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Abstract
Introduction
Dietitians involved in eating disorder treatment are viewed as important members of the multidisciplinary team. However, the skills and knowledge that they require are not well characterised. Therefore, as part of a broader project to identify the key principles and clinical practice and training standards for mental health professionals and dietitians providing eating disorder treatment, the Australia & New Zealand Academy for Eating Disorders (ANZAED) sought to identify the key practice and training standards specific to dietitians. An expert working group of dietitians was convened to draft the initial dietetic standards. After expert review, feedback on the revised standards was then provided by 100 health professionals working within the eating disorder sector. This was collated into a revised version made available online for public consultation, with input received from treatment professionals, professional bodies and consumer/carer organisations.

Recommendations
Dietitians providing treatment to individuals with an eating disorder should follow ANZAED’s general principles and clinical practice standards for mental health professionals and dietitians. In addition, they should also be competent in the present eating disorder-specific standards based around the core dietetic skills of screening, professional responsibility, assessment, nutrition diagnosis, intervention, monitoring and evaluation.

Conclusions
These standards provide guidance on the expectations of dietetic management to ensure the safe and effective treatment of individuals with an eating disorder. Implications for professional development content and training providers are discussed, as well as the importance of clinical supervision to support professional self-care and evidence-informed and safe practice for individuals with an eating disorder.
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Plain English summary
Dietitians play an important role in eating disorder treatment, however the skills and knowledge they require to provide safe and effective treatment is not well defined. This paper aimed to describe the clinical practice and training standards for dietitians providing eating disorder treatment. The Australia & New Zealand Academy for Eating Disorders undertook extensive consultation to establish agreement around what constitutes best dietetic practice in the treatment of individuals with an eating disorder. The resulting standards were based around the core dietetic skills of screening, professional responsibility, assessment, nutrition diagnosis, intervention, monitoring and evaluation, and also outlined the expectations for training and supervision.
Introduction
The role of the dietitian in providing eating disorder treatment as part of the multidisciplinary team has been widely recognised [1–3]. Dietitians play a pivotal role in helping individuals with eating disorders and their families understand the interaction between food, nutrition and well-being, as well as supporting eating behaviours that align with their treatment and recovery goals. Eating disorders have high morbidity and mortality rates [4], and failure to provide early intervention is associated with a longer duration and severity of illness, serious physical health consequences and a higher risk of mortality including risk of suicide [5]. However, morbidity and mortality in individuals with an eating disorder can be improved with effective treatment [5]. Nutritional care contributes to improving quality of life and morbidity and mortality rates in general dietetics [6], but the dietitian’s role in eating disorder treatment is less clear and the specifics of dietetic practice are not well defined [7].
Although current clinical practice guidelines recommend dietetic assessment, education and intervention as part of the multidisciplinary treatment of eating disorders [1–3], there is a lack of detailed guidance for dietitians regarding what outpatient dietetic treatment for eating disorders should encompass [8]. Moreover, there is an absence of internationally accepted dietetic models of care within the eating disorders field, which may increase the likelihood of inconsistent interventions [9] and limit clarity regarding the role of the dietitian, both within the dietetic profession [10] and more broadly for other health professionals [11]. Dietetic scope of practice in the treatment of eating disorders is diverse, but at a minimum should include a tailored nutrition care process that: corrects nutritional deficiencies and promotes optimal nutrition status; addresses the role of eating and adequate nutrition in physical and mental well-being; and provides nutrition education to challenge inaccurate beliefs about food [2, 7, 12, 13]. Having clearly defined practice standards for dietitians will ensure effective, safe and timely care for individuals with an eating disorder in addition to consistent treatment approaches.
