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Abstract
Background  In Canada, access to timely, evidence-based care for eating disorders is limited, with long wait times 
and fragmented services. Clinical practice guidelines can improve consistency and quality of care, but successful 
implementation remains limited. Canadian practice guidelines and a virtual care addendum have been developed for 
the treatment of youth with eating disorders (EDs). This study aims to qualitatively seek perspectives on the barriers, 
facilitating factors and implementation strategies from various interested parties.

Methods  One semi-structured qualitative focus group was conducted in each of nine Canadian provinces. Focus 
groups consisted of a combination of clinicians, administrators, and individuals with lived experience who elaborated 
upon barriers and facilitating factors to guideline uptake as well as possible strategies to enhance implementation. 
Focus group transcripts were analyzed using conventional content analysis.

Results  Findings suggested that participants found it difficult to implement guideline recommendations due to 
a myriad of factors such as a lack of external resources and minimal training in guideline recommended therapies. 
Facilitating factors of uptake included support from leadership and explicit training on guideline therapies. Potential 
implementation strategies included the creation of adapted versions for families and healthcare professionals, as well 
as enhanced education materials.
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​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]. Cana-
dian community surveys report 2.2% of males and 4.5% 
of females under 18 years of age meet diagnostic criteria 
[3, 4]. These disorders are often chronic and difficult to 
treat, especially if intervention is not received within the 
first three years of symptom onset [5]. Since the COVID-
19 pandemic, increased waitlists and fragmented care for 
children and youth with EDs has only amplified these sys-
temic issues [6]. Clinical practice guidelines are defined 
as “systematically-developed statements to assist prac-
titioners in making decisions about appropriate health 
care for specific clinical circumstances” [7]. Although 
guidelines are widely established across healthcare, it is 
estimated that 30–40% of patients do not receive evi-
dence-based treatment, and 20–25% may receive poten-
tially harmful treatment [8]. While guidelines can help to 
reduce these statistics, they must be implemented suc-
cessfully to result in practice and policy change.

Previous literature has outlined both barriers and 
facilitating factors to guideline uptake among healthcare 
professionals in various healthcare contexts. A recent 
scoping review on barriers and facilitating factors to 
guideline implementation divided themes into three cat-
egories: 1) personal factors, 2) guideline-related factors 
and 3) external factors [9]. Personal factors included per-
sonal views and beliefs about the guideline recommenda-
tions. Guideline-related factors included lack of clarity 
of the guideline and lack of conciseness in the guideline 
[10–12]. External factors included the complexities of 
the treatment(s) proposed and whether clinicians needed 

training, as well as the ability of the organization to adopt 
the interventions [13–15]. Successful guideline imple-
mentation requires an examination of these factors as a 
first step prior to proceeding with a guideline implemen-
tation strategy.

Implementation strategies work best when tailored to 
the context and target audience [9]. In addition, strate-
gies should be multifaceted and address practitioners’ 
pre-established knowledge and attitudes in order to be 
effective [9]. It has been suggested that stakeholders be 
involved to discuss barriers and develop strategies [9, 16]. 
Furthermore, adherence of professionals and organiza-
tions to guidelines can be improved when they are devel-
oped locally or adapted [17]. Given the limited evidence 
on barriers and facilitating factors to guideline uptake in 
ED care, the present study is well-positioned to address 
this gap in the literature.

Prior to 2020, no national clinical practice guidelines 
existed in Canada for the treatment of EDs in children 
and youth, with professional consensus and institutional 
protocols guiding practice in their absence. To address 
this gap, the research team developed the Canadian Prac-
tice Guidelines which outline evidence-based treatments 
for children and youth up to the age of 18 with a range 
of EDs, including Anorexia Nervosa, Bulimia Nervosa, 
Binge Eating Disorder, Avoidant/Restrictive Food Intake 
Disorder, Other Specified Eating Disorder, and Eating 
Disorder Not Otherwise Specified [18]. The guidelines 
address an array of treatment modalities, including psy-
chotherapy, pharmacotherapy, and level of care recom-
mendations ranging from outpatient, day treatment, 
and inpatient settings, When the COVID-19 pandemic 
emerged and the rapid shift to virtual care created an 

Conclusions  The findings of this study indicate areas within healthcare provision that can be enhanced and 
expanded upon to further enhance the uptake of the Canadian practice guidelines for children and adolescents with 
eating disorders.

Plain English summary
In Canada, many young people with eating disorders face long wait times and uneven access to appropriate 
care. Although national treatment guidelines have been developed to improve care, these guidelines are often 
not commonly used in practice. This study explored how these guidelines could be better implemented across 
the country. Researchers held one focus group discussion in each of nine provinces with clinicians, healthcare 
administrators, and people with lived experience of eating disorders. Participants shared what makes it difficult or 
easier to use the guidelines in real-world settings, as well as ideas for improving their use. Participants reported 
several barriers, including limited resources, long waitlists, and a lack of training in guideline-recommended 
treatments. Factors that helped implementation included strong support from organizational leadership and eating 
disorder training. Participants also suggested that the guidelines could be more widely used if they were adapted 
for different audiences, such as families and various healthcare professionals, and supported by clearer educational 
materials. Overall, the study highlights practical ways the Canadian eating disorder guidelines could be better 
supported and more effectively used to improve care for young people.

Keywords  Clinical practice guidelines, Pediatric eating disorders, Implementation science, Canada, Qualitative 
research, Focus groups
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urgent need for updated guidelines, our dedicated panel 
of stakeholders came together again during the pandemic 
to publish a virtual care addendum to these guidelines 
[19]. Although the guidelines 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. Using 
qualitative methods, this project seeks to understand the 
perceived barriers and facilitating factors to using the 
clinical practice guidelines with an aim to create a guide-
line implementation strategy.

