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ABSTRACT
Objective: Self-help programs are recommended as a first step in the management of eating disorders. Yet, whether self-help 
interventions have broader mental health benefits beyond symptom and risk reduction remains unclear. As randomized con-
trolled trials (RCTs) also assess general mental health secondary to eating disorder symptoms, we conducted a meta-analysis to 
investigate whether and to what extent pure self-help interventions for eating disorders produce improvements in these second-
ary outcomes.
Method: Twenty-seven RCTs of pure self-help interventions for the prevention or treatment of eating disorders were included. 
Mean age ranged from 16 to 46 years. Most self-help interventions were based on cognitive-behavioral therapy. Most interven-
tions were delivered via digital means (Internet, apps, etc.). Random effects meta-analyses were conducted on six outcomes: 
depression, anxiety, general distress, quality of life, self-esteem, and psychosocial impairment. Analyses were stratified based on 
pre-selected (at risk/symptomatic) and clinical samples.
Results: For pre-selected samples (k = 18), significant pooled effects favoring self-help over controls were observed for depression 
(g = 0.24), anxiety (g = 0.23), distress (g = 0.23) and self-esteem (g = 0.18). Effects remained robust when adjusting for risk of bias. 
Non-significant effects were observed for quality of life and impairment. Crucially, > 80% of trials on pre-selected samples deliv-
ered a waitlist control. For clinical samples (k = 9), significant pooled effects favoring self-help were found for distress (g = 0.39), 
impairment (g = 0.39), and quality of life (g = 0.29), although these results should be interpreted with caution as the number of 
studies was low.
Conclusion: Self-help interventions produce small improvements in those mental health symptoms that are typically comorbid 
with eating disorders.

1   |   Introduction

Remarkable progress has been made toward developing effec-
tive prevention and treatment programs for eating disorders 
(Cuijpers et al. 2024; Hilbert et al. 2019). However, the reality 

remains that up to 80% of people with or at risk of an eating 
disorder do not have access to these evidence-based interven-
tions (Weissman and Rosselli 2017). Well-cited impediments to 
help-seeking include high costs of treatment, geographical iso-
lation from available services, perceived stigma associated with 
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help-seeking, and an insufficient number of adequately trained 
professionals (Ali et al. 2017).

Self-help interventions are well placed to address these help-
seeking barriers and broaden the accessibility of evidence-based 
prevention and treatment approaches. Self-help interventions 
consist of a structured program or set of therapeutic tech-
niques grounded in a specific psychological framework (Yim 
and Schmidt 2019). The material is derived from conventional 
therapist-led manuals and is simplified for delivery through for-
mats such as books, brochures, or digital platforms. Self-help 
approaches can adopt a prevention, early intervention, or treat-
ment lens and may be delivered with or without support from 
someone specifically trained to deliver the intervention. Guided 
self-help involves offering professional support that is mainly 
focused on facilitation, helping the user overcome challenges, 
clarify information, foster motivation, and track progress. 
Conversely, pure self-help requires the user to work through the 
program independently, without professional input (Wilson and 
Zandberg 2012).

Although guided self-help is slightly more effective than pure 
self-help (Baumeister et  al.  2014), the latter approach offers 
many distinct benefits, including flexibility, autonomy, and 
the ability to engage in intervention at a preferred pace. In 
addition, since pure self-help programs do not require any pro-
fessional involvement, they are not limited by the availability 
of healthcare providers, which allows many users to follow 
the same program at once. Thus, pure self-help programs 
are considerably more accessible, scalable, and potentially 
cost-effective.

