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The Scottish Mental Health Co-operative is a not for proﬁt umbrella body formed in 2010 that aims to represent
the collective voice of local mental health service providers in Scotland.

It exists to complement the work of national mental health organisations and strengthen the proﬁle of mental health
in Scotland by contributing to national policy agendas and improving local service development. It does this by listening
to the views of local mental health service users and working with them to campaign and inﬂuence policy into practice.

To date, the Scottish Mental Health Cooperative (SMHC) has worked in partnership with the Mental Health Foundation
to deliver the Building Capacity of Self-Directed Support for Third Sector Mental Health Service Providers project
(2013-2016)1, funded by Scottish Government; Action in Mind and Glasgow Association for Mental Health worked
together with the Mental Health Foundation to create and develop the Peer Mentoring of Mental Health Carers
pilot-project (2014-2017)2 in Glasgow City and across Stirling and Clackmannanshire Councils, funded by the Big Lottery.
The Scottish Mental Health Cooperative initiated and developed the Age in Mind project, Mental Health Stigma and
Discrimination in Later Life (2014- 2017), funded and worked in partnership with See Me, the national mental health
stigma and discrimination programme.

The Scottish Mental Health Cooperative comprises of the majority of local mental health organisations and associations
in Scotland, supporting over 13,000 people every year, employing 730 staﬀ, and involving around 700 volunteers.
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Foreword

The Age in Mind Project was created by the Scottish Mental Health Cooperative to consider issues of
stigma and discrimination in relation to people over 50, who were or had been mental health service
users. Funded by, and working with See Me – the national anti-stigma and discrimination programme
as a core partner, the action research project was based around developing four change networks in
Scotland, of which 50 percent of participants should be people with lived mental health experience,
50 years and over, and who would become catalysts for change.

A singular challenge for this action research project was to work within what could be described as a
‘double jeopardy’ – namely the interface between mental health stigma and discrimination in relation
to age and ageing, and to identify speciﬁc issues that impede, and deny, people in later life, choice
and access to mental health services.

The project’s desktop literature review3 into deﬁnitions of and understanding of mental health stigma
and discrimination with age and ageing was able to conclude that little, if anything, was available in
published form speciﬁc to this.

In recognition of this, and to build some sense around what was meant by mental health stigma and
discrimination, we took as a starting point older people’s personal stories of their mental health
experiences over their lifetime which, for many, has had longstanding and enduring impact on their
lives to the present day, including the role that family and mental health professionals have played.
By relating their ﬁrst-hand experiences during the course of the project, older people provided useful
insights into a range of contexts which helped to guide and steer the work and to clarify issues that
needed to be addressed if we were to achieve a more equitable approach to mental health in later life,
while also tackling mental health stigma and discrimination in all its guises.
We were presented with a multitude of varying issues and concerns as informed through the views of
older people, their families and carers, those with or without lived mental health experience as well
as contributions from professionals drawn from across statutory and voluntary organisations.
To give some perspective to these issues we applied a simple paradigm of discrimination, namely
that discrimination occurs in three distinct areas – at the wider societal level, at the institutional/
organisational level and at the personal level. This enabled us to prioritise issues and direct them
appropriately for action.

The Scottish Mental Health Cooperative wishes to thank Angela Dias, Change Network Oﬃcer,
based with Action in Mind which served as the national project lead for the Scottish Mental Health
Cooperative.

Helena Scott

Board Director of the Scottish Mental Health Cooperative, and
Executive Director, of Action in Mind
October 2017
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1.0 Why Age in Mind is Needed?

For people diagnosed with long term, chronic
mental health conditions there is no indication that
their symptoms will reduce as they grow older and,
with the increased risk of others, within the same group,
of developing neurotic disorders such as depression
and anxiety in later life this presents a signiﬁcant
challenge to mental health services, now and in the
future (Psychiatric Morbidity Survey in England, Wales
and Scotland (2000, 2007).4 Moreover, given that
around 31% of Scotland’s population is over 55 5, of
which 18% are above 65 6, this should alert funders
and commissioners alike that failure to invest in people’s
mental health at an earlier stage will oﬀset mental
health costs further down the line.

The Scottish Mental Health Cooperative, through its
member organisations, all of which are service providers,
generally agreed between themselves that many of their
clients ﬁtted the demographic proﬁle given above.
The distinction was made however that, in the main,
clients were growing older with their pre-existing mental
health conditions, rather than being able to support
referred clients who were over 65. For many service
providers they were contractually not allowed to accept
clients over the age of 65 which reinforced the need to
consider what mental health support might and should
be given to older people with ‘functional’ mental health
diﬃculties.

2.0 What do we mean by stigma
and discrimination?

The Age in Mind project sought to adopt a common
understanding of what is meant by stigma and
discrimination to explore issues around mental health
stigma and discrimination in later life.
It was therefore agreed by an initial group of
participants, together with the Mental Health
Foundation and See Me, that within the context of
mental health - stigma, self-stigma and discrimination
could be usefully described as follows:

Stigma is when the negative beliefs of others, based on
some form of bias or prejudice, inﬂuences their attitudes
towards people aﬀected by mental ill-health leading
them to feel less valued than other people.
Self-stigma is when a person internalises a view of
themselves that is negatively inﬂuenced by the way
that others see or treat them or others similar to them,
and which impacts on their self-conﬁdence, self-esteem
and mental well-being.
Discrimination is when a person is treated unfairly or
unjustly because of their mental ill-health problems
and which constitutes a breach in law.