Methods
Study design
This study drew on principles of implementation sci-
ence [20] and a learning health systems approach [21], 
engaging partners with relevant personal or profes-
sional experience of EDs across multiple contexts to sup-
port improvements in ED care. It was embedded within 
a larger guideline implementation protocol, in which 
the identification of partner insights is an integral step 
in enhancing the uptake and use of our clinical practice 
guidelines. [22]

A qualitative descriptive design was used to explore 
perceived barriers and facilitating factors to guideline 
implementation, as well as strategies to enhance uptake 
[23]. This approach was selected for its emphasis on stay-
ing close to participants’ accounts and its suitability for 
health services research aimed at producing straightfor-
ward, practice-relevant descriptions rather than theory 
generating approaches [23]. Data was generated through 
virtual semi-structured focus groups and analyzed using 
conventional content analysis [23]. Reporting of the 
results of this study followed the Consolidated Criteria 
for Reporting Qualitative Research (COREQ). [24]

Participants
For each province, focus group recruitment aimed to 
include 3–4 clinicians with experience in pediatric ED 
care, 1–2 program administrators of pediatric ED pro-
grams, 1–2 caregivers of individuals who received pedi-
atric ED treatment, and 1–2 youth and young adults with 
lived experience of an ED. Each focus group consisted of 
at least one member of each of these categories. Local 
primary investigators in each province led participant 
recruitment, initiating contact through their existing 
professional networks. Clinicians and program admin-
istrators were recruited from both specialist eating dis-
order and general pediatric in-patient and community 
programs. The sole exclusion criteria was inability to 
communicate in English. Participants were not excluded 
based on ED diagnosis. Clinicians and program adminis-
trators were eligible regardless of practice setting, includ-
ing hospital-based, outpatient, inpatient and private 

practice environments, however all had had experience 
treating EDs in a pediatric setting. Prior to the focus 
group, the clinical practice guidelines and a virtual care 
addendum were circulated electronically to all partici-
pants. Upon completion of each focus group, all partici-
pants were given a token of appreciation in the form of a 
gift card for participating in the study.

Data collection
Demographic surveys were sent to participants before 
the focus groups, which asked about variables such as 
age, gender, race and ethnicity, province, education 
level, household income, and role (caregiver, clinician, 
administrator, or person with lived experience). Nine 
semi-structured focus groups were conducted virtually 
via Zoom for Healthcare between May 2024 and Octo-
ber 2025, with each session lasting approximately two 
hours. The same interviewer (MN) led all focus groups 
to ensure consistency and reliability. Discussions focused 
on perceived barriers and facilitating factors to guideline 
implementation (personal, guideline-related, and exter-
nal) [11], as well as potential implementation strategies, 
guided by the Lavis knowledge transfer framework: 1) 
the message, 2) the messenger, 3) the target audience, 
4) strategies and infrastructure, and 5) evaluation [25]. 
Participants were also asked to identify approaches to 
support implementation among diverse populations. 
Open-ended probes were used to elicit further informa-
tion on these topics. Focus groups were organized based 
on province and included a mixed number of individuals 
from each of the five partner groups. Mixed-participant 
focus groups — including those combining people with 
lived experience alongside clinicians and administrators 
— reflect an established methodology in health services 
and implementation research, where heterogenous dia-
logue is valued precisely because it generates perspec-
tives that may not surface in single-group settings [25]. 
Researchers also followed several steps to mitigate any 
implicit power imbalances between participants in the 
focus groups. These steps included notifying all partici-
pants prior to joining the group that these were mixed 
focus groups that would include both professional and 
lived experience perspectives. During the focus groups, 
the interviewer made concerted efforts to include per-
spectives from people with lived experience and care-
givers prior to continuing to the next question. The 
interviewer also gave all participants the option to con-
tact the research team directly via e-mail after the focus 
groups with any additional thoughts or concerns. Ses-
sions were video- and audio-recorded with participant 
consent and transcribed verbatim. The focus group guide 
is provided in the Supplemental Material.
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their study notes, though the content of these notes will 
not be published to maintain participant confidential-
ity. Dependability was established by implanting step-
wise replication, wherein multiple researchers analyzed 
the data independently to compare findings. The use of 
audit trails further assisted in documenting the research 
process. Lastly, confirmability was established by reflex-
ively acknowledging and reflecting upon the influence of 
individual researcher bias on data collection and analy-
sis. Again, findings were triangulated across the research 
team to strengthen the credibility of the interpretations.

Results
Demographics
As summarized in Table 1, a total of 69 participants were 
included, spanning five partner groups: ED-specific clini-
cians (n = 29), non-ED-specific clinicians (n = 9), program 
administrators (n = 9), caregivers (n = 15), and young peo-
ple with lived experience (n = 10). Among clinicians, the 
most frequently-represented disciplines were social work 
(18.4%) and psychiatry (15.8%), followed by dietetics and 
nursing (each 10.5%). Clinical psychology, occupational 
therapy, and pediatrics were also represented. Most par-
ticipants identified as female/women (95.7%), and the 
mean participant age was 39.8  years (SD = 11.64). Most 
participants identified as White (87%), with smaller pro-
portions identifying Middle Eastern (4.3%), East Asian, 
(2.9%), South Asian, (2.9%), as well as Métis (1.4%), and 
Latin American (1.4%). Educational attainment for 69 
of the participants was high, with 84% of respondents 
having earned at least a bachelor’s degree, and within 
that group, 41% had obtained graduate or professional 
qualification.

Focus groups
Content analysis identified various views of the guide-
lines, barriers and facilitating factors to guideline 
implementation, as well as suggestions for improving 
guideline uptake. An overview of the categories, number 
of extracts, and illustrative quotes is provided in Table 2, 
and described in detail below.

Overall impressions of the guidelines
Participants voiced positive initial impressions of the 
guidelines. Eleven participants across eight provinces 
reported that the guidelines validated practices or 
treatments they already relied upon. As one caregiver 
remarked:

“FBT is something we worked on and off and found 
quite effective, given that our daughter was living 
in our home. It seemed to me a natural fit. And so, 
I was glad to see that was a high recommendation. 

Data analysis
Focus group transcripts were analyzed using conven-
tional content analysis and the constant comparison 
technique [26] using NVivo data analysis software. Spe-
cifically, iterative reviews of text within and across tran-
scripts were completed by two members of the research 
team (EN, TY) to identify salient content related to bar-
riers, facilitating factors, and implementation strategies. 
Codes and corresponding extracts were reviewed with 
the research coordinator (MN) and lead investigator (JC) 
to establish clarity and trustworthiness prior to finalizing 
the analysis.

Ethics
Ethical approval for this study was obtained through 
a central research ethics board (Hamilton Integrated 
Research Ethics Board; HiREB) and through local ethics 
review at participating sites in eight of the nine Cana-
dian provinces (British Columbia, Alberta, Saskatch-
ewan, Manitoba, Ontario, Nova Scotia, New Brunswick, 
and Prince Edward Island). Local ethics approval was 
not required for this study in Quebec. Written informed 
consent was obtained from all participants upon recruit-
ment, with verbal consent re-confirmed prior to the 
focus groups, wherein participants were reminded of the 
voluntary nature of their participation.

