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Abstract
Older adults are under-represented in Talking Therapies (previously named IAPT) services in the UK, a
national priority for improvement in the NHS. A Talking Therapies service in the south of England
identified that many older adults who were referred did not opt-in to assessment. We aimed to explore the
characteristics of these older adults and understand their experiences, to inform recommendations to
support them to opt-in to the service in future. First, demographic and referral characteristics were
compared for older adults who did and did not opt-in, to explore any that increased odds of not opting-in.
Next, surveys and semi-structured interviews were used to investigate older adults’ reasons for not
opting-in. Responses were thematically analysed, and themes were categorised using the COM-B model to
inform theory-based recommendations. Older age, being from an ethnic minority group, having a previous
referral, not being able to receive text messages, and not self-referring (e.g. being referred by GP) all
significantly increased the chances of older adults not opting-in. Thematic analysis found that impersonal
and confusing processes, as well as older adults’ limited knowledge of Talking Therapies, beliefs about
therapy, and physical, cognitive and life changes with age were barriers to opting-in. Several
recommendations are made, including ideas to increase accessibility of information, change procedures
to improve personal connection, and explore and overcome practical barriers. Improving routine data and
feedback collection from people who do not opt-in will be important to inform and evaluate
improvements.

Key learning aims

(1) To recognise that the ongoing issue of under-representation of older adults within Talking
Therapies extends beyond barriers to referral.

(2) To understand demographic and referral characteristics that may increase the likelihood of older
adults not opting-in to a Talking Therapies service following referral.

(3) To understand the experiences of older adults who do not opt-in and the barriers they cite,
exploring factors that impacted their capability, opportunity and motivation to opt-in.

(4) To consider how services could change their procedures, information sharing, and community
outreach to better serve older adults.
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Introduction
Background

Amongst older adults, mental health difficulties are common, with depression affecting 22–28%
(Age UK, 2016) and anxiety affecting 5% (Bryant et al., 2007). Despite this, older adults are
significantly less likely to be referred for psychological therapies than their working age
counterparts (Frost et al., 2019; Nair et al., 2020; Walters et al., 2018). In fact, Cooper et al.
(2010) found that younger adults were 80% more likely than older adults with comparable
mental health difficulties to receive therapy. This inequality increases with age, with those aged
≥85 years five times less likely to be referred for psychological therapies than those aged
55–59 years (Walters et al., 2018).

Such patterns have been observed in Talking Therapies (previously called Improving Access
to Psychological Therapies, IAPT), the UK’s initial treatment pathway for anxiety and
depression. Older adults represent just 5.1% of their referrals (NHS Digital, 2021), significantly
below the government target of 12%. However, when older adults access Talking Therapies, they
are more likely to complete treatment and experience better outcomes (NHS Digital, 2021;
Pettit et al., 2017).

Numerous studies have explored why older adults are under-referred for and are under-
accessing mental health support. Common barriers have included the belief that poor mental
health is an understandable part of ageing (amongst both older adults and healthcare
professionals), stigma, fear of burdensomeness, and discomfort talking about mental health (Frost
et al., 2019; Nair et al., 2020; Wuthrich and Frei, 2015). In addition, practical barriers such as
mobility and frailty, transport to sessions, and confidence accessing online therapy may prevent
older adults from accessing treatment (Age UK, 2024). These barriers may interfere with access
not only at referral, but also in decisions to opt-in to therapy once referred.

Service context and background

In 2021, a Talking Therapies service in the South of England identified that under 2% of clients
accessing therapy were over 65 years, in line with the national under-representation of older adults
accessing psychological therapies, but lower than the national average. The service also found that
from July to August 2021, 35% of older adults referred were not assessed. For many this was
because the service decided that Talking Therapies was not a suitable referral for the client;
however, in over half of these cases the older adults did not opt-in for assessment, declined
assessment, or did not attend their assessment (hereafter referred to as did not opt-in [DNOI];
personal communication, November 2021).

Increasing access to psychological therapies for older adults is a national priority across all
mental health services, and increasing access to Talking Therapies for older adults is one of the
key NHS objectives for 2023–2024 (NHS England, 2022). Staff at Talking Therapies were
committed to increasing the number of older adults seen; however, efforts to date had focused
on increasing referrals. It was evident that alongside increasing referrals, understanding why
so many older adults who were referred DNOI was essential, thus this project was
commissioned.

