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Executive Summary

Background

The mental wellbeing and independence of older adults is a relevant public healtitssue,
the proportion of the population in the UK over the age of 60 expected to be more than 25%
of the population within a generatidArevious research in this area has recognised common
mental health promoting factors, as well as protective and risikréafclr mental iHhealth

(such as depressive disorders) among the ageing population. For example, the connection
between various aspects of mental vibing and available social resources in later life has
been emphasised in previous reseafilydqvist et al. 2018 The risk of social isolation and
loneliness can increase with age and can have a detrimental impactemt and future

physical and mentatellbeingand independend€attan et al. 20Q®ickens et al. 201,1

Shankar et al. 20)3Longitudinal surveys of loneliness acregsthernEurope suggest that
between 8% and 11% of people over the age of 65 perceive themselves to often or always be
lonely (Victor and Bowling 201

Much of the focus has been on taking action to help support the independence of older people
who are already in a fragile state and living with complex chronic health problems and

mental disorders such as dementia agrelssionAdding to this approachhére is now an
increased focusn enhancinghealthyand activeageing, including the targeting of

intervention to healthy independent older ped#alker & Maltby, 2012) The review

focuses on this issue looking atiant to promote and maintain the mental wellbeing and
independence of the general healthy older people, rather than focusing on helping those older

people who are already living in a state of poor health.

The reviewfocuses on mental wellbeing rather than mental disorders and it is clear that
mental wellbeing is a complex subjective state with no one sirgeeed definition of this
concept. Instead, there is a variety of dimensions that have been highlighted in thediterat

as well as a diversity of tools to measure these dimensions. Because of the contested nature of
the mental welbeing concept, the lack of andepth discussion on its implications for older
people, and the diverse measurements used to assessrigvtwaim to adopt a pragmatic
approach by including any initiative or intervention that targets and aims to measure the

positive end of the mental health spectrum, including life satisfaction, quality of life,
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happiness, mastery, empowerment, capgbdmd positive functioning, as well as social

resources.

Aims of the review

The aims of the review therefore aogegissess the effectiveness of interventions to improve
the mental wellbeing and/or independence of people aged 65 and ovenerdmwnmunity

dwelling anddo not have substantial health and social care needs.

A broad range of activitiefall within the scope ofhe review including interventions to raise
awareness of the i mportance of ordceasmellpeopl es
to improve knowledge of information and support on access to services to support mental
wellbeing and independence among professionals, older people, their carers, families and the
wider community. Actions to promote and maintain the se@alorks of older people,

including the use of new communication technologies as important tools for health promoting
initiativesarecovered asvell aspsychological interventions delivered to promote mental

wellbeing by, but not the use of these intetiens for the treatment of mental disorders

Research questions

The overarching question addressed in this review is

1. What are the most effective ways to improve or protect the mental wellbeing and/or
independence of older people?

Supplemental questionisat are addressed focus on specific types of intervention and/or
target population groups. In some cases the relevant target groups are not older people but
those that come into contact with them such as any paid or unpaid carers, as well as health

and ®cial care professionals.



Methods

A systematiditeraturereview of effectiveness evidence to address the above review
guestions was undertaken. A wide range of databases was searched systematically,
supplemented by identification of grey literature and snowballing of citations in papers
identified through the ektronic reviewScreening of titles and abstracts was conducted
independently in duplicate. Data was extracted by one reviewer and checked by a second
with disagreements resolved as a grdbgarches were carried outNtarch andApril 2014

to identify rdevant studies in the English language published between 2003 and 2013
inclusive Additionally, relevant studies were identified through citation tracking of included
papers and snowballing of references identified. All intervention studies of any desgn w

included and from any country context.

Results

86 studies were included this review covering a number of different types of activity, and
20 evidence statementglated to6 identifiedthemeshave been drafte®.papers from the

UK covering7 studies as well as 2 from thRepublic of Irelandhave been included in this
analysis but most of the interventions and activities discussed are feasible to implement in a
UK context.The interventions come from many different countries around the vioartidyre
dominated by US set studies. The majority of interventions identified are associated with
actions to improve or protect mental wellbeing. There is less focus in the review specifically
on interventions to maintain independence, perhaps becausentaeamgntions in this area

are targeted at individuals who are already at risk of a loss of independence Hezpase
already living withpoor physical and mental healthe discussion section of this review

also notes a number of different studidsck have fallen outwith the scope of this review for
various reasonscluding this focus on people already living in poor health, as well as a lack
of measurement of impacts on positive mental wellbeirmgdtheless potentiallhese

excluded studies pvade further examples of actions to helfmmote mental wellbeing and
independencef older peoplegiven that they use similar types of intervention to those that

have been identified.

The reviewindicates that there is promising evidence, albeit oftem fiveak study designs,
thatvarious forms of social resources are beneficiahfamtaining thenental welbeing

and independence of healtblgler peopleThese include improving access to social contacts



and networks and participationsocial activitiesincluding various arts and cultural

activities initiativesto sign post individuals to activities and friendship building programmes.
Volunteering, which may be intergenerational in nature, for instance working with children
and youngpeople, is another area where evidence has been iderhtiedyenerational

activities have been seen as one way of reducing isolation, while at the same time they can
also help to challenge negative attitudes towards older people and ageing in society.
Participation in university and other education beyond retirement age is another potential
intervention. Some of these educational activities can be delivered remotely, for instance over
the internet. More generally there is also an evidence base |laaiking potential role that

can be played bynformation communication technologies in enhancing mental wellbeing

and independence. These types of activity can be broken down into two broad categories
training and support to make use of new technologiels as computers, the internet and

other devicesike gaming consoles and tablétand communication making use of different
technologies including thielephoneThereview found little specifically on tackling ageism

and effective ways of identifying ask groups, nor information on effective ways of
commissioning services, although it can be noted that potentially useful material in this
respect has been flagged up for a second review on barriers and facilitators to promotion of
mental wellbeing anchdependence. It is also clear from the evidence statements and the
detailed tables in the appendix that a great number of different outcome measures are used to
look at mental wellbeing and independence, making it impossible to produce any meaningful
type of meta analysis Another noteworthy finding of this review is that most of the study
populations are heavily dominated by women; only two of the 85 studies included more men

than women.

The evidence statements that follow have been clustered asisugjgestedhemes, with
each theme containing a number of evidence statenfér@s/ery broad set of interventions
that are described here are not always easy to clustérsmalld be recognised that these
might be grouped in different ways to those s#there, and som@otentiallyare

overlapping. The clusters used are:

Participation in social activities and support
Intergenerational activities and volunteering
Friendship programmes

Participation in further and continuing education beyond retirementage

a r 0N PE

Self management activities
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6. Use of computers and other information and communication technologies

Evidence statements

Cluster 1: Participation in social activities and support

Evidence Statement 1.1: Multicomponent muli-location social support intenentions

There is inconsistent evidence from three studies on the effectiveness of
component interventions on the mental wellbeing and independence of older pg
RCT, 1 quasi experimental study, 1 exploratory uncontrolled before and after
(Saito 2012 +, Honiglde Vlaming 2013 +, Bartlett 201-3. Moderate gidence from
a multrcomponent intervention targeted at older migrants in Jepaito(et al. 2012
+, RCT, Japan) reported a significant positive effect on subjective selhg (p
=0.039, social support (p=0.013) and loneliness (p = 0.011).

One Dutch study foundnoderate evidencthat a multicomponent healthy ageir]
programme, including a mass media and information campaign, had a positive
on loneliness literacy(Honigh-de Vlaming 2013 +, quasiexperimental study,
Netherlands). At 2 year followup, the intervention group scored more favourg
than controls on | oneliness | it e0.0&)
perceived soci al support me an scor
Ssubjective norm mean scor es Koweveradherg
was no significant impact oloneliness or actual social support levels at-pear

follow up

One weakexploratory uncontrolled pilot Australian study examining different m
faceted programmes (including fitness and arts programmes, community for
volunteer buddy system and culturally appropriate volunteers showed no imp

lonelinessand social suppo(Bartlett 2013 -, UBA, Australia).

Although these studies were conducted outside of the UK, multi component H

ageing initiatives are available in the UK; the applicability of programmes W
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need to be assessed on a caseasg basis. All of these interventions were targetg

healthy older people, although some components of programmes were targ

people with mild levels of depression.

Evidence Statement 1.2: Participation in single location, mukcomponent actiuty
programmes

There is consistergvidence from 2veaksmalluncontrolled before and aftstudies
(Mehta 2004-, Rosenbaum 2009 to indicate that there may be benefits to me
wellbeing associated with the participation of older people in multigigiges that
are organised in fixed | ocations, s
potential additional limitation was the low rate of participation of men in t

programmes.

Rosenbaum et al 2009, UBA, USA reported that 30% of stomers surveyed at
not for profit café offering activities such as weidfiing, yoga, art, compute|
classes and volunteering opportunities, experienced restoration (a reduction in
fatigue and an improvement in mental wellbeing). Individuale whlunteered in the
café were more likely to have high levels of restoration than those that did not g
restoration) P<0.001Mehta 2004 -, UBA, Singaporelooked atthe psychological
well-being of 12 older adults aged 60 and older who participated in many dif]
activities at a senior centre activity programme. Life satisfaction and hap
improved in people who had attended for more than 18 months there w
improvement in people who had attended for less than 6 months (new membel

statistical analysis reported).

While both of these studies are from outside the UK these types ofaoniponent

interventions can be seen in a UK context.

EvidenceStatement 1.3: Mentoring for older people and signposting to activities

There isinconsistent evidence on the mental wading benefits to older people
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receiving mentoring support, including signposting to activities and services fror
trained adult voluteers in 1 uncontrolled before and after study and 1 non
randomised controlled study (Greaves 20Bickens +).

There is weak evidence in thiK from (Greaves 2006, UBA, UK). This study
reported that mentoring by trained adult volunteers lesigiaificant improvements in
reported levels of social support at 12 month follow up (p=0.02) and in mental |
at 6 month follow up (R0.005), but at 12 month follow up these improvements w
no longer significantModerate gidence from one largecale norrandomised
controlled study of the same interventi@ickens 2011 +, NRCT, UK)at 6 month
follow up reported no impact on mental wellbeing and no evidence of any differé
in social support outcomes wi toigwithh e

othersdé which deteriorated in the i

Both studies were conducted in the UK; it should be noted that in both evaluatig
study population had poorer mental health and physical health status than the g
population of oldepeople. The interventions may also have been implemented i
inconsistent way by different community mentors which may also have impacte

outcomes.

Evidence Statement 1.4: Educational health promotion interventions delivered by

volunteers andpeers

There is weak evidence from two uncontrolled before and after studies (Collins
2006-, Malekafzali 201G, that volunteer and peer delivered educational health
promotion programmes can positively benefit the mental wellbeing and social

partidpation of older people.

Collins and Benedict 2006-), UBA, USA evaluated the effectiveness of an
educational health promotion intervention delivered to 339 people (mean age 7,
at day centres for older people and retirement housing villages in &laVad.
There were significant improvements in Mastery Scale scores (t= 12.08, df = 32
<0 .001). Loneliness also decreased (t =29.20, df = 329, p <0.001).
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Malekafzali et al. 2010-, UBA, Iran assessed the effectiveness of community
volunteer deliveré health promotion knowledge to 101 older people (59% aged
between 66and 69 and 41% aged 70 plus) in the community through different
mechanisms including home visits and face to face education events and refert
physicians. After 9 months there wesignificant increases in womeged 70 and
older, not being worried about the future (p= 0.004), and more women a@&d 60
being happy most of the time (p=0.01).Happiness also improved for men (p=0.(
and there was a significant increase in participatiagroup activities and clubs

among women (p=0.00).

While these programmes are delivered outside of the UK, health promoting init
delivered by volunteers can be implemented in a UK context. The majority of

participants in both studies were womkss is known about their impact on men.

Evidence Statement 1.5: Participation in a singing programme

There is evidence from four studies on the impact on mental wellbeir
participating in choirs and other singing groups. There is strong evidente
Coulton et al 2015 (++), pilot RCT, UK that participation in a Xdeek
professionally led community choir group has a positive impact on mental wellk
131 of 258 people over the age of 60 (mean age 69.2, 84% female, 98% whitg
allocated to singing groups with the remainder in aingiist control group. At §
month follow up there was a significant improvement in-12Fmental healtl

component scores of 2.35 p<0.01 for the intervention group compared to the

group.

There is moderate evidence froBohen et al 2006, 2007 (+), quasxperimental
study, USA, on the positive impact of regular participation in a professionally
conducted choral group on the mental wellbeing of 90 community dwelling olde
people (mean age 79, 78% female, 92% Whie)L2 month follow up a significant

difference in morale was seen with less deterioration in the intervention group t

=-1.92; p<0.06. This was maintained at 2 year follow@phen et al 2007 +).The
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comparison group also reported a more significantedse in weekly activity than
the intervention group t (140)-4.62; p<0.01.

There is weak evidence from an eigbgek singing programmg@avidson 2013,
UBA, Australia) that participation in a singing group was not associated
statistically sigificant improvements in positive mental health or reductions

loneliness.

One of these programmes evaluai€dulton et al 2015 ++)s delivered in the UK ir
more than 40 locations; other voluntary sector delivered group singing progrg
are also food in the UK

Evidence Statement 1.6: Using a national arts festival celebrating creativity in older

people

There is weak evidence from an exploratory study in the Republic of Irelan
evaluated a national arts festival attracting 100,000 peopled cBealtaine, thal
celebrated creativity in older people each yea®d 0 Sh e a e+ exmoratory
and cross sectional survey Ireland). Nearly 90 % of participants found tha
participation in Bealtaine improved their quality of life, as well as encouraged
personal development in terms of enhanced learning and organisational
Furthermore, more than 90% of older participants reportecluivegs that socia
contacts were increased and over 80% said that they had better engagement

local community.

Such an arts festival could be implemented in a UK context; arts and health p
for older people, including cultural events, héeen delivered in the UK.

Evidence Statement 1.7: Using arts to promote and protect mental and wellbeing

There isconsistentmoderateevidence from 10 papers covering 9 studies (Bed
2008 -, de Medeiros 2011 +, Eyigor 2009 Creech 2013/Hallam 2@ +, Haslam
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2014 -, Lee 2010 ++, Seinfeld 2013 +, Sole 2040rravers 2014) supporting g
range of different art and music related interventions in promoting and protecti
mental wellbeing of older people. These studies are in addition to thenewideer
on participation in professional choirs seen in evidence statement 1.%

participating in an arts festival in evidence statement 1. 6.

There isevidence fronLee 2010 ++, RCT, Hong KongThis explored the effects of
a music listening intervern using MP3 players on the quality of life of 70
community dwelling older adults (mean age 76) reporting significant improveme
in vitality, social functioning, emotional role and mental health after 4 weeks
(p<0.006).Travers and Bartlett 2011 ¢), UBA, Australia which looked at the
impact of a nostalgic radio station on older listeners mood (mean age 79), lonel
and quality of life. While there were no significant changes in loneliness or socig
isolation, there were significant improvements on the Quality of Kifeheimer
Disease scal¢daslam and colleagues (2014))( RCT, Canada examined the
effectiveness of novel forms of sehgsed reminiscence compared to story
reminiscence for 40 people (mean age 85.5 to 88.5 in 3 groups). There were
significant increasem life satisfaction after 6 weeks: secular singing group

(p=0.005), religious song group (p=0.018) and story reminiscence groups (p=0.

Creech 2013/Hallam 2014 +, quasi experimental study, Ukexplored how
participation in making music might support the social, emotional and cog
wellbeing of older people. Findings suggest those actively engaged in making
exhibit higher levels of wellbeing than those engaged in other group activities
sizes ranging from 0.11 to 0.19)Seinfeld 2013 +, quasexperimental, Spain
evaluated the impact of weekly piano lessons and daily training on cognitive fur,
mood and quality of life in 13 older adults (60+). Quality of life outcomes incre

compare to controls but the study was not powered to test statistical significanc

Sole et al 2010-}, UBA, Spain,examined the impact of different types of music
activities (choral singing, music appreciation classes and preventive music ther:

on qualityof life of 83 healthy older adults (83% women, mean age 72.6% Non

significant improvements in new friendships, sstisfaction, perceived usefulness
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and optimism were seen in all three groupggor et al (2009) €), RCT, Turkey

examined the impactd group-based Turkish folklore dance for healthy women ag
65 and over. Over 8 weeks, there was a significant improvement in mental heal
the dance group (p<0.05). There were no significant differences in vitality, soci

functioning and emotional te.

de Medeiros et al. 2011 (+), RCT, U8ssessed the effectiveness of a structured
autobiographical writing workshop on autobiographical memory, mood and self
concept in older adults. 51 older adults (age range frdr@@years) were randomly
assignedd one of three groups: an autobiographical writing workshop and two
control groups a reminiscence group or a-treatment control group. Findings
indicated that selfatings of overall wetbeing decreased over time across groups

the authors did ndelieve that the study had a detrimental impact on participants

In a small qualitative studgedding and Sadlo (2008), exploratory observational
pilot study, UK 6 older retirees (aged 65 to 84) were interviewed about their
experiences in communitytaclasses. The participants described painting as
enjoyable, rewarding, satisfying and relaxing. It brought a sense of achievemen
boosted their confidence and helped them to manage negative emotions. It alsc
to socialise with other people aseacial club.

All of these music and art interventions potentially could be delivered or adapt

delivery to a UK context.

Evidence Statement 1.8: Support for older caregivers

There is weak but consistent evidence frostudies:2 RCTs, 1 quastexperiementa]
study, 3 uncontrolled before and after steshnd 1 crossectional surveyBoise
2005 -, Ducharme 2012 +, Ducharme 20%] Greenfield 2012 + , Mui 2013
Savundranayagam 2011 Won 2008-) that psychosocial educational intervensic

delivered through a variety of programmes to support older people who have in

family caregiving responsibilities, largely when caring with for people with deme
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can promote or protect their mental wellbeing. In additiarexploratoryfeasibility
studyon the use of music therapy to help family caregivers with relaxation, co
and happiness suggests this intervention merits further evaluation Hanser et

().

Ducharme 2011, (+), RCT, Canada and Ducharme 2012 (+), RCT, Canadg
evaluatd the effectiveness of a psychoeducational programme that can be de
by lay people to help new caregivers adapt to their new role. In the 2011
following intervention caregivers had significantly improved confidence in de
with caregiving duations (P<0.001) and better sefficacy (P<0.001). In the 201
study caregivers had improvembnfidencein their ability to care (P<005) whil

improvements in self efficacy tended to significance (P<0.06).

Boise et al 2005-f, UBA, USAthatalso ewaluated an educational programme to
empower family caregivers, reporting significant positive changes (in the desire
direction) in emotional welbeing at initial follow up and 6 months later.
Savundranayagam et al 2011-), quasiexperimental study, USA looking at the
same programme found significantly lower levels of stress burden and objective
burden at 6 weeks in the intervention group (unquantifidn 2008 ¢),
uncontrolled before and after, USfound significant improvements in caregivers

psycholaical wellbeing (p<0.001).

Hanser et al 2011+), uncontrolled pilot feasibility study, USAlooked at a
different type of intervention: the impact of a caregi@dministered music
programme for family members who have dementia in an exploratory fégsibil
study. Caregivers rated an improvement in their own relaxation, comfort and

happiness following the use of the music programme.

Mui 2013 (-), uncontrolled before and afterstudy, USwhich provided support for
Chinese caregiveimnd a survey analysiy/ Greenfield 2012+, USof the impacts on
caregivers of participating in volunteer and education programtsetund
improvements in self reported mental wellbeing (both unquantified).
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Although these studies were all conducted outside of the UKntievéntions could
be delivered in a UK context and one of the manualised support programmes fq
caregivers is being trialled in a UK context.

Cluster 2: Intergenerational activities and volunteering

Evidence Statement 2.1: Schoddasedintergenerational activities

There is moderate consistent evidence on the effectiveness of -belsed
intergenerational social activities linking children and young people with older p
in improving the mental wellbeing of older people from 3 steidie RCT, 1 quasi
experimental study and 1 qualitative study (de Souza 2007 ++, Fuijiwara 2(

Herrmann et al 2005 +).

One RCT (de Souza 2007, ++, RCT, Brazilof 266 older people (149 grou
participants and 117 controls) indicates that intergeweatismall grougbased
activities led by teachers and delivered in the school setting can lead to im
family relationships 4 months after intervention (p=0.03). One controlled befor
after study(Fujiwara 2009 +, quaskexperimental , Japan) found evidence tha
intergenerational contact, involving older volunteers reading to children enlarg
social contacts of older people with Amrated childrenp<0.001).Further, there ig
evidence from a quasi experimental stiHgrrmann 2005 +, quasiexperimental,
US), involving 66 older people trained to provide 1dkills training to highschool

students. This study reported improved psychosocial development.

All of these studies were conducted in settings outside of the UK making it diffig
assess their applicability as a whole to a UK context, but intergenerational act

involving older adults volunteering in schools can be found in a UK context.
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Evidence Statement 2.2: Intergenerational activities involving children outside of the

school setting.

There is weak but positive evidence on the effectiveness of intergenerational
activities involving young children interacting with older people outside of the s
setting in improving the mental wellbeing of older people in 3 studies (Kamei-2
Marx 2005- and Morita 2013).

Kamei et al. 2011 {), quastexperimental study, Japanevaluated the effects of th¢
intergenerational interactions between older women (average age 75.6) and scl
aged children as part of an intergenerational dayrprodIDP) which included a
range of intergenerational group activities, such as communication facilitation g
and handicrafts. In terms of heal#lated quality of life at 3 months and 6 months
post programme compared to a separate volunteer grooftreadults had
significantly improved mental health (F [2.26] = 4.00, p= 0.030).

There is evidence from an observational st(idgrita 2013 -, UBA, Japan) of an
intergenerational program targeting preschool children and older adults
intergeneratinal conversation was significantly higher in the socialignted
programme group(i.e. the participants playing games togethéman in the
performancebased programme groupe( children singing or dancingg<0.001, no

specific figures provided)

Marx et al 2005 {), quasi experimental study, USAexamined the usefulness of a
intergenerational email pgrals programme and an intergenerational-tacéace
visiting programme for community dwelling older adults aged 80 to 86. Attpstt
after 6 monthsiegarding social network outcomes, 26% of those in the emapale
programme stated that they would like to continue to contact thepadsnwhile

74% were not interested.

All of these studies were conducted in settings outside of the UK makitfiicilt to
assess their applicability as a whole to a UK context. Two of the studies were

Japan where cultural values, including Confucianism, mean that children are ta
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place value and respect on their elders, something that may not hagantle

resonance in the UK.

Evidence Statement 2.3: Intergenerational activities: volunteering

There is weak but consistent evidence from 5 studies that intergenerational
activities that involve volunteering by older people can be effective; dsiq
experimentalktudy, 3 uncontrolled before and after studiesd 1 qualitative stud
(Bernard 2012, Cook 2013, Mui 2013-, Power 2007, Scott 2003).

Bernard 2011, - (UBA , Canada) examining the effects of an intergeneratio
telementoring prgram reported positive behaviour changes for older mentg
terms of their seltonfidence, selexpression, enjoyment and sefficacy. Mui 2013
T (uncontrolled before and afterstudy, US)used a survey to explore the effect @
programme training older Chinese immigrants to provide emotional suppor
coping skills over the telephofiegn Mandarin or Cantonese at least once per weg
other older Chinese caregivers. All volunteers &tipowered and happier, wh

67% felt better about themselves.

Cook 2013,- (UBA, UK) looked at the impact on loneliness and mental wellbein
30 older volunteers who were trained and supported to establish hen houses &
deliver henrelated activities to less able older people, friends/relatives,
staff/managers and school chiéd. There was a significant increase in wellbeing

month follow up (p<0.000) but no significant change in loneliness.

There is also evidence from a quegperimental study used to look at h
volunteering impacted on the levels of generativitpeople over the age of §8cott
2003-, quasi experimental study, USA)53 volunteers were compared with 29 1
volunteering older peoplélthough volunteers had a relatively high mean leve
generativity, the only significant differences (p < .05) evéound to be betwee
volunteers involved in various miscellaneous tasks (who had the highest le
generativity), on the one hand, and those involved in the delivery of meals as

the nonvolunteer groups (who were the two lowest groups origeivity).
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In the USA, in a very small qualitative stuBlpwer 2007 et al+), qualitative
ethnographic study, USA looked at the impact of volunteering to provide help to
adopted and fostered children and/or younger generations for 6 hours per week
return for a rent reduction. Interviews with the 2 participants indicated that
intergenerational action brightened up their lives, raised their spirits, helped the
find purpose of life and increased their sense ofwgetth.

The Cook 2013-] study wa implemented in the UK. All of the other studies w
conducted in settings outside of the UK making it difficult to assess their applicg
to a UK context. It may be difficult to replicate the planned community to su

adopted and fostered childréen the Power study in a UK context.

Evidence Statement 2.4: Intergenerational education intervention® change attitudes

of health and social care professionaland the general public

There is weak evidence from one Canadian s(Bagran 202, - UBA, Canada)that
an intergenerational educational intervention can help improve the attitudes of m
students towards healthy older people and tackle some stette®typingand myths
around ageing in the short term. Attitudes scores significantly wedrp <0.01
following intervention, but this effect was only partially maintained one year later
There is also weak evidence frghbernandez 2008, quasi experimental study,
Spain, -) that the attitudes of university student towards older people changegips

following an intergenerational learning programme.

Potentially these types of intervention could be implemented in the UK.

Cluster 3: Friendship programmes

Evidence Statement 3.1: Building friendships

There is consistent moderate evidence from six papers reporting results frg
evaluations (Lawlor 2014 ++, Martina 2006 +, Martina 2012 + Stevens 2006 +,
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2013 -, Butler 2006-) that friendship programmes can enhance various aspe

olderpeople 6 ment al wel |l being and addres

In Ireland Lawlor et al. 2014 (++)used a RCT studyo evaluate a brief pe¢
volunteer visiting programme for community dwelling older adulsndlinesswas
significantly lower in the ntervention group at-gonth followup (p=0.003).0One
qguasi experimental study in two papé€kdartina 2006 +, Martina 2012 +, quasi
experimental, Netherlands)found significant increases in the number of friends
the intervention group (all women) participating in a Friendship Progral
compared to t he control group (62
improvements in subjective wellbeing. Anotherdstuwhich combined interventio
and control group data from two earlier case controlled studies, as well
comparison to data from a national survefteyens et al., 2006 +, qua
experimental, Netherlands)using regression analyses corroborated thieskéngs.
Regression analysis also predicted that that improvemeiemdship would be
associated with a decrease in loneliness two years later p<0.001.

Pope, 2013-, UBA, US, - in a church based programme bringing toge
representatives of diffené parishesreported significant improvements in tangil
social support at 1 year follow up [F(1,88) = 11.22, p = 0.00AR].exploratory
mixed methodsstudy Butler 2006, -, US)looked at a social support programme
by volunteers who were older peeghemselves. While social network and lonelin
scores were good the study design meant it was not possible determine if this \

to the intervention.

Although these studies were all conducted outside of the UK, the interventions
notablythose in Ireland and the Netherlands, potentially could be delivered in

context.
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Cluster 4: Participation in further and continuing education beyond retirement age

Evidence Statement 4.1 Face to face participation in further and continuingducation

There is weak evidensipportingeducational programmes targeted at older adul
university settings from 5 studies: 3 quasperimental studiesA¢koff 2004 71,
FernandezBallesteros 2012 + and FernandezBallesteros 2013 +) and 2
uncontrolled before and aftstudiesPortero 2007+ and Orte 2007).

Arkoff et al 2004, quasi experimental, USA; looked at the effectiveness oflite
review programmaet a university based Academy of Life Long Learning. Alieir4
weeks perid there were significant improvemenswellbeing(P<0.05). There wer

no significant changes in the comparison group.

One quastexperimental study (Fernadez Ballesteros et al, 2012, Spaii for
another university based programme was associated wptlowements in positive
(p=0.008) and negative affect (p=0.08®)mpared t@ control group.Impacts on
negative affect were replicated in when this programme was expanded to three
countriesFernandezBallesteros et al 2013, quasi experimental stug, Spain,

Chile, Mexico and Cuba

Portero, 2007, UBA +, Spainfound statistically significant increases in the leve
subjective psychological weli e i n g for student s on
programme (p<0.000). Another studyrte 2007 -, UBA, Spain) found that
participation in mainstream university classes by older people led to a sign
increase in the number of new relationships (p<0.001).

These studies were conducted outside of the UK, predominantly used by
people between the ages of 55 and 70 and had a formal academic nature. In f
the interventions identified in this review could be implemented in a UK cor

Third age edcational activities have a long tradition in the UK, including b

academically oriented learning, as well as learning primarily for enjoyment.
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Evidence statement 4.2: Internet and multmedia delivered education programmes

There is weak but consent evidence from 4 studies on positive benefits for me
wellbeing as a result of older people participating in educational activities throu
internet and other electronic medjgernandez Ballesteros 2004, Fernandez
Ballesteros 2005a Fernandez Ballesteros 2005, Caprara 2013-).

FernandezBallesteros et al 2004-, quastexperimental, Spain looked at the
impact of a multimedia education programme on the wellbeing of older people
improved significantly p=0.005. The study was latereagied to compare th
intervention with a traditional face to face version of the course delivered
university Fernandez Ballesteros 2005ajuasiexperimental, Spain). The face tg
face version tended towards an improvement in life satisfaction butvdssnot
significant p=0.11.

Caprara et al -, 2013quasiexperimental, Chile, Cuba, Mexico and Spairand
FernandezBallesteros 2005k, quasiexperimental, Spain alsodescribed two
evaluations of video mulinedia programme and traditional educational program
delivered in university to older people. Significantly better life satisfaction in
participants receiving the muithedia course in th€aprara et al - 2013study were

seen but there was no impacHernandezBallesteros 2005.

These studies were conducted outside of the UK and involved formal stru
academic education and were used by older people with a mean age
Educational activities, includinghe use of distance learning techniques, ope
people of all ages, including video and multimedia, have a long tradition in thg

Therefore in principle these interventions could be implemented in a UK contex

Cluster 5: Self management activities

Evidence Statement 5.1 : Group and selielp activities to promote self management
ability

There is moderate evidence from 2 studies (Frieswijk 28Q&remers 2006 +) that group
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and seHkhelp activities to promote self management ability (SMA) can haweasitive impact

on the mental wellbeing of older people in the short term but this is not sustained

Frieswijk et al 2006 (+), randomised study with wait list control, Netherlandsfound
that a self administered bibliotherapy course significantly awgd the ability of slight to
moderately frail community dwelling older people to sednage (P<0.05). Subjective
wellbeing measured was significantly higher at the end of the 10 week course (P<0.05
compared to controls (P<0.05)but this significant défee in effect was not sustained at ¢

month follow up.

Kremers et al 2006 (+), RCT, Netherlandg$ound that seHmanagement group interventi
led to significantly improved self management ability at the end of the six week ¢
(P<0.05). At six montliollow up the difference between groups was no longer significar
regression analysis it was shown that the intervention was associated with higher wg

scores at the end of six weeks but with no significant differences at six months.

These interentions could be delivered in a UK context.

Cluster 6: Use of computers and other information and communication technologies

Evidence Statement 6.1: Training courses on computing and use of the Internet

There is inconsistent evidence on the effeciss of training courses in improving mental
wellbeing and independence in older people from 13 papers covering 9 studies: 4 RC
(Slegers 2007/2008/2012 ++) (White 2002 +) (Lagana 2013+) (Woodward 201143
guastexperimental studies (Shapira 200{Htzpatrick 2003) and three uncontrolled studig
(Blazun 2012 ) (Campbell 2004) (Campbell 2005). In one well conducted RCT study
(Slegers 2007/2008/2012, RCT, ++, Netherlands) significant impact on wellbeing or
loneliness was found suggestitgt training courses may not have an impact. Another st
(Lagana 2013, RCT +, USalso showed no significant difference in wellbeing in terms o

selfesteem and perceived control.
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There is moderate evidence from 3 stud&sapira 2007 ,quastexperimental +, Israel
Blazun 2012,UBA -; SloveniaandWhite 2002, RCT+, US)that computer training reduce
levels of loneliness. There is also evidence from preliminary findings of an ongoing RC

(Cotten 2013, RCT, USA;) thatinternet use is associated with lower levels of lonelines

There is weak evidence from one RCT conducted in th@sdward 2011, US) (n=83)
showing no significant changes in social networks, perceived social support and loneli
and quality of ie. An exploratory follow up study also did not find any significant chang

in social networks, social support and lonelin@¥sodward 20137 US).

(Fitzpatrick 2003 -, quasiexperimental, US) did not provide sufficient information to
judge effectivenes (Campbell 2004- and Campbell 2005, UBAs, USreported
reductions in computer related anxiety and an increase in internal locus of control

respectively, but they did not provide sufficient information on wellbeing.

All studies are potentially apgkable to the UK context. The evaluated interventions main
targeted communitgwelling older adults and were applying standard technological

equipment.

Evidence statement 6.2: Telephone and internet communication

There is consistent weak evidence fregven papers covering six studies on the pote
positive impacts of the use of different forms of telephone and internet communicat
independence and mental wellbeif@prnejo 2013 a,bi ,Bernard 2011-, Mountain 2014
++, Newall 2013, Larsson 2013, Jimison 2013-).

(Mountain 2014 ++, RCT, UK) in a well designed pilot study evaluated the effects
telephonebased befriending on healtblated quality of life and subjective wellbeing amc
older peopleThe evaluation showed results that favautke intervention but difference
between the groups were nsignificantand the study ended prematurely due to difficul
in recruiting befrienders.Newall 2013-, UBA, Canadg looking at access to support \

internet or telephone communication founo statistically significant mental wellbeing &

concluded it could be promising in providing the older adults at risk for social isolatior
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meaningful social contacts.

Larsson 2013-, UBA study, Swedenin a very small study explored the effects of a sr|
programme to promote social activities based on the internet. The number of social ¢
increased and most participants reported improved independence when they use

internet based activities

Jimison et al 2013- UBA, USin a very small scale uncontrolled feasibility study looke
the use of Skype and webcam plus laptops as part of an interactive but largely au
health coaching initiative to encourage socialisation and communication in comr
dwelling older peple. This indicated that the participants did regularly use Skype with

friendships developing.

(Bernard 2011,-, UBA, Canada)examined the effects of an intergenerational telementg
programme. Positive behaviour changes in the areas ofcadlflence, selexpression
enjoyment and sekfficacy were reported.

Cornejo 2013a,b-, uncontrolled before and after study, Mexico) in a very small scal
study involving two olderpeopleand their immediate anextendedfamilies evaluated th
impact of asituated display interface (a computer screen within a picture frame. Qual
data indicate the older adults became engaged with the social network activities

relatives and had new offline conversations and meetings.

It would be feasible tamplement all of these studies in a UK context.

Evidence Statement 6.3: ICT interventions for carers

There is inconsistent evidence from three uncontrolled studies (Torp 2008 +, Torp 201
Dow 2008-) on the effectiveness of information and communication technologies in

improving the mental wellbeing and independence of older informal carers. Theideisce
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from one studyTorp 2008+, UBA , Norway) that computer classes for carers were
effective in improving the social contacts and sense of support for spousal carers whg
caring responsibilities with their family and friends. Another, largelyigie study,Torp
2013 €), UBA study, Norway) reported that most older carers made use ofb@3ed
interventions to establish and sustain contact with informal peer support networks.
Addressing the issue of social isolation in older carers livimgral areasDow 2008 ),
UBA, Australia) used a computer training intervention to develop basic computer skills
using emai l and the internet to i mprov
indicated a reduction in depressive symptoms and loneliness, no statistical evidence fq

effectiveness of this intervention was provided.

All three of these studies are potentially applicable to the UK context. The intervention
were targeted at older informal carers in the community setting and in one study speci

focusing on thepopulation of rural carers.

Evidence Statement 6.4: Computer gaming

There is weak evidence from two US studi®sidenski 2010;, Kahlbaugh 2011,-) on
positive mental health outcomes for older people who make use of computer gaming d
Thereis weak evidence from one unblinded and controlled sf8tlydenski 2010, UBA,
USA -) that participation in interactive computer video dance games led to a significan
improvement in positive seteported mental wellbeing. There is weak evidence from an
uncontrolled before and after stud¢ahlbaugh 2011, UBA, USA-) that playing computer
simulation games such as the Wii also increased positive mood. The two studies are

potentially applicable to the UK contexts.

29



Abbreviations

AOK
AWW
CBA
ICT
LSI-A
LSNSR
MOSS
NRCT
PANAS
RCT
SD

SE
UBA
UCLA
UK

WEMWEBS

WHOQOL -BREF

Ando-OsadaKodama Loneliness Scale
Autobiographical writing workshop

Controlled before and after study

Information and Communication Technology
Life Satisfaction ScaleA

Lubben Social Network ScaleRevised (LSNSR),
Medical Outcomes Study Social Support Survey
Non-randomised controlled trial

Positive and Negative Affect Scale

Randomised controlled trial

Standard Deviation

Standard Error

Uncontrolled before and after stidy

University of California, Los Angeles

United Kingdom of Great Britain and Northern Ireland
Warwick Edinburgh Mental Wellbeing Scale

World Health Organisation Quality of Life - BREF
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Full Report: Introduction

Themental wellbeing and independence of older adults is a relevant public health.issue
expectancy in the UK at age 65 has risen steadily for men and women from 13.0 and 16.9
years respectively in the period 198982 to 18.2 and 20.7 years in 2eA@ 2 (Office for
National Statistics 2034n the 2011 census 16% of the population were over the age of 65
(Office for National Statistics 20)1this is expected to rise to 23.5% in 20@4ffice for
National Statistics 201&ge UK 2014.

Prevous research in this area has recognised common mental health promoting factors, as
well as protective and risk factors for mentahdalth (such as depressive disorders) among
the ageing population. For example, the connection between various a$peetdad welt

being and available social resources in later life has been emphasised in previous research
(see for exampléNyqvist et al. 2018 The risk of social isolation and loneliness can increase
with age and can have a detrimental impacccurrent and future physical and mental
wellbeing and independen{@attan et al. 200®Dickens et al. 2011Shankar et al. 2013
Longitudinal surveys of loneliness acregsthernEurope suggest that between 8% and 11%
of people over the age of 65 perceive themselves to often or always be(\Go&ly and

Bowling 2013.

However much of the focus has been on taking action to help support the independence of
older people who are already in a fragile state and living with complexic health

problems and mental disorders such as dementia and depression. There is now an increased
greater focus on healthy ageing and active ageing, including the targeting of intervention to
healthy independent older people. The review focuses sisthie looking at actions to

promote and maintain the mental wellbeing and independence of the general healthy older
people, rather than focusing on helping those older people who are already living in a state of
poor health.

Our focus is on mental welding rather than mental disorders and it is clear that mental well
being is a complex subjective state with no one single agreed definition of this concept.
Instead, there is a variety of dimensions that have been highlighted in the literature, as well as
a diversity of tools to measure these dimensions. For instance, the World Health Organization
(WHO) defi nes astate bfavélbeihgenavhich lthe iadsvidual realizes his or

her own abilities, can cope with the normal stresses of life, cak pductively and
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fruitfully, and is able to make a contributi
six criteria for positive mental health have been suggested (Jahoda, 1958; Ryff, 1989).
According to Ryff (1989), positive psychological fuloning can be identified as self
acceptance, positive relations with others, autonomy, environmental mastery, purpose in life,

and personal growth. Thesethegryui ded di mensi ons are often r.
welkbei ngdé and h avomposeht@vwoneralt veebbemg (Keges, Shmotkin &

Ryff, 2002; Ryff & Keyes, 1995). Keyes, Dhingra, and Simoes (2010) and Keyes, Myers, and
Kendl er (2010) have also refer to positive

good about and functiorgnwell in life.

At policy level, Lehtinen (2008) suggested in a report to the European Union that mental
health is an individual resource comprising two dimensions: positive mental health (or
psychological welbeing) and negative mental health (or meilitadealth). According to this
conceptualization, positive mental health can be a value in itself (Lehtinen, 2008) or it can
include a positive sense of waleéing, individual resources, the ability to develop and sustain
satisfying personal relationshipsid the ability to cope with adversity (Jenkins et al., 2008).

In the Foresight Mental Capital and Wellbeing Project, Kirkwood, Bond, May, McKeith, and
Tehds (2008) dedeéimgdasnedda atdymweimilc state that
to devéop their potential, work productively and creatively, build strong and positive
relationships with others and contribute to
together the previous definitions of mental health and positive mental healéngs melt

being. In addition, The National Institute for Health and Clinical Excellence ([NICE] 2008)
adopted the NHS Health Scotland (2010) definition of mentatwestig in their guidance on

the promotion of the mental wddleing of older people. By otrast to the other definitions
presented above, this is age specific and encompasses life satisfaction, optimiestesalf

mastery and feeling in control, having a purpose in life, and a sense of belonging and support.

The range of conceptualisatiomd mental wellbeing shows that despite some overlap
between them, each of them includes additional and specific dimensions. This dissimilarity is
reflected in the debate around the measurement of mentabewetj. Some authors have
developed specific td® for the measurement of mental weding (e.g., StewaiBrown et

al., 2009), others have suggested the use of specific scales from existing validated measures,
such as the SB6, the WHGQ5, the GHQ12 or the OPQOL (Bech, Olsen, Kjoller, &

32



Rasmussen, 2@) Bowling, 2009; Hu, Stewairown, Twigg, & Weich, 2007; Lavikainen,
Fryers, & Lehtinen, 2006).

Because of the contested nature of the mentallvegig concept, the lack of an-depth
discussion on its implications for older people, and the diverssunements used to assess

it, this review aim to adopt a pragmatic approach by including any initiative or intervention
that targets and aims to measure the positive end of the mental health spectrum, including life
satisfaction, quality of life, happinessnastery, empowerment, capability and positive

functioning, as well as social resources.

Aims

The aims of the review therefore are to assess the effectiveness of interventions to improve
the mental wellbeing and/or independence of people aged 65 endvw do not have

substantial health and social care needs and live independently in the community.

A broad range of activities fall within the scope of the review, including interventions to raise
awareness of the i mpor t lbeingandnmdependente aswglao pl e s
to improve knowledge of information and support on access to services to support mental
wellbeing and independence among professionals, older people, their carers, families and the
wider community. They can include aaties to tackle ageism and encourage Gross

generational respect and social inclusion. Actions to promote and maintain the social
networks of older people, including the use of new communication technologies as important
tools for health promoting initiates would be covered as would psychological interventions
delivered to promote mental wellbeing by, for example, supporting motivational er goal
attainment aspects. Similarlyhealth or mhealth(i.e. internetbased or mobile technology
based)nterventians that are designed to promote mental wellbeing or independence will be
included, but not the use of these interventions for the treatment of mental disorders.
Measures to identify and assess older people within a local community who have poor mental
wellbeing or are at high risk of mental wellbeing decline, as well as assess and identify older
people who lack choice and control over the services they use or who are at high risk of

losing their independence are covered.
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The review covers services commisgd by local government and other local providers,
including charities and faith grougsut excludes most interventions that are delivered on a

one to one basis by health and social care professionals, as well as interventions covered by
NICE guidance PHA.

Research questions
The overarching question addressed in this review is

1 What are the most effective ways to improve or protect the mental wellbeing

and/or independence of older peopl@estion 2, in the NICE final scope)

Supplemental questions thae addressed focus on specific types of intervention and/or
target population groups. In some cases the relevant target groups are not older people but
those that come into contact with them such as any paid or unpaid carers, as well as health

and sociatare professionals.
Supplemental research questions include:

1 Does the effectiveness and cost effectiveness of interventions differ by delivery
mechanism and person/organisation delivering it?

1 What is the role of services (such as transport and carersupgite home), and
technologies (such as alarm systems, electronic communication and information
systems) in improving or protecting the mental wellbeing and independence of older
people?

1 Is participation in volunteering or educational activities effectn improving and/or
protect mental wellbeing and independence?

1 Does the effectiveness and cost effectiveness of interventions vary for different target
populations?

1 Are targeted approaches to the delivery of interventions more effective than

universallydelivered interventions?
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Review Methods

Inclusion and exclusion criteria

Types of study design

A broad range of study designs are covered including randomised controlled trials, quasi
randomised controlled trials, before and after studies with or utitmmparator groups,

mixed method studies including both quantitative and qualitative research and pilot/feasibility
studies. Only primary studies are included, reviews of previous studies are examined for

relevant studies that meet inclusion criteria.

Table 1 provides an overview PICO summarising the study population, interventions,
comparator groups and outcomes of interest. These are also described in the following

sections.

Study population

Our principle focus is on retired community dwelling and tigablder people, with the

search strategy predominantly focused on older people aged 65 and older, although
individuals aged 55 upwards who are also retired and at risk of premature ageing are also
covered. Some actions and interventions may cover a pigiation age range than that
defined in scope. These are included where study findings are reported for different
population sulgroups including our target population groups (including for those aged 55+
where they are already retired). Alternativellyese there is no breakdown by age group we
have adopted an approach that we previously used to review psychosocial interventions for
mental wellbeing in older people. In this review studies could also be included if some of the
participants were youngerah 55, as long as the mean age was at least 70 in these cases. In
this review however, the focus of these studies needs to be on retired people rather than those

still in paid employment.

We also have excluded older people who live in or attend a residesnte home on a day
basis, older people with any form of geristing diagnosed mental health disorder, dementia
or intellectual disability as covered by the 14D (International Statistical Classification of
Diseases and Related Health Problems 10thsi@ 2010) from that fall into the group FOO
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to F99 and diseases of the nervous system GO0 to G99. We also excluded all older people in
receipt of palliative care. We also exclude all older people already identified as having
substantial existing healdind social care needs (i.e. interpreted here as being already
identified as needing or already being in receipt of health and social care services.

