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Abstract

This study aimed to explore the stigma and perceptions surrounding mental health among older women receiving domiciliary care, with particular attention to how historical experiences and societal attitudes influence their willingness to discuss emotional well-being. A qualitative research approach was used, employing semi-structured interviews with participants. Data were analysed thematically to identify patterns in beliefs, attitudes, and experiences Four female participants aged 60 and over, all receiving domiciliary care support, took part in the study. Thematic analysis revealed four key themes: fear of institutionalisation, generational silence and cultural expectations, the impact of personal loss, and the role of relational support. Participants expressed reluctance to discuss mental health due to past stigma and societal norms but showed openness when trust and empathy were present in care relationships. Understanding older adults' perspectives on mental health stigma is crucial for developing targeted interventions that encourage open discussions and reduce barriers to seeking support.














[bookmark: _Toc196510338]Chapter 1: Introduction and Literature Review
[bookmark: _Toc196510339]1.1 Introduction 
[bookmark: _Toc196510340]Mental health in older adults is a critical issue that is often overlooked, particularly in community-based settings such as domiciliary care. Despite an increasing awareness of mental health concerns, many older individuals hesitate to talk about their struggles due to persistent social and generational stigma. As a domiciliary care worker, I have noticed that conversations regarding mental health are frequently avoided or met with discomfort. Stigma plays a significant role in this issue; Cattan et al. (2005) points out that stigma and isolation discourage older adults from seeking support, while Hinshaw (2007) emphasizes how societal attitudes disregard them and obstruct open discussions.
Older adults encounter unique psychosocial stressors, including bereavement, chronic illness, and social isolation, which heighten their vulnerability to mental health difficulties (Laidlaw et al., 2007). However, they are less likely than younger individuals to seek psychological support (Gum et al., 2006). Many seniors grew up at a time when mental illness was heavily stigmatized, fostering a culture of shame and silence (Karel et al., 2012). Even today, these historical influences continue to affect their willingness to seek help, despite broader societal advances (Laidlaw, Thompson, & Coyle, 2010). Goffman’s (1963) theory of stigma provides a valuable perspective for understanding how mental illness can result in a "spoiled identity," particularly among older adults. In his earlier work (1961), he described psychiatric hospitals as "total institutions," where harsh treatments like restraint, electroconvulsive therapy (ECT), and lobotomies stripped individuals of their dignity and independence. These experiences left lasting societal scars, instilling fears that seeking help meant losing one's freedom.
Institutionalization, often involving long-term confinement away from families, fostered distrust of psychiatric services. For many older adults, memories or knowledge of this era evoke fears of being "locked away," making them hesitant to seek support even today. This fear, combined with ongoing stigma, connects mental health treatment to the loss of independence and social rejection. Goffman's concept of "spoiled identity" also explains how older adults internalize stigma, leading to feelings of shame, isolation, and a reluctance to seek help. Addressing the historical trauma of institutionalization is crucial for enhancing mental health support for this society.
Furthermore, gender roles and generational expectations shape perceptions of mental health. Older women, in particular, face pressure to exhibit strength, emotional restraint, and prioritize caregiving, which discourages them from acknowledging psychological distress (Mahalik et al., 2003). Societal pressures, along with internalized stigma and fear of judgment, continue to reinforce silence and avoidance of seeking help (Corrigan, 2004; Vogel et al., 2006). This study focuses on older women receiving domiciliary care, who face distinct vulnerabilities. Through semi-structured interviews and thematic analysis, it aims to explore how stigma is experienced and navigated in everyday care interactions. By amplifying their voices, this research seeks to address gaps in the literature and inform more sensitive, inclusive mental health support for older adults.

[bookmark: _Toc196510341]1.2 Background and Context
The aging population in the UK is on the rise, leading to an increase in mental health issues such as depression, anxiety, and loneliness . Depression affects around 22% of men and 28% of women aged 65 years and over, yet it is estimated that 85% of older people with depression receive no help at all from the NHS. (Mental Health Foundation, 2023). Older adults face increased risks due to social isolation and declining physical health, yet only about one-third of them seek help for their mental health problems (Royal College of Psychiatrists, 2018). Barriers to accessing support include a lack of awareness, difficulty recognizing symptoms, and stigma.
Mental health services for older adults are limited, particularly in domiciliary care, which further delays access to necessary support (Age UK, 2021). Fear of judgment and concerns about being labelled as 'frail' or 'weak' contribute to reluctance in seeking help, resulting in delayed diagnoses and poorer outcomes (Gulliford et al., 2009). The historical stigma surrounding mental illness, influenced by generational attitudes, continues to affect perceptions today, especially among older women. Social expectations have traditionally encouraged women to prioritize caregiving over self-care, which further establishes internalized stigma (Mental Health Foundation, 2023)
Community-based interventions play a vital role in promoting mental health among older adults. Lee et al. (2021) emphasized the advantages of programs such as befriending schemes and digital engagement  however, inconsistent outcome measures limit the ability to draw complete conclusions about their effectiveness. Mackenzie et al. (2019) found that while older adults reported lower perceived stigma, self-stigma remained a barrier to seeking help. This study highlighted the necessity for interventions that address internalized shame, although its reliance on self-reported data may affect the generalizability of the findings. 
Historically, research has concentrated on younger populations (Henderson et al., 2013), often overlooking older adults due to the assumption that mental health decline is a natural part of aging (Karel et al., 2012). As a result, older adults are frequently viewed as merely passive welfare recipients, and they may even be accused with burdening younger generations (Hudson, 2012). Ageism may be exacerbated by the belief that senior citizens are less valuable or irrelevant to society. Quantitative studies frequently fail to consider the nuanced personal and cultural factors that can influence an older adult's reluctance to seek help (Conner et al., 2010). This makes qualitative research essential for capturing the complex emotional and historical experiences of older adults, especially those in domiciliary care.

1.3 Mental Health Stigma and Ageing
[bookmark: _Toc196510342]
Stigma refers to the negative beliefs, attitudes, or behaviours directed toward individuals based on certain characteristics, such as mental illness (Goffman, 1963). Corrigan and Watson (2002) differentiate between public stigma, which includes societal attitudes toward mental illness, and self-stigma, where individuals internalize these negative views, leading to feelings of shame and diminished self-esteem. For many older adults, particularly women, acknowledging mental health struggles can feel like an admission of failure, stemming from cultural norms that perceive mental illness as a personal weakness (Gulliford et al., 2009). This internalization may delay the recognition of symptoms and the willingness to seek help. Older adults often downplay their symptoms, attributing them to the natural aging process rather than legitimate health issues (Conner et al., 2010). Additionally, older women experience a dual stigma based on both age and gender, which societal expectations discourage expressions of distress (Hinshaw, 2007). 
Goffman’s (1963) foundational work remains influential but is somewhat general, focusing on "total institutions" like psychiatric hospitals rather than the everyday stigma experienced by older adults. His theory could benefit from a more in-depth exploration of self-stigma in the context of seeking treatment. While Corrigan and Watson’s (2002) model enhance our understanding of stigma's impact on help-seeking behaviour, it does not fully address age-related variations, indicating a need for more age-sensitive frameworks. Gulliford et al. (2009) provide valuable insights into how older adults tend to minimize mental health concerns however, their focus is largely on severe mental illnesses, which limits applicability to milder conditions. Moreover, the reliance on self-report measures raises concerns about potential bias. Future longitudinal and mixed-methods research could help strengthen our understanding of these issues.
Conner et al. (2010) emphasizes the importance of culturally sensitive interventions for older African American adults. However, the demographic focus limits the broader applicability of their findings. Similarly, Hinshaw’s (2007) exploration of the intersection of stigma with age and gender provides valuable insights but mainly addresses younger populations, leaving the experiences of older women insufficiently examined. As a result, practical strategies to reduce stigma among older adults are still lacking. Overall, the research reviewed enhances our understanding of the impact of stigma on the mental health of older adults, particularly women. However, significant gaps persist, including a reliance on self-reported data, a narrow demographic focus, and a lack of longitudinal studies. It is essential to address these gaps through more inclusive, diverse, and methodologically varied research to effectively combat stigma

1.4 Impact of Mental Health Stigma on seeking help
[bookmark: _Toc196510343]Stigma plays a significant role in whether older adults seek help for mental health issues. Mackenzie et al. (2008) identify perceived stigma as a major barrier to accessing services. Many older individuals fear being judged or dismissed, a reluctance that stems from generational beliefs that view mental health struggles as private or shameful (Thornicroft et al., 2007). 
Additionally, mistrust of mental health services, fuelled by outdated perceptions of care and fears of institutionalization, discourages open discussions about mental health (Cattan et al., 2005). Many older adults also worry about burdening their family or caregivers, which further increases their hesitation. In home care settings, feelings of isolation can increase when healthcare professionals seem dismissive, leading to disengagement (Sirey et al., 2001). Sirey et al. (2001) found that older adults experiencing depression often avoid seeking professional help due to fears of being perceived as weak or burdensome. Corrigan et al. (2006) highlight how societal stigma and internalized shame deter individuals from seeking care, particularly when services appear to be aimed primarily at younger populations. González et al. (2010) further emphasizes the mistrust felt by minority older adults, but their findings suggest broader implications for older adults in general.
While Mackenzie et al. (2008) provides important insights into the impact of stigma, they do not fully explore the sociocultural factors that shape perceptions of mental health. Future research could investigate how changing cultural norms influence stigma across different generations and backgrounds. Similarly, although Thornicroft et al. (2007) address the fear of being stigmatized by healthcare professionals, they could also examine how improved training might help mitigate this issue. Additional studies could investigate how stigma varies between community-based and institutional care settings.
Cattan et al. (2005) highlights the fears that older adults have about becoming burdens, but their work could delve deeper into how caregiver attitudes influence this reluctance. Investigating the psychological toll on caregivers themselves could also enhance our understanding of the issue. Sirey et al. (2001) points out that dismissal by healthcare providers impairs feelings of isolation, but they primarily focus on individual psychological experiences rather than addressing wider systemic barriers, such as the availability of services.
Collectively, these studies demonstrate that stigma is deeply interconnected with personal history, societal attitudes, and systemic challenges. However, reliance on self-reported data and limited attention to diverse subgroups, such as variations across ethnicity or socioeconomic status, leaves significant gaps. Future research should take a broader perspective, exploring how caregiving dynamics, cultural attitudes, and social isolation interact to shape mental health stigma among older adults.

