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[bookmark: _Toc225545942]1. Introduction
[bookmark: _Toc225545943]1.1 Definition of concepts
NICE (2014a) describes anxiety disorders as including conditions such as generalised anxiety disorder, social anxiety disorder, post-traumatic stress disorder, panic disorder, obsessive-compulsive disorder and body dysmorphic disorder. In UK practice, the term psychological therapies suggests evidence-based talking therapies suggested as the treatment of these conditions, including both low intensity and high intensity interventions like cognitive behavioural therapy (NICE, 2014b). When used in the context of this review, accessing psychological therapies refer to the process where adults understand that they have a need, engage in seeking help, enter referral pathways and receive therapy under an NHS or community services. This has particular reference to England wherein NHS Talking Therapies offers NICE-approved interventions to individuals with anxiety disorders and/or depression in face-to-face, remotely, individually, and group counseling (NHS England, n.d.).
[bookmark: _Toc225545944]1.2 Rationale
This scoping literature review is important because effective psychological therapies are already embedded within UK guidance and service models, yet access remains uneven. The Adult Psychiatric Morbidity Survey offers the national data on treated and untreated mental health manifestations in England demonstrating that the problem of access should be viewed as an issue on the population, not merely clinical level (Morris et al., 2025). Simultaneously, NHS Talking Therapies is a significant service response, meaning that there are never just no barriers but obstacles between the available treatment and its application in real-life situations (NHS England, n.d.). The application of a scoping review is thus suitable since it systematically charts the level, characteristics and insufficiencies in an evidence base that fits a topic that requires many types of obstacles among services, settings and adult populations (Tricco et al., 2018).
[bookmark: _Toc225545945]1.3 Review question
What barriers to accessing psychological therapies for anxiety disorders have been reported among UK adults?
[bookmark: _Toc225545946]1.4 Objectives
· Identify and categorise individual-, service-, and system-level barriers reported in the UK literature.
· Examine variations in reported barriers across different adult population groups and modes of service delivery, including face-to-face and digital psychological therapies.
· Identify gaps in the existing evidence and outline implications for mental health practice, policy, and future research.
[bookmark: _Toc225545947]2. Background
Anxiety disorders are a central policy issue in the UK since they are prevalent, affect normal functioning, and can be managed using psychological measures. Whether effective therapies exist or not is an important issue, but in this review, it is the question why so many adults do not achieve them. The Adult Psychiatric Morbidity Survey is especially significant in England since this authoritative source contains both treated and untreated psychiatric disorder that implies that access can be discussed as a population-level gap instead of a service-level problem (Morris et al., 2025). Also according to the National Audit Office, the growth of NHS mental health services has not alleviated the strain on access, waiting times or capacity, suggesting that the growth of the policy does not necessarily amount to timely access to therapy (National Audit Office, 2023). This directly aids the review question since barriers to access should be framed in a system in which need is acknowledged but has difficulty in translating need into treatment. This identified gap is particularly prominent since the focus on psychological therapies is at the centre of anxiety management, recommended by national guidance. The stepped-care model in adults with generalised anxiety disorder and panic disorder recommended by NICE guideline CG113 is suggested as the optimal option to tackle the issue, and the quality standard on the anxiety disorders presents evidence-based psychological interventions as a priority area to be improved (NICE, 2011; NICE, 2014). 
The implication of the policy is significant. With an already established psychological therapy as the right treatment, restricted access is neither a local difference nor patient preference. It identifies the unfulfilled application of proposed care routes. The importance of the review question is not only the demand of therapy only, but it is also whether the policies with respect to NHS and associated community services can provide adults with anxiety disorders to transition between identification and assessment and treatment as is the intention of policy. Talking Therapies in to the problem of anxiety and depression is the primary service route in England. According to NHS England, these services cover NICE-recommended interventions to adults and older adults over face-to-face, remote, individual and group interventions, and they should be offered to provide timely care access (NHS England, n.d.-a). This is especially of concern to the review question as it is possible to measure the access, which is not only inspirational, but also the waiting-time standards. An initial appointment (within six weeks) in the case of 75% of patients and within 18 weeks in the case of 95% of patients) is expected to be provided by services (NHS England, n.d.-b). However, the NHS Talking Therapies manual also acknowledges that there are a large number of individuals that are not yet benefiting due to the developments that have taken place in evidence-based psychological treatment. 
This means that an officially provided route may still have operational, information or social obstacles that disrupt passage prior to the initiation of treatment. Policy has recently made an attempt to open up more access points, yet it does not always eliminate inequality. This was in the NHS Long Term Plan, which strived to increase access to NHS-funded mental health services, and the National Audit Office associated this with wider goals of earlier and community-based support (National Audit Office, 2023). The Community Mental Health Framework at the time encouraged an integrated and place-based and person-centred care, and NHS England also facilitated increased integration of mental health care therapy into primary care (NHS England, 2019; NHS England, n.d.-c). NICE has also supported the implementation of the chosen digitally enabled interventions in the treatment of adults with anxiety disorders as more evidences are collected (NICE, 2023). Such developments mean that access is no longer adjustable to the mere availability of a therapist or clinic. It is also where adults may steer their way through referring systems, through primary care avenues and online solutions in a manner that is practical, secure and agreeable. This is important since expanding access opportunities might generate new types of exclusion despite addressing previous ones. Self-referral and online delivery would probably make life more convenient to some all adults, although it might negatively affect individuals with low digital abilities, less privacy, language barrier, unstable social status and doubt whether their symptoms warrant treatment. The equalities work under the Talking Therapies framework of NHS England recognizes that certain groups of people are under-represented and have worse access, outcomes and care experience (NHS England, n.d.-d). The fact that it is recognized in that way is analytically significant to this review since it indicates that obstacles cannot be limited to personal unwillingness in isolation. Instead, they might indicate the place of service design in relation to social position, social culture, disability or institutional trust. That said, in this sense, access is not merely a clinical process, it is also one of service fit and distributive fairness.
[bookmark: _Toc225545948]3. Methods
The scoping review in this study was used to map the scope of the existing evidence in the UK concerning barriers to access to psychological therapies as an anxiety disorder treatment in adults. The scoping review was considered because the researcher explores the scope of the existing evidence, encapsulate the main ideas and limitations, and structure the findings into themes instead of evaluating the intervention effectiveness in a one-dimensional way. The review was planned around the scoping review principles. The results were then tabulated with the simplified thematic analysis by Aveyard.
[bookmark: _Toc225545949]3.1 Data collection
A structured search was conducted in PubMed, Scopus and Google Scholar for studies published between 2016 and 2026. Search terms included “anxiety disorder”, “psychological therap”, “CBT”, “talking therap”, “IAPT”, “NHS Talking Therapies”, “access”, “barrier”, “help-seeking” and “UK”. 
Table 1: Database used and their search results
	Database
	Records identified 

