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ABSTRACT
Objective: To systematically review the

literature on perceived barriers and facili-

tators of help-seeking for eating

disorders.

Method: Three databases (PubMed, Psy-

chInfo, Cochrane) were searched using

keywords and Medical Subject Headings

(MeSH) terms. Retrieved abstracts

(N5 3493) were double screened and

relevant papers (n5 13) were double

coded. Qualitative and quantitative stud-

ies were included if they reported per-

ceived barriers and facilitators towards

seeking help for eating disorders. Barriers

and facilitators were extracted from the

included papers and coded under

themes. The most prominent barriers

and facilitators were determined by the

number of studies reporting each theme.

Results: Eight qualitative, three quanti-

tative, and two mixed-methods studies

met the inclusion criteria for the current

review. The most prominent perceived

barriers to help-seeking were stigma and
shame, denial of and failure to perceive
the severity of the illness, practical bar-
riers (e.g., cost of treatment), low motiva-
tion to change, negative attitudes
towards seeking help, lack of encourage-
ment from others to seek help and lack
of knowledge about help resources.
Facilitators of help-seeking were reported
in six studies, with the most prominent
themes identified as the presence of oth-
er mental health problems or emotional
distress, and concerns about health.

Discussion: Programs targeting preven-
tion and early intervention for eating dis-
orders should focus on reducing stigma
and shame, educating individuals about
the severity of eating disorders, and
increasing knowledge around help-
seeking pathways for eating disorders.
VC 2016 Wiley Periodicals, Inc.

Keywords: mental health; treatment
seeking; prevention and early inter-
vention; young people at risk

Resumen
Objetivos: Hacer una revisi�on sistem�a-
tica de la literatura acerca de las barreras
y facilitadores percibidos en la b�usqueda
de ayuda en un trastorno alimentario.

M�etodo: Se exploraron tres bases de
datos (PubMed, Psychinfo,Cochrane)
usando palabras clave y t�erminos de
t�ıtulos m�edicos (MeSH). Los res�umenes
recuperados (N53493) fueron doble-
mente revisados y los art�ıculos relevantes
(n5 13) fueron doblemente codificados.
Se incluyeron estudios cualitativos y cuan-
titativos si reportaban barreras y facilita-
dores percibidos hacia la b�usqueda de
ayuda para trastornos alimentarios. Las
barreras y facilitadores fueron extra�ıdos
de los art�ıculos incluidos, y codificados
por temas. Las barreras y facilitadores
m�as prominentes fueron determinados

por el n�umero de estudios que repor-
taron cada tema.

Resultados: Ocho estudios cualitati-
vos, tres cuantitativos y dos mixtos
reunieron los criterios de inclusi�on
para la revisi�on. Las m�as prominentes
barreras percibidas cuando se busca
ayuda fueron, el estigma y la
verg€uenza, negaci�on de y fallas en la
percepci�on de la severidad de la enfer-
medad, barreras pr�acticas (ej. costo
del tratamiento), poca motivaci�on al
cambio, actitudes negativas hacia la
solicitud de ayuda, falta de est�ımulo
de otros para buscar ayuda y falta de
conocimiento acerca de cu�ales son los
recursos de apoyo. Los facilitadores en
la b�usqueda de ayuda fueron reporta-
dos en seis estudios, siendo los temas
identificados como m�as prominentes,
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la presencia de otros problemas de

salud mental o estr�es emocional, y

preocupaciones acerca de la salud.

Discusi�on: Los programas enfocados

en la prevenci�on e intervenci�on

temprana en los trastornos de la

conducta alimentaria, deben enfo-

carse en reducir el estigma y la

verg€uenza, en la educaci�on de los

individuos acerca de la gravedad de

los trastornos alimentarios y en

incrementar la informaci�on acerca

de los caminos para buscar ayuda
para los trastornos de la conducta
alimentaria.

(Int J Eat Disord 2017; 50:9–21)

Introduction

Eating disorders are severe and often chronic men-
tal disorders that are associated with impaired cog-
nitive and emotional functioning, restricted quality
of life,1 lifelong physical and psychosocial morbidi-
ty,2 psychiatric comorbidity, and increased risk of
mortality.3 In addition to the substantial individual
and personal burden associated with eating disor-
ders, the financial and economic impact of these
illnesses is enormous.4,5 Although health care utili-
zation among these individuals is elevated6 and
evidence-based treatments for eating disorders
exist,7–10 a systematic review undertaken by Hart
et al.11 concluded that the pooled proportion of
participants seeking treatment was 23.2% (95%
CI 5 16.6, 31.4). However, variability in figures was
reported in the review with proportions of partici-
pants seeking eating disorder treatment ranging
from 0% in a study among middle school females12

to 52% in a study among adult females with binge
eating disorders.13 Further, uptake of treatment
appears to differ across health care systems and
populations. For example, Cachelin et al.14 and
Striegel–Moore et al.15 found that women from eth-
nically diverse backgrounds were less likely to seek
help than other women in the USA. Another study
by Cachelin et al.16 reported that a majority of
women from ethnically diverse backgrounds had
not received treatment for their eating disorders
despite seeking treatment, indicating that among
these groups eating disorders are often underdiag-
nosed and not treated.

Although the systematic review by Hart et al.11

investigated formal and appropriate treatment
uptake, the authors did not examine reasons why
individuals with eating disorders did not seek help.
There are, however, a number of potential explana-
tions for the low rate of help-seeking in this group.
Research has demonstrated that individuals with
eating disorders often fail to acknowledge the
severity of their illness and have limited knowledge
about the disorder and available resources (poor
mental health literacy).17–19 Not only individuals
with eating disorders, but also often the public per-
ceive eating disorders as a lifestyle choice rather
than a severe mental illness requiring professional

help.20,21 In addition, individuals with eating disor-
ders often do not believe they have a problem22–24

or do not believe that their symptoms or behavior
require treatment.15,25 These beliefs, in combina-
tion with a reluctance to disclose information
regarding their eating behavior22,26 may result in
delayed access to treatment. Indeed, studies have
shown a median duration of 10–15 year delay
between the onset of symptoms and the first
approach to seeking help among people with eat-
ing disorders.27