In terms of operationalising the exclusion governing older people with substantial health and
social care eeds, we will make use of long standing guidance in England on eligibility

criteria for fair access to care services. This defines substantial care as:

A there is, or wildl be, only partial <choice
A a brnegkect has occurred or will occur; and/or

A there is, or wildl be, an inability to carr
routines; and/or

A involvement in many aspects of work, educa
and/or

A the majority of social support systems and
and/or

A the majority of f amspbngibiliiescannotoriwdl notleoci al r o
undertaken

Source: O6Prioritising need in the context of
eligibility for social carebé (Department of

In practice when reviewing international studieis will mean excluding older people who

are receiving routine help with the basic activities of daily living such as eating, washing and
dressing. There may be information in some studies on the level of impairment in dealing
with activities of daily livng using measurement scales such as ADL, Barthel Index, Katz
ADL or the WHO Disability Schedule (WHDAS) to help assess relevance.

The reviews also covers some interventions that are targeted at health, social care and other
professionals, as well asromunity volunteers who may come into contact with older

people.
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Types of intervention

|l nterventions to raise awareness of the i mpo
independence, as well as to improve knowledge of information and supporiess &xc
services to support mental wellbeing and independence among professionals, older people,

their carers, families and the wider community.

Activities to promote or maintain the mental wellbeing and/or independence of older people
are also covered. The can include training and awareness raising activities targeted at
professional service providers, volunteers and members of the community to tackle ageism
and encourage crogenerational respect and social inclusion. It could also include
psychologicainterventions delivered to promote mental wellbeing by, for example,

supporting motivational or goalttainment aspects. Similarlyhealth or mhealth

interventions that are designed to promote mental wellbeing or independence but not the use
of these mterventions for the treatment of mental disorders. Another group of interventions
covers activities intended to address loneliness and isolation, for example through befriending

and other visiting services.

Actions to promote and maintain the sociaweagks of older people, including the use of

new communication technologies as important tools for health promoting initiatives (e.g.
social media use or personal home based alarm systems use) by older people on their mental
wellbeing and independence,vasll as looking at well established technologies such as the
telephone.

The work of communitypased volunteers, including older people themselves, as well as non
statutory sector community workers and service providers to promote, support and protect

ode peopleds mental well being or independenc

Other actions include measures to specifically facilitate access to education, leisure,

community activities and transportation services/mobility support for older people.

Interventions intended to improve tltentification of risks to wellbeing or independence of

older people during encounters with health, social care and other professionals in their own
homes may also be identified as part of review 1 but are not a prioritised area due to the focus
of our searh strategy criteria on the target study population rather than on risk assessment.

We anticipate identifying more information on individual level risk assessment procedures,

37



as well as actions at community level to identify those at risk of poor meritiaéing and
independence, for instance through different epidemiological and other population

surveillance measures, through other reviews being conducted looking at barriers and

facilitators to effective action and a mapping of practice in the UK. Isahes way

evidence on effective commissioning of relevant services and activities by local government

and other | ocal community providers to promo
wellbeing or independence falls within the scope of this re\hesvrelevant materias more

likely to be picked upn these additional complementary reviews.

Comparators

Comparator interventions can include different ways of delivering the same intervention, as
well as alternative interventions to promote mewtllbeing and independence. We have

also included comparisons of interventions with no intervention or usual practice

Types of outcome measure

Primary outcomes of interest included impacts on measures of mental wellbeing in study
populations or chang@&s measures of independence. As noted in the introduction there are
different potential definitions of mental wellbeing as it can be operationalised in many
different ways. Because of the contested nature of terminology for the mental wellbeing and
indepenmlence concepts, the lack of ardepth discussion on its implications for older

people, and the diverse measurements used to assess it, this review has adopted a pragmatic
approach by including a large variety of initiatives or interventions that tangetaims to
measure the positive end of the mental health spectrum, including life satisfaction, aspects of
guality of life associated with positive mental wellbeing (e.g. some components of-8& SF

and other quality of life tools ), happiness, mastemgpowerment, capability and positive
functioning, as well as social resources, social inclusion and civic participbliemeview

does not outcome measures that report a reduction in symptoms of mental disorders or

distress.

Given that our review was ¢ased on relatively healthy older adults who did not have
substantive health and social care needs our measures of independence did not focus on

ability to conduct fundamental activities of daily living such as washing or dressing but did

38



cover any measumngent of instrumental activities of daily living such as the ability to pursue
leisure activities or go shopping. It also covered measures of independence that impacted on
broader aspects of life such as the ability to participate in community eventdjngclu

measures of ability to make choices and exercise control over daily life.

Both mental wellbeing and independence (with the focus here of the latter on engagement
with the community and participation in activities) qaotentially be affected by social

capital and the review also considered related outcomes where reported, inehwitihg

inclusion, social participation, social networks, as well as social cohesion, sense of belonging,
social support and increased levalivic engagement). Measures of isolation and

| oneliness, which again can have an i mpact
independence were also included. We reported on all relevant outcomes where studies

reported multiple outcome measures.

Other outcomes of interest include the impact of training and awareness raising measures on
the behaviours and attitudes of health care and other professionals. Outcome measures might
include simple post test/course recall measures, impacts on wellbeiiug seferral rates or

measures of change in behaviours and attitude towards healthy older people.
Exclusion criteria
In addition to exclusions related to the characteristics of the study population: physical and

mental health disorders, living in residial care, or having any other substantial health and

social care needs, a number of different types of intervention are also excluded:

All one-to-one interactions between older people and health/social care professionals. This

includes

a) Management a chronic medical condition or disability, including dementia or another

mental health disorder.

b) Procedures for, and eligibility criteria used in, assessments for social care support and

other welfare benefits.

¢) Using psychological interventions suah cognitive behavioural therapy where used to

treat diagnosed mental disorders.
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d) Planning for the built environmendif t o

cityd initiatives.

e) Prevention of mental and physical health conditions (sucbgastive decline, obesity,
diabetes, cardiovascular disease or falls), unless specific components of the intervention

support or improve mental wellbeing or independence.

f) Occupational therapy and physical activity interventions recommended in PH A8 cgiid
on occupational therapy and physical activity interventions to promote the mental wellbeing

of older people in primary care and residential care.
g) Interventions targeted at older people in the workplace

h) Interventions targeted at the preventiorlder abuse and domestic violence targeted at

older people
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Table 1: PICO Table on the effectiveness of interventions to improve or protect the
mental wellbeing or independence of older people.

Intervention Intervention Comparison Outcome
Target Group
Health, Social Various training, Comparisons between Retestrecall
Care and other awareness raising | different modes of measures;

Professionals (e.g
housing
association
workers), as well
as community
volunteers,
coming into
contact with older
people, as well as
the wider local

community.

interventions,
including impoved
knowledge of
services and
supports. Another
example would be
actions to change
attitudes positively
towards older
people, and help
empower
professionals and
other workers
(including
volunteers) to take
more actions to
improve mental
wellbeing and
independence of
older people.
Another group of
interventions
covers activities
intended to address
loneliness and
isolation, for

example through

delivering training and

awareness as well as with

no action.

Impact on referral
and service uptake
by older people.
Measures of staff
behaviour /attitude
change if
documented.
Impacts on mental
wellbeing for older
peqle (see next
row for fuller set of
outcomes) might
also be linked to
changes in the
actions of
professionals and
volunteers.
Impacts on the
independence of
older people might
also be linked to
changes in the
actions of
professionals and
volunteers. (see
next row for fuller

set of outcomes)
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befriending and
other visiting
services provided
by both
professionals and

volunteers.

Impacts on social
capital (see next
row for fuller set of

outcomes)

Levels of isolation

and loneliness

Older people,
their families and

unpaid carers.

Sub- groups of
population
Findings will be
reported for
population sub-
groups as the
evidence base
allows. Many
possible sub
groupings. One
of the most
important will be
agee.g. oldest old
(80+) versus
younger groups
given greater risks
of reduced
independence
compared to
younger old

groups., Other

Various awareness
raising
interventions
including improved
knowledge on
services and

supports.

Comparisons between
different modes of
delivering training and
awareness as well as with

no action.

Impact on
behaviours
including service
uptake by older
people and familieg

Impacts on health,
social care and
other resourcease /

cost implications

Mental wellbeing
(can be
operationalised in
many ways
including measures
of selfesteem, self
efficacy, quality of
life, life
satisfaction,
resilience,
happiness and use
of specific
instruments such a

Warwick
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examples are
likely to include
differences by
gender, ethnicity,
culture and socio

economic status.

Edinburgh Mental
Wellbeing Scale)

Measures of
independence:
including measures
of ability to make
choices and
exercise control
over dalily life. It
can also cover
measures of the
ability to live
independently e.g.
measures on need
for help with the
daily activities of

living

Social capital (i.e.
social inclusion,
social participation
social networks, as
well as social
cohesion, sense of
belonging, social
support, increased
levels of civic

engagement)

Levels of isolation

and loneliness
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Awareness of how
to contact/access
available support

services

Primary Care
Health
Professionals,
Social Care
Professionals and
Related
Professional

groups

Training in and use
of mechanisms anc
guidance to identify
risks to continued
mental wellbeing
and independence
during contacts
with older people

in their own hores.

Comparisons between
different approaches to
training and use of
mechanisms to identify
risks to continued mental
wellbeing and
independence as well as

with no action.

Referrals and
signposting to
services to support
mental wellbeing

and independence

Improved
awareness in
professionals, olde
people and their
families, and
unpaid carers of
risks and/or how to
better protect
mental wellbeing
and independence
Subsequent use of
services to promotg
/ protect mental
wellbeing and

independence

Impacts orhealth,
social care and
other resource use

cost implications

Older people and
unpaid carers as ¢

whole,plus some

Actions to increase
access to / use of

both general public

Comparisons between
different actions to

encourage use of

Impact on
behaviour

including service
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of the older
people
population sub-

groups.

transport and
dedicated
transportatia
services as well as
access to /use of

mobility devices.

transportation services.
This could for instance
include comparisons of
different transport options
specifically targeted at
older peoplesch as diab-
bus services, and
entitlement of all older
people to free or nearly fre
public transport (e.g. bus
and train passes specifical
for older people). It could
also include access to
services such as dia#&bus
services) specific collectior
ard delivery services for

older people.

uptake by older
people

Impacts on mental
wellbeing, social
capital and
independence as
above.

Impacts on health,
social care and
other resource use

cost implications

Levels ofisolation

and loneliness

Older people and
unpaid carers as ¢
whole,plus some
of the older
people

population sub-

groups.

Actions to increase
access to / use of
homebased
technologies /
remote monitoring,
information
communication

systems.

Evaluationsf new
information communicatior
technologies introduced
since the beginning of 200
Comparisons between
different types of these
electronic/communication
and with no

action/intervention.

Impact on
behaviour
including service
uptake and
continued use by
older people,
families and unpaid
carers.

Impacts on
identification of at
risk individuals
Impacts on mental
wellbeing, social
capital and
independence as

above.
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Impacts on health,
social care and
other resource use

cost implications

Levels of isolation

and loneliness

Older people and
unpaid carers as &
whole, plus some
of the older
people population

subgroups.

Other actions and
interventions
(within scope) to
promote mental
wellbeing and
independence.
These include
improved access to
leisure, educatin
and community

activities.

Comparisons between
different actions to
encourage use of these
services/ activity.
Comparisons between
different types of
services/activity and with

no action/intervention.

Impact on
behaviour
including service
uptake by older
people

Impacts on mental
wellbeing, social
capital and
independence as
above.

Impacts on health,
social care and
other resource use

cost implications

Levels of isolation

and loneliness
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Search strategy

Methods, as outlined in the Methods for the Development of NICE Public Health Guidance
(2012), are being used to guide the development of the review protocol and search strategy.
This comprises a systematic search of the literature supplementing stedigge from
bibliographic databases together with information from other sources, including relevant
research reports from non governmental organisations, academic groups and government
departmentsThe review team also sifted through responses settivetcall for evidence
published by NICE and hand searched a number of journals including Working with Older
People, Educational Gerontology, Ageing and Society and Ageing and Mental Health

Sensitive search strategies were developed by the research tepeeaeviewed by
information specialists at NICE using a combination of controlled vocabulary ant:ftee
terms. Fundamentally they combine different structured terms related to evaluations of
intervention related to positive mental health, mentallvegllg, social capital and
independence with terms and free text related to older people. No specific terms were
included to cover the population between the ages of 55 and 65. The search strategy was
initially developed in MEDLINE and was then adapted tebthe syntax, character and
platform restrictions of each included database. Search strategies are available in the
Appendix to this reporiWe checked reference lists of included previous reviews to identify
further potentially eligible studies. Studmere managed in an Endnote Bibliographic

Database.

Literature searches were conducted from 2003 onwards and only studies published in English
were includedWhile the electronic searches needed a time frame to achieve successful
management of theetrieved data, this date range was also applied in order for the covered
evidence to be uf-date.The large number of records retrieved, even with a restriction to
records from 2003 onwards meant that we restrittedearch of databases to those we

considerednost relevant to this topand less likely to be focused on clinical literature
Ageline

ASSIA (Applied Social Science Index and Abstracts)
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Database of Abstracts of Reviews of Effectiveness (DARE)
ERIC (Educational Resources Information Centre Database)
Google Scholar

Medline

PsycINFO

Social Care Online Database

Websites searched

In addition to our search of databases the following websites were also searched

Age Cymruhttp://www.ageuk.org.uk/cymru/

Age NI http://www.ageuk.org.uk/northefineland/

Age Scotland http://www.ageuk.org.uk/scotland/

Age UK http://www.ageuk.org.uk/

Audit Commission http://www.auditormmission.gov.uk/

Campaign to End Lonelinegstp://www.campaigntoendloneliness.org/

Centre for Ageing Research and Development in Ireltpd//www.cardi.ie/

Health Evidencehttp://www.healthevidence.org/
International Longevity Centre http://www.ilcuk.org.uk/

Joseph Rowntree Foundatibtip://www.jrf.org.uk/

The Kings Fundttp://www.kingsfund.org.uk/

Local Government Associatidrttp://www.local.gov.uk/

Mind http://www.mind.orqg.uk/

NIACE NationalVoice for Lifelong Learning http://www.niace.org.uk/
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http://www.ageuk.org.uk/cymru/
http://www.ageuk.org.uk/northern-ireland/
http://www.ageuk.org.uk/
http://www.campaigntoendloneliness.org/
http://www.cardi.ie/
http://www.healthevidence.org/
http://www.jrf.org.uk/
http://www.kingsfund.org.uk/
http://www.local.gov.uk/
http://www.mind.org.uk/

NIHR School for Social Care Reseaitup://www.sscr.nihr.ac.uk/

NIHR School for Public Health Researctip://sphr.niln.ac.uk/

Personal Social Services Research Unit (Publicatios)/www.pssru.ac.uk/publications

search.php

ProMenPol (Mental Health Promotion Database)

http://www.mentalhealthpromotion.net/?i=promenpol.en.about

Social Care Institute For Excellenkstp://www.scie.org.uk/

Well Scotlandhttp://www.wellscotland.info/

Title and abstract screening

All records from the searches were uploaded into a database and duplicate records were
removed. Records without abstracts were excluded from the analysis. Where no abstract was
available, a welsearch was first undertaken to locate one; if no abstract could be found,
records were screened on title alone andté&xt documents were retrieved where there was

any doubt. Screening was piloted between four reviewers using a random sample of 100
recads and discussions then took place to refine inclusion and exclusion approaches.
Records from all electronic databases (with the exception of social care online) were double
screened by reviewers and all records that were identified as relevant by ahéatthe

two reviewers were then examined in full text. In the case of records from the Social Care
Online Database, where records had to be retrieved in a slightly different manner because of
the nature of the software platform all screening was tgrane reviewer, although a

sample of 200 records (2.3% of all social care online records) were also screened by a second
reviewer, with an agreement rate of 88.5%.

To be eligible for inclusion studies needed to be published on or after 2003 (although
snowballed citations from 2002 were also included), studies had to be primary evaluations of
interventions to promote mental wellbeing and/or independence in older people, or in a
broader population where results for older people could be identified. Intenstdargeted

solely at older people with diagnosed health problems, terminally ill or already in receipt of

health and social care services were excluded and most interventions delivered by health and
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http://www.pssru.ac.uk/publications-search.php
http://www.pssru.ac.uk/publications-search.php
http://www.mentalhealthpromotion.net/?i=promenpol.en.about
http://www.scie.org.uk/
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social care professionals (as described earlier snrépiort) were excluded. Thlefinitions of
interventions earlier also specityose limited circumstances where interventions delivered to
health and social care professionals ( i.e. training interventions to improve their awareness of
mental wellbeing ash attitudes to healthy older people). Studies that were relevant to two
further reviews on barriers and facilitators and UK practice were noted. It was possible for

studies to be flagged up as relevant to multiple reviews.

Full text screening

Records thaappeared to meet all these criteria were then obtained in full text. A convenience
sample of 100 full text records were double screened by two reviewers. Agreement rates were
high at 91% and discussion on disagreement was used to inform the ongoingorecess.

Further, where reviewers were in doubt on eligibility a discussion was held within the review

team.

Data extraction and quality assessment

The quality of included studies was assessed by one reviewer, with a 10% sample checked by
a second reviear. Relevant data were extracted for detailed evidence téitiesal and

external validity of the studies was rated using quality appraisal checklists which followed
the methods as outlines in the methods manual, with each study being coded as either ++
or -. ++ indicated a high quality score for internal and external validity, where the study
demonstrated all or most of the checklist criteria had been fulfilled, and where these had not
been fulfilled, the conclusions of the study were unlikely terahad this been the case. +
indicated moderate quality for internal and external validity, where the study demonstrated
some of the checkilist criteria had been fulfilled, and where they had not been fulfilled, or not
adequately described, the conclusiafi the study were unlikely to altérindicated a low

guality score for internal and external validity, where the study demonstrated few or none of
the checklist criteria had been fulfilled and the conclusions of the study were likely or very
likely to alter, had this been the case.

The heterogeneity in outcomes measures used meant that this review took the form of a
narrative synthesis rather than a matalysis. Evidence statements summarising the
available evidence were produced, which reflectedtigngth (quality, quantity and

consistency) of the evidence and statements regarding its applicability were made. The
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guality of the evidence was categorised as strong (where statements were based on evidence
from several high quality studies), moder@tdere statements were based on evidence from
either one high study, or a mixture of high and lower quality studies), weak (where

statements were based on evidence from lower quality studies. Statements were also made
where there is a lack of evidence. Agb statemenbn the potential relevance of the evidence

to a UK context was included with each evidence statement.

Results

23,524 records were identified from the search strat@gyn March 2014ncluding 22,980
references from database searches and 544 from searches of websites, previous reviews,
citation searching and reference tracking. Following removal of 5,011 references due to
duplication, a total of 18,513 references were screened baskediotitle and abstract. Of
these, 18,018 references were deemed not eligible for inclusion, thus a total of 495 were
eligible for screening based on their full text. We excluded a total of 424 of thexXull

papers that did not fulfil the inclusioniteria. Reference lists of reviews identified and
excluded were screened for further studies. Additionally, we identified a fQrthigible

papers. This included two papers in Spanish, which were obtained in order to obtain detailed
study findings thahad been only been summarised in English language publicatioss and
further studies from looking #lhe barriers and facilitators and mapping reviedvpublished
protocol flagged up another study whigbentualycompleted its peer review process and
wasaccepted for publication during this review proceBRis left us with86 records

included in the review (Figur®.

Overview of results

86 papers were included in this review covering a number of different types of activity, and
20 evidence statementsated to 6 identified themes have been drafigmhpers from the

UK covering 7 studies, as well as 2 from the Republic of Ireland have been included in this
analysis, but most of the interventions and activities discussed are feasible to implement in a
UK context.These interventions come from many different countries around the world, but
are dominated by US set studiébere is less focus in the review specifically on

interventions to maintain independence, perhaps because many interventions @atars ar
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targeted at individuals who are already at risk of a loss of independence because of poor

physical and mental health.

The review indicates that there is promising evidence, albeit often from weak study designs,
that various forms of social resources are beneficial for mentalbewify in older people.
These include improving access to social contacts and networks diogpaaon in social
activities and general community life. This is not surprising as later life covers an extended
period of the life course and is likely to include changes in health, social engagement and
networks with family and friends. For examplelder people are more vulnerable to
decreasing social networks as they are at greater risk of losing their partner and friends,
which at the same time makes them more dependent on other social resources within the
society. Further, being socially integratedsociety in terms of participation and frequent
social contacts and activities has been previously proven to be beneficial for mental health
and wellbeing among older people €fprsman etla2012

One evidence statement focuses on a number of different intergenerational activities that in
particular bring older people and school aged children together. These have been seen as one
way of reducing isolation, while at the same time they can alsodelmtlenge negative
attitudes towards older people and ageing in soci@tyen the focus of the review on

actions largely outside of the health and social care sector, one area of some focus is on a
range of interventions related to arts and creatitigigaes andtheir impact on mental

wellbeing. Studies looking at the impact of continued participation in education beyond
retirement age (third age learning) have been identified. There is also a cluster of studies
focused around the use of new techn@sgo aid in communication between older people

and their social networks. The review found little specifically on tackling ageism and
effective ways of identifying at risk groups, nor information on effective ways of

commissioning services.

It is also ckar from the evidence statements and the detailed tables in the appendix that a
great number of different outcome measures are used to look at mental wellbeing and
independence, making it impossible to produce any meaningful type cfanatgsis. It is

also notable that almost no study makes use of the Quality Adjusted Life Year (QABN) as

additionaloutcome measur@ongside independence and mental wellbeafipough some
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studies do report outcomes using the3sFor SF12 instruments, from which isipossible to

derive Quality of Life Scores.

Study characteristics

Only 18 of the studies use@dndomised controlled study designs, limiting the internal validity
of the evidence base. Most of the studies have relatively small populations and femt@ppea
have powered their studies to detect significant effects: 55 studies have total populations that

are less than 100 and 33 have total populations that are under 50.

Furthermore, rast of the study populations are heavily dominated by women; only two
studiesincluded more men than women. This may have implications for the relevance of
much of this evidence base for the mental wellbeing and independence of older men.
Interventions targeted at older people may be perceived as being too female orientated by
some men, who may therefore be reluctamaudicipate(Dwyer and Hardill 201,1Cook et

al. 2013. Figure 2 plots the reported meareador each of 82 papénshere this information

is provided

! Median age repded for study by Lawlor et al 2014
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Figure 1: Gender balance in included studies
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Figure 2: Reported mean age of study populations.
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Figure 3: Literature review flow chart
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Evidence Statements: \wat are the most effective anatost effective ways to improve or
protect the mental wellbeing and/or independence of older people?

Review fndings are groupedroadlyby type of interventiomnd/or targegroup and divided

up into6 clusters with a total &0 evidence statementsét includes studies that report results
that are not beneficial or lead to adverse events. Both mental wellbeing and independence
outcomes are reported and described for each interve®tiodies can potentially appear in
more than one evidence statemeng. an intergenerational intervention or third age

education programmes that are delivered using new technology.
Cluster 1: Participation in social activities and support

Evidence Statement 1.1: Multicomponentmulti-location social support interventions

There is inconsistent evidence from three studies on the effectiveness of
component interventions on the mental wellbeing and independence of older pg
RCT, 1 quasi experimental study, 1 exploratory uncontrolled before and after
(Saito2012 +, Honigkde Vlaming 2013 +, Bartlett 201-3. Moderate eidence from
a multkcomponent intervention targeted at older migrants in Jepaito(et al. 2012
+, RCT, Japan) reported a significant positive effect on subjective selhg (p
=0.039), soal support (p=0.013) and loneliness (p = 0.011).

One Dutch study found moderate evidence that a +ooitiponent healthy ageir
programme, including a mass media and information campaign, had a positive
on loneliness literacy(Honigh-de Vlaming 2QL3 +, quasiexperimental study,
Netherlands). At 2 year followup, the intervention group scored more favourg
than controls on |l oneliness |iteracd
perceived social support mean scores (relative effect si8. 2% p <0
subjective norm mean scor es Koweveraherg
was no significant impact oloneliness or actual social support levels at-pear

follow up

One weak exploratory uncontrolled pilot Australian study examining different-n

faceted programmes (including fithess and arts programmes, community forl
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volunteer buddy system and culturally appropriate volunteers showed no imp

loneliness andocial suppor(Bartlett 2013 -, UBA, Australia).

Although these studies were conducted outside of the UK, multi component h
ageing initiatives are available in the UK; the applicability of programmes W
need to be assessed on a case bylss. All of these interventions were targete
healthy older people, although some components of programmes were targ

people with mild levels of depression.

Table 1.1: Characteristics of Studies in Evidence Statement 1.1: Multiomponent,
multi-location interventions

Author Quality | Study Sample size Intervention content
rating type
Year
Country
Bartlett - Exploratory | 42: intervention 1 Intervention 1A fithess
uncontrolled | mean age 66 range | programme based on a
2013 before and | 54-93) range of exercises;
after study 15: intervention 2 Intervention 2:
Australia meanage 68 range | a programme containing
42-84) activities such as
16: intervention 3 community forums, better
mean age 79 range | integration of services for
63-100 olderpeople;intervention
3: development of a
culturally appropriate
model of volunteer servic
delivery for older
migrants
Honighde |+ Quasi 905 (intervention) Mass media campaign,
Vlaming experimental | (mean age 73.6; 44% information meetings for
study male) interested local older
2013 899 (controlmean | people, psychosocial
age 73.8, 47% male)| group courses for people
The with mental health

Netherlands

problems (mild depressiv
symptoms) or chronic
diseases, social activatio
through communitybased
Neighbours Connected
intervention and training
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of intermediaries
(homecare nurses,
municipal advisors, and
volunteers) to improve
recognition of loneliness

Saito + RCT 21 intervention Programme providing an
42 (control) opportunity for

2012 Mean age 73, 40% | participants to meet each
male other, exploring the

Japan effects of

relocation experiences or
their lives, finding out
about the types of
information participants
need, and a sightseeing
tour of the city

Multi-component interventions can comprise a range of different social activities,
information and support, often delivered in many different locations including the homes of
older peopleThe challenges of evaluating metibmponent programmes targeted at
promoting the mental health and independence of older people is one factor in the mixed
evidence identified in this reviewhe studies here from Japan, Australia and the Netherlands
illustrate ths challenge in translating some of the positive benefisngagemenivith
programmesnto changes in mental wellbeinmdependencand loneliness outcomes at the

end of any evaluation.

In JapanSaito et al. 2012(+pvaluated the effects of an interventpmogrammeaimed at
preventing social isolation, loneéss, depression, and improving jgative weltbeing

among older peoplho hadmovedto Tokyo over a 2 year periodThe intervention
consisted of 4 twahour sessionsonducted once every 2 weeks, providing an opportunity
for participants to meet eaciher, exploring the effects dieir relocation experiences
identifying information need andoffering a sightseeing tour of the city. The average age of
participants in the intervention group was 73 ygatswere allocated to the intervention
group wth 42 in the control groupl0%of participants were meand 45% were married.

The study follow up was 6 monthBhere was a significant positive effect of the intervention
on subjective welbeing measuredsing thelO-item Japanese version of the LifatiSfaction
Indexi A scaleLSI-A (p = 0.039) analso onsocial support (p = 0.013)oneliness levels
alsosignificantly reduced. These were measured usingtitie-OsadaKodama (AOK)
loneliness scalevhich is a modified Japanese version of the UCLAlmess scalép =
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0.011). No statistically significant differences were found in social networks, and social

activity scores.

Bartlett 2013 (-) examined the impact of three different programmes on loneliness and social
supportin older peopleliving in Australia. The three programmes weflg a fitness
programme based on a range of exercises, including a swimming, as well as an arts
programme (the Greenvale Programme) (42 participanéan age 66 range 5493); 2)
activities such as communitiprums, better integration of services for older people and
development of an action plan and implementation of a volunteer buddy system (the Hervey
Bay Programme) (15 participant®ean age 68 range 4284), and 3)the development of a
culturally appreriate model of volunteer service (CAVS) delivery for older migrants to
Australia (16 participantsmean age 79 range 63100. The study found no significant
changes in loneliness or social support scores for the first two programmes. Loneliness
measued on the de Jong Gierveld Scdtke Jong Gierveld and van Tilburg 1999id
significantly decrease in the CAVS programme from 7.5 (Std Error 0.8) to 5.0 (Std Error
0.7). p=0.001Social supprt, measured using the Duke Social Support Index (DE®knig

et al. 1993 alsosignificantly increased in the CAVS programme from 2.4 (Std Error 0.1) to
2.7 (Std Error 0.1). p=0.007. However the results could not be attributed to the programmes
as staff may have expressed their own opinions when completing data collection instruments

on behalf of older people who did not speak English.

In the Netherlands a quaskperimental studidonigh-de Vlaming 2013 (+)involving more

than 1,800 peoplémean age 74gxamined the effects of a muttomponent intervention
called Healthy Ageing This consisted of a mass media campaign, information meetings for
interested local older people, psychosocial group courses for people with mental health
problems (mild depressive symptoms) or chronic diseases, social activation ttaough
communitybased Neigbours Connected intervention and training of intermediaries

(homecare nurses, municipal advisors, and volunteers) to improve recognition of loneliness.

At two year followup, the intervention group scored more favourably than the control group

on The Londiness literacyscale(Honighde Vlaming et al. 200)4subscales motivation

mean scores 2.98s.d 674 vs3.07sd.+0. 77 (rel ative effect si z
1T0.7) p<0.05, per c ecores.07 ssl.otd.v7avs 213 sLhp 0BG t me an
(relative effect -9i2zel)] .<D%,059 W dCIsiub3 e& t i Vv ¢
244sd+1 vs265sd.+1. 00 (relative effetcb.4)zp<D105
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However no long ternsignificant effects were observed for social support or experienced
loneliness between the intervention and control groups. The authors concludea tyedrs
wasin factaninsufficient timeto expect to see changes in final outcomes from this complex

intervention.

Evidence Statement 1.2: Participation in single location, mukcomponent activity

programmes

There is weak evidence from 2 small studies (Mehta 20®bsenbaum 2009 to
indicate that there may be benefits to mental wellbeing associaiid the
participation of older people imultiple activities that are organised ifixed
locatonssuch as cafes and ol ©Oererpotgnt@loadditieng

limitation was the low rate of participation of men in these programmes.

Rosenbaum et al 2009, UBA, USA reported that 30% of customers surveyed
not for profit café offering activities such as weidfiing, yoga, art, compute|
classes and volunteering opportunities, experienced restoration (a reduction in
fatigueand an improvement in mental wellbeing). Individuals who volunteered i
café were more likely to have high levels of restoration than those that did not g
restoration) P<0.001Mehta 2004,-, UBA, Singapore looked atthe psychological
well-being of 12 older adults aged 60 and older who participatadany different
activities ata senior centre activity programmeife satisfactionand happines
improved in people who had attended for more than 18 months there w
improvement in people whinad attended for less than 6 months (new members)

statistical analysis reported).

While both of these stueks are from outside the UK these types of ngtnponent

interventioncan be seeim a UK context.
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Table 1.2 Characteristics ofStudies in Evidence Statement 1.2: Participation in muli
component activity programmes in dedicated spaces for older people

Author Quality Study type Sample size Intervention
rating content

Year

Country

Mehta - Uncontrolled before | 12 Senior centre activity
and after study programme

2004

Singapore

Rosenbaun - Uncontrolledbefore | 90 (84% between thq Activity café for
and afterstudy ages of 60 and 89) | older people

2009

us

Multi-component intervention programmes can also be delivered in fixed locatiohsas
caf ®bs and (Tabled.®d)ci al centres

Rosenbaum et al 2009, UBA, USA used a convenience sample survey of 90 customers
(84% between the ages of 60 and 89) to look at the benefits of goirdetticatedcafé for

older people, where in additicto usual café fare it providedany daily activities, such as
weightlifting, yoga, art andcomputer classes and volunteering opportunit@®% of
customers surveyed perceived that they had been restorghrtigipation in the café,
measur ed usi-itegn SHedVersidn (Révessed P&ceived Restorativeness Scale
(SPRS) (Hartig et al. 199y Restorationmeant areduction in mental fatigue and
improvement in mental wellbeinyolunteering personal time at the cafésvessociated with
achieving high levels of restoration. 14 of those who achieved high levels of restoration
(51%) volunteered compared to 14 (23% of those that did not achieve restoration) P<0.001).
Taking a consumer iatest lecture (74% versus 48%) having a bodyfat screening (40%
versus 16%)also significantly greater in the high restoration group. P<0.88% of
participants were women making it difficult to assess whether intervention might benefit men

and the lack of follow up over time also limithis study.

In theMehta 2004,-, UBA , Singapore)the psychological welbeingof adults aged 60 and

oderwro participated in the 06Good Life Progrart
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centre were alsaexplored using mainly qualitative research methods. Two groups of
programme participants were compared, one containing active regular centre programme
participants (n=6) and another group includimeyvmemberqdefined ashaving participated

for less than6 months, n=6).Many different activities were providedranging from
knowledgebased and educationeburses(cooking courses, balloon twisting) to social and
recreationahctivities (farms visits,gamesJine dancing), physiological (massage facitijie
interactional (intergenerational activities), personal wellness (manicure, pedicure, facial, do

it-yourself), as well asome limitechealth care (basic health screening, cancer screening).

Content analysis highlighted the differences in the life satisiacand happiness lewel
between regulaand newmembers after joining the Good Life Programmige satisfaction

and happiness levelere assessed usittte Satisfaction With Life Scal@iener et al. 1986
(Pavot and Diener 1993Since joining the programme life satisfactimeasured on a rating
scale from 1(lowest) to 9 (highest) increased bypaints forpeople who had attended for
more han 18 months (regular memberf)ere was no improvement in people who had
attended for less than 6 months (fresh members, no stateti@alysis reported). 4 out of 6
regular members showed at least 44% increase in their life satisfaction level after joining the
programme. The mean score change in happiness was 2.8 for the regular members and 0.2 for
fresh membergno statistical analysireported)4 out of 6 regular members had shown at
leasta 33% increase in their happiness level after becomiagramme participants andlh

of the regular membergave themaximum score for life satisfaction and happinafsr
joining the programme.

Evidence Statementl.3: Mentoring for older people and signposting to activities

There is inconsistent evidence base on the mentalelh benefits to older ppte
receiving mentoring support, including signposting to activities and sefvizas
trained adult elunteers inl uncontrolled before and after study and 1-non

randomised controlled styqGreaves 2006, Dickens +).

In the UK(Greaves 2006, UBA, UK) reported that mentoringy trained adult
volunteers led to significant improvememgseported levels of social support at 12
month follow up (p=0.02and in mental healttat 6 month follow ugP<0.005),but

at 12 month follow up these improvements wesdamger significant. Evidence fron

63



one measur e,

outcomes.

6getting

one larger scale narmndomised controlled styaf the same interventigiickens
2011 +,NRCT, UK) at 6 month follow upeported no impact on mental wellbeing
and no evidence of any difference in social support outcomes with the exceptio

Both studies were conducted in the UK; it should be noted that in both evaluatiq
study populatiohadpoorer mental health and physical health status thagetheral
population of older peopldhe interventioa may al® have been implemented in ai

inconsistent way by different community merstwhich mayalsohave impacted on

a | innhg intarvemtibn gup

Table 1.3 Characteristics of Studies in Evidence Statemertt.3 Mentoring

Author | Quality | Study type Samplesize Intervention content
rating
Year
Country
Dickens | + Non 200 (intervention) Mentoring intervention targeting
randomised 195 (controlp9% | socially isolated older people,
2011 controlled female mentors offerd the relevant social
study BME= 10%; skills and capabilities for social
UK Mean age 71.8 | participation
intervention; 69.8
control;
Greaves| - Uncontrolled | 172 Adult volunteers were trained as
before and afte| (intervention); mentors to work closely with oldet
2006 study 76% female; adults, aimingo engaged them in
mean age 77, programmes of creative, exercise
UK and/or cultural activities, with an
emphasis on social interaction

Two studies included in the review examined the psychosociakcteffof mentoring

interventionsincluding signposting services to older people. The second study was one of a

number of projects that were evaluated as part of national evaluation of LinkAge Plus, an

i ni t i destithe kemitstobholigtic working between central and local governarehthe

voluntary and community sector to improve outcomes for older people, improving their

quality of life and wellbein@fDavis and Ritters 2009 However an important caveawith
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these evaluabns,is that in both cases more than 50% of the study population were reported

to haveclinical levels of depression rather than being in good mental health.

The firstuncontrolled before and after stug@reaves 2006-) implemented in Devon, UK

a community based mentoring interventiomvolved 172 communitglwelling older adults
(aged 5296), 76% femalelt examined changes in quality of life and social support, as well
as in depressive symptomEhe interventiorwas delivered byrained adult volunteeysvho

then becamementorswho couldwork closely with older adults, aiming tokiadle their
interest in life by engaginthemin creative, exercise and/or cultural activitedgheir choice

with an emphasis on social interactigictivity-based interventions were provided either
directly by the mentors (who were based kical voluntary sectarealthy Living Centre) or

they signpostedolder peopleto existing community based activities. While the typical
number of contacts per client is not reported, older people initially received visits from
menbrs on a weekly basisugplemented byegular telephone contacThis was gradually
diminished as participants become more confident At 6 months, there were significant
improvements in positive mental health measured using the SF12 rhealifcomponent

(MD = 3.02, C1 95%: 1.0to 5.04, p < 0.005). Thign part may be because at baseline 53%

of the study population had a diagnosis of clinical depression. At 12 months this positive
SF12 mental component change was not maintained, with a mean improvement(ab0.71
significart). At 6 months there was no significant improvement in social support measured
using the Medical Outcomes Social Support Scale (mean scores 1.98 (1.11 s.d) to 2.04 (1.03
s.d), but by 12 months, there were significant improvements in social support coeas s
1.88(1.11 s.d) to 2.08 (0.99 s.d) p=0.02. Qualitative data showed that the intervention was
well-received by participants, with improvements in psychosocial benefit (social activity,

selfworth, optimism about life) and depressed mood being thewidsly reported.

The mentoring intervention evaluated by Greaves was subsequently exparitdedsame
county of Devon, a nonrandomised controlled triaDickens et al 2011 (+) Again the
community mentoring intervention aimed to increase mental healtts@id engagement

for socially isolated older people or those at risk of becoming socially isolated. The
intervention is not desitred in detail in the text but the paper states thantors offered
support to provideolder adultswith the relevant sociaskills and capabilities for social
participation for 12 week& make sure positive behavioural changes would continue even

after the intervention was ended. The study matched 200 older sshdiging the mentoring
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programmgmean age 71.8) with 195 gade (mean age of 69.8) in a control group from GP

practice listsUnlike the earlier study, follow up was only for six months.

At the six-month followrup, there was no significant difference between the groups in mental
health usinghe SF12 mental he#h component scorémean between group difference 0.8
(S.D: 1.5 to 3.2) p=0.48). There was also no significant differenddeidical Outcomes
Study Social Support SurvéyOS-6 scalescoregmean score 0.03 S.20.2 to 0.2 p=0.75).
There were no differences in@al activities using four items from the RAND Social Health
Battery, while indicators of social support such as the number of friends/family, clubs/groups,
and get together withignds/familyshowed no significant differenc&éhe one exception was

the indicatord get t i ng al ong with othersdé which sign
group (Odds Ratio 0,8nter Quartile Range (0.4 to 0.9) p<0.0Ihe authors indicated thes

poor results could be because the control group had significantly better levels of mental,
physical, and social health, relative to the intervention group at bas€heeintervention

may also have been implemented in an inconsistent way by differemhwoity mentors,

which may have masked positive outcomes of the intervention for some service users.

Evidence Statement 1.4: Educational healtpromotion interventions delivered by

volunteers and peers

There is weak evidence from two uncontrolled before and after studies (Collins et a] 2(
Malekafzali 201G, that volunteer and peer delivered educational health promotion
programmes can positively benefit the mental wellbeind) social participatioaf older

people.

Collins and Benedict 20064), UBA, USA evaluated the effectivenessast educational
health promotion interventiotelivered to 339 peoplgnean age 73.2@t day centres for
older people and retirement housing villageblevada, USAThere were significant
improvements ilMastery Scale scorés= 12.08, df = 323, p <0 .001). Lonelineakso
decrease =29.20, df = 329, p <0.001

Malekafzali et al. 2010, UBA, Iran assessed the effectivenessommunity volunteer
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delivered health promotion knowledtgel01 older people (59% aged betweeradd 69 ang
41% aged 70 plush the community through different mechanisms including home visitg
face to face education events and referrals to physiddes.9 months thee were
significant increases in womeged 70 and older, not being worried about the fufpre
0.004) and more womeaged 6669 beinghappy most of ta time(p=0.01)Happiness also
improved for mer{p=0.05)and theravas a significant increase frartiapation ingroup
activitiesand clubsamong womer{p=0.00).

While these programmes are delivered outside of thehglth promoting initiatives
delivered by volunteers can be implemented in a UK context. The majority of participal

both studies wer@omen, less is known about their impact on men.

Table 1.4: Summary Table for Evidence Statement 1.4: Educational health promoting
interventions delivered by volunteers and peers

Author Quality | Study type Sample size Intervention content
rating
Year
Country
Collins - Uncontrolled 339; 80% women, | Peer and volunteer
before and after | mean age 73.2, delivered educational
2006 study 68% white, 10% | health promotion
Hispanic programme
us
Malekafzali| - Uncontrolled 101,76% women, | Peer and volunteer
before and after | mean age 70 delivered educational
2010 study health promotion
programme
Iran

Collins and Benedict 20064) used an uncontrolled before and after study to evaluate the
effectiveness of the 6Seni or stiofCidyetneneed uc at i o
at 20 sites, largely day centres for older people and retirement housing villages, across rural

and urban Nevada, USRA.compriseda 16 week course (2hrs per sessiony)olunteer peer
educatorand onsite staff. It was taught interactively to promote participation and included

15 lessons on topics including nutrition and food; personal safety, financial strategies to

manage limited resources; general wellness and productive ageing. It wasedietio/339
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people between the ages of 52 and 93(mean=73.20, SD 8.64), 80% female; 68% white. 10%

of older peoplevere taught in Spanish.

At the end of the course there were significant improvements in score on the Mastery Scale
(Pearlin and Schooler 1978om a mean scoref 24.96 +/ 0.28 to 27.01 +0 .25 (t= 12.08,

df = 323, p <0 .001). Loneliness, measured using the four item Revised UCLA Loneliness
Scale(Russell, Peplau and Cutrona 198decreased from a mean score of 8.4%#0 to

7.86 +£0.09 (t =29.20, df = 329, p <0.001). However it should be noted that there was poor
internal consistency for loneliness scores casting doustane validiy. The authorslso

noted thatwhile all participants benefited, minority participants with low incomes and those
with higher formal educational levels had the greatest redsdtidaneliness. They argued

that this suggests that the prograemay havehe greatest impact on those at higher risk of
health problems. While the study supports the idea of rolling@aith andvellness
programmegsit was uncontrolled with a convenience population sample and a low
participation rate by men. Moreoveo longterm data on effectiveness were colleciduke
preciserole playedoy the volunteer peer educators, as opposed to on site staff at day centres

is not clear.

In Iran, Malekafzali et al. 2010(-) assessed the effectiveness of an educational intervention
designed to promote the health of older people. A group of community volunteers attended a
four-day training workshogvhere they werenstructed on how to pass bealth promotion
knowledge to older people in the communibhpis was done through a mixtw&home

visits, face to facenealtheducation eventdeafletsand referradto physicians.

The trained volunteers worked with a group of diler people (76% women and 24% men)
from the Ekbatan Complexvhich is a modern planneelf-containedown abait 5

kilometres from the centre dehran. Within the 9nonth period of the intervention, each
participant received at least four home visits. The effect ahtkevention was measured by
aquestionnairgprovenance unknownyhich included items relatead mental health, leisure

time, group activity and nutrition.

Indicators related to mental heaithaving a meaningful life and a feelinfjhappines$ for
womenincreased after the intervention (p= 0.0&)r women aged 70 and older, not being
worried dout the future, was significanthetterafter the intervention (p= 0.004)hcrease
size not reported)/Vhile before interventio®3% of women aged 669 reported thathey

were happy most of the timihis increased to 78% after interventi@s0.01). There was
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also a significant increase in group activities among older women after the intervention (from
16.7% before the intervention to 61.5% following the intervention (p=0T0@&).only benefit

for men was a significant increase in the feeling of hagsrafter the intervention (values

not reported p=0.05).

Evidence Statementl.5: Participation in a singing programme

There is evidence fronfour studies on the impact on mental wellbeing
participating in choirs and other singing groug$ere is strong evidence fro
Coulton et al 2015 (++), pilot RCT, UK that participation ina 14-week
professionally led community choir group has a positive impact on mental welll
131 of 258 people over the age of 60 (mean age 69.2, 84% female, 9&% whare
allocated tasinging group with the remaindein a waitlist control group. At 6 mont
follow up there was a&ignificant improvement in SE2 mental health compone

scoresf 2.35 p<0.0%or the interventiorgroup compared to the control group

There is moderate evidence froBohen et al 20062007(+), quastexperimental
study, USA on thepositiveimpactof regular participation in professionally
conductecchoral group on the mental wellbeing of 90 community dwelling older
people (meaage 79, 78% female, 92% Whité&t 12 month follow upa significant
difference in morale was seen with less deterioration in the intervention group t
=-1.92; p<0.06This was maintained at 2 year follow (gohen et al 2007 +).The
comparison grouplsoreported a more significant decrease in weekly activity thaj
the intervention group t (140)-4.62; p<0.01.

There is weak evidence froan eight-week singing programmg@avidson 2013,
UBA, Australia) participation in a sinigig group was not associated with statisticg

significant improvements in positive mental health or reductions in loneliness.