1.5 Critical Evaluation, Theoretical Perspectives, and Research Gaps

Research indicates that older adults often encounter mental health stigma, primarily due to generational beliefs, fears of institutionalization, and concerns about being a burden. However, many studies on this topic lack depth. Historically, empirical work has focused more on younger populations (Henderson et al., 2013), assuming that mental health struggles are a "normal" part of aging for older adults (Karel et al., 2012). Most quantitative studies rely on standardized scales, which, while useful, often fail to capture the emotional, cultural, and historical factors influencing older adults' reluctance to seek help (Conner et al., 2010). In contrast, qualitative research delves into the complex feelings of shame, silence, and fear that surround mental health issues for older generations (Laidlaw et al., 2010). This focus is particularly important in domiciliary care settings, where support is provided in the home, fostering natural trust-building and meaningful atmosphere.
[bookmark: _Toc196510344]This study utilizes Link and Phelan’s (2001) model of stigma, which defines stigma as a societal process involving labelling, stereotyping, separation, and discrimination within unequal power structures. This framework is especially relevant for understanding older adults, many of whom grew up in an era when mental illness was heavily stigmatized and often led to institutionalization. Such experiences have reinforced feelings of disregarding, making it challenging for older individuals to openly acknowledge their mental health struggles.
The Life Course Perspective (Elder, 1994) emphasizes how early social contexts leave lasting impressions that shape lifelong attitudes toward mental health. Older women, particularly those raised during times when resilience was expected and emotional needs were often overlooked, are especially vulnerable to internalized stigma. This stigma can prevent them from seeking help even later in life. Many of these women have lived through eras of institutionalization or have witnessed loved ones endure harsh treatment in psychiatric settings, leading to a profound fear of being labelled as "frail" or "weak."
Despite increased awareness of mental health issues in older adults, a significant gap exists in research that connects theoretical insights with the lived experiences of older women in domiciliary care. Most studies generalize older adults or concentrate on institutional environments, neglecting the stigma that operates in home-based care settings, where the risk of isolation and disconnection from formal mental health services is heightened. By centring the voices of older women in domiciliary care, this study seeks to deepen our understanding of their unique experiences. It aims to inform the development of more person-centred, stigma-sensitive training programs for care workers, promoting open discussions about mental health and fostering dignity in later life.
1.6 Rationale for the Study

Despite increasing awareness of mental health challenges among older adults, there remains a significant gap in understanding the unique experiences of older women in domiciliary care. Much of the existing research on mental health stigma has focused primarily on institutional settings or general older populations (e.g., Mackenzie et al., 2008; Thornicroft et al., 2007). Few studies have specifically examined the perceptions and help-seeking behaviours of older women receiving home-based care. This study aims to address that gap by exploring how stigma influences older women’s perspectives, feelings, and willingness to seek support.
By considering the voices of these individuals, the research provides valuable insights for developing more person-centred and stigma-sensitive training for care workers. As a domiciliary care worker, I am uniquely positioned to facilitate open discussions about mental health, fostering environments where older adults feel empowered to express their needs without fear of judgment. This aligns with calls for increased mental health awareness and improved caregiver training in community-based settings (Cattan et al., 2005).
The findings of this study can inform both care practices and policy development, ensuring that mental health support for older women is accessible, compassionate, and responsive. Older women in domiciliary care face unique challenges such as isolation, chronic health issues, and internalized stigma stemming from historical gender roles, which increase their vulnerability (Cattan et al., 2005). These experiences are often overlooked in broader discussions about mental health.

Domiciliary care provides a unique opportunity to engage with individuals in their own environments, offering valuable insights into the real-world barriers to mental health support. However, many older adults receiving home-based care feel that their mental health needs are not adequately addressed and often feel disconnected from formal services. Concentrating on this group ensures that care practices are better tailored to their specific needs, thereby promoting dignity and well-being. Understanding these nuances can lead to more effective interventions, reduce stigma, and improve the overall quality of domiciliary care. This research aims not only to enhance mental health support but also to encourage a more compassionate, person-centred approach to care for older women in the community.
[bookmark: _Toc196510345]
1.7 Aims and Research Questions
Aims:
· To explore the perceptions of mental health among older adult women in domiciliary care.
· To understand the experiences of stigma they face and their attitudes towards seeking mental health support.
Research Questions:
· What are the perceptions and beliefs about mental health among older women receiving domiciliary care?
· How do older women describe their experiences of stigma related to mental health?
· What factors might prevent or encourage older women to discuss their mental health openly?


























[bookmark: _Toc196510346]Chapter 2: Method

[bookmark: _Toc196510347]2.1 Design
For this study, I chose a non-experimental qualitative design and conducted semi-structured interviews to explore how older women perceive mental health and experience stigma. I opted for a qualitative approach because it allows for a deeper and more personal understanding of participants' lived experiences, particularly regarding sensitive topics like mental health. The flexibility of semi-structured interviews makes them ideal for this kind of research, as they provide a context of questions while giving participants the freedom to express their thoughts in greater detail. This method helped me capture insights shaped by personal, cultural, and generational factors (Braun & Clarke, 2006; Creswell & Poth, 2018). 
By using this approach, I aimed to focus on the participants' voices, allowing for a more person-centred understanding of their experiences with mental health. In analysing the data, I looked for key patterns and themes that emerged from the interviews. I employed thematic analysis (Braun & Clarke, 2006) to identify, organize, and interpret significant themes in the data. This method enabled me to delve deeper into how stigma affects help-seeking behaviour and perceptions of mental health among older women. I also adhered to all ethical guidelines, ensuring that participants provided informed consent and that their confidentiality was maintained throughout the process.

[bookmark: _Toc196510348]2.2 Participants
The study involved four female participants, all aged 60 or over, who were currently receiving domiciliary care services. Purposive sampling was used to select participants who met the criteria: they were over 60, female, and receiving support from a domiciliary care worker. The participants’ ages ranged from 63 to 87 years, with a mean age of 74.5 years (SD = 9.8). All participants identified as White British. This sampling technique was employed to ensure that the sample directly addressed the research questions and that the participants had relevant experiences with mental health stigma. Participation was voluntary, and all individuals provided written informed consent before taking part in the study.

[bookmark: _Toc196510349]2.3 Materials
The primary material used was a semi-structured interview guide that I developed, drawing from existing literature on mental health stigma and older adults. The guide consisted of open-ended questions designed to explore participants’ understanding of mental health, their attitudes and beliefs, and their comfort level in discussing mental health issues. A printed copy of the interview guide is included in the appendices. To ensure accurate transcription and analysis, the interviews were audio-recorded with verbal consent from participants, using a secure mobile device. The recordings were stored securely, and all data were anonymised during transcription.
The interview was divided into five sections:
1. Demographic Questions (to provide context, not used for thematic analysis):
· How old are you?
· What did you do for work?
· How long have you been receiving care?
· Do you live alone or with family?

2. General Perceptions of Mental Health:
· What does the term “mental health” mean to you?
· Do you think mental health problems are common among people your age?
· How do you think mental health differs from physical health?

3. Stigma and Attitudes Toward Mental Health:
· How did people talk about mental health when you were younger?
· Do you think there is stigma around mental health in older people?
· Have you ever felt uncomfortable talking about your own mental health? Why or why not?

4. Experiences with Mental Health and Help-Seeking:
· Have you or someone you know ever struggled with mental health? How was it handled?
· Would you feel comfortable seeking professional help for mental health? Why or why not?
· What kind of support do you think older adults need for their mental well-being?

5. Solutions and Perspectives on Change:
· What could be done to encourage more open discussions about mental health among older people?
· Do you think mental health services are accessible for older people?
· What advice would you give to younger generations about mental health?
The interviews were audio-recorded, and the recordings were transcribed precisely for analysis.

[bookmark: _Toc196510350]2.4 Procedure

After receiving ethical approval from my university and permission from my manager, I identified four suitable participants based on the established criteria. I approached each participant individually during my regular domiciliary care visits, explaining the purpose of the research and providing them with an information sheet and consent form. All participants signed the consent form prior to participation. Interviews were conducted in the participants' homes during regular care visits and typically lasted between 20–30 minutes. I ensured a quiet and private environment to minimise distractions. During the interviews, I reassured participants that there were no right or wrong answers and that they could withdraw at any time without consequence. Audio recordings were made with verbal consent, ensuring that the data could be transcribed accurately. These recordings were stored securely and anonymised during transcription to protect participants’ confidentiality.
To ensure anonymity, participants were assigned pseudonyms, and all data, including notes and consent forms, were stored securely. The study adhered to ethical guidelines, including obtaining informed consent, maintaining confidentiality, and minimising any potential distress during the interviews. A debrief sheet was provided to participants after the interview, which outlined the study’s aims and answered any questions participants had. All interviews were transcribed verbatim and analysed using a phenomenologically informed thematic analysis approach, focusing on identifying recurring themes related to mental health stigma and help-seeking behaviours.

