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Abstract: Eating disorders (EDs) are serious psychiatric illnesses that typically develop during adolescence and emerging adulthood.
Early intervention is important for improved outcomes for young people with EDs, yet help-seeking is low and individuals often have
a significantly protracted start to treatment, suggesting that early intervention is not well established in the ED field. Previous reviews
on facilitators and barriers to early intervention for EDs largely cover perceived barriers related to patient variables and perspectives,
whereas clinician-, service-, and healthcare system-related facilitators and barriers are less frequently reviewed. The aim of this review
is to synthesize the literature on barriers to and facilitators of early intervention for EDs, regarding patient-, clinician-, service-, and
healthcare system-related factors. A narrative review was conducted by searching for relevant peer-reviewed, English-language articles
published up until July 2023 on PubMed and PsychINFO. The search was conducted in two steps. First, key search terms were used to
identify existing reviews and meta-analyses on facilitators and barriers to early intervention for EDs. Then, additional search terms
were added to search for primary and secondary research on patient/family, clinician, service, and healthcare system-related barriers
and facilitators. The identified literature shows that, after overcoming intrinsic, motivational barriers (such as self-stigma, denial, and
ambivalence), help-seeking individuals may be met with long service waiting lists and limited treatment options. Despite these
barriers, there is ongoing research into early intervention in practice, which aims to reach underserved populations and facilitate early
intervention despite high service demands and shortages of trained healthcare professionals. Funding for ED research and services has
historically been low, and there is also a research-practice gap. This highlights the need for increased consideration of, and funding for
early intervention for EDs, to remove barriers as well as facilitate discussions around how to make early intervention programs
scalable and sustainable.
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Introduction
Eating disorders (EDs) are serious and complex psychiatric illnesses that develop most often during adolescence or
emerging adulthood, ie, the mid-teens to mid-twenties.! EDs are associated with multiple physical health complications
and impaired psychosocial functioning and may lead to significant disability and premature mortality, particularly in
those with a more longstanding form of illness.>> Up to 18.6% of women and 6.5% of men are affected by an ED during
their lifetime. Only approximately 50% of people with an ED reach full recovery following treatment.* Of the remaining
individuals, 20-30% will stay chronically ill.>

In addition to the significant impact on an individual’s health, EDs result in a substantial societal disease burden
(comparable to disease burden estimates for anxiety, depression, and obesity).® For example, the total socioeconomic
impact of EDs was valued at nearly $400 billion for the US and $84 billion for South Australia in 2018.”* Evidence
suggests, however, that earlier diagnosis and intervention may reduce the economic burden associated with EDs.
A Swedish case—control study found that individuals with binge eating disorder (BED) had considerably higher
healthcare costs in the years leading up to a diagnosis, with costs decreasing in the years following.” Cost-offset analyses

from a German paper also predicted that, for every €1 invested in treatment for anorexia nervosa (AN) and bulimia
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nervosa (BN), €2—4 could be saved.'® From the viewpoints of both the individual and the public provider, boosting early
and timely access to ED intervention seems a matter of urgency.

Early intervention has been defined as “the detection of illness at the earliest possible point during the course of
a diagnosable disorder, followed by the initiation of stage-specific, tailored or targeted evidence-based treatment, which
is adapted and sustained for as long as necessary and effective.”'' Although there is no agreed critical window for early
intervention, there is some evidence to suggest that treatment within the first 3 years may offer a higher chance of
recovery from an ED.'*'* Beyond this period, treatment response may be more muted, given that a longer duration of
illness allows more time for maladaptive behaviors and thought patterns to become engrained and habitual.'* Despite
evidence for (and expert consensus on) the improved outcomes and cost-effectiveness of early intervention for EDs, its
practice is not currently well established in the ED field.'> A meta-analysis found that internationally, time between
clinical onset of an ED and first specialist, evidence-based treatment (the duration of untreated ED [DUED]'®) is
currently 2.5 years for AN, increasing to 4.4 years for BN, up to 6 years for BED.'? This protracted period between
onset and treatment indicates the presence of significant barriers to starting treatment early, which warrants investigation.

Early intervention focuses on emerging disease. It is distinct from but on a continuum with prevention. The latter targets
modifiable risk and/or protective factors in individuals who have not yet met the threshold for diagnosis. Prevention programs may
be universal (covering the whole population), selective (designed for a high-risk population subgroup) or targeted (designed for
individuals with early signs of the disorder in question).'” (For review see Stice et al 2019).'8

A recent review examined the effectiveness of ED early intervention programs (35 studies) and prevention programs
(96 studies), demonstrating a smaller research focus on early intervention.'® Of the early intervention programs identified
in the review, the largest body of evidence belonged to the First Episode Rapid Early Intervention for Eating Disorders
(FREED) model. FREED is an example of how early intervention programs can be scaled successfully, to a national
level, when given appropriate funding and support by public providers.”’ The FREED service model tailors treatment for
young people (between 16 and 25 years) with DUED < 3 years.”! The adoption of FREED in ED services around
England has led to significantly improved clinical outcomes, increased treatment uptake, and reduced treatment waiting
times and thereby DUED.'®?? Given its promising evidence, FREED can currently be considered as the leading model of
early intervention for EDs.

In addition to developing and evaluating the acceptability and feasibility of early intervention programs, the specific
barriers and facilitators to their effective and sustained implementation must be investigated, as has been done in early
intervention for psychosis.”®> In addition to healthcare system-related barriers (eg, lack of funding for services and
innovation/research), barriers to early intervention can also exist at the level of patients/families, clinicians, and services.
Examples include lack of problem-recognition or motivation to seek help, sparse practitioner expertise in EDs in primary
care, and long service waiting lists.

While there is a growing body of literature that examines barriers and (to a lesser extent) facilitators to early
intervention for EDs, there is a need for an up-to-date narrative review that synthesizes and discusses these factors, to
provide a holistic overview of early intervention research and current clinical practice.

Aims of Current Review
The current review summarizes the existing literature on barriers and facilitators to early intervention for EDs, in relation
to patient/family, clinician, service, and healthcare system-related categories. The aim of this paper is to present a broad
perspective on early intervention for EDs, focusing on recent and major findings as well as examples of current clinical
practice, in order to identify knowledge gaps and direct future research on early intervention.

As some factors sit in multiple categories, this paper will discuss any such factors wherever they first seem relevant.
These factors will then be briefly mentioned again in the following sections, where they also seem relevant.

