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Dedication: 

This dissertation is dedicated to all the clients living with, and recovered from an 

Eating Disorder that I have had the privilege of working with throughout my 

career.  Thank you for teaching me. 

 

From: Give Me a God I Can Relate to 

Poems by Blythe Baird 

 

IF YOU ARE NOT RECOVERING, 

you are dying. 

By the time I was sixteen, I had already experienced 

being clinically overweight, underweight, and obese. 

 

As a child, Fat was the first word people used to describe me, 

which didn’t offend me until I found out it was supposed to. 

 

When I lost weight, my dad was so proud,  

he started carrying my before-and-after photo in his wallet. 

 

So relieved he could stop worrying about me getting diabetes 

He saw a program on the news about the epidemic with obesity 

Says he is just so glad to finally see me taking care of myself. 

 

If you develop an eating disorder when you are already thin to begin  

with, 

you go to the hospital. 

 

If you develop an eating disorder when you are not thin to begin with,  

you are a success story. 

 

So when I evaporated, of course 

everyone congratulated me on getting healthy. 

 

Girls at school who never spoke to me before 

stopped me in the hallway and asked me how I did it. 

 

I say, I am sick. They say 

No, you’re an inspiration. 

 

How could I not fall in love with my illness? 
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With becoming the kind of silhouette 

people are supposed to fall in love with? 

 

Why would I ever want to stop being hungry 

when Anorexia was the most interesting thing about me? 
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Abstract 

Eating disorders have the highest mortality rate of all psychiatric disorders 

(Arcelus, Mitchell, Wales, & Nielsen, 2011).  In addition to the risk of death due 

to medical complications, approximately one out of five women with Anorexia 

Nervosa commit suicide (Arcelus et al., 2011). Considerable skill is required 

when working with this client population.  Treatment needs are complex, and 

may contribute to staff fear and anxiety, resulting in a small number of clinicians 

feeling comfortable working in this field of practice, which may be more 

pronounced in rural settings.  

Rural service delivery as it exists at present is both inefficient and impracticable. 

Models of service delivery are inconsistent and as they have often been 

developed in metropolitan contexts, these do not always translate well into rural 

settings.  There is also typically a small number of clinicians with an interest in 

ED treatment who in the absence of formal training, are required to engage in 

self-directed learning. However, there are some positive aspects. This research 

explores treatment issues and constraints within a rural setting, and relates to 

the existing literature in the area. 

The current study uses a qualitative methodology within the conceptual 

framework of hermeneutic phenomenology to explore the experience of 

clinicians working with eating disorders in a rural health setting in New South 

Wales.  Participants engaged in semi-structured interviews to gauge their 

experiences of working with EDs in a rural setting, and to explore ideas around 

future service delivery.     

The analytic approach involves an iterative cycle of immersion in the data 

transcriptions and memos to identify themes.  The qualitative software package 

NVivo 11 was utilised to assist with data organisation and thematic analysis.  

Whilst participants highlight various constraints working in a rural area, 

participants also illuminate some positive aspects of working within a rural 

setting that are explored in this research. Knowledge acquired from the interview 

participants themselves, in combination with a review of the literature, and an 

examination of The NSW Service Plan for People with Eating Disorders (2013-

2018) is explored, in order to propose a more effective model of rural service 

delivery. 

Recommendations include the importance of ensuring the creation of 

collaborative Multidisciplinary teams assisted by improved methods of 

communication via the use of appropriate technology and the education of team 

members in the provision of concurrent models of care, from a holistic bio-

psycho-social perspective. 

Key Words: eating disorders, rural service delivery, staff fear and anxiety, 

Hermeneutic Phenomenology  
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Chapter 1 

Introduction 

Confusion exists regarding the nature of eating disorders.  Are they a medical 

diagnosis? Are they a mental health diagnosis? Are they a lifestyle choice? The 

answers to these questions depend upon who you ask, as they exist in a world 

of much misunderstanding, confusion and stigma.  Eating disorders are very 

serious mental health disorders that can have devastating and life-threatening 

medical consequences (Arcelus et al., 2011). Anorexia Nervosa (AN) has the 

most striking long-term health consequences with the highest mortality rate of all 

psychiatric disorders (Hoek, 2016; Treasure, Schmidt, & Hugo, 2005).  With 

regard to Australia, 1,900 Australians are expected to develop AN every year, 

and 36 Australians are expected to develop AN every week (Smink, 2012). On 

average, 8 people are expected to die from AN every week in Australia, and 1 in 

5 deaths from AN is expected to be from suicide (Arcelus et al., 2011). 

Given this high mortality rate, it is not surprising that clinicians working in this 

field may experience some fear and trepidation. 

Background and Rationale for Present Study 

This fear and trepidation is often more pronounced in rural settings, where there 

are limited resources and skilled clinicians, in addition to geographical and 

socioeconomic constraints (Weber & Davis, 2012).  This qualitative research 

uses a hermeneutic phenomenological approach influenced by the theoretical 

framework of Hans Georg Gadamer’s philosophical hermeneutics to explore 

issues in rural eating disorder service delivery. Gadamer (1975) placed great 
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emphasis on the role of language in creating meaning and interpretation, and 

the research will highlight the strong emotive discourse which participants 

engaged when discussing this complex and often intimidating field of practice.  

The choice to use this particular framework was informed by my work in the field 

as a clinician working in this practice context. 

As a situated researcher, it is important to share details about myself, my history 

and the context in which I developed my ideas for this research so the reader 

can get a clear picture of my position within the research development and 

process. As such, and in keeping with this process, I will use first person to 

clearly demonstrate where I position myself in constructing and carrying out the 

research, and my interactions and relationships with participants.  

In scientific writing the voice of the researcher is almost always neutralised, and 

third person narrative used in order to convey detachment and objectivity (Loftus 

& Trede, 2009).  In contrast, hermeneutic research positions the researcher very 

clearly within the research, in order to highlight any prejudices or pre-

understanding that researchers bring to the research project.  Prejudice is a 

word that for many, holds a negative connotation. For Gadamer however, this is 

not necessarily the case, rather: “Prejudice refers to the ideas and beliefs that 

we bring with us to any act of understanding. The prejudices in which we are 

immersed as part of our culture are collectively referred to as tradition” (Loftus & 

Trede, 2009, p. 64).  As Loftus and Trede highlight, hermeneutic writing should 

convey to the reader the prejudices and tradition that the researcher brings to 

the study that will allow the audience to read the research with the context and 

background of the researcher in mind.  This will aid in assisting the reader to 

assess the “transparency and rigour of the hermeneutic text and the strength of 
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the judgements in the interpretation” (Loftus & Trede, 2009 p. 64).    From a 

phenomenological perspective, inquiry is mainly driven by the “researcher’s 

passion for the phenomenon under study” (Grace, Higgs, & Ajjawi, 2009, p.119). 

As such, it is important to highlight my background and interest in the area of 

eating disorders: 

With regard to my own personal and professional background, I am a White 

Canadian/Australian woman, who was born in Ontario Canada, and raised in a 

middle-class suburb in the greater Toronto area.  Following high school, I 

completed an Honours Degree in Psychology. I then completed a Master’s 

degree in Clinical Social Work.  Upon graduation I was offered a position at a 

counselling agency where I worked for a few months before leaving to travel to 

Australia with my then fiancé.  We decided to stay, and become citizens. 

I obtained employment with New South Wales Health (NSW Health) as a Youth 

and Family Mental Health (YAF) Clinician in Northern NSW.  While working as a 

YAF clinician I became pregnant, which proved to be a driving factor in the 

development of my research, as I will detail further below.    I worked in several 

YAF teams in rural/regional NSW for over 14 years before occupying my present 

position; as a rural NSW Eating Disorder Coordinator.  I have held this position 

for the past two and a half years.  

My interest in the area of eating disorders (ED) began 20 years ago during my 

Honour’s Degree in Psychology.  At the time, this interest was purely academic 

in nature, as I completed an honours thesis in the area of perceptual disturbance 

in Anorexia Nervosa.   Little did I know that 20 years on I would come to be 

known as an eating disorder “expert” (a term placed on me by others, not of my 

own design) in my local rural health service.  It is within my time in the role of a 
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YAF clinician that I have developed both a skill and a passion for working with 

young people and their families in the area of ED.  It is also within this time 

frame that I have developed an ongoing frustration with the lack of resources 

and skill in treating ED in rural areas, and a drive and curiosity to engage in 

research to address complex issues around service delivery, capacity building, 

skill development, and staff attitudes in relation to the social construction of ED 

within a rural health service.  

See below map of Australia for an outline of LHDs. The small box in the right-

hand corner illustrates the location of the Sydney metropolitan LHDs, and with 

the exception of Nepean Blue Mountains LHD, and Central Coast LHD, all other 

LHDs could be considered to be in rural/regional locations.

 

Figure 1. NSW Health Local Health Districts 
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Over the years, I have had interactions with many skilled clinicians that highlight 

the stigma attached to eating disorders.  Many times, I have been exposed to 

clinicians expressing beliefs around eating disorders such as: “they’re [Eating 

Disorders] a lifestyle choice”, “it’s vanity”, “people with eating disorders are 

manipulative”, “it’s not a mental health issue”, “boy’s/men don’t get eating 

disorders”, “she looks fine, she can’t have an eating disorder”, and so on.  

In the same realm, it was not uncommon for me to be exposed to situations 

where there was a significant amount of “parent blame” occurring.  It seemed to 

me that blame went two ways, people with eating disorders were often blamed 

for their own illness and accused of bringing it on themselves, or the parents 

were blamed for not parenting better to prevent the illness developing. I have 

also been exposed to situations where colleagues were discussing people with 

eating disorders and laughing, while making statements such as “why don’t you 

just take her to McDonalds”? Would people laugh at someone with depression 

or schizophrenia?   

As a YAF clinician, I provided direct services to young people with eating 

disorders and their families.   However, at the time of data collection, a majority 

of my mental health colleagues did not feel comfortable working with eating 

disorders, and some expressed a strong reluctance to work in this area.  It is 

interesting from a service provision point of view that this happens, in that, as a 

mental health worker I was not permitted to say for example “I won’t work with 

anxiety disorders” and yet this happens with ED.  What this translates to in 

practice, is a very small number of clinicians providing a service to a very high 

needs population.  As a clinician who possesses a strong interest in ED, I 

maintained a high caseload in this area.  Having only one person in the “expert” 
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role, however, translates into service delivery issues when that person becomes 

unavailable or cannot sustain the caseload.  I realised the effects of this directly 

some years ago while on maternity leave.  The clients who transferred to other 

clinicians did not stay with the service, and we received no new ED referrals in 

the year I was on leave.  I wondered then, what was happening to this 

underserviced population?  Working in a small community, I would often get 

calls asking for the “Eating Disorder Service” (there wasn’t one), which basically 

translated to “me”.  The community knew I was going on maternity leave, and I 

assume that people did not suddenly stop developing eating disorders because I 

was having a baby, so where did they go? 

The way we delivered services in rural areas was also a concern of mine, solo 

practitioner or otherwise.  Did we really know what we were doing? Did we have 

enough supports, structure, resources and training available to us? These were 

questions that frequently troubled me.  For a diagnosis that has the highest 

mortality rate of any other mental health diagnosis, why were we not given 

training in this area? 

It wasn’t that one day I woke up and had a desire to learn about eating 

disorders, it was a desire born of necessity. I had clients on my caseload, and 

they needed me to know what I was doing.  At the beginning, I experienced 

tremendous fear and trepidation, as I did not feel I had the required skills in this 

area. So I learned.  I engaged in self-directed learning, attending training I had 

found outside of the health service, and so on. One of the research participants 

described his move to work with clients with eating disorders as a “calling”.  At 

first, I struggled with this concept (religious connotations aside), but I began to 

engage in reflection about what this statement may be about.  Maybe it’s not a 
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“calling” as such, but a situation borne from experience and necessity.  I began 

to reflect on how few clinicians there are in the area who have experience with 

eating disorders, and how people get that experience.  The answer I came up 

with: we learn by doing, and the more cases we get (which might propel one to 

pursue more education), the more referrals we get, hence, over time, we 

become confident and competent in working in this area, and thus others look to 

us as the “experts”. Expertise born of need.  The more experience I got, the 

more work I took on, and thus others looked to me, and directed referrals my 

way.  So maybe it was my “calling” but I reflected, that maybe I was doing the 

mental health team a disservice.  If I was to continue taking on clients with 

eating disorders, was I then preventing others from learning and getting that 

experience themselves? After I returned from leave, I realised I couldn’t continue 

to be the sole practitioner in a team with experience.  I began to change my 

practice, and focus on imparting this knowledge to others, with the idea that they 

too could gain experience and work with people with ED.  The only problem was, 

when I moved teams, that meant that those in the team I left lost a mentor and 

potential clients with ED lost a source of help. 

Upon returning from leave, the referrals started again.  And, as before, once 

again I found myself working in a rural area, trying to navigate a diagnosis with a 

high level of complexity, and without a lot of structures and supports in place.  It 

was then I decided to embark on the current research.  I was fuelled by passion 

and determination. 

A further impetus for this research involved the ability to work within a 

multidisciplinary approach in a rural setting.  Because eating disorders cross the 

areas of psychological, medical, behavioural, and nutritional realms, the need for 
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a multidisciplinary approach is paramount, as outlined in the Royal Australia and 

New Zealand College of Psychiatrists clinical practice guidelines for the 

treatment of eating disorders (Hay et al., 2014). Working rurally, I personally 

experienced tremendous difficulty in communicating with the various clinicians 

involved in a client’s care. Clients often received clinical services from a mix of 

public and private professionals, and those clinicians were often separated 

across great geographical distances, which hindered the opportunity to engage 

in productive communication with other clinicians due to distance and availability 

issues.  This lack of communication impacted client treatment significantly, as it 

hindered the ability to collaborate around treatment approaches. In addition, the 

lack of clear models of care, and involvement of different professions resulted in 

issues around team leadership. Is the therapist directing treatment? What 

happens when clients are admitted to a medical ward?  What is the role of the 

therapist? What happens if the paediatrician imparts conflicting information to 

that provided by the community clinician? How do various professionals provide 

a consistent approach in the absence of communication pathways and models 

of care clearly delineating roles?  All these questions are examined in the 

research. 

Purpose of this Research 

Whilst there has been research into the effectiveness of various treatment 

modalities in city settings (Hay et al., 2014), there remains a paucity of research 

in rural health settings (Weber & Davis, 2012; Endacott et al., 2006).  

Unfortunately, models that have been studied rarely translate well into rural 

settings (Endacott et al., 2006).   One highly researched area of eating disorders 

treatment is family-based treatment (FBT) also known as the “Maudsley Model” 
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(Lock, Le Grange, Agras, & Dare, 2001) which involves the family-based 

treatment of ED in adolescents. FBT is the model that has been adopted by the 

Children’s Hospital at Westmead in Sydney and the most widely researched 

treatment for adolescent AN (Wallis, et al., 2018; Jewell, Blesset, Stewart, Simic, 

& Eisler, 2016; Madden et al., 2015; Agras et al., 2014; Miskovic Wheatley, 

Wallis, Kohn Hay Rhodes, Brown, and Madden, 2009; Wallis, Rhodes, Kohn & 

Madden 2007; Rhodes, 2003). Attempts by local clinicians to use this model 

have been undermined by the constraints evident in rural settings and often 

clinicians will tell me they use a “modified Maudsley” approach.  These are the 

issues I was interested in exploring in my quest to develop a model of service 

delivery that is effective and practical in rural setting.  The original aim of this 

research was to develop a model that could be used to treat ED in rural settings, 

taking into account the unique challenges inherent in working in rural areas.  The 

issues I was interested in exploring include: 

● What models and modes of eating disorder service provision are being 

used in rural settings? 

● What are the benefits and disadvantages/barriers to eating disorder 

service provision in rural areas? 

● What do service providers believe is done well, and where do they feel 

things could be improved/different? 

● How do we forge better partnerships between local service providers, to 

improve service provision across a variety of sites? 

● How do clinician attitudes and social constructions of eating disorders 

impact the delivery of services within rural mental health systems? 
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● How do we increase the capacity of local health clinicians to become 

competent in the area of eating disorders and what needs to be done to 

facilitate capacity building across rural settings? 

Policy Context of the Research: 

Introduction of the NSW Service Plan for People with Eating 
Disorders 

In 2013 Skinner and Humphries, then Ministers for Health and Mental Health, 

announced respectively, the NSW Service Plan for people with Eating Disorders 

(2013-2018, hereafter NSW Service Plan) with further developments expected 

subsequent to this date.  Primary objectives of this plan are as follows: 

establishing that eating disorders are core business for the health system, 

identifying eating disorders as a whole of health concern and responsibility, the 

need for ED treatment to be integrated into existing health services, with 

workforce development being a crucial focus of the plan, and the requirement for 

each Local Health District (LHD) to develop a local Service Plan in response to 

the NSW Service Plan. 

As this plan was released when the research was in the process of 

development, it had a profound impact both on the focus of the study and 

resulted in some changes to the initial goals of the research.  This policy would 

also have a significant effect on my role within the health service, as nearing the 

end of the data collection phase of the research, I was appointed the role of a 

NSW LHD Eating Disorders Coordinator in a rural LHD, and subsequently left 

my substantive full-time position in Youth and Family Mental Health.   

Once each LHD had submitted their local service plan to the Ministry and their 

respective plans were approved, LHDs were given a) funding to hire a local 

Eating Disorder Coordinator and b) funding for workforce development.  Some of 
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the activities required to develop local service plans were consistent with the 

research aims and questions in the current study, and thus prompted me to alter 

the original research questions somewhat.  It is also of note, that the theoretical 

foundations originally underpinning the research also underwent a 

transformation as the research progressed and as the data emerged, thus 

challenging my preconceived ideas about the research. This transformation 

raised new, exciting and challenging themes that warranted further exploration 

informed by a changing epistemological perspective.  I will address these 

changes in Chapter three: Theoretical Framework. 

Structure of Thesis 

The following eight chapters will guide the reader onwards from this initial 

chapter on the background and rationale for the study, by first providing a 

comprehensive literature review highlighting current research in the area of 

eating disorder service delivery with a focus on rural issues and Australian 

research.  I outline the conceptual framework of my study, exploring 

hermeneutic phenomenology and how Gadamer’s philosophical hermeneutics 

both informed my methodology and interpretation of the findings. Following this, 

I outline a detailed description of the qualitative methodology employed, using 

semi-structured interviews with thirteen medical and mental health clinicians with 

varying degrees of experience in the treatment of eating disorders in rural health 

settings in NSW.  I then highlight how the content of these interviews (referred to 

as data in my study) was analysed and interpreted.  

These outcomes are explored in three chapters through a style of writing that  

that combines an examination of these results and discussion together rather 

than separately. These findings are highlighted within an exploration of themes 
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using an ecosystems perspective, with each of the three chapters exploring the 

themes through a micro, meso, and macro systems perspective respectively.  

The interwoven nature of understanding the research findings is consistent with 

an ecosystems perspective developed by Bronfenbrenner, representing different 

levels of systems (micro, meso, and macro) that explore the person in 

environment relationship (Bronfenbrenner, 1979, in Healy, 2014). These 

chapters elaborate on how these systems do not exist in isolation but are 

interconnected and how the themes explored in each system influence the 

others.  There are very few instances where participants are referencing themes 

and concepts that do not relate to other levels of the system, and this complex 

and fascinating interplay is highlighted throughout the thesis.  The strong 

emotive discourse associated with eating disorders, and the relationships 

between clinicians and systems provide a captivating view into this challenging 

area of rural practice. 

The final chapter provides a research summary and presents exciting and 

unexpected conclusions including a discussion of practice implications, 

emphasising strengths in rural areas, directions for future research, and the 

dynamic and moving nature of the field, moving forward in this continually 

developing and complex field of rural eating disorder service delivery.  
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Chapter 2 

Literature Review 

 

The following literature review examines existing research concerning eating 

disorder services in Australia, with a particular focus on the delivery of such 

services in rural health settings.  Current models of treatment are examined, and 

their application in rural and remote areas explored. Issues highlighted include 

the paucity of eating disorder research in rural health settings, and difficulties 

translating models of practice developed in metropolitan areas into rural and 

remote communities.  Lack of resources and adequate training of practitioners, 

in addition to clinicians’ beliefs and attitudes towards eating disorders are 

explored in the context of the unique service delivery constraints inherent in rural 

areas.  Current training models and outreach services are examined to highlight 

areas for future research. 

Development of the Literature Review 

The literature review occurred over the course of the research incorporating two 

main stages of an iterative process (Harreveld, Danaher, Lawson, Knight, & 

Busch, 2016).  The first stage was conducted when I was developing my 

research study  in 2013,  and focused on the areas highlighted above.  The 

areas explored were driven by my personal experiences in the field of eating 

disorder service delivery, and difficulties I experienced as a rural practitioner.  I 

conducted my literature search by using various data bases, predominately 

using CSU Primo Search and EBSCOhost.  At times, when I was unable to 

locate desired articles using these data bases, I utilised the search engine 

Google Scholar. I focused my research search on peer reviewed studies, 
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academic textbooks, and Clinical Practice Guidelines produced by major bodies 

in the field of eating disorders. In this first stage of research, I utilised broad 

search terms involving eating disorders such as “eating disorders in Australia” 

“eating disorders and rural service delivery” “the treatment of eating disorders” 

“stigma and eating disorders” in addition to more general searches such as 

“rural health services, Australia”.  After an initial broad search of the literature, I 

was then able to utilise a snowball method (Alston & Bowles, 2018), whereby 

further literature was identified from an exploration of the reference lists of 

materials.  I kept building on the literature searches and fine tuning my searches 

as new literature was uncovered. 

The second phase of the literature review process began nearing the end of 

data collection in early 2017 as I began analysing the data, and was an ongoing 

process throughout the course of writing up the research findings. Whilst most 

areas I explored in the initial literature review were reflected in the narratives of 

the research participants, there was some data that was somewhat unexpected, 

and some areas that seemed more prominent than others, and deserved a 

further look back at the research.  Findings from the research that challenged 

some of my initial assumptions were explored, and areas that participants put 

particular emphasis on were revisited.  It was also important to update the 

literature with any new relevant research that had been published in between the 

initial literature review process and the writing up of the findings (including 

incidence and prevalence statistics). Through both stages of the literature review 

process, search results mainly resulted in literature from Western countries, with 

a particular focus on Australian research given the focus of the study. 

Publication dates ranged mainly from 2000 onwards, with some earlier 
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publications where relevant.  The focus with regards to epidemiological data was 

largely on publications released between 2010 and present. 

The Treatment of Eating Disorders in Rural Health Settings:  A 

Review of the Literature 

It is estimated that 4% of the Australian adult population is living with an eating 

disorder (Butterfly Foundation, 2012).  Of this population, 83.3% have Binge 

Eating Disorder (BED), 9.8% have Bulimia Nervosa (BN), and 6.9% have AN. 

(Hay, Girosi, & Mond, 2015). The prevalence of EDNOS (Eating Disorder not 

Otherwise Specified) is significant, with approximately 250 000 Australian 

women, and 53 000 Australian men living with EDNOS (Allen, 2013).  On 

average, 20 people are expected to die from EDNOS every week. Of note, the 

diagnostic criteria for eating disorders changed between 2000 and 2013 with the 

update of the DSM from DSM-IV to DSM-V (American Psychiatric Association 

[APA], 2013) which expanded the inclusion criteria and changed the diagnostic 

category of EDNOS to OSFED (Other Specified Feeding and Eating Disorders).  

Previously, ENDOS was a category that encapsulated clinically significant eating 

disorder behaviours that did not meet the criteria for one of the other ED 

diagnoses listed in the DSM-IV;  AN or BN (Fairburn & Bohn, 2005).  An 

example of this is BED. In the DSM IV, this would have been classified as 

EDNOS, but in the new DSM-V, in recognition of its prevalence as a significant 

ED in its own right, it has been included as a separate diagnostic category. 

(APA, 2013). As such, not all studies reflect this change, and thus it can be 

concluded that rates in the Australian population are higher than indicated by 

existing research.  
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Research has shown that eating disorders in Australia may have a lifetime 

prevalence rate as high as 15% in females and 3% in males (Hay et al., 2015). 

Research also indicates that the incidence of eating disorders is increasing 

(Hay, Mond, Buttner & Darby, 2008).  South Australian research found that 

between 1995 and 2005 in both men and women there was a “significant and 

over two-fold increase in the point prevalence of binge eating, purging (self-

induced vomiting and/or laxative misuse) and strict dieting or fasting for weight 

or shape control” (Hay et al., 2008, p. 4). The authors report the most common 

diagnosis in 2005 was EDNOS including binge eating disorder (Hay et al., 

2008). Research into ED features in indigenous Aboriginal and Torres Strait 

Islander Australian populations indicate similar rates to non-indigenous 

Australians (Hay, & Carriage 2012). 

AN has serious long-term health consequences with a mortality rate of 5% (Le 

Grange, 2004, Steinhausen, 2002) and has the highest mortality rate of all 

psychiatric disorders (Arcelus et al., 2011; Treasure, Schmidt, & Hugo, 2005).  In 

addition to the risk of death due to medical complications, approximately 1 out of 

5 women with AN commit suicide (Arcelus et al., 2011).  ED can have severe 

medical consequences including cardiac complications, gastrointestinal 

conditions, reproductive health issues, osteoporosis and electrolyte and 

endocrine disturbance (Rome and Ammerman, 2003).  Despite the devastating 

health impacts associated with ED, it is estimated that only 30% of patients with 

AN and 6% of patients with BN are treated by mental health specialists 

(Endacott et al., 2006).  In addition, ED services are varied and inconsistent 

across treatment settings.  
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One large scale study in Scotland examined ED service provision across 

specialist services and general mental health services and found significant 

gaps in service provision across the country (Lemouchoux, Millar & Naji, 2001).  

Survey results indicated that while adult, child, and adolescent services stated a 

commitment to provide ED treatment, services were inconsistent, there was an 

absence of specialist services, and services that did exist had limited experience 

and resources (Lemouchoux et al., 2001).  These results are consistent with 

findings in Australia concerning the inconsistency of services across the country 

and lack of specialist services and experienced practitioners (Australia and New 

Zealand Academy for Eating Disorders, 2009).  Issues around lack of specialist 

services and experienced practitioners, will be explored throughout a discussion 

of ED treatment guidelines, and the difficulty implementing these in rural areas. 

Current approaches to treatment. Specialist outpatient psychotherapies 

are the recommended treatment for both AN and BN and are more effective than 

generic outpatient treatments or medication (Hay et al.. 2014; Schmidt, 2001). In 

cases of severe AN requiring inpatient treatment, evidence exists that specialist 

services are more effective in both weight restoration and reducing mortality 

(Schmidt, 2001).  In the case of AN, approximately half of treated cases 

necessitate hospitalisation, half are prescribed medication, and the majority 

receive outpatient psychotherapy (Agras, Brandt, Bulik, Dolan-Sewell, Fairburn 

et al., 2004).  Agras et al. (2004, p. 511) divides AN in to two categories: “acute 

(roughly adolescent) and chronic (roughly adult)”.  These authors note that 

approximately 20% of cases develop into a chronic illness and an additional 

30% still experience some symptoms that impede a complete recovery.  In 

addition, research shows that the earlier an intervention is initiated following the 
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onset of symptoms of AN the greater the chance of recovery (Agras et al., 

2004). 

Australian practice guidelines recommend a specialist, multi-modal approach for 

the treatment of ED (Hay et al., 2014). The absence of locally-based specialist 

services in rural communities means that clients with ED often do not receive a 

comprehensive service or may be required to travel great distances to do so 

(Simpson & Slowey, 2011).  McCormack, Watson, Forster, & Alderson (2008) 

found in referrals to a specialist ED service, a “disproportionately high” number 

from rural areas requiring inpatient care (McCormack et al., 2008, pg. 8).  One 

quarter of all patients were from rural areas, and two thirds requiring 

readmission were from rural communities (McCormack et al., 2008).  Clinical 

competence is also an issue, as many practitioners feel they lack the knowledge 

and skill to treat ED (Linville, Brown & O’Neil, 2012; Reid, Williams & 

Hammersley, 2009).  This lack of clinical skill in the treatment of ED is of serious 

concern, as research found in a sample of clinicians not specialised in ED, that 

their knowledge of ED was no greater than that of lay students or the ED 

patients themselves (Schmidt, Ali, Slone, Tiller and Treasure, 1995). 

While there has been research into the effectiveness of various treatment 

modalities in city-based services (Hay et al., 2014), there remains a paucity of 

research in a rural context, and the metropolitan models that have been studied 

rarely translate well into rural settings (Endacott et. al, 2006).  Given the life-

threatening nature of ED, there exists a focus in the research literature on 

randomised controlled trials (RCTs) as researchers focus on finding out what 

“works” in treatment (Lock et al., 2012).  
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There has been considerable research demonstrating the efficacy of Cognitive 

Behaviour Therapy (CBT) for BN (Mitchell, Agras & Wonderlich, 2007).   

Enhanced CBT (CBT-E), a transdiagnostic model, developed by Fairburn (2008) 

has been found to be more effective than other psychological therapies in this 

population (Fairburn et al., 2009, 2015). With regard to both bulimia nervosa and 

binge eating disorder in adults, CBT and CBT-E are considered first line 

treatments for adults presenting with these diagnoses (Hay et al., 2014). 

With the exception of family-based treatments for AN in adolescents, there is a 

scarcity of empirical evidence for the treatment of AN (Le Grange & Lock, 2005; 

Woodside, 2005; Agras et al., 2004), and the existing evidence is weak (Bulik, 

Berkman, Brownley, Sedway, & Lohr, 2007).  This lack of research evidence in 

AN is acknowledged by the Royal Australian and New Zealand College of 

Psychiatrists Clinical Practice Guidelines for the Treatment of Eating Disorders 

(Hay et al., 2014).  Citing this lack of research, Striegel-Moore (2005, p. S32) 

states: “Standards of care for those with AN are based on clinical experience 

derived from experts across the world whose treatment approaches reflect to a 

considerable degree differences in resources available for health care rather 

than evidence about efficacy or effectiveness”.   

Lock et al. (2012) report considerable challenges in conducting RCTs for 

adolescent AN.  They site difficulties with recruitment, sample sizes, and multi-

site involvement with competing treating philosophies and modalities as 

significant factors for the absence of evidenced based treatments for AN (Lock 

et al., 2012). It may be that the quantity of research on the treatment of BN lies 

in the evidence base for CBT as a manualised treatment and therefore lends 

itself easily to RCTs.  It can be argued that relying on quantitative research and 
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RCTs does not allow the explorations of the subtle nuances that render 

particular therapeutic interventions effective.  That said, qualitative research with 

practitioners often highlights what should happen for effective service delivery, 

outlining lack of professional skills and resources, and may make 

recommendations about improvements of services, but little is written about how 

to translate that into practice (e.g. Weber & Davis, 2012; Reid, Williams & Burr, 

2010).  Agras et al. (2004) highlight that despite the success of CBT for BN, 

there has been scant research into its use for the treatment of AN and suggest 

future research in this area.  These authors also suggest that the use of 

interpersonal psychotherapies (IPT) which has also proven useful in the 

treatment of BN should be studied in the treatment of AN.  These models may 

be particularly useful in the treatment of AN in adults, due to the focus on the 

individual, as research with adolescents supports a family focus whereas adults 

will most often present for individual treatment (Agras et al., 2004). 

Family therapy is now viewed as the treatment of choice for adolescents with AN 

(Lock, 2015; Le Grange & Lock, 2005; Le Grange, 2001), and families are often 

actively involved in their child’s treatment. Historically, families were often 

blamed for the development of eating disorders.  In particular, AN in young 

people.  Current thinking has shifted away from this paradigm, and now 

embraces the involvement of the family in treatment as a valuable resource in 

support and recovery (Le Grange, Lock, Loeb, & Nicholls, 2005).  Research has 

shown family therapy to be superior to individual therapy in adolescents under 

the age of 19, with an illness of less than three years’ duration (Russell, 

Szmukler, Dare & Eisler, 1987 in Rhodes, 2003).   
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There has been much focus in the Australian research literature on the 

Maudsley Model  (Lock & Le Grange, 2010), which involves family-based 

treatment (FBT) of AN in adolescents.  Reviews of the literature have found half 

to two-thirds recover following treatment with continued maintenance or 

improvement in follow up studies (Eisler et al., 2007; Lock, Couturier & Agras, 

2006). This is the model that has been adopted by the Children’s Hospital at 

Westmead in with good recovery rates (Wallis, Alford, Hanson, Titterton, 

Madden and Kohn, 2013; Rhodes, Brown, and Madden, 2009; Wallis, Rhodes, 

Kohn and Madden 2007; Rhodes 2003).   

The Maudsley model was developed by Christopher Dare and Ivan Eisler at the 

Maudsley hospital in London (Dare, 1985) and was manualised in 2001 (Lock et 

al., 2001).  The Maudsley model puts the focus on the family as a resource in 

the recovery of a young person with AN, and not as a source of blame (Lock et 

al., 2001).  The family is encouraged to place the AN as outside the family, 

thereby externalising the illness as separate from family functioning (Rhodes, 

2003). The Maudsley model uses this technique of externalisation “with the aim 

of breaking cycles of parental guilt and resulting criticism of their child.  The AN 

(rather than any family members) is personified as the oppressor, and its 

influence on the family is mapped” (Rhodes, 2003, p. 192).  Parents are 

encouraged to take charge of the AN and avoid blaming the child (Rhodes, 

2003).  The model takes the position that the young person with AN is too unwell 

to make decisions around eating and activity, so the parents take temporary 

responsibility for re-feeding their child (Wallis, et al., 2013). The treatment 

involves three stages: the first involves the family taking responsibility for 

refeeding the young person, the second stage involves the young person taking 

more responsibility and autonomy over their own eating, and the final phase 
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involves the exploration of adolescent individuation (Rhodes, 2003).  During 

treatment, the therapist meets regularly with the remainder of the 

multidisciplinary treating team, comprising psychiatrist or paediatrician, dietitian, 

and other medical professionals (Rhodes, 2003).  The model is designed to be 

completed in 20 sessions over the course of one year and can be used for 

patients discharged from hospital at a minimum healthy weight or on an 

outpatient basis where patients are medically stable (Wallis, Rhodes, Kohn & 

Madden, 2007). 

Recent research in the United States has also examined the effectiveness of 

family-based treatment in a small sample of young adults (aged 18-21) and their 

families (Chen et al., 2010).  In this sample of 4 young adults, three out of four 

patients were in the normal weight range at the end of treatment, and three out 

of four were in the non-clinical range on an eating disorder scale.  Although the 

sample size was small, and research using family therapy with young adults is in 

its infancy, this research shows encouraging results indicating FBT may be a 

valuable treatment for this age group (Chen et al., 2010). 

While the focus of family-based treatment has been on the treatment of AN, 

preliminary research has indicated it may prove to be a useful model for 

adolescents with BN as well (Le Grange, 2010).  It has recently been 

manualised and adapted from the original model developed by Lock et al. (2001) 

for the treatment of AN.  Whilst there is little research to date, early results are 

encouraging and important for future research (Le Grange, 2010). 

Regarding the Maudsley program at Westmead Hospital Sydney, it is important 

to note that a large number of patients travel long distances to attend the 

program, with 1/3 of patients admitted living in rural and remote New South 
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Wales (Wallis et al., 2007).  Due to the success of the model, there have been 

many requests for training across the country, and Wallis et al. (2007) note that 

since 2004, approximately 200 clinicians have been trained in the Maudsley 

Model.  The number is much higher now as a result of the NSW Service Plan for 

People with Eating Disorders (2013-2018).  Wallis et al. released this data in 

2007 and many more clinicians have been trained since then.  

Training in this model has been a key focus of the NSW Service Plan, the impact 

of which will be discussed further in this research.  These authors purport the 

view that requests for training “reflects clinicians’ desire to have a clear and 

effective model of working with eating disorders” (Wallis et al., 2007, p. 6).  It is 

clear that ongoing training across the country could have a significant impact on 

rural service delivery.  Additional options for treatment in rural settings include 

the delivery of family therapy via telemedicine (Goldfield & Boachie, 2003).  The 

use of telemedicine to deliver family therapy could be used when there are long 

distances between rural settings and larger metropolitan treatment centres, and 

when patients come from under-resourced rural communities (Goldfield & 

Boachie, 2003). 

With the exception of research on the effectiveness of evidenced-based 

treatments (EBTs); Cognitive Behavioural Therapy (CBT) for BN and family-

based treatments for AN in adolescents, there remains a dearth of research on 

what is being done by professionals to treat other ED presentations, and how 

many are practicing the above mentioned EBTs.  In addition, outside of family 

therapy, there is a lack of research into treatments for AN (Fairburn & Harrison, 

2003). In one study, a survey of psychologists, social workers, psychiatrists and 

counsellors sought to investigate what services were being delivered to clients 
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with ED (von Ranson & Robinson, 2006).  Results revealed that most 

practitioners identified using an “eclectic” approach, and one third utilized CBT.  

A concern raised in the study was that despite clinicians’ stated use of CBT with 

ED clients, few had received manualised training in its delivery.  The research 

only included professionals and services that specialised in ED however, and did 

not include a rural sample.  In addition, the study did not distinguish between 

treatments for AN or BN, the age of clients was not included, and despite family-

based treatments being the main recommended treatment for AN in 

adolescents, participants were not asked about their use of it as a therapeutic 

technique.   

As previously mentioned, there remain large gaps in the research literature in 

regard to the treatment of ED in rural settings.  In addition, research that could 

have explored rural versus metropolitan services often did not do so.  For 

example, de La Rie, Noorenbos, Donker & Furth (2008) conducted a mixed 

method study on the quality of ED treatment comparing the perspectives of both 

patients and therapists.  Unfortunately, although over 20% of current patients, 

and 16% of former patients were identified as either “rural” or “very rural”, 

differences between responses of these patients, and those with a more urban 

demographic were not explored. 

Despite the existing research into the effectiveness of various treatments for 

EDs, the literature to date does not support the consistent use of evidence-

based models in practice settings, rural or metropolitan (Kazdin, Fitzsimmons-

Craft, & Wilfley, 2017; Waller, 2016; Von Ranson, Wallace & Stevenson, 2013). 

Kazdin et al. (2017) purport that despite the evidence base, there exists two 

gaps: a research-practice gap, and a treatment gap.  What this means in 
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practice, is that there is a failure to translate evidence-based treatments into 

clinical practice (research-practice gap), and a further failure in delivering these 

treatments to people who need it and are currently not receiving treatment 

(treatment gap) through ways that will effectively reach this population (Kazdin, 

Fitzsimmons-Craft, & Wilfley, 2017).  The treatment gap has particular relevance 

for those in rural areas, who often do not access treatment for mental health 

services (eating disorders or otherwise) and there is a need to extend services 

to reach people through the use of innovative ways of service delivery such as 

“telemedicine, the internet, and mobile apps” (Kazdin, Fitzsimmons-Craft, & 

Wilfley, 2017, p, 170). 

As the current research involves exploring the provision of ED services in rural 

health settings however, the remainder of this literature review will focus not on 

the effectiveness of various ED treatments, but rather how this knowledge is 

currently translated into rural settings. 

Australian service delivery and research. Whilst there remains a 

paucity of research into the treatment of EDs in rural settings, a literature review 

revealed that the majority of the small amount of research concerning rural face 

to face interventions for ED was Australian based, reflecting the unique 

demographic of this country (e.g. McCormack et al., 2013; Sheridan et al., 2013; 

Weber & Davis 2012; Painter, Ward, Gibbon, & Emmerson, 2010; Boyd, Aisbett, 

Howard & Filiades, 2007; Mond, Hay, Rodgers & Owen, 2007; Endacott et al., 

2006; Weber, Davis & McPhie, 2006).  Australian research by McCormack et al. 

(2013) and Painter et al. (2010) examining the “Hub and Spokes” model of 

service delivery will be explored further during an examination of outreach 

models later in this review. 
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Weber and Davis (2012) explored the effectiveness of an assessment and 

referral model of eating disorder service delivery in Northern New South Wales.  

The Northern Rivers Eating Disorder Service (NREDS) consisted of one part- 

time worker and was based in the Lismore and District Women’s Health Centre 

making it the only NSW ED service based in a non-government centre.  As the 

authors note however, this has since changed, and the service moved to 

location within Northern New South Wales Local Area Health District, before 

being ceased altogether several years later.  As this was an assessment and 

referral service only, the focus was on conducting a comprehensive ED 

assessment and then referring on to an appropriate practitioner for treatment.  

Adult clients were mainly referred to private practitioners due to the absence of 

ED services within the local adult Mental Health Team.  Conversely, adolescent 

clients were referred to the local YAF teams which have capacity to provide ED 

services.  Results of this study indicated that while both clients and practitioners 

found the assessment process useful, an assessment and referral model alone 

was not sufficient to address ED service provision in a rural setting.  It found that 

there were significant gaps in the capacity to provide ongoing treatment 

following assessment. In particular, whilst clients with mild to moderate ED were 

able to be treated using this model, practitioners did not feel able to deal with 

more severe and complex presentations. These clinicians cited isolation and 

lack of support as contributing to a reluctance to take on new referrals.  In 

addition, the lack of specialist hospital service was a concern raised by both 

clinicians and clients as the authors highlight: 

…whilst local hospitals do provide some inpatient care, the quality of care 
is limited at best and unhelpful at worst, particularly for adults.  The lack of 
specialist training of nursing staff in medical and mental health wards, the 
variability of attitudes and understanding among nursing and medical staff, 
hospital ward workloads and the lack of psychological input whilst on the 
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medical wards all undermine the capacity of hospital care to be 
satisfactory (Weber & Davis, 2012, p. 211). 

 

These authors stress the importance of suitable local care as being of key 

importance to successful rural ED service delivery.  This research makes a 

number of recommendations for rural services including a multidisciplinary team 

approach and the provision of specialist consultation and training to key service 

providers (Weber & Davis, 2012).  This is consistent with Australian research 

based in Victoria, which found the model of assessment and referral 

impracticable and frustrating for referrers and service providers (Endacott et al., 

2006). The Victorian research evaluated ED service delivery in two regional 

Australian cities: Bendigo and Geelong.  The Bendigo service provided 

secondary consultation and specialist service delivery with a goal of up skilling 

primary care workers. The Geelong service was initially an assessment and 

referral only service which later developed to include management.  Two years 

into the study the Geelong service recognized the need to provide management 

services, in particular to patients with complex and severe presentations.  This is 

consistent with concerns identified by Weber and Davis (2012), that an 

assessment and referral model is not effective for these kinds of presentations. 

