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Introduction. 
Anxiety is one of the most prevalent mental health difficulties experienced by individuals accessing mental health services.  It can affect people of all ages and backgrounds and may present as a primary diagnosis or as a co‑existing condition alongside depression, psychosis, trauma‑related disorders, or long‑term physical health conditions.  Within mental health settings, anxiety can significantly impact an individual’s emotional wellbeing, confidence, and ability to engage in everyday activities.  As a Therapy Assistant Practitioner (TAP), supporting individuals who experience anxiety is a frequent and important aspect of clinical practice.
This report explores anxiety within mental health from the perspective of a Therapy Assistant Practitioner working as part of a multidisciplinary team.  The reader can expect to gain an overview of what anxiety is, common causes using a biopsychosocial framework, and the impact anxiety can have on mental health and daily functioning.  The report will also highlight the role of the Therapy Assistant Practitioner in supporting individuals with anxiety, including observation, therapeutic engagement, and the implementation of interventions under the guidance and supervision of registered professionals.
The parameters of this report are intentionally focused on practice‑based support rather than diagnosis or specialist psychological therapy.  It will not explore pharmacological treatment in depth or advanced therapeutic models delivered by qualified clinicians. Instead, the emphasis will be on person‑centred, recovery‑focused approaches that are relevant to the Therapy Assistant Practitioner role within mental health services.  The report is set within a UK mental health context and aligns with professional values such as maintaining boundaries, working within scope of practice, and promoting collaboration within the multidisciplinary team.
By focusing on practical support and therapeutic engagement, this report aims to demonstrate how Therapy Assistant Practitioners contribute to positive outcomes for individuals experiencing anxiety.
                                                   








                                                                                                                                                                                             
Case Study: Supporting Anxiety in an Adult Mental Health Service
This case study is situated within an NHS Adult Community Mental Health Service, which supports individuals experiencing moderate to severe mental health difficulties.  The service operates using a multidisciplinary team (MDT) approach, including Occupational Therapists, Community Psychiatric Nurses, Psychologists, Social Workers, Psychiatrists, and Therapy Assistant Practitioners (TAPs). Referrals are typically received from GPs or other secondary care services. Interventions focus on recovery, promoting independence, and improving functional ability.
Within this service, the Therapy Assistant Practitioner works under the supervision and delegation of a registered Occupational Therapist.  Tasks are allocated following MDT discussions and agreed care plans. The TAP’s roles and responsibilities include supporting therapeutic activities, delivering interventions delegated by qualified clinicians, observing service user presentation, promoting engagement, and feeding back progress or concerns to the MDT. The TAP does not diagnose or deliver specialist therapy independently but plays a key role in implementing care plans and supporting service users to develop coping strategies.
Case Example
The case presented involves Mr A, a 38‑year‑old male referred by his GP due to increasing anxiety, low mood, and withdrawal from daily activities.  Mr A lives alone in social housing and is currently unemployed following redundancy.  This referral is representative of a typical case allocated to a TAP due to the impact of anxiety on engagement and functional daily living.
Biopsychosocial Overview
Biologically, Mr A reports ongoing poor sleep, fatigue, and physical symptoms of anxiety, including muscle tension, palpitations, and restlessness.  Although he has no significant physical health conditions, his anxiety symptoms contribute to low energy levels and difficulty maintaining a routine.
Psychologically, Mr A experiences excessive worry, racing thoughts, and a heightened sense of fear when attempting to leave his home or attend appointments.  He demonstrates negative self‑beliefs, reduced confidence, and avoidance behaviours. He reports that his anxiety has gradually increased over the past year, leading to feelings of hopelessness and reduced motivation.
Socially, Mr A has limited family contact and few social connections.  Redundancy has resulted in financial stress and reduced structure, contributing to increased isolation. He spends most of his time at home and has disengaged from previously meaningful activities, such as socialising and exercising.                                                                                                                                                          
Clinical Condition and Impact
Mr A’s primary clinical condition is Generalised Anxiety Disorder (GAD).  This condition is characterised by persistent and excessive worry that is difficult to control and affects multiple aspects of daily life.  In Mr A’s case, anxiety significantly impacts his ability to attend appointments, engage in social situations, and perform activities of daily living.  His avoidance of anxiety‑provoking situations reinforces his symptoms and contributes to isolation and low mood.
From the Therapy Assistant Practitioner’s perspective, Mr A presents with reluctance to engage, reassurance‑seeking behaviours, and heightened distress when routines are disrupted.  The TAP supports Mr A through graded activity engagement, anxiety management techniques, and encouragement to establish structure within daily routines, under the supervision of the Occupational Therapist.  Regular feedback to the MDT ensures interventions remain person‑centred, safe, and recovery‑focused.



