Adults and young people are also reluctant to
seek professional help for other mental health
problems.28–31 Several previous reviews have inves-
tigated the potential reasons for this lack of help-
seeking.28–33 One systematic review investigated
barriers and facilitators towards seeking help for
depression, anxiety and emotional distress among
young people.29 The most prominent barriers
included perceived stigma, poor mental health lit-
eracy, and a preference for self-reliance. Other
reviews have reported that a lack of emotional
competence and negative attitudes towards seek-
ing professional help prevent individuals from
seeking treatment.30,31

Relatively few studies have identified facilitators
of help-seeking for mental health problems.
Previous reviews have found that positive past
experiences, social support, encouragement from
others, emotional competence, knowledge, positive
attitudes towards seeking professional help, avail-
ability of treatment and trusted relationships with
professionals facilitate help-seeking.29,30 In addi-
tion, a systematic review identified that communi-
ty and educational programs aimed at increasing
awareness of services and improving attitudes
towards mental health and help-seeking facilitated
access to services for disadvantaged young peo-
ple.32 Additional facilitators identified in this study
included motivation to seek support, increased
severity of mental health problems and confidence
in mental health professionals.

While several reviews have examined barriers to
and facilitators of help-seeking for mental health
problems in general29,31,32 and one narrative review
investigated barriers to access and treatment
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utilization for eating disorders,34 there have been
no systematic reviews examining these factors for
eating disorders. Individuals with eating disorders
may have different beliefs about their illness com-
pared to other mental health problems,35 and there
appear to be differences in the help-seeking trajec-
tory for people with eating disorders (e.g., greater
delays between the onset of symptoms and help-
seeking).27 An understanding of barriers and facili-
tators that individuals consider important and spe-
cific to eating disorders, is crucial for the
development of prevention and intervention pro-
grams that aim to reduce barriers to professional
care. Therefore, this systematic review aims to
identify perceived barriers and facilitators towards
seeking help for eating disorders in both the quali-
tative and quantitative literature.

Method

The current systematic review followed the Preferred

Reporting Items for Systematic Reviews and Meta-

Analyses (PRISMA) statement.36 A PRISMA checklist is

available in the Supporting Information Appendix A.

Data Sources

The PubMed, PsycInfo, and Cochrane databases were

searched for eligible studies using keywords, phrases and

Medical Subject Headings (MeSH) terms in June 2015

(see Supporting Information Appendix B). The database

search was not restricted by time of publication of the

studies. The search strategy covered the following con-

cepts: (1) help-seeking, (2) barriers and/or facilitators,

and (3) eating disorders. Search terms regarding con-

cepts 1 and 2 were based on those used by Gulliver

et al.29 Search terms regarding concept three were devel-

oped by the current study researchers.

Study Selection

Figure 1 shows the selection of included studies. In

total, the initial database searches yielded 3,493

abstracts, of which 144 duplicates were removed.

Relevant studies were then selected using a two-stage

screening procedure.

Stage 1 Screening

The first stage of abstract screening involved eliminat-

ing clearly irrelevant abstracts. Two independent raters

(KA, and LF or DF) then screened the remaining 3,349

abstracts for relevant studies according to the following

inclusion criteria:

1. The study discussed or investigated predictors, fac-

tors, barriers, facilitators, or attitudes that may have

been associated with help-seeking.

2. The study was about eating disorders.

3. The article was written in English.

This first screening stage yielded a total of 47 relevant

papers.

Stage 2

The inclusion criteria were refined in the second stage

and the remaining 47 papers were examined by two

independent raters (KA, and LF or DF). Papers which met

the following inclusion criteria were retained:

1. Participants were explicitly asked what they consid-

ered were barriers or facilitators of help-seeking for

eating disorders.

2. The study was peer-reviewed and not a literature

review or dissertation.

3. The study included data on help-seeking.

4. The study contained extractable qualitative or quanti-

tative data on barriers or facilitators.

Additionally, previous reviews, key journals and refer-

ence lists of key papers were hand searched. One addi-

tional eligible study was identified using this method.12

Finally, 13 papers were included for coding by two coders

(KA and LF).

During the screening process, studies that raters

mutually agreed on were retained and any disagreement

was resolved by discussion between the two raters.

Coding of Studies

The 13 included studies were coded independently by

two raters (KA and LF) with a preformulated coding

sheet. Studies were categorized as qualitative, quantita-

tive, or mixed-methods depending on the method used

to collect data relevant to the review (perceived barriers

and facilitators). Each of the studies were coded accord-

ing to the following characteristics: author name, year of

publication, country in which the study was conducted,

sample description, sample size, symptom level at

recruitment, eating disorder types assessed, age of par-

ticipants (mean, standard deviation), gender (percent-

age), eating disorder screening tool used, research type

(qualitative or quantitative), reported barriers to help-

seeking, and reported facilitators of help-seeking. Any

disagreement during the coding process was resolved by

discussion between the two coders.

Data Analysis

Thematic analysis was conducted on barriers and

facilitators from the eight qualitative, three quantitative,

PERCEIVED BARRIERS AND FACILITATORS TOWARDS HELP-SEEKING FOR ED
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and two mixed-methods studies that were included in

the review.37 Themes of qualitative studies were created

based on coding individual barriers and facilitators of

each study into subthemes, and key themes accordingly

(see Supporting Information Appendix C). For quantita-

tive studies, barriers and facilitators were extracted and

tabulated accordingly. In total, 15 key barrier themes and

10 key facilitator themes were identified.

Risk of Bias

To evaluate the methodological quality of the included

studies, relevant quality ratings proposed by Glasziou,

Irwig, Bain, and Colditz38 for quantitative data and Mills,

Jadad, Ross, and Wilson39 for qualitative data were used.

Two authors (KA and DF) coded all studies according to

these criteria. Studies that employed mixed methods

were coded with respect to quality criteria for quantita-

tive research given that most data relevant to this study

were collected using quantitative measures. Any dis-

agreement was resolved by discussion.

Results

Study Characteristics

Detailed characteristics of the included qualitative
(n 5 8),17,18,22,23,25,35,40,41 quantitative (n 5 3),12,26,42

and mixed-methods studies (n 5 2)14,24 are
described in Table 1. An overview of these charac-
teristics including the year of publication and coun-
try in which the study was conducted, sample
description and characteristics of participants, and
the employed methodologies is provided below.

