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Abstract 

Background: Timely diagnosis and treatment of eating disorders (EDs) are essential for achieving the best possible 
outcomes, and dietitians have an important role in the multidisciplinary team. ED‑specific training has been shown to 
enhance the knowledge, mental health literacy and confidence of health professionals in providing patient treatment. 
However, the ED‑specific training needs of dietitians have yet to be determined. This study aimed to explore the per‑
ceived readiness of dietitians and student dietitians to treat patients with EDs; to identify the key training components 
that would enhance their confidence in delivering ED‑specific treatment; and to examine any barriers associated with 
engagement in ED‑specific professional development.

Methods: A semi‑structured question guide was developed by researchers to elicit information from six virtual focus 
groups consisting of a purposive sample of practising dietitians and student dietitians enrolled in their final year of an 
Australian tertiary accredited dietetic program. Members of professional organisations were approached to partici‑
pate via email; and a recruitment flyer was promoted on various social media platforms. Discussions were recorded, 
transcribed verbatim and analysed qualitatively using inductive thematic analysis.

Results: Thirty‑eight participants (26 dietitians, 12 student dietitians) were recruited, mean age of 32.5 years ± 11 SD. 
Three major themes emerged: (1) reluctance to practice in EDs, which was associated with limited ED‑specific training 
at university, lack of clinical guidelines, mental health complexities of patients with an ED, ambiguity regarding the 
dietitian’s role, systemic complexities with ED care, and beliefs of health professionals; (2) the need for additional ED‑
specific training and clinical supervision both during and after university, with the focus on identification, assessment, 
management and treatment, mental health literacy, and counselling skills, identified as an essential component to 
improving professional confidence and competence; (3) limited awareness and access/supply of ED‑specific training 
opportunities were found, which included the financial cost of training/clinical supervision, and limited access to suit‑
able clinical supervision.
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Introduction
Eating disorders (EDs), which include anorexia nervosa, 
bulimia nervosa, and binge eating disorder, are psychi-
atric illnesses, characterised by disturbances in eating 
behaviours, such as restrictive eating, binge-eating, and/
or weight control behaviours including self-induced vom-
iting and laxative abuse [1, 2]. Other features include an 
intense fear of weight gain, preoccupation with eating, 
shape and weight, and body image disturbance [1, 2]. Bio-
logical, psychological and sociocultural factors all con-
tribute to the aetiology of EDs [1], and if left untreated, 
EDs can result in a starvation-state with severe physical 
and psychological complications, including significantly 
lower quality of life and premature mortality [3–5].

In Australia, approximately 16% of the population is 
affected by an ED or disordered eating [6], with increas-
ing prevalence of people engaging in disordered eating 
practices [7]. Additionally, many individuals are reluctant 
to disclose their ED behaviours to healthcare providers 
[8–10]. Previous research has indicated that some indi-
viduals may delay their treatment for up to 5 years after 
symptom onset [11]. As failure to provide early interven-
tion has been associated with a longer illness duration, 
increased severity of illness and more severe physical 
health complications; timely diagnosis, early intervention 
and effective treatment, delivered by a skilled multidisci-
plinary team (MDT) can reduce the morbidity and mor-
tality associated with an ED [12].

While clinical practice guidelines for the treatment 
of EDs recommend the involvement of dietitians in the 
multidisciplinary therapeutic team [13, 14], the specific 
role of the dietitian had not been described until recently 
[15]. The Australia & New Zealand Academy of Eating 
Disorders (ANZAED) have published dietetic-specific 

clinical practice and training standards [15]. According to 
these standards, dietitians are expected to take an active 
role in early identification and screening of at-risk indi-
viduals. Dietitians can also use their knowledge and skills 
to conduct a comprehensive nutrition assessment that 
identifies the severity of malnutrition, based on the phys-
ical and psychological signs and symptoms of starvation. 
Furthermore, dietetic assessment of an individual’s food 
beliefs, dieting practices, food avoidances and disordered 
eating behaviours, aid the nutrition diagnosis, and nutri-
tion care plan [16]. The dietitian is also involved in the 
provision of psychoeducation, nutrition counselling, and 
monitoring progress towards treatment goals through 
ongoing evaluation. It has also been suggested that dieti-
tians can assist with conducting behavioural experiments 
to gradually challenge food fears and/ or situations [17], 
dispel dietary myths, and support patients to rebuild a 
healthier relationship with food [15, 18].