[bookmark: _Toc196510351]2.5 Ethical Considerations
Ethical approval was sought from the university’s research ethics committee prior to conducting the study, ensuring that all procedures complied with ethical guidelines. The key ethical considerations for this study included: Informed Consent: Prior to participation, all participants were provided with an information sheet outlining the study’s purpose, the voluntary nature of their involvement, and their right to withdraw at any time. Consent was obtained through a signed form, and participants were given the opportunity to ask questions or seek clarification.
Confidentiality: Participants' privacy was safeguarded by assigning pseudonyms to protect their identities. Data was securely stored electronically on a mobile device with password protection. All audio recordings were encrypted, and the transcriptions were anonymised before analysis to further protect confidentiality. No printed copies of the data were made to ensure that all personal information remained secure. Minimising Distress: Given the sensitive nature of the topic, particular attention was paid to ensuring participants felt comfortable throughout the interview process. The interview questions were designed to be non-invasive, and participants were reassured they could skip any question they were uncomfortable with or withdraw from the study without consequences. Participants were also provided with a debrief sheet after the interview, which included contact information for mental health services should they feel distressed following the interview.
Data Storage and Security: All data, including consent forms, interview notes, and audio recordings, were stored securely in accordance with data protection regulations. Recordings were securely transferred and stored on encrypted devices, and any personal identifying information was excluded from the analysis to maintain confidentiality.
[bookmark: _Toc196510352]Chapter 3 : Results 

[bookmark: _Toc196510353]3.1 Introduction to Analysis
This chapter presents the findings from four semi-structured interviews with older women receiving domiciliary care. The data were analysed using Braun and Clarke’s (2006) six-phase framework for thematic analysis. The goal was to explore: How do older women perceive and experience stigma surrounding mental health, particularly in relation to historical institutionalisation and societal attitudes? The findings are organised around three superordinate themes, each of which is supported by several subordinate themes. These superordinate themes are: (1) Silence and Suppression, (2) Emotional Struggles, and (3) Coping and Support Networks. Each theme is illustrated with quotes from the participants, with references to specific transcript lines for transparency. A summary table and a diagrammatic representation of the theme structure are included.
[bookmark: _Toc196510354]
3.2 Familiarisation Phase
Following Braun and Clarke’s (2006) six-phase framework for thematic analysis, the familiarisation phase involved an in-depth engagement with the data to develop an initial understanding of the participants' lived experiences. Each interview was transcribed verbatim and carefully reviewed multiple times to immerse myself fully in the content. This process was crucial not only for accuracy but also for capturing the emotional tones and unspoken tensions that emerged during the interviews. During this phase, I took notes on emerging ideas, emotional language, tone, and repeated expressions. Several early observations included a shared reluctance to discuss mental health, references to institutionalization, and expressions of grief, guilt, or shame. These recurring themes provided the foundation for the later development of codes and themes. As I re-read the transcripts, I began to note instances where participants hesitated, became emotional, or used phrases like “you just carry on” or “they’d send you away,” which suggested deep-rooted social norms and fears.
I also maintained a reflective research journal to document my initial thoughts and reactions. As someone working in domiciliary care, I was mindful of the potential influence of my own experiences and biases. Reflexivity was therefore essential to ensure that I remained focused on the participants' meanings rather than imposing my interpretations too early. These insights formed the basis of the initial coding framework, which is summarised in Table 1 below.

[bookmark: _Toc196510355]3.3 Table 1 
Themes Identified in Participants' Interviews
	Superordinate Theme 
	Subordinate Theme 
	Quote
	Line Reference 

	Silence and Suppression
	Fear of Institutionalisation
	“You couldn’t tell anyone you were struggling… they’d send you away”

	Participant A, Line 2

	
	Keeping Quiet to Cope
	“I didn’t want anyone knowing how I felt… you just carry on”

	Participant B, Line 6

	
	Distrust in Services
	“They used to treat people like they were mad… I still don’t trust them”
		Participant D, Line 10



	




	Emotional Struggles
	Internalised Shame
	“I always thought it was my fault, like I was weak”

	Participant C, Line 12

	
	Loss and Loneliness
	“After my husband died, I didn’t know who I was anymore”

	Participant B, Line 14

	
		Anxiety and Worry



	



	“I worry all the time now… and I know I shouldn’t, but I do”
	Participant A, Line 16

	Coping & Support Networks
	Religion and Faith
	“I pray every day; it helps me feel less alone”
	Participant D, Line 18


	
	Peer Support & Friendship
	“Talking to others who understand makes all the difference”
	Participant C, Line 21

	
	Family Encouragement
	“My daughter encouraged me to speak to someone. She said it’s nothing to be ashamed of”
	Participant B, Line 23




This table  presents the superordinate and subordinate themes that emerged through thematic analysis. The findings suggest that silence and suppression, emotional struggles, and coping mechanisms are central to understanding older women's experiences with mental health and stigma. Each theme is supported by direct quotes from participants, illustrating the nuanced and often hidden emotional experiences of this group. Silence and Suppression was a strong theme, with women recalling how mental health was never talked about. Many were afraid to speak up due to the fear of being institutionalised or labelled as "mad." This led them to keep quiet and deal with their emotions alone, often without trusting support services.
Emotional Struggles shows how deeply these experiences affected them. Feelings of shame, grief, and anxiety were common. For some, losing a partner left them feeling lost and overwhelmed. Others spoke about constant worry and blamed themselves for not being stronger, reflecting how stigma shaped their self-perception.
Coping and Support Networks gave a more hopeful insight. Religion, friendships, and family encouragement played key roles in helping them manage their mental health. In some cases, younger family members helped break the silence by encouraging them to seek support. 
[bookmark: _Toc196510356]









3.4 Figure 1
Diagrammatic Representation of Superordinate and Subordinate Themes


This diagram visually captures the key themes that emerged from the women’s stories during the interviews. At the heart of it all are three main areas that seemed to shape how they view and experience mental health: Silence and Suppression, Emotional Struggles, and Coping and Support Networks.
The first theme, Silence and Suppression, reflects how many participants felt they had to hide their struggles often because of fear, past experiences with institutions, or simply because that’s what was expected of them. These silences were not just personal, but part of a wider culture of not speaking up about mental health.
Emotional Struggles brings attention to the difficult feelings many described, like shame, anxiety, or the deep sense of loss after a bereavement. These weren’t always things they shared with others, but they carried them day to day.
On a more hopeful note, Coping and Support Networks shows how, despite everything, the women found ways to manage. Whether through faith, friends, or support from family, they each had someone or something they relied on. The diagram helps bring these themes together in a way that shows their connection, how silence can fuel emotional pain, but also how small acts of support can break that silence and ease the struggle.
The findings reveal a complex picture of stigma, shaped by personal, historical, and societal influences. Although silence and fear dominate much of the discourse, the resilience and support systems described by participants offer hopeful pathways to reduce mental health stigma in older adulthood. These insights are explored further in the discussion chapter, where the findings will be evaluated considering existing literature and psychological theory.
[bookmark: _Toc196510357]3.5 Superordinate Theme 1: Silence and Suppression
This theme captures the shared experience among participants of keeping mental health struggles hidden, often due to fear, cultural norms, or historical practices. Silence was not just a personal choice but a learned behaviour, shaped by a generational mindset where speaking about mental distress was discouraged or even punished.
Fear of Institutionalisation
Participant A reflected, “You couldn’t tell anyone you were struggling… they’d send you away” (Line 2). This quote illustrates the powerful influence of historical mental health treatment practices, where older generations associated disclosure with being institutionalised or labelled as "mad." For many older adults, memories of asylums and harsh treatments remain vivid, reinforcing a lasting fear of help-seeking. This aligns with Goffman’s (1961) concept of institutional stigma, where individuals internalise the fear of being defined by mental illness due to past systemic practices.
Keeping Quiet to Cope
Participant B shared, “I didn’t want anyone knowing how I felt… you just carry on” (Line 6). This sense of emotional suppression reflects a cultural norm of resilience — the belief that one must endure quietly without seeking help. This behaviour also reflects what Hinchliff and Hirst (2014) describe as a "generation taught to endure," where emotional expression was seen as weakness. The quote also suggests a coping mechanism in itself — silence became a way to maintain dignity in a society that offered little space for vulnerability.
Distrust in Services
Participant D stated, “They used to treat people like they were mad… I still don’t trust them” (Line 10). This quote highlights a continuing mistrust of mental health services, rooted in past experiences or cultural memory of mistreatment. As Read and Dillon (2013) have pointed out, the legacy of institutionalisation continues to impact how older adults perceive mental health services today  with many believing that seeking help could still lead to judgment, exclusion, or loss of autonomy.
These findings strongly support previous literature which suggests that older generations are more likely to experience self-stigma and fear of help-seeking due to past social attitudes and mental health systems (Kokanović et al., 2013). Silence is not just an absence of speech; it reflects a protective mechanism, a cultural inheritance, and a legacy of fear.
[bookmark: _Toc196510358]3.6 Superordinate Theme 2: Emotional Struggles
This theme reflects the deep emotional pain, loss, and internal conflict experienced by the participants when discussing their mental health. While these feelings were often hidden beneath the surface, the interviews revealed a complex emotional setting shaped by years of stigma, silence, and personal hardship.
Internalised Shame
Participant C stated, “I always thought it was my fault, like I was weak” (Line 12). This illustrates the internalisation of stigma  where individuals absorb negative societal messages about mental illness and apply them to themselves. As Corrigan and Watson (2002) explain, self-stigma can lead individuals to blame themselves for their struggles, reducing their likelihood of seeking support. For older women, who may have been raised in environments that promoted emotional control and endurance, such beliefs can become deeply imbedded.
Loss and Loneliness
The emotional weight of grief was apparent in Participant B’s words: “After my husband died, I didn’t know who I was anymore” (Line 14). Loss of a partner was a key trigger for emotional decline, often accompanied by a loss of identity and purpose. This supports the work of Victor et al. (2005), who identified bereavement as a major contributor to mental distress in older age, particularly when combined with social isolation. The feeling of being alone not only intensified their struggles but also reinforced the silence around them.
Anxiety and Worry
Participant A noted, “I worry all the time now, about everything. And I know I shouldn't, but I do” (Line 16). This quote reflects a persistent sense of anxiety, even when participants recognised it as irrational. Worry seemed to stem from both present concerns (e.g., health, finances) and lifelong habits of internalised stress. According to Wuthrich and Frei (2015), anxiety is often under-recognised in older adults due to a focus on physical health, yet it can be just as debilitating. In these interviews, it became clear that mental and emotional struggles were often overlooked or misinterpreted as part of “normal ageing.”
Overall, these emotional experiences are closely linked to the earlier theme of silence. The inability to speak openly about mental health over time appears to have intensified feelings of shame, loneliness, and anxiety. These findings support previous research suggesting that older adults not only experience mental health issues but also carry the added weight of stigma and generational attitudes that prevent them from expressing it (Laidlaw et al., 2007).
[bookmark: _Toc196510359]3.7 Superordinate Theme 3: Coping and Support Networks
Despite the emotional burden and stigma expressed in the previous themes, participants also shared stories of strength, resilience, and the ways in which they managed their mental health. This theme highlights the significance of faith, friendships, and intergenerational support in helping older women cope with psychological distress.
Religion and Faith
Participant D explained, “I pray every day, it helps me feel less alone” (Line 18). For several participants, religion served as a powerful coping mechanism that provided comfort, routine, and a sense of connection to something greater. Faith helped fill the emotional void left by silence and loss. This finding aligns with Koenig (2012), who highlights the positive impact of religious involvement on mental health in later life, particularly in reducing feelings of isolation and depression.
Peer Support and Friendship
Participant C shared, “Talking to others who understand makes all the difference” (Line 21). While formal mental health services were often distrusted, peer support through friendships was viewed as safe and meaningful. These relationships allowed participants to feel heard without judgement. This supports the findings of Cattan et al. (2005), who emphasised the role of peer networks in reducing loneliness and enhancing wellbeing in older adults. The ability to share life experiences with those of a similar age appeared to create a subtle but powerful form of informal support.
Family Encouragement
Support from younger family members was also influential. Participant B reflected, “My daughter encouraged me to speak to someone. She said it’s nothing to be ashamed of” (Line 23). This intergenerational dialogue helped break through the barriers of silence and internalised shame. Research by Vogel et al. (2007) suggests that encouragement from close others, especially younger family members, can reduce stigma and promote help-seeking behaviour. In this study, it was clear that family acted as a bridge between traditional beliefs and more modern, open attitudes towards mental health.

