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Executive Summary 
 
This report details the processes and outcomes of consultation with stakeholders within and beyond the 
eating disorders sector regarding the introduction of a credentialing system for the treatment of eating 
disorders in Australia. This consultation period began in December 2019 and concluded in June 2020. 
 
The National Eating Disorders Collaboration (NEDC) is working in partnership with the Australian and New 
Zealand Academy of Eating Disorders (ANZAED) to scope, develop, implement and establish a 
credentialing system. NEDC led the development phase of the project in 2019-20. ANZAED and NEDC are 
working jointly on the project in 2020-21. Implementation and operational responsibility for the system 
transition to ANZAED, with ongoing support from NEDC in 2021-22 and beyond.  
 
As a part of the development phase, in-depth feedback has been sought from stakeholders nationally, 
including those with lived experience of eating disorders, their family members and supports, health 
professionals, researchers, health sector organisations, mental health and eating disorder organisations 
and professionals working within these contexts in order to inform project development and system 
design. 
 
Led by the NEDC, this iterative, broad and in-depth consultation process included four phases conducted 
over seven months: 

 Phase 1: In-depth Interviews and Focus Groups 

 Phase 2: Public Workshop 

 Phase 3: National Survey 

 Phase 4: Focus Groups. 
Overall, NEDC ran a total of 11 focus groups, 19 in-depth interviews, a workshop with 103 participants 
and generated a survey receiving 609 survey responses. 
 
NEDC heard from over 650 individual stakeholders throughout the consultation process. Approximately 
one third of people consulted had lived experience of an eating disorder, including family members, 
supports and carers. The remaining two thirds identified as professionals, of which 83 percent indicated 
they worked clinically with people living with eating disorders, while eight percent worked in the 
healthcare system in a non-clinical role, six percent identified as a researchers and two percent worked 
for non-government or consumer-representative organisations. 
 
The consultation process aimed for nation-wide engagement, with focused engagement with regional, 
rural and remote stakeholders. Participants came from all states and territories, with 71 percent of 
participants residing in (or working in an organisation that was based in) a metropolitan area. There was 
significant representation from regional, rural and remote areas comprising 19, 8 and 1 percent of 
participants respectively.   
 
Key quantitative findings revealed that for the majority of both those with lived experience and 
professionals consulted, the benefits of introducing a credentialing system outweigh potential risks. Many 
stakeholders believed that introducing a credentialing system would increase the quality and consistency 
of care and improve timely access to treatment for people living with eating disorders. Introductory level 
training, training in evidence based practice and model training, ongoing professional development, 
regular supervision and registration with a professional body were viewed as the most important factors 
to take into account when credentialing professionals to achieve enhance the quality of care and reduce 
harm.  
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Seven key themes were identified through thematic analysis of the qualitative data from Phases 1 to 4:  

 protecting individuals with lived experience;  

 lived experience empowerment;  

 enhancing professional care;  

 safeguarding clinician equity;  

 balancing safety, accessibility and expertise;  

 leveraging partnerships; and  

 navigating risks.   
 
Key overall findings from this iterative consultation process were: 

 the strengths of introducing a credentialing system outweigh the risks according to both people 
with lived experience and professionals; 

 people with lived experience and professionals indicated they would use a credentialing system; 

 people with lived experience and professionals were in agreement over which criteria are most 
important to consider when credentialing professionals; however there were varying views 
regarding the level at which each criterion should be set; 

 introductory level training in eating disorders was considered paramount; 

 professionals had concerns about the validity and practicality of criteria for the credential and 
how criteria would be measured; 

 professionals articulated the need for adequate availability of, and access to, training and 
supervision regardless of profession, location or setting in order for a national credentialing 
system to be effective; 

 professionals believed high financial costs could be a deterrent for clinicians applying to be 
credentialed; 

 promotion of, and support for a credentialing system through organisations will be imperative;  

 a credentialing website with varied options to filter providers was viewed as empowering for 
people living with eating disorders and their families. 
 

 

NEDC and ANZAED will use the findings of this consultation activity to inform the ongoing development 

and delivery of the credentialing system.  
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Introduction 
Purpose of this report 
This report details the consultation processes and findings regarding the introduction of a credentialing 

system for the treatment of eating disorders in Australia. The report outlines the processes used by the 

National Eating Disorders Collaboration (NEDC) to obtain feedback and provides a summary and analysis 

of feedback that was received. This feedback will be used to inform key aspects of credentialing system 

design.  

Context 

The National Eating Disorders Collaboration (NEDC) and the Australia and New Zealand Academy for 

Eating Disorders (ANZAED) have formed a partnership to scope, develop and establish a credentialing 

system for the treatment of eating disorders in Australia. 

This three-year project builds on work by both organisations and their eating disorder sector partners in 

identifying and seeking to address workforce development as one of several key requirements of a safe, 

accessible and effective system of care for eating disorders. 

Workforce development in the context of this complex group of illnesses necessarily involves multiple 

strategies. A credentialing system that recognises the knowledge, training and skills of treatment 

professionals is one key strategy, focused specifically on developing the workforce in the area of 

treatment provision. This is separate from other workforce development initiatives which focus on 

prevention, early identification and intervention, and recovery support. While all health professionals and 

professionals in aligned fields such as sport and education may have a role to play in the system of care, 

the expectation is not that everyone needs the training and experience to provide formal treatment. 

Treatment professionals fill a specific role within the broader system of care and credentialing is targeted 

at that group. 

Figure 1: The position of credentialing within the system of care for eating disorders 

The ability of treatment professionals working with people experiencing eating disorders to respond to 

the complex mental and physical health states of their clients or patients is critical to safe treatment 
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(National Eating Disorders Collaboration, 2012). Eating disorders are mental health conditions with 

complex physical risks and consequences, including high mortality rates from both suicide and physical 

complication. They are not self-limiting illnesses, and require treatment in order for the person to 

experience recovery or, at least, improved safety and quality of life. A clinician working with a person with 

an eating disorder requires specific knowledge in how to identify, assess and respond to risks, as well as 

an understanding of how to work with psychological and physiological features of the illness to bring 

about positive change for the person (National Eating Disorders Collaboration, 2018). 

A challenge frequently cited by people seeking treatment for an eating disorder, including carers seeking 

treatment on behalf of a loved one, is the difficulty of finding a treatment professional with appropriate 

knowledge, training or experience to provide appropriate treatment (The Butterfly Foundation, 2016). 

This can lead to delays in treatment or the provision of unsuitable treatment (e.g. modalities which do 

not address the eating disorder). Through delayed or unsuitable treatment, the eating disorder may 

become more entrenched, leading to a longer course of illness with poorer outcomes (National Eating 

Disorders Collaboration, 2012). The existence of a credential which identifies the training, knowledge and 

experience of an eating disorder treatment professional may circumvent this if people seeking treatment, 

and referrers, are able to locate these clinicians more easily. 

A credentialing system for eating disorder treatment professionals needs to account for the fact that 

eating disorder treatment is often multidisciplinary. It is important to note that a multi-profession 

credentialing approach with individuals has never been attempted at scale in Australia (ZED Management 

Consulting, 2019). 

NEDC and ANZAED partnership 
In 2019, NEDC commissioned a scoping report from ZED Management Consulting to examine the 

potential for an eating disorder credential, including the potential appetite for this among different 

professions. The Australia and New Zealand Academy for Eating Disorders (ANZAED) was recommended 

as the best placed Australian body to implement and manage a credentialing system for eating disorders. 

ANZAED is the peak body representing and supporting the activities of all professionals working in the 

field of eating disorders and related issues in prevention, treatment and research. NEDC is an initiative of 

the Australian Government Department of Health with the purpose of developing a nationally consistent, 

evidence-based approach to the prevention and management of eating disorders in Australia. NEDC and 

ANZAED are working together to develop, implement and establish a credentialing system over three 

years from 2019-20 to 2021-22.  

Credentialing project scope 
All work undertaken to date in the credentialing project has been based on the following assumptions: 

 That the credentialing system will be open to, but not mandatory for, eating disorder treatment 
professionals in allied mental health and dietetics; 

 That while a system of credentialing has been recommended by the Eating Disorders Working 
Group of the Medicare Benefits Schedule Review Taskforce, this process to establish a 
credentialing system is not formally linked to any activities or decisions undertaken by Medicare; 

 That the credentialing system will operate in Australia. 
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About this report 
 

Terminology 
In this report, the term lived experience refers collectively to individuals who have experienced, or are 
currently experiencing an eating disorder as well as their family members and supports. If the 
perspectives within this group differs, i.e. between those with a direct lived experience of an eating 
disorder and their family members and supports, it will be noted by naming the population clearly and 
independently.  
 
We use the term professionals to include both clinicians, and non-clinical professional stakeholders. 
Again, when relevant, each group and discipline will be clearly named to highlight unique perspectives. 
 

Presentation of data 
Please note that the percentages in all tables, figures and text throughout the report are rounded to one 
decimal place and may not necessarily total 100%. Not all respondents answered all questions in the 
survey, including basic demographic questions asked of interview, focus group and workshop 
participants; the data presented for each question are for those who responded. 
 

Scope 
This report outlines what NEDC heard from more than 650 stakeholders across six months. It does not set 
out everything we heard, but summarises the main issues raised by both people with a lived experience 
(including family members and supports) and professionals across Australia, and will support the 
development of the credentialing system moving forward. Anyone interested in additional information on 
our consultation process may contact NEDC at info@nedc.com.au.  

  

mailto:info@nedc.com.au
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The Consultation Process 
 
This report details and synthesises the findings of four phases of a nationwide consultation process that 
will inform the establishment of a credentialing system in Australia: 
 

 Phase 1: In-depth interviews and focus groups 

 Phase 2: Public workshop 

 Phase 3: National survey 

 Phase 4: Focus groups 
 
Led by NEDC, these consultation processes followed a phased and iterative approach to ensure maximum 
reach and participation across Australia for people with a lived experience of eating disorders, their 
families and supports, health professionals, researchers, health sector organisations, mental health and 
eating disorder organisations and professionals working within these contexts.  
 
The purpose of these consultations was to elicit broad and rich stakeholder feedback to inform system 
design. This section provides an outline of the different phases of the consultation process.  
 
As shown in Figure 2, data collection and analysis followed an iterative process, that is, each consultation 
phase informed and shaped the next. The key findings from each phase have been synthesised to identify 
a core set of themes arising from the consultations. Salient quantitative data from the Workshop (Phase 
2) and National Survey (Phase 3) are also presented.  
 
Figure 2. Consultation phases  
 

 

Phase 1: In-depth Interviews and Focus Groups 
This phase aimed to understand lived experience and clinician needs and expectations of a credentialing 
system, in order to inform subsequent consultations and initial system development. NEDC engaged Yoke 
Creative Agency to conduct the initial phase of consultation. Yoke conducted 19 in-depth interviews and 
two focus groups with individuals with a lived experience (including families and supports), healthcare 
professionals, and professionals from eating disorder and government organisations. Qualitative data 
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from interviews and focus groups was used inform subsequent consultation and has been incorporated 
into the synthesis of key themes.  
 

