¢ss and
serenity are again the feelings most showed by the sample, a finding that alfgotyper

with the literature (Clift and Hancox 2001; Lally, 2009) and was highlightedhglloth
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sessions on the observations data as well as explicitly stated during the tagusRgsults
similar to those of the focus group were found again with regard to the fealing
participants on completion of the project. They felt a sense of regret because tienegpe
had come to an end as well as that of the achievement of objectives (Hillman|L2i002;
2009).

The data collected through open-ended questions, in which participants could exprass thing
other than those suggested by the questionnaire, show that the model was slyccessful
transferred, dr example: “I would not chlinge anything in the experience”. The most
interesting sentence was the one that explicitiynected health and the experience: “my

mood and my abilities have improved with this project and it is good for my health”. The
activity of singing produced wellbeing in terms of personal growth and self esteem which are
part of psychological wellbeing (Ryff 1989). There was also happiness and a positive mood,

which are important aspects of wellbeing as underlined by Diener (2000).

8.3.5. Triangulation of data Part B

As declared, a brief triangulation of the data should be carried out tahaiseedibility and

validity of the results, starting from the fact that the standardized questEsnai
observations and focus group had, as has been said, objective tchdsess participants’
reactions and their perceived wellbeing before and after the experience, rimooffhe
observation shows a sample who had an increasing trend of attention and enjoyment with a
development of interest about music and the songs sung during the experience. A great
number of positive comments during the session show a positive mood during the experience

and a growth of self esteem.

The questionnaire on the experience shows that the it was very welcome by the participant

who expressed their interest and enjoyment on several levels. According to the data,
‘Singing’ and ‘having the chance to share time moments withpeople’ were the two major

aspects of interest and enjoyment in the entire experience. Standardizezhgaiss show

a significant improvement in the level of anxiety, depression and usual activitids. téhi

focus group shows an increase in self-perceived physical and mental wellbeing, contentment
and happiness, self-worth and selfpression are associated with a sense of group

belonging.

According to the above themes emerged in all the collection of data, during, Razan be
said that there are consistent. Of course, there are some results whiciclamare focused
on health related issues rather than on mood or self-esteem or enjoyment; nevetigless, t
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is related to the themes covered by the questionnaire and not the results nfenethati

insights are strongly correlated to wellbeing. Starting from the fact thatithary objective

of the triangulation is to strengthen the results of a study, in this case, it saidtie that
triangulating data from this research will be more complementary rather than a
reinforcement. The data suggests some common themes, such as joy, lowering stress and
improved mood recorded by both the quantitative and the qualitative data, and there are
others that enrich the data rather than confirm it or that show the sameodata different

facet. The quantitative data is the one that has more strength in the scieatific Air the

same time, quantitative data are those which explain less so the qualitative data thus enriched
the quantitative data by giving an explanation of the reason (or at least giving the opportunity
to give a possible explanation) that may have created some result.

In conclusion the triangulation carried out shows that all data reveals that thegsingi
experience was well received by participants who improved their wellbeingliffesent

extent and with different points of view.

8.4. Overall discussion

Discussing the results of Parts A and B together is important becaussehech is unique
and was divided for methodological and practical reasons. It is nhow importantdcahav
discussion that connects all the results in order to give a general overviesvspfidy. The
aim of this research was to explore the effectiveness and transferability Sflter Song
Clubs model, a project which is running very successfully in the south adriehdbr older
people in a different social and cultural context, i.e. in the capital ciltalygf Rome. The
specific objectives were:

a) To gather information on and assess the situation of the older population in Italy, and
particularly Rome, both from the point of view of the older population and the
professionals involved in the care of older people,

b) To explore the meaning and role of music across the lifespan and curreoitigiof
Italian people,

C) To assess participants’ reactions and their perceived wellbeing before and after the
experience of regular group singing and after a 3 months follow-up period,

d) To assess issues of organization, repertoire and delivery in terms of effectiveness and

transferability and their differences with the English experience.

Transferring a good practice is neither easy nor obvious and, in any case, theukocab
dimensions cannot be forgotten in the process. Health promotion is a phenomenon that
should be thought of as global (WHO, 1986), therefore health promotion tools devieloped

one context must be adapted to meet the circumstances of another context, especially if an
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attempt is made to translate good ideas from one culture to another. Economiciahd so
policy and practical issues should be taken into account (Azarstinal, 2008) in
transferring a model of health promotion. According to Huff and Cline (2008), there ar
difficulties in using health promotion tools in the same country with differtmiegroups

so the difficulties in transferring from one nation to another will be even marked. Two

main aspects should be taken into account - the situation of the two coanttii®e main
features of the model. In developing the study and assessing the results, the maxim has bee
“The key is to be clear about how much change or adaptation is permissible and to record

variations in implementation” (Craig et al, 2008 p. 98P

The important element to recall in the development of the initiative was matislo how

Silver Song Clubs are organized because this was highlighted above, but who is a typical
participant in these song clubs in England. Participants in England are mainlyedqbe

over 60 with a good healttatus with socio-economic conditions which vary amongst the
different locations (i.e. small town such Dover, Folkestone or Deal in the SouttofEast
England). In some of the venues there are also participants méthtal decline and
memory loss problemsThe recruitment of the group of older people in Italy who took
part in the experience and the research was mainly driven by the above fexteps for
participants with mental decline and memory loss problems who were excluded from the
research.

Although the two nations belong to Europe they are very different in culture, sodial an
family structure and traditions. There are, however, some fundamental points in common
that justified the idea of transferring and made it possible. As a pmaliynpoint, the two
worlds, England and Italy, had one important aspect in common - an exponential growth in
the older population group, therefore, the transfer would have had a solid background i
common from this point of view. Further, older people in the English and Itabiai®xt

have a number of characteristics in common, such as poor health, loss of relatives and
partners and retirement issues. The main difference is probably in how older people conduct
their lives in the two countries, the kind of daily life they lead,uditlg the social and
historical background. What do these people expect from older age? Other elements that
should be analysed are asking whether older age is as they imagined it would be
Furthermore, while both groups are different, they certainly share the dds@réniuded in

society.

An experiment of this kind in a country that is not experiencing the same probigms

older people would not make sense. As we have seen, many problems in Italy are aggravated
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by social change (loss of the meaning of the Mediterranean family model) and not
sufficiently digested by policy which still recognises the family as iist fhealth care
stakeholder, as has been seen in the policies analysed. In the light of data gathered during
the interviews with politicians and social workers, the picture of thatgh drawn by them

is consistent with that reported in the literature with respect to this rafeolder people.
Poverty, family fragmentation, social isolation, loss of housing and landmarks armisguat

and concepts recalled in the above mentioned literature as problems that affect the
population of older people worldwide and certainly in Italy.

As has been indicated, there are a number of common denominators between England and
Italy in terms of the older population. These were significant in terntekeofundamental

idea underlying the model of health promotion and were the most important startihg poin
However, the number and type of differences could have been a problem for the

development of the model in Italy or dictated the requirement to make some adjustments.

The main problems in the development of the Silver Song Club model in Rome related to:
1) Lack of choir culture,
2) Difference between small towns and Rome,
3) Repertoire,
4) Organizational issues, mainly focused on the timetable.

1) One aspect that could have been a significant obstaclehwdisct that the “choir
culture” is less developed in Italy in comparison with England. As noted, Italy has a
greater tradition of solo singing but that of singing in a choir is mwshdeveloped.
This does not mean that there are no professional choirs but, more apigctfiat
the establishment of choirs is not as widespread at amateur leveleddéstd two
problems - firstly, suggesting this type of initiative was risky and, segotiuk
diffusion of the culture of solo singing has lead to tbectbpment of the idea of “I
can’t sing, ’m tone-deaf’. Therefore, finding out whether older Italians were
interested in the possibility of developing this health promotion model had to be
thoroughly investigated. Would the institutions react with enthusiasm? And what
about the older people?

The data of Part A suggests that the idea of getting together tavamgertainly
immediately attractive both among the professionals surveyed and the older people.
The all-round wellbeing of the older people is not recognized by policy at central
level but is, however, strongly felt at the peripheral level. The assessmtre of

condition of the older outside a purely statistical view or in large numbers il/clear
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an important aspect, as mentioned, even by politicians ofMthmcipi. Although

they do not have daily contact with older people, they recognized a greafoneed
health promotion activities that go beyond medicine and which have a valid and
sound scientific basis.

2) Another important difference that had to be taken into account was the plage wher
the model would be developed. In England, the development was in some small
towns in the South East while, in Italy, the transfer attempt would take place in a city
like Rome, the largest city in Italy. The author was well aware that Rooextainly
a very different context from small towns like Deal, Dover or Folkestortgouth
East England. In reality, this proved to be a non-issue as the division ofiRtome
19 Municipi, each with its own small ‘government’, as explained above, attenuated
this aspect. It could not be entirely deleted asMhaicipi are an internal division
and Rome is a city in its own right. Nevertheless, the mere fact thatatesome,
albeit slight, differences among thdunicipi in terms of the offer of health
promotion activities for older people was sufficient to make a distinction. The
interviews with politicians revealed that there were a number of initiatiresgted
by the individualMunicipio directed towards their residents which are not spread to
all Municipi. During the interview, politicians stressed that, in many cases, the
decision to promote one activity rather than another was related $odiwecultural
level of the inhabitants.

The division intoMunicipi and the fact of having specific socio-demographic data
on eachMunicipio was important in facilitating the development of the project.
Another assessment that would be interesting is to transfer the model to a small
Italian town, socio-demographically similar to those where SSCs were started in
England and measuring whether the results are even more similar to those of the
English study.

3) With regard to the repertoire, Part A of the research also focused on disgoveri
what could be a viable repertoire for the participants because a boring repertoi
would clearly lead to failure of the study. Despite this, the older peopkhabthey
accept what the radio offered them musically during interviews. Startingthat, it
is interesting to note that when they were asked to express a preference, they were
happy and able to do this, once again, the need by older people to feel that their
voice is heard can be seen in this. The decision to ask for a list of faveaings
during the interviews and the repetition of the same question during the pilot
sessions (as well as during the experience) was essential. During thgrmgps,
the participants stressed that the repertoire was appropriate and how much they had

enjoyed it. It was also the driving force to widen participatiorh@dinging group,
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even though these people were not included in the research because #atgh@in
singing groups in a subsequent phase, the result is that the group would be widened
by giving more people the chance to improve their hestikusand perception of

the quality of life.

4) The model was adapted with respect to the timetable. The interviewtheitider
people in Part A clearly showed what was probably the most feasible petiioel of
day. Asking the interviewees to talk about their day had a dual purposéy- tir
assess what kind of life the older people interviewed had (active vs.
inactive/isolated) and, secondly, to clarify what would be the best titine afay for
developing this experience. On this point, the Italian expegidetached sharply
from the model. In Italy, the sessions were held in the late afternoon and only group
F sang in the morning. This group was the least successful in termsnbker of

participants.

Part A was therefore essential in the development of Part B where the waslattually
tested. The results of Part B show that the transfer of the model was succeaslfyfon
two reasons:

e The results of the questionnaires showed, especially in comparison with the English
one, that the model works because singing is a tool to improve health which has no
boundaries;

e The participation of those taking part (and even those not included in the research)

was enthusiastic, with very few losses, most of which were dioed® majeure

As discussed above, the results are encouraging because they demonstrate firsdyethat t
are indications of a statistically significant improvement in some items efgnaind
depression/usual activities) and, secondly, that these results are similaetotkogland

In other words, according to the data, the significance is two-fold and the mostainipor
consequence is that the model based on singing is effective and ‘works’, ‘although
translated in Italian’ in very different contexts. Singing thus has a positive effect on
individuals beyond the chosen repertoire and socio-cultural conditions of departare. Th
participation of the sample showed clearly during the observation, where pddictipas
generally very positive and enthusiastic. It suggests ithaiccordance with the interviews

of Part A, although they had not had the opportunity, or time, to explore singingtimilep
their lives, it had a strong positive impact. They said they feleheftee to express

themselves and also that they had felt the pleasure of the experience fully once finished.
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During Part B, the participants involved in the research carried out a nhumbdivitieac

They went to the place where the sessions were held (physical activitygpiizdt with

peers and did something enjoyable (social life) before, during and at the end ofltbe ses
and, lastly, their cognitive ability was stimulated in reading, singing afldwing the
director’s indications. It is known that all these activities have an effect on human health and,
in particular, that of older people (Bygrenal, 1996; Akbaralyet al 2009; Buchmaret al

2009). Specifically, and in agreement with what was said by Glass and uebBeg06),

social engagement has an effect on depression, an aspect which is confirmed by the results
obtained in the Italian study as well as by those in the English one. The proposéyl iactivi

not only connected to singing in itself but to a corollary of assetsingsaltd arising from
singing. In addition, the results of the focus groups show that that this teddt the
development of activities, also outside the session. All the data suggests tivatllteéng
acquired was not only extended but interests and hobbies unknown before were also

developed.

The experience thus affected hedonic wellbeing, stimulating pleasure and positive mood
(Ryan and Deci, 2001) as well as the eudaimonic wellbeing, that focuses on the development
and growth of human potential (Ryff, Singer and Love, 2004) in terms of personal growth
and positive relations with others (Ryan and Deci, 2001). In literature, thegeneral
agreement that both hedonic and eudaimonic wellbeing have positive, although maybe not
particularly strong, connections with physical health (Ryff, Singer and Love, 2004; Pressman
and Cohen, 2005; Howell, Kern and Lyubomirsky, 2007; Chida and Steptoe, 2008, and
Krijthe et al, 2011). In the light of this, improvement in wellbeing at both questimmna

level and the focus group level is important.

In discussing these results, it should be taken into account that even thougidyherast
conducted over more than nine months, the singing experience was weekly over a three
month period. The improvement in some items of the questionnaires is already very
encouraging from this point of view, and is closely associated with what ipantis
repeatedly stressed, i.e. the 'need' for a greater number of sessions orivaligrraat

additional and longer experience.

Clearly, the results obtained should be considered with caution, the sample is smal and it
difficult to generalize. The goal of this study, however, was not so much toaliraa

result as to explore the effectiveness and transferability of this modehlyn For the
assessment of the necessary corrective measures for an appropriate adaptation to compare

the results with the English ones, the next step could be to develop the model wger a lar
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number of participants. As has been seen, the corrections introduced in the study were
minimal. The intention was to take the model trying to change it lesditpossible. This is
because there must be a useful balance between necessary corrections to the esfaluation
the model and distortion of the model itself. Further, the real strengtle aidbel lies in its
linearity and simplicity; there is an intrinsic transferability due to rtien tool which is
singing, an act involving the whole of mankind, together with the simplicitythef

intervention and its low cost.

8.4.1. Discussion summary

Recalling the aim of the study, i.e. to explore the effects of the Silver Gabgmodel for
older people in a different social and cultural context, and the specifictois of the

research, a critical appraisal of the results can then be made.

With respect to Objective a) the exploration into stetusof the older people in Rome was

not exhaustive because 20 politicians and 40 elderly people can give an idea but obviously
cannot give results on which to base serious suppositions. At the samddroensistency

in the data is a sign that topics that are certainly among the most impeetanprobably
touched. The conditions described and the information drawn from the interviews is

consistent with both the results reported by scientific studies and that of international bodies.

As regards Objective b), this was one of the most interesting parts whtie research,

both for the initial reactions of the participants and in evaluating how iargdtte family is

in the life of each of us. The data gathered suggests that the differepoeted are
substantially attributable to the influence of the family in the fipgir@each to music. In
general, those people who had had the chance to appreciate music from their childhood lived
a ‘life in music’. Those who, conversely, had at this experience during early childhood
discovered music later in life, or even, in the final part of life. Thesidifices seen during

the life of the people tend to flatten out and there is an increasing use of music as company.

With reference to Objective c), the reactions of participants and theireivglivas assessed

using a mixed methodological approach. There was an improvement, in the wellbeing
indicated by both questionnaires, as recorded by the observations and the focus group. The
experience beyond the statistically significant improvement was very importtd lives

of participants and helped to create a growing expectation in the weekschntivbie were

singing groups and giving a meaning to the days when there was a session, which continued

into the following days.
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Lastly, Objective d) is the model of health promotion very well known iBritgish version.
Research certainly had to be carried out by those who knew the starting model and its
intrinsic meaning and also, at the same time, by a person who was familiar with the receiving
population. From this point of view, the author had a significant advantage. Theitefare,

be said that the model, as presented in Italian, requires no further correctivenadudti
those already included. The results are indicative and encouraging.

8.5. Implications

There are several implications for public health, health promotion and soeidhaaican be
drawn from this research; an improvement in the hesalttusof older people on so many
levels (health, wellbeing, quality of life and social connections) certainly hasgst
implications in society where older people are so numerous. In the light adrntistarting
from the fact that it is quite impossible to crystallize this kindwtput, there are two major

implications and feedback that are of particular interest:

1) Dissemination of good practices

First it was demonstrated that a model of health promotion based on singing wearks in
different European context. This should lead to the widest possible dissemination of the
model evaluating the effectiveness in other European and non-European Countsiés. Thi
not only desirable from the point of view of national health promotiona(itieor would say

of each nation), but even more to reach out what WHO Europe has stressed in several
documents and reports as the need to share and spread good practice;

2) Cost-effectiveness

The model works and is cost effective. The investment for each group is not pdyticula
expensive while the effect is potentially very significant in terms of healied by older
people which as has been said are the biggest users of the health system.

In conclusion, starting from the fact as said above that simple artiiestsuch as singing
have a major impact on health and wellbeing of older people and that, agcwrdilyyppa
(2010), social activities carried out by older people have more effect onhtmih in
comparison to physical activities, due to the fact that older people are #gsdildevelop
better physical health, it seems crucial that policy makers take into accountastivities

to promote the health and wellbeing of older adults.
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8.6. Recommendations and Future Research

Further research should be done in two main directions. The first is methodological and the
other concerns recruiting a wider range of participants. With respect tormher fat would

be interesting to repeat the study with a control group having a larger numbetiaybguats

as already done in England. With respect to the kind of participants, in the ciugynt
participants were drawn mainly fro@entri Anzianj therefore, they are individuals who
probably have little experience of social isolation. For this reason, beyond the encouraging
results achieved, it would be even more interesting to have individuals who daveothe
benefit of involvement in support organisations (such asQéetri Anzian) so that a
comparative view can be gained of the effect on people who experience more lonetiness an
social isolation. Beyond the research closely related to the work presergeit heuld be
extremely relevant, especially in the light of memories raised during iexen Part A, to
develop research to investigate the musical experience, both in terms of listening and
singing. This is especially true for individuals who are experiencing mentaha&lentd
memory loss problems; these people have a strong memory of the past but, ogrivaveel
problems with recent memory, therefore work on reminiscence, through music and singing
could be very important for their self esteem and their quality ofAiletools to improve
wellbeing of the people should be explored as much as possible in order tchetnetngt
evidence in this field.

8.7. Limitations

As underlined above, it is difficult use the same hierarchical evidence shised for more
medical based health promotion tools. In 2001, Black challenged the concept of evidence
based policy stressing that “there are many sorts of evidence, that sensible decisions may not
reflect scientific rationality, and that context is all important, partiulaith policies

related to services” (p. 277).

The study has some obvious limitations which substantially relate to the stmpiegls to
detect improvement in quality of life and wellbeing and the lack of a control gésufar
the former is concerned, the participants recruited through the support@énbe Anziani
were, for the most part, older individuals already involved in them as a \plare they
could spend the day safely. The number of participants who took part in the sessions of
group singing and who then successfully completed the 3 questionnaires was limited.
Singing groups made up of very old people such as those in the present study maly general
be quite small and are also likely to be affected by variable attendance and|padpig

due to health and other problems. Nevertheless, the small sample size should be set against
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the exploratory nature of the current study and its concern with effectiveness and

transferability.

The sample is a convenience sample, in other words this does not reflect anyastatistic
proportion of the older population, however considering the fact that¢h&i Anzianiare
some of the most attended venues, along with religious facilities and the Uyie¢rdie
Third Age a kind of University which gives older adults the chance to access a number of
lectures on subjects ranging from arts and crafts to psychology, scisocetogy and so

on but this is used only by older rather educated people. In the light of the abawnebi¢
accepted as asdle that reflects older people’s attitudes.

As far as the subijectivity above mentioned is concerned results are based-repced
questionnaires and qualitative data therefore they suffer to a grade of motivitlsj which
should also be taken into account.

Despite the limitations mentioned above, the study had a number of strengths, inttlading
fact that it has shown that the model of group singing devised initiafpgtand, can be a

useful tool for health promotion when used with older people in Italy.

8.8. Reflections on method

The title of ths study contains two key elements - exploration of effectiveness and
transferability. These two aspects must be kept in consideration when the methaslology
considered critically. A mixed methsdpproach was chosen with Part A exploring some
fundamental aspects in order to develop Part B of the research, which focused on
effectiveness and transferability. Research conducted by Chong (2010) was taken into
account during the development of Part A; in his research, the author suggetsisréhate

a number of obstacles to singing and that not everyone has the desire to siisguésed
previously, singing has a very intimate dimension. During Part A of the ceseaainly
qualitative methods, such as semi-structured interviews were used with profes&onl
workers and politicians) and older people. The semi-structured interviews allovaidl a v
and thorough response by the professionals who had the opportunity to express their

opinions on the social and headftatusof the older population in Rome.

The approach to older people was handled very sensitively. On one hand, older people may
be vulnerable and this should be taken into account; on the other, if older people are
unfamiliar with the concept of research, it can be difficult to convey tm thy the
researcher is interested in a certain topic, and why a lot of questions areablkgty
Unfortunately, the initial choice of a focus group with older people wasudgef as the

group discussion was not very productive. On the other hand, during the inteevigoe]
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understanding was created with a large number of participants and this allowiad shar
the memories relating to music even though at times the older people departatiefrom

intended focus and wanted to talk about other issues.