There is a strong body of evidence showing that pure self-help 
programs can effectively target key eating disorder risk factors 
and symptoms. Research has traditionally tested self-help pro-
grams based on cognitive-behavioral therapy (CBT) manuals, 
with multiple randomized controlled trials (RCT) demonstrat-
ing their effectiveness among individuals at risk of an eating 
disorder (Franko et al. 2005) and among individuals with clin-
ically significant eating disorders, including bulimia nervosa 
(Treasure et  al.  1994) and binge-eating disorder (Carter and 
Fairburn 1998). More recently, research has begun to explore the 
utility of self-help programs that draw from different theoretical 
orientations and models of change, including dialectical behav-
ior therapy (Carter et  al.  2020), acceptance and commitment 
therapy (Karekla et al. 2022), and dissonance-based approaches 

(Stice et al. 2017), with evidence of efficacy on risk and symptom 
reduction also emerging.

What is less clear, however, is whether pure self-help pro-
grams have broader mental health benefits beyond reducing 
risk factors and symptoms. This question has direct clinical 
relevance. For example, many individuals who seek treatment 
report wanting to change because of the debilitating effects 
their symptoms have on their overall quality of life, general 
well-being, and ability to perform day-to-day tasks (Jenkins 
et  al.  2011). While there is robust evidence showing that 
therapist-led CBT improves quality of life and functional im-
pairment in eating disorders (Linardon and Brennan  2017; 
Linardon et  al.  2019), whether these benefits generalize to 
self-help interventions remains unknown. If self-help ap-
proaches are to be recommended and integrated into health-
care systems, then it is necessary to know whether they can 
effectively improve those areas of functioning that this client 
population considers most important.

Furthermore, more than half of the people with an eating 
disorder have a comorbid depressive or anxiety condition 
(Hambleton et  al.  2022; Swinbourne et  al.  2012). These co-
morbidities are not only debilitating in and of themselves, but 
they can also obstruct therapeutic change, predict relapse, and 
exacerbate symptoms (Linardon  2024; McClure et  al.  2023, 
2022; Sala et al. 2023; Vall and Wade 2015). There is reason 
to suspect that existing eating disorder self-help interventions 
could have a positive effect on mood and anxiety problems, 
as many of the skills taught in these programs (e.g., cognitive 
restructuring, problem solving, mindfulness meditation) are 
also considered essential components of empirically supported 
treatments for depressive and anxiety disorders (Cuijpers 
et al. 2021, 2023). Confirming whether current self-help pro-
grams for eating disorders produce concomitant reductions 
in these secondary symptoms is important, helping to ensure 
that clients presenting with multiple symptom complaints can 
be recommended an intervention format that has transdiag-
nostic benefits.

There has been a considerable number of RCTs that have tested 
the effects of pure self-help programs for eating disorders, with 
many of these also assessing different mental health (e.g., de-
pression, anxiety, distress) and wellbeing (e.g., quality of life) 
constructs as secondary outcomes. Therefore, we aimed to syn-
thesize this literature and conduct the first meta-analysis to 
test whether and to what extent pure self-help prevention, early 
intervention, and treatment programs for eating disorders are 
effective in improving these secondary mental health and well-
being outcomes.

2   |   Method

2.1   |   Study Selection

This review (preregistered at PROSPERO; CRD42024611623) 
was conducted according to the latest Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses (PRISMA) 
guidelines (Page et  al.  2021). We searched the Medline, 
PsycINFO, Web of Science, and ProQuest Dissertations online 

Summary

•	 A meta-analysis examining the effects of self-help eat-
ing disorder interventions on general mental health 
and well-being was conducted from 27 trials.

•	 Self-help interventions offer small benefits to depres-
sion, anxiety, general distress, and self-esteem among 
pre-selected samples, but results are uncertain for 
clinical samples due to the limited number of trials.

•	 The ease at which such self-help interventions can be 
disseminated at scale indicates that even small effects 
may have a substantial public health impact.
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databases (September 25th 2024) by combining the following 
key terms:

1.	 Random* OR RCT

2.	 “eating disorder*” OR “bulimia nervosa” OR “anorexia 
nervosa” OR binge eat* OR “disordered eat*” OR “eating 
pathology” OR purg* OR “weight concern*” OR “shape 
concern*” OR “body dissatisfaction” OR “dietary restraint” 
OR “compulsive exercise” OR “disordered eat”

3.	 self*help OR self*guide* OR self*taught OR self*learn* 
OR self*led OR self*administer* OR self*manage* OR 
self*direct* OR intervention OR phone* OR smart*phone* 
OR telephone* OR cell*phone* OR mobile*phone* OR 
computer* OR multi-media OR web-based OR internet 
OR “online intervention” OR e-health OR unguided OR 
bibliotherapy.