Positionality statement
FBT is highly recommended in the guidelines, so the 
research team's professional ties to FBT should be noted. 
Several authors on this paper are trained in FBT and 
are actively engaged in FBT-related research in pediat-
ric EDs. While efforts were made to maintain neutrality, 
these professional experiences may have influenced both 
the facilitation of focus groups and the interpretation of 
qualitative data. In addition, the research team is based in 
a province with relatively well-resourced and accessible 
ED services. This position of privilege may have shaped 
the perceptions of challenges faced in provinces with 
fewer resources. To mitigate biases, team members with 
limited FBT training were involved in data analysis and 
interpretation, contributing alternative interpretations 
and a more nuanced understanding of the data.

Strategies to enhance rigour and trustworthiness
Rigour and trustworthiness were enhanced using Lincoln 
and Guba’s evaluative criteria for qualitative research 
[27]. Credibility was established by engaging in persistent 
observation through the triangulation of data analysis 
across multiple team members and peer debriefing with 
the team about the findings. Transferability was estab-
lished by including participants from diverse contexts 
across Canada. This was supported by the researchers 
documenting the various contexts of focus groups in 



Page 5 of 17Couturier et al. Journal of Eating Disorders          (2026) 14:219 

It means that we were kind of on the mark there…” 
(Caregiver).

Further, five participants described the guidelines as 
helpful for establishing best practices and “gold stan-
dards” of treatment, while three participants described 
appreciation for the extensive detail of the guideline as a 
particular strength. One clinician learned new informa-
tion from the guidelines that they anticipated may be 
useful to implement within their program.

Barriers to guideline uptake
Participants identified multiple barriers to guideline 
uptake, spanning personal, guideline-related, and exter-
nal factors. Starting with personal barriers, eleven par-
ticipants highlighted lack of buy-in from clinicians and 
program managers were a significant barrier to uptake, 
while nine attributed poor uptake to hesitation from 
program and hospital leadership. For example, one par-
ticipant noted that program leadership showed hesitancy 
toward adopting guideline-recommended interventions 
due to their novelty and perceived risk:

“…, the way that we get strong recommendations 
for interventions in research is because these inter-
ventions are actually trials in real life with real life 
patients. So, it’s this degree of risk and uncertainty 
that I think a lot of clinicians and program directors 
…. or systems are ready or willing to take...” (Clini-
cian)

Several barriers were explicitly related to the guidelines 
themselves. Thirty-four participants were critical of the 
guideline’s length: “It’s a bit dense… Maybe hard to find 
what you’re looking for if you’re a clinician or a parent” 
(Youth). Additionally, six participants emphasized that 
the guidelines do not address the real-world impact of 
clinically complex patient presentations:

“Treating an eating disorder and overlooking the 
other struggles somebody had prior to or during 
the process I think doesn’t do a service to a client ... 
I think those insights are important to factor in as 
well in adapting that kind of guideline … such as on 
coexisting OCD or traumatic events.” (Clinician)

Three participants underscored that the guidelines 
inadequately address treatment for equity-deserving 
populations, including 2SLGBTQIA + community and 
Indigenous peoples:

“I’m thinking about people who are LGBTQ or live 
in larger bodies to begin with or who are racial-
ized or BIPOC. I think a lot of these folks present in 

Table 1  Participant demographics
Characteristic N = 69

Mean (SD) 
[Range]

Age, years 39.8 (11.64) 
[18–63]

Gender N (%)

 Female 66 (95.7%)

 Male 4 (5.8%)

Role N (%)

 Program Administrator 9 (13%)

 Clinician 38 (55.1%)

 Social worker 7 (18.4%)

 Psychiatrist 6 (15.8%)

 Dietician 4 (10.5%)

 Nurse 4 (10.5%)

 Clinical psychologist 3 (7.9%)

 Pediatrician 1 (2.6%)

 Occupational therapist 1 (2.6%)

 Other 1 (2.6%)

 Not reported 11 (28.9%)

 Person with Lived Experience 10 (14.5%)

 Caregiver of Person with Lived Experience 15 (21.7%)

Ethnicity N (%)

 White 60 (87%)

 Middle Eastern 3 (4.3%)

 East Asian 2 (2.9%)

 South Asian 2 (2.9%)

 Latin American 1 (1.4%)

 Indigenous-Métis 1 (1.4%)

 Other 1 (1.4%)

Province N (%)

 Alberta 6 (8.7%)

 British Columbia 8 (11.6%)

 Manitoba 5 (7.2%)

 New Brunswick 10 (14.5%)

 Nova Scotia 8 (11.6%)

 Ontario 10 (14.5%)

 Prince Edward Island 4 (5.8%)

 Quebec 7 (10.1%)

 Saskatchewan 11 (15.9%)

Education N (%)

 Completed secondary school 4 (5.8%)

 Non-university or college certificate 3 (4.3%)

 Bachelor’s degree 30 (43.5%)

 University degree or certificate above bachelor’s degree 
(e.g. Master’s, MBA, MD, DMD, PhD)

28 (40.6%)

 Partial post-secondary completion 4 (5.8%)

Combined Household Income N (%)

 Less than $50,000 4 (5.8%)

 $50,000−$80,000 4 (5.8%)

 $81,000−$100,000 1(1.4%)

 $101,000-$150,000 32 (46.4%)

 More than $150,000 28 (40.6%)
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Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Overall im-
pressions of 
guidelines

Validating – “We 
already did this”

6 11 14 “They almost feel like second nature to me. When I’m 
reading it or thinking about it, I’m, like, yeah, this is… 
this makes sense to me because this is common prac-
tice.” (Clinician)

Helpful 2 3 5 “The guidelines are really helpful. Part of it is when lay-
ing out what we know and what we don’t know in the 
field… But from a non-specialist in eating disorders or 
for someone who’s just starting in the field, I feel like it 
lays out actually a really helpful roadmap.”(Clinician)

Detailed 2 3 3 “I think the guidelines does really well is talk about 
settings. Like, eating disorders are so complex and longi-
tudinal. But at some point it really becomes, like, do we 
need to admit this patient? If we’re not admitting this 
patient, what’s the minimum that they need to receive 
based on what evidence is available?” (Clinician)

Learned something 
new

1 1 1 “But some things that really jumped out to me were 
talking about exercise or practicing exercise in a day 
hospital unit. That was something that was talked about 
in the guidelines at some point… I thought that was 
interesting and maybe, like, something I’d like to learn 
more about in the future.” (Clinician)

Barriers to guide-
line uptake

Personal factors Lack of program 
buy-in

6 8 11 “We don’t really know how to implement it concisely. 
People are doing maybe different things. So, I think that 
would be a bit of an observation that I have… It is defi-
nitely challenging and the operational manager to be 
able to get everybody on the same page for this model 
of care.” (Clinician)

