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Abstract

Objective.—Multi-level treatment barriers prevent up to 80% of individuals experiencing eating 

disorders (EDs) from accessing care. This treatment gap creates a critical need to identify 

interventions that are accessible, easily completable, and optimized for effectiveness by targeting 

core mechanisms linked to ED onset and maintenance. We propose single-session interventions 
(SSIs) as a promising path toward catalyzing innovation in the development of accessible, effective 

ED interventions. SSIs are structured programs that intentionally involve one encounter with a 

program or provider; they may serve as stand-alone or adjunctive clinical supports. All SSIs are 

built to acknowledge that any session might be someone’s last—and that any single session can 

nonetheless yield meaningful clinical benefit.

Method.—We define SSIs, summarize research supporting their utility for ED symptoms and 

other mental health problems, and recommend future directions for work in this domain.

Results.—SSIs may hold promise to reduce some ED symptoms and risk factors, including 

restrictive eating and negative body image. Steps toward realizing this promise include (1) testing 

whether existing evidence-based SSIs (e.g., for depression) can also reduce EDs, risk factors, and 

symptoms; (2) developing novel SSIs that target modifiable ED risk factors and symptoms largely 

unaddressed by SSIs, such as purging and binge eating; (3) studying diverse implementation 

pathways; (4) capitalizing on SSIs’ transdiagnostic utility to broaden funding opportunities; and 

(5) educating ED researchers and clinicians about SSIs.

Discussion.—Understanding the strengths and limits of mechanism-targeted SSIs for ED-

related problems could be a low-risk, high-reward avenue towards reducing EDs at scale.

The gap between need for mental health support and access to effective care is costly, 

persistent, and profound. In the United States alone, up to 50% of adults and 80% of 

children with treatment needs go without care each year (Kazdin & Rabbitt, 2013; Konrad 

et al., 2009). Although this gap exists across virtually all mental health conditions, it 

is dire among individuals with eating disorders (EDs). Despite considerable progress in 
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the identification of effective treatments for eating disorders, most EDs go undetected or 

un(der)treated, with just 10–30% of individuals with EDs in the United States accessing any 
form of treatment whatsoever (Eisenberg et al., 2011; Hudson et al., 2007). Even for the few 

who do receive care, few access evidence-based treatments (EBTs), and EBTs only lead to 

symptom remission for 30–40% of patients (Fairburn et al., 2015; McIntosh et al., 2016; 

Wonderlich et al., 2014), leading a growing chorus of prominent ED researchers to call for 

new approaches to intervention science within the field, including innovative strategies for 

prevention and treatment alike (Kass et al., 2017; Kazdin et al., 2017; Taylor et al., 2020; 

Stice et al., 2021).

These treatment access gaps reflect personal, structural, and logistical access barriers to 

existing ED interventions. First, societal and self-stigma around EDs often precludes people 

from seeking support, and this same stigma can increase odds of treatment dropout for those 

who do access care (Foran et al., 2020). Second, most health service providers lack any 
formal training in treating individuals with EDs, contributing to national and international 

ED provider shortages. Third, and perhaps most centrally, many EBTs that do exist for 

EDs are structurally incompatible with real-world implementation and access. Some EDs, 

such as anorexia nervosa, may require inpatient treatment many months of intensive, 

one-to-one sessions, are designed for delivery by interdisciplinary teams of highly trained 

providers (including psychiatrists, psychologists, and dieticians), which can be incredibly 

costly for patients and families and require acceess to brick-and-mortar clinics. EBTs for 

other types of eating disorders may be briefer—for instance, involving 8 to 10 sessions 

of cognitive-behavioral therapy (Davey et al., 2022)—but these approaches are seldom 

used in practice, with clinicians tending toward longer-than recommended interventions that 

lack evidence-based components (e.g., exposure, tracking weight; Mulkens et al., 2018). 

Indeed, even the mean amount of patient time, resources, and commitment required to 

engage in shorter-term EBTs for EDs stands in contrast with real-world treatment utilization 

patterns. Among those who begin mental health treatment, the most common number of 

psychotherapy sessions people actually receive is just one—a statistic consistent across 

studies from Australia, the US, Canada, Mexico, Japan, and Spain (Weir et al., 2008; Abel et 

al., 2022; Barrett et al., 2008; Ono et al., 2011; Bados et al., 2007). Given the wide treatment 

gap and the low treatment utilization patterns among those who are successful in starting 

treatment, preventing EDs is a top priority (Kazdin et al., 2017). Multiple approaches to 

evidence-based prevention have been shown to significantly reduce ED onset, but these 

promising findings are dampened by the fact that, as with ED treatment, attendance and 

completion of ED prevention programs is low (Stice et al., 2021), which may result in 

poorer outcomes (Linardon et al., 2020). There is an urgent need to identify ED supports 

that overcome structural limitations of traditional interventions and prevention programs; 

that may be sustainably, reliably offered in real-world settings; and that are built to reach the 

many individuals with and at-risk for EDs who are unlikely or unable to access support at 

all.