While these new practice and training standards by 
ANZAED [15] acknowledge the important role of dieti-
tians in the MDT, previous research indicates that dieti-
tians and student dietitians report low confidence in 
treating patients with an ED [19, 20], and applying ED 
treatment modalities [20]. Inadequate university and 
postgraduate training, as well as limited clinical place-
ment opportunities, have been identified as key factors 
affecting professional confidence [19, 21, 22], although a 
lack of mental health literacy may also play a role [19]. 
To improve confidence levels, participants in the study, 
published by Denman et  al. [20], expressed a desire for 
further ED-specific training, however, the details of this 
training were not investigated. Therefore, the aim of 
this study was to explore the perceptions of dietetic stu-
dents and practising dietitians towards their readiness to 

Conclusion: Dietitians currently practising in the workplace and dietetic students perceive that enhanced ED‑
specific training during university and after graduation is essential to work with patients confidently and competently 
with EDs. This research has implications for Australian university dietetic programs and workforce development.

Plain English Summary: This study aimed to explore the perceptions and readiness of dietitians and student 
dietitians to treat patients with eating disorders (EDs); to identify the key training components that would enhance 
their confidence and competence in delivering treatment; and to examine any barriers associated with engaging in 
ED‑specific professional development. Twenty‑six dietitians and twelve dietetic students participated in six virtual 
focus group discussions, which identified three main themes: (1) reluctance to practice which was associated with 
limited ED‑specific training at university, lack of clinical guidelines, mental health complexities of patients with an ED, 
ambiguity regarding the dietitian’s role, systemic complexities with ED care, and beliefs of health professionals; (2) the 
importance of engaging in ED‑specific training, beyond an introductory level, during university and after graduation 
to confidently and competently work with patients with EDs; (3) barriers to accessing further ED‑specific training and 
clinical supervision were found, including poor awareness of training opportunities, high financial cost of training/
clinical supervision, and limited access to obtaining suitable clinical supervision. Results from this study provide 
insight into the ED‑specific training needs of practising and student dietitians. This research has value for university 
programs and workforce development.



Page 3 of 10Parker et al. Journal of Eating Disorders           (2022) 10:40  

treat patients with EDs based on their training; to iden-
tify key training components that would enhance their 
confidence in delivering ED-specific treatment; and to 
examine any barriers associated with engagement in ED-
specific professional development.

Methods
Study design
This qualitative descriptive study drew upon an inter-
pretive phenomenological approach [23] to capture par-
ticipants’ thoughts and feelings regarding the topic in 
everyday terms, using virtual focus group discussions. The 
reporting of findings adhered to the guidelines outlined 
in The Consolidated Criteria for Reporting Qualitative 
Research (COREQ) [24] (Additional file  1: Supplement 
1). This study received ethics approval from University of 
Wollongong Human Ethics Committee (2020/063).
Participants and recruitment
Participants were a purposive sample of student dietitians 
and practising dietitians residing in any state or territory 
within Australia. Inclusion criteria included dietetic stu-
dents enrolled in their final year of an Australian accred-
ited tertiary dietetic program, and practising dietitians 
eligible for membership of Dietitians Australia (DA). Die-
titians and student dietitians who spoke English and had 
access to a computer with video-conferencing functional-
ity, were able to participate. Individuals were approached 
through: (1) a professional email distribution through 
the membership networks of ANZAED and DA; and (2) 
the dissemination of a recruitment flyer through social 
media (The Mindful Dietitian and Dietitian Connection 
Facebook and LinkedIn pages, respectively). Participation 
was voluntary and participants could withdraw from the 
study at any time. All participants were asked to respond 
via email to express their interest in participating. They 
were sent a follow up email to confirm inclusion criteria, 
along with the participant’s information sheet and con-
sent form. Consent forms were returned via email or post 
prior to the participant being recruited into a focus group.

