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Abstract

Background: Previous research on barriers and facilitators regarding treatment-seeking of adults with depressive
and anxiety disorders has been primarily conducted in the Anglosphere. This study aims to gain insight into treat-
ment-seeking behaviour of adults with depressive and anxiety disorders in a European healthcare system.

Methods: In-depth semi-structured interviews were conducted with 24 participants, aged >18years and diagnosed
with an anxiety disorder and/or depressive disorder according to DSM-IV. Participants were purposively sampled from
an outpatient department for mental health care in the Netherlands. The seven steps of framework analysis were used
to identify relevant themes emerging from the interviews.

Results: Data analysis suggested an interplay between individual aspects, personal social system, healthcare system
and sociocultural context influences. Amongst the most relevant themes were mental health illiteracy, stigma, a nega-
tive attitude toward professional help, the influence of significant others and general practitioner, and waiting time.
Financial barriers were not of relevance.

Conclusions: Even in a country with a well-developed mental health care system and in absence of financial barriers,
there are many barriers to treatment-seeking in adult patients with depressive and anxiety disorders. National cam-
paigns to increase awareness and decrease stigma in the general population, and to empower the social environment
might reduce the treatment gap.
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Background

People with an anxiety or depressive disorder often expe-
rience a long delay between the expression of their symp-
toms and receiving treatment. According to the World
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Health Organization (WHO), the delay for eventually
making treatment contact ranged from 1 to 14years in
patients with mood disorders, and from 3 up to 30years
in those with anxiety disorders worldwide [1]. Even in
countries with high quality mental health care and/or a
strong primary health care system [2, 3], 48-89% of the
adults did not seek professional help in the first year fol-
lowing the onset of an anxiety or depressive disorder (
[1, 4]). Treatment-seeking was also limited in subsequent
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years, as 61% did not seek treatment in the three subse-
quent years either [4]. Treatment gap and delays result in
a longer duration of untreated illness, which is associated
with multiple adverse consequences, including a higher
risk to develop comorbidity [5, 6], a limited response to
medication [6, 7], and a higher risk of unfavourable out-
come [8, 9].

To reduce treatment gap and delay and its undesired
consequences, insight in barriers and facilitating factors
regarding treatment-seeking is crucial. Among the risk
factors associated with impeded treatment-seeking are
relatively stable factors such as socio-demographics (e.g.,
young or old age, male gender and certain ethnic minori-
ties) [10—12]. This information might be helpful in identi-
fying groups that do not easily reach mental health care.
Other factors, including attitudes and organisational
aspects [12, 13], may be modifiable. Identifying these fac-
tors might generate ideas on how to facilitate treatment-
seeking on population level and hence, to overcome the
negative consequences of long episodes of untreated
illness.

Previous research concluded that lack of knowledge
about mental disease and about treatment itself substan-
tially hinders treatment-seeking [13—17]. In line with this,
Nuijen and colleagues [4] report that recognition of one’s
psychological problems facilitated treatment-seeking.
Sareen [18] found attitudinal barriers to be of primary
importance. Frequently reported attitudinal barriers are
the wish to solve the problem oneself [14, 18-21], the
idea that symptoms would remit spontaneously [14, 18]
and the belief that mental health care would not help [13,
18, 19]. A recent systematic review [22] of both quantita-
tive and qualitative studies on stigma among participants
with various mental disorders identified stigma as a bar-
rier to access mental healthcare in general. Having a more
severe disorder, having multiple depressive and/or anxiety
disorders, and worse social functioning were all positively
associated with treatment-seeking [4]. Finally, previous
studies [12, 16, 20, 21] reported that financial aspects of
mental health treatment can interfere with access to men-
tal health care.

However, the majority of these studies is from the
Anglosphere, (i.e. the United States (US), United King-
dom (UK) and Canada) [12, 13], limiting ecological
validity for European countries. Among other European
countries, the Netherlands has a high-access healthcare
system including a strong primary health care system [2]
free of charge, with the general practitioner as an impor-
tant gatekeeper and a mental health nurse readily avail-
able in most primary care centres. In addition, mental
health care is almost fully covered for all inhabitants. This
makes it interesting to investigate whether previously
identified factors are also relevant in a high-access setting
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where costs for health care are barely an issue [23], and
whether unique factors play a role. Qualitative research
offers the opportunity to gain rich in-depth information
and hence promotes understanding of complex top-
ics, leading to deepening insight on factors influencing
treatment-seeking. Therefore, the aim of this study was
to examine both barriers and facilitating factors of treat-
ment-seeking in patients with anxiety or depressive dis-
orders in a Western-European healthcare setting, using
qualitative methods.

Methods

Design

In this qualitative study we used semi-structured inter-
views to gain insight into facilitators and barriers of
help-seeking in participants with anxiety and/or depres-
sive disorders who sought treatment in mental health
care. With a multidisciplinary research team, a stepwise
framework analysis method was applied to order the data
from the semi-structured interviews. Framework analy-
sis [24, 25] offers steps and procedures to attain struc-
tured output of summarized qualitative data, suitable
for team research. This manuscript was written accord-
ing to the Consolidated criteria for Reporting Qualitative
research (COREQ) checklist [26]. The study protocol was
approved by the Medical Ethics Review Committee of
VU University Medical Centre.

Sampling and recruitment

Participants were purposively sampled from an outpa-
tient department for mental health care in the Nether-
lands, with several locations. Therapists at the outpatient
department included psychologists, psychiatrists and
psychiatrists in training, offering evidence-based treat-
ments for anxiety and/or depressive disorders, e.g., cogni-
tive behaviour therapy and medication. The recruitment
of new participants aimed at including a diverse study
population with respect to age, gender, ethnicity and spe-
cific diagnosis. Newly referred patients who during their
first appointments were diagnosed with a DSM-IV anxi-
ety and/or depressive disorder were invited in a face-to-
face session by their therapist to participate in this study.
The therapist explained the study aim and procedure and
referred to the researchers for additional information.
Of those who were willing to participate, contact details
were shared with the researchers. After the information
was provided, the participant received an invitation for
the face-to-face research interview. Participation in this
study was voluntary. Participation nor refusal influenced
the diagnostic and treatment procedures of the outpa-
tient clinic and participants and interviewers were unac-
quainted. Written informed consent was obtained prior
to the start of the interview. The interviews lasted 1 h on
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average (range 44 — 85min) and were conducted at out-
patient clinic locations or at participant’s homes depend-
ent on the participant’s preference.