Phase 2: Public Workshop 
Phase 2 aimed to capture an understanding of the strengths and risks of introducing a credentialing 
system for the treatment of eating disorders in Australia. A 70 minute workshop was held on 28 February 
2020, aligned with the proceedings of the NEDC Members’ Meeting in Melbourne, Victoria. Anyone with 
an interest in a credentialing system for eating disorders was invited to participate with an open 
invitation being circulated through NEDC and ANZAED professional networks. One hundred and three 
individuals attended the workshop where participants were split into 12 groups. Using the nominal group 
technique (Allen et al., 2004), participants identified potential strengths and risks of introducing a 
credentialing system for eating disorders, voted for what strengths and/or risks were most important to 
them when setting up a credentialing system, and discussed the reasons for their preferences. Nominal 
group technique was selected as a mixed-methods strategy for identifying relative attributes and relative 
ranking of importance. This method generates both quantitative estimates (rank ordering) combined with 
a qualitative approach to weigh priorities among stakeholders. Equal influence was given to all who 
participated.  
 

Phase 3: National Survey 
Building on the findings of Phases 1 and 2, Phase 3 aimed to: 

- seek more far-reaching feedback from people within the eating disorders and mental health 
sectors; 

- develop an understanding of, and the relative importance of, the strengths and risks of 
introducing a credentialing system – building on from the workshop (Phase 2) with a larger and 
broader sample; 

- understand the barriers and enablers for different populations to introducing a credentialing 
system; 

- seek feedback regarding potential criteria for credentialing clinicians.  
 

To achieve these aims, an online National Survey was generated and distributed. Multiple recruitment 
strategies were used to encourage a diverse cross-section of individuals to complete the survey. Health 
professionals were invited through professional organisations, professional networks of the NEDC team 
and Steering Committee members while people with a lived experience were invited through the NEDC 
and ANZAED network as well as lived experience organisations.  
 
The survey was available from 20 April to 11 May 2020. The uptake of the survey was monitored and 
additional targeted communications were made with groups that had an initial low uptake of the survey, 
including individuals in Tasmania and the Northern Territory, Exercise Physiologists and Peer Mentors. 
 
There were two versions of the survey: one for individuals with a professional interest in the field of 
eating disorders (e.g. clinicians, professionals from health and government organisations) and another for 
individuals with a personal interest in the field (e.g. people with a lived experience including family 
members and supports). The two surveys were circulated together and individuals were invited to 
complete whichever survey best represented their interests in credentialing, and were able to take both 
surveys if desired. Survey data included: demographic profiles, perspectives on the strengths and risks of 
a credentialing system, the importance of potential criteria for credentialing clinicians, practicalities of 
credentialing (e.g. cost, utility, potential uptake). Quantitative data were analysed using descriptive 
statistics and rankings were determined using weighted means. We received 609 completed surveys with 
22 individuals indicating they had completed both surveys. For additional information on who completed 
the survey, please refer to Table A.4 in the appendix. 
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Phase 4: Focus Groups 
Phase 4 aimed to develop and enhance the primarily quantitative data gained from Phase 3 using 
qualitative research methods to gain an in-depth understanding of the perspectives of different 
stakeholders on: 

- key criteria required for credentialing clinicians; 
- strategies to assist varying populations in using this system; 
- potential barriers for people with lived experience and clinicians in adopting this system and ways 

to overcome these; 
- the role of credentialing across different healthcare contexts. 

 
The initial plan was to run a series of face-to-face workshops in different geographical locations, however, 
as a result of the impacts of the COVID-19 pandemic on the ability for people to travel and gather 
together, this needed to be adapted rapidly. In order to achieve the aforementioned aims, we elected to 
run a series of online focus groups as this allowed for greater participation from varied geographic 
locations as well as gathering depth and breadth of perspectives.   
 
Potential participants were identified through NEDC networks (NEDC members, colleagues and 
collaborators could suggest potential participants) and individuals who self-identified themselves as 
interested when participating in the National Survey. Participants were invited directly by e-mail or phone 
by the Research Lead, NEDC. Purposive sampling was used, whereby participants were selected to include 
diverse demographic characteristics (e.g. age, gender, geographic location, stakeholder type) and, if 
applicable, professional characteristics (e.g. discipline, work setting, years of experience). 
 
Nine groups with 64 participants in total were run and were categorised by demographic and professional 
characteristics to facilitate discussion. These groups were:  

 people with lived experience (including family members and supports) living in in metropolitan 
areas; 

 people with lived experience (including family members and supports) living in in regional, rural 
or remote areas; 

 clinicians working in regional, rural or remote areas; 

 general practitioners; 

 psychiatrists; 

 clinicians working in private practice; 

 early-career clinicians; 

 service leaders and business owners in the public and private sector; and 

 NEDC Steering Committee members and ANZAED Executive members. 
 
The two-hour focus groups were conducted online, via Zoom and were moderated by the Research Lead 
and National Manager of the NEDC. Discussion areas included: strategies to help people adopt this 
system; key elements required for credentialing clinicians; potential barriers for treatment seekers and 
clinicians in adopting this system and ways to overcome these; the role of credentialing across different 
contexts; and useful information and tools to include on the credentialing website. Each group was audio 
recorded and transcribed. 
 
Thematic analysis was used to analyse the data (Braun & Clarke, 2006). Preliminary concepts were 
inductively identified while reading the transcripts. Similar codes were grouped into themes and 
subthemes. The final themes and subthemes were reviewed, discussed and revised by the team until 
agreement was reached. The transcripts were reviewed line-by-line and codes were assigned to each 
segment using HyperRESEARCH software. This data was synthesised with qualitative data from Phases 1 
to 3 and is presented as a core set of themes with respective subthemes.   
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Profile of Participants 
 
NEDC heard from more than 650 people throughout 
our consultation process. Table 1 provides the profile 
of stakeholders that participated in the consultation 
process. Approximately one third of people consulted 
had lived experience or were a family member or 
support person of someone with lived experience. Of 
those, 64 percent had a direct lived experience while 36 
percent indicated they were a carer, family member or 
support person.  
 
We also heard from a wide range of professionals. 
Eighty-three percent of professionals indicated they 
worked clinically with people living with eating 
disorders, while eight percent worked in the healthcare 
system in a non-clinical role, six percent identified as a 
researchers and two percent worked for non-
government or consumer-representative organisations. 
 
Participants came from all states and territories (as shown in Figure 3) with 71 percent of participants 
residing in (or working in an organisation that was based in) a metropolitan area. There was significant 
representation from regional, rural and remote areas comprising 19, 8 and 1 percent of participants 
respectively. A comparison of our total sample distribution by state/territory with the population 
distribution of Australia (Australian Bureau of Statistics, 2018) is available in the appendix. 
 
A summary of characteristics of stakeholders who participated in Phases 2 to 4 of the consultation 
process is available in the appendix. Demographic data was not formally collected in Phase 1. 
 
Participants were able, and in fact encouraged, to contribute to multiple phases of the consultation 
process as each phase examined new concepts.  For example, some participants attended the workshop 
and completed the survey. A total of 786 individual consultations were completed with at least 650 
individual stakeholders. As all demographic and survey data collected was de-identified, we are unable 
identify the data for those that participated in multiple phases, thus the collective data is for the number 
of individual consultations rather than individual stakeholders. 
 
  

Figure 3. Percentage of participants by state/territory 
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Table 1. Demographic characteristics of stakeholders 
 

Characteristic 
Lived experience 

n= 257a 
Professionals 

n=529 
Total 

Nb=786 

Gender n % n % n % 

      Male 9 3.6 49 9.5 58 7.6 

      Female 239 95.2 466 90.3 705 91.9 

      Non-binary 3 1.2 1 0.2 4 0.5 

Age   

 

    
      <18 5 2 0 0 5 0.7 

      18-25 48 19.2 9 1.7 57 7.4 

      26-35 64 25.6 169 32.8 233 30.4 

      36-45 29 11.6 137 26.6 166 21.7 

      46-55 67 26.8 122 23.6 189 24.7 

      56-65 29 11.6 67 13 96 12.5 

      66+ 8 3.2 12 2.3 20 2.6 

Location   

 

    
      ACT 5 2 19 3.8 24 3.2 

      NSW 80 31.9 121 24.2 201 26.8 

      NT 1 0.4 3 0.6 4 0.5 

      QLD 26 10.4 74 14.8 100 13.3 

      SA 19 7.6 35 7 54 7.2 

      TAS 4 1.6 17 3.4 21 2.8 

      VIC 81 32.3 183 36.6 264 35.2 

      WA 28 11.2 48 9.6 76 10.1 

      International 7 2.8 0 0 7 0.9 

Geographical setting  

 

    
      Metropolitan 192 74.7 368 69.6 560 71.2 

      Regional 44 17.1 109 20.6 153 19.5 

      Rural 21 8.2 43 8.1 64 8.1 

      Remote 0 0 9 1.7 9 1.1 

Stakeholder description  

 

    
      Direct lived experience 157 63.6 0 0 157 20.6 

      Family member/support/carer 90 36.4 0 0 90 11.8 

      Clinician 0 0 429 83.1 429 56.2 

      Non-clinical role in healthcare 0 0 40 7.8 40 5.2 

      Researcher 0 0 31 6 31 4.1 

      Role in eating disorder organisationc 0 0 11 2.1 11 1.4 

      Other (e.g. student) 0 0 5 1 5 0.7 

 
Note: aIn this report, ’n’ represents the number of consultations in a particular subgroup for which data was collected. For 
example, there were 257 

consultations with people with a lived experience.  
bIn this report, ‘N’ represents the total number of completed consultations for which data was collected.  
cFor example, NGO 
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Key Findings 
Quantitative Findings 

Strengths and risks of introducing a credentialing system 
Table 2 displays the 12 most important strengths and risks of introducing a credentialing system for 

eating disorder treatment that were generated by and voted on by all participants at the Public Workshop 

(Phase 2). This list was carried over into the National Survey (Phase 3), where participants where then 

asked to prioritise the strengths and risks, in respect of what was most important to them. Table 2 details 

the priority rankings (based on weighted means) of the potential strengths and risks of introducing a 

credentialing system as ranked by those with a lived experience (including family members and supports) 

and by professionals in the field (working clinically and non-clinically). 

Lower scores indicate a higher priority, i.e. a priority ranking of ‘1’ indicates that this is ‘most important’ 

to this group.  

Overall, both people with lived experience and professionals held similar priorities regarding the 

strengths and risks of introducing a credentialing system.  Both groups shared the top four priorities 

which were all strengths of introducing a credentialing system centred on improving access to and quality 

of care. Both people with lived experience and professionals felt positively about introducing a 

credentialing system, with both groups prioritising all strengths above the listed risks, with the risks 

receiving the lowest priority ratings. 