Data collection
A semi-structured question guide was developed by the 
authors for use in the focus groups assessing the follow-
ing areas: perceived readiness to treat patients with EDs 
based on training; key training components that would 
enhance confidence delivering ED-specific treatment; 
and barriers to professional development (Additional 
file  2: Supplement 2). Participants were recruited to 
focus groups comprising of 6–10 individuals. Dietitians 
and student dietitians were recruited to separate focus 
groups. Focus group discussions were conducted virtu-
ally using the video-conferencing package Zoom [25], 
between April and June 2020. All focus groups were 

facilitated by two members of the research team (CM, 
EP). Focus group discussions lasted between 30 and 
60-min each and were audio recorded and transcribed 
verbatim using Otter.au © (2021).

Data analysis
All focus group transcripts were compared to the original 
audio recordings for accuracy. Transcripts were analysed 
inductively using Braun and Clarke’s six phases of the-
matic analysis [26]. Four researchers (CM, EP, MA, DH) 
independently read and familiarised themselves with the 
transcripts and manually coded the data. All research-
ers contributed to the discussion of codes and emerg-
ing themes until consensus agreement was reached on 
dominant themes. To establish the rigour of the study, 
the criteria proposed by Lincoln and Guba was used [27]. 
Confirmability was ensured through independent coding 
by multiple reviewers and a clear audit trail. Transfer-
ability was demonstrated by thick (detailed) descriptions 
of participants and the context [28], and credibility was 
demonstrated with the use of verbatim participant quotes.

Results
Thirty-eight individuals, thirty-seven female and one 
male, with a mean age of 32.5 years (± 11 years), partici-
pated in one of the six focus groups held by the research 
team. Participants were recruited from New South Wales 
(50%), Queensland (26%), Victoria (10%), South Australia 
(10%) and Western Australia (4%). All participants were 
retained from recruitment to focus group.

Four focus groups comprised of practising dietitians 
(n = 26, 68%), with an average of 9.5 years’ (± 10.5 years) 
employment experience as a dietitian. Their employment 
settings included public hospitals (n = 13, 34%), private 
practice (n = 7, 18%), community health centres (n = 3, 
7%), private hospital (n = 1, 3%), a non-government 
organisation (n = 1, 3%), with one new graduate seeking 
work (n = 1, 3%). Ninety two percent of practising dieti-
tians (n = 24) had been exposed to patients with an ED 
within their employment history. The other two focus 
groups consisted of student dietitians in their final year 
of university study (n = 12, 32%) and of these, 42% (n = 5) 
had been exposed to patients with an ED during clinical 
placement.

Analysis of the data yielded three dominant themes 
which included: (1) reluctance to practice; (2) the need for 
additional ED-specific training and clinical supervision; 
(3) limited access/supply to ED-specific training and clini-
cal supervision; including a number of associated sub-
themes (Table 1).
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Reluctance to practice
Student dietitians and practising dietitians reported a 
lack of training in the identification, assessment, manage-
ment, and treatment of patients with EDs in their uni-
versity programs. Inadequate training was linked to low 
professional confidence and a general reluctance to treat 
patients with EDs.

In early years … a barrier to me treating eating dis-
order patients was not feeling competent … and a 
part of that would include not recognising red flags 
well or … not assessing or asking the … most appro-
priate questions to identify eating disorders…Train-
ing at university was at best 1–2-hour lectures .... 
and readiness to treat eating disorder patients after 
graduating I’d say, very, very, very low… looking 
back now particularly I think at the time, I proba-
bly didn’t know what I didn’t know. (Participant 36, 
Dietitian).