Origin and Year of Studies. The majority of studies
were conducted in the United States (62%), and the
remaining studies were from Australia, England,
Germany, and Norway. All studies were published

FIGURE 1. Flow chart for different stages of the systematic review.

ALI ET AL.

12 International Journal of Eating Disorders 50:1 9–21 2017



T
A

B
L
E

1
.

In
c
lu

d
e
d

q
u

a
li

ta
ti

v
e

st
u

d
ie

s
(n

5
8
),

q
u

a
n

ti
ta

ti
v
e

st
u

d
ie

s
(n

5
3
),

a
n

d
m

ix
e
d

-m
e
th

o
d

s
st

u
d

ie
s

(n
5

2
)

#

Au
th

or
(Y

ea
r)

Co
u

n
tr

y
Sa

m
p

le
D

es
cr

ip
ti

on
an

d
R

ec
ru

it
m

en
t

N
u

m
b

er
of

R
ec

ru
it

ed
Pa

rt
ic

ip
an

ts
Sy

m
p

to
m

Le
ve

la
t

R
ec

ru
it

m
en

t
Ea

ti
n

g
D

is
or

d
er

(A
N

,B
N

,B
ED

,E
D

N
O

S)

Ag
e

(M
ea

n
,S

D
)

Se
x

(%
W

om
en

)

M
et

h
od

O
u

tc
om

e
M

ea
su

re
an

d
R

es
p

on
se

R
at

e
(f

or
Q

u
an

ti
ta

ti
ve

St
u

d
ie

s)

Q
u

al
it

at
iv

e
St

u
d

ie
s

1
Ak

ey
et

al
.1

7

(2
01

3)
U

SA

M
en

an
d

w
om

en
liv

in
g

w
it

h
an

ED
re

cr
u

it
ed

vi
a

fl
ie

rs
in

ea
ti

n
g

d
is

or
-

d
er

re
co

ve
ry

ce
n

te
rs

in
th

e
U

S
an

d
on

lin
e

si
te

s
p

ro
vi

d
in

g
ea

ti
n

g
d

is
or

-
d

er
re

co
ve

ry
re

so
u

rc
es

.
N

5
34

88
%

d
em

on
st

ra
te

d
b

eh
av

io
rs

an
d

at
ti

-
tu

d
es

in
d

ic
at

iv
e

of
an

ED
12

%
w

er
e

re
co

ve
r-

in
g

fr
om

an
ED

N
ot

sp
ec

ifi
ed

M
5

25
(S

D
5

8.
3)

W
om

en
5

91
%

(n
5

31
)

In
te

rv
ie

w
s

2
B

ec
ke

r
et

al
.2

6
a

(2
01

0)
U

SA

Et
h

n
ic

al
ly

d
iv

er
se

w
om

en
an

d
m

al
e

w
it

h
cu

rr
en

t
or

p
as

t
ea

ti
n

g
or

w
ei

gh
t

co
n

ce
rn

s,
sy

m
p

to
m

s
or

p
ro

b
le

m
s.

Pr
ev

io
u

s
p

ar
ti

ci
p

an
ts

in
th

e
N

at
io

n
al

Ea
ti

n
g

D
is

or
d

er
s

Sc
re

en
in

g
Pr

og
ra

m
(N

ED
SP

)w
h

o
in

d
ic

at
ed

w
ill

in
gn

es
s

to
p

ar
ti

ci
p

at
e

in
fu

tu
re

st
u

d
ie

s.
N

5
32

72
%

re
p

or
te

d
a

cu
r-

re
n

t
or

p
as

t
ED

N
ot

sp
ec

ifi
ed

Co
lle

ge
ag

e
5

44
%

W
om

en
5

91
%

(n
5

29
)

Se
m

i-
st

ru
ct

u
re

d
,

op
en

-e
n

d
ed

,t
el

e-
p

h
on

e
in

te
rv

ie
w

3
Ev

an
s

et
al

.4
0

(2
01

1)
Au

st
ra

lia

Co
m

m
u

n
it

y
w

om
en

w
it

h
b

u
lim

ic
ty

p
e

ED
.P

ar
ti

ci
p

an
ts

d
er

iv
ed

fr
om

th
e

H
ea

lt
h

an
d

W
el

l-
B

ei
n

g
of

Fe
m

al
e

Au
st

ra
lia

n
Ca

p
it

al
Te

rr
it

or
y

(A
CT

)
R

es
id

en
ts

St
u

d
y.

N
5

57

ED
sy

m
p

to
m

s
of

cl
in

i-
ca

ls
ev

er
it

y
B

N
(n

5
7;

12
%

),
B

ED
(n

5
8;

14
%

),
ED

N
O

S
(n

5
30

;
53

%
),

su
b

-
th

re
sh

ol
d

ED
(n

5
12

;
21

%
)

M
5

33
,(

SD
5

n
ot

re
p

or
te

d
)

W
om

en
5

10
0%

Te
le

p
h

on
e

in
te

rv
ie

w

4
G

u
lli

ks
en

et
al

.2
3

(2
01

4)
N

or
w

ay

W
om

en
tr

ea
te

d
fo

r
AN

w
it

h
in

p
as

t
2

ye
ar

s.
Pa

rt
ic

ip
an

ts
re

cr
u

it
ed

fr
om

fi
ve

cl
in

ic
al

in
st

it
u

ti
on

s
in

N
or

w
ay

.
N

5
34

D
ia

gn
os

is
of

AN
(2

2
ou

tp
at

ie
n

ts
,1

2
in

p
at

ie
n

ts
)

AN
M

5
28

,(
SD

5
n

ot
re

p
or

te
d

)
W

om
en

5
10

0%
Se

m
i-

op
en

,
p

ar
ti

ci
p

an
t-

ce
n

te
re

d
in

te
rv

ie
w

5
H

ep
w

or
th

et
al

.3
5

(2
00

7)
Au

st
ra

lia

W
om

en
w

it
h

p
as

t
or

p
re

se
n

t
ED

sy
m

p
to

m
s.