Lack of leadership 
buy-in

4 6 9 “In some cases, in the hospital environment, those doors 
are hard closed or hard open, right. There isn’t a lot 
of room for wiggle room or for being like, “well, these 
guidelines would actually suggest this.” They’re like “no, 
this is our cut off.”” (Clinician)

Guideline-related 
factors

Length 9 30 35 “… If people want to nerd out and do a deep dive in 
terms of how those recommendations were reached, 
reading the original studies, that can all be in an ap-
pendix or something like that. Really, just including even 
an infographic with the bullet points of the primary 
recommendations as opposed to an 80-page document 
that’s landed on their desk that is very intimidating to 
break open.” (Clinician)

Do not acknowledge 
comorbid conditions

4 5 6 “It can sometimes be challenging or feel kind of quite 
rigid trying to meet the needs of patients who have 
multiple struggles… So, then you feel like you’re hav-
ing to artificially pick and choose or prioritize different 
illnesses or treatments or cobble together treatment 
plans with different agencies that don’t naturally kind of 
communicate.”(Clinician)

Do not address EDI 
concerns

3 3 3 “I see that a lot in my work just as a therapist … socio-
economic situation, poverty, those things can be huge 
barriers to FBT. You really have to be able to have a lot 
of the resources as parents to be able to administer FBT. 
So, I think that, yeah, that’s a real big challenge often as 
well.” (Clinician)

External factors Poor access to ED 
treatments

7 11 12 “I’ve been told there’s only one eating disorder therapist 
in [City]… but one appointment is $150… I’m a univer-
sity student, so money is a big issue for me… One ses-
sion at $150 makes me feel like recovery doesn’t matter, 
because paying that much is ridiculous…” (Youth)

Table 2  Qualitative summary table (total sample included nine focus groups, and 69 participants)
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Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Lack of resources 
to implement 
guidelines

7 9 14 “I find that in [Province], we’re very lacking resources, 
severe… like, there’s no essentially inpatient treatment 
centre in [Province]. And I know they’re gradually work-
ing towards trying to open something up… I just… it’s 
very hard to fathom that we’re still just trying to open 
something up still.” (Clinician)

Lack of profes-
sionals trained in 
guideline-approved 
treatments

6 10 11 “It was really hard to find clinicians that were interested 
and committed to doing that training and genuinely 
committed. And I think that’s really important because 
obviously there’s lots of movement within and outside 
of the system, right?… So I think that’s a big barrier, is 
just finding the clinicians to do it.” (Clinician)

Lack of aware-
ness from non-ED 
professionals

6 8 9 “I don’t think there was anything on eating disorders 
that was discussed. The guidance counsellors do not 
have pamphlets on eating disorders. I’ve been in all the 
schools, and I don’t see anything…” (Caregiver)

Lack of EDI educa-
tion for clinicians

5 8 9 “Then also, just making sure that our teams are aware of 
different cultural pieces when it comes to even design-
ing what a menu plan or a refeeding diet is going to 
look like, right? So, we’ve had families on the unit who 
are recent immigrants from [country], and our dietician 
is like, “What is a typical [country] supper so that I’m 
making the right kind of food?” So, then, again, needing 
to be flexible and adapting treatment to groups that 
may not have been part of our training.” (Clinician)

Transitions in care 
(from child to adult)

4 13 14 “… We do have patients that come and spend time on 
our inpatient unit who are from many hours away from 
[City], and then to transition back to their community 
and with the different resource setup… that makes it 
harder.” (Clinician)

Complexity of guide-
line treatments

3 6 8 “Implementing FBT has always been a bit of a balancing 
act in terms of really trying to ensure that we’re support-
ing families based on what FBT is intended to look like. 
While we’re also really working on things like ensuring 
that a kiddo is appropriately medically stable so that 
they can get home and sleep overnight and the family 
can start to really work on the FBT in that home environ-
ment…” (Clinician)

Applicability to 
complex patients

3 5 6 “There is sometimes a bit of a disconnect between 
research and clinical work on the field, as we very rarely 
adhere to a manualized implementation when we do 
therapy in reality. In reality, most of the effectiveness of a 
psychotherapy is to adjust to the patient. When I do FBT, 
I do FBT, CBT, EFFT. I bring in DBT, all kinds of things in 
my psychotherapy based on who’s in front of me, what’s 
happening that day.” (Clinician)

Wait times to access 
programs

3 4 4 “One thing that comes to mind as a parent when read-
ing these is access. Access to care has often been a chal-
lenge for us, with waitlists and complications. So, while 
these therapies may be great, I always wonder if they’re 
truly accessible.” (Caregiver)

Facilitating fac-
tors to guideline 
uptake

Training and 
supervision

6 8 9 “The training clinics that we have developed, we’ve 
developed for FBT and then also modelled off of what 
we were doing for FBT, for CBT provincially… I think we 
started with one [trainee], we now have 40…And I think 
that there’s just a lot that we could share I think nation-
ally with what we have done.” (Clinician)

Table 2  (continued) 
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Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Utilizing a combina-
tion of strong and 
weak treatments

4 7 7 “You need to look at what the overall picture is: an inte-
grative treatment. It’s not relying on one model. It’s also 
having a skill base from others like EFFT or, in some case, 
some colleagues, CBT-E or trauma-informed or even 
GAD, like you were saying.” (Clinician)

Buy-in from 
leadership

4 6 6 “I was so lucky, that [redacted name] and the rest of our 
leadership team allowed us to develop the program, 
and that staff could take the time to do all this training. 
It makes me think of the $10,000 bill to be trained in 
FBT.” (Clinician)

Embedding 
guidelines in staff 
orientations

2 2 2 “I think I was given this article right when I started work-
ing here by the psychiatrist that we work with or one of 
them at least. And it was, like, okay, here, read this. And 
so, for me, it was very clear that, like, okay, this is kind of 
why we do things the way we do and giving it a little bit 
more context.” (Clinician)

Knowledge cham-
pion on team

2 2 2 “Though, I’m always so amazed by my colleagues who 
just seem to know these things. Like, [redacted] who is 
one of the authors on this paper, [they’re] just someone 
who’s always sharing information. I really look to [them] 
as someone within my own team, someone who’s a 
colleague to share these sorts of updates as well…” 
(Clinician)

Support from an 
external guideline 
expert

2 2 2 “I know when [trainer] came and did the workshop, one 
of the things that I really loved is, one of our managers 
was there. And they sat in when [they were] talking 
about the research and how efficient it is and how effec-
tive… Then we had a lot of really good conversations 
after because [they] really bought into the idea that this 
would help with the wait list and it really did.” (Clinician)

