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ABSTRACT 

Eating disorders (EDs) are a multifaceted and very serious mental illness that 

requires treatment from mental health professionals, physicians, and registered 

dietitian nutritionists (RDNs). Prior research indicates difficulty treating this 

population due to apprehension, limited resources, and lack of knowledge related to 

mental health concerns. Specifically with RDNs, research indicates frustration, poor 

knowledge of counseling techniques, role limitations, and feeling unprepared to treat a 

client with ED. Limited research is available regarding the self-efficacy of RDNs 

when working with a client with an eating disorder. The purpose of this study was to 

explore factors that may influence self-efficacy when treating a client with an eating 

disorder to determine targeting training for this area of practice.   

A mixed methods approach utilizing Social Cognitive Theory (SCT) was used 

to drive discussions for focus groups to inform the development of a national survey. 

A sample of 16 RDNs were recruited across the nation to participate in one of three 

focus group discussions conducted at the Academy of Nutrition and Dietetics (AND) 

Food and Nutrition Conference and Expo. A semi-structured discussion guide was 

used to evoke conversation regarding RDN experiences working with clients with ED. 

The audio recordings were transcribed and analyzed using line by line coding. Four 

themes emerged including: professional/behavioral capability, barriers to treatment, 

resources, and treatment and evaluation outcomes. Eight subthemes were present 

under these themes including: challenges related to client mental health issues, 

apprehension, blurred boundaries of practice, poor awareness of ED by other health 

professionals, mentor/colleague collaboration, minimal formal education, expectations 
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of protocols, and holistic expectations.  The results were used to inform the 

quantitative national survey.  

A sample of 225 RDNs were recruited across the nation via email to participate 

in the online national survey to assess the same topic area using structural equation 

modeling (SEM). The questions used in the final SEM were grouped into the 

following constructs: ED education exposure, knowledge of factors influencing ED 

development, personal protocols (AND Standards of Professional Performance), self-

efficacy with ED treatment, self-efficacy with professional roles in ED treatment, and 

general self-efficacy.  The data were imported into SEM software for analysis in the 

hypothesized model. The model supported the association of personal protocols to 

constructs of self-efficacy and also of knowledge of factors that influence ED 

development to the construct of self-efficacy with professional roles in ED treatment, 

through mediation by general self-efficacy. General self-efficacy was also 

significantly associated to self-efficacy with professional roles in treatment. ED 

education exposure (limited to undergraduate and supervised practice/graduate level 

education) was not associated with either self-efficacy construct.  

This study found that formal education did not impact self-efficacy in ED 

treatment or with professional roles in treatment. Knowledge and use of the AND 

Standards of Professional Performance were the greatest influential factor for self-

efficacy in these two areas indicating that providing more access and awareness of 

guidelines by AND or other ED professional organizations may be an important target 

area of further research and training.  
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CHAPTER 1  

INTRODUCTION 

Eating disorders (ED) are among the most fatal of any psychiatric illness with 

such complications as malnutrition leading to starvation, suicide, and cardiac arrest 

(National Collaborating Center for Mental Health, 2004; Miller & Golden, 2010). 

Thirty million individuals suffer from an ED (Wade, Keski-Rahkonen, & Hudson, 

2011), with increasing rates since 1950 (Hudson et al., 2007; Streigel-Moore & 

Franko, 2003; Wade et al., 2011). The most recent lifetime prevalence estimates are    

0.6% for anorexia nervosa, 1.0% for bulimia nervosa, 2.8% for binge eating disorder, 

and 4.5% for any binge eating (n=2980) (Hudson et al., 2007).  Not only do eating 

disorders increase physical complications, but they also correlate with increased risk 

of other mental disorders, such as substance use disorders and frequently co-occur 

with depression, mood disorders, and obsessive-compulsive disorders (Harrop & 

Marlatt, 2010; Mangweth et al., 2003; McElroy, Kotwal & Keck, 2006).  

Disordered eating and ED are defined differently, but often overlap in practice.  

Disordered eating is considered “problematic eating patterns that are not practiced at a 

high enough frequency or severity to merit the formal diagnosis of an eating disorder” 

(Tse, Nansel, Haynie, Mehta, & Laffel, 2012). Eating disorder diagnosis is defined in 

the Diagnostic and Statistical Manual of Mental Disorders with clear parameters of 

frequency of specific behaviors (American Psychiatric Association, 2000). Cross-

sectional studies have seen a high prevalence of disordered eating among adolescents 

(Leon, Fulkerson, Perry, & Cudeck, 1993; Neumark-Sztainer, Cross, Story, Hannan, 

French, & Perry, 2002; Neumark-Sztainer & Hannan, 2002), and a longitudinal study 
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has demonstrated this remains constant or increased into young adulthood (Neumark-

Sztainer, Wall, Larson, Eisenberg, & Loth, 2011).  Prevalence ranged from 2.2% to 

55.3% in young adolescence and 5.9% to 59% in young adulthood, depending on the 

behavior (dieting, unhealthy weight control behaviors, extreme weight control 

behaviors, and binge eating with loss of control). The danger of disordered eating is 

the increased risk for the development of an ED (Joiner, Heatherton, & Keel, 1997; 

Jacobi, Hayward, de Zwaan, Kraemer, Agras, 2004; Killen, Taylor, Hayward, Haydel, 

Wilson, Hammer, Kraemer, Blair-Greiner, & Strachowski, 1996; Heatherton & 

Polivy; 1992).  For the purpose of this study, the term ED will be used to cover both 

diagnosable eating disorders and disordered eating. Considering disordered eating as a 

spectrum with normal eating patterns at one end and eating disorders at the other, 

allows for an understanding of behaviors that may fall between these two end points.  