Results of the Victorian research indicated GPs identified barriers to service 

development in the areas of capacity building and unrealistic expectations.  

Successes were identified as having a local service with competent clinicians 

and good communication (Endacott et al., 2006).    The authors made the 

following recommendations for the establishment of new ED services:  they 

should be locally-based, with clear lines of communication, delivered by a team 

of specialist clinicians taking into account the local context and in consultation 
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with mental health and GPs, including as well, consumer input into the initial 

development of a service (Endacott et al., 2006).  Implementing such 

recommendations remains extremely difficult in rural settings as will be explored 

further below. 

Access and communication. It is recognized in the literature that ED 

treatment should occur in the context of a multidisciplinary team (Hay et al., 

2014) however, the application of a multidisciplinary team model in rural settings 

is difficult.  It is generally accepted that the team should consist of a GP 

providing medical monitoring, a dietitian providing nutritional advice, meal 

planning etcetera., and a mental health professional providing psychological 

interventions (Hay et al., 2014).  Due to the distribution of professionals across 

various settings in rural areas, regular coordination and communication between 

all members of the team becomes complicated (Weber & Davis, 2012).  

Difficulties in being able to contact various clinicians and failure to know one 

another very well if at all, can impact service delivery (Weber & Davis, 2012).  In 

addition, public service providers have their own clinical governance 

requirements which may further complicate relationships between public health 

service providers and private practitioners. Failure to adequately communicate 

can lead to client frustration and confusion and poor treatment outcomes 

(Strober & Johnson, 2012).  This becomes even more complex if the individual 

transitions between services and clinicians, such as when moving between 

inpatient and outpatient care.  In addition, complications are also likely to arise 

when individuals transfer from paediatric to adult ED services.  The average 

length of illness in AN is 6 years, resulting in the likelihood of transitioning 

between youth and adult services (Treasure, Schmidt, & Hugo, 2005). In 

researching issues related to these transitions, Dimitropoulous, Tran, Agarwal, 
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Sheffield, and Woodside (2013) highlight the different ways paediatric and adult 

services operate that can affect smooth transitions between services.  The 

authors note that a transfer from a family-based model in paediatric and youth 

services to a largely individual model in adult ED services can prove very difficult 

for both the young person and their families.  This research recommends a 

transitional model of family therapy for young people with AN and their families. 

In order to ensure a smooth transition, the authors recommend transitions 

happen not based on age alone, but on readiness for transition, and recommend 

future research into family-based interventions and individual management 

models for young adults and families.  A final recommendation is the creation of 

a model of shared care between specialised services and primary care 

professionals in order to minimise some of the gaps inherent in the transition 

between services (Dimitropoulous et al., 2013) 

Further complicating communication matters are the varying levels of expertise 

within the treating team.  This raises the question, “who is in charge of the 

treating team?”  Boyd, Aisbett, Howard and Filiades (2007) assert that the 

General Practitioner (GP) has an important role as the co-ordinator of the 

treating team consisting of a GP, therapist, and dietitian, particularly in rural 

areas.  This is contrary to the view of Strober and Johnson (2012), that the 

therapist is the clinician with the greatest understandings of the complexities 

inherent in the case and should have a co-ordinating role.  Strober and Johnson 

contend that while certain decisions depend on the patient’s medical status and 

here the GP has the authority, other treatment decisions cannot be made 

without a single person guiding the process and argue the therapist is the one 

with the best understanding of the case and should direct this process (Strober 

& Johnson, 2012).  The need for collaboration cannot be overstated.  Who is in 
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this co-ordinating role must be clearly defined, and the role of all parties made 

clear at the outset.  This is particularly important in non-specialist services in 

rural settings, where GPs play a significant role. 

The role of General Practitioners. Limited mental health services in 

rural areas may mean that people living in these communities depend more on 

GPs for mental health treatment (Komiti, Judd, & Jackson, 2006; Caldwell, Jorm, 

Knox, Braddock, Dear, & Britt, 2004).   Interestingly, Caldwell et al. (2004) found 

that despite the increased need for GPs in rural Australia to provide mental 

health treatment, rural GPs provided less mental health care, had lower rates of 

prescribing psychotropics, and fewer psychological consultations in comparison 

to GPs in metropolitan areas (Caldwell et al., 2004). Australian research by 

Komiti et al. (2006) in rural north west Victoria demonstrated that of respondents 

indicating previous health seeking for a mental issue most had accessed a GP 

for treatment.  

Exploring the detection and management of ED by GPs in regional Australia, 

Boyd, Aisbett, Howard, and Filiades (2007) found that GPs play a significant role 

in detecting and managing patients with eating disorders in the absence of 

locally based specialist services and recommend better linkages between GPs 

and mental health workers to facilitate early intervention in rural and regional 

areas.  In the absence of specialist local services, these GPs were more likely to 

refer patients to larger metropolitan areas if they required admission, and over 

half of GPs surveyed indicated they treated patients with ED within their practice 

rather than referring on (Boyd et al., 2007).  Similar patterns have been found in 

a community sample of women with bulimia type ED, where the majority 

received treatment by a GP with less than one in five receiving treatment from a 
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mental health professional (Mond, Hay, Rodgers, Owen, 2007).  These findings 

suggest the importance of GPs in the early detection of ED and the 

establishment of linkages with mental health services. As GPs are often the first 

point of contact for someone with ED it is crucial that GPs are knowledgeable in 

the areas of both detection and treatment (Linville, Brown, & O’Neil, 2012; Reid, 

Williams, & Hammersley, 2009).  Unfortunately, GPs often feel they lack the 

knowledge and skill in this area, and in many cases fail to adequately screen for 

ED in their patients (Linville et al., 2012; Reid et al., 2009).  Individuals with ED 

may have co-existing mental health concerns and may receive treatment by a 

GP for these issues (Mond, Hay, Rodgers, Owen, 2007).  Mond et al. (2007) 

found that people with BN type ED rarely seek treatment for these issues, but 

often seek treatment by a GP for other mental health concerns and for weight 

loss.  These results further highlight the need for ongoing training to GPs in the 

detection and management of ED (Mond et al., 2007).   

Clearly more research is needed in the area of up skilling GPs. In both rural and 

urban settings GPs are often left holding patients whilst waiting for specialist 

treatment (Reid et al., 2009).  In their research on transitioning between 

paediatric and adult eating disorder programs, Dimitropoulous et al. (2013) cited 

lack of training and unavailability of GPs as a significant impediment to smooth 

transition from paediatric to adult services. The authors recommend improved 

training knowledge dissemination as key in improving disjointed health care 

systems (Dimitropoulous et al., 2013). 
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Issues in rural mental health services. There are unique challenges 

present in rural and remote communities that impact on the health seeking 

behaviour of rural residents (Bourke, Humphreys, Wakerman, & Taylor, 2012).  

Residents may experience difficulties accessing appropriate services, and those 

services that do exist are often resource poor with high staff turnover (Bourke et 

al., 2012; Bourke, Coffin, Taylor & Fuller, 2010).  There is a limited supply of 

mental health clinicians in rural areas with only 8% of psychiatrists and 12% of 

psychologists practicing outside of urban centres (Fraser, Judd, Jackson, 

Murray, Humphreys & Hodgins, 2002).  Psychologists in rural areas have poor 

access to professional development, supervision, and networking (Roufeil & 

Lipzker, 2007).  Turpin, Bartlett, Kavanaugh and Gallois (2007) conducted 

research in Australia that focused on perceptions of health and community 

service providers as well as non-government community organisations across 

five regional Queensland towns.  Issues raised included limited availability of 

mental health services, difficulty in recruitment and high turnover of staff, lack of 

resources, and poor communication between services (Turpin et al., 2007). 

Despite having comparable rates of mental health issues to residents in urban 

areas, Australian rural residents have lower rates of accessing mental health 

services and less contact with GPs about mental health issues than those in 

metropolitan areas (Caldwell et al., 2004). Consistent with this research, Green, 

Hunt, and Stain (2012) found low utilisation of mental health services in rural 

Australia, in addition to reporting significant delays in seeking treatment following 

the onset of symptoms. These initial delays were far more pronounced in rural 

areas compared to metropolitan centres.  Whilst this research focused on 

treatment seeking in those experiencing depression or anxiety and did not focus 

on ED, it has implications for health service delivery in rural areas.  The authors 
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posit that their findings may simply highlight the difficulties that people in rural 

areas have in accessing mental health services and propose the need for further 

research in this area (Green et al., 2012). 

Given that a large number of eating disorders develop in adolescence, it is worth 

exploring rural adolescents’ attitudes toward and perceived barriers to seeking 

help for mental health concerns.  Boyd, Francis, Anisette, Newnham, Sewell, 

Dawes and Nurse (2007) examined the experiences of adolescents seeking help 

for mental health issues in rural Australia.  Barriers to accessing services 

included concerns with lack of anonymity, a culture of self-reliance in rural 

Australia, and a lack of knowledge about available services.  Respondents also 

reported the belief that GPs were not a suitable source of help for mental health 

issues and stated a preference for school-based counselling support.  The 

authors recommend a model of care for rural adolescents involving accessing 

school-based counselling as a first step prior to accessing a GP and/or other 

mental health services.  This model suggests the importance the identification of 

mental health issues whilst still at school and puts great importance on the role 

of school-based counselling services (Boyd et al., 2007). This importance of 

school counsellors is supported by additional Australian research that found that 

school counselling was the most frequently accessed service for adolescents 

with mental health issues (Sawyer, Miller-Lewis, & Clark, 2007). In relation to 

ED, it stands to reason that school counsellors are given significant training in 

this area in order to support adolescents to seek the most appropriate treatment.   

A review by Boyd, Aisbett, Frances, Kelly, Newnham and Newnham (2006) 

highlighted several additional issues for adolescents in rural areas with mental 

health concerns.  One barrier affecting female adolescents was the lack of 
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female GPs in rural communities, a significant concern as female adolescents 

specified a preference for female GPs.  The limited number of female GPs in 

rural areas could mean that few are available and could lead to long waiting lists 

(Boyd et al., 2006).  This can be considered a significant issue in the treatment 

of eating disorders as the majority of people living with AN and BN are female 

and in ED treatment the GP plays a crucial role in the medical monitoring of the 

ED as part of the treating team (Beumont et al., 2004).  Further obstacles to care 

for rural adolescents with mental health concerns include: lack of specialised 

clinicians, long waiting lists, transport difficulties, rural “gossip” networks and 

concerns about visibility and confidentiality which impacted the on the perception 

of stigma and social exclusion (Aisbett, Boyd, Francis, Newnham & Newnham, 

2007).  Respondents indicated a preference for mental health services to be co-

located within general health services so that when they accessed services it 

was not apparent that they were seeking help for a mental health concern.  

These authors cautioned clinicians to be mindful of the issues of visibility, stigma 

and gossip affecting rural communities, and recommend community education to 

address the above issues (Aisbett et al., 2007). 

Providers of mental health services in rural settings report that practice 

standards and policies often do not fit well to rural settings and clinicians are 

required to adapt practice standards in rural settings and reported “making do” 

and “doing the best we can” (Gillespie & Redivo, 2012, p. 27).  Government 

programs are often developed in metropolitan settings but translate poorly to 

rural communities (Roufeil & Lipzker, 2007).  In a review of rural health 

challenges to service delivery, Judd, Fraser, Grigg, Scopelliti, Hodgins, 

Donoghue and Humphreys (2002) highlight the limited numbers of specialist 

clinicians, and lack of peer support and professional isolation as impediments to 



35 
 

rural mental health service delivery. These authors highlight the need to improve 

both retention and the recruitment of specialist mental health clinicians and 

engage in both the “development and evaluation of models of service delivery 

designed to overcome problems of access in more distant and isolated areas” 

(Judd et al., 2002, p. 779). 

Practitioner experience, clinical competence and training. Research 

on ED service provision has identified professionals’ lack of training and 

knowledge of ED as a serious concern in the treatment of ED (Reid, Williams, & 

Burr, 2010; Lemouchoux, Millar, & Naji 2001).  Psychiatry is not immune to this 

phenomenon, as research shows that whilst psychiatrists may be confident in 

diagnosing ED, few are confident in delivering treatment (Jones, Saeidi, & 

Morgan, 2013).  This lack of expertise is particularly problematic in rural settings, 

where there exist few clinicians with the knowledge and skill to treat ED (Weber, 

Davis, & McPhie, 2006).  Research in rural New South Wales indicated that 

while clients often found their GP or counsellor to be “nice” they largely felt there 

was a lack of understanding of ED and its impact on their lives (Weber et al., 

2006). AN in particular is often perceived by both clinicians and researchers as a 

“difficult disorder” and may prevent young clinicians and researchers from 

pursuing this field (Agras et al., 2004, p. 516).  Lack of opportunities for training 

in this field may also prohibit both investigators and clinicians from a focus on 

AN in their careers (Agras et al., 2004). Due to the low prevalence rate of AN in 

the population, training opportunities for early researchers often only exist in 

established university or specialist centres that focus on the treatment of severe 

presentations (Marcus, 2005).  Research on health workers indicated a belief 

that neither their undergraduate nor postgraduate education had significantly 

addressed ED and they were required to independently pursue research, attend 
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conferences and workshops and review journals to increase their knowledge 

base (Cameron, Willis & Richter, 1997). These researchers also found that 

neither adolescent health workers nor school health nurses remembered 

studying eating disorders at all in their undergraduate studies (Cameron et al., 

1997). Additional research supports the assertion that professionals treating ED 

often report attendance at conferences and workshops as the predominant 

mode of skill development in ED treatment (Reid et al., 2010; von Ranson, & 

Robinson (2006).  Reid et al. (2010), found clinicians were often employed with 

no prior ED experience and were expected to gain knowledge on the job.  This 

research also indicated the training the respondents did report having was often 

attending conferences, short courses, or having study days.  The participants felt 

that this training was not adequate, reporting a belief that the treatment of ED 

was a specialist area and did not feel the above methods of skill development 

lead to specialist knowledge (Reid et al., 2010).  These results are particularly 

concerning given that the respondents were clinicians in ED treatment settings 

(an outpatient ED service, a hospital medical ward, and a private residential 

clinic) (Reid et al., 2010).  Reliance on conferences and workshops for training 

remains a concern as Rosenvinge, Skåderud and Thune-Larson (2003, p. 330) 

note: “there is reason to suspect that short-term courses and conferences may 

contribute more to the clinician’s well-being than actually making a difference to 

the quality of patient care”. 

Rosenvinge et al. (2003) implemented an ED educational program and 

quantitatively analysed its success.  The goal was twofold: to increase clinical 

competence and to establish or create local networks of professionals delivering 

ED services.  While competence increased, the authors cautioned that 

participation in such training may “give the individual the highly vulnerable role 
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as a single, local expert” (Rosenvinge et al., 2003, p. 340).  It is widely 

acknowledged that ED should be treated within a multidisciplinary team (Strober 

& Johnson, 2012).  Research that focuses on up skilling individuals does not 

address the need to educate services. 

Conducting research in the social work field, Gurney and Halmi (2001) 

researched the delivery of an ED curriculum for medical social workers.  The 

training served as the initial steps for these workers who would go on to be ED 

therapists in primary care settings.  Unfortunately, the sample size was small 

(n=9) and whilst social workers reported an increase in knowledge and 

screening of ED, the training failed to increase their perceived ability to treat ED, 

nor the perceived obstacles to treatment (Gurney & Halmi, 2001). A failure to 

incorporate a qualitative component to the study that could have explored the 

above perceptions was a downfall of this research. 

Stigma and staff attitudes towards eating disorders. The issue of 

stigma cannot be ignored in the treatment of ED, as the attitudes of medical 

professionals towards clients with ED can have an impact on the quality of care 

they receive (Fleming & Smukler, 1992).  A prevailing attitude is that people with 

eating disorders are themselves responsible for their own situation, and “bring it 

on themselves” (e.g. Fleming & Smukler, 1992; Crisafulli, Von Holle, & Bulik, 

2008; Zwickert, & Rieger, 2013).    

Fleming and Szmukler (1992) found that patients with eating disorders were not 

well liked by health professionals, and less liked than patients with 

schizophrenia.  The authors posit that how the illness is viewed by professionals 

has an impact on treatment, in the more “physically” based as opposed to 

“psychologically” based an illness, the more sympathetic the attitude, as in this 
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study schizophrenia was seen as more physically based (Fleming & Szmukler, 

1992).  This is supported by Crisafulli, Von Holle, and Bulik (2008), who found 

that undergraduate nursing students who were exposed to a biological/genetic 

explanation of AN tended to place less blame on these individuals than those 

given a sociocultural explanation.  The authors argue that if these results are 

replicated in a larger population sample the stigma surrounding AN and the 

attribution of blame could be minimized by the dissemination of information 

concerning the biological and genetic foundations of AN (Crisafulli et al., 2008).  

This is consistent with research by Stewart, Keel, and Schiavo (2006) which 

found that individuals with AN elicited more negative descriptions than healthy 

individuals or those with asthma or schizophrenia.  The authors suggest that 

illnesses attributed to the body as opposed to the mind “do not elicit negative 

personal characteristics or interpersonal discomfort” (Stewart et al., 2006, p. 

323).  Participants (lay people) attributed blame towards the person for having 

AN, that they were acting this way for attention and could “pull him/herself 

together if he/she wanted to” (p. 320).  Participants believed biological factors 

were least important in the development of AN. This is in contrast to empirical 

research however, which indicates a high genetic component in the 

development of AN (Easter, 2012; Jacobi, Hayward, de Zwann, Kraemer & 

Agras, 2004 in Stewart et al., 2006).   

Stewart et al., (2006) hypothesise that it is this stigma attached to ED that may 

induce shame and result in a barrier to seeking treatment in people suffering 

with ED.  This was verified by Becker, Hadley Arrindell, Perloe, Fay, and 

Striegel-Moore (2010) who highlighted factors such as stigma and social 

stereotypes as barriers to care in a sample of both past and potential clients of 

ED treatment.  This research highlighted stigma and stereotyping as occurring 
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both within clients’ social networks and amongst clinicians.  Participants in the 

research identified that stigma and shame had resulted in them delaying contact 

with services or minimising their disclosure of symptoms (Becker et al., 2010).  

Respondents reported concerns that their symptoms would be seen as a 

“weakness” or a “character” flaw and “would shame and disappoint their families 

or would result in a lasting and negative label of mental illness” (Becker et al., 

2010, p. 636). 

Cameron, et al. (1997) examined health workers’ knowledge, belief and 

perceptions regarding AN and BN.  These researchers found that health workers 

often evidenced negative attitudes with moral judgements concerning people 

with ED.  They also note that their views are often contradictory and may affect 

their ability to intervene effectively.  The study found that it was difficult to 

separate clinical and lay knowledge, as workers often brought into their 

professional role negative social constructions that determine the meaning they 

attribute to ED.  The authors describe a “moralizing discourse” underlying focus 

group discussions and suggest “that health workers tend to construct people 

with AN nervosa and BN, as difficult people, rather than as people with a difficult 

illness” (Cameron et al., 1997 p. 29).  The authors report that the focus groups 

reported anxiety, self-doubt, fear and helplessness in dealing with those with ED 

combined with a strong sense of frustration at the inability to deal with the 

course of the ED.  People with ED were seen to be “wilfully disrupting their own 

treatment in order to exercise their desire for control” (Cameron et al., 1997, p. 

28).   

Eating disorders are often seen as a “choice” in behaviour (Crisafulli, Thompson-

Brenner, Franko, Eddy, & Hertzog, 2010).  Ebneter, Latner, and O’Brian (2011) 
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posit that “stigmatization of eating and weight disorders may stem from the 

underlying ideological assumption of a just world where people get what they 

deserve” (p. 620). Read: they bring it on themselves.  

Eating disorders are often linked to the influence of media and the fashion 

industry.  Crisp argues that this connection trivialises AN, a very serious mental 

illness (Crisp, 2005). He notes that “anorexia nervosa in particular is a crippling 

condition with a high mortality, as old as time and rooted in existential panic 

concerning the body rather than anything so superficial and reactive as the 

fashion industry” (Crisp, 2005, p. 151-152).  Crisp argues that the media and 

fashion industries respond to the public and thus are “barometers rather than 

drivers of social change” (p. 151).  Crisp notes that eating disorders are often 

viewed negatively by the public, especially with respect to having difficulty 

communicating with and empathy for people with eating disorders.  This 

research also notes that people often believe ED is self-inflicted.  Crisp argues 

for educating the public with respect to ED, and discusses the impact of several 

campaigns delivered over a five-year period in the United Kingdom designed to 

target the stigmatisation of mental illness.  Crisp notes that between surveys in 

1998 and 2003 there were significant reductions in the expression of negative 

views in the public and argues for further campaigns to reduce stigma (Crisp, 

2005). 

Stigma and attitudes of health professionals is an issue that has particular 

importance in rural Australia where many health staff have poor access to 

support and education and mental health services are inadequate (Reed & 

Fitzgerald, 2005).  Reed and Fitzgerald’s research highlighting the attitudes of 

nurses in rural hospital setting caring for patients with a mental illness 
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emphasised the need for ongoing support and training to overcome fear 

associated with treating those with mental illness due to lack of knowledge and 

expertise.  Participants noted the lack of available mental health services as a 

concern that contributed to risk of harm.  Access to specialist inpatient beds was 

limited, and thus patients with mental health issues often remained in general 

hospital wards for extended periods as there was nowhere else for them to go to 

receive care.  The authors’ note that many respondents in this research 

indicated a desire to assist with the mental health needs of patients and 

recommended the provision of education and support to facilitate this role (Reed 

& Fitzgerald, 2005). 

It is clear the impact of stigma on the treatment of ED remains an issue of 

importance affecting service delivery that warrants further study.  Research into 

attitudes and stigma in relation to eating disorders is important.  It is possible 

that negative staff attitudes, combined with the previously described lack of skill 

and confidence in treating ED may explain the small number of clinicians with a 

clinical focus in this area. 

Outreach models: the way forward?  Australian research studies in 

rural and regional Australia have recommended that ED services should be 

locally-based, delivered by a multidisciplinary team of specialist clinicians, taking 

into account the local context, and provide specialist training and consultation to 

key service providers (Weber & Davis 2012; Endacott et al., 2006).  Given that 

this is the ideal and not the reality at present due to funding issues, staffing 

concerns etcetera,  the “hub and spokes” model of service delivery may provide 

future directions for ED treatment. The concept of the “hub and spokes” model of 

service delivery occurs when “a specialist tertiary site (hub) acts as a principal 
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base providing centralized support to rural areas (spokes)” (McCormack, 

Watson, Harris, Potts, & Forbes, 2013, p. 9). Outreach models that involve the 

delivery of psychiatric services to rural areas and improve communication 

between mental health services and GPs have received some attention in the 

research literature (Samy, Hall, Rounsevell, & Carr, 2007; Perkins, Roberts, 

Sanders, & Rosen, 2006).  Samy et al., outlined the success of the “GP Liaison” 

project in rural Victoria Australia, with the aim of improving services and 

communication between rural and remote health services and local GPs (Samy 

et al., 2007). Communication between GPs and the psychiatrist was improved 

through the establishment of regular meetings and supplemented using 

videoconferencing.  A hub and spoke model of psychiatry services was delivered 

by a psychiatrist spending three days per week at the rural community health 

centres and in the city the remaining two days of the week.  The GPs were able 

to access the psychiatrist the three days in the week which they reported 

decreased their levels of anxiety.  Communication between mental health 

services and GPs improved over the course of the program, and results 

indicated improved levels of GP satisfaction and increased retention of specialist 

clinicians.  An added bonus of the improved relationship between GPs and 

mental health staff was that GPs were able to accept support and assessment 

services from non-medical mental health staff, and mental health staff were able 

to empathise with GPs.  These factors helped address some of the existing 

systemic issues within the service and improve patient access to care (Samy et 

al., 2007). 

Research involving a similar outreach model for rural Australia was conducted 

by Perkins, Roberts, Sanders, and Rosen (2006) in the area of the Far West 

Area Health Service (FWAHS) in remote New South Wales.   The project 
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involved the provision of specialist clinical and support services by both public 

and private consultant psychiatrists to community mental health staff, GPs, and 

other agencies.  Psychiatrists from metropolitan areas (the hub) and specialised 

allied health staff from Broken Hill in Outback NSW, visited the remote settings 

on an ongoing basis.  The focus of the visits was both on clinical case 

consultations, but also included education of mental health and primary health 

clinicians, mentorship and caseload review.  The staff at the remote areas 

received ongoing supervision and support from the psychiatrists and could 

consult by phone in between visits.  It is important to note that the project 

provided ongoing access to a psychiatrist for the first time outside Broken Hill, 

which was especially important for both Aboriginal and non-Aboriginal residents 

who often failed to access specialist care due to a refusal to travel.  Patient care 

and clinician satisfaction was significantly improved as a result of the increased 

service provision.  Community health staff indicated that the availability of 

support, education, and mentorship were important both in recruitment and 

retainment of early career clinicians. This research indicates this outreach model 

to be a financially viable option for rural mental health service delivery within the 

FWAHS and suggests it may be appropriate for use in similar remote 

communities (Perkins et al., 2006). 

Research conducted in rural Western Australia further examined the hub and 

spokes model of outreach delivery of community-based ED training (McCormack 

et al., 2013). The goal of this program was to up-skill rural health and 

educational professionals in the detection and management of ED and improve 

community capacity to meet ED service delivery needs. Training was provided 

on site and was aimed at improving the skills of clinicians in the identification, 

support, and treatment of ED.  Self-report data revealed the project lead to an 



44 
 

increase in health and education professionals’ perceived capacity to detect and 

manage ED.  In addition, the authors noted increased confidence and improved 

local collaboration in the rural settings.  The tertiary centre reported a decrease 

in admissions to hospital and a greater acceptance of clients for ongoing 

treatment by local services following discharge.  Ongoing supervision and 

consultation improved relationships between the urban and rural services, and 

the educators from the metropolitan areas gained valuable knowledge of rural 

issues in service delivery (McCormack et al., 2013). It is important to note 

however, that despite data indicating an increase in rural clinicians perceived 

capacity to detect and manage ED, the study was unable to evaluate if these 

gains translated into practice.  Further evaluative research is required to address 

the effects on service provision (McCormack et al., 2013). A similar study of this 

kind was conducted in Canada evaluating a pilot project aimed at delivering a 

training program to community health care professionals and educators in the 

delivery of ED services with the intention of creating a provincial (state) network 

of specialised services (McVey, Davis, Kaplan, Katzman, Pinhas, Geist, 

Heinmaa, & Forsyth 2005).  Whilst results indicated an increase in perceived 

knowledge and skill, there was no research into whether this knowledge 

translated into practice, or whether treatment interventions were delivered as 

intended (McVey et al., 2005).   

It is clear that a limitation of both these studies lies in the failure to explore 

whether knowledge gained in training translated into practice, and that future 

evaluative research in this area is needed. 

Similar to the Western Australia outreach model, the Queensland Eating 

Disorders Outreach Service (EDOS) was developed in 2001 (Painter, Ward, & 
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Emmerson, 2010).  The EDOS was developed with a mandate “to facilitate 

intake to the specialist inpatient and outpatient services at the Royal Brisbane 

and Women’s Hospital and to build capacity in existing service through the 

provision of education and state-wide consultation to clinicians” (Painter et al., 

2010, p. 49).  The EDOS has a focus on improving intake to specialist services, 

developing new services, providing extensive education and training state-wide, 

and the provision of consultation and liaison services.  The use of video-linking 

helps to address the needs of rural and remote clinicians and improve 

networking amongst ED clinicians. There has been a high demand for education 

and training, and the service has expanded to provide training to families, a wide 

variety of professionals and paraprofessionals such as teachers, gym instructors 

and personal trainers.  In addition, the EDOS has been delivering a two-day 

training in the use of CBT for the treatment of BN and binge eating disorder.  At 

the time of publication (Painter, et al., 2010), over 150 clinicians across a wide 

variety of settings and disciplines had attended the training.  Despite the 

provision of training and education, the authors conclude education alone is not 

adequate, and highlights that some services remained reluctant to provide 

ongoing treatment for ED.  The authors however, place significant importance on 

the provision of consultation and liaison support reporting that these services are 

responsible for the “greatest breakthrough in increasing skills and knowledge 

and in changing the culture surrounding the admission and ongoing treatment of 

eating disorders in medical and adult mental health facilities…” (Painter et al., 

2010, p. 51).  

The EDOS has also developed an inpatient toolkit providing a successful model 

of treatment in outreach format across Queensland (Painter et al., 2010).  The 

development of this service is highly promising and may provide a way forward 
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for ED service delivery across Australia.  It is hoped that future publications will 

involve evaluative research that addresses the impact of this service on rural 

areas. 

Chapter Summary 

A review of the literature in the field of ED treatment, with a specific focus on 

service provision in rural Australia has highlighted a number of key issues: 

● There remains a paucity of research in the treatment of ED in rural health 

settings; 

● A majority of health care providers feel unskilled and lack the confidence 

in treating ED; 

● While there is an evidence base for some forms of treatment for BN and 

for AN in adolescents, research remains in its infancy, and there is little 

be known about effective treatments for AN in adults; 

● Despite recommendations for the provision of locally based, 

multidisciplinary specialist eating disorder service as best practice, these 

services are limited to metropolitan areas as those in rural settings have 

great difficulty accessing specialist care; 

● Rural service provision carries with it a unique set of challenges, and 

treatment models developed in metropolitan areas rarely translate well 

into rural settings; 

● As GPs are often the first point of contact for someone with ED, it is 

crucial that GPs are knowledgeable in the area of detection and 

management.  GPs reported lack of knowledge and skill in this area 

highlights the need for up skilling and improving education opportunities; 
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● Undergraduate and postgraduate programs do not provide significant 

training to mental health clinicians in the area of ED; 

● There is a need for broader education opportunities across disciplines to 

improve the skill and confidence of clinicians to treat ED, and to address 

barriers to treatment and issues of negative attitudes and stigma; 

● In the absence of locally based services, outreach models may provide a 

feasible and cost-effective way of providing ED services to rural areas; 

Future research needs to harness what is already known about ED treatment 

using evidence gleaned from research in specialised services in metropolitan 

areas and explore ways such models can be adapted into rural settings.  More 

research needs to be conducted into services currently being delivered across 

Australia in rural communities and suggest areas for improvement. By combining 

knowledge gained from specialist services and adapting it to the unique 

circumstances inherent in rural settings, it is hoped that a model of rural service 

delivery can be developed.  Once established, this model could then be 

evaluated for its effectiveness, and its ability to deliver successful ED services to 

rural populations.  More research into staff attitudes and competencies, in 

addition to research aimed at delivering education, training and translation to 

practice is needed to help with the development of services to this under 

serviced population. 

Given the issues identified in the literature review, the research aims to explore 

issues in eating disorder service delivery in a rural health setting in NSW, and 

the unique challenges and obstacles that working within a rural setting presents.  

Using the conceptual framework of hermeneutic phenomenology, this research 

further explores not only the practical issues of operating within a rural setting 
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that apply to service delivery such as access to resources and training, distance 

and socioeconomic concerns, but importantly, highlights the meaning making 

that occurs in the area of eating disorder treatment.  It explores the impact of 

clinician confidence, competence and communication, complicated by issues of 

stigma, and discord amongst treating team working within the dominant 

framework of the biomedical model and the tensions that arise within in these 

settings.  The following chapter lays the groundwork for the theoretical influence 

of hermeneutic phenomenology that guides the research and provide a rationale 

for its use in the current research. 
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Chapter 3 

Conceptual Framework 

 

The following chapter outlines the theoretical framework of the research, and 

examines the ontological (the nature of being) and epistemological (the theory of 

knowledge) basis of hermeneutic phenomenology. 

Theoretical Influences 

Initial theoretical influences. During the planning of the original 

research proposal, I spent  a considerable amount of time exploring different 

theoretical paradigms to find a best fit for the goals and aims of this research.  

My original plan was to adopt a critical realist stance using a grounded theory 

informed methodological approach. 

Critical theory provides a good middle point between the two extremes of 

positivism and social constructionism.  Critical realism “marries the positivist’s 

search for evidence of a reality external to human consciousness with the 

insistence that all meaning to be made of that reality is socially constructed” 

(Oliver, 2012, p. 372). Realism is defined as “the stance that there exists a real 

world out there, independent of us knowers, but which can nonetheless come to 

be known by objective and dispassionate observation and study of it.” (Taylor 

and White, 2001, p. 41).  Critical realism on the other hand: 

…presupposes an objective reality which exists independently of our 
thoughts and whose discovery is one purpose of knowledge acquisition.  
However, it also holds that all description of that reality is mediated 
through the filters of language, meaning making, and social context 
(Oliver, 2012, p.374). 

 
A critical realism approach has a clear emancipatory goal (Oliver, 2012; Wilson 

& McCormack, 2006; Houston, 2001) as it allows for the examination of, and 
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therefore challenge to the structures which “determine, constrain, and oppress 

our activities” (Houston, 2001, p. 846). This fits in with the original aims of the 

research as it intended to examine existing structures (provision of eating 

disorder services), considering the social construction of eating disorders with 

the ultimate emancipatory goal of changing and improving service provision for a 

disadvantaged population. In particular, when examining service delivery, 

Houston (2010) argues critical realism can inform qualitative research 

particularly in explaining and understanding why and how social programs work, 

compared to randomised controlled trials.  He argues that the benefit of critical 

realism is in the ability to offer a “rich understanding of the subjective and 

objective factors that cause events to occur” (Houston, 2010, p. 74). 

 

I originally chose critical realism for the following reasons:  I saw it as a good 

way to study a phenomenon that had a causal factor (the factors influencing 

eating disorder service delivery) combined with a social construction factor (how 

we interpret and make meaning of these factors/events/discourse) with a clear 

emancipatory goal (how to improve eating disorder service delivery). 

 

Application within a grounded theory methodology. Strauss and 

Corbin (1990, p. 23) define grounded theory as: 

“…one that is inductively derived from the study of the phenomenon it 
represents. That is, it is discovered, developed and provisionally verified 
through systematic data collection and analysis of data pertaining to that 
phenomenon” (p.23). 

Rather than start with a hypothesis that is then tested, grounded theory research 

is a qualitative approach that begins without a set of assumptions as the theory 

is built on the research findings as they develop (Strauss and Corbin, 1990). The 

researcher begins analysing and coding data as soon as it is collected, and 
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using what is referred to as theoretical sampling “chooses new data sources for 

their potential to develop analytical insight” (Oliver, 2012, p. 376).  Oliver argues 

for a fit between critical realism and grounded theory and argues that grounded 

theory: 

…is capable of handling the preconceived analytical categories, concern with 

broader social structures and explicitly normative purpose inherent in critical 

realist inquiry…. Critical realist grounded theory would address both the event 

itself and the meanings made of it, approach data with the preconceived 

analytical concepts of emergence and generative mechanisms and pursue 

emancipatory, rather than descriptive goals (Oliver, 2012, p. 378). 

Wilson & McCormack (2006) too, promote the case for critical realism “as the 

basis for a framework to guide appropriate action in emancipatory practice 

development” (p. 46).  Oliver (2012) acknowledges that critical theory research 

has often used mixed method approaches that use statistical analysis to test 

phenomena empirically, and then use qualitative means to explore depth or 

explanation (Kazi, 2003 in Oliver, 2012).  She suggests however, that an 

alternate strategy is to use “multiple data collection and analysis approaches 

within the framework of grounded theory” (Oliver, 2012, p. 379).  This resonated 

with the prospective plan for the current qualitative study, and its original plan to 

use multiple data sources (interviews and focus groups) in order to get a 

richness of information.  As will be outlined in the methodology section however, 

this original plan evolved midway through the research, as did the conceptual 

framework, in part due to the development of the NSW Service Plan, in addition 

to further exploration of the positioning of myself as a situated researcher within 

the research construct and process.  I began to explore how my pre-

understanding and experience influences me as a researcher, how it influences 

the participants in the research, and the subsequent influence on the knowledge 

I produce, and how I write about it. My initial reading through of the data led me 
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to a reflective realization of the importance of language people are using in 

relation to eating disorders, and led to a significant development in theoretical 

framework, and move to explore the data through the lens of Hermeneutic 

Phenomenology specifically influenced by Gadamer’s philosophical 

hermeneutics. 

The incorporation of hermeneutic phenomenology. The term 

hermeneutics originates from the Greek verb hermeneuin, which translated 

means “to say or interpret” (Chang, 2010, p. 21).  As Chang notes “hermeneutic 

inquiry produces multiple meanings; multiple interpretations may result from 

different perspectives on the texts”.  Gadamer (1975) placed great emphasis on 

the role of language in establishing interpretation and meaning, and I began to 

be struck by the powerful language that participants were using in relation to 

eating disorders, in particular emotive language that describes very complex 

issues related to the treatment of people with eating disorders. Chang (2010, p. 

21) highlights his understanding of Gadamer’s view thus: 

“…knowledge” is not an objective state of affairs that awaits discovery, 
but rather the outcome of a creative interpretive process.  Meaning is 
negotiated in the dialogue between an interpreting subject and “another,” 
which may be another person in conversation, a text…”. 

As I began to conduct initial interviews, and to read through interview transcripts, 

I realised how significant my own historical context and understanding of the 

phenomenon in question, in addition to my prior knowledge of working in the 

area of eating disorders was contributing to my interpretive process and 

meaning-making.  As such, I began to view the research and continue the data 

analysis and interpretive process in an open and transparent way through a 

hermeneutic philosophical lens.  This chapter on theoretical influences for my 
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research, will highlight in more detail the influence of hermeneutic 

phenomenology, and how it shapes and influences the research process. 

As the original theoretical orientation that guided my study design and initial 

interpretations transformed from critical realism/grounded theory to philosophical 

hermeneutics, I was particularly influenced by the theories of Hans-Georg 

Gadamer in his seminal work Truth and Method (1975), and his framework 

helped guide the transformation in my theoretical approach. As a situated 

researcher, I recognised that I was not able to remain neutral to the subject 

matter which I was researching, and instead chose to embrace my lived 

experience.  In doing so, this allowed me to examine how my prior knowledge 

influenced my interaction with the participants and the data, as I began to 

explore themes and interpret the findings. Gadamer (1975) refers to this prior 

knowledge as prejudice, and will be outlined further in a sub-section dedicated to 

this aspect of his philosophical orientation.  

“Hermeneutics is the theory and practice of interpretation.” (van Manen, 2016, p. 

179), and phenomenology is the study of lived experience (van Manen 2016).  

Hermeneutic phenomenology then, seeks not just to describe phenomena, but 

also to interpret (van Manen, 2016). The following sub-section highlights the 

history and development of hermeneutic phenomenology, and philosophical 

hermeneutics.  A later sub-section provides rationale for why I chose this as the 

theoretical framework for my study, and highlights the ontological, 

epistemological, and methodological aspects of my research. 
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Historical Background 

Phenomenology. In order to provide a rationale for the use of 

hermeneutic phenomenology, or philosophical hermeneutics according to 

Gadamer, it is first useful to provide a brief history of some of the main 

philosophers in this area. Phenomenology was founded by Edmund Husserl 

(1859-1938) which he developed out of Germany prior to World War I, as he 

sought a way to legitimize philosophy “to the status of a rigorous science” 

(Gadamer, 2008, p. 130). Husserl “sought to overcome the perceived limitations 

of positivism, which holds that the world is operated by laws of cause and effect 

that can be uncovered through the scientific method” (Grace & Ajjawi, 2010, p. 

198). Husserl promoted the study of lived experience, and that phenomenology 

is ‘a matter of describing’ human consciousness or essences (Koch, 1995, 

p.828).  The subject of inquiry becomes “what is this experience like?”  in order 

to examine life experiences and meaning (Laverty, 2003, p. 22).  By studying 

phenomena in this way, the goal is to “re-examine these taken for granted 

experiences and perhaps uncover new and/or forgotten meanings” (Laverty, 

2003, p. 22).  In order to do this, Husserl promoted the concept of bracketing, 

which is the process of attempting to separate out a researcher’s outside world, 

as well as individual biases. Bracketing involves attempting to withhold or 

distance oneself from one’s own judgement or beliefs about a particular 

phenomenon in order to view it with more clarity (Laverty, 2003). In doing so, 

“the process of bracketing defends the validity or objectivity of interpretation 

against the self-interest of the researcher” (Koch, 1995, p. 829).  While Husserl’s 

philosophy made great contributions to qualitative inquiry, he was not without his 

critics.  He should however, be recognized for his promotion of phenomenology 

which has provided the basis for the development of hermeneutic 
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phenomenology.  Most notably, Husserl influenced the later works of both 

Heidegger and Gadamer, which will be outlined further in the sub-sections on 

hermeneutic phenomenology, and philosophical hermeneutics. 

 

 Hermeneutic phenomenology. A student of Husserl’s, Martin Heidegger 

(1889-1976) is considered to be the main instigator of modern hermeneutics, 

and would go on to act as a mentor to Hans-Georg Gadamer (Annells, 1996). As 

Gadamer’s philosophical hermeneutics is the main theoretical framework for my 

study, I will spend the majority of this chapter focusing on his work, however in 

order to understand his framework, a brief introduction to the work of Heidegger 

is warranted.  Finlay (2011) describes hermeneutic phenomenology as follows: 

The hermeneutic phenomenological approach is characterized, to a 
greater or lesser extent, by four tenets: commitment beyond science and 
towards the humanities; explicit use of interpretation; reflexive 
acknowledgement of the researcher’s involvement; and placing emphasis 
on expressive presentation-usually writing using myth and metaphor 
(Finlay, 2011, p. 111). 

 
The reflexive acknowledgement of the researcher’s involvement as noted above 

is a key difference between Husserl and Heidegger, with Heidegger and 

Gadamer rejecting the notion of bracketing (Grace & Ajjawi, 2010).  Gadamer 

expressed his disapproval of the concept of bracketing quite strongly when he 

said, “To try to eliminate one’s own concepts in interpretation is not only 

impossible, but manifestly absurd” (Gadamer, 1975, p. 358).  Koch (1995) 

postulates that Heidegger’s two essential notions are the historicity of 

understanding, and the hermeneutic circle.  Heidegger moved on from Husserl’s 

epistemological emphasis to a focus “on the ontological foundations of the 

understanding which is reached through “being-in-the-world” (Annells, 1996, p. 

706). Heidegger acknowledged that we all bring our own history and background 
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as a way of understanding the world.  He uses the term “pre-understanding”  “to 

describe the meaning and organisation of a culture (including language and 

practices) which are already in the world before we understand” (Koch, 1995, p. 

