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ABSTRACT

Objective: To explore the translational research processes that emerged at the early phase of the implementation of telehealth-
delivered family-based therapy (FBT) for young people with anorexia nervosa (AN) attending Australian rural health services.
Setting: Commencing mid-2019, five rural health districts across New South Wales (NSW) participated in the study.
Participants: Nine stakeholders, including study coordinators, clinicians and eating disorder coordinators, participated in a
semi-structured interview during the early implementation of telehealth-delivered FBT.

Design: Inductive thematic analysis methodology was used to identify key research factors that enabled and challenged the
implementation.

Results: The translational research improved patient access to evidence-based care, afforded health services access to clinical
expertise, workforce training and supervision and assisted with meeting government directives of improving care pathways.
However, the study and intervention implementation were challenged by research-related factors, including ethical and clinical
dilemmas, the burden of stakeholders holding multiple roles and general challenges associated with integrating research into
non-academic health services.

Conclusion: To optimise implementation and to bridge the access gaps particularly felt by rural families and health settings,
translational studies ought to consider the enablers and challenges identified by the stakeholders.

Trial Registration: ACTRN12620001107910

Abbreviations: AAN, Atypical Anorexia Nervosa; AN, Anorexia Nervosa; EDC, Eating Disorder Coordinator; FBT, Family-based Treatment; LHD, Local Health
District; MMM, Modified Monash Model; NSW, New South Wales; TAU, Treatment as Usual.
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Summary

« What this paper adds

o This study is the first to explore the impact of re-
search factors that emerged while implementing
telehealth-delivered evidence-based eating disorder
interventions in rural health services.
Research translation improved access to FBT, af-
forded rural health services access to clinical exper-
tise and assisted with meeting service directives to
deliver evidence-based treatment as close to home
and as quickly as possible.
Fitting research into non-academic, rural health set-
tings is challenged by embedding research processes
alongside clinical pathways, creating ethical dilem-
mas and challenging stakeholders to hold multiple,
at times conflicting and burdensome roles.

o

o

« What is already known
o Anorexia nervosa is a serious but treatable illness.
The most effective outpatient treatment for young
people diagnosed with anorexia nervosa involves
the family.

o Access to evidence-based treatment is difficult for

rural families who face disparities in service pres-
ence and availability, higher workforce turnover,
poorer access to training and expert supervision,
health system strain and resource issues.
Delivery of evidence-based care via telehealth has
been proposed as a solution to access gaps for rural
families, and preliminary evidence obtained from
specialist settings supports its effectiveness.

o

[It's] still very apparent that ... this massive void that exists between
scientists and clinicians, that for most of the part, certainly in our
area, seems to exist, with no great understanding of the needs of both.

(1]

Approximately 1.1 million Australians live with an eating disorder,
and concerningly, 27% of these cases are among young people aged
between 10 and 19years of age [2]. Characterised by behaviours
that interfere with appropriate weight gain or maintenance, a fear
of weight gain and a distorted perception of weight or shape [3], an-
orexia nervosa (AN) is an eating disorder that impacts emotional,
cognitive, social and physical well-being [4, 5]. The illness holds
one of the highest mortality rates of all psychiatric disorders [6] as
a result of medical and psychiatric consequences [7], and, when
not effectively treated, can have a long-term chronic course [8].

Given that AN frequently begins during the critical adolescent
development period [9], there is an impetus to deliver effective
treatment quickly. Family-based treatment (FBT) [10] is the rec-
ommended treatment for adolescents with AN, and outcomes are
most promising when treatment is delivered early in the course of
illness [11, 12]. FBT is an intensive three-phased structured out-
patient treatment requiring the attendance of all family members,
with the ultimate goals of restoring the adolescent's weight, resum-
ing appropriate eating, reducing disordered eating behaviours and
returning the adolescent to their developmental trajectory [10]. To
deliver FBT safely, clinicians must have specialist knowledge of
AN via training and ongoing supervision [10].