Recent innovations in intervention science have spurred the development, evaluation, and 

dissemination of interventions that may help meet this need, including work evaluating 

relatively brief, digital and self-guided, and lay-provider delivered programs to treat and 

prevent a variety of mental health problems (O’Mara et al., 2023). However, only a 
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small portion of these interventions explicitly target ED symptoms or risk factors, which 

reflects a history of siloing of ED-focused treatment research from intervention research 

on depression, anxiety, and other common mental health problems (Haynos et al., under 

review). In addition to hampering integration of knowledge across ED- and non-ED-focused 

intervention research, this siloing may worsen rifts between ED research and practice, on the 

one hand, and patient needs and demands, on the other. Whereas some ED practitioners and 

researchers have veered toward longer-term, higher-intensity interventions (e.g., treatments 

for “severe and enduring” or so-called “terminal” eating disorders, e.g., Kotilahti et al., 

2020), experts by experience have called for a focus on scalable, accessible ED supports 

(Downs et al., 2023). Although leading professional organizations already recommend 

brief, low-intensity ED interventions as first-line supports (such as guided self-help as a 

first-line support; National Guideline Alliance UK, 2017), these guidelines are inconsistently 

followed, and evidence-based, low-intensity interventions are not easily accessible to those 

without access to a trained provider (Mulkens et al., 2018). Further, existing brief and digital 

interventions for EDs have only modest effects on symptoms relative to treatments for other 

symptom types (e.g., depression, anxiety; see Davey et al., 2022, and Weisz et al., 2017), 

and premature dropout remains high even in relatively brief ED interventions (Fassino et 

al., 2009), suggesting continued needs for scalable ED interventions that are both easily 
completable and optimized for effectiveness by targeting core mechanisms linked to ED 

onset and maintenance.

We therefore propose single-session interventions as a highly promising but virtually 

untapped opportunity to catalyze innovation in the design and implementation of accessible, 

effective ED supports. Our team at the Lab for Scalable Mental Health has written 

extensively about the promise of single-session interventions, or SSIs, for a diversity of 

mental health problems (Schleider et al., 2020a); indeed, more than 60 clinical trials 

with tens of thousands of participants now support their clinical utility for diverse mental 

health problems—including certain ED symptoms and risk factors, such as restrictive eating 

(Schleider et al., 2022) and negative body image (Smith et al., under review). However, there 

have been no efforts to formally introduce SSI research to the ED field, nor to outline how 

ED treatment and prevention research may capitalize on the SSI approach to increase access 

to targeted, evidence-based interventions. In the present paper, we aim to accomplish just 

that. First, we define SSIs and their potential roles within ecosystems of ED treatment and 

prevention. We then summarize literature supporting the utility of both digital (self-guided) 

and provider-delivered SSIs for (1) a variety of common mental health problems (e.g., 

depression, anxiety, behavior problems), and (2) ED-related symptoms and risk factors, in 

particular. Finally, we will overview recommendations and opportunities for developing, 

testing, and implementing SSIs for people at-risk for and experiencing ED symptoms and 

disorders, with the goal of complementing and extending existing systems of care. We 

are hopeful this viewpoint will offer a valuable roadmap for ED scientists and clinicians, 

supporting field-wide and cross-disciplinary efforts to increase access to treatment at scale.

A crucial caveat to the ideas presented below is that EDs are far from a monolithic 

condition. As such, best-fit applications of SSIs will necessarily vary by diagnosis, severity, 

and risk—and there is considerable work to be done toward uncovering which types of 

SSIs (and to what degree, and under what conditions) can yield sustainable benefits. We are 
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not proposing that SSIs are equally capable of ameliorating EDs across diagnoses, severity 

levels, and contexts. Rather, we aim to provide a framework for field-wide discussions of 

how SSIs might be harnessed to (1) spur meaningful change for people experiencing diverse 

ED-related challenges; (2) forward accessible, evidence-based ED supports; (3) supplement 

existing ED treatment models; and (4) mitigate the individual, familial, and societal burdens 

of EDs at scale.

What are Single-Session Interventions (SSIs)?