831).  In relation to bracketing, “Pre-understanding is a structure of our “being-in-

the world” it is not something we can eliminate or bracket, it is already with us in 

the world” (Koch, 1995, p. 831).  Koch goes further to highlight Heidegger’s 

concepts of co-construction: we are constructed by the world we live in and at 

the same time we construct the world influenced by our own experiences and 

background.  The above concepts influence our interpretation of events, as 

“nothing can be encountered without reference to the person’s background 

understanding, and every encounter entails an interpretation based on the 

person’s background, in its “historicality” (Koch, 1995, p. 831).  These concepts 

are central to the understanding of the hermeneutic circle, with the investigator 

bringing his or her pre-understanding to the text (Koch, 1995).  Whilst Heidegger 

promoted the idea of the hermeneutic circle, Gadamer expanded on this concept 

(Annells, 1996), and thus it will be explored below in a discussion of Gadamer’s 

philosophical hermeneutics. 

 

Philosophical hermeneutics.  Heidegger was a mentor to Hans-Georg 

Gadamer (1900-2002) who would continue to expand and develop further on 

from Heidegger’s work.  Annells (1996, p. 705) defines the difference between 

hermeneutic phenomenology and philosophical hermeneutics in this way: 

“Hermeneutic phenomenology is an inquiry arm of philosophical hermeneutics”. 

The title of Gadamer’s seminal work Truth and Method (1975, originally 

published 1960) is somewhat misleading, as Gadamer himself did not prescribe 

to any method as such, rather he provided a philosophical stance (Loftus & 
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Trede, 2009).  Key philosophical concepts espoused by Gadamer include “the 

hermeneutic circle, dialogue, and the fusions of horizons as metaphors for 

understanding in interpretive work” (Koch, 1996, p. 176).  In addition, the 

concepts of prejudice and tradition are central to his philosophical orientation.  

Readers new to Gadamer’s philosophical hermeneutics may find it somewhat 

difficult to comprehend.  For the purpose of this research, I have chosen instead 

to highlight some of the key tenets of Gadamer’s philosophy that have 

influenced my research. 

 

Prejudice and tradition. While more modern interpretations of the word 

prejudice may bring up negative connotations, Gadamer (1975) did not intend it 

as such.  Instead, prejudice is not something negative that we must try and 

remove, but rather prejudice exists as the precondition for understanding 

(Sharkey, 2001).  “Prejudices are biases of our openness to the world” 

(Gadamer, 1976, p. 9). 

Prejudice refers to the ideas and beliefs that we bring with us to any act of 
understanding. The prejudices in which we are immersed in as part of our 
culture are collectively referred to as tradition. Tradition, for Gadamer 
means the sociocultural tradition that gives us the knowledge and 
language to make sense of the world. We view the world and come to 
understand it from within our own context, and this context includes our 
prejudices and tradition (Loftus & Trede, 2009, p. 64). 

 
According to Gadamer, we cannot attempt to understand or interpret without 

understanding the history and tradition that grounds us (Loftus & Trede, 2009).  

Researchers can only make sense of, and interpret the data by acknowledging 

their own history, life experiences, beliefs, and prejudices, and in the context in 

which these interpretations arise both present and historical (Finlay, 2011).  We 

as researchers, bring with us our own values into the process of research which 

contribute to our understanding. (Koch, 1996). Researchers can also not 
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disembody themselves as separate from the hermeneutic circle, and must affirm 

their presence in this circle of inquiry (Koch, 1996).  

 

 The hermeneutic circle, language, and dialogue. Heidegger first used 

the metaphor of the hermeneutic circle to describe the process of moving back 

and forth between the parts of experiences and the whole in a dialectical fashion 

(Koch, 1996).   Gadamer takes Heidegger’s metaphor further, placing a strong 

focus on language whereby:  

Gadamer claims language and history supply the shared sphere in the 
hermeneutic circle.  Gadamer’s ontological perspective suggests that 
understanding is a mode of being, so that when he talks about 
understanding he is talking about existence (Koch, 1996, p.176). 

 
The researcher cannot exist as separate from the hermeneutic circle, rather they 

bring their own pre-understandings and history to this process, “negotiating 

successive new interpretations, taking new understandings and merging them 

with what is already known and re-entering the interpretive process is a 

recursive activity…” (Chang, 2010, p. 22). 

Gadamer paid particular attention to the role of language in understanding and 

the dialogue that occurs in the “context of both history and language” (Sharkey, 

2001, p. 21). Gadamer (2008), in writing about his philosophical hermeneutics, 

placed great importance on viewing our interactions with others and the world 

around us as a “form of dialogue in which language (or linguisticality) plays a 

fundamental role” (Trede & Loftus, 2010, p. 186).  These authors explained it 

best with the following description: 

When we encounter others and engage in dialogue our horizons may 
merge, meaning that our understanding is expanded.  The dialogue 
required for this to happen generally requires a to-and-fro of questions and 
answers between all concerned. This is what is meant by the hermeneutic 
circle. This concept can also include the idea of part-whole understanding. 
To understand the whole, we need to understand the individual 
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component parts, and to understand the component parts we need to 
understand the whole (Trede & Loftus, 2010, p. 189). 

 

 Fusion of horizons. The fusion of horizons is simultaneously both the 

most fascinating, and most complex of his philosophical concepts. Gadamer 

(1975) used the metaphor fusion of horizons to understand the horizon of 

perspective between subject and object (Finlay, 2011), and that rather than be 

required to reach a consensus, the goal is to reach an understanding rather than 

having the same agreed upon viewpoint (Trede & Loftus, 2010). Gadamer refers 

to the fusion of horizons as an activity of understanding (Lawn, 2006).  

Gadamer’s fusion of horizons focuses on when an interpreter interacts with a 

person or a text, and “the greatest knowledge will be created when both parties 

in conversation actively contribute to creating meaning, rather than when the 

interviewer adopts an objective stance so as not to “taint” the findings or 

influence the interviewee” (Newberry, 2012, p. 13).  Every individual occupies 

their own horizon, and in an effort to understand another object or individual they 

“extend their own horizon to embrace and ‘fuse’ with that of another” (Lawn, 

2006, p. 149). 

The horizon of the present is being continually formed, in that we have 
continually to test all our prejudices. An important part of this testing is the 
encounter with the past and the understanding of the tradition from which 
we come. Hence the horizon of the present cannot be formed without the 
past. There is no more an isolated horizon of the present than there are 
historical horizons. Understanding, rather, is always the fusion of these 
horizons…” (Gadamer, 1975, p. 273). 

 
 

Gadamer’s hermeneutics is not a reproductive activity, but a productive one, as 

the meaning is co-constructed both by the horizon of the interpreter and the 

horizon of the text the researcher is seeking to understand (Sharkey, 2001). 

Thus, “the research object is understood not in its own terms, nor in the 
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researcher’s but in terms that are common to both” (Sharkey, 2001, p. 17).  The 

hermeneutic task should be an engaging and dialogical process whereby, 

participants get lost in a creative middle space where their own ideas and 
horizons are brought into a creative fusion with those of the text. It is in 
this middle space that understanding unfolds and the text is heard for what 
it has to say in the context of those who seek to interpret it (Sharkey, 
2001, p. 24). 

 
Through the rather complex discussion above highlighting Gadamer’s 

philosophical hermeneutics, I hope to give the reader some understanding of the 

philosophical underpinnings that guided my research from early on in the data 

gathering and interpretive process.  Due to the complexities around this 

conceptual framework, I conclude this chapter with a summary of more specific 

reasons I felt this philosophical framework fit with my study. 

 

The application of Philosophical Hermeneutics to the research 

As Grace, Higgs, & Ajjawi (2009) note: “Phenomenological inquiry is primarily 

driven by the researcher’s passion for the phenomenon under study” (p.119). I 

am nothing if not passionate about the phenomenon of eating disorder service 

delivery, and this was the driving force behind by decision to pursue the 

research.  

As I immersed myself in the research process, one of the driving forces for the 

evolution in my philosophical orientation was Gadamer’s focus on the use of 

language. One of Gadamer’s key concepts is the assertion that human 

understanding evolves in the context of language and gives prominence to 

linguistics and dialogue as necessary for understanding and interpretation 

(Sharkey, 2001; Trede & Loftus, 2010).  I began to be confronted with some 

powerful and emotive language that participants were using in their interviews, 

and when I began to immerse myself in the interview transcripts, I came to 
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realise how this unique use of language was shaping my understanding and 

interpretation of participants’ experiences with eating disorders.  

As Finlay (2011) highlights, the findings of research are bound in dialogue and 

co-created between researcher and participant, in which another researcher 

would likely impact differently on the participant and vice versa, and the 

researcher would likely “hear a different story” (Finlay, 2011, p.113).  In 

Weinsheimer’s (1985) reading of Gadamer’s Truth and Method (1975) he states: 

“refining ourselves out of time, out of our world, and out of existence, in the 

name of objective knowledge, turns out to be just as undesirable as it is 

impossible” (Weinsheimer, 1985, p. 12). Gadamer believed that it was important 

to acknowledge one’s own history, and how the cultural and historical context 

prejudices the interpreter (Sharkey, 2001). I cannot help but bring myself, my 

history, my understanding and life experience into the research and there is a 

need to acknowledge that not as a weakness, but as a way of openly and 

transparently interpreting the data and delineating the interpretive process to 

ensure transparency and clarity for the reader.  Just as any description of 

participants’ experience has to be understood in the context of their own lives 

and experience, so does the researcher as they 

empathize with, and make sense of data by drawing on their own 
understandings (which arise out of their live experiences). Researchers 
can never be impartial, objective ‘machines’. Instead, we bring to the task 
of interpreting lived experience our own history, beliefs, prejudices and 
predispositions (Finlay, 2011, p. 112). 

 
Gadamer’s fusion of horizons was a key factor in my adapting of this 

philosophical orientation.  In the previous sub-section on fusion of horizons, 

Sharkey (2001) highlights the fusion that occurs between researcher and object. 

The concept of fusion of horizons resonated with me, as I did not always agree 

with the text, or the views expressed by the participants, nor did I have to agree 
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to be able to come to some kind of understanding.  Rather as a researcher, “new 

understandings come from a complex dialogue between knower and known, 

between the researcher’s pre-understandings and the current research process” 

(Finlay, 2011, p. 114).  Indeed, as is highlighted later in the findings and 

discussion chapters of this thesis, I often found my pre-conceived ideas or 

biases challenged, and was able to meet the participant in the middle space of 

the fusion of horizons, and come to a new level of understanding. 

With regards to the hermeneutic circle, this too, fits with the procedures I used to 

analyse the data in this study, as I explored the meanings in the text both implicit 

and explicit “requiring a ‘reading’ or strategy that entails a back-and-forth 

movement between particular expressions and details within the text and a 

sense of the meaning of the text as a whole” (Galvin & Holloway, 2015, p.219).  

This in particular has relevance when I was examining particularly emotive 

words not just as isolated words or phrases in and of themselves, but how they 

fit within the broader text passage and context.  Nowhere was this more striking 

than with the phrase “eating disorders are hard” which would go on to be a 

theme that wove itself through the entirety of my thesis and which will be 

highlighted further in subsequent chapters. The table below highlights the key 

ontological, epistemological, and methodological elements that formed the 

conceptual framework for my research. 
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Table 1 

Theoretical Framework for the Research 

 

 

 

 

• Elements: Language, dialogue, 
discourse, subjective

• Application: Reality is socially 
constructed, and based on subjective 
understanding of the topic at hand.  
Emotive and unique use of language 
shaped my understanding and 
interptretation of participants' 
experiences with eating disorders. 

Ontology

(View of 
Reality) 

Being

• Elements: Co-construction, dialogic, 
reflexive

• Application: Human understanding 
evolves in the context of dialogue. In my 
research, meaning is co-constructed by 
the horizon of myself as the researcher, 
and the horizon of the participant. 
Extensive use of journalling assisted 
with my reflective process.

Epistemology

(Theory of 
Knowledge) 

Knowing

• Elements: Qualitative, interpretive 
(phenomenological). Situated 
researcher and participants contributed 
to co-construction of knowledge.

• Applicaton: Knowledge was gathered 
via participant interviews, and the 
dialogue and language used in these 
interviews, was  interpreted and co-
constructed with an understanding of 
how the cultural and historical contexts 
influenced my interpretations as an 
embedded researcher.

Methodology

(How 
knowledge is 

aquired)

Doing
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Chapter Summary 

This chapter detailed the elements of the conceptual frameworks that guided 

both the initial development and ongoing process and analysis of my study.  The 

research was initially conceived with the theoretical framework of critical realism 

using a grounded theory informed methodology.   My interactions with the 

participants and the data, particularly in regard to the use of language and 

dialogue, and my awareness of my own prejudices and historical context driven 

by my life experience and passion for the topic at hand, led me to refine my 

conceptual framework to include hermeneutic phenomenology. The research 

was specifically guided by the philosophical hermeneutics of Gadamer.  The 

next chapter explores how I proceeded to conduct my research, and how these 

influences shaped the process, the ongoing analysis, and interpretations. 
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Chapter 4 

The Research Process 

 

 

Qualitative Methodology 
 
The current study uses a qualitative approach to data collection and analysis 

informed by philosophical hermeneutics.  Gadamer (1975) did not prescribe a 

specific methodology per se, for conducting qualitative research, but rather as a 

way of understanding through a philosophical hermeneutic stance.  As such, it is 

somewhat of a misnomer for me to refer to this chapter as “methodology”  and 

could better be described as a series of procedures I undertook in order to 

examine the phenomenon under study, hence, I have titled this chapter 

“Research Process”.   Trede & Loftus (2010) employ the term strategy rather 

than method “to emphasise the importance of keeping an open attitude to the 

research process and to avoid closing down inquiry in ways that can sometimes 

occur with a rigid adherence to a particular (more prescribed) method” (Trede & 

Loftus, 2010, p. 190). 

These authors also note the importance of hermeneutic research being 

designed in such a way as to ensure the research questions are designed with 

the philosophical framework in mind. It is also acknowledged that conceptual 

frameworks can evolve and develop over time as research progresses. Given 

the development in conceptual framework, I acknowledge that my research 

questions and subsequent interview questions were not originally designed with 

my own positionality in mind, however philosophical hermeneutics is the 

framework employed from the moment the text (written transcripts of interviews) 

began to be constructed and my framework underwent an evolution.  Consistent 

with my research, as Trede and Loftus (2010, p. 189) note, “It is often the case 
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in a major hermeneutic research project that as a researcher’s understanding 

deepens the original research questions evolve, and the project ends up 

answering different questions to those originally posed”. Chapter 3 highlights the 

importance of the hermeneutic circle in research undertaking a hermeneutic 

phenomenological approach, in addition to the importance Gadamer (1975) 

placed on language and dialogue in the process of interpretation. It was these 

concepts, in addition to the Gadamer’s concept of fusion of horizons that would 

form the key reasons for my philosophical evolution.   

As Gadamer states: 

Historical consciousness fails to understand its own nature if, in order to 
understand, it seeks to exclude that which alone makes understanding 
possible. To think historically means, in fact, to perform the transposition 
that the concepts of the past undergo when we try to think in them. To 
think historically always involves establishing a connection between those 
ideas and one’s own thinking. To try to eliminate one’s own concepts in 
interpretation is not only impossible, but manifestly absurd (emphasis 
added) (Gadamer, 1975, p.358). 

 

Rather than attempt to create a conflict or dichotomy between the theoretical 

constructs influencing my research, I believe there is space for both to be 

considered influences through two stages of the research process as the 

conceptual framework evolved.   First, critical realism being the perspective that 

motivated the research from the outset, and informed the line of questioning I 

pursued, and then the philosophical hermeneutic perspective that emerged as I 

began to engage with the data from the outset.  As such, one is the factor that 

determined the initial stages of the research, and the other emerged as a more 

analytical framework for managing and interpreting data that involved so many 

complexities, especially in relation to the importance of language, historical 

context, and the interpretive process.  My initial philosophical stance; critical 

realism was not forgotten.  While it is different to philosophical hermeneutics it 
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also maintains similarities, as evidenced by Sayer (2000) below in his discussion 

of critical realism:  

While natural scientists necessarily have to enter the hermeneutic circle 
of their scientific community, social scientists also have to enter that of 
those whom they study. In other words, natural science operates in a 
single hermeneutic while social science operates in a double 
hermeneutic. These circles imply a two-way movement, a ‘fusing of the 
horizons’ of listener and speaker, researcher and researched, in which 
the latter’s actions and texts never speak simply for themselves, and yet 
are not reducible to the researcher’s interpretation of them either. (Sayer, 
2000, p.17) 

 

As I began to immerse myself further in the data, I was able to apply the 

concepts of philosophical hermeneutics in a purposeful way, as I began to make 

meaning of, and interpret the emerging data 

I highlight further, in the final subsection in this chapter on the use of memos in 

the analysis process, how Gadamer’s hermeneutics influenced various stages of 

data analysis and the interpretive process. 

 

Research Questions and Objectives 
 
Informed by both my clinical experience and motivations to conduct the 

research, combined with issues identified in the literature review, this research 

hopes to answer the central question: What are rural public health responses to 

service delivery for eating disorders in policy and in practice? 

To explore this, specific questions this research intends to explore include:  

● What models and modes of eating disorder service provision are being 

used in rural settings? 

● What are the benefits and disadvantages/barriers to eating disorder 

service provision in rural areas? 
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● What do service providers believe is done well for people with eating 

disorders and where do they feel things could be improved/different? 

● How do we forge better partnerships between local service providers, to 

improve service provision for people with eating disorders across a 

variety of sites? 

● How do clinician attitudes and social constructions of eating disorders 

impact the delivery of services within rural mental health systems? 

● How do we increase the capacity of local health clinicians to become 

competent in the area of eating disorders and what needs to be done to 

facilitate capacity building across rural settings? 

 

Research Design 
 
Using a semi-structured interview schedule, participants working in rural NSW 

health services were interviewed to explore their experiences with eating 

disorder service delivery in their respective settings. Participants were drawn 

from a variety of professional backgrounds, with varying degrees of experience 

in providing services to clients with eating disorders.  The questions guiding the 

interviews were informed by the overall research questions above, and divided 

into subsections corresponding to these questions. 

 

Research participants. As Alston and Bowles (2018, p. 114) highlight, 

sampling in qualitative research is often determined not by a need for scientific 

precision, but through developing theoretical argument, often called “theoretical 

sampling”. This is defined as “sampling on the basis of concepts that have 

proven theoretical relevance to the evolving theory” (Strauss & Corbin 1990 p. 

176).  As my initial research design was informed by a grounded theory 
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approach, I utilized theorists in this area to inform my initial ideas around 

interview questions. As Alston and Bowles (2018) note, whereas quantitative 

researchers require a random or probability sample for statistical validity, 

qualitative research often relies on non-probability sampling due to the 

exploratory nature of qualitative research.  One such category of non-probability 

sampling is purposive sampling (Alston & Bowles, 2018). As the aim of the 

research is to explore the provision of ED services in rural health settings, 

purposive sampling necessarily included practitioners working in rural health 

settings.  Purposive sampling allows the researcher to choose a sample for a 

“purpose” based on prior knowledge of a particular group or groups that are of 

interest to the study in question (Alston & Bowles, 2018, p. 125). In this 

research, the group was made up of clinicians working in rural health settings.  It 

should be noted that theoretical or non-probability sampling is undertaken with 

the understanding that “researcher bias is unavoidable” (Alston & Bowles, 2018, 

p. 114).  As I approached this study as an ED practitioner-researcher, 

appropriate steps to operate reflexively and understand my own pre-conceived 

ideas, or prejudices according to Gadamer (1975) needed to be considered. The 

extensive use of journaling, and memo writing was conducted throughout the 

study and will be elaborated further at the end of this chapter in a subsection 

dedicated to memo writing. 

Participants in this study consist of a selection of Community Mental 

Health staff and hospital staff all working in rural health settings.  The original 

goal was to obtain a sample from multiple rural health services across Australia 

with similar demographic and geographic characteristics to the initial NSW rural 

health service from which the above stakeholders would be invited to participate.  

It was anticipated that based on this initial exploration, participants from other 
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health services in rural New South Wales, Victoria, and Queensland would be 

recruited. 

I received ethics approval from the CSU Faculty of Arts Human Research Ethics 

Committee, in June 2014.  As I was interviewing participants within a Local 

Health District, I also sought ethics approval from the appropriate Human 

Research Ethics Committee which was granted in March 2015. Initial 

recruitment focused only on a specific LHD with the goal of then contacting other 

LHDs once initial interviews were commenced. It soon became apparent that the 

recruitment goals were somewhat unrealistic and ambitious, as recruiting within 

the initial area proved to be difficult and required several attempts in order to 

obtain sufficient response.  That is, the recruitment process occurred over 

several months, with very low response rates.  Due to the difficulties in 

participant recruitment, it was decided in consultation with the supervisors of this 

research, to scale-down recruitment to a manageable, more realistic level, that 

included different settings and locations across one geographical area.  This 

would allow a particular rural area to be explored in depth, and comparisons to 

other settings can be made via information gleaned from prior rural research as 

explored in the literature review.  

Participant selection and recruitment. Initial inclusion criteria included 

employment with public community and inpatient mental health services, as a 

mental health clinician.  Participants targeted for inclusion provided clinical care 

to clients of the mental health service, and as employees of the mental health 

service would possess at minimum a Bachelor’s degree in a relevant field such 

as psychology, social work, nursing, or occupational therapy. Further 

qualifications such as psychiatry, were also included. An email was sent out to 
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all the mental health managers and clinical directors within the LHD under study.  

The purpose of the study was described, and participant information sheets and 

consent forms were attached (Appendices A and B).  Managers were asked to 

forward the recruitment request to their respective teams.  Following this initial 

email, a number of participants expressed an interest, and the first of the 

interviews commenced in May 2015. The research was then widened to include 

clinicians outside of the mental health service, a process which will be described 

further in chapter 5 during a more in-depth discussion of participant 

demographics.  

 

Ethical considerations and data storage. As my study involved human 

participants in the research process, it was necessary to both seek ethics 

approval from the research ethics bodies mentioned above, in addition to taking 

significant precautions to ensure the correct storage of the data in order to 

protect participant privacy and confidentiality. 

As previously mentioned, prospective participants were provided with a package 

including a participant information sheet (Appendix A), and participant consent 

form (Appendix B).  The participation information sheet highlighted the purpose 

of the study, risks and benefits, and confidentiality issues, and participants were 

informed they could withdraw from the study at any time.  It was noted however, 

that data could not be withdrawn once the research analysis was conducted.  At 

the commencement of each interview, I again reviewed the aims of the research 

with each participant. 

Issues around confidentiality and how it would be protected included the storage 

of research documents, de-identification of data and clarification of who would 

have access to the data (myself, and my supervisors). 
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Each interview was assigned an alphanumeric code consisting of the interview 

and participant initials as identifiers, and both audio recordings and 

transcriptions being labelled as such.  This information is stored in table format 

in the data analysis software package that I used for my research, NVivo 11 that 

is password protected, and that only I have access to, in order to preserve 

participants’ individual identities. Written transcripts stored as Microsoft Word 

documents and digital recordings are similarly stored both on a password 

protected hard drive, and a backup external hard drive. Reflective journaling is 

stored in similar fashion in Microsoft word documents, and all memos are stored 

within the password protected NVivo 11 software.  Any handwritten notes with 

identifying information are stored in a locked filing cabinet, along with all the 

signed participant consent forms. 

While it was not possible to de-identify audio recordings (as some participants 

referred to specific individuals by name during the interview process), the audio 

files are stored on a password protected hard drive that only I have access to, in 

addition to a removable hard drive, similarly password protected. 

As I was conducting research as a practitioner-researcher, it was important to 

emphasise that my researcher role as a Doctoral Candidate with CSU was 

identified on the participant information sheet and consent form.  This clearly 

identified I was undertaking the research not as a clinician within a health 

service, but in order to meet the degree requirements of the Doctor of Social 

Work Degree with Charles Sturt University, School of Humanities and Social 

Sciences.  
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Data Collection 
 
The data for my research consists of audio and written transcripts of semi-

structured interviews conducted with each of the participants on a one-to-one 

basis.  Participants were asked a series of questions from the interview schedule 

focusing on their experiences around various aspects of eating disorder service 

delivery in their respective work settings. At the end of each interview 

participants were given the opportunity to ask any follow up questions, or 

provide information they felt relevant, that had not been covered in the interview 

schedule. 

 
 Semi-structured interviews. Participants engaged in a single semi-

structured interview. Twelve participant interviews ranged from 22:21 minutes to 

44:49 minutes in length, with one interview lasting substantially longer than 

others at a length of 1:07:48.  The remainder of the other interviews resulted in 

an average length of 32:54.  As the sole researcher, I conducted the interviews 

with participants in a quiet, private area at the participants’ workplace, or at an 

alternative private place jointly agreed on by participant and researcher. A semi-

structured interview guide was utilized (see Appendix C) to explore participants’ 

experience of working with eating disorder populations in rural settings. Semi-

structured interviews involve a set of questions set out in a particular way, but 

which allow for further probing and exploration. Interviews typically contain a 

large number of open-ended questions with “lots of suggestions for prompts and 

probes” (Alston & Bowles, 2018, p.188). In addition, the use of summarising 

techniques check that the interviewer is understanding what the interviewee is 

saying and allow for further questions (Alston and Bowles, 2018).  The use of 

semi-structured interviews allowed the asking of a set of predefined questions, 

but additionally allowed for further exploration of issues as they arose.   
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The interview schedule contained open ended questions under six main 

question areas, relating to the research questions and objectives focusing on the 

domains of: 

● Models of service delivery in rural settings 

● Benefits and disadvantages to service provision 

● Strengths and difficulties/areas for improvement 

● Partnerships between service providers 

● Clinician attitudes and social constructions of eating disorders 

● Capacity building (see Appendix C for interview questions) 

Participants were provided with the opportunity to receive a copy of their signed 

consent form if they chose.  I explained how confidentiality would be maintained, 

and reiterated that participation was voluntary, and participants could withdraw 

from the study at any time either during the interview or subsequent to it being 

conducted. There was no material incentive or compensation provided to 

participants for their participation in the study.  I explained that the interviews 

would be audio recorded and then transcribed, but that participant information 

would be de-identified. After any questions the participants may have had were 

addressed, the interviews commenced. 

Prior to the commencement of the interview, basic demographic information was 

obtained from each participant.  This information included: their gender, 

profession, the service in which they worked (inpatient, community, adult, child 

and adolescent, age range in which they worked, and role within the 

organisation). 
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Digital recording and transcribing. Interviews were digitally recorded, 

and the voice data was transcribed verbatim into Microsoft Word documents. I 

completed all the transcription myself rather than utilise a professional 

transcription service.  Alston and Bowles (2018) caution that transcribing is time 

consuming, however it proved invaluable for the research process, as the act of 

transcribing allowed me to immerse myself in the data.  It is for this reason, that 

it is recommended that phenomenological researchers self-transcribe where 

possible (van Manen, 2016).  This immersion in the data assisted with the 

process of developing initial thoughts and interpretations, and I took notes during 

the process when certain quotes or topics “stood out” during the transcription 

process.  When there was silence or shared laughter on the audio recordings, it 

allowed me to revisit the interviews in my mind, and recall possible shared 

understandings that were occurring at that point in time.   Due to the interpretive 

nature of qualitative research, data collection is not easily separated from data 

analysis (Ezzy, 2002 p. 73).  Therefore, as I submerged myself in the interviews, 

I was able to reflect on initial themes that were emerging, repeating patterns, 

and also go back and explore my role as interviewer.  When listening repeatedly 

to the transcripts in a very slow manner, I was able to reflect on my own role in 

the interview process.  For example, I became aware (and began to write 

memos to this effect) that when some questions were answered, I did not ask 

further exploratory questions of some participants in order to “flesh out” the 

answer.  I was able to reflect that as a situated researcher; I am producing 

embodied knowledge as an ED service provider.  I also did not ask further 

questions of some participants because of a perceived shared understanding of 

the knowledge. As Finlay (2011, p. 113) notes, “interpretations (both 

participants’ and researchers’) arise out of the research context which involves a 



76 
 

meeting of persons in a particular, situated shared space”.  At times when 

questions were answered, interview participants referenced having experiences 

involving disciplines without mentioning individuals by name.  Often these 

references were in relation to other participants in the study, and I had a shared 

understanding of having these experiences simply because I had shared similar 

experiences with different disciplines.  Again, I refer to Gadamer (1975) who 

refers to this level of understanding as fusion of horizons. The process of 

understanding occurs as a fusion between the horizon of the interpreter (myself 

in the research process), and the ”horizon projected by the life expression being 

interpreted” (Sharkey, 2001, p.25).  The life expression being interpreted in this 

case refers to the dialogue with the interview participant. This likely would have 

been different if I was not a situated researcher, and possessed little knowledge 

on the topic. Above I have attempted to highlight the understanding and 

interpretation that occurred during the exchange between myself and the 

participants as part of the interview process engaged in verbal conversation with 

one another.  The next level of interpretation was to occur with my engagement 

with the written text of the interview transcripts, as well as written reflective 

journals and memos created throughout this process.  The following section will 

highlight briefly how these documents were used, before going on to a more 

elaborate description of these forms of data, namely, journaling and memo 

writing. More detail will be covered later in this chapter, in a sub-section 

dedicated to the use of memos in the analytic process. 

Journaling and memo writing. Throughout the course of the research, I 

kept a reflective journal and detailed memos.  The rationale for this practice is 

twofold:  First, as a practitioner researcher I am aware of the potential for bias, 

and second, I continually journaled to enable reflexivity as I examined my own 
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responses to the research.  Within hermeneutic phenomenology, individual bias 

is not something to avoid or to minimise by the use of bracketing as promoted by 

Husserl but rather to be “embedded and essential to interpretive process” 

(Laverty, 2003, p. 17).  As Laverty highlights, “The researcher is called, on an 

ongoing basis, to give considerable thought to their own experience and to 

explicitly claim the ways in which their position or experience relates to the 

issues being researched” (Laverty, 2003, p.17).   

In addition, it was useful to engage in reflective journaling to reflect on my role in 

the interview process, the motivation (or lack thereof) for clinicians to participate, 

and the factors that may have influenced that decision.  Further discussions on 

these issues will be explored later in the discussion section of this thesis.  In a 

discussion of Grounded Theory, Glaser (2012, p. 37) views researcher impact 

as “just one more variable to consider whenever it emerges as relevant” and 

therefore an important source of data in its own right.  A further purpose of 

journaling as highlighted by Ezzy (2002, 71p.) is that it allows for the examining 

of “emergent interpretations of the significance of the data collected for the 

project as a whole”. These interpretations played a key role in determining the 

direction and further exploration in the research.  As I am co-constructing the 

research project, I am therefore inherently part of the data collection. 

Memos proved to be a critical tool in assisting with the data analysis process, as 

I continually engaged in the memo writing process in order to develop my initial 

interpretations, reflect on themes emerging from the data, and change and 

modify the coding process as new meanings were highlighted, and assumptions 

challenged.  The significance of memo usage will be highlighted further below in 

a section dedicated to this. 
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Data analysis 

The data analysis process used in my study was not a set of linear procedures 

as I moved from one step of analysis to another, but rather a more circular and 

interpretive process as I moved back and forth with the data between the parts 

and the whole of the data set.  The process started off with broad brush strokes 

as I immersed myself in the transcripts, read, re-read and listened to the audio 

transcripts, made notes of my preliminary thoughts and potential themes, 

creating memos concurrently to this process, and then proceeded to a more 

detailed analysis which will be detailed further below. 

In order to assist in my analysis, and organise my data, I utilised the qualitative 

software package NVivo 11 developed by QSR International.  NVivo is able to 

assist researchers in both basic, and more complex analytic tasks.  At its most 

thorough function, this software can assist in theory generation from the design 

and early sampling, throughout the process of data analysis and development of 

theory through to the presentation of results (Hutchinson, Johnston, & Breckon, 

2010).  I did not utilise this software extensively, as I was not relying on a 

computer program to analyse my data, rather it was used as a tool to help me 

organise my thoughts, identify recurring themes and organize the data into a set 

of codes.  Using this software, I was able to code the data (the written interview 

transcripts), create memos to record emerging themes, and personal reflections 

about the data and to gauge the intensity of the codes.  More detailed 

description about how I went about this coding process will be outlined further 

below. 
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Initial note taking and precoding. Prior to the process of coding the 

interviews entered into NVivo, I began the process of reading through each 

interview transcript multiple times, and listening to the audio recordings.  This 

was not a computer assisted task, rather a rough manual process as I began 

this initial step of familiarising myself with the data. Throughout this process I 

made handwritten notes as I listened, recording emerging themes, questions 

that arose, possible ideas for codes, and reflections on the data. Saldana (2013) 

refers to this process as “pre-coding”. 

Following this initial note taking, I then went through each interview individually, 

and created a list of frequently occurring words. This list was to become my first 

list of “initial codes”. (see Appendix D).  From this initial list, I was then able to 

create my first set of topic codes by using the “mind map” feature of NVivo. (see 

Figure 2). 
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Figure 2.  Initial thoughts on coding using mind map 
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I constructed this mind map in an attempt to organise codes based on a series 

of categories.  NVivo allows users to create and organize codes (referred to as 

“nodes” in the software) based on a hierarchy system, using a series of “parent”, 

“child”, and “sibling” nodes as a way of organising broad themes/categories/topic 

codes, and sub-categories within these broader groupings.  This initial coding 

strategy was limited to the mind map, and was not to be the final set of codes 

entered into NVivo. As I continued to read and re-read the transcripts, these 

initial nodes using the mind map underwent significant transformation as I 

continued to reflect on the data, and identify new and emerging themes. 

Coding strategy and approach to the data. Once I had engaged in the 

process of pre-coding and identified some initial thoughts about possible codes 

using the mind map feature of NVivo, I was able to come up with an initial set of 

codes to enter into NVivo and begin the process of going through each interview 

transcript line by line, and organising sections of data under these initial 

preliminary set of codes.  These codes would undergo a series of 

transformations over the course of the coding process as new themes and 

interpretations emerged, and I would go back and forth between the parts and 

the whole both adding new codes, removing codes that did not seem to fit, and 

merging related codes together, as new interpretations arose. This process was 

assisted by the continuous use of memos throughout the coding process as I 

kept memos identifying new and emerging themes, initial interpretations and 

how I was making sense of the data, thoughts about how I was organising my 

codes (referred to as nodes in NVivo) and possible changes.  I will highlight 

further my approach to coding below. 
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My approach to coding was guided by Richards (2015) who describes the 

process of descriptive, topic and analytical coding.  Descriptive coding involves 

coding the basic attributes of the participants.  In my study each participant was 

assigned attribute values in NVivo according to their demographic information 

(gender, profession, place of work, age range of clients).  Topic coding involves 

asking the question what is the participant talking about here?  The process also 

includes sorting the information into broader categories (Richards, 2015).  

Finally, analytic coding utilizes a more interpretive approach than descriptive or 

topic coding, and allows the researcher to reflect on meaning and themes rising 

out of the topic codes.  As Richards notes above, this is not a linear process.  

Instead, the researcher engages in an analytical process of coding, reflecting 

and re-coding data as new ideas and interpretations emerge. For example, as I 

was topic coding my interview data, I was struck by the unique language that 

participants were using when describing working with eating disorders. Terms 

like “scary”, “spooky” “run a mile”, “hard” “overwhelming” “battle” “manipulative”, 

“destructive”. Some of these terms were used to describe people with eating 

disorders, the concept of working in the therapeutic space, and also the concept 

of working within teams.  Given the circular process of coding, I was then able to 

go back, re-examine the data and create the analytic code “emotive discourse”.  

The above process is consistent with what is referred to as the hermeneutic 

circle, which refers to the part-whole understanding that occurs in the process of 

dialogue. (Trede and Loftus, 2010).  As these authors note, “to understand the 

whole we need to understand the individual component parts, and to understand 

the component parts we need to understand the whole” (Trede & Loftus, 2010 p. 

189). An example of part/whole understanding is the use of the word “hard” in 

reference to working with eating disorders.  This was raised by many 
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participants during the interviews, and can be seen as a “part”. Interpreting this, 

however, depends on the context. When someone says “working with eating 

disorders is hard” that is only part of the larger meaning and can only be 

interpreted in the context of the whole.  A participant may have said this in 

relation to working with individual clients, or working within a team, or working 

across transitions between services.  It is only by understanding the whole, that 

this part can be understood. 

Finally, influenced by Saldana (2013), I was able to organise these topic and 

analytic codes into a broader set of overarching themes, to allow for further 

understanding and interpretation. Saldana acknowledges that the coding 

process is not linear, and the process of coding and re-coding allows for 

generating themes and grasping meaning.  Meaning making being the central 

task of the research using a hermeneutic inquiry conceptual framework.  This 

allows for moving from codes and categories to conceptual themes as the 

outcome of the coding process (Saldana, 2013). 

Coding process. The coding process is not without its critics in the 

qualitative literature, as is the use of computer software to assist with this 

process.  I intend to make it clear that whilst I did use electronic software, it was 

not to do automatic coding or word frequency searches, but more as a way of 

storing my ideas, and helping me so sort through and organise the data.  Coding 

was also consistent with Gadamer’s (1975) hermeneutic circle.  Often a word 

within a line of text would stand out as particularly salient or unique. I could then 

go and examine the context of that word within the context of the larger passage 

the participant was speaking about, and move back and forth between the parts 

and the whole.  This circular process allowed for repeated attempts to go back 
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and forth not just between the parts and the whole of lines of texts, but the 

context of the participants’ interview in its entirety.  This ongoing reflection was 

key to the coding process. 

The hermeneutic conviction…is that coding of itself does not lead to 
understanding or insight, rather the revelatory power of research is 
animated by the researcher’s powers of observation, reflection, and 
judgement. Gadamer’s hermeneutics highlights the value of insight and 
reflection that lie beyond method and these values are to the fore in 
hermeneutic phenomenology (Sharkey, 2001, p. 22). 

Following the entering of my initial topic codes into NVivo, utilising the software 

as a tool to organize my data, I then went on to refine these, and develop a set 

of analytic codes.   As I was constructing topic codes, this circular process 

ensured I was able to continually go back and forth between the data and codes, 

begin to discover commonalties, and emerging themes and develop both new 

topic, and analytical codes.  Nodes were created using a hierarchical structure 

using parent, child and sibling nodes.  Parent nodes involved a broad topic code, 

and then were further broken down into further subsets of this larger code in 

more specific detail.  For ease of explanation, the diagram below gives an 

example on how this hierarchical structure of coding occurred, from more 

general to specific.  In this example, service settings becomes the parent node, 

hospital and community the child nodes, and mental health/medical and 

adult/child and adolescent the sibling nodes. 
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Figure 3.  Example of hierarchical node structure 

 

An initial nodes folder was created and entered in NVivo which contained 15 

parent nodes, 8 of which were “free nodes” stand-alone nodes.   These 

preliminary nodes contained 72 children and siblings.  Parent Nodes were as 

follows: Clinician Factors, Practitioners, Clients, Service Settings, Service 

Provision, Rural Issues, and Eating Disorder. Stand-alone nodes included: 

Mental Health Act, Politics, Policy, Expertise, Co-Morbidity, External Service 

Providers, and Specialist Clinician (see Appendix D for list of initial codes). 

After extensive immersion in the data, I began to become overwhelmed with the 

large number of codes.  I realised that due to the high number and somewhat 

repetitive nature of some of the codes, in addition to the level of detail I went into 

with children and multiple layers of children, I worried I may have inadvertently 

lost the opportunity to code important content at other nodes, and I needed to 

ensure the coding was as thorough as possible.   It also became apparent that 
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some nodes were capturing the same data for example, child nodes of Care 

Planning, Co-ordination, and Roles and Responsibilities, which all fall under 

Multidisciplinary Approach.  With each interview coded and through the ongoing 

use of memos, I began to understand more and more about the data, and as 

such, made the decision to create a new folder in NVivo for “revised nodes” and 

re-code all of the interviews.  While this proved to be a lengthy exercise, 

ultimately, it allowed myself as the researcher to gain a better insight into the 

data, to drill deeper, and to capture nuances in order to further conduct a 

thorough thematic analysis by further refining codes to ensure careful data 

analysis.  Again, this further reinforced the circular nature of data analysis, as I 

went back to the original coding and re-organised and restructured both topic 

and analytic codes as my ideas evolved. I removed some child nodes from 

under their parent nodes, as some were significant enough to be a parent node 

on their own, and I removed some nodes within which contained very little data, 

or which could better fit elsewhere. In addition, further parent nodes were 

created to capture themes that were emerging that I could not place comfortably 

within the existing nodes (see Appendix E for a full list of topic codes). 

The revised node folder contained 18 parent nodes, 5 of which are “free nodes” 

and 68 child/sibling nodes.  These revised nodes were then used to re-code all 

the interviews.  Given the concern that some key themes may have been missed 

during the initial coding, rather than take the step of just moving and/or merging 

similar nodes and deleting others, in order to capture the richness of data, the 

interviews were re-coded using this new refined node structure as I now had a 

better understanding of the data and under which coding hierarchy it best fits. 

The revised parent nodes are displayed in the table below.  The column 

“sources” refers to the number of interviews in which the theme was coded, and 
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the “references” column refers to the number of times the particular theme was 

coded overall.  The table lists all the parent nodes, with and child and sibling 

hierarches aggregated within these parent codes.  For a more detailed account 

of all the parent, child and sibling code hierarchies, refer to Appendices F and G. 

Table 2  

Parent Codes – including aggregated Child and Sibling Hierarchies 

Code Sources References 

Clients 11 39 

Clinician Ability 13 133 

Clinician Attitudes 13 49 

Communication 11 33 

Diagnosis 7 40 

Emotive Discourse 13 56 

External Service Providers 9 20 

Management Support 13 25 

Models of Care 13 114 

Multidisciplinary Approach 13 104 

Policy 6 10 

Politics 3 6 

Practitioners 13 108 

Rural Issues 13 73 

Service Provision 13 61 

Service Settings 13 115 

Specialist Services 13 50 

Tertiary Services 13 54 

 N=13  

 

When I reached a point of saturation, in which I felt no new categories, or codes 

could be gleaned from the data this signalled the end of the coding process. 

I then went on to engage in the process of creating NVivo reports for each of the 

codes with a high number of references.  I read through each report and made 

notes on the emerging themes and checked back with original interview 

transcripts to check the context in which the quotes were contained.  This 

process resulted in the development of nine thematic codes: 

● Demographics 

● Factors Impacting Rural Service Delivery 

● Clinician Factors in Service Delivery 
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● The Emotive Response in Working with People with Eating Disorders 

● Variations in Service Provision and Service Settings 

● Multidisciplinary Factors and Communication in Treatment 

● Issues and Variations Impacting Models of Care 

● The role of Specialist Services/Clinicians 

● Management, Policy, and Political Factors 

For a complete list of thematic and analytic codes, refer to Appendix H. 