Collectively, these coping strategies represent a shift from isolation to connection. While stigma and fear remained present, participants also demonstrated agency in how they navigated their experiences. This echoes the findings of Keyes (2002), who describes mental health not simply as the absence of illness, but as the presence of positive emotional, social, and psychological functioning. The participants' use of faith, peer support, and family involvement reflects this broader understanding of wellbeing.
[bookmark: _Toc196510360]3.8 Conclusion of Results
The findings from this study offer a particular understanding of how older women experience and perceive mental health and stigma, particularly in the context of historical institutionalisation and societal expectations. Three central themes emerged: Silence and Suppression, Emotional Struggles, and Coping and Support Networks. Together, these reflect the deep-rooted barriers to mental health expression and support among older generations, as well as their enduring resilience.
The theme of Silence and Suppression highlighted the long-standing cultural taboo around mental illness. Many participants internalised fear of being labelled "mad" or institutionalised, which led to self-silencing and mistrust in services. This corresponds with historical accounts of mental health care that often marginalised or punished individuals for emotional vulnerability (Scull, 2015). These findings reinforce existing literature showing that stigma can have a lasting impact across the life course, particularly for women raised during more conservative eras (Hinshaw, 2007).
Emotional Struggles revealed the heavy psychological toll that this silence created. Participants described feelings of shame, anxiety, and grief—especially surrounding bereavement and identity loss. Their experiences mirror research by Laidlaw et al. (2007), which found that older adults often experience mental distress in more internalised and self-critical ways, particularly when social support is lacking, or stigma remains unaddressed.
However, the theme of Coping and Support Networks brought forward hopeful dimensions. Many participants found comfort through religion, friendships, and encouragement from younger family members. These protective factors helped them manage distress and, in some cases, begin to break the cycle of stigma. This aligns with positive ageing models (e.g., Keyes, 2002), which emphasise the role of social connectedness and purpose in mental wellbeing.
Overall, the results suggest that older women’s perceptions of mental health are deeply shaped by past experiences, societal silence, and shifting cultural narratives. While stigma remains a significant barrier, pathways to healing exist often through relational and spiritual connections. These findings underscore the importance of tailored support approaches that validate older women's lived experiences and build trust within mental health services.
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[bookmark: _Toc196510362]4.1 Summary of the Study
This study explored older women’s perceptions of mental health and stigma within the context of domiciliary care. It focused on how past experiences, societal norms, and personal histories influence their willingness to engage in conversations about mental health. The aim was to highlight the voices of a group often underrepresented in research and to uncover the barriers influencing their mental health discussion. The findings shed light on the legacy of institutional fear, cultural silence, and the value of supportive care relationships.
[bookmark: _Toc196510363]4.2 Theme 1: Institutional Fear and Historical Stigma
A key finding was the enduring fear linked to historical psychiatric institutions. Participant A recalled being told in childhood that expressing emotional distress could lead to being “locked away” (line 5), illustrating a deep-rooted connection between help-seeking and punishment. This supports Goffman’s (1961) concept of the “total institution,” where psychiatric hospitals acted as sites of exclusion and control. This theme supports existing literature showing that older adults, especially those who lived through the pre-deinstitutionalisation era, have internalised fear and mistrust of psychiatric services (Kydd & Fleming, 2015). The implication is that avoidance of mental health support may stem more from fear of stigma and loss of autonomy than from lack of need. This highlights the persistent impact of historical mental health practices on present-day attitudes.
[bookmark: _Toc196510364]4.3 Theme 2: Generational Silence and Cultural Expectations
Another key theme was the culturally reinforced silence surrounding emotional struggles. Participants repeatedly mentioned that mental health was “not something you talked about” (Participant C, line 7). This echoes the findings of Laidlaw et al. (2007), who found that older adults often value endurance and perceive emotional expression as a weakness. The idea of “just getting on with it” was frequently mentioned, suggesting that emotional suppression was culturally encouraged, especially for women expected to maintain caregiving roles. Unlike younger generations who may view therapy and openness positively, these older women appear to have absorbed norms that frame mental health issues as shameful or burdensome. This insight aligns with Corrigan’s (2004) model of self-stigma, wherein individuals adopt society’s negative beliefs and internalise them. It suggests a need for targeted education and awareness campaigns that acknowledge and validate generational experiences, rather than adopting a one-size-fits-all approach to stigma reduction.
[bookmark: _Toc196510365]4.4 Theme 3: Support and Hope as Protective Factors
Despite the barriers, a hopeful theme emerged: the importance of trusted relationships. Several participants, including Participant B (line 10), said having someone who “made me feel like I could talk” encouraged emotional openness. This highlights how consistent, empathetic relationships can begin to undo decades of silence. This supports existing research on the role of relational support in older adults’ mental health (Chow & Ho, 2015). It also suggests that domiciliary carers often excluded from formal mental health interventions play a vital, frontline role in fostering emotional well-being and support. These findings imply that stigma can be challenged through everyday interactions grounded in trust. 
[bookmark: _Toc196510366]4.5 Theme 4: Personal Loss as a Mental Health Trigger
[bookmark: _Toc196510367]Grief and bereavement emerged as key triggers of emotional distress. Participant D, for example, spoke of losing her husband and feeling empty and hopeless (line 4), though she did not frame these feelings in clinical terms. Many participants described loss in non-diagnostic ways, suggesting a disconnect between experience and mental health language. This supports Bennett et al. (2010), who argue that symptoms in older adults often go unnoticed due to grief being normalised. While grief isn’t pathological, failing to address it may worsen emotional health. These findings highlight the need for proactive bereavement support and services tailored to older adults’ understanding of their emotional states. Most acute grievers naturally transition to integrated grief, when they can resume daily activities and find joy. About 7% of bereaved older adults, however, will develop the mental health condition of Complicated Grief (CG). In CG, the movement from acute to integrated grief is derailed, and grief symptoms remain severe and impairing. 
4.6 Contribution to Existing Research
This study contributes to the literature by reaffirming the continued impact of historical stigma and cultural silence while offering new insights into the role of domiciliary carers. Crucially, it uses a qualitative approach to prioritise older women’s narratives which is an underrepresented group in mental health research. While supporting existing theories like Corrigan’s (2004) self-stigma and Goffman’s (1961) institutionalisation, this study also introduces the idea that care relationships can act as opportunities to emotional safety. This has practical implications for improving training for domiciliary carers in recognising and supporting emotional needs. 
[bookmark: _Toc196510368]4.7 Limitations of the Study
While the findings provide valuable insight, several limitations must be acknowledged. The small sample size (n=4) limits the generalisability of the results, and all participants were white British women aged 60 and over, which restricts the diversity of perspectives. A more inclusive sample may have uncovered differences across ethnicity, gender, or socioeconomic status. Additionally, recruitment proved difficult, possibly due to the sensitive nature of the topic and the stigma attached to discussing mental health.
Although interviews were audio recorded allowing for greater accuracy in transcription and the ability to capture tone, pauses, and emotional inflection the interpretation of data remains subject to the researcher's perspective, and some nuance may still be lost in the process of thematic analysis. Furthermore, the interview setting within the context of care may have influenced responses, as participants may have felt cautious about how their disclosures would be perceived by the care system. Finally, as this was an undergraduate study, time constraints limited the depth of analysis and the opportunity for longitudinal insight. A longer-term or repeated-interview approach could yield more comprehensive data on how stigma and perceptions shift over time.
[bookmark: _Toc196510369]4.8 Future Research
Future research should focus on expanding the opportunity of this study to include a more diverse sample. While this study provided valuable insights into the perceptions of older women in domiciliary care, the findings are limited by the similarity of the sample, which was comprised entirely of white British women aged 60 and over. Exploring the experiences of individuals from different ethnic backgrounds, genders, and socioeconomic statuses could uncover variations in the way stigma and mental health are perceived across different groups. This would contribute to a more comprehensive understanding of the factors influencing mental health attitudes in older adulthood.
Additionally, future studies could investigate the impact of generational shifts on attitudes towards mental health. As younger generations are generally more open to discussing mental health issues, it would be valuable to examine how these attitudes change as they assume caregiving roles for older adults. Longitudinal studies that track the evolution of stigma and mental health perceptions over time would be beneficial in understanding whether and how attitudes towards mental health improve or change as social norms evolve.
Another area for future research is to explore the role of domiciliary carers in mental health support for older adults. While this study highlighted the importance of trusted relationships with carers, there is a need for further investigation into how these caregivers can be better trained to recognise and address mental health issues. Research could focus on developing training programs for carers that include mental health support enabling them to better care their clients and reduce stigma around mental health issues. This could be especially important in contexts where older adults may not have easy access to formal mental health services.
Finally, future studies could consider alternative research methods and settings. Given that the current study took place within the context of domiciliary care, participants may have felt cautious in discussing their mental health due to the potential implications for their care. Exploring the perceptions of older adults in other settings, such as community centres or informal social networks, could offer additional insights into their experiences of stigma and mental health. Additionally, a more longitudinal approach, with repeated interviews over a longer period, could provide a deeper understanding of how stigma and mental health perceptions evolve over time, especially following significant life events such as bereavement or illness.
In summary, future research should continue to build on the findings of this study by expanding the research, exploring generational shifts, investigating the role of carers, and considering alternative research settings and methods. These approaches will provide further insight into the complex dynamics of stigma and mental health in older adulthood, helping to inform policies and practices that better support this population.
[bookmark: _Toc196510370]4.9 Conclusion 
This study has provided valuable insights into the experiences of older women regarding mental health and stigma within the context of domiciliary care. It has highlighted the deeply rooted fears and silence that often surround mental health discussions among this group, shaped by past institutional practices and generational cultural norms. The participants’ stories have emphasised the lasting impact of these factors, illustrating how societal expectations and personal histories influence their willingness to seek help or even acknowledge their mental health struggles. Furthermore, the study has also revealed the importance of supportive relationships in helping older women navigate these challenges. While silence and suppression remain common, the role of trusted carers, friends, and family in providing emotional support and reducing stigma cannot be overstated. These connections serve as crucial lifelines, allowing participants to feel safe enough to discuss their feelings and seek help when needed.
Additionally, the findings highlight both the barriers to mental health engagement and the potential for change, particularly through the development of supportive care relationships. The insights gained through this research call for a more compassionate and culturally sensitive approach to mental health care for older adults, one that recognizes the historical and personal contexts that shape their experiences. Moreover, further research is needed to explore the broader, more diverse experiences of older adults across different ethnic and socioeconomic backgrounds. This would provide a richer understanding of how stigma and mental health are experienced across various groups, helping to develop more targeted interventions. Additionally, longitudinal studies examining the long-term effects of stigma and the role of support networks in mental health outcomes could offer valuable insights for improving care practices.
To conclude, this study underscores the importance of validating the voices of older women in mental health research and practice. By acknowledging their experiences and creating spaces for open dialogue, we can foster an environment where mental health is no longer a forbidden subject, but a part of everyday conversations that are met with understanding and support.
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Study Title
Exploring Mental Health Stigma and Perceptions Among Older Women Receiving Domiciliary Care
Researcher
This study is being conducted by a third-year Psychology undergraduate student at the University of Wales Trinity Saint David as part of their dissertation project.
Purpose of the Study
The aim of this study is to explore how older women perceive mental health and the stigma that may be associated with it. In particular, the study focuses on the experiences and views of older women receiving domiciliary care, and how past societal attitudes may have influenced their willingness to talk about mental health.
Why Have I Been Asked to Take Part?
You have been invited to take part because you are a woman aged 60 or above currently receiving domiciliary care. Your insights and experiences can help improve our understanding of how older adults perceive mental health.
What Will Participation Involve?
If you agree to take part, you will be asked to take part in a one-to-one interview lasting around 20–30 minutes. The interview will involve open-ended questions about your thoughts and experiences related to mental health. With your consent, the interview will be audio-recorded to ensure accurate transcription.
Do I Have to Take Part?
No. Participation is entirely voluntary. If you choose to take part, you can withdraw from the study at any point without giving a reason and without any consequences. You can also withdraw your data up to two weeks after the interview.
Will My Responses Be Kept Confidential?
Yes. All responses will be kept strictly confidential and anonymised. Your name and any identifying details will not appear in the final report. All data will be securely stored and used solely for the purpose of this study.
What Are the Possible Risks or Benefits?
There are no direct risks involved. However, discussing mental health might bring up emotional topics. If you feel upset or need support during or after the interview, information about support services will be provided. While there are no direct personal benefits, your participation may help raise awareness and improve support services for others in similar situations.
What Happens Next?
If you agree to take part, you will be asked to sign a consent form before the interview begins. You will also receive a debrief sheet at the end of the interview with more information and contact details.
Contact Information
If you have any questions or concerns, please feel free to contact the researcher or the dissertation supervisor:
Student Researcher Name
Email: 2113032@student.uwtsd.ac.uk
Dissertation Supervisor Name
Email: s.a.jones@uwtsd.ac.uk
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Semi-Structured Interview Schedule for Older Women in Domiciliary Care
1. Demographic Questions (for context, not analysis)
· How old are you?
· What did you do for work?
· How long have you been receiving care?
· Do you live alone or with family?
2. General Perceptions of Mental Health
· What does the term “mental health” mean to you?
· Do you think mental health problems are common among people your age?
· How do you think mental health differs from physical health?
3. Stigma and Attitudes Toward Mental Health
· How did people talk about mental health when you were younger?
· Do you think there is stigma around mental health in older people?
· Have you ever felt uncomfortable talking about your own mental health? Why or why not?
4. Experiences with Mental Health and Help-Seeking
· Have you or someone you know ever struggled with mental health? How was it handled?
· Would you feel comfortable seeking professional help for mental health? Why or why not?
· What kind of support do you think older adults need for their mental well-being?
5. Solutions and Perspectives on Change
· What could be done to encourage more open discussions about mental health among older people?
· Do you think mental health services are accessible for older people?
· What advice would you give to younger generations about mental health?
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Study Consent Form
I understand that this research study is being carried out by a 3rd year Psychology Student for their dissertation, and that taking part in this study will involve This study aims to explore how older women receiving domiciliary care perceive mental health and stigma. Participants will take part in an interview discussing their views and experiences with mental health, stigma, and care. The interview will be recorded for analysis.
This study will take approximately 20 minutes to complete. 
I understand that participation in this study is voluntary, and I am free to withdraw participation during or at the end of the study without giving a reason. I understand that once I leave the study, I will not be able to withdraw my data, as it will be anonymized. I am aware that if I have concerns about the study, I can discuss these concerns with the researcher at any time during or after the study. I understand that I will be provided with the contact details of the research supervisor at the end of the study, should I have any concerns.
I understand that the information provided by me will be held confidentially, with a code assigned in place of my name. These data will be stored indefinitely in accordance with the Data Protection Act.
I also understand that at the end of the study I will be provided with a debrief form and the opportunity to discuss any issues with the researcher.