Procedure

The in-depth, semi-structured interviews were car-
ried out by two female researchers, one psychiatrist in
training (RW) and one medical student, between June
and November 2016. There were no repeat interviews.
Researchers were experienced in communication with
anxious and depressed patients from their professional
patient work and a non-judgmental interviewing style
was adopted.

Interviews were guided by a topic list (Additional file 1)
which was developed based on the literature and dis-
cussed in the research group which consisted primarily
of science-practitioners (RW, AM, KH, TvB, NB). The
topic list consisted of items concerning delay factors and
barriers, facilitating factors, psychiatric history, previous
experiences in mental health care and views on mental
disorders and mental health care. During the course of
the study, the topic list was continuously updated with
new insights obtained from completed interviews.

Trustworthiness was enhanced by considering the cri-
teria by Guba & Lincoln [27-29] and by application of
prolonged engagement, persistent observation, investiga-
tor triangulation, negative case analysis, thick contextual
description and reflexivity.

Eligibility criteria

Inclusion criteria were 1) having an anxiety disorder
(generalized anxiety disorder, social anxiety disorder,
panic disorder, obsessive-compulsive disorder, posttrau-
matic stress disorder) and/or depressive disorder accord-
ing to DSM-1V; 2) sufficient knowledge of Dutch or
English language; 3) age > 18years. To include a diverse
population and develop a broad view of participants’ cur-
rent perceptions regarding treatment-seeking, no exclu-
sion criteria were applied.

Data analysis

The data analytical approach consisted of stepwise
framework analysis to extract relevant themes. The appli-
cation of framework analysis as described by Gale et al.
[25] was used in this study, which is based on the frame-
work method developed by Ritchie and Spencer [24].
This approach includes seven steps:

1. Transcription: The interviews were audiotaped and
transcribed verbatim.

2. Familiarization with the interviews: One researcher
(RW) read all the interviews and field notes. The
other researchers read a selection of the interviews.
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3. Coding: A preliminary analytical framework was
developed by assigning open codes to the transcripts.
MAXQDA software was used to analyse the data.
Data collection and development of the preliminary
analytical framework occurred in parallel. Two inter-
views were coded independently by two researchers
(RW, medical student); subsequent interviews were
line by line coded by the interviewer and verified by
the other researcher.

4. Development of analytical framework: Categoriza-
tion of themes and subthemes was done through
discussion between the coders, and differences were
discussed until consensus was reached. In monthly
meetings with both interviewers and the research
team (a psychiatrist, methodologist and a psycholo-
gist, all female and experienced qualitative research-
ers) the development of the analytical framework was
discussed and adjusted, if necessary.

5. Application of the analytical framework: The analyti-
cal framework was used to analyse subsequent inter-
views. After 24 interviews the researchers concluded
that no new themes emerged from the last interviews
anymore and that data saturation was reached [30].

6. Charting data: From the analytical framework, main
themes for the chart were selected by two research-
ers (AM, RW). These included: 1. Participant charac-
teristics (demographics, diagnosis, treatment history,
biographical context); 2. Social environment, includ-
ing the role of healthcare professional and logistics;
3. Health literacy (including knowledge and disease
burden); 4. Previous experiences with care; 5. Cogni-
tions and attitudes and 6. Coping and behaviour. All
members of a team of six researchers (two psychia-
trists, two psychologists, a methodologist, one psy-
chiatrist in training, 4 female, 2 male) summarized
four different complete interview transcripts, result-
ing in 24 summaries of case descriptions. The sum-
maries were integrated in a comprehensive chart,
creating an overview of all included cases.

7. Interpreting the data: During an intensive two-day
meeting, the analytical framework and chart were
input for group discussions and relevant themes were
discussed, compared and interpreted. Final agree-
ment about the typology of themes resulted in a cat-
egorization of four main themes and 14 subthemes
described in the Results section and Table 2.

Results

Participants

Twenty-four participants were interviewed and included
in the analysis. Participants were between 19 and 61 years
of age and 50% were female. The majority (71%) were
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highly educated and had a treatment history in mental
health care (79%). Demographics of the participants are
shown in Table 1.

Relevant themes emerging from the data were cat-
egorized in four main themes (individual aspects; per-
sonal social system; health care system; sociocultural
background) and 14 subthemes concerning barriers and
facilitators of treatment-seeking (Table 2). The most
important themes are explained in the text below. Table 3
shows the pathway to care of two selected participants in
detail.

Individual aspects
Mental health literacy
For many participants, some form of mental health illit-
eracy played an important role in treatment delay.
Participants mentioned a lack of knowledge or rec-
ognition of their psychological symptoms. Recognition
was especially complicated when comorbidity masked
the anxiety or depressive symptoms, such as physical
comorbidity (e.g. obesity or hepatitis). Even when experi-
encing symptoms, participants did not always recognize
these as part of a psychological disorder, nor did they
acknowledge the severity of the disorder or the need for
treatment. For instance, one participant did not know
anything about panic attacks. When his father acciden-
tally mentioned that panic disorder was prevalent in the
family, he recognized his symptoms as panic attacks.