Prior reviews were also hand-searched to identify any study that 
might not have been captured through the four online databases.

We included RCTs that tested the effects of a self-guided preven-
tion, early intervention, or treatment program for eating disor-
ders against a control group and reported secondary outcomes 
related to general mental health or well-being. We only included 
samples that either received a clinical diagnosis or were screened 
for being symptomatic or “at risk” during the enrollment stage 
(i.e., unselected samples where no selection criteria were ap-
plied were excluded). Self-guided interventions were defined as 
a structured program or a prescribed set of therapeutic tasks that 
participants engaged in independently without any professional, 
researcher, or peer guidance. Trials that offered technical (e.g., 
troubleshooting technical problems) or automated support (e.g., 
standardized reminder emails) were eligible. Intervention re-
sources could be delivered via a book, manual, the web, an app, 
a computer, or audio recordings. Stand-alone body image en-
hancement programs, cognitive training interventions, and one-
off experimental manipulations were excluded. Control groups 
could comprise waitlists, care as usual, information resources, 
or placebos, per the typology proposed by Goldberg et al. (2023). 
We did not include trials that compared self-help to an active 
intervention intended to be therapeutic (e.g., guided self-help, 
face-to-face psychotherapy, pharmacotherapy) given the limited 
available trials that have performed this comparison. One non-
English language study was excluded (Raith et al. 2021)—details 
of this can be seen in the Supporting Information. Published and 
unpublished trials were deemed eligible. If a study did not in-
clude data for effect size calculation, the authors were contacted, 
and the study was excluded if they were unable to provide the 
necessary data.

2.2   |   Risk of Bias and Data Extraction

Risk of bias ratings were assessed using four criteria from 
the Cochrane Collaboration Risk of Bias tool (Higgins and 
Green  2011), namely random sequence generation, allocation 
concealment, blinding of outcome assessment, and incomplete 
outcome data. The four domains received either a high risk, 
low risk, or unclear rating for each eligible study. Selection bias 
was rated as low risk if there was a random component in the 

allocation sequence generation. Allocation concealment was 
considered a low risk when a clear method was described that 
prevented knowledge of group assignment before or during en-
rollment. Blinding of outcome assessors was rated as low risk 
if proper measures were taken to conceal participants' group 
membership, or if the outcome measures were self-reported, 
which do not involve direct participant-researcher contact. 
Incomplete outcome data was rated as low risk if all randomized 
participants were included in the analyses (i.e., the intention-to-
treat principle was adhered to).

We also extracted various characteristics related to the partic-
ipants, intervention, control group, follow-up period, sample 
size, and outcome measures. Two researchers extracted these 
data from the included trials. Minor discrepancies were resolved 
through consensus.

2.3   |   Outcomes

Given the reporting of available outcomes among the 27 trials, 
we were able to conduct meta-analyses on six outcomes that rep-
resented general mental health and well-being: depression, anx-
iety, general distress, psychosocial impairment (all assessed by 
the Clinical Impairment Assessment; Bohn et al. 2008), quality 
of life, and self-esteem. Our approach for selecting outcomes was 
based on the following: after locating trials comparing a self-help 
intervention to a control group, we extracted all secondary out-
comes reported in the paper. Then we made a decision to include 
outcomes that were reported in at least five trials, as we deemed 
this sufficient to conduct a meaningful meta-analysis. This 
meant that trials that reported only those outcomes assessed in 
fewer than five trials were excluded (examples included social 
support, interpersonal problems, and perfectionism). This left us 
with six outcomes subject to meta-analysis.