Families living in rural areas experience inequities in access to
FBT, with limited services available [13-15]. Further, rural health
services face additional strains compared to their urban coun-
terparts, such as higher staff turnover, limited access to train-
ing and professional development opportunities and often a less
experienced workforce [13, 14]. Telehealth has been considered
a potential bridge for geographic access gaps, and evidence sug-
gests that the weight and psychological outcomes of telehealth-
delivered FBT appear equivalent to face-to-face treatment [16, 17].
The COVID-19 pandemic exemplified how, through necessity,
telehealth could increase accessibility [18] to eating disorder care
[19, 20] and that it was generally well received and even preferred
by some families [21]. Of note, this emerging evidence has been
mostly obtained from specialist, academically linked research
groups and little is known about how well telehealth-FBT would
work in ‘real-world’ public health clinical contexts.

Translational research designs [22] offer a mechanism to evaluate
and understand the effectiveness of telehealth-FBT [23, 24] outside
of academic settings. Yet, embedding interventions via transla-
tional research is challenged by contextual factors, such as lengthy
waiting lists, health system pressure and financial and staffing
resource constraints [25]. Further, the procedural, logistical and
regulatory processes relating to research implementation, includ-
ing ethics applications and protocol development, patient recruit-
ment and consent of ‘research appropriate’ cases, the burden of
data collection, informatics and technology and funding deadline
pressures [26] can be particularly challenging for under-resourced
and clinically focused settings to manage and embed [27, 28].
Clinical leadership to support research implementation, the capa-
bilities and research skills of health service stakeholders and the
culture of the organisation implementing the intervention have
been identified as crucial to implementation success or failure [22].
Implementation efforts are often subject to poor sustainability [29]
and little is known about the fit of research-delivered care within
non-research care settings [30].

An implementation study was recently completed evaluating the
effectiveness of telehealth-delivered FBT for young people with a
lived experience of AN attending Australian rural public health
services [31]. The objective of the overall implementation study
was to use telehealth to reduce the research practice, health out-
come and treatment access gaps particularly felt by rural com-
munities [32-34]. While intervention effectiveness, feasibility,
adoption, fidelity and acceptability were used to determine the
success of implementation [31], this paper aimed to explore the
research-related processes that emerged during the early phase
of the implementation of telehealth-FBT in rural health settings.

1 | Method
1.1 | Study Design

The qualitative study was conducted during the early implemen-
tation phase of a four-year feasibility study [35]. The study pro-
tocol was approved by a Human Research Ethics Review Board
(HREC 2020/ETHO00186), and the trial was registered with the
Australian and New Zealand Clinical Trials Registry (ANZCTR
#12620001107910). All participants provided written informed
consent in accordance with the approved study protocol prior to
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enrolment in the study. The consolidated criteria for reporting
qualitative studies (COREQ) checklist [36] was used to guide the
quality of reporting (see Appendix S1).

1.2 | Setting

New South Wales (NSW) is Australia's most populous state, with
two-thirds of the 8.166million people residing in the greater
Sydney metropolitan region. The NSW public health system is
complex, comprising primary, secondary and tertiary care ser-
vices [37]. Geographically, the health system is divided into 15
health districts, with nine servicing rural and regional areas.
Five rural health districts joined the implementation study,
ranging from 246 676 km? (95242.14 square miles) to 20 732km?
(8004.67 square miles) in size, and population densities varied
between 0.05 and 0.89 km?/person.

Most major rural towns have a child and adolescent mental
health service (CAMHS), where clinicians—generally psychol-
ogists, social workers or mental health nurses—provide mental
health services to children, adolescents and their families. The
clinician’s experience treating EDs depended on their profes-
sional development pathway; however, a gap in expertise and
experience treating EDs was generally noted for rural clinicians
[38]. Although CAMHS are designed to deliver care close to
home, the distance between the CAMHS and family home can
still be very large for rural districts.

1.3 | Participants

Study coordinators (SC), together with rural health service
stakeholders, being health district eating disorder coordinators
(EDC) and study clinicians, were invited to participate in the
study via email. As background, one SC oversaw the entire im-
plementation project, and the other SC consulted as the clinical
supervisor and trainer. Each health district is funded to employ
a full-time EDC whose role is to develop and coordinate ser-
vices for people with lived experiences of eating disorders across
their health district. For the telehealth FBT implementation, the
EDC was additionally responsible for the local facilitation and
governance of the study (including assisting with ethics pro-
cesses, recruitment strategies, attending investigator meetings
and supporting study clinicians with cases) under the direction
of the Chief Investigators (redacted for peer review) housed at
a tertiary research institute. Clinicians were registered mental
health professionals employed by the CAMHS identified by
EDCs to participate in the telehealth-FBT study due to an inter-
est in or previous experience treating adolescent EDs.