One of these programmes evaluai€dulton et al 2015 ++)s delivered in the UK ir
more than 40 locations; other voluntaryctee delivered group singing programm
are also found in the UK
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Table 1.5 Characteristics of studies in Evidence Statemerit.5: Participation in singing
groups and choirs

Author Quality Study type Sample size Intervention content
rating
Year
Country
Cohen + Quasi 90 (intervention) Participation in a
experimental | 76 (controls) professionally led
2006 study 78% female; mean | choral singing group
age 79; 92% white
Us
Cohen + Quasi 90 (intervention) Participation in a
experimental | 76 (controls) professionally led
2007 study 78% female; mean | choral singing group
age 79; 92% white
us
Coulton ++ Pilot RCT 131 (intervention) ang Participation in singing
127 (controls). Mean | group in community
2015 age 6984% female, | venue ledby
98% white professional facilitator
UK
Davidson | - Uncontrolled | 29 (intervention) Participation in singing
before and 58% women, mean | group at community
2013 after study age 76 centre led by
experienced musician
Australia

There has been interest in the potential role of participation in group singing activities on

mental health and wellbeing with qualitative research in the UK pointing to positive benefits

for older peopl€Skingley and Bungay 201Clift 2012). RecentlyCoulton et al 2015 (++),
in a pilot randomised controlled triavaluated the impact of participation in aidek

professionally led community choir group on mental wellbelr3j. people with divided into

5 singing groups delived in community venues in east Kent. A waitlist control group of

127 people received no active intervention. There were no significant differences in the

characteristics of the two groups at baselimeerall the population hadraeanage 69.2,

84%were female an@8%were white and 8% had depressidrhere was a significant

improvement in mean SE2 mental health component scores for the intervention at 6 months

compared to the control group: mean difference 2.35 (04086) P=0.05. In the

intervention group SA.2 mental health scores improved from 48.8 (4668.8) Cl to 52.3
(50.71 54.0) compared with 50.0 (47i%2.2) to 49.9 (48.2 51.7) in the control group. The
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3 month mean difference was greater: 4.77 (2.3301) p<0.01While theseesults are

promising the authors notelat the generalisability of the intervention may be difficult to

judge given that the intervention was delivered mainly to white women in a small rural
geographical area. They also indicated that the benefits oftdreention may have been

due to group interaction rather than to singing per se, They also noted that the population was
selfselecting group obeoplewho were interested in singing and engagement with other

groups may be different.

In theUS Cohen etal 2006 (+)in a quasi experimental study evaluated the impact of regular
participation in a choral group directed by a professional conductor from a music academy on
the mental wellbeing of 90 community dwelling older people (mean age 79, 78% female,

92% White) in Washington, BC. They were compared with 76 older people (mean age 79.5,
80% female, 93% White) who did not receive the intervention. The intervention included
weekly singing rehearsals for 30 wegks well as public performances several timasnd

the intervention period.

At 12 month follow up a significant difference in morale, measured using the Philadelphia
Geriatric Centre Morale Scafeawton 1973, between the two groups was seen, t (125)=

1.92; p<0.06. Both groupsxperiencedleterioration in morale but this was less in the
intervention group. Mean morale scores decreased from 14.15 (SD 2.42) to 14.08 (SD 2.66)
in intervention group and from 13.51 (SD 3.07) to 13.06 (SD 3.2@kicontrol groupThe
difference in morale sces at baseline between the two groups was not significahbuld
thoughbe noted that the comparison group had significantly greater levels of loneliness than
the intervention group at baseline (p<0.@@gnefits to the intervention group in terms of
morale were maintained at 2 year follow (@ohen et al 2007 +).The intervention group

had a slightly greatatecrease in loneliness measured using the Lonelinessi8c@Russell
1996: intervention 35.11 t84.6; comparison 38.26 to 37.02. This maintained the significant
difference in loneliness seen between the groups at baseline.

The comparison group also self reported a more significant decrease in level of weekly
activity than did the intervention group. The average number of weekly activities for the
intervention group went from 5.37 at baseline to 428bnths later. The comparison group
reported a decrease from 4.88 to 2.58, t (14@).62; p<0.01. It can also be noted that the
studies also looked at the impact on the use of health care resources over both one year and
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two periods observing a lowerausf health care resources and doctor visits by the choral

singing group.

An uncontrolled before and after study in Austr@lavidson 2013 {) evaluated the effect of

a singing programme designed for commuaityelling older adults on their health and
wellbeing in Australia. An experienced community musician at a local community centre led
singing group sessions over 8 weeks. Each weekly session started with vocal and physical
warmups followed by singing songs popular in Australia in the past 60 yeiaeteln
participants were recruited through a community newspaper advertisement and 17 were
recruited from older people making useadfome help service provider (Silver Chain). The

analysis was based on 29 intervention completers only.

For 16 participats recruited through a community newspaper advertisement there were no
significant differences in SB6 Mental Health component scores reported pre and post
intervention: 86.3 s.d. +11.4 and 82.0 s.d +15.1 (p valued not reported). For the 13
participants receiving home help services there were also no significant difference is the SF
36 Mental Health component scores reported pre and post intervention: 77:718.% ahd

73.0 s.d. +/21.2 (p values not reported).

Vitality scores on the SB6 fell significantly in the community newspaper recruited group

from 72.5 +/11.0 to 62.1 s.d. +47.3 p=0.03. There were no significant differences in

vitality scores for the 13 participants recruited through the home care services. No significant
differences in loneliness scores using the UCLA loneliness géalssell 199%pre and post

the singing intervention were found for participants recruited through the community
newspaper or through home help service (values are not reported in the paper). However,
qualitative study interviews (which also included responses franticipants in receipt of

home help services) showed most participants found the experience positive during and after
the intervention: 68% frequently felt an improved sense ofbattig during and after the
intervention and 77% of the participants r@pdrgains in sel€onfidence as a result of

performing.

Evidence Statementl.6. Using a national arts festival celebrating creativity in older

people

There is weak evidence from an exploratory studyhmRepublic of Ireland tha
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evaluated a national arts festivaltracting 100,000 peoplealled Bealtaine, tha

celebratedcreativity in older people each yearO6 S h e a

and cross sectional survey Ireland). Nearly 90 % of participants found tha
participation in Bealtaine improved their quality of life, as well as encouraged
personal development in terms of enhanced learning and organisational
Furthermore, more than 90% of older participants reported in surveys that
contacts were increagend over 80% said that they had better engagement wi

local community.

Such an arts festival could be implemented in a UK context; arts and health p
for older peopleincluding cultural eventdhave been delivered in the UK.

e 4 expotatory

Table 1.6 Characteristics of Studies inEvidence Statement 1.6National Arts Festival

celebrating creativity in older people

Author Quality Study type Sample size Intervention content
rating

Year

Country

O6Sheg- Exploratory 235 older people National arts festival
and cross postal questionnaire | the Bealtaine

2012 sectional and 26 face to face
survey interviews; 187 posta

Ireland guestionnaires of

national organisers of
arts festival activities

O 06 S h e a - explodatdry and cross sectional surveylreland used a exploratory study

to evaluate a month long national arts festoalled Bealtaine(the Gaelic word for the May

Day Festival) that celebratexteativity in older people each ye@approxmately 100000

people across the country participated, mainly retired older people &&¢) festival
encompasses many @orms and includes both lorgganding professionally facilitated arts
programmes, sometimes using internationabinators and oneff events linked to local
organisations.The 2014 event also took people to cultural events in S@Ege and
Opportunity Ireland 2014 It is organised by a national Irish charity Age and Opportunity.
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Each year there is a unifying theme for the festival which various organisers across the
country can subsequently use, if they wigh,a focus for their own evertocal authorities,

arts centres, libraries, active retirement groups, care settings and community groups from
every part of the countrgan run Bealtaine events that celebrate creativity in older Age.
postal survey of alt35 organisers of Bealtaine events across the country was undertaken (43
% response rate). Participant postal questionnaires for older people were also sent to one
randomly selected Active Retirement Association (ARA) in each county in Ireland. The ARA
was asked to distribute the questionnaire to all of its members and a stamped addressed
envelope was provided for the return of completed questionnaires to the researchers. 235
returned the questionnairésl00% response rate in some ARAs. 26 face to faesviews

with older people were also held.eatly 996 of participants found that participation in
Bealtaine improved their quality of life, as well as encouraged their personal development in
terms of enhanced learning and organisational skills. Furthermmsre than 90% of older
participants reported that social contacts were increased and over 80% said that they had
better engagement with the local community. However, due to the descriptive and cross
sectional nature of the study, there wbnaited possilities to measure the impact of the

intervention.

Evidence Statementl.7: Using arts to promote and protect mental and wellbeing

There is moderate evidence frdll papers covering Studies (Bedding 2008 de
Medeiros 2011 +, Eyigor 2009 Creech2013Hallam 2014 +Haslam 2014, Lee
2010++, Seinfeld 2013 +, Sole 2010Travers 2014) supporting a range of differe
art and music related interventions in promoting and protecting the mental wel
of older people. These studies are in additm the evidence seen on participatior
professional choirs seen in evidence staterientind participating in an arts festiy

in evidence statement G.

Lee 2010 ++, RCT, Hong Kongxplored the effects of a music listening intervent
using MP3 phyerson the quality of life of 70 community dwelling older adyltsean
age76) reportingsignificant improvementms vitality, social functioning, emotional
role and mental healthfter 4 week$p<0.006).Travers and Bartlett 2011 ¢), UBA,
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Australia looked at the impact of mostalgicradio stationon older listeners mood
(mean age 79)oneliness and quality of life. While there weresignificant change
in loneliness osocial isolationthere were significant improvemernds the Quality of
Life- Alzheimer Disease scaldlaslam and colleagues (2014))( RCT, Canada
examined the effectiveness of novel forms of sbaged reminiscence compared tg
story reminiscence for 40 people (mean age 85.5 to 88.5 in 3 groups). There we
significant increasesilife satisfaction after 6 weeks: secular singing group

(p=0.005), religious song group (p=0.018) and story reminiscence groups (p=0.

Creech 2013Hallam 2014 +, quasi experimental study, UKexplored how
participation in making music might supportetisocial, emotional and cogniti
wellbeing of older peopld-indings suggest those actively engaged in making n
exhbit higher levels of wellbeinghan those engaged in other group activities (el
sizesranging from 0.11 to 0.19)Seinfeld 2013 +,quasiexperimental, Spain
evaluated the impact @feekly piano lessons and dailyitreng on cognitive function
mood and quality of life irl3 older adults (60+)Quality of life outcomes increase

compared taontrok but the study was not powered tottestistical significance.

Sole et al 2010-§, UBA, Spain,examined the impact alifferent types omusic
activities(choral singing, music appreciation classes and preventive music therg
on quality of lifeof 83 healthy older aduli83% womenmean ag&2.6). Non
significant improvements in new friendships, ssdtisfaction, perceived usefulness
and optimism were seen in all three groupggor et al (2009) €), RCT, Turkey

examined the impacts of grodgased Turkish folklore dander healhy women aged
65 and over. Over 8 weeks, there was a significant improvement in mentaliheal
the dance groufp<0.05). There were naignificant differences vitality, social

functioning and emotional role.

de Medeiros et al. 2011 (+), RCT, US8s®ssed the effectiveness of a structured
autobiographical writing workshop on autobiographical memory, mood and self
concept in older adults. 51 older adults (age range frdr@@years) were randomly
assigned to one of three groups:autobiographical wting workshopand two

control group$ areminiscence group orreo-treatment control groupFindings
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indicated that selfatings of overall wetbeing decreased over time across grobps

the authors did not believe that the study had a detrimentatitrop participants.

In a small qualitative studgedding and Sadlo (2008), exploratory observational
pilot study, UK 6 older retirees (aged 65 to 84) were interviewed about their
experiences in community art classes. The participants described gpamitin
enjoyable, rewarding, satisfying and relaxing. It brought a sense of achievemen
boosted their confidence and helped them to manage negative emotions. It alsq

to socialise with other people as a social club.

All of thesemusic and arinterventions potentially could be delivered or adapted f

delivery to a UK context.

Table 1.7Characteristics of Sudies for Evidence Statement 1.7Using arts and music to
promote and protect mental and wellbeing

Author Quality Study type Sample size Intervention content
rating
Year
Country
Bedding - Exploratory 6 (4 women, mean ag Community art classes
observational | 75)
2008 pilot study
UK
De + RCT 18 in writing Autobiographical
Medeiros workshop writing workshop and
18 oral reminiscence | oral reminiscence
2011 group
15 no intervention
us
(60%women, mean
age 80)
Eyigor - RCT 19 intervention Group Turkish folklore
18 control (100% dance
2009 women, mean age
73.5)
Turkey
Creech [/ + Quast 398:Intervention Various forms of
Hallam experimental | groups musical activities
study 102: Comparison

76




2013/14 groups(81% female,
range 5093)
UK
Haslam - RCT 40 across 3 Secular songs, story
intervention groups | reminiscence, religious
2014 (54% women, mean | songs
age 85.5)
Canada
Lee ++ RCT 31 intervention Music listening
35 control(55% programme
2010 women, mean age
76.3)
Hong Kong
Seinfeld + Quasi 13: intervention Weekly piano lessons
experimental | 16: control(53%
2013 study women, mean age
69.3)
Spain
Sole - Uncontrolled | Choir: 52 Choir, music
beforeand Music appreciation: | appreciation class and
2010 after controlled| 19 preventive music
study Preventive music therapy
Spain therapy 19
(83% women, mean
age 72.6)
Travers - Uncontrolled | 154 listenerg71% 0Sil ver Mer
before and women, mean age | bygone radio broadcas
2011 afterstudy 79.9) programme
Australia

Lee 2010 +, RCT, Hong Kongexplored the effects of a music listening intervention on the
quality of life of 70 community dwelling older adults with a mean age of 76 years. In the
randomised controlled trial, 31 older adults participateadrweekmusic listening

intervention progamme which involved receiving training on how to use an MP3 player.
Controls participat e dheifive types af musisihclugee r i od 6 eac
meditative music, Chinese classical, Asian classical, Western classical and slow jazz. A total

of 62 nmusical pieces were loaded onto an MP3 player to allow participants to choose their
preferred music At each weekly sessiaach participantelecteda piece of musiavhich

wasplayed for 30 minute€ach participantistened privately to their choice ofusic using

earphones. 4 weeks after the end of the interveatidecompared to the control group

77



mental health components of the Chinese version 2.0 of #36SFktality, social

functioning, emotional role and mental health improved significantly (©4).

Travers and Bartlett 2011 €) in an uncontrolled before and after study in Australia looked

at the impact of a radio programme on older listeners mood, loneliness arig gléfe.

60Si | ver Meanmatio sewise@ithwha specific aim of agsking social isolation and
loneliness among older Australians by broadcasting music (primarily), serials and other
segments of radio progranes that were populabetween the 1920 an#l950s. It was
broadcast by a Brisbane community radio sta#tviBS Classic FM and could be received
using a custom built radio receiver (which was the ¢as@veryonein the study) or also

over the internet. 113 of 154 participants with a mean age of 79, 70% of whom were women
and 60%wholived in the community, and didot show signs of dementiagreed to listen to
Silver Memories for at least an hour a day for three months. No significant change in
loneliness or social isolation was reported, although there were significant improvements
using the Quality of Life Alzheimer Disease scale and a reduction in depressive symptoms
using the Geriatric Depression ScéleThe authors noted their measure of loneliness may
not have been sensitive enough to pick up changes, while at baseline there were few people
stating that theyvere socially isolated or lonely so that malgo have contributed to the

limited impact.

Creech 208/ Hallam 2014 (4 in a quasiexperimental approach explored how participation

in making music might support the social, emotional and cognitive welllo¢iolgler people.

The study participantsanged from 50 to 93 (mean age not reportea)d participated in
communitybased activities such as various forms of musical activities, as well as non
musical activities (e.g. language classes, social activitigga gtasses) in London. These
groups were compared to explore the possible sugbarntusical activities for experienced
wellbeing in later life. Based on survey data retrieved (398 responses from participants of
musical activities and 102 from those pap#&ting in other activity groups), the findings
suggest that those actively engaged with making music exhibit higher levels dfeing!

than those engaged in other group activitaticularly in relation to having a sense of
purpose, feeling in contt@nd autonomous in their lives, and receiving affirmation through
positive social relationships, although the effect sizes are small. A factor analysis approach
was used and confirmed that subjective wellbeing seems to be underpinned by a 1) sense of
purpose; 2) feeling in control and autonomous; and 3) receiving affirmation through positive

social relationships that provide individuals with respect and stéhese were statistically
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significant differences between the groups on three factors: sepagioke (effect size 0.19)
p<0.0001 control/autonomyeffect size0.15) p< 0.001 and social affirmatioeffect size
0.11) p<0.05. In all cases the scores of those participating in the music groups were better

indicating more positive responses.

These findings could be interpreted as indicating that engaging in music has additional value
beyond other group work, perhaps because of the social nature of music making, the
rewarding nature of performance and the impact of music on mood. Alternatively, the
findings could be interpreted as showing that those individuals who had chosen to engage
with music as opposed to other activities already had higher perceived levels of control,
autonomy, sense of purpose and positive social relationships. However, asalaesize
proportion of the sample had been involved in making music prior to the research being
undertaken, interpretation is compl&he study was also limited by its design which meant
that no baseline data could be collected, only measures after exposugsit or other

activities.

Seinfeld 2013 +, quasexperimental, Spain evaluated the impact déarning to play a
musical instrumenbn cognitive function, mood and quality of life in older adults. The
intervention consisted of weekly piano lesspngvided by a music teacher and individual

daily training for 4months (n=13) to adults with a mean age of 69-2.88. The training
programme included components of learning musical theory, sightling and playing a
keyboard. A group of individuals p&ipating in other types of leisure activities (e.qg.
physical exercise, computer lessons, painting lessons) served as a control group (n=16). ). For
the quality of life outcomes, measured using the WHOBREF (Anon 1995,
psychological domain scores increased fm@gramme mean score an8E 30.81 + 0.53;
postprogranme mean score an8E 29.50 + 0.33)The score of the control group tended
decrease or remain the same, but the study was not powered to detect a significant difference
in Quality of Life outcomes.

Fatigue scoredecreased in the piano gro(gye-programmemean score anflE 4.23 + 1.20;
postprogranme mean score an8lE 2.92 + 0.70), as well as the total scores on the Profile of
Mood States scal@McNair, Lorr and Droppleman 19YIneasuringsix mood states(pre-
progranmemean score an8E 117.70 £ 7.18; pogtrogranme mean score anfiE 111.33 +

6.23). It is noteworthy that within the control group, the opposite pattern was fotimel
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scores in the total score (ppeogramme mean score an8E 104.31 + 3.14; pogtrogranme
mean score an8E 106.93 + 2.85) and fatigue (ppeogranme mean score an8E 2.13 £

0.55; posiprogranme mean score anflE 3.19 + 0.58) increased overtime.

In a randomised controlled trial in Canaliaslam et al 2014 4) examined the effects of
traditional storybased reminiscence and novel forms of sbaged reminiscences fod 4

older adults eitheliving independeny or in retirement living or assisted care. The
interventions weresecular song reminiscence (n=13 mean age 86.4, 7 Women, 6 Men),
sharing and singing along with popular music from the 1920s to the 1970s and brief
conversations about the songs religious songbased reminiscence (n=13, mean age 85.5, 7
Women, 6 Men) focused on Christian songs selected by a chaplain from the 1920 to 1970s.
Each session lasted 30 minutes for 12 sessions, two times per week oe&sblvéhe

control group, 12 standard story reminiscence sessions (n=14) (mean age 88.5; 10 Women
and 4 Men) were held twice per week. Each session lasted 30 minutes. The focus was on

talking about past memories and experiences with other people irotiguging props.

Over 6 weeks, in the three groups, there were significant increases in life satisfaction
measured using the Satisfaction with life S¢Bleener et al. 198p. This uses a 1 to 5 point

scale where higher mean values indicate a stronger sense of wellbeing.eAfjrihups
improvedsignificantly. secular singing group (p=0.005), religious song group (p=0.018) and
story reminiscence groups (p=0.01). The largest improvement in life satisfaction was found
in the religious song group from 3.8 to 4ahile thesecular song groumproved from 4.5

to 4.6 with the storygroup improving marginally. It is worth noting that those in the secular
song group already had the highest score prior to the interveftiother limitation was that
participants were recruited from three differentriyiarrangements such as independent

living, retirement living, and assisted care, but outcomes were not reported separately. It was

not very clear where the interventions were held.

Sole et al 2010JBA (-) examined the impacts differentmusic activitieson quality of life

in 83 healthy older adults with a mean age of 72.6. Most of the participants were women
( 83 %), Il i vi ng wi t-61200 pewmonth. dlee nmées/eots fconsisted d

three elementchoral singing(52 participants), music appiation classes (12 participants),

and preventive music therapy (PMTP) sessions at leisure centres (19 participants). Over 9
months, older adults ithe choir group met weekly to prepare for performance in a concert.

In the music appreciation group, oldezople participated in weekly educational sessions to
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learn basic music concepts. Those in the preventive music therapy group practiced and
rehearsed functional skills via music activities to promote and maintain their functions.
Activities were not direéy compared buthtere were nossignificant improvements in new
friendships, sefBatisfaction, perceived usefulness, optimism. The authors attritheddck

of statistical significant to the Higlevels of health in participantat the start of the
interventions meaning that there waditle room for further benefits. Howevethe authors

indicated that musical activities can be helpful in keep the older adults healthy.

Eyigor et al (2009) €), RCT, Turkey examined the impacts of Turkish folklore dawce

the physical performance, balance, depression and quality of life in heaithgnaged 65

and over who were physically active and able to perform activities of daily living
independentlyut had ngrevious experience in strength or regular exercepihg. 18

women took part in the Turkish folklore dance classes that were held three times per week
with each session lasting one hour and facilitated by a senior folklore dance ¥pert.
women in thecontrol group did noteceive any interventiover8 weeks, there was a
significant improvement in mental health in the dance group, measured using36eatF
posttest (p<0.05).However, no significant differences were found in vitality, social
functioning and emotional role in the intervention anadtim groups at followup

assessments. The authors indicated that larger sample sizes with longer duration are needed
and they also raised the issue of transferability of the Turkish folklore dance movements to

other ethnic groups.

de Medeiros et al. 2011(+) conducted a RCT in US to assess the effectiveness of a
structured autobiographical writing worksh@pAW) on autobiographical memory, mood
and selfconcept in older adults. A group of 51 older adults (age range fré®66years)

from the two retirementommunities in Maryland were randomly assigned to one of three
groups: autobiographical writing worksh@p=18), a reminiscence gro(rEM) (n=18)or a
no-treatment control groupn=15) The AAW and REM groups met once a week for 90
minutes Follow-up tesing was carried out after 8 and 34 weeks on a range of memory, new

episodic learning, and mood, personality,-selficept and quality of life measures.

A significant effect of time was also found on the number of pleasant memories reported
(F(1. 45, 66. 7)=25.6, p<0.001). Across groups
from the baseline to 8 weeks, and stayed high at 34 weeks. Even thoughiltsdoeSF36
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showed no significant effect of group or a group by time interaction for the emotional well
being section of the SB6, there was however a significant effect of time [F(1.75,
84.13)=3.48, p=0.4]. The findings indicated that-salings ofoverall wellbeing decreased
over time across groups, but the authors did not believe that the study had a detrimental

impact on participants.

Bedding and Sadlo (2008),, exploratory observationalpilot study, UK interviewed6

older retirees (aged 65 82) about their experiences in community art classes using oil and
water coloured paintings. Using interviews, the participants described painting as enjoyable,
rewarding, satisfying, fun, and relaxingbrought a sense of achievement and lexttieir
confidence and helped them to manage negative emoli@iso helped to socialise with

other people as a social club. The authors mentioned that there were generalisability issues as
all participants were white British retirees and future studies shookddt more culturally

diverse populations.

Evidence Statement 1.8Support for older caregivers

There is weak but consistent evidence frostudies:2 RCTs, 1 quasiexperiementaj
study, 3 uncontrolled before and after studies, and 1 esestional swvey (Boise
2005 -, Ducharme 2012 +, Ducharme 20%1 Greenfield 2012 + Mui 2013 1,
Savundranayagam 2011 Won 2008-) that psychosocial educational interventic
delivered through a variety of programmes to support older people who have in
family caregiving responsibilities, largely when caring with for people with deme
canpromote orprotect their mental wellbeindn addition & exploratoryfeasibility
study on the use of music therapy to help family caregivers with relaxation, cg
and happiness suggests this intervention merits further evaluation Hanser et

().

Ducharme 2011,(+), RCT, Canada and Ducharme 2012 (+), RCT, Canda
evaluated the effectiveness of a psychoeducational programme that can be d
by lay peopleto help new caregivers adapt to their new role. the 2011 study
following interventioncaregivers had significantly improved confidence in dea
with caregiving situationgP<0.001)and better seléfficacy (P<0.001) In the 2012

study caregivers had improvedonfidencein their ability to care (P<005) whil
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improvements in self efficacy tended to significance (P<0.06).

Boise et al 2005-), UBA, USA also evaluaté an educational programme to
empower family caregiverseportingsignificant positive changes (in the desired
direction)in emotional weHlbeing at initial follow upand 6months later.
Savundranayagam et al 2011-], quasiexperimental study, USA looking at the
same programmiundsignificantly lower levels of stress burden and objective
burden at 6 weeks in the intervention group (unquantifigdn 2008(-),
uncontrolled before and after, USfound significant improvements in caregis
psychological wellbeingp<0.001) Mui 2013 (-), uncontrolled before and after
study, USwhich provided support for Chinese caregivamsg a survey analysis by
Greenfield 2012+ US) of the impacts on caregivers of participating in volunteer §
educaibn programme$ound improvements in self reported mental wellbeing (bot

unquantified).

Hanser et al 2011+), uncontrolled pilot feasibility study, USAlooked at a
different type of intervention: the impact of a caregiadministered music
programmedr family members who have dementia in an exploratory feasibility
study. Caregivers rated an improvement in their own relaxation, comfort and

happiness following the use of the music programme.

Although these studies were all conducted outside of thehékinterventions could
be delivered in a UK contesind one of the manualised support programmes for
caregivers is being trialled in a UK context.

Table 1.8 Characteristics of Studies in Evidence Statement 1:8upport for caregivers

Author Quality Study type Sample size Intervention content
rating
Year
Country
Boise - Uncontrolled N=35978% |00Power fu
before and after | women, mean|Car egi vi n
2005 study age 61 Programme, an
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education program

us for family
caregivers of older
adults
Ducharme Randomised N=111,70% |AiLearni ng
controlled trial women, mean | Become a Family
2011 age 60 Caregiver
psychoeducational
Canada programme
Ducharme Randomised N=97, 82% ALearning
controlled trial | women, mean| Become &amily
2012 age 60 Caregiver
psychoeducational
Canada programme
Greenfield Crosssectional | 5092 A survey of older
survey (responses people who
2012 received) volunteer as
mean age 70.5 caregivers as part o
us lifelong learning
and health ageing
programmes
Hanser Exploratorypilot | N=14, 63% Caregiver
feasibility study | women, mean | administered music
2011 age 75 program with family
members who have
) dementia
Mui Exploratory 19 Pilot programme for|
uncontrolled (intervention) | older Chinese
2013 before and afte| 72% women. | immigrants to
study meanage 72 | provide emotional
us support and coping
28 caregivers | skills over the
telephone to other
older Chinese
immigrants
Savundranayaga Quast N=115 66Power fu
m experimental (intervention) |[Car egi vi n
N=95 (control)| Programme, an
2011 78% women, | education program
meanage 71 | for family
us caregivers of older
adults
Won Uncontrolled 165 Communitybased
before and afte| (intervention) | programme
2008 study 90% women, | providing training
mean age 62 | by peers, seltare
us skill-building and

selt-efficacy
enhancing, tadult
informal caregivers
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| | | [ of frail older adults |

Ducharme 2011¢) and 2012 (+)usedrandomised controlled triate evaluate the
effectivenes® f t he OLearning to Become a Hhasmily Cal
psychoeducationgdrogrammavhich was @liveredby lay peopldollowing threedays of

training, focusen the acquisition of skills to help caregivers adapt to their new role. lin bot
studies a third of the carers were retired spousal carers and there were no significant
differences in population characteristics. In the 2011 study when comparing 62 caregivers
(mean age 60.37 s.d. 13.12, 38.5% spousal carers) who completed the s&wven se
manualised group course with 49 caregivers (mean age 62.75 s.d. 13.22, 32.6% spousal
carers) who did not receive any psychological education or support, no significant difference
in Informal Social Support, the frequency of support received by eamsgrom family

(excluding the ill relative), friends, and neighbours, measured using {ien2 Tnventory of
Socially SupportiviBehaviourgKrause and Markides 198@vas found 3 months after the
course ended. The ability of carers to have confidence in dealing with caregiving situations
significantly improvedp<0.002) using the Self Efficacy Sca(&uhn and Fulton 2004
caregiverself-efficacy also significantly improved (P<0.0013ing the Revised Scale for
Caregiving Self EfficacySteffen et al. 2002

The 2012 study which had 97 (intervention group 61 carers, mean age 59.6 s.d. 11.94, 37.9%
spousal carers and control group 36 carers, mean age 61.22 s.d. 12.45, 33.4% spousal carers)
paticipants hadimilar findings, this time after a six month follow up. There were however

other benefits to caregivers in terms of their ability to cope with catorfidence in

caregiving situations improved (P<005) while improvements in self efficecg almost

significant P<0.06) The authors felt the intervention was limited by recruiting caregivers

from memory clinics and the impacts may have been greater for caregivers who did come

into contact with this specialist service. These studies werentnast to earlier work by the

same authors of another modulised caregiver
(Ducharme et al. 200%vhich did find significant informal and formal social support benefits

for caregivers. However all these caregivers were adult daughter carers rather than spouses so

the study was excluded from shieview.

Boise €), 2005used an uncontrolled before and after study to evaluate an educational

programme to empower family caregivers to reduce negative effects of caregiving and to
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practice selcare. 359 individuals were initially in the study with liB@ividuals providing

pre and post programme data. The OPowerful T
education programme for family caregivers of older adults, consisted of two half hour

sessions, once a week over a 6 week period, where each classl @odéferent topic and

taught 6d6tool s6d6 that provide usef u-ktaret echni q
behaviours and seléfficacy. Each class also included a different relaxation tool, e.g., guided

i magery, deep br @&aAtrdnthegainerapproacovahusad todran |

professiona and community volunteers as class leaders and master trainers.

Significant positive change (in the desired direction) was reported in all areas of expected
outcomes: emotional welleing, sé-care behaviours, setffficacy, and use and knowledge

of community services. Compared to{iméervention scores, mean 6 month post intervention
scoregneasuredising th& own 3-item Positive Feelings about Caregiving Scale (PFCS)
increased from 5.130 2.2) to 6.14 (SD 2.1) {3.42 p<0.01while anger measured using
measured using theitem Anger/Irritability scalgPearlin and Mullan 198&lecreased from
3.51 (SD 2.2) to 2.41 (SD 2.0) t=3.66 p<0.01. Guilt, measured using the usiterastale
adapted from the Feelings of Not Doing Enough subscale of the Caregiver Guilt Scale
(Kingsman 199palso decreased from 3.23 (SD 2.5) to 2.52 (SD 2.1) t=2.44 p<0.05. The
results of the study while positive are limited by study design and dropout rate of 28% and a
low response rate for the six month follow ltgs not clear also how well the scales have

been validated.

Savundranayagam 2011 (+)n a quasiexperimental studglso evaluated the impact of the
6Power f ul Tools for Caregiving6d6 programme,
with a mean age of 71 in the intervention group. Using structural equation modelling
intervention participants were found to haigngficantly lower levels of stress burden and

objective burden than comparison group participants at the end of the six week intervention
period. One limitation of both this and the Boise study is a lack of assessment on general
mental wellbeing rather &#m on specific caregiver aspects of wellbeing.

One US uncontrolled before and after studfon 2008 €), evaluateda communitybased
programme providing training, sethre skiltbuilding and sekefficacy enhancing, tadult
informal caregivers of frail lder adults.39% of the carers were aged 65 years or older with
most being the spouses of the care recipient. The training was delivered over 6 weekly

sessions by trained peers with social worker support. It was compared tmtaraention
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control groupgexamining the effects on psychological wellbeing. Psychological wellbeing on
themental health inde®% (MHI-5) (Berwick et al. 199)1scale improved significantly in these
caregivers aged 65+ from 9.2 {2/0 s.dJ to 10.3 (+/ 2.0 s.d, p<0.001).

In the USA,Mui 2013 (-), as part of an uncontrolled before and after studgd a swey to

explore the effect of a pilot programme training older Chinese immigrants to provide
emotional support and coping skills over the telephidneMandarin or Cantonese at least
once per week to other older Chinese immigrants. The intervention eahsfantensive 72
hourtraining with ongoing training sessions every 3veeks.Twenty-eight caregivers who
received support were assesssthg the Brief Assessment Scale for Caregivers (BASC) in
Chinese as well as other measures specifically desigmategrogram. As a group, these
caregivers felt that Phone Angel volunteers reduced their stress and burden, listened well, and
made good suggestions when problems argdewever fgures were reported in a

unpublishedvorking papewhich itwas not possible to obta)n

In the US, a survey bgreenfield 2012(+) examined whether participating in community
based volunteer and educational activities is more beneficial to caregivers than non
caregivers. A survey of randomly selected participaritthe US national OASIS (lifelong
learning, healthy living and social engagement) programmes consisting of volunteer and
educational activities provided by older people in the community was conducted in 18
locations. A sample of 5092 OASIS volunteerlsywhich 1022 were also caregivers, with an
average age of 70.5 years, provided information aboutpsetkived benefits of the
programme. The benefits were assessed by the six items designed to measure psychosocial
benefits of engagement. The findingsicaded that caregivers were more likely to report
benefits on all measures (p<0.05). Results regarding the caregiver status on the summative
psychosocial benefit score were statistically significant, with caregivers reporting more
benefit than nowcaregive s (b = 0. 64, t=3.85, p=.0013) .
adjusted mean benefit score for caregivers was 20.63 and 19.99 feranegivers

(significance not reported in paper).

The US study bydanser 2011 {) looked at the impact of a caregivaiministered music
programme for family members who have dementia in an exploratory feasibility study. The
musicfacilitated stress reduction programme required a music therapist to train the 14 family

caregivers in thetudy to discuss musical selections appropriate for relaxation, and to
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rehearse how the family member with dementia could be engaged with the music. Families
were asked to listen to a tailored CD together on 3 days each week. The emphasis was on
using must from the 1930s to the 1960s. Caregivers rated their own relaxation, comfort and
happiness, as well as their perception of these states in their care reaipiegta visual

analogue scale from 1 to 1Both care recipients and caregivers experiencedresed

relaxation during the treatment period by an average of 1.96 and 2.55 points, respectively.
Care recipients and caregivers demonstrated an average increase of 1.60 and 1.86 points,
respectively, in comfort level. Happiness increase@.8$ points n care recipients and 1.45
points in caregivers. Overall, caregivers experienced a greater benefit than care recipients in
all three areas by an average of 1.37 points. Most of these changes in self reported wellbeing

measures for individual carers werpaged to be significant.

Cluster 2: Intergenerational activities and volunteering

Evidence Statemen®.1: Schootbased ntergenerational activities

There is moderateconsistent evidence on the effectiveness athootbased
intergenerational socialctivitieslinking children and young people withder people
in improving the mental wellbeing of older people fr@studies 1 RCT,1 quast
experimentalstudy and 1 qualitative study (de Souza 2007 ++, Fuijiwara 2009

Herrmann et al 2005 +).

One RA (de Souza 2007, ++, RCT, Brazilof 266 older people (149 grou
participants and 117 controls) indicates that intergenerational small-pased
activities led by teachers and delivered in the school setting can lead to im
family relationships 4nmonths after interventio(p=0.03. One controlled before an
after study(Fujiwara 2009 +, quasi experimenta] Japan) found evidence thg
intergenerational contgdnvolving older volunteers reading to childrenlargedthe
social contacts of older people with natated childrer(p<0.001).Further, there ig
evidence from a quasi experimental stbgrrmann 2005 +, quasiexperimental,

US), involving 66 older peoplérained to provide lifeskills training to highkschool

stucents. This study reported improved psychosocial development.
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All of thesestudies were conducted in settings outside of the UK making it diffict
assess their applicabiligs a wholgo a UK context, but intergenerational activit

involving olderadults volunteering in schools can be found in a UK context.

Threestudies included in the review examined the diffesitoolbasedintergenerational

activities.

Table 2.1: Summary of Characteristics for Studies In¢uded in Evidence Statement 1:
Schootlbased ntergenerational activities

Author Quality | Study type | Sample size Intervention content
rating
Year
Country
de Souza| ++ RCT 149 (intervention)| Intergenerational groupased
117 (control); activitiesin a schocbased context
2007 61% women,
mean age 69.5
Brazil
Fujiwara | + Quast 67 (intervention) | The REPRINTS programme
experimental | 74 (control), 78% | dedicated to educate and engage
2009 women, mean ag€¢ senior volunteers in picture book
68 reading to young and scheaged
Japan children
Herrmann| + Quast 36 (intervention) | Intergenerational program  wit
experimental | 30 (comparison)| older people providing life skill
2005 72% women, training to high school students
mean age 71
us

In Brazil de Souza 2007 (++onducted a RCT with 266 older adults 60 years or older (149
in intervention and 117 in control) that examireed-month programme of intergenerational
small groupbased activities, in which older people shared their memories with younger
people in a sabol context. The sessions (approx. 2 hours) were held once a week at school
during class time. The intervention was compared to-mteovention control condition. The

results from the study showed that those in the intervention group were significamdy m

likely

t han

(OR2.27,Cl12424 . 131,
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or nonedo) ( @AR3, 2 = ®GADY), indidatindl g2 Iévels of cognitive social
capital. Furthermore, those in the intervention group were significantly more likely to report
that their family relationshi psib56@lep=@®014,00d
as well as more likely than contrdis report an improvement in family relationships (OR
3.79, CI 1.0713.46, p= 0.039). In the intention to treatalysis, the association was again in

the same direction, but was not statistically significant.

In JaparFujiwara et al. 2009 (+)conducted auastexperimentaktudy which examined the

effects of the REPRINTS (Research of Productivity by Intergenerational Sympathy)

intervention on senior volunteersd physical

social networks, social pport, and their cognitive functions. The REPRINTS programme

was designed to educate and engage senior volunteers in picture book reading to young and

schootaged children. A group of 67 older people (average age 68 years) from three study
areas in Japamttended a weekly training session overmdhth period to learn about book
selection and reading techniques. Following the completion of their training, the volunteers
visited a number of selected elementary schools, kindergartens andarkildentreto read
picture books to the children. Data were collected on a number of physical healtal ment
wellbeing and social support dimensions 9 and 21 months after the collection of baseline
data. The results showed that 56 volunteers who were active inotipauimme for more than

nine months were significantly more motivated to continue participation in order to make
new friendships compared to the 11 volunteers who withdrew from the programme before
nine months (67.9% versus 27.3%, p = 0.019). Compared ttotorthere were no
significant differences between volunteers and control group (N=56) in social activities or in
providing social support to other family members. At nine month follow up there were no
differences in frequency of contacts between voluste®d controls with the exception of
communication with nomelated or nomeighbourhood dwelling children which increased
from a mean of 1.6 (between less than once a month and a few times per fitbitk)d) to

3.3 (between one and two times per wegéK).1 s.d) versus 1.6 (1.8 s.d) to 1.4°( 1.5 s.d)
resulting in a significant difference between volunteers and controls (p<0.001). At 21 month
follow up for 37 volunteers still in the programme versus 60 controls, the frequency of
interaction with children continued to increase significantly (p<0.001) (precise figures not

reported’ approximate values: 3.8 versus 1.7).
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In the USHerrmann 2005 (+) employeda quastexperiementaktudy with a group of
senior citizen volunteers (66 participants betwe@raBd 81 years) to look at the impact of
participation in an intergenerational program with high school students. Older people were
trained to provide life skills training. Half of the trainers were assigned to teach a
violence/angereduction curriculum,while the other group was assigned to teach a
vocationaleducation and careelevelopment curriculum. The groups of students consisted of

8 to 12 sixth grade (not stated in report butmUS this would normally cover students from
ages 13 to 18). Accorthg to the results from this study, participation in intergenerational
programming appeared to influence generativity among the volunteers (an indicator of
psychosocial health according to, capturing the stage in adulthood when contributing to
society anddoing things to benefit future generations are important needs). The senior
volunteers engaged in the violence/angeluction curriculum demonstrated significantly
higher scores on the generativity component of psychosocial health measurementest post
compared to the neparticipants (F (1, 54)=10.37, p<0.005:0.16, large effect size). This
significant change was however not found in the other group of volunteer trainers, nor for
other measured components of psychosocial health (such as intediity efperiences at

the end of life, experienced by adults over the age of 60, according to the theory of Erikson),

highlighting that the results from the study are inconclusive.

Evidence Statement 2: I ntergenerational activitiesinvolving children outside of the

school setting.

There is wealbut positiveevidence on the effectiveness of intergenerational s
activitiesinvolving young children interacting with older peopletside of the schog
settingin improving the mental wellbeing of older peopte3 studies (Kamei 2014,
Marx 2005- andMorita 2013-).

Kamei et al. 2011 {), quasiexperimental study, Japanevaluated the effects of thg
intergeneratinal interactions between oldeomen(average agé5.6) and schoel
aged children as part of an intergenerational day program (IDP) which included
range of intergenerational group activities, such as communication facilitation g
and handicrafts. In terms of heallated quality of life at 3 montled 6 months

post programmeompared to a separate volunteer grihgolder adults had
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significantly improved mental health (F [2.26] = 4.00, p= 0.030).

There is evidence from an observational st(idgrita 2013 -, UBA, Japan) of an
intergenerational mpgram targeting preschool children and older adults
intergenerational conversation was significantly higher in the $p@sknted
programme group(i.e. the participants playing games togethéman in the
performancebased programme groupe( children singing or dancing<0.001, ng

specific figures provided)

Marx et al 2005 €), quasi experimental study, USAexamined the usefulness of a
intergenerational email pgrals programme and an intergenerational-tacéace
visiting programme for@mmunity dwelling older adults aged 80 to 86. At pest
after 6 monthsregarding social network outcomes, 26% of those in the emapale
programme stated that they would like to continue to contact thepadsnwhile

74% were not interested.

All of these studies were conducted in settings outside of the UK making it diffig
assess their applicability as a whole to a UK confew of the studies we set in
Japan where cultural values, including Confucianism, mean ltiidten are taughto
place value andespecton their elders, something that may not have the s

resonance in the UK.

Three studies included in the review examined the psychosocial effects of difiaten
generational activities involving children interactingtwolder people outside of the school
setting.

Table 2.2: Summary of Characteristics for Studies Ircluded in EvidenceStatement 2
Intergenerational activities

Author | Quality | Study type Sample size Intervention content
rating
Year
Country
Kamei |- Quast 14 older women, Intergenerational day social al
experimental | mean age 75.6; 8 | activity programme
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2011

programme
volunteers controls,

Japan 7 school children
Marx - Quast 38 (intervention) intergenerational email pgrals
experimental | 27 control. 82% programme and an
2005 study women, meanage| intergenerational facto- face
83 visiting programme
us
Morita | - Uncontrolled | 11 (performanceg Intergenerationgbrogramme
before and group where older adults participated i
2013 after 14 (social| singing, dancing and games witl
orientation group | preschool children who visited a|
Japan 80% women, meal adult day care centre

age 85

A study conducted in Japan Kyamei 2011(-) evaluated the effects of the intergenerational

interactions between oldelomenand schochged children. This took place as part of an

intergenerational day program (ID®Rhichincluded a range of intergenerational group

activities, such as communication facilitation games and handicrafts. The intervention

consisted of 22 program sessions conducted ovenarth period. A group of 14 older

women(average age 75.6 years), 8 pamgme volunteers (average age 68.6 years), and 7

school children (average age 9.9 years) took part in the intervention.

Data on the interactions between the generations was collected through participant

observations and interviewBhe dder adults group was significantly more satisfied with the

intervention than the programme volunteer group at 6 months (t [20] = 3.66; p = 0.002). The

chi

|l drends

perception of

ol der peopl e was

highly but ro significant differences in their perceptions were found before and after the

programme. Older people were found to participate significantly more compared to the
program vol unt e%3D8é4sl vy V=6.68 SD=R.% xA061). Th terms of

healthrelated quality of life at 3 months and 6 months post programme older adults had

significantly improved mental health (F [2.26] = 4.00, p= 0.030). Further analysis identified 5

older people who had Geriatric Depression S¢&lecores that were above th off for

depression and it was noted that these significantly reduced between the first involvement in

the programme and at 3 month follow up. (F [2.8] = 4.69; p= 0.045).

In an exploratory observational study in Japdarita 2013 (-) examined the interéion

styles of older adults (aged 71 to 101 yea88yo being womerfpllowing their participation

in singing, dancing and games with preschool children aged 5 to 6 years who visited an adult
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day care centre in Tokyo. The older participantthekeintergenerational programes were

divided into two groups: performanca socialy-oriented activities. Eleven adults were
allocated to the performant@ased intergenerational program (e.g. children sang songs and
danced for the older adults) and 14 were alledab the sociabriented intergenerational
program (e.g. older adults and children played games together). The study suggested that
intergenerational conversation was significantly higher in the $p@aknted programme

group than the performantmsedorogramme group (p<0.001, no specific figures provided),
indicating that social activities may Ipeomising in promoting psychosocial prerequisites for

meaningful interaction and reciprocity between generations.

In a small quasexperimental study from ghUSA,Marx 2005 (-) examined the usefulness

of an intergenerational email pgals programme and an intergenerational-tacéace

visiting programme. Older adults aged 80 to 86 with a mean age of 83 years from a suburban
federally subsidised apartmentiloing participated in one or both programmes or self

selected themselves to be in the control group (N=65). 27 enrolled in both the
intergenerational-enail peripal and visiting programmes, 11 in the intergeneratiomaai

penpal programme only, 4 ithe intergenerational visiting programme only, and 27 seniors
who participated in neither programme served as a control group. In the empglpgoup,
computers were placed at a computer centre on the ground floor of their apartment building
(completewith free tecimical support)andfree one to one email tutorial sessions were

offered. Sessions lasted from 45 minutes to one hour. The computer centre was open 24 hours
per day. Older adults either chose to write ¢mails by themselves or asked fap in

dictating their emails from thetutor. They would thenysh the send button on completion.