Method

To deepen our understanding of early intervention for EDs, a narrative approach was used to synthesize, interpret, and
critique the findings of studies that examined barriers and facilitators to early intervention for EDs. A narrative approach
was chosen to complement the recent systematic reviews in this area. Whilst systematic reviews are conducted to
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summarize data and address specific, narrowly focused questions, narrative reviews can extend understanding and
provide insight into a field of research.**

Firstly, an electronic search was conducted using PubMed and Psyclnfo, for peer-reviewed, English-language articles
published up until July 2023. Preliminary keyword searches included combinations of “eating disorder”, “bulimia”,
“anorexia”, “binge-eating disorder”, “early intervention”, “barrier”, and “facilitator”.

Using keywords from articles identified in the preliminary search, additional combined keyword searches were
performed for each early intervention category, in order to identify barriers, facilitators and ongoing research into (or
examples of) early intervention in practice. A list of the keywords is shown in Table 1. To identify literature not found in
the main searches, reference lists of key reviews and included articles were manually screened. A manual search of
Google Scholar was also conducted.

Regarding the analysis and presentation of outcomes, a description of systematic reviews and meta-analyses on
barriers and facilitators to early intervention for EDs (identified in the preliminary search) is first provided below. Then,
results from the included studies are discussed in patient/family, clinician, service, and system-related sections, in relation
to research or examples of early intervention in practice that aim to remove barriers or implement facilitating factors.

The main findings from included studies (identified in the additional, combined keyword searches) are extrapolated
and are summarized in Figure 1.

Results
Evidence on Barriers and Facilitators to Early Intervention for EDs from Systematic

Reviews and Meta-Analyses

We identified four systematic reviews, one meta-analysis, and one scoping review that examine barriers and facilitators to
early intervention for EDs. Factors identified in these studies have typically been grouped into broad themes: perceived
barriers, individual characteristics, and demographic variables.”> > The most frequently identified factors, cited in all
studies, were stigma and shame, limited awareness of or denial of illness severity, and the perceived inability of others to
provide help. Interestingly, of the 24 barriers identified in the meta-analysis, only “denial/failure to perceive ED severity”
and “perceived inability of others to provide help” were able to significantly (and negatively) predict help-seeking
behavior.”’

In relation to individual characteristics, Regan et al’s review found that weight-related variables (eg, current body
mass index; BMI, history of obesity) were not associated with treatment-seeking.”® However, several other ED-related
variables appear to be related to increased likelihood of treatment seeking, including a younger age of symptom onset,
a longer DUED, higher levels of ED-related distress and greater physical health impairment.”® Notably though, in the
only meta-analysis, Radunz et al did not identify any individual characteristics, including ED symptoms, that were
significantly associated with help-seeking behaviour.?” The discrepancy between Regan et al’s and Radunz et al’s

Table 1 Keywords for Preliminary Search Strategy and Patient/Family, Clinician, Service, and Healthcare System-Related Factors

Search Query Keywords

Preliminary search Eating disorder, bulimia nervosa, anorexia nervosa, binge-eating disorder, early intervention, barrier, facilitator
Patient/family-related Patient, service user, family, parent, help-seeking, treatment-seeking, engagement, motivation, denial, stigma, shame
factors

Clinician-related Clinician, primary care, general practitioner, healthcare professional, knowledge, attitude, skills, practice, education,
factors training, screening, diagnosis

Service-related factors | Healthcare service, waitlist, waiting time, (non)-attendance, drop-out, accessibility, assessment, appointment, contact,

outreach

System-related factors | Research, funding, economics, cost-benefit, mental health, healthcare policy, service transformation, reform, initiative

Notes: Early intervention-related keywords were searched in combination with keywords from the preliminary search and, where applicable, utilised wildcard (*) to capture
all variations of the search term.
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Facilitators and Barriers to Early Intervention for Eating Disorders
; SR : Healthcare
Patient Clinician Service system
Facilitators
« Parent/carer support and « Healthcare professionals who are  « Starting treatment within 4 weeks of + Easier, direct access to specialist

involvement'9.27.61 empathetic, informative, and referral®® services'08
« To facilitate early intervention, offer understanding about help-

brief interventions at point of referral for seeking®.70 « Online interventions® * Increased research funding and

parents/carers®4.65 development of early intervention

« Drop-in sessions/programmes05-107 initiatives'2?

Digital early interventions for young
people: ESS-KIMO%, FREED-M (in
progress)®?

Barriers
« Low training?75 and confidence’® + Long wait times for treatment: May drive ~ + Irregular access to eating disorder

+ Social and self-stigma: cultural®,
40,41

healthcare***!, gender*?, socioeconomic in primary care staff, low high non-attendance rates services, for example, separation
status®® recognition of non-stereotypical or of child and adolescent and adult
sas eating disorders with « Lack of choice in treatment'04 eating disorder services across
« Denial: Limited insight™”", down-playing, comorbidity8.81: Hcil=
or more conscious denial of disorder (may =« Can result in missed detection of + Diagnostic gatekeeping: Creates
be different for different eating disorder eating disorders®® or prioritisation  inequality in who can access care + Staffing gaps

55,56,57)

diagnoses of other clinical problems

Historically low funding and few
grant applications for ED research

Limited self-referral routes®

Potential solutions to barriers
« Single session

« Stigma issues may be addressed using * Using self-referral screening tools + Task-sharing and delivery of low

contact interventions48, biological
explanations49 and education-based
interventions46.47

may help counteract lack of self-
referral pathways and missed
diagnoses due to lack of staff
training/awareness®”.90

interventions/assessments'%?, active
opt-in initiatives%.191 and active

engagement (e.g., via text messages®)

may be effective in reducing non-

intensity interventions (e.g.,
guided self-help7, train-the-
trainer'®) may be feasible and
effective to manage impact of

attendance and waiting times staffing gaps on service

« Abbreviated treatments such as * Recent funding allocation and
guided-self-help may help services deal projects are underway
with long waiting lists in adult (STRIPED'?, EDIFY124)
services'%®

Figure | Barriers and facilitators to early intervention for eating disorders, in relation to patient/family, clinician, service, and healthcare system-related factors.

findings may be due to the recency of Radunz et al’s paper (published in 2023 versus 2017), which therefore had the
benefit of an increased study pool. For example, Regan et al identified one study examining the relationship between
DUED and treatment seeking, whereas Radunz et al identified five. Having a higher number of studies in a review may
“dilute” effect sizes, due to the inclusion of more studies with non-significant results.