“I think that my father told me a story about his
father, that he had panic attacks, that he had ago-
raphobia. 1 believe that was the moment that I
thought: Aha, that exists!” (Male, 26 years)

Knowledge of psychological disorders made treatment-
seeking easier, but only when one perceived the symp-
toms as a mental health problem. For example, one
participant was familiar with the psychiatric classifica-
tion system but did not recognize her own symptoms as
obsessive-compulsive disorder (OCD). Another partici-
pant related his problems to other factors, such as stage
of life (i.e. adolescence). Others said they did not recog-
nize their symptoms as a disorder, but rather labelled the
symptoms as part of their personality or personal weak-
ness, or considered feeling down as normal:

“It is just something (. .. ) that I am familiar with, so
that is not immediately... It is just something, either
way during winter I suffer from it. So it is normal to
me in the first place” (Female, 34 years)

Contrarily, some participants had good mental health lit-
eracy, which was facilitating, especially if they had expe-
rienced a similar disease episode before:
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Table 1 Characteristics of Study Sample (N=24)

Age, Mean (SD), range

Years 39.3(12.5), 19-61
Sex, N (%)
Female 12 (50%)
Living alone, N (%)
Yes 10 (42%)
No 12 (50%)
Other 1 (4%)
Unknown 1 (4%)
Occupation, N (%)
Work 13 (54%)
Student 3(13%)
Other (e.g. sick leave; unemployed) 7 (29%)
Unknown 1 (4%)
Educational level, higher education?, N (%)
Yes 17 (71%)
No 7 (29%)
Chronic physical illness, self-report, N (%)
Yes 6 (25%)
No 15 (63%)
Unknown 3(13%)
Ethnic background, N (%)
Caucasian 16 (67%)
North African 3(13%)
Southwest Asian 1 (4%)
Other or unknown (including adoption) 4(17%)
Current episode, N (%)
Anxiety disorder 12 (50%)
Depressive disorder 8 (33%)
Anxiety & depressive disorder 4 (17%)
Psychiatric medication usage, N (%)
Yes 10 (42%)
No 10 (42%)
Unknown 4 (17%)
Treatment history in mental health care, N (%)
Yes 19 (79%)
- Psychological & pharmacological treatment 10 (42%)
- Psychological treatment (including mental 5(21%)
health nurse and family or couples therapy)
- Unspecified 4 (17%)
No 5(21%)

@ At least 1year of higher education (college or university)

“I thought: “This is a bit like how it always starts
for me, so I have to act on it early” (Female, 43
years)

In addition, some participants lacked knowledge about
the pathway to mental health care and treatment possi-
bilities. On the contrary, participants who were familiar
with mental health care, for example because of their
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Table 2 Main Themes and Subthemes in Treatment-Seeking Behaviour

Main themes Subthemes

Explanation

Individual aspects Mental health literacy

Disease burden

Stigma & Attitudinal aspects

Previous experience
Coping style
Physical symptoms
Social problems
Personal social system
Judgment from others

Health care system Recognition and referral by professional

Therapeutic relationship with general practitioner

Waiting time & Logistic barriers

Sociocultural background  Stigma in the context of cultural background

Media and societal influences

Recognition and encouragement from social network

Having adequate (+) or limited (—) knowledge of mental disease
and pathway to care
Adequate (4) or inadequate (—) recognition of own symptoms

Increasing mental distress and dysfunctioning (+), sometimes lead-
ing to habituation (—)

Hindering disease characteristics; e.g. avoidance behaviour and
isolation (=)

Stigma and shame (—)
Negative (—) or positive (+) beliefs about oneself or about treat-
ment

Previous positive (4) or negative (—) experiences with mental
health care

E.g. denial of symptoms (—), symptom suppression (—), solving
problems alone (—)

Somatic symptoms related to psychological disorder leading to
recognition (+4) or delay in psychological treatment due to somatic
referral (—)

Housing problems (—) or occupancy with other tasks (—)

Family and friends noticing (4) or not noticing (—) participants’
symptoms and encouraging treatment (+)

(Perceived) Negative social judgment about psychological com-
plaints and treatment (—)

Correct (4) or incorrect (—) diagnosis and referral by a professional

Having a good (+) or difficult (—) therapeutic relationship with the
general practitioner

Long waiting time (—)

Having to find a therapist oneself (—), obstacles related to the refer-
ral process (—) and communication problems (—)

Culture-related stigma (—)

Information from internet or television (4)
Society lacking knowledge of depression, burnout and anxiety
disorder (=)

(—) indicating a barrier to treatment and (+) indicating a facilitator towards treatment

study, job, or previous experience, more easily found
their way to treatment.

Disease burden

A high level of psychological distress often led to
acknowledgment of a need for treatment. Some partici-
pants denied their problems or postponed treatment-
seeking until the point they could not cope anymore.
Furthermore, problems at school or at work caused by
the disorder could be a reason to seek help.

“I thought like, I have to get rid of this (. . . ) because
it is also simply unpractical to always have to iso-
late yourself at work to come to yourself, to unwind?”
(Male, 25 years)

Disease characteristics sometimes hindered treatment-
seeking, either because the disorder itself increased
avoidance behaviour, isolation and postponement of
treatment-seeking, or because waxing and waning of
symptoms led to delay:

At a certain point it is so bad that you think “Wow,
this is bad’, but then it gets a little better and you
think: “No, I am not going to seek [treatment]” So
every time at a certain moment you think that, and
then it gets better” (Male, 26 years)

Habituation to or minimizing symptoms also delayed
treatment-seeking. For instance, one participant
mentioned that his panic attacks gradually deterio-
rated, and experiencing a new low point every week
led to more habituation instead of recognizing it as a
problem.

Stigma & attitudinal aspects

Stigma or fear of stigma was an important hindrance
to treatment-seeking. Participants held beliefs that
having a mental illness or having to go to a therapist is
a sign of weakness. They did not want to belong to the
group of persons with mental health problems, which
was expressed for example by a female participant.
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Table 3 Pathway to Care - Example of Two Cases

Mark?, male 25 years

Mark experienced (social) phobic symptoms from the age of 8, which were interwoven with his childhood obesity. His insecurity caused by obesity

in combination with the life phase he was in made it difficult to properly recognize his mental complaints; he and others attributed his withdrawal
behaviour to puberty. At the age of 21 he sought treatment for the first time, suffering from problems in social contact. However, the general practi-
tioner referred him to group therapy, which did not suit his preferences, and he never reached care but let things run their course. During this period,
he lost much weight but his anxiety symptoms persisted nonetheless. Because it kept hindering him at work and studies, he started to consider
seeking help again and after a year finally took this step. Facilitators were the encouragement from his partner (who was in treatment herself) and the
realization that he now had enough time to commit to therapy. The general practitioner referred him to a mental health care institution, where he
arrived after four months of waiting time.