The Age in Mind project initiated by the Scottish Mental
Health Cooperative and led by member organisation,
Action in Mind, wished to explore what support services
were required to meet needs of older people in later life,
and what the barriers or otherwise existed in order to
ensure that mental health support was equitably
available and delivered, irrespective of age. A key area
was the recognition that transitioning from adult mental
health services into what was previously labelled as ‘Old
Age’ psychiatry is not seamlessly delivered and that is
more diﬃcult for people over 65 to be newly referred.
Working together with, ‘See Me’ – the national
anti-mental health stigma and discrimination
programme, the Scottish Mental Health Cooperative
were able to embark on creating a three year action
research project which focussed on bringing together
mental health stigma and discrimination with the cross
cutting theme of age and ageing. The ﬁndings of which
will be presented at a national event in Stirling on
3 October 2017. The concept of Change Networks and
their role as catalysts for tackling mental health stigma,
which was central to the Age in Mind action research
project, is integral to the evaluation being undertaken
by the Mental Health Foundation for ‘See Me’.
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3.0 What we did and how
3.1 Our Approach

There were two areas of approach. The ﬁrst was the
gathering and collation of data from older people with
lived mental health experience, as well as other key
stakeholders, families and carers, professionals working
in health and social care and older people not aﬀected
by mental health.
This led to the second phase, namely the creation
and development of change networks across Scotland
which would become the catalysts of change and the
identiﬁcation of issues that they would work on and
develop to achieve positive outcomes for older mental
health service users. Each change network would have
representatives from one or more members of the
Scottish Mental Health Cooperative whose role would
be to support identiﬁcation of potential respondents
and participants, as well as oﬀering introductions to
local group and organisations.

3.2 Change Networks

At the time of this project’s inception See Me, the
national mental health anti-stigma and discrimination
programme, was pursuing a model of social change
based on the development of change networks in
Scotland. These change networks would stimulate
action, be informed and led by older people with lived
mental health experience and secure lasting positive
outcomes.

A total of four Age in Mind change networks were
created in central, east and west of Scotland, and work
developed co-productively in highland with older people
with lived mental health experience, local health and
social care services and providers, interested individuals
and other organisations.
Each change network was developed and overseen by
Age in Mind’s national oﬃcer based at Action in Mind,
the lead organisation, working for the Scottish Mental
Health Cooperative, for a duration of 15 months. Their
primary task was to use the project ﬁndings derived
from interviews, surveys, focus and discussion groups
and to agree to work on three key areas in each change
network.

3.3 Information gathering and feedback

For the purpose of this report those referred to as
‘respondents’ took part in individual interviews
and surveys, and those who took part in focus or
discussion groups as participants, all were older
people 50 and over (see Appendix 1, Table 1 for
breakdown by age). Those identiﬁed as organisational
representatives included managers and staﬀ from
statutory and third sector services, community leaders
and volunteers.
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Interviews and focus groups were conducted in various
locations and places – oﬃces of organisational
representatives, mental health centres and Club House,
a psychiatric hospital, care homes and community
centres, cafes and social settings.

i. Individual interviews and surveys

With the support of the Mental Health Foundation and
older people with lived mental health experience, a
structured interview schedule was devised and used for
individual discussions resulting in 111 respondents.
Survey Monkey realised 11 respondents and an
independent survey, 7 respondents. Where an individual
stated they had experienced stigma or discrimination,
they were asked to provide information about the event
or events, and when it took place.

ii. Focus groups

Focus groups were facilitated and organised into three
distinct groups:
• Older people with lived mental health experience,
8 groups totalling 94 participants

• Older people without lived mental health experience,
4 groups totalling 14 participants, and
• Older people with no lived mental health experience,
unpaid carers and professional workers, 2 groups,
totalling 20 participants.
This totalled 14 groups and 128 participants. Not all
participants completed the equality form however,
many provided information regarding their equality
characteristics as part of the discussion. 23 respondents
gave their ages as between 70 and 90, 4 identiﬁed as
LGBTI and 64 identiﬁed as Asian or Chinese.
For demographic breakdown of respondents and
participants by gender, race/ ethnicity, geographica
location in Scotland, disability and sexuality, refer to
Appendix 1, Table 2.

iii. Discussions and meetings with
professional service providers

A total of 60 discussions were recorded with a broad
range of professionals drawn from across the public,
private and third sectors of health and social care,
mental health, advocacy, as well as local community
and faith groups and organisations, older peoples groups
and academics interested in older people’s issues.
The basis of these discussions was to hear their views
of current mental health provisions to older people and
whether they agreed that there was evidence of stigma
and discrimination in working practices.

iv. Training and Support

Change network members participated in training
and supports sessions in the course of the project
which entailed the following:

• training about how the Scottish Parliament works
in order to increase understanding and use of the
parliamentary processes for engaging with ministers
and elected members of the Scottish Parliament
works
• participating in mental health events, seminars
and conferences
• ‘See Me’ events

• Film and animation training for the production
of themed videos about mental health stigma
and the family
• Mental health service user conference

• Scottish Mental Health First Aid Training

Additional support was provided to enable older people
with lived mental health experience to participate as
fully as possible, such as ensuring physical access to
meetings and other events, assigning a volunteer to
enable one person with memory loss to plan and deliver
his contribution to meetings.

4.0 Project findings and actions

Stigma is not a new social phenomenon as it has
generated a good deal of academic interest for
decades not least within psychiatry and social
psychology, but little has been said or done to
consider how this impacts on mental health in later life.
Identifying issues of mental health stigma and
discrimination of older people was a central theme
of the Age in Mind action research project. We used a
generally accepted understanding of stigma which has
its origins in social attitudes that are based on some
inherent prejudice or ignorance of a majority of people
that exist to single out people perceived to be diﬀerent
from the norm group.

With increased media coverage of mental health issues,
particularly of children and young people which, the
Scottish Youth Parliament has called, (2016) and of stress
reported by people working within the health service
and education, and more recently within the ﬁre service,
would an important question not be whether we should
now consider mental health to be a public health
issue. If so, would we then take better cognisance
of stigma to enable communities and society, if
not better informed, understanding and accepting of
mental health, then at least more tolerant towards
people who experience mental ill-health.

Stage One of the project, now completed, involved
desk-top research of any published studies about mental
health stigma and discrimination of older people.
State Two, involved action research and achieved
exclusive engagement with more than 250 older
people, the majority of whom had substantial personal
lived mental health experience. Added to which there
were more than 60 discussions with organisational
representatives across health and social care, academia,
advocacy and care homes, plus community and
religious groups.
We obtained a wealth of comments and views, many
of which were based on older people’s own experience
of mental health services over the years, to inform this
work and from which the change networks would be
able to prioritise 3 key areas to take forward.
A simple paradigm of stigma and discrimination
was used to contextualise identiﬁed issues within
one of three categories attitudes and behaviours,
institutional biases or personal conditioning.