Theory of behaviour change

Barriers to opting-in will be considered within the COM-B model (Michie et al., 2011), a model
of behaviour change. The COM-B model proposes that for behaviours like opting-in to occur,
people must have Capability (internal factors like physical and psychological skills and
knowledge), Opportunity (external factors like physical and social circumstances), and
Motivation (automatic processes like emotion, and reflective processes like beliefs and plans).
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This framework can be used to help identify corresponding evidence-based intervention
approaches (see Fig. 1) and is increasingly used in healthcare research. It has informed
recommendations to change the behaviours of healthcare professionals and service-users in
areas like digital risk assessment (Lau-Zhu et al., 2022), medication adherence (Mishra et al.,
2021) and social prescribing (Aughterson et al., 2020).

Aims

A service evaluation was consequently approved with the following aims:

(1) To understand the characteristics of older adults who DNOI to Talking Therapies.
(2) To explore how older adults who DNOI experience the process of opting-in at Talking

Therapies, and their reasons for not opting-in.
(3) To make recommendations for overcoming barriers to opting-in to increase the

accessibility of Talking Therapies for older adults.

Figure 1. The Capability-Opportunity-Motivation-Behaviour (COM-B) model at the centre of the Behavioural Change Wheel.
The COM-B model is depicted with associated interventions and policy categories, each with a brief description.
Reproduced from McDonagh et al. (2020) under Creative Commons Attribution 4.0 Unported (CC BY 4.0) license.
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Phase 1 Method
Design

Phase 1 involved cross-sectional quantitative analysis of data routinely collected by Talking
Therapies at referral, to understand differences between older adults who do and DNOI.

Sample and procedure
Anonymised data were extracted for people aged 65 years and over who were referred to Talking
Therapies between 1 February 2019 and 1 February 2022; 4388 referrals were made in this time-
period; 3335 where the client opted-in, 691 where the client DNOI, and 362 where this was unclear
or the option to opt-in was not offered so these were excluded. The process of identifying referrals
to be included and excluded is illustrated in Fig. 2. A retrospective dataset of 4026 referrals was
formed. Some clients had multiple referrals in the time-period studied, thus the 4026 referrals in
the dataset were for 3796 clients.

Analysis
Analyses were conducted using IBM SPSS statistics version 28 (IBM Corporation, 2021). The
opted-in and DNOI groups were compared on demographic and referral characteristics using chi-
square test of homogeneity, t-tests or Mann–Whitney U-test. Tests of normality determined
which variables met criteria for parametric analysis. Due to small sample sizes within variable
categories, many were simplified to ensure that expected frequencies met the assumptions of the
analyses used.

Next, binomial logistic regression with simultaneous entry was used to establish the individual
contributions of variables that differed between the groups to predicting not opting-in. Whether
English was a first language was not included, as 80% of cases were excluded due to missing data;
3296 cases were included in the regression, 2919 who opted-in and 377 who DNOI.

Phase 1 Results
Sample characteristics

Clients were 72.9 years on average (SD= 6.5, range= 65–99), predominantly female (67.9%,
n= 2732) and of White British ethnicity (79.5%, n= 3202). The Index of Multiple Deprivation
Decile, a measure of relative deprivation (1=most deprived, 10= least deprived; McLennan et al.,
2019), had a median of 8 (range= 1–10); 25.3% of clients had a disability (n= 1018), and 52.7%
had one or more long-term conditions (n= 2123).

Referrals of over-65s 
February 2019 to 
February 2022
N=4388

Opted-in
n=3335

DNOI
n=691

Referral declined as 
unsuitable for IAPT 
(option to opt-in not 
given)
n=133

Unclear whether opted-
in or not
n=229

Excluded
n=362

Figure 2. Process of identifying the opted-in and DNOI groups.
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A majority of the sample were self-referred (61.8%, n= 2490), relatively evenly split between
the East and West of the county; 43.7% of referrals (n= 1760) had at least one previous referral
(M= 1.0, SD= 1.6); 71.3% of referrals (n= 2871) were able to receive text messages. Full sample
characteristics are reported in Appendix A of the Supplementary material.

Table 1 shows the numbers of older adults referred and opting-in over the audit period.
Notably, the proportion of older adults who DNOI increases.

Group differences

The opted-in and DNOI groups differed significantly on 10 variables, presented in Table 2.

Demographics
The DNOI group were significantly older on average than the opted-in group. A significantly
higher proportion of clients who were from ethnic minority backgrounds, had a disability, had a
long-term condition, or did not speak English as their first language DNOI. However, these
associations were weak and explained at most 1.1% of the variance in opt-in. There were no
significant differences across gender, Index of Multiple Deprivation Decile (IMDD), relationship
status or sexuality.