Registered Dietitian Nutritionists (RDNs) play a crucial role in the nutritional 

treatment of clients with ED (American Dietetic Association, 2011a). Registered 

Dietitian Nutritionists, whose practice settings focus on ED, and weight management 

with psychological concerns, are recommended to receive advanced training to a 

proficient or expert level in counseling techniques, such as cognitive behavioral 

therapy and motivational interviewing, to effectively work with these clients 

(American Dietetic Association, 2011a; American Dietetic Association, 2009; 

Tholking, Mellowspring, Eberle, Lamb, Myers, Scribner, Sloan, & Wetherall, 2011). 

However, in most general practice settings, RDNs will encounter clients with 

behaviors on various points along the disordered eating spectrum. Their self-efficacy 

working with ED clients may influence their effectiveness. 
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Statement of the Problem 

There is a lack of research available on the self-efficacy of RDNs working with 

clients with ED, most of which focused on general mental health rather than 

specifically ED.  Gaps in nutrition and dietetic training related to mental health and 

wellbeing were identified among 87% of the dietitians surveyed in Australia (n=230) 

(Dietitians Association of Australia (DAA), 2009).  These gaps included lack of 

knowledge of psychosocial factors (mental health) that impact nutrition and also lack 

of knowledge about effective counseling techniques. In another Australian study, 

interviews regarding critical incidents with entry-level dietitians (n=18), who worked 

with nutritional concerns secondary to mental health disorders, identified several 

common themes. These included feeling frustration during incidences with mental 

health clients, failure to see results following the incidences, inadequate resources 

within the treatment system, and concern of role limitations when working with 

mental disorders. (Dowding, Ash & Shakespeare-Finch, 2011). These concerns were 

present despite general nutrition knowledge of the dietitians.  

 Previous quantitative research assessed dietitians’ knowledge, beliefs, 

practices, and self-efficacy related to ED counseling through an online administered 

survey in the United States (n=291) (Ozier & Henry, 2010). The most common 

categories of responses were related to anxiety (feeling unsure and unprepared) and 

feeling challenged when working with clients with ED. However, little emphasis was 

placed on the resources that impacted perceived self-efficacy and capability, such as 

college or internship programs attended, continuing education, or personal experience. 

A thorough review of the literature by Hart, Russell, and Abraham (2011) identified 
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61 references that addressed nutrition and dietetic practice in ED, but only three 

papers were identified that specifically assessed the professional needs and challenges 

of dietitians when working with these clients (Whisenant & Smith, 1995; Cairns & 

Milne, 2006; Hart, Abraham, Luscombe, & Russell, 2008). Whisenant and Smith 

(1995) identified the need for dietitians to be less rigid with dietary and weight 

recommendations during ED treatment, as well as needing increased knowledge for 

ED assessment and psychological screening.  Later, Cairns & Milne (2006) found that 

preparation for eating disorder counseling was inadequate, and the preferred solution 

would be through course work and mentorships. Also, role boundaries were a concern 

within the ED treatment team. This was further supported by the study by Hart, 

Abraham, Luscombe, & Russell (2008) that suggested the need for clear roles and 

standards of practice of dietitians as members of the treatment team.   Thus, there is a 

need for more information regarding the perceived factors that impact the self-efficacy 

and capability of RDNs working with clients with ED to better address their 

educational and professional needs, and thus improve their effectiveness with these 

clients. To address this need, a study with two phases was developed. 

The Purpose of the Study 

 Previous studies have examined RDNs’ self-efficacy when working with 

clients with eating disorders. However, the studies did not provide perceptions from 

RDNs regarding what may have or have not influenced their self-efficacy. Per the lead 

researcher’s knowledge, this is the only known study to utilize both qualitative and 

quantitative techniques to explore self-efficacy, and factors influencing self-efficacy, 

while also gaining perceptions of what educational interventions may be useful to 
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improve self-efficacy.  Using a mixed methods approach allows the initial exploratory 

qualitative research to inform a generalizable quantitative piece (Onwuegbuzie & 

Teddie, 2003). It combines two methods, capitalizing on the strengths of both 

techniques in order to develop a better understanding of the phenomenon in question. 

The current study also utilized Social Cognitive Theory (SCT) to drive the research 

questions for both the focus groups (FG) in the qualitative phase of the study and the 

quantitative phase that followed.  

 The first phase of the study used a qualitative FG approach to explore RDN 

self-efficacy in a group setting. This environment for data collection allows for the 

interaction of ideas, which may reveal more information than could be obtained in an 

interview, observation, or survey format (Gibbs, 1997). The second phase of the study 

utilized the qualitative data from the FGs to develop an informed quantitative survey 

to administer to RDNs. The means of administration was through a random selection 

of email addresses from the Commission on Dietetic Registration (CDR) listserv, 

social media outlets such as Facebook and LinkedIn, and also the Texas Academy of 

Nutrition and Dietetics newsletter.  

Phase I: Qualitative Study Objectives 

 The research objective of Phase I was to obtain qualitative data that explored 

the thoughts and perceptions of RDNs through guided discussion regarding the topic 

of ED.  To accomplish this goal, three FG discussions were held with a total of sixteen 

RDNs at the 2013 Academy of Nutrition and Dietetics Food and Nutrition Conference 

and Expo. Results of Phase I were used to develop the survey for Phase II and provide 
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more appropriate answer choices to quantitatively assess a greater number of RDNs on 

self-efficacy when working with clients with ED.   

Phase II: Quantitative Study Objectives 

  Phase II was the development of a survey, informed by qualitative data from 

Phase I, to evaluate the educational and professional needs of RDNs when working 

with clients with ED. After coding and thematic analysis of Phase I FG transcripts, 

survey questions were developed to provide more generalizable information regarding 

the research topic. Answer responses that were initially driven by the literature and 

also SCT were expanded to include other options suggested by the qualitative data 

from the FG discussions. The discussions also provided survey questions focused on 

ED protocols in practice and areas for skill development. The survey assessed self-

efficacy to a greater degree than in the FGs.  

