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Abstract 

Background Eating disorders have one of the highest mortality rates among psychiatric illnesses. Timely interven‑
tion is crucial for effective treatment, as eating disorders tend to be chronic and difficult to manage if left untreated. 
Clinical practice guidelines play a vital role in improving healthcare delivery, aiming to minimize variations in care 
and bridge the gap between research and practice. However, research indicates an active guideline implementation 
approach is crucial to effective uptake.

Methods Mixed methods will be used to inform and evaluate our guideline implementation approach. Semi‑
structured focus groups will be conducted in each of the eight provinces in Canada. Each focus group will comprise 
8–10 key stakeholders, including clinicians, program administrators, and individuals with lived experience or caregiv‑
ers. Qualitative data will be analyzed using conventional content analysis and the constant comparison technique 
and the results will be used to inform our implementation strategy. The study will then evaluate the effectiveness 
of our implementation approach through pre‑ and post‑surveys, comparing changes in awareness, use, and impact 
of the guidelines in various stakeholder groups.

Discussion Through a multifaceted implementation strategy, involving the co‑creation of educational materials, 
tailored training, and context‑specific strategies, this study intends to enhance guideline uptake and promote adher‑
ence to evidence‑based practices. Our study will also contribute valuable information on the impact of our imple‑
mentation strategies.

Lay Abstract 

This protocol outlines a comprehensive research study aimed at evaluating an implementation approach 
for the uptake of the Canadian Practice Guidelines for Treating Children and Adolescents with Eating Disorders 
across Canada. Eating disorders (EDs) have a significant impact on mental and physical health, necessitating 
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evidence‑based and timely interventions. To address gaps in service, we propose to use focus groups to identify barri‑
ers, facilitators, and implementation strategies for guideline uptake. We will engage stakeholders, including clinicians, 
administrators, and individuals with lived experience, to co‑create tailored educational materials which will then be 
disseminated. The impact of the implementation approach will be evaluated through pre‑ and post‑implementation 
surveys. This study aims to enhance the availability and utilization of evidence‑based treatments for children and ado‑
lescents with EDs, ensuring equitable and improved care nationwide.

Keywords Eating disorders, Adolescence, Guidelines, Implementation strategy, Clinical practice

Contributions to the literature

• Our findings will contribute to knowledge regarding 
implementation strategies for clinical practice guide-
lines.

• Participants in focus groups will generate guideline 
implementation strategies for diverse populations.

• Survey data will indicate which guideline implementa-
tion strategies were most effective.

Background
Eating disorders (EDs) cause significant impairment in 
mental and physical health [1] and have one of the high-
est mortality rates of all psychiatric illnesses [2]. These 
disorders are known for being chronic and difficult to 
treat, especially if intervention is not received within the 
first 3 years of symptom onset [3]. EDs are common, with 
Canadian community surveys reporting 2.2% of males 
and 4.5% of females under 18  years of age meeting cri-
teria [4]. The COVID-19 pandemic has resulted in long 
waiting lists and fragmented care for children and youth 
with EDs, amplifying problems in the system that existed 
prior to the pandemic [5].

Clinical practice guidelines are “systematically devel-
oped statements to assist practitioners in making deci-
sions about appropriate health care for specific clinical 
circumstances” [6]. Guidelines are intended to reduce 
variability in care and to decrease the gap between 
research and practice [7]. Adherence to treatment guide-
lines has the potential to mitigate system inefficiencies. 
It is estimated that 30–40% of patients receive treatment 
that is not evidence-based, and 20–25% receive treatment 
that is not needed or potentially harmful [8]. Guidelines 
can help to reduce these statistics, but must be imple-
mented successfully in order to result in practice change.

Published just prior to the onset of the pandemic, our 
team developed Canadian Practice Guidelines which out-
lined evidence-based treatments for children and youth 
with EDs [9]. Our panel of stakeholders came together 
again during the pandemic to publish a virtual care 
addendum to these guidelines [10]. Although the guide-
lines are published in an open-access journal and efforts 

have been made to distribute our findings, a systematic 
approach to implement our guidelines has not been 
developed nor studied. This project aims to pull together 
key stakeholders to jointly develop an implementation 
strategy and to evaluate the uptake of these guidelines on 
a wider scale across Canada.