Mary-Ann?, female 61 years

Mary-Ann has suffered from multiple depressions in her life and has been in treatment several times. Her first depression started in 1983 with treat-
ment starting in 1986. For a long time, Mary-Ann thought her depressive mood was simply part of life, and only because of others'reactions she dis-
covered this was not normal. Her coping style was hampering as well; isolating herself and putting up a front made it difficult for others to recognize
her symptoms. During her first depression, she was eventually encouraged to seek treatment by an acquaintance who managed to break through
her fagcade. However, treatment did not succeed because the psychiatrist wanted to treat her husband and not her, even though she felt she needed
treatment herself. This confirmed her negative self-image that she was a hopeless case and could not be helped. Poor experiences with mental health
care affected her treatment-seeking behaviour and it took a long time before she took action again. Her belief that depression is a weakness, which
was largely confirmed by her environment, also negatively influenced this process. Stigma experienced at the workplace limited possibilities to seek
for help or undergo treatment during working time. For a long time she hid her symptoms and tried to keep working. She engaged in treatment in
2004, encouraged by a friend. Because of increasing disease burden, she sought treatment again in 2009 from a psychiatrist. Treatment went well,
and on the advice of this psychiatrist she started group therapy, which also helped. When this therapy ended, she had to be referred elsewhere, but
experienced various logistic problems causing delay. Eventually she asked for a second opinion, leading to a referral to her current therapy. Overall,
Mary-Ann encountered many barriers to care but facilitating factors were the recognition by others, and at a later stage a changing attitude toward
herself that she deserves care.

2 Fictive name

“I thought, that is for people who are not entirely OK,
who have to go there, and I do not want to belong to
them? (Female, 35 years)

One participant who developed obsessive-compulsive
disorder during pregnancy considered her psychologi-
cal complaints without an understandable cause abnor-
mal, which in combination with ridiculing statements
about her symptoms from her environment made her feel
ashamed.

Some mainly named feelings of shame, as they con-
sidered having mental health problems to be a sign of
personal weakness or failure. Shame and fear of stigma
made participants hesitant to discuss their complaints
with their social network or the general practitioner. For
example, one female mentioned it took a while to over-
come her shame and book an appointment with her phy-
sician, because she was afraid of a negative response.

At the other end of the spectrum, some stated they did
not experience any stigma, although even these partici-
pants were reluctant to share their psychological prob-
lems or their treatment experiences with others.

Apart from shame or stigma, other attitudes toward
treatment influenced participants as well. One partici-
pant mentioned the fear of being medicated or hospital-
ized resulting in a treatment-seeking delay of 6 months.
Participants thought therapy would not help; a few
believed their complaints could not be treated because
the problem was inherent to them as a person:

“Yes, because.. the feeling that it's all on me, that I
am not well and how my life is going and the prob-
lems I experience, that it is all because of how I
am and that I believe that this cannot be changed’”
(Female, 34 years)

For one female her negative self-image was hindering
treatment-seeking, as she gathered that profession-
als would not know how to help her, because she was
a hopeless case. This was in her eyes affirmed by a psy-
chiatrist who decided not to treat her:

“And the psychiatrist said to me: ‘You don’t have
to come here anymore, because the problem is your
husband and not you” (. .. ) And yes, I believe that
I am not sane, so I am sent away, that has always
been a fear for me, so that matched with my expec-
tations. (Female, 61 years)

This experience reinforcing her negative self-percep-
tion - in addition to her self-stigma and coping style of
putting up a front - caused substantial delay in further
treatment-seeking:

“Researcher: And do you think it negatively influ-
enced your motivation to seek help?

Participant: Yes, (. . .) when that first psychia-
trist sent me away, I thought ‘Okay, this is it, this
will have to do! (. . . ) And then it took a long time
before I started to act again [seek treatment]”
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Positive attitudes toward mental health care were also
reported; two participants mentioned a positive image
of psychologists because of their work in the health care
sector, facilitating their way to care.

Previous experience

For some, a negative experience in the past had a signifi-
cant hampering influence. A few mentioned difficulty to
discuss their problems with professionals, for example
because of negative experiences with confidentiality. One
male participant had a negative experience with the Child
Care and Protection Board as an adolescent, making him
hesitant to engage in mental health care:

" They tried to get information from you about what
was going on at home and what your father was
doing and what your mother was doing. And they
considered it a good idea to report back to my father
about it. Well, that got back to me. And after that,
there was a barrier to talk” (Male, 58 years)

One female refused help for as long as 10 years because
of her previous negative experiences. She felt inad-
equately treated during a clinical medication detoxifica-
tion as she was discharged from the hospital and referred
to her general practitioner even though she felt in crisis.
During that period, she made multiple suicide attempts
and experienced serious withdrawal symptoms because
of sudden tapering of medication. She felt unheard by the
professionals and lost hope for future treatment.

However, some participants with unfavourable or
ambivalent experiences kept hope nonetheless.

Positive previous experiences encouraged future treat-
ment-seeking. Some participants knew what help they
needed because of previous episodes and were confident
treatment could bring relief. For instance, one female
restarted antidepressant medication by herself with
approval from the general practitioner when she devel-
oped symptoms again. This participant had a smooth
pathway to care, as she also recognized her symptoms at
an early stage and experienced no stigma.