2.4   |   Data Analysis

As all six outcomes were continuous, the effect size was cal-
culated by dividing the difference between the group means 
at post-test by the pooled standard deviation. Sometimes trials 
reported standard errors, which were then converted to stan-
dard deviations (Lipsey and Wilson 2001). Effect sizes were then 
reported as Hedges' g to correct for small sample bias (Hedges 
and Olkin 1985). To calculate a pooled effect size, each study's 
effect size was weighted by its inverse variance. Effect sizes of 
0.8 were interpreted as large, while effect sizes of 0.5 were in-
terpreted as moderate, and effect sizes of 0.2 were interpreted 
as small (Cohen 1992). For all outcomes, effect sizes were coded 
such that a positive g indicates that the intervention group fared 
better than the control group (i.e., reported lower depression, 
anxiety, distress and impairment, and better quality of life 
and self-esteem). We also reported the number needed-to-treat 
(NNT), which indicates the number of additional participants 
in the intervention group who would need to be treated in order 
to observe one participant who shows positive symptom change 
relative to the control group (Cook and Sackett 1995).

Several sensitivity analyses were performed to assess whether 
the main findings were robust. We recalculated the pooled 
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effects when restricting the analyses to lower risk of bias tri-
als (meeting all four risk of bias criteria) and the smallest and 
largest effect in each study, if multiple conditions were used (to 
maintain statistical independence). We also pooled effects while 
excluding outliers using the non-overlapping confidence inter-
val (CI) approach, in which a study is defined as an outlier when 
the 95% CI of the effect size does not overlap with the 95% CI 
of the pooled effect size (Harrer et al. 2021). The trim-and-fill 
procedure was also applied to assess for small-study bias (Duval 
and Tweedie 2000).

Analyses were conducted separately on clinical and pre-
selected samples. Per prior reviews (Linardon et  al.  2020; 
McClure et al.  2023), clinical samples were defined as those 
who received a formal diagnosis by trained assessors who de-
livered a semi-structured interview. In contrast, pre-selected 
samples encompassed those who were included on the basis of 
screening positive for the presence of established risk factors 
(e.g., elevated weight concerns) or symptoms (e.g., binge eat-
ing), typically by self-report scales. We refrained from com-
bining clinical and pre-selected samples because the two are 
highly heterogeneous in terms of symptom profiles and sever-
ity (e.g., one sample who screened positive for elevated weight 
concerns is markedly different to one sample of patients with 
bulimia nervosa); thus, combining them in the analyses would 
introduce substantial variability and limit the interpretability 
of the findings.

Given the large number of waitlist control conditions deliv-
ered, we also calculated pre-post effect sizes to assess whether 
any differences found in the between-group analyses were ex-
plained by deterioration in the waitlisted participants. We cal-
culated the standardized mean gain by dividing the difference 
between the post-treatment and pre-treatment outcome mea-
sure by the pooled standard deviation for waitlist participants, 
and then converting this to Hedges' g. The pre-post correlation 
for the relevant measure is required for these within-groups 
analyses, but is never reported. Therefore, we used a conser-
vative r = 0.70 estimate, per prior meta-analyses in the field 
(Linardon et al. 2017; Linardon, Gleeson, et al. 2019). For all 
outcomes, positive within-group effects indicate improve-
ments in symptoms, while the reverse is true for negative 
effects.

Random effects models were used for all analyses. We also ex-
amined heterogeneity by reporting the I2 statistic, which quan-
tifies heterogeneity revealed by the Q statistic and reports how 
much overall variance (0%–100%) is attributed to between-study 
variance (Higgins and Thompson  2002). All analyses were 
conducted using Comprehensive Meta-Analysis Version 3.0 
(Borenstein et al. 2009).