Barriers to guideline implementation
A recent scoping review on barriers to guideline imple-
mentation divided themes into three categories: (1) 
personal factors, (2) guideline-related factors, and (3) 
external factors [11]. Personal factors included personal 
views and beliefs about the guideline recommendations. 
Guideline-related factors included lack of clarity of the 
guideline, lack of conciseness, or ambiguity of the guide-
line [12–14]. External factors included the complexi-
ties of the treatment(s) proposed and whether clinicians 
needed training, as well as the ability of the organization 
to adopt the interventions [15–17]. Successful guideline 
implementation requires an examination of these factors 
as a first step.

Strategies to enhance implementation
A recent systematic review of strategies for the imple-
mentation of clinical practice guidelines found that the 
most frequently studied interventions were educational 
materials, educational meetings, reminders, academic 
detailing, and audit and feedback,  with many studies 
using a multi-faceted approach [18]. A separate scoping 
review found that dissemination, education and training, 
social interaction, decision support systems, and stand-
ing orders were central elements of successful strategies 
[11]. These authors suggest that implementation strate-
gies be tailored to the context and target audience [11]. 
In addition, the strategy should be multifaceted and 
should address practitioners’ knowledge and attitudes in 
order to be effective [11]. Stakeholders must be involved 
in discussing barriers and developing strategies, and a 
patient version of a guideline may help to support the 
implementation process [11]. Furthermore, the adher-
ence of professionals and organizations to guidelines can 
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be improved when they are developed locally or adapted 
[19]. 

Our guideline research to date has focused on the syn-
thesis of knowledge and production of Canadian Prac-
tice Guidelines [9] and a virtual care addendum [10] for 
treating children and adolescents with EDs. Studying 
the implementation of these guidelines is the next logi-
cal step in our knowledge to action plan. This includes 
examining barriers and facilitating factors to guideline 
implementation, developing a guideline implementa-
tion strategy, and completing a preliminary evaluation 
of this strategy. Thus, our research questions would be as 
follows: (1) What are the barriers and facilitators to the 
implementation of the Canadian Practice Guidelines (and 
Virtual Care Addendum) for Treating Children and Ado-
lescents with Eating Disorders? (2) What strategies could 
be used to enhance the implementation of these treat-
ment guidelines? (3) What additional strategies could be 
used to enhance implementation for the most vulnerable 
and diverse populations of children and adolescents with 
eating disorders? (4) Was our implementation approach 
effective?

Methods/design
Our work will combine principles of implementation sci-
ence [20] with a learning health systems approach [21] 
in order to involve various stakeholders within several 
learning communities with a common goal to improve 
health outcomes for our target population of youth with 
eating disorders. We will execute a concurrent mixed-
method research design. Qualitative and quantitative 
strands of data will be collected in parallel for the pur-
pose of gaining a more robust understanding of guide-
line implementation barriers and facilitators, as well as 
strategies to enhance uptake. The qualitative strand will 
follow a qualitative descriptive design [22]. We will con-
duct focus groups as well as an online survey in order to 
answer our research questions. Our methodology and 
reporting will be guided by two checklists. We will  use 
the SQUIRE (Standards for QUality Improvement 
Reporting Excellence) checklist when writing our report 
[23]. The TIDieR (Template for Intervention Descrip-
tion and Replication) Checklist will be used to facilitate 
a comprehensive assessment of our intervention’s efficacy 
and implementation strategies [24].

In terms of the qualitative component, eight focus 
groups will be conducted across Canada (British Colum-
bia, Alberta, Saskatchewan, Manitoba, Ontario, Quebec, 
Nova Scotia, and Newfoundland). Unfortunately, ED 
programs do not currently exist in Nunavut, New Brun-
swick, Prince Edward Island, Northwest Territories, and 
the Yukon [5]. However, the focus groups will address 
questions of how to reach remote areas, including those 

without dedicated ED programs. The interview guide 
will also address questions related to the most vulner-
able youth—those from Indigenous communities, Black 
and racialized groups, and gender-diverse populations 
(see Additional file 1 for the semi-structured focus group 
interview guide). Focus group participants in each of the 
eight provinces will also discuss guideline implemen-
tation barriers and facilitators, as well as strategies for 
uptake. Focus groups will involve 8–10 key stakeholders 
which will include 3–4 clinicians, 2–3 program admin-
istrators, and 3–4 persons with lived experience. Focus 
groups will be video-recorded using Zoom for Health-
care, transcribed verbatim, and analyzed using NVivo 
software.