4.1 Societal attitudes and behaviours
i. Disproportionality of mental health stigma
on speciﬁc groups.
Age

Older people who did not identify as having a mental
health condition shared the view of older people who
did have lived experience that it could be diﬃcult to
admit to their families or to others within their respective
communities (whether deﬁned as White Scottish,
Chinese or Muslim Asian communities, for example) that
they have or had experienced mental ill-health.

As one participant (without lived mental health experience)
said, ‘’No way will people admit in front of each other that
they have experienced mental health problems”.

Another participant from the same group added that,
“Our (generic) older people’s groups... have little interest
and do not recognise mental health”.

While some participants were empathetic of older
people’s experiences of mental ill-health but felt they
couldn’t comment as they knew too little about mental
health, others contributed views which were reﬂective
of a post-second world war generation of older people
who had lived and survived tough times when they were
younger. These views ranged from “Depression – that’s
not an illness is it, it’s just part of life”, “People seem to
see everything as an illness now, we just used to call it
life” to “It’s natural to get depressed when things go
wrong, how can that mean you’re ill?”, “I don't get
depression, I don’t believe in it”, “We’ve all gone through
hard times, but you just get on with it” and “No time
to be depressed, that’s the problem now, too much
time on their hands”.
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Gender

Research by the Samaritans 7 identiﬁed men as a

particularly vulnerable group because of their associated
high risk of suicide compared to women, particularly
amongst those under 35. And yet, fewer men seek
mental health support than women who constitute the
majority of mental health service users.

Black and Minority Ethnic (BME) Identity

As with age, other equality characteristics such as
belonging to a black and minority ethnic (BME) group
and/or refugee group, were seen by respondents and
participants (Asian Muslim and Chinese) to lead to
multiple layers of stigma and discrimination when
accessing mental health services. There was a view that
the ‘one-size ﬁts all’ approach to mental health services
does not take account of minority ethnic and religious
needs as supported by such comments as, “Further
discrimination takes place because of religion and skin
colour, this kind of bullying causes mental health
problems which can be hard to talk about” and that
‘‘Being of BME origin increases the risk of discriminatory
or abusive behaviour, including not getting needs met’.
People often found that care was not oﬀered because
professionals believed that they would prefer to ‘look
after their own’. GP services and the use of medication
to improve their mental health was considered to be
further evidence of services not being available to BME.
Scottish social attitude surveys indicate that there is a
correlation between the negative views expressed by
people with mental health diﬃculties and belonging
to a BME group which is compounded by stigma within
their own BME community. An example provided
included the Scottish Chinese community where it was
thought unacceptable for a person not to work because
of being mentally unwell, or to take drugs, prescribed
or not.

Experiences as a child of being beaten and abused over
some years by other children for speaking with an
English accent, and being told by adults such as teachers
that this is what they should expect, were described as
leading to lifelong mental health conditions, including
Post Traumatic Stress Disorder.

Lesbian, Gay, Bi-sexual, Transsexual
and Inquiring (LGBTI)

Respondents who identiﬁed as Lesbian, Gay, Bi-sexual,
Transsexual or Inquiring (LGBTI) shared their experiences
of their earlier lives when to express your sexuality
openly was a criminal oﬀence which led not only to
imprisonment but also (unwarranted) psychiatric
treatments.

PAGE 8

As respondents explained, “… for older LGBT men it was
illegal at one point to be gay, so the stigma then was
that if you were caught having same-sex relations you
would either be imprisoned or put on the sex oﬀenders
register for the rest of your life, all because you fell in
love”, and that for today’s older LGBTI people to have
come out then when homosexuality was highly
medicalised would have meant “…putting you in a
mental institution to get ECT therapy, a lobotomy or
a partial lobotomy”, “when I was younger and being
brought up in a Catholic school b as well made it
even more diﬃcult so there was more stigma and
discrimination, so trying to explore your sexual
orientation plus trying to talk about mental health”.

Some LGBTI respondents felt unable to be open about
their relationships to this day because “health
professionals make assumptions that everyone is
heterosexual” and that this extends to delivery of care,
even when “a partner had been the centre of their lives”.
It was suggested that many LGBTI people were very
isolated in older age as they had been the family carer
for ageing parents as it was perceived when they were
younger that they were perceived as ‘eternal bachelors’.
This was seen as a huge stigma by some respondents
because the gay men’s community is considered to be
ageist.

An important point raised was that stigmatising a person
on the grounds of their sexuality, even though this may
have originated many years previously, had longstanding
impact as it grew with the person.

Social Class

There was a view that while older people may be
subjected to patronising attitudes, in general, by
professional health workers, people who identiﬁed as
having done manual or lower paid work were more likely
to feel that they were treated less favourably. In contrast
mental health service users who had or held professional
occupations were less likely to see psychologists and
psychiatrists as stigmatising. This may support studies
which indicate that better educated people are more
likely to seek this range of therapies 8.
Examples include:
• A respondent from a wealthy family who had to
move to a poorer area because of lack of acceptance
from the family. However, being well spoken
compounded the stigma experienced in the new area
• A respondent whose job had once been well paid
experiencing the stigma of poverty when socialising
with previous acquaintances
• Many respondents who felt ‘talked down to’ or
ignored by professionals, particularly social workers
and doctors.

Suicide

A view was expressed that although public attitudes
to suicide had improved generally over time,
this was a generation for whom the stigma associated
to suicide continued into older age. 9

ii. The Media (broadcast, print and digital)

There was a general consensus that the media had
overall become increasingly positive in its portrayal
of mental health but that there was still a tendency to
perpetuate stereotypes which were counter-productive
to de-stigmatising mental illness. For example,
depression is frequently depicted as a woman’s issue
and young people’s mental health deﬁned by eating
disorders and self-harming, with the unintended
consequence of obscuring mental health needs of men.
To a large extent, the public media drive of the early
See Me national anti-stigma and discrimination
programme targeted men as they were, and still are,
underrepresented in mental health services.
The Samaritans’ research in 2012 7 addressed issues
relating to men over 50 and suicide, within the
context of social class.