Referral characteristics
A significantly higher proportion of clients who had no previous referral, were referred by others,
were from the east of the county, and could not receive text messages DNOI. The proportion of
clients who DNOI significantly increased with each referral period. However, these associations
were weak and explained at most 6.3% of the variance in opt-in. There was no significant
difference in number of previous referrals.

Binomial logistic regression
A binomial logistic regression was performed to ascertain the relative odds of not opting-in whilst
controlling for inter-relationships between the variables (Table 3). The model was statistically
significant, χ2(10)= 113.228, p < .001, and explained 6.6% (Nagelkerke R2) of the variance in
opting-in. It correctly classified 88.6% of cases, but showed no discrimination ability. Only age,
ethnicity, whether previously referred, whether text messages were allowed, and referral source
remained significant as predictors of not opting-in. Increasing age was associated with increased
likelihood of not-opting in. Not opting-in was 2.16 times more likely for people from ethnic
minority groups, 1.74 times more likely if not able to receive text messages, and 1.92 times more
likely if referred by others. People with a previous referral were more likely to not-opt in.

Table 1. Opt-in status by time period

Overall
(N= 4388)

February 2019
to February

2020
(n= 1603)

March 2020
to February

2021
(n= 1232)

March 2021 to
February 2022
(n= 1553)

Opted in? n % n % n % n %

Yes 3335 76.0 1279 79.8 918 74.5 1138 73.3
No 691 15.7 197 12.3 206 16.7 288 18.5
Not suitable for Talking Therapies 133 3.0 35 2.2 41 3.3 57 3.7
Ambiguous 229 5.2 92 5.7 67 5.4 70 4.5
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Phase 2 Method
Design

Phase 2 involved qualitative analysis of older adult clients’ reasons for not opting-in, elicited
through surveys and interviews to contextualise Phase 1 findings. Their ideas for improvements to
support older adults to opt-in were also sought.

Table 2. Comparisons of older adults who did and did not opt-in

Opted-in
(n= 3335)

Did not opt-
in (n= 691)

Variable n % n % Test statistic Significance Effect size

Age (median, range) 71.0 65–99 73.0 65–99 U= 981332.00,
z= –6.157

p<.001 r= .10

Gender χ2(1,N= 4026)= 0.01 p= .935
Female 2264 82.9 468 17.1
Male 1071 82.8 223 17.2
Ethnicity* χ2(1,N= 3547)= 23.73 p<.001 ϕ= .08
White 2820 88.1 382 11.9
Ethnic Minority 272 78.8 73 21.2
Sexuality* χ2(1,N= 2694)= 2.61 p= .106
Heterosexual 2342 89.0 289 11.0
Non- heterosexual 52 82.5 11 17.5
Disability? χ2(1,N= 3538)= 13.22 p<.001 ϕ= .06
Yes 861 84.6 157 15.4
No 2243 89.0 277 11.0
Long-term condition? χ2(1, N= 3689)= 7.56 p= .006 ϕ= .05
Yes 1819 85.7 304 14.3
No 1390 88.8 176 11.2
Relationship status* χ2(1,N= 2903)= 1.80 p= .180
In a relationship 1475 86.6 172 10.4
Not in a relationship 1105 88.0 151 12.0
English first language? p= .007 ϕ= .10
Yes 710 88.3 94 11.7
No 21 70.0 9 30.0
IMDD (median, range) 8.0 1–10 8.0 1–10 U= 1108740.00,

z= –1.421
p= .155

Referral source* χ2(1,N= 4026)= 246.24, p<.001 ϕ= .25
Self 2245 90.2 245 9.8
Other 1090 71.0 446 29.0
Locality χ2(1,N= 4026)= 9.69 p= .002 ϕ= .05
East 1593 80.9 375 19.1
West 1742 84.6 316 15.4
Previous referral χ2(1,N= 4026)= 4.46 p= .035 ϕ= .03
Yes 1483 84.3 277 15.7
No 1852 81.7 414 18.3
Number of previous referrals

(median, range)
0.0 0–16 0.0 0–11 U= 1098575.50,

z= –1.947
p= .052

Text messages allowed? χ2(1,N= 4026)= 204.53 p<.001 ϕ= .23
Yes 2533 88.2 338 11.8
No 802 69.4 353 30.6
Referral period χ2(2,N= 4026)= 25.42 p<.001 V= .079
Feb19–Feb20 1279 86.7 197 13.3
Mar20–Feb21 918 81.7 206 18.3
Mar21–Feb22 1138 79.8 288 20.2