The role of dietitians in eating disorder treatment also appears to be affected by the adequacy of dietitian training with dietitians feeling that dietetic training is inadequate preparation for practice in eating disorders [14, 15]. Communication and nutrition counselling in particular are often insufficiently addressed at university, resulting in a gap in skillset for most dietitians [16, 17]. Thus, dietitians providing eating disorder treatment often seek further clinical experience, post graduate training and professional supervision [14]. To support ethical and effective dietetic care in eating disorder treatment, clarification is required on the knowledge and skills that training programs need to address.
The current clinical practice and training standards aim to describe the role of the dietitian in eating disorder treatment and provide a roadmap for dietitians to provide effective and safe care. This document builds on the Australia & New Zealand Academy for Eating Disorders (ANZAED) general principles and practice and trainings standards for all clinicians providing eating disorder treatment concurrently published in the Journal of Eating Disorders [18]. Based around the core dietetic skills of screening, professional responsibility, assessment, nutrition diagnosis, intervention, monitoring and evaluation, it details the knowledge and skills that dietitians require to competently manage and treat individuals with an eating disorder. It also describes the expectations and content required to be addressed in training programs that provide education on the therapeutic knowledge and skills outlined in these practice standards. Consistent and standardised dietetic practice may not only enhance the legitimacy and credibility of dietitians as part of the multidisciplinary team, but may also lead to improvements in clinical care for individuals with eating disorders.
Methods of dietetic-specific practice and training standards development
ANZAED established an expert working group of eight dietitians with representatives from Australia and New Zealand, each with between 12 and 30 years of clinical experience in eating disorder treatment. This was part of a broader project to develop general clinical practice and training standards [18], as well as standards specific to mental health professionals [19] and dietitians providing eating disorder treatment.
The working group initially developed draft dietetic-specific standards based on published evidence and clinical experience, which were reviewed and refined by ANZAED’s Executive Committee and expert advisors. As part of a combined clinical practice and training standards document, the next draft version was then presented for public face-to-face consultation without anonymity at the ANZAED 2019 Conference in Adelaide, with feedback received and incorporated from eating disorder professionals (n = 100). Following this, online consultation from the broader public was sought, with feedback received from international expert advisors, professional bodies (various disciplines) and consumer and carer groups with comments reviewed and integrated by the working groups. The final version was also reviewed by the National Eating Disorder Collaboration Steering Committee and again by ANZAED’s Executive Committee. Consensus was reached through discussion by the authors and there was no identified conflict of interest. The resulting dietetic-specific clinical practice standards are detailed below and in Table 1.
Table 1Dietetic-specific clinical practice and training standards. The table below describes in detail the dietetic-specific practice and training standards that were summarised in the Recommendations section. It outlines the specific practice points recommended that dietitians be taught, understand and utilise to ensure safe and effective eating disorder treatment
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Recommendations
Dietetic-specific clinical practice standards
It is recommended that dietitians providing treatment to individuals with an eating disorder follow the broad principles and practice standards outlined in The Australia & New Zealand Academy for Eating Disorders treatment principles and general clinical practice and training standards for mental health professionals and dietitians [18]. In addition, to provide safe and effective treatment, it is recommended that dietitians treating individuals with an eating disorder are also competent in the dietetic-specific clinical practice standards summarised below and detailed in Table 1. General dietetic skills are assumed, in line with dietetic competencies set out by relevant dietetic registering bodies, and are not mentioned here.
Screening
The prevalence of eating disorder presentations in general dietetic practice remains unknown. However, all dietitians have an important role in early identification and the screening of high-risk individuals using evidence-based tools, such as the SCOFF [20], and BEDS-7 [21]. For many individuals with an eating disorder there are no, or few, obvious signs of ill-health. Without timely and appropriate screening and assessment, an opportunity for detection of symptoms may be missed [22, 23].