SSIs are defined as “structured programs that intentionally involve only one visit or 

encounter with a clinic, provider, or program; they may serve as stand-alone or adjunctive 

clinical services” (Schleider et al., 2020a). Importantly, SSIs are designed for a “one-at-a-

time” approach to intervention: Although they may be completed on multiple occasions or 
as adjuncts to intentionally longer-term care, they are designed such that any individual 
session holds potential to yield some degree of positive, meaningful change (Dryden, 2022; 

Schleider et al., 2020a). That is, SSIs acknowledge the dual realities that any given session 

might be someone’s last (whether or not they want or might benefit from additional support), 

and that any single-session can nonetheless yield meaningful benefit.

Often, SSIs target core mechanisms of longer-term mental health interventions, such as 

a program teaching a single evidence-based treatment strategy for depression (behavioral 

activation; self-compassion). However, their flexibility and brevity renders them inherently 

more scalable and lower-cost than their multi-session counterparts. SSIs may be delivered 

by trained providers or via digital, self-guided programs, and within diverse settings, from 

clinics to schools to smartphones.

Can SSIs improve mental health?

SSIs have helped improve diverse patient-level outcomes, from social connectedness to 

crisis resource uptake to substance use and depression. SSIs have increased motivation to 

empathize with others, empathic accuracy, and the number of friendships in college students 

(Weisz et al., 2021); decreased alcohol consumption among individuals with alcohol use 

disorder (Miller, 2000); increased distress tolerance and endorsement of positive parenting 

practices among high-anxiety parents of young children (Sung et al., 2021); decreased self-

hatred and increased intentions to stop self-harming in youth with histories of non-suicidal 

self-injury (Schleider et al., 2020b; Dobias et al., 2021; Dobias et al., 2022); doubled 

uptake rates of mental health crisis resources among young people identified as at-risk 

within social media platforms (Cohen et al., in press); and produced clinically significant 

improvements in pain catastrophizing, pain intensity, and pain interference in adults with 

chronic lower back pain, with non-inferior effects to 8-session cognitive behavioral therapy 

(Darnell et al., 2021). In a randomized trial including 2,452 U.S. adolescents with elevated 

depressive symptoms, two digital, self-guided SSIs (one teaching behavioral activation; 

another teaching that personal characteristics are malleable) significantly reduced three-

month depressive symptoms and hopelessness versus a control program designed to mimic 

supportive therapy (Schleider et al., 2022). In other randomized trials of the same SSIs, 

reductions in depression and anxiety symptoms have extended across 4–9 month follow-ups 
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in clinical and community samples alike (Schleider et al., 2020c; Schleider & Weisz, 2018a). 

In a meta-analysis of 50 randomized-controlled trials (Schleider & Weisz, 2017), SSIs 

for youth mental health problems demonstrated a significant beneficial effect compared to 

control conditions, g = .32; reflecting a “small-to-medium” overall effect (Cohen, 2013), 

with follow-up periods ranging from two weeks to 24 months. SSI effects were consistent 

across prevention and treatment trials and regardless of participants’ diagnostic status, 

suggesting SSIs’ ability to benefit youth regardless of symptom severity. Further, significant 

SSI effects emerged even for SSIs that were self-guided (e.g., digital interventions) that 

involved no therapist (g = .32). Numerically, SSIs’ effects are slightly smaller than those 

for multi-session, evidence-based youth treatments (Weisz et al., 2017; mean g = .46 for 

treatments lasting a mean of 16 sessions)—but their relative accessibility may allow for 

broader, faster public health impact.

How can such brief interventions produce any positive change in complex mental health 

problems, let alone benefits lasting months post-intervention? Broadly, SSIs target theory-

driven factors, or change mechanisms, that underlie sustained change in beliefs, emotions, 

and behaviors. Schleider and colleagues (2020a) describe a four-element process to 

designing SSIs that can spur meaningful clinical change, based on social psychology, 

learning science, and marketing research. These components are: (1) including scientific 

evidence and social-norming data to normalize patients’ experiences, increase buy-in, and 

boost the credibility of an SSI’s core message; (2) empowering patients to serve as “experts” 

(based on their lived experience with mental health problems), rather than passive recipients 

of treatment or information; (3) allowing users to share back what they learn through the 

SSI, in order to help others in similar circumstances navigate shared challenges; and (4) 

embedding testimonials and personal narratives from other people who have faced (and 

overcome) similar problems in their lives. Many SSIs also support patients in crafting an 

“action plan” for using the key skill taught in the SSI; the action plan is meant to build 

motivation, capacity, and self-efficacy in future skill use (Schleider et al., 2020a; Schleider 

et al., 2022). These four design components echo insights from participatory action research, 

which suggest the benefits of empowering traditionally-disempowered individuals (here, 

young people and/or patients in mental health care contexts) to ‘expert’ positions (Baum et 

al., 2006); self-determination theory, which suggests that boosting feelings of competence, 

agency, and relatedness motivate adaptive behavior change (Berg et al., 2009); and meta-

analyses suggesting that narratives increase persuasiveness of health-related messaging (van 