IMDD, Index of Multiple Deprivation Decile. Characteristics marked with * are those where the categories have been simplified to broader
categories due to small sample sizes within subgroups. Male includes trans men, and female includes trans women.
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Participants

Clients aged 65 years and over who DNOI to Talking Therapies between September and
November 2022 were invited to provide survey or interview feedback about their experience and
reasons for not opting-in. Recruitment was repeated in December, January and February due to
lower-than-expected response; 39 of the 60 clients referred were successfully contacted. Clients
read and discussed an information sheet and gave written or oral informed consent if they agreed
to participate; 18 agreed to be sent the survey, and eight completed (44.4% response rate); five
online, two by telephone, and one by post. Eight clients were interviewed.

Procedure

A survey was co-developed with the Older Adult Workstream within Talking Therapies and
reviewed by service users. Questions explored referral experiences, reasons for not opting in, and
suggestions for improvement. These questions were subsequently developed into a semi-
structured interview schedule. The survey could be completed online, by telephone, or by post.
Interviews took place by telephone between February and March 2023, were audio recorded, and
lasted 15–60 minutes.

Analysis

Interviews were transcribed verbatim and anonymised. Transcripts and survey free-text were
analysed using thematic analysis, following guidance from Braun and Clarke (2022), using NVivo
12 (QSR International, 1999). Each transcript was read several times to aid familiarisation, and a
reflexive log was kept. Keywords and phrases were used to generate initial codes, which were then
reviewed and grouped into candidate themes. An inductive stance was taken whilst coding. The
COM-B model was then used to organise the themes and identify intervention functions. All
authors, as well as clinicians in the Older Adult Workstream, reviewed candidate and final themes
to ensure credibility and coherence.

Table 3. Binomial logistic regression model to predict not opting-in (n= 3296)

95% CI for OR

Variable Parameter coding B SE B Significance OR Lower Upper

Age .02 .01 .019 1.02 1.00 1.04
Ethnic group White (0)

Ethnic minority (1) .77 .16 <.001 2.16 1.57 2.99
Disability? No (0)

Yes (1) .21 .12 .085 1.24 0.97 1.58
Long-term condition? No (0)

Yes (1) −.13 .12 .294 0.88 0.70 1.11
Locality West (0)

East (1) .15 .11 .192 1.16 0.93 1.45
Previous referral? Yes (0)

No (1) −.37 .11 .001 0.69 0.55 0.86
Text messages allowed? Yes (0)

No (1) .55 .13 <.001 1.74 1.34 2.25
Referral source Self (0)

Other (1) .65 .11 <.001 1.92 1.54 2.40
Referral period Feb 19–Feb 20 (0) .426

Mar 20–Feb 21 (1) −.10 .14 .469 0.90 0.68 1.19
Mar 21–Feb 22 (2) .86 .13 .509 1.09 0.84 1.41

Constant −4.02 .67 <.001 0.02
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Phase 2 Results
Respondent characteristics

Characteristics of survey and interview respondents are shown in Table 4.

Thematic analysis

Four themes and 10 subthemes were identified, corresponding to capability, opportunity and
motivational domains of the COM-B model (Fig. 3). Additional illustrative quotes are in
Appendix B of the Supplementary material. Names are pseudonyms.

The process of referral and opt-in
Some respondents experienced communications with Talking Therapies as happening ‘smoothly’
(Angela); however, for others these were ‘another process that wasn’t working well’ (Pam) and
were confusing and time-consuming, especially due to ‘pushbutton’ telephone services. For some,
communication had been so poor that they were unaware of their referral until they were
discharged. Others described communication issues like calls from withheld numbers and lack of
voicemails, resulting in them feeling they had no opportunity to opt-in despite wanting to.

Furthermore, tickboxes and questionnaires in the process of opt-in were off-putting for many
respondents as they made interactions feel scripted and made some feel like they were ‘wasting
someone’s time’ as options ‘didn’t really fit’ (Survey Response).

Overall, the process was missing the personal touch that respondents felt was crucial in
building the trust they required to opt-in. They emphasised the value of telephone calls where they
could speak with a human and ask questions, and recommended that older adults might
appreciate being followed-up by telephone call after not opting-in.