 The following hypotheses were developed and investigated based on the 

literature review, qualitative data from Phase I, and the theoretical framework of SCT. 

Demographic characteristics of the participants were collected to describe the features 

of the sample and were incorporated into the Structural Equation Model (SEM). The 

SEM was run both with and without select demographic characteristics (years as RDN 

and self-ED) to determine if any should be used as a control factor. See Figure 1.1 for 

the proposed SEM.  

Statement of Hypotheses:  

 

 Hypothesis 1, Pathway A: 

Exposure to ED education will be associated with higher levels of self-

efficacy with ED treatment.  
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 Hypothesis 2, Pathway BC: 

 The association of exposure to ED education to higher levels of self-

efficacy with ED treatment will be mediated through higher levels of 

general self-efficacy.  

Hypothesis 3, Pathway D: 

Knowledge of factors that influence ED will be associated with higher 

levels of self-efficacy with ED treatment.  

Hypothesis 4, Pathway EC:  

The association of knowledge of factors that influence ED to higher 

levels of self-efficacy with ED treatment will be mediated through 

higher levels of general self-efficacy.  

Hypothesis 5, Pathway F1:  

Personal Protocols/Outcome Measures will be associated with higher 

levels of self-efficacy with ED treatment.  

Hypothesis 6, Pathway G1C:  

The association of personal protocols/outcome measures to higher 

levels of self-efficacy with ED treatment will be mediated through 

higher levels of general self-efficacy.  

Hypothesis 7, Pathway F2:  

Facility Protocols/Outcome Measures will be associated with higher 

levels of self-efficacy with ED treatment.  



Texas Tech University, Emmy Lu Trammell, May 2016 

 8 

 

 

Hypothesis 8, Pathway G2C:  

The association of facility protocols/outcome measures to higher levels 

of self-efficacy with ED treatment will be mediated through higher 

levels of general self-efficacy.  

Hypothesis 9, Pathway H:  

Perceptions of skill development will be associated with higher levels 

of self-efficacy with ED treatment.  

Hypothesis 10, Pathway IC:  

The association of perceptions of skill development to higher levels of 

self-efficacy with ED treatment will be mediated through higher levels 

of general self-efficacy.  

Hypothesis 11, Pathway C:  

General self-efficacy will be associated with higher levels of self-

efficacy despite other influential factors measured.  
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Figure 1.1 Initial Structural Equation Model for Factors Related to Self-Efficacy of 

Registered Dietitian Nutritionists (RDN) Who Work with Clients with Eating 

Disorders (ED) 
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Definition of Terms   

Registered Dietitian Nutritionist:  

A healthcare professional who “translates the science of nutrition into practical 

solutions for healthy living” (Academy of Nutrition and Dietetics, 2016a). This 

is the official title provided by the Academy of Nutrition and Dietetics. Work 

environments include clinical, food service, community organizations, fitness, 

universities, and private practice. Requirements for registration include a 

Bachelor’s of Science in Nutrition and Dietetics and a supervised practice 

experience, both of which require accreditation. The individuals must then pass 

a national exam to use the protected title of a Registered Dietitian Nutritionist. 

Eating Disorder:  

Any diagnosable, per the Diagnostic and Statistical Manual of Mental 

Disorders criterion, persistent disturbance of eating or eating-related behavior 

that results in the altered consumption or absorption of food that significantly 

impairs physical health and/or psychosocial functioning (American Psychiatric 

Association, 2013).  

Anorexia Nervosa:  

An eating disorder characterized by significantly low body 

weight or nutritional intake restriction relative to needs, intense 

fear of gaining weight, and disturbance in the way in which one 

experiences their body weight or shape.  
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Bulimia Nervosa:  

An eating disorder characterized by recurrent episodes of binge 

eating followed by compensatory behaviors such as purging, 

over-exercising, or restricting food intake. Binge eating is the 

consumption of an abnormally large amount of food during a 

discrete period of time that most people would not eat in 

comparable circumstances. These episodes occur at least once a 

week for three months. Intense fear of gaining weight and 

disturbance in the way in which one experiences their body 

weight or shape also accompanies the disorder.  

Binge-Eating Disorder:  

An eating disorder characterized by recurrent episodes of binge 

eating at least once a week for three months. Binge eating is the 

consumption of an abnormally large amount of food during a 

discrete period of time that most people would not eat in 

comparable circumstances. Distress and loss of control is 

present during the episodes.  

Dietetic Internship:  

Post-baccalaureate education consisting of 1200 supervised internship hours in 

different areas of dietetics along with advanced nutrition courses to supplement 

internship supervision (Accreditation Council for Education in Nutrition and 

Dietetics, 2015). The dietetic internship must be accredited by the 

Accreditation Council for Education in Nutrition and Dietetics and provide 
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minimum cut points for different areas of nutrition practice. The completion of 

a dietetic internship is necessary to sit for the Registered Dietitian Nutritionist 

exam for national licensure.  

Disordered Eating:  

Problematic eating patterns that are not practiced at a high enough frequency 

or severity to merit the formal diagnosis of an eating disorder (Tse, Nansel, 

Haynie, Mehta, & Laffel, 2012). 

Focus Group (FG):  

A group of individuals selected and assembled by researchers to discuss and 

comment on, from personal experience, the topic that is the subject of the 

research (Powel et al, 1996). 

Protocol:  

A system of guidelines that outline conduct and procedures to be followed for 

medical treatment. For this study, this refers a set of guidelines to be followed 

for the treatment of a client with an eating disorder.  