In terms of demographic variables, Regan et al found that age, education level, and ethnicity were the only demographic
variables with a degree of predictive utility for treatment seeking (with ethnic minority groups and younger, less educated
individuals being less likely to seek help).”® However, similar to the individual characteristics, Radunz et al’s meta-analysis
concluded that these associations were non-significant.”’ Speculatively, this may be due to a lack of research involving diverse
population samples, with study participants tending to be mainly young (student-age), white and female. Studies including
underserved samples (eg, ethnic minority groups and men) were able to identify additional, unique barriers to help seeking in these
populations. Examples include language and cultural barriers, stereotypes held in the healthcare system, and a lack of recognition
of men’s eating problems (suggesting a potential interaction between relevant socio-demographic factors and the responses of
healthcare professionals to treatment seekers). Consequently, both men and ethnic minority groups were reported as less likely to
seek or receive help for an ED, compared to women and non-ethnic minority groups.?**

Four of the six reviews identified here also discussed facilitators of early intervention for EDs.*>?**%3% A few key,
positive themes emerged, including a desire to recover, and receiving support and encouragement from friends and
family. Interestingly, some factors were reported as both barriers and facilitators to help seeking. Experiencing
a significant life change as an emerging adult (eg, starting university) or having comorbid mental health problems (eg

depression or anxiety) led some individuals to avoid starting treatment, while others become motivated to seek help.?>*’
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Overall, the reviews summarized here present a comprehensive overview of a range of mainly patient-related
sociodemographic and individual barriers to early intervention for EDs.

As these reviews focus mainly on the views and characteristics of individuals with EDs or ED symptoms, these
reviews therefore identify perceived barriers and facilitators to early intervention or barriers and facilitators to help-
seeking specifically (ie, patient-related factors).”>® Additional factors, such as certain types of clinician-, service- and
system-related factors, are thus not captured by existing reviews on early intervention. This presents a significant gap in
early intervention literature, which the following sections will aim to address.

Patient- and Family-Related Factors

International data suggest that only around 20% of individuals with an ED attempt to seek help for their illness.>' The
reasons for this are likely to be complex. According to Ali et al’s and Radunz et al’s reviews, the most significant patient-
related barriers to early help-seeking, detection and intervention appear to be intrinsic and/or motivational, such as self-
stigma, denial and guilt.”>2” This is particularly troublesome, given that low motivation for change has been linked to
greater body dissatisfaction and poorer treatment outcomes in both adolescents and adults (in relation to ED behaviors
and cognitive/affective measures of pathology).’*~>

Stigmatizing attitudes towards individuals with an ED are widespread among community members, with EDs being
viewed more negatively than other mental health disorders and weight-related conditions, such as depression, schizo-
phrenia and obesity.>*>® Individuals with an ED report extensive experiences of stigmatization in varied settings,
including familial settings, healthcare settings, and society in general.’” Ethnic minority groups are also disproportio-
nately deterred from help-seeking by fear of stigmatization.33 Using an ethnically diverse sample, one study found that
59% of respondents had a negative experience of treatment-seeking for an ED, due to several culturally based barriers.*”
These included a fear of “shaming or disappointing” their family, having their symptoms viewed as a “weakness”, as well
as having their concerns “dismissed or misinterpreted” by family members and clinicians.

Common public misperceptions of AN include the belief that the individual is using the ED to seek attention, is “in
control” of their illness and is experiencing ED due to vanity/narcissistic character traits.>® For individuals with BED,
stigmatizing views include the belief that the individual is “lazy” and “weak”, is personally responsible for their ED and
is experiencing the illness due to a lack of self-discipline.** Worryingly, these negative attitudes are also held (and
potentially perpetuated) by healthcare professionals. Two studies showed that a sample of nurses and nursing students,
who had worked with people with EDs, viewed these ill individuals as “unreliable” and “deceitful” due to their poor
treatment adherence and high relapse rates.***'

Internalizing stigma from the public and healthcare workers often leads to self-stigmatization. Notably, underserved popula-
tions appear more susceptible to self-stigmatization. Men with EDs, for example, frequently report feeling like “less of a man”,
while those from a lower socioeconomic class report feeling like their ED are less “socially acceptable™ than those from a higher
socioeconomic class.*** Self-stigmatization has been associated with social withdrawal, alienation, reduced rates of help
seeking, and increased symptom severity, and can therefore be considered a barrier to early help-seeking and intervention.**

Varied approaches have been employed to reduce or remove stigma as a barrier to treatment seeking. Three strategies
are typically used to reduce ED stigmatization: education-based interventions (eg, psychoeducation), biological illness
models, and contact interventions. Education-based interventions aim to improve mental health literacy by teaching
patients and the public about the causes, symptoms, treatments, and help-seeking strategies for EDs. By increasing public
awareness and understanding, education-based interventions may correct misconceptions and help those with an ED to
seek support (and consequently better manage their illness).*> In the FREED model, for example, psychoeducation is
used to emphasize the biological malleability of ED-related changes to patients early on in the treatment pathway, in
order to facilitate early change. Examples include psychoeducation on bone health and osteoporosis, as well as brain
plasticity, nutrition and appetite regulation.*®*” Contact interventions, in contrast, involve meeting and/or interacting with
people with an ED. These interventions are thought to facilitate perspective-taking, empathy, and encourage the public to
listen to personal narratives (which can be filmed or written).*® Finally, biological illness models focus on the idea that
EDs are primarily caused by biological/genetic factors, therefore shifting blame and personal responsibility away from
the individual.*” However, whether biological explanations also contribute to the idea that the illness is unchangeable has
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been raised as a potential concern. This “biological essentialism” may reduce individual agency, leading to the belief that
one is unlikely to recover from an ED.*°

Although direct comparisons of these interventions are not available, a recent meta-analysis did conclude that
biological explanations, as well as combined education and contact interventions, were effective at reducing stigma
compared to “no intervention” control groups.’' Whether such interventions facilitate help-seeking and therefore remove
stigma as a barrier to early intervention remains unknown. As these studies were conducted primarily in females and
students, future work should also be done to assess whether these findings are generalizable across different populations.

In addition to stigma, another key patient-related barrier to early intervention is denial or down-playing of illness
severity. This can be thought of as a multi-dimensional construct, ranging from a lack of insight into ED symptoms, to
a minimization of symptoms or to a more conscious refusal to disclose ED-related thoughts and behaviors.* Limited
insight is a common characteristic of some EDs, where individuals fail to recognize the presence or seriousness of their
disorder.” This may be reinforced by social commentary and societal views more broadly, with (initial) weight-loss
frequently being perceived as desirable, admirable and a positive demonstration of will-power.”* Having poor insight
poses particular challenges for early intervention, impeding the crucial first step of seeking help, as individuals may lack
the motivation to change or have conflicting feelings about doing so.>”

Down-playing or denial of illness severity can manifest differently depending on the specific diagnosis. For those who
predominantly restrict food intake (eg, with AN), denial of an ED may stem from a desire to avoid intervention, as the
individual may view the disorder as essential to their sense of self (ie, ego-syntonic).’® In such cases, the key features of
ED are often valued and seen as functional, providing a coping mechanism, focus, or sense of control and stability.”” In
contrast, for those who engage in loss-of-control over-eating (eg, with BN), denial may be motivated by feelings of
shame and guilt, and the belief that their ED reflects a lack of willpower and self-control.’” Regardless of specific
diagnosis, denial of the presence of an ED may additionally stem from a general, over-arching fear of stigmatization, and
wanting to avoid being labeled as having a mental illness.