Individuals who should be screened for an eating disorder may present to a dietitian to discuss their dietary concerns without specifically seeking treatment or support for an eating disorder. Individuals might belong to groups where there is a higher prevalence of eating disorders, including those: (a) at higher [24] or lower body weights [25]; (b) with recent rapid weight loss or gain [26]; (c) presenting for weight management with concomitant significant concerns about appearance and/or repeated efforts to change body shape (pursuing weight loss, or gain) [27]; (d) following a self-imposed (e.g. gluten-free, food allergy−/intolerance-related, vegan) [27, 28] or medically prescribed restrictive diet (e.g. due to type 1 diabetes, coeliac disease [29–31] or low ‘FODMAP’ diet due to irritable bowel syndrome [32]); (e) post-bariatric surgery [33]; (f) presenting with unspecified gastrointestinal symptoms such as constipation or abdominal pain [34, 35], or with a diagnosis of irritable bowel syndrome [32]; (g) presenting with physical symptoms or electrolyte disturbance that could be attributed to starvation/malnutrition or purging behaviour [36]; (h) being a restrained eater [37], or restricting energy and nutritional intake [38]; (i) having a concurrent mental health concern [22, 39]; and (j) elite athletes who participate in individual sports or that require meeting a weight criterion (e.g. lightweight rowers, jockeys, martial arts practitioners, boxers, dancers, gymnasts) [40].
Professional responsibilities
Consistent recommendations are for dietetic intervention to be part of a multidisciplinary team intervention, and not an intervention to be delivered in isolation [2, 41].
Clinicians in eating disorder practice are also advised to have clinical supervision as a form of formal learning and reflective practice [18]. Although clinical supervision is not historically utilised in the dietetics profession [42], dietitians do highly value learning from mentors [14]. As seen in New Zealand [43], dietitians would likely benefit from more formal clinical supervision, with the aim of encouraging safe and competent practice [42]. More specifically, dietitians working in the mental health and eating disorders fields believe that supervision is required to help dietitians deal with challenging behaviours and relationships [42, 44]. The British Dietetic Association has introduced professional supervision to the dietetic profession, defining it as a “process of professional support and learning undertaken through a range of activities, which enables individuals to develop knowledge and competence, assume responsibility for their own practice and enhance service-user protection, quality and safety of care” [45]. Clinical dietetic supervision should use a model that is suited to the dietetics profession and learning style [46]. Clinical supervision has been reported by allied health professionals to be most effective when professional development was the focus of the supervision, the supervisor possessed the skills and attributes required to facilitate a constructive supervisory relationship and the workplace provided an environment that facilitated this relationship and professional development [46]. Furthermore, since dietetics training often does not have a strong counselling focus, it may be important for the supervisee and supervisor to undergo formal training to ensure competency of supervision skills [46].
Nutrition care process
The following has been developed in line with the Nutrition Care Process Terminology (NCPT) [47]. The purpose of NCPT is to provide an accurate and specific description of the services that nutrition and dietetics practitioners deliver. The aim is to achieve a common understanding of these services not only among nutrition and dietetics practitioners, but also outside the profession, including individuals with an eating disorder and other members of the multidisciplinary team [48]. Standardized terminology facilitates the clear description of nutrition care through the following four steps of the Nutrition Care Process: nutrition assessment, nutrition diagnosis, nutrition intervention, and nutrition monitoring and evaluation [49].
Nutrition assessment
All dietitians are trained to undertake a nutrition assessment. However, when obtaining an assessment of an individual with an eating disorder (or suspected eating disorder), additional questions and tailoring of the assessment is required. Factors across the assessment domains relevant to both physical and mental health need to be considered. Particular attention should be given to the individual’s beliefs about food, any dietary rules, dieting behaviour, food avoidance, attempts to reduce weight and weight history [2]. Additionally enquiring about and being aware of physical and psychological signs and symptoms of starvation such as preoccupation with food [50], hypothermia [50], bradycardia [51], postural hypotension [51], GI dysfunction [34], appetite disturbance [52], social isolation [50], depression [53] and hypoglycaemia [54] is useful. Dietitians specialising in eating disorder treatment should also ask about the frequency and triggers for eating disorder behaviours such as binge eating, and compensatory behaviours such as vomiting, laxative use, and excessive exercise [2]. It is important to be aware that eating disorders can occur in individuals of any age, gender or body size, cultural background and demographic [55].