The three pilot sessions were invaluable, especially in clarifying sogamizational issues
which were important in relation to the effectiveness and transferabilitiyeo$tudy. The
tasters helped to determine the repertoire, and the duration of the sessions, andaallowed
assessment of the effects that a questionnaire would have on participants. Tlxedagin

also allowed for suitable modifications to the devised questionnaire and additemal i
were added/substituted. Alsbis also clear that listing other possible options in responding

to questions could be more appropriate since participants did not add personal reflections

where these were asked for.

Despite some corrections, the methodology used in Part A of the research wafusedul
purpose for which it was designed and built, and it actually highlighted themélaspects
required for Part B.

With regard to Part B, a mixed methods approach was also used i.e. gediials such as
focus groups and observations and quantitative tools in the form of previousigtedli
questionnaires. The choice of questionnaires was based on the earlier EaglisimiRed
Controlled Trial of Silver Song Clubs. The author found a number of difficuitiesing the
standardized questionnaires. First of all, the questionnaires seemed very long to domplete
participants, although there were only 22 items. Moreover, although theoguestes were
easy to understand, participants had many difficulties, probably due to their age aid level
education. The author had to find a balance between the need to &ephes to participants
and the danger of suggesting answers

There was considerable difficulty in convincing participants of the needniplete the
guestionnaires properly and explaining that an inappropriately completed questiggsnaire
ultimately usetss Another difficult aspect of the procedure was setting up the codeefor th
questionnaire. Many participants wrote their name and surname directly, whiletaturs
with many difficulties, to set up the code. Here again, the author helped thenuthet
code, although this was quite challenging, especially in the second and third quesonnair
Obviously, if they had made a mistake in setting up the first code, this hadrépeated in

the second and the third, otherwise the author would have had difficulty in coupding t

questionnaires. This was another extremely challenging moment.

As far as the observation was concerned, the idea was to have a stronger comparison

between sessions; therefore, it was decided to do it in an alternative wajsbutas
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probably a wrong choice. In other words, the observation would have been mastiimger
looking at the evolution of the sample over all sessions, observing each session and gathering

information for every moment experienced by participants.

For the focus groups, the choice of this method was guided by the fact thawvéseee
relationship between the author and participants and that this could encouragéethe ol
people to be honest in giving their opinions. After the singing programme, thedaays
gave some very interesting and unexpected insights, such as the repeatedty stressef
freedom felt by participants during singing.

With respect to audio-video recording, it would have been very interesting tthigse
approach during sessions to really document the behaviour of the sample. Each session
would have given a great amount of data which would highlight a number of featdihes of
process in a more effective way, for example, the quality of interaction hdthlitectors,

and interactions amongst participants themselves such as the extent afothmients,

smiles, chatting and so on. However, given that that this was the first timentsat
participants had been involved in a singing group, and it was also the firsthéinthey

were involved in research, it was preferable to avoid subjecting participantmstant

recording sessions.

The whole process of this study was demanding. The study was a real wager. A olumber
cultural issues already mentioned in the above chapters and practical problems connected
with the transferability made this journey interesting and challengingafsabove, few

(but substantial) corrections were made to the model in order to have a betterefiltadian

context; what was quite difficult was to approach the target Italians @ewen by an

Italian researcher. Certainly, the author strongly believed in what she wag (ddiich is
essential in carrying out a research) and constructed a number of skills therimgnole
process such as having the right approach with older people. These wet@lessen
handling it and, furthermore, involving them in the research not only as pantisibut as

‘builders’ in it.

An important aspect in conducting research (even more so with qualitative reseigtnich)

older adults, is that the researcher should be socially skilled. This isghigiiby Kim

(2011) and is a one aspect which should be emphasized. Establishing a contact with both the
professionals and, even more, with the older people was crucial, and being ahtetieigai

trust and respect was essential. Probably, the main thing to bear in mindtHigrikigd of

research is that participants are giving their time, attention and consideatioe $tudy
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while, in most cases, the researcher gives them nothing in return. For the auwthasraiso
important that thy did not feel that they were ‘guinea pigs’ but individuals, participants who
could help in the development of health promotion tools for other older people. Inghjs ca
there was an exchange to some extent; participants had the opportunity througbhahehre
of taking part in a new experience and at the same time, their co-operation anohattasti
really important to the author beyond what the research was giving them.

Another challenge for the author was the difficulty in being an ltalian studeot w
‘representedan UK University and an English research centre. Participants were gaite oft
confused by this, and asked why a British university was interested in them. Alttiwug
SapienzaUniversity was named and it was explained that the local univeragyawpartner

in the research. One aspect that had the most effect on people, and which the author had
address, was the name of English university, which both fascinated and scared tiem at

same time.

8.9. Overall conclusion

Three main conclusion can be made in the light of the above:

1) Silver Song Clubs is a health promotion model which can be successfully transferred
to other countries,

2) Singing is a health promotion tool which can be widely used because it is grounded
in a fundamental human capacity to engage with music,

3) Findings from the evaluation show that involvement in singing has a positive effect
on levels of anxiety and depression (baseline/end of singing) and on dealing with

usual activities (baseline/follow up) among older Italians.

The data allows us to conclude that health policy, care and promotion should be fatuse
how an individual lives more than on the number of years they live. Teirgagociety is a
triumph and a challenge, and it is worth reflecting on whether the improvementstim heal
made before the 1980s took the quality of life into account or were only focused on
improving life in quantitative terms. Older people can be and are ant@asisetcommunity,

but it is equally true that disability in general and that of the older p&ojarticular is a

huge burden on the family and wider society and more attention needs to be given to

developing innovative approaches to meeting these challenges.

The success of the transfer of the Silver Song Club model to Rome was siobwimply

by the quantitative measures, but most directly by the desire of participaatsenal
212



regularly week by week. The Focus Group and qualitative data allow us to conclutte that
model is well structured, simple and straightforward, and tailored to ineateeds and
condition of the users. It is an activity open to all older people, whether arey
experiencing difficult challenges to their physical and/or mental wellbeingedsaw for
those who are healthy; therefore, it can be very extensively used in many settingsiséhe se
of social inclusion that the intervention produced was very strong, according to she dat
collected, and singing groups could be especially helpful for couples in which onewbthe t
has developed the early stages of mental decline and memory loss problems witilerthe o
is still healthy. This is an aspect to be considered in the light otdhessof exclusion and
social isolation that were collected during the interviews (both from the oldplepand the
professionals) where one of the causes of social exclusion and isolation is disease of a

partner, with all the negative consequences that have been highlighted above.

All the data gathered during the research allows us to conclude that singing is anthetivit
goes beyond any setting or boundaries, when the repertoire is developed properly adapted to

the age and culture of the participants.

This PhD study, even with a small sample, shows the effectiveness and transfexfatbiéity
model of health promotion from a number of towns in the south-east of England tedhe g
city of Rome. It showed that singing, and this model in particular, is a viegtieé tool of
health promotion because it allowed older people to have a number of importanisifmig
their health.

213



References

Agahi, N., Ahacic, K. and Parker, M. G. (2006) ‘Continuity of leisure participation from
middle age to old age’, The Journals of Gerontology Series B: PsychologBma¢nces
and Social Science$§1(6), pp. S340-S346.

Age UK (2013)improving later life. Understanding the oldest cAdvailable at:
http://www.ageuk.org.uk/professional-resources-home/knowledge-hub-evidence-

statistics/improving-later-life-series/the-fourth-generatitast Access: 21 July 2013).

Akbaraly, T.N., Portet, F., Fustinoni, S., Dartigues, J.F., Artero, S., Rouaud, O.,
Touchon, J., Ritchie, K. and Berr, @009) ‘Leisure activities and the risk of dementia
in the elderly. Results from the Thr€éty Study’, Neurology,73(11), pp. 854-861.

Alesii, A., Mazzarella, F., Mastrilli, F. and Fini, N2006) ‘The elderly and quality of
life: current theories and measurements’, Giornale Italiano di Medicina del Lavoro ed
Ergonomia,28(3 Suppl 2), pp. 99-103.

Astra Ricerche (2011) ‘Gli italiani e il volontariato’, Ogni Uomoha bisogno dell’altro. 11
volontariato come messaggio di solidarieta e vatm@ale.Palazzo Reale, Milano. 24
November 2011. Available at:
http://www.operasanfrancesco.it/OSF/comunicazione/notizia.cfm?cod=1111-2-conv
(Last Access: 21 July 2013).

Arts Council of England (2009leasuring the economic benefits of arts and culture
Practical guidance on research methodologies fter ard culture organizations.
Available at
http://www.artscouncil.org.uk/media/uploads/pdf/Final_economic_benefits_of arts.pdf
(Last Access: 21 July 2013).

Anderson, 1. (1999) ‘Social housing or social exclusion? Non access to housing for
single homeless people’, in: Hutson, S.,Clapham, D. (eds) Homelessness: Public Policies
and Private Trouble€assel: London and New York, pp. 155-173.

Anteas (2012)nvecchiamento attivo e rapporto intergenerazion@tmvegno Anteas-
Auser-Ada Available at:
http://www.anteasnazionale.it/default.asp?code=&t=18&dett=2811&plgxd
Access: 21 July 2013).

214


http://www.ageuk.org.uk/professional-resources-home/knowledge-hub-evidence-statistics/improving-later-life-series/the-fourth-generation/
http://www.ageuk.org.uk/professional-resources-home/knowledge-hub-evidence-statistics/improving-later-life-series/the-fourth-generation/
http://www.operasanfrancesco.it/OSF/comunicazione/notizia.cfm?cod=1111-2-conv
http://www.artscouncil.org.uk/media/uploads/pdf/Final_economic_benefits_of_arts.pdf
http://www.anteasnazionale.it/default.asp?code=&t=18&dett=2811&pag=0

Apolone, G., Mosconi, P., Quattrociocchi, L.,Gianicolo, E.A.L., Groth, N. and Ware Jr.,
J. E. (2005Questionario sullo stato di salute SF-12. Versidabana Istituto di
ricerca farmacologiche, Mario Negri, Milano.

Aristotle (1999)Etica Nicomachea testo a fronfeanslated by C. Natali. Roma:
Economica Laterza Editore.

Asp Lazio (no date). Available at:
http://www.asplazio.it/salute_popolazione_roma_01/popolazione/popolazion(&gsip
Access: 21 July 2013).

Atchley, R. C. (1989) ‘A continuity theory of normal aging’, The Gerontologist29(2),
pp. 183-190.

Azarmina, P., Prestwich, G., Rosenquist, J.$ingh, D. (2008) ‘Transferring disease
management and health promotion psagyto other countries: critical success factors’,
Health Promotion Internationa23(4), pp. 372-379.

Bailey, B.A. and Davidson, J.W.(2002) ‘Adaptive characteristics of group singing:
perceptions from members of a choir for homeless men’, Musicae Scientiae/I(2), pp.
221-256.

Bailey, B.A. and Davidson, J.W. (2005) ‘Effects of group singing and performance for
marginalized and middletass singers’, Psychology of Music33(3), pp. 269-303.

Balestroni, G. and Bertolotti, G. (2012) ‘L’EuroQol-5D (EQ-5D): uno strumento per la
misura della qualita della vita’, Monaldi Archives for Chest Diseasé8(3), pp. 155-159.

Baltes, P. B. and Baltes, M. M. (1993) ‘Psychological perspectives on successful aging:
The model of selective optimization with compensation’, In Baltes, P. B. and Baltes, M.
M. (eds.)Successful aging: Perspectives from the behavisrighcesNew York:

Cambridge University, pp-B4.

Bambra, C., Gibson, M., Sowden, A., Wright, K., Whé&ad, M. and Petticrew, M. (2010)
‘Tackling the wider social determinants of health and health inequalities: exvi@ from

systematic reviews’, Journal of Epidemiology and Community heald(4), pp. 284291.

Barraket, J. (2005) ‘Putting people in the picture? The role of the arts in social inclusion.
Social PolicyWorking Paper No. 4’ Available at:

http://www.bsl.org.au/pdfs/barraket _arts social_inclusion_Xlpadt Access: 21 July
2013.

215


http://www.asplazio.it/salute_popolazione_roma_01/popolazione/popolazione.php
http://www.bsl.org.au/pdfs/barraket_arts_social_inclusion_1.pdf

Bauer, J.J., McAdams, D.P. and Pals, J.L. (2088)rative identity and eudaimonic well-
being’, Journal of Happiness Studi€X1), pp. 81104.

Beck, R.J., Cesario, T.C., Yousefi, A. and Enamoto, H. (2000) ‘Choral singing,
performance perception, and immune system changes in salivary immunoglobulin A and
cortisol’, Music Perception]18(1), pp. 87-106.

Beck, R.J., Gottfried, T.L., Hall, D.J., Cisler, C.A. and Bozeman, K.W. (2006)
‘Supporting the health of college solo singers: the relationship of positive emotions and
stress changes in salivary IgA atdtisol during singing’, Journal of Learning trough

the Arts: a Research Journal on Arts Integratio8dhool and Communitie&(1) article

19.

Béland, F., Zunzunegui, M. V., Alvarado, B., Otero, A. and del Ser, T. (2005)
‘Trajectories of cognitive decline and social relations’, The Journals of Gerontology

Series B: Psychological Sciences and Social Sc&e€£6), pp. P320-P330.

Belfiore, E. and Bennett, O. (2007) ‘Rethinking the Social Impacts of the Arts’,
International Journal of Cultural Polic¥3@), pp. 135151.

Benzeval, M., Judge, K., and Whitehead, M. (19@5)kling inequalities in health: An

agenda for actiorl.ondon:King’s Found.

Berg, B.L., and Lune, H. (201Qualitative research methods for the social scigrokl

Tappan: Peachpit Press.

Berger-Schmitt, R. (200@ocial cohesion as an aspect of the quality oksies: concept
and measurement. EuReporting Working Paper Noorlthé project Towards a
European system reporting and welfare measurenmamded by the European
commission Mannheim: Centre for Survey Research and MetlggolAvailable at:
http://www.gesis.org/fileadmin/upload/dienstleistung/daten/soz_indikatore papesi/l
4.pdf(Last Access: 21 July 2013

Bernard, M. (2000Promoting Health In Old AgeBuckingham: Open University Press.

Black, N. (2001) ‘Evidence based policy: proceed with care’, British Medical Journal,
323(7307), pp. 275-279.

Blangiardo, G. C. (@8) ‘L’invecchiamento demografico in Italia: tendenze,

problematiche e prospettive’, Socialita e Ricerche La Scienza dell assistenza, 2, pp.1018.

216


http://www.gesis.org/fileadmin/upload/dienstleistung/daten/soz_indikatoren/eusi/paper14.pdf
http://www.gesis.org/fileadmin/upload/dienstleistung/daten/soz_indikatoren/eusi/paper14.pdf

Bohnke, P. (2008) ‘Are the poor socially integrated? The link between poverty and
social support in diffeng welfare regimes’, Journal of European Social Poljc&8(2),
pp. 133-150.

Bolton, J. E. (2001) ‘The evidence in evidence-based practice: What counts and what
doesn't count?’, Journal of manipulative and Physiological Therajpsu24(5), pp. 362-
366.

Bonilha, A.G., Onofre, F., Vieira, M.L., Prado, M.Y.A. and Martinez, J.A.B. (2009)
‘Effects of singing classes on pulmonary function and quality of life of COPD patients’,

International Journal of Chronic Obstructive PulmoynDiseasg4, pp. 1-8.

Bonsang, Eand Klein, T.J. (2011) ‘Retirement and subjective well being’, IZA discussion
paper 5536.

Bourdieu, P. (1980) ‘Le capital social: notes provisoires’, Actes de la Recherche en

Sciences Sociale81, pp. 2-3.

Bordone, V. (2009) ‘Contact and proximity of older people to their adult children: A
comparison between Italy and Sweden’, Population Space and Plad&(4), pp. 359
380.

Bowling, A. (1997)Research methods in health: investigating healthtealth

servicesBuckingham: University Press.

Broderick, S(2011) ‘Arts practices in unreasonable doubt? Reflections on

understandings of arts practices in healthcare contexts’, Arts & Health 3(2), pp. 95-109.

Brown, S., Gotell, E. and Ekman,S.L. (2001) ‘Music-therapeutic caregiving: the
necessity of active micsmaking in clinical care’, The Arts in Psychotherap28(2),
pp.125-135.

Buchman, A.S., Boyle, P.A., Wilson, R.S., Fleischman, D.A., Leurgans, S. and Bennett,
D.A.(2009) Association between late-life social activity and motor decline in older
adults’, Archives of International Medicing,69(12), pp.1139-1146.

Bungay, H., Clift, S. and Skingley, A. (2010) “The Silver Song Club Project: A sense of
well-being through participatory singing’, Journal of Applied Arts and Healtt(2), pp
165-178.

217



Bunting, C., Hutton, L., King, P., Mahamdallie, H., Hatzihrysidis, M., McMahon, J.,
Oskala, A., Rigali, A. and Salerno, M. (20&hieving great art for everyonkondon:
Arts Council England.

Burke Johnson, R. and Onwuegbuzie, A.J. (2004) ‘Mixed methods research: A research
paradigm whose time has come’, Educational Researche33(7), pp. 14-26.

Bygren, L.O., Konlaan, B.K. and Johansson, S.E. (1996) ‘Attendance at cultural events,

reading books or periodicals, and making music or singing in a choir as determinants for
survival: Swedish interview survey living conditions’, British Medical Journal,

313(7072), pp.1577-1580.

Cameron, M., Crane, N., Ings, R. and Taylor K. (2013) ‘Promoting well-being through
creativity: how arts and public health can learn from each’otherspectives in Public
Health 133(1), pp. 52-59.

Carnes, B. A. and Olshansky, S. J. (2007) ‘A realist view of aging, mortality, and future
longevity’, Population and Development Revie83(2), pp. 367-381.

Castora-Binkley, M., Noelker, L., Prohaska,fd Satariano, W. (2010) ‘Impact of arts
participation on health outcomes for older adults’, Journal of Aging, Humanities, and the
Arts, 4(4), pp. 352-367.

Cattel, V. (2001) ‘Poor people, poor places, and poor health: the mediating role of social
networls and social capital’, Social Science & Medicinég2(10), pp. 15011516.

Chida, Y., and Steptoe, A. (2008) ‘Positive psychological well-being and mortality: a
quantitative review of prospective observational studies’, Psychosomatic

Medicine 70(7), pp. 741-756.

Chong, H.J. (2010) ‘Do we all enjoy singing? A content analysis of non-vocalists’

attitudes toward singing’, The Arts in Psychotherap$7(2), pp 120-124.

Clark, I. and Harding, K. (2012) ‘Psychosocial outcomes of active singing interventions
for therapeutic purposes: A systematic review of the literature’, Nordic Journal of Music
Therapy 21(1), pp. 80-98.

Clift, S. and Hancox, G. (2001) ‘The Perceived benefits of singing: findings from
preliminary surveys with a university college choral society’, Journal of the Royal
Society for the Promotion of Health21(4), pp. 248-256.

218



Clift, S., Hancox, G., Staricoff, R. and Whitmore, C. (2088)ging and health: a
systematic mapping and review of non-clinical reshaCanterbury: Canterbury Christ

Church University.

Clift, S. (2012) ‘Creative arts as a public health resource: moving from practice-based
research to evidendesed practice’, Perspectives in Public Hea)th32(3), pp. 120-127.

Craig, P., Dieppe, P., Macintyre, S., Michie, S., Nazareth, |. and Petticrew, M. (2008)
‘Developing and evaluating complex interventions: the new Medical Research Council

guidance’, British Medical Journgl337:a1655.

Coffman, D. (2002) ‘Music and quality of life in older adults’, Psychomusicology Music,
Mind and Brain 18(1-2), pp.76-88.

Cohen, A., Bailey, B. and Nilssom, (2002) ‘The importance of music to seniors’,
P sychomusicology: Music, Mind and Brait§(1-2), pp. 89-102.

Cohen, G.D., Perlstein, S., Chapline, J., Kelly, J., Firth, K.M. and Simmens, S. (2006)
‘The impact of professionally conducted cultural programs on the physical health,
mental health, and social functioning of older adults’, The Gerontologist46(6), pp.726-
734.

Cohen, G.D., Perlstein, S., Chapline, J., Kelly, J., Firth, K.M. and Simmens, S. (2007)
‘The impact of professionally conducted cultural programs on the physical health,
mental health, and social functioning of older adults’ — 2 years results’, Journal of

Aging, Humanities and the Art§(1-2), pp. 5-22.

Cohen, G.D. (2009) ‘New theories and research findings on the positive influence of
music and art on health with ageing’, Arts & Health 1(1), pp. 48-62.

Coleman, J. S. (1988) ‘Social capital in the creation of human capital’, American
Journal of Sociology94, pp. S95-S120.

Comune di Roma (2012) Available at

http://www.comune.roma.it/wps/portal/pcr?contentld=NEW156310&jp pagecode=news

view.wp&ahew=contentld:jp_pageco@east Access: 21 July 2013) .

Corvo, E. (2005Fvaluation of the “Silver Song Clubs” Project, Sidney De Haan
Research Centre for Research in Arts and Hebltipublished Master Dissertation.

Canterbury Christ Church University.

219


http://www.comune.roma.it/wps/portal/pcr?contentId=NEW156310&jp_pagecode=newsview.wp&ahew=contentId:jp_pagecode
http://www.comune.roma.it/wps/portal/pcr?contentId=NEW156310&jp_pagecode=newsview.wp&ahew=contentId:jp_pagecode

Coulton, S., Skingley, A., Clift, S. and RodrigueZjd pressyFindings from a
randomised controlled trial of community singing édder peoplg British Journal of

Psychiatry.