Understanding the different causes of ED sufferers’ limited problem recognition, down-playing or outright denial of
the illness is crucial to facilitating patient motivation and engagement with early intervention, as well as allowing the
development of individually tailored treatment plans.

Within the FREED model, for example, specific strategies are incorporated to improve patient motivation and
engagement at each stage of early intervention. After referral, each patient receives a 48-hr call to reduce anxiety and
promote active engagement with the service. Access to developmentally appropriate resources is also given, such as
information on the role of social media in maintaining ED symptoms, information on emerging adulthood and advice on
how to prepare for university.*® Throughout the treatment pathway, a motivational style of interaction between patients
and clinicians is encouraged. Individuals with AN typically receive treatment using the Maudsley Model of Anorexia
Nervosa Treatment, which is currently the only evidence-based therapy that systematically incorporates a motivational
therapeutic style and tries to address valued (ego-syntonic) aspects of AN.”® Demonstrating the effectiveness of this
motivational approach in increasing patient engagement, Brown et al reported a significantly higher treatment uptake for
patients going through the FREED pathway, compared to a treatment-as-usual group (100% versus 73%, respectively).%

Given that the median age of ED onset is approximately 18 years, particular attention should be paid to the patient-
related barriers and facilitators that are unique to adolescents and emerging adults.' Digital interventions, for example,
cater particularly well to the needs of young people with emerging EDs, as they allow for greater privacy and anonymity,
as well as ease of access (ie, day and night). Hotzel et al, for example, developed an individualized online intervention
(“ESS-KIMO”), which involved six weekly sessions based on motivational enhancement therapy.>” Compared to wait list
controls, participants who completed the ESS-KIMO intervention had significantly higher motivation to change and
increased self-esteem. Novel approaches, involving mobile apps, are also currently being trialed. Given the growing
recognition of the utility of smartphones in reaching young people, the UK-based FREED team is piloting a FREED-
Mobile (FREED-M) app. To increase motivation to change and promote treatment seeking, FREED-M shares down-
loadable resources, engaging psychoeducational animations and personalized feedback on ED symptoms.®°

Another key facilitator to early intervention for young people is receiving support from parents and carers.'*’
Parents are well-situated for early identification of an ED and can initiate treatment seeking when the young person is
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unlikely (or unwilling) to doing so, due to low motivation to change or lack of awareness. The benefits of parental
involvement in early intervention were highlighted in a recent qualitative study, which examined adolescent and
caregiver views on early detection and responses to EDs.®' The authors found that parents were often the first to notice
and confront emerging EDs symptoms, by seeking out professional help and setting boundaries around disordered eating
behaviors (eg, by encouraging healthy eating habits).

However, the early phases of an ED are often subtle and symptoms can be misconstrued as temporary or part of normative
development (eg, initial weight loss), and this can prove a barrier to early intervention. The most visible symptoms for parents to
identify have consistently been reported as physical and behavioral changes typically associated with AN, such as extreme weight
loss, changes in exercise and eating behaviors.®! Research has shown that parents struggle to identify emerging symptoms of BN,
leading to a delay in parental recognition of the illness during which ED can become more severe.®>®*

To increase the likelihood of early intervention, parents may need greater support for swift and compassionate
responding, as well as access to useful, accurate resources on the typical signs and symptoms of an emerging ED.®'
Promising results from two studies by Nicholls et al showed the effectiveness of a brief parenting group intervention.
Delivered at the point of referral, the six session parent group significantly increased the parents’ knowledge, confidence,
skills and understanding of their child’s ED.®* Importantly, this was reflected in improved ED psychopathology and
weight gain for children, which was maintained at the six-month program follow-up.®® The success of this intervention,
however, was likely dependent on the parents’ willingness to engage with the program. A study by Jacobi et al assessed
the effects of a 6-week, online family based intervention called Parents Act Now, which was designed to educate parents
of girls deemed at high risk of developing AN.® For intervention participants, at a 12-month follow-up, the girls
displayed a significantly higher expected body weight percentage compared to an assessment-only control group.
However, overall parental engagement and completion rates were low, with only 16% of contacted parents agreeing to
participate in the intervention. The difference between Nicholls et al’s and Jacobi et al’s results therefore suggests that
these parent-directed interventions may only be successful with more motivated parents or parents who are more willing
to acknowledge the perceived risk of their daughter developing an ED. Similar results are found in two recent guided
self-help studies, by Wade et al and Lock et al, targeted at parents with children diagnosed with AN. While both studies
showed significant improvements in the children’s ED-related psychopathology post-intervention, only 13% of parents
expressed interest in Wade et al’s study, while 21% of participants dropped out during treatment in Lock et al’s study.®”-%®
Again, these results support the notion that parent-based interventions may be useful for early intervention for EDs, but
only if there are strategies developed to improve parental recruitment and retention.

Considering the diverse range of intrinsic and extrinsic patient-related barriers to early intervention, equally diverse
strategies, such as these, are therefore needed to remove these barriers to problem-recognition, help-seeking and timely
treatment at the earliest possible point.

Clinician-Related Factors
Several ED clinician traits have been identified as facilitators of help-seeking and early intervention. In a qualitative
evaluation of the FREED early intervention service, patients valued clinicians who were highly knowledgeable and
informative about EDs, which led them to feel safe and understood.®” Additionally, clinicians being concerned and
expressing a sense of urgency in early appointments enhanced motivation to change.”

In most European countries, however, access to specialist ED assessment and treatment is preceded by contact with
a primary healthcare service/professional.'” A recent multicenter study across seven European countries showed that
most patients (92%) with an ED do not access specialist ED care directly, but rather through primary access points, like
a general practitioner (GP). In this study, around 24.7% of the patients recruited were referred into treatment by GPs. For
all patients, they saw an average of two healthcare professionals before being referred into specialist ED care. This
demonstrates the important role that non-mental health (or non-ED specific) professionals play in the early detection and
management of EDs and their role in referring patients to specialist care in Europe.”' Primary healthcare professionals
are also very well placed to challenge inappropriate perceptions of an ED.”? Inquiry about mental health by general
practitioners has been associated with higher treatment rates for EDs.”® Healthcare professionals who are empathetic,
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informative, and understanding can facilitate a positive help-seeking experience for those reaching out for help for the
first time. In contrast, a lack of empathy and rapport characterize negative help-seeking experiences.