Table 2. Priority rankings for strengths and risks of introducing a credentialing system 

 

“A credentialing system for eating disorders may…. 
Strength or 

risk 

Priority ranking  

Lived experience Professional 

…increase the chance of a positive first contact when a consumer is 
initially seeking treatment” 

Strength 1 4 

…provide quality assurance for consumers, ensuring their clinician(s) have 
met appropriate standards of training and practice for EDs, leading to 
better outcomes” 

Strength 2 1 

…improve the referral pathways by creating an accessible database for 
consumers and referrers to find ED clinicians” 

Strength 3 3 

…increase the consistency of practice standards between clinicians and 
help guide clinicians to necessary skills needed to treat EDs” 

Strength 4 2 

…increase confidence and trust in clinicians—for both consumers and 
referrers” 

Strength 5 5 

…improve access to care, increasing the number of clinicians working in 
EDs” 

Strength 6 8 

…keep consumers safer“ Strength 7 6 

…increase the opportunities for training, up-skilling, and workforce 
development in EDs” 

Strength 8 7 

…not capture how ‘good’ the service is, or guarantee the ‘best’ clinician” Risk 9 10 

…create a barrier to service, especially in regional and remote areas  Risk 10 9 

..undo efforts to make EDs ‘core business’, making other clinicians feel 
they don’t need to treat EDs” 

Risk 11 11 

…be a burden to clinicians (e.g., cost, time), to get and then maintain the 
credential” 

Risk 12 12 
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Criteria for credentialing a professional 

In the National Survey, participants were asked to rank potential criteria in order for professionals to be 

credentialed, on a scale of 1 to 9 where 1 to 3 indicated “limited importance”, 4 to 6 indicated 

“important, but not critical” and 6 to 9 indicated “of critical importance”. Table 3 details, for both people 

with lived experience and professionals separately, the overall rank as determined by the weighted mean 

as well as the number and percentage of participants that deemed this criteria critically important.  

Again, people with a lived experience and professionals were predominantly aligned in their perspectives 

regarding the importance of criteria. Introductory level training in eating disorders was ranked as the 

most important by both groups and considered critically important by 98 and 96 percent of people with 

lived experience and professionals respectively. Training in at least one evidence-based or best practice 

model was considered the second most important criterion and was rated as critically important by 90 

percent of people with lived experience and 94 percent of professionals. Clinical supervision, professional 

registration and ongoing professional development were also rated as highly by both groups and were 

considered critically important by 72 to 78 percent of participants. The remaining criteria (years of 

experience treating eating disorders; years of experience in profession; and a letter of recommendation) 

were considered less important with only 12 to 27 percent of participants considering these critically 

important criteria in order to be credentialed.  

Table 3. Ranking of potential credentialing criteria by importance 

Criterion 

Lived experience d Professional 

Overall 

rank 

Weighted 

mean (SD)  

ncritical 

importance (%) 
 

Overall 

rank 

Weighted 

mean (SD)  

ncritical 

importance (%) 

Introductory level training in eating 

disorders and the core competencies for 

eating disorders 

1 8.7 (0.7) 133 (97.8)  1 8.4 (0.9) 106 (96.4) 

Training in at least one evidence-based 

treatment model (for mental health 

professionals) or best practice model (for 

dietitians) 

2 8.1 (1.3) 122 (89.7)  2 8.3 (1.2) 103 (93.6) 

Ongoing eating disorder specific 

professional development 
3 7.6 (1.3) 106 (77.9)  5 7.2 (1.5) 84 (76.4) 

Regular clinical supervision  4 7.4 (1.6) 101 (74.3)  3 7.6 (1.6) 87 (79.1) 

Registration with a professional body 5 7.3 (1.8) 98 (72.1)  4 7.5 (2.2) 83 (75.5) 

Years of experience treating eating 

disorders 
6 5.2 (1.7) 31 (22.8)  6 4.7 (1.9) 20 (18.2) 

A recommendation letter from a 

professional peer who is experienced in 

the field of eating disorders, and familiar 

with the clinician's work in this field 

7 4.7 (2.3) 37 (27.2)  8 3.5 (2.2) 13 (11.8) 

Years of experience in their profession  8 4.4 (1.9) 17 (12.5)  7 4.1 (2.0) 14 (12.7) 
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Financial cost 
In the National Survey, clinicians who would be eligible to apply to be credentialed (i.e. allied mental 

health professionals and dietitians) were asked how much they would be willing to pay as a one-off cost 

for the credential and as an annual maintenance cost. These figures are outlined in Table 4. Clinicians 

were also asked if they would be willing to pay more if this fee included reduced-cost continuing 

professional development (CPD).  

There was a wide range of responses with individuals reporting they would not pay anything, to others 

saying they would pay $2000 for a one-off initial fee. Almost 40 percent of clinicians said they would pay 

$100 or less for an initial fee and $50 or less for an annual maintenance fee. Almost half of the clinicians 

said they were willing to pay more if the amount included reduced-cost CPD, and a third would consider 

this.  

The rationale for clinicians’ responses as well as their perspectives on different potential fee schemes are 

described later in this report (See section: Encouraging flexible costs). 

Table 4.  

   

Maximum one-off cost willing to pay ($) n % 

      0-100 81 38.6 

      101-200 38 18.1 

      201-300 36 17.1 

      301-400 9 4.3 

      >400 46 21.9 

Maximum annual maintenance cost willing to pay ($)   

      0-50 95 40.6 

      51-100 62 26.5 

      101-150 18 7.7 

      151-200 23 9.8 

      >200 36 15.4 

Willingness to pay more than amount above if credentialing included reduced-cost CPD?  

      Yes 114 46.4 

      No 39 15.9 

      Not sure 93 37.8 

 

Uptake  

In the National Survey, people with lived experience were asked whether, if a credentialing website listing 

credentialed eating disorder professionals existed, they would use it to find a clinician for eating disorders 

treatment: 

 49 percent of people with lived experience reported they would use it now; 

 46 percent of people with lived experience reported they don’t need it now, but would have used 

it in the past; 

 Only 5 percent of people with lived experience said they wouldn’t use this system. 
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Similarly, allied mental health professionals and dietitians were asked their likelihood of applying for the 

credential: 

 71 percent of allied mental health professionals and dietitians indicated they were very likely (45 

percent) or likely (27 percent) to apply for the credential; 

 21 percent indicated they were not sure at this time; 

 8 percent indicated they were unlikely to apply for the credential. 
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Qualitative Findings 

 

Key Themes 
As detailed previously in this report, qualitative data was collected across Phases 1 to 4 and analysed 

using thematic analysis. The following themes represent a synthesis of the core findings identified from 

Phases 1 to 4. Seven themes were identified:  

 protecting individuals with lived experience; 

 lived experience empowerment; 

 enhancing professional care; 

 safeguarding clinician equity; 

 balancing safety, accessibility and expertise; 

 leveraging partnerships; 

 navigating risks. 
 
These themes, along with respective sub-themes are described below. Additional illustrative quotations 
to support each theme are provided in Table A.10 in the appendix.  
 

Protecting individuals with lived experience 

Enhancing quality of care 

Professionals and people with lived experience articulated the importance of a positive initial contact 

with a skilled clinician. Professionals raised concerns over clients previously seeing multiple clinicians who 

had not provided adequate treatment, or had not understood eating disorder complexities. People with a 

lived experience expressed frustration and exhaustion over repeated dismissal of eating disorder 

symptoms and needing to educate professionals on eating disorders. They believed credentialing would 

increase the chance of a positive initial contact and increase people living with eating disorders’ and their 

families’ confidence in their treating clinician.  

 

Increasing efficiency of treatment engagement 

Participants expressed that a credentialing system would facilitate easier and more timely identification 

of clinicians with specific training and knowledge in treating eating disorders. This would be particularly 

useful for individuals with lived experience seeking clinicians themselves, and general practitioners 

making referrals. Some communicated this would help reduce time and money spent for treatment 

seekers in finding appropriate evidence-based treatments. Family members highlighted that as families 

were often already overwhelmed by needing to learn everything about the disorder and the treatment 

process, a simplification process like credentialing was necessary. Some people with lived experience and 

professionals suggested the use of an explicit symbol or logo for easy identification of credentialed 

professionals.  

“So much time is wasted knocking on the wrong doors when you have to spend six hours or eight hours round 

trip going to find a so-called clinician only to be given a six-month waiting list or ‘no, that’s not really our 

area.’”(Family member, rural/regional area) 
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Reducing harm  

Participants underscored the importance of credentialing in enhancing the safety of people receiving 

treatment through setting a “minimum standard”. The potential risks of improperly trained clinicians 

were detailed including: clinicians not recognising situations as life-threatening – serving to validate an 

unwell person’s view that they don’t have a problem; clients disengaging from treatment after a negative 

experience; clients’ medical deterioration; clients remaining unwell longer than necessary; clinicians 

reinforcing eating disordered beliefs and others. Some with 

direct lived experience felt the likelihood of harm was 

higher with dietitians lacking training and experience in 

eating disorders than with mental health professionals 

lacking training and experience. 

 

Professionals raised concerns that some clinicians 

currently undertake clients with eating disorders despite 

being inadequately trained to provide evidence-based 

treatments. Some felt that they did not receive adequate training in treating eating disorders during their 

formal training program. Both professionals and people with a lived experience advocated for the need to 

educate treatment seekers on the importance of working with a clinician with appropriate skills and 

training. 

Lived experience empowerment  

Identifying preferred providers 

Having the ability to choose trusted providers themselves through the credentialing website was felt by 

people with a lived experience to give treatment seekers a sense of control and empowerment. They 

stressed the need for the clinician filtration options on the site to include practical characteristics (e.g. 

location, telehealth provider status, Medicare status), demographic characteristics (e.g. gender, 

languages spoken, LGBTQIA+ friendly) and clinical characteristics (diagnosis and co-morbidities treated, 

sports expertise status, treatment model, discipline, HAES-aligned). Having these choices available was 

considered to not only assist in ease of navigation, but more importantly, increase people’s motivation to 

initiate treatment if they know their clinician’s characteristics align with their needs.  

 

 

 

Centralising resources 

Participants with lived experience expressed feeling overwhelmed and confused when navigating the 

information available regarding different treatment options and the system of care for eating disorders. 

They desired a “one-stop-shop” for resources and welcomed the idea of a resources section on the 

credentialing website. Information regarding available services, how to access services and cost of 

services was considered particularly beneficial. Some family members and supports emphasised the need 

to include psychoeducational resources targeted to providing support for others and oneself and/or links 

to external support networks. Some lived experience participants suggested including lived experience 

recovery testimonials to promote hope and normalise the experience of seeking treatment. 

“It's about recognising that if someone 

is credentialed then they meet a 

minimum safety standard for being able 

to provide treatment and I think that is 

the most important.” (Psychologist, private 

practice, metropolitan area) 

“For a young person, it’s important that they have that sense of control, because everything else is spiralling…  

So, little ways of creating elements of control and sense of things that aren’t muddled for them is so important.” 
(Family member, metropolitan area) 



 

20 
 

General practitioners also considered the resources section of the credentialing website beneficial and 

noted that they would be able to use this in appointments with families to direct them to one place on 

the internet for trusted resources on treatment.  

Enhancing professional care   

Ensuring treatment standards 

Professionals felt that credentialing would increase the consistency of care and provide a level of quality 

assurance. They felt this would increase their confidence in recommending other clinicians in the field. 