Pa
rt

ic
ip

an
ts

re
cr

u
it

ed
vi

a
ad

ve
rt

is
em

en
ts

in
n

ew
sp

ap
er

s,
u

n
iv

er
si

ty
b

u
lle

ti
n

s,
an

d
lo

ca
l

gy
m

s.
N

5
63

Pa
st

or
p

re
se

n
t

ED
sy

m
p

to
m

s
B

N
(4

4.
2%

),
B

ED
(2

6.
9%

),
B

N
an

d
AN

(1
1.

5%
),

B
N

an
d

B
ED

(5
.8

%
),

ED
N

O
S

(1
1.

6%
)

M
5

38
.8

,(
SD

5
12

.2
8)

W
om

en
5

10
0%

Se
m

i-
st

ru
ct

u
re

d
in

te
rv

ie
w

6
Le

av
y

et
al

.1
8

(2
01

1)
U

K

R
ef

er
ra

ls
fr

om
G

P
to

sp
ec

ia
liz

ed
ED

cl
in

ic
,w

h
o

d
id

n
ot

at
te

n
d

.
Co

n
ta

ct
ed

vi
a

le
tt

er
ex

p
la

in
in

g
st

u
d

y.
N

5
13

N
ot

re
p

or
te

d
AN

,B
N

,B
ED

N
ot

re
p

or
te

d
N

ot
re

p
or

te
d

In
te

rv
ie

w
s

7
R

ey
es

–R
od

ri
gu

ez
et

al
.2

5

(2
01

3)
U

SA

La
ti

n
a

w
om

en
w

it
h

a
h

is
to

ry
of

or
cu

rr
en

t
ED

or
su

b
-t

h
re

sh
ol

d
sy

m
p

-
to

m
s.

Pa
rt

ic
ip

an
ts

re
cr

u
it

ed
th

ro
u

gh
ad

ve
rt

is
em

en
ts

an
d

ou
t-

re
ac

h
in

d
iv

er
se

La
ti

n
o

co
m

m
u

n
it

y
ce

n
te

rs
,m

en
ta

lh
ea

lt
h

cl
in

ic
s,

an
d

b
y

re
fe

rr
al

s
fr

om
h

ea
lt

h
p

ro
vi

d
er

s.
N

5
5

H
is

to
ry

of
or

cu
rr

en
t

ED
or

su
b

th
re

sh
ol

d
sy

m
p

to
m

s

N
ot

re
p

or
te

d
M

5
31

.2
(S

D
5

n
ot

re
p

or
te

d
)

W
om

en
5

10
0%

In
-d

ep
th

in
te

rv
ie

w
s

8
Sc

h
oe

n
et

al
.4

1

(2
01

1)
Fe

m
al

e
u

n
iv

er
si

ty
st

u
d

en
ts

w
it

h
p

as
t

or
cu

rr
en

t
h

is
to

ry
of

d
ia

gn
os

ab
le

W
om

en
w

h
o

h
ad

ex
p

er
ie

n
ce

d
or

N
ot

re
p

or
te

d
M

5
23

(S
D

5
n

ot
re

p
or

te
d

)
W

om
en

5
10

0%
In

-d
ep

th
se

m
is

tr
u

c-
tu

re
d

in
te

rv
ie

w

PERCEIVED BARRIERS AND FACILITATORS TOWARDS HELP-SEEKING FOR ED

International Journal of Eating Disorders 50:1 9–21 2017 13



TA
B

LE
1
.

C
o
n

ti
n

u
ed

#

Au
th

or
(Y

ea
r)

Co
u

n
tr

y
Sa

m
p

le
D

es
cr

ip
ti

on
an

d
R

ec
ru

it
m

en
t

N
u

m
b

er
of

R
ec

ru
it

ed
Pa

rt
ic

ip
an

ts
Sy

m
p

to
m

Le
ve

la
t

R
ec

ru
it

m
en

t
Ea

ti
n

g
D

is
or

d
er

(A
N

,B
N

,B
ED

,E
D

N
O

S)

Ag
e

(M
ea

n
,S

D
)

Se
x

(%
W

om
en

)

M
et

h
od

O
u

tc
om

e
M

ea
su

re
an

d
R

es
p

on
se

R
at

e
(f

or
Q

u
an

ti
ta

ti
ve

St
u

d
ie

s)

U
SA

ED
.P

ar
ti

ci
p

an
ts

re
cr

u
it

ed
vi

a
ad

ve
rt

is
em

en
t

on
ca

m
p

u
s.

N
5

14

w
er

e
cu

rr
en

tl
y

ex
p

er
ie

n
ci

n
g

a
d

ia
g-

n
os

ab
le

ED
Q

u
an

ti
ta

ti
ve

st
u

d
ie

s
9

B
ec

ke
r

et
al

.2
2

a

(2
00

4)
U

SA

U
n

iv
er

sa
ls

am
p

le
of

u
n

iv
er

si
ty

st
u

-
d

en
ts

.P
ar

ti
ci

p
an

ts
id

en
ti

fi
ed

b
y

p
re

vi
ou

s
p

ar
ti

ci
p

at
io

n
in

th
e

N
ED

SP
.

N
5

28
9

50
%

h
ad

co
n

ce
rn

s
ab

ou
t

ED
N

ot
sp

ec
ifi

ed
M

5
24

.7
(S

D
5

10
.2

)
W

om
en

5
91

%
(n

5
26

3)

St
ru

ct
u

re
d

in
te

rv
ie

w
R

es
p

on
se

ra
te

:
93

%

10
M

ai
er

et
al

.4
2

(2
01

4)
G

er
m

an
y

Fo
rm

er
in

-a
n

d
ou

tp
at

ie
n

ts
of

a
m

aj
or

ch
ild

an
d

ad
ol

es
ce

n
t

m
en

ta
l

h
ea

lt
h

se
rv

ic
e.

Pa
rt

ic
ip

an
ts

in
vi

te
d

an
on

ym
ou

sl
y.

N
5

36

N
ot

re
p

or
te

d
AN

M
5

19
.3

(S
D

5
2.