When discussing how older people are represented in
the media, it was agreed that older people continue to
be shown as ‘vulnerable’, ‘dependent’ and, what many
described as a ‘burden’. This particularly applies to
reporting on the increased longevity of older people,
with a high surge of co-morbidity amongst 75 year olds
with what has been described as a ‘tsunami’ of needs.

Dementia and older people are regularly reported in the
media, particularly in relation to the ‘ageing population’
and the cost of care. However, older people living with
mental health conditions such as depression or anxiety,
as reported in the Scottish Government’s national
mental health strategy, (2012-2015:43) 10, are far
greater in number than older people with dementia,
with dementia accounting for less than 25% of all mental
health conditions requiring services.11 It was indicated
that, ‘… more older people experience depression and
anxiety than experience dementia and that there is a
need to respond to their needs. More than any other
group, older people are less likely to have mental illness
diagnosed and less than likely to receive treatment,
though prescribing data since 2010 would suggest that
this is improving and the mental health needs are
increasingly recognised’.

“more older people
experience depression and
anxiety than experience
dementia and that there
is a need to respond to
their needs”

4.2 Institutional/organisational
What is acceptable mental health?

Respondents viewed mental health and mental illness
as being distinctly diﬀerent, if not separate areas
(see Appendix 1, Table 3 for breakdown of conditions
experienced). Depression, stress and anxiety were more
widely viewed as acceptable whereas mental illnesses
such as personality disorders and psychotic conditions12
were seen in negative terms.

Views expressed by other mental health services could,
albeit inadvertently, add to perpetuating mental health
stigma such as, “I never thought I was ill, not like people
who have schizophrenia and things like that”, “Being told
you’ve got a personality disorder – well it’s you, your
personality, not the illness, what does that say?”,
“I thought we were talking about mental health, not
crazy people?’’ to “… reaction is negative – people
don’t get that BPD (Borderline Personality Disorder) is
a bit like autism in the sense that we can’t interpret the
reactions of others...”.

Where there would presume to be a need to inform
and create better understanding across society about
mental health, this does perhaps demonstrate the need
to be better focused on speciﬁc mental health illness if
we are to dispel mental health stigmas, once and for all,
regardless of the nature and diagnosis a person may
have been given.
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i. Age Restrictions

Mental health services

Respondents and mental health professionals agreed
that capping mental health services at the age of 65
was an act of age discrimination.

NHS Mental Health Services are generally provided
within three service categories – Children and
Young People, Adults and Older People and use
chronological age to diﬀerentiate between them.
Service users transitioning between these age-deﬁned
services has been a matter of much discussion because
of apparent diﬃculties for some to continue to receive
seamless delivery of mental health support. This
viewpoint is upheld by older mental health service users
who argue that for many there are no services for them
once they reach 65. As one respondent said, “I got
kicked out of my day centre when I turned 65”.

Mental health service users and those who work in older
people’s services (65 and over) consider the use of
chronological age as arbitrary because it does not reﬂect
changes in attitudes towards age and ageing of the
post-war baby boomer generation, nor of shifts in policy
regarding pension age and retirement. Moreover, what
services may be available to people over 65 may not
meet with their needs or expectations because of
‘age-old assumptions and service practices’ and what
some respondents felt lacked any intent of supporting
people to fulﬁl personal aspirations and develop their
potential in later life.

Separation of services by age can be justiﬁed under
equality legislation if it leads to better or the same
outcomes.13 However that is not the reported
experience of people who use older adult services.

Respondents and participants particularly
highlighted the following issues:

• That there were too few mental health services for
people 65 and over, regardless of need, and believed
that this was tantamount to age discrimination.
*There was an exception to this from two
organisational representatives who stated that age
capping services was positive because it enabled
older people to avoid competing with younger,
working age people for services (this in itself implied
a bias towards younger people).
• That they had directly experienced reduced access
to psychiatrists and community psychiatric nurses,
psychological therapies such as counselling,
medication reviews and advised to contact The
Samaritans if requiring support, irrespective of their
mental health diagnosis, although there is an
increased risk of developing neurotic disorders such
as depression and anxiety. One respondent stated
that, “She (psychiatrist) told me that she wouldn’t be
able to see me if my memory wasn’t a problem,
but that’s not why I see a psychiatrist”.
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“We know we’re not
giving older people
the service they need
because we have to
focus on dementia.”

• Formal letters received by older mental health
service users stated that their services were not
reduced following reviews, but simply because they
had reached the age of 65.

• Service users with dementia and those with what is
commonly referred to a ‘functional’ mental health
problems tend to be treated within the same older
adults services, but older people in the latter group
believe that they would only be a priority if they had
memory problems. This occurred even when older
people had clearly been referred for conditions such
as Schizophrenia. As one respondent commented,
“Over 65 services are weighted towards dementia, so
are not suitable for people with other mental health
conditions” and as one organisational representative
said, “You’ll be doing us a favour if you get the age
bar taken away. We know we’re not giving older
people the service they need because we have to
focus on dementia”.
• Access to self-directed support which is meant to
provide individualised care and support is mainly
about meeting basic needs and overlooks any
consideration of an older person’s personal life
aspirations. Self-directed support is not perceived to
support individual preferences.

• There were expressions of fear of losing places at day
centres and groups which provide social activities
and reduce isolation for people when they reach the
age of 65.
• A view was shared by respondents that care homes
do not address mental health conditions as part of
their overall support package, and that there was a
perception that they are institutionalised and
residents over medicated.

ii. Attitudes towards older mental health
service users by health and social care staﬀ
General medicine and nursing

Respondents cited diﬀerent experiences of how they
were treated in general hospitals as well as mental
health services believing that this was based on their
mental health diagnosis, their age or both.

This ranged from encountering or overhearing rude and
abusive remarks about themselves or other older people
such as, “…she said I was just a schizo and it doesn’t
matter what I said” to increased likelihood of diagnostic
overshadowing (when symptoms are not believed on
the grounds that the person is ‘delusional’, not listened
to or believed when they need services, or by staﬀ
putting them down) a factor which has been proven
to lead to early deaths of people with mental
health conditions.9 This created what respondents
described as a lack of credibility from professionals
towards them. They further commented that when they
took someone with them to appointments they were
much more likely to be believed, otherwise their
symptoms were often dismissed as being ‘all in their
heads’. As one respondent said, “Even after 15 years
with no episodes, the term ‘bi-polar’ determines any
conversation I have about my physical health”. Another
respondent said that on leaving her nursing home for a
meeting with Age in Mind, the nurse refused to let her
out, whispering to another nurse, “She thinks she’s going
to a meeting you know”.