CSDH Commission on Social Determinants of Health 8@osing the gap in a
generation. Health equity through action on theadateterminants of healtfrinal Report
of the Commission on Social Determinants of He&neva, World Health Organization.
Available at:
http://www.who.int/social_determinants/thecommission/finalreport/en/index (hawst
Access: 21 July 2033

Dalla Zuanna, G. (2001) ‘The banquet of Aeolus. A familistic interpretation of Italy’s
lowest low fertility’, Demographic Researcl, pp 133-162.

Daykin, N., Orme, J., Evans, D., Salmon, D., Mceachran, M. and Brain, S.(2008) ‘The
impact of participation in performing arts on adolescent health and behavior a systematic
review of the literature’, Journal of Health Psycholog¥3(2), pp. 251-264.

De Belvis, A.G., Ferré, F., Specchia, M.L., Valerio, L., Fattore, G. and Ricciardi, W.
(2012) “The financial crisis in Italy: implications for the healthcare sector’, Health
Policy, 106(1), pp.10-16.

De Belvis, A. G., Avolio, M., Sicuro, L., Rosano, A., Latini, E., Damiani, G. and
Ricciardi, W. (2008) ‘Social relationships and HRQL: A cross-sectional survey among
older Italian adults’, BMC Public Health 8:348.

Deci, E.L. and RyarR.L. (2008) ‘Hedonia, eudaimonia, and well-being: an
introduction’, Journal of Happiness Studje(1) pp. 1-11.

Department of Health (200A) Prospectus for Arts and healtAvailable at
http://www.artscouncil.org.uk/publication archive/a-prospectus-for-arts-and-health/
(Last Access: 21 July 2013).

Department of Health (201®)ealthy lives, healthy people: Our strategy for jpub

health in EnglandAvailable athttps://www.gov.uk/government/publications/healthy-

lives-healthy-people-our-strategy-for-public-heatikengland(Last Access: 21 July
2013).

Department of Health (201No health without mental health A cross-government

mental health outcomes strategy for people of géissAvailable at:

220


http://www.who.int/social_determinants/thecommission/finalreport/en/index.html
http://www.artscouncil.org.uk/publication_archive/a-prospectus-for-arts-and-health/
https://www.gov.uk/government/publications/healthy-lives-healthy-people-our-strategy-for-public-health-in-england
https://www.gov.uk/government/publications/healthy-lives-healthy-people-our-strategy-for-public-health-in-england

https://www.gov.uk/government/publications/the-mentalhestirategy-for-england
(Last Access: 21 July 2013).

Department for Communities and Local Governments (2B18yiding housing support
for older and vulnerable peoplAvailable at:

https://www.gov.uk/government/policies/providing-housing-support-for-older-and-

vulnerable-peoplélast Access: 21 July 2013).

Di Benedetto, P., Cavazzon, M., Mondolo, F., Rugiu, G., Peratoner, A., Biasutti,
E.(2009) Voice and choral singing treatment: a new approach for speech and voice
disorders in Parkinson’s disease’, European Journal of Physical Rehabilitation
Medicine,45(1), pp. 13-19.

Di Giacomo, S. (2006) ‘Il concetto di Capitale Sociale’, Oikonomia,5(2), pp. 43-49.

Dileo, C. and Bradt, B. (2009) ‘On creating the discipline, profession, and evidence in
the field ofarts and healthcare’, Arts & Health: An International Journal for Reselrc
Policy and Practicel(2) pp. 168-182.

Diener, E. (1984) ‘Subjective well being’, Psychological Bulletin95(3) pp.542-575.

Diener, E. (200D‘Subjective well-being: The science of happiness, and a proposal for a

national index’, American Psychologis65(1), pp. 34-43.

Dirindin, N. (2009) ‘Il Libro Bianco sul nuovo Welfare’, Politiche Sanitarigl0, pp. 109
115.

D’Hombres, B., Rocco, L., Suhrcke, M. and McKee, M. (2010) ‘Does social capital
determine health? Evidence from eight transition countries’, Health Economics19(1),
pp. 56-74.

Drentea, P. (2002) ‘Retirement and Mental Health’, Journal of Aging and Healti4(2),
pp. 167-194.

Dunn, J.R. (2002) ‘Housing inequalities in health: a study of socio-economic dimension
of housing and self reported health from survey of Vancouver residents’, Journal of

Epidemiology and Community Healt6(9), pp. 671-681.

Enable Age (2005nable Age Project Milestone 10 in depth Study: sSriNational
Analysis Available athttp://www.enableage.arb.lu.se/documents/WP4%20Cross-
National%20Report%20M10.pdfLast Access: 21 July 2013).

221


https://www.gov.uk/government/publications/the-mental-health-strategy-for-england
https://www.gov.uk/government/policies/providing-housing-support-for-older-and-vulnerable-people
https://www.gov.uk/government/policies/providing-housing-support-for-older-and-vulnerable-people
http://www.enableage.arb.lu.se/documents/WP4%20Cross-National%20Report%20M10.pdf
http://www.enableage.arb.lu.se/documents/WP4%20Cross-National%20Report%20M10.pdf

Engen, R. (2005) ‘The singer’s breath: implication for treatment of person with

emphysema’, Journal of Music Therapy2(1), pp. 20-48.

Eurispes (201224° Rapporto Itha. Roma: Eurispes: Istituto di Studi Politici
Economici e Sociali.

European Commission (200Buropean Year for combating poverty and social
exclusion (2010) Strategic Framework Document Rtigs and guidelines for 2010

European Year activitie®russels: European Commission.

European Commission (2010he European platform against poverty and social
exclusion: A European framework for social anditerial cohesion Communication

from the Commission to the European Parliament, the Council, the European Economic
and Social Committee and the Committee of the Regions, COM(2010) 758 final, 16
December 2010, Brussels. Available at:
http://eurlex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2010:0758:FIN:EN:PDF
(Last Access: 21 July 2013).

European Union (200@harter of fundamental rights of the European Ur@0®00/C
364/01).Brussels: Official Journal of the European communities. Available at:

http://www.europarl.europa.eu/charter/pdf/text_en.fidiist Access: 21 July 2013

European Union (203Decision no 940/2011/Eu of the European parliatnagml of the
council of 14 September 2011 on the European yaaadtive ageing and solidarity
between generations (201Brussels: Official Journal of the European Union.

Available at:
http://eurlex.europa.eu/LexUriServ/LexUriServ.do?uri=0J:L:2011:246:0005:0010:EN:P
DF. (Last Access: 21 July 2013

Euroqol Group (1990) ‘Euroqol — a new facility for the measurement of health-related
quality of life’, Health Policy,16(3), pp. 199-208.

Eurostat (2012 urope in Figures. Eurostat yearbook 20 ¥ailable at:
http://epp.eurostat.ec.europa.eu/portal/page/portal/population/data/main (ltalstes
Access: 21 July 2013).

Fabrigoule, C., Letenneur, L., Dartigues, J.F., Zarrouk, M., Commenges, D. and
Barberger-Gateau, PL995) ‘Social and leisure activities and risk of dementia: a
prospective longitudinal study’, Journal of American Geriatrics Socie83(5) pp. 485-
490.

222


http://eurlex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2010:0758:FIN:EN:PDF
http://www.europarl.europa.eu/charter/pdf/text_en.pdf
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2011:246:0005:0010:EN:PDF
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:L:2011:246:0005:0010:EN:PDF
http://epp.eurostat.ec.europa.eu/portal/page/portal/population/data/main_tables

Faulkner, R., Davidson, J.W. (2006) ‘Men in chorus: collaboration and competition in

homosocial vocal behaviour’, Psychology of Music34(2), pp. 21237.

Ferlander, S. (2007) ‘The importance of different forms of social capital for health’, Acta
Sociologica 50(2), pp. 115:28.

Fernandez-Ballesteros, R., Zamaron, M.D. Raa, M.A., (2001) ‘The contribution of
socio - demographic and psycéurial factors to life satisfaction’, Ageing & Society,
21(1), pp. 25-43.

Flowers, P.J. and Murphy J.W. (2001) ‘Talking about music: Interviews with older adults
about their music education, preferences, activities and reflections’, Update: Applications

of Research in Music EducatiokQ(1), pp. 20-26.

Franklin, N. C. and Tate, C. A.{@9) ‘Lifestyle and successful aging: An overview’,
American Journal of Lifestyle Medicin8(1), pp. 611.

Fratiglioni, L., Wang, H. X., Ericsson, K., Maytan, M., and Winblad, B. (2000) ‘Influence
of social network on occurrence of dementia: A community based longitudinal study’,

Lancet,355(9212), pp1318.3109.

Gabriel, Z. and Bowling, A. (2004) ‘Quality of life from the perspectives of older people’,
Ageing & Society24(5), pp. 67%91.

Gal, J. (2010) ‘Is there an extended family of Mediterranean welfare states?’, Journal of
European Social Poli¢20(4), pp. 283-300.

Gale, N., Enright, S., Reagon, C., Lewis, |. and VaniBenR. (2012) ‘A pilot
investigation of quality of life and lung functidollowing choral singing in cancer

survivorsand their careers’, Ecancermedicalscien&261.

Gallegos-Carrillo, K., Mudgal, J., Sanchez-Garcia\\&agner, F.A., Gallo, J.J., Salmeroén,
J. and Garcia-Pefia, 2009) ‘Social networks and health-related quality of lde:
population based study among older adults’, Salud Publica de Mexic&1(1), pp 6-13.

Gandek, B., Ware, J.E.Jr., Aaronson, N.K., Apolone, G., Bjorner, J.B., Brazier, J.E.,
Bullinger,M., Kaasa, S., Leplége, A., Prieto, L. and Sullivan, M. (1998) ‘Cross-

validation of item selection and scoring for the SF-12 Health Survey in nine countries:
resultstrom the IQOLA Project’, Journal of Clinical Epidemiologyp1(11), pp. 1171-
1178.

223



Gesano, G. (2008) ‘La qualita della vita dell’anziano: gli aspetti demografici’, Difesa
Sociale,2-3/08, pp. 26.

Giaquinto, S., Cacciato, A., Minasi, S., Sosteraiitl Amanda S. (2006)
‘Effects of music based theray distresgollowing knee arthroplasty’, British Journal of
Nursing 15(10), pp. 576-579.

Glaser, K., Tomassini, C. and Agree, E. (2009) ‘Family disruptions and social support
among older peoplacross Europe’, Family support networks and population ageing
The Doha International Institute for Family Studies and Developrdeafia 3-4 June,
pp. 3238.

Glass, T. A., De Leon, C. F. M., Bassuk, S. S. and Berkman, L. F. (2006) ‘Social
engagement andkpressive symptoms in late life longitudinal findings’, Journal of
Aging and Health18(4), pp. 604-628.

Goll, M. (2010) ‘Ageing in the European Union: where exactly?’, Eurostat Statistics in
focus 26,pp. 215. Available at:

http://epp.eurostat.ec.europa.eu/cache/ITY OFFPUEBK30-026/EN/KSSF10-026-
EN.PDF(Accessed: 21 July 2013).

Gottel, E., Brown, S. and Ekman, S.L. (2008) ‘The influence of caregiver singing and
background music on vocally expressed emotions amdisnio dementia care: a

qualitative analysis’, International Journal of Nursing Studid€(4), pp. 42230.

Grape, C., Sandgren, M., Hansson, L.O., Ericson, M. and Theorell, T. (2003) ‘Does
singing promote well-being?: An empirical study of professional and amateur singers

during a singing lesson’, Integrative Physiological Behavioral Scien&8(1), pp. 65-74.
Gray, A. (2009) ‘The social capital of older Europe’, Ageing and Society29(1), pp. 531.

Grimes, D.A. and Schulz, K.F. (2002) ‘Bias and causal associations in observational

research’, Lancef 359(9302), pp. 248-252.

Guetzkow, J. (2002) ‘How the arts impact communities — an introduction on arts and
impact studies’, Working Paper Serie20 Available at:
http://www.princeton.edu/culturalpolicy/workpap/WP20%20-%20Guetzkow.pdf. (Last
Access: 21 July 2013).

224


http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-SF-10-026/EN/KS-SF-10-026-EN.PDF
http://epp.eurostat.ec.europa.eu/cache/ITY_OFFPUB/KS-SF-10-026/EN/KS-SF-10-026-EN.PDF

Halvorsrud, L. and Kalfoss, M. (2007) ‘The conceptualization and measurement of
quality of life in older adults: a review of empirical studies published during-1994
2006’, European Journal of Ageind(4), pp. 229-246.

Hamilton, C., Hinks, S. anBetticrew, M. (2003) ‘Arts for health: still searching for the
Holy Grail’, Journal Epidemiology Community Healt7(6), pp. 401402.

Hao,Y., (2008) ‘Productive activities and psychological well-being among older adults’,
The Journal of Gerontology. Series B PsychologBménces and Social scienc3(2),
pp. S64-S72.

Harris, R. andyson, E. (2001) ‘Recruitment of frail older people to research: lesson
learnt through experience’, Journal of Advanced Nursin86(5), pp. 643-651.

Havighurst, R.J. (1961) ‘Successful ageing’, The Gerontologistl(1), pp.813.

He, W., Muenchrath, M. N., and Kowal, P. R. (201®)ades of Gray: A Cross-country
Study of Health and Well-being of the Older Popigias in SAGE Countries, 2002010,
US Department of Commerce, Economics and Statidtoginistration, US Census

Bureau. Available atittp://www.nia.nih.gov/research/publication/shades-gray-cross-

country-study-health-and-well-being-older-populations-séfigast Access: 21 July
2013).

Hillman, S. (2002) ‘Participatory singing for older people: a perception of benefit’, Health
Education,102(4), pp. 163-71.

Hoff, A. (2008)Tackling poverty and social exclusion of older peojressons from
Europe Oxford: Oxford Institute of Ageing. Aviable at:
http://www.ageing.ox.ac.uk/files/Working%20Paper%20308(hdtt Access: 21 July
2013).

Howell, R. T., Kern, M. L. and Lyubomirsky, S. (2007) ‘Health benefits: Meta-
analytically determining the impact of #being on objective health outcomes’, Health
Psychology Reviewl(1), pp. 83-136.

Huber, M., Knottnerus, J.A., Green, L., Van der Kd#s, Jadad, A.R., Kromhout, D.,
Leonard, B., Lorig, K., Lloureiro, M.l., Van der Mg J.W.M., Schnabel, P., Van Weel, C.
and Smid, H. (2011) ‘“How should we define health?’, British Medical Journal343:d4163.

225


http://www.nia.nih.gov/research/publication/shades-gray-cross-country-study-health-and-well-being-older-populations-sage
http://www.nia.nih.gov/research/publication/shades-gray-cross-country-study-health-and-well-being-older-populations-sage
http://www.ageing.ox.ac.uk/files/Working%20Paper%20308.pdf

Huff, R.M. and KlineM.V. (2008) ‘Health Promotion in the Context of Culture’, in Huff,
R.M. and Kline M.V. (eds.Health Promotion in Multicultural Populations: A Ridbook
for Practitioners and Studentsondon: Sage. pp. 3-21.

Hulme, C., Wright, J., Crocker, T., Oluboyede, Y. and House, A. (2009) ‘Non-
pharmacological approaches for dementia that irdboarers might try or access: a
systematic review’, International Journal of Geriatric Psychigt®p(7), pp.756-763.

Huxley, P. and Thoricroft, G. (2003) ‘Social inclusion, social quality and mental illness’,

British Journal of Psychiatry.82(4), pp. 289-290.

Hyyppa, M. T. (2010Healthy ties: Social capital, population health and

survival Springer

Iglesias C.P., Birks, Y.F. and Torgerson, D.J. (2001) ‘Improving the measurement of
quality of life in older people: the York SB°, Quarterly Journal of Medicin®4(12), pp.
695-698.

Ishak, W.W., Kahloon, M. andakhry, H. (2011) ‘Oxytocin role in enhancing well-

being: a literature review’, Journal of Affective Disorder4,30(1-2) pp.1-9

ISTAT (2011)Rapporto Annuale ISTAT: La Situazione del Paede26&0.Roma:

Istituto Nazionale di Statistica.

Jadad, A. R. an®’Grady, L. (2008) ‘How should health be defined?’, British Medical
Journa) 337:a2900.

Jehoel-Gijsberg, G. and Vrooman, C. (20B8)EPRI Research Report Social exclusion
of the elderly: a comparative study of EU membateg Centre for European Policy
Studies Brussels. Available &itp://aei.pitt.edu/9443(Last Access: 21 July 2013).

Jermyn, H. (2001The Arts and social exclusion: a review preparedhe Arts Council

of England.Available athttp://www.artscouncil.org.uk/publication_archive/arts-and-

social-exclusion-a-review-prepared-for-the-arts-council-of-engl@radt Access: 21
July 2013.

Judge, K., Platt, S., Costongs, C. and Jurczak, K. (2006) ‘Health inequalities: a challenge
for Europé, Expert Report commissioned by UK Presidency of the EU. Available at:

http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd0

5_en.pdf(Last Access: 21 July 2013)

226


http://aei.pitt.edu/9443/
http://www.artscouncil.org.uk/publication_archive/arts-and-social-exclusion-a-review-prepared-for-the-arts-council-of-england/
http://www.artscouncil.org.uk/publication_archive/arts-and-social-exclusion-a-review-prepared-for-the-arts-council-of-england/
http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd05_en.pdf
http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd05_en.pdf

Kanstbm, L., Zamaro, G., $ptedt, C. and Green. G, (2008¢althy ageing profiles:
guidance for producing local health profiles ofegeople Copenhagen, Denmark:

WHO Regional Office for Europe.

Kant, I. (1991).a metafisica dei costumiranslated by G. Vidari (rivista da N. Merker).
Roma-Bari, Editore Laterza.

Kaplan, G. A. (201) ‘Economic crises: Some thoughts on why, when and where they
(might) matter for health: A tale of three countries’, Social Science & Medicin&/4(5),
pp. 643-646.

Kim, Y. (2011) “The pilot study in qualitative inquiry: Identifying issues and learning
lessons for culturally competent research’, Qualitative Social Work10(2), pp. 190-206.

Kim, J.E. and Moen, P. (2002) ‘Retirement transitions, gender, and psychologic# we
being: a life-course, ecological mdgdhe Journals of Gerontology Series B:
Psychological Sciences and Social Scienb@¢3), pp. P212-P222.

Kinsella, K. and He, W. (2003n aging world: 2008Washington, DC: U.S. Census
Bureau. Available atittps://www.census.gov/prod/2009pubs/p95-09-1(hdkt Access:
21 July 2013).

Kinsella, K. and Velkoff, V. (2001An Aging World: 2001Washington, DC: U.S. Census
Bureau Available at:http://www.census.gov/prod/2001pubs/p95-01-1 (hefst Access:
21 July 2013).

Krijthe, B. P., Walter, S., Newson, R. S., Hofman, A., Hunink, M. G. and Tiemeier, H.
(2011) “Is positive affect associated with survival? A population-based study of elderly
persons’, American Journal of Epidemiolog$73(11), pp. 1298-1307.

Konlaan, B.B., Bygren, L.O. and Johanssoif,. £000) ‘Visiting the cinema, concerts,
museums or art exhibition as determinant of survival: a Swedish fourteen-year cohort
follow up’, Scandinavian Journal of Public Heagl#8(3),pp174-178.

Konlaan, B. B., Theobald, H. and Bygren, L.O. (2002) ‘Leisure activity as a determinant
of survival: a 26-year followap of a Swedish cohort’, Public Health 116(4), pp. 227
230.

Kreutz, G., Bongard, S., Rohrmann, S., Hodappnld.GrebeD (2004)Effects of choir
singing or listening on secretory immunoglobulin a, cortisol, and emotional state’, Journal

of Behavioral Medicing27(6),pp. 623635.
227


https://www.census.gov/prod/2009pubs/p95-09-1.pdf
http://www.census.gov/prod/2001pubs/p95-01-1.pdf
http://www.springerlink.com/content/?Author=Gunter+Kreutz
http://www.springerlink.com/content/?Author=Stephan+Bongard
http://www.springerlink.com/content/?Author=Sonja+Rohrmann
http://www.springerlink.com/content/?Author=Dorothee+Grebe
http://www.springerlink.com/content/0160-7715/
http://www.springerlink.com/content/0160-7715/
http://www.springerlink.com/content/0160-7715/27/6/

Lally, E. (2009) ‘The power to heal us with a smile and a song: senior well-being,
music-based. Participatory arts and the value of qualitatiderex’, Journal of Arts

and Communitiesl(1), pp.25-44.

Lawton, M. P. (1991) ‘A multidimensional view of quality of life in frail elders’, in
Birren, J.E., Lubben, J.E., Rowe, J.C., Deutchman, G.E., (Basgoncept and
measurement of quality of life in the frail elderNew York: Academic Press, pp-27.

Lesser, E. L. (200(Knowledge and social capital: foundations and ajgions

Boston: Butterworth-Heinemann,

Levitas, R., Pantazis, C., Fahmy, E., Gordon, D., Lloyd, E. and Patsios, D. (2e87)
multi-dimensional analysis of social exclusidrondon: Department for Communities

and Local Government (DCLG), Cabinet Office, Social Exclusion Task Force. Available
at: http://www.bris.ac.uk/poverty/downloads/socialexclusion/multidimensional.pdf

(Last Access: 21 July 2013).

Livesey, L., Morrison, I., CliftS.and Camic, P. (2012Benefits of choral singing for
social and mental wellbeing: qualitative findings from a cross-national survey of choir
members’, Journal of Public Mental Healti1(1), pp.10-26.

Lloyd-Sherlock, P. (2002) ‘Social policy and population ageing: challenges for north and
south, International Journal of Epidemiolog¥1(4), pp. 754-757.

Lutgendorf, S. K., Russell, D., Ullrich, P., Harris, T. B. and Wallace, R. (2004) ‘Religious
participation, interleukir®, and mortality in older adults’, Health Psychology23(5),
pp465-475.