Some stated that previous treatment had changed their
perceptions of themselves, mental illness or the men-
tal health care system. For example, one participant said
the psychiatrist positively influenced her attitude toward
mental illness:

“He said to me: “This line of thought [‘if youd be
strong you wouldn’t need medication’] is really from
the 60’s; your brain is simply not producing the right
chemicals (. .. ) and regarding the thought “I have to
be stronger’, you don’t say that to a kidney patient
either, you really have to compare it to that” And
that is one of the things that help when telling myself
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“this is not weak, this is something I physically need’”
(Female, 46 years)

Coping style

The way participants dealt with psychological problems
was crucial in the process of treatment-seeking. Hamper-
ing coping styles were not showing or sharing problems,
not acknowledging one’s problems, the tendency to solve
problems on one’s own, substance abuse, symptom sup-
pression and using other strategies to cope (e.g. sports).
For example, one male reported that asking for help has
always been very difficult for him:

“I never seek help. I don’t even dare to ask something.
1 always look for answers myself” (Male, 49 years)

Other participants were used to keep on going, without
reflecting on their wellbeing:

“Just keep going without stopping and filling my
agenda completely, so I do not have to think about
what is going on” (Male, 24 years)

Some had trouble acknowledging their mental problems,
because it did not match their self-image, causing sub-
stantial delay. As one male participant stated:

“.and when I finally made the switch for myself
‘Okay, I cannot meet the expectations’ (. . .) and
the pressure was completely gone because I finally
admitted that I had problems, at that moment all
barriers from the preceding six months, were all sud-
denly gone.” (Male, 35 years)

Physical symptoms

For some participants, physical problems were the first
reason to seek treatment. Physical symptoms can be pre-
cursors or early signs of mental problems. It was facilitat-
ing when they were recognized as such by the patient or
physician, but sometimes physical signs were interpreted
as a somatic disease requiring somatic attention:

“I had lost 10 kilos of weight and my general practi-
tioner referred me to a specialist in internal medi-
cine, who could not find anything. Back at the gen-
eral practitioner who asked the right set of questions,
it became clear I was depressed.” (Male, 24 years)

One female consulted the emergency unit because of
mistaking a panic attack for a heart attack.

In some cases, physical problems were easier to
acknowledge than mental symptoms. One partici-
pant suffering from both mental and somatic disease,
seemed to downplay his mental problems assuming it
was normal that his physical disease resulted in certain
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(mental) problems as a side effect. This seemed to have
led to delayed acknowledgment of his severe mental
problems. Mainly because of the negative effect on his
relationship, he saw a reason to seek treatment for his
symptoms.

Personal social system

Recognition and encouragement from social network

Many participants reported that recognition of symptoms
by others -especially friends and relatives- contributed to
their own acknowledgement and treatment-seeking.

“And then that gentleman said: “Well, if you are cry-
ing like that, I think you are not doing well” Indeed,
it was not going well, so we went to the general prac-
titioner and notified him?” (Female, 47 years)

Acquaintances with knowledge of mental health care
sometimes informed participants about treatment
options. For example, one female participant mentioned
that her flat mate gave her an explanation of the mental
health care system, which reduced her fear and thus facil-
itated access to care.

In addition to problem recognition, relatives, friends
or colleagues actively encouraged participants to seek
help and sometimes even facilitated the path to adequate
treatment. In one case, the participant’s wife made an
appointment with the general practitioner for both of
them, to discuss his psychological complaints. Some
had a friend or relative who recommended a particular
therapist or treatment. One participant reported that he
would not have sought help himself, but the stimulation
from others to seek treatment made him do so:

“I probably would have postponed it again; I really
needed others to finally take the step” (Male, 35
years)

Some participants were encouraged to seek help because
someone they knew was successfully treated. For exam-
ple, one participant was motivated by his girlfriend who
was in therapy herself, and another male participant by
his mother who was successfully treated in the past.

Encouragement from others to seek treatment was
sometimes invigorated by social conflict. One male suf-
fering from panic disorder had progressive avoidance
behaviour, to the extent that it also hindered his partner
and negatively affected their relationship, which urged
him to seek help. Another participant was encouraged by
a colleague because the colleague noticed she had diffi-
culty performing at work.

Contrary to recognition, participants also reported that
psychological complaints were not always visible for oth-
ers, or were not understood.
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Judgment from others

Negative attitudes from family and friends occasionally
hindered participants. Participants felt their surround-
ings did not understand or support them, or experi-
enced stigma from their family or colleagues. A female
participant felt ridiculed by her family, which made her
disguise her symptoms:

“With my family I cry a lot but they don’t care, 1
think. They mock you, that you cry a lot, you never
laugh, you cry for everything” (Female, 55 years)

Another father’s

judgment:

participant constantly felt his

“[My father] never had anything good to say about
people with a similar problem as I had at a certain
point” (Male, 35 years)

Interestingly, his mother was supportive and encour-
aged him to seek help, thus overcoming the negative
judgment from his father.

Health care system
Recognition and referral by professional
For many, the general practitioner made a correct diag-
nosis and proper and timely referral, even in some cases
when participants presented with physical symptoms.
Recognition of symptoms from other professionals, e.g.
a physiotherapist or midwife was facilitating as well.
However, a lack of proper recognition was also
reported. One participant, who suffered from post-
traumatic stress disorder (PTSD) after an accident,
believed that the general practitioner should have rec-
ognized his symptoms earlier, because the general prac-
titioner knew about the accident. His physiotherapist
noticed his symptoms two years after the accident and
advised him to consult his doctor. Another participant
with obsessive-compulsive disorder mentioned a lack
of proper referral:

“I went to the general practitioner myself and said:
“I have this problem, it hurts me a lot, and I want
therapy for it” And then the general practitioner
was a bit helpless, but I found out myself where I
should go for help.” (Male, 45 years)

One female experienced inadequate recognition and
coordination by the team from the rehabilitation centre:

“I was feeling very bad, also during (medical) reha-
bilitation and so they wanted me to get more psy-
chological help, but before they figured that out it
went back and forth and that took a lot of time”
(Female, 35 years)
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Therapeutic relationship with general practitioner