Prioritizing non-inten-
sive and short-term 
treatments

1 3 3 “The part that I agreed with the most is leaning towards 
the least intensive type of treatment possible. And I’ve 
really seen that on our unit, moving away from lengthy 
admissions is something that I really feel like we’re doing 
a good job, and I’m glad it kind of aligns with the guide-
lines here as well.” (Clinician)

Areas of improve-
ment for the 
guideline

Guideline needs 
to include broader 
outcomes (such as 
quality of life)

4 8 11 “And so how do we then shift our focus to some of the 
other things that are going to make their life mean-
ingful, worthwhile? I think with any mental health or 
chronic illness we run into that of, like, we get stuck on 
the score. Like, this one measure or this one thing, right. 
And it does neglect looking at the rest of someone’s life 
and saying, how are you living a life that is worthwhile 
for you in spite of having illness?” (Clinician)

Including an update 
on EDI

3 4 5 “I think currently the guidelines to be honest don’t really 
seem like they address care for equity deserving groups. 
Because they’re so specific for the very specific people 
who are adolescents in this specific age who don’t 
have anything else going on. Like, it is very focused… 
the ideal patient and the stereotypical eating disorder 
patients. And so, I think the guidelines would have to 
kind of change a bit fundamentally. Because I just don’t 
think they really acknowledge the diversity of people 
who can have eating disorders.” (Youth)

Table 2  (continued) 
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Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Including an update 
of recent research on 
other treatments

2 2 2 “… It would be 2020 or even earlier depending on how 
long it takes to actually go through the huge number 
of research studies that this group had to go through. 
In terms of research for [DBT], I think it’s only been in 
the last few years that they’ve been really looking at 
research for that… If they were to do it again, what the 
guidelines would say? It would be really interesting to 
see if the recommendations would change.” (Clinician)

Strategies 
for guideline 
implementation

Adapted versions Patient/parent 9 21 27 “When you first come into this program, you’re not 
going to sit down and read an 80-page paper with 
statistics and studies… But I would imagine just like 
the very basics, like, “this is the frontline treatment that 
we recommend.” I imagine the language would be very 
different between a clinician's paper and then what we 
would give to families.” (Clinician)

Provider 5 7 9 “I personally would love just a very shortened, like one, 
two pager with the types of psychotherapies in a table. 
I probably wouldn’t need the information necessarily on 
the use of antipsychotics. I mean, it’s helpful to have and 
again… But I guess more so focused on the psycho-
therapies for myself.” (Clinician)

Disorder-specific 3 5 7 “I think it could even be… a great idea might to be cus-
tomizing it for each disorder. So based on what the psy-
chiatrist who saw you thinks you are struggling with… 
I think having that kind of specialized, very specific kind 
of information that you can access that you know since 
it’s focused on one thing you can also include more 
information in it too.” (Youth)

Age-specific 3 4 4 “One thought I did have about the FBT is the age of the 
patient. Because I’m just thinking my relationship with 
my kids when they’re eight or ten or twelve and when 
they’re teenagers, is quite different…” (Caregiver)

Educational 
materials (website, 
infographics)

8 17 19 “I also like this idea of a website. I think that would be a 
really nice way to chunk it. Like, you could have a little 
dropdown menu of recommendation number one, 
FBT. Here’s a definition. Here’s what it might look like. 
Definition number two, CBT and then DBT. Like, all those 
things with infographics and pictures.” (Clinician)

Promoting guide-
lines in professional 
training/education

6 12 19 “I think if we could get to the psychiatrists at least 
earlier in the training, not just at the end before they’ve 
decided what area to go into, that if we could get to 
them earlier through … or even to get to paediatricians 
earlier. Like, adolescent medicine providers are such a 
huge provider of this kind of care.” (Clinician)

Evaluation of 
guideline uptake

Methods Focus groups 1 1 1 “Do focus groups. Like, pulling together a focus group 
again, with key people I think is a great way to get 
information. If you can speak to the people and know 
where… what their experience is, is that we can learn so 
much from the frontline folks that are doing the work.” 
(Program administrator)

Pre-post surveys 1 1 1 “Well, I think general surveys, I know some provinces 
have done this, but around clinician awareness of 
what different evidence-based programs are for eating 
disorders and also what they’re trained in… So seeing a 
pre-post to see is that shifting over time?” (Clinician)

Table 2  (continued) 
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Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Outcomes Evaluating patient 
experience

3 4 4 “I think having more feedback from families and people 
with lived experience… And I think that’s something 
that would be very helpful, especially after the acute 
crisis phase is over where they’re able to take a bit of 
time and think back to their experience and what could 
have been helpful for them, for these families and these 
patients.” (Clinician)

Program reviews 2 4 4 “I think the best would actually be to survey the centre 
that does treatment and ask them what approach 
they’re using. Then you’ll know. You’ll be able to match 
how many centres are using FBT, and you can ask, if you 
want to add a qualitative portion.” (Clinician)

Examining referrals 
and attrition

2 3 3 “Hopefully, we’d see a decrease in reoccurring admis-
sions. Hopefully, we’d see a decrease in length of people 
having significant illness before they’re getting help. 
There’d be some things, obviously, that we could mea-
sure that would be helpful.” (Clinician)

Clinician confidence 1 1 1 “But if it’s more a question of “what’s your comfort level?” 
“What is your subjective feeling of competence?” In my 
experience, people have been more willing to answer 
those a little bit more honestly. Because there’s room 
to grow then… “Here’s some resources we can provide 
you”, or “here’s the short and snappy guideline thing.”” 
(Clinician)

Promoting guide-
lines with EDI 
and hard to reach 
communities

Community outreach 5 6 6 “Come on the field and teach them. Go to community 
centre. Go up North to the Cree village. If you come 
into the public sector…we are reaching those people 
mostly, but I think also expanding to community centre 
and prison, the guideline in a way that’s digestible, like 
you just said. I think you need to come meet the people.” 
(Clinician)

Supporting rural/
smaller programs

2 6 6 “One thing that we did was a provincial scan… You 
might do a provincial scan in each province and say, 
you know, how much are you utilizing? Or how much 
does your program fit with these practice guidelines?” 
(Clinician)

School embedment 1 4 6 “If you’re going to go into schools or whatnot, talking 
about things like transgender populations and how 
they experience eating disorders… Like, some of the 
minority groups across different cultures and races. Just 
talking about that experience, how they experience 
eating disorders and how it’s different from the conven-
tional sort of understanding of what it was…” (Caregiver)