I refer to these as sub-themes or initial themes, as through the process of writing 

up my findings, several other themes emerged.  Loftus and Trede (2009, p. 65) 

highlight the interplay between researcher and text in this way: 

 
…it is common experience for many researchers in the hermeneutic 
tradition to find that the process of articulating their findings in a written 
text is part of the research process.  The attempt to articulate an idea can 
help the researcher arrive at a deeper understanding. 
 

Whilst these were my initial thematic interpretations, further development of 

themes emerged as I began the act of writing up my findings chapters.  The 

more I wrote, the more new ideas emerged, and new themes were developed.  

What also became apparent is that all of the themes were interconnected, and 

not one theme stood in isolation from the others.  It was impossible to separate 

the parts from the whole, as they were all interrelated.  Viewing the themes 

systemically, there appeared to be several separate, but interconnected factors 

at play: individual clinician factors, team and organizational factors, and broader 

cultural and environmental factors impacting eating disorder service delivery.  As 

such, the above themes are explored through an ecosystem perspective 

(Bronfenbrenner, 1979, in Healy, 2014), organising the themes in terms of micro, 

meso and macro systems and how these systems interact with each other in an 

exploration of the findings and discussion over the next four chapters. 
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 Use of Memos in the Analysis Process. Memos were used extensively 

to help organise my thoughts, reflect on the data, raise questions, explore 

emerging themes, and to ensure transparent, meticulous approach to the 

research.  I created the following memos to assist with the data analysis 

process: Changes in Node Descriptions, Emerging Themes, Ideas for Queries, 

Initial Codes using Mind Map, Initial Interpretations, Reflexive Journaling, and 

Thoughts around node organisation-possible changes 

Table 3  

List of Memos used in Data Analysis Process 

Memo Title Properties (description of contents) 

Changes in Node 
Descriptions 

Tracks changes over time in code descriptions and 
added and deleted codes. 

Emerging Themes Moving beyond initial topic codes to highlight possible 
thematic codes 

Ideas for Queries Ideas for possible Queries to be used in data analysis 
(i.e. what do people across different service settings 
say about “team”?) 

Initial Codes Using 
Mind Map 

Description of Processes used to develop first set of 
codes following construction of mind map 

Initial Interpretations Initial thoughts and summarising quotes – how I am 
making sense of the data 

Interview Memos- 
Summary and 
Reflections 

A memo was created for each interview summarising 
content and my reflections of the interview 
These included: 

• My relationship to interviewee including 
historical context where appropriate 

• Interview summary and reflections capturing 
key themes, and associated quotes 

• My reflections on these quotes: agree/disagree, 
and feelings and beliefs about these statements 

• Sources of researcher bias 

Reflexive Journaling Discuss my role in the field and how it impacted 
research process 

Thoughts about 
Node Organisation- 
Possible Changes 

Ponderings about whether my codes are accurately 
capturing data or need to be re-organised. 
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Whilst there is a memo called “reflexive journaling” this was only created when I 

started the data analysis process.  In addition, throughout the entirety of the 

research process I kept a reflective journal separate to the memo contained in 

NVivo. 

The memo writing process was a key part of the data analysis, as it was via the 

use of memos, I was able to keep track of changes in my thinking and coding 

structure, reflect on emerging themes and think critically about new ideas that 

were emerging.  I was able to keep a really clear trail outlining any changes I 

made to the coding structure, and the rationale behind these changes. 

One of the most helpful uses of memo writing was my use of an individual memo 

for each interview.  My theoretical perspective evolved from that of critical 

realism to hermeneutic phenomenology during the course of my study.  As such, 

once the data was coded, I again went over each interview again in detail with 

this theoretical orientation in mind, which I referred to as re-reading wearing my 

“hermeneutic glasses”.  I created a detailed memo for each interview, recording 

a summary of the interview and my reflections.  Each memo contained an 

introduction and reflection on the research participant and the relationship of the 

interviewer (myself) to the participant.  I thoroughly reflected on my relationship 

to the participant, including historical context.  As Sharkey (2001, p. 28) 

highlights: 

…hermeneutic research seeks to understand the horizons being projected 
by the people and texts encountered in the field, but this in itself is not the 
whole project of hermeneutic research. Hermeneutic research is faithful to 
the horizons of the texts in the field, but it is also inclusive of the 
researcher’s own comprehension and interpretive insight. 

Each interview was summarised, key themes and reflections were explored, and 

significant themes/topics were highlighted with salient quotes.  These memos 
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also provided the opportunity to address and explore when my thoughts and/or 

biases were challenged, and the meaning I was making from the language the 

participants were using. I was able to reflect on quotes and key messages and 

examine my own reactions to these, in addition to exploring my own researcher 

bias. My history, pre-understandings and prejudices (Gadamer, 1975) were all 

crucial to openly reflect on, and understand in relation to how I was engaging 

with, and interpreting the data.  Memos provided a valuable medium to explore 

these insights. 

In summary, the research process did not consist of a clearly structured linear 

process, rather a complex interplay that was circular in nature as I moved back 

and forth through a process of understanding and interpreting a complex set of 

data.  I am informed by the work of Chang (2010, p. 25) who describes his 

research process as “loops of analysis in hermeneutic interpretation”.  The 

below diagram is adapted from one used by Chang (2010) to illustrate this 

process.  This fits again with my research process as highlighted in the figure 

below. 

 

 

Engagement Literature     Conducting   Memo       Immersion      Writing         Further 
With the topic        review       interviews    writing      in the data       up the       interpretations 
And personal       and                                  findings 
history     Journaling 

 
Figure 4. Loops of analysis in hermeneutic interpretation (adapted from 

Chang, 2010, p.25) 
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As Chang (2010) notes that Gadamer (1989) purports that the interpretive 

process begins by being addressed by a topic, which Chang interprets as “an 

issue ‘grabbing’ you, being captivated by an idea, or of a phenomenon capturing 

your attention” (Chang, 2010, p. 24).  In this way, the subject of eating disorders 

captivated me, and caused me to engage with the topic driven by my personal 

experience or history.  This forms the first loop.  I then engaged further in the 

topic by conducting a literature review, where I was able to test some of my pre-

understandings based on my history, explore my prejudices, and examine 

current thought on the topic at hand.  This literature review then informed my 

interview questions and lead to the next loop, the conducting of interviews.  

During and following the interviews, I engaged in the following loop, the detailed 

creation of memos and journal writing and to test my ideas, and document 

emerging themes and interpretations.  Following this I immersed myself in the 

data (the interview transcripts and audio recordings) to further test my ideas, 

come up with themes and codes and explore new ideas.  As new ideas and 

themes emerged, I returned to previous loops, explored new literature on topics 

participants raised, and wrote new memos and reflexive journaling to organise 

my thoughts.  I then moved on to the next loop, the process of writing up my 

findings which in itself was an interpretive process. The act of hermeneutic 

writing itself can result in new ideas and interpretations emerging (Loftus & 

Trede, 2009). These authors note of hermeneutic researchers, “the process of 

articulating their findings in a written text is part of the research process. The 

attempt to articulate an idea can help the researcher arrive at a deeper 

understanding” (Loftus & Trede, 2009, p. 68). This is certainly the experience I 

would go through when writing up the findings as I found the writing of the 

findings and discussion led me to further engage with the data, leading to new 
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interpretations, (the final loop) and go back again and re-engage with the text in 

a new fashion.  As Loftus & Trede (2009, p. 61) highlight: 

 
Hermeneutic writing makes explicit and transparent how we think, argue, 
and make sense of the world. Hermeneutic writing is a dialogic activity 
between the writer, the phenomenon being explored and the potential 
audience.  The driving force behind hermeneutic writing is the need to 
understand better and more profoundly. 

 

 

Chapter Summary 

This chapter highlighted the research process, detailing the qualitative 

methodology used, from the development of the research questions through to 

data collection and analysis.  Linkages were made between how the research 

process was undertaken within the framework of philosophical hermeneutics.  

In conclusion, the field of eating disorders is complex and multi-layered.  

“Hermeneutics is especially useful for exploring phenomena that have complex, 

multi-layered meanings and can be viewed from a number of different 

perspectives” (Loftus & Trede, 2009, p. 61).  In the following four chapters I 

explore some of these complexities, and examine my findings and 

interpretations through the ecosystemic lenses of micro, meso, and macro 

systems in relation to eating disorder service delivery, and how these complex 

systems do not exist in isolation, but interrelate with each other.  The next 

chapter, Chapter 5, introduces these systems in more depth, and the rationale 

for this analytic approach, in addition to providing more detailed information 

about participants. The following three chapters (6-8) explores each of these 

systems individually, highlighting the complex and fascinating ways the field of 

eating disorders can be explored through a rich examination of the data. This 
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data highlights the individual voices of the participants and examines their 

insights and at times, very emotive voices in relation to the dynamic and 

multifaceted phenomenon of rural service delivery from a micro, meso and 

macro systemic perspective. 
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Chapter 5 

Overview of Participants and Initial Findings 
 

This chapter, and the following chapters 6, 7, and 8 present a summary of the 

salient findings of the research study, organised under key themes.  These 

chapters’ present findings that I as the researcher, anticipated, as well as an 

exploration of findings that were both surprising to myself and somewhat 

challenging to the pre-conceived notions I held of the topic at hand. While brief, 

this chapter is purposeful, and serves to be an important reference point for the 

following three chapters. 

Given the interwoven nature of the research, I have considered it more effective 

for readability, and consistent with a hermeneutic phenomenological and holistic 

approach to the research, to weave findings and discussion throughout these 

chapters rather than segment the chapters into separate findings and 

discussion.  The interwoven nature of these findings is consistent with a 

systemic approach developed by Bronfenbrenner, representing different levels 

of systems (micro, meso, and macro) that explore the person in environment 

relationship (Bronfenbrenner, 1979, in Healy 2014).  Use of a systems model to 

articulate findings is elaborated on further in this chapter. Information from NVivo 

will at times be used to indicate the intensity of key themes, but will not be used 

in a quantitative way, instead being used to highlight frequently discussed 

themes, and dialogue. 

Salient quotes from participants are woven in throughout the body of the 

following chapters.  While interviews were transcribed verbatim, and all attempts 

were taken to maintain personal expression (including using incorrect grammar 

where participants did), texts were edited for clarity, and various speech 

disfluencies (e.g. “ums” and “ahs”) were edited out unless relevant to personal 
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emphasis.  In addition, due to the intersectional nature of the research some 

quotes are repeated several times throughout the thesis, as many quotes cover 

a variety of separate, yet interrelated issues.  They may be used more than once 

in the body of the thesis, where it is appropriate to highlight a different theme or 

concept contained in a quote that was used prior to illustrate a different point. 

Participant Demographics 

The study recruited a total of 13 participants across the disciplines of allied 

health, nursing, and medicine. All participants recruited attended the full 

interview.  Six of the participants were male; seven were female (see Table 4): 

Table 4   

Participant Demographics 

Participant’s 

Pseudonym 

Gender Approximate 

Age 

Occupation Role Setting Client 

Age 

Range 

Length of 

Time 

In Service 

(years) 

Bruce 

 

Male 60s Allied Health Extended 

Care 

Community 12-18 10+ 

Claire 

 

Female 30s Allied Health Extended 

Care 

Community 12-18 10+ 

Henry 

 

Male 50s Medical/Nursing Acute Community All 10+ 

Kurt 

 

Male 30s Allied Health Acute Community All 10+ 

Caroline 

 

Female 50s Medical/Nursing Acute Community All 10+ 

Ben 

 

Male 50s Allied Health Extended 

Care 

Community 18-64 10+ 

Helen 

 

Female 50s Allied Health Extended 

Care 

Community 12-18 10+ 

Glenda 

 

Female 40s Medical/Nursing Acute Inpatient Up to 18 <10 

Sarah 

 

Female 40s Medical/Nursing Acute Inpatient Up to 18 <10 

Debra 

 

Female 50s Allied Health Extended 

Care 

Community 12-18 <10 

Wayne 

 

Male 40s Allied Health Acute Inpatient All 10+ 

Mark 

 

Male 40s Medical/Nursing Acute Inpatient Up to 18 10+ 

Heidi 

 

Female 30s Allied Health Extended 

Care 

Community 12-18 <10 
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The participants’ education ranged from Bachelor’s degrees to Doctoral 

Degrees.  Participants included professionals from the disciplines of clinical 

psychology, psychology, occupational therapy, nursing, dietetics, and medicine.  

Five clinicians worked with adolescents only, three with children and 

adolescents, four with people across the lifespan, and one with adults only.   

Participants’ work settings varied, with a combination of inpatient hospital 

settings and community services, in addition to some working between both 

acute and ongoing treatment services.  Nine participants worked in community 

settings, four in inpatient settings, with all participants having interactions with 

clinicians and patients across a combination of inpatient and outpatient settings.  

Six clinicians worked in extended care services, seven in acute services, with 

four of these participants working across a combination of both.  Ages ranged 

between late thirties and early 60s.  Participants’ length of time in the service 

varied from 5 years to over 20 years.  To preserve participant confidentiality, I 

have taken care to de-identify them.  Participants’ exact roles and professions 

have not been specified so as to preserve anonymity.  Therefore, I have 

grouped occupations together: “allied health” includes psychology, occupational 

therapy and dietetics, and “medical/nursing” comprises medical doctors and 

nurses.  I have also limited the length of time in service to greater or less than 10 

years, in order to de-identify those who had been in the service for an extended 

period of time from those who were newer to the service, and to avoid potential 

identification of individual participants.  

As highlighted in Chapter 4, an initial email was sent widely across the LHD to 

mental health services, however the only participants who had volunteered 

initially, were from two community mental health teams.  There was no response 
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from other areas within the LHD, as well as no response from inpatient mental 

health services. 

At this time, as interviews were progressing, I came to realise how frequently 

mental health interview participants were referencing other professionals (for 

example, paediatricians, medical ward nursing staff, allied health staff).  I 

decided to use purposeful sampling in order to increase the participant pool, and 

submitted an ethics amendment to the appropriate Human Research Ethics 

Committee, to include the disciplines of nursing, allied health, and medical staff 

which was subsequently approved.  I was not required to seek additional ethics 

approval from CSU, as my prior approval included all sites within the LHD.  I was 

however, required to seek amendment approval from NSW Health, as my prior 

site-specific assessment form only included mental health sites.  Following 

ethics approval, I met with, and obtained signed approval from the directors of 

nursing, medical and allied health, and following written approval, sent out the 

recruitment email to these directors to distribute to their respective staff. 

Following the distribution of this email, there was nil response.   I began to 

realise the difficulty inherent in recruiting participants via email, particularly 

amongst nursing and medical staff on the wards who may not have regular 

access to email.  It was decided, in consultation with my research supervisors to 

directly recruit in person via individual follow up by contacting in person, 

members of the above professions/teams and explaining the purpose of the 

research. This recruitment process was consistent with ethics approval. The 

remainder of the participants were recruited this way, resulting in a total of 13 

participants. As previously mentioned, this type of sampling allows the 

researcher to choose a sample for a “purpose” based on prior knowledge of a 

particular group or groups that are of interest to the study in question (Alston & 
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Bowles, 2018, p.125).  As researcher working within the field of study, it is 

important to acknowledge my preunderstanding of the topic, setting and 

clinicians involved based on previous experience of ED service delivery. At the 

time of recruitment, I was actively employed in a clinical role that provided direct 

clinical services to clients and families experiencing eating disorders, and as 

such, interacted on a regular basis with other clinicians across disciplines 

working in this field. It is important to recognise my own role in this process, 

because of the accompanying researcher bias that was inevitable in obtaining 

this sample. Consistent with the conceptual framework of the research, steps 

were not taken to minimise researcher bias, as it was seen as both unavoidable 

(Alston & Bowles, 2018) and also necessary to explore this bias or prejudice in 

the hermeneutic phenomenological interpretations of the study (Loftus & Trede, 

2009). In Gadamer’s view, it is important to acknowledge one’s own history, and 

how our life experiences, in addition to the broader cultural and historical context 

prejudices the interpreter (Sharkey, 2001).  Given my experience of working in 

the area of eating disorder service delivery, it was necessary to recognise and 

acknowledge this context, and the experience I brought to the research and 

interpretive process. I could not separate myself from this process and had to be 

“upfront” and transparent about my role within the health service and the impact 

on the research process. The impacts of this on data interpretation are explored 

throughout this research.  

Semi-structured interviews provided the opportunity for participants to ask 

clarification questions to assist in their understanding.  For example, one of the 

questions I asked was, “Does your service have a mandate to treat people with 

eating disorders, or are services provided by external providers?”  This proved to 

be a question that many participants did not understand.  For example:  
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Researcher: Does your service have a mandate to treat people with 

eating disorders? 

Bruce: (pauses) That’s an interesting question. We have a mandate to 

treat people that need our service whether it meet…how would that work? 

“You must see people with eating disorders”, I don’t know. I don’t, I don’t 

understand the question. 

 Researcher: Well, is the treatment of eating disorders considered part of 

your service’s core business? 

By allowing the opportunity for back and forth dialogue, both researcher and 

participant are able to clarify understanding.  I was also able to reflect back to 

participants to check that my understanding of what they were saying was 

accurate in their view.  This concept is central to the theoretical framework of 

hermeneutic inquiry, as Gadamer (1975) stresses the importance of language as 

it relates to interpretation and meaning. “Language is the means by which 

particular understandings area negotiated and developed” (Chang, 2010, p. 21).  

Therefore, it was important to clarify the understanding between my role as the 

interviewer, and the role of the interviewee, to clarify the meaning behind the 

language they used, and my interpretation. 

Researchers need to establish a relationship between their own tradition 
and that of the participants. This is achieved through a question-and-
answer dialogue with participants where researchers can test their own 
thinking by constantly checking that they have understood what the 
participants are trying to convey (Trede & Loftus, 2010, p. 191) 

 

As the research process develops and progresses, the researcher must be open 

to having their understandings either affirmed or challenged by what arises 

(Sharkey, 2001).  It is central to the hermeneutic approach to research that “all 

understanding is interpretation, and interpretation is constructed in language” 

(Chang, 2010, p. 19). In regard to Gadamer’s (1975) fusion of horizons, 
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understanding takes place in the fusion of the interpreter (myself as the 

researcher) and the horizon being projected by the text (or language of 

participant) being interpreted (Sharkey, 2001). 

Whilst I was very familiar with my own role within my own professional 

experience, I was aware that other health services may operate very differently, 

and semi-structured interviews would allow for areas of exploration not 

previously thought of during the construction of the interview schedule.  

As a researcher utilising a hermeneutic phenomenological approach, it was 

important that I gave considerable thought and attention to my own experience 

and context, in order to explore the way my position relates to, and shapes the 

research process (Laverty, 2011). One such instance that would have a 

significant impact on my experience and on the research process, was the 

development of the Local Health District’s response to the NSW Service Plan for 

people with Eating Disorders 2013-2018.  During my research, the local health 

service in which I was conducting the research, in line with other LHDs 

submitted a plan to the Government to address how the LHD was going to 

address the issues highlighted in the Government plan.    The impact was 

significant, as some of the issues addressed in the local plan (for example, 

training, workforce development, models of care) were frequent issues that 

participants were raising as a part of the interview process.  Reflective journaling 

became very important during this time.  As I began to go through the interview 

transcripts, I began to realise that many of the issues that participants were 

identifying would in part be addressed by the implementation of the NSW 

Service Plan.    It was really important to engage in the process of reflective 

journaling around these issues, as I was able to examine how these changes 

were impacting my research, but at the same time reflect on the gaps.  In short, I 
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was able to look at what the plan was aiming to address, but more importantly, 

look at what it was not going to address, and generate ideas and reflections 

around that. 

As I continued with the research, and engaged in a continuous process of 

reflection and examination of the co-constructed dialogue created in the context 

of participant interviews, one central theme continued to emerge: “eating 

disorders are hard”. 

 

“Eating Disorders are Hard” 

If that is the case, the logical question is “why?” The answer to that, is likely to 

be much more complex. In each one of the thirteen interviews, there was one 

clear message that was conveyed: “the treatment of eating disorders is hard”.  It 

is under this umbrella statement that many of the key themes that emerged from 

the data can be located.  Why are they “hard”? Are they hard because clinicians 

lack skill, confidence and competence? Is it because of the lack of resources 

and training? Is it because of breakdowns in communication and role confusion? 

Is it because of stigma and staff attitudes? Is it because of factors related to the 

diagnosis itself, and behaviours associated with these diagnoses? Is it a rural 

problem, a people problem or a model of care problem?  There is no simple 

answer.  Examination of the data would indicate that it is a complex combination 

of all the above factors and more. 

I think their attitude [staff] is basically that it’s very hard. Because we’re not 

skilled enough, we’re not trained enough…It’s a bit scary, because it’s a 

bit overwhelming, because we don’t have very much knowledge about 

how to manage it. (Caroline) 



103 
 

You know this is one disorder that just completely saps the energy out of 

the clinician, when it’s a single clinician trying to manage it because it’s a 

very difficult presentation to actually work with, and there’s very little joy, 

certainly in the initial stages of it…(Helen) 

The following chapters present a summary of the salient findings of the research 

study, organised under key themes, and will present both findings that I, as the 

researcher anticipated, as well as an exploration of findings that were both 

surprising to myself, and somewhat challenging to pre-conceived notions I held 

of the topic at hand.  The structure of chapters 6, 7 and 8 is informed by an 

ecosystems perspective (Healy, 2014) and is organized around key themes 

under three interrelated individual and social systems (micro, meso, macro) that 

impact eating disorder service delivery.   

Chapter 6 explores the micro level:  clinician factors such as staff attitudes, staff 

fear and anxiety, confidence, competence and knowledge, resources and 

training, and the role of a specialist clinician.  Chapter 7 highlights the meso 

level, through exploration of team and organizational factors such as the role of 

the multidisciplinary team, role confusion, communication, transitions between 

systems, policies, politics and systems, and clinical pathways.  And lastly, 

Chapter 8 explores the macro level, examining the broader cultural and 

environmental factors influencing eating disorder service delivery such as culture 

and stigma, rural issues, the biomedical model, and state-wide services.  These 

three levels do not exist in isolation however, rather all are connected to, and 

influence each other, and the interconnections between all three levels will be 

explored in an interpretation of the findings and discussion. 
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Figure 5.  Micro, Meso, Macro Model of Factors in ED Service Delivery 

 

I constructed the above Venn diagram with Wayne in mind; I think his quote 

below encapsulates well, the intersecting nature of eating disorder treatment: 

I consider my team to be all these multiple intersecting Venn diagrams I 

suppose of teams. You can look in the paediatric space, both medical and 

within [base hospital] geographically then of course there’s visiting medical 

officers or private providers in various disciplines or there’s across the 

back of the back street into Youth and Family, it’s essentially teams 

without walls, and it depends on who you need at the time, it does take a 

fair bit of experience to know who’s best placed perhaps to assist you… in 

whatever team you need around that particular patient. And that’s part of 

the game. (Wayne) 
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Above, Wayne highlights all three of the intersecting factors; discussing the 

micro level: clinician experience, the meso level: teams, and the macro level: 

geography.  Similar relationships will be explored throughout the body of this 

thesis throughout the next three chapters exploring each of these systems. 

Chapter Summary 

This chapter provided a detailed account of participant demographics, in addition 

to my own reflections around my own relationship with the research topic.  The 

concept that “Eating Disorders are Hard” was highlighted, and the stage set for 

this overarching theme to be woven throughout the body of the thesis. The 

framework for the findings chapters using an ecosystem perspective of micro, 

meso, and macro factors in eating disorder service delivery was delineated, and 

will be explored in more detail in the next three chapters. 

The following chapters 6, 7, and 8 explore the finding and discussion through 

each of these lenses individually, however noting that these levels are not linear, 

and they cannot exist in isolation.  The next chapter, Chapter 6, explores the 

micro level: clinician factors in eating disorder service delivery. 
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Chapter 6 

Micro: Clinician Factors in Eating Disorder Service 

Delivery 
 

The following chapter explores the findings and discussion of the micro level 

factors that impact eating disorder service delivery.  Factors include staff 

attitudes, fear and anxiety, confidence, competence and knowledge, resources 

and training, and the role of a specialist clinician. 

Staff Attitudes 

Staff attitudes, particularly fear, anxiety, avoidance, and at times, anger and 

blame were themes that were interwoven throughout each phase of the 

interview process. These attitudes were consistent with my experience of 

working within the eating disorders field and one of the driving forces behind my 

motivation to conduct research in this area. The following section explores some 

of these attitudes and sheds some light on the potential reasons for why these 

attitudes are so prevalent. 

The Emotive Response to Eating Disorders. Throughout the course of 

data collection, a striking number of negative terms were raised throughout the 

interviews, prompting me to create a code specifically around “Emotive 

Discourse”.  People often spoke negatively about those with the diagnosis, their 

caregivers, as well as the systems in place (or lack thereof) to treat people with 

eating disorders.  Words and phrases such as: “scary”, “spooky”, “dangerous”, 

“run a mile”, “train wreck”, “bizarre”, “flounder”, “frustration”, “disorganized”, and 

“destructive” were used frequently.  Below, I highlight some of the more salient 

quotes to illustrate these attitudes. 
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Attitudes towards clients. Participants highlighted throughout their 

interviews, the lack of positive regard towards clients with eating disorders, and 

the often very negative attitudes towards them.  Possibly the most striking quote 

illustrating these attitudes comes from Bruce: 

I think there are a lot of people who don’t want to work with anorexia.  

They don’t like anorexics. Because the typical anorexia is a stroppy little 

person who hates your guts, and is going to tell you you’re an asshole and 

all the rest of it, and don’t co-operate. (Bruce) 

The language Bruce uses in this quote is also interesting and warrants further 

examination.  Current practice in the field of eating disorder treatment supports 

the externalising of the eating disorder as best practice to assist in the recovery 

process.  Externalising the eating disorder helps separate the client from the 

illness, conceptualising the eating disorder as the problem and not the person as 

the problem.  Externalising the illness may help to reduce blame and guilt for 

both those living with an eating disorder and their families (Wallis et al., 2007). It 

is interesting in the quote above, to note Bruce’s vacillation between 

externalising and using the word “anorexics”.  Bruce is someone who works with 

AN and has for many years. I think this speaks to the attitudes that others have 

towards eating disorders as it appears the second line “they don’t like anorexics” 

is referring to other clinicians’ attitudes. If other clinicians are not used to 

externalising the illness, could this then contribute towards these negative 

attitudes and blame towards clients? 

The use of language again, is particularly jarring in the quote below from Wayne.  

Throughout his interview, Wayne used externalising language when talking 

about eating disorders and AN in particular, with this notable exception: 
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It can be incredibly frustrating, when we have patients who don’t meet you 

know, the sweet young thing, anorexic, pattern, we can deal with those 

sweet young thing anorexics that, that’s kinda bread and butter, but it’s 

those who have co-morbidities, those who are either end of the age 

spectrum, they’re the ones that we also need to focus on. (Wayne) 

It is also striking that the two participants above, conceptualise the “typical” client 

with AN completely differently; “stroppy little person who hates your guts” 

(undeserving?), versus “sweet young thing” (deserving?). 

The above quotes are two key examples of what really precipitated the shift in 

my theoretical paradigm to that of Gadamer’s (1975) philosophical 

hermeneutics, as I was immediately struck by how two individuals, both of whom 

had years of experience in working with eating disorders, could view people with 

eating disorders using such depersonalizing choices of language.  While I did 

not agree with their choice of language, I developed a level of understanding of 

their use of such terms consistent with Gadamer’s (1975) fusion of horizons.  As 

my horizon fused with theirs, given all of our respective histories and prejudices, 

I could come to an understanding and interpretation, without necessarily 

agreeing with those viewpoints myself.  I continued to be confronted by the 

emotive language and strong attitudes clinicians portrayed when discussing 

people with eating disorders, and explore these attitudes further. 

Eating disorders are mental health conditions with very serious medical 

complications.  When discussing their treatment in a medical setting, Mark 

makes an interesting comment about how attitudes towards people who are 

malnourished can vary, depending on the reason for this medical condition: 

Sometimes bizarre. (both laugh). I’ve certainly seen that there seems to 

be (sigh) what’s the best way to put this? People seem to be perfectly 
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happy to manage kids malnourished from coeliac disease or inflammatory 

bowel disease, certainly when the cause of the malnutrition is an eating 

disorder, it’s kind of like a whole different approach. ‘Oh no we don’t do 

that’ or, ‘they need a special bed for that’. To me, the concept of when 

you’re talking acute medical patients, that concept of specific eating 

disorder beds, is about a sensible as having specific bronchiolitis beds or 

specific gastro beds.  It’s just bizarre. (Mark) 

 

Blame, was another staff attitude that appeared frequently in interviews.  While 

none of the participants themselves placed blame on clients for developing an 

eating disorder, they did comment on other staff attitudes around blame, and the 

belief that people with eating disorders were being “manipulative” were common.  

In Ben’s quote below, the perception of a person being “manipulative” can have 

quite significant consequences, including the withholding of treatment: 

I think sometimes people perceive the person to be very manipulative.  So 

they feel they’re being pushed around by the client. And people get quite 

hostile to that and so sometimes you can get a situation where I guess, 

the staff can ramp things up a bit. Because some people would withhold 

treatment.  They’ll say, you know, this is a behavioural manifestation and 

the person just needs to stop being manipulative.  So rather than treating 

the underlying reason about why they’re using that behaviour to express 

something, they just look at the behaviour itself and say no. (Ben) 

Glenda too, refers to the idea that clients can be perceived as “manipulative”, 

and introduces the concept that some professionals believe eating disorders are 

not “real” mental health issues. Of importance also, she mentions the impact of 

these biased or stigmatised viewpoints on the team that is treating the person 

with the eating disorder.  If there are differences of opinion within the team 

around the aetiology of the eating disorder, whether people are being 

“manipulative”, or even the agreement that an eating disorder is in fact a mental 
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health diagnosis, this can have a significant impact on team cohesion, and 

ultimately impact the care that person receives: 

And you know, the idea that clinicians often feel like they’re being split 

within a team, the kids are manipulative, they’re doing this to themselves, 

it’s not a real mental health issue, they just need to eat.  So there’s a lot of 

biased and stigmatized viewpoints I suppose.  So often you see a team 

very fragmented or very polarized…a lot of its ‘oh, she’s just being 

manipulative’. (Glenda) 

Attitudes towards parents. Despite the current practice of externalising 

the eating disorder as a way to separate the person from the illness, and also 

assist with the removal of blame from the young person or the parent for the 

development of the eating disorder (Wallis et al., 2007), participants often cited 

negative attitudes not just towards the clients themselves, but towards parents.  

Sarah highlights this particular concern in relation to nursing staff on medical 

wards: 

[After being asked about staff attitudes towards eating disorders]: That 

they’re difficult? (both laugh) That they’re in it for the long haul. That it’s 

not going to be short term. And that generally the mother’s the problem 

(laughing). That’s how I think most people see it…. Some of the nurses up 

there [paediatric ward] are quite hostile to the mothers. Some of them are 

quite hostile to the children…so you do get attitudes on a medical ward 

that are quite frightening. And punitive. (Sarah) 

I think the above quote helps to illustrate the divide that occurs between medical 

and mental health services around the treatment of eating disorders, an issue 

that is explored later in this research in an exploration of the impact of the 

biomedical model.  There would appear to be a big difference in the knowledge 

and skill set for looking after a person with an eating disorder from a medical 

versus a mental health point of view. It may be that nursing staff (who may be 



111 
 

well versed in medical management) do not have a good mental health 

understanding of what is happening to the patient, potentially leading to quite 

negative and biased attitudes. 

Another, complicating factor contributing to negative attitudes towards families, 

is that particularly for children and adolescents, they are typically living in the 

family home, and very much dependent on their parents, thus necessitating 

parental involvement in treatment. Bruce, however, highlights how sometimes 

the involvement of parents can be quite fraught as well, and a potential 

contributing factor to clinicians not wanting to work with families: 

Some of them it’s bloody more dangerous to have their parents in here 

than not…and you’ve got families who are often really difficult, and think 

you’re a problem, and don’t wanna co-operate either! So it’s an incredibly 

frustrating area to work in, and a lot of people just don’t wanna deal with it. 

(Bruce) 

It was made clear in all the interviews, that there exists a high degree of 

negative attitudes towards people with eating disorders and their families, and a 

reluctance of many staff to work with this population.  Potential factors that may 

be contributing to these attitudes, are staff fear and anxiety; key themes raised 

in each interview. Below, these ideas of fear and anxiety are explored, as well as 

an examination of where these originate. 

Staff Fear and Anxiety. One thing that was repeatedly mentioned 

throughout the interviews, was the concept of fear when working with eating 

disorders.  Using the report function of NVivo, the code “Clinician attitudes-

negative” (encompassing emotive, stigma, avoidance and fear as sub-codes) 

was coded at all 13 interviews, with a total of 49 references. Fear specifically, 

was coded in 6 of the 13 interviews, though it can be inferred that the code 
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“avoidance” coded in 7 interviews, also encapsulates fear. At times, fear 

prevented people from working in this field, or resulted in people being moved 

through systems at a rapid pace to “someone who knows what they’re doing”. 

From where does fear generate when working with eating disorders?  The 

research indicates the answer to include a complex array of factors. The quote 

below from Helen, covers several factors, including individual clinician factors, 

time factors, attitudes towards people with eating disorders, and systemic issues 

in the treatment of people with eating disorders: 

I run a mile if I hear an eating disorder. And I do that out of selfish 

reasons. Professional selfishness. Because I know it’s going to be hard 

yards, and I’ll be you know, walking on glass for months and months and 

months and months and I just yeah, I’ve got to take a deep breath and go 

‘okay, into the deep end we go’. So, I would prefer not to have to work with 

eating disorders if I had a choice, I would prefer not to for these reasons. 

However, once I’ve engaged with the young person you know, that’s 

irrelevant. It’s the person and the person’s needs. The attitude to eating 

disorders overall, I think they’re (pause), well I think they’re a group of 

people that are not, it’s hard for people to have empathy for them. I think 

that’s a general attitude. That, they don’t get a lot of empathy. I think that 

they are often quite misunderstood. In that way.  I think that, (pause) our 

service obviously doesn’t have a high regard for them. Because of the way 

our service has been poorly constructed to deal with them. So, I think that 

from a systemic point of view they don’t have, a very, there’s not a positive 

regard for them as a treatment, client base. (Helen) 

I think this above quote is illustrative of the interconnected nature of the micro, 

meso, and macro factors that are involved in working with people with eating 

disorders.  Helen clearly states that whilst difficult, she is able to do the work, but 

speaks to broader attitudes, stigma, and systemic service issues that impact the 

ability to work with this client group. 
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The mind map below, offers a representation of some of the issues connected to 

the development of fear, as highlighted by interview participants.  Issues of 

confidence and competence, clinician isolation, lack of knowledge and 

education, in addition to a host of other factors, all contribute to the creation of 

fear, and the avoidance of some clinicians to work with people with ED. 

 

Figure 6.  Mind Map of Fear 

The quote below from Claire illustrates that despite good intentions, fear has 

consequences with regard to providing patient care: 

I think the attitude is um, is around lack of knowledge. So, the attitude is a 

bit of a fear response.  I think I happen to work in a very compassionate 

team, so most people would wanna do what they can. But I think it’s just 
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that feeling of, not knowing what it is to do, and therefore the fear around 

actually causing more problems. (Claire) 

Claire works in a very supportive team environment and works alongside of 

Caroline (quoted below).  It was apparent from talking to many members of this 

team, that the driving force behind the fear was in the main, a lack of confidence 

in their knowledge and ability to help someone with an eating disorder. This 

encapsulates both an acknowledgement of the severity of the illness, as well as 

the realisation that in order to treat someone with an eating disorder, one must 

have the skills to do so.  Skills were lacking significantly in this particular team. 

I think we try and move them out as fast as possible somewhere else.  To 

someone who actually knows what they are doing. Really, and I think part 

of the anxiety is, for acute referrals is the level of distress.  That they’re 

experiencing, the client’s experiencing then the whole, the family is not 

something we have a lot to manage in acute adult…often in eating 

disorders they’re children in a family. So we would try to refer them out as 

quickly as possible to someone who knows what they’re doing. We might 

be scared of doing the wrong thing. (Caroline) 

Caroline also notes the key importance of having somebody on the team who 

knows what they are doing, and how having someone to consult with, or liaise 

with around eating disorders, who had some experience in the area, went a long 

way in alleviating staff fear and anxiety: 

Well, when the other clinician was here, we would get some [education]. 

Because that was their area of expertise. Plus, they would allay our 

anxiety and we could manage that client a little longer. And it was a little 

more normal for everybody. (Caroline) 

As eating disorders have the highest mortality rate of any psychiatric diagnosis 

(Arcelus et al., 2011), it is understandable that clinicians may be wary of working 
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in this clinical space.  Debra illuminates the impact of mortality rate on clinician 

fear below: 

For a lot of clinicians, they’re scary. Cause they have such a high 

morbidity rate, I think that some people who haven’t had any, and it’s not 

necessarily training, but even having, supportive experience in treating or 

working with, they become very scary. (Debra) 

Transfer of anxiety to other clinicians. A significant issue which was 

raised by multiple participants, is “how do clinicians become confident in working 

with eating disorders?” Participants indicated that a significant impediment to 

this confidence building may in fact, be other clinicians themselves.  As each 

participant noted at one time or another during their interviews, eating disorders 

are “hard”. As such, clinicians acknowledged the role of both verbal and non-

verbal cues that may have the impact of further increasing staff anxiety, thus 

potentially contributing to further clinician isolation. 

I think you know, especially when it, if it comes from somebody who’s 

been there for a while, and then if you have like, a new clinician that 

comes in.  And then you have, so if they’re watching their facial 

expressions whether they mean it or not, sorta then goes ‘oooh, maybe I 

should stay away from them people because I don’t wanna’…you know… 

especially if they don’t know anything about eating disorders then having 

that, ‘oh my god if, what happens if I get one like?’ And then feeling, then 

they get that reaction. A bit like the little kid when you know, ‘don’t touch it, 

it’s hot!’ You know, they sort of back off a bit. And don’t really wanna deal 

with the eating disorder. So then that one person always gets stuck. And 

struggle. (Heidi) 

Heidi talks about the concept of that one clinician being “stuck”.  It would seem 

that this negative communication around taking on clients with eating disorders 

(in Heidi’s example, non-verbal communication) may in fact increase the 
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workload of those clinicians already working within that clinical context.  Rather 

than encourage colleagues to work with clients with eating disorders, 

experienced clinicians communicate fear and anxiety, and thus those clinicians 

who have some experience in this area end up being “stuck” with eating disorder 

clients as new clinicians absorb that fear. That is: 

I feel some of them actually sort of like, get scared to deal with the eating 

disorders because I think of all the difficulties that you can face, with them. 

And because I feel you know, this is me just personally, watching and 

observing over the years, some, yeah, like I said, get scared, and the 

struggle of you know, working with parents and trying to get their kid to eat 

or.  It’s a very, I feel it’s a negative, from the rest of the colleagues. (Heidi) 

Helen too, references this negativity in her quote below: 

 I think that it’s a matter of building confidence in the clinicians that they 

can, and have the skills to be able to deal with eating disorders.  And I 

think that comes back to education and confidence building.  And I think 

when people groan, as I do, when I hear an eating disorder, that would 

definitely have a flow on effect, to a less experienced, less confident 

clinician.  Cause I’m groaning cause I’m selfish. I’m not groaning cause I 

can’t do the work. (Helen) 

What is clear about the above discussions around staff attitudes towards eating 

disorders, is the level of staff fear and anxiety is a very powerful factor 

contributing towards staff willingness or reluctance to work in the space of eating 

disorder service delivery.  Many factors contribute to this fear and anxiety, and 

the language clinicians use is evidence of the emotive nature of this work. In the 

section below I explore further factors that contribute to the negative attitudes 

expressed by clinicians which can have a flow on effect to client care and 

service delivery.  My understanding and interpretation of the above information 



117 
 

is that the treatment of eating disorders is “hard”, and I continue to expand on 

this concept, and why this is so. 

Barriers to Clinicians’ Perceived Ability to Work with Eating 
Disorders 
 
What became particularly prominent throughout all stages of the interview 

process, was that several factors in addition to, but also connected to fear and 

anxiety, impacted a clinician’s perceived ability to work with clients with eating 

disorders.  These included: training, clinical knowledge, confidence, and 

competence.  Another key factor that was referenced by over half of participants 

was staffing levels; not specifically to do with eating disorders, but more 

connected to the broader issue of working in rural areas with little staffing to 

cover all mental health presentations, in addition to being connected to the 

ability to attend training should it be offered (i.e. no backfill to allow clinicians to 

attend training). 

Confidence, competence and knowledge. 

… there is a sense of um, helplessness, you know, we don’t necessarily 

feel confident in treating eating disorders.  We sort of feel out of… it’s hard 

to speak for everyone but you know, we sort of wallow around a bit, you 

know? Flounder. (Henry) 

I actually don’t think anyone here really, across the spectrum of teams 

here, is probably skilled enough to deal with eating disorders. (Caroline) 

What became evident throughout each interview, was the view expressed by 

each participant that many staff do not have the confidence, competence, or 

clinical knowledge necessary to work with someone with an eating disorder.  

Bruce’s quote below highlights a serious concern with this lack of competence, 

in which he indicates that some people potentially will not receive a service 
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based on which clinicians were available, and whether they had skill in working 

with eating disorders.  

… any service will come down to a level where individual clinicians will 

have to make a decision whether they have a competency to see a 

specific client group, which means that sometimes people will or will not 

get a service depending on actually which clinicians are available. (Bruce) 

Bruce goes further below to discuss his view that certain clinicians have 

expressed a self-identified interest in working with this population, whereas other 

clinicians have stated their unwillingness to work within the field of eating 

disorders.  He then goes on to make a general statement about clinicians 

working across mental health diagnoses, where there would be some clinicians 

who do not feel they have the competency or inclination to work with certain 

diagnoses.  While this might be true in one sense, the refusal to work with eating 

disorders seems particularly pronounced in comparison to other mental health 

diagnoses; a view held by each interview participant, that there are many 

clinicians who do not want to work in the area of eating disorders. 