I, ___________________________________(NAME) consent to participate in the study conducted by Elisha Boniwell, Centre for Psychology and Counselling, University of Wales Trinity Saint David, under the supervision of Stuart Jones

Participant Signature:________________________________________________
Date:___________________
Name and signature of researcher taking consent 
___________________________________________________________________
Appendix E
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Study Debrief Sheet 
Exploring Perceptions and Stigma of Mental Health in Older Women Receiving Domiciliary Care


Thank you for taking part in the study.  

The aim of this study was to explore how older women receiving domiciliary care perceive mental health and experience stigma surrounding it.
We specifically wanted to find out whether past experiences, cultural expectations, and historical associations with mental health services influence their willingness to talk about mental health today. 

If you wish to withdraw your data from the study, you must tell the researcher now.  After this point, all of your data will be anonymised and we will not be able to trace it back to you.


If taking part in this study has raised any questions, please speak to the researcher on 2113032@student.uwtsd.ac.uk or contact the academic supervisor Stuart Jones s.a.jones@uwtsd.ac.uk



Thank you once again for taking time to participate in this study.


Elisha Boniwell

BSC Mental Health
University of Wales Trinity Saint David 
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Appendix G
Interview Transcripts  

Participant A
Interviewer: How old are you?
Participant: I'm 81.
Interviewer: What did you do for work?
Participant: I worked in a factory.
Interviewer: How long have you been receiving care?
Participant: Over 4 years now.
Interviewer: Do you live alone or with family?
Participant: I live on my own.
Interviewer: What does the term "mental health" mean to you?
Participant: It means when someone is struggling in their mind, feeling low or anxious.
Interviewer: Do you think mental health problems are common among people your age?
Participant: Yes, very common. A lot of people are lonely or worried.
Interviewer: Why do you think that is?
Participant: Because of isolation, losing loved ones, and sometimes just not having anyone to talk to.
Interviewer: How do you think mental health differs from physical health?
Participant: Mental health is more about how you're feeling emotionally. Physical health is more visible.
Interviewer: How was the subject of mental health approached when you were younger?
Participant: It wasn’t really. It was ignored mostly. You had to get on with it.
Interviewer: Do you think there's a stigma around mental health in older people?
Participant: Yes, especially in my generation. People don’t want to admit they’re struggling.
Interviewer: Have you ever felt uncomfortable talking about your own mental health?
Participant: Yes, I wouldn’t want people to think I’m weak.
Interviewer: Have you or someone you know ever struggled with mental health?
Participant: Yes, my sister. She had a breakdown after her husband died.
Interviewer: Would you feel comfortable seeking professional help if you needed it?
Participant: I think I would now, yes.
Interviewer: What kind of support do you think older adults need for their mental wellbeing?
Participant: Someone to talk to, company, activities. Just feeling seen and heard.
Interviewer: Have you ever experienced anything in your life that caused you anxiety, like loss of a loved one?
Participant: Losing my husband was the hardest time in my life.
Interviewer: What could be done to encourage more open discussions about mental health among older people?
Participant: More groups, more encouragement, someone taking the time to listen.
Interviewer: Do you think mental health services are accessible for older people?
Participant: Not always, no. It can be hard to know where to go.
Interviewer: What advice would you give to younger generations about mental health?
Participant: Don’t bottle things up. Talk to people and look after your mind as well as your body.