Mental Health:  

A state of well-being in which an individual recognizes his/her own potential, 

can cope with the normal stresses of life, work productively, and be able to 

make a contribution to community (World Health Organization, 2014). A 

disorder of mental health is characterized by a combination of abnormal 

thoughts, emotions, and behaviors and/or relationships with others that disrupts 

the state of well-being.  
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Social Cognitive Theory (SCT)  

A theoretical framework for behavior change that integrates personal factors, 

environmental factors, and human behavior as components influencing 

behavior (National Cancer Institute, 2005). The following represent the 

different facets that contribute to SCT:  

Self-Efficacy:  

Considered the most important factor to behavior change, self-

efficacy is the confidence in performing a certain behavior.  

Behavioral Capability:  

Knowledge and skill to perform a particular behavior.  

Observational Learning/Modeling:  

Learning through observing the experiences of others rather 

than their own experiences.  

Expectations:  

The anticipated results from performing a particular action.  

Reciprocal Determinism:  

The interaction of person, behaviors, and environment where 

each influences one another.  

Reinforcements:  

Responses to behaviors that influence whether or not one will 

repeat the behavior.  Reinforcements may be positive and 

increase likelihood of repeated behavior, or may be negative 

and reduce the chance of repeating the behavior.  
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CHAPTER 2 

REVIEW OF LITERATURE 

 This chapter will provide an overview of eating disorder identification within 

clinical and community settings. Information regarding the standards of education in 

place for Registered Dietitian Nutritionists (RDNs) will offer perspective to the 

training received by newly registered RDNs. To complete the chapter, an overview of 

the theoretical framework utilized in this study with emphasis on the self-efficacy 

determinant.  

Overview of Eating Disorders 

 Although diagnosis of ED may be relatively rare compared to diagnosis of 

other chronic diseases or addictions, the impact on those living with the disorder are 

detrimental to the individuals’ daily lives, if not fatal (Smink, Hoeken, & Hoek, 2012). 

Many health professionals may also view anorexia nervosa, bulimia nervosa, or binge 

eating disorder as the most common forms of ED and often overlook others such as 

night eating syndrome, or anorexia nervosa and bulimia nervosa at sub-threshold 

levels. This may be due to the more recent identification of the later disorders, which 

were included in the last revision of the Diagnostic and Statistical Manual of Mental 

Disorders (American Psychiatric Association, 2013). Despite new identification of 

these disorders, which were placed in the category of Other Specified Feeding or 

Eating Disorder (previously Eating Disorder Not Otherwise Specified), they are the 

more prevalent presentations of ED. Lesser known or controversial forms of 

disordered eating such as food addiction (Gearhardt, Phil, & Corbin, 2011), orthorexia 

nervosa (Donini, Marsili, Graziani, Imbriale, & Cannella, 2004), and diabulimia 
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(Ruth-Sahd, Schneider, & Haagen, 2009) have received less attention from health 

professionals due to the even more recent introduction of the terminology.     

  Research regarding exact prevalence of ED is difficult due to the shame 

associated with the behaviors of ED (Sink, Hoeken, & Hoek, 2012). It is a secretive 

condition that is often overlooked and masked under another focus such as healthy 

eating, weight loss, exercise, diets, or other addictions.    

  ED can lead to other permanent health conditions such as gastrointestinal 

dysfunction, renal failure, heart damage, and bone mineral density loss (Currin, 

Schmidt, & Waller, 2007). Unfortunately, these issues may be the reason the 

individual receives treatment for the underlying disease of an ED that may have been 

present for years.  

Identification and Treatment.  

Identification and treatment of ED may be very different in a primary care 

setting versus a community setting, and also from one disorder to another. Within a 

primary care setting, the physician provides an ED diagnosis in half of all first time 

ED diagnosis for adult ED (Walsh, Wheat, & Freund, 2000), but this is often after 

significant consequences of the ED have developed (Currin, Schmidt, & Waller, 

2007). The utilization of health care services is high for those with ED due to these 

consequences (Streigel-Moore et al., 2008), so it is a prime opportunity to identify ED 

behaviors.  

 Clinical presentation of eating disorders and areas to monitor for the physician 

or RDN upon assessment in a primary care setting include: amenorrhea in women, 

history of binging or purging, those seeking weight management treatment and/or 
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complications secondary to obesity, nocturnal eating, hyperphagia, gastrointestinal 

dysfunction, or those with electrolyte imbalance. Although these presentations do not 

exclusively indicate an ED, they may be indicators to probe further into the 

individual’s behaviors surrounding food and also psychological state. The ability to 

assess these characteristics in a primary care setting increase the likelihood of ED 

identification if the health professionals are aware of what to look for.  

 Prior to clinical presentation of ED consequences, an individual may show 

signs of an ED in a community environment and first recognize the need for ED 

treatment, then initiating contact with ED specialists. Community based studies of 

those who were treatment seeking for their ED, found that the majority were receiving 

weight loss treatment and not receiving appropriate mental health care treatment (Hart, 

Granillo, Jorm, & Paxton, 2011). Cachelin et al. (2001) found that of a sample of 61 

women with an ED, 85.2% wanted treatment, 57% made contact with a professional 

for treatment, but only 8% actually received treatment specific to ED. When 

combining the sample from Cachelin et al. (2001) to a sample of 26 women with an 

eating disorder recruited by Hay et al. (1998), none of the individuals had ever 

received a diagnosis of ED, despite previously making contact with a health 

professional regarding ED.  

Dietetics Education 

 To better understand the professionals targeted by this study, the process for 

becoming a Registered Dietitian Nutritionist (RDN) will be explained. The education 

requirements to earn this credential includes a baccalaureate program through an 

accredited didactic program in nutrition and dietetics, followed by an accredited 
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supervised practice program, completed by passing the national exam for RDNs 

(Academy of Nutrition and Dietetics, 2015). The educational requirements for RDNs 

was established and is maintained at the undergraduate level and dietetic internship 

level by the Accreditation Council for Education in Nutrition and Dietetics (ACEND), 

while registration at the national level is maintained by the Commission of Dietetics 

Registration (CDR). Certain requirements are outlined by ACEND including 

knowledge requirements and practice competencies that need to be met by the students 

exiting the accredited programs.   