In the visiting programme, a group of 20 elementary school children aged 7 to 11onsieed

a month for 8 month€ach month, a reminder flyavas sentt@ a c h o | dsenailbog er s on 6
2 days prior to a meeting. Each visit lasted 90 minutes. Activities consisted of a talent show,
playing board games, group siatpngs, solving a crossword puzz@done to one

interviews of the older people by the childr&efreshment such &suit juice andsnacks

were served. At podest after 6 months, 57% of older adults in the emaHdgsprogramme
mentioned they enjoyed the programme and 88% of those took part in thi fdaee

visiting programme. Regarding sathetwork outcomes, 26% of those in the emailjpain
programme stated that they would like to continue to contact thepglenwhile 74% were

not interested.
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Evidence Statemen®.3: Intergenerational activities and volunteering

There is weak butonsistent evidencérom 5 studies thaintergenerational socia
activities that involve volunteering by older peoptmn be effective;l quast
experimental studies uncontrolled before and after studiesid 1 qualitative stud
(Bernard 2012, Cook 2013, Mui 2013-, Power 2007, Scott 2003).

Bernard 2011, - (UBA, Canada) examining the effects of an intergeneratior
telementoring program reported positive behaviour chahgeolder mentorsin
terms of theiselfconfidence, selexpressiongnjoyment and sekfficacy. Mui 2013
T (exploratory uncontrolled before and after study, US)used a survey to explo
the effect of a programme training older Chinese immigrants to provide emg
support and coping skills over the telephoria Mandam or Cantonese at least on
per week to other older Chinese caregivers. All volunteers felt empowere

happier, while 67% felt better about themselves.

Cook 2013,- (UBA, UK) looked at the impact on loneliness and mental wellbein
30 older volurgers who were trained and supported to establish hen houses a
deliver henrelated activities to less able older people, friends/relatives, (
stafffmanagers and school children. There was a significant increase in wellbei

month follow up (g0.000) but no significant change in loneliness.

There is also evidence from a quasperimental study used to look at h
volunteering impacted on the levels of generativity in people over the agg S¢@0
2003-, quasi experimental study, USA)53 volunteers were compared with 29 1
volunteering older peoplélthough volunteers had a relatively high mean leve
generativity, the only significant differences (p < .05) were found to be bet
volunteersinvolved in various miscellaneoussta (who had the highest levels
generativity), orthe one hand, and those involved in the delivery of meals as W

the nonvolunteer groups (who were the two lowest groups on generativity).

In the USA, in a very small qualitative stuBlpwer 2007 et al+), qualitative

ethnographic study, USA looked at thempact ofvolunteemg to provide helgo
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adopted and fosterathildren and/or younger generations for 6 hours per week
return for a rent reductiomnterviews with the 2 participds indicated that
intergenerational actiorightened up their lives, raised their spirits, helped them

find purpose of life and increased their sense ofwgetth.

The Cook 2013tudy(-) was implemented in the UKAIl of the otherstudies were
conducted in settings outside of the UK making it difficult to assess their applicg
to a UK context. It may be difficult to replicate the planned community to su

adopted and fostered children in the Power study in a UK context.

Two studies intuded in the review examined the psychosocial effects of different inter

generational activities, some of which were delivered in sebaséd settings.

Table 2.3: Summary of Characteristics for Studies Ircluded in EvidenceStatement 3
Intergenerational activities

Author | Quality | Study type Sample size Intervention content
rating
Year
Country
Bernard | - Exploratory 18 (older Intergenerational
before and after | adultsfjgender not | telementoring program
2011 study using stated; mean age 70
mixed methods
Canada 18 (young people)
Cook (¢} Exploratory 30 older volunteers | Volunteers trained to rear an
uncontrolled 14 men and 16 look after chickens, visit olde
2013 before and afte] women, mean age 74 people and schools.
study”
UK
Mui - Exploratory 19 older volunteers, | Pilot programme for older
uncontrolled 72% women, mean | Chinese immigrants
2013 before and afte| age 72 volunteering to provide
study emotional support and coping
UR skills over the telephone to
other older Chinese
Immigrants
Power |- Qualitative study] 1 man aged 70 and | Older people volunteering at
woman aged 80 least 6 hours per week to wo
2007 with children in their
community
usS
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Scott - Quast 53 volunteers Intergenerational programme

experimental 49 non voluntee| where healthy older people
2003 study controls (age range volunteer in a child care
60 to upper 805 setting or on a meals on
us mean age and gend| wheels programme or
split not reported miscellaneous volunteering

(Bernard 2011,-, UBA, Canada) examined the effects of an intergenerational telementoring
programme on wellbeing outcomes in older adults (ageBP5gars, n=18). The intervention

was offered as a telgased support tool for the practice of English or French as a second
languagewith the older adults residing in Ottawa as telementors (i.e. mentors via telephone)
for young students (n=18) residing in Paris, Fraibe. intervention consisted of ieekly,

1-hour, telementoring sessions. The sem@unteer telementors receive@drequipmenand
application installation in their residenize the duration of the prograrBased on

descriptive analyses of both quantitative and qualitative data (no significance levels reported),
the study reported positive behaviour changes in #asaof: selconfidence, self

expression, enjoyment and sefficacy among the older adults.

In the UK in a small uncontrolled before and after stGdwpk 2013 ) looked at the impact

on loneliness, mental wellbeing and physical healtt80 older volunteergmean age was
73.89 = 13.9% of being trained and supported to establish hen houses in care settings and
improve their skills and confidence in delivering activities with less able older people,
friends/relatives, care stafffmanagend school childrenlhe project was implemented in
the Gateshead area with funding from the Big Lottery Silver Dreams Himedideaof this
programmewas to reach men in particuldoyt the majority of volunteers in the study (16 of
30) actually were wmen. Allvolunteerdived independently or in sheltered accommodation.
Analysis of changes ithe Warwick Edinburgh Mental Wellbeing Scale frdrmaselineto
follow-up 9 months later for the volunteers indicated that there was a significant
improvementin scores (p<0.000jrom amedian 41.0 ta medianof 53.0 suggesting that
there were improvements in mental wiedling in the study population. Howeyebserved
improvement inDe Jong Gierveld Loneliness Scaleoresfrom a median 06.0 to 4.0over

the sameperiod was not significarfp<0.281).

In the USScott 2003 {) used a quasexperimental study to compare groups of older people
(60 +) on their levels of generativity related to volunteering activities. The participants of the
study were engaged in oé the following interventions: 1) Young at Heart (a programme
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that places older volunteers in childcare settings, n=alistributing Meals on Wheels

(n=14); or 3) Mscellaneous activities including church activities and working in libraries

(n=25) A group of norvolunteering older peoplgerved as a control group (n=4%he four
volunteer/norvolunteer groups differed in their levels of generativity, based both on-a one

way analysis of variance (ANOVA) for unadjusted means (F [3, 97] = 5.94, pl¥add an

analysis of covariance (ANCOVA) for adjusted means (F [3, 83] = 5.97, p =.001). In neither
analysis did the groups differ on life satisfaction (p values of .227 and .399). Although the
Young at Heart volunteers had a relatively high mean levegemerativity, the only

significant differences (p < .05) were found to be between the miscellaneous volunteers (who
had the highest l evel s of generativity), of

volunteer groups (who were the two lowest groupgeamerativity), on the other.

In the US,Mui 2013 (-), as part of an uncontrolled before and after studgd a survey to
explore the effect of a pilot programme training older Chinese immigrants to provide
emotional support and coping skills over the ghleneiin Mandarin or Cantonese at least
once per week to other older Chinese immigramith caregiving responsibilitiesThe
intervention consisted of intensive 72 hdraining with ongoing training sessions every 3
weeks. The 19 volunteers had a meme of 72.1 (6486) and had fair to low English
proficiency. Results of a focus group and a short questionnaire with closed arenoeen
guestions, suggested that the volunteers felt that their own mentdieirsdl had improved,

with all indicating tha they felt empowered and happier and 67% feeling better about

themsel ves. Ot her qualitative findings 1incl
more active in social activitieso (61%), Ar
(72%), ae@dl| &dgbdavmy soci al circle of friends

In the USA, in a small qualitative stu@®pwer 2007 {) and colleagues looked at the positive

links between volunteering activities and wellbeing in an intentionally planned

intergenerational community called, which was as an intergenerational neighbowtiered

families adoptdand fosteedchildren. Older dultsin the communityhave to agree to

volunteer to provide help children and/or younger generations for 6 hours per week for which

they get a reduction in their rent. Children from the foster care system would call these older
volunteers grandpaorgram&a . Vol unteering activities vari e
individual capacities such as fixing bicycles, gardening, and talking with children. Qualitative
analyses utilising an ethnographic framework focused oaxperience of two older adujts

onea man of 70 and a woman of 80 wihath hadived for 7 to 8 years at Hope Meadows. In
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interviews theysaid that being with children brightened up their lives, raised their spirits,

helped them to find purpose of life and increased their sense -of @t

Evidence Statement 2.4: Intergenerational education interventions for health and social

care professionals

There is weak evidence from one Canadian s(Bdgran 202, - UBA, Canada)thatan
intergenerational educational interventian help improvehie attitudesof medical students
towardshealthy older people and tacldeme of thestereotypingand myths around amg in
the short termAttitudes scores significantly improved 0.1 following intervention, but
this effect was only partially maintained one year later. There is also weak evidence fr¢
(Hernandez 2008, quasi experimental study, Spain) that the attitudes of university
student towards older people change positif@lpwing an intergenerational learning

programme.

Potentially theséypes of intervention could be implemented in the UK.

Table 2.4: Characteristics of Studies in Evidence Statement 2.4: Intergeneration

mentoring for health and social care professinals

Author Quality | Study type Sample size Intervention content
rating

Year

Country

Basran - Uncontrolled 184 students and 54 | Mentoring programme
before and after| older volunteers for health and social

2012 study care students

Canada

HernandeZ - Quast 179 university University based
experimental students; 100 older intergeneratioal

2008 study adults; no gender servicelearning

information, mean age programme
Spain 75.
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In CanadaBasran et al €) in an uncontrolled before and after study ea#td the long term

impact onthe attitudes ohealth and social care studemdlowing the implementation of

what was callech Senior Mentoring Programm@ehis was a intergenerational educational
intervention aimed at increasing student health caregsainals knowledge of older people

and the ageing process; improving attitudes toward, comfort with, and respect of older
people; and enhancing the skills required to work with older adults, such as assessment,
listening, and communication skills. The &yu deliberately focused on a mentoring
programme involving healthy older people, with an aim of trying to change perceptions of
older people and see them as more than frail medical patients. 184 medical students, divided
into groups of three to four studerfrom medicine, pharmacy, nutrition, nursing and social

work were partnered with 54 healthy older adult voluntéeksown asii s eni or -partne
recruited from a local independent housing retirement community. Students met with their
assigned senior partner four times in the autumn term, including a meeting at the medical
school orientation dinner and also at a wuagpevent and social dinner. Disssions using

guidelines provided covered general life histories, living situatsogmificant life events,

changein the world over their life span, knowledge of available community resources, as

well as education, nutrition and physical activities. ttietured informal conversations were

also included. The medical students also kept reflective diaries and participated in two large
group interprofessional meetings designed to integrate learning and share their insights about
their senior partners. At itial posttest survey student attitudes towards a hypothetical 80

year old man and 80 year old woman were found to have improved significantly with
Polizzi 6s Aging Semanti c Di fferenti al Scor
(Polizzi 2003. Post test scores for the 80 year old man were 66.54 (SD 19.27) compared with
78.71 preintervention (p<0.01); for the woman scores were 56.61 (SD 18.87) and 69.47 (SD
15.06) p <0.0Xespectively Effect sizesverelarge withp ar t i al d2 = 8028 and
year old man and woman respectivdPaired samples-tests comparing the pretest scores

with the oneyear followup scores found no significant differerineattitudesfor an 80year

old man, t(32) = 1.45, p 6.16 but did find a significant different for an-86arold woman,

t(33) = 2.67, p = 0.01. One year follow up surveys also reported that 18 of 28 medical
students in 2008, 40/68 in 2009 and 26/20 in 2010 agreed or strongly agreed that the

programme had Iber helped them to communicate with older peopleeuSogroup work
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i ndi c a tmang studdnts felt participating ihe programmencreased their awareness

of myths and helped reduce the stereotypes they held about oldeo ddatis 316)

There is als weak evidence fronfHernandez 2008, quasi experimental study, Spain)

that the attitudes of student towards the wellbeing of older people change positively
following an integenerational learning programm@lightly depressed older people (mean

age 75) and university students studying for a degree in sport and exercise science at the
University of Leon in Spain took part in the programme. The group of the young people that
interacted with older people tended to reduce their stereotyped views anchoverkkely to

agree with them following intervention. This was greater than in the control group, but no

statistical significance was reported.

Cluster 3: Friendship programmes

Evidence Statement 3: Building friendships

There is consistent moderate evidence fr&impapersreportingresults fromfive
evaluationgLawlor 2014 ++ Martina 2006 +, Martina 2012 + Stevens 26Q6ope
2013 -, Butler 2006-) that friendship programmes can enhance various aspe

older people 6 me nt a landwadglreds isseigs of dpneliness and isolation

In Ireland Lawlor et al. 2014 (++)used a RCT studyo evaluate a brief pe¢
volunteer visiting programme for community dwelling older adultsnelinesswas
significantly lower in the intervention group atn®nth followup (p=0.003).0One
guasi experimental study in two pap€kdartina 2006 +, Martina 2012 +, quasi
experimental, Netherlands)found significant increases the number of friends fg
the intervention group (all women) participating in a Friendship Programr
compared to t he control group (62
improvements in subjective wellbeing. Another study which combined interve
and control group datérom two ealier case controlled studies, as well as
comparison to data from a national survdftevens et al., 2006 +, qua

experimental, Netherlands)using regression analysesrroborated these finding
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Regression analysis also predicted that that improvemnefiendship would be

associated with a decrease in loneliness two years later p<0.001.

Pope, 2013 -, UBA, US, - in a church based programme bringing toge
representatives of different parishe=ported significantmprovements in tangibl
socialsupportat 1 year follow up [F(1,88) = 11.22, p = 0.001&hotherexploratory
mixed methodsstudy Butler 2006, -, US) looked at a socialupport programme ru
by volunteers who were older people themselves. Whileaboetwork and lonelines
scoreswvere goodthe study design meant it waet possibledetermine if this was du

to the intervention.

Although these studies were all conducted outside of the UK, the intervemtioss
notably those in Ireland and the Netherlamqmstentially could beadelivered in a UK|

context.

Table 3: Characteristics of Studies in Evidence Statemet Building friendships

Author Quality | Study type Sample size Intervention content
rating
Butler - Exploratory 66 (interventiorn) Senior Companion
mixed methods| 82%women, mean | Programme (SCP), providing
2006 study age 78; social support and assistance
to frail communitydwelling
us older adults
Lawlor ++ RCT 49 (intervention) Brief volunteer peevisiting
51 (control) progamme for community
2014 75% women, Mediar| dwelling older people
age 80
Ireland
Martina + Quast 69 (intervention) A friendship enrichment
experimental | 60 (control)100% programme, focusing on
20062012 study women, mean age 6/ empowering the older
participants to develop and
Netherlands maintain friendships by
training social abilities
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Pope - Uncontrolled | 142 (interventior) A churchbased spiritual

2013 study age 65 bringing together

before and afte| 82% women, Mean | health promotion programme

representatives of different
church cogregations

Stevens + Quast Study 1: A friendship enrichment
experimental | 72 (intervention) programme, focusing on
2006 study 100% women, mean| empowering the older
age 64 participants to develop and
Netherlands Study 2: maintain friendships by
69 (intervention) training social abilities

55 (control) 100%
women, mean age 6
Dutch Aging Survey
Comparison Group:
226, mean age 65,
100% women

In Ireland Lawlor et al. 2014 (++)used a RCT studyo evaluatea brief peer volunteer
visiting programme forcommuity dwelling older adults (mediaage: 80 years in the
intervention condition, n=49, and 81.5 years in the control condition, n=51) who experienced
loneliness The intervention contained four elements; the recruitment, training and retention
of volunteers andubsequenbome visits to intervention participants from sh@olunteers.

Each intervention participant wasatched with a volunteer, who visited themn &m hour a

week Dbr ten weeks ovea three month periodll volunteers recruited had to be at least 55
years old.Participants in the control grougaeived their usual individuaéd care from
community servicesAll participantsreceived a home visitdm a member of the research

team to conduct data collection at three data collection time pdihésstudy found that
lonelinessmeasured using the De Jong Gierveld Loneliness Sgakesignificantly lower in

the intervention group at-@ionth followup (p=0.003, adjusted for baseline values). This
reflected differences between the groups on both the social loneliness subscale (p=0.022) and
the emotional loneliness subscale (p=0.0Excial network scoreen the Lubben Social
Network Scalalid not diffe significantly between groups (p=0.065) with higher scores in the
intervention groupHowever, amonghe intervention participants that were followed up at
three months, 30 had sustained a new social connection since the commencement of the study
and 25 d the participants continued to receive visits from a volunteer after the end of the
study. There may also bebenefits for older volunteers in the trial, with a reduction in
loneliness measuragsing the De Jong Gierveld Loneliness Sdeden 2.1 at basatie to 1.6

at 3 month follow up (p=0.046 Wilcoxon matchpdirs signedanks test). However there
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was no control group for volunteers and while both emotional and social loneliness sub
scales improved, neither was statistically significant. There was alsbamge in their social

network scale scores.

Two papers reported cmquastexperimental stugdfrom the NetherlanddMartina 2006 (+),
Martina 2012 (+) looking at theeffects of a friendship enrichment programme targeting
older women (age range B8). The programme consists of 12 lessons focused on different
topics related to friendship, such as expectations in friendshipesgedEm, making new
friends, setting goals and boundaries and solving conflicts in friendship. Six months after
completing the ppgramme 63% of 60 participants in the friendship programme szport
having made new friends compared to 33% of the 55 participants in the control group
(62=9.569, p<0.005) .

There was a significant improvement in mean positive affect wellbeing scores measured
using the Positive and Negative Affect Scale (PANAS}the intervention group (30.83 [s.d:
+/-4.19] to 31.34 [s.d +3.82] versus the control group 34.60 [s.d.8A7] to 26.95 [s.d. +/

2.60]). The between group difference at follag was significant p=0.0000 F=78.18). There
was also significant reduction in mean negative affect wellbeing scores (e.g. low negative
affect reveals a state of calmness and serenitfhdrintervention group versus the control
group (29.46 [s.d. +5.37] to 28.14 [s.d +5.10] versus 25.98 [s.d.-#4.65] to 29.25 [s.d. +/
3.44]). The between group difference at follaw was significant p=0.0000 F=11.77. At the

six monthfollow-up , canpared to the control group, there was also a modest improvement
in selfesteem in the intervention group (32.31 [s.d7#/7] to 34.56 [s.d +6.35] versus

37.53 [s.d. +/6.48] to 37.56 [s.d. +/6.54]) but this was not significant (p=0.063, F=2.83).
There was also a modest improvement in life satisfaction in the intervention group compared
to the control group (14.08 [s.d.-4/19] to 15.19 [s.d +8.93] versus 17.24 [s.d.-+3.48] to

16.84 [s.d. +/ 3.99]). This between group difference was sigaific (p=0.051, F=3.06).
Using a paired comparison between baseline and six month follow up in the intervention
group there was a significant increase in life satisfactior260, p=0.012) and sedfisteem
(t=-4.31, p=0.000). There was also a significdetline in negative affect (t= 2.274, p=

0.027) and loneliness (t=2.904, p=0.041) from baseline to 6 months in the intervention group.

An earlier analysis by the same authBtevens 2006 tised regression analysis to compare

findings from two evaluatia of the Friendship programme with outcomes repdade@26
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womenin the Dutch Ageing Surveylhe difference between the participantsairbinary

logistic regression model betwedhe friendship program anétiendship development
reported in the Dutch Ageg Surveyfof r i endshi p devel oprh®ddt, was
p = .001; participant$n the program reported more positive developmemt&iendship.
Regression analysis also predicted that that improvement in the development of friendship
was associated with a decrease in loneliness two years later p<0.001 (Beta Regression
Coefficient-1.865).

In the USA, Pope 2013 {) evaluated the impacts of a chimicased health promotion
programme in the United Methodist Church that brought together representatives of different
church congregations on their religiosity, spirituality and social support. In an uncontrolled
before and after study, 65 representativef\foican American congregations were paired
with 77 representatives of white congregations (mean age= 65.33, SD 9.89) from eight
counties in South Carolina. Over one year, biracial groups hacéhawo meetings on a
weekly basis, which were held by stagtinvith a guided meditation, followed by deep
breathing and stretching activities and th#fre participants continued with mental exercises

based on a curriculum to promote spiritual growth and social bonds.

Tangible social support scores, one elemenheMedical Outcomes Study Social Support
Survey, improved overall. Overall mean scores increased from 64.32, s.2543 at
baseline to 74.72, s.d.-+22.95 at 1 year follow up [F(1,88) = 11.22, p = 0.0012]. Mean
tangible social support scores increhff®m 67.95 s.d. +/22.90 at baseline to 77.56 s.d- +/
21.30 for African Americans at follow up and from 61.50 s.€.2%¥/30 at baseline to 72.55
s.d. +£ 24.11 for White participants at follow up. There were no differences in other social
support domims examined: affectionate support; emotional support; informational support

and positive social interaction.

In a very limited analysis, the URutler 2006 (exploratory design applying botfuantitative

and qualitative data analyseslooked at the &niar Companion Programme (SCP). This
provided social support and assistance to frail commuawiglling older adults (n=32) by
volunteers (n=34) who were also older peofslge range62 to 99, mean age: 78). The
reporting was limited to theosial integraton and loneliness scores for both the senior
companions and the older people they befriended and there were no control group or reported
repeated measures of the intervention outco®estes were only collected at one time point

and it is not possible tdetermine length of exposure to the interventidihile scores on the
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social network and loneliness scales were good, suggesting promising psychosocial outcomes
among the frail older adult intervention participants, because of the study design it was

impossible to determine if the SCP contributed to these positive outcomes.

Cluster 4: Participation in further and continuing education beyond retirement age

Evidence Statement 4.1 Face to face participation in further and continuing education

There isweak evidence supporting educational programmes targeted at older a
university settings from 5 studies: 3 quasperimental studiesA¢koff 2004 71,
FernandezBallesteros 2012 + and FernandeBallesteros 2013 +)and 2
uncontrolled before and aftstudiesPortero 2007 + and Orte 2007).

Arkoff et al 2004, quasi experimental, USA; looked at the effectiveness oflite
review programme at a university based Academy of Life Long Learning. After
weeks period there were significant improvemantwellbeing (P<0.05). There we
no significant changes in the comparison group.

One quastexperimental study (Fernadez Ballesteros et al, 2012, Spainfey
another university based programme was associated with improvements in pos
(p=0.008) anahegative affect (p=0.039) compared to a control group. Impacts o
negative affect were replicated in when this programme was expanded to three
countriesFernandezBallesteros et al 2013 +, quasi experimental study, Spain,

Chile, Mexico and Cuba

Portero, 2007 UBA +, Spain, found statistically significant increasén the level of
subjective psychological welleing f o r student s on a

programme (p<0.000). Another study Orte 2007 -, UBA, Spain) found that
participation in maistream university classes by older people lea@ sggnificant

increase in the number of new relationships (p<0.001).

These studies were conducted outside of the pikedominantly used by retire
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people between the ages of 55 and 70 and had a facadémic naturén principle
the interventions identified in this review could be implemented in a UK cor
Third age educational activitiesave a long tradition in th&K, including both

academically oriented learnings well as learningrimarily for enjoyment.

Table 4.1: Summary Table for Evidence Statement 4.1: Third age educational activities

Author Quality | Study type Sample size Intervention content
rating

Year

Country

Arkoff - Quast Intervention: 18 Life review
experimental women programme delivered

2004 study with control| Comparison: 18 at an Academy of
group women Lifelong Learning

usS Mean age 66

Fernandez |+ Quast 56 intervention group | 3 year university

Ballesteros experimental 39 control group50% | programme for older
study with control| women,mean age 61 | adults

2012 group

Spain

Fernandez |+ Quast 250 intervention group| 3 year university

Ballesteros experimental 65 in control group programméor older
study with control| 53% women, mean ag( adults

2013 group 62

Spain,

Mexico,

Chile, Cuba

Orte - Uncontrolled 186 (intervention) A communitybased
before and after | Typical age range 60 | open university

2007 study 69 (gender/ mean age§ programme targeting

not reported) older adults

Spain

Portero + Uncontrolled 163 (intervention) A Third Age
before and after | 63% women, mean ag( University

2007 study not stated from 55 Programme

upwards
Spain

Five studies included in the review looked at participation in education beyond retirement age

to support the mental wellbeing and independence of older informal caredgjivérs. USA
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Arkoff et al 2004 (-/-) used a small scatguasiexperimentabtudy toassesshe effectiveness

of a their own life review programme with the aim of helping independent older people
enhance their psychological functioning to better deal with the threats, challenges and
opportunities (e.g. loss of autonomy, lack of socmmiacty experienced in old age. They
noted that previous research focused on older people discussing their life stories and
reviewing their life status had often been confined to people who were no longer independent
and had serious health problems. Themmahu sed i ntervention, AThe
delivered using a leader manual by an older person acting as group leader to 18 older women
aged between 56 and 80 (mean age 65.5) who were attending a university based Academy of
Life Long Learning. There wsaa comparison group of 18 women who also were attending
the academy who did not participate in the life review programme. The group leader had her
own manual and the course was 2 hours per week for 14 weeks, plus preparation time for
each session for glarticipants. One hour was allocated to whole group discussion with the
group split into sulgroups of around 4 people to share and discuss answers to the life
guestion under consideration. At the end of the 14 week period there were significant
improvemets in all six sukscales of the 8&em Scales of Psychological W-8king (Ryff

1989: Autonomy: Pretest Mean 64.9 SD 9.88, Posttest Mean 71.8.46[P<0.001) t=4.18.
Environment mastery Mean 62.8 9 SD 14.04, Posttest Mean 71.6 SD 11.45 t=4.45 (P<0.001).
Personal Growth Mean 73.8 SD 7.23, Posttest Mean 78.7 SD 4.9 t=3.82 (P<0.01). Positive
Relations with others Mean 66.4 SD 12.10, Posttest Mé&a® SD 11.4 t=2.73 (P<0.05).
Purpose in Life Mean 65.9 SD 11.64, Posttest Mean 72.5 SD 10.16 t=3.58 (P<0.01). Self
Acceptance 63.1 SD 15.18, Posttest Mean 72.5 SD 11.93 t=3.48 (P<0.01). In contrast there

were no significant changes in these scoréeercomparison group.

In Spain,Portero et al, 2007 (uncontrolled before and after) investigated the effect of
older people participating in a Third Age University Programme on health andewed] of

the older adults (N=163). Retired older peopledag® and over, enrolled in the Third Age
University Program Aula de la Experiencia at the University of Seville. There was a
statistically significant increase in the level of subjective psychologicatbegally, measured

by the Scale of Welbeing EBP (SanchezCasanovas 199&om 3.6 s.d. +/0.4 at baseline

to 3.9 s.d. +/0.4 at followup (p<0.000). Overall social support increased significantly from
a mean of 31.1 s.d.-2/2 to mean 32.7 s.d.-#Z.4(P=0.000).
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Another Spanish studyQrte 2007 UBA, (-) evaluateda communitybased open university
programme targeting older adulegé range 60 to 69). The programme was organised into 3
academic years during which two or three afternoons a week were spent attending classes
within an Open University forOlder Peopleprogramme. Based on quantitativedan
gualitative observations, the older participants were reported to have gained social
relationships throughout the programme, which was significantly related to not experiencing
feelings of loneliness and the perception of often receiving emotional émunational

social support. This was measured using-siamdardised measurements (i.e. questions on

social contacts and perceived social support of the participants)

FernandezBallesteros et al 20124) in a quasiexperimental study the impact of

participation of older adults in a 3 year education programme at the Autonomous University
of Madrid on active agng, which involves cognitive, emotional, and social factors. Students
on the University Programefor Older Adults (PUMA) from 2007 to 201(82 indvidualg

were eligible 54%werewomen, withan age range of 55 to 70 (mean age = 61.06, SD =

4.19), with controls being a representative sample of the Madrid population over the age of
55. The course covered largely humanities and arts and consiste@lfufu4s of teaching.
Attendance at lectures was mandatory and they were taught by lecturers at the university. Its
goals were to 1) to promote knowledge and competences (measured by tests and exams), (2)
to promote personal development, and (3) to increasial participation. Of 67 students who

had completedhe programme 56 chose to participate in evaluation, mean age 60.89 (SD
4.33)and50% womenwhile only 39 people in the 76 person control group completed the

evaluation mean age 61.76 (SD 3.@@h 36%beingwomen.

There were significant benefits to students in terms of increasing their positive affect and
maintaining their negative affect on the Positive and Negative Affect Scale PANAS. Positive
affect scores increased from 3.0 (SD 0.42) to 3.Ib(q&4) compared with a decline in the
control group from 2.98 (SD 0.57) to 2.88 (SD 0.50) F=7.267 p=0.008. At post test negative
affect scores on PANAS changiedm 1.71(SD 0.41) to 1.65 (SD 0.41) compared to 2.07

(SD 0.55) to 1.79 (SD 0.46) in the canitgroup F=4.448 p=0.039. It can also be noted that
general health levels were maintainedhiaintervention group but declined the control

group. Memory and learning performance improved in intervention glmutpcognitive

function declined inthe control group. In the current study both the intervention and control

groupsincreasedheir social, information seeking and productive activities significantly, but
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the control group had a high attrition rate of 49% so their outcomes must be treated with
caution. Itis also unclear how much of a barrier the initial entrance exam is to participation

on the course and what this might mean from an equity perspective.

The improvement in positive affect that the authors claimed was supported by the findings of
another study. This study also explored the effects of university programmes for older adults
in four countries: Spain, Cuba, Mexico, and CkifernandezBallesteros et al., 2013).
Synthesising results from students in four universities in the four esymegative affect

was reduced (t =5.17, p < .01), although there was no significant impact on positive affect.
Self-perception of ageing improved (t = 2.92, p < .01), and the perceptions of group

stereotype (t=3.85, p < .01) were also more positive.

Evidence statement 4.2: Internet and multmedia delivered education programmes

There is weak but consistent evidence from 4 studies on positive benefits for
wellbeing as a result of older people participating in educational activities throug
internet and other electronic medkernandez Ballesteros 2004, Fernandez Ballesteros
2005a- Fernandez Ballesteros 2005k Caprara 2013-).

FernandezBallesteros et al 2004, quasiexperimental, Spain looked at the impact cd
multi-media education programme on the wellbeing of older peoplafe improved
significantly p=0.005.The study was later extended to compare the intervention ay
traditional face to face version of the course delivered at a univefsitggndez Ballesteros
2005, quaskexperiemental Spain). The face to face versiotended towards a

improvement in life satisfaction but this was not signifigas.11.

Caprara et al -, 2013quasiexperimental study, Chile, Cuba, Mexico and Spairand
FernandezBallesteros 20056 -, quasiexperimental, Spain alsodescribed two evaluation
of video multtmedia programme and traditional educational programme delivered in
university to older people. Significantly better life satisfaction in participants recehang
multi-media couse inthe Caprara et al - 2013study were seen but there was no impact

FernandezBallesteros 2005.
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These studies were conducted outside of theddH involved formal structured acaden

education andvere used by older people with a mean age of Hducationalactivities,

including the use of distance learning techniqo@gn to people of all agescluding video

and multimedig have a long tradition in the UK. Therefore in principle these interven

could be implemented in a UK context.

Table 4.2: Characteristics of Studies in Evidence Statement 4.2: Telephone and internet
delivered health education programmes

Author Quality | Study type Sample size Intervention content
rating
Year
Country
Caprara - Quast 155 multimedia | Multi-media third age
experimental | intervention education programme Vital
2013 study 240 on face to | Aging-M, alternative Face to
face course Facebased education
Spain 88 in elearning | programme and newlearning
Chile group; 76% programme.
Mexico women, mean
Cuba age 70
Fernandez | - Quast 57 intervention | Multi-media third age
Ballesteros experimental | 31 control; 84% | education programme Vital
study women, mean | Aging-M
2004 age 70
Spain
Fernandez | - Quast 57 intervention | Multi-media third age
Ballesteros experimental | 31 control education programme Vital
study 31 face to face | Aging-M and alternative Face
2005a programme; to Face based education
mean age 70 programme
Spain
Fernandez | - Quast 25 multtmedia | Multi-media third age
Ballesteros experimental | group education programme Vital
study 28 face to face | Aging-M and alternative Face
2005b group to Face based education
37 control group] programme
Spain 84% women,

mean age 70
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FernandezBallesteros et al 2004-] in aquasexperimental studipoked at the impact of
themulti-media programme Vital Aginiyl on the wellbeing of older people. The programme
wastrialled in several European countries: Germany, Italy and Spain. VitalAging i s a 50
hour video course with 22 themes and additio
objectives include providing basic knowledge on how to age actively and tantipe

promoting healthy lifestyles, provide training in strategies for compensating cognitive,

memory and functional decline, providing training in strategies for optimising

affective/emotional, motivational and social competencies, promoting persoeémment

and social participation and promoting the use of new technologies. Lestnerecorded

by academic professors mainly from Spain, but also from Germany and Italy. Leotnees
translated when required. Groups met with a tutor each week aagthsession lasting 3 h

with a break of 15 min, and cowetone topic each. Those topics requiring wedre

distributed across two sessions. The entire coordeabout 3 months to deliver. In the

sessions, written materiadasdistributed to all partipants (videdesson transcription, tests,

and exercises for the lesson), they wattihe video lesson, and, where required, thegdill

out the instruments proposed and distributed. In this evaluation 13 participants from

residential facilities (mean ag/r9.3, Women 92.3%) were compared with 44 participants

attending senior citizen clubs (mean age 69.9, women 83.7%) and a 31 people in a control
group (, mean age 74.2, women 77.4%) that attended the same senior citizen club but did not
participate. Many otcomes were examined at six month follow up. While there were no
significant differences in changes in the frequency of social contacts or in satisfaction with

these relationships between the three groups following the course, life satisfaction measured

on a scale from 1(worst) to 4 (best) improved significantly in the community dwelling

intervention group from 2.9 (SD 0.65) to 3.19 (SD 0.79) p=0.005. There were also additional
benefits in terms of diet and physical health, but the authors acknowledgdugheas a

small scale study that needed longer term follow up. The study was later extended to compare
the intervention with the traditional face t
Similar results were seen using this face to facerprome at a universityreérnandez

Ballesteros 2004 -) and it tended towards an improvement in life satisfaction but this was

not significant with scores improving from 2.93 (SD 0.75) to 3.14 (SD 0.79) p=0.11.

Caprara et al 2013- and FernandezBallesteroset al 200% (-) described two further
evaluations of the video multhedia programme and the traditional educational programme

delivered in university to older people. These again were small controlled before and after
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studies set in SpaiicChile, Mexico ad CubaUsing the same outcome measures used in

earlier evaluations, it was reported that both face to face andmmedia course participants
reported higher frequency of cultural, intellectual and social activities while no changes were
found among camols. Significantly better life satisfaction in participants receiving multi

media cours&vas seen in thiirst study but there was no impact on outcomes in the second
evaluation. It was also noted that in first evaluation participants had a significatidy

view of ageing after either the face to face or multimedia courses but no effect was seen in
the second study. The authors noted that small sample sizes and short term follow up make it
difficult to see any effects. They also acknowledged thaicjgzahts were volunteers who

were willing to take part in an educational programme and may therefore not reflect wider

community of older people.

Cluster 5: Self management activities

Evidence Statement 5: Group and selfielp activities to promote selfmanagement

ability

There is moderate evidence from 2 studies (Frieswijk 28Q&remers 2006 +) that group
and seHlhelp activities to promote self management ability (SMA) can have a positive ir

on the mental wellbeing of older people in the shamteut this is not sustained

Frieswijk et al 2006 (+), randomised study with wait list control, Netherlandsfound
that a self administered bibliotherapy course significantly improved the ability of slight 1
moderately frail community dwelling oldeeople to selinanage (P<0.05). Subjective
wellbeing measured was significantly higher at the end of the 10 week course (P<0.05
compared to controls (P<0.05)but this significant difference in effect was not sustained

month follow up.

Kremers et al 206 (+), RCT, Netherlandsfound that seHmanagement group interventi
led to significantly improved self management ability at the end of the six week ¢
(P<0.05). At six month follow up the difference between groups was no longer signific
regression analysis it was shown that the intervention was associated with higher we

scores at the end of six weeks but with no significant differences at six months.
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These interventions could be delivered in a UK context.

Table 5: Summary Table br Evidence Statement 5: Group and individual activities to
promote self management ability

Author Quality | Study type | Sample size Intervention content
rating

Year

Country

Frieswijk ++ RCT (wait | 97: intervention | Bibliotherapy self management

list control) | 96: control, 42% | ability training course for older

2006 women, mean ag¢ people
72

Netherlands

Kremers + RCT 63 intervention Volunteer and peer delivered
79: control sel-management group

2006 interventionfor healthy older
All women, mean | people

Netherlands age 63

Frieswijk et al 2006 (++)in the Netherlands in a before and after study with wait list control
found that a bibliotherapy (i.e. utilising the content of books or other written words in
therapy) course delivered by correspondeneer a period of 10 weeks significantly
improved the ability of slight to moderately frail community dwelling older pefpkan age
73.71 s.d. 6.24)0 selfmanage This was sustained over a subsequent 6 month pésing.
ANOVA a main effect of time ofneasurement was found F(2,314) = 3.16, p < 0.05, with
respondents reporting the highest level of the Self Management Ability Scale-§3Htithe
pretest (M = 21.48), and lower levels at the time of the first post test at the end of the 10
week course (M= 21.36) and the second passt at six months (M = 21.10). Significant
difference in SMA scores favoured the intervention grdupe intervention group showed

an increase in SM# at the time of the first poesést (M = 21.73 SD 1.96) as compared to
the pretest (M = 21.20 SD 2.79), while the control group showed a decrease in SMA at the
time of the first postest (M = 20.96 SD 3.13) as compared to thetpse¢ (M = 21.50 SD
2.89). Better seifmanagement ability has been associated with better subjeatilleeing;

this study also reported that subjective wellbeing measured using the@&XH_evel Scale

(SPFIL) (Nieboer et al. 2005wvas slightly higher at the end of the 10 week course compared
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with the control group where subjective wellbeing decreased. However this difference in
effect was not sustained at 6 months. Nonetheless authors considered it to be a low cost
intervention tha dois provide an effective means of improving abilities tensatfage daily

life, which may counteract a decrease in subjective-kgitig, moreover, it may be an

important tool in the prevention of the loss of sefnagement abilitteso ( P. 2 26)

Kremers et al 2006 (+)in the Netherlands conducted a randomised controlled trial to assess

the impact of newly designed selfanagement group intervention based on the- Self
Management of Welbeing (SMW) theory on selhanagement ability, webeing, and

socid and emotional loneliness in older women. The intervention was targeted at community
dwelling women, 55 years of age and older who indicated by replying to a newspaper advert

that they missed having people around them, wished to have more friendspgtadicn

very few leisure activities, or had trouble in initiating activities. The intervention consisted of

a manualised self management of wellbeing couss&si vi ng | i fe more LUST
delivered over six meetings, with 8 to 12 participants, dasting 2% hours. 142 women
applied to do the course and 79 were random
the intervention group. Only 46 (67%) of the intervention group completed the course and

only 36 (57%) completed the follow up at 6 mantfmean age study completers 62.8
intervention group, 65.2 control grouhe interventiorled to significantly improved self
management ability successful in the sHertn (T1 : at the end of the six week course).

Using the SeHManagement Ability Scal(SMAS-30) (Schuurmans et al. 20PShe
intervention group increased from 44.7 (SD 9.6) to 48.6 (SD 8.1) vs controls 47.4 (SD 7.3)

to 47.5 (SD 8.6), ANCOVA: F(1, 108)=5.61,(85. At T1 there were significant effect of
group found for the subscales O6taking initd.i
mindé F(1, 116)=15.77, p<0.001, and oO6mul tifu
that the intervention as effective for these satianagement abilities. However, although the
intervention group scored higher on all seldnagement abilities at T2 (six months) controls

also had higher scores so the difference between groups not significant. F(1, 88)=2.74,

p=0.10. There were no significant differences for anystdie at T2.

In regression analysis it was shown that the intervention was associated with higher
wellbeing scores at T1. 4% of variance was associated with intervention (F change (1, 102)
=7.90, p< 0.01). Self management ability scores at T1 explained 8% of variance (F change
[1, 101]=17.60, p<0.001) but combining intervention effect and self management ability
effect indicated that although there was an effect of the intervention oieved), ths effect
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was not mediated by increased salinagement ability at T1. Moreover, although vieling

of women in the intervention group remained at a higher level at T2, théewed of the
controls also improved so there was no longer a significanttedfiethe intervention on
wellbeing after six months. Loneliness was reduced in both the intervention and control
group at T1; they did not differ significantly. Loneliness scores did not differ significantly
after 6 months. In a later 2007 stud§remers et al. 20Q7he authors compared their study
sample with a random sample of potentaiget community based women, concluding that
their sample was not fully representative of the population. While the women who applied for
the course were, as intended, relatively low on overall-battig, high on negative affect,

and very lonely, they dinot have lower selihanagement abilities than women living in the
communi ty. T lamgre spetific eedruitindniaptocedidréocussing more on low
selfmanagement abilitidsmay be needed to better reach the women who are intended as
the target grop for the LUSTRE course. A more focused recruitment procedure may even
increase the effectiveness of the course. An improved course would support ever more women
in giving their life more LUSTRE. ( P. 59)

Cluster 6: Use of computers and other informatiorand communication technologies

Evidence Statemen®.1 Training courses on computing and use of the Internet

There is inconsistent evidence on the effectiveness of training courses in improving me
wellbeing and independence in older people fidpapers coveringO studies5 RCTs
(Slegers 2007/2008/2012 ++) (White 2002 +) (Lagana 2013+) (Woodward 2011/13
(Cotton 2013), 2 quasiexperimental studies (Shapira 2007 + (Fitzpatrick 2088d three
before and after studiss(Blazun 2012) (Campbell 2004) (Campbell 2005). In onewell
conductedRCT study(Slegers 2007/2008/2012, RCT, ++, Netherland®) significant
impact on wellbeing or lonelinesgs foundsuggesting that training courses may not hav
impact.Another studyLagana 2013 RCT +, US)also showed no significant difference in

wellbeing in terms of sekésteem and perceived control.

There ismoderatesvidence from 3 studigShapira 2007, quasiexperimental +, Israel
Blazun 2012,UBA -; SloveniaandWhite 2002, RCT+, US)that computer training reduce
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levels of loneliness. There is also evidence from preliminary findings of an ongoing RC

(Cotten 2013, RCT, USA/) thatinternet use is associated with lower levels of lonelines

There is weak evidence from one RCT aacted in the U§Woodward 201%, US) (n=83)
showing no significant changes in social networks, perceived social support and loneli
and quality of life. An exploratory follow up study also did find any significant changes
in social networks, sociaupport and lonelinegg§vVoodward 20137 US).

(Fitzpatrick 2003 -, quasiexperimental US) did not provide sufficient information to judg
effectiveness(Campbell 2004- and Campbell 2005, UBAs, USreported reductions in
computer related anxiety aath increase in internal locus of control respectively, but they

not provide sufficient information on wellbeing.

All studies are potentially applicable to the UK context. The evaluated interventions me
targeted communitgdwelling older adults andiere applying standard technological

equipment.

Training courses on computing and the use of the Internet

Thirteen papers coveringsfudies were identified that explored the effectiveness of different
types of training and exposure to computers and the Internet (delivered bothéite r peop |l e
day centresand clubsor virtually online, enabling the participants could take part from

home).

Table 6.1 Characteristics of Studies inEvidence Statement 6.1Training courses on
computing and the use of the Internet

Author Quality | Study type Sample size Intervention
rating content
Blazun - Uncontrolled | n= 31 (Slovenia) Internet training
before andafter | n= 27 (Finland)52% courses with plenary
2012 study women, mean age 66 sessions and
possibilities for
Finland, discussion
Slovenia
Campbell - Uncontrolled | n=79 83% women, meal Training sessions in
before and afte| age 72 usingthe internet
2004 study
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)

Campbell | - Uncontrolled | n=42, 806 women, mear| Training sessions in
before and afte| age 72 using the internet
2005 study
)
Cotten - Ongoing RCT | N=205; split between Training and access
controls and active group to the Internet
2013 notreported, 82% womer
mean age 83
UsS
Fitzpatrick | - Quast n= 12 (participant group)| Computer training
experimental
2003 design n= 12 (nonparticipant
group)
us
All women, mean age 76
Lagana + RCT n= 60, 70% women, mea Computer and
age 69. Internet training: one
2013 to one manualized
training
us
Shapira + Quast n=22 (intervention) Course in computer
experimental operation
2007 design n=26 (control) and Internet
searching
Israel 59% women, mean age §
Slegers ++ RCT n=123 Computer use
and 113 in intervention | training course over
2007/08/12 and control conditions a 2week period
respectively, mean age 7
Netherlands (gender not reported)
White + RCT n= 51 (intervention) Computer training
including basic
2002 n= 49 (control), 72% computer skills, use
women, mean age 71 of email, and the
us internet
Woodward | - 2011: RCT 2011 n=45 (intervention) | ICT training with
2013: Quasi n=38 control 72% professional and
2011/13 experimental | women, mean age 71 peer tutors
2013: 19 ntervention
us delivered by 6 peer tutorg

T compared with 45 in
2011 intervention group;

53% women, mean age 7
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Slegers 2007, 20Q8012(++) conducted afRCT in the Netherlands involag older adults
(aged64-75, n=123 and 113 inwo intervention andwo control groupsespectively). This

study examined changesauntivity level, physical, emotional and social wellbeing, as well as

on thelocus of control, mood and sense of mastery. The interveoatinsisted of a series of
compute use training sessions led by instructors over avwwek period.No significant
impact of the intervention was found omost measures of wellbeing and moathough

there were some impacts on levels of social interacimh sense of masteryhdse who
received computer training but no subsequent computer intervention reported a reduction
over timein the frequency of contacting peoplé (2, n =44) =7.93p =.02). Participants in

the notraining, no ntervention groupvere lessactive at the follonups (4 and 12 months)
compared to baseline (X2, n =50) =17.27p <.01)). Significant interaction effects were
found betweenhe extent of computer use and time for the sense of mastery outcome ((F(2,
48) = 3.31,p = .04), $owing that between baseline and them@nth followup, frequent
computer users (around 8 hours per week reported as an average for the study sample)
showed an increase in sense of mastamhereas notfrequent users showed a significant
decreasep =.01). Additionally somesignificant changes over time were evidenaedhe
frequency of meeting peopiethe light computer users showed an increase between baseline
and the 4month followrup but this decreasedfter the 4month followup (x> (2, n =24) =

8.23,p =.01)) Heavy computer usems the trainingintervention groughowed an increase
participation in hobbiesver all time intervals, (Q (2, n = 24) = 6.33, p=0.04).