The sample size was limited by the total number of EDCs (N=15),
clinicians (N=9) and study coordinators (N=2) involved in the
broader study (maximum available participants N=16). Four
EDCs, three study clinicians and two study coordinators (N=9,
56.25%) responded to the invitation to the implementation eval-
uation and participated in a semi-structured interview. Why
potential participants declined was unknown due to the opt-in
recruitment strategy used.

1.4 | Data Collection

Stakeholder perspectives were collected via separate, al-
though similar, semi-structured interviews (see Appendix S2).
The interview was structured according to the Consolidated
Framework for Implementation Research (CFIR) [39] domains
and explored the inner setting, outer setting, intervention char-
acteristics, process and individual characteristics. These guides
contained open-ended questions to encourage an unbiased and
open discussion about the barriers and facilitators during the
early implementation phase. However, to capture factors outside
of the CFIR, the interviews also explored the participants’ gen-
eral perspectives regarding the challenges and facilitators faced
before and during the implementation study in their service and
health region.

Following consent, stakeholders completed a semi-structured
interview, which took place during the first 6 months of imple-
menting and delivering FBT via telehealth within their health
services. A postgraduate Clinical Psychology student (author
VK) conducted and audio recorded all 1-h interviews using
videoconferencing.

1.5 | Research Team and Reflexivity

The first author, who was also the second coder, is a white,
cisgender female Clinical Psychologist (PhD level). The first
author had previously conducted qualitative research within
a tertiary setting and had worked in the mental health indus-
try for 10years, seven of those in the field of eating disorders.
Importantly, the first author is the coordinator of the overarch-
ing FBT telehealth study [35], which formed a significant com-
ponent of her doctoral programme. For transparency, the first
author became a study clinician to increase the study capacity
to deliver telehealth-FBT, as several participating services faced
significant strain caused by the COVID-19 pandemic and nat-
ural disasters [31, 40, 41]. The first author saw 25% of the final
recruited sample; however, this occurred following the early
implementation period of interest in this study. The first author
did not view or code the transcript from her own interview. The
second author conducted the interviews and was the primary
coder. She was a cisgender female Master of Clinical Psychology
student with limited eating disorder experience, except for a
brief clinical placement within a specialist eating disorder treat-
ment service (which delivered FBT). The second author had no
prior relationship with the interviewees and was blinded to the
implementation process and progress of the respective health
districts.

The first and second authors held several a priori beliefs about
implementing telehealth-delivered FBT before conducting this
qualitative study, which should be disclosed. These beliefs in-
cluded: (a) telehealth will likely serve as an effective mechanism
to deliver FBT to those unable to access treatment face to face;
(b) implementing telehealth into the health system will be chal-
lenging, given limited resources; and (c) research-related tasks
and demands will likely create additional burden and strain in
an already under-resourced system.
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Considering that the first author had worked closely with the par-
ticipants for some time to set up the implementation, she had a
pre-existing level of rapport with the participants. Further, partic-
ipants understood the goals and intention of the interviews, given
their previous involvement in the study design. However, the ex-
isting rapport between the first author and participants may have
impacted her interpretation of the interview material. Although
the interviews were de-identified for analysis, the first author had
a sense of what LHDs some participants were from, given her fa-
miliarity with the study's progress and the context of each district.

1.6 | Analysis

The interviews were audio-recorded, de-identified and tran-
scribed verbatim by the second author. Interviews were man-
aged and analysed using NVivo [12] (Lumivero), qualitative
data analysis computer software. For accuracy, the first and
second authors re-checked the transcripts against the audio re-
cordings. The second author coded all interviews, and the first
author cross-coded a random selection of 25% of the interviews.