Laer et al., 2019). Indeed, self-guided SSIs adhering to this four-part framework have 

significantly decreased hopelessness and strengthened perceived agency (Schleider et al., 

2022; Schleider et al., 2020b) and have increased expectancies that changes in emotions and 

behaviors are possible (Schleider & Weisz, 2018a; Schleider & Weisz, 2018b), all of which 

are known to support clinical and behavior change. Moreover, evidence from SSI trials 

suggests that short-term changes in these outcomes (e.g., perceived control and agency) 

predict larger improvements in long-term clinical outcomes (e.g., depression, anxiety), 

suggesting these short-term targets as likely mechanisms of change in SSIs (Schleider et al., 

2019). Notably, all four of these design principles may be integrated into even the briefest of 

SSIs, including those that have required just 5–8 minutes of users’ time (e.g., via inclusion 

of a single peer quotation, a single free-response item, or a two-sentence description of a 
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psychoeducational concept). The SSI design components are recommendations for framing 
the content in a given SSI, which may then be constructed as a shorter (5 minutes) or longer 

(1 hour) program based on context- and problem-specific needs.

Can SSIs reduce eating disorders and risk factors?

While many treatments for EDs are designed to be long-term and high-intensity, research 

suggests that lower-intensity interventions can be effective as well. In fact, one recent 

meta-analysis found that, when compared to very high-intensity ED interventions, relatively 

low-intensity interventions—lasting 8 to 10 sessions—were superior at reducing eating 

disorder pathology at follow-up (g = 0.20, 95% CI: 0.01, 0.40; Davey et al., 2022). Further, 

NICE guidelines for the treatment of eating disorders indicates that self-help interventions

—generally multi-session, but relatively low-intensity—should be a first line treatment 

for EDs in some cases (National Guideline Alliance, 2017). Research on single-session 
ED interventions is sparse, but also promising; a meta-analysis found that single-session 

interventions targeting ED symptoms and disorders had a large, albeit not statistically 

significant (as there were only three SSIs included in this sub-category), average effect (g = 

1.05; 95% CI: −0.33, 2.93; Schleider & Weisz, 2017).

To date, most SSIs in this area have targeted known ED risk factors such as negative 

body image. On the whole, these interventions have shown small-to-medium effects at 

post-intervention and short-term follow-up. Single-session imagery rescripting has been 

shown to significantly impact body acceptance (ds 0.49 – 0.65), self-compassion (d = 0.59 

– 0.61), disordered eating (ds 0.42 – 0.59), and global eating psychopathology (d = 0.60) 

at one-week follow-up among college-age women at risk of developing an ED (Pennesi 

& Wade, 2018; Zhou et al., 2020). Likewise, a single-session body image intervention 

delivered by teachers demonstrated small-to-medium effects at post-intervention (ds 0.19 – 

0.76) that were not maintained at a follow-up 4 – 9.5 weeks later (Diedrichs et al., 2015). 

In another trial, a single-session video intervention showed a similar pattern of effects in 

school-age girls (Withers et al., 2002). Lastly, a pair of SSIs targeting depression symptoms 

(but not ED risk factors or symptoms explicitly) have demonstrated small, but long-term, 

effects on restrictive eating (ds 0.10 – 0.15; Schleider et al., 2022). There are promising SSIs 

that target ED risk factors in development, as well, as we discuss more thoroughly in the 

following sections.

There are fewer SSIs that aim to treat existing eating disorders in clinical populations. 

One such intervention (Fursland et al., 2018) provided assessment plus psychoeducation to 

individuals on the waitlist of a public outpatient eating disorder clinic. Not only did this 

intervention increase the likelihood of patients entering treatment (from 58% to 70%), but it 

led to reductions in eating disorder symptoms (d = 0.27) and impairment (d = 0.29).

How might SSIs effectively treat or prevent EDs? As stated above, SSIs target theory-driven 

factors, or change mechanisms, that can lead to sustained change in beliefs, emotions, and 

behaviors. Existing SSIs for depression produce long-term impacts by targeting perceived 

control and agency (Schleider et al., 2019), which are also implicated in eating disorder 
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pathology (Sassaroli et al., 2008). New SSIs developed for eating disorders specifically may 

target these constructs as well as others implicated in EDs (e.g., body dissatisfaction).