 The knowledge requirements provide the foundation for the entry-level RDN 

to perform reliably in the field, while the competencies specify what tasks the RDN 

will be able to perform when they enter the job force (Academy of Nutrition and 

Dietetics, 2015). All supervised practice programs must meet basic competencies, and 

then select specific concentration areas to allow entry-level RDNs to gain additional 

competencies within a specific area. The concentration areas are broad areas of 

practice to allow exposure to different subsets of dietetics within that area. Examples 

of concentration areas include: nutrition education and counseling, research, clinical 

dietetics, community nutrition, nutrition therapy, foodservice management, nutrition 

and aging, public health nutrition, child nutrition, and health promotion. The broad 

areas of practice do not specify ED concentration areas, nor do the knowledge or 

competency requirements as specific diseases are not mentioned within the guidelines.  

To maintain credentialing within CDR, a RDN must obtain 15 continuing education 

credits annually and report them to CDR.  Dietetics Practice Groups, specialized 

groups within AND to foster connection and education for RDNs with special interest 
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in a specific area, offer means to obtain continuing education via webinars. Other 

viable options include nutrition conference attendance, journal article reviews, and 

district/regional AND meetings.  

Theoretical Framework and Self-Efficacy 

As the Social Cognitive Theory (SCT) posits, behavioral acquisition and 

capability can be determined through three major constructs: situation-outcome 

expectancies, outcome expectancies, and self-efficacy expectancies (Bandura, 1977). 

Within these constructs, determinants are introduced that provide a lens through which 

to promote behavior change. These determinants include: reciprocal determinism, 

behavioral capability, expectations, self-efficacy, observational learning, and 

reinforcements (National Cancer Institute, 2005). For the purpose of this study, the 

focal point is self-efficacy expectancies, which refer to the belief about one’s ability to 

actually perform a certain behavior. Of the SCT elements, self-efficacy has been found 

to be the largest determinant of behavior and behavior change (Bandura, 1977). 

Examining the levels of self-efficacy of RDNs working with clients with ED, and 

examining factors impacting self-efficacy, can guide educational efforts aimed at 

RDNs to potentially increase their self-efficacy and thus the effectiveness of treatment 

provided.  

Bandura states “people’s judgments of their capabilities additionally influence 

whether thought patterns are self-hindering or self-enhancing, and how much stress 

and despondency they experience during anticipatory or actual transaction with the 

environment” (Bandura, 1989). Prior to Bandura, research regarding behavior change 

was based either on knowledge acquisition or action (Newell, 1978). A gap existed 
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between the two concepts, and he theorized the mediating effect of self-efficacy as the 

link. This link weaves together the knowledge pieces of SCT (behavioral capability 

and observational learning) to results of action (expectations and reinforcement) 

providing a more comprehensive lens to promote behavior change.  

Bandura outlines four methods in order to change self-efficacy and achieve 

behavior change, include providing master experiences (reinforcement), modeling 

(observational learning), verbal persuasions (reinforcement), and addressing 

attributions for physiological and affective states (comfort in adopting a new 

behavior).  These methods combine the cognitive acquisition and processes to the 

outcomes of behaviors to guide improvement of self-efficacy to thus promote behavior 

change (Eccles, et al., 2012).  Through the survey development for this study, 

questions address experiences (mastered or failed) with clients with ED, modeling and 

verbal persuasions through mentorship, and the confidence or comfort a RDN feels 

when working with this population. This offers data to address the pieces of SCT that 

influence self-efficacy to determine what factors need to be changed within the 

dietetics profession.  

Looking deeper into the constructs of behavior change and observational 

learning, Bandura describes four basic elements that are necessary to learn from 

models (Bandura, 1989). The first, attention, refers to: observer and model 

characteristics, cognitive capacities, arousal levels, event characteristics, functional 

value, and intrinsic awards. Retention is another element that also includes the 

characteristics of the observer and cognitive skills. It also incorporates cognitive 

organization and rehearsal in order to retain information for behavior change. Motor 
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reproduction is the third aspect of modeling which integrates sub skill mastery, 

selection and organization of responses, and feedback on one’s physical capabilities. 

Motivation is the fourth facet of modeling where reinforcement serves as a motivation 

for behavior. Incentive preference as well as external, self, and vivacious 

reinforcement, are subsets of the overarching facet. Each of these constructs further 

explains the qualities required in learning experiences in order to promote behavior 

change. These qualities cannot be obtained through purely observing or reading a 

manual to learn how to perform a certain behavior. These aspects for appropriate 

modeling are points of emphasis to consider upon the evaluation of the results of this 

study when determining an appropriate intervention for professionals treating clients 

with ED.  

Therefore, based on SCT, this framework is necessary in the development of 

educational programs for dietetics students and RDNs so that the four guidelines 

(providing master experiences, modeling, verbal persuasions, and addressing 

attributions for physiological and affective states) for improved self-efficacy are met. 