Table 4. Participant characteristics for surveys and interviews

Surveys (n= 8) Interviews (n= 8)

Characteristic n % n %

Age (median, range) 70.0 65–80 69.5 65–74
Gender
Male 2 75.0 4 50.0
Female 6 25.0 4 50.0
Ethnicity*
White 8 100.0 8 100.0
Ethnic minority 0 0.0 0 0.0
English first language?
Yes 8 100.0 8 100.0
No 0 0.0 0 0.0
Locality
East 4 50.0 5 62.5
West 4 50.0 3 37.5
Disability?
Yes 1 12.5 3 37.5
No 7 87.5 5 62.5
Long-term condition
Yes 4 50.0 6 75.0
No 4 50.0 2 25.0
Referral source
Self 3 37.5 1 12.5
Other 5 62.5 7 87.5

Male includes trans men, and female includes trans women. Characteristics marked with * are those where the categories have been
simplified to broader categories due to small sample sizes within subgroups.
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Talking Therapies is a mystery
Some respondents knew what Talking Therapies were, often through previous referrals, but the
majority had limited knowledge and awareness of Talking Therapies and found them ‘a mystery’
(Survey Response). Limited knowledge of the service meant respondents did not know what to
expect after referral, with one commenting: ‘If people don’t understand what it is they might just
think, I don’t know if that’s what I want’ (Pam). Many stressed that ‘more information about what
to expect’ (Survey Response) and information about ‘why it’s worth doing and how it’s helped
other people’ their age (Frank) would be helpful.

Regarding making information accessible, online information was described as accessible for
some older adults, but that others ‘wouldn’t even think of googling or looking online’ (Survey
Response) and may not have the capability or technology to access online resources. Respondents
stressed that having information in multiple formats online and offline, with preference for
interaction, was important.

Beliefs and attitudes about therapy
Many respondents expressed uncertainty about the effectiveness of therapy, conflicted between
awareness that it could be helpful but also believing that ‘rambling on’ could not solve problems:
‘I don’t think you can talk yourself out of problems : : : Life’s life’ (Paul). For some, these beliefs
and their decision to not opt-in were influenced by previous therapy which they found unhelpful.
Others felt that therapy effectiveness was therapist dependent, and worried about the youthfulness
of Talking Therapies clinicians, wondering ‘how could somebody inexperienced in life start to
understand or help people, particularly if they’re stuck in their ways like I am?’ (Douglas).

Respondents commented on a generational difference, whereby the older generation don’t ‘go
on about mental health’, preferring to get on with life and ‘sort yourself out’ (Frank) rather than
accept support. Mental health difficulties were still stigmatised for many older adults: ‘a kind of
shame that you’re not coping’ (Angela). This meant that many ‘wouldn’t go to the doctors unless

Capability

Opportunity

Motivation

Behaviour
Older Adults

Opting-inThe Process of
Referral and Opt-

In

Getting Older is a
Barrier

Beliefs and
Attitudes about

Therapy

Talking Therapies
is a Mystery

Life Changes are
Overwhelming

Communications

Physical and
Cognitive Changes

Therapy isn’t For Me

The Older Generation
Don’t Go On About

Mental health

Uncertainty about the
Effectiveness of

Therapy

Making Information
Accessible

Knowledge and
Awareness of Talking

Therapies

Missing the Personal
Touch

Tickboxes and
Questionnaires

Figure 3. Themes with corresponding domains of the COM-B Model.
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[they were] really struggling’ (Frank). Following up older adults who DNOI was therefore stressed
as important, as well as normalising mood difficulties.

Many felt that therapy isn’t for me, for different reasons. Some ‘didn’t feel as if [they] needed it’
(Susan). However, alongside this were narratives that their difficulties were not bad enough to
warrant support, and worries that they would be in the way of ‘someone else who desperately
needed help’ (Paul). Many acknowledged the current pressure on NHS services, not wanting to
‘contribute to the backlog’ (Pam) or ‘bother anybody’ (Susan). Conversely, others felt that Talking
Therapies were too ‘superficial’ (Angela) to help with longstanding difficulties. Others believed
that they were at the ‘wrong end of life’ (Paul) for therapy, believing they were too old to be helped.

Getting older is a barrier
Physical and cognitive changes were discussed, with not ‘feeling well enough’ (Maria) resulting in
some respondents not opting-in. Although acute illness was an understandable barrier, others
described longer-term health changes as barriers to opt-in: ‘because of my health difficulties and : : :
disability, it takes quite a lot of energy to get appointments’ (Angela). Online and telephone
appointments could be helpful; however, their impersonal nature was also off-putting for some.
Cognitive changes also made remembering information they had been given and opting-in difficult
for some: ‘I get confused utterly between care providers’ (Douglas). Reminders and repetition of
information were considered crucial for overcoming this.