Many participants considered their general practitioner
accessible for discussing psychological complaints. For
some participants the therapeutic alliance with their gen-
eral practitioner was facilitating. The therapeutic rela-
tionship with the general practitioner is illustrative in the
story of one participant of non-Western descent. Her first
general practitioner -female and from the same cultural
background- was approachable for her, and this physician
adequately recognized her symptoms when she herself
did not know what it was. Nonetheless, after being diag-
nosed by the general practitioner, the participant denied
the problem because of stigma and hid it from friends
and family. The general practitioner eventually persuaded
her to seek help for the sake of her children. However,
during a next episode she had much difficulty explain-
ing her symptoms to her new general practitioner, a male
Dutch doctor:

“But OK, to a man I cannot explain well what [com-
plaints] I have. I think that he will say, “This woman
is making too big a deal of things” I try to act easy-
going when I go to him. That'’s the problem, I recently
discovered that”

She felt that talking about psychological complaints was
whining and burdening for him. After a long delay of sub-
optimal treatment, a colleague eventually encouraged her
to speak openly to her physician.

Several participants benefited from the long-term ther-
apeutic relationship with their physician and the general
practitioner knowing their family situation:

“Yes, and that was interesting, because he was the
general practitioner who also knew my mother, and
he said: ‘I have been waiting and I was wondering
when you, the children, would come here, because
you probably have a difficult time! And I said: T am
so incredibly tired, should we do a blood test?. And
then he said; ‘Well, I won’t mind doing that, but you
are basically depressed’ (Female, 46 years)

Waiting time & logistical barriers

Participants reported additional delay factors after hav-
ing taken the first step but before the start of treatment.
Primarily, many participants experienced a substantial
waiting period, leading to much dissatisfaction.

“There are moments that you don’t want to do much
about it, your panic attacks and your symptoms
and solving your problems, and there are certain
moments when you really want to do something
about it and then you start to call and take action.
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These are exactly the moments that are very impor-
tant and to hear then that there is a 10-week waiting
period, that is annoying, yes” (Male, 26 years)

Another participant stated that a long waiting period
might even make her drop out. Some experienced
delay or never reached care during a previous episode
because they had to find a therapist themselves after
being referred, or the proposed treatment was not in
line with the participants’ preference. For instance, one
participant had not effectuated the referral because he
did not agree with the type of treatment. It took him
four years after that to consult his general practitioner
for help again.

Quite a few participants reported hindering logistic
factors; problems concerning the referral process; sub-
optimal communication and care in case of comorbid
substance abuse disorder and difficulty contacting mental
health care institutions. Financial reasons were of minor
importance, though mentioned by one young male par-
ticipant who discontinued previous treatment because of
the costs.

Sociocultural background
Stigma in the context of cultural background
Cultural aspects appeared to be hindering in some cases:

“In my culture [North African], it is seen as some-
what normal to be depressed. They say: You are
dramatizing, you just want to escape your duties
when you complain about depression. Admit you
just do not want to cook or clean the house” (Female,
55 years)

On the other hand, another participant with a North
African background noticed positive societal changes
concerning stigma, stating it is seen as normal to visit a
psychologist for mental problems, in the Netherlands
as well as in her country nowadays. However, she still
seemed to experience a taboo to openly talk about mental
problems with others.

“No I am not afraid; still I am not going to tell [any-
onel. I am not afraid, everybody is seeing a therapist,
everybody here. In [country in North Africa], that is
normal. For the first-generation, [if you see] a psy-
chologist means you are crazy. But the youth is also
going to a psychologist in [country in North Africal”
(Female, 52 years)

Media and societal influences

One male mentioned that not friends or relatives, but
TV-series, books or internet informed him about psy-
chological problems:
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“There is a reason that I started searching the inter-
net because there was nothing on media like tel-
evision, advertising campaigns. (. .. ) A very clear
T'V-series, is The Sopranos, they handle the topic
very well. That the problem exists and that you can
experience it, [I realized that] because of this series”
(Male, 26 years)

A few participants mentioned that society lacks knowl-
edge of depression, burnout and anxiety disorder and
some believed there should be more attention for these
disorders in the media.

Discussion

This study reports on barriers and facilitators of treat-
ment-seeking in individuals with an anxiety or depressive
disorder in a Western-European outpatient mental health
care setting. With the use of a qualitative study design,
rich in-depth information was gathered, leading to deep-
ening insight on factors influencing treatment-seeking
and actually receiving treatment.

Our findings indicate that treatment-seeking reflects
a complex interplay of multiple factors. We found men-
tal health illiteracy, negative attitudes toward profes-
sional help -including stigma- and logistic problems to be
prominent barriers to care. Social networks and the gen-
eral practitioner were often helpful to access care.

Although qualitative studies on treatment-seeking
behaviour have been carried out previously [13, 17, 31—
33], limited information is available for the European
population other than the UK. This study describes the
barriers and facilitators among Western-European indi-
viduals, thus adding to the existing literature. When
interpreting our findings and comparing them with for-
mer research some results stand out.

Remarkably, substantial stagnation seems to occur early
in the treatment-seeking process often because of men-
tal health illiteracy and stigma. Mental health literacy is
generally defined as “knowledge and beliefs about men-
tal disorders which aid their recognition, management
or prevention [34]. Even in this study from a developed
country in a sample with predominantly highly edu-
cated individuals, mental health illiteracy was reported
by many participants as a crucial factor in patient delay.
Mental health illiteracy has been previously found to
be an important barrier, both in patients with depres-
sive disorder, OCD and anxiety disorders [14-17, 20].
Apart from limited knowledge of symptoms, not know-
ing where to find help was another barrier reported in
our study, in accordance with other Dutch and Australian
samples [14, 19, 21]. These findings indicate that improv-
ing mental health literacy is still a major concern and may
be one of the factors that can be influenced to improve
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treatment-seeking. Previous studies have shown promis-
ing results of interventions aimed at improving mental
health literacy [35-37]. Furthermore, adequate mental
health literacy and recognition of symptoms seems to
positively influence treatment-seeking from formal
sources [38] and mental health care use [39]. However
contradicting results have been found as well. Previous
literature, including a systematic review on web-based
interventions [35, 40] could not confirm a positive effect
of mental health literacy on actual treatment-seeking
behavior. This suggests that multiple factors play a role in
treatment-seeking, which is in line with the results from
our study.