As the developer of this theory implies, self-efficacy directly impacts the stress that 

RDNs experience when placed in a situation, and this stress can be reduced by 

addressing the four attributes listed above. Through watching and mimicking the 

actions and outcomes of others’ behaviors (observational learning and expectations) 

and also being provided the knowledge and skill to perform a given behavior 

(behavioral capability), the RDN can improve self-efficacy to ultimately improve the 

clients’ behavior. Theoretically, if these experiences are not provided to dietetics 
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students and RDNs through their education process, it is unlikely that they will have 

strong self-efficacy or capability to treat clients with ED.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.1 Social Cognitive Theory (SCT) as Applied to Registered Dietitian 

Nutritionists’ (RDNs’) Treatment of Eating Disorders (ED) 

 

Overview of Social Cognitive Theory Studies  

SCT has shown to be an effective means to change behavior, particularly when 

compared to other behavior change models such as the Learning Theory and the 

Theory of Planned Behavior (Eccles, et al., 2012). A descriptive study developed a 

self-efficacy scale for practicing dietitians when performing various counseling skills 
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to promote behavior change (Lu & Dollahite, 2010). The 25 item instrument was 

validated during that study and identified higher self-efficacy scores with dietitians 

who had the following characteristics: frequently used counseling skills, worked in 

outpatient settings, and had long consecutive sessions with clients. The authors found 

that self-efficacy was positively correlated with counseling related job characteristics. 

This self-efficacy, when integrated into SCT, indicated positive behavior change 

related to these skills. This study further supports that increased experience and 

practice of a particular skill set heightens self-efficacy of that particular skill.  

An additional skill set, communication, was addressed by investigators in the 

United Kingdom (Whitehead, Langley-Evans, Tischler, & Swift, 2009). Their study 

assessed the level, type, and effect of training on communication skills among 

dietitians before and after becoming registered at the national level. Ninety percent of 

the respondents felt that training in communication skills led to improvements in their 

relationships with patients and also confidence with patient interviews and ability to 

deal with difficult patients. This finding supports SCT as well, due to the increased 

training that improved self-confidence in practice.  

 Self-efficacy in ED was explored in a different professional population. 

Athletic trainers were asked about their confidence in helping female athletes with ED 

(Vaughn, King, & Cottrell, 2004). The questionnaire was based on the concepts of 

SCT and despite the trainers acknowledging that they play a role in identifying and 

helping those with eating disorders, only 27% of them felt effective in performing this 

task. Those who reported greater self-efficacy worked in settings where policies were 

in place to assist trainers in identifying disorders. This tool provided guidance and also 
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likely identified an expert in ED within the trainer staff since it was developed by 

someone within the facility. This expert was then another tool that could be utilized by 

the trainers. The trainers who reported a personal experience or a close friend with an 

eating disorder also reported greater self-efficacy. This further supports the SCT by 

the increase in self-efficacy due to experiencing the phenomenon personally (Bandura, 

1977).  

Another study focusing on nursing practices directed towards weight 

management utilized self-efficacy to examine the connection between psychosocial 

factors and clinical performance (Zhu, Norman, & While, 2013).  The psychosocial 

factors included perceived skills, perceived barriers, attitudes towards people who are 

obese, professional role identity, and teamwork beliefs. The study supported the SCT 

that improved self-efficacy is a factor that is influenced by positive mastery 

experiences (perceived skills/barriers and teamwork belief) which then impacts the 

performance of the questioned behavior. Bandura’s verbal persuasion as a means to 

improve self-efficacy was shown through the nurses improved self-efficacy in a team 

approach to promote the behaviors related to weight management practice 

recommendations for patients.  

Marley and colleagues recognized the correlation between motivational 

interviewing skills and self-efficacy of nutritionists within the Special Supplemental 

Nutrition Program for Women, Infants, and Children (WIC) clinics (Marley, 

Carbonneau, Lockner, Kibbe, & Trowbridge, 2011). Physical self-concept was also 

significantly correlated with self-efficacy regarding physical activity, which relates 
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one’s personal experience with a specified behavior as a means for improved self-

efficacy.   

Interventions based on the aspects of SCT demonstrated improved self-efficacy 

within a nursing sample (Hendrix, Landerman, & Abernethy, 2011). The intervention 

group received live modeling, performance exposure, positive appraisal, and mastery 

experiences to promote self-efficacy with caregivers who worked in homecare with 

symptom management. Participants placed added value on the personal attention 

provided during training that promoted positive appraisal and affirmation during 

mastery experiences to enhance self-efficacy towards the skill set.  

With self-efficacy as the largest influential factor of behavior change, 

Norgaard and colleages (Norgaard, Draborg, Vestergaard, Odgaard, Didde, Jensen, 

Sorensen, 2013) conducted a quasi-experimental study with an intervention and 

control group of students from varying professional training programs: nursing, 

medicine, physiotherapy, occupational therapy, laboratory technology, and 

radiography. The intervention group received inter-professional training that included 

information regarding the other disciplines’ principles, methods, and basic education 

skills. It was provided to give students a better understanding of the other disciplines 

to improve collaboration. The training was to serve as skill enhancement to improve 

self-efficacy for inter-professional training and increase collaboration among team 

members in a facility. This additional training did improve self-efficacy of the health 

care students over traditional clinical training practices.  

SCT is the most widely used of behavior change theories. When applied to 

RDNs and their practice with clients with ED, the self-efficacy to counsel this 
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population is related to the effectiveness of counseling; that is self-efficacy is 

improved when counseling produces positive client outcomes. The factors influencing 

this self-efficacy is influenced by the positive outcomes from experiences, modeling, 

verbal encouragement, and fostering the comfort with adopting a new behavior, which 

is strongly supported in the literature stated above.   

Summary  

 In this section, an overview of dietetics education to become an RDN and the 

identification of ED within community and clinical settings were described. Relevant 

previous research related to SCT and the relationship to behavior change and self-

efficacy has also been presented. While self-efficacy for behavior change is often 

looked at through the lens of fostering change within a client, the project described in 

the next chapter will investigate how self-efficacy of the RDNs and ED treatment are 

associated through the viewpoint of the professional and their self-efficacy treating the 

client.  
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CHAPTER 3 

METHODS 

 This study aimed to examine the factors that influence self-efficacy of RDNs 

when working with individuals with ED or disordered eating. The research was based 

on Social Cognitive Theory and the factors outlined by Bandura that impact behavior 

change through improvement of self-efficacy.  