Moreover, SSIs developed for eating disorders may seek to deliver one or more core 

components of longer-term effective interventions for EDs in a single session, using the 

best practices described above. Best practices for SSIs for youth mental health include 

compelling psychoeducation, empowering youths to a “helper” or “expert” role, saying-is-

believing exercises to solidify learning, and testimonials from valued others (Schleider et 

al., 2020a). Notably, many of these components are shared by the effective Body Project 

intervention (Stice et al., 2012). In this intervention, participants are encouraged to assume 

an expert role and convince others not to pursue unrealistic body standards (the “thin 

ideal”). These saying-is-believing activities are designed to produce cognitive dissonance, as 

participants’ anti-thin ideal behavior conflicts with their pro-thin ideal attitudes; in order to 

reduce cognitive dissonance, participants bring their attitudes into line with their behavior, 

effectively reducing their internalization of the thin ideal (Stice et al., 2019), which reduces 

future risk of EDs as explained in the dual-pathway model (Stice & Van Ryzin, 2019). 

As SSIs have shown the potential to produce changes in attitudes via just one saying-is-

believing exercise, future SSIs for EDs may seek to leverage saying-is-believing exercises to 

target thin-ideal internalization.

Paths forward for SSIs in ED research and practice

Embracing SSIs within treatment ecosystems for EDs would represent a fundamental, but 

necessary, expansion beyond supports available to patients today—most of which involve 

months of intensive, individual care. Because this prevailing, high-intensity treatment 

approach is unlikely to reach the majority of people struggling with EDs (Kazdin et al., 

2017), SSIs open paths to diversifying how ED interventions are delivered, where and when 
they may be accessed, and who can deliver them, both within and beyond existing systems 

of care. SSIs can also be employed to efficiently and impactfully reach people during 

the critical risk period that precedes clinical ED onset, which for some individuals, could 

prevent the need for inaccessible, high-intensity treatment in the first place.

Harnessing existing SSIs to reduce ED symptoms and risk factors

Tapping into existing structures outside of formal treatment systems (namely, capitalizing 

on social media as a means of direct-to-youth intervention dissemination), our research 

team has already developed and tested two depression-focused SSIs that significantly 

reduced past-month restrictive eating, compared to an active control program designed to 

mimic support therapy in a self-guided format (Schleider et al., 2022). Neither of these 

depression-focused SSIs targeted ED symptoms directly; Project Personality teaches how 

and why personal traits and depression symptoms are malleable, and the ABC Project 

teaches how values-based actions can improve mood (Schleider et al., 2020b). Nevertheless, 

both SSIs led to small, but significant and long-term (3-month), reductions in restrictive 

eating, along with expected reductions in depressive symptom severity and other markers of 

internalizing distress (Schleider et al., 2022). These findings align with research highlighting 

the tight link, and potentially shared risk factors, across negative affect and eating pathology 
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(Stice & Van Ryzin, 2019). Further, longitudinal and cross-sectional analyses have shown 

significant links between depressive symptoms and the initiation of restrictive eating during 

adolescence, further suggesting that addressing depressive symptoms may help prevent 

restrictive eating from escalating (Haynos et al., 2016). With so many adolescents lacking 

support for depression or EDs, let alone symptoms of both, simply disseminating these 

existing, evidence-based SSIs may help mitigate restrictive eating—in addition to depressive 

symptoms (their primary target)—at the population level.

To optimize the relevance of SSI research to treating and preventing EDs, future trials 

must include validated assessments of diverse ED symptoms—even in trials of SSIs not 

explicitly targeting EDs. Although EDs have long been misrepresented within psychology 

and psychiatry training as “niche” disorders, they are highly comorbid with many common 

mental health concerns (Haynos, et al., under review). As researchers continue to evaluate 

existing SSIs for common mental health problems, including depression and anxiety, we 

strongly recommend assessing their potential secondary impacts on ED-relevant outcomes, 

including body image and eating concerns. Some examples of validated assessments used 

in recent SSI trials include the Dietary Restriction Screener (Haynos & Fruzetti, 2015), 

the Body Shape Satisfaction Scale (Kelly et al., 2005), the Functionality Appreciation 

Scale (Alleva et al., 2017), the Sociocultural Attitudes Towards Appearance Questionnaire 

(Heinberg et al., 1995), the Body Esteem Scale for Adolescents & Adults (Mendelson et al., 

2001), and the Eating Disorder Examination-Questionnaire (Fairburn & Beglin, 1994).