Mental health

All mental health professionals, but especially
psychiatrists, psychologists and counsellors came in for
criticism from respondents and participants. A clear
separation was made however between what was
viewed as quality of service and how that service was
delivered by the individual practitioner. For example one
respondent described a psychiatrist who was “brilliant at
prescribing and probably saved my life” but who, at the
same time, made them feel small and worthless in their
interactions. Views of respondents ranged from,
“Nobody is telling me what is happening here and they
are making decisions about my life e.g. to sell my home,
the top man (psychiatrist) without having met me”,
“Many (mental health professionals) use meetings to put
people down, using jargon”, to “…and mental health
professionals, they talk at people like they are children”.

Forensic services

Several organisational representatives expressed the
view that the length of time that people diagnosed with
mental illness spent within forensic psychiatry, compared
to people who have committed crimes but have no
mental health illness could be several years, if not
decades. This was seen as having particular impact on
older people who are at an age that they should have
had restrictions lifted.

Mental health carers

Respondents who were also mental health carers
commented that by association with those they
cared for that stigma was also attached to them. This
was particularly expressed about forensic psychiatry.

Third sector mental health service providers

Mental health service providers, usually within the
third sector, attracted the most mixed responses from
respondents. Many respondents said that staﬀ held
positive attitudes towards mental health and acceptance
amongst peer service users made such organisations the
least discriminatory places to be. For many, positive staﬀ
attitudes towards their mental health, and the acceptance
of peers made those groups the least discriminatory
places to be. However, views were expressed about
how these organisations were run in that some actions
could be interpreted as perpetuating mental health
stigma, for example, “The GP, you can just walk in
when you’re ill with your mental health, but not here”
(reference to door entry system) and “There’s no
name on the door – who’s trying to hide us away?”

Other respondents commented that in the instances of
drop-ins or day services that they were not allowed in
early unlike everyone else, such as professionals for
meetings etc. who were admitted on early arrival, when
they said, “…not us, we have to stand in the rain”.

The Club House model was considered to be very
diﬀerent to the more traditional model of drop-in
centres, where it was suggested that “They expected
nothing better from us because we were mentally ill.
It’s discriminatory to have such low expectations – you
could have endless sympathy and enough tea to drown
yourself, but no-one expected anything of you”.

Equity of services to rural areas

Equitable access to mental health services is a commonly
stated problem by services users, irrespective of age,
but where there are evident reductions of services and
limited resources to one particular group, such as older
people, this was considered discriminatory by
organisational representatives.

Respondents said that there was resistance by older
people to using the internet, sometimes because older
mental health service users may not have personal
computers or IT skills, but mainly because connectivity
to broadband was poor in rural areas.

For many respondents, stigma has an association of
‘feeling ashamed’ about having mental health problems
and that living in rural communities made it diﬃcult
for them because it felt as if everyone knew. As two
respondents said, “There’s nowhere to be where
people don’t know your story, people are ashamed
and want to save face” and “I had to leave after my
breakdown – everyone knew”.
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Policy and the Law

Scottish Mental Health Strategy: A view was expressed
that despite Scottish Government publishing national
mental health strategies, little seems to have been
progressed to beneﬁt older people’s mental health in
later life. One organisational representative made
criticism of the9Scottish Government’s Mental Health
Strategy (2012–15:44)10 in respect of Commitments
20 and 21 where access to psychological therapies by
older people would be tracked alongside that of the
adult population and that, challenges and opportunities
will be identiﬁed around older people’s mental
health and outcome measurements developed: both
commitments were to be integral to developing work
around the integration agendas of the forthcoming local
health and social care partnerships across Scotland.
It appears that very little what achieved and if so,
late in the day.

The Scottish Government’s new 10 year national mental
health strategy (2017–2027)14 has also been heavily
criticised because very little is set out about older
people’s mental health and related activities.

Respondents raised issues relating to the use of Power
of Attorney and Guardianship which was seen as being
open to abuse. Examples were oﬀered of where family
members could impose restrictions on a person’s alcohol
or cigarette intake, for example. Studies have shown how
families have taken inappropriate control on an older
person (see Bytheway, Ward, Holland and Peach, Faculty
of Health and Social Care, Too Older: Older People’s
Accounts of Discrimination, Exclusion and Rejection,
Open University, 2007). (15)
One group felt so strongly about this issue that they
requested a separate network to deal with the issues
identiﬁed.

Money Beneﬁts and Employment

Respondents commented that some beneﬁt
entitlements such as Disability Living Allowance (DLA)
and Personal Independence Payments PIP) are only
available to people whose mental health need (or other
disability) arises before the age of 65. This inequity looks
set to continue with the introduction of the Social
Security (Scotland) Bill (2017).16
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...the majority of
respondents have
mental and physical
health conditions
and no additional
time is allowed for
complex assessment.

The current beneﬁts assessment regime was found to be
very diﬃcult for many people. Comments were made
and supported by respondents that “PIP interviews are
full of trick questions”. The limited time available for
assessment was also seen as discriminatory given that
the majority of respondents have mental and physical
health conditions and no additional time is allowed for
complex assessment.

Given that beneﬁt eligibility is assessed on the ability to
work and has to take account of current working age
criteria, many respondents said that they had been faced
with diﬃculties in ﬁnding employment because of
pre-existing mental health conditions over their lifetime
and with increasing age this had become harder. Such
discrimination was not taken into account during
assessment.

Respondents shared at times diﬀerent perspectives of
their experiences of employment from the view that,
“…they were determined to get me to take a job I knew I
couldn’t cope with” to “What’s the point of me coming
oﬀ beneﬁts, it’s not as if they’re going to ever help
me get a job”.