Shapira 2007 (+)in a quasiexperimental study examined the effects of a compgerand
Internet training course delivered by trained veteran teachers and volunteers in a day care
centre context in Israel to older adults (mean age 80). The intervention (n=22) lasted for 15
weeks (including £ sessions per week and in the evaluatsatistically significant
differences were found between the intervention and the comparison groups (i.e. other
provided activities delivered within the day care centre setting, such as courses in painting,

sewing and ceramics, n=26) in all seported nental health and wellbeing measures post

intervention: hi gher levels of |3056),semd i sf ac
of control (F = 13 2D.29 andllife qualityl(F 38 B42; dfp=<1B3;0 0 1 ;

p < 0. B@18) add signi€antly lower levels of depression (F = 10.00; df = 1:33; p<0.01;
#>=0.23 and feeling of | onel i f=®.513. Fdr physical 34. 71

difficulties the comparison was found to be not statistically significant (F = 2.24; df = 1:33;

d?=0.06), although showing a decrease in the intervention group compared to the control.
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Blazun 2012 ) in an uncontrolledbefore and after studin Slovenia and Finland examined
the effects of Internet training courses (once a week oveveeR time peod) delivered

both in senior centre and nursing home settings. This intervention offered combasety
computer and ICT management courses in Slovenia (n=31, nursing home residents only) and
in Finland (n=27, communitgwelling older adults), led by tireed facilitators in both

contexts. The results reported a statistically significant reduction of loneliness between the
baseline and posmtervention followup measurements in both countries (M&hitney U

= 894.000p = 0.001). Older people who lived towns and participated in computer training
courses reported a statistically significant reduction in their feeling of lonelimes3.003),

in contrast to people living in rural areas, who did not report any differepee8.817)

following training.Based on the study results it was concludeddlukgr people hawug

limited options for socialiag (e.g. living alone in towns or in a nursing home context) may
increase their possibilities of social participation and independence, as well as demedase |

of loneliness through learning ICT skills.

Lagana 2013 (+)Jn a randomised controlled trial looked at 60 community dwelling people
aged 51 to 92. The intervention wasne to one delivered and manualised computer and
internet training for 2 hours psession per week for 6 weeks. The comparator group were
placed on a waiting list. The study found no significant difference in wellbeing measured
using the Rosenberg s@fteem scale compared with the waitlist/control group. The
intervention group repted significantly greater computer selfficacy than the

waitlist/control group when undertaking analysis of covariance (p=0.001). The intervention
group at followup also had significantly lower levels of depressive symptoms compared to

the control grouggp=0.004).

In the US Cotten 2013, RCT, USA-) examined how Internet use affects perceived social
isolation and loneliness of older adults in assisted and independent living communities, based
on data from an ongoing RCT study (n=205). Participants with a mean age of 83 years
residing in assisted anithdependent living communities in Alabama, US participated in
either an ICTbased intervention (training in using computers and the Internet to
communicate with family and friends and to find information) or in attention er no
intervention control groupsgfoupspecific number of participants not reported). The
intervention period was 8 weeks. The preliminary findings, based on the baseline data
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collection, indicate that Internet use is associated with lower levels of loneliness among
residents of assistegnd independent living communities. Regression analyses showed a
relationship between the frequency of going online and the measuredesuuional
outcomes and between frequency of going online and selected Inisefielness outcomes;

for example, inceased frequency of going online was associated with decrease in loneliness
scoresP=. 001) . Frequent i nternet use was asso
perceived social isolatioP€.06). Among the measures of perception of the social effects of
the Internet, all outcomes showed a statistically significant relationship with frequency of
going online. Each-point increase in the frequency of going online was associated with a
0.508point increase in agreement that using the Internet had madsaet eareach people
(P<.001); a 0.514point increase in agreement that using the Internet had contributed to the
respondent s06 ab P4.001);w 0.29¢oinsinceease in agreement that usiqg
the Internet had made it easier to meet newplee@=.01); a 0.306oint increase in
agreement that wusing the I nternet had incre:
with others P=.01); a 0.493point increase in agreement that using the Internet had made the
respondent feel less isolatell<(001); a 0.39zboint increase in agreement that using the
Internet helped the respondent feel more connected to friends and fBmidp1); and a
0.289point increase in agreement that using the Internet had increased the quality of
respondent aidon withoothersif=.01). The results, however, suggest that the
frequency of going online impacts loneliness, but not perceptions of social isolation, with
higher frequency associated with lower levels of loneliness but not with lower levels of
perceivedsocial isolation. It may be that perceptions of social isolation are related more to
faceto-face contact than online contact with network ties; thus, frequency of going online is
not related to perceived isolation.

White et al. 2002 (+)in the US ran aandomised controlled trial of the psychosocial impact

of providing internet training and internet access to older people. A sample of 100 older
people from four congregate housing sites and two nursing facilities were randomly allocated
to either intervation (n=51) or control (n=49) group. Intervention included 9 hours of group
training (three 2 hour sessions and three 1 hour sessions) oveneék@eriod. The

training consisted of basic computer skills, use-nfal, and an introduction to accessihg
internet. The outcome measures included UCLA Loneliness wbadé overall found that

the positive reduction in loneliness in the intervention greRpirterquartile range-§,3))
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was not significantly different to that of the control grotpitterquartile range-%,2) where

no thechange in scores between the intervention group and the control gronptwas

significant (p=0.52). While there wedecreasetevels of loneliness in those individuals who
continued to use thaternet after trainingr{=29)-3 (- 8 to-1 interquartile range) compared

to 19 individuals who did not continue to use the internet where a small increase in loneliness
score were seeh (-6 to 3(-1 interquartile rangethis difference was not significant

(p=0.14); There alswas better outcomes for the perceived control scale but again this was
not significant (p=0.08)Thus oserall there were no statistically significant changes from

baseline to the end of trial between groups.

In the USAFitzpatrick 2003 (-) examined the rationship between participation in a
computer training programme and wieding among Catholic nuns who wenetired from

active teaching and education amereliving in a retirement community in the WSun by

the Sisters of Mercy order. The interventiooluded training on the elementary aspects of
using computers (word processing, email, accessing and searching the Internet). Using a
guastexperimental design a sample of twenty four sisters (average age 76.3 years) were
allocated to either participagtoup (n=12) or noarticipant group (n=12). As a measure of
mental wellbeing, the Psychological General \ABding (PGWB) Schedul@®upuy 1983

was used to measure sedpresentations of interpersonal affective or emotional states
reflecting a sense of subjective wb#ing or distress. The results from the PGWB survey
indicated thamean scores from the total PGWB Schedule and the 6 subscales were higher
for the nonparticipating group (M=82; range 830); than for the participiag group

(M=79; range 588), but o statistical significance information was reported.

Campbell 2004us=d an exploratory uncontrolldskfore and aftedesign to examine the
effects of a series of Internet usage training sessions. The study targeted cordmeltiihg
older adults aged 683 (n=79) in the US and was delivered in library and senior centre
conexts during a fivaveek periodWeekly training sessions consisted of small grbaped
training seminars in internet usage, led by supervisors trained for the assignments. No
significant results were evidenced on the outcomes measured (locus of deveislof
anxiety or levels of computer use sefficacy). Campbell 2005-§ reported significant
positive differences in local of control chance scdoedoth men (p=0.02), and women
(p=0.05) suggesting that participants' perceptions of the role elpdangs in their health

declinedbetween baseline and five week follow up.
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Anotherexcludedstudy byCampbell 2008used a quasexperimental design to present

develop a program to integrate computer technology into two Nurse Wellness Centres located
in low-income minority higkrise facilities in Pittsburgh. A group of 110 older people

(average age 73 and 68 years respectively) using the two centres were given computer
training over a fivaveek period (once a week). They were assessed on their healthflocus o
control, on their views about health and the value they place on health. However, the results

from the mental wellbeing scales and surveys were not reported in the paper.

Woodward 2011- in a USaRCT looked at the effects of an ICT use training program

among communitylwelling older adults (mean ag@ years). The intervention program was
delivered by grofessional computer tutors to 45 pedplEl sessions over 22 weeks. 38
people were in the no intervention control group. The study presents mixed regression models
for both computerelated, social support and mental headtlated outcomes in the

evalwation of the ICT use training programmes. No significant impacts on social support,
mental wellbeing or loneliness were reported. In a small follow up quasi experimental study
Woodward 2013-, 19 older people in the control group of the 2011 study redeive

computer training from 6 older people who had been trained in the earlier Bhgdyaining
sessions werevery week foa 20week period. The studsisopresentdd mixed regression
models for both computeelated and mental healtblated outcomes ithe evaluation of the

ICT use training programes Again there were no significant differences when compared to
the 2011 studywhile the study evidenced significant and consistent changes over time for
both computer use setdfificacy (CSE) and develope@T use (with CSE increasing over

time throughout the training period and also with comparison to the control group), no
significant changes could be found for any of the mental health outcomes measured (i.e.
social networks and perceived social supportlandliness, as well as quality of life and

depression).

Evidence statement 6.2: Telephone and internet communication

There isconsistent wealevidence fromseven papers coverirgix studies on theotential
positive impacs of the use of different formef telephone and internet communicatiom
independence and mental wellbeif@€prnejo 2013 a,bi ,Bernard 2011-, Mountain 2014
++, Newall 2013-, Larsson 2013, Jimison 2013-).

(Mountain 2014 ++, RCT, UK) in a well designed pilot study evaluated the effects

123



telephonebased befriending on healtblated quality of life and subjective wellbeing amc
older peopleThe evaluation showed results that favoured the intervention but differ|
between the gups were nossignificantand the study ended prematurely due to difficul
in recruiting befrienders(Newall 2013-, UBA, Canadg looking ataccess to support v
internet or telephone communicatiéwund no statistically significant mental wellbeirmyt
concluded itcould be promising in providing the older adults at risk for social isolation

meaningful social contacts.

Larsson 2013-, UBA, Swedenin a very small studyexplored the effects of a smg
programmeo promote social activities bed on the internefThe number of social contac
increasedand most participants reported improved independence when they used

internet based activities.

Jimison et al 2013- UBA, USin a very small scale uncontrolled feasibility study looke
the use of Skype and webcam plus laptops as part of an interactive but largely au
health coaching initiative to encourage socialisation and communication in comr
dwelling older people. This indicated that the participants did regularly uses Skttp new

friendships developing.

(Bernard 2011, -, exploratory mixed methods, Canada)examined the effects of &
intergenerational telementoring progmrae Psitive behaviour changes in the areas of:- g

confidence, seléxpression, enjoyment and sefficacywere reported

Cornejo 2013a,b-, uncontrolled before and after study, Mexico)in a very small scale
study involving two olderpeopleand their immediate anextendedfamilies evaluated the
impact of a situated display interface (a compstaeen within a picture fram@ualitative
data indicatethe older adults beme engaged with the social netwaaktivities of their,

relativesandhad new offline conversationsndmeetings.

It would be feasible to implement all of these studies in a biext.
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Table 6.2: Characteristics of Studies in Evidence Statement 6.2: Telephone and internet

communication

Author Quality | Study type Sample size Intervention content
rating
Year
Country
Bernard | - Exploratorybefore | n=18 (older adults) | Intergenerational
and afterstudy telementoring program
2011 using quantitative | n= 18 (young
and qualitative people)
Canada methods
Cornejo | - Uncontrolled 2 active and A situated display
beforeand after independentvomen | interface providing
2013a,b study (age 80+) families | information on postings
and their immdiate | by family members on a
Mexico and scattered social network
families (Facebook)
Jimison | - Pilot uncontrolled | 9 older adults and | Computer delivered
before and after | their immediate health coaching platform
2013 study families
us
Larsson | - Uncontrolled n=>5 Client-centred
before and after occupational therapy
2013 study with intervention processes fc
guantitative and meaningful Social
Sweden qualitative InternetBasedActivities
components (SIBAS)
Mountain| ++ RCT n=78 (intervention) | Telephone befriending
intervention, led by
2014 n=79 (control) volunteers
UK
Newall - Uncontrolled n= 26 The Seniors Centre
before and after Without Walls
2013 study (SCWOW) program
offering social and
Canada educational sessions

Severpapers covering six studiesthe review looked specifically at telephone and internet

communication. One uncontrolled before and after study from Mé&iomejo et al

2013a,b-) evaluated the impact of a situated display interface providing information on

postings by family members on a social network (Facebook) on the subsequent participation
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of the older person in online and offline interactions with family members. The situated
display interface took the form of a picture frame which surrounded a visual display screen
which provided pictures and messages from family members, as well as news and weather
items of interest to the older person. This study just looked at the c&sastofe and
independent women over the age of 80 and their immediate and scattered families. No
guantitative information was recorded other than the number of photos uploaded by family
members was reported. Qualitative responses from interviews withdegreadults and their
families reported that the older adults had become engaged with the social network activities
of their relatives. The interviews also reported new offline conversations between the older
adults and family members, as well as nedirdfmeetings and additional Skype

communications with more distant relatives.

One small Canadian studiernard 2011 -) looked at the effects of an intergenerational
telementoring program (applied in personal computers equipped withcamed) on
wellbeing outcomes in older adults (aged&® years, n=18). The intervention was offered as

a telebased support tool for the practice of English or French as a second language, with the
older adults residing in Ottawa as telementors for young students (n=ikBhgda Paris,
France, Based on descriptive analyses of both quantitative and qualitative data (no
significance levels reportedi, reported positive behaviour changes in the areas of: self
confidence, seléxpression, enjoyment and sefficacy among he older adults. Also,
increased interaction with the younger generation was reported. In contrast to the younger
participants, the seniors were new to the use of such information technologies. However, at
the end (after ten weekly-Hour sessions) of thevaluated telementoring program, 77 % of
them felt more confident using computer technologies, while 100 % considered the medium

of videoconferencing to be very useful to their exchanges.

One study originated from UKylountain 2014 (RCT, ++) targeting cormunity-dwelling

older adults (mean age 82 & 80 in the intervention and control group respectively), examined
changes in healtlelated quality of life and subjective wddeing. The intervention (n=78)

was led by trained volunteers and consistettlepphame-based befriendingnitial oneto-one
befriending involved 10to 20-minute calls once per week for up to 6 weeks made by the
volunteer befriender to an allocated participdmtisaimed to familiarize the participant with

the volunteer, conduct everydaonversation and prepare participants for the telephone
friendship groups Further, the friendship groups consisted of up to 6 participants and

involved 1 hour teleconferences, at a-preanged time, once per week for 12 weédkse
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friendship groups dischot aim to induce behaviour change, but to reduce social isolation by
providing a safe environment for building relationships, sharing experiences, companionship
and support. The control group (n=79) received usual health and social care during the

intervention period.

Comparing the outcomes of the intervention and control grooesmean SF36 MH score at

6 months postandomisation was 77.5 (SD 18.4) in the intervention group and 70.7 (SD
21.2) in the control group, a mean difference of 6.5 (95% %0, to 16.0) or 9.5 (4.5 to
14.5), adjusting for age, sex and baseline scores. These results indicatesignifimant
positive effect of the intervention for the mental health aspects of experiencedrakd#d
quality of life among participantAlso for the other dimensions of the measured health
related quality of life, the differences in quality of life favoured the intervention group, but
were nonrsignificant There were no differences in mean scores between the intervention and
control groups, obseed for the other measures used, except for the subjective wellbeing
total score, indicating a significant difference favouring the intervention group (mean
difference 0.8 (95 % CI 0.2 to 1.4). significant limitation of the analysis was the fact that
there were difficulties in recruiting sufficient numbers of volunteer befrienders to implement
the intervention leading to the main planned study bealged. Theauthors noted a number

of challenges which may have contributed to the lack of statisticadtetick of statistical
power, the small number of intervention arm participants who received the intervention per

protocol, challenges in recruitment and non blinding of participants in the control arm.

One Canadian studjNewall 2013-) with an unconwlled before and afterdesign evaluated

an intervention offering telephone support services to socially isolated older adults (n=26).
The intervention targeted older adults aged857and provided a range of social and
educational sessions via telephorighis included scheduled sessions led by invited guests,
health professionals or volunteers, who via telephone presented and led discussions on
relevant topics for the older adults. The study reported descriptive analyses of qualitative and
quantitative d&a. indicating that this type of intervention could be promising in providing the
older adults at risk for social isolation with meaningful social contacts. However, no
statistically significant outcomes were reported on the mental wellbeing measureés in th

study.

In Swedenlarsson 2013explored the effects of a smailhcontrolled before and after study

with quantitative and qualitative components to promote social activities based on the internet
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in five older people aged 6% living in the communityThe intervention was a client
centred occupational therapy to improve their Social IntdBased Activities (SIBAS).

| ndi vi dual assignments were decided =every
assignment consisted of replying to a message usawegbook, call a friend using Skype,

visit a forum on a regular basis, or draw a map for their social networks. The individual
meetings were usually held in older peopl ebs
two hours on a weekly basis. Thenmoer of social contacts on the internet were increased
after the SIBAs in three of five participants while one had no change and one reported
reduced number of contacts over one month (A2vs. 56, Sven 12 vs. 12, Marie 12 vs.

5-6, Bengt 1112 vs. 78, Greta 34 vs. #8). There were no significant differences in self
reported loneliness and the number of social contacts. However, in qualitative responses,

most participants reported improved independence when they used SIBAs.

In the USJimison et al2013 €) in a very small scale uncontrolléefore and aftefeasibility

study have looked at the use of Skype and webcam plus laptops as part of an interactive but
largely automated health coaching initiative to encourage socialisation and communication i

9 community dwelling older people. Automatic feedback and inputs were provided to study
participants depending on how sensors in their home monitored changes in their behaviours.
The feasibility study indicated that the participants did regularly us@eSkyn average
contacting 5 other people over 9 weeks including other study participants with new
friendships developing. The intervention will now be rolled out and evaluated further using
the Lubben Social Network ScalBevised (LSNSR), a brief instrurant measuring social
contacts in the categories of family and friends (including neighbours) and the -BCLA

LonelinessScale 1Go assess loneliness at baseline and after the intervention.

Evidence Statemen®6.3; ICT interventions for carers

There isinconsistent evidence from three uncontrolefore and aftestudies (Torp 2008,
Torp 2013-, Dow 2008-) on the effectiveness of information and communication
technologies in improving the mental wellbeing and independence of older informal ca
There is evidence from one stu@yorp 2008+, UBA, Norway) that computer classes for
carers were effective in improving the social contacts and sense of support for spousa
who had caring responsibilities with their family and friends. Anotherebargualitative

study, Torp 2013 (), UBA, Norway) reported that most older carers made use ofd&3ed
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interventions to establish and sustain contact with informal peer support networks.

Addressing the issue of social isolation in older carers living in rural &eas2008 {),
UBA Australia) used a computer training interventimndevelopbasic computer skills,
using emai l and the internet Althoughiresyts o v
indicated a reduction in depressive symptoms and loneliness, no statistical evidence fq

effectiveness of this interventiomas provided

All three of these studies are potentially applicable to the UK context. The intervention
were targeted at older informal carers in the community setting and in one study specif

focusing on the population of rural carers.

Table 6.3; Characteristics of Studies in Evidence Statemer@.3 ICT interventions for
carers

Author | Quality Study type Sample size Intervention
rating content

Torpet |+ Uncontrolled before| n= 19, 42% women, | Computer classes fo

al. and after study mean age 73 carers

2008

Norway

Torpet |- Uncontrolled beforg n= 79, mean age 75 | Safety Netservice

al. and after study (gender balance not | for informal carers

reported)

2013

Norway

Dowet |- Uncontrolled before| n= 14, 86% women, | Computer

al. and after study mean age 66 intervention for rural
carers

2008

Australia

Three studies in the review looked specifically at ICT interventions for carers.
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Three studies in the review looked specifically at ICT interventions for carers. A pilot
uncontrolled before and aftstudy byTorp et al 2008 (+) examined the extent to wdhi
ICT-based intervention, which consisted of computer classes focusing on accessing the
information on a rage of health topics and taking part in an online discussion forum for
carers, could contribute to health promotion of older carers in Norway. Wsiggasi
experimental design, 19 elderly spousal carers (average age 73 years) were assessed on their
knowledge about the disease and caring, social contact, social support, carers stress and
mental health problems. At followp one year later, there was significant reduction in

carer stress or mental health problems. A positive and significant change was found in scores
related to theircontact with family and friendéchanges in mean scores 1.5 (62088);
p=0.036)), and a sense swcial supporfrom other individuals (3.4 (1.14 5.61); p=0.010)).

The most increase from the baseline to folapv was found for the contact with their
grandchildren (mean change = 0.35, GI0=01 0.71, p = 0.058).

AnotherNorwegianbefore and aftestudy byTorp et al 2013(-) investigated whether the

Safety Neinterventioni s er vi ce design to increase infor me
establish supportive social networks for informal careauld help participants to increase

their knowledge about caring and copmgusing ICT and whether they could use Hadety
Netintervention to establish informal support networks. Two ICT-rsettwvorks were formed

with 40 informal carers for dementia and stroke, and 39 informal carers in the network for
disabled children anddalescents. Seventeen participants (out of n=79) who took part in
Safety Neffor at least one year were invited to take part in the focus group. To collect a
guantitative data on the users satisfaction ®alfety Nefparticipants also completed a short
guestionnaire. The questions asked about their uSafety Netfrequency and what
components they used, and their overall level of satisfaction with the intervention. The data
was analysed by testing the differences in scores between the experiencesh(hr@yice

(n=9) Safety Nefparticipants. The results showed that experienced participants used five
different components extensively (mean score=5.3(SD=1.1)). The average score on the five
different components @afety Neffor novice group was 2.9 (SD:8). All the experienced

older participants rated the maximum satisfaction Balfety Ne{(7 out of Zpoint scale)

while the novice participants scored M=3.8 (SD=1.3). The differences between the two
groups were significant for satisfaction wiglafety Né (p<0.001), overall use dafety Net

(p<0.001), and use of web camera and discussion foregth@P1) respectively.
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In this particular study th8afety Neintervention was found to be frequently used by
experienced@afety Nefparticipants who joined theetwork in 2004. This intervention

enabled carers to share their experiences of caring with other car8efetya Net

An Australian study bypow et al. 2008 {) explored the feasibility of using a computer
intervention for improving a social interaati@and promoting the mental health of rural

carers. An intervention consisted of a computer training (basic computer skills, using emalil
and the internet) lasting a thrBeur session per week over a faueek period with a three

month followrup. A combinedefore and after intervention measures were used to assess
carers metal wellbeing including loneliness, depressive symptoms, and carer burden.
Fourteen carers (12 women and 2 men) with an average age of 65.5 took part in the study.
For most participantdie intervention resulted in a decrease of their depressive symptoms
(for 9 out of 14 participants), and loneliness scores (for 11 out of 14 participants). There was
a small change in the carer burden scores. Due to a small sample size no furtherl statistica

analysis was carried out.

Evidence Statemen®6.4: Computer gaming

There is weak evidence from ti5 studies(Studenski 2010-, Kahlbaugh 2011 -)
supportingpositive mental health outcomes for older people who make use of compute
gaming devices. There is weak evidence from one unblinded and controlledStunski
201Q UBA, USA-) that participation innteractive computer video dance games led to a
significant improvement in positive sefported mental wellbeing. There is weak evidend
from an uncontrolled before and after stulglilbaugh 2011, UBA, USA-) that playing
computer simulation games $uas the Wii also increased positive mood. The two studie

potentially applicable to the UK contexts.

Table 6.4 Characteristics of studies in Evidence Statemer@.4 Computer gaming

Author Quiality Study type Sample size | Intervention content
rating
Year
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Country

Studenski | - Uncontrolled n= 36, 82% Training and supervision usin
beforeand after | women, mean| a video dance game targeted

2010 age 80 older people

Us

Kahlbaugh| - Uncontrolled n= 35, 89% Computerised simulation
beforeand after | women, mean| games

2011 age 82

us

Computer gaming technology

Two studies in the review looked specifically at computer gaming ICT interventions. In the
USA Studenski 2010 {) evaluated interactive video dance games lasting 30 minutes per
session for 24 sessions over three months. An unblended and uncontrolled study was
conducted for healthy volunteers in three senior living centres. The study was compared
before and after ghintervention without control group. There was a significant difference in
selfreported mental health using the-3& mental components (mean difference: 3.9,
p=0.0180).

A before and after study conducted in the USA in independent living residemtithapts

Kahlbaugh, 2011(-) observed the impacts of Wii video gaming console on mental health
outcomes. The intervention included computerized simulation games such as bowling for 35
older people with the mean age of 82. Research assistants visitedtBg padicipants

either to play Wii or to watch TV, and stayed with them for one hour per week over a 10

week period. Seven participants were in fAno
$5 per session. The older people playing Wii showed h@ttgtive mood relative to the TV

group (33.15 vs. 30.83), although there was no difference in life satisfaction.

Discussion

The review findings suggest that there is a broad range of interventions and activities that can
be used to promote and protette mental wellbeing and independence of older people.

These findings are in line with previous reviesvsaspects of this literatu(@/indle, Francis
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and Coomber 201 Lollins 2014 Dickens et al. 201,1Choi, Kong and Jung 201Park et al.

2014 Hagan et al. 20)4 albeitwith sane differences in inclusion criteria given the focus

here on older people who do not currently have substantive health and social care needs and
largely on actions and activities which are not delivered by health and social care

professionals.

Based on tb reviewed evidence, it can be concluded that many aspects of the complex
conceptof mental wellbeing are strongly correlated with social resources (e.g. social
contacts, social participation, social cohesion, sense of belonging) among older adults. These
findings are also supported by prews reviewgCattan et al. 20Q09Masi et al. 201,1Collins

2014. These social aspectsthat have been shawto be associated with positive mental
health and mental wellbeing in a growing body of reseaite often referred to as aspects

of the theoretical framework of human social capifaitnam 2000Bourdieu 1986Nyqvist

et al. 2013.

The evidence in this review suggests thaerventions that support social capital are
promising as reasures to promote mental wellbeimgold age but there remain gaps in
evaluation and in the quality efvaluationsundertaken to dat®y making efforts to support
social contacts and relationships already established by older indg/idsiavell as aiming to
enhance the development of new relévaocial contacts when possible, important

prerequisites for mental health in later life are created and secured.

Br onf e n becobogicalenrodeBronfenbrenner 197%9could be a useful tool for the
theoretical illustration of dder peopl eds p s gFrorsmars 2026Graehfieldve | | b e
2012. According to this model, preferences, abilities and attitudes antlinadual level

form an important basis for mental health and experienced wellbeing in later life, at the same
time as the social relationships at theerpersonal levelsocial contacts atommunity level

and social participation atsocietal levebre central covariates of mental health in later life.
Interventions that look at all of these issues have been idernitifiet review, including a

cluster of evaluations, largely from Spain to promote continued participation of older people

in higher education. This type of activity is well established in the UK, perhaps most
immediately through the Open University.
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There is also a growing evidence base which emphasiigesole that arts and musical
activities can play in promoting th&ellbeing and independencef older peopleln this
evidence review, several studies explored the effectiveness of varying artifauneh as
musical activities, singing, dance, storytelling or story writing, festivalen mental
wellbeing outcomesThe beneficial effects of art based programmes on various aspects of
psychosocial wellbeing among older people is evident, howevergetltence base is
heterogeneouand often from small scale studies, but this is an area véwvalaationhas
taken place in the UK, for instance through the New Dynamics of Ageing Scheme.
Nonethelesshie strength of the evidence as presented in this reshewld be considered in

the context of its multiple limitations. Art based group interventions constitu@nvaand
emerging research fieldMental Health Foundation 20%1this makes interpreting the
synthesised findings based on a low number of studies, or comparingergreneffects of

one art form against another difficult.

Windle and colleague@Nindle, Francis and Coomber 2Q1ave also in their review on
programmes for prevention of social isolation and loneliness among older people evaluated
art based grouprogrammesin the review from 2011, these programmes were categorised as
wider community engagement initiatives, which in the analyses were comparedtteaee

and group service interventions. According to Windle and colleagus®, iis good evidence

that oneto-one interventions such as befriending reduce loneliness and improve mental
wellbeing.However, it is also pointed out that interventions need to be adapted to the needs
of the targeted older individuals. For social group interventiand wider community
initiatives, there was similarly good evidence on positive effects on various aspects of

wellbeing in later life. These findings are supported by the current review.

Another key point frequently emphasised in the reviewed literature is thetanpe of
ensuring the involvement of older adults themselves in the planning of initiatives to enhance
mental health and wellbeing, especially since the personal needs, preferences, and abilities
vary to a great extent at the individual ley@&/orld Health Organization 201¥utureage

2011). This is an area where the evidence is less definitive that would be desired in this
review. More research is needed on the effectiveness of different waydanhing
interventions, such that the older adults themselves are given an opportunity to be involved in

intervention planning, community services andioral policies The limited particigtion of

134



men in these studies is a concern and potential research gap (See also the Barriers and

Facilitators Review).

Based on the evidence review findingbere are opportunities to make use of new
technologies and the social media, although the strevigthe evidence is moderagad to
someextent inconsisteniNonethelessnany studies illustrate how training to use the internet
and computersas well as positive aspects experienced through attainment of internet usage
skills and inclusion in the ome world can contribute tomental wellbeing and
independenceéA key issue here is, howevanay bethe digital exclusion of older adults from
the virtual world, this being a form of social exclusion in itsalhough this may reduce over
time (Note: Thk isalsodiscussed ifReview 2 on Barriers and Facilitato&nce older adults
typically adopt new innovations at a slower pé&arey and Elton 20)@he number of ICT
users in the older population is generally lowerldwide although iis increasing in older
age groups over timg@fcom 2009 Pew Research Centre 2Qk8d they have received less
attention in ICTFrelated researchOne gap is that much of current research is focused
primarily ononline health information and healdervice developmen(iRios 2013 rather
than looking at broader psychosd@aad independence aspects of digital inclusion and there
may be both positive and negative impacts of increased use of these techr{okgider
Wardt, Bandelow and Hogervorst 2012

Evidence Gaps and Recommendations

It is important firstly to place this evidence base within the context of the broader evidence
base of actions to promote the mental wellbeing and independence of older people. There
may be effective interventions thaave been targeted towards people with more significant
health issues (and thus excluded from this analysis) which would be beneficial for the broader
population of older people. There will also be interventions targeted at the whole adult
population that Wi have benefits for older peopl@nd perhaps older mean particulal.

There are also settings that fall outside of this scope, such as actions in the workplace at the
time of retirement which may help promote mental wellbeing and independence. gystrate

to promote mental wellbeing and independemuoay also involve a combination of
interventions and the benefits/weakness of different combinations of actions could be

assessed in more detail.
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One major gap appears to be a lack of UK based evidence,aradyenerally the use of
more rigorous research designs with wellidated measures of mental wellbeing and /or
independence. Well designed studies looking at loneliness in a UK context would be
appropriate, for instance can the promising results ofahenteer befriending intervention
recently published in Ireland be reported in a UK context? There is also a dearth of
information in a UK context of the impact of interventions on BME populairdior people
with long standing disabilities that are nioikied to ageing. There are substantive gaps on
knowledge ofnterventions that are attractivend effective fomen.Interventions to more
effectively identify individuals at risk of deteriorating mental health and wellbssegl also

to be assessed

A number of significant evaluains of actions to promote the health and independence of
older people have not fallen within the scope of this reldeeause of a lack of specific data.
Perhaps the most notable of these are the national (and local) evaloatlmm®artnerships
for Older People Project8Vindle et al. 2009Roe et al. 201)1 This programme which had

29 different local schemes, some targeted at people with low level or no health problems
evaluated many interventions which are similar to those included in this review, however
impacts on positive mentalellbeing were not specifically reported and moreover it was
difficult, as the national review indicates, to attribute any one intervention to changes in
health outcomes. One key issue is to make use of measures of positive mental wellbeing

when evaluatinguch interventions.

It should also be noted that actions that would promote mental wellbeing and independence
can be delivered by health, social care and occupational therapy professibeasis an
evidence base that can be drawn on in this areehwinuld complement the interventions
highlighted in this review. In the same way some actions that are targeted at people who are
already living with health and social care needs may be equally appropriate for healthy older
people. The findings here couté complemented by referring to some of this literature. The
review did not identify many studies that specifically focus on evaluating methods for the
identification of older people whose mental wellbeing and independence may be at risk, nor
did it find material in respect of effective commissioning. Some of these gaps will however
be addressed in complementary reviews on barriers and facilitators to action and mapping
current UK practice, where discussions on commissioning, for instance in respect®f POP
programme and the DWP LinkAge initiative to support older people have been identified
(Davis and Ritters 2009
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Appendices

Appendix 1: Glossary of terms

Concept/term/measurement

Description

Ando-OsadaKodama (AOK) Loneliness Scale

AOK loneliness scale is a revisddpanese languagersion of the revised University of California Lg
Angeles (UCLA) loneliness scalkligher scores indicate higher rates of loneliness.

Reference for further details: Russell, D., Peplau, LA., & CutrGfa,(1980). The revised UCLA
Loneliness Scale: Concurrent and discriminant validity evidelmenal of Personality and Social
Psychology39, 472480

Anger/Irritability scale

Anger/Irritability scale was used to measure anger using 4 items.

Referencdor further details: Pearlin, L. & Mullan, J. (1988). Sources and mediators of Alzheimer
Disease caregiver stress: Preliminary scales for-tineeinterview. Unpublished material.

Assertiveness scale

Self-esteem: 10 item from an assertiveness scale ugerd. Scores on the scale range froirb00and
a higher score indicates a more positive vi

Brinkman, W. (1977) Een Assertiviteitsschaal [An assertivity scale 1l]. Amsterdam: Psychologisc
Laboratorium, UVA.

Assessment of Comput&elatedSkills (ACRS)

Assessment of Comput&elated Skills (ACRS) consists of 37 items used to describe the level of
observed computer skills.

Reference for further detailBischl C, Fisher AG. Development and Rasch analysis of the Assessi
of ComputerRelaed Skills. Scand J Occup Ther 2007;14113%

Back Depression Inventory

Back Depression Inventory measures depressive symptoms using 21 sets of 4 statements that ¢
varying intensities of somatic and cogniti@ffective symptoms of depression.




Reference for further details: Beck AT, Steer RA. Manual for the revised Beck Depression Invent
San Antonio, TX: Psychological Corporation. 1987.

Basic Psychological Needs Scales

This scale has 21 items assessed on a gmiaehscale (Deci & Ryar£000. The three subscales are
conceptualised as competence, autonomy and relatedness.
The points on the scale range from Al = not

Reference for further detail s: Deci, dgpal L.,
pursuits: Human needs and the sidtermination of behavior. Psychological Inquiry, 11,i2268.

Canadian Occupational Performance Measure
(COPM)

Canadian Occupational Performance Measure (COPM) consists of three Visual Analogic Scale
usedto assess the meaningfulness of the task, performance of the activities, and the level of sati
with the performance.

Reference for further details: Law M, Baptiste S, Carswell A, McCel MPolatajko H, Pollock N.
Canadian OccupationBlerformance Measure. 4th ed. Toronto: CAOT Publications; 2005.

Caregiving Satisfaction Scale

Caregiving Satisfaction Scale is used to address caregivers' feelings of enjoyment, pleasure,
appreciation, selésteem and closeness within the relationship. Stale includes 5 items which are
rated on a $oint scale (the higher the score, the greater is the degree of satisfaction in the careg
relationship).

Reference for further details: Lawton, M. P. (1988). Scales to measure competence in everyday
acivities. Psychopharmacology Bulletin, 74, 6694.

CASR12 Measure of Quality of Life

CASP12 Measure of Quality of Life originally comprised 19 items

representing the subscales of control, autonomyrsalfsation and pleasure. Control is
conceptualised as the ability to actively i
autonomy is the right to be free from the unwanted interference of otherse&edation
represents fAthe more reflexive naseoffur of | i
derived from the more active (doing) aspect

Reference for further details: Wiggins, R. D., Netuveli, G., Hyde, E. M., Higgs, E. P., & Blane, E.
(2007). The development and assessment of a quality of life measure-(@A8Pthe ontext of
research on ageing.

Retrieved fromhttp://www.crm.umontreal.ca/L atent05/pdf/wiggins.pdf
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http://www.crm.umontreal.ca/Latent05/pdf/wiggins.pdf

Centre for Epidemiological Study Depression scal
(CESD10)

Centre for Epidemiological Study Depression scale (CESD10) includes 10 items design to meas
depressive symptoms.

Reference for further details: Andresen, E. M., Malmgren, J. A., Carter, W. B., & Patrick, D. L. (1
Screening for depression in weltler adults: Evaluation of a short form of the CESD. American
Journal of Preventive Medicine, 10,i'BA.

CES Depression scale

CES Depression scale used to measure depressive symptoms. It includes 10 questions rated or
point scale (higher scoresdicate more depressive symptoms).

Reference for further details: Kohout F.J. et al. (1993). Two shorter forms of th® CEPression
Symptoms Index. Journal of Aging and Health, 5 (2),/ 183.

CogniFit Assessment Battery

CogniFit Assessment Battery\dgoped to assess cognitive ability.

Reference for further details: K.L. Gigler, K. Blomeke, E. Shatil, S. Weintraub, P.J. Reber, Prelin
evidence for the feasibility of dtome online cognitive training with older adults, Gerontechnology
2013;12(1):2€35; doi:10.4017/gt.2013.12.1.007.00

CogState Assessment Battery

CogState assessment battery includes a range of tasks intended to measure cognitive function.

Reference for further details: Maruff P, Thomas E, Cysique L, Brew B, Collie A, Synder iRakiet
Validity of the CogState Brief Battery: relationship to standardized tests and sensitivity to cogniti
impairment in mild traumatic brain injury, schizophrenia, and AIDS dementia complex. Archives
Clinical Neuropsychology 2009;24(2):1458; da:10.1093/arclin/acp010

Computer Anxiety Subscale of the Computer
Attitude Scale

Computer Anxiety Subscale of the Computer Attitude Scale is designed to measure the level of

Reference for further details: Gressard, C.P., Loyd, B.H. (19&8idation studies of a new computer
attitude scale. Association for Educational Data Systems Journal, 188295

Computer User SekEfficacy Scale

Computer User Sekfficacy Scale consists of 30 items rated onpo#ht Likerttype scale ranging
from 1=strongly disagree to 6=strongly agree.

Reference for further details: Cassidy S, Eachus P. Development of the Computer UE#icaelf
(CUSE) Scale: Investigating the relationship between computer self efficacy gender and experie
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with computersJournal of Educational Computing Research. 2002; 26 (2}1869

CUBRECAVI Quality of life

Higher scores indicate an improvemdfenandez®Ballesteros R, Zamarron MB (1996) ei Cuestionar
Breve de Caildad de Vida (CUBRECAVI) En culidad de vida eejlet en distintos contextos. Madrig
IMSERSO.

De Jong Scale Gierveld Scale

The de Jong Gierveld Scale (de Jong Gierveld & van Tilburg, 1999)li&-&&m selfreport measure o
social loneliness

The scale is based on a

cognitive theoretical approach ltineliness, where loneliness is seen as a subjective experience al
therefore not directly related to situational factors

Reference for further details: de Jong Gierveld, J., van Tilburg, T. (1999). Manual of the Loneline
Scale. Available online ahttp://home.fsw.vu.nl/tg.van.tilburg/manual_loneliness_scE@9
html

Duke Social Support Index (DSSI)

The Duke Social Support Index (DSSI, Koenig et al. 1993)
intended to measure social interaction and subjective

support, as well as a compositeasure for overall social support
High scores indicates strong social support

Reference for further detailkoenig, HG.,Westlund, RE., George, LK., Hughes, DC., Blazer, DG.,
Hybels, C. (1993). Abbreviating the Duke Social Support Index for use imichfy ill elderly
individuals.Psychosomati¢$84, 61i 9

Generativity

An indicator of psychosoci al heal th accordi
development across the lifespan

This concept captures the stage in adulthood wbetributing to society and doing things to benefit
future generations are important needs

Al so see Ol ntegrityd

Reference for further details: Erikson, EH., Paul, IH., Heider, F., & Gardner, RW. (1959).
Psychological issues (Vol..International Universies Press

Geriatric Depression Scale (GDS)

A new Geriatric Depression Scale (GDS) designed specifically for rating depression in the elderl
tested for reliability and validity and compared with the Hamilton Rating Scale for DepressiorDH
and he Zung SeHRating Depression Scale (SDS). In constructing the GDS dtd®0questionnaire
was administered to normal and severely depressed subjects. The 30 questions most highly cor
with the total scores were then selected and readministeresvtgroups of elderly subjects. These
subjects were classified as normal, mildly depressed or severely depressed on the basis of Res¢
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Diagnostic Criteria (RDC) for depression. The GDS, HR8nd SDS were all found to be internally
consistent measureasnd each of the scales was correlated with the subject's number of RDC sym
However, the GDS and the HRBwere significantly better correlated with RDC symptoms than wg
the SDS. The authors suggest that the GDS represents a reliable and veditingetfepression
screening scale for elderly population

http://www.ncbi.nlm.nih.gov/pubmed/7183759

Family and Friendship Contacts Scale

Family and Friendship Contacts Scale is used to assess the frequency of contacts with children,
grandchildrensiblings, other relatives, neighbours, and friends or acquaintances.

Reference for further details: Andersson L. (1984) Intervention against loneliness in a group of e
women: a process evaluation. Human Relations 37,249b

General HealtlQuestionnaire (GHEQO0)

General Health Questionnaire (GHED) includes 20 items. In the study by Thorp et al. (2008) it wa
used to assess mental health.

References for further details: Goldberg D. (1985) Identifying psychiatric illness among general
medica patients. British Medical Journal 291, 16162.

Gol dberg D. & Williams P. (1991) A Us e rNebkond
London.

Geriatric Depression Scals (GDS15)

Geriatric Depression Scalkb (GDS15) designed to assets®e presence of depressive symptoms in
older people.

Reference for further details: Sheikh, J. I., & Yesavage, J. A. (1986). Geriatric Depression Scale
recent evidence and development of a shorter version. In T. L. Brink (Ed.), Clinical gerontology
guide to assessment and intervention (pp. 165). New York: Haworth Press.

Goal Attainment Scaling (GAS)

Goal Attainment Scaling (GAS) is used to assess the degree of goal attainment.

Reference for further details: Kiresuk JT, Sherman ER. Goal atainscaling: A general method for
evaluating comprehensive community mental health programs. Community Ment Health J 1988;
53.

Har t i-itedh Short 3
Version Revised Perceived Restorativeness Scale
(SPRS)

ShortVersion revised Perceivadstorativeness Scale consisted of being way, Fascination, and
compatibilit. All items can be measured as 1(strongly disagree) to 5 (strongly agree).

Hartig, T. & Staats, H. (2003) guest editor
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Environmental Psychology, 23 (2), 16B07.

Health SelfCare Neglect Scale (HSCN)

HealthSefiCar e Negl ect Scale (HSCN) devel op erdlatado
self-careb e h a v.iTbhewcak écludes about 10 items related toceat.

Integrity

An indicator of psychosocial health accordi
development across the lifespan

This phase occurs during old age and is focused on reflecting back on life

Those who feel proud of thesiccomplishments in life will feel a sense of integrity, while those who
many regrets will experiences feelings of despair

Reference for further details: Erikson, E. H., Paul, I. H., Heider, F., & Gardner, R. W. (1959).
Psychological issues (Vol..International Universities Press

Japanese MWental Status for the Elderly Scale

Japanese Wental Status for the Elderly Scale: The NM scale is@00point rating instrument for
determining the mental status of older people. Lower scores indicatertamal status.

Japanese version of the LS8Iscale

The LSFA measuresthelonger m cogni ti ve evaluation of a
feelings. A 16item Japanese version of the L&kcale was used that has the same structure asd i
(1984) (scores ranged from 10 to 30).

Liang, J (1984) Dimensions of the Life Satisfaction Index A: A structural formulation. Journal of
Gerontology, 39, 613%22.

K a mb a r -aeétn versibi8 of Locus of Control
(LOC)

Ka mb a r -tieén versib8 of LocusfaControl (LOC) was also used (score ranging 78 higher
scores indicate more internal tendency)

Kambara, M., Higuchi, K., & Shimizu, N (1982)evelopment of locus of control scale: Reliability a
validation. Japanese Journal of Educational PsychoRigjy302 307. (in Japanese)

Life Satisfaction Scale (LSS)

The Life satisfaction Scale (LSS) is an
adaptation of Back and Guptillés (1966) que
in older people

This scale includes seven

5point,tbi pol ar it ems, s uciboriagshogefiip opbef ess®: i nt
High scores indicate better life satisfaction
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Reference for further details: Back, KW. & Guptill, CS. (1966). Retirement andasiglfjs. In 1H.
Simpson, JC. McKinney, & JJ. Speagl(Eds.)Social aspects of agingp. 120 129). Durham, NC:
Duke University Press

Locus of control (and MHLC Scale)

The I ocus of control construct was first de
behavior is a function of thexpectancy that a specific action will lead to a specific goal or outcomg
combined with the reinforcement value of that goal or outcome (Rotter, 1954)

For example, the Multidimensional Health Locus of Control (MHLC) Scale (Wallston &Wallston,
1978) isused to measure whether an individual believes his or her health is controlled by his/her
chance, or by significant others

References for further details: Rotter, JB. (19%4ial learning and clinical psychologinglewood
Cliffs, NJ: PrenticeHall

Wallston, KA. & Wallston, BS. (1978). Development of the multidimensional health locus of cont
scalesHealth Education Monograph$(2):160170.