Nutrition diagnoses
Dietitians working in the eating disorders field identify and manage specific nutrition problems and diagnoses resulting from the psychological and physical complications associated with an eating disorder (e.g. malnutrition) [2]. A nutrition diagnosis is different from a medical/psychiatric diagnosis, and while identifying eating disorder signs and symptoms is expected, providing a medical or psychiatric diagnosis is not within the dietitian’s scope of practice.

Nutrition intervention
The role of the dietitian is to identify, plan and implement appropriate nutrition interventions with the purpose of modifying nutrition-related health status, behaviours, knowledge and attitudes to achieve physical, psychological and nutritional recovery, as well as support behaviours and attitudes to best sustain an individual’s wellbeing [2]. This places the dietitian in an ideal role to contribute towards eating disorder recovery. A standardised nutrition intervention should involve prioritising the goals and expected outcomes, the development of an appropriate nutrition plan as required, establishment of interdisciplinary connections and the implementation, documentation and revision of the plan as required [2]. Wherever possible, the nutrition intervention should be collaboratively undertaken with the client.
Nutrition intervention planning. Eating disorders present both psychiatric and medical risk which needs to be considered in planning nutrition interventions. Given the dietary rigidity present in eating disorders, dietitians need to consider how their interventions either support or discourage eating flexibility and normalised eating patterns. In contrast to broad public healthy eating guidelines, nutrition interventions should be designed to minimise exclusion of any foods including those considered nutrient poor. Individuals with an eating disorder generally experience high levels of anxiety about eating, which may affect the individual’s readiness for change and tolerance of uncertainty. Dietitians need to tailor their treatments to support individuals towards recovery while providing safe and ethical nutrition interventions [7, 56, 57].
Nutrition intervention implementation
	1.Food and nutrient delivery: Food and nutrient delivery are tailored to the individual’s nutrition needs, but the individual’s stage of recovery will help to inform the treatment plan. The treatment plan considers evidence about specific foods and nutrients for weight restoration, appetite regulation, lifecycle nutrition, the presence of co-occurring psychiatric and medical conditions that affect nutritional status, and stage of recovery. In an inpatient setting, dietitians may advise the multidisciplinary team on the most appropriate method of nutrient delivery such as oral feeding, nutrition supplements and/or nasogastric feeding [12, 57–59].

 

	2.Nutrition education: Nutrition education is provided throughout treatment and across all treatment settings. This includes information regarding energy and nutrient needs [60], the impact of food and nutrients on physical and psychological wellbeing, effects of energy or nutritional deficiency, appetite cues and the relationship between dietary intake and exercise. Other topics that may be relevant for nutrition education include dietary iron and calcium requirements, family eating patterns, eating socially, shopping and cooking skills, metabolism and gastrointestinal function [59]. Education should be directed towards the person who is most responsible for making eating decisions and this may be the individual, family, or carer and is dependent on the psychological treatment model [56]. Education serves to support the individual and/or family in considering the potential benefits of incorporating sustainable change in eating patterns and behaviours to promote the recovery process. The specific timing and topics of education should be person-centred, varying according to the stage of change.

 

	3.Nutrition counselling: Nutrition counselling is provided to individuals and families, and complements the psychological model used in therapy. Nutrition and dietetic counselling practices have been identified and include but are not limited to monitoring eating behaviour, beliefs and attitudes about food and health, rationale for food choice, factors affecting eating behaviour and nutritional status, factors affecting access to food, motivation and stages of change and addressing ambivalence and barriers to behaviour change [61]. There should be an awareness of the evidence-based psychological models used in eating disorder treatment (as outlined by Hilbert et al. [62]). Understanding and complementing a psychological model with dietetic care as part of the multidisciplinary team is different from the dietitian implementing the model, and while understanding the principles of models of care for eating disorders is expected, implementing a psychological treatment model is not considered to be within the dietitian’s scope of practice without significant additional mental health training and supervision.

 




Coordination of nutrition care. Due to the high level of multi- and interdisciplinary care that occurs in eating disorder treatment, coordinating nutrition care between professionals is particularly important. Eating disorder treatment necessarily includes traditionally dietetic tasks, such as weighing individuals and discussing food and eating. Defining clear roles, boundaries and communication pathways between professionals involved in care can help streamline effective care, minimise professional burnout and enhance client outcomes [44, 63].

Monitoring and evaluation
Throughout treatment, ongoing nutritional monitoring is required to evaluate outcomes of treatment and particularly change in eating disorder behaviour. Due to the focus on nutritional recovery in eating disorder treatment, other members of the treatment team will also likely have a role in ongoing monitoring and evaluation. It is important that treatment outcomes are evaluated both qualitatively (e.g. change in the individual’s perceived relationship with food) and quantitatively (e.g. change in nutritional intake). New and developing concerns need to be addressed with the individual and communicated to the rest of the treatment team as a lack of change in eating and eating disordered behaviour may indicate a need to review treatment.