In the protocol, we had planned to conduct several subgroup 
analyses based on various interventions, participant, and trial 
characteristics. However, given the rule of at least 10 studies per 
characteristic modeled (Borenstein et  al.  2009), no subgroup 
analyses were performed because none of the outcome variables 
satisfied this threshold. However, to test for the robustness of 
results, we conducted several other sensitivity analyses on out-
comes with ≥ 10 effect sizes (in this case, depression and anxiety 
among the pre-selected samples), which involved restricting the 

analyses to studies that (i) delivered a control group other than a 
waitlist (such as information resources, placebos, or information 
resources, which were amalgamated given how few studies de-
livered something other than a waitlist), (ii) administered a CBT 
intervention, (iii) delivered the intervention via digital tech-
nology, and (iv) employed both shorter (1–4 weeks) and longer 
follow-ups (5+ weeks).

3   |   Results

3.1   |   Study Characteristics

Twenty-seven trials met full inclusion criteria (see Figure 1). Nine 
of these recruited a clinical sample, comprised of binge-eating 
disorder (k = 5), bulimia nervosa (k = 2), or transdiagnostic pre-
sentations (k = 2). The other 18 trials pre-selected participants on 
the basis of risk or symptomatic status, although the definitions 
varied among the studies. A number of studies required partici-
pants to either self-identify the presence of body image problems 
(k = 2), score above a cut-off on the Weight Concern Scale (k = 4), 
or report elevated perfectionism (k = 2). One study required par-
ticipants to exceed a cut-off on the Eating Disorder Examination 
Questionnaire global score, four required participants to exhibit 
the presence of objective binge eating, and the rest required par-
ticipants to exhibit a combination of elevated cognitive and be-
havioral symptoms. The self-help interventions also varied, with 
most conditions consisting of a CBT program (Nconditions = 18). 
Other types of interventions included dissonance-based pro-
grams (Nconditions = 5), third-wave behavioral approaches (i.e., 
dialectical behavior therapy, compassion-focused therapy, ac-
ceptance and commitment therapy; Nconditions = 4), imagery re-
scripting (Nconditions = 1), and psychoeducation (Nconditions = 3). 
Interventions were mostly delivered digitally, such as via the web 
(Nconditions = 17), an app (Nconditions = 3), a chat-bot (Nconditions = 1) 
or a computer (Nconditions = 2), while four interventions were 
delivered via a book and one via handouts. The most common 
control condition was a waitlist (N = 23 of 32 conditions), and 
the length of follow-up ranged from 1 to 24 weeks. Twelve trials 
sampled a younger population, defined as a mean age of 25 years 
or younger, while the remaining sampled participants older than 
a mean age of 25 years. Mean ages ranged from 16 to 46 years. 
Sixteen trials met all four quality criteria. Table 1 presents the 
characteristics of all 27 included studies.

3.2   |   Main Analyses

3.2.1   |   Pre-Selected Samples

Table 2 presents the results from the meta-analyses comparing 
self-help interventions to control conditions on the 18 trials that 
recruited a pre-selected sample. Significant pooled effect sizes 
favoring self-help over control conditions were observed for re-
duced depression (g = 0.24; 95% CI = 0.15, 0.34), anxiety (g = 0.23; 
95% CI = 0.15, 0.32), and general distress (g = 0.23; 95% CI = 0.14, 
0.33), and improved self-esteem (g = 0.18; 95% CI = 0.01, 0.34). 
Heterogeneity was low for these analyses, ranging from 0% to 
26%. Non-significant pooled effect sizes were observed for psy-
chosocial impairment and quality of life, although the number 
of studies contributing to these analyses was low.
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Sensitivity analyses are also reported in Table 2. Effect sizes for 
depression, anxiety, distress, and self-esteem remained largely 
robust and similar in magnitude when restricting the anal-
yses to one effect per study (N comparisons = 13, 11, 7, and 4, 
respectively), low risk of bias trials (N comparisons = 14, 12, 9, 
and 2, respectively), and trials that were not considered outliers 
(N comparisons = 16, 14, 9, and 4, respectively). There was also 
no evidence of small study bias according to the trim-and-fill 
procedure (Table  2). Furthermore, effect sizes for depression 
and anxiety remained significant when limiting the analyses 
to studies that delivered a CBT (N comparisons = 13 and 11 re-
spectively) or a digital intervention (N comparisons = 18 and 14 
respectively), and to studies that administered both a short (N 
comparisons = 13 and 11 respectively) and longer follow-up (N 
comparisons = 5 and 2 respectively). However, when excluding 
studies that used a waitlist control, no effect sizes were available 
for analyses for anxiety symptoms, and the effects for depression 
become non-significant (N comparisons = 3).