Prevalence, Impact, and Access Challenges of Anxiety Disorders
Anxiety disorders are among the most prevalent mental health conditions in the UK. National data from the Adult Psychiatric Morbidity Survey indicate that approximately 22.6% of adults aged 16–64 experience a common mental health disorder, with anxiety representing a significant proportion.  NICE estimates that around 6 in 100 people in England meet the diagnostic criteria for Generalised Anxiety Disorder at any given time. These figures are supported by Office for National Statistics (ONS) wellbeing data, which consistently show elevated levels of population‑wide anxiety since 2020, enhancing the validity of prevalence trends through repeated large‑scale sampling. [mentalheal...urse.co.uk] [cks.nice.org.uk] [ons.gov.uk]
Anxiety can substantially impact individuals’ functioning, affecting employment, relationships, physical health, and participation in daily activities.  Families may experience increased emotional strain, carer burden, and financial pressure.  From a service perspective, anxiety contributes to increased primary care consultations, high referral rates to NHS Talking Therapies, and repeated service use, placing strain on already pressured mental health systems. [centreform...lth.org.uk]
Despite high prevalence, access to timely treatment remains challenging.  National reports show long waiting times, workforce shortages, and significant numbers of individuals deteriorating while awaiting support.  While large datasets such as ONS and NHS Digital are robust and reliable, they may underrepresent marginalised groups, highlighting the importance of combining quantitative data with lived‑experience evidence for a comprehensive understanding of need. [centreform...lth.org.uk]











Earlier Approaches to the Treatment and Understanding of Anxiety
Prior to the development of modern diagnostic frameworks, anxiety was not conceptualised as a distinct mental health condition.  Classical Greek and Roman physicians such as Hippocrates recognised anxiety‑like symptoms but attributed them to imbalances in bodily humours rather than psychological processes.  For several centuries, anxiety was understood largely through philosophical, moral, or spiritual explanations, limiting the development of structured treatments and resulting in highly variable prognoses. [pmc.ncbi.nlm.nih.gov]
During the late nineteenth and early twentieth centuries, anxiety began to emerge within psychiatric theory, most notably through the work of Sigmund Freud.  Freud introduced the concept of “anxiety neurosis”, framing anxiety as originating from unconscious conflict and repression. Psychoanalytic treatment focused on insight through long‑term therapy rather than symptom reduction.  While influential, these approaches lacked empirical validation and were time‑intensive, making them inaccessible to much of the population. Retrospective analysis suggests limited effectiveness for severe or disabling anxiety symptoms, particularly in socially disadvantaged groups. [pmc.ncbi.nlm.nih.gov]
A significant shift occurred in the mid‑twentieth century with the rise of behavioural psychology. Joseph Wolpe’s development of systematic desensitisation in the 1950s marked one of the first structured, evidence‑based approaches to treating anxiety disorders, particularly phobias.  By applying principles of classical conditioning and gradual exposure, this approach demonstrated measurable symptom reduction and shorter treatment duration compared with psychoanalysis.  These methods laid the foundations for later cognitive‑behavioural approaches and remain influential in graded‑exposure techniques used today.  [simplypsychology.org], [pmc.ncbi.nlm.nih.gov]
Pharmacological approaches also expanded during this period.  In the 1950s and 1960s, anxiolytic medications such as meprobamate and later benzodiazepines became widely prescribed.  These drugs were initially viewed as highly effective due to rapid symptom relief. However, subsequent evidence identified significant risks, including dependence, tolerance, and long‑term cognitive effects, leading to a reassessment of their clinical value. This historical overreliance on medication is now recognised as contributing to chronic presentations and complex withdrawal issues . [journals.sagepub.com], [pmc.ncbi.nlm.nih.gov]
The publication of the DSM‑III in 1980 represented a pivotal moment, formally separating anxiety disorders from broader “neurotic” categories and improving diagnostic reliability. While this increased research validity and treatment standardisation, critics argue that earlier approaches were insufficiently person‑centred and focused narrowly on symptom reduction. [psychiatrist.com]


Overall, earlier approaches to anxiety highlight the evolving nature of mental health understanding.  Although many historical models lacked scientific rigour, they contributed foundational concepts that underpin contemporary, recovery‑focused practice.  Evaluating these approaches demonstrates the importance of combining empirical evidence with holistic understanding and accessibility.


