Undertaking introductory training, participating in regular supervision, being registered with a 

professional body (e.g. AHPRA or DAA) and ongoing professional development specific to eating disorders 

were considered essential criteria by most clinicians for meeting a consistent, minimum standard.  

Professionals held differing views on the inclusion of training in an evidence-based treatment model or 

best practice model as a criterion in order to be credentialed. While clinicians unanimously valued 

evidence-based practice, some felt that evidence-based treatment models could be learned through 

regular, high quality supervision rather than a training course. Others held reservations since there was 

no guarantee that the model for which the clinician attended a training course is the one that they use in 

practice. Many clinicians, however did consider attending a training course essential.   

Promoting workforce development 

A credential was viewed by some professionals to be an excellent motivator 

to drive ongoing training and participation in supervision, which were seen 

as integral for upskilling the treatment workforce in eating disorder-specific 

skills. Some professionals assumed that there would be an increased 

availability of continuing professional development opportunities in parallel 

with the credentialing system rollout. These professionals, who were 

predominantly early in their career, were excited to pursue additional 

training in line with credentialing requirements and felt that this would 

increase their confidence to work in the field. 

Supporting common knowledge 

Professionals agreed that a core baseline training in eating disorders and understanding of core 

competencies was crucial to ensure safe, effective treatments for people living with eating disorders. 

Psychiatrists stressed the importance of this training including skills of managing medical safety and 

recognising risk. Some professionals had concerns about how introductory core training would be defined  

to meet the needs of a diverse workforce and argued that it was necessary but not sufficient, to 

credential a clinician; that introductory training needed to be paired with additional criteria such as 

further training, internships, supervision and professional registration. Some professionals suggested the 

need to tailor core training by profession, while others advocated for establishing a list of suitable 

introductory training options (e.g. through NEDC, ANZAED, InsideOut, CEED) highlighting criteria required 

for training.  

Other professionals raised additional criteria that they felt should be included for all professions in order 

to meet a minimum standard in eating disorder treatment, including evidence of training in Health at 

Every Size or Fat Positive approaches and the ability to diagnose an eating disorder. 

Highlighting unmet needs 

The burden of distance was felt by regional, rural and remote participants with lived experience who 

expressed a lack of treatment options, support for, and understanding of eating disorders, in their own 

“Credentialing has the 

potential to upskill a 

whole range of 

generalists and specialists 

in effective care for 

eating disorders.”  
(Dietitian, service leader, 

metropolitan area) 
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area and had to travel large distances to metropolitan areas for treatment. Such participants, along with 

professionals, noted that the credentialing system may assist in generating data about existing service 

gaps for people living with eating disorders, especially for those in regional, rural and remote areas. For 

example, if one is searching for a credentialed dietitian in a particular area, and no one is available, this 

may serve to help recognise the lack of available services in the area and thus initiate and promote 

specific eating disorders training for dietitians in this region or facilitate access to telehealth.  

Safeguarding clinician equity 

Requiring accessible development opportunities 

Professionals articulated the need for adequate availability of, and access to, training and supervision, 

regardless of profession, location or setting in order for credentialing to be effective as a national system. 

Concerns were raised over the lack of access to experienced supervisors, training and support in the field 

of eating disorders. These concerns were amplified for regional, rural and remote clinicians who faced 

additional financial and practical barriers when needing to travel to metropolitan areas for training. Some 

dietitians also felt there was a lack of available supervisors and that supervision was not highly valued 

across their profession as it was in mental health disciplines.  

The cost of training and supervision was perceived to be a barrier for many professionals who may want 

to be credentialed, in particular those with a smaller eating disorder client load or those working part 

time. Some professionals proposed peer supervision and group supervision as potential solutions to cost 

barriers, however some senior clinicians were concerned about the regulation and varying quality of peer 

supervision. Flexible online webinars, online supervision and online training completed in one’s own time 

were suggested to overcome practical barriers and/or minimise costs and were welcomed 

enthusiastically by many professionals. Others took the view that online modalities could not substitute 

in-person interactions and suggested that online may be suitable for introductory modules and 

supervision, but model training is best delivered-face-to-face.  

Encouraging flexible costs 

Some professionals stated that credentialing costs “could be a deterrent for people going for the 

credential”, since professionals already had to pay for registration (e.g. AHPRA, DAA, AASW), professional 

memberships (e.g. APS, ANZAED), supervision, training and travel costs.  

Some professionals advocated for: fee offsets with membership affiliations (i.e. ANZAED); fee reductions 

particularly for rural areas; sliding scales (based on income, percentage of eating disorder caseload, 

clinician eligibility for Medicare rebates, or clinical hours per week), or; travel bursaries for training 

attendance. Some felt high credentialing fees were justified only if incentives like access to professional 

development resources were included. Others stated they were content with an initial higher cost to 

apply for the credential, but would expect lower subsequent annual costs. Some expressed that there 

was a need to balance accessibility of costs, with a certain cost level to ensure that “only people who 

[were] serious” applied. A minority of clinicians were concerned that credentialing costs would be 

inadvertently passed on to people receiving treatment. 

“It’s not just the cost, it’s the time and how that impacts on every other facet of life as well that is absolutely a 

barrier… We can’t compromise quality because of distance, and so how can we make it accessible? As much as 

video conferencing has come a long way… it’s not the same as what you get out of an in-person education 

session or training.” (Mental health nurse, rural/regional area) 
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Desiring workplace support 

Clinicians, in particular those working in public health, conveyed the 

importance of supportive workplace factors to enable and 

encourage them to work towards and maintain a credential. These 

included ensuring adequate, flexible access to training and 

supervision such as having low-cost, reimbursed, or paid-leave for 

attending training and supervision within their workplace. Some 

psychiatrists suggested that workplaces could take initiative to 

organise peer and supervision groups. Fundamentally, several 

professionals expressed that support from senior management was 

imperative to enact systemic change, to push eating disorder 

training as core training for both generalist clinicians and those 

wanting to work more intensively with clients with eating disorders.   

Balancing safety, accessibility, and expertise 

Determining appropriate standards 

Professionals held concerns about the level at which the criteria in order to be credentialed would be set. 

Some, and in particular clinicians in regional, rural and remote areas (as well as metropolitan clinicians 

working collaboratively with these non-metropolitan clinicians) were concerned that if the criteria were 

too stringent they would discourage new clinicians from learning about eating disorders and credentialing 

could become a “meaningless process” that only recognises those with existing skills. They felt the 

emphasis should be on promoting access and growing the workforce while maintaining a safe standard. 

Others, were concerned that setting the criteria too loosely would result in people who “aren’t properly 

qualified” receiving a credential, potentially undermining the aims of the credentialing system.  

Questioning legitimacy and practicality 

Some professionals raised concerns about the validity and practicality of potential credentialing criteria 

and how criteria would be assessed. Such professionals queried processes related to: assessing proof of 

experience; recency of practice; recency of training; equivalency and consistency of different training 

courses; and quality of supervision. Some participants suggested having an exam and tests as possible 

benchmarks. 

How prior training and experience would be taken into account was a concern for more senior clinicians 

who queried if they would have to invest additional time and money into credential-required training 

when they perceived themselves to meet requirements.   

Some professionals advocated for different criteria across professions to recognise varied skills and 

experience across disciplines and contexts. Professionals generally agreed that while some criteria should 

be non-negotiable in order to receive a credential (e.g. professional registration, introductory training in 

eating disorders), additional criteria could be combined in a “points-based model” where they could 

demonstrate their training, skills and experience through multiple possible combinations to accumulate a 

minimum number of points. 

“So, if you are supported by 

senior management with 

that, then it works but I 

think the challenge is if the 

management don’t support 

you, it's an uphill struggle.” 

(Mental health nurse, service 

leader, metropolitan area) 

“It’s either you’re going to have it a bit too tight, and you’re going to leave some skilled clinicians out, or you 

loosen it up and you get some people that aren’t properly qualified and they’ll end up calling themselves 

credentialed.” (Psychologist, service leader, metropolitan area) 
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Addressing inter-discipline diversity 

Professionals raised issues regarding the significant variation between disciplines in training and 

supervision. Some psychiatrists and psychologists were reluctant for all allied mental health professionals 

and dietitians to be given the one credential. Such professionals felt having a singular credential does not 

acknowledge core differences in training and supervision requirements between disciplines and may be 

misleading to the public. Others, in particular general practitioners, noted that differences in inter-

profession Medicare rebate eligibility (and amount) was problematic for people seeking treatment and 

needed to be clearly stated on the clinician’s profile on the credentialing website. 

Encouraging workforce growth 

Some senior clinicians, service leaders, and early career clinicians expressed that credentialing could be 

beneficial in attracting clinicians to the area by clarifying clinician pathways from university. The 

establishment of a “provisional”, “tiered” or “internship” credential pathway was suggested to encourage 

early career clinicians to the field, or experienced generalist clinicians to upskill in eating disorders. This 

“provisional pathway” was endorsed by some people with lived experience who emphasised growing the 

workforce and likened this experience to seeing a medical registrar. Such participants emphasised the 

need for transparency regarding the provisional credential status. Other people with lived experience 

were more cautious and didn’t want their “child to be a guinea pig for anyone who’s not experienced” 

unless it was evident they were being supervised by a qualified clinician.  

Service leaders and employers discussed that having a credential was not likely to be a mandatory 

requirement to be employed. One service leader stated that while they would employ someone without a 

credential, a credential would be a “positive, advanced scanning” for employing experienced and 

interested clinicians into their service. 

Understanding sector-specific needs 

A credentialing system was viewed as most beneficial to the private sector and participants held varying 

opinions on its feasibility in the public sector. Some clinicians working in public health saw limited value in 

a credentialing system as their clients are unable to choose their treating clinician, and they are unable to 

choose their clients or their colleagues (i.e. they may be placed with clinicians lacking skills in treating 

eating disorders). However, others in the public sector felt strongly that credentialing was in fact more 

important for the public sector, as it would highlight skill deficits, encourage eating disorder training, and 

is needed to “stop flicking our patients off to private”, since one of the functions of the public system is to 

provide treatment for people who cannot afford private services.  

Some public health clinicians with a large eating disorder client load felt supported to access eating 

disorder-specific training. Many professionals, however, felt there was inadequate support and training in 

public settings if a clinician only had a small eating disorder caseload. Professionals also noted that time 

invested for training was more costly to private sector clinicians who are working in non-salaried roles 

and therefore don’t have paid leave.  

Some public sector clinicians expressed that the success of credentialing was dependent on the type of 

public health service, and funding available. It was suggested that the public sector could have 

credentialing of services, while the private sector could have credentialing of individual treatment 

providers.   
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Leveraging partnerships   

Driven by lived experience 

Participants with lived experience and professionals alike 

emphasised the importance of continuing the “lived experience 

first ethos” that has directed the credentialing project to date, 

through the marketing phase, and promoting this to treatment 

seekers to facilitate uptake of the service.   

Some family members and supports felt that a credentialing 

system driven by lived experience provided emotional safety and 

confidence to treatment seekers. One person with lived 

experience identified that incorporating lived experience voice 

conveyed that the system was not “tokenistic”, and that it formalised a collaborative partnership 

between clinicians and people seeking and receiving treatment. A ‘badge’ or ‘symbol’ was suggested that 

represented the credential, incorporating this formalised partnership such that treatment seekers could 

instantly recognise the lived experience involvement in the project, conveying the feeling of safety, 

similar to “when you go to a clinic and you see the rainbow triangle and you know that it’s LGBTQ safe”. 