A dual approach using both deductive and inductive thematic
analysis was employed to draw upon the benefits of both meth-
odologies [42, 43]. To begin with, the interviews were struc-
tured by the CFIR framework [25] and the CFIR factors were
used to define pre-ordinate themes, and the results of this anal-
ysis will be explored in a subsequent publication. The results
that emerged from the inductive analysis [44], which was used
to identify any themes that could not be mapped onto the CFIR
framework, are the focus of the current study. The inductive
analysis followed the six-phase approach [45]: transcript cre-
ation and data familiarisation; identification of keywords; code
selection; theme development; conceptualisation through the
meaning making of keywords, codes and themes; and, finally,
the development of a conceptual model. Before being named
and defined, themes were reviewed by the research team via
regular project meetings to achieve a richer interpretation of
meaning rather than consensus.

TABLE1 | Participant demographic information.

2 | Results
2.1 | Participants

Nine stakeholders completed the interviews (see Table 1 for de-
mographics). Seven stakeholders (77.78%) identified as female.
All were tertiary educated, with the highest level of education
ranging from a Bachelor's degree to a PhD. The EDCs and clini-
cians resided in and worked from large (MMM3) and medium
(MMM4) rural towns; however, care was provided to families of
varying rurality across their district (MM3-MMS5).

2.2 | Themes

The qualitative analysis revealed a series of research-related fac-
tors that influenced the implementation of telehealth-delivered
FBT within rural health services. The themes emerging from
this analysis are presented below, categorised as research-
related enablers and challenges.

2.3 | Enablers

2.3.1 | Translational Research Afforded a Reciprocal
Benefit for Health Services and Research Centres

Participants discussed the ‘reciprocal benefit for district and
research’ by participating in the research project. Specifically,
all the EDCs noted the appeal of the intensive support and re-
sources provided by the study. They described how this allowed
their health services to embed FBT and to implement an alter-
native mode of delivering treatment (in this case, telehealth) that
would meet the unique needs of their rural populations. There
was an appetite from clinicians to join the research ‘certainly
not FBT trained..we were not doing a very good job at all..when
we came on board up there was so much to do. But in terms
of telehealth...like that was something we took really seriously
I think, and I feel like as coordinators, because we know we've

Level of rurality

Stakeholder Gender Professional background Highest level of education (MM classification)
EDC Female Clinical psychologist Masters 3

EDC Female Dietitian Bachelor 3

EDC Female Psychologist Masters 3

EDC Female Clinical social worker PhD 4

Clinician Male Clinical psychologist Masters 3

Clinician Female Clinical psychologist Masters 4

Clinician Female Social worker Bachelor 3

SC Male Clinical psychologist PhD n/a (international)
SC Female Clinical psychologist Masters 1

Note: MM =Monash modified classification: An Australian classification system to define whether a location is metropolitan, rural, remote or very remote. The model
measures remoteness and population size on a scale of MM 1 (major city) to MM 7 (very remote); MM3 is a large rural town (population between 15000 and 50000)

and MM4 is a medium rural town (population between 5000 and 15000).
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got good relationships with these teams. We know the teams
well. We didn't have to beg for people to come on board as the
clinicians’.

Another EDC discussed how the research project triggered an
‘increased interest in FBT across the district’ and that ‘par-
ticipation in the trial benefited the service as a whole due to
technology improvements’ that were prompted by the study
establishment. The flow-on effect of the study appeared to
positively impact inter-team collaboration with study ‘involve-
ment facilitating more effort for communication with specific
teams’.

2.3.2 | Clinicians Received Increased Support
and Supervision

All participant groups discussed the benefit of improved ac-
cess to support, which included regular clinician training
and supervision to ensure treatment fidelity, clinician con-
fidence and ultimately, patient/participant safety. Clinicians
described how study supervision ensured there was ‘clear
understanding of where to go if experiencing difficulty’ and
facilitated the opportunity to learn from multidisciplinary
perspectives ‘to present cases and problem solve difficulties’.
One EDC noted they ‘started dialling into a FBT supervision
each fortnight...I felt like it was every week for a while there to
be able to support my local clinicians and to pick up on themes
that needed addressing’.

2.3.3 | Families Had Improved Access to
Evidence-Based Care

All participants emphasised how the translational research proj-
ect increased and improved access to care for rural populations.
According to one EDC, the study ‘facilitated more awareness of
eating disorders in the team’ and ‘increased people's desire to
learn more about eating disorders’. Another EDC highlighted
the geographic challenges faced by patients pre-study, noting
that for many families accessing treatment came at a signif-
icant time cost: ‘the sheer scale of the geographic area, with
travel distances four hours, or for some people, nine hours down
and back’.