And certain clinicians have self-identified as that [having expertise or 

interest in EDs], and certain clinicians have also said that they don’t want 

to have anything to do with that field.  And, it is a little bit like, again, that 

whole issue that clinicians, there are clinicians in any disorder, who don’t 

feel that they have the competency or the inclination to do that. (Bruce) 

The NSW Service Plan for People with Eating Disorders (2013-2018) clearly 

states that eating disorders are core business for the health service.  

Considering this, it is interesting that within health services, some people 

maintain a refusal to work with eating disorders. It speaks to the bias and stigma 

attached to eating disorders, and also the lack of competence and confidence, 

so that clinicians may end up focusing on areas in which they have more 
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experience, and almost “ignoring” the eating disorder entirely. Claire illustrates 

issues with this approach below: 

I think, because you don’t just get an eating disorder, there’s all these 

other symptoms and diagnoses… so they tend to work with what they’re 

skilled in. Right? So you might end up really working on someone’s 

anxiety or whatever, but perhaps not in a very direct way with the eating 

disorder. So in a sense I feel the eating disorder doesn’t get the attention 

that it needs, and also is almost like allowed to blossom, and we’ve 

missed the point. Which if you consider how long the treatment of eating 

disorders is, it’s very lengthy, it appears to be in the research, I feel like 

we’re, adding to that. (Claire) 

This issue raised by Claire is a very significant one.  The longer the person lives 

with an eating disorder, the poorer their prognosis for recovery becomes (Touyz 

et al., 2013). Claire is indicating, that by focusing on the things that clinicians 

may be more confident in treating, the eating disorder is left untreated, and in 

some cases may “blossom” as she puts it, thus contributing to already lengthy 

treatment, which could have a significant impact on recovery. 

The role of General Practitioners. The role of General Practitioners 

(GPs) is particularly important in the treatment of eating disorders as they are 

often the first point of contact for a person with an eating disorder (Boyd et al., 

2007).  In addition, as eating disorders involve both psychological and medical 

treatment and monitoring, it is essential that the GP is a key part of the treating 

team.  Throughout interviews however, many participants referenced the role of 

GPs and expressed concern at the ability to medically manage people with 

eating disorders. While the role of the GP could be considered a meso factor, as 

it relates to team and organisational factors, I have included it in the micro 

chapter as GP knowledge and confidence directly impacted individual clinician’s 
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perceived ability to work with EDs.  Like mental health, or hospital professionals, 

many GPs did not have confidence or competence in eating disorders. 

I think that’s the downfall, that if clinicians don’t feel competent… you 

might have a GP, General Practitioner, that doesn’t necessarily have 

confidence in working with eating disorders, how much are they really 

gonna pick up what’s going on and actually relay that information. And 

they’re probably the person that’s actually seeing someone with an eating 

disorder quite regularly. (Claire) 

Kurt works in a community mental health service, which focuses on acute mental 

health presentations.  Often, he is required to assess people with mental health 

presentations in the emergency department.  As Kurt and other participants 

mentioned in their interviews however, often the mental health team might be 

called in to assess someone from a mental health point of view, but they were 

very reliant on GPs in the emergency department guiding them on advice and 

knowledge around the medical complications of the eating disorder; knowledge 

that some GPs did not have. 

It seems to be the case that some GPs are excellent at ah, giving some 

information or, advice about eating disorders and others are not, and 

these situations where we’ve been in the emergency department with a 

client that’s got an eating disorder the GPs have been in my experience, 

they haven’t been great at giving us advice. (Kurt) 

In Kurt’s case, the ability of the GP to give him advice was directly related to his 

confidence in working with someone with an eating disorder.  

While GPs might be very involved when a person with an eating disorder is 

being treated in the community, it would appear that their role while that person 

is in hospital is more ambiguous, and they may not be included in care planning, 

or even be involved in ongoing communication, as Sarah highlights below: 
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The GP is probably one area that’s a bit grey, and doesn’t really get a look 

in. Um, and you generally get a bit of resistance about that, cause the 

paediatrician doesn’t always involve the GP.  And they certainly aren’t on 

site, and I’m not aware that anyone actually even keeps in contact with 

them while the patient’s on the ward. (Sarah) 

Sarah goes on to comment further about the role of GPs, and the difficulty 

involving them in ongoing case planning or discussion due to their time 

constraints, lack of co-location of services, and perhaps a general acceptance 

that while the patient is in the hospital, they are no longer the responsibility of 

the GP, and that there may be a bit of a sense of relief about this. 

[On relationships with external service providers] …as a whole service? 

Poor. Yeah. I’d just say they’re poor. Often people don’t even think of the 

GP. Like I didn’t! (both laughing) Because they’re just not you know, I 

(pause) I think that comes from both sides, GPs haven’t got time to come 

in, for case conferences, and I think GPs are quite happy, while 

someone’s an inpatient just to have that taken off their load…sometimes 

are quite frankly ‘oh thank god, phew, she’s off my hands for a few weeks!’ 

(both laughing) yeah. (Sarah) 

The previous sections in this chapter highlight some key clinician factors in 

eating disorder service delivery: staff attitudes, staff fear and anxiety and staff 

confidence, competence and knowledge.  What was clear during all the 

interviews however, that at the time of interviews, the majority of participants had 

little to no training in eating disorders.  Every single participant cited a lack of 

training as a clear impediment to service delivery for people with eating 

disorders.  Issues around resources and training, and the impact on clinicians’ 

perceived competence and confidence will be explored further below. 
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Resources and training. At the time of data collection, most participants 

indicated they had no formal training in eating disorders, which appeared to be a 

key source of both concern and frustration for staff.  Many participants indicated 

that while throughout their time with the health service they had had the 

opportunity to attend trainings in many other areas of health, training related to 

eating disorders was neither provided by the health service, nor was it 

mandatory. For example: 

I’ve been here for ten years.  So, I’ve had in-services on everything, like 

almost how to tie my shoes, but its [eating disorder training] never been 

offered. That I, I know of. (Caroline) 

If clinicians chose to pursue training, they were required to be released to 

pursue this training themselves, and then access it using their own time and 

funding resources.  

…huge difficulties for nursing staff to get to these sort of things [ad hoc in-

services] because they don’t have any allocated um, ah education time or 

money.  So they basically gotta do it in their own time, with their own 

money, which just seems bizarre. (Mark)   

This is a great example of what Gadamer (1975) refers to as tradition.  It was the 

historical experience of the majority of participants that training was not provided 

for eating disorders, and contributed to a weary acceptance of this as a fact that 

participants perceived was unlikely to change. 

One interview that stood out in particular was Sarah’s.  Sarah had been with the 

health service for a very short time, although she did have extensive experience 
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working in other health services interstate.  Upon arriving at the health service, 

she was told that eating disorders were to be a big part of her role: 

I can tell you when I started (laughing) that I was told…a large chunk of 

my work, was with eating disorder patients, and I was advised to read the 

Maudsley book (laughing). So, no, education is not mandatory, and it’s left 

up to you. (Sarah) 

This concept is quite fascinating, and I think speaks to the broader issue of 

training related to working with eating disorders.  As many participants noted, 

the topic of eating disorders may have received some minor attention in their 

respective clinical degrees, but the real learning occurred once in the workforce, 

as it was not something given much attention in their academic education.  

Conversely, other mental health presentations were covered more extensively in 

participant’s tertiary education.   It would be unlikely that someone would be 

hired to work within a mental health service and be given a book on “depression” 

upon their arrival and then be expected to work in that clinical practice area. 

 Funding for professional development. 

I think funding is a big issue. Ah, we get none. Please put that in your 

research. (Claire) 

Funding was an issue in the ability to access training for each interview 

participant. All participants referenced the lack of funding, and if they wanted to 

access training in eating disorders, they often were required to pay for it 

themselves.  This would prove to be a big deterrent, particularly in this area due 

to rurality.  While funding could be considered a meso factor, as it relates to 

issues within organisations, I have chosen to highlight it as a micro factor, as 

participants indicated individual clinicians were responsible for pursuing and 



124 
 

funding their own training. In order to access training, (if any was available 

outside of the service, as there was few internal opportunities), clinicians would 

often have to pay for flights and accommodation (in many cases to Sydney) in 

addition to the cost of the course itself.   

When we have a policy you know, really clear policies, of non-funding 

education, or access to hopping on flights to Sydney or attending 

conferences etcetera. That’s, very restrictive and um, and has been I 

think, a problem for most clinicians in the area to maintain their skill level 

so, I think that acts, the rurality is that, access to education and training. 

(Wayne) 

This lack of funding speaks to a broader systemic issue however, as participants 

indicated there was other, locally-provided mental health training available that 

people were covered to attend, but not so for EDs. As Claire notes: 

[Eating disorder training] often has to be self-funded. So, you’ve got to be 

interested, and know that it’s going to impact your day to day work. And, 

when you’re working in a service, that perhaps isn’t seeing it as core 

business, is that something you’re going to spend your money on? (Claire) 

Education and training may not be enough however, to instil clinician 

confidence, but rather, training and then an opportunity to work with this client 

base, and to gain experience and exposure are key to confidence, and skill 

building, as highlighted by Wayne: 

…the solution is actually, education and exposure.  The higher-level 

services are definitely provided by people who’ve done it before, who 

know what they’re doing, and have education and training in that. (Wayne) 

Clearly however, high-level services, as referenced by Wayne, and exposure to 

eating disorder presentations are only one part of the picture. Ben also notes, 

education around eating disorders in general, and what that entails is crucial.  
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Many interview participants referenced the direction that mental health services 

seemed to be taking in a more acute focus of treatment, and the need to 

recognise eating disorders as chronic conditions, as well as need for recognition 

as such. 

I think we just need general training around eating disorders in general, 

and what it’s about. I think often you get presentations and because 

they’re not acute, they get deflected from the service. You know they 

might well be a chronic condition. So, I think we need training around you 

know, to say this is a serious mental health condition, and although they’re 

not coming in acute, we should be treating it.  (Ben) 

 

 Additional micro-level barriers to training and professional 

development. While all interviews highlighted the need for education and 

training, many participants highlighted that there were certain clinicians not 

wanting to complete training for fear of having to work with this population. 

I think there’s others who would go ‘I don’t wanna know about eating 

disorders, cause then I’m going to be lumped with eating disorders and I 

don’t want that on my caseload all the time’. (Heidi) 

People often feel if they get trained, then they are the eating disorders 

worker, and I think when, in the early days that can be quite scary…I think 

it leads to avoidance, yeah, of training as well. (Claire) 

A further factor influencing clinicians’ ability to attend training was clinical 

workloads impacting time available to pursue training and read current research.  

Many participants cited the lack of staffing resources (“two legged resources”-

Debra) as a barrier to learning and development. 
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If the clinicians are over-worked and over-stressed, for them to even be 

accessing journal articles, or you know, material to upskill themselves, is 

an impossibility.  (Debra) 

Nowhere was this resourcing issue more apparent than with participants working 

in the acute settings.  Community-based clinicians operate within an 

appointment-based service and therefore are more able to book time off, or not 

schedule appointments in order to attend education opportunities. The same is 

not true for those working in acute settings as highlighted by Caroline below: 

…a lot of it’s about resources, um, and you know staffing levels and 

um...basically we’re not staffed to a point where people can do training 

and they’ll be backfilled. There’s no capacity within the system for that. 

(Caroline) 

In summary, the consensus across all participants was that there was a serious 

lack of education and training opportunities and the need for these opportunities 

to work with clients with ED in a safe and effective manner.    As opportunities to 

attend eating disorder training were minimal to non-existent, the belief often was 

that if clinicians wanted to pursue training, they were required to pursue it 

themselves, using their own funding.  While some clinicians working in youth 

services cited state-wide resources available, such as outreach supervision from 

the Children’s Hospital at Westmead, which is the major paediatric specialist 

tertiary outreach and inpatient hospital service covering NSW, no adult clinicians 

interviewed had been exposed to any education opportunities. Participants 

expressed frustration that training was not mandatory, whereas other training 

was mandatory for health professionals even though it might not be directly 

relevant to their day-to-day work with clients. 
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Clinician recommendations for improvements to training. The 

consensus across interviews, is that participants highlighted the need for the 

identification of consistent models of service delivery in line with the state and 

access to these models and guidelines, in addition to the provision of mandatory 

training. Using the report generating function of NVivo, all thirteen participants 

referred to the importance of state-wide services. 

The New South Wales Health could decide that they were going to make 

some training mandatory on this topic and then it would happen, if it was 

mandatory then all the little, health districts would get it organized. (Kurt) 

Suggestions for how such training could be provided included the delivery of 

online modules, having outreach from tertiary centres to deliver on site training, 

and/or sending clinicians to Sydney to learn from the specialist services there.  A 

further suggestion highlighted by most participants was the identified need for a 

specialist clinician.   

The Importance of a Specialised Clinician 

In many of the interviews, participants spoke of the need for someone with a 

specialist role in eating disorders within the team. Participants cited a 

consultative or coordination role, the provision of education, and direct clinical 

service delivery as reasons for having a specialist clinician in the team. 

Consultation and coordination. Claire and Kurt, both who work within 

the same service, both highlight the perceived need for a clinician to provide 

consultation and coordinate services: 

 I think sometimes when you have got somebody with the knowledge, who 

can co-ordinate and liaise really well with other clinicians like GPs that 

don’t know what they’re doing, it’s actually quite good. To have somebody 
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who’s confident to go out and do that. So, some sort of specialist role 

within community mental health I think is essential. (Claire) 

…it might be a good idea to have a specific individual that might be, that 

has some extra training, and then within our team they could be the 

person to consult, about that issue, that sounds like a good idea to me. 

(Kurt) 

 A further role identified for this “specialist clinician” would be the provision of 

education and resources as the quote from Caroline illustrates: 

… they could do in-services, in-services, in-services. You could liaise 

with them about different aspects, just talking to them you would find out 

things you don’t know. They could direct you to resources… (Caroline) 

Clinical role. Heidi goes further however, highlighting the need for not 

just a “specialist clinician” but the need for more clinicians to be skilled in this 

area, rather than the reliance on one person.  She points out the clinical role of 

people with specialist skills in eating disorders, in delivering treatment for this 

client group. 

I think if we were all, no, even if we had a couple more clinicians that were 

[snapping fingers] all overeating disorders knowing what the ins and the 

outs are.  And knowing how to work with, not just the family, but like can 

we work out like, how it’s going to work just for the individual cause there’s 

not always the family that’s gonna be supportive. (Heidi) 

Sustainability of the team becomes an issue if there is an over-reliance on one 

ED specialist, and there is a need to extend this role beyond one sole clinician. 

Bruce too, when discussing his thoughts on improvements that could be made to 

the service, highlighted the need for more than one clinician: 

…a commitment to seeing a group of people, within mental health ah, as 

experts in this area, or have an expertise in that area. (Bruce)  
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Throughout the course of the interviews, when people were discussing the role 

of a specialist clinician, it was in many cases related to their actual experience of 

working with an ED specialist. This resonated with me, as I was able to reflect 

on my own prejudice and tradition (Gadamer, 1975) that I brought to the 

research, as it was driven by my historical experience of being the only one on a 

team with experience in eating disorders.  I was able to reflect on my 

relationships with my past and present colleagues, and the role that I played in 

service delivery within a team. In the following section, I highlight the impact of a 

specialist clinician role on both teams that had an experienced clinician who had 

left, and on teams upon the arrival of someone with specialist knowledge in this 

area. 

Implications of a Single Experienced Clinician 

A main motivating factor for me in pursuing the current research, was my own 

experience of working with eating disorders and being the sole person on the 

team with extensive experience in this area. What became clear in the findings, 

was the impact of having one clinician with skill in this area, when that person is 

no longer part of the service.  By having one person in the “expert” role, it can 

actually backfire as that one person continues to gain experience and 

knowledge, but the team does not get the chance to upskill.  The impact of a 

specialised ED practitioner switching to a different area of the health service 

during the course of the research, is highlighted in the quotes below from 

colleagues who had previously worked with a specialist ED clinician. 

…. when [clinician] were here, [they] were a person with, knowledge in this 

area which was very helpful, that we don’t have anymore. (Kurt) 
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[In response to a question around whether the service provides eating 

disorder services] “It used to. But currently I don’t think it does…because 

previously there was a specialised clinician. Who had the expertise and 

training.  And I’m not aware that anyone else here actually has that level 

of expertise. (Caroline) 

There were positives reported by participants however, to having someone in 

the team with clinical knowledge in this area, even after they had left, as Claire 

points out that the ED role in the service helped to increase her confidence and 

interest in working with eating disorders: 

I actually quite liked that we had somebody on the team with that kind of 

specialist role as well. I think that works quite well to co-ordinate services 

a little bit. It certainly didn’t mean that over time, that person wasn’t the be 

all and end all for eating disorders, I actually got really quite interested, 

because there was somebody with skills. And so I actually, my confidence 

has grown working with people with eating disorders, and am now really 

interested. (Claire) 

It would appear that the role of a “specialist” clinician in eating disorders needs 

to be extended to ensure that person does not take sole clinical responsibility for 

eating disorders and all referrals get directed their way, but rather that person 

can act as a resource to other clinicians.  This clinician be consulted to assist 

colleagues to gain knowledge and skill in this area and to sustain the whole 

team’s ability to provide skilled care to people living with EDs.  The role needs to 

include capacity building, with the aim of improving services and team 

sustainability. 
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Chapter Summary 

This chapter explores the ways that individual clinician factors impact eating 

disorder service delivery.  Participants highlight the impact of negative attitudes 

towards clients and families, and their own fear and anxiety, which is largely 

based on a reported lack of both training and experience, and which has a 

significant impact on their own confidence, competence and knowledge.  It is not 

only community mental health or hospital clinicians however, that report a lack of 

experience and knowledge, but this extends to the wider team in which people 

with eating disorders interact, and in particular, the role of GPs.  The role of the 

multidisciplinary team, and the crucial ways in which they interact is explored 

further in Chapter 7; meso factors in service delivery.  In addition, while 

clinicians indicate they receive little to no training; explored in this chapter as a 

clinician factor, it is tied further to more system and organizational factors that 

are expanded on in Chapter 7.   

Finally, the role of a specialist clinician is explored, and the impact of such a 

clinician having both positive and negative impacts on clinician confidence and 

knowledge. Positive, in that when there is a clinician on the team, staff feel more 

comfortable working with people with eating disorders as they know they have 

someone with experience to turn to, and negative, as there is a reported gap left 

when a specialist clinician was to leave a team to work elsewhere, and clinicians 

felt the loss of that expertise.  It would appear that the clinician does not just 

have a role to provide clinical services alone, but to increase the knowledge 

base of the team through the provision of consultation and supervision, 

coordination, provision of education and resources, with the ultimate goal of 
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increasing workforce development and capacity building in teams to be able to 

treat eating disorders with confidence.   
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Chapter 7 

Meso: Team and Organizational Factors 
 

As has been explored in the previous chapter, focusing on clinician factors, 

clinicians do not work in isolation, but operate within broader teams and 

systems.  Due to the medical, and bio-psycho-social factors that impact 

someone living with an eating disorder, many professionals are often involved 

simultaneously. Multidisciplinary interactions impact the micro level (clinician 

factors) with respect to clinician confidence, and competence, which in turn 

impact the meso factors (team and organisational factors).  In this chapter these 

factors are explored, examining team and organizational factors such as the role 

of the multidisciplinary team, role confusion, communication, transitions between 

systems, policies, models of care and systems. 

The Concept of “Team”: Working in a Multidisciplinary System 

The treatment of eating disorders is complex, as while it is a mental health 

diagnosis, it can often have serious medical complications.  Treatment 

necessitates several clinicians being involved in a client’s care, which may 

include: a mental health worker (social worker, psychologist, counsellor), a 

psychiatrist, a general practitioner, dietitian, and in younger clients often a 

paediatrician.  This group of people may expand even further when a person 

becomes a patient in a hospital setting. In the absence of a specialist eating 

disorder service however, the concept of “team” raises a number of issues, as 

highlighted by Wayne below: 

One of the strongest disadvantages is access to (pause), the difficulty is in 

creating team, and having access to cohesive policy procedure 

development, teamwork. Most of the teams have been virtual in their 
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nature over um, ah, across the region and that can extend into private 

services as well…and they are valuable additionals to the team. (Wayne) 

Participants indicated that when a person is being seen in the community setting 

for their eating disorder, the “team” often includes the mental health clinician, the 

GP, and in some cases a psychiatrist, dietitian, and paediatrician.   Interviews 

highlighted that when the person moves into the hospital setting however, the 

idea of “team” becomes much more complex, as what it involves is a separate 

set of “teams” all needing to have input into client care.  These teams include the 

medical team, the mental health team, the nursing team, and the dietetics team 

within the hospital, as well as the community clinicians involved prior to, and 

following admission.  As Wayne describes the intersecting nature of these teams 

as “teams without walls” below: 

I consider my team to be all these multiple intersecting Venn diagrams I 

suppose of teams. You can look in the paediatric space, both medical and 

within [base hospital] geographically then of course there’s um, visiting 

medical officers or private providers in various disciplines or there’s across 

the back of  the back street into Youth and Family, it’s essentially teams 

without walls, and it depends on who you need at the time, it does take a 

fair bit of experience  to know who’s best placed perhaps to assist you  in 

whatever it is that you…team you need around that particular patient. And 

that’s part of the game. (Wayne) 

A common thread throughout the interviews, was the intersecting nature of the 

different teams and disciplines, and the potential for conflict and political issues 

that exist, sometimes leading to negative outcomes for clients, Sarah illustrates 

this difficulty below: 

So, the politics between paeds and psychiatry are particularly 

dysfunctional. And, it’s never easy, and, dietitian… if you get the three 

(laughs). There’s a real power holding, and it’s just generally hard to work 
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between the three [psychiatry, paediatrics and dietetics], if you don’t sit 

clearly on either side, you’re kind of like a pawn. (both laughing). Used to 

kind of manoeuvre the person (laughing) and try and get them through 

without them having any sense of this political stuff. (Sarah) 

Helen goes further and uses the word “destructive” to describe incidences where 

there is no clear mandate for treatment protocols, and the outcome for one of 

her clients, was particularly negative:  

There’s gotta be a mandate. And all parties, the paediatric ward, and the 

paediatricians, the staff on that ward, the staff and the management of, 

and the psychiatric management of the inpatient unit, and the community 

clinicians all have to be on the same page. With the same view, with the 

same understandings about the treatment model. We can’t have people 

working in isolation with the same clients. Because it’s destructive, and 

I’ve experienced that destruction firsthand. With a client that’s left the 

service… and the outcome…hasn’t been a positive outcome because of it. 

(Helen) 

Whilst the majority of the participants interviewed expressed frustration at the 

lack of collaboration and communication amongst treating teams and clinicians, 

particularly when many of those involved in the “team” were spread quite 

considerably apart geographically, some did however see evidence of 

improvement in communication over recent years. Many clinicians referenced a 

historical discord between the disciplines of psychiatry and medical and 

nutritional treatment, that with new clinicians now involved with the service, was 

leading to better communications and improved outcomes. Participant interviews 

indicated the above-mentioned conflicts result not only from one set of factors, 

but a complex array of same. Factors contributing to conflict and communication 

issues, are most likely influenced by model of care (or lack of) issues 

communication issues, rural constraints, and in some cases relational and 
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personality issues.  Wayne, however, expresses positivity that these issues are 

moving forward to a more cohesive approach, while still requiring significant 

improvements to come: 

…it’s incredibly refreshing to have the level of both tactical and strategic 

support, so it directs service delivery, opinions about patients, medication, 

protocols etcetera. But as well as that, simply to have that psychiatric 

approach, in strong collaboration I think with the medical slash nutritional 

direction, or goals of treatment so it is very refreshing like any extended 

team, engagement, it requires a lot of communication, and a lot of service 

development to come. But yes, that has definitely improved over the last, 

two to three years. (Wayne) 

The treatment of eating disorders necessitates a collaborative approach, and 

one that takes into account the complex factors that are evident in a person’s 

care when they are experiencing an eating disorder.  I have coined the term 

“Eating Disorder Trifecta of Symptoms” to provide a visual representation of how 

this might be better understood.  Eating disorder presentations are not 

comprised of one set of factors, yet a complex trifecta of psychological, medical, 

and behavioural factors influencing someone’s presentation.  This trifecta 

illustrates the potential clash of the bio-psycho-social model with the 

conventional biomedical model. 
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Figure 7. The Eating Disorder Trifecta of Symptoms 

Throughout the interviews, all the participants highlighted the different factors or 

symptoms in any eating disorder presentation, that all require involvement of 

different professionals where appropriate.  Participants indicated that difficulties 

arise when clients moved between systems, and the relationships between 

these systems and stakeholders.  

 Transition difficulties: what happens when clients move across and  

within systems? Because of the aforementioned intersection between medical 

and psychiatric factors with eating disorders, it is not uncommon for clients to 

move between systems, not only outpatient and inpatient systems, but within 

systems themselves, such as the move between medical and inpatient mental 

health facilities.  Difficulties arise around issues relating to multidisciplinary 

management, but also where someone is likely to be treated, and clients may 

find themselves stuck between systems. 

Because [base hospital] is the allocated service provider for here. If 

there’s a bed block up there, they will try and make us send our clients to 
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[another base hospital], so it’s not easy, they don’t wanna take them, 

spend hours in bed ping pong, you know, or patient ping pong. And it’s 

very difficult, in fact it’s a major feat to get a young person into [child and 

adolescent inpatient unit] it’s a miracle really. (Caroline) 

I think it’s difficult…there’s a lot of rigmarole, particularly to get somebody 

admitted to the child and adolescent inpatient unit. And we don’t have very 

much, control.  The control seems to go to the emergency department at 

the relevant hospital that they sort of might read what we’ve written or talk 

with us, but we don’t have much of a say after that. (Kurt) 

Participants also highlighted difficulties in clients being able to access treatment 

close to home, and as such, when they did have an admission there was often a 

great distance between where they received local community treatment, and the 

hospital setting in which they find themselves.  The addition of a new set of 

clinicians involved in their care, also contributed to role confusion, in terms of 

“who’s in charge of the treating team?”   

Role confusion. Many participants mentioned issues relating to role 

confusion amongst professionals.  Interviewees indicated that ideally, the roles 

between different clinicians should be clearly established from the outset of an 

admission, and/or transfer between services.  For example, the mental health 

clinician providing the psychological therapies, the medical doctor providing the 

medical care, the dietitian providing appropriate nutritional support and so on.  

Unfortunately, due to the complexity of EDs, and the array of psychological, 

medical and behavioural factors, participants noted some professionals often 

stepped outside of their role, adding confusion, and contributing to negative 

outcomes.  Helen highlights an example of this role confusion: 

…I certainly have been witness to, two other clients of my our [community] 

service, where the outcome has been negative, and it’s been because of 
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the fracture in the treatment model. Across the different professionals. And 

what they were advocating, and the role that they were taking, and the 

role that we were expected to take. But that’s actually a problem, which I 

think I maybe needed to mention before that. When we’re in community, 

the community clinician is considered to be the primary provider of 

therapy. And what can happen when there’s poor communication or a lack 

of understanding of that, is that the paediatrician for example, can assume 

that they’re the primary (pause) clinician who is directing the therapy. And 

they…contact with their colleague, the dietitian, who can play a pivotal role 

in whether it, the treatment goes well, or the treatment goes poorly when 

it’s been a client who has been hospitalized. And it’s that transfer from 

hospital to community and the handover of the therapeutic direction that 

has been of issue. Where, we’ve been running at cross purposes and 

we’ve been working with the GP and the psychiatrist, and they’ve [the 

paediatrician and dietitian] have been in working in their bubble, and so 

the parents of course get very confused.  And I think not only do they get 

confused, but they feel that they’re not getting appropriate care, from 

community, because they’ve come from the hospital first. (Helen) 

In many of the interviews, participants highlighted their belief that clients 

perceived hospital care to be superior to community care.  They thus expressed 

frustration when community clients needed to be transferred to hospital, and the 

breakdown in communication between the community and inpatient teams.  This 

is an example of how one’s prejudice, or tradition (Gadamer, 1975) can be 

viewed negatively. As Sharkey (2001) notes “human understanding does not 

occur in a vacuum: it happens in a historical and cultural context, and the effects 

of that context cannot be ignored” (Sharkey, 2001, p. 26).    In this context 

historically, hospital care was viewed as “superior” to community care, a fact that 

was referenced by many participants.  

It was not just community clinicians who highlighted these transition concerns 

however.  All thirteen participants highlighted concerns with relation to 
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transitions between services. Debra works in a community setting, and Mark in 

inpatient service delivery, and yet both highlighted transition concerns from their 

own perspectives: 

…there again, comes up the division between community and inpatient 

and there again comes up the dependency on who’s the clinician, and 

who’s the paediatrician, and so, no, I don’t think it’s a smooth transition for 

the young person and the family.  (Debra) 

The other thing I think we could improve is, it’s still a difficulty, the 

transition to, from inpatient care to community care, and particularly an 

evidence-based approach of family-based treatment approach, I don’t 

think we really, provide an adequate family-based treatment model within 

this area, in community. (Mark) 

The above examples illustrate the kind of miscommunication and transition 

issues that can impact clients and families when they are known clients of the 

service transitioning between services, but in many cases, a client may be 

unknown to the health service when they first present to hospital.  Often, clients 

present to hospital directly with medical complications and require an admission 

to address malnutrition and weight restoration, where they have not previously 

been a client of a community mental health service, either public or private. In 

these cases, issues may arise upon discharge, when they are due to be 

transferred to a community clinician who they have not yet met.  This is 

complicated further, as participants indicated that eating disorder admissions 

occurred in the larger base hospitals, and not necessarily close to the client’s 

place of residence.  As such, the community mental health team in the 

catchment where the client lives, may be very far away, and thus preventing the 

community clinician from having some involvement when the client is on the 

ward.  Sarah illustrates the issues around these transitions below: 
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They also don’t get to meet the team that will be following them up, and 

my experience about that is often a breakdown between the team that’s 

actually going to follow them up, and the way that their treatment’s been 

kind of catered for. So it may not follow Maudsley model, or they’re going 

out and they’re getting to meet a stranger for the first time, because they 

won’t come into the hospital to see them, they don’t have an outreach like 

that, and it just makes it a bit more trickier.  There’s often the expectation 

that [hospital] staff will keep contact with them, because it’s been six to 

eight weeks of contact, and it makes them very vulnerable, leaving 

hospital at the time when the scariest things happen.  So, someone’s 

controlling the eating and everything as an inpatient, but going home feels 

really scary, and then they don’t know who’s going to be ringing them, 

they don’t know who is gonna visit, and they just feel out of their depth 

often. And we can’t give them those answers. (Sarah) 

In addition to issues around communication difficulties, transition issues, and 

role confusion for example, the above section highlights the lack of clear and 

cohesive clinical pathways. Each participant interviewed, recognised a lack of 

clear models of care, and organizational issues that contributed to the difficulties 

supporting clients with eating disorders in the overall health system.  Policies, 

politics and systems, lack of organisational support, and model of care issues 

were all raised by participants as impacting effective service delivery. 
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Policies, Models of Care and Systems 

Throughout interviews, many participants expressed frustration at the lack of a 

clearly formulated and available set of policies or guidelines to guide the 

treatment of people with eating disorders in a clear and consistent manner.  

Confusion was expressed particularly amongst adult clinicians, as to whether 

people with eating disorders should even be seen as core business for the 

health service.  Helen highlights her belief in the systemic issues impacting 

service delivery for clients with eating disorders and the negative regard the 

service holds for them as a whole: 

I think that, (pause), our service obviously doesn’t have high regard for 

them. Because of the way our service has been, poorly constructed to 

deal with them. So, I think from a systemic point of view they don’t 

have…there’s not a positive regard for them as a treatment, client base. 

(Helen) 

Wayne too, highlights issues with lack of cohesive clinical pathways, which 

relates back to the earlier discussion of multidisciplinary systems, when 

clinicians are approaching client treatment from different teams, with different 

disciplines, and different management structures: 

…and developing cohesive clinical pathways, when, everyone doesn’t 

work for the same boss, and it’s not clear how we might go about 

developing those pathways when you’ve got multi-service, multi-

geographical centre, groups trying to cooperate. (Wayne)  

With regard to clinical pathways and models of care, many of the issues raised 

by participants will be addressed with local responses to the NSW Service Plan. 

The potential impact of this plan on the development of cohesive systems and 

models of care will be addressed in the concluding chapter of this thesis. 
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Lack of organisational support. If there are no clear policies, 

guidelines, and clinical pathways for clinicians, as Helen notes, it speaks to the 

broader way the service responds to clients with eating disorders, and the 

support that may or may not be offered to clinicians who work in this area. 

…I think that it’s important to, as a service delivery, to be constantly 

updating, and supporting the clinicians, and I don’t think we do that. And I 

think that’s probably… the basis of a lot of the distrust of working with 

these kids. Because, that lack of support. And…working in the dark…But I 

don’t think we actually have a purposeful conversation about how we’re 

going with the treatment and the issues that we’re having. We don’t really 

bring that out very often, and I think that’s a conversation that should be 

had. And should be had frequently really. As a support for the clinicians 

because you do get so exhausted by it. (Helen) 

As Helen notes, the lack of support for clinicians can have a profound effect, and 

in earlier quotes she has spoken about the dangerousness of working in 

isolation with a lack of support.  This is one of the key areas in which the micro, 

meso, and macro systems intersect.  While staff fear and anxiety were 

discussed earlier in Chapter 6 exploring the micro level around individual 

clinician factors impacting service delivery, there are clear meso factors in effect 

in this case.  A lack of organisational support (meso) can contribute to staff fear 

and anxiety, if clinicians do not feel supported by the organisation in their work 

with clients with eating disorders.  Following from this, fear and anxiety are 

individual factors that impact service delivery (micro). A further issue is how 

macro factors influence the meso systems explored in this section.   

In many of the sections and quotes above, differences between medical and 

psychological management of clients, and the issues around transitioning 

between services, and clinical roles are explored.  With regard to a bio-psycho-
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social model of service delivery, the “social” is largely absent from participant 

discourse, with participants mainly focusing on the medical and psychological 

divide. 

The issue of medical versus psychological management crosses two systems: 

meso, referring to the systemic issues within the local health system, but 

broader too, in terms of the macro system, and the continued dominance of the 

biomedical model in the eating disorder discourse. As such, whilst participants 

highlight the local impact of medical versus psychological management of eating 

disorders, I have chosen to include it in the macro section in Chapter 8 under 

biomedical discourse, to highlight the broader cultural and environmental factors 

that impact eating disorder service delivery more broadly.  

Chapter Summary 

This chapter expands on the findings of the previous chapter which focused on 

the micro level, or clinician factors, in order to broaden the focus to include the 

system within which these clinicians sit; the meso system. Findings included the 

concern expressed amongst participants about the potential for conflict and 

miscommunication within and between teams and settings that can negatively 

impact client care and clinical outcomes. The complex nature of eating disorders 

as illustrated by the “Eating Disorder Trifecta” as I have referred to it, requires 

that a number of individuals all be involved in a client’s care, which can cause 

difficulty when different professionals disagree about treatment, there is lack of 

clarity around who is “in charge” of the treating team, and transition difficulties 

that occur when clients move across and between systems. Clinical roles are 

often unclear, particularly to patients and families which can lead to poor 

communication and confusion.  Participants clearly articulated the need for 
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better communication within and across teams, clear policies, models of care 

and systems that help clinicians and families understand the pathways to care, 

and organisational support for these pathways and models of care.  Chapter 8 

expands these issues further, exploring the broader cultural and environmental 

factors in which these meso systems fit: The macro system. 

  



146 
 

Chapter 8 

Macro: Broader Cultural and Environmental 

Factors 

 

This chapter builds on both Chapters 6 (micro) and 7 (meso) and goes further to 

explore through analysis and discussion, the broader cultural and environmental 

factors impacting ED service delivery, consistent with relevant literature in this 

area.  Chapter 8 examines the macro factors influencing eating disorder service 

delivery in my study: the biomedical model, culture and stigma, rural constraints 

on service delivery, and the role of state-wide services. 

The Biomedical Discourse 

Eating disorders are mental health diagnoses, with potentially life-threatening 

medical consequences.  Any student of social work education would have been 

exposed to the bio-psycho-social model of assessment, where we examine all 

domains that have contributed to an individual’s current presentation.  

Throughout the interviews however, one of those parts was starkly absent: the 

“social” contributors to someone’s presentation. There was some mention of this 

in the discussion of cultural factors and stigma, but in the main, the two areas 

that participants focused on were the medical and psychological aspects of 

someone presenting with an eating disorder.  Perceptions of the causes of an 

eating disorder and it’s treatment, were influenced by the clinician’s belief 

system.  To reference a previous quote from Mark,  

People seem to be perfectly happy to manage kids malnourished from 

coeliac disease or inflammatory bowel disease, um, certainly when the 

cause of the malnutrition is an eating disorder, it’s kind of like a whole 

different approach. ‘Oh no we don’t do that’ or, ‘they need a special bed 

for that’, To me, the concept of when you’re talking acute medical patients, 
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that concept of specific eating disorder beds, is about a sensible as having 

specific bronchiolitis beds or ah, specific gastro beds.  It’s just bizarre. 

(Mark)   

Mark is speaking to the perception of some in the medical field that eating 

disorders are solely the realm of mental health, and therefore are deserving of 

some other treatment than would be provided to a different patient, if their cause 

of malnutrition was more distinctly medically-related.  Often participants 

highlighted a clash between medical and mental health approaches if clients 

were only viewed from a biomedical standpoint. This clash is emphasised by 

Healy (2014) who notes that medicalisation “contributes to the devaluing of non-

medical responses to problems and issues facing service users-when a problem 

is understood in primarily biomedical terms, the only rational response becomes 

a biomedical one” (Healy, 2014., p. 43).  Further exploration of these factors, 

and the somewhat conflicting interaction between medical and psychological 

management will be examined in the next section. 

Medical versus psychological management. It is widely accepted in 

the eating disorder field, that eating disorder treatment needs to involve medical, 

psychological, and dietetic management at all levels of treatment.  This is a 

recommendation strongly put forward by the Royal Australian and New Zealand 

College of Psychiatrists, who, in their Clinical Practice Guidelines for the 

Treatment of Eating Disorders recommend a multidisciplinary approach, 

involving stepped and seamless care (Hay et. al., 2014). Throughout interviews 

however, collaboration between these areas appears to be fraught and, in many 

cases, can result in negative treatment outcomes for the individuals living with 

the illness.  Participants often referenced historical factors in the way that people 
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with eating disorders were managed in the hospital setting, as evidenced by a 

quote from Wayne below: 

And I think there has been a bit of a Berlin Wall between medical and 

psychiatric or mental health services…. I think historically there may well 

have been a division, or a space between treating medically so for 

example in [large city] some years ago it was the gastros who led 

refeeding in Anorexia Nervosa, and the opinion was that psychiatry was 

working on a purely psychiatric model which failed to recognize the 

debilitating and functional aspects that the starvation caused. So… it was 

a medical lead program and the thought was that patients in psychiatric 

units languished, physically and weren’t able to fully engage. It’s ancient 

history now, that is certainly changed. I think all professionals working in 

this realise the spectrum that we have to start off with medical safety, 

nutritional safety, and then when, and psychiatric safety moving on to 

recovery in all of these things beyond that. But I think historically that 

wasn’t the case that psychologists, sorry, psychiatry particularly had a 

view that this was a disease of the mind, and not of the body when clearly, 

it’s both. (Wayne) 

In line with the biomedical model that remains strong within hospital systems, is 

the continued perception, that hospital services are somehow “superior” and 

therefore potentially, as some participants noted, leading people living with 

eating disorders to believe they are receiving sub-par care  if it is not provided 

within hospital setting, by the perceived “experts”. 

Again, this perception is consistent with participants’ lived experience and the 

prejudice and tradition (Gadamer, 1975) they bring to their present roles in ED 

service delivery. Bruce, a community clinician, with many years’ experience in 

eating disorder treatment, referred to this in this quote: 

Probably barriers are the dominance of hospital-based services, to believe 

they’re better than anybody else. Than community. That’s a modelling 
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issue as well, but it’s a very ingrained, um, sort of attitude, in maybe rural 

settings, or maybe just [this area] I don’t know enough, maybe Australia? I 

know it’s not global, ha! (Bruce) 

Bruce illustrates the hierarchy which exists within health systems “with specialist 

medical doctors at the top” followed by GPs, nurses and allied health in 

descending order (Bell, 2017, p. 142).  Participants highlighted that doctors were 

often working in the context of inpatient care, with allied health mostly situated 

within community services.  It is consistent within this hierarchy (Bell, 2017), that 

hospital care may be perceived as superior to community care. 

Step-up step-down treatment. Far from being stepped and seamless 

care as is recommended (Hay et al., 2014), both hospital-based, and community 

clinicians who participated in the research often expressed frustration at the 

level of medical instability both children and adults had to reach, in order to meet 

the criteria for hospital admission.  

Clinicians often recognised that someone was becoming very unwell in the 

community, treatment had stalled or was not resulting in adequate improvement, 

and yet they felt powerless to intervene earlier as they did not meet the required 

medical guidelines for admission.  Mark highlights the sometimes-powerless 

position that clinicians find themselves in, as they witness a person becoming 

more and more unwell, with little or no options for earlier intervention.  He 

powerfully refers to this process as watching a “train wreck”: 

Now often, young people with eating disorders will be recognized in the 

community and be getting care, but continuing to lose weight, but not yet 

medically unstable. And so one thing that we may need to look at is or, 

could be improved, is whether there’s some sort of model for admission 

prior to medical instability. It’s almost like you can see that the train 

wreck’s going to happen, but you’re powerless to stop it. Ah, and basically, 
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we can just sort of scrape up the pieces once the train wreck has 

occurred, and whether we could, intervene earlier. (Mark) 

Likewise, some clinicians reported a concern that sometimes when people were 

in hospital, they might recover from a medical-stability point of view, but still be 

significantly impacted by their eating disorder, so that a direct discharge home 

may not be the best option, and a desire to see some sort of “step down” 

approach, where people transitioned into a day program, or supported mental 

health unit, where there day to day medical needs are managed, but may 

require more intensive psychological follow-up, than is available in the 

appointment-based, community setting.  

What’s missing in that space is any sort of step down facility, any sort of 

half-way house, any sort of day program, anything that would, when 

somebody is physically safe, and could be staying at home or somewhere 

else, there’s no way for either residential or non-residential ah, program 

other than hospital ward, um paediatric or adult, or  adolescent unit, so, 

that’s really the space were I would see future development as being also 

not just effective in terms of patient outcomes, but in terms of  costs. 