Participant B
Interviewer: How old are you?
Participant: I'm 90 years old.
Interviewer: What did you do for work?
Participant: I worked as a cook in a care home.
Interviewer: How long have you been receiving care?
Participant: Approximately 18 months now.
Interviewer: Do you live alone or with family?
Participant: I live alone.
Interviewer: What does the term "mental health" mean to you?
Participant: It refers to someone who struggles to cope and finds it hard to express their feelings.
Interviewer: Do you think mental health problems are common among people your age?
Participant: Yes, I believe they are.
Interviewer: Why do you think that is?
Participant: Many older people feel lonely and may not be able to care for themselves as they used to.
Interviewer: How do you think mental health differs from physical health?
Participant: Mental health is about what's happening in your mind—your thoughts and emotions. Physical health pertains to your body.
Interviewer: How was the subject of mental health approached when you were younger?
Participant: We didn't really discuss it. It wasn't something people talked about openly.
Interviewer: Do you think there's a stigma around mental health in older people?
Participant: Yes, I do.
Interviewer: Why do you think that is?
Participant: People often fear what others might think if they admit to struggling mentally.
Interviewer: Have you ever felt uncomfortable talking about your own mental health?
Participant: Yes, I have.
Interviewer: Why?
Participant: Because I was afraid of being judged or misunderstood.
Interviewer: Have you or someone you know ever struggled with mental health?
Participant: Not that I'm aware of. I don't know anyone personally who has.
Interviewer: Would you feel comfortable seeking professional help if you needed it?
Participant: Yes, if I felt it was necessary, I would.
Interviewer: What kind of support do you think older adults need for their mental wellbeing?
Participant: Emotional support is crucial.
Interviewer: Have you ever experienced or witnessed anything in your life that caused you anxiety, like the loss of a loved one?
Participant: Yes, losing my parents and my husband were very difficult times.
Interviewer: What could be done to encourage more open discussions about mental health among older people?
Participant: Organizing support groups, attending church, having open conversations, and meeting with others can help.
Interviewer: Do you think mental health services are accessible for older people?
Participant: I believe they are, but it might depend on where you live.
Interviewer: What advice would you give to younger generations about mental health?
Participant: Don't hesitate to reach out, talk to someone, and seek help when you need it.

Participant C
Interviewer: How old are you?
Participant: I'm 76.
Interviewer: What did you do for work?
Participant: I was a cleaner for a long time.
Interviewer: How long have you been receiving care?
Participant: Just over a year now.
Interviewer: Do you live alone or with family?
Participant: I live on my own now. My children visit.
Interviewer: What does the term "mental health" mean to you?
Participant: It’s about how your mind is feeling. Whether you're coping with life.
Interviewer: Do you think mental health problems are common among people your age?
Participant: Yes, more than people think.
Interviewer: Why do you think that is?
Participant: A lot of people feel like they’ve been left behind. They’re isolated.
Interviewer: How do you think mental health differs from physical health?
Participant: Mental health can be harder to spot. People may seem fine on the outside.
Interviewer: How was the subject of mental health approached when you were younger?
Participant: It was hush hush. People were afraid to talk about it.
Interviewer: Do you think there's a stigma around mental health in older people?
Participant: Definitely. We were brought up to keep it to ourselves.
Interviewer: Have you ever felt uncomfortable talking about your own mental health?
Participant: Yes. It doesn’t come naturally to open up.
Interviewer: Have you or someone you know ever struggled with mental health?
Participant: Yes, my brother. He was in a hospital for a time.
Interviewer: Would you feel comfortable seeking professional help if you needed it?
Participant: I’d try. But I wouldn’t find it easy.
Interviewer: What kind of support do you think older adults need for their mental wellbeing?
Participant: More people to talk to, more understanding.
Interviewer: Have you ever experienced anything in your life that caused you anxiety, like loss of a loved one?
Participant: Yes, when I lost my sister, I felt lost for a long time.
Interviewer: What could be done to encourage more open discussions about mental health among older people?
Participant: Maybe community talks, or visits from professionals who are kind.
Interviewer: Do you think mental health services are accessible for older people?
Participant: Not always. Some people don’t even know what’s out there.
Interviewer: What advice would you give to younger generations about mental health?
Participant: Talk about it. Don’t be afraid. You’re not alone.

Participant D
Interviewer: How old are you?
Participant: I'm 84.
Interviewer: What did you do for work?
Participant: I was a housewife and helped my husband run a small family shop.
Interviewer: How long have you been receiving care?
Participant: About 3 years now.
Interviewer: Do you live alone or with family?
Participant: I live alone. My son helps me when he can.
Interviewer: What does the term "mental health" mean to you?
Participant: It's your wellbeing inside—how you're coping with life, emotions, stress.
Interviewer: Do you think mental health problems are common among people your age?
Participant: Yes, especially now. People are more isolated.
Interviewer: Why do you think that is?
Participant: Loneliness, loss of routine, grief—it all adds up.
Interviewer: How do you think mental health differs from physical health?
Participant: Mental health is less visible. But it can be just as painful.
Interviewer: How was the subject of mental health approached when you were younger?
Participant: It wasn’t. People ended up in asylums. That was the fear.
Interviewer: Do you think there's a stigma around mental health in older people?
Participant: Absolutely. It’s still hard to talk about it.
Interviewer: Have you ever felt uncomfortable talking about your own mental health?
Participant: Yes. I didn’t want to seem weak.
Interviewer: Have you or someone you know ever struggled with mental health?
Participant: My cousin did. She was sectioned when I was young. We never saw her again.
Interviewer: Would you feel comfortable seeking professional help if you needed it?
Participant: I would now. But years ago, I wouldn’t have.
Interviewer: What kind of support do you think older adults need for their mental wellbeing?
Participant: Compassion. A friendly ear. Routine.
Interviewer: Have you ever experienced anything in your life that caused you anxiety, like loss of a loved one?
Participant: Yes, my husband passed. It still affects me.
Interviewer: What could be done to encourage more open discussions about mental health among older people?
Participant: Normalise it. Make it okay to talk. Have more discussions.
Interviewer: Do you think mental health services are accessible for older people?
Participant: For some, maybe. For others, they don’t know where to start.
Interviewer: What advice would you give to younger generations about mental health?
Participant: Don’t carry it alone. Speak up. Keep talking.








Appendix H
The study was conducted as part of an undergraduate dissertation project and received ethical approval from the university’s research ethics committee. The aim was to explore older women's perceptions and experiences of mental health and stigma within the context of domiciliary care.

Participants were recruited through convenience sampling during the researcher’s employment as a domiciliary care provider. Four female clients, all aged 60 or over, were invited to take part. Each participant received an information sheet and gave written informed consent before participating.

Semi-structured interviews were conducted individually in the participants’ homes at a time convenient to them. Interviews were audio recorded with permission and followed a consistent interview schedule. The questions were designed to prompt reflection on experiences of mental health, stigma, and support.

The interviews lasted approximately 20-30 minutes each. After the interviews, participants were thanked for their time and given a debrief sheet explaining the study’s purpose and providing relevant mental health support contacts.

The audio recordings were transcribed verbatim by the researcher, and all identifying information was anonymised. The data were then analysed thematically following Braun and Clarke’s (2006) six-step method.

Mental Health Perceptions In Older Women
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Emotional Struggles


Coping and Support Networks


Fear of Institutionalisation


Keeping Quiet to Cope 


Distrust in Services 


Internalised Shame 
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Anxiety & Worry
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Peer Support & Friendship


Family Encouragement
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APPLICATION FOR ETHICAL APPROVAL

In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A
researcher may not be covered by the University’s insurance if ethical approval has not been obtained
prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken
on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and
society, and the use of this stock of knowledge to devise new applications”. As such this covers activities
undertaken by members of staff, postgraduate research students, and both taught postgraduate and
undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing
within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see
Checklist for details of process for different categories of application.

SECTION A: About You (Principal Researcher)

- Full Name: Elisha Mia Boniwell

. Tick all boxes that apply: Member of staff: ﬂ Zﬁg‘?vr_aw research n
Taught Postgraduate ﬂ Postgraduate n

. Undergraduate Student ﬂ Student Research Student

Institute/Academic
Discipline/Centre: University of Wales Trinity Saint David

Campus:
P! Swansea

. E-mail address: 2113032@student.uwtsd.ac.uk
ﬂ Contact Telephone Number: 07719062694

- For students:

Student Number: 2113032

ﬂ Programme of Study: Mental Health BSC
u Director of Studies/Supervisor: | Karen Eaton-Thomas / Stuart Jones
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Has the research activity received approval in principle?

(please check the Guidance Notes as to the appropriate

approval process for different levels of research by different YES
categories of individual)

r @ 0000000001 Dpate |
If Yes, please indicate source of[ Research Degrees Committee ﬂ_
approval (and date where known):

Approval in principle must be| |nstitute Research Committee n_
obtained from the relevant source — o
prior to seeking ethical approval Other (write in) Stuart Jones “ 15 Nzoo\lze“mber,

SECTION C: Internal and External Ethical Guidance Materials

Please list the core ethical guidance documents that have been referred to during the completion of
this form (including any discipline-specific codes of research ethics, location-specific codes of
research ethics, and also any specific ethical guidance relating to the proposed methodology).
Please tick to confirm that your research proposal adheres to these codes and guidelines. You may
add rows to this table if needed.

UWTSD Research Ethics & Integrity Code of Practice

UWTSD Research Data Management Policy

SECTION D: External Collaborative Research Activity

If there are external collaborators then you should gain consent from the contact persons to share their
personal data with the university. If there are no external collaborators then leave this section blank and
continue to section E.

Institution
Contact person name

Contact person e-mail address

Are you in receipt of a KESS scholarship?
Are you specifically employed to Voluntary “m“
undertake this research in either a

Is the research being undertaken If YES then the
within an existing UWTSD Athrofa permission question
Professional Learning Partnership below does not need
(APLP)? to be answered.
Has permission to undertake the (If YES attach copy)
een provided by the If NO the application
ation? cannot continue

Where research activity is carried out in collaboration with an external organisation

0 | Does this organisation have its own ethics approval system? nm“
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If Yes, please attach a copy of any final approval (or interim approval) from the organisation (this
may be a copy of an email if appropriate).

SECTION E: Details of Research Activity

e Exploring the Stigma of Mental Health Among Older Adults: A Qualitative
Indicative title: " : A
Study on Generational Perceptions and Historical Influences.
- Proposed start date: 1st January Proposed end date: 28t April, 2025.

Introduction to the Research (maximum 300 words per section)

Ensure that you write for a Non-Specialist Audience when outlining your response to the
points below:

Purpose of Research Activity
Proposed Research Question
Aims of Research Activity
Objectives of Research Activity

Demonstrate, briefly, how Existing Research has informed the proposed activity and explain

What the research activity will add to the body of knowledge
How it addresses an area of importance.