Loneliness literacy/Loneliness Literacy Scale

The Loneliness Literacy Scale was developedwatidated to measure determinants relating to the
behaviours dédbecoming or staying socitenadcdley ac
consists of 22 items divided over four subscales, namely, motivation (referring to awareness abqg
expectedutcomes of, and intention to use health and welfare servicesgffsedicy (referring to
perceived ability to interact socially), perceived social support (referring to previously experience
social support and the motivation to comply with the opimibimportant others), and subjective norr]
(referring to respondentsd personal opinion
participating in social activities)

Reference for further details: Honigle Vlaming R, Havemahlies A, BosOude Groeiger I,
Hooftvan Huysduynen E, De Groot CPGM, Viavieer P: Loneliness literacy scale:

development and evaluation of an early indicator for loneliness prevention. Soc Indic Res 2013,
doi:10.1007/s1120613-0322y

Loyola Generativity Scale

Thereare 20 questions about generativity. For each of the following statements, please indicate
often the statement applies to you, by marking either a "0," "1," "2," or "3" in the space in front.
Mark "0" if the statementeverapplies to you.

Mark "1" if the statement onlgccasionallyor seldomapplies to you.

Mark "2" if the statement applies to yfairly often

Mark "3" if the statement applies to ywary oftenor nearly always
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McAdams, D.P., & de St. Aubin, E. (1992). A theory of generativity andssessment through self
report,behaviourahcts, and narrative themes in autobiography. Journal of Personality and Social
Psychology, 62, 1063015

McAdams, D.P., Hart, H.M., & Maruna, S. (1998). The anatomy of generativity. In D.P. McAdam
E. de StAubin (Eds.), Generativity and adult development: How and why we care for the next
generation (pp.-43). Washington, D.C.: APA Press.
http://www.sesp.northwestern.edu/foley/instruments/lgs/
http://www.sesp.northwestern.edu/foley/instruments/Igs/scagsigl

Lubbenés Soci aAbbré&Vviatedwo r |
(LSNSA)

TheLubbenbds Soci-abbreiaedlBHSAKis a6iteanls@le measuring contact and
support frommeighboursand friends in which higher scores indicate larger social networks

References for further details:

Lubben, J.,& Gironda, M. (2003). Centrality of social ties to the health anebeigl of older adults.
In B. Berkmané&L. Harootyan (Eds.ocial work and health care an aging societypp. 319350).
New York: SpringeiPublishing

Lubben, J., & Gironda, M. (2000). Social support networks. In D. Osterweil, K. Briwamith, & J.C.
Beck (Eds.)Comprehensive geriatric assessmé&dw York McGraw Hill

Measures of Psychosocial Development (MPD)

The Measures of Psychasal Development (MPD, Hawley, 1988) is a s&lport measure based on
Er i k s o mstage theorygfipsychosocial development

The MPD provides an index of overall psychosocial health, and measures positive and/or negati
attitudes foreachof lKis ond6s ei ght stage conflicts

The index has 27 scales, representing the dynamics outlined in

Eri ksondéds work and higher points on each sg¢

Reference for further details: Hawley, GA. (1988). Measures of psychosocial developahesga, FL:
PAR

Al so see 0Generativityd and o6l ntegrityo

Medical Outcomes Study Social Support Scale

The Medical Outcomes Study (MOS) Social Support

Scale is an 1-8em selfadministered questionnaire, measuring

overall social support and four sgbaleconcepts (emotional/informational support, tangible suppor
affectionate

support, positive social interaction)

Reference for further details: Sherbourne CD, Stewart AL. (1991). The MOS social support survg
Social Science & Medicin&2, 705 14
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Mental Health Index

The mental health index (MHI-5, Berwick et al., 1991) is used to assess psychologicabe#ip.
The measurement includes questiongositiveand negative mood (5 items) and higher scores
indicating better psychological webleing

Reference for further detalils:
Berwick DM, Murphy JM, Goldman PA, Ware JE Jr, Barsky AJ, Weinstein MC. (18&tjormance

of a five-item
mental health screening tebted Care29:169 176

Mini-Mental State Exam (MMSE)

The mini mental state examinatidMMSE) or Folstein test is a brief g®int questionnaire test that i
used to screen for cognitive impairment. It is commonly used in medicine to screen for dementia
also used to estimate the severity of cognitive impairment and to follow theecafucognitive changeg
in an individual over time, thus making it an effective way to document an individual's response t
treatment.
http://www.guysandstthomas.nhs.uk/resourcessauvices/acutenedicinegi-surgery/elderly
care/minimentatstateevaludion.pdf

Mood: Profile of Mood States (POMS), subscales
such as tension, anger, fatigue

The Profile of Mood States (POMS; McNair et al., 1971) is a questionnaire that measures fluctug
of affective mood states. Specifically, it measures six identifiable mood states: (1) Tension, (2)
Depression, (3Yigour, (4) Fatigue, (5) Anger, and (€onfusion. POMS is a good measurement to
assess acute effects of a treatment or intervention. In this study, we have used a Spanish adapt
POMS (Balaguer, 1993) to assess possible affective changes in mood induced by piano lessong
has show good psychometric properties. This version of POMS consists of 58 items composed |
point Likerttype scale. Higher scores in this questionnaire indicate more psychological distress,
in thevigour scale that is reversed.

Balaguer, I. (1993). El perfil de los estados de animo (POMS): baremo para estudiantes valencig
su aplicacion en el contexto deportiRev. Psicol. del Deport. 4, B9S2

McNair D, Lorr M, Droppleman L (1971Profile of Mood States. SanDiego, CA: Edtional and
industrial testing services.

Multidimensional Scale of Perceived Social Suppg
(MSPSS)

Multidimensional Scale of Perceived Social Support (MSPSS) includes 12 statements. The degr,
agreement with the statements is assessed uskpgiat/iscale ranging from 1 (very strongly disagres
to 7 (very strongly agree).

Reference for further details: Zimet, G. D., Dahlem, N.W., Zimet, S. G. and Farley, G. K. (1988).
Multidimensional Scale of Perceived Social Support. Journal of Persofatigssment, 52, 1, p 30..
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NEO Five Factor Inventory (NEGFI)

Previous item factor analyses and readability analyses suggested that 14 of the 60 items in the |}
Five-Factor Inventory might usefully be replaced. New analyses in high school (N=1959) and ad
(N=1492) samples led to the selection of new items fromeimining pool of Revised NEO
Personality Inventory items. The resulting scales showed modest improvements in reliability and
structure, and equivalent validity. These new scales should be appropriate for most respondentsg
and up.

http://asm.sagepub.com/content/11/3/207.abstract
http://cda.psych.uiuc.edu/multivariate_fall 2013/neo_mccrae costa.pdf

Observed Tasks of Daily Living Revised (OTDE
R)

Observed Tasks of Daily Living Revised (OTDLR) is design to measure the ability of older peoplé
complete everyday tasks within a laboratory environment. It includes nine separate tasks and 13
guestions.

Reference for further details: Diehl MK, M&ke M, Horgas AL, Rosenberg A, Saczynski JS, Willis
SL. The Revised Observed Tasks of Daily Living: a performdmased assessment of everyday
problem solving in older adults. Journal of Applied Gerontology 2005;24(3) 230,
doi:10.1177/0733464804273Z7

Ol der Adul tso
(OACTAS)

Computer

Ol der Adultsdé Computer
items coded using apoint Likerttype scale.

Technol ogy nedativiely wordedle s

References for further details: Lagana L. Enliagnthe attitudes and sedfficacy of older adults
towards computers and the Internet: Results of a pilot study. Educational Gerontology. 2008: 34
843.

Lagana L, Oliver T, Ainsworth A, Edwards M. Enhancing computereféifacy and attitudes in
multiethnic older adults: A randomized controlled study. Ageing & Society. 2011; 31 (6R3EL1

Pearlin and Schooner Mastery Scale

Pearlin and Schooner Mastery Scale is used to assess the amount of control people experience
lives. It consists of 7 items rated on a fjweint scale with higher scores indicating a greater sense (
mastery.

Reference for further details: R LI, Schooler C. The structure of coping. J Health Soc Behav
1978;19:221.

Philadelphia Geriatric Center Morale Scale

The 22item Philadelphia Geriatric center (PGC) Morale Scale was subjected to a series of princi
component analyses utilizing fiifent item pools and rotating differing numbers of factors. Agitatio
Attitude Toward Own Aging, and Lonely Dissatisfaction, utilizing 17 of the original items. Related
domains of selfated health, social accessibility, generalized attitude toward ,agidgpositive affect

157


http://asm.sagepub.com/content/11/3/207.abstract

were suggested as worthy of further exploration as dimensions of morale. Higher score indicates
improvement.

Lawton MP (1975) The Philadelphia Geriatric Center Morale Scale: A review. Journal of Gerontg
30: 8589.
http://geronj.oxfordjournals.org/content/30/1/85.abstract

Profile of Mood States (POMS)

A questionnaire that measures fluctuations of affective mood states. Specifically, it measdesgifiable
mood states: (1) Tension, (2) Depression, (3) Vigour, (4) Fatigue, (5) Anger, and (6) Confusion. POM
good measurement to assess acute effects of a treatment or intervention

McNair, D., M. Lorr, et al. (1971). Profile of Mood States. $4ego, California, Educational and
industrial testing services.

Positive and Negative Affect Scale (PANAS)

The PANAS measures two mood dimensions, positive affect (PA) and negative affects (NA), usi
items

High PA reflects a state of high enerfiyl] concentration, and pleasurable engagement

Low PA is characterized by sadness and lethargy

Negative affects is a general dimension of subjective distress and unpleasant engagement, whig
aversive mood states like anger, contempt, disgust, tralt, and nervousness Low NA reveals a stg
of calmness and serenity

Reference for further details: Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and
validation of brief measures of positive and negative affect: The PANAS séalgaal of Personality
& Social Psychology54, 10631070

Psychological General WelBeing (PGWB)
Schedule

The PGWB schedule is a 22m index developed to measure gseffresentations of interpersonal
affective or emotional states reflecting a sense of subjectivebeiglf or distress.

Reference for further details: Dupuy, H. J. (1984). The psychologelabeing (PGWB) index. In N.
K. Wenger, M. E. Mattson, C. D. Furgerg, & J. Elinson (Eds3gessment of quality of life éfinical
trials of cardiovascular therapiegp. 170183). United States: Le JacqPublishing, Inc.

Quality of Life Questionnaire iAl z hei mer
(QOL-AD)

Quality of Life Questi onnfab)r emeians uAlezsh epiametrig
satisfaction with their quality of life. The questionnaire includes 13 items related to family life, fing
health, memoryand physical health.

Reference for further details: Logsdon RG, Gibbons LE, McCurry SM, Teri L. Assessing quality ¢
in older adults with cognitive impairment. Psychosomatic Medicine 2002;64(353,0
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www.psychosomaticmedicinerg/content/64/3/510.full; retrieved July 1, 2013

RAND Social Health Battery

The RAND Social Health Battery is an-itém measure that assesses respondents' resources for g
support and the frequency of sodikractions.

Donald CA, Ware JE Jr. (1984). The measurement of social suRgsearch in Community and
Mental Health 4, 325370.

Donald CA, Ware JE Jr. (1984). The measurement of social suRgsearch in Community and
Mental Health 4, 325370.

Ortmeir BG. (1993). Use of the Social Health Battery in an elderly populd@sythological Reporfs
72(3 Pt1), 1004.002.

Relative Stress scale

Relative Stress scale consists of 15 items and is used to measure burden of care.

Reference for further detail&reene J.G., Smith R., Gardiner M. & Timbury G.C. (1982) Measurin
behavioural disturbance of elderly demented patients in the community and its effects on relative
factor analytic study. Age and Ageing 11, 1226.

Religiosity

Sociological term usetb refer to the numerous aspects of religious activity, dedication and belief
individual

Religiosity has been described as particular beliefs and practices that occur in social entities or
institutions in fAsear ch&Tharesent2608; HY & Rarganterdt, 2¢03) .

Reference for further detaildliller, W. R., & Thoresen, C. E. (2003). Spirituality, religion, and heal
An emerging research field. American Psychologist, 58334

Hill, C., & Pargament, I. (2003). Advaneén the conceptualization and measurement of religion an
spirituality. Implications for physical and mental health research. American Psychologist, 584), ¢

Rosenberg SelEsteem Scale

The scale is a ten item Likert scale with items answeredfour goint scalé from strongly agree to
strongly disagree. The original sample for which the scale was developed consisted of 5,024 Hig
School Juniors and Seniors from 10 randomly selected schools in New York State.

Instructions: Below is a list of s&nents dealing with your general feelings about yourself. If you
strongly agree, circle SA. If you agree with the statement, circle A. If you disagree, circle D. If yo
strongly disagree, circle SD

http://www.yorku.ca/rokada/psyctest/rosenbrg.pdf
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http://www.wwnorton.com/college/psych/psychsci/media/rosenberg.htm

Satisfaction with life Scale (Diener et al, 1985)

Satisfaction with life Scale from 1 to 5 on a figeint scale indicating higher mean values with a
stronger sense of wellbeing.

Diener, E.Emmons, R., Larsen, J., & Griffin, S. (1985). The Satisfaction With Life Scale. J Persg
Assessment, 49(1), 715.
http://www.tbimpact.org/cde/mod_templates/12_F_07_Satisfaction_With_Life_Scale.pdfnger sel
wellbeing.

Satisfaction with Life Scal@Pavot and Diener, 1993

The Satisfaction with Life Scale consists of five items that reflect a cognitive evaluation of life. Sq
on the scale range froni B5; a higher score indicates a higher level of satisfaction with life. This s
has good psyametric properties Satisfaction with Life Scale (Pavot and Diener 1993). Items ing
Al n most ways my |ife is close to my ideal,

Pavot, W., & Diener, E. (1993). Review of the satisfaction with life scale. Psycbal@dgsessment, 5
164 172.

Scales of Psychological Welleing

The Ryff inventory consists of either 84 questions (long form) or 54 questions (medium form). Th
also a short form, but it is statistically unreliable and therefore should not be ussddssment. Both
the long and medium forms consist of a series of statements reflecting the six areas of psycholo
well-being: autonomy, environmental mastery, personal growth, positive relations with others, pu
in life, and sefacceptance. Rpendents rate statements on a scale of 1 to 6, with 1 indicating stro
disagreement and 6 indicating strong agreement.

http://www.liberalarts.wabash.edu/rgtales/

Scale of Wellbeing (EBP)

The Scale of Welbeing (EBP): subjective psychologicatll-being and relationship with partner
(Sanchez Canovas 1998).

The Scale of Welbeingi EBP (Sanchez Caanovas, 1998) consists of 65 items segmented in fou
subscales. These are subjective psychologicatlvegtig, material welbeing,labourwell-being and
relationship with partner. In this study, we applied the first three scales. The first scales of subjeq
well-being and material welheing are numbered correlatively; so, at least these two always have
applied together to offer a global nseme. The measure in every item is from 1 to 5 in a Likgnt
scale.

SelfAnchoring Scale (SAS)

The SelfAnchoring Scale (SAS, Cantril, 1965) consists of a vertical scale, fidi®, @n which the
degree of

satisfaction wit h ntomeédarked (higher scare indicatingdetterfife i nt
satisfaction):

currently, five years ago and in five
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years time (estimated)

Reference for further detail€antril, H. (1965)The pattern of human concerméew Brunswick, NJ:
Rutgers University Press

Self-efficacy

Bandura (1977) developed the concept of-e#fitacy, which is similar to the concept of sefteem
(i.e. how much the individual values his/ he
handle different situations ardsignments

Reference for further details: Bandura, A. (1977).-8#l€acy: Toward a unifying theory of
behaviouracthangePsychological Reviev84, 191-:215

SelManagement Ability (SMA) Scale

SeltManagement Ability (SMA) Scale is designed to measalfmanagement ability. The scale
includes 6 subscales each of which contains 5 items. The higher scores indicate highanagdéfment
ability.

Reference for further details: Schuurmans H, Steverink N, Frieswijk N, Buunk BP, Slaets JPJ,
Lindenberg SHow to measure sethanagement abilities in older people by selfort? The
development of the SMASO, unpublished

manuscript.

SelfManagement Ability Scale (SMASO0)

Sel-Management Ability Scale (SMASO) includes 30 items and 6 subscales ealzted to one of the
six selfmanagement abilities. The items are rated on eithguairi or 6point Likert scale.

Reference for further details: Schuurmans, H., Steverink, N., Frieswijk, N., Buunk, B. P., Slaets,
& Lindenberg, S. (2005). Howo measure selinanagement abilities in older people by seffort: The
development of the SMAS0. Quality of Life Research, 14, 2312228.

Sense of mastery (perceived control)

Pearlin's (Pearlin & Schooler, 1978) Sense of Mastery scale with its sieyements is used as an
indicator for positive mental health and coping abilities or as a protective determinant of mental
problems

Higher scores on the scale indicates better sense of mastery

Reference for further details: Pearlin, L. & Schop@r(1978).The structure of copinglournal of
Health & Social Behaviqrl9, 221

SF36/12

The Short Form Health Survey (SF 36 or SF 12, including 36 or 12 items) is a widely used, self
admi ni stered questi onnai rstatup lhprovides separate scorés dou g
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physical, mental an social aspects of health

Reference for further details available at:
http://www.rand.org/health/surveys_tools/mmes_core 36item.html

Social Production Function Index Level Scale (SP|
IL)

Social Production Function Index Level Scale (S8PHs used to as a measure of wellbeing. It inclug
15 items with 5 sulscales scored on apbint Likert scale.

Referencedr further details: Nieboer, A., Lindenberg, S., Boomsma, A., & Van Bruggen, A. C. (2
Dimensions of welbeing and their measurement: The SPBcale. Social Indicators Research, 73,
313353.

Social situations inventory

Four of the five subscales of the social situations inventory (IOA) were used to measure the abili
take initiative in social relationships. The I0A is a gelport questionnaire based on an interactive

concept of social anxiety. It has 35itemspdoving scores for five sub
Oexpressing an opiniondé, expressi ng -ecsrtieteintdi
self-esteem subscale was excluded since it does not directly involve taking initiative in soafairsty
Participants were asked how often certain g
stranger6; O6Asking a friend to help you wit

Van DamBaggen, C.M.J., & Kraaimaat, F.W. (1990) Inventarisatielijst omgaan met andere
Handleiding [Manual, Inventory of Social Skills] . Lisse, The Netherlands: Sets & Zeitlinger.

Social Support Listnteractions

The subjective appraisal of received social support by the recipients themselves, measured with
Social Support Lis(SSL-12). This is a reliable and valid short version of the Social Support List
Interactions, assessing the extent of perceived received social support by means of social intera
with members of the primary social network (15). The 93lconsists 012 items on 3 scales, with
possible item scores ranging from 1 (sel don
soci al supporto (referring to social compan
si tuat i on s ostrumengl ieformationaysupgpart, andhemotional support in times of trou
and fiesteem supporto (r eéseanmrandmpgprova). support

Kempen GIJM, Van Eijk LM (1995) The psychometric properties of the S$L4Bhort scale for
measuring social support in the elderly. Soc Indic Res 1995,35 (BRBP3

Social support questionnaire (Van Tilburg, 1988)

Social support questionnaire developed by Van Tilburg (1988).This questionnaire consists of 10
on the subjective evaluatiai socialsupport in a relationship. Two kinds of social support are
included, daily social support (e.g. | notice that he/she cares for me) and social support when pr¢
arise (e.g. | can go to him/her when | need a shoulder to cry on). Each tymébsapport is measure
by five items which are scored on a three point Likgpe scale ranging from 1 (never) to 3 (often).
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The sum of the two types of social support represents the total experienced social support with g
of 10 (no support) to 3gmaximum support).

Van Tilburg TG (1988)Verkregen en gewenste ondersteuning in het licht van eenzaamheidservg
(Obtained and desired social support in association with loneliness). Doctoral dissertation, Vrije
Universiteit Amsterdam, Amsterdam, TNetherlands. Retrieved from
http://hdl.handle.net/1871/17014

Social Support Questionnaire (Parmar et al, 1998)

The Social Support Questionnaire designed by Parmar et al. (1998) studies the sources of socig
(relatives, friends, and professionatéthe subjects, as well as the type of help obtained from thesg
sources of support (informative, emotional and or economic). The questionnaire consists of seve
items that result in the following categories: support received from children, franusband or wife,
from brothers or sisters, from family, from friends, from doctors, from a financial adviser or attorn
from professors and from the church. Aside from these eight categories, another global measurg
obtained that corresponds to thegaption of the support that the participants would like to receive
general terms.

Parmar, P., Harkness, S., Hidalgo, V., Axia, G., Wellgstrom, B., Kolar, V., Pai, S., & Super, C. M
(1998). The role of the extended family in providing parentirdjsupport in European, Eufamerican
and EureAustralian communities. Poster presentado en el XVth Biennial IS88&ingsBerne
Switzerland. July 1st to 4th, 1998.

StateTrait-Anxiety-Inventory (STAI Spanish
version)

StateTrait-Anxiety-Inventory contains 40 items.
The items are grouped into two subscales related to anxiety as a general personality trait and ag
anxiety caused by external factors.

Reference for further details: Spielberger, C. D., Gorsuch, R Lushene, R. E. (1970). STAI,
manual for the stattrait anxiety inventory. California: Consulting Psychologist Press. (translated i
Spanish by Seisdedos N. en 1982 and published by TEA Editions, 1982).

Tennessee Seoncept Scale (TSCS)

The Tennese SelfConcept Scale (TSCS). The TennesseeCetfcept Scale (Fitts & Warren, 1996
is a widely used selfeport measure consisting of six setfncept scales (physical, moral, personal,
family, social and academic or work) that yield a total summamedfoo total selficoncept and conflict
Respondents are asked to report how true each statement is about them usipgiatfaaale ranging
from Completely False to Completely True. Negatively worded items are reverse scored. A sumi
score for a substabetween 40 and 60 is considered within normal limits, while scores above 70
below 30 are considered outside of the desirable range. A fairly substantial revision was underta
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with the TSCS recently so that some items were eliminated and some @déedhe period of this
study, both the older and the newer version of the scale were used, preventing a more complete
of the data. We crossalked the old version of the scale onto the new version and were able to an
the primary subscaleless the academic scale. We were also unable to compute a total score with
substantial imputation of missing data (any respondent missing more than 25% of the items was
excluded from the analyses).
http://www.psychassessments.com.au/products/236/péodegortl.pdf
http://www.ravansaniji.ir/?Ess2017TSCS

Third age

The period in life of active retirement, following middle age

The third age is often described as the period in the life course that occurs after retirement but p
the onset oflisability, revealing a period in which individuals have the capacity to remain actively
engaged

TMIG Index of Competence

TMIG Index of Competence is a multidimensional;ite8n index of competence which consists of th
first-order factors including Insimental SeHMaintenance, Intellectual Activity and Social Role, and
theseconr der factor is Competence. The r-addedoon
do) or Gundble)with(the maxiinum score of 13 points.

Transactions ScalsSQT)

Social Support Questionnaire for Transactions (SSQT) is comprised of two scalétera &dcial
emotional support and a fiveem instrumental support, a-ltém socialemotional support and a four
item instrumental support scale were retaineck itdéms are measured ohifiert scale (1 = strongly
agree to 5 = strongly agree)

Rosenbaum, M.S. & Massiah, C. (200/8hen customers receive support from other customers:
exploring the influence of intercustomer social support on customer voluntarymeanice. Journal of
Service Research, 9, 2270.

UCLA Loneliness Scale

TheUCLA Loneliness Scale (Russell996)is a 20item scale measuring the construct of loneliness
with higher scores indicating greater loneliness

Reference for further detailRussell, D.W. (1996). UCLA Loneliness Scale (version 3): Reliability,
validity, and
factor structureJournal of Personality Assessmgesi, 20-40

Visual Analogic Scale (VAS)

Visual Analogic Scale (VAS) measures the degree of different emotions such as anxiety, joy, sa
and relaxation experienced using a sepeimt scale.

Reference for further details: Gross, J. J., & Levenson, R. W. (1995). Emotion elicitation lnsing fi
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Cognition & Emotion, 9, 8i7108.

World Health Organization quality of life assessme
(WHOQOL)

World Health Organization Quality of Life Brief Questionnaire (WHOQBIREF; Kuyken et al.,
1995) is a crossultural assessment tool consisting ofiééns extracted from the original WHOQOL
100 questionnaire. The WHOQOBREF uses fivgpoint Likerttype sales to measure four main
domains of QOL: (1) Physical health, (2) Psychological health, (3) Social relations, and (4)
Environment health. The time frame for the assessment is the 2 previous weeks. Higher scores
guestionnaire indicate a better QOL

Kuyken W, Orley J, Power M, Herrman H (1995) The World Health Organization quality of life
assessment (WHOQOL): position paper from the World Health Organiz&oanSci.Medi1: 1403
1409. http://www.ncbi.nlm.nih.gov/pubmed/8560308

World HealthOrganization

Quality of LifeeBREF (WHOQOLBREF)- Taiwan
Version

The World Health Organization Quality of LHBREF (WHOQOLBREF) instrument includes items ¢
physical health, social relationships, health satisfaction, psychological status, generabglifaity
measures, and environmental factors.

Reference for further details: Yao KP. Development and instruction of the WHERRHEE Taiwaneseg
Version Interview Version. 2nd ed. Taipei, Taiwan: World Health Organization Life Quality
Questionnaire Taiwan Ysion Questionnaire Development Group; 2005.
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Appendix 2: Evidence Tables of Included Studies

Table for Evidence Statemens 1.1 to 1.8

Bartlett 2013

First author and year:

Bartlett 2013

Country of study: Australia

Aim of study:

To evaluatdhree pilot intervention
programmes aiming to build social
networks and community capacity
through a range of grodpased
activities, targeting older people at
risk of social isolation

Study design:

Exploratory uncontrolled before
and after study

Quiality score:

External validity score:

Setting:

3 intervention programmes targetin
socially isolated older adults:

1. Programme implemented in a
rural setting in Greenvale, Australig
2. Programme implemented in a
regional setting in Hervey Bay,
Australia

3. Programme (Culturally
Appropriate Volunteer Service
Programme) implemented in an
urban setting in Brisbane, Australig

Participants:

1. Older adults (age range:-93,

mean 66), 56 % women

2. Older adults (age range:-82,
mean 68, 80 % women

3. Olde adults (age range: 630,
mean 79), 65 % women

Inclusion:

The selection was based on a rang
of criteria, includingolder peopleat
higher risk of social isolation and
loneliness (because of older than
average populations, rural or remo]
locations, andtulturally and
linguistically diverse communities)

Exclusion (reasons listed):

Method of allocation:A
convenience sampling strategy wa
used with partipants recruited
through the community
organisations

Intervention(s):

1. Aregular fitness programme
based on a range of exercises,
including a swimming, as well as a
arts programme. It focused on
building individual and community
capacity by providingommunity
transport and training to enable
older peopléo manage their own
activities and seek ongoing funding
(e.g. accreditation for volunteer bu
drivers, swim coaching, and food
handling) plus provision of guest
speakers on healthy ageing topics

2. Providing activities including
community forums, better
integration of services for older
people including establishing a shq
front contact point, development of
an action plan and resource kit, an
the i mplementat:i
systemd ( c ameaerect
with a socially isolated older perso
to help build confidence, encourag
engagement in social activities)

3. Developing a culturally
appropriate model of volunteer
service delivery for seniors (CAVS

Mental wellbeing measures:
Loneliness: The de Jong Gierveld
Scale (de Jong Gierveld and van
Tilburg 1999)

Social support: the Duke Social
Support Index (DSSI) (Koenig et al
1993).

Independence measures:

Not applicable

Other measures:

Basic demographic variables, as
well as social contacts outside hon

Follow-up periods:

Evaluations consisted of prand
post program questionnaires (no
duration reported)

Method of analysis:

Independent and paired samples t
tests

Wellbeing results

Therewas no significant difference
in loneliness scores in the Greenvg
and Hervey Bay programmes,
although loneliness reducédPre
Programme Loneliness Scores 2.9
(Std Error E 0.6) and 7.3 (Std Erro
0.9) respectively to 2.6 (Std Error H
0.5) and 6.1 (Std Eor 0.9) . p=0.64
and p=0.199 respectively.

Loneliness did significantly
decrease in the CAVS programme
from 7.5 (Std Error 0.8) to 5.0 (Std
Error 0.7). p=0.001.

There was no significant difference
in social support scores in the
Greenvale and Hervey Bay
programmes. Pre Programme Soci
Support Scores 2.6 (Std Error E 0.
and 1.9 (Std Error 0.1) respectively
to 2.7 (Std Error E 0.1) and 2.2 (St
Error 0.1) . p=0.205 and p=0.018
respectively.

Social support did significantly
increase in the CAVS programme
from 2.4 (Std Error 0.1) to 2.7 (Std
Error 0.1). p=0.007

Preprogramme loneliness and
social support scores were

significantly negatively correlated t

Limitations (author):

Inappropriate or inconsistent
sampling methods which affects th
study validity Unsiandardised
intervention content and strategies
sonot possible to compare

Unstandardised data collection; e.g
discrepancies in surveys used

In the CAVS study responses to
instruments from participants who
did not speak English were
completed bystaff; they may have
expressed their own opinions so
CAVS results cannot be attributed
intervention.

Limitations (review team):

No control design

Evidence gaps:

More highquality research (e.qg.
avoiding the study limitations listed

needed where commityrbased
interventions are evaluated

Funding resources:
None reported

Applicable to UK?
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None
Motivation/ referral/ payment:

Participants recruited through the
community organisations involved

focusing on social isolation

The project alsinvolved delivering
social and leisure activities and
library services for older migrants
through two ethnic community
organisations

Control: No control
Sample sizes:
Assessed for eligibility:
Not applicable
Randomised:

Not applicable

Baseline data:

Baseline comparisonto
comparisons described

Study power:

Not powered to achieve statistical
significance

Intervention delivery: Thethree
programmes were delivered by the
following community organisations in
Queensland, Australia: Greenvale
State School Parents and Citizens
Association, Hervey Bay City Counci
and the Multicultural Development
Association

Target group:

Socially isolaed older adults

a strong degree for Greenvale
participants, r(26)9.69, p<0.001,
indicating that greater loneliness
was strongly correlated with lower
social support

However, these scores were not
significantly correlated in the
Hervey Bay programme, p=0.514,
N=14, or the CAVS programme,
p=0.048, N=12

The postprogramme loneliess and
social support scores were again
significantly negatively correlated t
a strong degree for Greenvale,
r(28)=-0.75, p<0.001, but there wa|
no significant correlation between
these scores for Hervey Bay, p =
0.406, N = 12, or CAVS, p=0.035,
N=12

Independence results
Not applicable
Attrition:

1. 10/42 (24 %)

2. No dropouts between preand
post tests

3. No dropouts between preand
post tests

Yes
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Bedding 2008

First author and year:

Bedding, 2008

Country of study:
UK, southern England

Aim of study:

To explore the effects of art classe
for olderpeople.

Study design:

Exploratoryobservationapilot
study

Quiality score:

External validity score:

Not applicable

Setting: At a place preferred by
participants in southern England

Participants: 6 older people aged
65 to 84 and who were retired,
healthy and living independently in
the community and no longer in
paid employment. White British
with British origin.

Inclusion:

communitydwelling retirees who
took part in art classes previously.
Exclusion (reasons listed):

No exclusion criteria apjgd

Motivation/ referral/ payment:

Recruited from two acquaintances

Method of allocation:

Purposeful, convenient sampling
method

Intervention(s):

Pilot interviews for older adults whq
took part in communitypased art
classes using oil anglatercolour
paintings.

Control: no control

Sample sizes6

Assessed for eligibilityNot
applicable.

Randomised: not applicable.
Baseline data: not stated
Baseline comparisons:
Study power:

Not powered to achieve statistical
significance

Intervention delivery: not stated.

Target group: community dwelling
white British retirees.

Mental wellbeing measures:
Phenomenological interviews
Independence measures:

Not applicable

Other measures:Not applicable.

Follow-up periods: A 45 minute
interview with each person

Method of analysis:

Qualitative analyses using
unstructured conversationstyle
interviews and phenomenological
methodology.

Wellbeing results:

Narrative descriptions on positive
experiences of attending art classe
The participants escribed painting
as enjoyable, rewarding, satisfying
fun, relaxing. It brought a sense of
achievement and boost their
confidence and helped them to
manage negative emotiorisalso
helped to socialize with other peop
as a social club.

Independence reglts
Not applicable
Attrition:

All participated in the interviews.

Limitations (author)

All of the study participants were
White British retirees.
Generalisability issues to a more
culturally diverse sample.
Limitations (review team):

No details orduration, intensity,
frequency of the actual art classes
that the participants tooklo before
and after comparisons.

Evidence gaps:

Non-white British sample,
ethnically diverse population
needed.

Funding resources:

Not stated.

Applicable to UK?

Yes
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Boise et al., 2005

First author and year:
Boise 2005

Country of study:
USA

Aim of study:

To empowers family caregivers to
reduce negative effects of
caregiving and to practice selare
Study design:

Uncontrolled before and after study

Quality score:

External validity score:

+

Setting:

The program was implemented in
the state of Oregon, USA

Participants:

Family caregivers of older adults
(mean age: 61, range-88 years);
36% of carers were spousal.

Inclusion: Family caregivers, also
within rural andethnic minority
communities

Exclusion (reasons listed):

None

Motivation/ referral/ payment:

Legacy Caregiver Services widely
advertised the availability of class
leader training sessions throughou
the state where the programme wa
implemented

Experienced educators, service
agency staff, and volunteers were
encouraged to apply for the trainin
program

Method of allocation: Not
applicable

Intervention(s):

6 Rowerful Tools for
Caregivingo6odo(PT(
programmeor family caregivers of
older adults Based on a self
efficacy model, the programe
empowers family caregivers to
reduce negative effects of
caregiving and to practice selare

2.5hour sessions, once a week, oV
a6week periordEach week
covered a different topic and it
66tool s66 that
techniques for improving
caregi ver s écare mot
behavioursand self efficacy. Each
class also included different
relaxation tool, e.g., guided imager
deep breathing,
so participants take away from the
class a repertoire of relaxation
techniques

Control:
No control

Sample sizesN=359

Assessed for eligibility:

Mental wellbeing measures:
Emotional Welbeing: Four
measures were used to assess
emotional welbeing; The 3tem
PositiveFeelings about Caregiving
Scale (PFCS) was developed for t
progranmeto measure how
positively or negatively the
caregiver felt about his/her role as
caregiver,;

Anger was measured using the 4
item Anger/Irritability scale (Pearlin
& Mullen,1988); Guilt was
measured using aitem scale
adapted from the Feelings of Not
Doing Enough subscale of the
Caregiver Guilt Scale (Kingsman,
1992)

Depression: 1item Centre for
Epidemiological Study Depression
scale (CESD 10, Andresen et al.,
1994).

Self-efficacy:

Caregiving SeHefficacy Scale
(CgSES) was developed for the
programme with specific items
related to the skilldyehavioursand
attitudes taught during the classes

Wellbeing results

Significant positive change (in the
desired direction) was reported in 4
areas of expected outcomes:
emotional welbeing, selcare
behaviours, seléfficacy, and use
and knowledge of community
services. Significant positive
outcomes were sustained at the 6
month followup for all outcomes
except from preclass survey and-6
month followrup in exercise
frequency

Mean 6 month post intervention
scores using the-iBem Positive
Feelings about Caregiving Scale
(PFCS) increased from 5.13 (SD
2.2) 10 6.14 (SD 2.1) +3.42 p<0.01
while anger measured using the 4
item Anger/Irritability scale
decreased from 3.51 (SD 2.2) to
2.41 (SD 2.0) t=3.66 p<0.01. Guilt,
measured using the using dtdm
scale adapted from the Feelings of
Not Doing Enough subscale of the
Caregiver Guilt Scale also decreas
from 3.23 (SD 2.5) to 82 (SD 2.1)
t=2.44 p<0.05.

Independence results

Not applicable

Limitations (author):

High drop out rate of the
intervention Low response rate of
the studyinterventionmight contain
too many sessiondNo randomised
controlled design

Limitations (review team):

No general mental wellbeing
measures used

Evidence gaps:

Further evaluation of the Powerful
Tools for Caregiving program in a
controlled trial needed

Funding resources:

The Robert Wood Johnson
Foundation, Northwest Health
Foundation and Good Samaritan
Foundation

Applicable to UK?

Yes the PTC has been used in the|
UK
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RandomisedNot applcable
Baseline data:
N=359 78% women, mean age 61

Baseline comparisonblot
applicable

Study power:

Not powered to achieve statistical
significance

Intervention delivery:

Professional and community
volunteers were trained as class
leaders and master tnairs for the
programme

Target group:
Family caregivers of older adults,

alsoamong rural and ethnic
minority communities

Independence measures:
Not applicable
Other measures:

Self-care behaviar:

The useof relaxation techniques an
frequency of exercise were
measured using singleem
guestions from Lorig et al. (1996)

A Health SelfCare Neglect Scale
(HSCN) to measur
neglect of healthrelated selcare
behavioursvas adapt ed
HealthBehavioursScale (S. Zarit,
personal communication, August,
1999)

Follow-up periods:

Preintervention, posintervention
and 6month followup surveys

Method of analysis:

Outcomes for the courses were
analysedusing paired t tests to
compare the ig-class and postlass
measures

The t tests were also used to
compare the prelass and énonth
follow-up measures for individuals
who completed the class series

Attrition:

Of the 359 persons who attended f{
33 courses, 257 (72%) completed
the series (participants were
considered to have completed the
series if they attended at least four
classes)

Of course completers, 226 returned
preclass forms, 204 completed
postclass forms

A total of 186 class completers
submitted both prelass and post
class evaluation forms (72%
response rate for ttpost class
analysis)

A 6-month evaluation was mailed t
classcompleters, of whom 69
returned both the preclass and
follow-up form (27% response rate
for the followup analysis)
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Cohen 2006, 2007

First author and year:
Cohen 2006

Country of study:
us

Aim of study:

To measure the impact of
professionally conducted
communitybased cultural
programmes (choral singing) on th
physical health, mental health, and
social activities of individuals aged
65 and older

Study design:

Quasi experimental study

Quiality score:

+

External validity score:

Setting:
Suburban Washington DC.
Participants:

The interventi orn
was 79.0 years compared to 79.6
years for the comparison group. Tt
intervention group was 78%
female,92% White (neilispanic)
and 8%minorities. Thecomparison
group was 80%emale, 93% White
(nonHispanic), and 7% minorities.

Intervention: 90

Control: 76

Inclusion:

Englishspeaking older adults older
than age 64 who were ambulatory
and healthy enough to participate
regularly in communitibased
activities.

Exclusion (reasondisted):

None listed

Motivation/ referral/ payment:

Not reported

Method of allocation:

Not stated

Intervention(s):

The intervention consisted of
participating in grofessionally
conducted choral group farhich
there were weekly singing
rehearsals foBO weeks as well as
public performances several times
during the intervention period.

Control:
No intervention for control group

Sample sizes:

Assessed for eligibility:
RandomisedNot stated

Baseline data:

Intervention: 90

Control: 76

Baseline comparisons
Demographic analysis found no
statistically significant differences

between the groups. Significant
differences between intervention

Mental wellbeing measures:

Philadelphia Geriatric Centre
Morale Scale (Lawton, 1975;
Loneliness Scaldll (Russell, 1996);
measurement of engagement in
social activities.

Independence measures:
Not applicable
Other measures:

Baselinemeasures of physical
health and health service use: self
reported general physical health;
selfreported assessments of healtl
services utilisation (e.g., doctor
visits and medication usage)

Follow-up periods:
12 Months and 24 months
Method of analysis:

For measures that showed no grou
differences direct comparisons ma
of groups at followup using either
an independent sample t test or
Pearson chsquare. For measures
that demonstrated significant
differences at baseline, analyses o
covariance contrbhg for baseline
assessments. Significance set at

Wellbeing results: Sgnificant
difference in morale between the
two groups at followup, t (125)=
1.92; p<0.06. Mean morale scores
decreased from 14.15 (SD 2.42) to
14.08 (SD 2.66) in intervention
group and from 13.51 (SD 3.07) to
13.06 (SD 3.29)in control group.

Both groups saw a slight decrease
loneliness on the loneliness scale:
intervention 35.11 to 34.6;
comparison 38.26 to 37.02. This
difference was marginally
significantly greater in the
intervention group: ANCOVA
marginally significant difference
between the two groups, F (1,126)
=3.08; p =0.08. Comparison group
reported a more significant decrea
in level of weekly activity than did
the intervention group.

The average number of weekly
activities for the intervention group
went from 5.37 at baseline to 4.29
12 months later. The comparison
group reported a decrease from 4.
to 2.58, t (140) =4.62; p<0.01.

Independence results

Not applicable

Limitations (author):

No random selection and
assignment. Sample in both groupg
was mostly white and female and
not diverse enough.

Limitations (review team): More
specific detail on presence of any
chronic

Evidence gaps:
Funding resources:

National Endowment for the Arts
(lead sponsar); Centre for Mental
Health Services, Substance Abuse|
and Mental Health Services
Administration, Department of
Health and Human Services;
National Institute of Mental Health,
National Institues of Health;
National Retired Teachers
Association/AARP; International
Foundation for Music Research;
Stella and Charles Guttman
Foundation, New York City
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and comparison group for
depression scale scores, lonelines
scale scores, and other health
problemsi with comparison gup
having worse values.

Study power:

Not calculated

Intervention delivery:

The intervention included weekly
singing rehearsals for 30 weeks as
well as public performances severg
times during the intervention periog

Target group:

Community dwellingolder people

P<0.10.

Attrition:

Attrition rates:

Intervention: 13/90=14%

Control: 12/76=16%
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Collins et al 2006

First author and year:

Collins et al 2006

Country of study:
USA

Aim of study:

To evaluate the effectiveness of thy
Seniors CAN educational
intervention, a 16veek educational
health promotion intervention

Study design:

Uncontrolled before and after study

Quality score: -

External validity score: -

Setting: Largelyolder persons day
centres and older person housing
villages at 20 sites in rural and
urban communities of Clark County
Nevada

Participants: 339 people ages of
52 and 93 years (mean=73.20, SD
8.64). 80% female; 68% white.
The ethnic affiliations of other
participants included Latino (14%),
African-American (10%), Asian
American (6%), and Native
American (2%). 10% tauglin
Spanish.

Inclusion: Not stated

Exclusion (reasons listed):
None stated
Motivation/ referral/ payment:

Not stated

Method of allocation:
Not applicable

Intervention(s): 16 week course
(2hrs per session) taught by
cooperative extension
paraprofessionals, volunteer peer
educators, and esite staff.lt
includes 15 lessons on topics
including nutrition and food;
personal safety, such as vethg
accidentsn the home; financial
strategieso manage limited
resources; general wellness, such
immunisation and hand washing;
and productive agng.

Control: None

Sample sizes:

Assessed for eligibility: Not stated
Baseline dataSee participants
Study power: No

Intervention delivery: delivered in
classroom setting over 16 weeks, 2

hrs per session

Target group: Retired community
dwelling older people

Mental wellbeing measures:

The Mastery ScaleHayslip B,
Maloy R, Kohl R 1995)Revised
UCLA Loneliness Scale (four item
scale)

Independence measuredNone
stated

Other measures:

Perceived Stress Scale (R53.
Pearlin LI, Schooler C (1980)

Follow-up periods:

At the end of last class (4 month
course duration)

Method of analysis:

Par t i cdomson inastéry,
loneliness and stress from pretest
and post test were companasing
paired ttests. To assess thelative
effectiveness according to
participantsd sd
characteristics, score differences
from pretesto posttesfi.e.,
improvement scores) were then
computed and group meawsre
examined using a thregay
ANOVA.

Wellbeing results

Pre test to post test comparisons
showed significant improvements ¢
all outcome measures. Mastery
increased from a mean score of
24.96 +0.28 t027.01 +/0 .25 (t=
12.08, df = 323, p <0 .001).
Loneliness decreased from a meatr|
score of 8.64+0 .10 to 7.86+/-0.09
(t =29.20, df = 329, p <0..001)

The greatest reduction in lonelines
occurred among ethnic minorities
(precise figures not reported)
Independence results

Attrition:

Stated to be less than 5%

Limitations (author): Sample
population self selected and
included only those who completeg
both the pretest and the posttest.
Therefore, it is not representative g
all older adults.Evaluation @sign
lacked a control group, assessed
only shortterm improvements, and
did not account for the potential
effect of the pretest itselData were
selfreported and may be limited by
the participantg
themselves in a manner they deem|
to be more socially desirablBoor
internal consistency for loneliness
scores

Limitations (review team): Lack of
information on health state of
participantsNo information on the
volunteer peer participants

Evidence gapsionger term follow
up period; undestanding more

about relevant role of volunteer peg
educators in delivery of interventio

Funding resources:Not stated

Applicable to UK? Yes there are
similar schemes being evaluated,
except that they are delivered by
health care professionals and
occupaional therapists and fall out
of scope as result.
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Coulton et al 2015

First author and year:
Coulton 2015
Country of study: UK

Aim of study: To assess
effectivenesandcost
effectiveness s of active
engagement in community
singing on measures of ment
and physical healthelated
quality of life, depression and
anxiety for older people.

Study design:Pilot RCT

Quiality score: ++

External validity score: +

Setting: 5 localities in east
Kent. Various community
venues such as Age UK
centres usedlIn general for
Silver Song Clubs the
objective is to have a venue
that provides space for the
Song Club circle with clear
vision of the lead facilitator
and alternative
accanmodation for
individuals who do not want
to take part.