Participants also perceived that there was insufficient 
content in accredited university programs and limited 
clinical guidance on working with the multifaceted needs 
of this patient group such as how to communicate about 
sensitive issues.

We … went over different kinds of eating disorders, 
but I feel like we didn’t really get much guidance in 
how to approach patients with eating disorders … it 
didn’t really feel like it was all that helpful for me 
anyway… I wouldn’t really know what to do (Partici-
pant 29, Student dietitian).

Further limitations in university curricula were 
described by participants, specifically a lack of practi-
cal learning activities, such as ED-specific case stud-
ies, which impeded their confidence to put skills into 
practice.

We weren’t given a case study on it ... whereas we 

were for so many other different conditions. So, I 
think that maybe a case study would have been 
really helpful just to be able to delve into it a little 
bit more (Participant 31, Student dietitian).

Constraints with ED-specific clinical placement 
opportunities during their final year of university train-
ing also contributed to some participants feeling inad-
equately trained and lacking confidence to practice. 
Additionally, those participants who experienced expo-
sure to patients with an ED during clinical placement 
stated that it was “only in an observational capacity” 
(Participant 34, Dietitian).

In terms of my personal clinical placement expe-
rience I didn’t have any eating disorder exposure 
whatsoever. (Participant 10, Dietitian).

Concerns were expressed by some participants 
regarding the distinct lack of published clinical guide-
lines to guide dietetic treatment of EDs, compared with 
other medical conditions, which contributed to their 
reluctance to practice. Additionally, the mental health 
complexities of working with this patient group were 
acknowledged.

We have entire semesters dedicated to a subject 
like diabetes and then they have such specific clini-
cal guidelines as to how you can treat that patient, 
and eating disorders, because it’s so closely tied in 
with mental health, is a bit more high stakes in 
my eyes, like there’s not like a set of guidelines on 
how to treat that person. So, I feel like I would need 
more training in that area to be more confident. 
(Participant 18, Student dietitian).

Another factor that contributed to a reluctance to prac-
tice was confusion with respect to their scope of practice 
and the undefined role of the dietitian in the broader 
therapeutic team.

Table 1 Themes and subthemes

Themes Subthemes

1. Reluctance to practice (a) Limited ED‑specific training at university
(b) Lack of clinical guidelines
(c) Mental health complexities of patients with an ED
(d) Ambiguity regarding the role of the dietitian
(e) Systemic complexities with ED care
(f ) Beliefs of health professionals

2. The need for additional ED‑specific training and clinical supervision (a) Need for diverse training activities
(b) Professional shadowing is valuable
(c) Clinical practice opportunities are important
(d) Clinical supervision is imperative

3. Limited access/supply to ED‑specific training and clinical supervision (a) Lack of awareness of ED‑specific training
(b) Financial burden of training and clinical supervision
(c) Limited access/supply of supervisors for clinical supervision
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We find a lot of the pressure put on us to sort of run 
and be in charge of the admissions. So, it would be 
good to sort of have all your training on that, so you 
can be confident in saying where your scope lies. 
(Participant 20, Dietitian).

Systemic key challenges to providing ED care included 
the lack of a local clinical policy or defined treatment 
pathway. However, when steps were taken to mitigate 
these challenges, such as implementing a local clinical 
practice guideline, greater team cohesion was achieved, 
as articulated by one dietitian:

.. it has made the most massive difference, just to be 
able to get everyone on the team on the same page, 
from the time of admission and not talk through the 
same things until you’re blue in the face every time 
(Participant 26, Dietitian).

Participants also stressed their concerns regarding the 
inequity of dietetic care provided to patients with an ED 
in the community. The lack of knowledge regarding gov-
ernment incentives for outpatient dietetic treatment of 
EDs by other health professionals were also reported as 
an issue in ED care contributing to dietitian reluctance to 
practice in EDs.