Promotion through carer support groups was suggested as an effective way to drive uptake of the service 

for family members and supports, while younger people with lived experience, and some professionals, 

advocated for the use of lived experience stories on social media sites to increase awareness and 

promote uptake. 

Top-down support 

Clinicians working in the public sector and for businesses or organisations in the private sector advocated 

for a systemic approach to adopting a credentialing system, supported and endorsed by government, 

national professional bodies and organisations (e.g. APS, DAA, AASW), and their workplaces. Such 

individuals felt support from their workplaces (e.g. paid leave for training, provision of supervision) was 

vital to make a credentialing system valued and successful, especially in the public sector. Adoption of 

credentialing for individuals in these settings was seen, by some, as futile without the endorsement and 

support of the organisation.  

People with lived experience also advocated for working closely with professional bodies and 

organisations to increase the utility of the credentialing system. These participants suggested embedding 

clinicians’ credentialing status into pre-existing public clinician databases as well as partnering with state 

and national eating disorder and mental health organisations for a targeted social media campaign to 

promote the credentialing service.   

Fostering connections 

Participants emphasised the importance of promoting the benefits of credentialing through established 

networks (e.g. NEDC, ANZAED), advocates and leaders within the eating disorder field. Some felt that this 

was required in order to grow the field rather than a creating a market-driven approach, i.e. nurturing 

professionals already passionate about working in the eating disorder field. Such participants advocated 

for widespread advertising to “everyone”, tapping into resources of Health Pathways, organisations (e.g. 

Butterfly, ANZAED, headspace, Black Dog, Kids Helpline), PHNs, and general practitioners. Professionals 

and people with lived experience emphasised that education and marketing targeted at general 

practitioners were crucial, since they were often the referrer, while another professional stated PHNs 

were particularly useful for rural/regional clinicians. Some people with lived experience also advocated 

“I think if you really push that lived 

experience component, that this has 

been put together with people with 

lived experience…I think that's what 

makes a difference for a lot of 

people.“  
(Family member, rural/regional area) 
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for partnerships with social media platforms, youth-friendly organisations, and lived experience 

networks. 

Navigating risks  

Dissolving prior gains 

Some professionals questioned whether credentialing clinicians in 

eating disorders would counteract the message that eating disorders 

are ‘core business’. This was of particular concern to some clinicians 

and service leaders in public health. They feared that credentialing 

could “widen the divide” between those who do, and those who 

don’t, treat eating disorders, providing an opportunity for some to 

opt of learning about eating disorders. Other clinicians 

acknowledged this difficulty, but felt it could be overcome through 

careful attention to the language and messages used when 

promoting the credentialing system.  

Acknowledging inherent limitations 

Some professionals and individuals with lived experience understood that credentialing recognises 

training and knowledge and cannot guarantee a “better” clinician. There were concerns that training does 

not necessarily translate into higher quality clinical practice, but an acceptance that the system had to 

“start somewhere” with the ability to expand in the future. However, a minority of participants were 

concerned that clinicians may treat the credential as a “tick a box” exercise just to meet “a minimum 

criteria”, while others expressed there may be Medicare-related financial motivations driving 

credentialing for some professionals. 

Underutilisation of system 

Participants acknowledged that in order for people seeking treatment and referrers to use the 

credentialing system, a minimum “pool” of clinicians, with availability to take on new referrals, would 

need to exist. Some were concerned that not enough clinicians would apply or meet criteria in order for 

the system to function. Credentialing was viewed as unnecessary by a small number of professionals who 

did not want to go through the “trouble of credentialing” since they felt they would already meet the 

credentialing criteria as highly-experienced clinicians, or that they already had referrals from their own 

networks and strong word of mouth. Some rural and early career clinicians felt credentialing may not be 

worth the financial and administrative burden if they only had a small eating disorder caseload.  

Concerns were raised by referrers over the possibility of referring to credentialed clinicians with a lack of 

availability for ongoing appointments. Some psychiatrists flagged that they predominately referred within 

their own network based on experience and trust with clinicians and would value this over a credential. 

Some psychiatrists also expressed that referring to credentialed clinicians was unnecessary if an individual 

already had good rapport with a current clinician and was undertaking good quality treatment. 

Managing co-existing statuses 

As a non-mandatory system, both participants with professional and lived experience were aware of the 

potential for a credentialing system to create tension between credentialed and non-credentialed 

professionals within the field.  

“People need to be skilled… it's 

core to their training… by going 

down the line of a credentialing… 

people can say, ‘I don't work with 

eating disorders, I don’t need to 

focus on that.’” 
(Psychologist, service leader, 

metropolitan area) 
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Participants were concerned about creating an “us vs them” mentality, and for people seeking and 

receiving treatment thinking that credentialed professionals are “better” than those without a credential. 

There were concerns about the consequences of this, in particular for those accessing treatment in 

regional, rural and remote areas if no credentialed clinicians are available. For example, such individuals 

may view their current treating clinician as inadequate and disengage, or individuals may not initiate 

treatment if their only option is a non-credentialed clinician. 

Some people with lived experience expressed they would 

not see non-credentialed clinicians, since they felt they 

were unskilled, and could potentially do harm. 

Professionals were mindful that they’re not “pitching one 

clinician against another” and that some may have chosen 

not to undergo the credentialing process. Psychiatrists 

emphasised their experiences with clinicians they hold in 

high regard who treat the comorbidities and/or primary 

diagnosis (such as a personality disorder) but may not have 

the required experience to be credentialed and noted that 

importance of these clinicians in eating disorder 

treatment. 

Some professionals and individuals with lived experience took the view that seeing a non-credentialed 

professional was not problematic, if the person had good rapport with that clinician, and/or if that 

clinician was being supervised by someone experienced in eating disorders. Some participants advocated 

for the need to communicate to, and reassure, people seeking and receiving treatment that non-

credentialed clinicians did not mean they are unskilled. One dietitian suggested adopting a model similar 

to dietitians, where sports dietitians specifically, were able to express their expertise without tarnishing 

the rest of the field. 

 

  

“If they had to go see just a psychologist 

who didn't have a credential, they might 

feel that they couldn't trust the treatment 

because they weren't credentialed in eating 

disorders, although they could possibly still 

offer them treatment.”  
(Direct lived experience, metropolitan area) 
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Summary of Key Findings 
 

The following section summarises and highlights several significant findings that that have been discussed 

previously in Quantitative Findings and Qualitative Findings. This section outlines widely-held 

perspectives and areas of consensus. Divergent views are discussed earlier in this document.  

 

 The strengths of introducing a credentialing system outweigh the risks according to both people with 

lived experience and professionals.  

People with lived experience and professionals prioritised benefits over the risks of introducing a 

credentialing system including: providing quality assurance for people seeking and receiving treatment; 

increasing the chance of a positive first contact for people seeking treatment; improving pathways and 

access to care; increasing the consistency of practice standards; increasing confidence and trust in 

clinicians; keeping people receiving treatment safer; growing the workforce; and increasing the 

opportunities for training and upskilling for professionals.  Stakeholders acknowledged potential risks of 

introducing a credentialing system, including: credentialing not guaranteeing a ‘better’ clinician; 

decreasing access in regional and remote areas; undoing efforts to make eating disorders ‘core 

business’; and adding a burden to clinicians (e.g. cost, time) in order to maintain the credential.  

 

 People with lived experience and professionals indicated they would use a credentialing system. 

Ninety-five percent of people with lived experience indicated they would use (or would have used in the 

past) the credentialing website to find a credentialed clinician. Over seventy percent of allied health 

professionals and dietitians in the National Survey indicated they would be very likely (45 percent) or 

likely (27 percent) to apply for the credential. 

 

 People with lived experience and professionals were in agreement over which criteria are most 

important to consider when credentialing professionals. 

Introductory level training in eating disorders, training in at least one evidence-based model or best 

practice model, regular clinical supervision, registration with a professional body, and ongoing eating 

disorder specific professional development were all regarded as critically important to credential a 

professional in the treatment of eating disorders. Years of experience in one’s profession, years of 

experience treating eating disorders and a recommendation letter from a professional peer in the field 

who is familiar with the clinician’s work, were not regarded as highly important when credentialing a 

clinician. 

 

 Introductory level training in eating disorders was considered paramount. 

Both professionals and people with lived experience underscored the importance of a core baseline 

training in eating disorders. Professionals held differing views as to what this should contain (e.g. 

medical risk, the ability to diagnose an eating disorder) and whether it would need to be individually 

tailored in delivery by profession.  

 

 Professionals had concerns about the criteria for the credential and how they would be measured.  

Professionals held concerns regarding the validity and practicality of potential credentialing criteria as 

well as the assessment process to measure such criteria. Professionals queried processes related to 

assessing proof and quality of experience, recency of practice; recency of training; equivalency and 

consistency of different training courses; and quality of supervision. 
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 There were a variety of views about the level at which the credentialing criteria should be set. 

Stakeholders acknowledged the tension between increasing access and safeguarding people seeking 

and receiving treatment. While the majority of participants prioritised increasing access to treatment 

for eating disorders across Australia, others felt credentialing clinicians would be ineffective in meeting 

the aim of increasing safety for people undergoing treatment of if the standard were too low.  

 

 Professionals articulated the need for adequate availability of, and access to, training and supervision 

regardless of profession, location or setting in order for a national credentialing system to be 

effective. 

Concerns were raised over the lack of access to training and experienced supervisors in the field of 

eating disorders, particularly for clinicians working in regional, rural and remote areas. Some dietitians 

also felt there was a lack of available supervision by dietitians with experience treating eating disorders.  

 

 Professionals believed high financial costs could be a deterrent for clinicians applying to be 

credentialed. 

The financial cost to apply to be credentialed, along with training and supervision costs were perceived 

to be a barrier for many professionals who may want to be credentialed. This was felt to be a particular 

burden to: regional, rural and remote clinicians; clinicians working part-time; clinicians with a small 

eating disorder client load; and especially clinicians who fell into multiple of the aforementioned 

categories. Some professionals advocated for flexibility and support with costs, for example: fee offsets 

with member affiliations; sliding scales for fees; or travel bursaries for training attendance. 

 

 Promotion of, and support for a credentialing system through organisations will be imperative. 

Stakeholders emphasised the importance of public and private organisations supporting the 

credentialing system in order for it to succeed. Many viewed the credentialing system as something 

which should be embedded within, or at least supported or promoted by, all eating disorder 

organisations or services with allied mental health professionals and dietitians providing eating disorder 

treatment, rather than a siloed system. Professionals working within public services and private 

businesses desired workplace support such as paid leave to access training and access to supervision. 

People with lived experience and professionals reiterated the importance of collaborating with national 

professional bodies and eating disorder organisations (e.g. APS, DAA, AASW, Butterfly) in order to 

promote the credentialing system. Emphasising the lived experience involvement in this project was 

considered paramount to gain trust from people seeking treatment.  