0)
W

om
en

5
10

0%
Su

rv
ey

(Q
SA

N
)

R
es

p
on

se
ra

te
:

�
48

%

11
M

ey
er

1
2

(2
00

1)
U

SA

H
ig

h
sc

h
oo

lj
u

n
io

r
an

d
se

n
io

r
fe

m
al

es
.P

ar
ti

ci
p

an
ts

re
cr

u
it

ed
fr

om
a

ru
ra

lp
u

b
lic

sc
h

oo
la

n
d

a
su

b
u

rb
an

p
u

b
lic

sc
h

oo
li

n
th

e
U

S.
N

5
28

3

D
ia

gn
os

ed
ED

(n
5

38
;

16
%

)
Sy

m
p

to
m

at
ic

(n
5

78
;

33
%

)
As

ym
p

to
m

at
ic

(n
5

12
2;

51
%

)

B
N

(n
5

2;
5.

3%
),

B
ED

(n
5

6;
15

.8
%

),
AN

(n
5

1;
2.

6%
),

Su
b

-
th

re
sh

ol
d

B
N

(n
5

19
;

50
%

),
B

N
w

it
h

ou
t

b
in

ge
in

g
(n

5
10

;
26

.3
%

)

M
5

17
.8

(S
D

5
n

ot
re

p
or

te
d

)
W

om
en

5
10

0%
Su

rv
ey

(Q
-E

D
D

,
A

TS
P

P
H

-S
F,

se
lf

-
d

ev
el

op
ed

q
u

es
-

ti
on

s
fo

r
h

el
p

-s
ee

k-
in

g)
R

es
p

on
se

ra
te

:
�

34
%

M
ix

ed
m

et
h

o
d

s
st

u
d

ie
s

12
Ca

ch
el

in
et

al
.2

4
a

(2
00

1)
U

SA

Et
h

n
ic

al
ly

d
iv

er
se

sa
m

p
le

of
w

om
en

w
it

h
ED

.P
ar

ti
ci

p
an

ts
re

cr
u

it
ed

fr
om

an
u

rb
an

co
m

m
u

n
it

y
vi

a
fl

ye
rs

p
os

te
d

in
lo

ca
lo

rg
an

iz
at

io
n

s.
N

5
61

M
et

D
SM

-I
V

cr
it

er
ia

fo
r

ED
B

ED
(n

5
33

;
54

.1
%

),
B

N
(n

5
17

;
27

.9
%

),
AN

(n
5

5;
8.

2%
),

ED
N

O
S

(n
5

6;
9.

8%
)

M
5

30
.5

(S
D

5
n

ot
re

p
or

te
d

)
W

om
en

5
10

0%
Te

le
p

h
on

e
in

te
rv

ie
w

Su
rv

ey
(s

el
f-

d
ev

el
-

op
ed

q
u

es
ti

on
s

on
b

ar
ri

er
s)

13
Ca

ch
el

in
et

al
.1

4
a

(2
00

6)
U

SA

M
ex

ic
an

Am
er

ic
an

(M
A)

an
d

Eu
ro

p
ea

n
Am

er
ic

an
(E

A)
w

om
en

.P
ar

ti
ci

p
an

ts
re

cr
u

it
ed

as
p

ar
t

of
a

la
rg

er
st

u
d

y
in

th
e

u
rb

an
Lo

s
An

ge
le

s
ar

ea
.

N
5

14
5

D
ia

gn
os

is
of

ED
AN

(n
5

15
;

10
.3

%
),

B
N

(n
5

53
;

36
.6

%
),

B
ED

(n
5

47
;

32
.4

%
),

ED
N

O
S

(n
5

30
;

20
.7

%
)

M
(M

A)
5

27
.8

(S
D

5
n

ot
re

p
or

te
d

)
M

(E
A)

5
28

.8
(S

D
5

n
ot

re
p

or
te

d
)

W
om

en
5

10
0%

Te
le

p
h

on
e

in
te

rv
ie

w
Su

rv
ey

(s
el

f-
d

ev
el

-
op

ed
q

u
es

ti
on

s
on

b
ar

ri
er

s)

N
ot

es
:

ED
5

ea
ti

n
g

d
is

or
d

er
,A

N
5

an
or

ex
ia

n
er

vo
sa

,B
N

5
b

u
lim

ia
n

er
vo

sa
,B

ED
5

b
in

ge
ea

ti
n

g
d

is
or

d
er

,E
D

N
O

S
5

ea
ti

n
g

d
is

or
d

er
s

n
ot

ot
h

er
w

is
e

sp
ec

ifi
ed

.
M

ea
su

re
s:

Q
SA

N
5

q
u

es
ti

on
n

ai
re

on
st

ig
m

at
iz

at
io

n
in

p
at

ie
n

ts
w

it
h

an
or

ex
ia

n
er

vo
sa

,Q
-E

D
D

5
q

u
es

ti
on

n
ai

re
fo

r
ea

ti
n

g
d

is
or

d
er

d
ia

gn
os

is
,A

TS
PP

H
-S

F
5

at
ti

tu
d

es
to

w
ar

d
s

se
ek

in
g

p
ro

fe
ss

io
n

al
p

sy
ch

ol
og

ic
al

h
el

p
—

sh
or

t
fo

rm
.

R
es

p
on

se
ra

te
s

n
ot

in
cl

u
d

ed
fo

r
q

u
al

it
at

iv
e

st
u

d
ie

s.
a
St

u
d

ie
s

w
er

e
fr

om
th

e
sa

m
e

re
se

ar
ch

gr
ou

p
s

an
d

re
cr

u
it

ed
fr

om
th

e
sa

m
e

p
op

u
la

ti
on

.

ALI ET AL.

14 International Journal of Eating Disorders 50:1 9–21 2017



between 2001 and 2015 (initial search was not
restricted by time of publication of the studies).

Sample Description and Sample Size. The included
studies mainly recruited adult women with eating
disorders, with few studies focusing on college or
high school students. Sample sizes ranged from 5
to 289 (median 5 36) across all studies.

Type of Eating Disorder Examined and Symptom Level.

The type of eating disorders examined in the stud-
ies included anorexia nervosa, bulimia nervosa,
binge eating disorder, and eating disorders not oth-
erwise specified. The majority of participants in the
included studies (85%) was currently experiencing
or had experienced an eating disorder at the time
of recruitment.

Participant Age and Gender. The mean age of par-
ticipants from the studies ranged from 18 to 39
years. In more than half of the studies all partici-
pants were women.