Coming from more the community private practice 
sort of space, we get a lot of pushbacks from GPs, 
especially writing the new [Medicare Eating Disor-
der Treatment] plans, because there’s been so much 
unknown around that for the GPs… you get push-
back from both other dietitians unwilling to see, and 
then GPs, and then psychologists within the private 
sector as well, and so when people do present ask-
ing for help, sometimes it will be the actual thera-
pist pushing back and saying “no, let’s just, let’s talk 
about other stuff right now”, which I find as a dieti-
tian, trying to work as a team is really disheartening 
as well. (Participant 6, Dietitian).

A lack of available funding in public health services, 
particularly in rural and regional areas of Australia, was 
reported. Specialised ED services, typically geographi-
cally located in large metropolitan areas, were often 
reported to have long patient waiting lists.

We haven’t got a specialised eating disorder unit, 
and so we often have bed blockages where we sort of 
manage and stabilise the acute decompensation and 
refeeding risk, and then we have a lot of challenges 
in getting the patients across to a specialised eating 
disorder unit (Participant 12, Dietitian).

Private sector treatment was frequently described as 
being too expensive for many patients with EDs, even 
with government funded incentives for outpatient care.

… there is private eating disorder support services 
available in our district, but the majority of our con-
sumers just can’t afford it. (Participant 7, Dietitian).

Participants described that other health profession-
als’ past negative experiences with treating hospitalised 
patients with an ED had led to a perceived avoidance of 
their responsibility in directing patients’ care.

… one of the main barriers is the patient’s ambiva-
lence about treatment seems to be reflected very 
much in the treating teams and also in the hospital 
and health services. They’re often seen as very expen-
sive to treat and very difficult to treat. I see hospi-
tals that will not admit them. Consultants who don’t 
want to treat them, health services who want to push 
them through the system as quickly as possible, com-
munity dietitians who feel that it’s not within their 
brief to treat their eating disorders patients and 
have actually been directed not to treat eating dis-
orders diagnoses. There is a lot of discriminatory 
behaviour that we’ve seen out there. (Participant 3, 
Dietitian).

Furthermore, the MDT’s ambivalence towards the 
treatment of ED-specific symptoms in the presence of 
other comorbidities was identified as a key challenge for 
dietetic practice in both inpatient and outpatient settings.

When they’ve got a history of eating disorders, but 
their main reason for admission is something com-
pletely different … the medical team just wants to 
treat whatever the acute problem is and the eating 
disorder sort of gets overlooked. (Participant 25, Die-
titian).

The need for additional ED‑specific training and clinical 
supervision
The second major theme that emerged was the need 
for additional ED-specific training, beyond an intro-
ductory level, during both university training and after 
graduation, to improve confidence and competence. Key 
training needs identified by participants included iden-
tification, assessment, management, and treatment of 
patients with an ED, mental health literacy, and counsel-
ling skills.

Participants identified a variety of ED-specific online 
and face-to-face training activities that have contributed 
to building their confidence for working with patients 
with an ED.
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I did some face to face [training] with ANZAED last 
year in October. And then another one day [train-
ing] with the DA just earlier this year…. For me, 
doing those extra trainings definitely built my con-
fidence a lot more. Even if I’m not fully ready to do 
more complex cases, that’s fine by me, you know, but 
even just being able to screen and assess and then 
going “okay, well this is not at my level yet, I will 
give you to somebody more specialised”, so I found it 
super helpful. (Participant 11, Dietitian).

The practice of shadowing was reported as valuable 
for hospital dietitians who had the opportunity to work 
alongside a senior dietitian and observe patient care.

What I found most helpful since graduating is train-
ing from dietitians. So, lots of work shadowing, 
observing patient care and the way MDT is run, 
and then lots of debriefing about different situations 
that may potentially occur and ways to manage or 
respond to those. (Participant 21, Dietitian).

Clinical opportunities to engage with patients with 
EDs, to practice and develop newly acquired skills, 
was reported as equally as important as observational 
opportunities.