Cultural brokers 1 1 1 “I think one of the things that could be helpful when 
we’re talking about developing these more targeted 
summary documents to drive people towards the 
guidelines would be to utilize cultural brokers. It’s one 
way to sort of get into that leadership piece in the com-
munity of, “how do we talk about eating disorders in a 
way that makes sense for your community?” (Clinician)

Benefits of 
guidelines

Guidelines serve as 
“road map” for best 
practices

6 6 8 “This helps advance care… So, everyone’s participation 
is super helpful, and hearing your perspective as well 
because that’s the goal, right? The guidelines are to 
advance care.” (Clinician)

Table 2  (continued) 
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much different ways than the stereotypical way that 
an eating disorder ‘looks’. And so even just screening 
these people into treatment, they don’t find their way 
into treatment. And then they don’t find their way 
into research studies. And then they don’t find their 
way into guidelines.” (Clinician)

External, system-level barriers were also prominent in the 
focus group discussion. Thirteen participants described 
challenges with transitions in care—from in-patient to 
community settings and from pediatric to adult ser-
vices— with one participant stating that “…since I gradu-
ated high school, it’s very lacking resources right now. I’m 
just left alone. I’m just floating around.” (Youth).

Other barriers were limited funding to train clinicians 
in guideline-recommended treatments, such as FBT 
(n = 10), poor access to ED treatment in many provinces 
(n = 11), and inadequate institutional resources or capac-
ity (n = 9) to integrate new recommendations.

Nine participants identified low awareness around ED 
detection among non-ED professionals, such as family 
doctors, as a major barrier for patient access to guideline-
recommended treatments, while four participants high-
lighted long wait times for ED services in their province.

Finally, several participants described difficulties apply-
ing the guidelines to complex cases, where guideline-rec-
ommended interventions are not favoured with patients. 
Five observed a mismatch between strongly recom-
mended treatments and their own clinical practices: 

"I do find there’s a huge emphasis on the importance 
of FBT, and I understand that it is a gold stan-
dard for treatment. But too often I see patients who 
don’t fit that mould or the ability to do FBT. I have 
patients who don’t have families or don’t have fami-
lies who are capable of supporting them. And then 
somebody had said earlier, you know, they’re seen as 
failed FBT. And I think that’s really tricky because 
they’re not failing. They just weren’t candidates for it 
to begin with".” (Clinician)

Another eight participants expressed they had insuffi-
cient education on cultural or equity-related consider-
ations in ED care.

Facilitating factors to guideline uptake
Participants identified several facilitating factors to 
guideline uptake, including training, leadership support, 

Prompting 
question

Primary category Subcategory Focus 
group 
count

Par-
tici-
pant 
count

Refer-
ence 
count

Participant quote

Implementing guide-
lines consolidates 
program (shorter wait 
times, patient buy-in)

5 7 8 “I would say they’ve been a really important resource 
and that they’re generally, at least within… in our group 
of medical practitioners very commonly recognized as 
being things that you have to go through in detail to 
work in the field.” (Clinician)

Helps advocate for 
funding

2 3 3 “I think it’s going to be helpful. We really want to make 
change within our system, within our child and youth 
system. So, like, breaking it down and, like, here you go, 
[Program], help us. So, breaking it down and having that 
is going to be helpful for us I think moving forward to 
get what we need to help kids” (Clinician)

Builds an evidence 
base for best 
practices

2 2 2 “If I may tell you, it feels really good. It feels like we are 
going to marry research and clinical. I would encourage 
you to keep doing it because… we’re actually going to 
maybe make things better for the patient.” (Clinician)

Guides directions of 
training development

1 1 1 “The other things that we have used from the guidelines 
is how to develop our training… to figure out what spe-
cifically should we have our training modelled after? So, 
we definitely used the guidelines in that way in terms 
of really informing our redesign of our inpatient unit.” 
(Program administrator)

Canada-specific 1 1 1 “I like knowing that there are Canadian guidelines. As 
with so many things the literature comes out of the 
US, and the systems are just so very different… But just 
knowing that it’s Canadian is helpful because it speaks 
to some of those differences.”(Clinician)

CBT-E Enhanced cognitive behaviour therapy, DBT Dialectical behaviour therapy, ED Eating disorder, EFFT Emotion-Focused Family Therapy, FBT Family-Based 
Treatment, GAD Generalized anxiety disorder

Table 2  (continued) 
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and practical implementation strategies. Eight partici-
pants underscored that training in guideline-recom-
mended therapies enhanced their confidence to apply 
these interventions. Similarly, two participants noted that 
embedding the guidelines into staff orientation helped 
normalize their use within clinical practice:

“When I began my onboarding, somebody had sent 
me the guidelines. They seemed really thorough and 
really well thought out and clearly a lot of work went 
into putting them together. So, I found it was a good 
little bit of a roadmap for me as I got settled within 
the team.” (Clinician)

Several facilitating factors related to how the guidelines 
were operationally implemented within programs. Three 
participants felt that prioritizing non-intensive and 
short-term treatment options, as recommended in the 
guidelines, alleviated resource strain on their programs. 
Seven participants described greater success when apply-
ing a combination of strongly- and weakly-recommended 
treatments, allowing flexibility to meet patient and pro-
gram needs.

Leadership and team-level supports were also impor-
tant. Six participants noted program leadership support 
as a facilitating factor to guideline uptake. Further, two 
participants underscored the important role of “knowl-
edge brokers” within clinical teams: individuals who 
introduced the guidelines and served as a point of con-
tact and guidance to support implementation. Two par-
ticipants noted that hosting a workshop with an external 
guideline expert, such as clinicians proficient in FBT, fur-
ther consolidated guideline uptake.

Areas of improvement for the guidelines
Participants identified several areas where the guideline 
content could be strengthened. Eight participants felt 
that the guidelines focused too narrowly on BMI and 
weight restoration as outcomes, instead of broader or 
more holistic outcomes, such as quality of life. Five par-
ticipants suggested that future updates should better 
address how ED presentation and treatment intersect 
with equity-deserving populations, such as Indigenous 
youth and gender-diverse individuals, and how ED treat-
ment can be combined with “gender-affirming care” (Cli-
nician). Lastly, two participants suggested the need for an 
updated guideline reflecting more recent research con-
ducted since the guideline’s original publication:

“I’m interested in what would be next because I 
think for a lot of people who aren’t caught in that 
three years of illness onset…it doesn’t work as well. 
But then there doesn’t seem to be a whole ton of 
things looking at that. And again, this was done in 

2020. So, there’s still research I’m sure that’s been 
done since then.” (Program administrator)

Strategies for guideline implementation
Participants proposed several strategies to enhance 
guideline implementation, most commonly emphasizing 
the need for adapted versions tailored to specific audi-
ences. Many non-clinician participants echoed the senti-
ment that “it was hard to read through fluently” (Youth). 
Twenty-one participants identified the need for a ver-
sion of the guideline for adolescents and their caregivers, 
which would contain “just the very basics” (Caregiver) 
in plain language. Eight participants advocated for pro-
vider-specific guidelines designed for different profes-
sionals within a patient’s circle of care:

“Having some customization for different levels of 
care… making it very relevant to their practice. And 
then you can use all of the good information in the 
guidelines in giving that information to family doc-
tors and then continues to drive them back to the 
guidelines of ‘when you go back to your practice, 
here’s where you find this information again…” (Cli-
nician)

Participants also suggested creating shortened summa-
ries of the guideline recommendations that were tailored 
to specific disorders (e.g., for Bulimia Nervosa or Binge-
eating Disorder; n = 5) and for different ages, such as 
emerging adults (n = 4).