 This chapter is explains the methodology for the qualitative and quantitative 

phases of the study. A mixed methods approach was used to combine the strengths of 

both qualitative and quantitative research in a sequential design.   Phase I used a 

qualitative FG approach to inform the quantitative survey method for Phase II.  

The mixed method study design has been established as a separate research 

design with a unique procedural approach (Creswell, Plano Clark, Gutmann, Hanson, 

2003). It can be defined as:  

A mixed methods study involves the collection or analysis of both quantitative 

and/or qualitative data in a single study in which the data are collected 

concurrently or sequentially, are given a priority, and involve the integration of 

the data at one or more stages in the process of research. 

 

 This design allows for the richness of data through open FG discussions to 

inform and also enhance the generalizability of a quantitative survey to a greater 

sample. The combination of methods neutralizes weaknesses from both study designs 

and improves the strength of the mixed method results of the study. The use of 

qualitative research, and its holistic properties, to develop quantitative measures is 

particularly helpful when measures currently do not exist in an area where change is 

potentially indicated (Mason, 2002). Since qualitative research provides data in 
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explanations rather than numeric form, sequential quantitative research can attempt to 

control for varying factors to re-explore the research question.  

With mixed methods becoming an independent study design, this ultimately 

necessitates development of procedural guidelines. Evolution of guidelines has 

occurred, and several subsets of mixed methods research designs are now defined by 

Cresswell and colleagues (2003): sequential explanatory, sequential exploratory, 

sequential transformative, concurrent triangulation, concurrent nested, and concurrent 

transformative. These designs are based on order of implementation, level of priority 

given to qualitative or quantitative data, stage of interpretation and integration of the 

different types of data, and the theoretical perspective.  

Research Design 

 The sequential exploratory mixed methods design provided the framework to 

evaluate the factors that influence self-efficacy of RDNs when treating clients with 

ED. Both phases of this study explored the same content area in order to provide a 

sequential analysis to the final results. The qualitative phase proceeded the 

quantitative phase to first explore the nature of the perceived problem within the field 

of dietetics. Phase1 was used to provide perceptions from practicing RDNs related to 

ED, and how the participants felt when working with a client with an ED. It also 

sought information on how and where changes could be made in dietetics education to 

change any negative perceptions held regarding treatment of an ED. The qualitative 

approach was very beneficial in obtaining an array of responses that could not be 

received with a quantitative method. From these responses, combined with prior Phase 

I study outcomes, Phase II was developed to quantitatively assess a larger sample of 
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RDNs for generalizability to the profession. The sequential exploratory mixed 

methods equated to:  

Qualitative Study Results Quantitative Study Results 

Strengths in using a sequential exploratory mixed methods design include:  

 Combining methods allows detailed explanation of complex phenomena.  

 Combining methods can neutralize or cancel weaknesses that may be present 

using one method.  

 The qualitative information helps create a quantitative instrument.  

 The phases are completed at separate time periods, which may ease researcher 

stress.  

Weaknesses in using a sequential exploratory mixed methods design include:  

 Extensive time is needed for the completion of the study.  

 Due to the length of time needed for the study, researcher fatigue is possible, 

which may impact analysis and interpretation of data.  

 Recruitment is needed for both phases of the study.  

Research Ethical Considerations 

The research conducted was approved through the Texas Tech University 

(TTU) Institutional Review Board for the Protection of Human Participants (IRB) and 

remained in full compliance through the completion of the study. Separate IRB 

documents were used for the qualitative and quantitative pieces of the study due to the 

sequential and informative design of the mixed methods approach. Both phases 

exposed participants to minimal risk throughout the study so no liability plan was 

offered. Anonymity and confidentiality of participant contributions were protected 
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through elimination of identifiable information from research documents and locking 

hard copies of research materials in a filing cabinet. Participants were not penalized 

for choosing to not participate in the study.   

Phase I: Qualitative Design 

 This section will provide details related to the research setting, participant 

selection, data collection, and analysis of the qualitative portion of this study.  

Research Setting 

The research setting for the qualitative portion of the study was the Academy 

of Nutrition and Dietetics (AND) Food and Nutrition Conference and Expo (FNCE) 

2013 in Houston, TX on October 19th-October 22nd. The conference had greater than 

10,000 individuals in attendance including RDNs, nutrition researchers, policy 

makers, other health care providers, and industry leaders. Over 100 research 

presentations, lectures, culinary demonstrations, panel discussions, and debates 

occurred over the four-day period. The location of the AND FNCE was the George R. 

Brown Convention Center, where a single conference room was reserved for the three 

FG time periods.  

Participant selection  

RDNs were recruited, through several means, to participate in one of the three 

FG discussion while attending AND FNCE 2013. The first form of recruitment was an 

email and newsletter announcement sent to selected Dietetic Practice Groups (DPGs) 

within AND. The DPGs routinely send emails and newsletters to their members to 

provide updates about upcoming events. Within this correspondence, an invitation for 

the research project was included (Appendix A) for the recruitment email. The email 
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list was purchased from the Commission on Dietetics Registration (CDR) and 

provided via an Excel spreadsheet with member email addresses. The selected groups 

included the Behavioral Health Nutrition DPG and the Medical Nutrition Therapy 

DPG since it was decided that these two groups may include an array of ED client 

experience. If RDNs were interested in participating, they were asked to send an email 

to the researcher. A confirmation email as well as a reminder email was sent prior to 

AND FNCE to provide continued encouragement for participation (Appendix B).  

The second form of recruitment was through an announcement in the Texas 

Academy of Nutrition and Dietetics (TAND) email newsletter, which included the 

information that was also provided in the DPG recruitment email. Interested 

participants were asked to contact the researcher via email in order to sign up for a FG 

time. Email confirmation and a reminder were also sent to these participants.   