Purpose of Research Activity

The purpose of the research is to explore how older generations perceive mental health and how historical
experiences with institutionalization have shaped these views. This will involve interviewing older adults, who
may have direct or indirect experiences with mental health care systems in the past and assessing how these
perceptions influence their willingness to seek help.

(this box should expand as you type)

experiences with institutionalization shaped these views?

Aims of Research Activity

-To investigate the attitudes of older adults toward mental health.

-To explore the impact of historical institutionalization practices on these perceptions.

-To examine how stigma associated with mental health affects older adults’ willingness to seek mental health
services today.

(this box should expand as you type)
Objectives of Research Activity

-To conduct interviews with older adults, focusing on their personal experiences with mental health
and institutionalization.

-To identify common themes related to stigma, fear, and misconceptions surrounding mental health.
-To analyze how these generational attitudes influence their approach to mental health in
contemporary society.

Research Question
What are the generational perceptions of mental health among older adults, and how have historical
4

roposed methods (maximum 600 words)
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Provide a brief summary of all the methods that may be used in the research activity, making it clear
what specific techniques may be used. If methods other than those listed in this section are deemed
appropriate later, additional ethical approval for those methods will be needed. You do not need to
justify the methods here, but should instead describe how you intend to collect the data necessary
for you to complete your project.

Interviews: Semi-structured interviews will be conducted with four older adult participants to
understand their experiences and attitudes. These interviews will be informal and will allow the
participants to freely express their thoughts on mental health and institutionalization.

Questionnaire: A simple, non-intrusive questionnaire may also be used to gather basic demographic
data and initial perceptions about mental health.

Analysis: Data will be analyzed using thematic analysis to identify recurring themes related to
stigma, perceptions of mental health care, and historical influences.

The interviews will be conducted in participants’ homes during regular care visits as | am a care
worker.

Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical
considerations are complied with and that the relevant permissions are sought. Specify any local
guidelines (e.g. from local professional associations/learned societies/universities) that exist and
whether these involve any ethical stipulations beyond those usual in the UK (provide details of any
licenses or permissions required). Also specify whether there are any specific ethical issues raised
by the local context in which the research activity is taking place, for example, particular cultural
and/or legal sensitivities or vulnerabilities of participants. If you live in the country where you will do
the research then please state this.

No research activity will take place outside of the UK, as my placement and associated tasks are
conducted within Wales. My work aligns with the principles outlined in A Healthier Wales: Our Plan
for Health and Social Care and adheres to UK ethical standards for research and care delivery.

Use of documentation not in the public domain: Are any documents NOT
publicly available?

If Yes, please provide details here of how you will gain access to specific documentation that is not
in the public domain and that this is in accordance with the current data protection law of the
country in question and that of England and Wales.

Does your research relate to one or more of the seven aims of the Well-being

of Future Generations (Wales) Act 2015? YES
A prosperous Wales “n
Aresilient Wales “n
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Access to personal or confidential information without the participants’ specific
consent?

Administration of any questions, test stimuli, presentation that may be
10 N f s .
experienced as physically, mentally or emotionally harmful / offensive?

Performance of any acts which may cause embarrassment or affect self-esteem?

If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the
following sections (please refer to Guidance Notes).

12 | Investigation of participants involved in illegal activities?
13 | Use of procedures that involve deception?

Working with live vertebrate animals?
16 | Procedures that may have a negative impact on the environment?

7 Other primary data collection methods. Please indicate the type of data collection
method(s) below.
Details of any other primary data collection method:
No, I will not be conducting additional primary data collection methods beyond the planned

interviews with clients.

Administration of any substance, agent or placebo? n
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If YES to any question, then no research activity should be undertaken until full ethical approval has been
obtained.

SECTION G: Intended Participants

If there are no participants then do not complete this section, but go directly to section H.

. Who are the intended participants: -m
Students or staff at the Unlverslty’?

- Adults (over the age of 18 and competent to give consent)? mn

Vulnerable adults?

Chlldren and Young People under the age of 18? (Consent from Parent, Carer or
Guardian will be required)
I N

Young offenders’7

Those who could be considered to have a particularly dependent relationship with
the investigator or a gatekeeper?

People engaged in illegal activities?

Others. Please indicate the participants below, and specifically any group who
ay be unable to give consent.
Details of any other participant groups:

Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and
how will they be recruited?

How many participants are Approximately 4 participants, based on current access to relevant
expected? clients in domiciliary care.

Older women aged 60+, all white, who are receiving domiciliary
care services. While my participants are considered vulnerable
due to their age and health status, they have full mental capacity
to provide informed consent and participate in the interviews.

Who will the participants be?

Participants will be identified through existing care records, with
consent obtained from care workers to approach eligible
individuals. Potential participants will be invited based on their
ability to give informed consent

How will you identify the
participants?

Information for pa pants.
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13 Will you describe the main research procedures to participants in
advance, so that they are informed about what to expect?
Will you tell participants that their participation is voluntary? mn“
Will you obtain written consent for participation? “n“
16 Will you explain to participants that refusal to participate in the
research will not affect their treatment or education (if relevant)?
17 If the research is observational, will you ask participants for their
consent to being observed?

1 Will you tell participants that they may withdraw from the research at
any time and for any reason?

19 With questionnaires, will you give participants the option of omitting
questions they do not want to answer?

Will you tell participants that their data will be treated with full
confidentiality and that, if published, it will not be identifiable as theirs?

Will you debrief participants at the end of their participation, in a way
appropriate to the type of research undertaken?

2:
5
6
7
8

Will participants be paid?
Will the research activity involve deliberately misleading participants in
| 2|

any way, or the partial or full concealment of the specific study aims?

2 If YES to any question, please provide full details

about the study’s objectives and procedures, ensuring they understand their voluntary involvement.
Participants will be reassured that their decision to participate or withdraw will not affect their care,
and they will have the option to omit questions they are uncomfortable with. Data will be handled
confidentially, with any identifying information removed for publication purposes. At the end of the
study, participants will be debriefed and provided with further details about the research, and
support resources will be made available if needed.

Participants in this study will be older adults (aged 60+) who receive domiciliary care, and written
informed consent will be obtained prior to participation. They will be given detailed information

SECTION H: Anticipated Risks

Outline any anticipated risks that may adversely affect any of the participants, the
researchers and/or the University, and the steps that will be taken to address them.

If you have completed a full risk assessment (for example as required by a laboratory, or external
research collaborator) you may append that to this form.

[Ves 0 |
1 Full risk assessment completed and appended?
P PP [No [ O]

Risks to participants
July 2021 7 PG2 Ethical Approval Form





image9.jpeg
For example: sector-specific

transfer of personal data, sen

Risk to participants:

Participants may experience emotional distress
when discussing sensitive topics such as stigma
surrounding mental health and historical
institutionalization.

They may also feel coerced into participating
due to the dual relationship of the researcher as
both a care worker and a researcher.

Furthermore, as older adults receiving
domiciliary care, participants are considered
vulnerable due to their age and reliance on
support, even though they have full mental
capacity.

Face-to-face interviews may also pose risks
related to physical comfort or health and safety
during the meeting.

Transfer of personal data.
(this box should expand as you type)
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ional distress, financial disclosure, physical har

How you will mitigate the risk to participants:
Participants will be given an information sheet
which will explain fully the nature of the study,
the topics that will be covered, their rights as
participants (including the right to withdraw) and
the handling of the data.

Participants will be explicitly informed that their
decision to participate, or not, will have no
impact on the care they receive, ensuring they
do not feel coerced or pressured into taking
part. Recruitment will be conducted in a neutral
and non-pressurizing manner, allowing
participants sufficient time to consider the
invitation and ask any questions before making
a decision. To further reduce the perception of a
conflict of interest, an independent point of
contact, such as my academic supervisor, will
be provided. Participants can reach out to this
contact if they have any concerns or need
clarification about the research, ensuring they
feel empowered to make an informed and
voluntary choice. Participants will also be
provided with an information sheet which will
highlight the nature of the study and their rights
as participants.

As | am qualified in my working capacity, | have
received training regarding the domiciliary care
of these participants who | work with.

Interviews will take place in an environment that
is comfortable to the participants, they are also
comfortable with me as | provide domiciliary
care to them.

Full adherence to UWTSD and BPS guidelines
in relation to personal data and storage. The
audio recordings will be stored securely and
upon transcription will be deleted. The
transcripts will be typed up using a password
protected computer.

(this box should expand as you type)

If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity,
drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give
details of the procedures to deal with these issues, including any support/advice (e.g. helpline
numbers) to be offered to participants. Note that where applicable, consent procedures should
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make it clear that if something potentially or actually illegal is discovered in the course of a project,
it may need to be disclosed to the proper authorities

The research may address personal feelings and experiences related to mental health stigma,
which could be distressing. Participants will be made aware beforehand, and informed consent will
clarify that they can refuse to answer or withdraw. No illegal activity is expected, but if it arises, the
researcher will follow appropriate legal and ethical procedures.

(this box should expand as you type)
Risks to the investigator

For example: personal health & safety, physical harm, emotional distress, risk of accusation of

harm/impropriety, conflict of interest
Risk to the investigator:

As a researcher conducting face-to-face
interviews, there are several risks to my personal
health and safety, including potential physical
harm or illness during interactions with
participants. Additionally, given the sensitive
nature of the research topic, there is a risk of
being accused of impropriety or harm, such as
asking inappropriate or distressing questions.
Another significant risk is the potential for a
conflict of interest due to my dual role as both a
care worker and researcher, which could lead to
perceptions of coercion or bias in participant
recruitment or data collection..

(this box should expand as you type)

University/institutional risks
For example: adverse publicity, financial loss, data
Risk to the University:

The primary risk to the university in this study is
related to data protection and the potential for
breaches of confidentiality or mishandling of
personal information. As the study involves
vulnerable participants, there is a heightened
risk of sensitive data being exposed, whether
through unauthorized access to recordings,
transcripts, or personal identifiers. Additionally,
there is the risk of non-compliance

with GDPR regulations, especially regarding
secure data storage, transfer, and eventual
disposal. Mishandling of this data could result in
reputational damage to the university and
potential legal ramifications.