More broadly, older adults described how life changes are overwhelming and could leave them
feeling too busy to opt-in, describing that life ‘becomes full of barriers’ (Frank) including losses
related to retirement, bereavement, and health. In particular, respondents who were carers
highlighted that this role ‘takes over everything and [they] have little or no time or energy for
anything else’ (Survey Response) as they did not have sufficient support. It was suggested that
asking older adults about barriers and helping them problem-solve may help, but that showing an
understanding of the challenges of older age was essential.

Discussion
This service evaluation explored the characteristics of older adults who DNOI to Talking
Therapies and the barriers they identified to opting-in.

Results showed that 23.9% of older adults referred to Talking Therapies in the time period
audited were not seen, with 15.7% not opting-in, indicating an important point of attrition that
could be targeted to increase the number of older adults accessing therapy. Opt-in rates worsened
over the three years audited, and although referrals increased post-COVID, a greater proportion
of older adults now DNOI, indicating that the pandemic may have exacerbated barriers to older
adults opting-in, potentially linked to concerns about burdening the NHS highlighted in
interviews. This is worrying as the mental health of older adults worsened throughout the
pandemic (Zaninotto et al., 2022) and Office for National Statistics (2022) data indicate that rates
of depression remain at double pre-pandemic levels for over-70s, thus the level of unmet need may
be growing.

Not opting-in was more likely with increasing age, in line with previous research which found
that the proportion of clients referred to IAPT who took up assessments declined after age 64
(Pettit et al., 2017). Notably, over-80s were not represented in our interview sample. Different
barriers and cohort beliefs about therapy are likely to be relevant to this group compared with
‘younger’ older adults, and with longevity increasing it is crucial that the barriers to opting-in for
different cohorts of older people are understood through further evaluation. Older adults from UK
ethnic minority backgrounds were also less likely to opt-in. Racial and ethnic minority
populations are less likely to access mental health services generally (Cooper et al., 2013;
McManus et al., 2016), and were not represented in our interview sample. Exploring and
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addressing the barriers to opting-in experienced by older adults fromminority populations should
be considered in future service evaluations. Similarly, a greater proportion of the DNOI group
were disabled and had long-term conditions; however, when inter-relations with other variables
were controlled for these were not significant.

People who were referred by others were much more likely to not opt-in compared with those
who self-referred, an effect observed across all ages in IAPT (Sweetman et al., 2022). Talking
Therapies may therefore wish to work with local referrers when implementing recommendations,
and particularly consider older adults who are not able to self-refer by the current processes.
Finally, older adults unable to receive text messages had higher odds of not opting-in, possibly
indicating barriers related to access to and confidence using technology, but also highlighting a
need for opt-in reminders to be offered in alternative formats.

Thematic analysis of survey and interview data showed that many older adults found the
process of opting-in to Talking Therapies confusing, and sometimes had no way of knowing they
had been contacted, thus no opportunity to opt-in. Respondents also expressed a strong
preference for speaking with clinicians rather than navigating automated systems and
questionnaires. This preference extended to ways of accessing information about the service,
with most respondents having limited knowledge of Talking Therapies and emphasising that
information was inaccessible for many due to it mainly being online, affecting their capability to
opt-in. Participants highlighted the importance of making more information about therapy and its
benefits for older adults available, and it has been shown that knowledge about treatment
promotes participation (Kyle and Shaw, 2014). They valued opportunities to ask questions,
indicating that allowing more time to speak with older adults may be helpful to facilitate personal
connection and increase knowledge of the service.

Some beliefs about therapy were barriers to opt-in, including uncertainty about the helpfulness of
therapy, but also whether problems were bad enough and not wanting to be a burden on services or
prevent someone who needed it more accessing support. Some also believed they were too old to
change, or that therapists were too youthful to understand and help them. These attitudinal barriers
have been acknowledged by numerous studies exploring barriers to referral and uptake of therapy by
older adults (Age UK, 2024; Berry et al., 2020; Frost et al., 2019). Some of these attitudes may reflect
internalised ageism, excessively negative stereotypes and beliefs about growing old endorsed by older
people and resulting in self-fulfilling limitations (Law et al., 2010; Levy, 2003). Allen and Ranger
(2013) emphasise the importance of exploring and challenging ageist beliefs early in therapy as part
of treatment socialisation, as beliefs that they are too old to change or that they are wasting the
therapist’s time may increase the likelihood of disengagement. Exploring these beliefs with older
adults in early conversations with Talking Therapies and through outreach may therefore promote
opt-in. Stigma was also identified as an important motivational barrier to opt-in. Mental health
stigma is a significant barrier to help-seeking for people of all ages (Clement et al., 2015); however, its
impact has been found to be stronger amongst older adults, possibly due to exposure to negative
images of mental illness that used to be prevalent (Laidlaw and Knight, 2008), suggesting targeted
interventions to improve this are indicated.