Implementation strategies also focused on education 
and dissemination. Twelve participants emphasized inte-
grating the guidelines into professional education and 
training programs, including but not limited to nursing 
programs or psychiatric residencies. Seventeen partici-
pants suggested disseminating the guidelines via multiple 
formats, such as websites, infographics, or QR codes. 
Participants further highlighted the importance of tar-
geted, upstream dissemination to family physicians and 
emergency department clinicians, as they are frontline 
points of contact for newly diagnosed individuals with 
EDs and for families navigating referral pathways.

Evaluation of guideline uptake
Participants suggested multiple methods to evaluate 
guideline uptake. Suggested methods included surveys 
administered before and after guideline implementation 
or education and focus groups to further explore pro-
gram-specific barriers and facilitating factors of guideline 
uptake.

Moreover, participants highlighted multiple measures 
for assessing uptake. Four participants believed that eval-
uating patient experience may elucidate how guidelines 
are being implemented:
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“I think that [people with lived experience] are very 
underrepresented in this. And I think that they need 
to be actively sought out… I think the emotional 
capacity and the impact on people with lived experi-
ence is important to consider.” (Youth)

An additional four participants suggested internal or 
external program reviews. Two participants felt that 
examining referral patterns, attrition, and discharge out-
comes represented “more concrete” (Clinician) indica-
tors of uptake than tracking treatment modalities alone. 
Lastly, one participant suggested assessing changes in 
clinician confidence and competence prior to and after 
guideline implementation.

Promoting guidelines with EDI and hard to reach 
communities
Several strategies to promote the guidelines among 
equity-deserving and hard-to-reach communities were 
noted. Six participants emphasized community outreach 
or “meeting the people” (Clinician) in their own commu-
nity settings. Four participants especially emphasized the 
importance of embedding the guidelines within schools 
as a key strategy for broader reach, such as in pre-estab-
lished “teen mental health literacy programs” (Caregiver) 
or via “paper pamphlets and brochures” (Program admin-
istrator) that outlined guideline recommendations.

Six participants emphasized the importance of build-
ing connections with smaller and rural programs through 
guideline supervision or provincial service scans. Lastly, 
one clinician proposed engaging “cultural brokers” or 
trusted community leaders to ensure guideline promo-
tion is culturally relevant and contextually appropriate 
for certain communities.

Benefits of guidelines
Participants discussed several perceived benefits associ-
ated with the guidelines and their implementation. Seven 
participants noted that implementing the guidelines 
helped optimize service delivery, citing benefits such as 
shortened wait-times and increased patient engagement. 
Six participants felt that the guidelines provided a clear-
framework or “parameters” (Program administrator) for 
care that help “inform clinical care pathways” (Clinician). 
Similarly, two participants further valued the guideline’s 
ability to bridge research and clinical practice by provid-
ing empirical support: “being able to match the right ther-
apy with the right condition, and being able to show that 
there’s statistics to back that… I think that that’s the way 
for people to have buy in.” (Caregiver).

Three participants underscored the utility of the guide-
lines to reinforce support and advocacy for additional 
funding:

“I think it certainly helps bolster our case when it 
comes to advocacy and putting together more sup-
port and funding. Obviously, if there’s a set of well-
established national guidelines that we can demon-
strate we’re not adhering to, that’s helpful to strive 
towards.” (Clinician)

One participant suggested that the guidelines could 
inform future training development, while another 
emphasized the value of having Canadian-specific guide-
lines, describing them as more “relatable and applicable” 
(Clinician) than international alternatives.

Discussion
This qualitative study examined perceived barriers and 
facilitating factors for the implementation of Canadian 
Practice Guidelines for treating children and adolescents 
with eating disorders and identified strategies to improve 
their adoption in diverse real-world settings. Situated 
within an implementation science and Knowledge-to-
Action framework, this work sought to understand how 
these guidelines are interpreted, negotiated, and adapted 
within complex ED care systems, with particular atten-
tion to system-level constraints and real-world imple-
mentation processes. 

Participants described the guidelines as a clear road-
map for care. For some programs, the guidelines vali-
dated existing practices and reassured alignment with 
national standards; for others, they offered a framework 
to support program development, onboarding, and staff 
orientation. Together, these findings suggest that these 
guidelines function not only as prescriptive tools, but 
also as sources of professional reassurance and legiti-
macy within complex ED settings. The latter is a role of 
guidelines noted in prior research, with Woolf and col-
leagues describing guidelines as shared reference points 
for defining best care practices and supporting quality 
assessment and standardization across clinicians and 
programs. [28]

Consistent with prior research [29, 30], one of the 
most commonly identified barriers to guideline uptake 
was a lack of resources within ED programs, particularly 
understaffing and inadequate funding. Limited aware-
ness around the detection and treatment pathways for 
EDs among primary care providers was also identified 
as a barrier, echoing findings from an earlier review [29]. 
Participants further described tension between the need 
for guidelines that are streamlined and accessible along 
with having flexibility to attend to the clinical complex-
ity of patients with comorbidities. Transitions in care—
particularly from pediatric to adult services and from 
inpatient to community settings—were also highlighted 
as additional challenges. Transitions for youth with EDs 
are inherently complex and often poorly coordinated, 
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disrupting continuity of evidence-based treatments (e.g., 
Family-Based Treatment), increasing vulnerability to 
relapse, and making it more difficult to fully integrate 
guideline-recommendations into practice [31]. Future 
research should examine how transitions from pediatric 
to adult care function as a distinct barrier to guideline 
implementation in pediatric ED settings.