	PubMed
	27

	Scopus
	35

	Google Scholar
	41

	Total
	103



The studies were also included where they were peer reviewed, UK based (study based in UK), in English and only involved adults aged 18 years and above, and the study analyzed the barrier to accessing psychological therapies in either the NHS or community set-ups. The study was also selected out of those that were not UK based, those that concentrated on under-18s, those that were of only inpatient or pharmacological treatment, non-peer reviewed and those unavailable in full text.
It was found that 84 records were left after elimination of 19 duplicates. Title and abstract screening eliminated 58 records, 26 full texts were searched, 5 inaccessible, and 21 full texts were evaluated. 15 articles were deemed unsuitable and 6 articles were reviewed.
[bookmark: _Toc225545950]3.2 Data analysis
Data represented were plotted in terms of author, year, design, sample, setting and key findings. Patterns that were recurrent in the studies included were then compared and then clustered into complete themes, with the simplified version of thematic analysis conducted by Aveyard. Since this was a literature based research where there were no human subjects or any identifiably identifiable data, NHS ethics approval was not necessary though transparent reporting together with proper referencing was critical.
[bookmark: _Toc225545951]4. Findings
Six UK studies were included. Using Aveyard’s simplified thematic analysis, repeated barriers were identified across the studies, compared, and grouped into three higher-order themes.
Table 2: Thematic Table
	Theme
	How the theme emerged
	Main barriers identified
	Contributing studies

	Individual and psychological barriers
	Repeated references to delayed help-seeking caused by personal beliefs, emotions, and symptom interpretation were grouped together.
	Stigma, shame, fear, poor symptom recognition, uncertainty about needing help
	Tunks et al. (2023); Robinson, Rose and Salkovskis (2017)

	Service entry and referral barriers
	Studies describing obstacles at the first point of contact were clustered under pathway access.
	Self-referral burden, unclear GP communication, difficulty navigating services, limited acceptability of entry routes
	Thomas et al. (2020); Tunks et al. (2023)

	Social and structural inequalities
	Differences in access across population groups were repeatedly reported and combined into an inequality theme.
	Reduced access linked to age, ethnicity, migration status, disability, low income, lower education
	Sharland et al. (2023); Harwood et al. (2023); Pettit et al. (2017); Thomas et al. (2020)