Methodology. All included qualitative studies
involved interviews, including telephone, semi-
structured, structured, and in-depth interviews.

The three quantitative studies used survey meth-
ods (standard, validated measures, and unvalidated
measures developed specifically for the study). The
two mixed-methods studies employed telephone
interviews and surveys.

Perceived Barriers and Facilitators

Analysis of Qualitative and Quantitative Studies.

Barriers and facilitators from each study were
extracted, collated, and coded into subthemes. The
relevant subthemes were aggregated into key barri-
er and facilitator themes developed from terminol-
ogy used by the reviewed literature. Accordingly, 15
different key barrier and ten different facilitator
themes emerged. For details of the thematic analy-
sis see Supporting Information Appendix C.
Themes from the studies containing quantitative
data (three quantitative studies and two mixed-
methods studies) were extracted and integrated
with associated barrier themes from the qualitative
studies. None of the quantitative studies explored
facilitators.

Barrier themes. Table 2 provides a summary of the
identified barrier themes from the analysis ordered
according to how many studies reported barriers/
facilitators associated with each theme. The most
frequently mentioned barrier was stigma and
shame (85%), closely followed by denial of and fail-
ure to perceive the severity of the illness (69%),
practical barriers (e.g., cost, time; 62%), low moti-
vation to change (62%), and negative attitudes
towards treatment (54%). In addition, lack of
encouragement and support from others was iden-
tified in half of the studies.

TABLE 2. Barrier themes from quantitative, qualitative, and mixed-method studies (n 5 13)

# Barrier Theme # of Studies

1 Stigma and shame (subthemes: stigma, discrimination, eating disorders are not psychological problems,
shame, not wanting others to know)

11

2 Denial/failure to perceive severity of the illness/lack of awareness (subthemes: denial, failure to perceive
the severity, lack of awareness)

9

3 Practical barriers (subthemes: cost, transportation, inconvenience, time, childcare) 8
4 Fear of losing control/fear of change/low motivation to change (subthemes: fear of losing control, low

motivation to change, positive aspects of the illness)
8

5 Negative attitudes towards treatment/perceived insufficiency of professional help (subthemes: fear and
doubt about treatment, personal characteristics of the provider)

7

6 Lack of encouragement/support from others, lack of understanding from others 6
7 Knowledge of resources/not knowing how to ask/access help 4
8 Accessibility to help/support/treatment 4
9 Self-sufficiency 3
10 Inability of others to provide help 3
11 Mental health/eating disorder literacy 2
12 Use of other resources 2
13 Previous negative experience with treatment 2
14 Not wanting to hurt others/concern for others 1
15 Comorbidity (depression/anxiety) 1

TABLE 3. Facilitator themes from qualitative studies
(n 5 6)

# Facilitator Rheme # of Studies

1 Other mental health problems and emotional distress 6
2 Health problems 5
3 Concern with body weight 4
4 Friends and family encouragement 3
5 Eating related concerns 3
6 Symptom severity 2
7 Desire to get better 1
8 Body image 1
9 Access to services 1
10 Interference with life roles 1

PERCEIVED BARRIERS AND FACILITATORS TOWARDS HELP-SEEKING FOR ED
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Facilitator themes. Facilitators of seeking help for
eating disorders were examined in relatively few
(n 5 6) of the qualitative studies compared to bar-
riers. Table 3 summarizes the ten facilitator themes
that emerged from the analysis. The most promi-
nent facilitator was the presence of other mental
health problems and emotional distress; this factor
was identified in all of the studies which reported
facilitators.

Risk of Bias

No study met all quality criteria. Overall, the
majority of qualitative studies (n 5 7) was of good
quality, with studies meeting seven or eight criteria
out of nine. One study only met five criteria. All
included quantitative studies met either three or
four out of five criteria. Details are displayed in
Tables 4 and 5.

Discussion

This systematic review aimed to identify perceived
barriers and facilitators towards seeking help for
eating disorders. In total, 13 eligible studies were
identified from which 15 types of barriers and 10
facilitators were extracted. There was a paucity of
quantitative studies and few studies investigated
young people (aged 15–24) although this group
represents a key target for prevention programs
and interventions.43 The broad range of barrier and
facilitator themes (those with a minimum of five or
more individual barriers or facilitators identified
from included papers in the qualitative thematic
analysis) are discussed in the context of existing
research.

Prominent Barrier Themes

Stigma and Shame. The most frequently identified
barrier in the current study was stigma and shame
about seeking help. Findings are consistent with
other reviews of help-seeking for mental health
problems.28–31 Significantly, Roehrig and McLean21

and Ebneter and Latner20 have found that stigma-
tizing attitudes among university students are
greater towards individuals with eating disorders
than those with depression. In particular, studies
have reported that people with eating disorders
were more likely to be blamed for their disorder
and to be perceived as using their illness for atten-
tion seeking.21,44,45 This is consistent with the
interpretation that eating disorders are often con-
sidered a lifestyle choice rather than an illness.20

A number of studies in the present review
reported stigmatizing attitudes of families, friendsT
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and health professionals surrounding eating disor-
ders,17,25,26,42 a phenomenon described by Grif-
fiths, Christensen, Jorm, Evans, and Groves46 as
perceived stigma. Similarly, previous research has
shown that adult women with eating disorder
symptoms believed that people with bulimia nerv-
osa would be discriminated against and they might
therefore not wish to disclose their problems.19 In
addition, one of the included studies reported that
participants’ negative attitudes about eating disor-
ders—described as personal stigma by Griffiths
et al.46—was a barrier to help seeking.25 Consistent
with research for other mental health problems,47

the belief that seeking treatment is a weakness and
the perception by others that eating disorders are
not real illnesses were reported by studies among
university students and adult women from the gen-
eral population included in the current review to
contribute to a lack of help-seeking.14,26 In addi-
tion, participants with eating disorders in many of
the reviewed studies reported feelings of shame
and embarrassment.14,24,26,35,40 This is consistent
with findings from a study of adult women which
reported significantly higher levels of shame
among people with eating disorders compared to a
control group.48 Further, the authors found a
strong relationship between shame and disclosure
in therapy. It is of interest that all studies in the cur-
rent review that focused on ethnically diverse sam-
ples identified stigma as a common barrier among
participants.14,24,25

Denial and Failure to Perceive the Severity of the Illness.