Several participants described how the lack of access to other
evidence-based care pathways (‘we don't have many private
options..we don't have access to the [hospital] outpatient pro-
gram’) invariably put pressure on health services to deliver
FBT but that ‘we did file audits in that time [pre-study] and
we could see that people were not getting evidence-based
treatment’.

2.3.4 | Translational Research Facilitated the Provision
of Resources

Participants widely recognised the ‘opportunity to contribute
to this research’ (enabled the allocation of additional resources
necessary to deliver FBT effectively and safely). These resources
included training, supervision, technology and tools such as

scales and technology aids, which might otherwise have been
inaccessible to under-resourced health services. Additionally,
participants noted the research provided an avenue for profes-
sional development and ‘an opportunity to enhance skills’. Some
health services highlighted challenges faced by families, such
as limited access to reliable scales for monitoring their child's
weight or insufficient technology like webcams, microphones
and internet dongles necessary for telehealth sessions. A SC
explained how the implementation project, through its fund-
ing, ‘provided these resources to families’ to facilitate their
participation.

2.3.5 | Translational Research Assisted Health Services
to Meet Policy and Clinical Governance Demands

Participating in the implementation project meant that stake-
holders could report to governance and service directives to
bridge access gaps, particularly when there was no ‘local in-
fant, child, youth or barely any family clinician that would be
an FBT trade’ available. Participation meant services could
‘meet government directives’ of ‘treating people in a timely
manner as close to home as possible’. One clinician described
how the early study results allowed them to ‘advocate for an
eating disorder service’ within their LHD. This was echoed
by an EDC who said there was an interest at a higher man-
agement level for ‘ongoing telehealth FBT’ post-research
implementation.

2.4 | Challenges

2.4.1 | The Mismatch Between Recruitment Processes
and Existing Treatment Pathways

Despite efforts to establish a pathway for study recruitment,
the participants discussed the challenge of embedding research
recruitment in existing care pathways, necessitating adjust-
ments to usual service intake, assessment and triage processes.
Additional levels of research-related consent were required from
patients and clinicians to provide and collect data and partic-
ipate in other research-related activities such as study investi-
gator meetings and evaluation interviews. One EDC noted the
challenge of requiring consent and the delays to treatment this
risked:

We could get the parents to sign the consent but we
couldn't get the young person to sign a consent. And
they don't have to consent if theyre coming in, for
you know outpatient face-to-face... but yeah that's
certainly been a limitation with the implementation.

In ordinary circumstances, when a family is referred to FBT,
they have just learned of their child's AN diagnosis and are
in a state of heightened anxiety. Perhaps their child has been
admitted to hospital due to medical instability, but almost
always, families are overwhelmed with the prospect of com-
mencing treatment [10]. Recruiting families to the research
project at this time was challenged by family distress and ex-
periencing research processes and requirements as confusing
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or overwhelming, which at times, lead to family hesitation
and even refusal ‘[family] really didn't understand the study
and that it wasn't actually going to be involved in their treat-
ment and thought that was just going to be another layer into
their treatment’.

2.4.2 | The Ethical Dilemma When Research Conflicts
With Clinical Care

The stakeholders responsible for family recruitment described
additional ethical dilemmas triggered by the research study.
All families offered the telehealth study were also offered treat-
ment as usual (i.e., face-to-face FBT) as per ethics requirements.
However, treatment as usual availability depended on resources
and workforce capacities. At times, study recruiters could not
invite families to the study as they could not guarantee treat-
ment as usual (face-to-face FBT) was also available should the
family decline telehealth. EDCs reflected on the challenge of
managing the competing demands, as they wanted to support
the research project and offer the telehealth pathway to families
in need but were restricted or unable to do so when local care
was unavailable.

Stakeholders noted how some ethical dilemmas emerged be-
cause the research occurred in real-world settings. Stakeholders
described the difficulty of ‘juggling the urgency of clinical needs
with research responsibilities and procedures’ and the impor-
tance of ‘not compromising on care to fit into the study’.