The more existing SSIs with transdiagnostic benefits we can identify, the better, as this may 

allow users to independently choose which SSIs best-fit their current needs. Personal choice 

has been proposed as a factor that may improve the use of digital mental health interventions 

(Linardon et al., 2022). In the context of EDs specifically, when given the choice between 

two binge eating interventions—a focused program targeting restrictive eating practices and 

a broad program targeting dietary restraint, body image concerns, and mood problems—the 

majority of participants selected the broad program (Linardon et al., 2022). This finding 

suggests that some individuals struggling with EDs prefer multifaceted interventions that 

explicitly target mood. We should harness existing SSIs within this category to provide more 

acceptable and scalable options to individuals struggling with EDs.

Creating new SSIs to reduce ED symptoms

In addition to exploring the utility of existing SSIs, there are great opportunities for 

developing new SSIs designed to reduce ED symptoms and to prevent their onset. As 

one example, our research team piloted a transdiagnostic SSI intended to mitigate proximal 

risk factors for both EDs and depression in adolescents: Body dissatisfaction (Becker et 

al., 2014; Jacobi & Fittig, 2010). Our resulting program, “Project Body Neutrality,” is 

a digital, self-guided SSI designed to alleviate body dissatisfaction through encouraging 

users to adopt a “body neutrality” mindset, whereby youth are encouraged to value their 

body based on the functions it performs, even if they are not always satisfied with its 

physical appearance (Smith et al., under review). The hypothesized theory of change for 

this SSI, reproduced from a manuscript describing results from a recent pilot of Project 

Body Neutrality (Smith et al., under review), is presented here as Figure 1. Body neutrality 
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diverges from the popular “body positivity” movement, which advocates and scientists have 

criticized for excluding marginalized communities (Cwynar-Horta, 2016; Darwin & Miller, 

2021; Miller, 2016) and for its appearance-centered message, which may not resonate with 

those who feel unable to love the way their body looks (e.g., gender-diverse young adults 

experiencing gender dysphoria linked to their physicality; Hartman-Munick et al., 2021; 

Legault & Sago, 2022; Rodgers et al., 2022; Lazuka et al., 2020; McGuire et al., 2016). The 

body neutrality concept draws from the academic literature on functionality appreciation 

research (Alleva & Tylka, 2021), and holds a culturally relevant, inclusive framing that 

explicitly rejects using appearance satisfaction to inform self-worth. There is preliminary 

evidence for the effectiveness of Project Body Neutrality among adolescents reporting co-

occurring depressive symptoms and body dissatisfaction (i.e., significant post-intervention 

decreases in body dissatisfaction, increases in functionality appreciation, and decreases in 

hopelessness) (Smith et al., under review), and the SSI may provide a source of support 

for individuals with limited access to or negative experiences with other ED treatments. By 

addressing a modifiable, transdiagnostic risk factor, Project Body Neutrality is a potentially 

effective, easily-disseminable SSI that, like other ED-focused SSIs, could diversify ED 

treatment and prevention options.

In designing novel SSIs to target facets of EDs, where might ED researchers begin? A 

key first-step is to identify the proximal target of the to-be-developed SSI. There are 

numerous potential targets, or modifiable risk factors, maintenance factors, and treatment 
mediators, that ED-focused SSIs might target in order to spur downstream improvements 

in EDs. A systematic review identified the pursuit of the thin body ideal, weight/shape 

overvaluation, body dissatisfaction, fear of weight gain, strict dieting, weight suppression, 

feeling fat, overeating, binge eating, negative affect, and impaired psychosocial functioning 

as robust risk factors for ED onset (Stice et al., 2021). When selecting a specific target 

risk factor for an SSI, we suggest that researchers consider if there is evidence to 

support that the target could be altered—even to a small but meaningful degree—via a 

brief psychosocial intervention. Regarding treatment-focused SSIs designed for individuals 

already struggling with subclinical or clinical EDs, potentially-valuable targets include 

predictors and mediators of response to longer-term treatments. A meta-analysis of 126 

studies found that the rate and extent of early ED symptom improvement, early motivation 

to recover, and early self-efficacy predicted more favorable clinical outcomes (Vall & Wade, 

2015). Early reductions in shame and early increases in self-compassion have also been 

associated with greater improvement in ED symptoms, in the context of multi-session 

treatment (Kelly et al., 2014). Moreover, in a randomized trial of an online, self-guided 

SSI, an eight-minute program teaching that emotions and anxiety are malleable significantly 

increased parents’ receptivity to psychotherapy—both for themselves and for their children

—by increasing their confidence that mental health treatment could be effective (Schleider 

& Weisz, 2018). Although this program did not target attitudes toward ED treatment 

specifically, it does suggest SSIs’ potential to help mitigate common barriers to ED 

treatment-seeking, including denial and perceived inability of others to help (Radunz, 

Ali, & Wade, 2022).Whether developing a novel SSI for individuals who are at-risk for 

or already experiencing ED symptoms, identifying a single, potentially-modifiable, and 

evidence-informed target is a key first-step towards building a cohesive, digestible SSI 
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with promise for effectiveness. From there, researchers may proceed with SSI development 

by drawing on previously-established design principles in SSI content creation (Schleider 

et al., 2020a), partnering with patients to ensure program acceptability and usability 

(Weinheimer et al., 2020), drawing on “key components” of multi-session evidence-based 

ED interventions, and constructing novel SSIs to maximize scalability (e.g., by designing the 

program for online, self-guided administration; by creating SSIs deliverable by lay health 

workers; by publicly sharing program content and implementation guides).