Another prominent barrier identified in the current
review was denial, a lack of awareness or a failure to
perceive the severity of the problem. This was con-
sistent across included studies that examined clini-
cal samples17,18,24,25 and at-risk samples.22,23 Some
of the included studies indicated that individuals
with eating disorders do not necessarily consider
their disordered eating behavior to be problemat-
ic12,23,42 which in turn prevents them from seeking
help. Furthermore, individuals with eating disorders
have a tendency to compare themselves to others
and believe that others’ symptoms are more severe

than their own.17 It is of note that denial appears to
be a particularly common barrier towards help-
seeking for eating disorders, indicating that eating
disorders may not be considered as or perceived to
be real or serious mental illnesses.21

Previous reviews of help-seeking for mental dis-
orders have similarly reported difficulty in identify-
ing symptoms of mental illness as a barrier,
indicating a lack of understanding symptoms of
the illness.29,30 A national comorbidity survey in
the US reported that less than half of the respond-
ents with various disorders perceived a need for
professional help.49 In addition, previous
reviews29,30 and large survey studies in the US,
Canada, and the Netherlands50,51 have reported
that individuals with mental health problems pre-
fer to rely on themselves rather than to seek profes-
sional help, a finding which might be due to a lack
of insight into the problem. One study that investi-
gated help-seeking for major depression specifi-
cally reported a failure to perceive the severity of
the illness and the belief that they could handle the
problem on their own as barriers to seeking help.52

Practical Barriers. Practical factors associated with
accessing treatment, including cost, transportation,
and lack of time emerged as an important barrier
towards help-seeking. Previous studies on help-
seeking for mental health problems have reported
similar findings, particularly in rural areas and
among people from potentially disadvantaged
groups.29,32,53 Although the included studies in the
present review did not focus on rural areas, these
practical barriers were similarly important, espe-
cially among ethnically diverse samples. In particu-
lar, financial difficulties were endorsed as a barrier
by a majority of women with eating disorders from
ethnically diverse backgrounds24; however, no dif-
ference in treatment seeking between women of
different ethnicities was found.

Fear of Losing Control Over the Illness and Fear of

Change. The fear of losing control over their illness
and the fear of change were important barriers to
help seeking, which may be particularly important

TABLE 5. Quality ratings of studies using quantitative methods (n 5 5)

Study

1. Study Participants
Well Defined (Time, Place,
Personal Characteristics)?

2. Selection
Random

or Consecutive?

3. Participant Rate >80%
OR If Participant Rate
Is Low, Comparison

Respondents/Nonrespondents
Described?

4. Standardized,
Validated Questionnaire
OR Clear Description of

What Outcomes
were measured?

5. Did the Article
Report Ethical

Review?

Becker et al.22 � � � �
Cachelin et al.24 � � �
Cachelin et al.14 � � � �
Maier et al.42 � � � �
Meyer12 � � � �
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to individuals with eating disorders. Given the evi-
dence that individuals with eating disorders have
low motivation for change,35 it is unsurprising that
these factors prevent help-seeking. Included stud-
ies have shown that people with eating disorders
are afraid of gaining weight,35 have a fear of losing
the positive aspects of the eating disorder,18 and
feel that they are not ready for change.25 Partici-
pants in these studies reported that their eating
disorder was an important part of their identity
and provided them with a sense of control.18,23

Consequently this had a negative impact on their
help-seeking behavior.

Negative Attitudes Towards Professional Treatment/Per-

ceived Insufficiencies of Professional Help. Some
studies from this review found that negative atti-
tudes towards professional help, including doubt
and fear about treatment, personal characteristics
of the provider (e.g., lack of providers with same
ethnic background, language barriers), and a lack
of trust in providers impeded the help-seeking pro-
cess.12,14,17,18,24,40 These concerns have been iden-
tified in previous reviews of barriers to help seeking
for other mental health problems suggesting that
individuals perceive the characteristics of the
potential help resource (e.g., ability to help, credi-
bility, race) as very important.29,54–56 In addition,
Becker et al.26 highlighted how social stereotypes
could act as a barrier to care and how experiences
were qualitatively different for those who were in a
minority group compared with those who were
not. Their study showed that participants from a
nonminority group reported that family members
and clinicians failed to view eating disorders as of
clinical concern, but participants from ethnic-
minority backgrounds reported that clinicians did
not believe that eating disorders occurred in cer-
tain groups such as African-Americans.

Lack of Support from Others. Lack of support,
encouragement, and understanding from others
was also reported as a perceived barrier to help-
seeking for eating disorders. In particular, included
studies reported lack of family support, a lack of
understanding from peers, the unwillingness of
others to provide help, and a feeling that no one
could do anything about the eating disorder as
help-seeking barriers.17,22,26 Consistent with this
finding, a previous review has identified social sup-
port or encouragement from others as facilitators
of seeking help for mental health problems indicat-
ing the important role of significant others (e.g.,
family and friends) during the help-seeking pro-
cess.29 Given that people with mental health prob-
lems and eating disorders in particular tend to

prefer to seek help from informal sources such as
family and friends,57,58 these social networks might
encourage treatment seeking and have a major
impact on the help-seeking process.

Knowledge of Resources. The lack of knowledge
about resources and the inability to articulate the
need for help also emerged as barriers to help-
seeking, a result that has been similarly reported in
other reviews of mental health conditions.29,30,32

This is consistent with the finding that low mental
health literacy (i.e., knowledge and beliefs about
mental health problems and available treatments)
has impacts on help-seeking for mental disor-
ders.31 Participants from the studies included in
the current review reported that not knowing
where to go and what type of treatment exists pre-
vented them from seeking help for their eating
problems.14,24

Prominent Facilitator Themes

Overall, the literature on facilitators of help-
seeking for mental health problems is sparse.
Likewise, the investigation of facilitators in the pre-
sent review was limited and only qualitative
responses could be examined because facilitators
were not investigated in quantitative studies.