 

 A credentialing website with varied options to filter providers was viewed as empowering for people 

living with eating disorders and their families.  

People with lived experience felt the ability to choose trusted providers themselves through a 

credentialing website with filtration options was empowering. They stressed the need to include 

practical characteristics (e.g. Medicare status), demographic characteristics (e.g. languages spoken) and 

clinical characteristics (e.g. HAES-aligned). They also valued a section on the website dedicated to 

‘resources’ that would explain the often confusing and overwhelming system of care and how to access 

different treatment options. 
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Next steps 
 

This report documents the processes and outcomes of NEDC’s nation-wide consultation with 

stakeholders within and beyond the eating disorders sector regarding the introduction of a credentialing 

system for the treatment of eating disorders in Australia. The findings will be used by NEDC and ANZAED 

to inform ongoing development and delivery of the credentialing system. 

NEDC and ANZAED will commence piloting and implementation of the credentialing system in 2020-21. 

This will involve regular communication with the sector and further opportunities for consultation and 

feedback. For more information and regular updates, go to www.nedc.com.au/credentialing.  

  

http://www.nedc.com.au/credentialing
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Table A.2 Demographic characteristics of workshop participants (Phase 2) 

Characteristic 
Lived experience 

n=15 
Professionals 

n=83 
Total 
n=98 

Gender n % n % n % 

 Male 1 6.7 10 12 11 11.2 

 Female 14 93.3 73 88 87 88.8 

            Other 0 0 0 0 0 0 

Age (years)       

 18-25 0 0 2 2.4 2 2 

 26-35 4 26.7 26 31.3 30 30.6 

 36-45 3 20 2 27.7 26 26.5 

 46-55 4 26.7 16 19.3 20 20.4 

 56-65 2 13.3 15 18.1 17 17.3 

 66+ 2 13.3 1 1.2 3 3.1 

Location        

 ACT 0 0 2 2.4 2 2 

 NSW 0 0 7 8.4 7 7.1 

 NT 1 6.7 1 1.2 2 2 

 TAS 0 0 1 1.2 1 1 

 QLD 1 6.7 11 13.3 12 12.2 

 SA 0 0 1 1.2 1 1 

 VIC 12 80 58 69.9 70 71.4 

 WA 1 6.7 2 2.4 3 3.1 

Geographical setting       

 Metropolitan 10 66.7 66 79.5 76 77.6 

 Regional 3 20 9 10.8 12 12.2 

 Rural 2 13.3 6 7.2 8 8.2 

 Remote 0 0 2 2.4 2 2 

Stakeholder description        

 Direct lived experience 8 53.3 - - 8 8.2 

 Family member/support/carer 7 46.7 - - 7 7.1 

 Clinician - - 54 65.1 54 55.1 

 Non-clinical role in healthcare - - 19 22.9 19 19.4 

 Researcher - - 5 6 5 5.1 

 Other (e.g. student, case manager) - - 5 6 5 5.1 
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Table A.3 Characteristics of workshop participants identifying as clinical professionals (Phase 2) 

Characteristic 
Clinical 

n=73 
Discipline n % 

 Psychologist 32 32.7 

 Dietitian 17 17.3 

 Nurse 11 11.2 
 Social worker 4 4.1 

 General Practitioner 3 3.1 

 Psychiatrist 2 2 

 Occupational therapist 1 1 

 Other (Art therapist, peer mentor, case manager) 3 3.1 

Work setting   

 Private practice 25 25.5 

 Community mental health centre 9 9.2 

 Eating disorder treatment service 9 9.2 
 Hospital setting (psychiatric) 7 7.1 

 General Practitioner clinic 7 7.1 

 Education/teaching environment 3 3.1 

 Primary Health Network 2 2 

 Hospital setting (medical) 1 1 

 Community health centre 1 1 

 Not currently employed 1 1 

 Other (e.g. Headspace, NGO, residential program) 8 8.2 
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Table A.4 Demographic characteristics of all survey participants (Phase 3) 

Characteristic 
Lived experience 

n=223 
Professionals 

n=386 
Total 
n=609 

Gender n % n % n % 

      Male 8 3.6 32 8.3 40 6.6 

      Female 213 95.5 353 91.5 566 92.9 

      Non-binary 2 0.9 1 0.3 3 0.5 

Age       

      <18 5 2.2 0 0 5 0.8 

      18-25 47 21.1 6 1.6 53 8.7 

      26-35 58 26 131  33.9 189 31 

      36-45 25 11.2 100 25.8 125 20.5 

      46-55 58 26 92 23.8 150 24.6 

      56-65 24 10.8 47 12.2 71 11.7 

      66+ 6  2.7 10 2.6 16 2.6) 

Location       

      ACT 5 2.2 17 4.4 22 3.6 

      NSW 75 33.6 100 25.9 175 28.7 

      NT 0 0 2 0.5 2 0.3 

      QLD 26 11.7 72 18.6 98 16.1 

      SA 16 7.2 15 3.9 31 5.1 

      TAS 3 1.3 12 3.1) 15 2.5 

      VIC 66 29.6 110 28.5 176 28.9 

      WA 25 11.2 42 10.9 67 11 

      International 7 3.1 16 4.2 23 3.7 

Geographical setting       

      Metropolitan 169 75.8 277 73.9 446 71 

      Regional 36 16.1 91 24.3 127 20.2 

      Rural 19 8.5 30 8 49 7.8 

      Remote 0 0 6 1.6 6 1 

Stakeholder type       

Direct lived experience 144 65 - - 144 23.8 

Family member/support/carer 75 34 - - 75 12.4 

Clinician - - 334 86.5 334 55.2 

Non-clinical role in healthcare - - 17 4.4 17 2.8 

Role in eating disorders in other capacity - - 11 2.6 11 1.8 

Researcher - - 24 6.2 24 4 
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Table A.5 Demographic characteristics of survey participants with lived experience (Phase 3) 

 
  

 Direct lived 
experience 

n=144 

Family 
member/support 

n=75 

Total 
n=223 

Treatment seeking status (direct lived experience) n % n % n % 

Currently receiving treatment     63 44.7 - - 63 44.7 

Sought/received treatment in the past 60 42.6 - - 60 42.6 

Currently seeking treatment 11 7.8 - - 11 7.8 

Never sought or received treatment      7 5 - - 7 5 

Treatment seeking status (family member/support)      

They’re currently receiving treatment      - - 63 44.7 63 44.7 

They’re/I’m not currently seeking treatment, 
but have before 

- - 60 42.6 60 42.6 

They’re currently seeking treatment - - 11 7.8 11 7.8 

I’m seeking treatment options for them - - 7 5 7 5 

They’re/I’m not currently seeking treatment for 
them, and never have 

- - 0 0 0 0 

Method of finding ED treatment professional       

General practitioner/health professional 
recommendation 

102 77.3 56 83.6 158 79.4 

Internet search 41 31.1 23 34.3 64 32.2 

Family/friend recommendation   30 22.7 14 20.9 44 22.2 

Treatment provider online database   14 10.6 11 16.4 25 12.6 

Butterfly National Helpline  1 0.7 9 13.4 10 5 

Other (e.g. school teacher, support group, non-
intentional treatment uncovering eating 
disorder) 

3 2.3 6 8.9 9 4.5 
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Table A.6 Demographic characteristics of survey participants identifying as clinical professionals (Phase 3) 

Characteristics Clinical 
n=326 

Discipline n % 

Psychologist 130 39.9 

Dietitian  89 27.3 

Nurse 36 11 

General practitioner 17 5.2 

Social worker      16 4.9 

Counsellor      13 4 

Psychiatrist  13 4 

Occupational therapist 6 1.8 

Paediatrician 5 1.5 

Exercise physiologist 1 0.3 

Professional setting   

Private practice     129 39.6 

Eating disorder treatment service 58 17.8 

Community mental health centre 44 13.5 

Hospital setting (medical) 33 10.1 

General practitioner clinic 18 5.5 

Community health centre 15 4.6 

Hospital setting (psychiatric) 15 4.6 
Education/teaching environment 5 1.5 

NGO 4 1.2 

Sporting 2 0.6 

Work clinically with people with EDs   

Yes 318 97.6 

No 8 2.4 

Portion of total client load as ED clients (%)   

0-25 124 38 

26-50 64 19.6 

51-75 35 10.7 

76-100 103 31.6 

Duration in current profession (years)   

0-5 54 16.6 

6-10 84 25.8 

11-15  56 17.2 

16-20  46 14.1 

21-30  56 17.2 

31+  30 9.2 

Time per week in role (hours)   

1-5  2 0.6 

6-10  13 4 

11-20 50 15.3 

21-30 78 23.9 

31-40 130 39.9 

40+ 53 16.3 
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Table A.7 Demographic characteristics of survey participants identifying as non-clinical professionals 
(Phase 3) 

Characteristics 
Non-clinical 

n=49 
Discipline (non-clinical) n % 

University 18 36.7 

NGO 8 16.3 

Government officer 5 10.2 

Private practice   5 10.2 

Hospital 2 4.1 

PHN    2 4.1 

Sports/fitness 2 4.1 

Other (e.g. health management, 
training and consultation, coaching) 

7 14.3 

Duration in current profession (years)  

0-5 19 38.8 

6-10 13 26.5 

11-15  8 16.3 

16-20  4 8.2 

21-30  3 6.1 

31+  2 4.1 

Time per week in role (hours)   

1-5  3 6.1 

6-10  5 10.2 

11-20 7 14.3 

21-30 8 16.3 

31-40 13 26.5 

40+ 13 26.5 
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Table A.8 Demographic characteristics of all focus group participants (Phase 4) 

Characteristics 
Lived Experience 

n=13 
Professionals 

n=47 
Total 
n=60 

Gender n % n % n % 

Male 0 0 7 14.9 7 11.7 

Female 12 92.3 40 85.1 52 86.7 

Non-binary 1 7.7 0 0 1 1.7 
Age (years)       

18-25 1 7.7 1 2.1 2 3.3 

26-35 2 15.4 12 25.5 14 23.3 

36-45 1 7.7 14 29.8 15 25 

46-55 5 38.5 14 29.8 19 31.7) 

56-65 3 30.7 5 10.6) 9 15 

66+ 0 0 1 2.1 1 1.7 

Location       

ACT 0 0 0 0 0 0 

NSW 5 38.5 14 29.8 19 31.7 

NT 0 0 0 0 0 0 

TAS 0 0 1 2.1 1 1.7 

QLD 2 15.4 9 19.2 11 18.3 

SA 1 7.7 4 8.5 5 8.3 

VIC 3 23.1 15 31.9 18 30 

WA 2 15.4 4 8.5 6 10 

Geographical setting       

Metropolitan 13 72 25 62.5 38 63.3 

Regional 5 28 9 22.5 14 23.3 
Rural 0 0 7 17.5 7 11.7 

Remote 0 0 1 2.5 1 1.7 

Stakeholder type       

Direct lived experience 5 38.5 - - 5 8.3 

Family member/support/carer 8 61.2 - - 8 13.8 

Clinician - - 41 87 41 68.3 

Non-clinical role in healthcare 
system 

- - 4 9 4 6.7 

Researcher - - 2 4 2 3.3 
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Table A.9 Characteristics of focus group participants identifying as clinicians (Phase 4) 