Respondents indicated that societal attitudes and
media reporting played a huge part in creating and
perpetuating mental health stigma because as mental
health service users they internalised negative
comments such as “… I am the same as the people they
are condemning for being lazy, living on beneﬁts”.

4.3 Personal attitudes and stigma

Out of 257 respondents and participants, only 14 stated they had never directly experienced stigma or
discrimination. When asked how many had experienced self-stigma, this was only marginally lower with 12
respondents saying they had never experienced self-stigma (see Table 4 below).
Table 4: Experience of discrimination, stigma and self-stigma (respondents only)
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Table 5 below shows the levels of stigma and discrimination experienced in diﬀerent aspects of daily living.
Table 5: Experience of stigma/discrimination from others

70
60
50
40
30
20
10

Ot
he
rs

Fr
Fa
ie
m
nd
ily
s/
aq
ua
in
ta
nc
es
Em
pl
oy
er
M
Ot
s
en
he
Co
ta
rm
lH
lle
ea
ag
ed
ue
lth
ica
s
l/s
Pr
of
oc
e
ial
ss
io
Ca
na
re
ls
Pr
of
es
sio
na
Ot
ls
he
Ne
rp
igh
eo
Jo
pl
bo
b
e
ur
Ce
yo
s
nt
u
re
d
o
/e
n’
m
tk
pl
no
oy
w
m
en
ts
er
vic
Se
es
rv
ice
E
ss
du
uc
ca
h
tio
as
n
ba
nk
s/
sh
op
s

0

Source of stigma/discrimination

PAGE 13

i. The Family

The most commonly experienced stigma, probably the
most painful and what often had far reaching impact,
was that which people received from their own families.
For many respondents, these experiences have
continued to aﬀect them well into later life. Studies
identiﬁed a reluctance within families to accept
members who have mental illness.17

ii. Friends and acquaintances

Respondents said that their former friends and
acquaintances, who upon knowing about their mental
health diﬃculties, distanced themselves from them.
This was experienced in diﬀerent ways – at its most
simplest – avoidance by crossing over to the other side
of the street to friends saying that they wouldn’t visit
them in ‘this place’, the psychiatric hospital.

Respondents gave examples of where they had no
contact with direct relatives – mothers and fathers,
siblings and own children. Without knowing the personal
circumstances of each respondent but through listening
to their experiences it is fair to say that their mental
illness or condition was identiﬁed as a causal factor in
their estrangement from the family.

Respondents said that they too began to feel that it was
better to avoid social situations, especially as it was
thought that people in group, if only in banter, were
more likely to make cruel jokes and comments about
others with mental health problems.

Questionnaire responses from a total of 8 women
indicated that their mental health had contributed to
abusive and violent behaviour from their partners which
had been a life shattering experience. One respondent
said that her “Husband was abusive and put me down,
telling people I was a nutter after I was hospitalised...
used my mental health against me to take my children
away”. Some of the women reported that they had not
seen their children for years and felt deep shame that
they could not even engage in conversations about
grandchildren as they didn’t know if they had any.

Some anti-social behaviours can be insidious as actions
are intended to single out people because of one or
more perceived idea about them by targeting others
from the same family. As one respondent said,
“My children were bullied and abused because of me”.
Other actions included, “....having stones thrown at
them, being called names and faeces being
put through their letterbox”.

This was reﬂected by respondents who said that, “Mum
told me to pull myself together” and that “My father
really didn’t want me to be seen as having a mental
health problem”. One respondent said that her daughter
told her that she did not want to see her again and that,
that was many years ago. Another respondent said that,
‘My family thinks you’re weak and stupid if you have
depression.’

iii. Neighbours/ people in the community

People with mental health problems are likely to
experience anti-social behaviour from their immediate
neighbours as well as from the wider community in
which they live as any other group deﬁned by other
equality characteristics. Being identiﬁed by additional
factors such as age, ethnicity or physical disability
increases their risk of being targeted and aﬃrms their
vulnerability.

Two respondents said that there was collusion between
psychiatrists and their partners who suggested that they
could let them know when their partners may require
further hospitalisation.
Several mental health professionals cited families as
stigmatising older people, particularly women, by
disregarding their mental health needs which made
them feel they couldn’t say they were too unwell to
babysit. One reported having had to intervene for the
sake of the child on several occasions when the
grandmother was very unwell.
As expressed earlier, where mental health stigma
had had a direct impact on an individual and led to
estrangement from the family, indications given were
that as they grew older they did so alone and were
more likely to experience loneliness and isolation and
increased risk of worsening mental health.
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Being identified by
additional factors such
as age, ethnicity or
physical disability
increases their risk of
being targeted and
affirms their vulnerability.

Deﬁning any actions above as hate crime is fraught with
complex issues of legal deﬁnition and while disability is
included within Scottish legislation, mental health does
not seem to have achieved much credence. Similarly
hate crime on the grounds of age has proven to be
diﬃcult, unless elder abuse which sets out clear
deﬁnitions and categories against which this can be
measured. But, as one respondent asked, “Hate crime –
is that when people in the street call you ‘psycho?’”

If, as respondents have indicated, social contexts harbour
gestures and language that can oﬀend, distress and
incite strong reactions from others, which can be both
physical and verbal, whether against an individual or a
group, or because of possession of a particular equality
characteristic, this should be described as a hate crime.

ii. Attitude changes experienced over time

When asked if their experience of discrimination
and stigma had changed as they grew older, most
respondents stated it had lessened (see Table 6 below).
However, a smaller number of respondents felt things
had not improved or had got worse: this is supported
in research evidence.19

Table 6: Changes experienced over time (respondents only)

4.4 Project findings and actions

Self-stigma is the most insidious form of stigma.
For people who are vulnerable by reason of their
mental ill-health of internalising direct or indirect
discrimination, the long term eﬀect of this on
mental health recovery is substantial. Respondents
gave wide ranging examples of how self-stigma
has aﬀected their lives. These included, “It has held
me back from joining in things”, “It’s stopped me
achieving and getting to where I want to be in life”,
“...I would put up with things, the self stigma wouldn’t
let me challenge” and, “…if a place made me feet bad,
I just wouldn’t go back”, “It makes me feel that people
who want to get to know me are sad, depressing,
lonely people, and it makes me not like them”.

i. Personal Appearance

Respondents raised issues of personal appearance
frequently commenting that they felt stigmatised for
not being ‘good looking’ in the way that society
attributes ‘good looking’. This was echoed by researchers
into ageing 18, including those researchers who
contributed their views to Age in Mind.
Ageing is not generally perceived as an attractive
attribute by society. But, when it is accompanied by
mental illness and that some medications have serious
side eﬀects such as weight gain, joint stiﬀness and skin
discoloration, this serves to reinforce self-stigma.
As one respondent said, “…when I’m ill, I hate the
way I look, can’t look in the mirror”.