Unfortunately, research has shown that medical professionals receive limited clinical training on EDs, leaving them
ill-equipped to assess and manage patients with these conditions. A report from the UK by Ayton et al found that medical
students on average attend <2 hours of ED training, with opportunities for clinical ED placements being offered to <1%
of students.”® Assessments of students’ ED knowledge also appear to be limited. Half of UK medical schools, for
example, did not include questions on EDs in final undergraduate exams in 2017.”° Given these shortcomings in training
and assessment on EDs, it is perhaps unsurprising that healthcare professionals report a lack of confidence in managing
these disorders. In a US study, 78% of frontline medical providers (including general practice physicians and nurse
practitioners) reported feeling unsure of how to treat EDs and 92% of respondents believed that they had missed an ED
diagnosis.’”* This lack of confidence and knowledge on EDs, felt by medical professionals, is reflected in survey answers
from individuals with lived experience. In a survey by the UK eating disorder charity Beat, 67% of respondents with
lived experience of an ED felt that opportunities for early intervention for their ED were missed by their GPs and 92%
also felt that their GP would benefit from more ED-specific training.”

The reasons for missed ED diagnoses and delays in referring to specialist treatment are complex. The first of these,
already alluded to, is limited training. The second is due to EDs presenting with a high level of comorbidity. A recent
rapid review demonstrated that individuals with an ED often present with anxiety disorders (up to 62%), mood disorders
(up to 54%) or substance use and post-traumatic stress disorders (around 27%).”® Not only can these co-morbidities result
in increased medical instability but their presence may affect the identification of the ED or take clinical priority.”” EDs
other than classical AN presentations (eg, atypical AN, avoidant restrictive food intake disorder; ARFID, other specified
feeding or eating disorder; OSFED) may not be picked up readily by busy primary care professionals, as they are less
visible. In one study, individuals presenting with EDs and a premorbid history of obesity took 10 months longer to be
diagnosed than those without such a history.”® As a consequence, these individuals may ultimately present with more
severe or more entrenched ED pathology. Finally, healthcare professionals may be as susceptible as the rest of society to
the “SWAG” ED stereotype (skinny, white, affluent girls) and therefore find it harder to pick up EDs in those who do not
present in this way. A recent rapid review suggested that those with a high BMI, males, transgender and gender diverse
people, and those from an ethnic minority background are less likely to be flagged for an ED by a medical professional.”®
This is concerning, considering that being overlooked by a medical professional may perpetuate self-stigma in those
seeking help (as mentioned in the previous section).*

To bypass gate keeping via primary care, digital screening tools can be used for self-referral to specialist services.
Frequently used screening tools include the SCOFF questionnaire, Eating Disorder Examination-Questionnaire, Eating
Attitudes Test (EAT-26), and the Eating Disorder Diagnostic Scale, although novel instruments are also being developed
specifically for online use.®'®* The InsideOut Institute-Screener (IOI-S) is a recent example, designed to streamline the
referral process for high-risk individuals with early-stage EDs. A study by Bryant et al demonstrated the excellent
psychometric validity of I0I-S, with 1346 participants accessing the online tool, resulting in reliable and accurate
detection of ED risk and emerging symptomology in the user group.®

Although self-referral to specialist ED services is allowed (and encouraged) for under-18s in the UK, self-referral is not yet
mandated for those aged 18 or above, creating an additional barrier to early intervention for emerging adults.*® Given the recent
rise in ED referrals (leading on from the COVID-19 pandemic), introducing UK-wide self-referrals for adults may overwhelm
a system, which already has an established demand-capacity gap, due to a (hypothesized) influx of self-referrals from those with
milder/minor EDs.®” Regardless, this difference in referral pathways creates a clear health inequality between age populations,
which needs to be addressed. In 2023, clinical and academic researchers in an expert consensus consortium recommended all-age
self-referrals, to facilitate early intervention via direct access to specialist care.*®

Training programs for primary care are also being developed, to address knowledge gaps and delays in or lack of
detection of EDs. These programs aim to increase ED awareness and knowledge on how to refer patients into specialist
treatment, as well as provide practical tools to facilitate the referral process.”’ A recent Australian study examined an
approach to increase ED screening among GPs.*” This approach involves three components. First, providing GPs with
a simple referral procedure for assessment and treatment pathways. Second, providing an electronic screening tool, and
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thirdly, providing GPs with information on how to screen for EDs. After following the program, GPs reported feeling
more confident in their ability to identify and support people with an ED, leading to an almost threefold increase in ED
referrals. Other initiatives, however, have not been as successful. In Germany, the public health intervention psychenet
was implemented, in order to reduce DUED for people with AN.”® As well as establishing a multidisciplinary healthcare
network for primary care practitioners, the intervention ran a mental health literacy campaign and developed an online
treatment guide for people with EDs. Results showed that DUED for participants was not significantly different pre- and
post-intervention (time between symptom onset and start of treatment being 36.5 months and 40.1 months, respectively).
Whether this study fails due to methodological and practical reasons (eg, the sample sizes being too small or not reaching
the target population), or due to the intervention as a whole being ineffective, remains unclear. Nonetheless, the authors
did find that participants in both pre- and post-intervention samples most frequently went to their GPs at the start of the
help-seeking process. This finding emphasizes the importance of primary care practitioners in facilitating early inter-
vention. Future initiatives should be targeted at primary care practitioners, with the aim of increasing knowledge and
understanding of referral pathways and screening procedures, to improve rates of early detection and treatment access.

Service-Related Factors

The main ED service-related barriers to early intervention stem from limited resources and personnel, out of keeping
with clinical need.”’ Examples include lengthy waiting lists and narrow referral criteria that exclude patients with certain
types of diagnoses (eg, BED, ARFID or having a weight threshold for accepting AN referrals). These factors are further
compounded by high rates of non-attendance at initial ED appointments, as well as high levels of patient drop-out
following assessment.

Non-attendance rates for first ED appointments are as high as those for community psychiatry and substance abuse
services.”” A study by Leavey et al, for example, found that 26% of individuals missed their initial appointment when
referred to a major ED unit in London.”> This non-attendance has cost implications and also impacts healthcare
resources, leading to administrative and clinical time-losses. Furthermore, non-attendance has been linked to poorer
clinical outcomes for patients.”® As such, the reasons for non-attendance must be understood and managed to ensure
better outcomes for patients and to make the best use of limited healthcare resources.