Concurrently, we will use survey methodology 
(Dillman Tailored Design Method) [25] to create and 
conduct an online survey at two timepoints: baseline and 
then at the post-implementation period. This will allow 
us to evaluate our guideline implementation strategy. The 
baseline survey will include some additional elements on 
barriers and facilitators, whereas the follow-up survey 
will include views on our implementation strategy (see 
Additional file 2 for the pre- and post-survey). The survey 
will target a group of stakeholders belonging to key mem-
bership groups [Eating Disorders Association of Canada 
(EDAC) and relevant sections from the Canadian Pediat-
ric Society (CPS: Mental Health, Adolescent Health and 
Community sections)] as well as those with lived expe-
rience through the National Initiative for Eating Disor-
ders (NIED), the National Eating Disorders Information 
Centre (NEDIC), and Body Brave. In terms of EDAC and 
CPS, the membership will be emailed internally and pro-
vided with a link to the survey. In terms of NIED, NEDIC, 
and Body Brave, the survey will be advertised on their 
websites and social media with a link. The survey will col-
lect identifying information and assign a unique identifier 
so that we can link pre- and post-data. The post-survey 
will only be sent to those who completed the pre-survey.

It is anticipated that through the focus groups and 
surveys, stakeholders will identify several barriers and 
facilitators, as well as strategies to implement our guide-
lines. The barriers might include personal factors (atti-
tude toward specific recommended treatments which 
may include some ambivalent views based on our prior 
research [26]), guideline factors (length of our guide-
line is 80 pages for the Canadian Practice Guidelines 
and 40 pages for the addendum, both of which could be 
shortened), and external factors (waiting lists are very 
long [5]). In order to mitigate the guideline factors, we 
anticipate creating educational materials as part of our 
guideline implementation strategy including a guideline 
synopsis and patient guide. We also anticipate design-
ing tailored and context-specific educational strategies 
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to reach clinicians, administrators, policymakers, and 
advocacy groups, such as educational videos. Once cre-
ated, these materials will be emailed to everyone who 
participated in the focus groups and survey, and links will 
also be posted on various websites (NIED, NEDIC, Body 
Brave, EDAC, CPS sections).

Barriers and facilitators
The focus groups will discuss the barriers and facilitators 
(personal, guideline, and external) [11] to our guideline 
implementation, as well as implementation strategies, 
focusing on the elements of the Lavis knowledge trans-
fer framework: (1) the message, (2) the messenger, (3) 
the target audience, (4) strategies and infrastructure, 
and (5) evaluation [27], and ideas for reaching the most 
vulnerable populations. Focus groups will be evaluated 
qualitatively using the method of fundamental qualitative 
description [22].

In addition, an online survey using Qualtrics will 
use a Likert scale to evaluate the importance of certain 
anticipated barriers and facilitators (strongly disagree, 
disagree, neutral, agree, strongly agree), as well as, open-
ended questions to elicit further information on these 
topics. The survey will also be evaluated qualitatively by 
examining the text that participants write within the sur-
vey. The text will be analyzed in the same fashion as the 
transcripts from the focus groups.

Implementation effectiveness
Pre- and post-surveys will be sent to participants men-
tioned above in order to examine change and capture 
any improvement in awareness, use, and impact of the 
guidelines prior to and following our anticipated imple-
mentation strategy. The items on awareness, use, and 
impact will be rated on a 5-point Likert scale (none, little, 
moderate, high, and very high). Upon enrollment, each 
participant will be assigned a unique identifier and will 
be tracked and matched to evaluate change in scores for 
awareness, use, and impact. Post surveys will also contain 
open-ended questions asking for feedback on the imple-
mentation approach and the text will be coded in the 
same qualitative fashion used for the focus groups.