(Wayne) 

Treatment location. In terms of the appropriate setting in which to treat 

people with EDs, there was considerable attention put to this dilemma by the 

majority of participants.  All 13 participant interviews were coded for “service 

settings” with a total of 115 references, making it the most frequently referenced 

code. Participants indicated that when someone presented who was acutely 

medical unwell, there was a higher level of agreement, in that if someone was 

significantly medically unstable, this necessitated a medical admission. The grey 

area appeared to be however, when someone presented with both medical and 

psychiatric comorbidities,  where a discord amongst professionals may occur 

about where a person could best be managed, and what team was in the best 
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position to do so.  Again, as Bruce notes below, this macro factor (biomedical 

discourse) often relates back to some of the micro factors, that being staff 

attitudes, because of fear and anxiety “people don’t want to take the risk”: 

…people could be very afraid if, it could be eating disorders but it could be 

accompanied by other behaviours so it could be suicidal behaviours. Sort 

of the person could get shifted between, facilities because people don’t 

want to take the risk. There’s often, I guess conversations around which 

ward is the most appropriate, given that it could be life threatening, so is it 

a medical problem, or is the mental health side of it more important and 

should that be the primary, facility they’re located in. (Bruce) 

Wayne too refers to this “silo” effect between medical and psychiatric services 

when rather than teams working together, people tend to experience confusion, 

and perhaps a lack of dialogue about how both medical and psychiatric needs 

can be met simultaneously in tandem, rather than seeing the clients as fitting in 

to one team or the other. 

[Referring to a current adult client] … who is seeing a psychologist who’s 

raised the alarm and who is seeing a GP but getting her in the door, she’s 

probably too unwell for a psychiatric admission, and making sure that 

when she does present, that she’s appropriately treated for her medical 

and then psychiatric conditions, is the challenge. So it’s this silo effect 

between the services that is, that is an issue…so front end. For paediatric 

patients it’s much clearer. (Wayne) 

The repeat referral to the “silo” of services is interesting, and one that all 

participants referred to at one time or another.  Debra makes the point that even 

though medical and mental health services may be located on the same site 

[hospital campus], perceptually, they can be quite distant, and treated 

separately.  



152 
 

“When you say ‘on site’, we could look at the hospital as being one big 

site, but unfortunately, I feel it’s divided. So, my answer to that [whether 

services were co-located] on a perceptual level would be say no. On a 

physical locality level would be yes.” (Debra) 

The tendency to place eating disorder treatment in one box or another often 

meant that whilst certain professions felt comfortable working within their scope 

of practice, there was an acknowledgement that all facets of a person’s recovery 

needed to be taken into consideration. 

…at least from the medical side of things it’s not difficult treatment but we, 

for safety we do need the mental health support. I think, most places in the 

state would have the paediatric expertise to be able to do eating disorders, 

but need some psychiatry and YAF backup. (Mark) 

Despite the acknowledgement of participants throughout the interviews that 

eating disorders should receive both mental health and medical input, the 

differences between teams had long ranging impacts, even going so far as to 

impact perceived training needs. 

[On interest in receiving training] “I don’t think there’s an interest on the 

medical side, and I think this is because they don’t see it as their domain, 

they see it as psychiatric…. And then on [inpatient mental health] I don’t 

think they’re interested cause they don’t see it as their domain, they see it 

as medical.  If they need to be an inpatient it should be medical, not 

psychiatric. (Sarah) 

In summary, even though all the participants referred to the need for all teams to 

be looking after people with eating disorders using both a medical and 

psychological framework, the participants themselves represent but a small 

proportion of the overall health system as a whole.  When participants spoke of 

a need for more collaborative work with patients or clients, and a need for cross 

discipline involvement, they were referencing both systemic difficulties (lack of 
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systems and models of care) in achieving this goal, and conflict with their 

colleagues within the system.  One thing that was clear throughout the 

interviews, however, was the dominance of the biomedical model, and the 

absence of the “social” in the biopsychosocial framework.  Broader cultural 

views of eating disorders, and the stigma attached to those diagnosed with 

eating issues will now be explored further.  

 

Culture and Stigma 

Many participants referenced the current climate in Australia, particularly within 

health and school systems, and the push to take steps to reverse what some 

refer to as an “epidemic” of obesity, most notably childhood obesity.  As such, 

many participants referenced the negative attitudes that people expressed 

towards those living with an eating disorder, in the case of those living with a 

restrictive eating disorder, that it is a “lifestyle choice” a “diet gone wrong” that 

they’re “manipulative” or that people should be able to “just eat” and “get over it”.  

It is worth noting that eating disorders affect people of all shapes and sizes, and 

yet in all interviews, when people were referencing those with eating disorders, 

the main focus was on restrictive eating disorders resulting in malnutrition.  This 

is potentially explained by the fact that those working within hospital and mental 

health systems are more likely to be exposed to those with restrictive eating 

disorders resulting in possible medical complications and in many cases the 

need for hospitalisation, but discussion of those living in larger bodies, such as 

people living with Binge Eating Disorder or people with Bulimia Nervosa with an 

“above average” BMI were often not mentioned.  Previous sections discussing 

attitudes towards eating disorders often referred to the belief that eating 

disorders are not “real” mental illnesses, and many referenced stigma 



154 
 

throughout their interviews as influencing service delivery. Both individually, and 

on a broader systemic and cultural level. 

Stigma. The issue of stigma was one raised recurrently by participants in 

the current research, a finding that is supported by the literature in this area. 

This notion of stigma, in particular the misattributions people place on people 

with AN is highlighted in the quote from Helen below: 

I think they’re a group of people that are not, it’s hard for people to have 

empathy for them.  I think that’s the general attitude. That, they don’t get a 

lot of empathy.  I think that they are often quite misunderstood. In that 

way. -Helen 

The quote from Helen above, is referring to her own workplace, and the teams 

and systems within that space, but many participants expanded that stigma to 

include the broader cultural context, as Caroline and Heidi refer to below: 

…it’s not talked about. Which is pretty silly given childhood sexual assault 

… is very out there now. It’s in the paper all the time. Eating disorders 

seems to be hidden.  Seems to be a bigger shame than sexual abuse or 

domestic violence…Well, if it wasn’t stigmatized why is it so hidden? 

(Caroline)  

So, I haven’t, with the two that I’ve had [eating disorder clients] parents 

haven’t been involved. In any way shape or form, around talking about, 

even talking to them about the eating disorder like it’s, like it’s a taboo 

subject that they don’t really. (Heidi) 

Claire goes further, and touches on something that some, but not all participants 

alluded to in their interviews: what eating disorders mean to us personally.  It 

may be that we do not know someone that has a serious mental illness such as 

schizophrenia or bipolar disorder, or maybe we think it won’t happen to us, but 

what about our own bodies?   
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As Gadamer purports, we cannot attempt to understand without acknowledging 

the history and tradition that grounds us (Loftus & Trede, 2009).  We live in a 

society where the cultural perception of thinness and the thin ideal is promoted 

and valued.  From that point of view, it is reasonable to assume that many 

people working within health systems and who are confronted with clients with 

eating disorders, may have their own body image issues that they are dealing 

with.  Claire highlights how this may be confronting to some practitioners: 

I also think attitudes, and this is just a totally personal, rather than 

professional opinion, is that I think eating disorders in, in our society is 

viewed quite badly, like we’re very good at…look at obesity, and people 

on diets and all this kind of thing but, it’s kind of the norm. This kind of, to 

be thin. So, when I present somebody with an eating disorder, not 

because my colleagues are stupid, but they often will be like ‘well she’s, 

she looks alright.’ Or, ‘she doesn’t look that thin’ or she, you know ‘I saw 

her eating, she ate!’ Like it’s kind of this concept is really, I don’t know, is 

that because it projects on to us and how, what we do, and how we eat…I 

think it really, is an uncomfortable illness to work with for some people, 

that’s what I’ve found anyway, it challenges our own values and belief 

systems (Claire) 

My impression from the above quote from Claire, is that not only is she insightful 

in her exploration of the above issues, but really highlights how eating disorders 

can “challenge our own values and belief systems” in a way that potentially other 

mental health issues do not.   

The issue of stigma is a very significant barrier to help seeking in people with 

EDs, with only 22% of sufferers receiving specialist treatment for their eating 

disorder (Swanson, Crow, Le Grange, Swendsen & Merikangas, 2011). 

Research shows that the general public places a high level of blame on those 

with eating disorders. Research by Stewart et al., (2006) found that participants 
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evaluated people with AN more negatively than those with schizophrenia or 

asthma, and were regarded as most to blame for their illness, and able to correct 

things if they wanted to.  Participants also reported beliefs that people with AN 

were acting this way for attention, and that biological factors were least relevant 

compared to other illnesses (Stewart et al., 2006).  These beliefs extend further 

as well, to the biases that society may hold for people with eating disorders, 

namely, that it is something that only effects young people.   

In light of participants comments, I reflected on my own health service, where 

eating disorders are seen as core business within the domain of child and 

adolescent services.  I think this has a practical rationale on one hand, in that, in 

the case of AN, the peak period of onset is early to mid-adolescence (Madden, 

Morris, & Zurynski, 2009; Smink et al., 2012).  This makes the treatment of 

children and young people reasonable from an early intervention point of view.  

However, on the other side of that, Bulimia Nervosa and Binge Eating Disorder 

tend to present in late adolescence to early adulthood (Stice, Marti, & Rhode, 

2013).  As such, it is puzzling why, from a health service point of view, eating 

disorders in the main, have not previously been considered core business for 

adult mental health services.  The NSW Service Plan for People with Eating 

Disorders (2013-2018) addresses this discrepancy, by clearly stating that eating 

disorders are core business for all areas of the health service.  Despite this, in all 

interviews, participants stated that eating disorders in adult populations were not 

treated well, if at all, and many questioned whether they were core business for 

adult services in general.  This could speak to a broader cultural belief or stigma, 

that eating disorders only affect young people, or perhaps, are not “serious” 

enough to be seen by adult mental health services who see only the most 

severe of psychiatric presentations.  An interesting viewpoint considering eating 
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disorders have the highest mortality and morbidity rate of any psychiatric illness, 

including having one of the highest suicide rates among all mental illnesses 

(Arcelus et al., 2011). Adult services, or lack thereof, are further explored below. 

Child and adolescent versus adult management of eating disorders. 

The health service from which the participants were drawn, divides adolescent 

mental health services (12-18) and adult mental health services (18 and over).  I 

include a discussion of this separation here in the macro session, as definitions 

of youth and adulthood, and variations in service provision dependent on age, 

are broader macro, cultural issues.  

Within the YAF clinicians interviewed, many expressed a dismay over what 

happens to their clients when they become adults.  Participants highlighted a 

gap in service provision when they were working with a client with an eating 

disorder who was deemed eligible for their service, suddenly becomes ineligible 

upon turning 18. Admission criteria at the time of data collection, rendered many 

clients with eating disorders (previously receiving therapy from a YAF clinician) 

ineligible for a service with the adult team, and therefore had to seek out private 

services.  Services which in rural communities are both hard to come by, and 

financially unviable for many families. Bruce, a clinician that works with 

adolescents, highlights this issue below, as does Henry, who works in the adult 

field: 

It’s interesting that in adult services, I mean if you think of adult services 

globally, the general view of eating disorders, is one of the most serious 

mental health issues you could have, with the highest death rate, that’s 

the figures are showing, and yet we’ve got mental health services, saying 

it’s not a mental health issue. In our area, that’s not state-wide. (Bruce) 
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I think talking to the parents of people with eating disorders, their family 

members, they do struggle to find, suitable services particularly for adults. 

Once people are beyond school age there seems to be a vacuum almost. 

(Henry) 

Most adult clinicians mention that eating disorders are not considered part of 

their core business. Perhaps it is this lack of acceptance of EDs as core 

business, which again speaks to the broader cultural belief that they only affect 

young people, many adults with EDs did not get a service. Using the report 

function of NVivo, 8 sources (interviews) were coded for adult services (or lack 

thereof) containing a total of 19 references. Ben and Claire, both adult clinicians, 

provide reference to this below. 

…for some people they might think our core business is certain 

presentations, and this falls outside of the scope. (Ben) 

 However in adults, um yeah [loudly spoken], very little work happens in 

adults with eating disorders in our service. And again, whether that’s to do 

with lack of training for staff? Or whether that’s really seen as our work.  I 

don’t know. It’s certainly been debated. (Claire) 

Of those adult clinicians who did see people with eating disorders as being a 

client group their service provided for, the majority indicated that clients would 

only get a service if they had a serious comorbid issue (often suicidality or self-

harm) read: a real mental illness. 

Because of this general lack of acceptance of eating disorders as core business 

for adult mental health teams, any training that was offered (which participants 

indicated was minimal) was offered in the main, to youth and family teams, 

resulting in an absolute dearth of clinical experience in adult teams, as 

referenced by the quotes below: 
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So, there’s not in the adult services, there’s I’ve heard that there’s no 

actual clinician that has been trained in the eating disorders. (Heidi) 

To care for someone with an eating disorder. So, it’s all, it’s not easy no. 

Adults, it’s crap. (Henry) 

As has been a repeated thread throughout this research, the NSW Service Plan 

for People with Eating Disorders (2013-2018) is attempting to address the lack 

of eating disorders as core business in all areas of the health service, and the 

appointment of local Eating Disorders Coordinators is achieving some effect in 

enacting cultural change within mental health systems, change is coming, but it 

is slow, and further elaboration on the way forward will be addressed in the next 

chapter. 

While the above macro factors concerning broader cultural and societal issues 

are not unique to rural settings, but rather could be seen to be impacting across 

the State and Australia, there are specific macro factors unique to the rural 

setting that was the location of this present research. 

Rural Context of Service Delivery 

Rural settings have a unique set of challenges that those in metropolitan settings 

may not face.  This was clear in the research as using the report function of 

NVivo, rural issues were coded in all 13 interviews with a total of 108 references.  

Participants referred to issues around access to timely service delivery, 

resourcing issues, access to skilled clinicians and specialist services, distance 

and socioeconomic issues, ability to utilise evidenced based models, and 

communication factors to name a few.  The most significant issue regarding 

rurality that has largely been covered in Chapter 7 (meso factors) is the 

communication difficulties inherent in working in rural settings.  It was highlighted 
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earlier in Chapter 7 in the section on multidisciplinary team approach, and 

transitioning between services, but Helen’s quote highlights quite succinctly just 

how difficult these communications can be when people are in rural settings. 

We have to go through a very elaborate process of trying to coordinate, 

and then to also get with… a treatment team approach which is what we 

advocate and require and aim for, it’s very, it’s almost impossible to get 

the treatment team in one place to even take phone calls for a phone 

consult. It takes weeks sometimes to even try to organize these things. So 

we tend to work in isolation to manage these kids, that’s a rural problem. 

Far more than I think any, the city clinicians would experience. (Helen) 

Helen elaborates on this point further, highlighting the multiple systems involved 

in a client’s care, and how rural care differs quite distinctly from a systemic point 

of view, from what may be offered in larger metropolitan areas: 

Well, I think that in a rural setting it’s very problematic because of, well, 

there’s lots of different facets to that answer really. From the clinician, and 

from the mandate. If we were in the city, I could imagine the volume of 

traffic so to speak, the eating disorder traffic would put pressure on the 

service to actually come up with a systematic and clearly articulated 

process, and care, delivery. And we would certainly have access to bigger 

teams who have wider, bigger medical teams, who have wide exposure to 

these presentations.  Up here, we actually don’t.  We have a couple of 

paediatricians who deal with them medically and they have their view, we 

have dietitian who has [their] view, and then we have the inpatient 

psychiatric staff who have their view, and we, we’re few in numbers. So I 

think from a supportive treatment team model, we’re lacking in the volume.  

From the numbers of professionals, that we need to get support from. And 

develop understandings with.  It’s also very hard for us, even to have a 

phone call with these people. Because we’re off site, we’re away, we can’t 

just pop down the corridor and speak with them. (Helen) 
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Whilst all of the previous sections micro, meso, and macro, are all influenced by 

rurality, as all the clinicians interviewed work within rural teams and 

organisations, the section below highlights some of these unique rural 

constraints more specifically. 

Fidelity to evidence-based treatment models. Maudsley Family Based 

Therapy (FBT) is considered the gold standard for the treatment of children and 

adolescents with AN (Lock, 2015).  Research to date indicates that in 

comparison with other modalities, FBT has the greatest evidence for effective 

treatment (Treasure, Claudino, & Zuker, 2010; Bulik, Berkman, Brownley, 

Sedway, & Lohr, 2007).  FBT is an intensive outpatient treatment, usually 

requiring a minimum of 20 sessions over 1 year. Parents are actively involved in 

helping the young person restore body weight and finding strategies to 

overcome eating disorder behaviours. Transfer of responsibility of eating back to 

the young person and support for normal adolescent development comes later in 

therapy.  True fidelity to the model requires whole family participation in the 

therapy, including siblings (Lock, Le Grange, & Agras, 2001). 

There have been several randomised controlled trials (RCTs) to date that have 

contributed to the evidence base for this treatment modality in community 

settings in most cases of short (under 3 years’) duration in children and 

adolescents (Lock & Le Grange, 2005, Le Grange Lock & Dymek, 2003, Eisler 

et al., 1997).  Five year follow up studies report the success rate for adolescents 

in these early stages of illness between 50 and 90% (Lock, Le Grange, Agras, 

Moye, Bryson & Jo, 2010).  Research on FBT has largely focused on 

metropolitan areas however, and with RCTs conducted with strict fidelity to the 

model, some interviewees questioned the ability of rural clinicians to be able to 
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deliver the model as it is designed.  Often participants cited problems getting 

parents involved in the sessions, due to a variety of reasons, including distance, 

financial hardship, and work responsibilities.  Helen emphasised in her interview 

the socioeconomic issues in rural communities and the inability of parents often 

in casual positions or unable to take time of work to attend sessions.  In addition, 

the first phase of the model requires parent/s to be present for each meal, to 

support their son or daughter to eat.  This requires time off work, and is a very 

intensive process.  As Helen highlights, this is not a possibility for many of her 

rural families: 

We have to modify and adapt the Maudsley Model. So I think the purists 

would be offended if we actually used those words. Um, because we’re 

not doing it in that pure sense, clinical sense in terms of an inpatient 

setting. And being a rural community, there are aspects of it that we can’t 

necessarily expect to happen. And our socioeconomic group often, like the 

parents of the clients don’t have the capacity to be able to take that time 

out, and be attendant on that young person in terms of the Maudsley 

Model, if we’re running it as we should be. (Helen) 

A potential criticism of the Maudsley Model is that it could be considered to be 

middle class, and nuclear family in its orientation, and thus not applicable to 

those with socioeconomic constraints hindering their ability to commit to the 

model as it is designed. 

Successful application of the model assumes the parents in the authoritative 

role, and able to assume control over mealtimes and support their child to eat.  

Difficulties arise, when family situations are such that young people have some 

level of parental responsibility in the family. Parents do not necessarily have to 

be the primary support people in the delivery of the model, and the definition of 

“family” may need to be extended to include other relatives.  In the case of 



163 
 

Aboriginal Australian families, that may mean involving aunties and uncles in the 

therapy and meal support.  In the quote below, Heidi is discussing an Aboriginal 

family that she was working with, where the young person assumed a carer role 

within the family, and an absence of external family members who were able to 

take on a more supportive role: 

 
We looked at trying to do one [Maudsley FBT] with my client, that came 

into the service first with the eating disorder, first one I had. And it made it 

hard, because the family wasn’t actually being involved…if you don’t have 

that, parents or aunties, uncles, whoever they’re living with, they actually 

struggle to do what we’ve asked them to do…And especially if their kid is 

sort of like the older kid in the family. There’s the roles and the 

responsibilities that they feel that either they’ve been told that they have to 

take on, so they have to be, they might be the one that’s cooking and 

cleaning and stuff like that…so that also makes it hard. So it all depends 

on where the kid actually sits in the family. (Heidi) 

Over time I have witnessed many clinicians refer to the concept of a “modified 

Maudsley” approach, due to the constraints inherent in rural settings and in 

relation to cultural diversity.   But as Helen noted above, the purists would 

probably take issue with this treatment being referred to in such a way. The 

difficulty is, in rural settings, the only option for many families to seek assistance 

is the public mental health system.  There are many eating disorder clinics in 

metropolitan areas that operate using FBT as their treatment modality.  As such, 

there are requirements for participation in these clinics (such as parental 

involvement).  If that is not able to happen, or the family does not wish to engage 

in FBT, they will not get a service, and are then able to seek out other treatment 

options.  In rural areas, there are no other options outside of the public sector for 

families who are unable to afford private treatment.  Therefore, if FBT is not able 

to happen for whatever reason, it is up to the clinician to try and modify the 
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treatment and utilise a different approach.  Flexibility is also often required in the 

case of distance.  Regarding limited employment opportunities in rural areas, 

parents may have to work far from home, or seek treatment in locations that 

require a great deal of travel.  Further issues around distance will be explored 

below. 

Distance. Throughout interviews, participants repeatedly referred to 

distance as being a factor in rural service delivery that specifically impacted 

treatment.  Not only do some families work far away from the services they are 

needing to access for regular appointments, but in the case of inpatient 

admissions, the larger hospitals where eating disorder inpatient admissions are 

treated, are often quite far away from people’s local area, and cause significant 

impact for families who need to be involved in their family member’s treatment.  

Add to this, the lack of rural infrastructure such as public transportation and road 

access, the ability of some people to access treatment can be quite limited. 

So geography’s a huge thing, I think. Resources, a huge thing. Often 

young people with eating disorders I’m working with are such severity, 

they wind up in hospital. That’s geography, cause we don’t have a hospital 

that would admit, um a young person with an eating disorder locally, so 

that’s at least a forty-five minute plus journey.  The other issue that’s 

impacting that is I believe there is a lot of family work to be done. And so 

you’ve got a child in hospital, the family’s also got to be you know, 

transporting, and you actually can’t really ever have everybody in the room 

at the same time. (Claire) 

Heidi works across a very large geographical area, and a large part of her 

clientele live in remote communities far from services, not just hospital or mental 

health services, but even the ability to access a GP for regular treatment due to 

transport constraints.  This has a particular impact on the work Heidi can do as 
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far as psychological treatments for her clients, as many do not have the 

resources to travel themselves, and she spends a great deal of time not 

providing ‘therapy’ per se, but case management, to ensure her clients are able 

to access all of the other services required for their care: 

So finding a service that’s actually going to provide for her, means like 

even for her to see a GP, that’s within, that knows a lot about eating 

disorders, involves me going out, picking her up, and bringing her in. The 

further you go out, the limited the services. (Heidi) 

Heidi notes the difficulty accessing services (in this case a GP) that “knows a lot 

about eating disorders” in rural areas.  Trying to find appropriate services where 

there is skill and knowledge to treat people with eating disorders can prove 

difficult, as is illustrated further below. 

Resources and skill base. Unlike metropolitan areas which may have a 

variety of specialist services to draw upon, clinicians with experience in eating 

disorders in rural services are often lacking, as evidenced by this quote from 

Glenda: 

Lack of services. Lack of skilled clinicians, or clinicians that don’t feel 

confident enough to provide a service. And I think due to the fact that 

there’s such little support. So, yes, really concerned that there’s not 

outpatient clinic…there’s mostly as I said, private psychiatrists and such 

few, and paediatricians, and GPs who have very little time I suppose to 

work with eating disorders, you know, kids with eating disorders. (Glenda) 

Mark goes further to question whether it is even safe to treat people with eating 

disorders in settings with few specialist services, and whether it is more 

appropriate to send clients elsewhere.  As he points out however, sending 

clients elsewhere for specialist treatment has its draw backs, as it would 
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necessitate taking people away from their families which could have a 

detrimental impact. 

We have to acknowledge that this is a condition with a high mortality, and 

so expertise is required, and so I think services that don’t have 

consultation liaison psych available need to think about whether they can 

actually safely provide the service, and whether they should actually 

transfer the patient out. However, the flip side of that, is that it’s a 

condition that doesn’t get better quickly, and it’s really not going to work 

for people to be away from their family for a long time. (Mark) 

The lack of skilled clinicians and resources in rural settings is a macro factor, 

however it was frequently addressed in the micro section of this paper around 

clinician ability to work with people with eating disorders.  The main impression I 

got from participants, is that the answer is not to remove people and send them 

to “specialist” services, but rather to upskill the local resources, both local 

services and two-legged resources (clinicians) to improve existing services and 

provide a more comprehensive and skilled workforce system that allows people 

and their families to receive a quality service close to home. Using the report 

function of NVivo, all 13 participants indicated a preference for more specialist 

services to be provided locally through the upskilling and professional 

development of local clinicians and services. 

Not all of what participants had to say about rural settings was negative and 

fraught with difficulty however, many clinicians highlighted positives, and 

considerable strengths in working in rural settings. 
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Positives in Working in Rural Settings 

Along with challenges in rural service delivery, there were also some positives. 

Whilst it was my assumption or prejudice (Gadamer, 1975) going into the 

research, based on my own life experience and pre-understanding, that working 

in a rural setting was a disadvantage, in many cases interview participants had a 

differing view.  What some clinicians referred to as negatives in working in rural 

settings such as access to resources, not having services co-located and 

geographical issues, other clinicians reframed these same issues as positives of 

working within rural settings.  So, although clinicians reported difficulty in 

maintaining fidelity to treatment modalities (most notably FBT) due to rural 

constraints, this lack of fidelity is viewed in a positive way by Debra below, who 

goes as far to indicate the lack of resources as a positive factor in service 

delivery: 

I also recognise that clinicians that don’t work in metropolitan areas often 

have, even though we may not have the same standardized or in place 

resources, they’re usually in a way better able to come up with adaptable 

solutions for families. And I think that you if they can, they often learn how 

to think quicker on their feet and not think just strictly within manualised, or 

set in stone for want of a different phrase at this point in time, treatment 

models. Because they’re actually more able to individualise the treatments 

around what is the capacity of that family, what are the capabilities of the 

family, what fits with the socio demographic, what fits within the service 

that they’re working within. So that’s actually a positive of rural practice. 

(Debra) 

Debra spoke about the lack of resources and ability to work within standardised 

treatment models as a positive thing, rather than conceptualising that the lack of 

resources and the inability to maintain fidelity to evidence-based treatment was 

a negative in rural practice.  But reflecting on Debra’s quote raises few more 
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questions.  If the RCTs come out of metropolitan settings, and we have statistics 

on recovery rates from those models, how do we assess our rates of recovery in 

rural settings?  Is it possible, that because we operate in a rural setting, and 

can’t always maintain fidelity, that we actually do some things better? 

Another area in which my bias or prejudice (Gadamer, 1975) was challenged 

was regarding coordinated service delivery.  It was my assumption, (which was 

shared by many participants in the research) that inability to be co-located with 

multiple members of the multidisciplinary team was a negative thing.  Many 

participants highlighted the difficulty in communicating, coordinating, and 

creating relationships with other service providers, however others had different 

views, suggesting that these might be seen as positives: 

…probably a potential for a better coordination across services in rural 

settings, simply because rural clinicians are used to having to work across 

service settings, and are often have a greater knowledge of the diversity of 

other people like the local GPs, the local dietitians, exercise physiologists, 

whoever it might be. I think we as in rural areas often are more aware of 

the diversity of the experiences available than the people that are sitting in 

very big metropolitan hospitals have, where you might have some 

[knowledge] of those people on your own team, but go beyond that, 

people have very little local knowledge. [In rural settings] You have to form 

closer relationships, and potentially, if it’s well coordinated, could give a 

much better service than I think possibly sometimes happens in Sydney, 

but that’s a guess. (Bruce) 

Bruce goes on to highlight the positives in creating and maintaining relationships 

as rural clinicians have to “work harder” and thus potentially contribute to better 

working relationships. 

I sometimes think we actually work harder, at making those links in rural 

settings than in metropolitan settings, and the equivalency is that the 



169 
 

people who put their clients in [inpatient mental health unit] that come from 

[out of area], generally have a closer working relationship with some of my 

colleagues who live next door [to where participant works]. So, there’s 

something interesting about that. That people, if they’re far away, tend to 

put more effort into the communication, co-ordination. (Bruce) 

Reference to the concept of “working harder” is mentioned by several 

participants, suggesting that in some ways, the prospect of having to “work 

harder” has resulted in improved services.  It might be that when clinicians don’t 

have regular access to specialist services, they have simply had to learn about 

working with eating disorders borne out of necessity.  Research on rural social 

work practice emphasises that social workers must practice in innovative and 

creative, multi-skilled practice (Alston, 2015).  The same concept holds true for 

the area of eating disorder practice: 

I’ll start by saying that contrary to, to maybe the initial assumption is that in 

fact, the fact that we’re in a rural area has spurred or assisted the 

evolution of higher quality, eating disorder services. We’ve had to work 

harder, there has to be decisions made by individual clinicians and 

services to be educated. This, to consider this to be core business, and to 

tenaciously carry out their role, and ensure the safety of this particular 

patient group. So for example, you know, the reliance on specialist beds, 

often mythical specialist beds off in Sydney… or north of the border… 

Queensland, you know, they haven’t been there for many years and so 

we’ve had to learn how to do this.  And we’ve learned very well, and that’s 

continuing to expand now, not just from the medical or nutritional aspects 

of it, but into the behavioural and psychiatric aspects of how we deal in a 

continuum of care way, or a patient journey way, how do we make sure 

that we get good outcomes with this particular patient group. (Wayne) 

Even in what can be perceived as a negative, one can draw positives from what 

could on the surface be seen as a downside working in rural communities.  In a 

quote from Heidi referenced earlier, she talks about spending a great deal of 
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time taking her clients to various appointments as they live in remote 

communities, to the detriment of face to face clinical work.  However, this often 

works out for the benefit of the client as evidenced below: 

[On driving people to appointments] Yeah. So which you know, is quite 

funny, that’s pretty much my counselling session sometimes, it’s just 

driving in between their appointments to other things.  And they tend to 

spill out that little more, whilst in the car. And not realizing because I’m not 

looking at them face to face, so they tend to blurt out that little bit more. 

(Heidi) 

I think the above discussion on the positives of working within rural setting 

provides a salient example of Gadamer’s (1975) fusion of horizons.  I came into 

the research and was motivated to do so, based on my history, and experience 

of what I perceived as the negative experience of working within a rural setting.  

In dialogue with the above participants around the positives of working in rural 

settings our horizons came to fuse, and I was able to come to a new 

understanding and interpretation of working in a rural setting, and experience a 

shift in my own views based on this fusion. As a researcher, I came into this 

study with a set of preconceptions, and found these ideas constantly challenged 

and changing, as I was exposed to new and different ways of thinking.   

The Role of State-Wide Services 

At the time of interviews, the NSW Service Plan for People with Eating Disorders 

(2013-2018) was in the very early stages of being implemented and Eating 

Disorder Coordinators (with a designated role of service coordination, 

developing models of care, workforce development and training) had yet to be 

appointed.  As such, in the interviews, all participants were asked about what 

they felt the role was for state-wide services, and how the state could assist in 
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helping local health districts deliver eating disorder services.  In the main, all 

participants noted these main roles for the state: 

● Provision of training and education, both in person and/or online 

● Making training mandatory 

● Provision of clear guidelines and consistent pathways to care 

● Identification and support for “specialist” clinicians 

● Outreach support 

The quotes below illustrate some of these key points: 

New South Wales Health could decide that they were going to make some 

training mandatory on this topic and then it would happen, if it was made 

mandatory then all the little health districts would get it organized…not just 

training I suppose, there could be some good policies and stuff about this, 

or guides, some sort of yeah, written information. (Kurt) 

Well you know if they [services] provided regular outreach to our setting 

would be useful, cause then we could have an ad hoc education from a 

skilled and experienced clinician in that area. (Henry) 

Education, education, education, and a specialised clinician. (Caroline) 

I think the thing they could do that would be really useful as a state, is 

have a consistent approach. So not leave it up to different, area health 

directorates, to establish their own, they should decide as a state what 

they want to do, whether it sits with medical, psychiatric, and then there 

would be stronger education, in the main model, could be offered or even 

made mandatory. (Sarah) 

Some of the above had already been in place at the time of writing, for example 

many youth and family clinicians identified outreach support and training 

provided from Sydney by the Children’s Hospital at Westmead’s telepsychiatry 

service (CAPTOS – Child and Adolescent Psychiatry Telehealth Outreach 
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Service), however there was a lack of state-wide guidelines and education and 

workforce development for adult clinicians.  Many of these issues raised by 

participants have been addressed in recent times with the NSW Service Plan, so 

I comment further in the next chapter focusing on conclusions and 

recommendations. 

Summary of Findings and Discussion 

The previous 3 chapters have summarised the findings of my research, covering 

the areas of micro, meso, and macro factors that all contribute to eating disorder 

service delivery in rural health settings. From a micro point of view, clinician 

factors such as staff fear and anxiety, staff attitudes, lack of training and 

resources, staff competence, confidence and knowledge all contributed to 

individual clinician’s perceived ability to work with this population.  In short, most 

clinicians felt a lack of knowledge and skill, largely due to fear and anxiety, which 

they felt could be alleviated by better access to resources and training, with 

negative attitudes sometimes being a result of this lack of knowledge and 

support. 

In the chapter on meso factors, participants highlighted issues within the 

multidisciplinary approach, communication and transition issues, systemic 

issues and lack of clear policies and models of care, role confusion and lack of 

organisational support, as all influencing service delivery.  Participants noted 

that due to lack of clear pathways not only of service delivery, but discrepancy in 

models of care, and lack of clarity of individual clinicians’ roles in treating clients 

with eating disorders, difficulties in communicating within and across teams, 

particularly when people transitions across and within services, as well as a 
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sense of isolation in working with this population in the absence of organizational 

support. 

Finally, in this chapter, focusing on the macro level, participants identified 

broader cultural factors such as the influence of the biomedical model, stigma, 

particularly in relation to adult services and what is a “real” mental illness, rural 

constraints on service delivery including distance, skill base, and fidelity to 

treatment models, and the role of state-wide services. 

The next concluding chapter elaborates on these findings, draws some 

conclusions and discusses recommendations for improved service delivery, 

highlighting the suggestions made by participants themselves, as well as 

drawing on this knowledge to suggest further improvements to service delivery 

as a result of these findings, and hope for the future. 
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Chapter 9 
Conclusion and Recommendations 

 

Introduction 

As highlighted in the previous three chapters outlining findings and discussion, if 

this research was to be summed up with one thematic phrase it would be “eating 

disorders are hard”.  The research has explored how a variety of factors across 

three interrelated systems (micro, meso, and macro) influence eating disorder 

service delivery.  The micro level explored clinician factors such as staff 

attitudes, fear and anxiety, confidence, competence and knowledge, resources 

and training, and the role of a specialist clinician.  The meso level examined 

team and organisational factors such as the role of the multidisciplinary team, 

role confusion, communication, and transitions between systems, policies, 

politics, and clinical pathways.  Finally, the macro level explored the broader 

cultural and environmental factors influencing ED service delivery; examining 

culture and stigma, rural issues, the biomedical model, and state-wide services. 

The discussion highlighted how these levels do not exist in isolation, however 

themes permeated across levels, illustrating that consistent with Gadamer’s 

(1975) hermeneutic circle the whole is greater than the sum of its parts.  A clear 

example of this permeability can be found in the theme of staff fear and anxiety.  

If the interpretation is that “eating disorders are hard”, and therefore staff 

experience fear and anxiety then it needs to be understood why this is so, as a 

lived experience of individual participants. While the theme of staff fear and 

anxiety was placed within the micro level in my study, it is influenced by meso 

and macro levels as well.  The majority of study participants expressed fear and 

anxiety around working with people with eating disorders (micro).  Participants 

also expressed a lack of organisational support, and lack of clear clinical 
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pathways (meso) as impacting fear and anxiety, not feeling supported by the 

systems within their organization.  On a macro level, participants reported rural 

constraints to service delivery impacting fear and anxiety.  Thus, whilst the issue 

of fear and anxiety was explored within the micro level, all three levels 

contributed to both the development and maintenance of these clinician factors, 

highlighting that the micro clinician factors are strongly influenced by the meso 

(team and organisational levels) and macro (broader cultural and environmental 

level). 

A more simplistic way of understanding this interpretation is to use the following 

fictional example which I have compiled using issues the participants raised 

throughout the interviews: 

Clinician A reports she finds eating disorders “too hard” and does not want to 
work with this population because she is scared of “doing the wrong thing” 
(micro).  Her fear is compounded by the fact that she has received no training, 
and believes if she was to engage in training, she would have to seek it out 
herself as her organisation has not provided any.  She remains confused about 
her local clinical pathways and concerned about not being supported by her 
organisation (meso).  Furthermore, she reports that as she works in a rural area, 
resources are scarce, and she is unsure how to access support from state-wide 
services (macro).  All these issues led her to come to the conclusion that “eating 
disorders are hard” and she is fearful and anxious about having to work with 
people with eating disorders. 
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The following diagram is illustrative of the way the levels intersect: 

 

Figure 8.  Ecosystemic view of key themes  

Given the intersectional nature of the micro, meso, and macro factors all 

impacting service delivery, this final chapter details conclusions and 

recommendations as a whole, without partitioning into separate systems, 

although highlights these where appropriate.  This chapter draws on the findings 

and discussions of the previous three chapters with the aim of developing 

conclusions and providing recommendations for service improvements in order 

to build a model of better practice in rural areas.  It is acknowledged that 

MICRO

staff fear and anxiety

lack of training

need for specialist clinician

MESO

difficulties in 
multidisciplinary team

(transitions, role 
confusion, 

communication)

lack of clear guidelines

MACRO

biomedical model/discord

accessing appropriate 
treatment and location

impact of stigma

rural issues: fidelity, 
resource/skill, geography



177 
 

throughout this final chapter, there will be some repetition of previous quotes 

and concepts, which I as the author, have done purposefully to summarise key 

points of the research for the reader weaving in salient quotes to solidify the 

narrative. 

Key Issues Currently Being Addressed by State-wide Initiatives 

This research confirms and expands the dynamic and rapidly evolving space in 

which eating disorder service is delivered. This study was conceived and 

initiated prior to the release of the NSW Service Plan for People with Eating 

Disorders (2013-2018) and as such, some of the key areas in which participants 

noted a need for improvement (for example, resources and training, specialist 

clinician, clinical pathways, models of care and state-wide services) have been 

addressed to some extent in the NSW Service Plan.   

Common themes across all participant interviews include the need for increased 

training and skill development, the importance of clearly defined clinical 

pathways and models of care, and an increased role for state-wide services in 

supporting rural areas and providing outreach.  Many participants also highlight 

the need for a specialist clinician with expertise in the area of eating disorder 

service delivery.  Had the service plan not been released, some of the 

recommendations of this study might have been different, however the issues 

highlighted above have been addressed to a certain extent with the service plan 

and the local plan within the LHD from which the participants were drawn. There 

is now a massive roll-out of workforce development and training initiatives 

across the state, targeting clinicians both in community and inpatient settings, 

and covering both the psychological and medical management of eating 

disorders.  In addition, tertiary hubs provide outreach support, and Eating 
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Disorder Coordinator positions have been created in each of the LHDs to 

provide a specialist clinical role.  Finally, one of the key roles of the ED 

Coordinators, is in the creation of clearly defined clinical pathways, procedures, 

and models of care.  

Consequently, while key issues identified by participants are in many ways 

addressed by the State initiatives into ED service delivery as highlighted above, 

the current research also identifies significant areas requiring more attention and 

focus, and reflects the dynamic and moving nature of the field of eating disorder 

service delivery. As such, this chapter does not dwell on issues of individual 

training, models of care or specialist clinical roles, but instead the emphasis is 

on other central issues highlighted in the research data such as stigma, 

multidisciplinary teams, the biomedical model, rural service delivery, a re-

envisioned model of concurrent practice and directions for future research.  

Key Findings of the Research 

Stigma. As explored in the previous chapter on macro issues, stigma can 

have a fundamental, negative impact on those living with an eating disorder. The 

concept of whether we should or should not treat people with eating disorders is 

related to the issue of stigma.  If people believe that eating disorders are 

something outside of the realm of what health services should be treating, it 

contributes to ongoing stigma around eating disorders and further impacts the 

care that people with eating disorders receive.  Issues related to stigma and the 

way that clinicians and services respond to clients with EDs occur in the context 

of wider cultural influences that impact how we view our own bodies, and those 

of others. I wondered then, what can be done to address stigma in eating 

disorders?   
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The training packages offered by the State address this in some form, but clearly 

something is not working.  Perhaps rather than being a sub-section of a broader 

training, more targeted training around stigma needs to be developed and 

delivered.  Upon further reflection, this experience could form the basis for a 

guided, critical reflection workshop; exploring these ideas with clinicians in future 

opportunities for education and development.  

There is some indication that society is moving forward to address stigma 

around weight and shape with a particular focus on body acceptance, removing 

some of the stigma around those living in larger bodies and obesity bias (Ogle & 

Damhorst, 2010).  Body acceptance, and the health at every size (HAES) 

approach aim to bring about size acceptance, and a weight neutral approach to 

health (Penny & Kirk, 2015; Bomback, 2014; Brady, Gingras, & Aphramor, 2013; 

Gingras, 2006; O Hara, 2005).  Despite the move forward to remove weight 

stigma, there seems to be a lack of understanding around the stigma of those 

with restrictive eating disorders who many still perceive as “bringing it on 

themselves”.  It may be that stigma will always exist in the mental health space, 

as it is not just those with eating disorders who experience stigma, but those 

with other mental health issues as well (Bharadwaj, Pai & Suziedelyte, 2017).  

Perhaps stigma is based on naiveté and inexperience, and those staff holding 

such beliefs will only change with exposure to more clients with eating disorders, 

and education around the same.  With knowledge and experience, hopefully 

attitudes can change. 
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The multidisciplinary team in practice. Much has been discussed 

throughout my study on the role of the multidisciplinary team in working with 

eating disorders.  Issues around role confusion, communication, clinical 

pathways, and transitions between and across services have been explored.  

Given the multifaceted nature of eating disorders, treatment necessitates 

multiple clinicians’ involvement, and particularly in rural areas, these clinicians 

may be separated by significant distance, making coordination even more 

challenging. In addition, there are different bio-psycho-social aspects of an 

eating disorder that require different modes of treatment.   

Multidisciplinary discord was perhaps the most striking aspect of my study.  In 

each interview, and interspersed across many sub-sections of the interviews, 

difficulties in the multidisciplinary team were raised repeatedly.  Not only did all 

interviews reference communication and coordination issues, but different 

disciplines often spoke negatively of other disciplines as having a damaging 

impact on treatment.   