Participants: 258 community
dwelling people over the age
of 60. Overall mean age of th|
population was 69.2 (s.d.
7.14). 81% female in
intervention and 87% female
in control group. 25% were
still in employment and 98%
were white. 63% had been in
education after age 16.

Inclusion: All people over the
age of 60

Exclusion (reasons listed):
Older people unable to
provide informed consent.

Motivation/ referral/
payment:

No specific motivation stated
T individuals were recruited
through multiple methods:
study widely publicized in
five local areas in Kent.

Researchers also attended d;

Method of allocation:
Independently determined
using random permuted block
of variable length, stratified by
centre and gender.

Intervention(s): Participation
in Silver Song Club$
musician led community
group singing programmes.
Groups met for 90 minutes fo
14 weeks to sing songs from
different eras and in different
styles.

Control: Continuing on with
usual activities.

Sample sizes:

Assessed for eligibility393 of
which 258 were eligible and
consented to participate.

Randomised: 127 (49%)
control group and 131 (51%)
intervention group.

Baseline data: Mean age in
intervention and control
groups was 69.2 and 69.5
respectively. 81% female in
intervention and 8% female
in control group. 99.2% of
intervention and 96.8% of
controls were white. 16% of
intervention group were
employed and 9% of control
group. 9.2% of intervention

and 6.8% of controls had

Mental wellbeing measures:
Mental health component of
SF12

Independence measured\ot
applicable

Other measures:

Cost per QALY

Follow-up periods: 3 and 6
months

Method of analysis: Intention
to-

Trea. The SF12 mental
components at 6 months was
analysed by analysis of
covariance adjusting for
baseline age and gender . As
intervention involved groups,
the analysis was adjusted usin
the HuberWhite sandwich
estimation technigque to genera
robust standard errors.
Secondary outcomes were
analysed in a similar manner

Wellbeing results

There was a significant improvement in mearl2Fmental
health component scores for the intervention at 6 months
compared to the control group. Mean difference 2.35 (8.06
4.76) P=0.05. In the intervention group scores improved fro
48.8 (46.8 50.8) Cl to 52.3 (50.7 54.0) compared with 50.0
(47.97 52.2) to 49.9 (48.2 51.7) in the control group. The 3
monthmean difference was greater: 4.77 (2.5301) p<0.01.

In economic analysis noted that intervention would have 609
chance of being cost effective with cost per QALY gained
threshold of £20000.

Independence results:

Not applicable

Attrition:

3 Months:Intervention 18/131 (14%), Control 18/127 (14%)

Six Months: Intervention 26/131 (20%); control 28/131 (219

Limitations (author):
Predominantly white
population in one geographicsg
area so not clear if results car
be generalised. Short
intervention peod i

potentially greater effect if
longer duration. No process
evaluationBenefitsmay be
due to group interaction rathe
than to singing per dethis
needs to be tested. Populatiol
was selselecting population
of people who

wanted to engage in singin
groups.

Limitations (review team):
Intervention delivered mainly
to women with no BME
participation.

Evidence gapsiooking at
benefits of singing
interventions for different
population group and
comparingsingingwith other
group based activities.

Funding resources: National
Institute for Health Research
under the Research for
Patient Benefit Programme.

Applicable to UK?
Yes, implemented in UK
context
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centres and other venues
where older people met for
group activities to provide
information on the study. In
addition advertisements were
placed in the local media,
general practices and
community venues.

depression.

Baseline comparisons:
No statistical significant
differences in baseline
demographics or clinical
characteristics.

Study power: To detect an
effect size of 0.5 at power of
80% (twotailed test, alpha of
0.05) and power required 63
participants in eachrmof the
trial.

Intervention delivery:
Delivered ly Silver Song
Clubs (Big Lottery Funded) in
community venues

Target group: People over
the age of 60.
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Creech et al., 2013 (also reported in Hallam et al., 2014)

First author and year:

Creechet al 2013 and Hallam 2014
Country of study: UK

Aim of study:

To explore how participation in
making music might support the
social, emotional and cognitive
well-being of older people

Study design:

Quasiexperimental study applying
mixed method approaches
(quantitative data reported here as
within scope of the review)

Quality score:

+

External validity score:

Setting:

3 sites in the London area where
older people engaged with musical
activity, as well as comparison
settings where nemusical

activities were provided

Participants:

Communitydwelling older adults
participating in the provided
activities (81% female); the oldest
participant was 93 and the younge
50

Inclusion:
Communitydwelling older adults
residing in the study region

Exclusion (reasondisted):
Not listed

Motivation/ referral/ payment:
Participants were recruited through
the organisations providing the
activities

Method of allocation:
Not applicable

Intervention(s):

1. The Silver Programme at the
Sage Gateshead, provided a wide
range ofmusical opportunities for
people over the age of 50 including
singing, the playing of steel pans,
guitars, ukulele, recorder and
activities involving folk ensemble,
music theory and samba.
Participants had the opportunity to
perform regularly in public axerts
2. The Connect Programme of the
Guildhall School of Music and
Drama, community projects with
people of all ages

The projectds fd
where participants created and
performed music together, linking
storytelling and reminiscing to
creative music making The musica
activities with older people took
place in the community rooms of
sheltered housing accommodation
East London

The activities included
intergenerational music sessions
involving older people making
music with children fro local
primary schools

3. Westminster Adult Education
Service (WAES) music department
a wide range of musical
programmes in a range of musical
genres, specialising in singing,
playing instruments, sound
engineering and using
sequencers, music theory and
composing

Control:

Mental wellbeing measures:
Quiality of life: CASR12
Psychological wellbeing: Basic
Psychologtal Needs Test

Independence measures:
Not applicable

Other measures:
Sociedemographic variables
Information about their previous
musical experiences

Follow-up periods:
Measurements pre and post
intervention (9month time period)

Method of analysis:

Fador analysis of the data retrieveq
from questionnaires

The individual elements of the Bas
Needs Satisfaction Scale were
summed into their subcomponents
(control, autonomy and relatednes
and comparisons

using an independentést were
made between those participating
the music anegion-musical

groups

Also comparisons between time
points were made usingésts

Wellbeing results

Factor analysifooking at the scoresg
on CASP and Psychological Needg
Testrevealed three factors: purpos
(having a positive outlook on life);
autonomy and control; and social
affirmation (positive social
relationships, competenead a
sense of recognised
accomplishmet).

Therewere statistically significant
differencesbetween the groups on
three factors: sense of purpose
(effect size 0.19)p<0.0001
control/autonomy0.15) p< 0.001
and social affirmatiorf0.11)
p<0.05. In all cases threeores of
those participatingn themusic
groupswere betteindicating more
positiveresponses.

Independence results
Not applicable

Attrition:
Overall, 398 responses (80%) werg
received from those participating in
musical groups and 102 (20%) fror
those in the other groups

Limitations (author):

Sample ot based on a randomised
sample but members of self
selecting musical groups who may
already have had higher self
assessed wellbeing

High attrition rate between the first
and second presentations of the
guestionnaire

The conparisons between the
participants in the third and fourth
ages were between different
members of the music groups whe
the analysis should have been bas
on longitudinal data

Limitations (review team):
Self-reported measurements on
mental wellbeing outcoes

Study design meant that it was not
possible to collect baseline data
obtained' just data after
participation in intervention

Evidence gaps:

More research needed on the
mechanisms ddctivity choicesi
e.g. those selecting music as an
activity of choie in later life may
do so based on previous experieng
with music

Funding resources:

This research was part of the New
Dynamics of Aging programme,
which was funded across the five
UK research councils: AHRC,
BBSRC, EPSRC, ESRC, MRC.
Grant Reference nRES356-25
0015
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A comparison group comprised
older adults involved in a range of
activities which involved attending
classes other than music, including
individuals attending language
classes (four groups); art/craft
classes (five groups); yoga; social
support (two groups) and a book
group and a social club

Sample sizes:
Assessed for eligibility:

Questionnaires were distributed to
500 older people participating in th
activities at the baseline and follew|
up measurements of the
intervention study

Rardomised: Not applicable
Baseline data:

N= 337 (intervention groups)
N=89 (comparison group)

Baseline comparisons:
Not applicable

Study power:
Not powered to achieve statistical
significance

Intervention delivery:

The activities were included in
communityprojects provided by
the organisations mentioned above

Target group:

Older adults (50 or over) who
participated in community based
activities in the London area

Applicable to UK?
Yes, implemented in UK context
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Davidson, 2013

First author and year:

Davidson, 2013

Country of study: Australia

Aim of study:

To evaluate the effect of a singing

programme developed for older
people on health andgell-being.

Study design:

Uncontrolled before and after study

Quality score:

External validity score:

Setting: Community venues
Participants:
Older adults aged 70 and over.

The Silver Chain group (mean 79,
SD 4.2)

The community group ( mean 76,
SD 52 years)

Living in Perth, receiving home hel
services without a diagnosis of
dementia.

Inclusion:

People living independently,
although those accessing Sliver
Chain were recipients of home hely
Exclusion (reasons listed):

None

Motivation/ referral/ paym ent:
Older people were recruited from
two: Home care clients of Silver
Chain, a large health and aged car|

service provider in Western
Australia.

Method of allocation:

Not applicable

Intervention(s):

Eight consecutive weekly singing
sessions led by axperienced
community musician at a local
community centre. Each session
started with vocal and physical
warmups and singing songs popul|
in Australia over the last 60 years.
Control:

No control

Sample sizes:

36 were recruited.

Assessed for eligibility:

Not applicable

Randomised:

Not applicable

Baseline data:

N=17 from Silver Chain

N= 19 from advertisement
Baseline comparisons:

The Silver Chain group was

significantly older than the
community group (p<0.05).

Mental wellbeing measures:
UCLA Loneliness Scale Version 3
SF-36: mental health
Independence measures:

Not applicable.

Other measures:

SF36: physical functioning, role
physical, bodily pain, general healt

vitality, SF36: Social functioning,
and musical outcomes.

The Geriatric Depression Scale
(GDS)

Follow-up periods:

8 weeks

Method of analysis:

The ttest was performed, alongsid
interviewbased qualitative analyse

Wellbeing results

There were no statistically
significant differences between the
Sliver Chain group and the
community group on the UCLA
scores.

For the 16 participants recruited
through a community newspaper
advertisement there were no
significant differences in SB6
Mental Health component scores
reported pre and post intervention:
86.3 (SD=11.4) and 82.0 (SD=15.1

For the 13 participants fno Silver
Chain SF36 Mental Health
component scores reported pre an
post intervention were : 77.7 (SD
13.5)and 73.0 (21.2) in Sliver Chai
group

Vitality scores on the SB6 fell
significantly in the community
group from 72.5 (SD = 11.0) to 62.
(SD=173) p=0.03

In the qualitative study interviews
showed most participants found thq
experience positive during and aftg
the intervention. 68% frequently fel
improved sense of welieing during
after the intervention. 77% of the
participants reported gaideself
confidence in performing.

Independence results

Limitations (author):

Short followup period, small
sample size.

Limitations (review team):

No control design

The figures on the pidive
experience could have been report
separately in the two groups rather|
than for the entire participants.
Evidence gaps:

More studies are needed to confirn
the potential benefits of the social
components of the singing
programme.

Funding resources:

Silver Chain, the University of

Western Australia and the City of
Stirling.

Applicable to UK?

Yes
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Study power:

Not powered to achieve statistical
significance

Intervention delivery:

The singing sessions were led by g
experienced community musician &
a local community centre.

Silver Chain provided volunteer
drivers for those unable to provide
their own transport.

The participants were paid llye
researchers (but the exact amount
money not mentioned).

Target group:

Silver Chain clients were in receipt
of some home help services but
living independently.

Not applicable
Attrition:

Participants: 7/36 (29 withdrew:
19%).
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Author de Medeiros et al 2011

First author and year:

de Medeiros 2011

Country of study:

us

Aim of study:

To assess the effectiveness of a
structuredautobiographical writing
workshop on autobiographical
memory (AM), mood and self
concept in older adults.

Study design:

RCT

Quiality score:

+

External validity score:

+

Setting:

Retirement communities in
Maryland.

Participants:

Older adults (61796 years); @ men
and 31 women.

Inclusion:

Age 65 years or older, higschool
diploma or higher education, no
symptoms of dementia, score of 25
or above on the MirMental State
Exam, normal vision and hearing
(with or without correction),
competent in the English lgnage,
with an interest in writing, physical
ability to write (by hand or
keyboard), no formal memory
training within the past year, and
willingness take part in the 3deek
study.

Exclusion (reasons listed):

Due to poor health and difficulties
with arrandng the sessions, five
initially recruited participants did
not complete all testing at three
occasions.

Motivation/ referral/ payment:
Participants recruited via flyer from

two retirement communities in
Maryland

Method of allocation:

Participants were ralomly
allocated

Intervention(s):

Writing workshop intervention to
improve autobiographical memory
and weltbeing in older adults

Control:

Two control groups: active control
group and a néreatment control
group.

Sample sizes:

51 older adults: 18 imriting
workshop group(AWW), 18 oral
reminiscence group (REM) and 1§
no intervention group (CTL)

Assessed for eligibility:

Assessed for eligibility through a
phone interview

Randomised:

Participants were assigned randon
to one of three groups:
autobiogaphical writing workshop,
a reminiscence group (active contr
condition) or a ndgreatment control

group.
Baseline data:

Mini-Mental State Exam (MMSE);

Autobiographical memory; New

Mental wellbeing measures:
Mini-Mental State Exam (MMSE)

Mood, personality, selfoncept and
quality of life:

- Geriatric Depression Scafort
form (GDS)

- NEO Five Factor Inventory (NEO
FFI)

- Tennessee Seoncept Scale
(TSCs)

-Short Form36 (SF36)

Independence measures:

Other measures:

Autobiographical memory
(Autobiographical Memory
Interview (AMI) and Remote
Word Association Task (RMWAT))

New episodic learning ((Hopkins
Verbal Learing Tes® Revised

(HVLT-R) and Brief Visuospatial
Memory TestRevised (BVMTR))

Follow-up periods:
8 and 34 weeks after baseline testi

Method of analysis:

ANOVA

Wellbeing results

Changes were examined in three
areas: (i) autobiograptatmemory;
(i) new episodic memory and (iii)
mood, selconcept and quality of
life.

No significant main effects or
interactions on the GDS.

Even though the results for B
showed no significant effect of
group or a group X time interaction|
for the emdional wellbeing section
of the SF36, there was however a
significant effect of time [F(1.75,
84.13)=3.48, p=0.4].

The findings indicated that self
ratings of overall welbeing
decreased over time across groupy
There was a significant effect of
time for conscientiousness [F(2,
96)=4.51, p=0.01] with all groups
obtaining higher scores.

For selfconcept, again a significant
effect of time was found
[F(2,96)=8.3, p<0.001], with an
improved seHconcept over time
reported by all groups.

A significant effectby time [F(2,
96)=3.68, p=0.03] was found on
energy/fatigue, with all groups
reporting decreased energy. There|
was also a significant group X time|
interaction on pain [F(4,96)=2.58,
p=0.04]. Compared to the baseling|
scores, participants in the writing
workshop (AWW) reported

Limitations (author):

Possible limitations with using the
AMI and RMWAT instruments.
They are usually used to assess
patients with memory impairment
and it is possible that the
participants we tired of repeating
the same stories three or more tim
and therefore shortened their
versions or reduced the level of
details included.

Limitations (review team):
Small sample size
Evidence gaps:

Not reported

Funding resources:

Funded by the Brookdale
Foundation grant #316808

Applicable to UK?

Yes
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episodic learning; Mood,
personality, seltoncept and quality|
of life.

Baseline comparisons:

Baseline data was compared to the
study tests at 8 and 34 weeks

Study power:
Not reported
Intervention delivery:

After completing baseline
assessment, participants were
assigned randomly to a writing
workshop intervention (AWW), an
adive control condition (oral
reminiscence group, REM), or to a
no treatment control condition
(CTL). The AWW workshops and
REM groups met for 90 min, once i
week. The same facilitator led the
AWW and REM groups and was
blinded to parti

The follow-up testing was carried
out after 8 and 34 weeks.

Each week, as part of the
Autobiographical writing workshop
(AWW), participants were
introduced to a literary genre
(memoir, letter, poem, thirderson
story) in which to write about their
past.

Oral reminiscence group (the REM
group) was focused on specific
chronological periods: childhood
(birth to 12 years); adolescence (a(
121 19); younger adulthood (agei2Q
29); adulthood (age 339); middle
adulthood (age 4®4); and older
adulthood (age 68 present).

Topics for each period were decidg

Mixed model ANOVAs

increased pain at 8 and 34 weeks.
Other measures:

No significant group differences at
the baseline on any of the six AMI
variables. A significant difference
was found for the mean detail scor
of the RMWAT [F(2,53)=3.2,
p=0.05) the REMyroup had a
slightly higher score, indicating
more details (M=1.8, SD=0.40) tha|
both the AWW group (M=1.6,
SD=0.40) and the CTL group
(M=1.6, SD=0.44).

Across groups, participants reportg
more semantic memories from the
recent past (late adulthood) than
from previous periods of their lives
[F (1, 50)=13.54, p=0.001].

On the RMWAT, a significant effec]
of time for mean detail
[F(2,45)=8.4, p<0.001] was found.
Across groups, amount of detail in
memories reported decreased ove
time. A significant effect ofime

was also found on the number of
pleasant memories reported (F(1.4
66.7)=25.6, p<0.001). Across
groups, the numhg
memories increased from the
baseline to 8 weeks, and stayed hi
at 34 weeks.

Independence results

Attrition:

8.9% (5 ait of 56 participants were
not able to take part in the study)
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by group consensus (e.g. childhoo|
games, going to collegeic).

Participants in the no treatment
control group were given the
opportunity to take part in either a
writing workshop or reminiscence
group atthe end of the study.

Target group:

Older people
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Dickens, 2011

First author and year:

Dickens, 2011

Country of study: UK

Aim of study:

To examine the effects of a
communitybased mentoring servic
for improving health, social
engagement arghysical health for
socially isolated older people.

Study design:

Non-randomisedtontrolled trial
design

Quality score:
+

External validity score:

Setting:

Devon, Communitgettings
Participants:
Communitydwelling older adults
Inclusion:

Being 50years of age and over,
being socially isolated or at risk of
becoming socially isolated, being
able to provide informed consent,
and being able to complete
questionnaire with or without
assistance.

Exclusion (reasons listed):

People with dementia, psychssir
alcohol dependency or living in a
nursing home. People with a
terminal iliness or classified as
temporary residents.

Motivation/ referral/ payment:

Participants identified from a
population of individuals who were
currently receiving mentoring
(intervention) or those receiving
usual care via routinely available
health, social and voluntary care
services (control)

Method of allocation: Not
applicable.

Intervention(s): The Devon
community mentoring model
intervention included training
mentorstofaciti at e ol de
participation in individually tailored
creative and social activities with
mentors reducing the level of
support over time as appropriate.

Control: Matched controlled group

Sample sizedNot randomised.
Matched control. Pairs matched
using mental health status and soc
activity scores.

Baseline dataN= 200
(intervention); 69% female

N= 195 (control)Mean age 71.8
intervention; 69.8 control;

Baseline comparisonsCcontrol
group had significantly better levels
of mental, physicaknd social
health, relative to intervention

group.

Study power: Minimum of 140
participants per group were requirg
(two-sided alpha=0.05, 85% power|

Intervention delivery: Community:
mentoring delivered by two main
voluntary organisations, through
opeitional clusters across Devon.

Target group: Older people being
socially isolated or at risk of being
socially isolated.

Mental wellbeing measures:

SF12 mental health component
score (MCS)

Social Health including social
activities (four items from the
RAND Social Health Battery),
social support (six items from the
Medical Outcomes Study Social
Support Survey (MOS).
Independence measures:

None

Other measures:

Sf-12 physical health component

score (PCS), Geriatric Depression
Scale (SDSL0), EuroQol EGBD).

Follow-up periods:
6 months
Method of analysis:

Imputed analyses, statistical analyy
for matching.

Wellbeing results

At six months there were no
significant difference between
groups in SFL2 MCS scores (mean|
between group different 0.8 (S.D:
1.5 t03.2) p=0.48).

There was no significant between
group differences in social support
mean scores on the M@S(mean
score 0.03 S.D-0.2 to 0.2)
p=0.75). There were no significant
differences in social activities
except for o6gett
ot h er swas sighificantly
which significantly deteriorated in
the intervention group (Odds Ratiq
0.6 Inter Quartile Range (0.4 to 0.9
p<0.01).

No significant differences were
found in number of other social
activities such as no. of
friends/family, no. Clubstgpups, get
together with friends/family.
Independence results

Not applicable

Attrition: 37/395 (9 %)

Limitations (author):

The study participants may not be
representative of the broader pool
mentoring clients, therefore
generalizability issues to more
socially isolated older adults

Matched controlled study design ca
be more susceptible to bias than
randomised design.

Different matching criteria could
have used.

Imbalances were evident at baselir
Limitations (review team):Many
clients actually had ental and
physical health problems so analys
did not focus just on healthy older
people.

Evidence gaps:

None reported

Funding resources:

Devon County Council in
partnership with NHS Devon with
funding from the Department of
Work and Pensions and the
Department of Health.

Applicable to UK?

Yes
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Author: Ducharme et al 2011 and 2012

First author and year:

Ducharme 2011 and Durcharme
2012

Country of study:
Canada

Aim of studies To evaluate the
effectiveness of the
psychoeducational intervention
targeted at family carers of people
newly diagnosed with dementia.
Study design:

Randomised controlled trials

Quiality score: +

External validity score: +

Setting: 2 urban areas of Queb
province, Canada

Participants: See sample size

Inclusion: Participants had to be
the caregiver (spouse or offspring)
selfdefined as the one principally
responsible (notion of primary
caregiver) for a relative 65 years of
age or older diagnosed with
Alzheimer disease in the past 9
months.

Exclusion (reasons listed):
Caregivers receiving psychotherap
or participating in a support group
time of study

Motivation/ referral/ payment:
Caregivers were recruited by a
designated professional in each
memory clinic.

Method of allocation: Not stated

Intervention(s): Psychoeducational
programme that focuses on the
acquisition of skills to help
caregivers adapt to their new role.
There are seven sessions or modul
covering the following topics:
caregivemperceptions of the care
situation; coping strategies for
dealing with difficulties and
averting psychological distress; hoy
to communicate and enjoy time
spent with the relative suffering
from dementi a; H
strengths and experiences to take
care of the relative; how to get
family and friends to help;
knowledge of services and how to
ask for them; and planning ahead f
the future.

The prograrmeconsists of 9dnin
individual sessions once a week fo
7 weeks Manualised programme
with workbooksfor a group leader
and caregivers. Minimal training of
3 days needed to deliver course.

Control: Usual care : putting
caregivers in contact with local
community service centres and to
offer a range of available services,
including those of the Alzheimer
Society.

Mental wellbeing measures:

For both studiednformal Social
Support: frequency of support
received by caregivers from family
(excluding the ill relative), friends,
and neighbours, using the-&ém
Inventory of Saially Supportive
Behaviours (Krause & Markides,
1990). The instrument covers
emotional support (e.g., expressing
interest in caregiver), informational
support (e.g., indicating a person tq
see in order to obtain help), and
instrumental support (e.g., piding
caregiver with transportation

Independence measuredNone

Other measures:Revised Scale for
Caregiving SeHefficacy (Steffen,
McKibbin, Zeiss, Gallagher
Thompson, & Bandura, 2002) to
evaluate caregiver capacity in
relation to the caregiving rol&@he
Family Caregiver Conflict scale
The Carersdé Asség
Managing IndexPlanning for
Future Care Needs scakitem
Preparedness for Caregiving scale
(Archbold, Stewart, Greenlick, &
Harvath, 1990)

Self-efficacy scale (Kuhn & Fulton,
2004), which cmprises 15 items on
which caregivers rate their level of

confidence in dealing with

Wellbeing results No significant
impact on informal support receive
or family conflicts for either the
2011 study at 3 months after the
programme or 6 months after
programme in the 2012 study.

Other outcomes:

Note: more confident in dealing
with caregiving situations, better
prepared to provide care and more|
effective in their caregiver role,
were better able to plan for the
future care reds of their relative,

Attrition: For 2011 study:
Intervention group: 2/62: 3%

Control: 8/49=16%
For 2012 study:
Intervention group: 19/80 = 24%

Control group: 17/53= 32%.

Limitations (author): Concerning
informal support, it may be that
family and friends are at a loss as |
the type of support to offer given
that they rarely have prior
experience of what the caregivers
are going through or that they do n
know enough about Alzheimer
disease to help.

Focused exclusively on caregivers
who had been imfmed of the
diagnosis by geriatricians or
neurologists working in memory
clinics. Role transition in this
particular situation might differ for
caregivers who are not dealing witl
such specialised care.

Limitations (review team):

Very little focus on the mental
wellbeing of carers; this was only
one small part of the study outcom
measures.

Evidence gaps:

Funding resources: Alzheimer
Society of CanadaCanadian
Institutes of Health Research and
the Canadian Nurses Foundation

Applicable to UK?

Potentially yes
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Sample sizesFor the 2011 study
111 caregivers. 62 in intervention
group and 49 in controls. Mean ag
of carers 60.37 (SD 13.12) and 36¢
were spousal carers (26% women
and 10% men)

For the 2012 study 133 caregivers
participated 80m in interméion
group and 53 in control group and
36% were spousal carers (26%
women and 10% men)

Assessed for eligibility: Not stated
Baseline data:
Tested for differences

Study power:

Yes for 2012 study Sample size
enabled detection of a large progra
effect with statistical power of 80%
and an alpha error of 5%, taking in
account a correlation coefficient of
0.5 between measurement times

Intervention delivery: delivered in
classroom setting over 16 weeks, 2
hrs per session

Target group: Carers of people
newly diagnosed
Disease

caregiving situations

Follow-up periods: end of
programme and 3 months later for
2011 study and 6 months for 2012
study

Method of analysis: The research
hypotheses regart the efficacy of
the intervention program were testq
through repeatetheasures analyse
of covariance (ANCOVA).
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Eyigor et al 2009

First author and year:

Eyigor et al 2009

Country of study:

Turkey

Aim of study:

To examine the impacts of Turkish
folklore dance on the physical
performance, balance, depression
and quality ofife in older women.

Study design:

Randomised controlled study

Quality score:

External validity score:

Setting: at a rehabilitation unit

Participants: 40 older adult healthy|
volunteers aged 65 and over.

Inclusion:

physically active and able to
perform activities of daily living
independently. No one had any
experience in strength or regular
exercise training.

Exclusion (reasons listed):

Neurological impairment (stroke,
Parkinsonds di s¢g
cardiovascular disease, unstable
chront or terminal illness (diabeteg
cancers), major depression, severg
cognitive impairment or severe
musculeskeletal impairment
(inability to participate in the
trainings)

Motivation/ referral/ payment:
Volunteers were recruited among
those who responded t
advertisements in outpatient clinicg

Method of allocation: Not stated

Intervention(s): Turkish folklore
dance lasted 1 hour three times pe
week at the rehabilitation unit unde
the supervision of a senior folklore
dance expert.

Control: Those in the antrol group
did not have any exercise.

Sample sizes40
Assessed for eligibility: yes
Randomised: yes

Baseline data: mental health on the
SF-36 scores, 69.3 +25.1

Baseline comparisonsto
differences found.

Study power: Not powered to
achieve statisticalignificance

Intervention delivery: Dance
teacher decided whether the
movements were suitable for older
people and simplified. The dance
sessions consisted of three section
including a 10min warrup, 40 min
of special folklore dance, and 10
min of stretching and coolindown
activities.

Target group: healthy older women

Mental wellbeing measures:

The Medical Outcomes Study
(MOS) 36item short from healthy
survey (SF36)

Independence measures:

Not applicable

Other measures:

20-m walk test, a énin walk test.
Stair climbing, chai rise tim&erg
balance scale, geriatric depression|
scale questionnaires.

Follow-up periods:

8 weeks

Method of analysis:

The paired-test with a significance
level (p<0.05).

Wellbeing results:

In the dance group, there was a
significant improvement in mental
healthmeasured in SB6 at post
test. (81.0 +18.2, p<0.05).
However, no significant differenceg
were found in vitality, social
functioning, and emotional role in
the intervention and control groups|
at follow-up assessments.

Independence results

Not applicable

Attrition:

37 out of 40 completed the study.

7.5 % dropped out

Limitations (author)

Small sample, shoterm follow-up
Limitations (review team):

Larger sample with longer duration
needed. Transferability of the
Turkish folklore dance movements
to other ebnic groups.

Evidence gaps:

More diverse styles of ethnic dance
Funding resources:
Not stated

Applicable to UK?

Yes
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Greaves 2006

First author and year:

Greaves 2006

Country of study:

UK

Aim of study:

To evaluate a complex
intervention for addressing social
isolation in older people, includin
promoting active social contact,
encouraging creativity and
mentoring among the participants

Study design:

Uncontrolled before and after
study

Quiality score:

External validity score:

Setting: Community intervention
delivered in Mid Devon Primary
Care Trust area, UK

Participants: Communitydwelling
older adults (some with mobility or
physical health problem36% were
female, mean age was 77 (range: |
to 96)

Inclusion:
Community residents (50+)
Exclusion (reasons listed):

No mental or physical health
conditions

Motivation/ referral/ payment:

Recruitment through a community
networking approach, including
approaching health and social
services staff, churchespluntary
organizations, existing local groups
and the residential care/assisted
accommodation sector
Introductory leaflets and posters ai|
also distributed through these outlg

Method of allocation:
Not applicable
Intervention(s):

The Upstream Healthlyiving
Centre, a communitpased
intervention Trained mentors work
closely with participants, aiming to
re-kindle their interest in life by
engaging in participardetermined
programmes of creative, exercise
and/or cultural activities, with an
emphasis 0 social interaction
Activity -based interventions are
provided, with visits from mentors
initially on a weekly basis, and
regular telephone contact, which ig|
gradually diminished as participant
become more confident

Control: No control
Sample sizes:
Assessed for eligibility:
N=229

Randomised:

Not applicable
Baseline data:

Intervention group (n= 172)

Baseline comparisons:

Not applicable

Mental wellbeing measures:
Quality of life: SF 12

Social supportMedical Outcomes
Social Support Scale
Independence measures:

Not applicable

Other measures:

Depression: Geriatric Depression
Scale (GDS, Yesavage ,1983)

Reach and output of the interventid
(qualitatively assessed)
Follow-up periods:

At baseline, 6 months and 12
months post intervention

Method of analysis:
Qualitative content analysis

Mean outcome scores were
compared from baseline to follew
up with separate analyses at 6 and
12 months, uag two-sided related
samples-tests

Wellbeing results

At 6 months, there were significant
improvements in SF12 mental
component (MD = 3.02, 95%Cl:
1.01 to 5.04, p < 0.005). There wag
no significant improvement in
MOSS (social support ) mean scor
1.98(1.11 s.d.) to 2.04 (1.03 s.d).

At 12 months, there were significa
improvements in social support
mean scores 1.88(1.11 s.d) to 2.09
(0.99 s.d) p=0.02. However the
SF12 mental component change
not maintained. Mean improvemen
0.717 not significant)

The qualitative data showed that th
intervention was welteceived by
participants The data indicated a
wide range of responses (both
physical and emotional), including
increased alertness, social activity,
selfworth, optimism about life, and
positivechanges in health behaviol

Independence results
Not applicable
Attrition:

121/172 (70 %) at ehonth follow
up

Limitations (author):

No control

High attrition rates
Limitations (review team):

Self-reported measurements on
mental wellbeing

Evidence gaps:

More intervention research applyin
controlled design is needed, lookin
at this type of initiatives

Funding resources:

The Big Lottery

Applicable to UK?

Yes, implemented in UK
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Study power:

Powered to achieve statistical
significance

Intervention delivery:

Communitybased intervention
approach

Target group:

Older adults (50+), whose lives ha
changed or were about to change |
some way (e.g. retirement, moving
home, ageing or illness) and who
found it difficult to keep in touch
with the local community
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Greenfield et al. 2012

First author and year:
Greenfield 2012

Country of study:

us

Aim of study:

To examine whether caregivers
report a greater benefit from
participating in communitpased
volunteer and educational
activities than norcaregivers

Study design:

Survey of a randomly selected
OASIS participants

Quality score: +

External validity score:

Setting:

OASIS program sites in the United
States

Participants:

Participants were selected from 18
OASIS program (includes
communitybased volunteer and
educational activities) sites across
us;

The average age of careers was
70.5 years

Inclusion:

Involved in the OASIS program
Exclusion (reasons listed):

Not reported

Motivation/ referral/ payment:
Surveys were distributed by post

and email to randomly selected
OASIS participants

Method of allocation:

Not included

Intervention(s):

OASIS programme which consists
of communitybased volunteer and
educational activities

Control:

Not included

Sample sizes:

5092 participants of which 1022
were identified as caregivers

Assessed for eligibilityas above
Randomised:

Survey sample was randomly
selected from 12 000 OASIS
participants

Baseline data:

Baseline comparisons:

Caregivers were more likely than
non caregivers to be female,
married, and lowncome; slightly
less active in OASIS activities (8.4
classes taken vs. 9.5 for non
caregivers, and 6.8 volunteer hour:
vs. 7.1 for non caregivers).

Mental wellbeing measures:

The perceived benefits of OASIS
program participation were assess
by 6 items designed to measure
psychosocial benefits of
engagement:

My circle of friends has increased.
My outlook on life hagmproved.

| feel better about myself.

| feel that | have made a difference|
My life feels more meaningful.

| feel more engaged in my
community.

Each item was measured with-a 5
point scale. The six items were
summed to create a psychosocial
benefit score.

Independence measures:

Not included

Other measures:

Caregiver status;

Intensity of caregiving (assessed 0
a 4point scale from daily to less
than once a month);

Due to the progr
health promotion 2 items assessing
health were included ithe survey.

Follow-up periods:
Not applicable
Method of analysis:

Descriptive statistics; Logistic

Wellbeing results

Caregivers were more likely to
report benefit on all measures (p <
.05).

Analysis of caregiver status on the
summative psychosocial benefit
score found a statistically significar|
difference in benefit scores, with
caregivers reporting more benefit
thannorc ar egi ver s (
t=3.85, p=.0013).

The adjusted mean benefit score
was 20.63 for caregivers vs. 19.99
for non caregivers.

Independence results

Not applicable

Attrition:

Survey distributed to over

12 000; responses received from
5092 participants (41% response
rate)

Limitations (author):

Data collected using seléport
survey;

No information about pari c i p
employment status not available;

The benefit scale may not capture
all of the benefits specifically
relevant to caregivers;

Findings may not be generalisable
to the population other than alread
active clasgakers and volunteers

Limitations (review team):

Evidence gaps:

Further examination of the benefitg
of educational and volunteer
activities among caregivers is
needed.

To develop more programs focusin
on encouraging engagement in
educational and volunteer roles.
Funding resources:

Suppoted by The Atlantic
Philanthropies and the John A.
Hartford Foundation

Applicable to UK?

Yes
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No difference between caregivers | regression analysis
and non caregivers in terms of self
rated health, education or race.
Study power:

Not reported

Intervention delivery:

Not included

Target group:

Caregivers
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Hanser et al., 2011

First author and year:

Hanser 2011

Country of study:

us

Aim of study:

To testa caregiveradministered
music program with family
members who have dementia

Study design:

Exploratorypilot feasibility study

Quiality score:

External validity score:

Setting:

The study was conducted in
Massachusetts, US

Participants:

Family caregivers of individuals
with dementia. All caregiversere
over the age of 65 and lived with th
person with dementia. 5 of the 8

carers were women. Two of the
carers were daughters.

Inclusion:

Family caregivers of individuals
with dementia

Exclusion (reasons listed):

None

Motivation/ referral/ payment:

Potential participants were recruite
from memory disorder clinics,

diagnostic centres, the Multicultura

Method of allocation: Not
applicable

Intervention(s):

Music-facilitated stress reduction
program designed as a lamst
model whereby a music therapist
trains the family caregiver in
strategies that are conducted in the
home by the caregiver alarla an
initial 2-hour training session, the
music therapist met with the
caregiver/care recipi¢nlyad to
discuss musical selections
appropriate for relaxation, and to
rehearse how the family member
with dementia could be engaged
with the music. The emphasis was
on using music from the 1930s to
the 1960s, as well as classical
music.

Families were asid to listen t@an
individualised CD together on 3
days each week.

Recommended number of session|
8-20

Control: No control

Sample sizesAssessed for
eligibility:

Mental wellbeing measures:

Psychological state: Seléport on a
Visual Analogue Scale (VAS).
Caregivers rated their own
relaxation, comforaind happiness,
as well as their perception of these|
states in their care recipients

Caregiver burden: Theifem
CaregivingSatisfaction Scale
(Lawton, 1988), which address
caregivers' feelings of enjoyment,
pleasure, appreciation, seléteem
and closeness within the relationsh

Independence measures:
Not applicable
Other measures:

Qualitative measures of quality of
life, change in the relationship
between family member and
caregiver and their satisfaction wit
the music program

Follow-up periods:

At the completion of each music
listening session, caregivers were
asked to write anecdotal reports of
responses to the music and
interactions with their family
member with dementia

Wellbeing results

Both carerecipients and caregivers
experienced enhanced relaxation
during the treatment period by an
average of 1.96 and 2.55 points,
respectivelyon the VAS scale.

Care recipients and caregivers
demonstrated an average increase
1.60 and 1.86 points, respectiyein
comfort level

Happiness increased by .93 points
care recipients and 1.45 points in
caregivers

Overall, caregivers experienced a

greater benefit than care recipients
in all three areas by an average of
1.37 points

Most of these positive changes we
found to be statistically significant,
as determined by Wilcoxon

MatchedPairs Signed Ranks tests

There was an overall decrease in
caregiving satisfaction over time;
but these changes were not
statistically significan{t =15)

Independence results

Not applicable

Limitations (author):

Small sample sizeo controf and no
repeated measures

Limitations (review team):
Self-reported measures on mental
wellbeing Unclear what upper limit
of visual analogue scale is.
Evidence gaps:

More empirical evidence needed on
the effects of these kinds of
interventions for individuals and
communities

Funding resources:

TheJohn A. Hartford Foundation

through the Hartford Geriatric Social
Work Scholars Program

Applicable to UK?

Yes
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Coalition on Aging, and the
Alzheimer's Association in the US

N= 14

Randomised:

Not applicable
Baseline data:

N=14

Baseline comparisons:
Not applicable

Study power:

Not powered to achieve statistical
significance

Intervention delivery:
I'n the caregiver
person with musical therapy
experience

Target group:

Family caregivers to individuals
with dementiaifoderateor severe)

Each caregiver was interviewed at
the end of the treatment period

Method of analysis:

Mean baseline and treatment scorg
were compared, using the non
parametric Wilcoxon MatcheRairs
Signed Ranks test

Preto post treatmentaregiving
Satisfaction Scale scores were
compared also with the Signed
Ranks Test

Anecdotal reports from interviews
and comments on gquestionnaires
wereanalysedhrough identifying
core themes in these data

Attrition:

Of the 14 recruited dyads, 8 were
able to complete or comply with thg
project requirements long enough 1
provide sufficient data
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Haslam 2014

First author and year:
Haslam, 2014

Country of study:
Canada

Aim of study:
To investigate the effects of
traditionalstory-based

reminiscence and novel forms of
songbased reminiscences.

Study design:

Randomised controlled study

Quiality score:

External validity score:

Setting: in eachcare community

Participants: 40 participants living
either in independent living,
retirement living or assisted care.

Inclusion: All participants were
required to consent independently,
to have time in their schedules to
take part in the interventions and td
have sufficient comprehension skill
as judged by village and activity
staff.

Exclusion (reasons listedNo
exclusion criteria applied

Motivation/ referral/ payment: 40
participants were recruited from twi
congregated living communities,
managed by the same parent
company.

Method of allocation: Randomly
assigned.

Intervention(s): 12 sessions for
secular song reminiscence (n=13),
sharing and singing along with
popular music from the 1920s to th
1970s and brief conversations abo
the songs.

Religious songhased reminiscence
(n=13) was focused on all Christiar
songs selected by aalain from
the 1920 to 1970s. Each session
lasted 30 minutes for 12 sessions,
two times per week over 6 weeks.

Control: 12 standard story
reminiscence sessions (n=14) wer¢
held twice per week. Each session
lasted 30 minutes. The focus was ¢
talking aboufpast memories and
experiences with other people in th
group using props

Sample sizes40

Assessed for eligibility:

Not applicable.

Randomised: Yes

Baseline dataHigher in secular
song group forlife satisfaction

scoresStory group: 3.9Secular
songgroup: 4.5Religious song

Mental wellbeing measures:
Quality of life was measured by the
Satisfaction with life Scale (Diener,
Emmons, Larsen andri@in, 1985)
from 1 to 5 on a fivepoint scale
indicating higher mean values with
a stronger sense of wellbeing.
Independence measures:

Not applicable

Other measures:

Cognitive performance, anxiety
Follow-up periods:

6 weeks

Method of analysis:

Analysesof variance (ANOVAS).

Wellbeing results:

In the three groups, there were
significant increases in life
satisfadon at the postest. Secular
sang group (p=0.005), religious
song group (p=0.G&) and story
reminiscence groufp=0.01). The
largest improvemdrin life
satisfaction was found ithe
religious song groupfro m3.8 to
4.0, compared witthesecular song
group from 4.5 to 4.6 artthe story
group from 3.9 to 3.9.

Independence results
Not applicable
Attrition:

88% responded at the end.

Limitations (author)

Small sample size, people with
severe mood disturbance were
excluded, this might have
contributed to failing to find main
effects of the treatment. The absen
of an index of depression.

Limitations (review team):
Participants were recruited from
three different living arrangements
such as independent living,
retirement living, and assisted care
However, the outcomes were not
reported separately. No evidence
that power calculations used to
determine sample size. It is not cle
whether all partiggants completed
followed up questionnaire. Little
information to assess external
validity.

Evidence gaps#Future research cal
explore the impacts of the
programmes on older adults with
different living arrangements to se€
whether it would be worth targetin
any particular group of people.

Funding resources:

Sponsored by the Canadian Institu
for Advanced Research and funde
by the SchlegeUW Research
Institute for Aging (Kitchener,
Ontario).
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group: 3.8

Baseline comparisons: the highest
score found in secular group.

Study power:
Not known.
Intervention delivery:

A manualised intervention to
facilitate consistent delivery,
containing details on the theme,
content, andtructure of each
session.

Target group: older adults living in
independent living, retirement living
and assisted living facilities

Applicable to UK?

Yes
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Honigh-de Vlaming et al. 2013

First author and year:

Honigh-de Vlaming 2013

Country of study: The Netherlands
Aim of study:

To study the effects of an
intervention targeting loneliness

Study design:
Quastexperimental study
Quiality score:

+

External validity score:

Setting:

Communitybased multcomponent
intervention in the Netherlands

Participants:

Older community dwelling adults in
the Netherlands (mean agé)

Inclusion:

Communitydwelling older adults
residing in the study region

Exclusion (reasons listed):
Institutiondised older adults
Motivation/ referral/ payment:
Participants were recruited by
advertisements in the newspaper,
leaflets in the waiting room of

general practitioners (GP), and GP|
referral

Method of allocation:
Not applicable
Intervention(s):

Interventionencompassing five
components: a mass media
campaign, information meetings fo
interested local elderly people,
psychosocial group courses for pel
sons with mental health problems
(mild depressive symptoms) or
chronic diseases, social activation
by the canmunity-based
Neighbours Connected interventior
and training of intermediaries
(homecare nurses, municipal
advisors, and volunteers)

Control:

A control community was selected
with characteristics comparable to
the intervention community

In the control cormunity, the usual
municipal health and welfare
services and social activities were
offered

Sample sizes:
Assessed for eligibility:

From both the intervention and
control community, a random
sample of 1,350 nen
institutionalised elderly people age|
65 yearsand over was selected fror|
the municipal administration

Randomised:

Mental wellbeing measures:

Loneliness literacy: The Lonelinesy
Literacy Scale (Honighde Vlaming
etal., 2013)

Loneliness: The De Jong Gierveld
loneliness scale (1985)

Social support: Social Suppaiist-
Interactions (SSL1-2, Kempen et
al., 1995)

Independence measures:
Not applicable
Other measures:

Sociedemographic variables
Prevalence of chronic diseases
Selfrated health

Intervention output reach

Follow-up periods:

Measurements pre and post
intervention (2year period)

Method of analysis:

To evaluate the effect of the
intervention, linear regression
models were constructed with the
change scores as dependent varia
with an indicator variable for the
intervention (intervention
community vesus control
community) as the effect measure.
Adjustment was done for age and
gender, followed by additional
adjustment for mental health and

Wellbeing results

At two year follow up the
intervention group scored more
favourably than the control group o
loneliness literacy subscales:
motivation mean scores 2.98 (SD 1
0.74) vs 3.07 (SD = 0.77) (relative
effect size 1-4. 4
1T0.7) p<0.05, p €
support mean scores 2.07 (SD =
0.77) vs 2.17 (0.80) (relatiweffect
size 1T8.2%,-125%
p<0.05 and subjective norm mean
scores 2.44 (SD=1.00) vs 2.65 (SD
= 1.00) (rel ati
95% CIl-NnB7.44 p<oO

No overall effects were observed fq
social support and loneliness

No significanteffects was found on
social support and loneliness
Independence results

Not applicable

Attrition:

Intervention condition: 465/905 (51|

%)
Control condition: 481/899 (54 %)

Limitations (author):
Not RCT design
Large attrition rates

Insufficient time toexpect to see
complex intervention translate into
impact on loneliness outcomes.

Limitations (review team):

Self-reported measurements on
mental wellbeing outcomes

Evidence gaps:

Involvement of representatives of
different segments of the local targg
population and intervention
providers during all stages of the
intervention is needed in the
development, implementation and
evaluation of community
interventions

More attention shdd be given to
vulnerable elderly people who are g
increased risk of becoming isolated
and lonely; these people, with the
highest needs, are the most difficul
to reach

Funding resources:

The Ministry of Public Health,
Welfare, and Sports (ZonMw projeq
number 7120.0001)
Applicable to UK?