Current Approaches to Supporting Anxiety in Mental Health Practice
Contemporary approaches to anxiety represent a significant shift from earlier medicalised and largely clinician‑led models toward evidence‑based, recovery‑focused, and person‑centred care.  Historically, anxiety was managed through prolonged psychoanalysis or a heavy reliance on pharmacological interventions such as benzodiazepines.  While these approaches contributed to foundational understanding, they often prioritised symptom suppression over functional recovery and carried risks such as dependence or limited accessibility.  In contrast, current practice emphasises psychological therapies, functional engagement, and self‑management strategies, with Therapy Assistant Practitioners playing a defined and supportive role.
Within modern services, TAPs undertake delegated interventions aligned with stepped‑care models, particularly those outlined within NHS Talking Therapies.  Unlike earlier approaches that focused primarily on insight or medication, current TAP practice supports graded exposure, activity scheduling, and anxiety‑management strategies during meaningful occupations.  Tools such as standardised outcome measures (e.g. GAD‑7) are now complemented by observational and occupation‑focused assessments, enabling a more holistic understanding of the individual’s functioning.  The evidence base supporting these approaches is strong, with CBT‑informed and behavioural interventions consistently demonstrating effectiveness across anxiety disorders (NICE, 2023).
Today’s TAP practice is explicitly person‑centred, aligning with recovery models that prioritise service user goals, strengths, and lived experience.  Interventions are adapted collaboratively, recognising individual readiness, cultural context, and personal meaning. Compared with earlier paternalistic models, this approach improves engagement and supports sustained outcomes.  However, challenges remain, including increasing demand, reduced workforce capacity, and long waiting times, which can limit continuity and intensity of support.  National reports highlight that many individuals deteriorate while awaiting treatment, impacting both service users and carers (Centre for Mental Health, 2025).
Clinical decision‑making for TAPs is influenced by several factors, including delegation from registered clinicians, service policies, risk considerations, and the individual’s presentation on the day.  Supervision and MDT collaboration are central to safe practice.  While national guidelines and datasets provide high validity due to robust methodologies and large samples, they often lack detailed evaluation of assistant‑led practice.  Therefore, qualitative evidence such as service user feedback and reflective practice remains highly relevant in assessing TAP effectiveness.
Overall, current approaches demonstrate a more ethical, inclusive, and effective model of care, while highlighting ongoing systemic challenges that directly influence TAP practice.


Co‑production in Supporting Individuals with Anxiety
Co‑production is a core principle within contemporary mental health practice and is central to effective Therapy Assistant Practitioner (TAP) assessment and intervention for individuals experiencing anxiety.  Co‑production recognises individuals as equal partners in their care, valuing lived experience alongside professional knowledge.  For TAP practice, this requires collaborative working with the individual, their carers where appropriate, and the wider multidisciplinary team.
As part of assessment and ongoing intervention, the key people involved include the individual experiencing anxiety, registered clinicians such as Occupational Therapists or Community Psychiatric Nurses, and the TAP acting under delegated responsibility.  Family members or informal carers may also play an important role in providing contextual insight and supporting the individual to engage with interventions. In anxiety‑related care, co‑production ensures that goals are meaningful, achievable, and aligned with what the individual identifies as supportive rather than distressing (NICE, 2023).
Effective co‑production often requires collaboration with internal and external agencies. Internally, this includes close working with the multidisciplinary team to ensure consistency, shared risk awareness, and coordinated care planning.  Externally, agencies such as NHS Talking Therapies, primary care services, voluntary sector organisations, housing services, and employment or welfare support agencies may be involved.  These partnerships are particularly relevant for anxiety, as social stressors such as unemployment, debt, or housing insecurity frequently exacerbate symptoms (Centre for Mental Health, 2025).
Despite its recognised value, co‑production presents several challenges for TAPs. Common barriers include fluctuating engagement due to anxiety symptoms, limited confidence or trust in services, cognitive avoidance, and reduced motivation.  Systemic pressures such as high caseloads, time constraints, and long waiting lists may also restrict opportunities for meaningful collaboration.  Additionally, power imbalances can unintentionally persist if professional agendas override service user priorities (NHS England, 2019).
The evidence supporting co‑production in mental health is strong, particularly qualitative research highlighting improved engagement, satisfaction, and outcomes .  However, national datasets often struggle to capture the relational and process‑based impact of co‑production.  As such, reflective practice, service user feedback, and supervision remain highly relevant sources of evidence when evaluating TAP involvement. Overall, co‑production enhances ethical, person‑centred care but requires organisational commitment and reflective practice to be fully effective.