Characteristics 
Clinical 

n=40 
Discipline  n % 

Psychologist 17 42.5 

Dietitian 8 20 
Psychiatrist 7 17.5 

General Practitioner 4 10 

Nurse 3 7.5 

Social worker 1 2.5 

Years working in current profession    

0-5 9 22.5 

6-10 6 15 

11-15 8 20 

16-20 4 10 

21-30 12 30 

31+ 1 2.5 

Hours per week in clinical role    

1-10 0 0 

11-20 7 17.5 

21-30 11 27.5 

31-40 17 42.5 

41+ 5 12.5 

Work setting   
Private practice 17 42.5 

Community mental health centre 6 15 

Eating disorder treatment service 5 12.5 

General Practitioner clinic 3 7.5 

Hospital setting (medical) 3 7.5 

Hospital setting (psychiatric) 2 5 

Education/teaching environment 2 5 

Community health centre 2 5 

Proportion of total client load with an eating disorder (%)  

1-25 9 22.5 

26-50 12 30 

51-75 6 15 

76-100 13 32.5 
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Table A.10 Characteristics of focus group participants identifying as non-clinical professionals (Phase 4) 

Characteristics 
Non-clinical 

n=7 
Discipline n % 

Government officer 2 28.6 

Program coordinator/trainer/supervisor 2 28.6 

Academic/researcher 2 28.6 
Peer worker  1 14.3 

Years working in current profession    

0-5 3 42.9 

6-10 0 0 

11-15 1 14.3 

16-20 1 14.3 

21-30 1 14.3 

31+ 1 14.3 

Hours per week in clinical role    

1-10 1 14.3 

11-20 1 14.3 

21-30 2 28.6 

31-40 2 28.6 

41+ 1 14.3 
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Table A.11 Illustrative quotations to support key themes and subthemes 

Theme Quotations 

Protecting individuals with lived experience 

Enhancing 
quality of care 

“Credentialing is really about making sure that clients can have some confidence in choosing a good clinician… 
We’ve all heard those horror stories… so if they [consumers] don’t have a good first or second experience it’s so 
hard for them to keep trying” (Psychologist, private practice, metropolitan area) 

“If a client uses their first 20 sessions with someone who’s perhaps very well intentioned but not skilled or 
experienced… that can really derail them and medically, that can be an absolute disaster” (Psychologist, private 
practice, metropolitan area) 

“A lot of the clinicians didn’t really know what they were doing and I think it did more harm… a huge thing with me, 
with knowing that they had experience… I was to be able to trust them and trust their experience and that they 
would actually be able to help” (Direct lived experience, metropolitan area) 

“I took her to several general practitioners and one of them I remember saying, “just give her fresh air and love”… 
there were a couple of probably those weeks she went downhill… timing is so important… the eating disorder can 
get more entrenched” (Family member, metropolitan area) 

Increasing 
efficacy of 
treatment 
engagement 

“My confidence would increase using a system like this… if I want a psychologist to specifically do CBT, that’s 
actually really hard to find. You can’t go to psychologists’ web pages a lot of the time and be confident that you’re 
referring for a particular evidence-based intervention that you think would be right for that patient” (Psychiatrist, 
metropolitan area) 

“It wasn’t until they came to [our service] that they realised that the treatment they had been getting did not really 
not meet the minimum standard and so they’ve been living underweight for an extra two or three years… I got 
really worked up” (Psychologist, early career clinician, public service) 

“When I have Googled for psychologists, they have… a long list of all the different types of things that they treat… I 
would like to know that if I am going to take my ARFID girl to somebody that they do actually know… what [the] 
condition is… I don’t want to lose time going to clinicians that claim to be something that they’re actually not” 
(Family member, metropolitan area) 

Reducing harm  “It never ceases to amaze me how many people might be [in] treatment for their eating disorder for X number of 
years… you’re not really sure what they’ve been doing, or some of the treatment that causes harm” (Psychologist, 
private practice, metropolitan area) 

“We need to actually know who is specialised and I mean this in terms of safety.  People also need to know why it's 
unsafe to work with someone that's not credentialed in eating disorders or specialised in eating disorders.  It's just 

unsafe.” (Family member, metropolitan area) 

“You’re being told by the general practitioner or another clinician, “let’s just wait and see. Their weight is okay. 
Come back in a month and see what’s happening.” That month is so important because the eating disorder can 
become more entrenched in that time” (Family member, metropolitan area) 

Lived experience empowerment 

Identifying 
preferred 
providers 

“If there’s extra kinds of layers, or for people who are trans and gender diverse… this could be beneficial” (Direct 
lived experience, regional/rural/remote area) 

“This is actually going to create incentive for people who require that level of intensive eating disorder support to 
seek treatment. So it’s actually going to break down the barrier… So clients could be more confident in choosing 
someone” (Social worker, private practice, metropolitan area)  

Centralising 
resources 

“It’s like a mind map. There’s so much for people to have to go to and find out... people just don’t know where to 
go or where to start.. if they’ve just got one point to call, that’s incredibly helpful” (Direct lived experience, 
metropolitan area) 

“This stuff is in other places too, but if you’re constantly having to look on one website to find a dietitian, and we 
got to get another one to find whether they’re eligible for a plan, and a different one again to find out what’s the 
private healthcare versus public healthcare system, and how does that work…That’s a lot of jumps that they have 
to make” (General practitioner, metropolitan area) 

“With all of that information, I think to have some way that it’s like a one-stop-shop, that.. there’s just one place 
that you can go to, to find everything” (Family member, regional/rural/remote area) 
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Enhancing professional care   

Ensuring 
treatment 
standards 

“[Credentialing] is about… safeguarding. Because, one of the concerns I have… is that we’re trained in different 
ways… [so] making sure we all have some basic training that’s consistent and evidence-based… that’s what I’m 
mostly concerned about when I think about our clients” (Psychologist, public service, regional/rural/remote area) 

“Credentialing is a multitude of things… it's a lot about consistency…so when carers and consumers and other 
clinicians also look at someone who's credentialed, there is a particular standard of care. They know that that 
person has been through the appropriate training, is well informed of working in that eating disorder space, not 
only in the clinical, but also understanding the client and understanding the family and consumers that come across 
with that.” (Dietitian, public service, regional/rural/remote area) 

“I think about… assurance of quality, or a certain standard that someone has met. So even in terms of being able to 
recommend clinicians, or have an idea of where to start looking for someone who might be appropriate when there 
is no one locally. It would be kind of like… not approval, but a stamp for a certain level of quality” (Dietitian, public 
service, regional/rural/remote area) 

Promoting 
workforce 
development 

“Having a credentialing system puts that onus back on professionals to be for the mindset of people, to go from, 
"This is too scary.  We can't deal with it" to be like, “Actually, I can have the confidence to say I do have training.  I 
can respond to the situation.”” (Direct lived experience, regional/rural/remote area) 

“I think that helping clinicians to recognise that this is not just your everyday skill… this is something above and 
beyond... I think it gives more emphasis on the practitioners themselves to be able to remember that they need to 
keep up with training… This is a rapidly evolving field and we need to stay abreast of these changes because the 
patient's safety.” (Psychologist, public service, regional/rural/remote area) 

Supporting 
common 
knowledge 

“We’ve got to think whether there’s a core number of skills that anybody needs for working with eating disorder 
patients… they might be very basic about understanding the spectrum and the complexity and just the different 
types…and yes, everybody working with them has to appreciate a few basic things, one is about medical safety… It 
isn't a high-solution, therapeutic power technique…at all… it's knowing about safety, it's knowing about what you 
could be dealing with and how to manage it safely and the need for a lot of support” (Psychiatrist, service leader, 
metropolitan area) 

“We all come in with different experiences and different levels of experience, and it's hard to know how consistent 
our training and knowledge is and way of being able to provide it to a team, certainly, that means there's a great 
chance that we can all, at least, not break from the same understanding from a beginner's foundation or a basic 
level.” (Psychologist, public service, regional/rural/remote area) 

“It would be… some really very important core course that everyone who wants to do this should engage with and 
much of that would I guess [be] about risk about how to recognise people who are getting sick more quickly” 
(Psychiatrist, service leader, metropolitan area) 

Highlighting 
unmet needs 

“Often, we do have to go to metropolitan areas to get treatment. But then when you come back, there’s a whole 
lack of understanding in the regional area. We don’t’ have eating disorder coordinators… outpatient services… day 
services… You’re coming home, and it’s... really difficult. People think… they’ve been down there for six weeks, and 
they’re going to come out well...yet… they’ve got all this incredible fear that they… come out and there’s just no 
support… then you’re going back into that revolving door problem” (Family member, regional/rural/remote area) 

“Geographically, it’s definitely going to challenge some… making the most of this COVID situation where we’re 
becoming… more comfortable with telehealth, that really is something that needs to be looked at as an ongoing 
source of treatment…. These poor families don’t have to drive at two to three hours for an appointment… they can 
be comfortable in their own home and not feel threatened… it’s creating a sense of confidence and reducing that 
isolation they feel”  (Family member, metropolitan area) 

Safeguarding clinician equity 

Requiring 
accessible 
development 
opportunities 

“The increase in my skill that I've had for having eating disorders-specific supervision has been just phenomenal, 
but I had to beg.  I had to beg several people and my current supervisor, I had to beg her twice over several months 
… Supervision can be really hard to access.” (Psychologist, private practice, metropolitan area) 

“It’s really hard to feel confident in something if you’re doing it sporadically or sparsely… You might have a case and 
you might start to pick up momentum and you think, “okay, I’m getting the feel for this”, then you might not get 
another ED case for six months. So, it’s really hard to feel confident in building a skill when you can’t consistently 
work at that skill set”  (Psychologist, private practice, metropolitan area) 
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Encouraging 
flexible costs 

“I absolutely understand there’s a financial barrier… we can’t make it so expensive that no one can do it, but I also 
think partly to encourage people to only apply if they’re serious, I think the level has to be high enough.” 
(Psychologist, private practice, metropolitan area) 

“I would still pay for credentialing because I think it's important… but I know a lot of people who wouldn't because 
they just see this is as another cost… if they're only working a couple of days a week or if you're on maternity leave 
and you're only doing two days…. I would be in favour of a sliding scale.” (Mental health nurse, private practice, 
metropolitan area) 

“There might be financial constraints, and so I'm always really mindful of not passing on any extra costs to 
consumers, and certainly the Medicare 40-session thing has been helpful but it does mean that consumers are 
really out of pocket… Invariably clinicians might want to pass that on to the consumer and I think that that's quite 
dangerous.” (Psychologist, early career clinician, public service) 

Desiring 
workplace 
support 

“If you're trying to do training in work time, and you often have to fight the bustle of getting released or you're 
really doing it in your own personal time and at your personal costs. So, I think if credentialing is something we 
want to promote, it needs to be incentive for the clinician and therefore you sell the organisational gains up there.” 
(Mental health nurse, service leader, metropolitan area) 