Lutz, W., Sanderson, W. and Scherbov, S0§20The coming acceleration of global
population ageing’, Nature 451(7179), pp. 716-719.

Mackenbach, J. P. (2008galth inequalities: Europe in profil&Expert Report
commissioned by UK Presidency of the EU. Availaltie a

http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd0

6_en.pdf(Last Access: 21 July 2013

Marmot, M. (2005) ‘Social determinants of health inequalities’, Lancet365(9464)
pp.10991104.

Milyo, J. and Oh, H.J. (200&ocial capital and support for public funding of thrts
Working PaperUniversity of Chicago. Available at:

228


http://www.bris.ac.uk/poverty/downloads/socialexclusion/multidimensional.pdf
http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd06_en.pdf
http://ec.europa.eu/health/ph_determinants/socio_economics/documents/ev_060302_rd06_en.pdf

http://culturalpolicy.uchicago.edu/papers/workingeis/jeffreyMilyopaper.pdfLast
Access: 21 July 2033

Ministero del Lavoro, della Salute e delle PoligcBociali (2009).a vita buona nella
societa attiva. Libro bianco sul future del modaslbziale Roma. Available at
http://www.forumfamiglie.org/tema/Societ%C3%A0%20E%20Welfare/allegati/docume

nto_384.pdflLast Access: 21 July 2013).

Ministero della Salute (201®iano nazione della prevenzione 2@@2.Roma.
Available at:
http://www.salute.gov.it/portale/temi/p2_6.jsp?lingua=italiano&id=1958&area=prevenzi

one&menu=piandLast Access: 21 July 2013).

Ministero della Salute (201 Bjiano sanitario nazionale 2020413 Roma. Available at:
http://www.salute.gov.it/imgs/C_17 pubblicazioni_1454 allegatq(lpakt Access: 21
July 2013).

Ministero della Salute (2013)nee programmatiche del Ministero della sallRema.
Available at:

http://www.salute.gov.it/portale/news/p3_2 4 1 1.jsp?lingua=italiano&menu=null&p=c
omunicatistampa&id=396@.ast Access: 21 July 2013).

Montizaan, R M. and Vendrik, M.C.M. (2010) ‘Shocks in retirement expectations and

subjective wellbeingevidence from a natural experiment’, IZA Discussion Paper 6863.

Miiller, V. and Lindenberger, U. (2011) ‘Cardiac and respiratory patterns synchronize
between persons during choir singing’, PloS one6(9), e24893.

Myskja, A. and Nord, P.A. (2008) ‘The day the music died >, Nordic Journal of Music
Therapy,17(1), pp. 111.

Netuveli, G. and Blane, D. (2008) ‘Quality of life in older ages’, British Medical Bulletin,
85(1), ppl13-126.

Nicholson, N.R. (2009) ‘Social isolation in older adults: an evolutionary concept
analysis’, Journal of Advanced Nursin$5(6), pp.1342-1352.

Omran, A.R. (1971)The epidemiological transition: A theory of the epidemiology of
population changeThe Milbank Quarterly33(4), pp.731757.

229


http://culturalpolicy.uchicago.edu/papers/workingpapers/jeffreyMilyopaper.pdf
http://www.forumfamiglie.org/tema/Societ%C3%A0%20E%20Welfare/allegati/documento_384.pdf
http://www.forumfamiglie.org/tema/Societ%C3%A0%20E%20Welfare/allegati/documento_384.pdf
http://www.salute.gov.it/portale/temi/p2_6.jsp?lingua=italiano&id=1958&area=prevenzione&menu=piano
http://www.salute.gov.it/portale/temi/p2_6.jsp?lingua=italiano&id=1958&area=prevenzione&menu=piano
http://www.salute.gov.it/imgs/C_17_pubblicazioni_1454_allegato.pdf
http://www.salute.gov.it/portale/news/p3_2_4_1_1.jsp?lingua=italiano&menu=null&p=comunicatistampa&id=3965
http://www.salute.gov.it/portale/news/p3_2_4_1_1.jsp?lingua=italiano&menu=null&p=comunicatistampa&id=3965
http://www.tandfonline.com/action/doSearch?action=runSearch&type=advanced&result=true&prevSearch=%2Bauthorsfield%3A(Myskja%2C+Audun)
http://www.tandfonline.com/loi/rnjm20?open=17#vol_17
http://www.tandfonline.com/loi/rnjm20?open=17#vol_17
http://www.milbank.org/quarterly/830418omran.pdf
http://www.milbank.org/quarterly/830418omran.pdf

Pai, L., Lo, S., Wolf, D. and Kajicker, A. (2008) ‘The effect of singing on snoring and
daytime somnolence’, Sleep and Breathind 2(3), pp. 265-268.

Paugam, S. (2001) ‘Les formes contemporaines de la pauvreté et de I'exclusion en
Europe’, Etudes Rurales3(159-160), pp. 73-95.

Petticrew, M. and Roberts, H. (2003) ‘Evidence, hierarchies, and typologies: horses for
courses’, Journal of Epidemiology and Community Hea®7(7), pp. 527-529.

Pressman, S. D. and Cohen, S. (2005) ‘Does positive affect influence health?’,
Psychological Bulletin131(6), pp. 925-971.

Putnam, R. D., Leonardi, R. and Nanetti, R. Y. (199dking democracy work: Civic

traditions in modern ltalyPrinceton: University Press.

Putnam, R. D. (200@owling Alone: The collapse and revival of Americemmunity

New York: Simon & Schuster.

Raw, A., Lewis, S., Russell, A. and Macnaughton, J. (2012) ‘A hole in the heart:
Confronting the drive for evidence-based impact researaftsiand health’, Arts &
Health,4(2), pp. 97-108.

Regione Lazio (2010&8econdo rapporto sui servizi sociali del LaAwailable at:
http://www.socialelazio.it/binary/prtl_socialelazio/tbl_pubblicazioni/Secondo_rémpor
sui_servizi_sociali_del Lazio27102010.gtd&st Access: 21 July 2013).

Regione Lazio (2010 iano regionale della prevenzione 2010-2012 (P RRdRo
strategicoAvailable at:
http://www.poslazio.it/opencms7/opencms/sociale/sanprp/Piano_(P&R/Access: 21
July 2013).

Robson, C. (200Zreal Word Research - Aresource for social scieméisd
practitioner researcher2edition London: Blackwell Publishing.

Russel, C. and Schofield, T. (1999) ‘Social isolation in old age: a qualitative exploration
of service providers’ perceptions’, Ageing & Society19(1), pp. 69-91.

Ryan, R. M. and Deci, E. L. (2001) ‘On happiness and human potentials: A review of
research on hedonic and eudaimonic Wweihg’, Annual Review of Psycholog2, pp.
141 -166.

230


http://www.socialelazio.it/binary/prtl_socialelazio/tbl_pubblicazioni/Secondo_rapporto_sui_servizi_sociali_del_Lazio27102010.pdf
http://www.socialelazio.it/binary/prtl_socialelazio/tbl_pubblicazioni/Secondo_rapporto_sui_servizi_sociali_del_Lazio27102010.pdf
http://www.poslazio.it/opencms7/opencms/sociale/sanprp/Piano_PRP/

Ryff, C. D. (1989) ‘Happiness is everything, or is it? Explorations on the meaning of
psychological welbeing’, Journal of Personality and Social Psychold#(6), pp106S
1081.

Ryft, C., Singer, B. and Love, G. (2004) ‘Positive health: Connecting well-being with
biology’, Philosophical Transactions of the Royal Societyl@jical Science’s
359(1449), pp. 1383-1394.

Sackett, D. L., Rosenberg, W. M., Gray, J. A., HayRe®. and Richardson, W. S. (1996)

‘Evidence based medicine: what it is and what it isn't’, British Medical Journal312:71.

Salomon, J.A. and Murray, C.J(2002) ‘The epidemiologic transition re-examined:
compositional models for causes of death by age and sex’, Population and Development
Review 28 (2), pp205228.

Saczynski, J.S., Pferifer, L.A., Makasi, K., Korf, E.S., Laurin, D., White, L. and Launer
L.J.(2006) ‘The effect of social engagement on incident dementia the Honolulu-Asia

aging study’, American Journal of Epidemiolog¥63(5), pp. 433-440.

SandgrenM. (2002) ‘Voice, soma and psyche: A gualitative and quantitative study of
opera singers’, Medical Problemsf Performing Artists17(1), pp.11-21.

Saracci, R. (1997The World Health Organization needs to reconsider its definition of
health’, British Medical Journgl314:1409.

Sarvimaki, A. and StenbodRult, B. (2000) ‘Quality of life in old age described as a
sense of well being, meaning and value’, Journal of Advanced Nursin§2(4), pp. 1025-
1033.

Satoh, M. and Kuzuhara, S. (2008) ‘Training in mental singing while walking improves
gait disturbance in Parkinson’s disease patients’, European Neurology60(5), pp. 237-
243.

Savoia, E., Fantini, M. P., Pandolfi, P. P., Dallolio, L. and Collina, N. (2006) ‘Assessing
the construct validity of the Italian version of the EQ-5D: preliminary results from a
crosssectional study in North Italy’, Health and Quality of Life Outcomge4:47.

Scharf, T., Phillipson, C., Kingston, RidSmith, A. E. (2001) ‘Social exclusion and older
people: Exploring theamnections’, Education and Ageindl6(3), pp. 30320.

231



Silbert, L. (2005) ‘Bars behind bars: the impact of a women's prison choir on social

harmony’, Music Education Researchi(2), pp.251-271.

Sirven, N. and Debrand, T. (2008)omoting social participation for healthy ageamy
international comparison of Europeans aged fifty aver. Paris: IRDES. Available at:

http://www.irdes.fr/EspaceAnglais/Publications/WorkingPapers/DT7PromotingSocialPa

rticipation.pdf (Last Access: 20 July 2013).

Skingley,A. and Bungay, H. (2010) ‘The Silver Song Club project: singing in the health
promotion of older people’, British Journal of Community Nursind5(3), pp.135-140.

Smith, K. W., Avis, N. E. and Assmann, S. F. (1999) ‘Distinguishing between quality of
life and health status in quality of life research: a naetdysis’, Quality of Life
Research8(5), pp. 447-459.

Smith, A.E., Sim, J., Scharf, T. and Phillipson, C., (2004) ‘Determinant of quality of life
amongst older people in deprived neighbourhoods’, Ageing & Society24(5), pp.793-
814.

Snaith, R.P. and Zigmond, A.S. (199%e Hospital Anxiety and Depression Scale.
Windsor, Berkshire: NFER-Nelson.

Stacy, R., Brittain, K. and Kers, (2002) ‘Singing for health: an exploration of the issues’,
Health Education102(4), pp. 156:62.

Staricoff, R. (2004prts in health: a review of the medical literatuk®ndon: Arts
Council England.

Stuckey, H. andNobel, J. (2010) ‘The connection between art, healing and public health:
A review of current literature’, American Journal of Public Health00(2), pp254263.

Suhrcke, M. and Stuckler, D. (2012) ‘Will the recession be bad for our health? It depends’,
Social Science & Medicin€&’4(5), pp. 647-653.

Sun, J. and Buys, N. (2012) ‘Effectiveness of participative community singing ma&ntion
program on promoting resilience and mental healdbofiginal and @rres strait islander
people in Astralia’, in Olisah V. (ed.Essential Notes in PsychiatipTech: Shangai.

Available at:http://www.intechopen.com/books/essential-nates-

psychiatry/effectiveness-of-participative-community-singing-intervention-proepn-

promoting-resilience-andhe (Last Access: 21 July 2013

232


http://www.irdes.fr/EspaceAnglais/Publications/WorkingPapers/DT7PromotingSocialParticipation.pdf
http://www.irdes.fr/EspaceAnglais/Publications/WorkingPapers/DT7PromotingSocialParticipation.pdf
http://www.intechopen.com/books/essential-notes-in-psychiatry/effectiveness-of-participative-community-singing-intervention-program-on-promoting-resilience-and-me
http://www.intechopen.com/books/essential-notes-in-psychiatry/effectiveness-of-participative-community-singing-intervention-program-on-promoting-resilience-and-me
http://www.intechopen.com/books/essential-notes-in-psychiatry/effectiveness-of-participative-community-singing-intervention-program-on-promoting-resilience-and-me

Sundgquist, K., Lindstrom, M., Malmstrom, M., Johamss®.E. and Sundquist, J. (2004)
‘Social participation and coronary heart disease: a follow-up study of 6900 women and
men inSweden’, Social Science and Medicing8(3), pp615-622.

Surian, E. (1998Manuale di storia della musicililano: Rugginenti Editore.

Svansdottir, H. B. and Snaedal, J. (2006) ‘Music therapy in moderate and severe
dementia of Alzheimer's type: a casentol study’, International Psychogeriatrics,
18(4), pp.613-621.

Taylor-Powell, E. and Steele, S. (19@8)llecting evaluation data: Direct observation
Madison, WI: University of Wisconsin Extension. Alzdle at:

http://www.pages.drexel.edu/~rosenl/CollectingOBataProgrEval.pdfLast Access:
21 July 2013

Teater, B. an®Baldwin, M. (2012) ‘Singing for successful ageinghe perceived benefits
of participating in the golden oldies communitys programme’, British Journal of Social
Work doi: 10.1093/bjsw/bcs095.

Thurmond, V. A. (2001) ‘The point of triangulation’, Journal of Nursing
Scholarship33(3), pp. 25258.

Tommasini, C., Kalogirou, S., Grundy, E., Fokkema, T., Martikainen, P., Broese van
Groenou, M. and Karisto, A. (2004) ‘Contacts between elderly parents and their children
in four European countries: current patterns and future prosgecstepean Journal of
Ageing, 1(1), pp. 54-63.

Tomassini, C., Glaser,.kind Stuchbury, R. (2007) ‘Family disruption and support in
later life: A comparative study between the United Kingdom and Italy’, Journal of
Social Issues63(4), pp. 845-863.

Tonneijck, H.I.M., Kinebanian, A. and Josephsson, S. (2008) ‘An exploration of choir
singing: Achieving wholeness through challenge’, Journal of Occupational Science,
15(3), pp.173-180.

Tonnies, F. (2011Comunita e Societalranslated by G. Giordano. Roma-Bari: Edizioni

Laterza.

Tsakloglou, P. and Papadopoulos, F. (2002) ‘Aggregate level and determining factors of

social exclusion in twelve European countries’, Journal of European Social

Policy, 12(3), pp. 211-225.

233


http://www.pages.drexel.edu/~rosenl/CollectingObservDataProgrEval.pdf

United Nations (no date). Available at
http://www.un.org/en/development/devagenda/ageing.siitmst Access: 21 July
2013).

United Nations (2001)Vorld population ageing 1952050 New York: UN. Available
at: http://www.un.org/esa/population/publications/worldageing19502Q5 ¥t Access:
21 July 2013).

United Nations (2009)Vorld population ageing 2008lew York: UN. Available at
http://www.un.org/esa/population/publications/WPA2009/WPA2009_WorkingPaper.pdf
. Last Access: 21 July 2013).

United Nations (2011a)orld population prospectus: T2010. Revision, Volume |l
Demographic Profiles. New York: UN. Availabletdtp://dl-
vecnet.crc.nd.edu/files/xs55mcllfhast Access: 21 July 2013

United Nations (2011} opulation projections using probabilistic projens of total
fertility and life expectancy at birth, based oBayesian Hierarchical Model (BHM).
Available athttp://esa.un.org/unpd/ppp/Figures-Output/PoputéfBP_Total-

Population.htn{Accessed: 8 January 2012).

Vazaquez, C., Hervas, G., Rahona, J. J. and Gémez, D. (2009) ‘Psychological well-being
and health: Contributions of positive psychology’, Annuary of Clinical and Health
Psychology5, pp. 1527.

Victor, C.R., Scambler, S.S., Bowling, A. and Bond, J. (2005) ‘The prevalence of, and
risk factor for, loneliness in later life: a survey of older people in Great Britain’, Ageing

& Society,25(3), pp. 357-375.

Victor, C.R., Scambler, S.S. and Bond J. (2009 social world of older people:
understanding loneliness and social isolation ferléife. Maidenhead: Open University
Presspp.3181

Von Lob, G., Camic, P. and Clift, S. (2010) ‘The use of singing-in-a-group as a response
to adverse life events’, International Journal of Mental Health Promotid2(3), pp.45-
53.

Wade, L. M. (2002) ‘A comparison of the effects of vocal exercises/singing on versus
musicassisted relaxation on peak expiratory flow rates in children with asthma’, Music

Therapy Perspective20(1), pp. 31-37.

234


http://www.un.org/en/development/devagenda/ageing.shtml
http://www.un.org/esa/population/publications/worldageing19502050/
http://www.un.org/esa/population/publications/WPA2009/WPA2009_WorkingPaper.pdf
http://www.un.org/esa/population/publications/WPA2009/WPA2009_WorkingPaper.pdf
http://dl-vecnet.crc.nd.edu/files/xs55mc11m
http://dl-vecnet.crc.nd.edu/files/xs55mc11m
http://esa.un.org/unpd/ppp/Figures-Output/Population/PPP_Total-Population.htm
http://esa.un.org/unpd/ppp/Figures-Output/Population/PPP_Total-Population.htm

Walker, A. (2004) ‘The ESRC Growing older research programme, 199904°, Ageing &
Society,24(5), pp.65674.

Walker, A. (2005) Quality of life in old age in Europe. In Walker, A. @ddwing older
in Europe.Suffolk: Open University Press pp.1-13.

Wang, H. X., Karp, A., Winblad, B. and Frdiighi, L. (2002) ‘Late-life engagement in
social and leisure activities is associated witleereased risk of dementia: a longitudinal
study from the Kungsholmen project’, American Journal of Epidemiolog$55(12), pp.
1081:1087.

Wang, M., Henkens, K. aridan Solinge, H. (2011) ‘Retirement adjustment a review of
theoretical and empirical advancemémsnerican Psychologis66 (3), pp. 204-213.

Ware, J.E., Kosinski, M. and Keller, S.D. (1995}12: how to score the SF-12 physical
and mental health summary scal®éscond EditionBoston, MA: The Health Institute,

New England Medical Center.

White, M.( 2003Mental health and the arts: a discussion palpendon: Institute for
Public Policy.

Wilkinson, A.V., Waters, A.J., Bygren, L.O. and TarléuvR. (2007 ‘Are variations in
rates of attending cultural activities associatétl wopulation health in United States
BMC Public Health 31(7), pp226-233.

Wilson, R.S., Scherr, P.A., Schneider, J.A., Tang, A. and Bennett, D.A. (2007) ‘Relation
of cognitive adtvity to risk of developing Alzheimer disease’, Neurology,69(20), pp.
19111920.

Wiltermuth, S. S. and Heath, C. (2009) ‘Synchrony and cooperation’, Psychological
Science 20(1), pp.15.

World Health Organization (1946) Preamble to thesditution of the World Health
Organization as adopted by the International He&dthference, New York, 19-22 June,
1946; signed on 22 July 1946 by the representativ@$Statesdfficial records of the
World Health Organizatiomo.2, p.100) and entered into forceApril 1948. Available
at http://www.who.int/about/definition/en/print.htrmLast Access: 21 July 2013

World Health Organization (1986he Ottawa Charter for Health Promotiddeneva:

World Health Organization. Available at:

235


http://www.who.int/about/definition/en/print.html
http://www.who.int/healthpromotion/conferences/previous/ottawa/en/index.html

http://www.who.int/healthpromotion/conferences/previous/ottawa/en/index4 (hiast
Access: 21 July 2033

World Health Organization (1999)life course perspective of maintaining independence
in older ageGeneva: World Health Organization. Available at
http://www.who.int/hpr2/ageing/lifecourse.pdf.pdfast Access: 21 July 2013).

World Health Organization (2003)pcial determinants of health: the solid facts
Copenhagen: World Health Organization Regional @ffar Europe. Available at
http://www.euro.who.int/__data/assets/pdf_file/0005/98438/e81384lpaift Access:
21 July 2013).

World Health Organisation (2008esolution: Health in times of global economic s
implications for the WHO European Regiavailable at:
http://www.euro.who.int/__data/assets/pdf file/0005/68945/RC59 eres@Razdf
Access: 21 July 2033

World Health Organisation (2018)ental health and development: targeting peoplé wit
mental health conditions as a vulnerable grayailable at:
http://www.who.int/mental_health/policy/mhtargeting/en/index.hiioalst Access: 21
July 2013.