It’s a more complex process, and they are reluctant 
to get new grads involved but I think it’s just more 
experience and that more exposure would be pretty 
helpful in preparing new grads. (Participant 34, Die-
titian).

Clinical supervision was viewed as essential for improv-
ing confidence for working with patients with an ED, 
although participants appeared to struggle to describe 
specifically the process of clinical supervision. For some 
participants, clinical supervision was more important at 
the start of their career working with patients with EDs 
than it was later.

I would say it is important to me 10 out of 10 and I 
don’t believe that I should be working in the area of 
eating disorders without having received the super-
vision and mentoring that I did prior to undertaking 
that workload. (Participant 21, Dietitian).

Hospital dietitians in particular reported more value 
in peer review over a more formalised arrangement like 
clinical supervision due to the timeliness of feedback.

In the clinical setting…informal clinical supervi-
sion is much more valuable… If you have a ques-
tion, you’re not sure what way to go about it, you’re 
going to need to kind of know what to do quite soon. 
Whereas if we’ve got that formal clinical supervision, 
maybe you meet with your senior once a month or 

once every couple of months. (Participant 10, Dieti-
tian).

Senior dietitians raised the value of interdisciplinary 
supervision.

Overall as a team… I think there’s definitely value 
in having that interdisciplinary clinical supervision 
as well … I certainly found that gave me much more 
leaps and bounds and suddenly kept me in check for 
my level of stress and burnout potential (Participant 
8, Dietitian).

Clinical supervision was valued by student dietitians, 
although they did not always distinguish it from mentor-
ship or direct line management. According to some stu-
dent dietitians, clinical supervision, rather than a general 
recommendation, should be considered mandatory when 
working with patients with an ED.

I think [clinical] supervision is invaluable and abso-
lutely required, but I don’t really think it’s really spo-
ken about enough at uni either [and] when you first 
head out it should be non-negotiable (Participant 
27, Student dietitian).

Limited access/supply to ED‑specific training and clinical 
supervision
The third major theme that emerged was limited access 
to suitable ED-specific training and clinical supervi-
sion. Some study participants had engaged in a wide 
range of training opportunities to upskill in preparation 
for working with patients with an ED. However, others 
were not aware of specific ED-training opportunities and 
resources they could access.

There are a lot of resources out there, but … dieti-
tians who have just graduated aren’t even aware of 
the resources that are there for them (Participant 3, 
Dietitian).
Maybe a suggested pathway of what types of further 
training or supervision opportunities might be avail-
able for anyone who’s interested in upskilling more 
in eating disorder situations, would be pretty handy 
to say, you know, these are the courses available and 
it would be a good idea to start with counselling or 
binge eating disorder or whatever (Participant 34, 
Dietitian).

The high cost of available ED-specific training was of par-
ticular concern to student participants and dietitians who 
were not employed in a government health service where 
training expenses were more likely to be fully or partially 
subsidised.

Having free access is important for you know students 
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and for brand new dietitians as well. Because a lot of 
the time, there’s not much cash to start splurging on a 
whole lot of training. (Participant 27, Student dieti-
tian).

The high cost of continuing professional development 
activities, including clinical supervision, was considered 
prohibitive for many clinicians, especially those practising 
in more than one clinical area, or in general outpatient set-
tings where they would rarely encounter a patient with an 
ED.

Often there’s quite significant costs attached to those 
online courses, they may be hundreds of dollars and 
you know, for example, and [it can] cost $70 per ses-
sion to sit in group supervision. (Participant 3, Dieti-
tian).
I think it’s [professional development activities] even 
more expensive if it’s not your entire caseload…it’s a 
lot to put out $500 for a type of patient that you might 
see every, you know, couple of months. (Participant 4, 
Dietitian).

Difficulties with locating an appropriately experienced 
clinical supervisor, was a barrier to engaging in clini-
cal supervision, especially in rural or regional settings of 
Australia.