“It needs to be coming from above so that it's a systems-based approach, not a person-centred approach…. It really 
depends on the management structure and funding and that inconsistency is very frustrating…I’ve gone on 
maternity] leave twice, and it's like the eating disorder clients just disappeared…That says a lot about how the 
system approaches this client group… If you had a credentialing system that was then enmeshed in our job 
descriptions… so that there was a standalone position that identified this, that would just make such a huge, huge 
change for consistency.” (Mental health nurse, public service, regional/rural/remote area) 

Balancing safety, accessibility, and expertise 

Determining 
appropriate 
standards 
 
 

“First of all, we have to kind of define the mark… we’re looking at… a scarce market… we’re not saturated with 
eating disorder professionals, we’ve got to really incentivise and promote access” (Psychiatrist, service leader, 
metropolitan area) 

“With credentialing, it’s like statistics. You’ve got like two types of error, you’ve got false-negative and a false-
positive… You’re either going to err on one side or the other. It’s either you’re going to have it a bit too tight, and 
you’re going to leave some skilled clinicians out, or you loosen it up and you get some people that aren’t properly 
qualified and they’ll end up calling themselves credentialed” (Psychologist, service leader, metropolitan area) 

“I hear what [you’re] saying about the new practitioners and not wanting to freeze people out, but you do need a 
certain number…If they [consumer]spend six months talking to someone who doesn't have the clinical skills… then 
that could be a really significant change in the person's outcome or their health trajectory” (Mental health nurse, 
service leader, metropolitan area) 

“…It becomes this small closed system… I think part of the balance [is] making it accessible, because if the end 
result is you have this very relatively small number of clinicians credentialed, then we arrive in the same position… 
patients are probably going to use the system very much…if there's only ten people in the area credentialed… 
then…. it becomes a bit of a meaningless process” (Psychologist, early career clinician, metropolitan area) 

Questioning 
legitimacy and 
practicality 

“I've been working in the area for about 18 years…I could sit through an introductory model if I had to tick a box, 
but I would find it a bit excruciating…I've trained in all the major treatment modalities… been to the last 10 ANZAED 
conferences… How is this going to be taken into account?” (Psychiatrist, metropolitan area)  

“People may attend a training course but that doesn’t necessarily mean that they can actually translate it into 
clinical practice.” (Psychiatrist, metropolitan area) 

“Have you set what you think would be reasonable for times and amounts of practice time?  And how many hours 

of clinical experience?  And also, what about the recency?... I think that is a really important one.” (Mental health 
nurse, private practice, metropolitan area) 

Addressing 
inter-discipline 
diversity  

“It'll put a rocket under our butts to get our best practice models up… eating disorder dietitians that I work 
alongside, they are trained in evidence-based models of care but we can't be primary practitioners according to the 
model… But we invest a lot of money and time in being trained in these models and then I can't actually use them 
in practice.” (Dietitian, private practice, metropolitan area) 

“There's no real core training in eating disorders that people come from such different professional backgrounds 
and so I would… be a bit concerned about that lack and the fact that we're credentialing someone whose basic 
training is in social work and we're credentialing someone whose basic training is in dietetics and they all have 
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vastly on average, vastly different ability to judge severity and the medical consequences and urgency” 
(Psychiatrist, metropolitan area) 

“I don't think anybody can be doing psychotherapy with eating disorders unless you're intro training includes a 
whole degree in a mental health profession, because you need to be able to…make differential diagnosis, make 
comorbid diagnosis and have a complex formulation where you can understand where the trauma fits into the 
substance use, fits into the obsessionality and how the eating disorder ties in with everything.” (Psychologist, 
service leader, metropolitan area) 

Encouraging 
workforce 
growth 

“It’s… about upskilling some practitioners. It’s not just about credentialing, and that could be them growing their 
workforce… to get more referrals, or they’ve got an interest in eating disorders.” (Psychologist, early career 
clinician, metropolitan area) 

“If we go right back to university days, just explaining to students that are interested in this area, what's available 
and how they can specialise in this area, and what support they can get if they want to go down this pathway… that 
would be something to consider.” (Dietitian, early career clinician, metropolitan area) 

“I don’t want my child to be a guinea pig for anyone who’s not experienced… I wouldn’t want someone that’s 
inexperienced dealing with my child unless they were actually being mentored with someone who’s qualified… they 
need to have completed a certain amount of training… they’d need to know the language… what to say and what 
not to say” (Family member, metropolitan area) 

Understanding 
sector-specific 
needs 

“The issue is though, for public mental health systems, is that consumers don’t have choice… You live in the 
catchment area and you need a public mental health system, and you go to that system and it's unlikely…you…get 
people with an interest in eating disorders… [And for professionals] you can’t just say you’re going to get the eating 
disorder services… you can’t control intake… just because I’ve got an interest in eating disorders, it doesn’t mean I 
can take the next one that comes along… that’s what I mean about this lack of choice for consumer and clinician” 
(Psychologist, service leader, metropolitan area) 

“In the public setting… I do have less choice about the clinicians I work with… I actually find that can be more 
troublesome in terms of team eating disorders, so I'm talking for a non-eating disorder specialist unit where I have 
a generalist team, I'm reliant on whomever is in that position, dietitian, psychologist, case manager.” (Psychiatrist, 
service leader, metropolitan area) 

“As a public case manager, I can't see how the value of credentialing would be needed… We also want to get into 
the healthcare system… the idea that eating disorder is a core business for all public mental health… [though] I can 
absolutely see the value of it from a private point of view.” (Mental health nurse, public service, 
regional/rural/remote area) 

“Those who are in private practice, it actually means if they take time out, they're not going to earn any money… 
It's not a salaried-role in private practice and so sometimes that can be a huge barrier for people” (Dietitian, 
private practice, regional/rural/remote area) 

Leveraging partnerships 

Driven by lived 
experience  

“[Credentialing] is about emotional safety… Maybe people with lived experience could say “This was what it was 
like for me but once I started trusting my body more… you can have hope that you'll get through it and just trust 
the process.”… That kind of stuff is really, really helpful for everyone, like survivors and carers, and people looking 
to go into credentialing.” (Direct lived experience, regional/rural/remote area) 

“Lived experience often involves wanting to connect with somebody else with a lived experience and that might be 
something that we're missing here as a piece to what our patients feel.” (Dietitian, private practice, 
regional/rural/remote area)   

“I think the people driving this really is… consumers…This would make it easier for me as someone with an eating 
disorder to know who to [go to]… it's a really positive message….  having some form of publicity campaign that’s 
basically saying… “This is why we use carers, or people with lived experience… [this] is why it matters to us”… I 
think some form of lived experience driven campaign is probably more powerful.” (Psychologist, early career 
clinician, metropolitan area) 

Top-down 
support 

“By having certain contacts in decision-making roles within the public sector. If you got their backing…like working 
with the public health departments from each state and bringing from within… is there a way to make it part of the 
system rather than individuals integrating into the system?” (Dietitian, public service, regional/rural/remote area)   

“We really need systemic change to happen… for now, it's been up to individuals… and we really need national 
bodies to be pushing onto our government… [it] needs to come from above, because we've been trying to do it 
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from the grassroots for so long, it's not working… I mean, I've tried for 20 years.” (Dietitian, private practice, 
regional/rural/remote area)   

“It needs to be coming from above so that it's a systems-based approach, not a person-centred approach…If you 
had a credentialing system that was then enmeshed in our job descriptions, essentially so that there was a 
standalone position that identified this, that would just make such a huge, huge change for consistency. (Mental 
health nurse, public service, regional/rural/remote area) 

Fostering 
connections  

“You’ll have to do some series promoting… to… everybody, because you can have the best tool in the world, but if 
people don’t know about it, it won’t get used.” (General practitioner, metropolitan area) 

“Target the group of people who are interested… support and nurture those people into credentialing, and then 
we'll have a good, robust network of credentialed providers nationally… Not everyone is going to be interested… So 
let's focus on the people who are really passionate.” (Mental health nurse, private practice, metropolitan area) 

“It's about getting it out to everyone, so they're as part of that whole health care system in itself, that it's an 
accepted part of that, … trying to get out to doctors—I think it's a moral responsibility that they have to be sharing 
something that is set up, and credentialed, and there transparently.” (Family member, metropolitan area) 

Navigating risks  

Dissolving prior 
gains  

“We don’t have a credentialing system for depression, for schizophrenia…for some of the most severe mental 
health issues… People need to be skilled…it's core to their training… By going down the line of a 
credentialing…people can say, “I don't work with eating disorders, I don’t need to focus on that”…it widens the 
divide… We should … promote eating disorders… [as] core business… across the board.” (Psychologist, service 
leader, metropolitan area) 

“That’s a pity in a way.  It will be like credentialing someone to treat depression.  Depression is not a thing.  Eating 
disorder is not the thing… My concern is that we're applying what is probably necessarily a simple system, to a 
complicated patient group.”  (Psychiatrist, service leader, metropolitan area) 

Acknowledging 
inherent 
limitations  

“Would it be about ticking a box and saying, "So I see someone with an eating disorder and coexisting issues.  So I'll 
get this credentialing and just so that I can say I can continue to work with you.”…There's a lot of psychologists… 
that are currently treating people with eating disorders, but not treating the eating disorder, but yet they say they 
can specialise in eating disorders because… they've ticked the box… There's people that have been able to apply 
[for] the MBS because they can say, "Oh, yes, I can qualify for that." but this concerns me.” (Direct lived 
experience, metropolitan area) 

“We're not really worried about the experts… it's the people that are not necessarily experts in eating disorders 
that I think we need to be careful about having some sort of credential and some sort of training and it might just 
be a minimum thing” (Researcher, metropolitan area) 

Underutilisation 
of system 

“All of the clinicians who are referred to locally are already supersaturated with eating disorder clients and so they 
don’t need more recognition, they don’t need more people to find them… There's less incentive for them to 
undertake extra training and extra CPD, because it gets them into not a different spot than we're currently in.” 
(Psychologist, private practice, metropolitan area) 

““Well, I've already got experience. I've got patients coming to me. I have got referrals coming out my ears.  I don't 
need to be credentialed”… There's always going to be people who say that.” (Mental health nurse, private 
practice, metropolitan area) 

“We're constantly at capacity… I've maybe taken one new client this year… There's inevitably going to be an issue 
whereby if you're trying to find a credential clinician…you still may… run into that issue where you go to all these 
credentialed clinicians who are really great clinicians, but they're all not taking on clients.” (Psychologist, private 
practice, metropolitan area) 

Managing co-
existing 
statuses  

“Be a bit mindful, that we're not pitching one clinician against another… You may have an extremely competent 
person who just has chosen not to use the credentialing… so… how… to not make it a “them and us”… not exclude 
others” (Dietitian, early career clinician, metropolitan area) 

“It’s important to keep that in mind…it doesn’t mean we have to use the system, if they already have a therapist 
they work very well [with].” (Psychiatrist, metropolitan area) 

“People could be seen as better or worse… but we're not going to be saying, "Well, this one's better that one," 
because that could be putting people off and they would feel like, "I don't want to go in at that lower level.  I want 
to be seen seriously, and someone else is seen more seriously”" (Family member, metropolitan area) 

 