For an area that is so fraught with tension as indicated in the interviews, 

multidisciplinary treatment approaches are a key area that needs further support 

and training initiatives beyond biomedical, individualised and/or pathologized 

approaches.   As the conventional medical model is hierarchical and quite 

fragmenting, it is possible that its continued dominance is a causal factor in lack 

of multidisciplinary teamwork.  If we view a problem only through a biomedical 

lens, then the response is likely to be a medically dominated one (Healy, 2014).  

Eating disorders are an inescapably embodied phenomenon which, by its very 

nature challenges the conventional biomedical paradigm.  As previously noted 

with the “trifecta model”, eating disorders present with a trifecta of symptoms 
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(medical, psychological, and behavioural).  Interestingly, while participants often 

spoke of the medical or psychological responses to EDs, the “social” aspect of 

the bio-psycho-social framework is largely silent in participant discourse. 

Understanding eating disorders more broadly outside of the confines of the 

medical model, may improve professionals’ understanding of the key roles that 

other disciplines play in the treatment of eating disorders in order to improve the 

functioning of the multidisciplinary team. 

Practice Implications 

Improvements to the multidisciplinary team: the impact of the 

biomedical model. As previously mentioned in the sections above, there are 

many improvements to the multidisciplinary team approach that could impact 

service delivery.  I have highlighted the concepts of team treatment training, 

identification of virtual teams, and the creation of specialists in each discipline as 

ways to improve coordination and communication amongst professionals 

involved in a person’s care.  Consistent with the over-arching theme emerging 

from the data “eating disorders are hard”, the fact that eating disorders do not sit 

firmly in one treatment context, complicates service delivery. Eating disorders 

expose the limitations of the conventional biomedical discourse, and challenge 

the conventional biomedical view. Institutional responses, and how health 

services are constructed, do not always fit with a multidisciplinary approach, as 

the data indicated significant conflicts and difficulties operating in a seamless, 

multidisciplinary framework.  

Many of the participants in my study discussed the conflict that often exists 

between medical and psychological services in the decisions around where and 

how someone with an eating disorder should be treated.  The biomedical 
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discourse in both the medical and psychiatric space, in many ways contributes 

to this conflict.  As Healy (2014) notes, “Although biomedical knowledge is 

understood, within the terms of the biomedical discourse, to be scientifically 

neutral, the ends this knowledge can serve are far from impartial” (Healy, 2014, 

p. 42).  I question the dominance of the biomedical model, given the issues 

raised by some of the participants in the research, specifically the concept that 

biomedical discourse is scientifically neutral.  Healy (2014) also questions the 

supposed neutrality of the medical model, as upon examination, the claim is 

contested, it is not true as it purports to be.  Many participants spoke about the 

stigma attached to eating disorders and the treatment by medical staff in 

particular, as treatment was impacted by their understandings around the cause 

of medical instability in different patients, evidence that understanding is 

therefore not neutral.  

…there’s something about the malnutrition being caused by a mental 

health problem, that seems to alienate medical people from what should 

otherwise be treatment of a fairly straight forward malnutrition. (Mark) 

 Mark is not the only participant to highlight issues with the impact of the 

biomedical model on treatment, with many participants stating the view that 

different professionals (in particular, medical and nursing staff) treated patients 

with eating disorders differently to other patients who were similarly medically 

unwell, but with different diagnoses.  The fact that eating disorders are mental 

health diagnoses would appear to contribute to stigma, raise fear and anxiety, 

and potentially lead to avoidance of treatment provision as Mark highlights 

below: 

People often seem to be perfectly happy to manage kids malnourished 

from coeliac disease, or inflammatory bowel disease, certainly when the 
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cause of the malnutrition is an eating disorder, it’s kind of like a whole 

different approach. ‘Oh no we don’t do that’, or ‘they need a special bed 

for that’. To me, the concept of when you’re talking acute medical patients, 

the concept of eating disorder beds, is about as sensible as having 

specific bronchiolitis beds, or specific gastro beds. (Mark) 

Mark goes on to expand on this further in his interview, acknowledging that 

eating disorders are long term conditions that result in a lot of staff time and 

angst, however, states the result is:  

…people spending inordinate amounts of time and energy finding any 

way possible for them to avoid doing what needs to be done… and it 

would be simpler to just get on and do it. (Mark)   

He elaborates further stating that because of the time and effort involved in the 

treatment of eating disorders, people often see it as not their role.  I understand 

what Mark is saying, as often eating disorders involve long and protracted 

admissions, however I am interpreting what he is saying somewhat differently.  

Not being a medical practitioner myself, I cannot comment on other diagnoses 

and their treatment, but I cannot imagine eating disorders are the only 

complicated medical condition to treat. What I am interpreting from the above is 

that it is the cause of the malnutrition (a mental health cause) which creates 

conflict or staff avoidance of treatment, and not the actual medical treatment 

itself.   

Healy discusses the impact of medicalisation as contributing “to the devaluing of 

non-medical responses to the problems and issues facing service users-when a 

problem is understood in primarily biomedical terms, the only rational response 

becomes a medical one.” (Healy, 2014, p. 42).  As with Healy’s earlier statement 

on the biomedical discourse however, this too seems to contradict what 
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participants in my study are saying.  That rather than understanding a problem in 

biomedical terms and treating malnutrition medically through nutritional 

rehabilitation and weight restoration, people seem to want to avoid doing so 

because of how the person got to that stage. This has the effect of placing a 

value judgement, reflecting a moral approach to the illness rather than a 

biomedical one.  It serves to challenge the notion of the biomedical discourse as 

a predominately scientifically neutral one, with a key concept of the biomedical 

discourse as being seen as free from bias and prejudices of medical 

practitioners and evidence based (Gomory et al., 2011, in Healy, 2014, p. 37). 

This research clearly highlights the conflict inherent in the use of the biomedical 

model in the treatment of eating disorders, as it would appear practitioners use 

the biomedical perspective in some ways, but not all aspects, in effect, 

weakening the concept of the neutrality of the biomedical model. 

Many participants raised the issue that inpatient staff often avoided working with 

those with EDs because they stated they didn’t know what they were doing. A 

possible explanation for this occurrence in inpatient settings could be the clash 

of the multifaceted nature of eating disorders colliding with the biomedical model 

and exposing the limitations of the biomedical approach.  As has been 

highlighted repeatedly, ED treatment requires a bio-psycho-social approach, 

which may be unfamiliar to inpatient medical staff, and perhaps create fear and 

avoidance around the concept of working in a manner not consistent with a 

biomedical model.    It may be that there is a neglect of “social” factors as the 

biomedical model forces a necessary focus on the “bio” and “psych” factors, in 

the absence of the “social”.  
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I think this relates back to themes highlighted in the micro level: staff fear and 

anxiety.  Working with eating disorders is hard, and perhaps it is because of the 

dual nature of psychological and medical factors that some teams have conflict 

with regards to “who does what”, which is explored further below.   

Role confusion and cohesion. Mental health professionals are not 

expected to provide medical treatment, however I posit that because eating 

disorders are mental health diagnoses, perhaps some of the fear in inpatient 

teams is around the psychological nature of the illness, when people say, “I don’t 

know what to do”.   This highlights precisely why a cohesive multidisciplinary 

team is so important, and the roles of all involved need to be clearly delineated. 

This is especially important when the person is an inpatient in hospital. When 

someone is being treated in the community by a mental health service, but is 

medically stable, the team becomes smaller, and will often consist of a mental 

health clinician, psychiatrist, GP and sometimes a dietitian or paediatrician if 

warranted.  In hospital however, when someone is medically unstable, that team 

grows, and everyone has a role to play in the various aspects of care.  At this 

stage, the team is comprised of a variety of both inpatient and outpatient 

clinicians, although not all are always involved.  If there is conflict between 

medical and psychological aspects of treatment, and/or some inpatient staff do 

not feel comfortable treating eating disorders, it is essential that all who are 

involved in treatment become part of the communication involved and treatment 

planning from a multidisciplinary perspective.  Too often however, once 

someone is admitted to hospital, various clinicians involved in their care play a 

far reduced role, and their absence may contribute to the overall angst of some 

clinicians in the treating team. This absence also contributes to the lack of 

continuity of care between community and institutional care settings.  The 
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moment someone is admitted to hospital, discharge planning should commence, 

and involve the community team, so as to improve transitions between systems, 

and contribute to seamless care. 

The data reflects a continued discord between medical and mental health when 

a person gets admitted to hospital for an inpatient admission.  This occurs due to 

the clash of world views that ultimately ensues when people from different 

clinical backgrounds are responding to treatment using a narrow lens, guided by 

their scope of practice, rather than seeing the person in a holistic manner, with a 

multifaceted, and multi-systemic approach necessary to ensure collaborative 

treatment.  Whilst there are some areas where interventions are quite clear, and 

biological aspects of care are necessarily dominant (for example when someone 

is admitted critically unwell and requires medical re-stabilisation), when the 

acute medical crisis has resolved, the need to include other professionals from 

the multidisciplinary team is paramount.  The data suggests, that medical, 

psychological, and nutritional input are all important. If the bio-psycho-social 

model was more consistently enacted, different aspects of holistic care would be 

seamlessly delivered as care needs change. 

The idea of joint medical and psychological input addresses the conflicts in 

treatment decisions raised by participants in the research.  Both medical and 

psychosocial teams should be involved in a shared model of care, explicitly 

underpinned by the bio-psycho-social model and they work together to aid in 

recovery. Not only would this help ameliorate some of the silo effects that occur 

with inpatient treatment, but would aid in the transition between and across 

services. These issues will be further explored in the discussion of transition 

between services below. 
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Improving transitions between services. The negative effects of poor 

communication when people transitioned between services was raised 

frequently, particularly when people were transitioning between services of 

varying levels of acuity. The impact of lack of this smooth handover processes, 

and care coordination participants noted, results in significant breakdowns in 

communication, with the potential for different clinicians and services to be 

working at cross purposes with one another. 

Recovery from an eating disorder does not occur in a straight line, and some 

people may fluctuate in their recovery and require a medical admission, or 

several, along the way.  Due to the different goals of treatment (for example, 

outpatient therapies versus medical inpatient stabilisation) clinicians often spoke 

of the mixed messages and inconsistent communication that clients and families 

received in the different settings. Participants highlighted concerns that at times, 

different professionals might say or do things that were counter to the work 

being done by clinicians in other settings, causing significant therapeutic 

disruption and at times resulting in the termination of treatment.  In addition, 

many study participants highlighted the impact of the biomedical model in the 

treatment of eating disorders in relation to hospital admissions, as many 

participants reported that hospital clinicians believed hospital care to be superior 

to that of community care.  Those ideas translated often to the beliefs of patients 

themselves, that when they transferred to community services, they were then 

receiving a somewhat inferior level of care to that which they received in 

hospital.  This again speaks to the biomedical model and the perception that 

medical treatment is superior to psychological and community-based therapies. 

Participants noted that many families felt they would get “better” care in hospital, 

without a clear understanding of the different goals of service delivery both 



188 
 

within and outside of hospital settings. This asserts the dominance of the 

biomedical model despite its limitations, and draws away from the very important 

work that occurs in the community treatment field and the importance of holistic, 

seamless, and coordinated care.  

Hospitalisation should be considered only a temporary solution, and as a 

necessary treatment of medical instability, and yet the dominance of the 

biomedical model continues to relay the message however overt or covert to 

people living with EDs that this is where they will get better care.  Research 

participants in the community settings did not discount the importance of the 

hospital setting as a necessary requirement in some instances, but stressed the 

importance of the role community treatment to help keep people well and out of 

hospital, therefore ensuring least restrictive care wherever possible, both prior 

to, and upon discharge from the hospital setting. 

The impact of rurality regarding transitions between settings was also a 

significant issue raised in the interviews, particularly when someone was 

admitted to hospital for medical treatment, when they had not previously been 

engaged with a community treatment team.  Upon discharge, they may not yet 

have met their community clinician, particularly if they were receiving treatment 

in a hospital far from their home and local community services.  Participants 

spoke of the fear in clients and families about being discharged into the 

community without proper structures and supports first being put in place. It is 

crucial that clients at minimum meet, and at best, begin to engage with their 

community team prior to discharge. 
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Concurrent model of care. I propose that rather than examining distinct 

models of care (community models of care, inpatient models of care) as 

separate entities, given the multifaceted nature of eating disorder treatment, we 

are better to view such models as concurrent models of care that interact with 

each other, in order to address the issue of fragmentation.  This would centralise 

the extreme importance of continuity of care, providing a client- centred, 

responsive and holistic model of care, where the emphasis on treatment varied 

at different stages in relation to client needs at different points in time. Here too, 

the trifecta model of eating disorder symptoms comes into play.  Focus needs to 

be paid not just to the whole, but to all of the parts, and the bio-psycho-social 

factors involved in recovery.  

 Participants often spoke about treatment being disrupted when clients moved 

across settings, sometimes with disastrous consequences.  When someone is 

being treated on a medical ward for example, it makes sense that the focus of 

the medical team is on medical stabilisation and physical recovery.  They may 

not be focused on the psychological therapies that the person may have had 

prior to hospitalisation or will following.  But by not including outpatient treating 

clinicians in the communication about the client, valuable information can be 

missed, and prior therapeutic relationships and knowledge may not be passed 

on.  This goes both ways too, as many community clinicians, who have been 

working with a client or family, may see hospitalisation as a break from their 

clinical work with the client, and remove themselves from the dialogue when the 

person is receiving medical treatment.  Both standpoints are problematic, and 

contribute to the fracture in treatment, and miscommunication. 
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Interviews indicated that ideally, all clinicians who will be involved in a client’s 

care should be included in multidisciplinary team meetings, case discussions 

and discharge planning.  This finding is consistent with  NSW Guidelines for the 

treatment of people with eating disorders in both adult (2014) and child and 

adolescent inpatient settings (2018) (NSW Health, 2014, 2018). Having a 

guideline however, or a model of care that indicates this on paper, may be 

different than what happens in practice, and this was clearly identified in the 

data.  The impact of operating in a rural setting with distance and communication 

limitations cannot be overestimated as well, and technology (videoconferencing, 

skype, teleconferences, phone apps) all need to be explored as ways to include 

all clinicians in communication and treatment planning, and avoid the issue of 

fragmentation so common in eating disorder treatment. 

Rural practice strengths. In my role as ED Coordinator in a rural health 

setting, I know from connecting with  metropolitan coordinators that the issues of 

transition between services, communication amongst teams and professionals, 

and transition issues are not unique to rural settings.  Despite these issues likely 

being common across other areas of ED service delivery such as in metropolitan 

areas, rural settings bring a unique set of challenges, as was explored in 

Chapter 8 around lack of resources and skill base, communication across multi-

settings, and distance and socioeconomic issues impacting fidelity to evidenced 

based treatment models.  

 What I had not anticipated however, were the positives that would come out of 

this research, and the hard work that rural clinicians put into developing effective 

service delivery in the absence of well-resourced centres as might occur in 

metropolitan settings.  Through the advent of the NSW Service Plan and the 
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ongoing education and training opportunities occurring across the state using 

the hub and spokes model, access to online and video linkages and telephone 

support with tertiary centres, I feel confident that rural services will continue to 

improve.  It may even be that metropolitan services could learn a thing or two 

from rural areas who have had to adapt to less than ideal circumstances, and 

learn how to respond to eating disorder admissions as a matter of necessity, in a 

rather “trial by fire approach”.   

The whole aim of conducting this research was to find ways of researching “what 

works” in metropolitan settings, and translate that knowledge to rural settings.  

What I found was, many of the recommendations made by participants, are in 

some ways going to be addressed by the NSW Service Plan.  These 

recommendations around training, state-wide support, workforce development, 

and models and pathways of care are all being progressed in each LHD across 

the state.  One key area however, that remains an unknown, is how to address 

the more micro level issues around staff fear and anxiety.  While this in part may 

be addressed with increased access to training and support, it is not an isolated 

issue, rather a part of the whole micro, meso, and macro systems involved in 

eating disorder service delivery. As such, below I will offer some reflections 

based on the outcome of my study, in combination with my historical experience 

in eating disorder service delivery. Consistent with the research’s philosophical 

hermeneutics theoretical stance, it is important to explore my fusion of horizons 

and what prejudices (Gadamer, 1975) I brought to this research. 
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Limitations 

As woven throughout my thesis, the central theme that emerged from the data 

was “eating disorders are hard”, with issues around staff fear and anxiety 

prevalent throughout participant interviews. As I experienced an evolution in my 

conceptual framework after commencing the research, with the research 

questions and interviews being conducted prior to this change, there were areas 

of inquiry I did not explore that would have added some valuable insight into why 

clinicians chose to work in this field.  If the overarching theme of this research is 

“eating disorders are hard” it would have been a useful question to ask 

participants in the interviews why they chose or chose not to work in this field, in 

order to elicit a richness of detail to this highly complex and emotive area of 

work.   

My original goals for the research were action oriented and had a clear 

emancipatory goal of improving eating disorder service delivery in rural health 

settings, as such, my questions were created with that framework in mind. The 

outcome of the data from this research have largely supported these goals.  If I 

had commenced the project within the framework of hermeneutic 

phenomenology, I would have added more questions along the lines of “what is 

it like to work with people with eating disorders?” and more lines of questioning 

that would have more deeply explored the lived experience of clinicians working 

in this space. That said, many of the respondents referred to their experiences of 

working with eating disorders in great detail in the participant interviews, which 

would prove to be the dominant force in my decision to make a conscious shift in 

my conceptual framework, in order to incorporate this richness of information. 
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A further area of inquiry that could have been explored could have included 

questions asking participants about their motivations to participate in the 

research.  Exploring motivation to participate could have led to valuable insight 

into why those who joined the study decided to do so.   

Despite not asking this question specifically however, participants often alluded 

to their motivations to participate in the interview process. At the conclusion of 

each interview, participants were informed that the questions had ended, and 

asked if there was anything else they wished to add.  Though Claire did not 

explicitly state her interest for participating, the following statement could be 

interpreted as her motivation:  

I have an idea of things that are gonna come out from your research, is 

the hope that um, certainly within the local area that we will actually be 

able to have better training for clinicians and maybe identify those that are 

showing an interest but then across the board there might be looking to, 

for some mandatory training? (Claire)   

The interpretation here is that Claire is identifying a lack of training in the area, 

and a hope that this research will assist with identifying the need for more, and 

possibly improve local services. 

This question from Claire was not the only one of its kind.  Often during the 

interview process, participants asked questions about the research and then 

made statements along the lines of “oh, I hope this or that happens” 

[improvements to local services] indicating some motivation for participation.  

Given the lack of text for these comments as they occurred after the recording 

device was turned off, they were not included in the interpretive process, and I 

can only comment anecdotally that they occurred. 
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A further constraint was the study did not include any professionals outside of 

the public health service.  Many participants referenced the role of GPs in their 

interviews, however no GPs volunteered to participate as part of this research 

project.  As my research was conceived as part of the requirements for the 

Degree of Doctor of Social Work, a wider range, and larger number of 

participants was considered too broad and time-consuming approach given the 

scope of the study, but could be considered for future research endeavours.  

Future research in this area would benefit from a larger sample to draw from, not 

just limited to GPs, but also private practitioners and other allied health 

professionals as well.  Given that GPs are often central in both the initial referral 

process to various treatments (inpatient, community therapies etcetera), and 

patients often access a mix of public and private services, including these 

professionals as part of wider multidisciplinary training and education is crucial 

for ongoing service improvement initiatives. As all participants referenced the 

importance of multidisciplinary communication (often with GPs), their voice 

would have been beneficial in understanding how better to strengthen cross 

discipline relationships.   

In addition, unfortunately, despite many social workers working in the eating 

disorders field, none were included in my study.  They could have provided 

valuable insight, and perhaps a less biomedical perspective. Future research 

could focus on the role of social work in eating disorder treatment. 
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Recommendations 

The following section highlights key recommendations emerging from the data, 

and suggests improvements around future team training opportunities, the 

creation of virtual teams, and recommendations around resourcing, 

sustainability, and data collection, 

Future training ideas. Various training opportunities have been 

developed by the State, targeting individual clinicians in therapeutic 

interventions, medical management, and more. Training must not just take into 

account the needs of individuals, but also must encapsulate the needs of 

multidisciplinary teams.  Individual clinicians play a role in a broader 

multidisciplinary team working with eating disorders, regardless of whether those 

clinicians view themselves as part of a team or not.  It was clear in the research, 

that many clinicians view themselves as working in isolation and acknowledge 

that whilst other clinicians may also be working with someone with an eating 

disorder, they are not working as a cohesive team, and may in fact be acting in 

ways that are counterproductive to the person’s recovery.  

Research on the Maudsley Model of FBT at the Children’s Hospital at 

Westmead (Sydney) has challenged some of the traditional concepts of medical 

and allied health hierarchy in an inpatient setting (Wallis et al., 2007). 

Researchers stress the importance of the multidisciplinary team regarding the 

treatment model: 

…this is also true of the family therapy and medical teams. There is an 
important parallel process that requires the treating team to work together 
with the same principles and beliefs about the model.  Failure to achieve 
this tends to replicate the dynamic seen in a split parental team and leads 
to conflict, confusion, and treatment failure (Wallis et al., 2007, p. 3) 
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I propose then, some training to address the role of the team, and sending 

clinicians from across disciplines to training together, with a specific focus on the 

role of the multidisciplinary team, and the clear delineation and responsibilities of 

the roles of each member of the team. It is clear from my research as that a 

cultural shift is required, which considers the key roles that different clinicians 

and teams play, in treating people living with eating disorders in a more holistic 

bio-psycho-socially informed way.  The trifecta of eating disorder symptoms 

needs to be understood when providing a holistic response to individuals with 

eating disorders, and the different roles different clinicians play in the recovery 

process.  

 Teamwork training. It is clear from the research that an important aspect 

of training and education that is lacking, is teamwork training.  Teamwork 

training, or team building, would involve educating staff across disciplines 

together, on the role of the multidisciplinary team, and how each member can 

contribute to communication, treatment planning and coordination given their 

respective roles.  It seems that clinicians do not have a good understanding of 

what the roles of other team members are, or do not in fact, view treatment as 

having a team basis at all, as many participants referenced the concept of 

working in “silos” particularly in rural settings.   

It is clear from the research that there is a need for improvements with regard to 

multidisciplinary team functioning. This will be achieved through targeted training 

focusing on team cohesion. In each LHD, models of care are being developed 

by the ED Coordinators in consultation with key stakeholders, and these models 

of care will delineate the role of each discipline, and the function of the 

multidisciplinary team.  The NSW guidelines already highlight this, as do the 
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Royal Australian and New Zealand College of Psychiatrists clinical practice 

guidelines for the treatment of people with eating disorders (Hay et al., 2014).  

However, clinicians need to speak to each other.  Training has to involve 

members of  all disciplines that may be involved in a person’s care. They need 

to come together and speak to, and learn from each other. This type of 

engagement would be significant in order for all clinicians to work together in an 

efficient and person-centred way. Enacting the aims of the strategic plan via 

explicit initiatives is vital to the success of these aims.  There is a need for 

teamwork to be actively fostered, and clearly facilitated, rather than a reliance on 

guidelines or strategic plans, action needs to be co-ordinated and tangible 

through focused workshops, trainings, focus groups, and team building 

initiatives.   

Identification of key stakeholders. Through the identification of key 

stakeholders (specialist clinicians) in each discipline, the focus could be on 

upskilling these clinicians who can bring that knowledge back to their teams and 

work in a more collaborative fashion consistent with a bio-psycho-social model 

of care. Eating disorders are mental health diagnoses, and focus needs to 

continue to highlight this, however they have very real and potentially life-

threatening physical consequences (Arcelus et al., 2011). Treatment of eating 

disorders is underpinned by a bio-psycho-social model of care, and needs to be 

developed using this approach by a multidisciplinary team.   

It is not enough to have one specialist clinician, or one ED Coordinator, it is clear 

from my study that in order to become more efficient in-service delivery, 

especially in rural settings, that we need to have multiple specialist clinicians, 

across multiple disciplines, operating in well-functioning teams.   Having only 
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one person in the specialist role, brings me right back to why I was motivated to 

complete this research in the first place.  I was that person, and there was no 

one to fill that gap when I left and joined another service.  This is especially in 

rural areas, as research participants noted we need to know how to do this [treat 

eating disorders].  It takes multiple people with experience and knowledge in this 

area to operate dynamically, in a consistent, sustainable and coordinated way.  

 The creation of virtual teams. One suggestion as to how to encourage 

coordination and consistency is through the creation of virtual teams to work with 

people with eating disorders, much like Wayne referred to when he spoke of 

“teams without walls”. The creation of virtual teams would involve interested and 

skilled clinicians from across the multidisciplinary spectrum providing a 

collaborative and coordinated approach when someone with an eating disorder 

presents, regardless of the clinician’s location and distance from others.  As 

Wayne notes: “teams without walls” may be the way forward in rural settings.  

We cannot achieve consistent geographical co-location, but we can achieve 

virtual location, and this may be the future in service delivery. Virtual teams, 

comprised of key specialised clinicians across a variety of disciplines, and multi-

sites, could deliver a consistent, and coordinated virtual approach to service 

delivery.  The National Eating Disorders Collaboration (2010) recommend that in 

the absence of specialist services there is benefit to establishing virtual teams.  

Virtual teams are already in existence in both Queensland and Victoria 

(Children’s Health Queensland, Child and Youth Mental Health Service, 2015). 

The idea behind a virtual team, is that clinicians from across teams and 

disciplines, form a virtual team and hold a multidisciplinary clinic once per week, 

in order to address service gaps, and provide specialist, multidisciplinary care.  
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This may be one way of achieving what Wayne refers to as “teams without 

walls” and could lead to significant improvements in rural service delivery. 

Summary of Recommendations  

The research highlighted key areas for improvement in service delivery: 

● Multidisciplinary team functioning needs to be actively fostered and 

clearly facilitated through teamwork training initiatives. 

● Multiple, specialist clinicians from across disciplines and teams could 

work together cohesively through the creation of virtual teams to improve 

coordination and consistency. 

● The need to include all professionals within the multidisciplinary team 

(both community and inpatient) in treatment planning is paramount.  

● During hospitalisation both medical and psychological teams need to 

work collaboratively in concurrent models of care to improve patient 

recovery. 

● Communication needs to be improved in handover and care coordination 

processes to ameliorate difficulties in transition between services. 

● The dominance of the biomedical model needs to be challenged, and the 

concept that the discourse is scientifically neutral needs to be questioned. 

Eating disorder treatment requires a holistic, bio-psycho-social approach. 

● The issue of stigma needs to be addressed, as it contributes to staff fear 

and anxiety, and an avoidance of working with people with eating 

disorders. 

● Rural service delivery constraints can be addressed through embracing 

technology (teleconferences, skype, videoconferencing) to improve 

communication and coordination. 
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● Hospitalisation is only a temporary aspect of treatment, and emphasis 

needs to be placed on the importance of community care as the primary 

mode of treatment to challenge the supposed “superiority” of hospital care 

as a consequence of the biomedical discourse. 

Reflections and Interpretations of the Research 

Many times, when going over participants’ audio and written interview 

transcripts, I asked myself the question “Is this a rural issue, a people issue, or a 

model of care issue?” In Appendix I, I provide an excerpt of one of the memos I 

wrote earlier on in the research, as I was examining this very question.  The 

memo centred on the reflective exploration of the themes of communication and 

politics.  I was reflecting that communications tend to break down amongst 

clinicians due to workplace politics.  I wondered then, if this is an issue specific 

to rurality, or whether it has more to do with the personalities of the treating 

clinicians involved.  At the conclusion of this memo (see Appendix I), I conclude 

that it is down to three issues: rurality, professional communication, and models 

of care.   

The rationale behind this conclusion is that as a rural service, participants did 

not have clear models of care and clinical pathways detailing the way a client 

should be managed within the system and when they transferred between 

services.  As such, the issue of “who is in charge of the treating team”, relates 

back to the dominance of the biomedical model and the perceived superiority of 

the hospital system.  In regard to individual clinicians, my understanding is that if 

we had clear models of care around who comprises the treating team, and how 

we create and communicate treatment plans to clients and families, then 

individual personalities would come less into play. 
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Drawing on research memos encapsulates both the multifaceted and systemic 

issues raised in the research, and helps to place me as a situated researcher 

consistent with the philosophical hermeneutic framework I have chosen for my 

study.  All the above issues provide context for my assertion that there is no 

simple solution to an improvement in eating disorder service delivery in rural 

health settings, but rather relies on a complex interplay of factors that support 

the improvement of services to this vulnerable population. 

Ethical Implications and Rigour of the Research 

Ethical implications. It is my view that there are no ethical implications 

that arose during the research that were not adequately addressed both through 

the recruitment process and writing up of the research.  Great care was taken 

both to allow the reader to hear the voice of the participants, whilst 

simultaneously ensuring the participants were not easily identifiable to protect 

their identity. Grouping participants into professional backgrounds without clearly 

specifying their individual roles, was one example of how anonymity was 

ensured. 

Validity and Rigour. The consistent use of memos as an audit trail 

throughout the research process, and careful attention to reflexive journaling, 

critical reflection, and at all times ensuring transparency regarding my own 

biases and prejudices both from a historical perspective, and as a situated 

researcher embedded in the subject at hand provides evidence as to why the 

present research should be accepted as both credible and valid. 
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Implications for Future Research 

The field of eating disorder service delivery is going through tremendous 

changes across the state of NSW with the roll out of the NSW Service Plan for 

People with Eating Disorders (2013-2018). As a researcher, I viewed its 

development with dismay, as it sought to address many of the issues that I 

intended to explore in my research, thus resulting in an amendment to the 

original research design and impacting the recommendations I would make out 

of the outcomes of my research, regarding future directions for service delivery.  

As a clinician working in the space of eating disorders however, it has brought 

me great hope and anticipation for future improvements in service delivery.  

Future qualitative hermeneutic phenomenological research could be conducted 

to answer the question of the central theme of my study:  If eating disorders are 

“hard”, then what motivates people to work with this population?  Given the data 

has indicated that this is a hard, complex and challenging area to work in, it 

would be fascinating to conduct research into what motivates people to willingly 

work in this area. 

 Rural service delivery. As raised often in this current study however, 

there remain significant constraints to rural service delivery, and while there may 

be more training and education provided to staff, as well as increased access to 

tertiary outreach services and support, as a result of the NSW Service Plan, the 

plan did not come with any additional funding for resources.  By resources, I am 

referring to more clinicians in direct practice to work with people with eating 

disorders.  Resources Debra referred to as” two legged resources”.  As the NSW 

Service Plan states, eating disorders are now core business for the health 

services, however this adds an increased clinical load to already over-burdened 
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systems who struggle to meet the demand of an existing client population. It is 

not enough to engage in workforce development initiatives, there needs to be a 

focus on resources and sustainability, and future research could look at the long-

term impacts of workforce development in the absence of any additional funding 

for resources.  

Future research could also examine how increased knowledge and training of 

clinicians translates to changes in direct clinical practice, particularly in rural 

areas.  In addition, as referenced earlier, the treatment models that clinicians are 

being trained in are evidenced based models drawn out of RCTs in metropolitan 

settings under tightly controlled conditions (Kazdin, Fitzsimmons-Craft, & Wilfley, 

2017).  Given the contextual and locational differences, it is difficult for rural 

services to ensure fidelity to evidence-based treatment models given constraints 

around distance, socioeconomic, and resourcing issues. If clinicians are not able 

to deliver models as they are designed, what then is the impact on service 

delivery, and can we still see improvements despite the lack of strict adherence 

to treatment models?   

It is not only rural services that experience issues with fidelity (Komerly, Waller, 

& Lafrance Robinson, 2015; Couturier et al., 2013; Fairburn & Wilson, 2013; von 

Ranson, Wallace & Stevenson, 2013).  Research has indicated (with regard to 

FBT) that poor fidelity is the rule rather than the exception, and key tenets of 

FBT (weighing patient, family meal, and providing nutritional guidance) were 

often not adhered to (Komerly et al., 2014; Couturier et al., 2013).   

This lack of fidelity is potentially the most exciting aspect of the research.  The 

reality is, that despite lack of adherence to evidence-based models, and 

significant constraints in rural service delivery, people do often get well, and 
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recover from their eating disorder.  However, there remains a dearth of research 

into eating disorder recovery in rural settings.  Rural focused research to assess 

rates of recovery even in the absence of adherence to evidence-based models 

is a way forward.  Further, as the data suggests, rural clinicians in spite of 

adversity and locational challenges, often have to work harder and more 

creatively without strict adherence to an evidence-based treatment manual. It is 

not enough for rural services, with different access to resources and staffing to 

say, “we can’t do this”.  Instead, the response needs to be “how do we do this?” 

because people do get well, even in the absence of strict fidelity to treatment 

models.   

Future qualitative research could focus on examining the factors contributing to 

ED recovery in rural settings, by exploring the lived experience of those 

impacted by eating disorders.  By interviewing people who have been treated 

for, and recovered from an eating disorder in a rural setting, rich qualitative 

information could be gleaned as to the factors aiding recovery, in spite of, or 

perhaps because of the nature of rural service delivery.  This knowledge could 

contribute to the development of localised, contextualized models of practice, 

taking into account the constraints, but also strengths of rural settings.  Future 

research may well tell us that rural clinicians, and the creative and dynamic 

nature of their practice, is the way forward, and on to greater and better things in 

eating disorder recovery.   
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Summary and Conclusion 

This research has explored eating disorder service delivery in a rural health 

setting focusing on intersecting micro, meso, and macro factors that inform and 

sometimes impede practice.  Issues around individual clinician factors such as 

staff fear and anxiety, confidence and competence and training, team and 

organizational factors such as multidisciplinary approaches, transition difficulties, 

lack of communication, and cultural and environmental factors such as rural 

constraints, culture and stigma and the biomedical model have been explored.  

The central theme of this thesis is “eating disorders are hard”, a theme that 

involves multiple contributing factors such as clinicians not feeling confident or 

knowledgeable in the treatment of eating disorders, barriers in communication 

with those colleagues also involved in client care, and lack of organisational 

structures and models of care to support clinicians in service delivery.  Changes 

to eating disorder service delivery are on the horizon as a consequence of the 

NSW Service Plan for Eating Disorders (2013-2018) and future research could 

focus on the impact of these changes, in addition to more qualitative 

phenomenological research exploring both clinicians lived experience of working 

with people with eating disorders, and the lived experience of those living with 

and recovering from eating disorders.  

Central issues highlighted in the research include the importance of continuity of 

care, holistic approaches to treatment, multidisciplinary teamwork and the crucial 

importance of clear communication as essential components to ensure 

seamless, sustainable care, and the best possible outcome for clients in their 

recovery. 
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Finally, the research indicated many positives of working within a rural setting 

and suggests that rather than an over-reliance on evidenced based therapies 

and metro-centric models of practice, rural clinicians could teach their 

metropolitan counterparts a thing or two about creative and flexible service 

delivery and eating disorder recovery.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



207 
 

References 

 

Agras, W. S., Brandt, H. A., Bulik, C. M., Dolan‐Sewell, R., Fairburn, C. G., 
Halmi, K. A., . . . Kaye, W. H. (2004). Report of the National Institutes of 
Health workshop on overcoming barriers to treatment research in 
anorexia nervosa. International Journal of Eating Disorders, 35(4), 509-
521.  

Agras, W. S., Lock, J., Brandt, H., Bryson, S. W., Dodge, E., Halmi, K. A., . . . 
Wilfley, D. (2014). Comparison of 2 family therapies for adolescent 
anorexia nervosa: a randomized parallel trial. JAMA psychiatry, 71(11), 
1279-1286.  

Aisbett, D., Boyd, C., Francis, K. J., Newnham, K., & Newnham, K. (2007). 
Understanding barriers to mental health service utilization for adolescents 
in rural Australia. Rural and Remote Health, 7(624), 1-10.  

Allen, K. L., Byrne, S. M., Oddy, W. H., & Crosby, R. D. (2013). DSM–IV–TR and 
DSM-5 eating disorders in adolescents: Prevalence, stability, and 
psychosocial correlates in a population-based sample of male and female 
adolescents. Journal of Abnormal Psychology, 122(3), 720.  

Alston, M. (2015). Rural Social Work. International Encyclopaedia of the Social 
and Behavioural Sciences. (pp. 807-813). Elsevier Ltd. 

Alston, M., & Bowles, W. (2018). Research for social workers: an introduction to 
methods (4th edition. ed.). Sydney: Allen & Unwin. 

American Psychiatric Association, (2013). Diagnostic and statistical manual of 
mental disorders. (5th ed.). Arlington, VA: American Psychiatric 
Publishing. 

Annells, M. (1996). Hermeneutic phenomenology: philosophical perspectives 
and current use in nursing research. Journal of Advanced Nursing, 23(4), 
705-713.  

Arcelus, J., Mitchell, A. J., Wales, J., & Nielsen, S. (2011). Mortality rates in  
patients with anorexia nervosa and other eating disorders: a meta-analysis 
of 36 studies. Archives of General Psychiatry, 68(7), 724-731.  

 
Australia and New Zealand Academy for Eating Disorders. 11/11/09 Position  

statement: Outpatient Services for Eating Disorders.  Available on-line:   
https://www.anzaed.org.au/wpcontent/uploads/2017/08/anzaed_outpatient_posit
ion_paper.pdf 

 
Baird, B. (2015). Give me a God I can relate to: Poems by Blythe Baird.  
 Morrisville, United States: Lulu.com. 
 
Becker, A. E., Hadley Arrindell, A., Perloe, A., Fay, K., & Striegel‐Moore, R. H. 

(2010). A qualitative study of perceived social barriers to care for eating 
disorders: perspectives from ethnically diverse health care consumers. 
International Journal of Eating Disorders, 43(7), 633-647.  

https://www.anzaed.org.au/wpcontent/uploads/2017/08/anzaed_outpatient_position_paper.pdf
https://www.anzaed.org.au/wpcontent/uploads/2017/08/anzaed_outpatient_position_paper.pdf


208 
 

 

Bell, K. (2017). Aging in rural areas. In D. W. M. Bernoth (Ed.), Healthy Aging 
and Aged Care (pp. 139-159). Melbourne: Oxford University Press. 

Beumont, P., Hay, P., Beumont, D., Birmingham, L., Derham, H., Jordan, 
A.,...Weigall, S. (2004). Australian and New Zealand clinical practice 
guidelines for the treatment of anorexia nervosa. Australian & New 
Zealand Journal of Psychiatry, 38(9), 659-670 612p.  

Bharadwaj, P., Pai, M. M., & Suziedelyte, A. (2017). Mental health stigma. 
Economics Letters, 159(C), 57-60.  

Bombak, A. (2014). Obesity, health at every size, and public health policy. 
American Journal of Public Health, 104(2), e60-e67.  

Bourke, L., Coffin, J., Taylor, J., & Fuller, J. (2010). Editorial. Rural Society, 
20(1), 2-9.  

Bourke, L., Humphreys, J. S., Wakerman, J., & Taylor, J. (2012). Understanding 
rural and remote health: A framework for analysis in Australia. Health & 
Place, 18(3), 496-503.  

Boyd, C., Aisbett, D., Francis, K., Kelly, M., Newnham, K., & Newnham, K. 
(2006). Issues in rural adolescent mental health in Australia. Rural and 
Remote Health, 6(1), 501.  

Boyd, C., Francis, K., Aisbett, D., Newnham, K., Sewell, J., Dawes, G., & Nurse, 
S. (2007). Australian rural adolescents' experiences of accessing 
psychological help for a mental health problem. Australian Journal of 
Rural Health, 15(3), 196-200.  

Boyd, C. P., Aisbett, D. L., Howard, A., & Filiades, T. (2007). Detection and 
management of eating disorders by general practitioners in regional 
Australia. Australian e-Journal for the Advancement of Mental Health, 
6(2), 101-106.  

Brady, J., Gingras, J., & Aphramor, L. (2013). Theorizing health at every size as 
a relational–cultural endeavour. Critical Public Health, 23(3), 345-355.  

Bronfenbrenner, U. (1979). The ecology of human development: experiments by 
nature and design. Cambridge, Massachusetts; Harvard University Press. 

Bulik, C. M., Berkman, N. D., Brownley, K. A., Sedway, J. A., & Lohr, K. N. 
(2007). Anorexia nervosa treatment: a systematic review of randomized 
controlled trials. International Journal of Eating Disorders, 40(4), 310-320.  

Caldwell, T., Caldwell, T., Jorm, A., Knox, S., Braddock, D., Dear, K., & Britt, H. 
(2004). General practice encounters for psychological problems in rural, 
remote and metropolitan areas in Australia. Australian and New Zealand 
Journal of Psychiatry, 38(10), 774-780.  

Cameron, P., Willis, K., & Richter, D. (1997). Working with People with Eating 
Disorders: How Do Professional Attitudes Affect Approaches to Early 
Intervention? Australian Journal of Primary Health, 3(3), 23-31.  



209 
 

 

Chang, J. (2010). Hermeneutic Inquiry: A Research Approach for Postmodern 
Therapists. Journal of Systemic Therapies, 29(1), 19-32.  

Chen, E. Y., Le Grange, D., Doyle, A. C., Zaitsoff, S., Doyle, P., Roehrig, J. P., & 
Washington, B. (2010). A case series of family-based therapy for weight 
restoration in young adults with anorexia nervosa. Journal of 
Contemporary Psychotherapy, 40(4), 219-224.  

Couturier, J., Kimber, M., Jack, S., Niccols, A., Van Blyderveen, S., & McVey, G. 
(2013). Understanding the uptake of family‐based treatment for 
adolescents with anorexia nervosa: Therapist perspectives. International 
Journal of Eating Disorders, 46(2), 177-188.  

Crisafulli, M. A., Thompson-Brenner, H., Franko, D. L., Eddy, K. T., & Herzog, D. 
B. (2010). Stigmatization of anorexia nervosa: Characteristics and 
response to intervention. Journal of Social and Clinical Psychology, 29(7), 
756-770.  

Crisafulli, M. A., Von Holle, A., & Bulik, C. M. (2008). Attitudes towards anorexia 
nervosa: The impact of framing on blame and stigma. International 
Journal of Eating Disorders, 41(4), 333-339.  

Crisp, A. (2005). Stigmatization of and discrimination against people with eating 
disorders including a report of two nationwide surveys. European Eating 
Disorders Review, 13(3), 147-152.  

Dare, C. (1985). The family therapy of anorexia nervosa. Journal of Psychiatric 
Research, 19(2–3), 435-443. De la Rie, S., Noordenbos, G., Donker, M., 
& Van Furth, E. (2008). The quality of treatment of eating disorders: A 
comparison of the therapists' and the patients' perspective. International 
Journal of Eating Disorders, 41(4), 307-317.  