There’s very few dietitians who are around who have 
actually got enough experience in working in eating 
disorders and have had training in supervision as well 
to provide supervision. (Participant 3, Dietitian).

Many student dietitians were unsure how to locate a 
clinical supervisor or mentor with experience in EDs and 
would have to rely primarily on connections made during 
clinical placements or connections made in future work-
places. Despite attending dietitian networking events such 
as workshops and conferences, many student dietitians 
expressed feelings of awkwardness and apprehension when 
approaching experienced dietitians.

To be honest, I just feel really nervous about approach-
ing someone [to be a supervisor], that’s a big part of 
it. I don’t want to be a hassle. I find it really daunting 
thinking about it. (Participant 27, Student dietitian).

Discussion
In this Australian study, currently practising dietitians 
and final year dietetic students perceived that ED-specific 
training, beyond an introductory level, is essential for 
them to confidently and competently work with patients 
with EDs, and to reduce their reluctance to practice in 
this clinical area. A reluctance to treat patients with EDs 
by dietitians is problematic as there is an unmet demand 

for treatment in this patient group [9]. Furthermore, with 
improved treatment pathways and recent increases to 
government incentives for outpatient ED treatment [29, 
30], dietitians may be more likely to encounter patients 
with an ED within any clinical setting. Similarly, dietitians 
may be more likely to see patients with an undiagnosed 
ED, with many patients likely to opt to seek treatment for 
symptom management, even in the absence of a formal-
ised ED diagnosis [9, 31, 32].

In the present study, participants reported some con-
fusion about their role, for example, hospital-based dieti-
tians frequently described coordinating patients’ care, 
and despite acknowledging that this is not within their 
scope of practice, this was not always communicated well 
with other health professionals. Therefore, in addition to 
dietitians clearly understanding their own scope of prac-
tice and role [33], it is essential that open and collabora-
tive communication pathways are established between 
all members of the therapeutic team and roles within the 
team are clearly defined [34, 35].

In the outpatient setting, the role of the dietitian and 
scope of practice have also been ambiguous, with the 
majority of ED treatment manuals failing to endorse the 
inclusion of a dietitian in the multi-disciplinary treat-
ment approach [36–38]. Furthermore, prior to the recent 
development of the consensus-based guidelines for out-
patient dietetic treatment of EDs by McMaster et al. [39], 
existing guidelines lacked specific clinical practice guid-
ance for dietitians [13, 14, 40]. Inconsistencies among 
ED specialists regarding the need for a dietetic referral 
for assessment, education, and nutritional guidance in 
patients, have also added to the confusion around scope 
of practice [39]. The recently published ANZAED prac-
tice and training standards for dietitians [15], may alle-
viate some of the ambiguity surrounding the role of the 
dietitian in treating patients with EDs as both inpatients 
and outpatients. However, it is currently unknown how 
widely disseminated and utilised these ANZAED stand-
ards are, or what their impact has been on the perceived 
confidence and competence levels of dietitians, and their 
willingness to treat patients with EDs. The recent devel-
opment of the ANZAED ED credentialing system, may 
address these issues, with the recognition of minimum 
qualifications in knowledge, training, and professional 
development activities to provide a minimum acceptable 
standard of care [41].

Participants in this study identified several gaps in 
ED-specific training, notably related to university cur-
ricula. Both practising dietitians and student dietitians 
in this study perceived that addressing these deficits 
would better prepare them for clinical work with patients 
with an ED. Study findings indicate that more lecture 
content focussing on identifying, assessing, managing 
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and treating EDs and disordered eating would be ben-
eficial. Enhancement of the mental health literacy of 
dietetic students, and acknowledgment of the scope of 
practice and the role of the dietitian within the treating 
team, were also highly valued by the study participants. 
Similarly, the incorporation of comprehensive practi-
cal learning opportunities via case studies, role-playing 
or simulations. Additional opportunities for reflective 
practice, advanced clinical placements, and opportuni-
ties to interact within a MDT were also recommended 
by participants. Increased communication and collabo-
ration between academics and clinicians engaging in 
ED research, patient/carer advocacy groups, individuals 
with a lived experience of an ED, and university dietetic 
course convenors and lecturers, may also address these 
existing gaps. This in turn may facilitate increased aware-
ness of and uptake of the ANZAED practice and training 
standards [15] into university curricula. Similarly, these 
collaborations may also enhance awareness of available 
post-graduate ED-specific training for anyone who is 
interested in working clinically after graduation.