Dietetic-specific clinical training standards
Dietetic-specific clinical training should either partially or entirely address the dietetic-specific clinical practice standards outlined above and detailed in Table 1, depending on the duration and intensity of the training course. It is expected that training programs that educate dietitians working with individuals with eating disorders should identify which of the standards they address. The dietetic-specific clinical training standards use the NCPT. Currently, dietitians broadly agree that university training does not adequately prepare graduates for providing eating disorder nutrition care and additional training after graduation is often sought [10, 14, 15]. Thus, after basic university dietetic training, training to achieve competency in these practice standards may occur via multiple pathways, including formal (e.g. postgraduate coursework, workshops, conferences) and informal (e.g. reading, intuitive learning through experience) learning opportunities [14]. Organisations and individuals providing training in the dietetic management of eating disorders should be suitably qualified, recognised for their expertise in dietetic eating disorder treatment and have significant experience implementing eating disorder nutrition care.
Implementation and future directions
This paper provides a comprehensive outline of the skills and knowledge that a dietitian requires to provide effective and safe eating disorder treatment. It also describes the training and supervision required by dietitians, with the practice standards forming the basis of the essential elements of training. With the growing recognition that basic dietetic training at university does not adequately prepare dietitians for working with individuals with eating disorders [10, 14, 15], these practice and training standards may guide the enhancement of undergraduate coursework on the skills and knowledge necessary for such work and the development of postgraduate learning pathways.
The role and scope of practice of the dietitian presented also clarifies the skills and knowledge that the dietitian contributes to the multidisciplinary treatment team. It increases the understanding of how dietetic intervention assists individuals to achieve recovery from an eating disorder and ensures accurate nutrition advice is delivered [11]. Furthermore, it builds an appreciation of the specialised perspective that each member of the multidisciplinary team brings to a coordinated treatment plan, creating a continuum of cohesive care for the individual with an eating disorder.
Documentation of the current practice and training standards meet a long-standing need of the dietetic community who deliver eating disorder treatment, detailing the minimum skills and knowledge in which a dietitian should be trained. However, a process for determining competence to provide dietetic treatment in the eating disorder field has not yet been characterised. The future incorporation of these practice standards into training processes and programs is an essential first-step to ensure future dietitians can be adequately educated and supported to work in the eating disorder field.
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3.1.1.6. Factors affecting access to food and food/nutrition-
related supplies

i.  Considers food and fluid availability, accessibility and safety
and shopping facilities and its effects on eating disorder
behaviours.

ii.  Identifies current participation in programs providing
food/nutrition, such as home enteral nutrition programs, day
programs and residential programs.

3.1.1.7. Physical activity and function

i.  Analyses current and premorbid physical activity levels,
including frequency, duration, type, motivation and compulsion.

ii. Recognises any sport-specific nutrition needs for competitive
athletes.

iii. Recognises familial patterns of exercise and physical activity.

3.1.1.8. Nutrition-related person-centred measures

i.  Understands the individual’s perception of the nutrition
intervention and the impact on their quality of life.

ii.  Identifies the individual’s aims of nutrition intervention in the
context of eating disorder treatment.

3.1.2. Anthropometric t

1.

Determines weight history, including highest and lowest weights
reached, as well as weight fluctuations.

Evaluates eating disorder effects on growth (e.g. in children,
adolescents and pregnant women).

iii.

Enquires about the individual’s desired weight.

iv.

Assesses body weight and shape patterns in the family.

3.1.3. Biochemical data, medical tests and procedures

1.

Understands and reviews biochemistry results and other physical
assessment measures (e.g. blood pressure, heart rate, etc.) in relation
to eating disorder impacts on nutritional status.

Understands the impact of eating disorder behaviours on diagnostic
test results (e.g. bone densitometry, electrocardiogram).

Communicates with and escalates any concerns regarding nutritional
status, biochemistry and physical assessment measures to the
individuals’ medical practitioner.

3.1.4. Nutrition-focused physical findings

i

Assesses actual or potential physical and psychiatric complications of
eating disorder behaviours, including consequences of under-nutrition,
starvation and compensatory behaviours.

ii.

Obtains history of gastrointestinal signs and symptoms in the context
of the eating disorder and comorbidities.

ii.

Assesses past and current menstrual function in anyone who identifies
as female or is expected to menstruate (including transgender males
and non-binary individuals who were born as female).

iv.

Assesses appetite awareness including hunger, fullness and satiety
cues.