Other Mental Health Problems and Emotional Dis-

tress. In contrast to a review by Gulliver et al.29

which reported positive past experience as the
major facilitator for young people, the most promi-
nent facilitator towards help-seeking for eating dis-
orders in the current review was the presence of
other mental health problems, including depres-
sion, anxiety and emotional distress. In addition,
the concern about general health problems (e.g.,
fatigue, abdominal pain, somatic concerns) pro-
moted help-seeking. Whilst one study18 reported
that experiencing multiple mental health problems
(e.g., depression and anxiety) was a barrier to seek-
ing help for eating disorders, the other studies that
addressed this issue found that participants per-
ceived that comorbid mental health problems facil-
itated their help seeking due to a desire to feel less
depressed23 or in response to feeling overwhelmed
by health or emotional problems.35 However, it is
important to note that given that the majority of
studies included in the current review focused on
those with diagnosed eating disorders, the associa-
tion between comorbid mental disorders and help
seeking may apply only to this group.

Quality of Studies

The overall quality of included studies was good.
However, none of the qualitative and quantitative
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studies satisfied all methodological criteria. There
is a need for more rigorous evaluations of per-
ceived barriers and facilitators in order to draw
more reliable conclusions. Given that most of the
included studies relied on retrospective self-reports
regarding past experience, the results must be
treated with caution. Furthermore, the majority of
studies in this review recruited individuals with
clinical eating disorders limiting the investigation
of barriers and facilitators to this specific target
group. Given that disordered eating behaviors
appear on a continuum, factors that impede help
seeking should be investigated in more diverse
populations including individuals who are at risk
for developing an eating disorder. In addition, elic-
iting perceptions from health care providers and
caregivers may offer further insight into how help-
seeking may be increased for individuals experi-
encing eating disorders.

Limitations

This review has several limitations. First, three
databases were searched to identify relevant stud-
ies, but not all relevant studies may have been cap-
tured by these sources. However, previous reviews
and key journals were hand searched to address
this limitation and resulted in one additional paper
that satisfied the inclusion criteria. Second, the
search only focused on English-language papers.
However, a number of included studies investigat-
ed ethnically diverse samples, including data from
Spanish-speaking participants which reduces the
level of bias that findings are only relevant for
English-speaking populations. Another potential
limitation is that this review used frequencies of
themes and the number of studies reporting each
theme from qualitative research to tabulate bar-
riers, which might not accurately reflect the relative
importance of each barrier and might lead to
potential bias. For example, the importance of
some topics might be overemphasized by this
methodology. Furthermore, it is not possible to
draw more reliable conclusions since the strength
of the relationship between barriers and help-
seeking was not investigated in the studies which
constituted the review. However, given the lack of
research in this field, this method offers useful
information to generate future research and to
inform the development of interventions address-
ing barriers towards help-seeking. In addition, sev-
eral of the included studies were from the same
research groups,14,24 utilized overlapping study
samples or recruited from the same population
groups.22,26 This may have biased the results of the
review. Finally, the review was limited to

consumer-perceived barriers and facilitators
towards help-seeking for eating disorders neglect-
ing other potentially influential factors (e.g., per-
sonality traits, duration of disorder) of which the
individuals themselves may not be aware.

Implications for Future Research

There is a paucity of quantitative studies examin-
ing perceived barriers and facilitators towards
help-seeking for eating disorders. Such quantitative
studies are needed to further understand the rela-
tive importance of each barrier and to examine
whether barriers can be changed or circumvented.
In particular, as previous research has indicated
that barriers and facilitators may change over
time,56 it might be beneficial to measure these fac-
tors quantitatively at different stages of the illness.
For example, quantitative studies could examine
whether barriers differ across at-risk or clinical
samples which potentially impacts the design of
prevention and early intervention programs.

Significantly, there is currently no validated mea-
sure of multiple barriers towards help-seeking for
eating disorders. Although validated questionnaires
exist for specific barriers (e.g., stigma20) the devel-
opment of a broader integrated measure could
contribute to more quantitative and nuanced
research in this area.

The majority of studies focused on investigating
barriers to help-seeking among adult women with
current or past eating disorders and an effort was
made to include ethnically diverse community
samples in some of the studies. Although the het-
erogeneity of papers did not allow a more detailed
analysis, findings suggest that barriers may be gen-
eralized across ethnic groups.14,24–26 Cachelin
et al.,14 for example, showed that Americans from
Mexican compared to European backgrounds
endorsed similar barriers that impeded help-
seeking. However, the lack of research among
younger people is concerning given that the onset
of eating disorders most often occurs during ado-
lescence or young adulthood.43,59,60 Research
shows that many young people engage in
unhealthy weight control behaviors such as fasting,
vomiting and use of laxatives.61 In addition, the
fear of gaining weight and being distressed about
weight and shape is common among young girls.62

Elevated weight and shape concerns have been
found to be common risk factors for the develop-
ment of eating disorders.63 It is crucial to under-
stand factors that influence young people’s help-
seeking when they are at-risk of developing an eat-
ing disorder in order to address these factors at an
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early stage. This is particularly the case given that
one in eight young women is affected by eating
pathology by the age of 20.43 Future research
should use both qualitative and quantitative meth-
ods to examine barriers to professional care in this
high-risk population to inform programs aimed at
increasing awareness and knowledge of eating
disorders.

From this review it would appear that stigma and
shame, as well as denial and failure to perceive the
severity of the illness are prominent barriers to
help-seeking for eating disorders. Awareness and
prevention programs should focus on educating
young people about the devastating impact of
these illnesses and encouraging them to seek help
for their problems. In contrast to practical barriers,
such as cost and time, most of the identified bar-
riers are modifiable and can be changed over time.
Future research should seek to identify methods
for reducing these modifiable barriers, such as stig-
ma, shame, denial, lack of eating disorder literacy,
and negative attitudes towards treatment.
Addressing these barriers could increase help-
seeking behavior and uptake of treatment among
those in need.

Conclusion

Determining the factors that impede or facilitate
help-seeking for eating disorders is critical in tack-
ling this serious mental illness. It is clear that more
quantitative research is required to better under-
stand these factors, particularly among young peo-
ple who are at-risk of developing eating disorders.
Meanwhile, awareness and prevention programs
should focus on reducing stigma and shame
around eating disorders, and educating people
about these illnesses, their impact, and available
resources.

This project was conducted within the Australia-

Germany Joint Research Cooperation Scheme. The pro-
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