World Health Organization (2012adidressing the social determinants of health: the
urban dimension and the role of local governm@apenhagen: WHO Regional Office
for Europe. Available dittp://www.euro.who.int/en/whaie-

publish/abstracts/addressing-the-social-determinants-of-health-the-urban-dirargion

the-role-of-local-governmergt.ast Access: 21 July 2013

World Health Organization (2012Bementia: A public health priorityzeneva: World
Health Organizations. Available at
http://www.who.int/mental_health/publications/dementia_report 201 Alesdt Access:
21 July 2013

World Health Organization (2012b)easurement of and target-setting for well-being: a
initiative by the WHO Regional Office for Europeirst meeting of the expert group,
Copenhagen, Denmark:8February 2012. Copenhagen, WHO Regional Office for

Europe. Available dtttp://www.euro.who.int/en/whatre-do/data-and-evidence/equity-

in-health/measurement-of-and-target-setting-for-well-b@mitiative-by-the-who-

regional-office-for-europe/first-meeting-of-the-expert-group,-copenhagen,-derdfark,

february-2014Last Access: 21 July 2013

236


http://www.who.int/healthpromotion/conferences/previous/ottawa/en/index4.html
http://www.who.int/hpr2/ageing/lifecourse.pdf.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/98438/e81384.pdf
http://www.euro.who.int/__data/assets/pdf_file/0005/68945/RC59_eres03.pdf
http://www.who.int/mental_health/policy/mhtargeting/en/index.html
http://www.euro.who.int/en/what-we-publish/abstracts/addressing-the-social-determinants-of-health-the-urban-dimension-and-the-role-of-local-government
http://www.euro.who.int/en/what-we-publish/abstracts/addressing-the-social-determinants-of-health-the-urban-dimension-and-the-role-of-local-government
http://www.euro.who.int/en/what-we-publish/abstracts/addressing-the-social-determinants-of-health-the-urban-dimension-and-the-role-of-local-government
http://www.who.int/mental_health/publications/dementia_report_2012/en/
http://www.euro.who.int/en/what-we-do/data-and-evidence/equity-in-health/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe/first-meeting-of-the-expert-group,-copenhagen,-denmark,-89-february-2012
http://www.euro.who.int/en/what-we-do/data-and-evidence/equity-in-health/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe/first-meeting-of-the-expert-group,-copenhagen,-denmark,-89-february-2012
http://www.euro.who.int/en/what-we-do/data-and-evidence/equity-in-health/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe/first-meeting-of-the-expert-group,-copenhagen,-denmark,-89-february-2012
http://www.euro.who.int/en/what-we-do/data-and-evidence/equity-in-health/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe/first-meeting-of-the-expert-group,-copenhagen,-denmark,-89-february-2012

World Health Organization (20128)easurement of and target-setting for well-being: an
initiative by the WHO Regional Office for Europee®nd meeting of the expert group,
Paris, France, 226 June 2012Copenhagen, WHO Regional Office for Europe.
Available athttp://www.euro.who.int/en/whatre-do/health-topics/health-

determinants/social-determinants/publications/2013/measurement-of-and-target-setting-

for-well-beinganinitiative-by-the-who-regional-office-for-europgast Access: 21 July
2013.

World Health Organization (2013he European Health Report 2012 Charting the way t
well-being.Copenaghen: WHO Regional Office for Europe. Avagadi

http://www.euro.who.int/en/whate-do/data-and-evidence/european-health-report-

2012/the-european-health-report-2012-charting-the4eayell-being (Last Access: 21
July 2013).

WHOQOL Group (1997Measuring Quality of LifeGeneva: Division of mental health
and prevention of substance abuse World Health Organization. Available at:
http://www.who.int/mental_health/media/68.[dtlast Access: 21 July 2013

Zanini, C. and Leao, E. (2006)herapeutic choir - A Music therapist looks at therne

millennium éderly’, Voices: AWorld Forum for Music Therap§(2) pp. 112.

237


http://www.euro.who.int/en/what-we-do/health-topics/health-determinants/social-determinants/publications/2013/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe
http://www.euro.who.int/en/what-we-do/health-topics/health-determinants/social-determinants/publications/2013/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe
http://www.euro.who.int/en/what-we-do/health-topics/health-determinants/social-determinants/publications/2013/measurement-of-and-target-setting-for-well-being-an-initiative-by-the-who-regional-office-for-europe
http://www.euro.who.int/en/what-we-do/data-and-evidence/european-health-report-2012/the-european-health-report-2012-charting-the-way-to-well-being
http://www.euro.who.int/en/what-we-do/data-and-evidence/european-health-report-2012/the-european-health-report-2012-charting-the-way-to-well-being
http://www.who.int/mental_health/media/68.pdf

Appendix 1

Ethic Committee U.K.

238



Canterbury
Christ Church
University

22 November 2010 Ref: 10/H&SC/CL24

Ms Elisabetta Corvo

Sidney De Haan Research Centre for Arts and Health
University Centre, Mill Bay

Folkestone CT20 1JG

Dear Elisabetta

Confirmation of compliance for your study “Exploration of the implementation of an
English model of health promotion based on participant in singing groups for older
adults (Silver Song Clubs) in Italy.”

| have received a completed and countersigned Ethics Review Checklist dated 20 November
2010 for the above project. Because you have answered “No” to all of the questions in
Section B of the form, no further ethical review will be required under the terms of this
University's Research Ethics and Governance Procedures.

In confirming compliance for your study, | must remind you that it is your responsibility to
follow, as appropriate, the policies and procedures set out in the Research Governance
Handbook ( http://www.canterbury.ac.uk/research/governance/index.asp ) and any relevant
academic or professional guidelines. This includes providing, if appropriate, information
sheets and consent forms, and ensuring confidentiality in the storage and use of data. Any
significant change in the question, design or conduct of the study over its course should be
notified to the Research Office, and may require a new application for ethics approval. You
are also required to inform me once your research has been completed.

Wishing you every success with your research.

Yours sincerely

Regeiee
>

Roger Bone

Research Governance Manager

Tel: +44 (0)1227 782940 ext 3272 (enter at prompt)
Email: roger.bone@canterbury.ac.uk

(e Professor Stephen Clift

The Graduate School and Research Office

Canterbury Christ Church University
North Holmes Campus, Canterbury, Kent, CT1 1QU
Tel +44 (0)1227 767700 Fax +44 (0)1227 470442

www.canterbury.ac.uk Registered Company No: 4793659
. s A Company limited by guarantee
Professor Robin Baker CMG, Vice Chancellor Registered Charity No: 1098136

239



Canterbury
Christ Church
University

Declaration of adherence to appropriate ethical procedures
for research undertaken with human participants

in countries outside the United Kingdom

) I declare that I, Elisabetta Corvo

have followed all the necessary procedures to ensure that the research
involving human participants | have carried out, or intend to carry out,
entitled

“Exploration of the implementation of an English model of health promotion
based on participant in singing groups for older adults (Silver Song Clubs)
in Italy”

in Italy

between November 2010 and March 2012

as part of my research degree, conforms in full to the ethical requirements
of that country.

v} I have acquired all the necessary permission from all the necessary parties
with
regard to access, use of research instruments or any other invasive
procedures, and confidentiality.
Q I have made the purpose of my research appropriately clear to all the parties
that

I am required to, and have behaved appropriately in response to the
outcomes of this communication.

Overseas declaration ver2 1 1/09

240



a I attach a copy of any regulatory or ethical documentation/certificates that |
have

had to sign or have been awarded by the jurisdiction within which | am
operating.

Signed: Al T L~y
Date: 4.12.2010

Completed declaration should be returned to the Research Governance Manager, Graduate School
and Research Office. Researchers should retain a copy for inclusion in their thesis/dissertation.

Overseas declaration ver2 11/09
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PRIMA FACOLTA
DIMEDICINA § CHIRURGIA

@ e

Dipartimento Sanita Pubblica e Malattie Infettive
Area Nursing
Prof. Julita Sansoni
Tel.06.4959255 w3.uniromal.it/nursing
Roma 04.12.2010

Oggetto: Esplorazione sulla fattibilita applicativa di un modello di promozione della salute

inglese basato sulla partecipazione a gruppi di canto per persone ultrasessantenni in Italia

Gentile Dott.ssa Elisabetta Corvo

La presente per attestare che dopo attenta valutazione del ricerca in oggetto, sentito anche il
Preside della Facolta di Farmacia e Medicina, non si ¢ ravvisata la necessita di sottoporre la ricerca
al vaglio del giudizio del Comitato etico di questa Universita .

Cordialita

/Pvﬁf..Juli S{\nsoni )
e M
(

Rome, 4th December 2010

Re:Exploration of the implementation of an English model of singing group for older adults
(SSC) in Italy

Ms Elisabetta Corvo,

This is to certify that after careful assessment of the above research, and after speaking to the Dean
of the Faculty of Pharmacology and Medicine, it has been decided that the research need not be
submitted to the Ethics Committee of this University.

/Kind Regard

Prof. Julita Sansoni )
M\‘ M

243



Appendix 3

| nformed Consents

244



Canterbury
Christ Church
University

SAPIENZA

UNIVERSITA DT ROMA

Esplorazione sulla fattibilita applicativa di un modello di promozione della salute inglese

basato sulla partecipazione a gruppi di canto per persone ultrasessantenni in Italia.

formazioni per i partecipanti - FASE A Ultrasessantenni

La dottoressa Elisabetta Corvo sta conducendo una ricerca: La ringraziamo per la sua
disponibilita a partecipare alla stessa. Per favore legga con attenzione questo foglio
informativo che Le dara le informazioni necessarie per la comprensione della ricerca e per
la Sua partecipazione. Non esiti a chiedere ulteriori informazioni e/o specificazioni nel
caso avesse ulteriori dubbi o perplessita.

Premessa

L’obiettivo di questo studio & quello di valutare la fattibilita, I'applicabilita nel contesto
italiano di un modello inglese di promozione della salute, basato su gruppo di canto per
le persone ultrasessantenni.

Cosa dovro fare?

Le sara chiesto di condividere le sue opinioni su argomenti come |'assistenza socio -
sanitaria agli anziani, la musica e la salute, la qualita della vita ed il benessere. Se lei
decide di partecipare non sara sottoposto ad alcun rischio.

Per partecipare alla ricerca lei deve essere

Una persona ultrasessantacinquenne.

Procedure

Le verra chiesto di partecipare a questo studio. Condividendo le sue opinioni sulla
musica sulla qualita della vita e sul benessere.

Feedback

Lei avra la possibilita di accedere a tutto il lavoro una volta conclusa la stesura.
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Riservatezza

Tutti i dati e le informazioni personali verranno conservate con cura in accordo con il
British Data Protection Act 1998, e con il decreto legislativo 196/2003 (ss.mm.) e con le
regole dell’'universita riguardo alla conservazione dei dati. Solo la Dottoressa Elisabetta
Corvo avra accesso ai dati. Al completamento dello studio i dati verranno, comunque resi
anonimi rimuovendo ogni eventuale traccia.

Divulgazione dei risultati

Tutti i dati raccolti durante lo studio verranno utilizzati solo ed esclusivamente con
obiettivi scientifici. Nessun risultato potra essere ricondotto ai partecipanti. A
completamento della ricerca vi potra essere la pubblicazione in rilevanti riviste
scientifiche. Allo stesso modo vi sara la possibilita che lo studio venga discusso in
conferenze.

clslo a a) e

Se Lei ha qualsiasi dubbio o preoccupazione riguardo ad una qualsiasi delle procedure
della ricerca non esiti a chiedermi informazioni. Qualora Lei decida di partecipare, lei sara
libero/a di lasciare lo studio in ogni momento senza dare alcuna spiegazione.

Atre domande?

Contatti la dottoressa Elisabetta Corvo all’indirizzo email canzonidargento@libero.it o al
numero telefonico 3408717709
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Canterbury
Christ Church
University

SAPIENZA

UNIVERSITA DI ROMA

Esplorazione sulla fattibilita applicativa di un modello di promozione della salute inglese

basato sulla partecipazione a gruppi di canto per persone ultrasessantenni in Italia.

Informazioni per i partecipanti - FASE A Professionisti

La dottoressa Elisabetta Corvo sta conducendo una ricerca: La ringraziamo per la sua
disponibilita a partecipare alla stessa. Per favore legga con attenzione questo foglio
informativo che Le dara le informazioni necessarie per la comprensione della ricerca e per
la Sua partecipazione. Non esiti a chiedere ulteriori informazioni e/o specificazioni nel
caso avesse ulteriori dubbi o perplessita.

Premessa

L'obiettivo di questo studio & di valutare la fattibilita, I’applicabilita nel contesto italiano
di un modello inglese di promozione della salute, basato su gruppo di canto per le
persone ultrasessantenni.

Cosa deve fare?

Nell’intervista Le sara chiesto di condividere le sue opinioni su argomenti come
I'assistenza socio-sanitaria agli anziani, la musica e la salute, la qualita della vita ed il
benessere. Se Lei decidera di partecipare non sara sottoposto ad alcun rischio né fisico né
di altro tipo.

Per partecipare alla ricerca, Lei deve essere

Un professionista che si occupi a vario livello della popolazione anziana.
Procedure

Lei verra intervistato anonimamente.

Feedback

Lei avra la possibilita di accedere ai risultati emersi dal lavoro una volta conclusa la sua
stesura.
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Riservatezza

Tutti i dati e le informazioni personali verranno conservate con cura in accordo con il
British Data Protection Act 1998, e con il decreto legislativo 196/2003(ss.mm.) e con le
regole dell’'universita riguardo alla conservazione dei dati. Solo la Dottoressa Elisabetta
Corvo avra accesso ai dati. Al completamento dello studio i dati verranno comunque resi
anonimi rimuovendo ogni eventuale traccia.

e sult;

Tutti i dati raccolti durante la ricerca verranno utilizzati solo ed esclusivamente con
obiettivi scientifici. Nessun risultato potra essere ricondotto ai singoli partecipanti. A
completamento della ricerca vi potra essere la pubblicazione dei dati in forma aggregata
su riviste scientifiche. Allo stesso modo vi sara la possibilita che lo studio possa venire
presentato in conferenze.

Decisione sulla partecipazione

Se Lei ha qualsiasi dubbio o preoccupazione riguardo la procedura della ricerca non esiti
a chiedermi informazioni. Qualora Lei decida di partecipare, lei sara libero/a di lasciare lo
studio in ogni momento senza dover fornire alcuna spiegazione

Atre domande?

Contatti la dottoressa Elisabetta Corvo all’indirizzo email canzonidargento®@libero.it o al
numero telefonico 3408717709
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MODULO DI CONSENSO

Esplorazione sulla fattibilita applicativa di un modello di promozione della salute inglese basato sulla

partecipazione a gruppi di canto per persone ultrasessantenni in Italia

Nome del ricercatore Dottoressa ELISABETTA CORVO

Contact details:

Address: Sidney De Haan Research Centre for Arts and Health

University Centre, Mill Bay Folkestone,

CT20 1JG, Kent

Sapienza Universita di Roma

Area Nursing — Professoressa Julita Sansoni

Piazza Aldo Moro, 1

00100 ROMA
Tel: | 3408717709 ]
Email: | ec210@canterbury.ac.uk - canzonidargento@libero.it I

1. Confermo di aver letto e capito il foglio informative sulla ricerca
“Esplorazione sulla fattibilita applicativa di un modello di promozione della
salute inglese basato sulla partecipazione a gruppi di canto per persone
ultrasessantenni in Italia” e di aver avuto Popportunita di avere chiarimenti.

2. Ho capito che la mia partecipazione ¢ del tutto volontaria e posso decidere
di nitirarmi dall’ricerca in un qualsiast momento senza dare spiegazioni.

3. Ho capito che le informazioni che dard sulla mia persona saranno
confidenzuali e riservate.

4, Accetto di partecipare alla ricerca.

Nome del partecipante Data Firma

Nome della persona che Data Firma
prende il consenso(se differente dal ricercatore)
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Canterbury
Christ Church
University

SAPIENZA

UNIVERSITA DT ROMA

Esplorazione sulla fattibilita applicativa di un modello di promozione della salute inglese

basato sulla partecipazione a gruppi di canto per persone ultrasessantenni in Italia.

nfo ioni i ecipanti -

La dottoressa Elisabetta Corvo sta conducendo una ricerca: La ringraziamo per la sua
disponibilita a partecipare alla stessa. Per favore legga con attenzione questo foglio
informativo che Le dara le informazioni necessarie per la comprensione della ricerca e per
la Sua partecipazione. Non esiti a chiedere ulteriori informazioni e/o specificazioni nel
caso avesse ulteriori dubbi o perplessita.

Premessa

L’obiettivo di questo studio & quello di valutare la fattibilita, I'applicabilita nel contesto
italiano di un modello inglese di promozione della salute, basato su gruppo di canto per
le persone ultrasessantenni.

Cosa dovro fare?

Le sara chiesto di condividere le sue opinioni su argomenti come |'assistenza socio-
sanitaria agli anziani, la musica e la salute, la qualita della vita ed il benessere, la sua
salute. Se lei decide di partecipare non sara sottoposto ad alcun rischio.

Per partecipare alla ricerca lei deve essere

Una persona ultrasessantenne.
Procedure

Partecipare a gruppi di canto d’insieme e condividere le sue opinioni sull’esperienza e
sulla sua salute.

Feedback

Lei avra la possibilita di accedere a tutto il lavoro una volta conclusa la stesura.
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Riservatezza

Tutti i dati e le informazioni personali verranno conservate con cura in accord con il
British Data Protection Act 1998, e con il decreto legislativo 196/2003 (ss.mm.) e con le
regole dell’'universita riguardo alla conservazione dei dati. Solo la Dottoressa Elisabetta
Corvo avra accesso ai dati. Al completamento dello studio i dati verranno, comunque resi
anonimi rimuovendo ogni eventuale traccia.

Divulgazione dei risultati

Tutti i dati raccolti durante lo studio verranno utilizzati solo ed esclusivamente con
obiettivi scientifici. Nessun risultato potra essere ricondotto ai partecipanti. A
completamento della ricerca vi potra essere la pubblicazione in rilevanti riviste
scientifiche. Allo stesso modo vi sara la possibilita che lo studio venga discusso in
conferenze.

Decisione sulla partecipazione

Se Lei ha qualsiasi dubbio o preoccupazione riguardo ad una qualsiasi delle procedure
della ricerca non esiti a chiedermi informazioni. Qualora Lei decida di partecipare, lei sara
libero/a di lasciare lo studio in ogni momento senza dare alcuna spiegazione.

Atre domande?

Contatti la dottoressa Elisabetta Corvo all’indirizzo email canzonidargento@libero.it o al
numero telefonico 3408717709.
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Part A - Professionals’ Interview

o Introduction of myself

o Universities involved

o Bref description of the research
o Main purpose of the interview

o Any questions?

Part A Professionals’ interview - Canzoni d’argento
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Part A - Professionals’ Interview

1. Could you please describe what your professional position is?

o

How many years have you been in this field?

3. Could you please describe the area where you work in terms of demography, economic and
social condition?

4. Have you ever worked in the same field in another geographical area? If so, how long ago?

5. What is your professional view about the dichotomy between biologically old life and social
old age?

6. What ts the role of the family in the everyday day life of older people in your professional

opinion/experience?

~]

What s the role of the GP in the everyday day life of older people in your professional

opinion/experience?

8. What kind of relationships do elderly people normally have (friends, partner, relatives and
so on), or are they isolated?

9. In your experience, what kinds of requirements do elderly people normally ask for?

10. What kind of activities do older people carry out out in everyday life (gardening, dancing,
playing cards, chatting with friends, watching TV...)?

11. In your experience, are elderly people interested in extending their knowledge?

12. Do you think they will be interested i participating in this kind of singing group? (Explain
why.)

13. If you answered yes to Question 4, are there any significant differences between the areas in

relation to the answers to Questions 10, 11, 12 and 13?

Part A Professionals’ interview - Canzoni d’argento
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Part A - Interview of Older People

Introduction of myself
Universities involved

Brief description of the research
Main purpose of the interview

Any questions?

Part A Interview of Older People - Canzoni d’argento Page 1
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Part A - Interview of Older People

Age

60-64
65-69
70-74
75-79
80-84
85-90
90-95

95+

Sex Local Conditions Living Conditions

M-F Ad —Disadv. Alone
With Partner
With children

Other

Education

Until 10

Untl 14

Until 18

Until 25

- Today we’ll take a walk down the memory lane of your life and we’ll touch four different periods:

o Childhood (0-12)
o Adolescence  (13-29)
o Adulthood (30-59)
o Oldage (60+)

and the role of music in your past and present life.

Part A Interview of Older People - Canzoni d’argento

Page 2
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Part A - Interview of Older People

CHILDHOOD
Looking back at your childhood, did you listen to music?
YES

e  When? (special occasions, everyday life, in the morning, in the evening, or...)
e Where? (at home, school, in church, theatre, concert, or....)
e  Who with? (mother, father, siblings, friends, or...)

e How did you listen to music? (on the radio, or....)

Looking back to your childhood, did you sing?
YES

e When? (special occastons, everyday life, in the morning, in the evening, or...)
e  Where? (at home, school, in church, or....)
e  Who with? (mother, father, siblings, friends, or...)
e Did anybody sing for/to you?
e Do you remember a particular song which reminds you of the past?
®  What kind of memories does it bring?

= Are you able (do you mind) to sing this song for me?

NO
e In your opinion, why?

¢ Do you think this depended on circumstances, family tastes, family way of life, the particular time?

Part A Interview of Older People - Canzoni d’argento Page 3
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Part A - Interview of Older People

ADOLESCENCE

Looking back to your childhood, did you listen to music?

YES

e  When? (special occasions, everyday life, in the morning, in the evening, or...)
e  Where? (at home, school, in church, theatre, concerts, or....)

e Who with? (mother, father, siblings, friends, gitlfriend/boyfriend.....)

e How did you listen to music? (on the radio, or.....)

e With the coming of television, did you listen to more music?

e Do you remember a particular melody which reminds you of the past?

Looking back to your childhood, did you sing?

YES

e  When? (special occasions, everyday life, in the morning, in the evening, or...)
e  Where? (at home, school, in church, or....)
e  Who with? (mother, father, siblings, friends, or...)
e Do you remember a particular song, which reminds you of the past?
=  Which kind of memories does it bring?

= Are you able (do you mind) to sing this song for me?

NO
e In your opinion, why?

e Do you think this depended on circumstances, family tastes, family way of life, the particular time?

Part A Interview of Older People - Canzoni d’argento Page 4
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Part A - Interview of Older People

ADULTHOOD
Looking back to your adulthood, did you listen to music?

YES

e When? (special occasions, everyday life, in the morning, in the evening, or...)

e  Where? (at home, school, in church, or....)

e  Who with? (relatives, sons, daughters, wife/husband, friends...)

e How did you listen to music - on the radio, music cassettes, CDs, record player or...?
e With the coming of television, did you listen to more music?

e Do you remember a particular melody which reminds you of the past?

Looking back to your childhood, did you sing?