Cognitive and physical changes also affected respondents’ capability and opportunity to opt in,
making it harder to access technology, travel to appointments, and remember to opt-in, in line
with previous research (Berry et al., 2020; Nair et al., 2020). Some older adults wanted to access
therapy but felt too overwhelmed by life changes, particularly evident for respondents with caring
responsibilities, who are more likely to experience poor mental health (Carers UK, 2019).
Increasing awareness and availability of home-based interventions may be helpful in supporting
carers and people living with mobility difficulties to opt-in.

Many barriers to opting-in identified here have also been highlighted as barriers to referral,
suggesting that these are not service or opt-in specific. Indeed, the IAPT Positive Practice Guide
(Age UK, 2024) makes many recommendations which are echoed in this report. This suggests that
service initiatives which have focused predominantly on increasing referrals may not have
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adequately addressed the range of barriers experienced by older adults, which then persist and
affect opt-in, limiting effectiveness of efforts to increase the number of older adults accessing
therapy.

Strengths and limitations

A strength of this service evaluation was the use of mixed-methodology, combining audit with
surveys and interviews to offer a comprehensive understanding of the differences between

The Process of Referral and Opt-In
Communication

- To ensure that older adults have the opportunity and capability to opt-in, enablement via 

changes to communication procedures is required. 

- For example: calls should not come from withheld numbers; if voicemails are left detail should 

be given of who is calling with a number to return the call; opt-in deadline could be extended; in 

discharge letters emphasize that re-referral is allowed and explain different ways (online and 

offline) to do this; follow up calls to people who don’t opt-in.

Tickboxes and Questionnaires, Missing the Personal Touch

- Education around why certain procedures like questionnaires are needed and persuasion by 

increasing personal connection could also be helpful in improving reflective motivation to opt-

in.

- For example: explain in all initial letters and phone calls about why questionnaires are sent, and 

that if some statements don’t apply this is not an indicator that therapy is not appropriate; in initial 

assessments time should be taken to develop rapport and personal connection before 

questionnaires; acknowledge that initial calls and measures can feel ‘tickbox-y’ and scripted and 

explain why. 

Talking Therapies is a Mystery

Knowledge and Awareness of Talking Therapies, Making Information Accessible

- Education to increase older adults’ knowledge of Talking Therapies and thus increase capability 

to opt-in is essential. This is likely to be most effective when it is responsive to older adults’ needs 

and current understanding (e.g. considering other subthemes identified such as preference for 

personal touch). 

- Enablement, by reducing barriers to accessing this education though providing it in multiple 

formats and settings, should increase capability and opportunity to opt-in. 

- Environmental restructuring, including changes to letter templates and phone call standard 

operating procedures, may be needed for this to be implemented.

- For example: Ensure FAQs and leaflets are provided as standard in letters, not solely directing to 

websites or website links; testimonials of older adults could be included in leaflets and letters; 

work with referrers to encourage provision of more information about Talking Therapies and how 

it can specifically help older adults; outreach to community groups; check in all phone calls 

around referral and opt-in staff that older adults know what Talking Therapies is and how it can 

help; give space for questions.

Figure 4. Recommended interventions grouped by themes and COM-B domains.
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older adults who do and DNOI, as well as elaboration on their experiences. The use of a
psychological model was a further strength, harnessing a theory-driven approach to optimise
recommendations to change opt-in behaviour. Consultation of both Talking Therapies
clinicians and older adult service users ensured that questions and their delivery were
accessible and relevant, and additionally helped to check the feasibility of recommendations,
hopefully increasing the likelihood of their implementation. Co-production of future studies
with older adults may improve this further, as well as consultation of other services and
charities who work with older adults. Finally, the audit time-period allowed the impact of the
COVID-19 pandemic on opt-in to be studied and controlled for, indicating that differences
observed were enduring.