3.2.2   |   Clinical Samples

Table 3 presents the meta-analyses on the nine trials that sam-
pled clinical populations. Significant pooled effects favoring 
self-help over control conditions were observed for reduced dis-
tress (g = 0.39; 95% CI = 0.09, 0.68) and impairment (g = 0.39; 
95% CI = 0.14, 0.63) and improved quality of life (g = 0.29; 95% 

CI = 0.01, 0.57). However, these results should be interpreted 
with a high degree of caution given the limited number of trials 
contributing to these analyses. Non-significant effects were ob-
served for depression, anxiety, and self-esteem.

3.3   |   Sensitivity Analyses

Table 1 in the Supporting Information presents the results for the 
within-group effect sizes for waitlisted participants. Negligible, 
non-significant pre-post effects were found for depression, anx-
iety, distress, and impairment across samples. A small, positive, 
significant effect was found for self-esteem (g = 0.21) among 
pre-selected samples and quality of life among clinical samples 
(g = 0.15), indicating improvements in these constructs from pre 
to post intervention among waitlisted participants. Overall, re-
sults suggest that findings related to the efficacy of self-help in-
terventions are not explained by deterioration in waitlist groups.

4   |   Discussion

This meta-analysis examined the broader mental health im-
pacts of self-help interventions for eating disorders. Twenty-
seven trials met full inclusion criteria; nine of these recruited a 
clinically diagnosed sample, while 18 recruited a pre-selected 
sample considered at risk or symptomatic (with no formal 

FIGURE 1    |    Flow-chart of literature search.
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diagnosis). More than 80% of trials delivered their intervention 
digitally, reflecting high interest in using modern information 
technology to deliver programs that have global reach (Torous 
et  al.  2021). Nearly two-thirds of the self-help interventions 
were based on CBT, but there have also been concerted efforts 
to explore new approaches in self-help formats that have gar-
nered robust evidence in traditional in-person settings (e.g., 
DBT; Brown et al. 2020).

Our findings suggest that self-help interventions may have 
broader—albeit small—effects on mental health constructs 
among pre-selected samples. We identified small but signif-
icant effects favoring self-help interventions over controls on 
depression (g = 0.24), anxiety (g = 0.23), distress (g = 0.23), 
and self-esteem (g = 0.18) outcomes. Critically, these effects 
remained robust in most sensitivity analyses that adjusted for 
risk of bias ratings, small sample trials, and the influence of 
outliers. Effects on depression and anxiety also remained sta-
ble across different follow-up lengths and for specific interven-
tion formats (e.g., digital) and orientations (e.g., CBT), which 
corroborates the findings of recent meta-analyses on self-help 
interventions administered to different mental disorders (Tong 
et al. 2024).

Findings must be interpreted in the context of design features 
implemented in available trials. Most trials on pre-selected 
samples delivered a waitlist control, possibly because many 
people with or at risk of eating disorders do not receive any 
form of help (Weissman and Rosselli 2017). As such, a wait-
list control may be considered representative of the real-world 
scenario where access to treatment is often delayed or unavail-
able. While research shows that waitlists can act as a nocebo in 
psychotherapy trials (Furukawa et al. 2014), it is encouraging 
to see that the within-group effects observed among waitlisted 
participants were negligible and non-significant, indicating 
no signs of deterioration in this group. Thus, it is likely that 
much of the effects reported here are due to improvements in 
participants allocated to self-help interventions. Despite this, 
it is important for future research to consider more rigorous 
control groups that account for participant expectations and 
attention and mirror what is available in naturalistic settings 
to people with eating disorders, such as generic self-help 
books, general wellbeing apps, or placebo devices (i.e., pro-
grams that do not contain active therapeutic ingredients but 
mimic content delivery formats).