YES

e  When? (special occasions, everyday life, in the morning, in the evening, or...)
e  Where? (at home, school, in church, or....)
e Who with? (relatives, sons, daughters, wife /husband, friends, or...)
e Do you remember a particular song, which reminds you of the past?
®  What kind of memories does it bring?

= Are you able (do you mind) to sing this song for me?

e At that time, did you have time to spend on listening to music or singing?

NO

e Inyour opinion, why?

e Do you think this depended on circumstances, family tastes, family way of life, the particular time?

Part A Interview of Older People - Canzoni d’argento Page 5
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Part A - Interview of Older People

- OLD AGE 1-

Looking at the present, do you listen to music?
YES

e  When? (special occasions, everyday life, in the morning, in the evening, or...)
e Where? (at home, school, in church, or....)
e  Who with? (relatives, sons, daughters, wife/husband...)

e How do you listen to music - on the radio, music cassettes, CDs, record player or...?

Looking at the present, do you sing?

YES

e When? (special occasions, everyday life, in the morning, in the evening, or...)
e Where? (at home, school, in church, or....)
e Who with? (relatives, sons, daughters, wife /husband...)
e Do you sing songs of the past or the present?
= What kind of memories does they bring?

= Are you able (do you mind) to sing one of these songs for me?

NO
e In your opinion, why?

e Do you think this depended on circumstances, family tastes, family way of life, the particular time?

Part A Interview of Older People - Canzoni d’argento Page 6
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Part A - Interview of Older People

-OLD AGE 2 -

1. How do you spend your days?

2. Do you have any particular hobbies?

3. What kind of music do you listen to?

4. Do you listen to music occasionally or every day?

5. Compared with the past, 1s music more or less important in your personal life now?

6. When do you listen to music during the day?

7. Do you have a collection of records/cassettes /CDs? If yes, do you still buy music?

8. How do you choose the kind of music you listen to? Does it depend on your mood, the time of
day, or other reasons?

9. There is often music in the supermarket or shops nowadays. Do you like this or do you honestly
prefer silence?

10. Do you listen to music alone or with other people?

11. If with another person, who decides what kind of music to listen to - you or the other person?

12. Do you prefer singing or listening, or do you like to do both? Why?

13. What are your favourite songs?

14. If you were on a desert island, what songs would you take (you can only choose a few to take with
you)y?

Part A Interview of Older People - Canzoni d’argento Page 7
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PRIMA FACOLTA
DI MEDICINA £ CHIRURGIA

SAPIENZA

UNIVERSITA DI ROMA

Dipartimento Sanita Pubblica e Malattie Infettive
Area Nursing
Prof. Julita Sansoni
Tel.06.4959255 w3.uniromal.it/nursing
Roma 12.09.2010

A CHI DI INTERESSE

L’Area Nursing del Dipartimento di Sanita Pubblica e Malattie Infettive di questa Sapienza
Universita di Roma nella persona della prof. Julita Sansoni, supervisiona/é partner e facilita, per la
parte italiana, la ricerca della dott.ssa Elisabetta Corvo, dottoranda presso la Canterbury Christ
Church University nel Regno Unito (Sidney de Haan Research Centre for Arts and Health -
(http://www.canterbury.ac.uk/centres/sidney-de-haan-research/) che finanzia il progetto.

Direttore scientifico del Centro di Ricerca ¢ il Prof. Stephen Clift, supervisore inglese del
progetto su menzionato, focalizzato sulla valutazione ed applicazione di un modello di promozione
della salute inglese, proposto ora, nel contesto sociale e culturale italiano, romano in particolare.

Il modello, che usa la musica - gruppo di canto di insieme - & gia stato validato ed usato
oltre che in Inghilterra, in altre nazioni europee ed extraeuropee ed ¢ stato costruito tenendo
presente i principi promossi dall’Organizzazione Mondiale della Sanita.

La ricerca rivolta alla popolazione anziana, ¢ divisa in due parti, la prima consta in una serie di
interviste focalizzate sullo status della popolazione anziana romana a persone coinvolte a vario
titolo nella gestione dei Servizi socio-sanitari (ad esempio consiglieri municipali, assistenti sociali
etc) e in un ciclo di interviste alla popolazione anziana, condotte in differenti contesti territoriali
romani, al fine di valutarne Iinteresse alla partecipazione all’esperienza ed il ruolo della musica
nella vita delle persone anziane.

In una seconda fase, in base ai risultati della prima, verranno organizzati gruppi di canto costituiti
da persone anziane, e verra condotta una valutazione attraverso strumenti metodologici qualitativi e
quantitativi (questionari pre e post esperienza) al fine di evincere se vi sia stato 0 meno un
miglioramento della qualita della vita e del benessere delle persone coinvolte nella ricerca alla
conclusione delle 12 settimane di durata dell’esperienza. I risultati, anonimi, faranno parte della tesi
di dottorato della Dott.ssa Corvo e saranno la base per articoli scientifici in riviste di settore.

Con la presente siamo a chiedere di facilitare i colloqui e I’accesso alle Strutture dedicate.
Cordial{nente

YLl ()

Julita Sansoni
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Cantare insieme puo migliorare
il senso di benessere e lo stato di
salute delle persone anziane?

o )
¢ A y BF. }_4:?‘0._,.‘.’
'

3
o

Progetto di ricerca

o1TA
HCINA € CHIRURGIA

g, Canterbu
$iﬂg Sidney De Haan 9' Ch rlst Ch urch
‘ SAPIENZA  for yoir Research Centre for Arts an University

266



Silver Song Clubs
in Italy

L'obiettivo del progetto & costituire dei gruppi
di canto d'insieme simili all‘esperienza dei
Silver Song Clubs concepiti e sviluppati con
grande successo nel Sud-Est dell'Inghilterra.

| Silver Song Club, “gruppi di canto
d’argente” sono costituiti da gruppi di
anziani dai 60 anni in su che si riuniscono
per cantare insieme, Allo stesso modo nel
contesto itafiano e pill preasamente fomano,
verranno costituiti dei gruppi simili a quelli
dei Silver Sang Club inglesi. | gruppi cosi
costituiti verranno poi valutati al fine di
evincere se vi sia stato un miglioramento
dello stato di benessere e della qualita

della vita percepita dei partecipanti dopo
V'esperienza.

Il progetto verra portato avanti dalla
Dottoressa Elisabetta Corvo. Flisabetta Corva
& attualmente dottoranda presso il Sidney

De Haan Research Centre nel Regno Unito.
Sara supportata dalla Prof. Julita Sansoni
responsabile dell'’Area Nursing del

Dipartimento di Scienze di Sanita Pubblica
della "Sapienza” Universita di Roma.
Principali quesiti cui a ricerca vorrebbe
rispendere

* In quale misura gli anziani in Italia sono
interessati a parteapare a gruppi di canto?

* Il modello “Silver Song Club” di grande
successo e sviluppo nel Regna Unito
potrebbe avere successo anche in un
contesto italiano?

* Quale impatto ha I'espenienza del canto
nel benessere e nella qualita della vita de
partecipanti all’esperienza?

* Vesperienza del canto in gruppo pud
ridurre il bisogno di assistenza medica o
sociale di base?

Nel progetto verranno coinvolti sia i centri
anziani che | municipi e tutte le associazioni
che svolgono attivita ludiche nell'interesse
della popolazione anziana. | gruppi verranno
sequiti da musidisti esperti.

Il progetto necessitera di un'approvazione
da parte det comitati etici delle Universita
coinvolte e il permesso dei centri anziani o
delle associazioni. | parteapanti verranno
invitali a rispondere ad un questionario
anonimo e prendere parte a delle interviste di
gruppo.

Ricercatori italiani ed inglesi si sono uniti per risponders a questa
domanda con |'aiuto della popolazione anziana di Roma,

Partners nel
progetto

THE SIDNEY DE HAAN RESEARCH CENTRE
FOR ARTS AND HEALTH

(SIDNEY DE HAAN CENTRO DI RICERCA PER
L‘ARTE E LA SALUTE)

.wdnquuun9.
Research Centre for Arts an

Il centro fa parte della Canterbury Christ
Church University nel Regno Unito. Il Centro
ha valutato I'impatto che I'ssperienza

dei Silver Song Club ha sui partecipanti, |
nisultati prodotti fin‘ora da queste ricerche
dimostrano che la partecipazione a gruppi di
canto ha sostanziali benefici sul benessere e
sulla qualita della vita degli anziani. In questo
momento il Centro di ficerca & impegnato

n uno studio randormizzato (randomised
trial) sui partecipanti ai Silver Song Club
finanziato dal Centro Nazionale delle ricerche
def Regno Unito. Per dettagli vedere:

httpy//

sidney-de-haan-research/index.asp

AREA INFERMIERISTICA -
DIPARTIMENTO DI SCIENZE
DI SANITA PUBBLICA

SAPTENZA

Ll'area nursing del Dipartimento di Scienze di
Sanita pubblica della “Sapienza” Universita
di Roma @ il partner scientifico itatiano del
progetto finanzato dall'Unione Europea
"Health pro elderly”. Il progetto identifica
fe linee guida per "best practice in health
promotion” per la popolazione anziana in
tutta Europa. Per dettagli vedere:

p
partner_university_rome.php

SING FOR YOUR LIFE Sing .
for your,

£’ un‘assoaazione inglese che gestisce un
network di pitt di 40 'Silver Song Clubs' su
tutto il territorio del Sud est dell'Inghilterra.
Questi gruppi coinvolgona persone dai

60 anni in su, alcuni partecipanti hanno
problemi di salute correlati alla lore eta, come
ad esempio la demenza. | gruppi sono diretti
da musicisti esperti. Per dettagli vedere:
http://www.singforyourlife.org.uk
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Il gruppo di ricerca

Elisabetta Corvo € laureata in giurisprudenza, presso
I'universita di Milano - Bicocca con una tesi in sociologia
del diritto, ha inoltre conseguito un Masters Degree in
Health Promotion and Public Health presso la Canterbury
Christ Church University. Ha svolto per molti anni I"attivita
di volontaria sia per una pubblica assistenza milanese
(Croce Verde) che aiutando ragazzi ed adulti affetti dalla
sindrome di Down. Impegnata professionalmente in
differenti contesti, recentemente ha lavorato per una
cooperativa sociale romana come progettista.

PROFESSORESSA JULITA SANSONI

Julita Sansoni & professoressa della “Sapienza”
Universita di Roma e lavora presso |area infermieristica
del Dipartimento di Scienze di Sanita Pubblica della
stessa Universita. Ha un background infermieristico

ed & laureata in Pedagogia oltre che aver seguito una
formazione in counseling. La professoressa Sansoni &
coordinatrice italiana del progetto “Health pro elderly”
dell’'Unione Europea, rappresenta gli infermieri italiani
nella Federazione europea degli Infermieri (EFN) ed &
componente del Board del Consiglio Internazionale degli
Infermieri (ICN).

Stephen Clift & professore di Educazione alla salute

nella facolta di Sanita Pubblica e Assistenza sociale

della Canterbury Christ Church University, egli & inoltre
Direttore della ricerca scientifica presso il Sidney De Haan
Research Centre for Arts and Health (Sidney de Haan
centro di ricerche per |'arte e la salute). Il professor Clift

& impegnato e lavora nel settore della promozione della
salute e della sanita pubblica da pit di 25 anni
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Appendix 8

Part A Post Pilot Session Questionnaire
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Parte A - Questionario post sessione

Eta

60-64
65-69
70-74
75-79
80-84
85-90

90-95

1

2

3)

Sesso Con chi vive?

M-F Da solo/a
Con il partner
Con 1 figh

Altro

Si e dwvertito oggi? (da 1=no a 5=molto)

Foroe e B B I

Quale aspetto le é piaciuto di pri?
Cantare

Ascoltare la musica

Stare con gl altri

Tutts

Altro

Fino a che eta ha studiato

Fino 10 aa

Fino 14 aa

Fino 18 aa

Fino 25 aa

Come si € sentito durante la sessione? (pud aggiungere altri stati d’animo se lo desidera)

Ero Contento

Ero Sereno

Ero Malinconico

Part A Questionario Post Sessione - Canzoni d’argento

Pagina 1
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Parte A - Questionario post sessione

Ero Coinvolto

Ero Annoiato

Ero Felice

Ero Stressato

4) Come s1 & sentito alla fine della sessione?
Ero contento
Ero dispiaciuto perché la sessione era finita
Di aver fatto qualcosa di bello e importante

Altro

5) Pensa che cantare sia piacevole? (da 1=no a 5=molto)
1 2 3 4oee 5

6) Le canzoni scelte andavano bene? (da 1=no a 5=molto)

7) Che canzoni le piacerebbe cantare?
Canzont italiane
Canzoni romanesche
Opera

Canzont internazionali

9) Se ci fosse la possibilita lei parteciperebbe ad un’attivita come questa?
(da 1=no a 5=molto)

{9 B 4 .5

Part A Questionario Post Sessione - Canzoni d’argento Pagina 2
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Appendix 9

Pre-Coded Schedule
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Canterbury
Christ Church
University

PRIMA FACOLTA
D1 MEDICINA E CHIRURGIA

SAPIENZA

UNIVERSITA DI ROMA

Pre-Coded Schedule

Age concem

Municipio

Number of Participants

Pro gramme

Start of the session

Break

Re-start

End of the session
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- SONG TITLE

100% PARTICIPATION

75% PARTICIPATION

50% PARTICIPATION

LESS THAN 50% PARTICIPATION

ATTENTION

NO ATTENTION

SMILES

COMMENTS - CHATTING

NO SMILES OR LAUGHTER

- SONG TITLE

100% PARTICIPATION

75% PARTICIPATION

50% PARTICIPATION

LESS THAN 50% PARTICIPATION

ATTENTION

NO ATTENTION

SMILES

COMMENTS - CHATTING

NO SMILES OR LAUGHTER
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Appendix 10

Baseline Questionnaire
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PRIMA FACOLTA
D1 MEDICINA E CHIRURGIA

Canterbury

Christ Church

D SAPIENZA

University . “4 UNIVERSITA DI ROMA

QUESTIONARIO

“CANZONI D’ARGENTO”

CODICE

Iniziale del proprio nome
di battesimo

Iniziale del cognome della
mamma prima di sposarsi

Giorno del compleanno

Oppure

Nome e Cognome

I dati personali verranno cancellati
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SEGNARE CON UNA CROCETTA (B COSI) UNA SOLA CASELLA DI

ETA
60-65
65-69
75-79
70-74
80-84
85-90
90-95
95+

Da solo/a
Altro

Finoa 10 aa
Fino a 14 aa
Fino a 18 aa

Fino a 25 aa

CIASCUN GRUPPO.
Q
a
o
Q
0
o
o
O
Sesso
o

Con chi vive?

O

Fino a quale eta ha studiato?

O

Con il partner

OO0 0D
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Indicare quale delle seguenti affermazioni descrive meglio il suo stato di

salute oggi, segnando con una crocetta (B cosi) una sola casella di ciascun

gruppo.

Capacita di Movimento

Non ho difficolta nel camminare

Ho qualche difficolta nel camminare
Sono costretto/a a letto

Cura della Persona

Non ho difficolta nel prendermi cura di me stesso
Ho qualche difficolta nel lavarmi o vestirmi

Non sono in grado di lavarmi o vestirmi

Attivita Abituali (per es. lavoro, studio, lavori domestici,
attivita familiari o di svago)

Non ho difficolta nello svolgimento delle attivita abituali

Ho qualche difficolta nello svolgimento delle attivita abituali
Non sono in grado di svolgere le mie attivita abituali

Dolore o Fastidio

Non provo alcun dolore o fastidio
Provo dolore o fastidio moderati
Provo estremo dolore o fastidio

Ansia o Depressione

Non sono ansioso o depresso

Sono moderatamente ansioso o depresso
Sono estremamente ansioso o depresso

00O

OO

O

00O
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Per aiutarla ad esprimere il suo stato di salute attuale,
abbiamo disegnato una scala graduata (simile ad un
termometro) sulla quale il migliore stato di salute
immaginabile & contrassegnato dal numero 100 ed |l
peggiore dallo 0.

Vorremmo che indicasse su questa scala quale &,
secondo lei, il livello del suo stato di salute oggi,
tracciando una linea dal riquadro sottostante fino al
punto che corrisponde al suo stato attuale di salute.

Il suo stato
di salute

0ggl

Migliore
stato

di salute
100

0

Peggiore
stato
di salute
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Questa sezione intende valutare cosa Lei pensa della sua salute. Le
informazioni raccolte permetteranno di essere sempre aggiornati su come si
sentea svolgere le sue attivita consuete.

Risponda ad ogni domanda del questionario indicando la Sua risposta come
mostrato di volta in volta, se non si sente certo, effettui la scelta che
comunque le sembra la migliore.

1. In generale direbbe che la sua salute é:

Eccellente Molto Buona Passabile Scadente
Buona
0 ] 0 ] O

2.La sua salute La limita attualmente nello svolgimento di attivita di
moderato impegno fisico (come spostare un tavolo, usare
I'aspirapolvere,giocare a bocce, o fare un giro in bicicletta, ecc)?

Si, mi limita Si, mi limita No, non mi limita per
Parecchio parzialmente nulla
O a a

3. La sua salute La limita attualmente nel salire qualche piano di scale?

Si, mi limita Si, mi limita No, non mi limita per
parecchio parzialmente nulla
(] a 6 |

4. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa della sua salute

fisica?
Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
a ] a O ]

5. Nelle ultime 4 settimane ha dovuto limitare alcuni tipi di lavoro o di
alter attivita a causa della sua salute fisica?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O (] a a ]
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6. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa del suo stato
emotivo? (quale sentirsi depresso o ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O ] O a O

7. Nelle ultime 4 settimane, ha avuto un calo di concentrazione sul
lavoro o nelle alter attivita quotidiane, a causa del suo stato emotive?
(quale sentirsi depresso o ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O O a O

8. Nelle ultime 4 settimane, in che misura il dolore 'ha ostacolata nel
lavoro che svolge abitualmente?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O a a 0

9. Questa domanda si riferisce a come si & sentito nelle ultime 4
settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si € sentito calmo e
sereno?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
| [H] O O l
10. Questa domanda si riferisce a come si & sentito nelle ultime 4

settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si € sentito pieno di
energie?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
0 O O [m] m]
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11. Questa domanda si riferisce a come si & sentito nelle ultime 4
settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si & sentito
scoraggiato e triste?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O ] (] ] ]
12. Nelle ultime 4 settimane, per quanto tempo la Sua salute fisica o

il suo stato emotive hanno interferito nelle sue attivita sociali, in
famiglia, con gli amici?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O O a O
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Appendix 11

End of Singing Questionnaire
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Canterbury
Christ Church
University

PRIMA FACOITA

QUESTIONARIO

DI MEDICINA E CHIRURGIA

SAPIENZA

UNIVERSITA DI ROMA

“CANZONI D’ARGENTO”

CODICE

Iniziale del propric nome
di battesimo

Iniziale del cognome della
mamima prima di sposarsi

Giorno del compleanno

Oppure

Nome e Cognome

[ dati personali verranno cancellati
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SEGNARE CON UNA CROCETTA (B COSI) UNA SOLA CASELLA DI

ETA
60-65
65-69
75-79
70-74
80-84
85-90
90-95
95+

Da solo/a
Altro

Finoa 10 aa
Fino a 14 aa
Finoa 18 aa

Finoa 25 aa

CIASCUN GRUPPO.
o
0
o
o
o
Q
0
0
Sesso
0

Con chi vive?

a
a

O

Con il partner

Fino a quale eta ha studiato?

OO0 DO
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Indicare quale delle seguenti affermazioni descrive meglio il suo stato di

salute oggi, segnando con una crocetta (B cosi) una sola casella di ciascun

gruppo.

Capacita di Movimento

Non ho difficolta nel camminare

Ho qualche difficolta nel camminare
Sono costretto/a a letto

Cura della Persona

Non ho difficolta nel prendermi cura di me stesso
Ho qualche difficolta nel lavarmi o vestirmi

Non sono in grado di lavarmi o vestirmi

Attivita Abituali (per es. lavoro, studio, lavori domestici,
attivita familiari o di svago)

Non ho difficolta nello svolgimento delle attivita abituali

Ho qualche difficolta nello svolgimento delle attivita abituali
Non sono in grado di svolgere le mie attivita abituali

Dolore o Fastidio

Non provo alcun dolore o fastidio
Provo dolore o fastidio moderati
Provo estremo dolore o fastidio

Ansia o Depressione

Non sono ansioso o depresso

Sono moderatamente ansioso o depresso
Sono estremamente ansioso o depresso

00O

OO

O

00O
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Per aiutarla ad esprimere il suo stato di salute attuale,
abbiamo disegnato una scala graduata (simile ad un
termometro) sulla quale il migliore stato di salute
immaginabile & contrassegnato dal numero 100 ed il
peggiore dallo 0.

Vorremmo che indicasse su questa scala quale €,
secondo lei, il livello del suo stato di salute oggi,
tracciando una linea dal riquadro sottostante fino al
punto che corrisponde al suo stato attuale di salute.

Il suo stato
di salute

0ggl

Migliore
stato

di salute
100

0

Peggiore
stato
di salute
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Questa sezione intende valutare cosa Lei pensa della sua salute. Le
informazioni raccolte permetteranno di essere sempre aggiornati su come si
sentea svolgere le sue attivita consuete.

Risponda ad ogni domanda del questionario indicando la Sua risposta come
mostrato di volta in volta, se non si sente certo, effettui la scelta che
comunque le sembra la migliore.

1. In generale direbbe che la sua salute é:

Eccellente Molto Buona Passabile Scadente
Buona
) ] ] m] O

2. La sua salute La limita attualmente nello svolgimento di attivita di
moderato impegno fisico (come spostare un tavolo, usare
I'aspirapolvere,giocare a bocce, o fare un giro in bicicletta, ecc)?