Research has identified several service-related factors that may contribute to a patient’s decision to miss an ED
appointment. One significant factor is long treatment waiting times. Studies show that longer waiting times can
demotivate patients by diminishing their readiness for change following initial contact.”® For every week that passes
between referral and an initial appointment, one study found that the chances of the patient attending decreased by 15%.
Notably, patients who waited more than 4 weeks were also 2.4 times more likely to not attend (frequently referred to as
“Did Not Attend” or DNA).”® This suggests that, for early intervention to be successful, patients should ideally begin ED
treatment within 4 weeks of referral.”* In line with this, 4 weeks is currently the wait-time target for starting treatment in
Child and Adolescent ED services in the UK, as well as for the FREED model for 16-25-year olds. A qualitative study
with FREED patients found that rapid access to treatment meant that patients received care before they had time to
reconsider their decision to seek help, thereby “striking while the iron is hot”.”®

To reduce DNA rates and manage long waiting lists, various digital options are currently being employed. Sending
automated text messages about appointments is a simple, direct way for healthcare services to stay in contact. [llustrating
the utility of this approach, a meta-analysis found that SMS reminders increased the chances of attendance in an initial
healthcare assessment by 50%.°7 Another helpful approach to decrease non-attendance is the active management of
treatment waiting lists. By emphasizing patient choice when making an appointment, evidence suggests that “opt-in”
procedures can decrease waiting times within ED services and reduce the likelihood of non-attendance (from approxi-
mately 20% to 15%, as reported by Jenkins et al).”®”” An example of a more novel approach to reduce DNAs is
MotivATE, an automated, online program specifically designed to increase motivation and confidence to attend an initial
ED appointment, by providing users with access to motivational tools, information on EDs, and lived experience
stories.”® Although primary analyses revealed no overall difference in appointment attendance following a written
invitation to access MotivATE, secondary analyses did show improved attendance for those who actively engaged
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with the program. Whether this is because MotivATE improved motivation to attend (as hypothesized) or because more
motivated individuals were more likely to engage with the program, however, remains unclear.

If there is high service demand, there are strategies available to bridge the gap between referral and treatment. The FREED
pathway, for example, offers a biopsychosocial, person-centered assessment within 2 weeks of referral to each patient, focused on
managing expectations around treatment and on change-focused strategies that patients could use to prepare for treatment.
Although the specific effects of the FREED assessment have not yet been quantified, a study by Fursland et al did examine the
impact of a single session 75-90-min psychoeducational assessment for ED patients. Delivered 16 days after referral, this
intervention led to significant reductions in waiting list time, decreased DNA rates, and improved ED symptoms.'*

Access to ED treatment depends on the availability and capacity of services, along with other factors such as referral criteria
(eg, only accepting referrals for AN and BN but not BED, or having weight thresholds). To increase service accessibility, free (or
low-cost) materials can be promoted for patient populations that would otherwise have limited access to ED services (eg, due to
long waiting times). Examples include self-help resources and online interventions, which can be tailored to address the specific
needs of young people with eating difficulties. One intervention that reduces treatment wait time and alleviates service pressure is
the option of abbreviated treatment, such as guided self-help (GSH) for those with binge/purge ED. Although this approach is
recommended by NICE as first-line treatment, it is not currently widely adopted in the UK (with GSH only being offered to 15%
of eligible patients in the FREED pathway). Research has shown that this intervention leads to similar clinical outcomes to longer
in-person treatments (eg, CBT-T or CBT-ED).'”!

Finally, lack of choice regarding treatment options may dissuade patients from starting or continuing with ED therapy. For
example, in a clinical trial in adolescents with BN, comparing family therapy with cognitive-behavioral GSH, a subgroup of
young people did not want to join the study for fear of being allocated to family therapy.'®> Complex life circumstances (eg,
instability and unpredictability) have also been described by patients as a barrier to treatment retention and engagement.”® For
example, patients may need treatment to be scheduled around work shift patterns and family commitments. Although one of the
central goals of early intervention is to tailor interventions to the individual, the state funded sector may not be able to
accommodate some individual needs due to limited resources (eg, not being able to schedule out-of-hours appointments), thereby
introducing incongruence between patients’ expectations and service delivery of treatment.”

One initiative that focuses on increasing the accessibility and flexibility of service provision is ED “drop-in”
programs. Although not currently adopted in routine clinical practice, a pilot drop-in program was run in Sweden,
staffed by a multi-disciplinary team of ED healthcare professionals.'® The program enabled prospective patients to
simply “show up” to the ED service and attend psychoeducational sessions, support groups, and specialist assessments
without a referral, prior booking, or need to commit to more intensive treatment. In semi-structured interviews assessing
the program, “freedom of choice” and “accessibility” emerged as two themes that were key to increasing therapeutic
engagement and facilitating the early identification of EDs. Specifically, patients emphasized the importance of being
able to choose what they participated in, as well as the importance of having readily available access to professional
support. This was reflected by reduced drop-out rates, increased motivation to engage, and a strengthened therapeutic
alliance, as reported by the participants. In a similar manner, a few UK-based charities run ED-related support groups,
which can be attended on a flexible basis without a need for an ED diagnosis. The Student Minds charity, for example,
runs structured and unstructured “eating difficulty” groups for university students experiencing less severe ED symptoms.
Guided by a group facilitator, participants are encouraged to suggest discussion topics and are signposted to information
about accessing professional care.'®* Similarly, the Beat charity runs daily online support groups for people to “drop-in”
to, with groups running according to ED-related symptoms (AN, BN, BED, and ARFID), age (under or over-25), and
gender (whether you identify as male).'”> The range of groups and informal atmosphere may help facilitate early
intervention, by providing a first step to accessing support for those who may be reluctant to receive a formal diagnosis or
contact a specialist service.

Innovative approaches, such as these, are therefore helping to transform aspects of early intervention for EDs, although this
will require changes in how healthcare is delivered at the level of clinicians, services, and regulatory frameworks.
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Healthcare System-Related Factors

To significantly improve access to and implementation of early intervention for EDs, policy change and increased
government funding are essential. This higher-level support is needed to address overarching, healthcare system-related
barriers, primarily the “treatment gap” and the “research-practice gap.” The treatment gap pertains to the large number of
individuals who require professional help but do not receive it, due to issues with service capacity and outreach. The
“research-practice gap” refers to the (lack of) translation of evidence-based treatments, from research settings to clinical
practice.