EDCs described the impact of a widespread workforce training
initiative [46] that occurred at the same time as the implemen-
tation project on recruitment. EDCs reported feeling obligated
to meet their commitment to the research project while also
ensuring local staff are given access to cases (i.e., via face-to-
face delivery) to “...become confident and capable in FBT, before
(providing care within the) research trial and using telehealth’.
EDCs and health services had a responsibility to ‘prioritise the
training needs of staff and to allocate FBT cases to face-to-face
pathways for training new clinicians’, meaning that fewer pa-
tients overall were available for the telehealth project.

2.4.3 | The Burden of Holding Multiple Roles Within
Translational Designs

The EDCs and study therapists were also enrolled as participants
subject to research protocol demands (such as completing inter-
views, implementation surveys, consort data tracking and post-
session surveys) and uniquely positioned as clinician-researcher
subjects. Stakeholders described the conflicts between research,
managerial and therapeutic processes that emerged due to their
multiple roles.

For EDCs (coordinator-researcher-participants), this multiple
role involved holding responsibility for recruitment to the FBT
telehealth study while simultaneously (and more importantly)
ensuring young people were accessing treatment as quickly as
possible. Study therapists (clinician-researcher-participants)
described the ‘anxiety of doing it [FBT] as per the manual and
protocol’ as a barrier to engaging in the project. Although FBT

delivered outside of research conditions should always be prac-
tised as per the evidence base (i.e., FBT treatment protocol),
therapists described a lack of confidence to respond to periph-
eral issues (such as addressing comorbidities) without breaching
the research protocol (by delivering interventions other than
FBT during the study period).

All participants highlighted that research tasks in addition to
their usual clinical responsibilities felt burdensome at times.
Study clinicians described the additional workload of the par-
ticipant role ‘needing to complete post-session surveys and fill
out questionnaires and attend interviews regularly’ as well as
the mandatory attendance of study supervision. An SC, who
also facilitated study supervision, discussed variable supervi-
sion attendance, ‘sometimes there's one, sometimes there's five,
the next time there is three. I don't know what the barrier is on
their part..’. The SC went on to hypothesise that perhaps low
attendance was partly due to competing demands, for example,
‘not being assigned a case, or their schedule is such that they
can't attend, and if they do attend they might be quiet...relying
on just two or three regulars perhaps have limited the amount of
discussion that we can have around these challenges’.

3 | Discussion

This paper presents the results of stakeholder interviews that ex-
plored the barriers and facilitators encountered during the ini-
tial implementation of telehealth-FBT for young people with AN
in rural health settings. Through thematic analysis, stakehold-
ers described how the translational research design was seen
to improve access to FBT, afford rural health services access
to clinical expertise and assist with meeting government direc-
tives. However, the stakeholders also highlighted the challenges
of using research to implement FBT into clinical pathways and
within non-academic health services, which created ethical
dilemmas and required stakeholders to hold multiple, at times
conflicting and burdensome roles.

Evaluations of implementing FBT outside of specialist services
have been limited to date [26]. Despite the increased use of trial
designs that aim to evaluate the effectiveness of intervention and
implementation simultaneously [47], the evidence-practice gap
has remained largely unchanged. In response, the present study
explored the relationship between research and implementation
in rural settings where access gaps are particularly striking. The
stakeholder interviews demonstrated how research-related pro-
cesses are a highly relevant dimension to influence the success
of implementation studies within real-world health settings. For
example, EDCs described how the workforce training initiative
that occurred at the same time as the implementation study led
to a conflict of demands when referring families to FBT; on one
hand, EDCs were anxious to meet study agreements, while on
the other, they wanted to ensure their staff were afforded the
opportunity to take on cases as part of their workforce training
for as-usual service delivery.

Involving stakeholders throughout the research implementation
process ensures strategies are relevant and findings are appro-
priately and iteratively actioned, thus improving the likelihood
of translation and sustainability [48]. This study explored the
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perspectives of the stakeholders implementing the intervention
and several themes aligned with the conclusions of Fudge and
colleagues' review [27], regarding the impact of research pro-
cesses on clinical care. In our study, all stakeholders reflected on
the impact of research governance on real-world care pathways,
both as an enabler of research translation and implementation,
but also as a challenge for stakeholders to manage, with poten-
tial impacts on recruitment and scientific rigour.