Both Tunks et al. (2023) and Robinson, Rose and Salkovskis (2017) demonstrated that barriers in service contact usually preceded symptoms normalisation, fear judgement, or too ashamed to reveal anxiety-related problems.
Thomas et al. (2020), with the support of Tunks et al. (2023), put forward that service entry might in itself serve as a barrier where one had the experience of self-referral being demanding and pathways were not clearly communicated or navigated easily.
Patterned inequalities in access were demonstrated by Sharland et al. (2023), Harwood et al. (2023) and Pettit et al. (2017) alike. Minority ethnic groups, socially disadvantaged groups and older adults were less likely to be referred, assessed or treated but Pettit et al. found that older adults managed to engage upon getting care.
[bookmark: _Toc225545952]5. Discussion
[bookmark: _Toc225545953]5.1 Theme 1: Individual and psychological barriers to help-seeking
The first theme responds to the review question by demonstrating that there are barriers to psychological therapies already present before an individual avails himself or herself to any service whatsoever. This has been most effectively formulated out of Tunks et al. (2023) and Robinson, Rose and Salkovskis (2017). Tunks et al. used a qualitative systematic review with meta-synthesis to conduct a search of seven databases, which synthesised 30 studies based in England about access to evidence-based psychological treatment of common mental disorders using primary care. Even though this review did not confine itself to anxiety disorders, it is very much applicable to the current topic as it focused on access to the talking therapies in the same primary care pathway as many adults would use with anxiety disorders. On the findings of the review, stigma, patient perceptions of their symptoms, and skepticism about whether primary care was the appropriate location to get support with mental health influenced the decisions about help-seeking and usually implied that services were not availed on a first-basis.
Robinson, Rose and Salkovskis (2017), reinforce this theme by providing disorder specific evidence of the anxiety spectrum. The data in their study were acquired by in-depth semi-structured interviews with 17 adults having OCD and deriving the information in a thematic analysis way recruited through OCD-UK. The strength of this research is that it goes beyond the generalizations regarding stigma and demonstrates what delayed help-seeking may resemble in reality. According to the participants, they expressed shame, internalized cognitive inhibition, had little realisation of what they were experiencing, were anxious about treatment, and, in some cases, feared being judged as dangerous or criminal due to the intrusive thoughts. The findings directly relate to the current review question since OCD is a type of anxiety related disorder and the research indicates that access is not only barred by the services; access is also barred by what the personally afflicted people give their symptoms, prior to them approaching therapy.
The two studies when combined together are very supportive to each other. There is Synthesis-level evidence more broadly presented by Tunks et al. and more narrowly presented by Robinson et al. regarding the role of stigma and symptom interpretation in access decisions and how shame, secrecy and uncertainty are carried through in the case of an anxiety-related condition respectively. They do not have any significant contradiction. Rather, Robinson et al. elaborate the findings of Tunks et al. that are more general by demonstrating internal barriers in particular instances to be particularly potent when symptoms are fear-inducing, misinterpreted or morally charged. The relevant implication of this to this review, however, is the fact that hurdles to psychological treatments to anxiety disorders among UK adults start at the stage of awareness, revealing and assumed acceptability of seeking help, rather than at the stage of referral.
[bookmark: _Toc225545954]5.2 Theme 2: Service entry and referral barriers
The second theme demonstrates that adults might desire assistance yet fail to enroll into treatment due to the manner in which services are arranged. What is central in this case is Thomas et al (2020) since the paper was written to investigate access at the initial point of contact rather than after therapy was already initiated. The researchers used three sources, whereby in-depth interviews were conducted with 80 low-income patients who had mental distress, 10 GPs were interviewed, and secondary analysis of 26 video-recorded GP consultations with patients with mental health problems. Such a design is especially efficient in the current review since it illustrates the views of patients and clinicians regarding referral to IAPT. The primary conclusion was that GPs tended to have a more positive view about self-referral as a method of prompting patient agency, however, it was perceived in a very different manner by most patients. Instead of making the participants feel empowered, they thought that their distress was being re-transferred to them and making them self-refer provided a second burden on them at a time when they were already struggling.
These findings are backed by Tunks et al. (2023) on a review level. In their meta-synthesis, they discovered that on arrival to services, primary care was not necessarily seen as a location where mental health issues were given a priority and an area where something important would be offered. The patients also stated that healthcare providers did not always appear to be well versed in common mental illnesses and that treatment may be a challenging experience in itself. This is relevant to the present topic in that patients with anxiety disorders usually have their initial appearance on primary care, and the review proposes that the delay is influenced not merely by symptom stigma but also by whether the access pathway is perceived as transparent, trustworthy, and helpful. That is, readiness to pursue therapy does not make one successful into therapy.