Firstly, access to specialized ED units has a significant impact on early ED detection and intervention. Compared to
general mental health services, specialist ED services have the benefit of direct pathways from primary care, as well as
healthcare professionals with the capacity, skillset and training required to provide evidence-based (ie, NICE recom-
mended) treatment for EDs. In Greater London, UK, for example, a 2012 study showed that areas with a specialist
service were able to identify 23 times more ED cases than areas without.'’® The rate of inpatient admission was 2.5
times lower for patients who started treatment on a specialized care pathway, rather than a non-specialized one. Notably,
a health economic analysis also revealed significant cost differences for those who started treatment in a specialized ED
unit compared to a generic mental health service (approximate 1-year healthcare costs equaling £17k and over £41k,
respectively).'”” Given the considerable clinical and economic cost benefits, there is a clear incentive to develop easily
accessible pathways to specialized ED care. Funding was therefore allocated to enable a UK systems-level transforma-
tion for Children and Young People (CYP) ED services in 2016, equaling £30 million/year. This NHS England Access
and Waiting Time Guideline for CYP resulted in the development of a network of over 70 CYP ED services and the
England-wide upskilling of CYP staff via a whole-team training approach (for a review, see Eisler et al 2022)."% As
recommended by the Royal College of Psychiatrists (RCPsych) in 2017, parallel funding should be allocated to support
large-scale adult ED service reforms, with efforts to expand the trained workforce and increase service outreach. This is
important for those individuals who develop an ED during adulthood, with ED onset occurring after the age of 18 for
approximately 51.9% of individuals and after the age of 25 for 17.6%." Some efforts have been made to progress early
intervention for adults with EDs, as outlined in the NHS Mental Health implementation plan.'®

Compounding ED service access as a barrier to early intervention is the occurrence of age-related service transitions. Such
transitions (especially if mainly determined by age and not individual need) can result in treatment delays, discontinuity of care,
deterioration and relapse among patients." ' To reduce the impact of service transitions during a first-treatment episode, transition
protocols and care pathways should be developed jointly between CYP and adult ED services. To remove age-related transitions
as a barrier to early intervention, RCPsych guidelines suggested an evaluation of service models, comparing the merits of the
CYP/adult model with all-age or 0-25 service models (which may offer a more seamless treatment pathway).'"!

The shortage of trained workers in the mental health field is another fundamental barrier to early intervention, given
that the delivery of evidence-based treatment depends on clinician availability. The number of active mental health
practitioners in the US, for example, has been approximated at 700,000."'* As estimated 30 million people in the US will
experience an ED at some point during their life, it is difficult to envision how there would be enough professionals
(skilled in ED treatment) to sufficiently treat this population.''® This shortage of trained workers is a particular problem
for communities with low population density, given that mental health practitioners and specialist ED services are
typically concentrated in urban areas.''* To provide underserved rural populations with specialized ED care, as in Canada
and Australia, ED “hub and spokes models” can be established at relatively low cost.'> Smaller outreach clinics (ie, the
“spokes™) can be developed in local communities, which are located a long distance from larger ED services (ie, the
hubs), or in areas with high concentrations of at-risk individuals, such as universities.

Other than building outreach clinics and training individuals to become specialized clinicians (a process that takes
many years to complete), initiatives should focus on promoting “task-sharing” to meet service demand. Task-sharing
splits the roles of clinicians with other staff members, such as peer support workers, experts with experience, and
therapists who deliver lower-intensity treatments (eg, GSH). Having this range of staff not only increases service capacity

but also creates a diverse workforce that may be better able to meet the needs of a heterogeneous patient population.
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Virtually delivered GSH is an example of a task-sharing strategy with positive results. In a preliminary study by
Dalton et al, non-experts delivered GSH over video to 130 individuals with BN, BED, and OSFED. Following eight
sessions of treatment, participants reported large reductions in ED behaviors and attitudinal symptoms, as measured by
the ED-15.""> Despite receiving limited training, these results show that with appropriate supervision and training, non-
experts can successfully deliver virtual GSH, which can be used as a brief, focused intervention for EDs on the bulimic
spectrum. The’ train the trainer’ (TTT) model is another example of a promising task-sharing strategy. In the TTT model,
a designated practitioner is trained to both deliver a treatment and to train and supervise others in its implementation. In
a study by Zandberg et al, a designated practitioner trained seven doctoral students in cognitive-behavioral GSH for
recurrent binge eating. Following training, GSH was delivered by the upskilled students to 38 treatment-seeking
participants, resulting in significant reductions in ED psychopathology and functional impairment.''® These results not
only demonstrate the feasibility and effectiveness of the TTT model but also demonstrate its potential to bridge the
treatment gap via task-sharing with non-specialists.

Digital interventions can be run fully automated and across geographical barriers, to reach individuals who may
otherwise be at-risk of developing an ED. Online early intervention programs may therefore act as a complementary
approach to task-sharing, to meet rising service demand with limited staff. AcceptME is an example of a self-directed,
gamified early-intervention program for EDs. Based on Acceptance and Commitment Therapy, users help a character
overcome personal ED-related difficulties, such as weight and shape concerns. This program provides users with
opportunities for vicarious learning, increased acceptance, and greater body image flexibility. Promising results from
a clinical trial showed that 57% of AcceptME users ended up below the at-risk cut-off on the Weight Concerns Scale,
compared to 7% of controls.''” Another ongoing, online project is the ProYouth program, developed in 2011 to help
bridge the gap between prevention and early intervention. In a recent study, over 3500 users accessed the ProYouth
platform, which was promoted via a variety of channels (eg, high schools, the internet, and print materials).'"® This
therefore shows that early intervention initiatives can be successfully translated from research to real-world contexts.

Despite EDs being among the most severe mental health illnesses, with one of the highest mortality rates, ED research has
historically received low funding. In 2021, for example, only 7.5% of the 1.35 billion fund (from the National Health and Medical
Research Council) was allocated to broad mental health research. Within this category, across all mental health conditions, the
highest discrepancy between funding and disease burden was for ED research.''® When examining funding in Australia between
2009 and 2021, Bryant et al found that ED research investment equated to $2.05 per affected individual, compared to $19.56 for
depression, $32.11 for autism, and $176.19 for schizophrenia.''” Notably, ED research was the only mental health category that
saw no significant increase in funding across the 13 years. Half of this funding was for “basic” research (ie, illness underpinning),
with limited investment in translational or applied research (ie, ED detection, treatment development, and management of illness
and health services). A 2021 report published by Beat and the All-Party Parliamentary Group (APPG) on Eating Disorders found
similar levels of underfunding for ED research in the UK.'** Between 2009 and 2019, ED research funding equated to only
£1.13 per affected person per year. This was equivalent to 1% of UK mental health research funding, despite people with EDs
accounting for 9% of people in the UK with a mental health condition. A minimum 9-13 fold increase in research funding was
recommended, to reach between £13 and £18 million a year, although £50 to £100 million a year was stated as the ambition.