While we have positioned and described the themes in the cur-
rent study as primarily enablers or challenges that emerged
from translational research processes, it is very possible that the
same themes could be viewed contrariwise. For example, the
stakeholders described holding multiple roles (i.e., a clinician-
researcher-subject) as creating additional clinical and admin-
istrative demands. However, other studies have described the
benefits and importance of including clinician-researchers (also
known as ‘double agents’) in translational and implementation
research [1, 49]. Including clinician-researchers may improve
service quality due to their active involvement with clinical prac-
tice, increased access to clinical contacts and familiarity with
care pathways [50] while also being known to clinical staff and
administrators [51]. This was likely the case for the EDCs and,
to a lesser extent, the SCs, who were well known and trusted by
the study therapists.

This study extends the results of other FBT implementation
studies [18] by including additional stakeholders involved in
the implementation at higher levels. Similar to Couturier et al.
[26], participants in this study noted how health system and
research challenges can impede and complicate prompt treat-
ment delivery. Given the risks associated with untreated AN,
FBT needs to be delivered urgently, and EDCs and clinicians
described an anxiety relating to research processes impeding
the speed at which this could occur. The participants explored
the impact of research processes and challenges associated with
fitting research into a system versus a system moulding to fit the
research, a familiar challenge to research translation, but not
previously identified in the eating disorder field.

3.1 | Limitations

While the findings of this study are supported by themes iden-
tified in other fields of clinical research [27] and large-scale
systematic reviews [51], perhaps obtaining the insights and expe-
riences of stakeholders who did not participate in the implemen-
tation study for various reasons (such as lack of local pathways
or workforce turnover) would have revealed a different outcome.
Relatedly, patients, their families and other individuals with a
lived experience of eating disorders engaging with the rural
health system were not included in the early-implementation
interviews. Interviews were conducted with patients and their
families during the latter phases of implementation, and these
will be analysed and presented separately; however, their ab-
sence from the early-implementation phase limits the richness
of the data available and risks missing valuable information that
would have informed the implementation.

Our results may have been influenced by the timing of in-
terviews being held during the early implementation phase,

resulting in a focus on recruitment and study commencement.
Later interviews might have yielded different themes and will
be explored in subsequent research. Of note, the analysis was
completed by clinician-researchers who understood and experi-
enced working with eating disorders and FBT, which could have
led to a bias impacting the analysis. An analysis conducted by
researchers with different professional backgrounds may have
led to alternative interpretations of the data.

3.2 | Implications for Future Research

The multi-site analysis facilitated heterogeneity and variance
in experience, increasing the real-world relevance of these re-
sults. This study reinforced the importance and impact of re-
search translation factors and processes on the implementation
of telehealth-delivered specialist treatments in generalist health
services. However, the results also detail the challenges of nego-
tiating research demands alongside clinical care pathways. While
CFIR is an invaluable tool for understanding implementation and
will be explored fully in a separate paper, its current structure did
not fully accommodate the complexities of integrating research
within service delivery. Our findings suggest that future iterations
of implementation frameworks may need to account for research
as a distinct construct influencing implementation outcomes.

Future research would benefit from collecting longitudinal data
to explore the implementation of evidence-based eating disorder
treatments and telehealth into health services across multiple
implementation phases. Additionally, as was the case in this
study, implementing evidence-based interventions into multi-
ple health services and ecosystems would benefit from further
analysis of the differing contextual factors across implementa-
tion sites and settings and the potential impact of this on patient
outcomes, intervention sustainability and workforce expertise
and skills. Perhaps such an investigation would offer insights
into what conditions yield successful research translation and
why. More specifically, future research could examine how both
telehealth and FBT delivered via research protocols into health
services (as opposed to research settings) can be embedded and
sustained in clinical care.

4 | Conclusion

This study highlights the dual nature of using research to deliver
and evaluate implementation efforts. Translational research
aims to reduce the research-practice lag, which is particularly
felt in rural settings. The results of this study were drawn from
the understudied rural context. While translational research fa-
cilitated access to evidence-based care and clinical expertise, it
also introduced challenges that impacted service delivery and
clinician workload—factors relevant for implementation re-
searchers and intervention deliverers in other contexts.
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