Indeed, we found that attitudinal factors greatly influ-
ence treatment-seeking behaviour as well, which is in line
with previous research [12-14, 17-22]. Many partici-
pants described shame or stigma, including both personal
stigma and stigma experienced from their social network
or surroundings. It is noteworthy that there appears to
be some form of concealed stigma, as some participants
stated not to experience any stigma while simultaneously
being hesitant to disclose their symptoms or their treat-
ment-seeking to others. Only a minority of participants
reported no stigma and spoke openly about their mental
problems, for example because other people from their
(urban) subculture were receiving mental health treat-
ment. A meta-analysis [41] on the association between
stigma and treatment-seeking found that negative atti-
tudes either towards treatment-seeking or towards sub-
jects suffering from mental illness were significantly and
negatively related to active treatment-seeking. Also, self-
stigma (i.e., negative attitudes towards one’s own mental
symptoms) was related to less treatment-seeking -albeit
nonsignificantly-, but no relation with public stigma
(defined as “the individual’s perception of public stigma”)
was found. The results from Schnyder [41] are predomi-
nantly in line with our findings, although we found public
stigma to influence treatment-seeking as well. Concern-
ing self-stigma, previous studies [13, 32] postulated that
individuals avoid seeking help because acknowledging
one’s depressive symptoms leads to a potential identity
threat; negative consequences for their integral identity
and their main roles. Indeed, in our study participants
experiencing stigma commented negatively on their self-
perception, e.g., considering oneself weak because of
depressive symptoms or not wanting to be ‘one of those
people’ who need therapy. Although it was not the case
for all participants, some had much difficulty acknowl-
edging the symptoms and their impact, only accepting
it when it could no longer be ignored. It has been sug-
gested [35] that stigma is one of the main factors ham-
pering treatment-seeking in individuals with improved
mental health literacy. Thus, it is of great importance to
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reduce stigma. Interventions aimed at stigma reduction
have shown promising results, although their long-term
effects are less clear [42].

The Dutch insurance system provides almost full cov-
erage for mental health care. Correspondingly, in our
study financial barriers played a minor role, contrasting
studies from other countries [12, 16, 20, 21, 43—45]. Simi-
lar to several other European countries, the Netherlands
has a high-access healthcare system, with a strong and
accessible primary health care system [2]. Furthermore,
a mental health nurse is available in most primary care
centres. However, access barriers were present even in
this setting. Problems related to the referral and in par-
ticular waiting time for mental health care professionals
or institutions after being referred were frequently men-
tioned and counted for significant additional delay. This
is unfortunate because individuals often had to over-
come substantial hindrances (e.g., mental health illiteracy
or stigma) in order to seek assistance, and institutional
barriers thereafter can be detrimental to their fragile
motivation to seek help. A variety of logistical barriers,
including waiting time, transportation problems and lack
of accessibility have been reported before and seem to
differ per country [12, 14, 16, 20, 45]. This stresses the
extent and relevance of this problem, and the importance
for governments and institutions to address the specific
organisational aspects that account for delay in their par-
ticular setting.

In our population only a few participants had a remark-
ably easy way to care; in these cases one crucial factor
was correct and early recognition of symptoms because
of health literacy and/or significant disease burden. Fur-
thermore, positive previous experiences with mental
health care were important in swift treatment access.
These insights into successful pathways to care are an
addition to the existing literature and of relevance since
it yields information on the crucial themes involved in
treatment-seeking.

Given the aforementioned barriers and the complex-
ity of the treatment-seeking process, focus on potential
facilitators is crucial. Barriers early in the treatment-
seeking process could be overcome by facilitators such
as recognition from others. In our sample, recognition of
symptoms by friends and relatives positively influenced
participants’ own realization and acknowledgement of
mental disease, thus enabling treatment-seeking. Moreo-
ver, encouragement, specifically from family or friends,
was pivotal in some cases to seek help. Conversely, nega-
tive judgment from others could reinforce stigma and
was hampering in acknowledging the need for help.
Hence, it seems that having a knowledgeable, well-
informed and supportive social network is crucial par-
ticularly for people experiencing mental health illiteracy
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or stigma. People with a non-supportive social support
system might therefore be a vulnerable subgroup that
could experience more detriment. The positive impact of
social surrounding has been previously found in adults
[13, 17] and young adults specifically [46]. In addition to
positive encouragement, personal conflicts were reported
as negative enablers; e.g., conflicts at work or with one’s
partner urged participants to seek treatment. This is in
line with results from a quantitative Japanese study [47],
which found interpersonal problems to be positively
associated with treatment-seeking. To improve support
and recognition of mental health illnesses from the com-
munity, interventions have been developed, e.g., Mental
Health First Aid [48]. This intervention teaches lay indi-
viduals how to recognize mental symptoms in others and
how to lead them to proper treatment [49]. The interven-
tion leads to increased knowledge and recognition and
reduced stigma in individuals who completed the inter-
vention, and a small increase of provided help to individ-
uals with mental health problems [49].

Furthermore, we found the general practitioner’s
role to be important. In many cases, the general practi-
tioner positively affected the pathway to care because
of proper recognition of symptoms, encouragement to
seek treatment and timely referral. This is a new find-
ing, as contrary to our results, a systematic review [13]
mainly reported general practitioner-related barriers;
i.e. the belief that they have limited expertise regarding
depression treatment, little intimacy or empathy from
the general practitioner and problems discussing one’s
symptoms with the physician. This supposed contradic-
tion might be explained by the fact that in our sample all
participants eventually did access mental health care and
the fact that in the Netherlands the general practitioner
plays a key role in health care with approximately 75% of
patients being content about their general practitioner
[50]. However, also in our sample a few participants were
dissatisfied with the role of their physician. Undoubt-
edly, the general practitioner is an important gatekeeper
in mental health care who can either facilitate or hinder
treatment-seeking.