This historic underfunding of ED research has resulted in a lack of active ED researchers and research centers. The
APPG 2021 report described this as a “vicious cycle”, leading to fewer ED grant applications being submitted and less

ED research being published.'*°

Without active researchers and sufficient funding for translational or applied research,
innovation within early intervention for EDs is severely limited. A recent review by Allen et al identified several streams
of research that should be prioritized. Implementation studies, for example, are needed to investigate the effectiveness,
scalability, and sustainability of early intervention pathways. Key research themes also include neurobiological studies
(characterizing the genetic and neurobiological profiles of first-episode cohorts) and clinical studies (to develop assess-
ment and illness stage-appropriate treatment procedures for young people and marginalized patient populations).'> To
address this research-practice gap, encouraging initiatives are currently being employed across the globe. In the US, for
example, the Strategic Training Initiative for the Prevention of EDs (STRIPED) is bringing together experts to promote
transdisciplinary collaboration on ED detection, prevention and treatment seeking.'?' In the UK, the 4-year EDIFY
project (Eating Disorders: Delineating illness and recovery trajectories to inform personalized prevention and early
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intervention in young people) includes six core workstreams, investigating how EDs progress and are maintained. Initial
investments and research agendas are also being developed in Australia and Canada, with a focus on early intervention
for EDs.'*? Together, these global initiatives are a promising starting point for early intervention, with the overall aim of
facilitating timely access to ED services for all populations, regardless of age, gender, ethnicity and socioeconomic
background.

Discussion

This narrative review aims to provide a comprehensive overview of the facilitators and barriers to early intervention for
eating disorders. Various patient-, clinician-, service-, and healthcare system-related factors that impact early intervention
are presented, and approaches to facilitate early intervention or to address barriers are highlighted.

One of the most significant patient-related barriers to early intervention is low help-seeking, driven by a variety of factors such
as self-stigmatization and shame, lack of problem awareness and denial/downplaying of illness severity. By definition, early
intervention should tailor and target treatment interventions to the individual’s specific needs and stage of illness. A range of
initiatives to tackle the complex intrinsic and extrinsic patient-related factors affecting help-seeking should be developed and one
approach is unlikely to fit all. Models such as FREED have shown promise in increasing treatment uptake for young people by
incorporating a range of youth-friendly adaptations such as active outreach and engagement, early developmentally tailored
psychoeducation, and change-focused assessment procedures. These initiatives place an emphasis on “starting the treatment
well”, including an optimistic therapeutic stance focused on recovery, building young people’s motivation and commitment to
change and enlisting support from close others as appropriate, together with setting realistic expectations and early goal setting.
All of this is designed to maximize early change, which is predictive of clinical outcomes.'*

Digital interventions to encourage increased help-seeking for young people are in development, such as the ProYouth
program and FREED-Mobile. Efforts should be made to incorporate these digital interventions into a diverse therapeutic
toolkit that meets the needs and preferences of different patient groups and clinicians. However, as highlighted by Hollis
et al, it should not be assumed that patients prefer digital over printed formats.'** Moving forward, the cost and clinical
effectiveness of these novel online interventions should be evaluated, and the accessibility of readily available interven-
tions should be increased (eg, by making interventions available in different languages).

Parents and carers are well-placed to facilitate early intervention, by spotting emerging ED symptoms and perhaps being more
motivated than the young person themselves to seek help.'” Parents of children with EDs on treatment waitlists have shown
improvements in knowledge, skills, and confidence in managing AN after receiving GSH.®” Importantly, involvement of parents
and young people’s need of support from their family does not stop when they reach age 18 (ie, emerging adulthood). In
recognition of this, FREED encourages family involvement for emerging adults (18+). Increasingly, studies are exploring use of
family or multi-family therapy in young adults with AN and in BN.'%%!%3

More research is needed on how to best support parents to facilitate early intervention across both adolescent and young adult
groups, and how to enable/empower clinicians to encourage family involvement in treatment, whilst still respecting patient choice.
The lack of training for medical staff and the importance of greater training and screening tools for primary care staff have already
been emphasized widely.”'*° UK ED charity Beat has recently launched a training package for medical students and foundation
doctors after an investigation conducted by the Parliamentary and Health Service Ombudsman.'?’ Other training programs and
screening tools have shown promise in increasing referrals from primary care services for assessment.*” However, there are
currently no evaluations of the benefits and harms of routine screening versus no screening.'?® The uptake and sustainability of
new training programs is also not known. Given the high turnover of staff in the mental health field, pre-emptive efforts should be
made to make new training sustainable.'*’ As well as the TTT model, recordings of training, adherence checklists, and “frequently
asked questions” documents could be developed for trainees.™

Atthe service and healthcare system level, staffing gaps remain an important service-related barrier to early intervention. In the
UK, demand for adult ED services is far exceeding capacity and substantial investment is required to ensure these services operate
at a safe level.” Qualitative research interviewing innovation experts supporting the national scaling of the FREED early
intervention model also highlights staffing issues as a key barrier to early intervention for EDs in the UK and that long-term
investment in early intervention is essential.®’ In the immediate term, briefer, less resource-intensive interventions such as task-
sharing and GSH may help reduce waitlists in ED services. Although GSH (or brief versions of evidence-based treatment) is not

Adolescent Health, Medicine and Therapeutics 2023:14 htps: 229

Dove:


https://www.dovepress.com
https://www.dovepress.com

Mills et al Dove

currently widely incorporated into routine clinical practice, there is scope to implement these interventions as evidence-based,
scalable, and accessible treatment options.'®!

Research funding is still disproportionately low for EDs, making it particularly difficult to evaluate the effectiveness and
feasibility of new interventions in large-scale, randomized, controlled trials. In an expert consensus statement, Davey et al
highlighted the utility of adopting pragmatic implementation and practice-based approaches for ED early intervention research.®®
Evidence for new treatments can be gathered during practice, using clinical observation and lived experience, often in a timelier
manner than for larger-scale clinical trials. To have long-term success in a service-level transformation, however, ongoing
evaluation and audit is recommended.'® This includes collecting data from individual services (eg, clinical outcomes and patient
feedback), as well as from across services (eg, service waiting times and demand).

This review is limited by adopting a narrative approach, which increases the risk of selection bias. As our search was not as
extensive as a systematic or scoping review method, it is likely that certain literature or topics have been unknowingly omitted.
However, our aim in conducting a narrative review was to provide a broader coverage and integration of research and issues in
early intervention for EDs not covered by existing systematic reviews and meta-analyses.

Conclusion

Individuals with EDs face many barriers to all aspects of early intervention, from problem recognition and early detection, to
accessing timely specialist assessment and appropriate evidence-based treatment. To remove these barriers to early inter-
vention, several strategies are currently being developed. Through innovative digital tools, patient outreach programs, and
education of primary healthcare professionals, these strategies aim to facilitate timely recognition of EDs, and promote
access to (and utilization of) ED services. These interventions and services, however, are only beginning to emerge. For early
intervention to become a standard part of best practice care around the globe, such as the FREED service model in England,
a combined top-down and bottom-up approach is key. Government support, funding, and policy change are needed to tackle
systemic barriers in service provision and prioritize research into early intervention for EDs.
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