Key limitations must also be noted. In the audit there was substantial missing data across
demographic variables, largely from the DNOI group. Data may have been more complete for

Beliefs and Attitudes about Therapy

Uncertainty about the Effectiveness of Therapy, The Older Generation Don’t Go on About Mental Health, 

Therapy isn’t for Me

- Education should also be utilised to increase older adults’ understanding of the effectiveness of 

therapy and thus increase reflective motivation to opt-in. This could also provide persuasion, 

inducing positive feelings and stimulating action, especially if conveyed with a personal touch. 

- Modelling by same-age peers may provide a helpful way to impart this information whilst 

providing examples to reassure older adults that it is okay to talk about mental health and 

normalise therapy, reducing negative generational social norms that restrict opportunity and 

increasing motivation.

- Environmental restructuring, including changes standard operating procedures for following-up 

older adults may be needed for this to be implemented.

- For example: provide case studies of older adults with various levels of need; include older adult 

service users in outreach to community groups; consider terminology used and name and 

challenge negative stereotypes; ensure there are pictures of older adults on posters and leaflets; 

training for staff involved in administration and initial contacts about assumptions older adults 

may hold and how to acknowledge age differences and challenge negative beliefs around mental 

health difficulties and therapy.

Getting Older is a Barrier

Life Changes are Overwhelming, Physical and Cognitive Changes

- Enablement interventions will need to be tailored to the changes that interfere with older adults’ 

opportunity to opt-in to therapy. 

- For example: after building rapport, ask about barriers to engaging like life stresses, caring 

responsibilities, cognitive difficulties, disability and help problem solve; offer choice of 

appointment time; offer a choice of different ways of being seen for assessment (e.g. face to face 

or online or phone); offer home visits or sessions at local GP; signposting to carers support if 

needed; training for staff involved in administration and initial contacts about adaptations for 

older people with hearing impairment, cognitive difficulties, frailty, or physical health conditions, 

as well as common changes in older age. 

Figure 4. (Continued).
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clients with previous episodes of care, potentially biasing the regression. This also prevented more
detailed analysis of effects of sexuality, employment, relationship status, and presenting difficulties
on opt-in. Collecting more data at referral would enable future evaluations to consider these.
Furthermore, the sample of interview and survey respondents was small and was not
representative of characteristics least likely to opt-in (e.g. from ethnic minority background,
older age). Different barriers may be important for those who did not (or were not able) to
participate. Feedback is currently collected from clients who have completed therapy. More
routine follow-up of clients who DNOI could increase opportunities to capture and understand
the views of under-represented groups.

Recommendations

Respondents suggested many potential interventions to improve opt-in behaviour of older
adults, which were elaborated on after consideration of the intervention functions
recommended by the COM-B model. These were provided to the service in detail and are
summarised in Fig. 4 should they assist those developing or delivering services in similar
settings. In addition to process changes and education, organisational culture which includes
leadership encouraging attention to barriers faced by older adults across service development
decisions will be needed to enable improvements. Adoption of one-size-fits-all procedures
without considering the specific needs of older adults, and other underrepresented groups, risks
indirect discrimination.

Conclusion

A proportion (15.7%) of older adults referred to Talking Therapies DNOI. This project has
outlined which older adults may be less likely to opt-in following referral, and highlighted key
barriers within domains of capability, opportunity and motivation which may negatively impact
opting in. Several recommendations have been suggested to improve opt-in amongst older adults.
It is hoped these recommendations will support the service to make changes to consider the needs
of older adults and increase opt-in rates.

Key practice points

(1) Mental health difficulties are common amongst older adults, yet they are consistently under-represented in
mental health services. Considerable effort has focused on increasing referral; however, when they are referred a
substantial proportion do not opt-in for support, indicating an important point of attrition that many services
could target.

(2) Impersonal and confusing processes, limited knowledge of who Talking Therapies are, stigma and beliefs about
therapy, concerns that their problems were not severe enough and of burdening the NHS, and physical, cognitive
and life changes with age were barriers to opting-in.

(3) Strategies to increase accessibility of information, change procedures to improve personal connection, and
explore and overcome practical and motivational barriers for older adults are suggested, which may be helpful for
other services.

(4) Many barriers to opting-in identified here echo research exploring barriers to referral and engaging with therapy,
suggesting that they are not service or opt-in specific. Clinicians and those involved in developing services are
encouraged to review the many existing materials and guidelines related to working with older people in therapy.

(5) Services must consider barriers to accessing mental health services faced by older adults when considering any
service developments, as otherwise these may be exacerbated and the unmet mental health needs of older adults
will grow.
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