Si, mi limita Si, mi limita No, non mi limita per
parecchio parzialmente nulla
O m] a

3. La sua salute La limita attualmente nel salire qualche piano di scale?

Si, mi limita Si, mi limita No, non mi limita per
parecchio parzialmente nulla
O O m]

4. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa della sua salute

fisica?
Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
m] ] [m] [m] O

5. Nelle ultime 4 settimane ha dovuto limitare alcuni tipi di lavoro o di
alter attivita a causa della sua salute fisica?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
m] O O a O
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6. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa del suo stato
emotivo? (quale sentirsi depresso o ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
0 O [m] a ]

7. Nelle ultime 4 settimane, ha avuto un calo di concentrazione sul
lavoro o nelle alter attivita quotidiane, a causa del suo stato emotive?
(quale sentirsi depresso o0 ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O a a O

8. Nelle ultime 4 settimane, in che misura il dolore I'ha ostacolata nel
lavoro che svolge abitualmente?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O a a O

9. Questa domanda si riferisce a come si & sentito nelle ultime 4
settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si & sentito calmo e
sereno?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O m] a a ]
10. Questa domanda si riferisce a come si & sentito nelle ultime 4

settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si € sentito pieno di
energie?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
] 0 0 m] m]
1. Questa domanda si riferisce a come si & sentito nelle ultime 4

settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
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caso. Per quanto tempo nelle ultime 4 settimane si & sentito
scoraggiato e triste?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
u] (N O O a
12. Nelle ultime 4 settimane, per quanto tempo la Sua salute fisica o

il suo stato emotive hanno interferito nelle sue attivita sociali, in
famiglia, con gli amici?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O O a O
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1) Durante questa esperienza si é divertito? ( da 1=no a 5=molto)

1 2 3 4 5

2) Quale aspetto le € piaciuto di piu?
Cantare
Ascoltare la musica

Q
Q
Stare con gli altri a
Tutti i sopra indicati ad

Q

Altro

3) Come si & sentito durante l'esperienza? (pud aggiungere altri stati
d'animo se lo desidera)
Ero Contento
Ero Sereno

Ero Malinconico

Ero Annoiato

Q
Q
Q
Ero Coinvolto a
a
Ero Felice a

Q

Ero Stressato
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4) Come si é sentito alla fine della esperienza?
Ero contento
Ero dispiaciuto perché era finita
Di aver fatto qualcosa di bello e importante d

Altro

5) Pensa che cantare sia piacevole? (da 1=no a 5=molto)

1 2 3 4 5

6) Cosa migliorerebbe di questa esperienza?

7) Se ci fosse |la possibilita lei parteciperebbe ancora ad un’attivita come
questa?
(da 1=no a 5=molto)

1 2 3 4 5
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Ha qualche altra osservazione da aggiungere rispetto alla sua salute ed alla
partecipazione a questo progetto?
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Appendix 12

Follow Up Questionnaire
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Canterbury
Christ Church
University

PRIMA FACOLTA

QUESTIONARIO

DI MEDICINA E CHIRURGIA

SAPIENZA

UNIVERSITA DI ROMA

“CANZONI D’ARGENTO”

CODICE

Iniziale del propric nome
di battesimo

Iniziale del cognome della
mamma prima di sposarsi

Giorno del compleanno

Oppure

Nome e Cognome

I dati personali verranno cancellati
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SEGNARE CON UNA CROCETTA (B COSI) UNA SOLA CASELLA DI

ETA
60-65
65-69
75-79
70-74
80-84
85-90
90-95
95+

Da solo/a
Altro

Finoa 10 aa
Finoa 14 aa
Finoa 18 aa
Finoa 25 aa

CIASCUN GRUPPO.
0
0
O
Q
0
o
0
Q
Sesso
0

Con chi vive?

a
d

Fino a quale eta ha studiato?

O

Con il partner

OO0 DO
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Indicare quale delle seguenti affermazioni descrive meglio il suo stato di
salute oggi, segnando con una crocetta (€ cosi) una sola casella di ciascun

gruppo.

Capacita di Movimento

Non ho difficolta nel camminare

Ho qualche difficolta nel camminare
Sono costretto/a a letto

Cura della Persona

Non ho difficolta nel prendermi cura di me stesso
Ho qualche difficolta nel lavarmi o vestirmi

Non sono in grado di lavarmi o vestirmi

Attivita Abituali (per es. lavoro, studio, lavori domestici,
attivita familiari o di svago)

Non ho difficolta nello svolgimento delle attivita abituali

Ho qualche difficolta nello svolgimento delle attivita abituali
Non sono in grado di svolgere le mie attivita abituali

Dolore o Fastidio

Non provo alcun dolore o fastidio
Provo dolore o fastidio moderati
Provo estremo dolore o fastidio

Ansia o Depressione

Non sono ansioso o depresso

Sono moderatamente ansioso o depresso
Sono estremamente ansioso o depresso

O 00O 00O 00D

O
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Per aiutarla ad esprimere il suo stato di salute attuale,
abbiamo disegnato una scala graduata (simile ad un
termometro) sulla quale il migliore stato di salute
immaginabile & contrassegnato dal numero 100 ed il
peggiore dallo 0.

Vorremmo che indicasse su questa scala quale é,
secondo lei, il livello del suo stato di salute oggi,
tracciando una linea dal riquadro sottostante fino al
punto che corrisponde al suo stato attuale di salute.

Il suo stato
di salute

0ggl

Migliore
stato

di salute
100

0

Peggiore
stato
di salute
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Questa sezione intende valutare cosa Lei pensa della sua salute. Le
informazioni raccolte permetteranno di essere sempre aggiornati su come si
sentea svolgere le sue attivita consuete.

Risponda ad ogni domanda del questionario indicando la Sua risposta come
mostrato di volta in volta, se non si sente certo, effettui la scelta che
comunque le sembra la migliore.

1. In generale direbbe che la sua salute é:

Excellente Molto Buona Passabile Scadente
Buona
O m} ]} O a

2.La sua salute La limita attualmente nello svolgimento di attivita di
moderato impegno fisico (come spostare un tavolo, usare
I'aspirapolvere,giocare a bocce, o fare un giro in bicicletta, ecc)?

Si, mi limita Si, mi limita No, non mi limita per
parecchio parzialmente nulla
0 O a

3. La sua salute La limita attualmente nel salire qualche piano di scale?

Si, mi limita Si, mi limita No, non mi limita per
parecchio parzialmente nulla
O a a

4. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa della sua salute

fisica?
Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
| | ] a O ]

5. Nelle ultime 4 settimane ha dovuto limitare alcuni tipi di lavoro o di
alter attivita a causa della sua salute fisica?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O a a O
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6. Nelle ultime 4 settimane ha reso meno di quanto avrebbe voluto sul
suo lavoro o nelle altre attivita quotidiane, a causa del suo stato
emotivo? (quale sentirsi depresso o ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O ] O a O

7. Nelle ultime 4 settimane, ha avuto un calo di concentrazione sul
lavoro o nelle alter attivita quotidiane, a causa del suo stato emotive?
(quale sentirsi depresso o ansioso)?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O O a O

8. Nelle ultime 4 settimane, in che misura il dolore 'ha ostacolata nel
lavoro che svolge abitualmente?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O a a 0

9. Questa domanda si riferisce a come si & sentito nelle ultime 4
settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si € sentito calmo e
sereno?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
| [H] O O l
10. Questa domanda si riferisce a come si & sentito nelle ultime 4

settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si € sentito pieno di
energie?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
0 O O [m] m]
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11. Questa domanda si riferisce a come si & sentito nelle ultime 4
settimane. Risponda scegliendo la risposta che piu si avvicina al Suo
caso. Per quanto tempo nelle ultime 4 settimane si & sentito
scoraggiato e triste?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O ] (] ] ]
12. Nelle ultime 4 settimane, per quanto tempo la Sua salute fisica o

il suo stato emotive hanno interferito nelle sue attivita sociali, in
famiglia, con gli amici?

Sempre Quasi Una parte Quasi Mai
sempre del tempo mai
O O O a O
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Appendix 13

Centro Anziani President’s Agreement
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Roma, 10 Ottobre 2011

Con la presente dichiaro in qualita di Presidente del Centro Anziani sito in Via Sabotino 7 in Roma,
allinterno del territorio del Municipio XVII, di aver acconsentito allo svolgimento delle 12 sessioni
musicali che fanno parte del progetto di ricerca ““Esplorazione sulla fattibilita applicativa di un
modello inglese di promozione della salute basato sulla partecipazione a gruppi di canto per
persone ultrasessantenni in Italia” portato avant dalla Dottoressa Elisabetta Corvo della Canterbury

Christ Church University in parinership con la Sapienza Universita di Roma.

Le sessioni avranno inizio in data odierna ( 10 ottobre) e proseguiranno per circa 12 settimane,
coinvolgeranno parte degli iscritti a questo Centro Anziani. La dottoressa Elisabetta Corvo ha spiegato
a me personalmente, esaustivamente, tutt gli aspetti della ricerca ed in particolare I' utilizzo di

questionari, all'inizio, alla fine e a tre mesi dell’esperienza.

In fede

Teresa Maccari

5«1}*&@5&9«& CR -y~
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Roma, 11 Ottobre 2011

Con la presente dichiaro in qualita di Presidente del Centro Anziani “Teresa Frassinelli” in Roma,
all'interno del territorio del Municipio VI, di aver acconsentito allo svolgimento delle 12 sessioni
musicali che fanno parte del progetto di ricerca “Esplorazione sulla fattibilita applicativa di un
modello inglese di promozione della salute basato sulla partecipazione a gruppi di canto per
persone ultrasessantenni in Italia” portato avanti dalla Dottoressa Elisabetta Corvo della Canterbury

Christ Church University in partnership con la Sapienza Universita di Roma.

Le sessioni avranno inizio in data odierna (11 ottobre) e proseguiranno per circa 12 settimane,
coinvolgeranno parte degli iscritti a questo Centro Anziani. La dottoressa Elisabetta Corvo ha spiegato
a me personalmente, esaustivamente, tutti gli aspetti della ricerca ed in particolare Tutilizzo di

questionari, all'inizio, alla fine e a tre mesi dell’esperienza.

In fede

' \)
Rémio Ponzo -
& W // —
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Jialerninove.

Centro Servizi

per l'orientamento
e il benessere del
Cittadino Anziano

# i
Roma, 25 Gennaio 2012

Con la presente dichiaro in qualita di responsabile del Centro Setvizi viaTerni9 sito in Via Terni 9 in
Roma, gestito in convenzione con il Municipio 9 di Roma Capitale da.lla Cooperativa Sociale META
onlus, di aver acconsentito allo svolgimento delle 12 sessioni musicali che fanno parte del progetto di
ricerca “Esplorazione sulla fattibilita applicativa di un modello inglese di promozione della
salute basato sulla partecipazione a gruppi di canto per persone ultrasessantenni in Italia”

portato avanti dalla Dottoressa Elisabetta Corvo della Canterbury, Christ, Church University in

partnership con la Sapienza Universita di Roma.

Le sessioni avranno inizio in data odierna e proseguiranno per circa 12 settimane, vedranno la
partecipazione degli anziani coinvolti nel progetto “Centro dei servizi pet I'orientamento e il benessere
del cittadino anziano wiaTerninove”. La dottoressa Elisabetta Corvo ha illustrato a me personalmente,
esaustivamente, tutti gli aspetti della ricerca ed in particolare I'utilizzo di questionari, all’inizio, alla fine e

a tre mesi dell’esperienza.

In fede

socisleonlus Meta Soc. Coop. Sociale onlus via G. Botero 16/a - 00179 Roma
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ARRIVEDERCI ROMA

T'invidio, turista
che arrivi, t'imbevi
de Fori e de scavi,

poi tutto d'un colpo
te trovi Fontana de
Trevi tutta per te!
Ce sta 'na leggenda
romana legata a
'ata vecchia fontana
per cui se ce butti un
soldino costringi il
destino a fatte torna'.

E mentre er . soldo bacia er

fontanone la tua
canzone in fondo €'
questa qua!
Arrivederci, Roma...
good bye...
au revoir...
Siritrova a pranzo a
Squarciarelli
fettuccine e vino dei
Castelli come ai tempi
belli che
Pinelli immortalo'!
Arrivederci Roma...
good bye...
au revoir...

Si rivede a spasso in
carrozzella e ripensa a
quella "ciumachella"
ch'era tanto bella e
che gli ha detto
sempre "no!"
Stasera la vecchia
fontana racconta alla

solita luna la storia

vicina e lontana di
quella inglesina col
naso all'insu’.

To proprio qui
I'ho incontrata e qui,
proprio qui I'ho
baciata. Lei qui con la
voce smarrita m'ha
detto: "E' finita,
ritorno lassu'!"

Ma prima di partire
I'inglesina butto' la
monetina e sussurro':
Arrivederci Roma...
good bye...
au revoir...
Voglio ritornar a via
Margutta, voglio
rivedere la soffitta
dove m'hai tenuta
stretta stretta in
braccio a te!
Arrivederci Roma...
Non so scordarti piu'...
Porto in Inghilterra i
tuoi tramonti, porto a
Londra Trinita' dei Monti
porto nel mio cuore i
gluramenti e
gli "I love you!"

Arrivederci Romal
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CHITARRA ROMANA

Sotto un manto d1 stelle
Roma bella mi1 appare,
solitario 1l mio cuor disilluso
d'amor.
vuol nelllombra cantar

Una muta fontana
e un balcone lassu,
o chitarra romana
accompagnami tu.

Suona suona mia chitarra
lascia prangere 1 mio cuore,
senza casa € senza amore
mi rimant solo tu.

Se la voce ¢ un po’ velata
accompagnami 1 sordina,
la mia bella fornaria
al balcone non c'e pu.
Lungotevere dorme
mentre 1l flume cammina,
10 lo seguo perche mi1
trascina con se
e travolge 1l mio cuor.

Vedo un ombra lontana
e una stella lassu,
o chitarra romana
accompagnami tu.

Se la voce ¢ un po velata
accompagnami 1n sordina,
la mia bella fornarina
al balcone non c'¢ p1u.

O chitarra romana
accompagnami tu
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FUNICOLT FUNICOLA’

Aseressera, Nannine, me ne saglette,
tu sate add6? Addo 'stu core 'ngrato cchiu dispiette farme nun
po! Addé lo fuoco coce, ma st fuje te lassa sta! E nun te corre
appriesso, nun te struje, 'nctelo a guardal...Jammo, jammo,

'ncoppa, jammo ja', funiculi, funicula!

Ne'... jammo da la terra a la montagna!
no passo nc'e'! Se vede Francia, Proceta e la Spagna... Io veco
a tte!
Tirate co la fune, ditto 'nfatto, 'ncielo se va.
Se va comm' a lu viento a I'intrasatto, gue', saglie sa'l Jammo,
jammo 'ncoppa, jammo ja’,

funiculi, funicula!

Se n'¢ sagliuta, o1 N¢, se n'e sagliuta
la capa gia! E gghiuta, po' & turnata, po' ¢ venuta... sta sempe
'ccal
La capa vota, vota, attuorno, attuorno,
attuorno a tte! Sto core canta sempe nu taluorno
Sposammo, o1 Ne! Jammo 'ncoppa, jammo ja/,

funiculi, funicula
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MA L'AMORE NO

Guardando le rose
sfiorite stamant 10 penso:
domani saranno appassite

E tutte le cose son come le
rose

che vivono un giorno un'ora

e non pu!
Ma l'amore, no
L'amore mio non puo

disperderst nel vento, con le

1rose

Tanto ¢ forte che non

cedera
non sfiorira
Io lo vegliero
10 lo difendero

da tutte quelle msidie

velenose

che vorrebbero strapparlo al

cuor,
povero amot!
Forse te ne andrat

d'altre donne le carezze

cercherat!
ahime
e se tornerat

g sfiorita ogni bellezza

troverat
n me
Ma l'amore no
L'amore mio non puo

dissolverst con l'oro det

capells.

Fin ch'to vivo sara vivo in

me,

solo per te



NEL BLU DIPINTO DI BLU

Penso che un sogno cost
Non ritornt mat pu'

Mt dipingevo le mani e la
faccia di blu

Pot d'improvviso venivo dal
vento rapito

E itncominciavo a volare nel
cielo mfmnito

Volare oh oh

Cantare oh oh oh oh

Nel blu dipinto di blu
Felice d1 stare lassu'

E volavo volavo felice

P1u' in alto del sole ed
ancora piu'su

Mentre 11 mondo p1an prano
Spariva lontano laggm'

Una musica dolce suonava
soltanto per me

Volare oh oh

Cantare oh oh oh oh

Nel blu dipinto di blu
Felice d1 stare lassu'

Ma tuttt 1 sogni nell'alba
svaniscon perche'

Quando tramonta la luna I
porta con se

Ma 10 continuo a sognare

Neglt occhi tuot bells

Che sono blu come un cielo
Trapunto d1 stelle

Volare oh oh

Cantare oh oh oh oh

Nel blu degli occhi tuot blu
Felice d1 stare quaggiu’

E continuo a volare felice
P1u' 1n alto del sole ed
ancora piu'su

Mentre 1l mondo pian prano
scompare

Neglt occht tuot blu

Ia tua voce e una musica
Dolce che suona per me
Volare oh oh

Cantare oh oh oh oh

Nel blu degli occhi tuot blu
Felice di stare quaggiu’

Nel blu deglt occhi tuot blu
Felice di stare quaggiu'
Con te

Con te
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PARLAMI D’°AMORE MARIU’

Come set bella, ptu bella stasera Marmu
Splende un sorriso di stella, neglt occhi tuot blu
Anche se avverso 1l destino, domani sara,
oget tt sono vicino perché sospirar, non pensar
Parlami d'amore Marm
Tutta la mi1a vita set tu
Gli occht tuot belly, brillano
Framme di sogno, scintillano

Dimmit che 1llusione, non ¢
Dimme che set tutta per me
Qui sul tuo cuor non soffro pu,

Parlami d'amore Mariu

Occhio una n malarda sirena set tu
so che st perde gl sguards,
quegli occhi tuot blu
Ma che m1 importa se 1l mondo st burla di me,
meglio nel gorgo profondo
ma sempre con te,

st con te
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ROMA NUN FA' LA STUPIDA STASERA

Roma nun fa' la stupida stasera
damme na mano a fase di de st
sceglt tutte le stelle pru' brillarelle
che c'hait e un friccico de luna
tutta pe not
faje sentt' ch'e' quast primavera
manna It mejo grilli pe fa' cr1 crt
prestame er ponentino
piu' malandrino che c'hat
roma reggeme er moccolo stasera
roma nun fa' la stupida stasera
damme na mano a famme di' de no
spegni tutte le stelle
pu' brillarelle che c'hat
nasconneme la luna se no so guat
famme scorda’ ch'e' quast primavera
tiemme na mano 1 testa pe' di de no
smorza quer venticello
stuzzicarello che c'hat

roma nun fa' la stupida stasera
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SORA MENICA

A Roma a Roma belle le
romane

ma so' piu belle le
trasteverine

l'arubbacort so' le
monticiane

l'arubbacori so' le
monticiane

Sora Menica Sora Menica
oggt ¢ domenica. Lassece

sta.

Semo trasteverine e nun
tremamo
Paura nun avemo de nisuno
c'avemo bona lingua e mejo
mano
c'avemo bona lingua e mejo
mano.
Sora Menica Sora Menica
oggt ¢ domenica. Lassece

Sta.

Sete la banderola de Castello
avete dato er core a questo e
quello
'na botta ve cercate de
cortello
'na botta ve cercate de
cortello

Sora Menica Sora Menica
oggt ¢ domenica. Lassece
sta.

Er core mio T'ho dato a chi
me pare
I'anno tenuto tuttt come 'n
fiore
er VOstro s'é appassito ner
cantone
er vostro s'¢ appassito ner
cantone
Sora Menica Sora Menica
oggt ¢ domenica. Lasceme
sta.
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TANTO PE’ CANTA’

'Pe fa la vita meno amara,
me sO comprato 'sta chitara,
e quanno er sole scenne e
more
me sento 'n'core cantatore,
la voce ¢ poca ma intonata,
nun serve a fa 'na serenata,
ma serve solo 'a fa in
maniera,
de farme 'nsonno a primma
sera.

Tanto 'pe canta
pecche me sento 'n' friccico
ner core,
tanto 'pe sogna
perché ner petto me ce
naschi 'n' fiore,
fiore de hlla
che m'artportt verso er
primo amore
che sospirava alle canzont
mie

e m'arintontoniva de bucte.

Canzoni belle e
appasstonate,
che Roma mia m'aricordate,
cantate solo 'pe dispetto
ma 'co 'na smanta dentro ar
petto,
10 nun ve canto a voce piena
ma tutta I'anima € serena,
e quanno er cielo se scolora
de me nessuna se innamora.

Tanto 'pe canta
pecche me sento 'n' friccico
ner core,
tanto pe sogna
perche ner petto me ce
naschi 'n' fiore,
fiore de lilla
che m'ariportt verso er
primo amore
che sospirava alle canzont
mie
e m'arintontoniva de buce.
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VECCHIA ROMA

venticello, venticello de roma
venticello profumato de sole e d'amor
se la sera, I'aventino te chtama
je' risponni dar grannicolo m fior.
mentre 1n ctelo mille stelle brilleno

diectmila bocche gia' se cercheno
tu le sfiort e ja' rigali'n brivido

e nell'oscurita’

tu sfarfalli pe' le strade de roma,
venticello che c1 attt a sogna'.

Finalino
Cht te po’ mat scorda’

Venticello de Roma
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VA PENSIERO

Va, penstero, sull'ali dorate;
Va, t1 posa sut clivi, sut colls,
Ove olezzano tepide e molli
I'aure dolct del suolo natal!