To structure the extensive amount of factors relevant
to treatment-seeking found in the literature, several
theoretical frameworks have been developed in the past.
Among the most widely used theoretical frameworks are
the Behavioural Model of Health Services Use [51], the
Health Belief Model [52], the Theory of Planned Behav-
iour [53], and the Network Episode Model (NEM) by
Pescosolido [54]. When considering the findings of our
study, the Network Episode Model seems to be the best
applicable theoretical framework.

The NEM focuses on the entire illness pathway, or so-
called illness career. It identifies several subsystems that
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play a role in health behaviour and treatment-seeking: the
community systems, the institutional systems, the sup-
port (personal network) systems, the individual (self and
body) and, according to the latest version of the model,
the molecular system. Although the NEM validates the
importance of explanatory factors from previous theo-
ries, it places most emphasis on the role that social net-
works have in an individual’s health behaviour [54].

The four main themes from the present study were
largely in accordance with the NEM [54], although we
labelled them slightly different. Our fourth theme ‘soci-
ocultural background’ (see Table 2) could be consid-
ered similar to the NEM’s community system, although
‘sociocultural background’ in our study primarily reflects
influences from the community (e.g., experienced stigma
or the media), whereas the NEM seems to take a more
geographical approach towards community (with a sub-
division in global, national, regional, political divisions,
community and neighbourhood). The factor ‘health
care system’ in this study (see Table 2) overlaps with the
institutional systems explained by the NEM, which com-
prises the treatment system, professional organizations
and civic and religious organizations. Our main theme
‘personal social system’ (see Table 2) corresponds to the
NEM'’s personal support system, which includes fam-
ily, friends, work and voluntary organizations. Lastly,
the ‘individual aspects’ found in our study (see Table 2)
largely correlate with the individual system of the NEM.

However, discrepancies with the model do exist. First,
we did not identify a factor that corresponds to the
molecular system as described by the NEM. Second,
our research only investigated treatment-seeking behav-
iour and did not aim to describe the entire illness career.
Third, some subthemes might be categorised differently
according to the NEM. For instance, the logistic barriers
of the health care system in our study are not primarily
social in nature, and thus it remains unsure if they should
be categorised in the institutional system of the NEM.
Furthermore, the NEM places most emphasis on the
influence of social networks. Our study however, found
an important role for individual factors as well (includ-
ing determinators such as mental health illiteracy and
health beliefs) that do not seem to have a prominent role
in the NEM. Lastly, the NEM describes a highly elabo-
rate model with many details, themes and correlations
that could not all be confirmed in our study. Nonetheless,
in the light of improving comparisons across studies, the
NEM may provide a valuable model to categorise find-
ings of (future) studies on help-seeking.

Strengths and limitations
One strength of this study is its qualitative design,
yielding an extensive amount of information on
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treatment-seeking behaviour. Furthermore, our study
focused both on barriers and facilitating factors, which
are not necessarily opposites and important to investigate
separately [14]. In contrast with previous studies, which
mostly focused on patients with depression, we included
participants with anxiety disorders as well.

Much effort was put in recruiting a diverse study pop-
ulation, resulting in a well-balanced study sample with
regard to age, gender, and psychiatric history. Although
recruiting participants from non-Western descent is
known to be difficult, we included 25% participants from
non-Western descent. Nonetheless, as most participants
in our sample were highly educated, views of people with
limited education might be relatively underrepresented.
Furthermore, since participants were invited by their
therapist, the relationship with the therapist may have
influenced their willingness to participate and we lack
information about patients who refused to participate.
Lastly, we only recruited participants who managed to
access mental health care. It is possible that other barri-
ers and facilitators play a role in individuals with anxiety
and depression who did not reach mental health care at
all, or for those who sought help from other sources than
mental health care institutions. Consequently, we may
have missed relevant barriers and facilitators to treat-
ment-seeking in the population. Future studies should
focus on these specific subgroups.

Implications

Our findings emphasize that it might be helpful to edu-
cate the general population by means of national public
health care campaigns about mental health problems
and stigma and to propagate disclosure of symptoms.
Research has shown national campaigns to be effective
in improving depression awareness and health literacy
[36, 37]. Based on our finding that the social environ-
ment plays a substantial facilitating role such campaigns
may specifically empower the social environment as well.
Furthermore, in our sample previous experience influ-
enced treatment-seeking significantly. Former research
has shown that therapy adherence, satisfaction with
treatment and outcome of treatment are better if ther-
apy is adjusted to patients’ preferences [55]. These find-
ings emphasize the need to involve patients in therapy
decision-making in order to improve treatment satisfac-
tion and outcome and hence positively influence future
treatment-seeking.

In addition to hindrances early in the treatment-seek-
ing process, subsequent barriers could be addressed by
health care providers. Mental health care institutions
should thoughtfully try to diminish practical barriers —
in particular waiting time- encountered directly prior to
treatment. Health care professionals should be sensitive
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to psychological problems, also in patients with physi-
cal symptoms, and be aware of stigma and mental health
illiteracy in their patients. Finally, both the general prac-
titioner and mental health care organisations should feel
responsible to clarify what to expect from mental health
treatment and exercise shared decision-making.

Conclusion

Extending previous research from different countries, this
study provides information on treatment-seeking behav-
iour in a Western-European setting. Financial barriers for
treatment-seeking were of minor importance. However,
health illiteracy and stigma were frequently encountered
and disrupted early stages of treatment-seeking behaviour.
For many participants, the social network and healthcare
providers accelerated treatment-seeking. Barriers encoun-
tered in later stages consisted of practical aspects, includ-
ing waiting lists and logistic problems.

Education of the general population is required to facil-
itate timely treatment and to ameliorate the prognosis of
anxiety and depressive disorders. Concurrently, adequate
training in mental health of general practitioners and
the management of waiting lists should be prioritised to
improve access to care.
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