Respondents added that relative poverty on account
of being unable to work was also a contributing factor
to self-stigma as they were unable to meet hairdressing
costs or to buy new clothes and so forth. As one
respondent said, “I underestimate myself, compare
myself to others, and feel inadequate. It’s all about
looks”.

No change

Some change

N/A: not ill when younger
Not sure

No response

Change for better
Change for worse

The reasons for improved experiences mental health
stigma, self-stigma and discrimination broadly fell into
3 categories:

Stigma and discrimination has reduced in society, with
younger people being identiﬁed by many as having
better attitudes towards mental health. This included
professional health and social care workers, families and
friends. For older people who had been in the mental
health system for decades, the ‘bizarre curative’ methods
and punitive regimes had lessened with some respondents
expressing views, such as, “I wasn’t allowed a boyfriend,
staﬀ wouldn’t let me”, “You don’t get tied to chairs any
more”, “They’re not allowed to hit us now are they”, and
“The drugs, the electric shocks – they can’t just do what
they like now, can they”?

Respondents have learned to avoid locations or
situations where they are likely to encounter stigma,
e.g. by not socialising as much or changing locations
or situations.

Personal circumstances had changed resulting in an end
to stigma e.g. respondents have become too old to be
required to work thus avoid discriminating employers
and stigmatising beneﬁts, bad marriages had ended or
family members who created stigma have now died.
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Older respondents felt that ageing had replaced mental
health as the dominant stigma in people’s lives. Growing
older and being old, was thought not to be valued, as
one respondent said, “It all starts at school, people who
are diﬀerent are taunted and teased, right from primary
school... now older people are ignored”. Age Scotland 20
recognised this, describing how ageism has a dramatic‚
detrimental eﬀect on older people which is often not
acknowledged.

Credit for reduced stigma in society was attributed to:
• celebrities speaking out
• increased education and campaigns
(some respondents mentioned ‘See Me’)
• more people now experiencing mental ill health
themselves
• an increasingly vibrant activist movement of people
with lived experience, and
• society no longer hiding people away in institutions,
bringing mental health and other previously
stigmatised groups into mainstream life.
One respondent summed up the views of many:
“I’m no longer with my husband so don’t face that
discrimination, and I don’t face the discrimination
of employers (now retired). Also I no longer have to use
services in (area where participant previously lived)
where the worst of hospital staﬀ are employed, as I
don’t live there now, and I ﬁnd younger professionals
are less discriminatory, better and more listening”.

iii. What was positive about having
a mental health condition?

A total of 128 respondents were asked what had been
positive about having a mental health condition.
Of these 20 did not answer the question, and only 14
said they could not ﬁnd anything positive.
Some positive outcomes included, “I met my husband in
hospital”, “I’ve become more outspoken and I am a much
stronger person”, “When you’ve had your head being
pulled oﬀ (a hallucination) you jump for joy when you
realise it’s still on you, most people take that for
granted”, and “Giving up work (because of my mental
health) was hard, but it makes my caring role easier”.

5.0 Activities and outcomes

Each change network was tasked with selecting up to
three issues they wished to progress from those
identiﬁed by interview respondents and survey and
focus group participants in Stage One of the action
research project.
As previously stated, a simple paradigm of discrimination
was used to categorise identiﬁed issues, namely issues
Societal, Institutional or Personal, of the selected issues
by change networks fell into the latter two, Institutional
and Personal.
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5.1 Institutional discrimination
i. Theme – Age Capping at 65 of Older
People’s Mental Health Services
Key Objective

To ensure that older people experiencing mental health
diﬃculties are not discriminated against in accessing or
transitioning from Adult Mental Health Services because
of an age cap of 65 (Central, West and East of Scotland
change networks).

Main Activities

• Meeting with various MPs, MSPs, Scottish
Government, and leads and professionals in Health,
Social Care and Older people services in each area,
including the Minister for Mental Health
• Scottish Parliamentary event to raise attention
of the age cap restriction and its impact on mental
health in later life (70 attendees)

• Representation at Scottish Parliamentary Cross Party
Working Group for Older People and Mental Health
• Involvement of mental health drama groups to
showcase the issues, including performance at the
Edinburgh Festival by the Alma Drama group.

Outcomes

There has been some acceptance from the Scottish
Government that older people’s mental health issues
have not been addressed in the new 10 year Mental
Health Strategy and, of the importance of continued
representation of older people’s voices of functional
mental health conditions.

In the longer term, this representation will be achieved
through membership of the Scottish Government
Biennial Forum which will review the 10 year Mental
Health Strategy.

ii. Theme – Diagnostic Overshadowing
Key Objective

To identify diagnostic overshadowing of physical health
in people with mental ill-health as a major risk to health
and well-being overall (West and East of Scotland change
networks).

To improve professional attitudes of generic health p
rofessionals towards people with mental health
conditions (West and East of Scotland change networks).
*It was decided to focus on general nurses (now known
as Adult Nurses) as there was general agreement that
this was the professional group that was most likely to
have increased contact with mental health service users
as they grew older.

Main Activities

• A research paper produced showing huge variations
in standardisation of mental health content in
general ‘Adult’ nurse education across Scotland

• Development of a simple plan which will allow
for standardisation of good practice of mental health
content in the education of generic Adult nurses in all
Scottish universities
• Meetings with Scottish Government and Minister
for Mental Health, senior representatives of the
Royal College of Nursing and managers of local
health services.