(this box should expand as you type)

Environmental risks

How you will mitigate the risk to the investigator:

To mitigate these risks, | will ensure that
interviews take place in safe, familiar
environments and adhere to health and safety
guidelines, including the organization’s lone
worker policy. The interview schedule will be
pre-approved by my academic supervisor to
ensure all questions are appropriate and non-
invasive. | will also clearly separate my roles as
a care worker and researcher, emphasizing to
participants that participation is voluntary and
will not affect their care. Additionally, | will
inform a colleague or supervisor of the interview
details to ensure my safety and well-being
throughout the process

protection

How you will mitigate the risk to the University:

To mitigate these risks, | will strictly adhere to
the university’s data protection

policies and GDPR guidelines. All interviews
and data will be securely recorded and stored
on encrypted devices, and once transcribed,
personal identifiers will be removed to ensure
participant anonymity. Data will be stored on
a password-protected university server, with
access limited to myself and my academic
supervisor. | will ensure that all data is handled
with the utmost care, and that participants are
fully informed of their rights regarding consent
and data deletion. Upon completion of the
study, all data will be securely deleted in
compliance with the university’s data retention
policies. These steps will ensure the university’s
legal and ethical responsibilities are met,
minimizing any risks associated with data
protection and confidentiality.

(this box should expand as you type)

For example: accidental spillage of pollutants, damage to local ecosystems

Risk to the environment: How you will mitigate the risk to environment:
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There are no significant environmental risks As there are no significant environmental risks

associated with this research. linked to this research, no special mitigation
measures are required.

(this box should expand as you type)

If the research activity involves children or vulnerable adults, a Disclosure
and Barring Service (DBS) certificate must be obtained before any
contact with such participants.

If YES, please give the certificate number. If the certificate number is not
available please write “Pending”; in this case any ethical approval will be

Upon completion of the interview, participants will be thanked for their time and contribution to the
study. In addition to the general feedback provided at the end of the research, immediate feedback
will be given at the conclusion of the interview. This will involve thanking participants again,
reminding them of their rights, and briefly restating the study’s aims. A feedback sheet will be
provided at the end of the interview that includes this information. If participants experience
emotional distress during the interview or afterward, support services and helplines will be provided
to ensure they have access to appropriate assistance. This will help to reassure participants and
offer them support if needed.

this box should ex|

Informed consent

Describe the arrangements to inform potential participants, before providing consent, of what is
involved in participating. Describe the arrangements for participants to provide full consent before
data collection begins. If gaining consent in this way is inappropriate, explain how consent will be
obtained and recorded in accordance with prevailing data protection legislation.

Participants will be required to sign a consent form before participating in the study. This form will
confirm that they have read and understood the participant information sheet and that they
voluntarily agree to take part in the research. The consent form will include details about their
rights, including the right to withdraw at any time, and will ensure that participants are fully informed
before agreeing to participate. A copy of the signed consent form will be provided to the participant
for their records.

(this box should expand as you type)

Confidentiality / Anonymity

Set out how anonymity of participants and confidentiality will be ensured in any outputs. If
anonymity is not being offered, explain why this is the case.

To ensure anonymity, all personal identifiers will be removed from the data, including names,
addresses, and any other identifying details. Instead, participants will be assigned pseudonyms to
protect their identities. Audio recordings (if made) will be stored on encrypted devices and only
accessible by the researcher and their supervisor. Any written notes or transcripts will be
anonymized, and data will be stored in a secure, password-protected location. Additionally, no
identifying information will be included in any reports or publications, ensuring that participants
cannot be identified. These measures will ensure that participants' confidentiality is strictly
maintained throughout the study.
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- this box should expand as you type]

SECTION J: Data Protection and Storage

Does the research activity involve personal daja (as defined by the General
Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 YES

“DPA")?

NI EYEMmeans any information relating to an identified or identifiable)
Inatural person (‘data subject’). An identifiable natural person is one who can|

Ibe identified, directly or indirectly, in particular by reference to an identifien

Isuch as a name, an identification number, location data, an online identifier or X
fo one or more factors specific to the physical, physiological, genetic, mental|
leconomic, cultural or social identity of that natural person. Any video or audio|

recordings of participants is considered to be personal data.|

If YES, provide a description of the data and explain why this data needs to be collected:

in this study, personal data will be collected through written responses and consent forms. Participants’
identities will be kept confidential by using pseudonyms instead of their real names. Any personal information,
such as contact details, will be securely stored and will only be used for the purposes of this study. All written

data, including notes and consent forms, will be stored in a locked and secure location to protect participants
confidentiali

Does it involve special category data (as defined by the GDPR)? m

“Special category data” means sensitive personal data consisting of information as
to the data subjects’—

(a) racial or ethnic origin,

(b) political opinions,

(c ) religious beliefs or other beliefs of a similar nature,

(d) membership of a trade union (within the meaning of the Trade Union and Labour X
Relations (Consolidation) Act 1992),

(e) physical or mental health or condition,

(f) sexual life,

(q) genetics,

(h) biometric data (as used for ID purposes),

If YES, provide a description of the special category data and explain why this data needs to be
collected:

. " .

The research may involve special category data, such as information on the participants’ mental
health. This data is needed to assess how mental health perceptions are shaped by historical
stigma and institutionalization in older generations.

Will data from the research activity (collected data, drafts of the thesis, or
materials for publication) be stored in any of the following ways?

[ o Go mpmortomy______________ | T | |
I e N RS
[ [P commeommosr | 5| & ]
I T T N
oo oot cou P st ey s | E | O]
Co[ oo romgervarmerr [ = [ 0]
IENER

Other — specify:
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For all stored data, explain the measures in place to ensure the security of the data collected, data
confidentiality, including details of backup procedures, protection, encryption,
anonymisation and pseudonymisation:

All data collected in this study will be securely stored and protected to ensure confidentiality and
compliance with data protection regulations. Paper consent forms containing personal information
will be kept in a locked, secure location, while all digital data will be stored on a password-
protected, encrypted university server. Participants will be assigned pseudonyms to anonymize
their data, and identifying details will be removed before analysis or reporting. Access to the data
will be restricted to the researcher and academic supervisor, with regular backups performed to
ensure data integrity. These backups will also be encrypted to prevent unauthorized access. In line
with GDPR guidelines, all data will be handled with the utmost confidentiality, ensuring that no
personal identifiers are included in reports or publications, and participants’ privacy will be

Data Protection

Will the research activity involve any of the following activities: YES
Electronic transfer of data in any form?
Sharing of data with others at the University outside of the immediate research
team?

Use of personal addresses, postcodes, faxes, emails or telephone numbers?
Publication of data that might allow identification of individuals?

Use of data management system?

Data archiving?
1

If YES to any question, please provide full details, explaining how this will be conducted in
2 accordance with the GDPR and Data Protection Act (2018) (and any international equivalents,
where appropriate):

Data will be archived in a secure, university-approved repository (such as UWTSD’s Research Data
Repository) after the research is completed, ensuring long-term accessibility and compliance with
retention policies.
All personal data will be collected and stored in compliance with GDPR and the Data Protection Act
(2018).
Data will be anonymized wherever possible, especially in public outputs like presentations and

publications, to prevent the identification of participants.

Encryption and secure password protection will be used for any data stored on external devices or

cloud storage.
Participants will have the right to withdraw consent and have their data removed upon request.

List all who will have access to the data generated by the research activity:

List who will have control of, and act as custodian(s) for, data generated by the research activity:
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The researcher (myself) will be the primary custodian of the data, with oversight from the supervisor
to ensure compliance with ethical guidelines and data protection laws.

(this box should expand as you type)

Give details of data storage arrangements, including security measures in place to protect the data,
24 where data will be stored, how long for, and in what form. Will data be archived — if so how and if

not why not.

All data collected in this study will be securely stored to ensure confidentiality and compliance with
data protection regulations. Paper consent forms containing personal information will be keptin a
locked, secure filing cabinet, while digital data (such as transcriptions and written responses) will be
stored on a password-protected and encrypted university server. The data will be anonymized and
pseudonymized, with pseudonyms replacing real names to protect participants’ identities. The data
will be retained for no longer than five years following the completion of the study, in accordance
with the university’s data retention policy, after which it will be securely erased or deleted. As the
data is sensitive and specific to this study, it will not be archived for future use. The study data will
be securely disposed of at the end of the retention period, ensuring compliance with university
guidelines and GDPR requirements.

Please indicate if your data will be stored in the UWTSD Research Data Repository (see
). If so please explain. (Most relevant to academic staff)

Yes, data will be stored in the UWTSD Research Data Repository for long-term storage, ensuring
compliance with university data management policies.
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SECTION K: Declaration

The information which | have provided is correct and complete to the best of my knowledge. | have
attempted to identify any risks and issues related to the research activity and acknowledge my
obligations and the rights of the participants.

In submitting this application | hereby confirm that | undertake to ensure that the above named
research activity will meet the University’s Research Ethics and Integrity Code of Practice which is
published on the website: N j

. Slanature of applicant: _m
—_— . 8 4

For STUDENT Submissions:

2 Diregtor of o Dr Stuart Jones Date: 20/11/24
Studies/Supervisor:
22—
3 | Signature:

For STAFF Submissions:
Academic Director/ Assistant
Dean:
I R

Checklist: Please complete the checklist below to ensure that you have completed the form according to the
guidelines and attached any required documentation:

| have read the guidance notes supplied before completing the form.
| have completed ALL RELEVANT sections of the form in full.
| confirm that the research activity has received approval in principle

| have attached a copy of final/interim approval from external organisation (where appropriate)

| have attached a full risk assessment (where appropriate) ONLY TICK IF YOU HAVE
ATTACHED A FULL RISK ASSESSMENT

| understand that it is my responsibility to ensure that the above named research activity will meet
the University’s Research Ethics and Integrity Code of Practice.

| understand that before commencing data collection all documents aimed at respondents
(including information sheets, consent forms, questionnaires, interview schedules etc.) must be
confirmed by the DoS/Supervisor, module tutor or Academic Director.

RESEARCH STUDENTS AND STAFF ONLY

All communications relating to this application during its processing must be in writing and emailed to
paresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.

You will be informed of the outcome of your claim by email; therefore it is important that you check your
University and personal email accounts regularly.

STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form
(and receive the outcome) via systems explained to you by the supervisor/module leader.

This form is available electronically from the Academic Office web pages:
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