Yes
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Not applicable
Baseline data:

N= 905 (intervention)
N= 899 (control)

Baseline comparisons:

Baseline scores for loneliness and
social support did not differ
significantly between the
intervention and the control group
There were more participants with
poor mental health in the
intervention than in the control
group (14% versus 8%, p <0.01)

Study power:

Not powered to achieve statistical
significance

Intervention delivery:

Integrated apprach was applied,
combining multiple strategies;
delivering intervention components
to different target groups and in
different settings; and influencing a
range of outcomes

Target group:

Both general older adult population
as well as at risk older adslor
individuals suffering from mental
health problems

church attendance (final model).
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Lee 2010

First author and year:
Lee, 2010

Country of study:
Hong Kong

Aim of study:
To assess the effectiveness of mus
intervention on the quality of life fol
older adults.

Study design:Randomised
controlled study

Quality score:
++
External validity score:

+

Setting: at a community centre

Participants: older adults aged
between 65 and 90 with a mean ag
of 76.3 years.

Inclusion:
Older adults living at home, who
were alert, oriented and abletiear

and communicate verbally in
Cantonese

Exclusion (reasons listed):

No exclusion criteria applied

Motivation/ referral/ payment:

40 by the same parent company.

Method of allocation: Randomly
assigned with random number
generatar

Intervention(s):

Weekly music listening session.
There was a choice of five types of|
music. The chosetype was then
played for 30 minutes. The five
types of music included meditative
music, Chinese classical, Asian
classical, Western classical and sld
jazz. A total of 62 rasical pieces
were loaded onto an MP3 player tg
allow participants to choose their
preferred music.

Control: Older people who did not
take part in music intervention.

Sample sizes:

707 35 in each group
Assessed for eligibility:

Older people living icommunity,
who were able to hear and
communicate in Cantonese.
Randomised: yes

Baseline dataBaseline

comparisons: no significant
differences between the two group;

Study power: Powered to dteve

Mental wellbeing measures:
Quiality of life was measure by
version 2.0 of the SB6 HongKong
in Chinese.

Independence measured\ot
applicable

Other measures:Physical
functioning, physical role, bodily
pain, general health.

Follow-up periods: 4 weeks

Method of analysis:The Shapire
Wilk test, the ManAWhitney U test
to test for group differences at eacl
time point.

Wellbeing results: After 4 weeks
there were significant improvemen
in vitality, social functioning,
emotional role, and mental health
between the intervention and the
control groups (p<0.006).

Independence results

Not applicable

Attrition:

4 out70 people withdrew as they
didnét | ike the

intervention group.

5.7% dropped out

Limitations (author): Small sample
size, not sure whether improved
quality life was due to the chosen
music or the Hawthorne effect. Onl
onesite study nonparametric tests
used.

Limitations (review team):
Intervention would need to have
longer duration of intervention time
and followup periods and more
exposure to the programme. Samp
size was slightly below power
calculation required sample size.

Evidence gapsParametric tests
taking into account confounding
factors needed.

Funding resources:No specific
grant from any funding agency in th
public, commercial, or nefor-profit
sectors.

Applicable to UK?

Yes
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statistical significance,. Need@@
to achieve 80% poer at a 5% level
of statistical significance.

Intervention delivery: Participants
were given a MP3 player with
earphone and disposable ear pads
The music listening intervention
was carried out in a quiet and restf
environment without interruptions il
the community centre with
comfortable chairs and dim light.
The researcher left the participant
alone.

Target group:

Communitydwelling older adults
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Author Malekafzali et al 2010

First author and year:

Malekafzali 2010

Country of study:

Iran

Aim of study:

To assess the effectiveness of
educational intervention design to
promote the health of older people|
Study design:

Uncontrolled efore and after study

Quality score:

External validity score:

+

Setting:

Ekbatan Complex in the western
part of Tehran, Iran.

Participants:

Older people from the Ekbatan
Complex

Inclusion:

For the preliminary assessments,
100 older men and 100 older womg
were selected.

In order to evaluate the
interventions, all older people who
have received at least 3 pamphlets
and had appropriate cooperation
with the research team members
were selected to answer the
questionnaire (100 males and
females).

Exclusion (reasons listed):

Not reported

Motivation/ ref erral/ payment:

Method of allocation:

Not clear from the description what
method of allocation was used.

Intervention(s):
An educational intervention

devel oped to
health.

prd

Control:
Not reported
Sample sizes:

100 participants (86%omen and
24% men)

Assessed for eligibility:
Randomised:

Not applicable

Baseline data:

Needs assessment questionnaire
included; demographic details,
physical condition, mental health,
recreational activities and nutrition.
Baseline comparisons:

Study powe:

Not reported

Intervention delivery:

Following the needs assessment,

Mental wellbeing measures:

The quesbnnaire included items
related to mental health, leisure
time, group activity and nutrition.

The following dimension were liste
in the questionnaire:

Life satisfaction

Having a meaningful life
Not worried about the future
Feeling of happiness
Hopefor the future

Spend time in leisure activities
Performance of exercise
Different types of exercises
Consumption of healthy foods
Avoidance of detrimental foods
First food priority

Second food priority

Third food priority
Participation in group actities
Club membership
Independence measures:
Other measures:

Follow-up periods:

Effect of the intervention assessed
after a 9month period.

Method of analysis:

Descriptive statistics
Chi-square

Wellbeing results

Indicators related to mental health
having a meaningful life and a
feeling of happiness for women, in
all age groups, had increased after
the interventions (p= 0.00).

For women aged 70 and older, Not
being worried about the future, was
significantly different before and
after the intervemon (p= 0.004).
While some 53% of the women
aged 6669 before the interventions
reported that, they were happy mo
of the time, following the
intervention 78% reported feeling
happy most of the time (p=0.01).

For men;the feeling of happiness
was signifcantly different before
and after the intervention (p=0.05).
Sport activities in older women ha
increased after the intervention
(p=0.01). After the intervention,
walking havedecreasednd
aerobics and warming up
movements have increased (p=
0.00).

Similar results were found for men
indicating a significant decrease in
walking after the intervention, and
an increase in warmaps and
aerobics (p= 0.00After the
intervention there was a significant|
increase in the group activities
among older women (frorh6.7%
before the intervention to 61.5%
following the intervention (p=0.00).

As for the changes in food
preferences, only the second

Limitations (author):

Participants were unlikely to be
fully representative sample.

Reduced sample size due to the Ia|
of cooperé&on of the older people
during the interventionsThe study
was based on seléported
information which could be biased
by the participsa

Limitations (review team): Lack of
standardised measures of mental
wellbeing and independence.

Evidencegaps: Not reported
Funding resourcesThis project
was supported by Tehran Universif
of Medical Science

Applicable to UK?

Possiblyi may also be a model for

reaching culturally sensitive
populations
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collected data was analysed. Base,
on the findings, educational
intervention for improving the
health of older people was designe

Volunteers attended a foday
training workshop.

After achieving necessary
knowledge and skill requirement,
the volunteers passed on their
knowledge to alblder peoplen
Ekbatan through different forms
including homevisits and face to
face oldempeopleeducation; referral
to physicians; educatighrough
distributing educational pamphlets
to older people; education through
arranging a general meeting
question and answer sessionith
the presence of the experts; and
attending exercising session.

Within a 9month period of the
intervention, eacharticipant
received at least four home visits.
During this time, volunteers were
monitored by the research team an
the effectiveness of the interventior
was measured through a
questionnaire.

Target group:

Older people

preference among women aged 60
69 was significantly different from
before to after the intervention
(p=0.05) (this changeas from rice
before the intervention to vegetablg
following the intervention).

Independence results
Attrition:

Not reported

200




Mehta 2004

First author and year:

Mehta 2004

Country of study:
Singapore

Aim of study:

To explore the psychological well
being of older adults aged 60 ang
older, participating in a senior
centre programme

Research questions:

1. Does the Good Life
programme have an

effect on
psychologial well
being?

2. What is the added
value of the qualitative
approach in the
delivery of the Good
Life programme?

Study design:

Uncontrolled before and after
study

Setting:

A wellness centre dedicated to
promotingproductive aging and
enhancing the physical and mental
health of the elderly.

Participants:

Older adults aged 60 and older,
women in majority, who participate
in the activities organized in the
community centre

Inclusion:

Older adults that participated the
senior centre activities

Exclusion (reasons listed):

Not listed

Motivation/ referral/ payment:

Purposive sampling by the
coordinator of the project

Method of allocation: Not
applicable

Intervention(s): Active senor centre
programme participants fonore
than 18 months (regular members)

Thecentreprovides a holistic and
broad array of programmes and
activities ranging from knowledge
based and educational (cooking
courses, balloon twisting) to social
and recreational (farms visits,
potlucks, line dacing),
physiological (massage facilities) tc
interactional (intergenerational
activities), personal wellness
(manicure pedicure, facial, dat-
yourself) to health care (basic heal
screeningeancer screening), as we|
as community projects on
preventionof diseases such as
Dengue Fever

Control: Centre programme
participants for less than 6 months
(fresh members) served as a
comparison group

Sample sizes:

Assessed for eligibilityNot
applicable

RandomisedNot applicable

Baseline dataGroup 1: N=6

Mental wellbeing measures:

Life satisfaction (Liket scale from
1-9)

Psychological wellbeing
Happiness level

The questions on life satisfaction
and happiness level were adopted
from the Satisfaction With Life
Scale (Diener, Emmons, Larsen, &
Griffin, 1985; Pavot & Diener,
1993)

The establishment of new
friendships

Questions on these domains were
adopted from various instruments
and applied in serstructured
interviews

Independence measures:

Not applicable

Other measures:
Sociodemographic factors
Frequency anténgth of

membership of the older adults at
Good Life Senior Centre

Wellbeing results

Content analysis highlighted the
differences in the life satisfaction
and happiness level between regul
members and fresh membaerfser
joining the Good Life Programme

The mean score change in life
satisfaction was reported as 3.7 an
0.0 for the regular and fresh
members respectively; 4 out of 6
regular members showedlaast
44% increase in their life
satisfaction level after joininthe
programme

The mean score change in happing
was 2.8 for the regulamembers and
0.2 for fresh members; 4 out of 6
regular memberkad shown at least|
33% increase in their happiness
level after becomingrogramme
participants Any statistical
difference between groups was no
reported.

Independence results
Not applicable
Attrition:

Not reported

Limitations (author): Small sample
size

Limited generalizability to other
contexts anghopulation groupsNo
random assignment of participants t|
the groupsSeltreported and broad
non-standardied measures were use

Limitations (review team): Scarce
reporting

Evidence gaps#Future research is
needed on the welieing of older
adults in tke local context, in order to
better integrate them into society
Funding resources:

Not reported

Applicable to UK?

Limited applicability considering the
context
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Quality score:

External validity score:

Group 2: N=6

Baseline comparisonstot
applicable

Study power: Not powered to
achieve statistical significance

Intervention delivery: The Good
Life @ South East was a project of]
the Marine Parade Family Service
Centre (MPFSC), in collaboration
with the South East Community
Development Council (SECDC) an|
Citizensd Consul
(Cco)

Target group: Older adults aged 6(
and over who pattipate in the
activities organied in the
community centre

Follow-up periods:

Not applicable

Method of analysis:

Content analysis of the semi

structured interview materiaMean
score calculations
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Mui et al, 2013

First author and year:

Mui, 2013

Country of study: USA

Aim of study: To evaluate the
effect of a pilot programme for
older Chinese immigrants on
social engagement and social
support.

Study design:
Exploratoryuncontrolledbefore
and afterstudy;(includingsurvey

following interventior).

Quiality score:

External validity score:

++

Setting:

Community senior centre or homesg
in New York

Participants:

Older Chinese immigrants with the
mean age of 72.1(686) and with
very low English proficiency.
Mostly women (72%), married
(89%), born in mainland China
(94%). 72% reported theirhlth
condition was
excellent.

fi f

Inclusion:

Communitydwelling older adults
willing to volunteer to help other
Chinese immigrants with caregivin
burden

Exclusion (reasons listed):
Not mentioned.
Motivation/ referral/ payment:

A bilingual flyer with an overview
of the programme was distributed ¢
the senior centre. The flyer includg
information on th@orogrammethe
stipend, the 6nonth commitment,
the telephone support component.

Chinese caregivers of ill relatives
with unmetneeds wer@entified by
the hospitabased social worker an
referred to the senior centre social
worker for matching with volunteer:
based on Chinese dialect and

Method of allocation:
Not mentioned.
Intervention(s):

A Phone Angel Programme,
designed to address caregiver
burden in Chinese immigrant
families with additional stresses of
linguistic and social isolation.

The Phone Anggirogrammewas
deigned to train volunteers to serve
as friendly volunteers for isolated
caregivers and provide them
emotional and coping skill support
in their native language.

Training was comprised of 72 hour
intensive training sessions from Ng
2010 to Feb 201%pllowed by
ongoing training sessions every3
weeks. Volunteers were trained to
provide telephone support to
caregivers using Mandarin or
Cantonese, whichever language th
caregiver had the most linguistic
comfort with, at least once per
week.

Control:
No-intervention control
Sample sizes:

19 (older adults)

Randomised: not applicable.

Mental wellbeing measures:

A focusgroup and a short
guestionnaire with closed and ope
ended questions.

Independence measures:

Not applicable.

Other measures:
Close/operended questionnaires fg
various perceived benefits of
volunteering, rating options of

fagreeo or di seag
bettero

Follow-up periods:
6 months
Method of analysis:

Mainly qualitative analyses

Wellbeing results:

100% of the vol(
empowered and happier because |
have the opportunity to serve
others. o And #l
stronger sense of puspe in my life.

| feel better about myself (67%)
AMy spouse and |

more active in social activities
(61%) .0

AMy relationshi
has improved (774
Al have enl arged
friends (83%).0

Independence results
Not applcable.
Attrition:

Older adults: 1/ 19 (5%)

Limitations (author):

Future studies looking at older peopl
living alone, with mental health
problems, new immigrants etc.
Limitations (review team):

No control group.

Generalisabilityissues to other ethnic
groups

Evidence gaps:

Funding resources:

The Unite Hospital Fund
Applicable to UK?

Yes, potentially it could be applied tg
the Chinese immigrant population
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gender.

Phone Angel volunteers received g
$50 stipend after the intensive
training programra and anther $50
after 6 months of service.

Volunteers could call Chinese
family caregivers from both the
senior centre and their own homes|
Calling cards were provided to the
Phone Angels so that they did not
have to use their own phones, whi
protectedheir privacy.

Baseline data:

Intervention (older adults): 19
Baseline comparisons:

Not applicable.

Study power:

Not powered to achieve statistical
significance

Intervention delivery:

Initial training was conducted every,
2 weeks but as volunteers gained
confidence and a sense of
competence in their role as
volunteers for caregivers, training
was spaced to 2 or 4 weeks apart.

Phone Angels were advised to kee|
calls to 3660 min in durabn and
maintain the relationship over the
phone rather than suggesting face
to- face contact.

Target group:

Chinese immigrants with extra
burden of caring giving and social
isolation, linguistic and cultural
barriers.
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00 S h eNaLéigne 2012

First author and year: O6 S h e
2012

Country of study:
Ireland

Aim of study:

To evaluate a national arts festivg
called Bealtaine that celebrates
creativity in older people each
year

Study design:

Exploratory studyincluding cross
sectonal surveywo major postal
surveys and face to face intervie

were used to assess the impact g
the festival.

Quiality score:

External validity score:

++

Setting: The intervention was
implementation across Ireland

Participants: Around 100000
people across theantry, mainly
retired older people (65+)

Inclusion:

People retired from paid and unpai
work who are age@5 years and
over, but there is no exclusion
policy - younger older people may
also attend events in the festival

Exclusion (reasons listedNo
exdusion criteria applied

Motivation/ referral/ payment:
The widely distributed Bealtaine
brochure lists the major events ang
venues in each county and describ)|
in more detail some of the high
profile activities Inclusiveness is a
major aim of the festival

Method of allocation: Not
applicable Purpose sampling
method

Intervention(s): Bealtaine is a
monthlong festival, held annually
during the month of May, to
celebrate creativity in older agéhe
festival encompasses many-art
forms and includes both long
standing professionally facilitated
arts programmes, sometimes using
international ceordinators and one
off events linked to local
organisationsEach year there is a
unifying theme for the festival
which variousorganisers across the
country can subseqotly use, if
they wish, as a focus for their own
event

Control:
No control

Sample sizesPostal survey of all
435 organisers of Bealtaine events
across the country. (Response rate
43%). Participant postal
questionnaires for older people ser
to onerandomly selected Active
Retirement Association (ARA) in
each county in Ireland. The ARA
was asked to distribute the
questionnaire to all of its members
and a stamped addressed envelop|
was provided for the return of
completed questionnaires to the

researbers. 235 returneid 100%

Mental wellbeing measures:

Quality of life, Self-expression
Personal developmer@ritical
appraisalSocial networking
Engagement with the commtyi

Independence measured\ot
applicable

Other measures:Socio
demographic variable&ngagement
with the arts Type of
event/programme attendebype of
organigtion Level of involvement
among organisations

Follow-up periods:
None
Method of analysis:

The evaluation used quantitative ai
qualitative methods to analyse two
major postal surveys with organise|
and consumers of the festival and
faceto-face interviews with older
participants, artists and organisers

Wellbeing results

Both participantsg§7 %) and
organisers@8 %) shared the view
that Bealtaine facilitates self
expression among older peofleis
was particularly evident irelation
to dance, visual art and creative
writing. 59 % of organisers
perceived the impact of Bealtaine d
the personal development of older
people to be strong or very strong

89 % of participants agreed that
participation in Bealtaine
encouraged their personal
development in terms @nhanced
learning and organisationskills.

86 % of the participants reported
that participation in Bealtaine has
improved their quality of life67 %
of organisers believed that
participating in Bealtainbad a
strong impact on the quality of life
of older participantincluding
reducingloneliness, combats
depression; increased social
networking; pride in
skills/achievements

59 % of organisers saw strong
effects on social networking among
the participantand95 % of the
participants reported that they
agreed with the statemethiat

6 ptigipating in Bealtaine means

that | have got to know people |

Limitations (author):

The questionnaire and included
question items were not tested for
validity and reliability Uncontrolled
study design with purpose sampling
methods

Limitations (review team):

Rather descriptive, uncontrolled stud
with limited opportunities to measure
impact of the interventiorNo
standardised measures, aten
questiononly.

Evidence gapsSocial and health car
systems often view public support fo
older people in terms of an iliness
paradigm, rather than adleh
enhancing frameworkvVore holistic
approaches are needed in the
promotion of mental health and saki
inclusion among older peoplelore
information isneeded on the various
pathways and transmission
mechanisms betweameativity in
older age and impwed personal and
public health

Funding resources:
None reported
Applicable to UK?

Yes
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response rate in some ARAa. 26
face to face interviews.

Intervention delivery:

The Age and Opportunity
organigtion operates the festival
The intervention engaged different
types of organisations, such as loci
authorities, libraes, educational
institutions, health and social care
organisations and voluntabpdies
for older people

Events are organised both by older
volunteers, arts officers, librarians,
artists, facilitators and healttare
workers The intervention was
deliveredacrosslreland

Target group: People retired from
paid and unpaid work who are agef
65years and over

woul dmnidér wi se had

Those engaged in intergenerationg
projects mention thahey have
extended their social networks by
getting to know local young people

87 % of the older participss
agreed with the statement that
6participation i
increasedheir level of involvement
in their communi

Independence results
Not applicable
Attrition:

Qualitative interviews with older
participants in various arts
programmes, facilitats of arts
programmes, artists and organiser:
of events: 26 facéo-face interviews
conducted

Survey targeting 435 organisers of
Bealtaine events across the countr|
43 % response rate

Survey targeting older participants
253 completed questionnaires ofit
approx. 800
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Rosenbaum et al 2009

First author and year:
Rosenbaum 2009

Country of study:
USA

Aim of study:

To look at how a café that offers
seniorage customers breakfast,
lunch, coffee, snacks, and social
activities (e.g., exercisgasses,
game clubs, computer classes, blo
pressurescreenings) has crafted an
environment where sond its
customers sense its restorative
stimuli.

Study design:
Uncontrolled before and aftetudy
Quality score: -

External validity score: -

Setting: Community activity café
for older people.

Participants: 14 (16%) were unde
60, 21 (23%) were 60 to 69, and 5
(61%) were 70 to 89. 18 (20%) of
participants were male.

Inclusion: None stated

Exclusion (reasons listed):

None stated

Motivation/ referral/ payment:
Each respondent received a small

gift (valued at $5) for participation
in the study.

Method of allocation:

Not applicable

Intervention(s): Café represents a

Ahybrid third pl
archetypical neighbourhood café
and an ol der p €

centre. It offers its customers
breakfast, lunch, anshack options,
as well as myriad daily activities,
such as weighlifting, yoga, at
classes, blood pressuscreenings,
computer classes andlunteeing
opportunities.

Control:
None

Sample sizesConvenience sample
of 90 Café customers.

Assessed for eligibility: No

Baseline data90 participants; 72
women and 18 men

Baseline comparens:
Not applicable
Study power: Not applicable

Intervention delivery: Community
café

Target group: Older people

Mental wellbeing measures:

Har t i-iged Short\&rsion
Revised Perceived Restorativenes:
Scale (SPRS)

Respondent 6s per
support from other customers from
the Social Support Questionnaire

Transactions Scale (SSQT), which
was refined for a third place diner
by Rosenbaum (2006; Rosenbaun
& Massiah, 2007).

Independence measures:
Other measures:

Follow-up periods: One time point
survey only

Method of analysis:Cluster
analysis then ANOVA and
MANOVA to look at associations
between social support, activity
participation and customer social
support

Wellbeing results 27 individuals
has high levels of restoration and §
low levelsof restoration.
Volunteering personal time at the
café was associated with high leve
of restoration. 14 of those who
achieved high levels of restoration
(51%) volunteered compared to 14|
(23% of those that did not achieve
restoration) P<0.001).

ANOVA where high or low
restoration cluster membership
independent variable and number
activities dependent indicated this
was significant was significant:
F(1,85) = 4.72, p < .05).
Respondents in the higbstoration
group participate in approximately
nine actiities (M = 9.26, SD =
4.19), those in the lowestoration
group participate in about seven (M
=7.46, SD = 3.45Respondents in
the low restoratiogroup had an
average social integration score of
16(M = 16.00, SD = 8.17), but
those in the high restorati group
had a score of nearly 23 (M =22.9
SD =11.89).The high restoration
cluster also had more social suppo
from other customerdVi | k s 6
lambda = .70, F(2, 78) = 19.22, p
<.001.

Independence results

Attrition: 3/90 = 3%

Limitations (author):

Do not have enoughvidence to
determine whether thack of male
presence in the restorative group
due to the low sample size or to an
unknown cause.

Limitations (review team):
Convenience sample; one point in
time measurement only; associatiol
ratherthan demonstrating
effectiveness of interventions.

Evidence gapsAuthors suggest

future researchers are encouraged
continue to explore whether gender
influences restoration in commercig
versus natural settings.

Funding resources:

Applicable to UK? Yes such a café
could exist
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Saito et al 2012

First author and year:

Saito 2012

Country of study:

Japan

Aim of study:

To evaluated the effects of an
intervention program aimed at
preventing social isolation,

loneliness, depression, and
improvingsubjective welbeing

among elderly Japanese migrants.

Study design:
Randomized controllettial

Quality score:

External validity score:+

Setting:

Public facility in City A located in
the suburbs of Tokyo

Participants:

Older people 65 years and older
who experienced relocation within |
years The average age of
participants in the intervention
group was 72.6. 40.0% were male
and 45% were married.

Inclusion:

Older people who moved into City
A within 2 years

Exclusion (reasons listed):

People who movetb residential
facilities within 2 years.

Motivation/ referral/ payment:

Method of allocation:

Participants were randomly assign
to two groups

Intervention(s): A groupbased
educational, cognitive, and social
support program designed to preve
socialisolation of older people who
recently relocated

Control: Randomly assigned
control group

Sample sizes:

n=21 (intervention group)
n=42 (control group)

Assessed for eligibility:

RandomisedParticipants were
randomly assigned to two groups
with an allocaibn ratio of 1:2 for
the intervention and control groups|

Baseline dataAll participants in the
intervention group were assessed
their health status, and 18 were
found to be independent with
instrumental activities of daily
living. Five participants35.0%)
from the intervention group and 20
(50.0%) from the control group
were categorised as having at leas|
mild depressive status.

Baseline comparisons:
No statistical difference was found

between the intervention and contr|
groups in terms of particimt

characteristics at prest other than

Mental wellbeing measures:

Indicators of subjective webeing,
depression, and loneliness
Subjective welbeingwas assessed
by a 10item Japanese version of th
the LSFA which measures the long
term cognitiveevaluation of a

per sonds dtrrsient a
affective feelings écores ranged
from 10 to 30)Lonelinessvas
measuredising the AOK loneliness
scale- aversion of the revised
UCLA loneliness scale.

Indicators of social support,
network, andactivity

Social supportvas measuredings
four items related to emotional
support and four items related to
instrumental support provided by
the participant g
such as family members, children
who live apart from the participant,
relatives, friends, or neighbours. A
score of 1 was assigned to each fo
each item if they received support
from any informal networks, and a
score of 0 if they received no
support.

Social networkvas assessed with
one item that evaluated the
frequency of faceéo-face contact
with friends or neighbours on a
scale from 1 (no contact) to 6
(contact more than two times a
week).

Frequency of patrticipation in group|
activitiessuch as neighbobood
organisation, commercial
organigtion, hobby group, or

Wellbeing results

The intervention had a significant
positive effect on subjective well
being measured by the L-8I(p =
0.039), social support (p = 0.013),
and familiarity with services scores
(p = 0.008). A significant negative
effect on the AOK loneliness scale
(p = 0..1) was found over the 6
months of the study period.

In the control group, the AOK scorg
at T1 significantly increased at T2
(p<0.05), and the social support
score at T1 and T2 significantly
decreased at T3€p.05).

Additional subgroup analyses @f
high-risk group with AOK scores of
11 or above, found that the -8l
scores of the intervention group at
T1 increased significantly at tite
monthposttest (T3) (0.05).

No significant effect was found in
the highrisk control group. In the
low-risk intervention group with no
loneliness, only increased
familiarity with services was
significant (p<0.05).

Independence results
Not applicable
Attrition:

Intervention group: 1/21 (4.8%)
Control group: 2/42 (4.8%)

Limitations (author):

Small sample sizesef selected
participation inprogranme so
results may not be geralisable.
Group allocation and analyses wer
not blinded.

Limitations: Review Team

Not clear whether health or social
care professionals play a role in
service delivery.

Evidence gaps:

To deelop a variety of growpased
programs targeted at specific
groups, utilise existing resources
such as community volunteer
organizations, and provide a
speciallydeveloped services for
individuals who require greater
social integration in the community
seting.

Funding resources:

Grantin-Aid for Scientific Research
C (17590535) from the Japan
Society for the Promotion of
Science

Applicable to UK?

Yes
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familiarity with services, which was
significantly higher in the control
group (p = 0.041).

Study power:

Not reported

Intervention delivery:

Six weeks intervention period

The intervention consisted of 4 two
hou sessions. Sessions were
conducted once every 2 weeks.

The first session introduced the
interventionprogrammes and
provided an opportunity for
participants to meet each other an
staff. The second session was focu
group discussion about relocation
experencesThe third session was
used todetermine the activities tha
different participants were intereste
in. In the final session, participants
were taken on a sightseeing tour o
City A to show them public
facilities and historical places.

Target group:

Older people who recently relocate

religious groy was assessed with
one item that ranged from 1 (not
participating) to 6 (participating
more than two times a week).

Independence measures:
Not included
Other measures:

Familiarity with the formal services
provided by City A was used as a
proxy measure foservice
utilisation.

Follow-up periods:

Posttest 1 month after intervention
(T2)

Posttest 6 months after interventiol
(T3)

Method of analysis:

tt est s; Fi sher ds
mixed-model analysis; Subgroup
analyses by severiyf-loneliness
level were carried out to determine
whether the effect of the
intervention programe was
different on people with different
risk levels. Wilcoxon signedank
test used to test for these
differences.
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Savundranayagam et al., 2011

First author and year:
Savundranayagam 2011

Country of study: US

Aim of study: To investigate how
the psychoeducational intervention
660Power ful Tool g
influences burden of spouse
caregivers

Study design:Quasiexperimental

Quiality score:-

External validity score:-

Setting:

PTC classes offered in eight stateq
of the US California, lllinois lowa,
Montana, North Carolina, Oregon,
Washington, and Wisconsin)

Participants: Spouse caregivers
Average age of caregivers: 71 yea
in the PTC group and 65 years in t
comparison group. The majority of
caregivers (78%uwere wives to the
care receiver

Inclusion: Caregivers and their
spouses

Exclusion (reasons listedNone
Motivation/ referral/ payment:

Spouses were recruited from PTC
classes offered in eight states
(California, lllinois lowa, Montana,
North Carolina Oregon,
Washington, and Wisconsin)
between April 2007 and Decembe
2008

Method of allocation: Not
applicable

Intervention(s):

66 Power ful Tool d
Programme, an education
progranmefor family caregivers of
older adults Based on a selfficacy
model, the program empowers
family caregivers to reduce negatiy
effects of caregiving and to practics
self-care 2.5hour sessions, once a|
week, over a @veek period

Control: Comparison grap o
spousataregivers from the League
of Experienced Family Caregivers
(LEFC), which is a registry of
family caregivers who volunteer to
share information about their
caregiving experiences

Sample sizes:

Assessed for eligibilityNot
reported

Randomisd: Not applicable
Baseline data:
N=115 (intervention)

N=95 (control)

Mental wellbeing measures:

Caregiver burden:

Montgomey et al. (2000) burden
measure. t8ess burden included fiv
items such as anxiety and
depressionRelationship burden
included five items assessing the
extentto which caregivers perceive
carer ecei verusad betl
manipulative and overly demandin
Obijective burden included six item
assessing the extent to which care
demands infringed upon time or
privacy that caregivers had for
themselves and others

Independence measures:
Not applicable

Other measures:
Caregiver06s geng

Length of caregiving

Functional status of the Care
receiver

Problem behaviours of the care
receiver

Follow-up periods:

Before and after the siweek
intervention

Wellbeing results

Group allocation was a significant
predictor of stress and objective
burden (standardized -@fficient =
0.14 and 0.12 p < 0.05 respectively

PTC participants reported
significantly lower levels of stress
burden and objective burden than
comparison group participants pos
intervention peod.

There were no group differences fg
relationship burden

Independence results
Not applicable
Attrition:

22 %

Limitations (author): Lack of
random assignment to treatment a
comparison groups

Limitations (review team):

No general wellbeing measures
applied

Evidence gaps:

The mixed results regarding the
impact of PTC on burden raise
guestions about which aspects of
PTCOs curricul un
decreases in objective burden and
stress burden and why PTC did no|
affectrelationship burden

Future research needed on
characteristics of caregivers who a|
likely to benefit the most from PTC
and similar programmes

More research needed on expandi
the programme target group to be
more culturally diverse

Funding resources:

Har t f ord Foundat
Social Work Faculty Scholars
program and Helen Bader
Foundation
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Baseline comparisonBifferences
were observed between both grouy
on four characteristics; almost twic|
as many comparison group
participants (67%) than PTC
participants (34%) hagrovided
care for five or more yearthe
average score for self reported
health was higher for PTC
participants than comparison
participants They were alstess
eduated and were caring for peopl
with less functional decline than
comparison group partgants

Study power: Not powered to
achieve statistical significance

Intervention delivery:

The intervention was offered in
eight statesGalifornia, lllinois,
lowa, Montana, North Carolina,
Oregon, Washington, and
Wisconsin) between April 2007 ang
Decembe 2008

Target group:

Spousataregivers

Method of analysis:

Structural equatiomodelling
(SEM) using LISREL 8.8 was
employed

The inclusion of propensity scores
in the analysis reduces the potentig
impact of baseline differences on tl
observed outcomes

Applicable to UK?

Yes
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Seinfeld 2013

First author and year:

Seinfeld 2013

Country of study:
Spain

Aim of study: To study the specific
effects of musicatraining vs. the
effects of other leisure activities in
elderly people

To evaluate the impact of piano
training on cognitive function, moo(

and quality of life (QOL) in older
adults

Study design:

Quasiexperimental study

Quality score:

+

External validity score:

Setting: Community centre in
Barcelona.

Participants: Healthy older adults
aged 60 to 84

Inclusion:

Older adults over the age of 60
years, naive to reading music or
playing a musical instrument and
with no history of mental or
cognitivedisorders. Mean age in
both intervention and control group
69. Anotherrequirement for
participation was a high interest in
playing the piano and making time
for practice

Exclusion (reasons listed):

Older adults suffering from any
mental or cognitive diorder or who
used psychoactive medications

Motivation/ referral/
payment:Participants were
recruited from local community
centres in the city of Barcelonéhe
assignment of participants to the
piano group was done upon
motivation, level of interest fohe
activity, time available for practice
andfulfilment of the inclusion and
exclusion criteriaMatched controls
were recruited. They weisvolved
in other leisure activities for the 4
month that the study lasteldiano

Method of allocation: Non-random
allocation process

Intervention(s): Weeklygroup
based piano lessons and individua
45 minutes daily practicier 4-
months Thisincluded learning
musical theory, sighteading and
playing a keyboard

Control: Participating in otler types
of leisure activities (e.g. physical
exercise, computer lessons, paintir
lessons) 62% practiced more than
one single physical activity per
week and 83% also participated in
other types of academic and art
training

Sample sizesAssessed for
eligibility: N=41

RandomisedNot applicable

Baseline datantervention (n=13)
Control (n=16)

Baseline comparisonslot
applicable

Study power: Not powered to
achieve statistical significance

Intervention delivery: Community
centre on a weekly basis by
music teacher who had designed tf
progranme

Mental wellbeing measures:
Quality of life: WHO QOL-BREF
Profile of Mood States (POMS),
subscalesuch as tension, anger,
fatigue

Independence measures:

Not applicable

Other measures:

Depression: Beck depression
Inventory (BDI)

Sociedemographic factors
Amount of time for practice
Follow-up periods:

Before and immediately after the
intervention (afted months)

Method of analysis:

Analysis of data was carried out
using 2Group x 2Condition Split
Plot Analysis of Variance
(ANOVAS)

Wellbeing results

For WHO QOL-BREF, a significant
Group x Condition interaction was
found in the psychological health
domain[F(4.45),p= 0. Op&5,
0.151).

Psychological health scores (pre
progranmemean score an8E
30.81 + 0.53; pogprogranme mean
score anSE 29.50 + 0.33)
increasedScores of the control
group showed a tendency to
decreas ornot to changenaintain
the same in psychological domaing
(pre-progranme mean score an§E
23.50 + 0.41; pogbrogranme mean
score anSE 23.27 + 0.56)

For POMS there was a significant
Group x Condition interaction in th
Fatigue factofff(6.86), p9.015,
dp2 = 0.20] and in the total POMS
scoref(4.91),p= 0. 0p3=6 ,
0.16] The fatigue scores (pre
programme mean score anfiE
4.23 = 1.20; posprogranmemean
score anSE 2.92 £ 0.70) and the
total score in the POMS (pre
progranmemean score an8E
117.70 + 7.18; pogtrogranme
mean score anflE 111.33 + 6.23)
decreased from the ppgogranme
to the posiprogranmeassessment
in the piano group

The control group showed the

Limitations (author):

Relatively small sample sizBlo
rancbm assignment of participants|
to the groupsThe group class
format of the piano training makes
difficult to determinewhether some
of the observed effects were also
related to social interactions in the
weekly class

Limitations (review team):

Limited measures of positive mentg
wellbeing. Drop outs excluded fron
analysis.

Evidence gaps:

Future studies should explore the
effects of music training witkarger
sample sizes, random assignment
the group, and blinded exdners, to
explore the generabgility of

results

Funding resources:

Agrupacio Matua

Applicable to UK?

Yes

212



lessons were totally free.

Target group:

Healthy older adults (60+vho
were nhaive to reading music or
playing a musical instrument

opposite pattern, (prerogram mean
score anSE 104.31+ 3.14; post
program mean score aS&E 106.93
+ 2.85) and fatigue (prprogram
mean score an8E 2.13 + 0.55;
postprogram mean score asE
3.19 £ 0.58)

Attrition:

12/25in piano group (48%)
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Sole 2010

First author and year:
Sole et al 2010

Country of study:
Spain

Aim of study:

To evaluate and to compare the
impact of three music programmes|
on quality of lifeif healthy older
people.

Study design:

Uncontrolled lefore and after study

Quiality score:

External validity score:

Setting: leisure centres

Participants: healthy older adults
aged 65 and over with a mean age
72.6. 83 % were women and 17%
were men. 5% 2343 married, 355
widowed, monthly income: averagg
i ncome was -b260t we

Inclusion: to live at home, to
maintain an independent life, and
not to have an major cognitive
impairment

Exclusion (reasons listed):

No exclusion criteria applied
Motivation/ referral/ payment:
Participation was totally voluntary.
The type of motivation: social
reasons (to a good time with friend
and to make friends), cognitive
reasons (to enjoy learning, to

develop my imagination, to look fo
new knowledge).

Method of alocation:Not
applicable Purpose sampling
method

Intervention(s): 3 music
programmes including choir, musig
appreciation and preventive music
therapy (PMTP) sessions.

Control: No control

Sample sizes83 older peoplehoir:
52; Music appreciation: 1,9
Preventive music therapy 19

Assessed for eligibilityYes
RandomisedNot applicable

Baseline comparisonstot
applicable

Study power: Not powered

Intervention delivery: Choir:
weely (recreational).

Music appreciationweekly
(educational).

Preventive music therapy (PMTP):
weeklyto work on functional skills
for physical, cognitive, and social
emotional aspectall delivered by
musicprofessiona.

Target group: healthy older people

Mental wellbeing measures:

Bespoke questionnaire of (ran@e
4) perceptions of change

Lawtonds | ife s4g
(PGC).

Independence measures:

Not applicable

Other measures:

The Yesavage depression Scale
Follow-up periods:

9 months

Method of analysis:

Quantitative analyses at pretest an
posttest.

Wellbeing results

Using the bespoke questionnaire
there were particiapnts in the three
groups reportedekling more
useful: Choir 2.81, Msic
appreciation: 2.17, PMTP:3

Feeling more optimistic: Choir 2.81
Music appreciation 2.4, PMTP 3.25

Feeling satiséd with myself: Choir
2.81, Music appreciation 2.4, PMT
3.25.There were no significant
dufferences between groups.

New friendshig: choir 3.03, music
appreciation 3.2, PMTP 3.27.

Life satisfactionincreasedpre and
posttest42.30 vs. 43.84 (no
significance reported.
Independence results

Not applicable

Attrition:

27 people did not return
guestionnaires at pegtst.

=27/83 (32.5%)

Limitations (author):

Larger sample needed, semi
structured interviews should be
added in the future to capture more
subtleemotional aspects.

Limitations (review team):
Uncontrolled relatively small
sample study Unclear ho w change
questionnaire was developed and
whether validated.

Evidence gaps:

Funding resources:

It was supported by a grant from
Obra Social Caixa DESabadell.

Applicable to UK: Potentially
relevant
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Travers et al 2011

First author and year:
Travers 2011

Country of study:
Australia

Aim of study:

To evaluate the impact of a radio
programme on older listeners moo|
loneliness and quality of life

Study design:

Uncontrolled efore and after study

Quality score: -

External validity score: -

Setting: Individuals homes or
elsewhere listening to radio
programme broadcast bBrisbane
community radio statiorAccessible
viainternet or custom buiftadio

Participants: Communitydwelling
older people as well as residents 0
care facilities. 61% lived in their
own homes. Mean age 79.9; 71%
female. 25% visul impaired

Inclusion: Participant aged 60
years or older whagreel to listen
to SilverMemories fo an hour a
day for three month

Exclusion (reasons listed):
Profoundly deaf, severe dentia
(Mini Mental State Examination
<14) or unable to speak or
comprehend English.

Motivation/ referral/ payment: All
participantsreceived fewadiofor
trial.Flyers advertising programme
widely distributed through
community groupssocial
organisations local community.
Individual facilities, respite serviceg
and community organisations also
approached directly to invite
participation from their
residens/members.

Method of allocation:Not
applicable

Intervention(s): 6 Si | ver N
a radio service with the specific ain
of addressing social isolation and
loneliness among older Australiang
by broadcasting music (primarily),
serials and other segments adlio
programs that were popular when
they grew up the 19201950s.

Control: None

Sample sizesAssessed for
eligibility: See inclusion criteria

Baseline datal54 participants
enrolled

Baseline comparisonslot
applicable

Study power: Not applicable
Intervention delivery: Broadcast

every day for 3 monthis minimum
of 1 hour listening per day required

Target group: Older people
without severe dementia

Mental wellbeing measures:

A singlequestion item was used to
measure | oneling
youf e e | |l onel y?d
guestion ranged from always to
never, i.e. (1) | always feel lonely,
(2) | often feel lonely, (3) |
sometimes (occasionally) feel lone
or (4) I never feel lonely

Independence measuredNone

Other measures:The quality of lie
TAl zhei mer 6s-Alti s
Logsdon, Gibbons, McCurry, &
Teri, 1999)scale forcommunity
dwel | i ngand @3LiAD e 1
for use in nursing home$Geriatric
Depression Scald (GDS5; Hoyl et
al., 1999). Satisfaction with Silver
Memories

Follow-up periods:
3 months

Method of analysis:Non-
parametric test (Wilcoxon signed
rank test) was used to analyse the
responses to the loneliness questiq
(nonrnormally distributed data) and
comparebaseline to followup
scores on this measure.

Wellbeing results

No change on the loneliness
guestion outcomes (Z=1.27, p=0.2

Other results

It should be noted that Quality of
Life scores and Geriatric Depressi(
Scale scores improved from baseli
to follow up. Participants satisfied
generally as well.

Attrition:

Intervention group: 41/154=26%

Limitations (author):

Relatively low level of loneliness
and very low level of social
isolation among participants in this
study may have left littleoom for
change and it is certainly possible
that a different result would be
adhieved in a more lonely, socially
isolated group of older people.

Single question measure of
loneliness perhaps not sensitive to
detect change

Limitations (review team):

Very little empirical data on social
isolation and loneliness presented,;
quality of life measures may includ
specific mental wellbeing measure
but not reportedMixed population
and unable to determine whether
differences in impact based on
health statetc.

Evidence gapsSee limitations
above

Funding resources:JO & JR
Wicking Trust

Applicable to UK?: Yes
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First author and year:

Won 2008

Country of study:

us

Aim of study:

To examine the impact on
caregivers of participation in a
selfcare skiltbuilding, self
efficacy enhancing, community
based programme

Study design:

Uncontrolled before and after
study

Quality score:

External validity score:

Setting: Offered in a variety of
community context venues
throughout western Washington
state, US, such as senior centres,
senior apartments, church halls, ar
publiclibraries

Participants: Adult informal
caregivers to frail older adults (half]
of the sample was 65 years or olde
42 % spouse of the care recipient;
91% were female

Inclusion: Family caregivers to frail
older adults

Exclusion (reasons listed):
Not repoted
Motivation/ referral/ payment:

Family caregivers joined PTC
workshops by responding to
announcements at senior centres ¢
in community newspapers or at the
recommendation of senior centre
social workers

Method of allocation: Not
applicable

Intervention(s): The Powerful
Tools for Caregiving Programme
(PTC). 6 weekly sessions
Control:

No control group

Sample sizes:

Assessed for eligibilityN=208
RandomisedNot applicable

Baseline dataN=165

Baseline comparisonsNot
applicable

Study power: Not powered to
achieve statistical significance

Intervention delivery:
See setting
Target group:

Adult informal caregivers of frail
older adults

Mental wellbeing measures:
Psychological welbeing: The
mental health inde®% (MHI-5)
(Berwick et al., 1991)

Independence measured\ot
applicable

Other measures:Healthrisk
behaviours (i.e. 1) putting off going
to the doctor, 2) failing to stay in
bed when ill, 3) postponing getting
regular check ups or exams, 4)
cancelling or missing medical
appointments, Sfiling to get
enough rest, 6) taking medications
improperly, 7) failing to get enough|
exercise, 8) eating poorly, and 9)
putting off recreational activities
you enjoy)

Self-care: Time spent on physical
exercise and stress management d
relaxation techniges

Follow-up periods: Pre and post
intervention

Method of analysis:Student #test
or Mann Whitney U test were used
(for data not normally distributed)
for continuous variables and ehi
square tests for categorical data
Change from baseline (pre test to
post test) assessed using the
Wilcoxon Signed Rank test for
continuous variables and

Mc Nemar 6s test f
for categorical variables
Multivariate linear regression
analysis was used to identify
independent correlates of change i
the measuredutcomes

Wellbeing results

Only 42 of 188 caregivers who
completed the programme were ov
the age of 65. Psychological
wellbeing on the MHbB scale
improved significantly in these
caregivers from 9.2 +2.0 S.D to
10.3 +/ 2.0 S.D P<0.001.

It can be natd that caregivers aged
65+ had less improvement in
psychological wetbeing than the
younger subgroup (mean score

change = +1.1 points vs. +1.9
points; Mann Whitney UP=0.008)

Independence results

Not applicable

Attrition:

Participants: 47/165 (28 %)

Sesions:58 of 118 participants
(49%) attended all six sessions

Limitations (author):
No control group

No follow-up measures post
intervention

Limitations (review team):

Heterogeneous group of caregiver
and only minority above 65.

Evidence gaps:

RCTsneeded that directly measure
health status and health care
utilization in order to provide
unequivocal evidence for the
efficacy of PTC on these outcomes

Funding resources:

The Washington state Aging and
Adult Services Administration
provided financiabupport for the
program

Applicable to UK?

Yes
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