Outcomes

A training plan is available to promote positive attitudes
towards mental health within Adult Nurse Education.
See Me, the national anti-mental health stigma and
discrimination programme, will take this forward as part
of their new remit to specialise in health and social care.

iii. Policy and the Law
Key Objective

To propose changes to the Power of Attorney for people
with mental ill-health whose condition ﬂuctuates and for
whom the current arrangements in place do not take
this into account and are therefore not personalised to
the individual (Thematic change network based in
Edinburgh).

Main Activities

• Joint working by the change network with the Oﬃce
of the Public Guardian and Solicitors for Older people
to develop a solution

• Led by Solicitors for Older People proposals for
amendments to current documents set out and
revised personalised sample and guidelines proposed
by change network members
• Will be adopted by the Oﬃce of the Public Guardian,
Solicitors for Older People Scotland, and a number
of older people’s organisations are supporting
dissemination of the information.

Outcomes

A simple solution is in place, which will be delivered
through the work of Solicitors for Older People
Scotland, to lead to better quality day to life and much
more control for people who lose elements of their
mental capacity in older age.

5.2 Personal Discrimination
i. Theme – Self stigma
Key Objective

To improve awareness of and understanding of mental
health self-stigma and its impact on older people
through production of training and multi-media formats.

Main Activities

• Training programme: A training programme was
developed and piloted to enable people with lived
mental health experience and professionals to
understand how stigma can lead to self-stigma,
and how this impacts on people’s day to day lives.

Two workshops on self-stigma were developed and
delivered in Central Scotland and Fort William.

Outcome

A self-stigma programme has now been completed.

• Family Stigma: (Central, West and East of Scotland
change networks):
Funding secured to commission ﬁlm-makers to
produce two ﬁlms about family stigma for
distribution to wide ranging audiences about mental
health stigma and families
Filming of personal stories of people with lived
mental health experience
Involvement of a mental health drama group,
Acumen, to showcase the issues of family stigma
Ran a press campaign regarding family stigma, which
was reported in the Herald, and also in 9 local
newspapers, a few websites and on social media.

Outcomes

Two ﬁlms have been produced based around the theme
of mental health and family stigma which will be shown
at Scotland’s LUMINATE (Older People), and SMHAFF
(Mental Health) ﬁlm festivals, and in other location to
inﬂuence positive change in relation to family stigma.

ii. Theme – Hate Crime, or hate incidents
(Highland Change Network)
Key Objective

To recognise stigma and discrimination of older people
with mental health diﬃculties as a hate crime.

Main Activities

Discussions with Highland Council Equality team, Police
Scotland, Birchwood Highland and HUG (Highland User
Group) and a Renfrewshire based group will work
together to train volunteers to support the reporting of
hate crime, including increasing awareness of what
constitutes hate crime towards mental health and ageing.
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APPENDIX ONE
Demographics of Respondents
Table 1a: Age of respondents

Table 1b: Age of participants and respondents
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Note: With the exception of the comparator focus groups, 3 carers and one person were aged 49, all other
respondents were aged between 50 and 96.
Table 2: Interviews and Surveys

Gender
55 men, and 64 women, 2 transgender people, 8 people preferred not to say

Race/ethnicity
111 White Scottish /British people, 6 White Other people, 2 Asian / Asian Scottish people,
1 Mixed race person, 3 Other, 6 people preferred not to say*

Disability
79 people who have learning and/ or physical disabilities, in addition to mental health problems,
27 people had no additional disabilities, 4 people were unsure and 18 people preferred not to say*

Geographical area
1 person from Ayrshire and 1 person from Arran, 27 people from Forth Valley, 31 people from Greater
Glasgow and Clyde (6 people were from Renfrewshire), 11 people from Lanarkshire, 22 people from
the Lothians, 33 people from Highland, 1 person from Tayside, 3 people preferred not to say*

Sexuality
88 people identiﬁed as heterosexual, 5 people identiﬁed as gay / lesbian, 1 person identiﬁed as bisexual,
12 people ticked ‘other’ (of whom 6 are asexual), 1 person of indeterminate sexuality and 22 people
who preferred not to disclose their sexuality*

* In the highest number of cases, where ‘prefer not to say’ is the recorded response, the format used was a Survey Monkey
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Demographics of Respondents
Table 3: Mental Health Condition
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Note: Respondents experienced a range of conditions often reporting more than one

Table 7: Age of initial experience of mental health problems
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Note: This table illustrates the age at which respondents were diagnosed with mental health conditions.
The majority had experience throughout their adult lives, and were therefore well placed to comment
on changes over time.
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Demographics of Respondents
Table 8: Working Life

Qualiﬁed professional

Self employed / Trade

Admin

Caring role

Other / No response

Production

Work in others’ homes

Manual Labour

Management / Consultancy

Supportd employment

Public services

Note: Of the 129 respondents, 8 did not respond to the questions. 4 of the remaining 121, 6 were currently
employed (including 2 in supported employment with mental health organisations). However, all but three
had been employed in the past, mostly for many years.
Table 9: Services used to improve mental health
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Note: Respondents were asked which services they had used to improve their mental health. 117 of the 118
people who responded to the question had been involved in services, and most people had used several
services. The range and usage is indicated in Table 9.
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Age in Mind, a three year project to challenge mental health stigma and discrimination
of people aged 50 and over in Scotland, was a collaborative partnership between the
Scottish Mental Health Co-operative (SMHC), (a company comprising of many of
Scotland’s local Mental Health organisations) and See Me, the national campaign against
mental health stigma and discrimination.
Action in Mind, working under the auspices of the Scottish Mental Health Cooperative,
led this national project across four project sites in Scotland, supported by the Project
Management Group.

The key objective of Age in Mind was to identify one or more issues of stigma and
discrimination that aﬀect older people with lived experience of mental health, and to
create positive outcomes through the creation of Change Networks in each of the
project sites. At the heart of the project, and central to each Change Network, are older
people with direct lived experience of mental health working with local organisations
and services.
Age in Mind is funded by the national anti-stigma and discrimination programme
with additional funding from Birchwood Highland and Awards for All

The Scottish Mental Health Co-operative is a Private Limited Company by guarantee without
share capital use of ‘Limited’ exemption, Company Registration Number SC37159
Tel: 01698 476 726

www.smh-co-op.co.uk