Points of implementation for ED-focused SSIs

Given their brevity, accessibility, and diverse potential uses (e.g., as a means of reducing 
symptoms directly, mitigating risk for clinically-significant EDs, or encouraging motivation 
for and uptake of other forms of ED treatment), ED-focused SSIs may be useful to 

implement at myriad points within and outside of ED treatment ecosystems (Schleider 

et al., 2020a). One possibility is SSI delivery immediately following administration of 

an online or primary care-based ED symptom screen. Online ED screeners are used by 

millions of people each year, and many primary care providers implement screeners during 

annual well-visits for patients. These screeners create opportunities to offer in-the-moment 

referrals or links to brief interventions, potentially helping to narrow the ED treatment gap 

and maximizing the benefits of ED prevention and early intervention (Kazdin et al., 2017; 

Fitzsimmons-Craft et al., 2019). By linking ED-focused SSIs with screener administration 

(e.g., automatically offering digital SSIs to people who screen positive for EDs), SSIs might 

help promote uptake and pursuit of additional treatment resources. Indeed, very brief (1–8 

minute) online SSIs have significantly increased uptake of online crisis resources among 

adolescents (Cohen et al., in press) and increased parents’ expectancies that psychotherapy 

could be helpful both for themselves and for their children (Schleider & Weisz, 2018). As 

such, linking ED screeners with brief, evidence-based SSIs could serve as a powerful “just-

in-time” approach to boosting openness to treatment and connecting people with support.

Beyond traditional screening, individuals struggling with EDs may be identified and offer 

in-the-moment support within social media platforms (Kasson et al., 2021). Given that a 

high proportion of youth who engage with pro-ED content on social media suffer from 

EDs and support harnessing technology for treatment (Fitzsimmons-Craft et al., 2020), it 

may be beneficial to embed ED-focused SSIs as resources that vulnerable individuals can 

access when “flagged” within social media platforms (e.g., due to searches for triggering 

ED-relevant content). Recently, our team partnered with the mental health nonprofit Koko to 

embed 5-to-8 minute versions of our evidence-based SSIs within Tumblr, to gauge whether 

this “just-in-time” approach to offering SSIs might have merit. Indeed, results of this open 

trial—which included N = 6,179 adolescents flagged within Tumblr as “at-risk” for mental 

health difficulties—showed that our depression- and self-harm-focused SSIs significantly 

reduced users’ hopelessness, self-hate, and desire to stop self-injury (ps < .0001) (Dobias et 

al., 2022). An SSI focusing on body image concerns has also been embedded within Tumblr 

in collaboration with Koko. From pre-intervention to post-intervention, this SSI resulted in 

improvements in body image and increased motivation to continue positive changes in body 

image (Nemesure et al, 2023). Brief, self-guided, ED-specific SSIs hold promise for offering 

immediate support for social media users with eating or body image concerns.
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Another well-tested application for SSIs involves offering support to people facing long 

waiting-times for treatment. Many treatment-seeking individuals face months-long waiting 

lists after reaching out for help, and longer waits can adversely impact treatment motivation 

and response (Carter et al., 2012). SSIs may therefore be a useful tool to support 

individuals waiting for treatment. In fact, a solution-focused SSI for individuals on 

psychotherapy waitlists has increased motivation for change, reduced hopelessness, and 

mitigated psychological distress in individuals on waiting lists for outpatient psychotherapy

—and these trials included a number of individuals endorsing ED symptoms (Schleider et 

al., 2021; Sung et al., 2023). Additionally, a single-session psychoeducational intervention 

delivered to patients on a waitlist at a public ED clinic led to reductions in ED symptoms 

and clinical impairment, and increased the likelihood that patients attended their first 

scheduled appointment (Fursland et al., 2018).

SSIs may also be implemented as adjunctive supports during longer-term ED treatments. 