Findings were less clear for clinically diagnosed samples. While 
significant pooled effects favoring self-help over control condi-
tions were observed for distress, quality of life, and psychoso-
cial impairment, confidence intervals were wide, and the largest 
number of comparisons available for these analyses was only 
five. Furthermore, it was not possible to stratify analyses accord-
ing to different diagnostic presentations. Therefore, it remains 
largely unclear whether self-help approaches can effectively tar-
get general wellbeing outcomes in individuals with a confirmed 
eating disorder.

The growing reliance on technological platforms in clinical 
trials may help explain the scarcity of research on clinically 
diagnosed samples. Self-help interventions are increasingly 
delivered through digital platforms (rather than traditional 

book formats), which are supported by automated online sys-
tems capable of handling randomization, participant screen-
ing, and delivery of outcome assessments remotely, without 
the need for continuous input from researchers. This approach 
facilitates rapid recruitment of large samples at low cost and 
aligns with how self-help interventions are typically accessed 
in real-world settings—directly by individuals, without re-
quiring formal diagnostic interviews or clinical gatekeeping. 
While this design choice enhances ecological validity, it may 
limit the ability to assess the effectiveness of these interven-
tions for individuals with more severe or complex eating dis-
order presentations who are likely to engage with self-help 
within a broader treatment context. Recognizing the balance 
between scalability and clinical rigor will be important for fu-
ture research aiming to bridge the gap between research set-
tings and real-world applications.

It is important to acknowledge the limitations to this meta-
analysis. First, the number of studies included in some of the 
meta-analyses was limited, and the number of studies with 
low risk of bias was even smaller in these same analyses. This 
means that the results of this meta-analysis on these outcomes 
are uncertain overall, especially in clinical samples. Second, 
there was considerable heterogeneity in the measures used 
to assess the outcomes analyzed in this research (see Table 1 
for all measures). For instance, depression and quality of life 
were evaluated using five different measures, while anxiety 
was assessed using six measures. Although all measures have 
demonstrated acceptable psychometric properties, their sensi-
tivity and specificity to change may vary, particularly in popu-
lations with or at risk for eating disorders. Third, we were not 
able to conduct any subgroup analyses given the low number 
of studies available. It is likely that effect sizes differ across 
various characteristics related to the intervention, participants, 
and trials. As more trials become available in the future, so too 
will the ability for meta-analysts to understand for whom and 
under what circumstances self-help approaches are most effec-
tive. Fourth, included samples mostly consisted of White adult 
women, suggesting that results cannot be generalized to people 
of different racial, age, and gender groups. A fifth limitation 
was the inability to present clinically meaningful effects, such 
as remission and recovery rates, for secondary constructs due to 
inconsistent reporting and the use of heterogeneous measures 
across trials. To address this gap, future trials should prioritize 
sharing individual participant data, enabling researchers to 
compute clinically meaningful effects and incorporate these 
metrics into future reporting to enhance the practical relevance 
of findings.

On the basis of these data, we can conclude that self-help pre-
vention and treatment programs for eating disorders are prob-
ably effective in producing small improvements in certain 
secondary mental health outcomes. Not only are more ade-
quately powered trials with diverse samples and active control 
groups needed, but efforts to understand how these improve-
ments come about would also be useful. Improvements in these 
mental health outcomes could be a by-product of eating disor-
der symptom reduction or the result of individuals generalizing 
the skills acquired in these self-help programs to other contexts 
where comorbid symptoms typically emerge. Whatever the rea-
son, the ease with which such self-help interventions can be 
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disseminated at scale means that even small effects may have a 
substantial public health impact.
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