3.1.5. Individual’s history

3.1.5.1. Personal history and experiences

Considers relationship with body and food prior to the
development of the eating disorder.

Identifies current and past life stressors that may have
contributed to the development of body image concerns,
relationship with food and eating disorder behaviours.

Recognises when and how the eating disorder started and
progressed.

Seeks to understand lived experience with any weight-based
stigmatisation, including within the health care system.

Seeks to understand previous experiences with nutrition
professionals.
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3.3.2.1. Food and nutrient delivery
Prescribes energy and nutritional support via oral nutrition with three
nutritionally adequate meals and 23 snacks, with consideration of
high energy supplements and recommendations for enteral feeding
when required. This includes:

e Energy and macronutrient requirements and how these might be
achieved e.g. adequate carbohydrate intake to manage
aypoglycaemis Curing refeeding In anorsxia nervoss;

All micronutrient requirements especially iron, calcium and
vitamin D and the need for micronutrient supplementation if
required;
Fluid requirements recognising that many individuals with
eating disorders may drink much less or more than they need.
Determines the appropriate rate of nutrient delivery considering the
risk of refeeding syndrome.
If risk factors for refeeding syndrome are present, recommends risk
mitigation strategies such as phosphate and thiamine supplementation.

Provides education on common side effects of resuming adequate
eating such as on gastrointestinal discomfort, constipation and
bloating.

Refers to evidence-based information to provide advice on exercise
during treatment based on medical risk and weight progress, in
conjunction with other members of the multidisciplinary team.
3.3.2.2.  Nutrition education

Provides nutrition education to individuals across all stages of eating
disorder presentation and treatment settings.

Includes education topics such as gut function, appetite regulation,
weight and body changes, the role of nutrients, achieving an adequate
energy intake, social eating and incorporating exercises.

Tailors education to the stage and type of eating disorder treatment
and developmental stage of the individual (e.g. growth needs of
adolescents).

Provides nutrition and meal support education to those providing
meals appropriate for the treatment context, including family, carers
and treatment facility food service and meal support staff.

3.3.2.3.  Nutrition counselling

Adapts nutrition counselling to level of motivation, developmental
expectations, psychological treatment model and psychiatric co-
morbidities.

Applies specific strategies that may be used in nutrition counselling
such as motivational interviewing, goal setting, and self-monitoring,

Aware of specific strategies that may be used in nutrition counselling
with further adequate training, such as graded exposure, behavioural
experiments, structured problem solving and relapse prevention.

iv.  Incorporates concepts of internalised weight bias and weight stigma
and how this influences body image into counselling.

3.3.3. Coordination of nutrition care
i.  Collaborates with members of the multidisciplinary team to develop
treatment plans with mutually agreed goals and clearly defined roles.
This may involve recommendations for higher levels of care.
Seeks regular consultation and supervision specific to eating disorder
treatment with more senior colleagues.