For example, digital technologies can be used to deliver ED treatment components and 

to support clients between sessions (Sadeh-Sharvit, 2019). Furthermore, internet-based 

maintenance programs have been used to continue helping patients following discharge 

from higher levels of care (Aardoom et al., 2016; Bauer et al., 2012). Future research 

may consider the potential of SSIs to augment effects of traditional ED treatment, between 

sessions and post-intensive care.

Although aforementioned suggestions cover ED SSI implementation from screening through 

prevention or treatment, they are by no means exhaustive. Other possibilities include, but are 

not limited to, implementation within schools, community centers, and emergency rooms, as 

detailed elsewhere (Schleider & Weisz, 2017; Schleider et al., 2020a).

Seeking out Funding for ED Single-Session Interventions

In addition to the support that SSIs may provide to individuals living with EDs, SSIs 

may also open doors to additional ED research funding pathways. Despite the severity and 

societal cost of EDs, funding for ED research is low compared to other psychiatric disorders 

(Murray et al., 2017). Although a broader recognition that EDs are “not niche” disorders will 

be needed to address the root causes of inadequate investment in ED treatment (Haynos et 

al., under review), a more immediate path to expanding funding opportunities might involve 

capitalizing on the transdiagnostic utility of SSIs (e.g., for EDs and depression, per Schleider 

et al., 2022; Smith et al., under review). Transdiagnostic interventions have been considered 

a “best buy” due to their broad clinical scope and relative cost-effectiveness (Kazdin et al., 

2017); likewise, SSIs’ potential for scalability is well-suited to addressing large-scale public 

health needs. Thus, ED- and non-ED-researchers might partner on joint grants to investigate 

the promise of transdiagnostic SSIs, across multiple settings, for co-occurring EDs and other 

forms of psychopathology.

Equipping ED Therapists with SSI Expertise

For ED clinicians and researchers to capitalize on the promise of SSIs, a key first-step 

is to institute education around SSIs into graduate training programs. At the time of 
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our writing this paper, SSIs are seldom—if ever—mentioned in training programs for 

psychologists or psychiatrists. Some social work and counseling programs offer clinical 

placements on brief intervention techniques (such as solution-focused brief therapy), but an 

explicit focus on SSIs is rare. A likely explanation for this omission reflects long-standing 

biases in psychotherapy research, including the ED field. For instance, the authors (in their 

professional experience) have observed implicit assumptions that people with more severe 

problems (including, but not limited to EDs) can only experience progress over extended 

periods of time, and that more treatment for people with EDs is necessarily better. In 

fact, research suggests that clinical change often occurs over brief time-spans (Schleider 

et al., 2019)—and treatment length has no consistent link with effectiveness, although 

some meta-analyses (Ost & Ollendick, 2017; Weisz et al., 2017) and individual studies 

(Bell et al., 2017) have observed that more sessions are associated with worse response. 

Trainees specializing in EDs should have access to this information, and they should have 

opportunities to learn how and why single-session approaches may carry value.

Ultimately, achieving this goal will require a fundamental shift in clinical thinking and 

training, toward one that acknowledges the value of a “single-session mindset” in reducing 

and preventing EDs. That is, ED researchers and therapists might be trained to maximize 

the therapeutic potential of every moment; to communicate and internalize that change 

can occur even in brief periods of time; to appreciate that all clients can bring about 

meaningful improvements in their lives; and to celebrate steps forward in ED treatment, 

however seemingly small, as important. Ultimately, these are the core tenets of embracing a 

single-session approach, within ED clinical research and beyond.

Conclusion

Our goal in this article was to introduce SSI research to ED researchers; to describe their 

potential utility within ED research and practice; and to spark ideas for harnessing SSIs 

to help treat and prevent EDs at scale. Although SSIs cannot and should not replace any 

forms of ED treatment that are already in place, the gaps in existing treatment systems are 

overwhelming—and SSIs are well-equipped to fill them. Given the astronomical and rising 

costs of EDs for individuals, families, and populations, learning the strengths and limits of a 

single-session approach of EDs could be a low-risk, potentially high-reward avenue towards 

reducing and preventing EDs in the long-term.
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Public Health Significance Statement:

Most individuals experiencing eating disorders (EDs) never access any form of treatment, 

creating an urgent need to identify ED interventions built to overcome barriers to 

engaging with care. This Forum article introduces Single-Session Interventions (SSIs) 

as a promising path to rapidly developing and testing accessible, evidence-based ED 

supports; supplementing existing ED treatment models; and reducing the individual, 

familial, and societal burdens of EDs at scale.
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Figure 1. 
Hypothesized Theory of Change for “Project Body Neutrality,” a single-session digital 

intervention designed to target both an ED risk factor (body dissatisfaction) and depressive 

symptoms simultaneously
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