A significant layer is contributed to this theme by Harwood et al. (2023) as it demonstrates that not every group is equally affected by the design of the pathways. The study analyzed ethnicity with respect to the referral source, receiving assessment, and receiving treatment using routine electronic health record data between 2013 and 2016 of 85,800 individuals referred to South London and Maudsley IAPT services. Another interesting observation was that most of the racial and ethnic minority groups were less likely to self-refer compared to White Britain service users even though the notion that self-referral enhances access is widely believed. Harwood et al. specifically observe that this opposed their initial hypothesis. This fact is critical since it is considered by Thomas et al., who concluded that self-referral might be both deterrent and facilitating in the case of individuals that might be dismissed, unsupported, fear of processes, and out of touch with services. The researches thus complement each other in demonstrating that practical and emotional requirements of entry route are important. They also take the discussion a notch higher than just being able to talk about the availability of services because they demonstrate that access is determined by how agreeable and approachable the initial step into the therapy is.
[bookmark: _Toc225545955]5.3 Theme 3: Social and structural inequalities in access
The third theme answers the review question at a broader level by showing that barriers to therapy are patterned by age, ethnicity and social position. The most powerful large-scale evidence is presented by Sharland et al. (2023). It was a retrospective cohort study that used 2011 Census data of adults in England with national IAPT data of 2017/18 and compared the data available with the estimates of the common mental disorder probable by the UK Household Longitudinal Study. The research group comprised 37,899,905 adults in the Census-based cohort, 727,802 individuals who had at least one treatment session on IAPT and an UKHLS comparison sample of 15,614 individuals. The significant discovery was that access to IAPT through socio-demographic factors differed significantly as a proportion of people with likely common mental disorder. The underrepresentation in IAPT was among older adults, men, those who were not born in the UK, religiously inclined people, people of Asian ethnic origin, disabled people, and individuals who lacked academic or professional qualification. Whereas the study explored common mental disorders as opposed to anxiety alone, it is very relevant due to the fact that the population of the study included anxiety disorders and factual measurement that constitute the target of the psychological treatment.
Pettit et al. (2017) substantiates the theme at the age dimension and narrows down the meaning. They analysed 82,513 episodes of care in IAPT services in South West England in their empirical quantitative study and compared pre-referral, contact during therapy and clinical improvement across ages. The significant finding was that younger adults were easier to refer, but having been referred, the likelihood of beginning at least a single session, continuing after one session, and clinical improvement improved with age. The importance of this finding is that it indicates that the current reduced access by the older generation may not be explained by reduced engagement or outcome on the initiation of treatment. Rather, the obstacle seems to lie earlier in the chain, particularly recognition, referral and service set-up. This confirms the national conclusion of Sharland et al. that the elder adult group is overrepresented and changes the discussion to the process of access rather than patient suitability.
Harwood et al. (2023) also reinforces the issue of structure by demonstrating how ethnic inequalities are apparent not only at the stage of the overall service use but at various points of the pathway. Their dataset of South London showed that most of the racial and ethnic minority groups were found to be lesser when compared to the White British service users in terms of being assessed after referral and even those who were assessed were found to be less likely to be given treatment. The paper also established that most minority ethnic groups were not self-referred and instead accessed the program via the community routes. This does not refute Sharland et al; on the contrary, it specifies nationally patterns of inequality of access at a pathway level. This theme is also applicable to Thomas et al. (2020) as most of his sample with low income demonstrated that service expectations like self-referral can become particularly challenging when it concerns the pressure on the disadvantaged. In these studies, obstacles are not therefore arbitrary and of individual nature. Their social distribution is such that adults with anxiety related needs do not take up the same path to therapy, even within the same NHS talking therapy system.
[bookmark: _Toc225545956]6. Conclusion and Recommendations
This scoping review used UK evidence within the barriers to accessing psychological therapies in addressing anxiety disorders in adults and demonstrated that the barriers exist on individual, service and structural levels. The review identified that access is determined by not only personal (stigma, shame, fear and poor symptom recognition) as well as service design (referral complexity, self-referral burden and not knowing how to find pathways), but also by other factors. Moreover, the evidence revealed that the access is not equally experienced as older adults, a minority of ethnic groups, and socially disadvantaged groups were less likely to reach an assessment or treatment. Broadly, the review proposes that rather than the problem being easily the availability of therapy per se, it is the disconnect between the policy intentions and practical access. This signifies that to enhance access, focusing is needed on the way services are structured, responsiveness of adults to comprehend and report on anxiety based problems, and how justifiably pathways operate among various groups.
Further studies in the UK should also increase the evidence base to include a more detailed analysis of anxiety disorders instead of generalizing anxiety with depression under broad service categories. Additional studies are also required in digital interventions, rural access, patient experience, waiting times, and barriers to access to care by underrepresented populations, such as migrants, men and people with disabilities. Services can be used in policy and practice by enhancing early diagnosis and general awareness on anxiety disorders so that adults identify and seek help earlier. Referral routes ought to be simplified and accommodating to clients with transparent configurations of the treatment paths and a provision of improved alternative to self-referral or digital for the incapable. Access and outcome inequalities within NHS services should also be monitored on a continuous basis in order to ensure that the services improvement is not merely raising the overall number but also to reach those groups who are the most vulnerable into getting timely psychological therapy.
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