Understands the principles of privacy, confidentiality, consent and
duty of care.
Liaises with food delivery services and communicates the nutrition
plan for food delivery.
3.4.Monitoring and evaluation
i. Monitors and evaluates qualitative and quantitative key nutrition
indicators relevant to sating disorder pathology as identified in the
assessment.
ii. Communicates requirements for monitoring and evaluation within the
multidisciplinary team if not undertaken directly by the dietitian.
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3. 1.5 2. Individual/family medical/health history
Recognises psychiatric comorbidities (including self-harm and
suicidal risk).
Determines relevant medical comorbidities and their impact of
managing the eating disorder (e.g. diabetes, allergies,
gastrointestinal disorders, etc.).
3.1.5.3. Social history
i.  Understands the association between the person’s life and
eating disorder, including the impact of their profession,
education, living situation and relationships.
3.1.6. Comparative standards
i.  Estimates overall energy and fluid needs and individual
macronutrient requirements.
ii.  Estimates body weight range if applicable, considering age and
growth, life history, genetics and relevant medical conditions.
3.2.Nutrition diagnosis
3.2.1. Intake
i.  Assesses and identifies nutrition intake problems pertaining to
the eating disorder (e.g. intentional over- or under-hydration,
avoidance of particular nutrients, etc.)
Develops an ‘intake’ nutrition diagnosis statement that
adequately informs multidisciplinary treatment team members
whose interventions influence the nutrition care of the
individual, on ‘intake’ nutrition problems to prioritise as part of
eating disorder treatment.
3.2.2. Clinical
Identifies aetiology of ‘intake’ nutrition problems as eating
disorder behaviours when relevant.
Identifies aetiology of clinical nutrition problems (e.g. altered
gastrointestinal function, underweight) as medical
complications of eating disorder behaviour when relevant.
3.2.3. Behavioural-environmental
i.  Differentiates between the nutrition problems of disordered
eating patterns related to body image disturbance (typically
present in anorexia nervosa, bulimia nervosa and binge-eating
disorder) and limited food acceptance (typically present in
avoidant restrictive food intake disorder).
Recognises known risk factors (e.g. history of dieting, family
history of an eating disorder) and eating disorder pathology (e.g.
fear of weight gain) identified in the assessment as aetiology of
the nutrition problem disordered eating pattern when identified.
Identifies signs and symptoms which can inform whether an
individual’s presentation may meet DSM-5 diagnostic criteria
for an eating disorder e.g. frequency of binge eating or purging.
3.3.Nutrition intervention
3 3.1. Nutrition intervention planning
Plans the nutrition intervention with consideration of both psychiatric
and medical risk factors and comorbidities.
Considers the stage in the eating disorder treatment process and level
of carer support recommended within treatments.
Encourages inclusion of a wide variety of foods from all food groups,
including added fats and nutrient poor foods.
Emphasises increased flexibility of food choice, eating out socially
and eating for enjoyment rather than to influence weight or shape.
Prescribes the appropriate energy level (or intake) as part of the
nutrition plan, considering strengths and risks of different nutrition
support models such as sample meal plans, dietary portions, and plate
models.
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1. Screening
i.  Aware of high-risk groups encountered in general dietetic practice
with higher prevalence of an eating disorder.
ii.  Screens individuals at risk of an eating disorder.
2. Professional responsibilities
i.  Actively engages in a reflective practice model, demonstrating a
commitment to and use of clinical supervision to improve outcomes,
ensure safety in practice and maintain clinician resilience.
3. Nutrition care process
1 Ninlntion L
3.1.1. Food and nutrition-related history
3.1.1.1. Food and nutrient intake
i.  Assesses premorbid and current dietary intake, considering
macro and micronutrients, fluid, caffeine and alcohol intake and
dietary patterns.
ii.  Assesses the risk of refeeding syndrome.
3.1.1.2. Food and nutrient administration
i.  Assesses prescribed diets, self-selected diets and dieting
attempts, considering their purpose and intention.
Analyses history of vegetarianism or other sociocultural dietary
modification, identifying the timing of onset in relation to the
eating disorder commencement and motivations for the dietary
modification.

Assesses how food is purchased and prepared, considering
planning, flexibility, timing and routines, and their relationship
to eating disorder behaviours.

Assesses eating environment, considering location, atmosphere
and with whom meals are consumed, and its relationship to
eating disorder behaviours.

3.1.1.3. Medication and complementary/alternative medicine use
i.  Aware of medications used for psychiatric or co-occurring
medical conditions, and evaluates their impact on nutritional
management of the eating disorder. Awareness of when
medications may be misused as part of an eating disorder e.g.
insulin misuse, laxatives, diuretics, etc.

Assesses use of nutritional supplements and products, and
whether use is part of the eating disorder e.g. diet pills,
‘detoxification’ products, etc.
3.1.1.4. Eating disorder specific knowledge and beliefs
i.  Assesses knowledge and beliefs regarding body image
disturbance:
o Establishes timelines for when and how weight and shape
concerns began;
Understands the role of body image dissatisfaction in the
aetiology of an eating disorder;
Assesses frequency of body checking, and weighing
behaviours

e Recognises familial patterns of body image concerns.
ii.  Assesses knowledge and beliefs about food and eating
o Understards soecific Sood-related anxieties and reascns
for these;
Assesses dietary rules;
Evaluates attitudes and beliefs about food, dieting and
eating disorder behaviour in the family.
3.1.1.5. Behaviour
i.  Identifies the type, frequency, duration and triggers of eating
disorder behaviours (e.g. binge eating, restriction, vomiting,
hiding food, chewing gum, chewing and spitting).
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