Analysis
Qualitative
Transcripts from the eight focus groups will be analyzed 
using conventional content analysis and the constant 
comparison technique [28]. Specifically, iterative reviews 
of text within and across transcripts will be completed by 
two members of the research team in order to identify 
the salient content characterizing the barriers and facili-
tators to guideline implementation, as well as strategies 

for implementation. Open-ended questions on the online 
survey asking about these same topics will also be ana-
lyzed qualitatively using the same method.

Quantitative
Pre- and post-online surveys will be compared using 
paired t-tests on items rating awareness, use, and impact 
of our guidelines.

Sample size considerations
For our qualitative data, a sample of eight focus groups 
with ten participants each is standard for other qualita-
tive studies in the field [29]. Our total potential sample 
for the online survey will consist of 845 members of the 
various sections of CPS plus EDAC, plus an unknown 
number we will recruit through websites associated 
with NIED, NEDIC, and Body Brave. Even with an 
expected recruitment rate of 50% through EDAC and 
CPS, we will still have a large enough sample to answer 
our quantitative research questions on awareness, use, 
and impact of our guidelines. Using a sample size cal-
culation from “sample-size.net” and a paired t-test 
analysis, assuming an effect size of 0.5, standard devia-
tion of the change in score of 2 on the 5-point Likert 
scale, alpha of 0.05, and beta of 0.2, a sample of 128 
would be required.

Study status
At the time of this report, our team has received ethics 
approval and is beginning to form focus groups for the 
qualitative component of the study. We are also prepar-
ing to send out the pre-implementation survey. Recruit-
ment has not yet started.

Discussion
Research on guideline implementation is needed in 
general, but also more specifically in the field of eat-
ing disorders. The gap between research and practice 
can be narrowed by clinical practice guidelines; how-
ever, they must be actively implemented in order to 
result in change in knowledge and practice. This study 
leverages a network of clinicians, methodologists, and 
knowledge users dedicated to improving the health 
care system for children and adolescents with EDs. 
This study will directly benefit stakeholders across 
Canada by providing educational tools on treatments 
for children and adolescents with EDs. This will ensure 
that knowledge on evidence-based treatment for chil-
dren and adolescents with EDs is widely available to all 
Canadians.

This study will also provide valuable information on 
guideline implementation strategies. Little is known 
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about how best to reach clinicians in the field of eat-
ing disorders. Particularly following the COVID-19 
pandemic with dramatic increases in eating disorder 
cases and staff turnover, these are challenging times for 
implementation. However, there is an opportunity to 
reach new staff and to capitalize on programs that are 
expanding under the influx of new cases.

A recent systematic review summarizing the state of 
the literature on guideline implementation has indi-
cated that pre-planning with stakeholder engagement 
and identification of barriers is a common strategy 
employed in guideline implementation studies [30]. Most 
of the included 118 studies indicated that implementa-
tion efforts which involved educational efforts had an 
impact on knowledge, on attitudes, and to a lesser extent 
on practice change [30]. It is anticipated that our study 
will also result in improvements in awareness, use, and 
impact of our clinical practice guidelines due to our 
efforts to engage stakeholders in identifying barriers 
pre-implementation.

Challenges to date with our study have centered on 
obtaining ethics approval for our study at our central 
location as well as the eight sites across the country 
where focus groups will be completed. Due to staff-
ing shortages within ethics departments, there have 
been delays in review and approval of our study. We 
have obtained ethics approval at our site and we are 
now going through the process of meeting ethical obli-
gations at each of the other eight sites. We expect to 
have ethics approval at these other sites shortly and will 
begin recruitment.

In summary, more evidence is needed with respect to 
the impact of guideline implementation interventions 
and strategies. Guidelines are produced with the best of 
intentions; however, research indicates they have limited 
impact if active strategies are not used to enhance their 
uptake and integration into real-world practice. Our 
study will provide clinicians and other stakeholders with 
practical educational materials about the best available 
evidence on treating children and adolescents with EDs 
and will generate valuable evidence on the effectiveness 
of tailored implementation strategies to improve guide-
line integration efforts.
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