Counselling and communications skills were identi-
fied as key areas requiring further development through 
post-graduation training, consistent with research by 
Whisenant et al. [42] who found that 79.3% of surveyed 
dietitians who work with patients with EDs, report a 
desire for further training in counselling theory and 
techniques. Online learning modules represent a cost-
effective method of enhancing knowledge, skills and con-
fidence for mental health providers including dietitians 
[43], and this mode of training delivery has been shown 
to appeal to student and practising dietitians [20]. Previ-
ous research has also shown that mental health literacy 
is enhanced through ED-specific training, which may 
reduce the stigmatisation and discrimination by any 
health professionals towards patients with EDs [43, 44].

Clinical supervision has been shown to improve 
knowledge and skills, and prevent stress and burnout 
for clinicians when regularly encountering patients with 
EDs [22, 45, 46]. After graduation, participants in this 
study acknowledged the value of clinical supervision for 
working with patients with EDs, although the major-
ity of hospital-based dietitians preferred an informal or 
ad-hoc approach to clinical supervision, compared to 
a more formalised supervision arrangement. However, 
Kirk et  al. [45]  have recommended a more formalised 
clinical supervision arrangement to enable clarification 
between mentoring, direct line management, and clinical 
supervision, which was not always clearly differentiated 
among student dietitians in the current study. Addition-
ally, senior dietitians expressed interdisciplinary supervi-
sion as an invaluable tool in expanding skills for treating 
patients with EDs. However, this was rarely pursued by 

participants due to financial constraints, despite being 
acknowledged as a significant resource for professional 
support and learning [47]. Recommendations to include 
interdisciplinary supervision as detailed in this study, 
may enhance the diverse range of skills of dietitians, aid 
the delineation of roles within the MDT, and acknowl-
edge boundaries between disciplines [22]. Online clini-
cal supervision sessions, provided in a small-group 
format, may be one opportunity for less expensive clini-
cal supervision opportunities, without any geographical 
constraints.

Several limitations were encountered during this study, 
particularly the risk of bias, inherent in purposive sam-
pling through the selected distribution methods, and 
self-selection bias of participants with greater interest 
or exposure to patients with EDs. Data saturation may 
not have been reached due to the sample size. Hence, it 
is possible that practising dietitians and student dieti-
tians not included in this study may offer differing per-
spectives to those described. Nevertheless, the strength 
of this study was the diversity of participants with differ-
ing clinical experience levels, employment settings and 
geographical locations within Australia. Future research 
exploring the perspectives of course conveners and lec-
turers of accredited university dietetic programs is rec-
ommended to identify further gaps in tertiary education 
and post-graduate training for dietitians who wish to 
work clinically after graduation.

Conclusion
In this study, dietitians currently practising in the work-
place and final year dietetic students report a reluctance 
to treat patients with EDs based on ambiguity regard-
ing their role in the broader therapeutic team, and see 
the need for additional ED-specific training both dur-
ing and after university to confidently and competently 
work with patients with EDs. Reducing access barriers 
to effective training and clinical supervision would assist 
with enhancing confidence and competence for working 
in EDs. The broader dissemination of professional devel-
opment resources such as dietetic position papers and 
ANZAED practice and training standards may assist in 
the enhancement of knowledge and skill development. 
This research has implications for Australian university 
dietetic programs and workforce development.
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