Participants also identified gaps in the scope of the 
guidelines. Calls for a more holistic focus, emphasiz-
ing outcomes such as quality of life rather than weight 
alone, have been echoed in broader recommendations 
for patient-centred treatment [32]. Additionally, concerns 
regarding the limited attention to equity-deserving popu-
lations have been corroborated in other guideline studies 
across healthcare [33]. This gap is especially important, as 
individuals from marginalized and under-served popula-
tions often present with different motivations, stressors, 
and symptom profiles related to EDs [34]. For instance, 
ED pathology may be driven by resource scarcity and 
structural conditions (i.e., food insecurity) [35], not solely 
by weight and shape concerns, and such presentations 
are not adequately addressed in many guidelines.

Beyond issues of accessibility and scope, many 
described navigating tension between strongly-recom-
mended treatments and the realities of complex clinical 
presentations and service settings. Rather than adher-
ing rigidly to individual recommendations, clinicians 
reported combining strongly- and weakly-recommended 
interventions to accommodate patient needs, comor-
bidities, or program constraints. Given prior research 
demonstrating variable fidelity to ED treatment models, 
these findings suggest that adaptation may be necessary 
to deliver meaningful, contextually-appropriate care. [36]

Several facilitating factors to guideline uptake were also 
identified. Many ED professionals reported that exposure 
to the guidelines through workshops or orientation train-
ing improved their ability to apply recommendations in 
practice, consistent with previous research indicating 
the importance of education and training for guideline 
implementation [30]. For instance, health professionals 
in one study reported feeling more equipped and knowl-
edgeable after receiving ED-specific virtual training [37]. 
Participants additionally highlighted the role of leader-
ship support, internal champions, and “knowledge bro-
kers” in introducing, contextualizing, and normalizing 
guideline use within teams—an observation consistent 
with broader research on factors influencing guideline 
uptake. [14, 38]

Calls to create adapted or lay versions of the guide-
lines for families and healthcare professionals, as well 
as delivery in multiple formats and visual layouts, were 
consistent with the wider literature on guideline imple-
mentation [16, 39]. While not always framed explicitly as 
equity-related, such adaptations have also been shown 

to improve accessibility and comprehension for equity-
deserving and marginalized populations [40]. Partici-
pants’ suggestions to include community partners and 
“cultural brokers” in implementation efforts align with 
emerging evidence that community engagement may 
help reduce barriers to ED treatment in under-served 
communities. [41]

Participants also emphasized that guidelines may serve 
functions beyond direct clinical guidance, particularly 
as tools for advocacy and system-level change. Several 
described using the guidelines to support requests for 
additional resources, staffing, or funding by pointing to 
nationally-endorsed standards of care. This highlights an 
underexplored role of clinical guidelines in not only shap-
ing treatment delivery but also in strengthening advocacy 
efforts in resource-constrained systems.

Finally, unlike implementation studies set against a 
backdrop of pre-existing guidance, this work unfolded 
in a field where no pediatric ED CPGs had previously 
existed in Canada. Clinicians and institutions were there-
fore navigating not only the adoption of new recommen-
dations, but also a reorientation of care in the absence 
of any prior standardized framework. Thus, awareness 
gaps and barriers to uptake observed in our findings may 
reflect not only the friction inherent to guideline imple-
mentation more broadly, but also the nascent state of 
any CPGs within this clinical domain in Canada. The 
absence of prior Canadian guidelines likely reflects a 
confluence of factors, including the historically limited 
recognition of eating disorders in pediatric populations 
as a distinct and urgent clinical priority, fragmented care 
pathways across jurisdictions, and insufficient investment 
in knowledge synthesis infrastructure within this sub-
specialty [42, 43]. Situating our findings within this dual 
context is important, as the implementation outcomes 
observed here reflect an early stage of adoption rather 
than engagement with a well-established, pre-existing 
evidence base.

Strengths and limitations
A major strength of this study was its rich dataset span-
ning nine provinces, providing a broad geographic per-
spective of the implementation context for pediatric ED 
guidelines in Canada. Clinician participants represented 
a wide range of professional disciplines, enhancing the 
diversity of perspectives and increasing the relevance 
of the findings to multidisciplinary ED care settings. 
Together, these features support the transferability of the 
results and reflect the varied realities of guideline imple-
mentation across jurisdictions.

Another strength was the consistency of data collec-
tion, with the same interviewer present in nearly all focus 
groups, supporting methodological coherence. In addi-
tion, the analytic process involved both independent and 
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collaborative review, which strengthened the credibility 
and rigour of the findings.

Several limitations should be considered. Canada’s 
three northern territories were not represented, and all 
focus groups were conducted in English, limiting inclu-
sion of Francophone participants and recent newcomers 
with limited English proficiency. Further, most partici-
pants identified as White, female and higher-income 
which limits insights for equity-oriented implementation 
[40]. Finally, participants were recruited through provin-
cial leads at major ED services located in urban centres, 
which may have introduced sampling bias toward more 
resourced and guideline-aware settings.

Future directions
This study is part of a larger project focused on improving 
the use and sharing of guidelines within ED care. Using 
the material provided in these focus groups, our imple-
mentation strategy will be developed and evaluated. We 
anticipate co-designing tailored and context-specific edu-
cational strategies, such as educational videos, to reach 
clinicians, administrators, policy-makers, and advocacy 
groups. Once created, these materials will be sent to all 
study participants and posted to professional and advo-
cacy ED websites.

More broadly, further research should invite and 
include the perspectives of under-served and equity-
deserving populations as stakeholders and knowledge 
users. Similar focus groups with rural or low-resource 
mental health programs, as well as populations such as 
those who are Black, Indigenous, 2SLGBTQIA + and 
those whose first language is not English would further 
enrich the known barriers and facilitating factors to 
guideline uptake in these communities.

Conclusions
This study is the first to examine perceived barriers and 
facilitating factors of uptake of the Canadian pediatric ED 
guidelines, and partner-informed strategies to enhance 
their future implementation. Clinical practice guidelines 
have the potential to narrow the gap between evidence-
based recommendations and the realities of localized 
clinical practice. By gathering perspectives from a diverse 
range of partners across the national ED community, this 
study illuminates practical and contextually-grounded 
strategies to improve guideline uptake. Participants iden-
tified barriers such as limited access to ED resources 
and lack of leadership support, while facilitating factors 
included increased training in guideline-recommended 
treatments. Strategies to enhance implementation 
emphasized the use of adapted and condensed guidelines 
for different audiences and targeted outreach to equity-
deserving communities. In doing so, the study provides a 
foundation for developing implementation tools that may 

support more equitable access to evidence-based ED care 
for children and adolescents across Canada.
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