Clinical Governance and Supervision Framework in the Therapy Assistant Practitioner Role
Clinical governance provides the framework through which NHS organisations are accountable for continuously improving the quality and safety of services and maintaining high standards of care.  For Therapy Assistant Practitioners (TAPs), clinical governance is essential in ensuring that delegated clinical tasks are delivered safely, ethically, and within defined scopes of practice.  Key components of clinical governance relevant to TAPs include risk management, clinical effectiveness, accountability, education, audit, and service user involvement.
Supervision sits as a central mechanism within the clinical governance framework and is particularly critical for TAPs due to their supportive and delegated role. Unlike registered practitioners who retain autonomous clinical accountability, TAPs operate under the supervision and direction of qualified clinicians such as Occupational Therapists or Nurses. This distinction highlights a key difference between governance for registered and non‑registered staff: TAPs rely more heavily on structured supervision to ensure clinical decisions, boundaries, and responsibilities remain safe and appropriate.
Clinical supervision for TAPs typically includes a combination of managerial supervision, focused on performance and workload, and clinical supervision, which supports safe practice, reflective learning, and emotional resilience.  Compared with historical task‑focused assistant roles, current supervision frameworks emphasise reflective practice, professional development, and clinical reasoning.  This evolution reflects wider governance priorities around learning cultures rather than blame‑based systems.
From an evaluative perspective, robust supervision frameworks enhance patient safety, reduce practice variation, and promote confidence in delegation processes. Evidence consistently links regular, high‑quality supervision with improved staff competence, wellbeing, and service quality. However, challenges remain.  Time pressures, workforce shortages, and high caseloads can limit access to consistent supervision, creating potential governance risks.  For TAPs, insufficient supervision may increase the likelihood of role drift, blurred accountability, or task performance beyond competence.
Clinical governance also requires TAPs to engage with incident reporting, mandatory training, and adherence to local policies.  While national frameworks such as NHS clinical governance principles are well‑established and highly valid, they are often broad.  Their relevance to TAP practice depends on effective local implementation, clear delegation protocols, and supportive supervision structures.
In conclusion, clinical governance and supervision are interdependent systems that safeguard service users and practitioners.  For TAPs, effective supervision operationalises clinical governance, ensuring safe delegation, ongoing competence, and person‑centred, accountable practice within mental health services.

Conclusion and Recommendations
This research report has examined anxiety within adult mental health services from the perspective of the Therapy Assistant Practitioner (TAP). The findings highlight that anxiety is a highly prevalent and impactful mental health condition, affecting individuals’ emotional wellbeing, occupational functioning, and quality of life, while also placing significant demand on health and social care services.  The report has explored historical and current approaches to anxiety, demonstrating a clear shift from predominantly medical and clinician‑led models towards recovery‑focused, person‑centred, and evidence‑based practice.
The role of the TAP has been shown to be integral within contemporary mental health services. Through delegated assessment, therapeutic engagement, graded activity support, and co‑production, TAPs contribute meaningfully to anxiety management while working within governance and supervision frameworks.  The analysis identified that effective TAP practice is strongly influenced by multidisciplinary collaboration, access to supervision, clear role boundaries, and adherence to national guidance.  However, challenges such as increasing service demand, workforce pressures, and barriers to access continue to impact both service users and practitioners.
Based on the outcomes of this report, several recommendations can be made for future TAP practice.  Firstly, there should be continued investment in structured clinical supervision to ensure safe delegation, reflective practice, and professional development for TAPs.  Evidence consistently shows that effective supervision supports quality care and staff wellbeing (Health Education England, 2018).  Secondly, further emphasis should be placed on co‑production training for TAPs, enabling meaningful collaboration with individuals, carers, and partner agencies to support engagement and recovery (NHS England, 2019).
Thirdly, TAP roles should be clearly integrated into stepped‑care and recovery pathways, with recognition of their contribution to functional outcomes and engagement.  Improved documentation and evaluation of assistant‑led interventions would strengthen the evidence base for TAP practice, addressing limitations within national datasets that often overlook non‑registered roles (NHS Digital, 2023).  Finally, services should continue to address wider social determinants of mental health by strengthening partnerships with voluntary and community organisations, reflecting the complex needs of individuals with anxiety (Centre for Mental Health, 2025).
In conclusion, Therapy Assistant Practitioners play a vital role in supporting individuals with anxiety.  Embedding strong governance, supervision, and person‑centred principles will be essential to sustaining effective and ethical TAP practice within increasingly pressured mental health services.
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