Dimitropoulos, G., Tran, A. F., Agarwal, P., Sheffield, B., & Woodside, B. (2013). 
Challenges in Making the Transition Between Pediatric and Adult Eating 
Disorder Programs: A Qualitative Study From the Perspective of Service 
Providers. Eating Disorders, 21(1), 1-15.  

Easter, M. M. (2012). “Not all my fault”: Genetics, stigma, and personal 
responsibility for women with eating disorders. Social Science & 
Medicine, 75(8), 1408-1416.  

Ebneter, D. S., Latner, J. D., & O’brien, K. S. (2011). Just world beliefs, causal 
beliefs, and acquaintance: Associations with stigma toward eating 
disorders and obesity. Personality and Individual Differences, 51(5), 618-
622.  

Eisler, I., Dare, C., Russell, G. F., Szmukler, G., le Grange, D., & Dodge, E. 
(1997). Family and individual therapy in anorexia nervosa: A 5-year 
follow-up. Archives of General Psychiatry, 54(11), 1025-1030.  

 

 



210 
 

Ellison, R., Rhodes, P., Madden, S., Miskovic, J., Wallis, A., Baillie, A., . . . 
Touyz, S. (2012). Do the components of manualized family‐based 
treatment for anorexia nervosa predict weight gain? International Journal 
of Eating Disorders, 45(4), 609-614.  

Endacott, R., Kidd, S., Deacon-Crouch, M., Judd, F., Menzel, M., & Cornett, M. 
(2006). Developing new services for eating disorders: an evaluation 
study. Australasian Psychiatry, 14(1), 57-62.  

Ezzy, D. (2002). Qualitative analysis: practice and innovation. Crow’s Nest, 
N.S.W: Allen & Unwin. 

Fairburn, C. G. (2008). Cognitive behavior therapy and eating disorders: Guilford 
Press. 

Fairburn, C. G., Bailey-Straebler, S., Basden, S., Doll, H. A., Jones, R., Murphy, 
R., . . . Cooper, Z. (2015). A transdiagnostic comparison of enhanced 
cognitive behaviour therapy (CBT-E) and interpersonal psychotherapy in 
the treatment of eating disorders. Behaviour Research and Therapy, 70, 
64-71.  

Fairburn, C.G., & Bohn, K. (2005). Eating Disorder NOS (EDNOS): an example 
of the troublesome “not otherwise specified” (NOS) category in DSM-IV. 
Behaviour Research and Therapy, 43(6), 691-701. 

Fairburn, C. G., & Harrison, P. J. (2003). Eating disorders. The Lancet, 
361(9355), 407-416.  

Fairburn, C. G., & Wilson, G. T. (2013). The dissemination and implementation 
of psychological treatments: Problems and solutions. In (Vol. 46, pp. 516-
521). Hoboken: Wiley Subscription Services, Inc., A Wiley Company. 

Finlay, L. (2011). Hermeneutic Phenomenology. In Phenomenology for 
Therapists (pp. 109-123): John Wiley & Sons, Ltd. 

Fleming, J., & Szmukler, G. I. (1992). Attitudes of medical professionals towards 
patients with eating disorders. Australian and New Zealand Journal of 
Psychiatry, 26(3), 436-443.  

Fraser, C., Judd, F., Jackson, H., Murray, G., Humphreys, J., & Hodgins, G. A. 
(2002). Does one size really fit all? Why the mental Health of Rural 
Australians requires further research. Australian Journal of Rural Health, 
10(6), 288-295. doi:10.1046/j.1440-1584.2002.00463.x 

Gadamer, H.-G. (1975). Truth and method. New York: Seabury Press. 

Gadamer, H.-G. (1989). Truth and method (J. Weinsheimer & DG Marshall, 
trans.). New York: Continuum.  

Gadamer, H.-G. (2008). Philosophical hermeneutics. Los Angeles: Univ of 
California Press. 

Galsworthy-Francis, L., & Allan, S. (2014). Cognitive Behavioural Therapy for 
anorexia nervosa: A systematic review. Clinical Psychology Review, 
34(1), 54-72.  



211 
 

Galvin, K. T., Holloway, I. (2015). Phenomenological Research. In K. Gerrish & 
J. Lathlean (Eds.), The Research Process in Nursing (Seventh edition. 
ed., pp. 211-224). Chichester, West Sussex, UK; Wiley Blackwell. 

Gillespie, J., & Redivo, R. (2012). Type of community as confounding variable in 
the satisfaction of rural child and youth mental health clinicians: 
implications for evidence-based workforce development. The Journal of 
Mental Health Training, Education and Practice, 7(1), 20-32.  

Gingras, J. (2006). Throwing their weight around: Canadians take on health at 
every size. Health at Every Size, 19(4), 195.  

Glaser, B. G. (2012). Constructivist Grounded Theory? Grounded Theory 
Review: An International Journal, 11(1), 28-38.  

Goldfield, G. S., & Boachie, A. (2003). Case report: delivery of family therapy in 
the treatment of anorexia nervosa using telehealth. Telemedicine Journal 
and e-Health, 9(1), 111-114.  

Gomory, T., Wong, S. E., Cohen, D., & Lacasse, J. R. (2011). Clinical social 
work and the biomedical industrial complex. J. Soc. & Soc. Welfare, 38, 
135.  

Grace, S., Higgs, J., Ajjawi, R. (2009). Writing phenomenologically. In S. G. D. 
Horsfall (Ed.), Writing qualitative research on practice (pp. 115-126). 
Rotterdam, Netherlands: Sense Publishers. 

Grace, S., and Ajjawi, R. (2010). Phenomenological Research: Understanding 
human phenomena. In N. C. J. Higgs, R. Macklin and R. Ajjawi (Ed.), 
Researching Practice: A discourse on qualitative methodologies (pp. 197-
208). Rotterdam, Netherlands: Sense Publishers. 

Green, A., Hunt, C., & Stain, H. (2012). The delay between symptom onset and 
seeking professional treatment for anxiety and depressive disorders in a 
rural Australian sample. Social Psychiatry & Psychiatric Epidemiology, 
47(9), 1475-1487.  

Guidelines for the inpatient management of adult eating disorders in general 
medical and psychiatric settings in NSW. (2014). North Sydney, NSW: 
NSW Ministry of Health. 

Gurney, V. W., & Halmi, K. A. (2001). An eating disorder curriculum for primary 
care providers. International Journal of Eating Disorders, 30(2), 209-212. 

Harreveld, B., Danaher, M., Lawson, C., Knight, B.A, & Busch, G. (2016). 
Chapter 1: Introduction. In B. Harreveld, M. Danaher, C. Lawson, B.A. 
Knight, G. Busch (Eds.), Constructing methodology for qualitative 
research: Researching education and social practices. (pp. 1-14). 
London: Palgrave Macmillan UK.  

Hay, P., Carriage, C. (2012). Eating disorder features in indigenous Aboriginal 
and Torres Strait Islander Australian Peoples. BMC Public Health, 12(1), 
233-238.  

 



212 
 

Hay, P., Chinn, D., Forbes, D., Madden, S., Newton, R., Sugenor, L., . . . Ward, 
W. (2014). Royal Australian and New Zealand College of Psychiatrists 
clinical practice guidelines for the treatment of eating disorders. Australian 
& New Zealand Journal of Psychiatry, 48(11), 977-1008.  

Hay, P., Girosi, F., & Mond, J. (2015). Prevalence and sociodemographic 
correlates of DSM-5 eating disorders in the Australian population. Journal 
of Eating Disorders, 3(1). doi:10.1186/s40337-015-0056-0 

Hay, P. J., Mond, J., Buttner, P., & Darby, A. (2008). Eating disorder behaviors 
are increasing: findings from two sequential community surveys in South 
Australia. PloS one, 3(2), e1541.  

Healy, K. (2014). Social work theories in context: creating frameworks for 
practice (2nd edition. ed.). Basingstoke, United Kingdom: Palgrave 
Macmillan. 

Heaner, M. K., & Walsh, B. T. (2013). A history of the identification of the 
characteristic eating disturbances of Bulimia Nervosa, Binge Eating 
Disorder and Anorexia Nervosa. Appetite, 65, 185-188.  

Hoek, H. W. (2016). Review of the worldwide epidemiology of eating disorders. 
Current opinion in psychiatry, 29(6), 336-339.  

Houston, S. (2010). Prising Open the Black Box: Critical Realism, Action 
Research and Social Work. Qualitative Social Work, 9(1), 73-91.  

http://cedd.org.au/wordpress/wp-content/uploads/2015/03/Queensland-Virual-

CA-Team-Presentation.pdf 

Hudson, J. I., Hiripi, E., Pope Jr, H. G., & Kessler, R. C. (2007). The prevalence 
and correlates of eating disorders in the National Comorbidity Survey 
Replication. Biological psychiatry, 61(3), 348-358.  

Hutchison, A. J., Johnston, L. H., & Breckon, J. D. (2010). Using QSR‐NVivo to 
facilitate the development of a grounded theory project: an account of a 
worked example. International journal of social research methodology, 
13(4), 283-302.  

https://insideoutinstitute.org.au/ 

Jacobi, C., Hayward, C., de Zwaan, M., Kraemer, H. C., & Agras, W. S. (2004). 
Coming to terms with risk factors for eating disorders: application of risk 
terminology and suggestions for a general taxonomy. Psychological 
bulletin, 130(1), 19.  

Jewell, T., Blessitt, E., Stewart, C., Simic, M., & Eisler, I. (2016). Family Therapy 
for Child and Adolescent Eating Disorders: A Critical Review. Family 
Process, 55(3), 577-594.  

Jones, W. R., Saeidi, S., & Morgan, J. F. (2013). Knowledge and attitudes of 
psychiatrists towards eating disorders. European Eating Disorders 
Review, 21(1), 84-88.  

Judd, F., Fraser, C., Grigg, M., Scopelliti, J., Hodgins, G., Donoghue, A., & 

http://cedd.org.au/wordpress/wp-content/uploads/2015/03/Queensland-Virual-CA-Team-Presentation.pdf
http://cedd.org.au/wordpress/wp-content/uploads/2015/03/Queensland-Virual-CA-Team-Presentation.pdf
https://insideoutinstitute.org.au/


213 
 

Humphreys, J. (2002). Rural psychiatry: special issues and models of 
service delivery. Disease Management & Health Outcomes, 10(12), 771-
781 711.  

Kazdin, A. E., Fitzsimmons‐Craft, E. E., & Wilfley, D. E. (2017). Addressing 
critical gaps in the treatment of eating disorders. International Journal of 
Eating Disorders, 50(3), 170-189.  

Kazi, M. (2003). Realist Evaluation for Practice. The British Journal of Social 
Work, 33(6), 803-818.  

Kendall, S., & Hugman, R. (2016). Power/Knowledge and the Ethics of 
Involuntary Treatment for Anorexia Nervosa in Context: A Social Work 
Contribution to the Debate. British Journal of Social Work, 46(3), 686-702.  

Koch, T. (1995). Interpretive approaches in nursing research: the influence of 
Husserl and Heidegger. Journal of Advanced Nursing, 21(5), 827-836.  

Koch, T. (1996). Implementation of a hermeneutic inquiry in nursing: philosophy, 
rigour and representation. Journal of Advanced Nursing, 24(1), 174-184.  

Komiti, A., Judd, F., & Jackson, H. (2006). The influence of stigma and attitudes 
on seeking help from a GP for mental health problems. Social Psychiatry 
and Psychiatric Epidemiology, 41(9), 738-745.  

Kosmerly, S., Waller, G., & Robinson, A. L. (2015). Clinician adherence to 
guidelines in the delivery of family‐based therapy for eating disorders. 
International Journal of Eating Disorders, 48(2), 223-229.  

Laverty, S. M. (2003). Hermeneutic Phenomenology and Phenomenology: A 
Comparison of Historical and Methodological Considerations. 
International Journal of Qualitative Methods, 2(3), 21-35.  

Lawn, C. (2006). Gadamer: a guide for the perplexed. London; Continuum. 

Le Grange, D. (2004). Family-based treatment for adolescent anorexia nervosa: 
A promising approach? Clinical Psychologist, 8(2), 56-63.  

Le Grange, D. (2010). Family-Based Treatment for Adolescents with Bulimia 
Nervosa. Australian & New Zealand Journal of Family Therapy, 31(2), 
165-175.  

Le Grange, D., & Lock, J. (2005). The dearth of psychological treatment studies 
for anorexia nervosa. International Journal of Eating Disorders, 37(2), 79-
91.  

Le Grange, D., Lock, J., Agras, W. S., Moye, A., Bryson, S. W., Jo, B., & 
Kraemer, H. C. (2012). Moderators and mediators of remission in family-
based treatment and adolescent focused therapy for anorexia nervosa. 
Behaviour Research and Therapy, 50(2), 85-92.  

Le Grange, D., Lock, J., Loeb, K., & Nicholls, D. (2010). Academy for eating 
disorders position paper: The role of the family in eating disorders. 
International Journal of Eating Disorders, 43(1), 1-5.  

 



214 
 

Lemouchoux, C., Millar, H., & Naji, S. (2001). Eating disorders in Scotland. The 
Psychiatrist, 25(7), 256-260.  

Linville, D., Brown, T., & O'Neil, M. (2012). Medical providers' self-perceived 
knowledge and skills for working with eating disorders: a national survey. 
Eating Disorders, 20(1), 1-13.  

Lock, J., Le Grange, D., Agras, W.S., Dare, C. (2001). Treatment manual for 
anorexia nervosa: a family-based approach (J. Lock Ed.). New York: 
Guilford Press. 

Lock, J. (2015). An Update on Evidence-Based Psychosocial Treatments for 
Eating Disorders in Children and Adolescents. Journal of Clinical Child & 
Adolescent Psychology, 44(5), 1-15.  

Lock, J., Brandt, H., Woodside, B., Agras, S., Halmi, W. K., Johnson, C., . . . 
Wilfley, D. (2012). Challenges in conducting a multi‐site randomized 
clinical trial comparing treatments for adolescent anorexia nervosa. 
International Journal of Eating Disorders, 45(2), 202-213.  

Lock, J., Couturier, J., & Agras, W. S. (2006). Comparison of Long-Term 
Outcomes in Adolescents with Anorexia Nervosa Treated with Family 
Therapy. Journal of the American Academy of Child & Adolescent 
Psychiatry, 45(6), 666-672.  

Lock, J., & le Grange, D. (2005). Family‐based treatment of eating disorders. 
International Journal of Eating Disorders, 37(S1), S64-S67.  

Lock, J., Le Grange, D., Agras, W. S., Moye, A., Bryson, S. W., & Jo, B. (2010). 
Randomized clinical trial comparing family-based treatment with 
adolescent-focused individual therapy for adolescents with anorexia 
nervosa. Archives of General Psychiatry, 67(10), 1025-1032.  

Lock, J., Le Grange, D., Agras, W. S., Moye, A., Bryson, S. W., & Jo, B. (2010). 
Randomized clinical trial comparing family-based treatment with 
adolescent-focused individual therapy for adolescents with anorexia 
nervosa. Archives of General Psychiatry, 67(10), 1025-1032.  

Loftus, S., Trede, F. (2009). Hermeneutic writing: Hermeneutics and 
interpretation. In D. H. J. Higgs, & S. Grace (Ed.), Writing qualitative 
research on practice (pp. 61-72). Rotterdam, Netherlands: Sense 
Publishers. 

Madden, S., Miskovic-Wheatley, J., Wallis, A., Kohn, M., Lock, J., Le Grange, 
D., . . . Hay, P. (2015). A randomized controlled trial of in-patient 
treatment for anorexia nervosa in medically unstable adolescents. 
Psychological medicine, 45(2), 415-427.  

Madden, S., Morris, A., Zurynski, Y. (2009). Burden of eating disorders in 5-13 
year old children in Australia. The Medical Journal of Australia, 190, 410-
414. 

Marcus, M. D. (2005). Research training in anorexia nervosa. International 
Journal of Eating Disorders, 37(S1), S98-S100.  



215 
 

McCormack, J., Dale, N., Watson, HJ., Forster, M., Alderson, K. (2008). Building 
community capacity and improving efficiencies for rural and remote 
patients with eating disorders: innovative treatment pathways. Paper 
presented at the 6th Annual Conference of the Australia and New 
Zealand Academy for Eating Disorders Fremantle, Western Australia.  

McCormack, J., Watson, H. J., Harris, C., Potts, J., & Forbes, D. (2013). A hub 
and spokes approach to building community capacity for eating disorders 
in rural western Australia. Australian Journal of Rural Health, 21(1), 8-12.  

McVey, G. L., Davis, R., Kaplan, A. S., Katzman, D. K., Pinhas, L., Geist, R., . . . 
Forsyth, G. (2005). A community‐based training program for eating 
disorders and its contribution to a provincial network of specialized 
services. International Journal of Eating Disorders, 37(S1), S35-S40.  

Mitchell, J. E., Agras, S., & Wonderlich, S. (2007). Treatment of bulimia nervosa: 
Where are we and where are we going? International Journal of Eating 
Disorders, 40(2), 95-101.  

Mond, J. M., Hay, P. J., Rodgers, B., & Owen, C. (2007). Health service 
utilization for eating disorders: Findings from a community‐based study. 
International Journal of Eating Disorders, 40(5), 399-408.  

Murray, S. B., Griffiths, S., & Le Grange, D. (2014). The role of collegial alliance 
in family-based treatment of adolescent anorexia nervosa: A pilot study. 
International Journal of Eating Disorders, 47(4), 418-421.  

National Eating Disorders Collaboration, (2010). Eating Disorders Prevention, 
Treatment and Management, 12. 

Newberry, A. M. (2012). Social work and hermeneutic phenomenology. Journal 
of Applied Hermeneutics. 1-18. 

 NSW Guidelines for the admission of children and young people with an eating 
disorder. (2017). Sydney, NSW: NSW Health, Centre for Eating and 
Dieting Disorders.  

NSW Service Plan for People with Eating Disorders 2013-2018. (2013). North 
Sydney, NSW: NSW Ministry of Health. 

Ogle, J. P., & Damhorst, M. L. (2010). Fostering tolerance of obesity through 
empathy and critical reflection: a curricular unit incorporating filmed 
testimonials. College Student Journal, 44, 598+.  

O'Hara, L., & Gregg, J. (2006). The war on obesity: a social determinant of 
health. Health Promotion Journal of Australia, 17(3), 260-263.  

Oliver, C. (2012). Critical Realist Grounded Theory: A New Approach for Social 
Work Research. British Journal of Social Work, 42(2), 371-387.  

Painter, E., Ward, W., Gibbon, P., & Emmerson, B. (2010). The Eating Disorders 
Outreach Service: enabling clinicians statewide to treat eating disorders. 
Australasian Psychiatry, 18(1), 49-52.  

 



216 
 

Penney, T. L., & Kirk, S. F. (2015). The health at every size paradigm and 
obesity: missing empirical evidence may help push the reframing obesity 
debate forward. American Journal of Public Health, 105(5), e38-e42.  

Perkins, D. A., Roberts, R., Sanders, T., & Rosen, A. (2006). Far West Area 
Health Service mental health integration project: model for rural 
Australia? Australian Journal of Rural Health, 14(3), 105-110.  

Reed, F., & Fitzgerald, L. (2005). The mixed attitudes of nurse's to caring for 
people with mental illness in a rural general hospital. International Journal 
of Mental Health Nursing, 14(4), 249-257.  

Reid, M., Williams, S., & Burr, J. (2010). Perspectives on eating disorders and 
service provision: a qualitative study of healthcare professionals. 
European Eating Disorders Review, 18(5), 390-398.  

Reid, M., Williams, S., & Hammersley, R. (2009). Managing eating disorder 
patients in primary care in the UK: a qualitative study. Eating Disorders, 
18(1), 1-9.  

Report commissioned by the Butterfly Foundation (2012). Paying the Price: the 
economic and social impact of eating disorders in Australia. Deloitte 
Access Economics. 

Rhodes, P. (2003). The Maudsley Model of Family Therapy for Children and 
Adolescents with Anorexia Nervosa: Theory, Clinical Practice, and 
Empirical Support. Australian & New Zealand Journal of Family Therapy, 
24(4), 191-198.  

Rhodes, P., Brown, J., & Madden, S. (2009). The Maudsley Model of Family-
Based Treatment for Anorexia Nervosa: A Qualitative Evaluation of 
Parent-to-Parent Consultation. Journal of Marital and Family Therapy, 
35(2), 181-192.  

Richards, L. (2015). Handling qualitative data: a practical guide (Third edition. 
ed.). Los Angeles: SAGE. 

Rome, E. S., & Ammerman, S. (2003). Medical complications of eating 
disorders: an update. Journal of Adolescent Health, 33(6), 418-426.  

Rosenvinge, J. H., Skårderud, F., & Thune-Larsen, K.-B. (2003). Can 
educational programmes raise clinical competence in treating eating 
disorders? Results from a Norwegian trial. European Eating Disorders 
Review, 11(4), 329-343. 

Roufeil, L., & Lipzker, A. (2007). Psychology services in rural and remote 
Australia. InPsych: The Bulletin of the Australian Psychological Society 
Ltd, 29. 

Rowe, E. (2017). Early detection of eating disorders in general practice. 
Australian Family Physician, 46(11), 833-838.  

Russell, G. F., Szmukler, G. I., Dare, C., & Eisler, I. (1987). An evaluation of 
family therapy in anorexia nervosa and bulimia nervosa. Archives of 
General Psychiatry, 44(12), 1047-1056.  



217 
 

Saldaña, J. (2013). The coding manual for qualitative researchers (Second 
edition. ed.). London: Sage Publications. 

Samy, D. C., Hall, P., Rounsevell, J., & Carr, R. (2007). ‘Shared Care–Shared 
Dream’: Model of shared care in rural Australia between mental health 
services and general practitioners. Australian Journal of Rural Health, 
15(1), 35-40.  

Sawyer, M. G., Miller-Lewis, L. R., & Clark, J. J. (2007). The Mental Health of 
13–17 Year-Olds in Australia: Findings from the National Survey of 
Mental Health and Well-Being. Journal of Youth and Adolescence, 36(2), 
185-194. 

Sayer, A. (2000). Realism and Social Science. London: Sage Publications. 

Schmidt, U. (2001). Eating disorder services. starved of resources, 25(7), 241-
242. 

Schmidt, U., Ali, S., Slone, G., Tiller, J., & Treasure, J. (1995). The eating 
disorders awareness test: A new instrument for the assessment of the 
effectiveness of psychoeducational approaches to the treatment of eating 
disorders. European Eating Disorders Review, 3(2), 103-110. 

Sharkey, P. (2001). Hermeneutic Phenomenology. In R. Barnacle (Ed.), 
Phenomenology (pp. 16-37). Melbourne: RMIT University Press. 

Sheridan, T., Brown, L. J., Moy, S., & Harris, D. (2013). Health outcomes of 
eating disorder clients in a rural setting. Australian Journal of Rural 
Health, 21(4), 232-233.  

Simpson, S. G., & Slowey, L. (2011). Video therapy for atypical eating disorder 
and obesity: a case study. Clinical Practice & Epidemiology in Mental 
Health, 7(1), 38-43.  

Smink, F., Hoeken, D., & Hoek, H. (2012). Epidemiology of Eating Disorders: 
Incidence, Prevalence and Mortality Rates. Current Psychiatry Reports, 
14(4), 406-414.  

Steinhausen, H.-C. (2002). The Outcome of Anorexia Nervosa in the 20th 
Century. American Journal of Psychiatry, 159(8), 1284-1293.  

Stewart, M.-C., Keel, P. K., & Schiavo, R. S. (2006). Stigmatization of anorexia 
nervosa. International Journal of Eating Disorders, 39(4), 320-325.  

Stice, E., Marti, C., & Rhode, P. (2013). Prevalence, incidence, impairment and 
course of the proposed DSM-5 eating disorder diagnoses in an 8-year 
prospective community study of young women. Journal of Abnormal 
Psychology, 122, 445-457. 

Strauss, A. L., & Corbin, J. (1990). Basics of qualitative research: grounded 
theory procedures and techniques. Newbury Park, Calif: Sage 
Publications. 

Striegel‐Moore, R. H. (2005). Health services research in anorexia nervosa. 
International Journal of Eating Disorders, 37(S1), S31-S34.  



218 
 

Strober, M., & Johnson, C. (2012). The need for complex ideas in anorexia 
nervosa: Why biology, environment, and psyche all matter, why therapists 
make mistakes, and why clinical benchmarks are needed for managing 
weight correction. International Journal of Eating Disorders, 45(2), 155-
178.  

Swanson, S. A., Crow, S. J., Le Grange, D., Swendsen, J., & Merikangas, K. R. 
(2011). Prevalence and correlates of eating disorders in adolescents: 
Results from the national comorbidity survey replication adolescent 
supplement. Archives of General Psychiatry, 68(7), 714-723.  

Taylor, C., & White, S. (2001). Knowledge, Truth and Reflexivity: The Problem of 
Judgement in Social Work. Journal of Social Work, 1(1), 37-59.  

Touyz, S., Le Grange, D., Lacey, H., Hay, P., Smith, R., Maguire, S., . . . Crosby, 
R. D. (2013). Treating severe and enduring anorexia nervosa: a 
randomized controlled trial. Psychological medicine, 43(12), 2501-2511.  

Treasure, J., Claudino, A. M., & Zucker, N. (2010). Eating disorders. The Lancet, 
375(9714), 583-593.  

Treasure, J., Schmidt, U., & Hugo, P. (2005). Mind the gap: service transition 
and interface problems for patients with eating disorders. The British 
Journal of Psychiatry, 187(5), 398-400.  

Trede, F., Loftus, S. (2010). Hermeneutic Research: Exploring human 
understanding. In N. C. J. Higgs, R. Macklin and R. Ajjawi (Ed.), 
Researching Practice: A discourse on qualitative methodologies (pp. 185-
195). Rotterdam, Netherlands: Sense Publishers. 

Turpin, M., Bartlett, H., Kavanagh, D., & Gallois, C. (2007). Mental health issues 
and resources in rural and regional communities: An exploration of 
perceptions of service providers. Australian Journal of Rural Health, 
15(2), 131-136.  

Van Manen, M. (2016). Researching lived experience: Human science for an 
action sensitive pedagogy (2nd ed.). New York: Routledge. 

Von Ranson, K. M., & Robinson, K. E. (2006). Who is providing what type of 
psychotherapy to eating disorder clients? A survey. International Journal 
of Eating Disorders, 39(1), 27-34.  

Von Ranson, K. M., Wallace, L. M., & Stevenson, A. (2013). Psychotherapies 
provided for eating disorders by community clinicians: Infrequent use of 
evidence-based treatment. Psychotherapy Research, 23(3), 1-11.  

Waller, G. (2016). Treatment Protocols for Eating Disorders: Clinicians’ 
Attitudes, Concerns, Adherence and Difficulties Delivering Evidence-
Based Psychological Interventions. Current Psychiatry Reports, 18(4), 1-8 

Wallis, A., Alford, C., Hanson, A., Titterton, J., Madden, S., & Kohn, M. (2013). 
Innovations in Maudsley family-based treatment for anorexia nervosa at 
the Children's Hospital at Westmead: a family admission programme. 
Journal of Family Therapy, 35, 68-81.  



219 
 

Wallis, A., Miskovic-Wheatley, J., Madden, S., Alford, C., Rhodes, P., & Touyz, 
S. (2018). Does continuing family-based treatment for adolescent 
anorexia nervosa improve outcomes in those not remitted after 20 
sessions? Clinical Child Psychology and Psychiatry, 23(4), 592-600.  

Wallis, A., Rhodes, P., Kohn, M., & Madden, S. (2007). Five-years of family 
based treatment for anorexia nervosa: The Maudsley Model at the 
Children's Hospital at Westmead. International journal of adolescent 
medicine and health, 19(3), 277-284.  

Weber, M., & Davis, K. (2012). Food for thought: Enabling and constraining 
factors for effective rural eating disorder service delivery. Australian 
Journal of Rural Health, 20(4), 208-212.  

Weber, M., Davis, K., & McPhie, L. (2006). Narrative Therapy, Eating Disorders 
and Groups: Enhancing Outcomes in Rural NSW. Australian Social Work, 
59(4), 391-405.  

Weinsheimer, J. (1985). Gadamer's hermeneutics: a reading of Truth and 
method. New Haven: Yale University Press. 

Wilson, V., & McCormack, B. (2006). Critical realism as emancipatory action: the 
case for realistic evaluation in practice development. Nursing Philosophy, 
7(1), 45-57.  

Woodside, D. B. (2005). Treatment of anorexia nervosa: More questions than 
answers. International Journal of Eating Disorders, 37(S1), S41-S42.  

Zwickert, K., & Rieger, E. (2013). Stigmatizing attitudes towards individuals with 
anorexia nervosa: an investigation of attribution theory. Journal of Eating 
Disorders, 1(1), 5.   



220 
 

Appendix A 

 



221 
 

 



222 
 

  



223 
 

Appendix B 

 



224 
 

 

  



225 
 

Appendix C: Semi-Structured Interview Questions 

 

Topic: What models and modes of service provision are being used in 

rural settings around Australia?  

Does your service provide ED services? 

What age range/s do you service? 

What model/s do you use to treat ED? 

Do you see both young people and adults with ED? 

Does your service have a mandate to treat people with eating disorders, or are 

services provided by external services? 

Do you have designated ED clinicians, or is the provision of ED services team 

wide? 

What kind of psychiatry access does your service have? 

Topic: What are seen as the benefits and disadvantages/barriers to service 

provision in these areas? 

In what ways do you see operating in a rural setting as impacting ED service 

delivery? 

What knowledge from other settings (e.g. metropolitan) do you incorporate into 

your practice if any? 

Topic: What do service providers believe is done well, and where do they 

feel things could be improved/different?  

What are some improvements you feel could be made to your service to make 

the treatment of ED more effective? 

What are some of the barriers/obstacles to service provision? 

Topic: How do we forge better partnerships between local service 

providers, to improve service provision across a variety of sites? 

Do you have all relevant service providers on site? 

If not, what are your relationships like with outside service providers (e.g. GPs, 

Paediatricians etc.) 

What medical/psychiatric facilities do you have access to, and is it easy to 

transition between community and inpatient? 
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How do you view the success/lack of relationships with local service providers 

and how could better partnerships be forged? 

Do you have an outreach service? 

How do you liaise with external service providers? 

Do you operate within a team approach, and if so, is it internal/external or both? 

Topic: How do clinician attitudes and social constructions of eating 

disorders impact the delivery of services within rural mental health 

systems? 

What are staff attitudes towards the treatment of ED? 

How do staff attitudes towards ED impact service delivery? 

Is there an interest in clinicians being trained in ED service delivery, and if not, 

why do you think this is so? 

Are eating disorders considered part of core mental health business in your 

service, and if not, why do you think this is so? 

Topic: How do we increase the capacity of local mental health clinicians to 

become competent in the area of eating disorders and what needs to be 

done to facilitate capacity building across rural settings? 

What kind of education on ED does your staff receive? 

Is education provided to all staff? Is it mandatory?  If not, how do people gain 

access to training? 

How could state-wide services assist in increasing the capacity of local mental 

health clinicians 

Does management support the delivery of ED services and the capacity building 

of staff? 
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Appendix D: Initial Codes 

Initial Codes 

Parent Node: Service Settings 

Child Nodes: Inpatient Medical, Inpatient Mental Health, Outpatient 

Mental Health, Private, and Emergency Departments 

Parent Node: Eating Disorder 

Child Nodes: AN and BN 

Parent Node: Rural Issues 

Child Nodes: Communication-rural, Distance, Skill, Resources, 

Socioeconomic, Services-Rural. “Services-Rural” then has Sibling Nodes: 

Access-Rural, Scarcity, and Gaps. 

Parent Node: Clinician Factors 

Child Nodes: Knowledge-Clinician, Competence, Confidence, Education, 

Staffing Levels, Supervision, Attitudes and Training.  “Attitudes” has 

Sibling Nodes: Fear, Stigma, and Emotive, and “Training” has Sibling 

Nodes: Availability, Access-Training, and Funding. 

Parent Node: Service Provision 

Child Nodes: Assessment, Maudsley Model, Individual Therapy, Clinical 

Pathways, Specialised Treatments, Private Treatment, Outreach, Tertiary 

Services, Core Business, Team Approach.  “Team Approach” has Sibling 

Nodes: Communication-Team, Knowledge-Team, and Relationships. 

Parent Node: Clients 

Child Nodes: Adults, Children and Families. 

Parent Node: Practitioners 

Child Nodes: C/L Nurse, GP’s Dietitians, Mental Health Clinicians, 

Paediatricians, Psychiatrists, Private Practitioners. 
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Appendix E: Topic Codes 

1. ACS 

2. Aboriginal Mental Health 

3. Adult Medical 

4. Adults 

5. Adult Inpatient Mental Health 

6. Age Group Variation 

7. Anorexia 

8. Assessment 

9. Avoidance 

10. Barriers 

11. Bulimia 

12. Clients 

13. Clinician Ability 

14. Clinician Attitudes 

15. Clinical Pathways 

16. Communication 

17. Community 

18. Competence 

19. Co-Morbidity 

20. Confidence 

21. Co-ordination 

22. Core Business 

23. Diagnosis 

24. Dietetics 

25. Distance 
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26. ECS 

27. Emergency Department 

28. Emotive 

29. Emotive Discourse 

30. Expertise 

31. External Service Providers 

32. Families 

33. FBT 

34. Fear 

35. Gaps 

36. General Practice 

37. Hospital 

38. Inpatient Mental Health 

39. Individual Therapy 

40. Knowledge-Clinician 

41. Knowledge-Team 

42. Management Support 

43. Medical 

44. Medical Management 

45. Models of Care 

46. Multidisciplinary Approach 

47. Negative 

48. Nursing 

49. Other Eating Disorders 

50. Outreach 

51. Paed Inpatient Mental Health 
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52. Paediatrics 

53. Policy 

54. Politics 

55. Positive 

56. Practitioners 

57. Private 

58. Private Practice 

59. Psychiatry 

60. Public Mental Health Clinicians 

61. Relationships 

62. Resources 

63. Rural Communication 

64. Rural Issues 

65. Service Models 

66. Service Provision 

67. Services 

68. Service Settings 

69. Skill 

70. Socioeconomic 

71. Specialist Services 

72. Specialised Clinician 

73. Specialised Treatment 

74. Staffing Levels 

75. State-wide Services 

76. Stigma 

77. Strengths 
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78. Supervision 

79. Team 

80. Team Communication 

81. Tertiary Hospitals 

82. Tertiary Services 

83. Training 

84. Transition Issues 

85. YAF 

86. Youth 
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Appendix F: Parent Codes – including aggregated Child and Sibling Code 

Hierarchies 

 

Code Sources References 

Clients 11             39 

Clinician Ability 13 133 

Clinician Attitudes 13 49 

Communication 11 33 

Diagnosis 7 40 

Emotive Discourse 13 56 

External Service 
Providers 

9 20 

Management Support 13 25 

Models of Care 13 114 

Multidisciplinary 
Approach 

13 104 

Policy 6 10 

Politics 3 6 

Practitioners 13 108 

Rural Issues 13 73 

Service Provision 13 61 

Service Settings 13 115 

Specialist Services 13 50 

Tertiary Services 13 54 
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Appendix G: Coding Hierarchies – Non-Aggregated 

Clients       Sources References 

            

● Families      7  17 
● Youth       6  7 
● Adults       8  19 

 

Clinician Ability       

● Training      13  83 

● Supervision      3  6 
● Staffing Levels     5  8 

● Knowledge-Clinician    7  17 
● Confidence      5  11 
● Competence      7  17 

Clinician Attitudes 

● Positive      5  6 
● Negative 

▪ Emotive      6  9 

▪ Stigma      4  5 

▪ Avoidance     7  19  
▪ Fear      6  10 

Communication 

● Rural Communication    5  11 
● Team Communication    9  20 

Diagnosis 

● Co-Morbidity      6  21 

● Other Eating Disorders    2  2 
● Bulimia      3  6 
● Anorexia      3  10 

Emotive Discourse     13  56 

External Service Providers    9  20 

Management Support     13  25 

Models of Care         

● Medical Management    6  20 

● Transition Issues     13  31 
● Core Business     13  36 

● Clinical Pathways     5  13 
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● Service Models     9  23 

Multidisciplinary Approach 

● Team       13  40 

● Relationships     12  26 
● Knowledge-Team     5  9 
● Co-ordination     10  28 

Policy        6  10 

Politics       3  6 

Practitioners 

● Psychiatry      10  22 
● Private Practice     6  9 

● General Practice     11  34 
● Public Mental Health Clinicians   0 

● Paediatrics      6  13 

● Dietetics      9  22 

● Nursing      2  3 
● Consultation Liaison    4  5 

Rural Issues 

● Services      1  1 

▪ Gaps      9  14 
▪ Strengths      4  7 

● Resources      9  23 
● Distance      6  12 

● Skill       5  12 
● Socioeconomic     3  4 

Service Provision 

● Individual Therapy     6  7 

● FBT       11  25 

● Age Group Variation    6  10 
● Barriers      6  8 
● Assessment      5  11 

Service Settings 

● Private      0 
● Hospital      4  9 

▪ Emergency Department   4  7 
▪ Inpatient Mental Health   0 

o Paed Inpatient Mental Health 9  19 
o Adult Inpatient Mental Health 1  3 

▪ Medical     3  7 
o Paed Medical   11  27 
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o Adult Medical   4  5 

● Community      2  2 
▪ Aboriginal Mental Health   1  5 

▪ ECS      4  5 
▪ ACS      3  9 
▪ YAF      10  17 

Specialised Services     1  1 

● Specialised Clinician    13  33 

● Specialised Treatment    4  5 
● Expertise      5  11 

Tertiary Services 

● Outreach      9  13 

● Tertiary Hospitals     8  16 
● State-Wide Services    13  25 
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Appendix H: Thematic and Analytic Codes 

 

Demographics 

Analytic Codes: 

Clients: 

● Families 

● Youth 
● Adults 

Practitioners: 

● Psychiatry 

● Private Practice 
● General Practice 

● Public Mental Health Clinicians 

● Paediatrics 

● Dietetics 
● Nursing 
● Consultation/Liaison 

Factors Impacting Rural Service Delivery 

Analytic Codes: 

Rural Issues: 

● Services 
▪ Gaps 

▪ Strengths 
● Resources 

● Distance 
● Skill 

● Socioeconomic 

Clinician Factors in Service Delivery 

Analytic Codes: 

Clinician Ability: 

● Training 
● Supervision 

● Staffing Levels 
● Knowledge-Clinician 

● Confidence 
● Competence 

Clinician Attitudes: 
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● Positive 

● Negative 

▪ Emotive 
▪ Stigma 

▪ Avoidance 
▪ Fear 

The Emotive Response in Working with People with Eating Disorders 

Analytic Code: 

Emotive Discourse 

Variations in Service Provision and Service Settings 

Analytic Codes: 

Service Provision: 

● Individual Therapy 

● FBT 

● Age Group Variation 
● Barriers 
● Assessment 

Service Settings: 

● Hospital 

▪ Emergency Department 
▪ Inpatient Mental Health 

o Paediatric Inpatient Mental Health 
o Adult Inpatient Mental Health 

▪ Medical 
o Paediatric Medical 
o Adult Medical 

● Community 

▪ Aboriginal Mental Health 

▪ ECS 
▪ ACS 

▪ YAF 
 

Multidisciplinary Factors and Communication in Treatment 

Analytic Codes: 

Multidisciplinary Approach: 

● Team 
● Relationships 

● Knowledge-Team 
● Coordination 
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Communication: 

● Rural Communication 
● Team Communication 

Issues and Variations impacting Models of Care 

Analytic Codes: 

Diagnosis: 

● Co-morbidity 

● Other Eating Disorders 

● AN 
● BN 

Models of Care: 

● Medical Management 
● Transition Issues 

● Core Business 
● Clinical Pathways 
● Service Models 

The role of Specialist Services/Clinicians 

Analytic Codes: 

External Service Providers 

Specialised Services: 

● Specialised Clinician 

● Specialised Treatment 
● Expertise 

Tertiary Services: 

● Outreach 

● Tertiary Hospitals 
● State-Wide Services 

Management, Policy, and Political Factors 

Analytic Codes: 

Management Support 

Policy 

Politics 
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Appendix I: Memo Example 

I am reflecting on the themes of communication and politics.  It would appear 
that communications tend to break down amongst clinicians due to workplace 
politics. I am wondering if this is an issue specific to rurality, or whether it has 
more to do with the personalities of those treating clinicians involved.  For 
example, in interview X, she mentions the politics working with a client. 
Specifically, she references a time when she was successfully working with a 
client in the community and when that client went into the hospital the issue of 
who was directing the treatment got blurred. She raised the issue that when the 
client was in the community, it was seen as the community clinician that was in 
charge of the treatment, but when they went into hospital the paediatrician and 
dietitian became involved and changed the course of the treatment, ultimately 
resulting in the client being transferred to someone else post discharge, without 
communicating with her. I know the clinicians she is referring to, and they both 
have strong personalities and seem to “take over” treatment and communication 
with the client and family without necessarily involving all clinicians involved. 
Sometimes community clinicians are excluded altogether (but again, I know this 
is because of my work in the field and my own relationships with these 
colleagues as I am in the field as an embedded researcher). 

Perhaps it is down to all three issues: rurality, professional communication, and 
models of care. I think this because as a rural service, we do not have clear 
models of care and clinical pathways detailing the way a client should be 
managed within the system and when they transfer between services. As such, 
the issue of “who is in charge of the treating team” is raised (which I raised in my 
literature review, and is particularly salient here). This also brings up the 
biomedical model and the perceived superiority of the hospital system. Add to 
the mix some strong professionals who like to run the show, some do this at the 
exclusion of others. This results in mixed messages to the client. If the clinicians 
cannot communicate effectively with each other, how does a clear, unambiguous 
message be sent to the client? How do we improve these services? My 
hypothesis would be, that if we had clear models of care around who comprises 
the treating team, and how we create and communicate treatment plans to 
clients/families, then individual personalities would come into play. I think a clear 
message that is coming out of this research is that clear models of care need to 
be developed. Interestingly enough, this is one of my key responsibilities in my 
new position of Eating Disorders Coordinator, to develop these models of care 
(again raising the situated researcher issue). I cannot separate myself as Eating 
Disorders Coordinator from the research and have to address that. 

 

 