Del Giordano le rive saluta,
D1 Sionne le torr1 atterrate...
Oh mia patria st bella e perdutal
O membranza si cara e fatal!

Arpa d'or det fatidict vaty,
Perché muta dal salice pendt?
Le memorie nel petto raccends,

Ci favella del tempo che ful

O simile di Solima a1 fatt
Traggt un suono di crudo lamento,
O t'tspiri 1l Signore un concento
Che ne infonda al patire virtu!
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E' giunta mezzanotte

$1 SPENgONO 1 fumMoft

st spegne anche l'insegna
di quel'ultimo caffe

le strade son deserte
desterte e silenzione,
un'ultima carrozza
cigolando se ne va.

II fiume scorre lento
frusciando sotto 1 ponti
la luna splende in cielo
dorme tutta la citta

solo va un uomo in frac.

Ha il cilindro per cappello

due diamanti per gemelli
un bastone d1 cristallo

la gardenia nell'occhiello
e sul candido gilet

un papillon,

un papillon di seta blu
s'avvicina lentamente
con incedere elegante

ha l'aspetto trasognato
malinconico ed assente
non st sa da dove vien
ne dove va

chi mai sara

quel'uomo in frac.
bonne nuite bonne nuite
bonne nuite bonne nuite
Buona notte

VECCHIO FRAC

va dicendo ad ogni cosa
ai fanali illuminati

ad un gatto innamorato
che randagio se ne va.
E' giunta ormai l'aurora
st spengono 1 fanali

s1 sveglia a poco a poco
tutta quanta la citta

la luna s'¢ incantata
sorpresa ed impallidita
pian piano

scolorandost nel cielo sparira
sbadiglia una finestra
sul flume silenzioso

e nella luce bianga
galleggiando se ne van
un cilindro

un fiore e un frack.

Galleggiando dolcemente
e lasctandost cullare

se ne scende lentamente
sotto 1 ponti verso il mare
verso il mare se ne va

chi mai sara, chi mai sara
quell'vomo in frack.
Adieu adieu adieu adieu
addio al mondo

ai ricordi del passato

ad un sogno mai sognato
ad un attimo d'amore
che mai piu ritornera.
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VEENTICELLO DE ROMA

venticello, venticello de roma
venticello profumato de sole e d'amor
se la sera, I'aventino te chtama
je' risponni dar grannicolo mn fior.
mentre in cielo mille stelle brilleno

diecimila bocche gra' se cercheno
tu le sfiort e ja' rigali'n brivido
e nell'oscurita’

tu sfarfalli pe' le strade de roma,
venticello che ci atutt a sogna'.

Finalino
Cht te po’ mat scorda’

Venticello de Roma
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VOGLIO VIVERE COSI’

Va... cuore mio da fiore a
fior
con dolcezza e con amor
vai tu per me ...

Va... che la mia felicita
vive sol di realta vicino a te...
Voglio vivere cosi
col sole 1 fronte
e felice canto
beatamente...

Voglio vivere e goder
l'aria del monte
perché questo mncanto
non costa niente
Ah, ah! Oggt amo
ardentemente
quel ruscello impertinente
menestrello dell'amor ah, ah!

La fiorita delle prante
tiene allegro sempre 1l cuor
sat perché?

Voglio vivere cosi
col sole 1 fronte
e felice canto
canto per me.

Ah, ah! Oggt amo
ardentemente
quel ruscello impertinente
menestrello dell'amor
Ah, ah! 1.a fiorita delle
piante
tiene allegro sempre 1l cuor
sat perché?

Voglio vivere cosi
col sole 1 fronte

e felice canto canto per me!
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VOLA VOLA L'ARITORNELLO

Vola vola l'aritornello
core bello, core mio bello
vola vola l'aritornello
core mio bello nun me scorda.

e stelle su ner celo so' millanta

2 x n "
er marinaro disse: ""conta, conta,”.
Er marmaro disse: "conta, conta,

quella che cerchti te, sempre ¢t ammanca.

Vola vola l'aritornello
core bello, core mio bello
vola vola l'aritornello

core mio bello nun me scorda.

Me ne vorrebbe anna lontano tanto
nun m'ha da ritrova nemmeno er vento.
Nun m'ha da ritrova nemmeno er vento

dove la Maddalena ce fece er pranto.

Vola vola l'aritornello
core bello, core mio bello
vola vola l'arttornello

core m10 bello nun me scorda
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AZZURRO

Cerco l'estate tutto I'anno

e all'improvviso eccola qua.
Lei ¢ partita per le spiagge

e sono solo quassu in citta,
sento fischiare sopra 1 tetti
un aeroplano che se ne va.
Azzurro,

il pomeriggio ¢ troppo azzurro
e lungo per me.

Mi accorgo

di non avere piu risorse,
senza di te,

e allora

10 quasi quasi prendo il treno
e vengo, vengo da te,

ma il treno dei desidert

nei miei pensieri all'incontrario va.

Sembra quand'ero all'oratorio,
con tanto sole, tanti anni fa.
Quelle domeniche da solo

in un cortile, a passeggiar...
ora mi annoio piu di allora,

neanche un prete per chiacchierar...

Azzurro,

il pomeriggio ¢ troppo azzurro
e lungo per me.

Mi accorgo

di non avere p1u risorse,
senza di te,

e allora

io quasi quasi prendo 1l treno
e vengo, vengo da te,

ma il treno dei desidert

nei miei pensieri all'incontrario va.

Cerco un po' d'Africa in giardino,
tra 'oleandro e il baobab,

come facevo da bambino,

ma qui c'¢ gente, non si puo piu,
stanno mnaffiando le tue rose,
non c'¢ il leone, chissa dov'e...
Azzurro,

il pomeriggio € troppo azzurro

e lungo per me.

Mi accorgo

di non avere piu risorse,

senza di te,

e allora

10 quasi quasi prendo il treno

e vengo, vengo da te,

ma il treno det desidert

nei miei pensieri all'incontrario va
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AVE MARIA
Ave Mara, vergmne gentile

D1 una fanculla 1l pranto ascolta

Da questo freddo e incerto asil
La prece mia ¢ a te rivolta

Sicurt qui posar ci lascia da agguato uman sin al mattin!
Ave Marta, mistico fior,

Se qut 1 sopor cadiam spossati,
ct sembreran col tuo favor
mollt origlier 1 sasst mgrati.

Se arridi a not nell’altra volta,
di fior profumi aspirerem
De’ figlt tuot le prect ascolta
E tu che It puot li salva msiem.

Ave Marta

O vergin guarda a tanta ambascia, Madre, ascolta 1 mio
pregar.
Ave Maria!
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ABETE DI NATALE

S'accendono e brillano Tintinnano e brillano
oli alberi di Natale, glt addobb di Natale,
s'accendono e radunano s'accendono e raccolgono

grandt e bambint intorno. grandi e piccint intorno.
Fra 1 cantict degl'angels I ramu1 s1 trasformano
ritorna alberello, con bacche rosse e fili d'or,
riposa il bimbo nel lettin, risplendono, sfavillano
lo scalda il fuocherello. gli albert di Natale!

325



ASTRO DEL CIEL

Astro del ciel, Pargol divin, mite Agnello Redentort!
Tu che 1 Vati da lungt sognar, tu che angeliche voct nunziar,
luce dona alle gentt, pace infondi net cuot!

luce dona alle genti, pace infondi net cuot!

Astro del ciel, Pargol divin, mite Agnello Redentor!
Tu d1 stirpe regale decor, Tu virgineo, mistico fior,
luce dona alle gentt, pace infonds net cuot!

Luce dona alle genti, pace infondi net cuor!

Astro del ciel, Pargol divin, mite Agnello Redentor!
Tu disceso a scontare Perror, Tu sol nato a parlare d’amor,
luce dona alle genti, pace infondi net cuot!

Luce dona alle genti, pace infondi net cuor!
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TU SCENDI DALLE STELLE

Tu scend: dalle stelle o Re del cielo
E vient i una grotta al freddo e al gelo
E vient 1n una grotta al freddo e al gelo
O Bambmo mio divino, 10 t1 vedo qui a tremar
O Dio beatol
Ah! Quanto t1 costo l'avermt amato
Ah! Quanto t1 costo l'avermt amato
A te che set del mondo 1l Creatore
Mancano 1 panni e 1l fuoco, o mio Signore
Mancano 1 panni e 1l fuoco, o mio Signore

Caro eletto pargoletto, quanta questa poverta

P mi1 innamora, giacche t1 fece amor povero ancora

Gracche t1 fece amor povero ancora

Tu lasct del tuo Padre 1l divin seno

Per venire a tremar su questo fieno
Per venire a tremar su questo fieno
Caro eletto del mio petto, dove amor t1 trasporto

O Gesu mio, perché tanto patir, per amor mio
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Appendix 15

Elaboration on result Part B
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In this Appendix there are some elaboration on the results of Table 7.22. In thisepart ar
reported some tables, replicating the scheme of Table 7.22 but with differision of the
sample according the income area, age, living conditions, education and EQ-5D-3L

thermometer.

Group S, located in the wealthier area, shows higher values for the thermdraaténdse

of the entire sample (Table Appendix 1). Taking into consideration the twthegroups,

group F has quite a low thermometer level. General health rating vadussralar in both

the whole sample and the other two groups considered. With respect to the values of EQ-5D
3L, once again the whole sample, group S and T have similar values while group F has lower
values (even if there is a marked improvement which leads to the highest averegerat

of the experience, with values much lower than those at follow-up). Values foalraadt
physical component scores show generally better physical component scores in comparison
to those for the mental one; their trend mirrors the general situationfuatickrmore, a
marked increase can be observed over time for the physical component in groupeF (Tabl

Appendix 2) and the mental component in group T (Table Appendix 3

Table Appendix 1 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for group S

Questionnaird Minimum | Maximum Mean | Std. Deviationl
B 30 100 76.0 16.4
EQ-5D-3L Thermometer E 20 100 74.7 21.2
F 50 100 76.4 12.2
B 5 3.17 0.83
General health rating E 5 3.26 0,75
F 4 3.19 0.75
B -0.24 1 0.72 0.30
EQ-5D-3L Tariff E -0.02 1 0.71 0.31
F 0.26 0.85 0.79 0.20
B 27.44 45.69 38.7 5.2
Physical Component Scor E 18.89 46.69 38.6 6.5
F 31.47 47.75 39.5 5.3
B 20.03 66.53 51.1 12.3
Mental Component Score E 28.15 63.46 48.4 8.6
F 39.44 66.40 50.6 9.3
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As far as improvement during the experience is concerned, there is generalrdrend

baseline to follow up of improvement, often with a decrease in values antl of singing,

while sometimes values have consistent growth during the whole period analysed. The

improvement in mental health in two groups (S and T) should be mentioned while Group F

had stronger improvement in physical health.

Table Appendix 2 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for group F

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 30 80 63.8 16.6
EQ-5D-3L Thermometer 50 100 74.1 17.0
F 50 90 66.3 13.0
B 4 3.25 0.71
General health rating E 5 3.38 1.06
F 4 3.00 0.54
B -0.02 1 0.68 0.43
EQ-5D-3L Tariff E 0.62 1 0.81 0.17
F 0.59 0.80 0.61 0.36
B 27.82 45.55 38.1 6.0
Physical Component Scor E 29.66 50.26 39.6 6.5
F 33.14 48.25 41.1 4.4
B 17.88 66.57 541 17.1
Mental Component Score E 38.17 67.70 52.5 9.1
F 39.20 65.41 51.3 8.6
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Table Appendix 3 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for group T

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 40 100 70.4 15.2
EQ-5D-3L Thermometer E 50 90 72.1 14.2
F 50 90 70.0 14.8
B 2 4 3.29 0.61
General health rating E 2 4 3.36 0.63
F 2 4 3.25 0.87
B 0.66 1 0.72 0.15
EQ-5D-3L Tariff E -0.02 1 0.75 0.06
F 0.62 1 0.78 0.12
B 26.11 48.15 39.9 6.1
Physical Component Scor E 29.81 47.27 39.1 5.8
F 24.44 46.72 38.9 6.4
B 32.36 66.40 46.4 9.0
Mental Component Score E 37.89 66.57 514 8.1
F 30.66 59.51 48.1 9.3

The results have been divided into 3 main socio-demographic categories: age ghdfore

after 75 years old), living conditions (alone or with somebody) and education @uurtein

years old and over).

The first two tables show the result of the whole sample divided by adpe(Appendix 4

and Table Appendix 5). Table Appendix 4 shows the results of the younger part of the

sample between 60 and 74 years old while Table Appendix 5displays the aésudtolder

part of the sample (over 75). According to Table Appendix 4, the youngesfihe sample

shows it is generally healthier than the older part; only in EQ-5D-3L areathes similar

and lower on the general health rating. The thermometer values are highahbusimilar

while, with respect to the physical and mental scores, the difference between treups

is more marked even if there is a constant increase in time of the mental comgdhent o

York SF12 in the older section of the group.

As far as the mental and physical components are concerned, it can be s&idréhet &

steady increase over the three questionnaires.
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Table Appendix 4 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measur es employed for lower age group (60-

74 yearsold)
Questionnaird Minimum | Maximum Mean | Std. Deviationl
B 30 95 72.6 14.1
EQ-5D-3L Thermometer 30 100 75.5 17.0
F 50 100 73.1 14.1
B 5 3.09 0.79
General health rating E 5 3.17 0.78
F 4 3.14 1.07
B -0.24 1 0.71 0.33
EQ-5D-3L Tariff E 0.08 1 0.79 0.19
F -0.02 1 0.77 0.22
B 27.44 48.15 39.7 6.1
Physical Component Scor E 25.36 50.26 40.5 5.4
F 30.53 48.25 39.8 5.2
B 17.88 74.43 51.1 14.3
Mental Component Score E 28.15 66.57 49.9 8.6
F 30.66 66.40 49.5 10.0

Table Appendix 5 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for higher age group

(over 75 yearsold)

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 30 100 71.5 18.8
EQ-5D-3L Thermometer 20 100 72.0 19.6
F 50 100 72.0 13.1
B 2 4 3.36 0.66
General health rating E 2 5 3.45 0.74
F 2 4 3.20 1.12
B 0.09 1 0.71 0.24
EQ-5D-3L Tariff E -0.02 1 0.69 0.27
F 0.09 1 0.73 0.24
B 26.11 45.28 38.2 5.0
Physical Component Scor E 18.89 47.27 37.3 6.7
F 24.44 47.75 39.5 5.7
B 32.36 66.57 49.1 10.4
Mental Component Score E 37.89 67.70 50.2 8.6
F 35.47 65.98 50.5 8.1
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The second group of tables displays the results of the whole sample divided by living

conditions. Table Appendix 6 shows the results of the people who lived alone while

Table Appendix 7 displays those of the part of the sample who lived with somedner(par

children or both). According to Table Appendix 6, the participants who lived alone show that

they are generally healthier than participants living with somebody; more pyedisel

thermometer and mental component scores are higher, values of physical component scores

and EQ5 are similar, while the general health rating is slightly lower. Ini@udtivo

different trends between the groups can be analysed, however. The group living alone shows

an increase in YorlSF12 mental and physical component as wellE&35D-3L with a

steady increase over time; conversely, with respect to the thermometer, there is a decrease.

Table Appendix 6 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for the group who live

alone

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 40 100 76.5 15.1
EQ-5D-3L Thermometer 20 100 72.0 20.8
F 50 100 74.8 13.3
B 5 3.08 0.83
General health rating E 5 3.29 0.81
F 4 3.09 0.75
B -0.24 1 .071 0.29
EQ-5D-3L Tariff E -0.02 1 0.72 0.27
F 0.09 1 0.81 0.20
B 27.82 48.15 39.4 5.5
Physical Component Scor E 25.36 46.69 38.7 5.8
F 24.44 48.25 39.8 5.8
B 20.03 74.43 50.4 12.2
Mental Component Score E 28.15 67.70 49.7 9.3
F 30.66 65.98 50.3 9.5
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Table Appendix 7 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for the group who live

with somebody
Questionnaird Minimum | Maximum Mean | Std. Deviationl
B 30 90 67.0 16.6
EQ-5D-3L Thermometer E 50 100 75.9 15.0
F 50 90 70.0 13.5
B 4 3.38 0.59
General health rating E 5 3.33 0.73
F 4 3.26 0.73
B -0.08 1 0.72 0.28
EQ-5D-3L Tariff E 0.09 1 0.76 0.20
F -0.02 1 0.73 0.25
B 26.11 45.69 38.5 5.7
Physical Component Scor E 18.89 50.26 39.2 6.7
F 31.47 46.72 39.4 5.1
B 17.88 66.57 49.9 13.0
Mental Component Score E 36.49 66.57 50.4 7.7
F 37.94 66.40 49.6 8.8

The third group of tables displays results for the whole sample divided accoading t

education.

Table Appendix 8 shows the results of the less educated part of the sample and Table
Appendix 9 displays the results of the more educated part of the sample. According to, Table
Appendix 8 participants who have a low level of education have a lower level of health in
comparison to the more educated, having better scores only in the general health rating.
There is a manifest difference between the two groups, especially in th&FdrR mental

and physical component as well asE@-5D-3L, even if values show a fairly similar trend

in the three questionnaires, group values of the more educated participantberevagall
compared to the less educated components. Furthermore, there is a considerably greater
increase in all 3 questionnaires, in particular the mental component of SFetR that

increases significantly in the follow up.
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Table Appendix 8 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for the group with lower

education (up to 14 year s old)

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 30 100 67.7 18.5
EQ-5D-3L Thermometer 20 100 70.0 20.2
F 50 100 70.8 13.0
B 5 3.41 0.64
General health rating E 5 3.52 0.76
F 4 3.25 0.74
B -0.24 1 0.67 0.34
EQ-5D-3L Tariff E -0.02 1 0.72 0.27
F -0.02 1 0.74 0.27
B 27.82 45.89 37.9 4.6
Physical Component Scor E 18.89 50.26 37.3 6.7
F 24.44 47.75 38.5 5.7
B 17.88 74.43 50.0 14.0
Mental Component Score E 28.15 67.70 49.9 9.3
F 30.66 65.98 48.3 8.5

Table Appendix 9 Minimum, maximum, mean and standard deviations at baseline (B),

end of singing (E), and follow up (F) of the measures employed for the group with

higher education (over 14 yearsold)

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 60 95 78.6 9.7
EQ-5D-3L Thermometer 60 100 79.5 13.3
F 50 100 75.0 14.1
B 1 4 3.06 0.80
General health rating E 2 4 3.00 0.69
F 2 4 3.06 0.75
B 0.26 1 0.77 0.18
EQ-5D-3L Tariff E 0.23 1 0.77 0.17
F 0.66 1 0.82 0.12
B 26.11 48.15 40.6 6.5
Physical Component Scor E 32.83 47.27 41.4 4.5
F 31.47 48.25 38.5 5.7
B 32.36 66.40 50.4 10.1
Mental Component Score E 37.89 66.57 50.2 7.5
F 35.47 66.40 52.4 9.5
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The fourth group of tables displays the results of the whole sample divided lmgtitts of

the thermometer at baseline. Table Appendix 10 shows the results of the parsainiiie

with a thermometer score of less than 7.0. According to Table Appendix 10, tlcgopats

who have a lower thermometer value in general also have a lower level df wahlt

respect to the other group. These differences are marked taking into €@ebiDt3L and

York SF12 scores.

The two groups have two different trends. While thermometer values inghgrbup show

a steadily increasing trend, the converse can be said of the other group where se decrea

leads to minimizing the differences at baseline with those of follow-up. &@imil

considerations can be made for 8@-5D-3L where, although there is also an increase in

the group with higher thermometer values, this improvement is lower thia grdaup with

lower thermometer values (Table Appendiy.11

Table Appendix 10 Minimum, maximum, mean and standard deviations at basdine

(B), end of singing (E), and follow up (F) of the measures employed for the group with

lower starting thermometer (<=7.0)

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 30 70 60.0 12.7
EQ-5D-3L Thermometer 20 90 64.8 19.0
F 50 90 65.5 11.3
B 5 3.61 0.58
General health rating E 5 3.65 0.714
F 4 3.50 0.69
B -0.24 1 0.63 0.31
EQ-5D-3L Tariff E -0.02 1 0.67 0.26
F -0.02 1 0.73 0.25
B 26.11 44.38 36.2 5.4
Physical Component Scor E 18.89 50.26 36.4 6.9
F 24.44 46.72 37.0 5.0
B 17.88 74.43 46.4 13.7
Mental Component Score E 28.15 66.57 48.8 9.3
F 30.66 59.51 45.8 7.6
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Table Appendix 11 Minimum, maximum, mean and standard deviations at baseline

(B), end of singing (E), and follow up (F) of the measures employed for the group with

higher starting thermometer (>=7.5)

Std. Deviationl

Questionnaird Minimum | Maximum Mean
B 75 100 84.7 8.2
EQ-5D-3L Thermometer 60 100 83.2 11.5
F 50 100 79.2 11.9
B 1 4 2.82 0.66
General health rating E 2 5 2.95 0.65
F 2 4 2.86 0.66
B 0.09 1 0.79 0.24
EQ-5D-3L Tariff E 0.23 1 0.82 0.18
F 0.09 1 0.82 0.20
B 31.96 48.15 41.8 4.2
Physical Component Scor E 29.66 46.69 41.6 4.0
F 31.47 48.25 42.1 4.6
B 36.49 66.57 54.2 9.7
Mental Component Score E 37.89 67.70 51.3 7.6
F 35.47 66.40 54.0 8.7

In the light of the analyses made, the sample shows to be generally healthyyow

modulating factors. However, the better educated and from the wealthier area® $sem

healthier in comparison to the less educated and from the economically disadvar¢éaged

The sample shows, overall, it is healthier with respect to physical componesd saibrer

than in the mental health scere
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