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 Eating disorders have a huge negative impact on quality of life, affecting psychological and physical
aspects of health1

 Anorexia nervosa (a type of eating disorder) has the highest mortality rate of all psychiatric
conditions, with 10% of individuals dieing as a result of this disorder2

 Less than 20% of individuals with an eating disorder will be treated by a mental health professional3

 In Canada it has been estimated that there are 424,767 individuals at risk of having an eating
disorder, with 31,987 of these individuals living in Atlantic Canada4

 In Newfoundland and Labrador there is a provincial adolescent eating disorder service (the
Adolescent Medicine Program at the Janeway), and an outpatient program (The Hope Program).
There is also a local eating disorder advocacy organization (the EDFNL), which is involved with
supporting families and in providing education surrounding eating disorders

 The current study is a sub-study of a larger Canadian Institutes of Health Research (CIHR) funded
Atlantic Canadian project, referred to as the ACCESS-MH project5

Context



 To explore barriers and facilitators in youth and family
eating disorder journeys in both a) access and b) care
in the health care system in Atlantic Canada

 The guiding research question was: What are the
significant barriers/facilitators to accessing services
related to eating disorder care in Atlantic Canada?

Objective



 Sample of Youth and Parents in an Atlantic Canadian 
Province: 

A. Youth (15-24 years old)- Accessed the provincial health 
care system with a self-reported diagnosis of anorexia 
nervosa or bulimia nervosa

B. Guardians- of these youth who reported a diagnosis of an 
eating disorder

 Narrative journey interviews with the opportunity for 
participant brought visuals and/or use of journey mapping

The Set Up



 Face sheet- Demographic information

 Narrative interviews-

 40-150 minutes and were audio-record 

 Guided by a developed interview protocol: early signs 
(retrospective); entering the system (or not); exits and 
returns; and recommendations and directions 
(prospective)

 Brief description of analysis

The Design





Eating disorder advocacy organization- Parents support and educational group, 
and emotion focused family therapy 

Adolescent eating disorder service 
Outpatient program (p)- Psychologist (p), and making friends through services 
Family physician (p) 
Parental advocacy 

Compassion/empathy in care and “good” providers 
Art, music and writing therapy  
Family support 

Multidisciplinary approach  
Dietician 
Psychiatry unit (p) 

Individualized care 
Willingness/motivation to get better and self-recognition of an issue 
Internet 
 

Table 1. Facilitators to Access and Care from Participant Interviews

Table 2. Barrier to Access and Care from Participant Interviews

Psychological services (p)- Accessibility, and Lack of public coverage 
Family physician (p)- Lack of eating disorder knowledge, and not taking concerns 
seriously 
Lack of staff and family education- making insensitive comments 
“Bad” health care providers- A lack of empathy, and not acting professionally 
Hospital- Internal medicine unit, Psychiatry unit (p), and Emergency unit 

Lack of resources/capacity- Waiting period for places in hospital ward, and lack 
of “appropriate” food in hospital 
Lack of coordination/communication- Amongst different service providers, and 
transitions 
A lack of awareness- Eating disorder symptomology, and services available 
Program/clinic timing-During work/school hours 

Stigma 
Outpatient program (p) 
Geographical location- All specialized services only available in the capital city 
 

The Findings



Figure 3.Composite Ideal Journey through Eating Disorder Services



 A unique component in the current study was in the collection of the lived 
experiences from three different groups: youth, parents, and dyads of both 
youth and parents

 In continuing interpretation within and across these groupings there was some 
overlap and some differences in perspectives

 Similar: 

 1. Flow of the narrative (discussion of early life, accessing a service or services, events 
throughout this service, discussion of school) 

 2. Similar recommendations (increasing transition measures between services, and 
education surrounding eating disorders for health care providers and the general public) 

 Differences:

 1. Details apparent in one journey that were absent in the other (turning points)

 2. Different factors that attributed to access and recovery (coverage, therapies)

Multiple Voices



Figure 4. Recommendations From Participants: Complex Culture Nesting Model



Table 3. Recommendations for the Youth  

Helpful activities 
(individual) 

Motivation to 
change 

Individualized plan 

Sharing story publicly 
can be empowering  

Drives recovery 
 

Everyone needs a unique 
treatment plan to 
accommodate for his or her 
specific journey 

Art, music, and 
writing as therapies 

Self-awareness 
when struggling 

 

 



Table 4. Recommendations for the Microsystem  

 

 Helpful activities 
(group) 

 Health care 
providers 

 Family physicians  Families 

Group therapy can 
be helpful if 
offered in right 
environment 

Need to provide 
more 
compassionate 
and sympathetic 
care  

Need more 
awareness of eating 
disorder services 
available 

 

Need an integrated family 
approach to treatment- 
parents receive eating 
disorder education right 
away 

Emotion focused 
family therapy 
was useful for 
parents  

Need more 
education and 
awareness on 
insensitive 
comments 

Need more 
education on eating 
disorder 
recognition 

Need to take time to speak 
with child and listen to 
concerns 

 Need to provide 
more specific 
practical advice 
and guidance to 
youth and family 

Need more serious 
proactive discussion 
with teenagers about 
body image and 
eating status 

Need to connect with 
eating disorder advocacy 
organization-to get 
resources, guidance, and 
support 

  Need to refer 
patients that they 
even suspect have 
an eating disorder 

Parents need to continue to 
advocate for better 
services and access for 
their child 

   Families should provide 
opportunities for their child 
to regain autonomy- may 
result in turning points 









1. Focus on increasing the number of eating disorder experienced clinical psychologists 
in the province

2. Provide family physicians with more education about eating disorders (care, guidance 
for families, quicker referrals to specialists)

3. Changing hospital policy (improving the food being offered to youth in hospital, 
Improving some staffing concerns such as specific training: guidance and comments)

4. Increasing the scope of public health insurance coverage (for more psychological 
support) 

1. Increasing resources for various eating disorder programs/organizations (capacity
and increasing advocacy)

To Conclude
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