The final form of recruitment was on-site during AND FNCE and included a 

flyer disbursement and face-to-face recruitment by graduate students and faculty 

members assisting with the study (Appendix C). RDNs were provided information 

regarding the location and times of the FGs and were encouraged to participate by the 

recruiters.  

Three FGs were scheduled as a starting point to reach saturation (Krueger & 

Casey, 2009). Other factors determining the number of FGs at the conference included 

the cost of meeting space rental and availability of space during AND FNCE. A total 

of 16 RDNs agreed to participate in the FG discussions. The FGs were approximately 

1½ hours in length each. The first group had eight participants, the second included 

three, and the third FG had five participants.  
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Qualitative Data Collection 

 Upon the approval of this portion of the study by the TTU IRB, three FGs 

were conducted in Houston, TX at AND FNCE. The lead researcher served as the 

moderator, while two graduate students from the Nutritional Sciences Department at 

TTU and a TTU Nutritional Sciences faculty member assisted at various points during 

the FGs. These individuals also took notes during the group discussions to highlight 

key points or ideas for debriefing following each FG. Any late participant arrivals or 

interruptions were mediated by the assisting graduate students. Time was monitored 

by one of the graduate students who also managed the audio recording during the 

discussions. Each research assistant was trained prior to the group discussions by a 

faculty member who has completed training in FG research with Dr. Richard Krueger 

at the University of Minnesota, and who has conducted or supervised over 50 FG 

discussions and trained over 50 people in the FG method.  

At the beginning of each group discussion, participants were provided a 

consent form with information about the study (Appendix D) and were asked to 

complete a short survey requesting demographic and professional information 

(Appendix E), such as age, race/ethnicity, education achieved, and knowledge about 

disordered eating.  At this time, they were encouraged to pick up a boxed lunch and 

enjoy a free meal while completing the preliminary paperwork. The FG recording 

began once all participants completed the consent and demographic information 

sheets. Appendix F provides the FG discussion guide that includes all procedures and 

questions asked during the group discussions.  Each group was audio recorded and 

transcribed in entirety by a graduate student, who was not present at the time of data 
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collection, into a single Word document for analysis for themes. Names were deleted 

from the transcription to maintain anonymity during the analysis process.  

An a-priori coding list for recurring and key codes was developed by the lead 

researcher upon reviewing the transcripts. The codes were derived from the study 

questions or key words or phrases that frequently appeared in the transcripts.  See 

Appendix G contains the final coding list.  

Qualitative Focus Groups 

The purpose in using the FG approach is to identify trends and patterns in 

perceptions of a group of individuals who have common attributes to one another, and 

these attributes are also related to the topic to be explored (Krueger & Casey, 2009). A 

quality FG environment provides permissibility of all opinions and perceptions 

without pressuring consensus from the group. Through the idea sharing during the 

discussion, individuals are able to uncover factors and emotions that may influence 

their own opinions or others’ opinions. This enhances the richness of the data 

collected and allows for greater insight into the topic area.  

Challenges when using FGs to collect data often relate to the information that 

is shared by the participants. There is the potential for intellectualized (overly rational) 

responses versus emotional or behavioral responses, inaccuracy of self-report, or 

domination of the discussion by certain individuals (Krueger & Casey, 2009). If the 

subject matter is seemingly sensitive, this may inhibit participants from sharing as 

well. These challenges make it necessary to have a trained moderator, aware of such 

possibilities, as well as an assistant moderator to also aid in identification of these 

concerns.   
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Prior to beginning the recorded FG discussion, the moderator provided 

parameters for the discussion (Appendix F). This included appreciation for their 

participation, the topic of discussion, helpful definitions related to the topic, 

confidentiality of participation, and a reminder to respect the time of the group by 

allowing all to have a change to share opinions/perceptions.  

Questions for focus groups. Questions for these FGs began with an opening 

question that each participant answered to elicit conversation, then introductory 

questions to have participants begin focusing on the topic of treating a client with 

disordered eating or an ED. These were followed by key questions to understand 

protocols, resources, effectiveness in practice related to these clients, and personal 

experience with ED. A closing question was offered to allow sharing of any 

perceptions that had not been discussed within the FG to this point. The key questions 

centered on SCT to explore reciprocal determinism (interaction of environment, 

person, and behavior), behavioral capability (knowledge to perform a given behavior), 

expectations (anticipated outcomes), self-efficacy (confidence to perform), 

observational learning (behavioral acquisition by observing others), and reinforcement 

(responses that affirm or deny behavior).  

Questions were reviewed by a faculty member at Texas Tech University who 

is adequately trained in FG development and facilitation. The questions are provided 

in Table 3.1. Additional probing questions are found in Appendix F. 
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Table 3.1 Focus Group Discussion Questions to Evaluate Registered Dietitian 

Nutritionists’ (RDNs) Self-Efficacy in Working with Clients with Eating  

Disorders (ED)  

 

1 What is your initial thought when you discover your client has disordered eating 

or an eating disorder? 

2 What aspect of working with these clients makes you feel most 

uncomfortable/comfortable? 

3 How capable do you feel treating clients with disordered eating or an eating 

disorder? 

4 Do you have a protocol to follow when treating these clients?  

Do you have certain expectations when you follow this protocol?  

5 How do you feel after you have counseled a client with disordered eating or an 

eating disorder? Does it help if you are also working with someone else, such as 

another RDN or another health professional?  

6 Do you reach out to other health professionals for assistance with these clients?  

Or do you have other resources to help you?  

7 What education and training do you feel was the most beneficial to you when 

faced with a client with disordered eating or an eating disorder? 

8 What education and training do you feel was the least beneficial to you when 

faced with a client with disordered eating or an eating disorder? 

9 What concepts and information should be included in education and training to 

prepare future and current RDNs to be effective in working with clients with 

disordered eating or an eating disorder? 

10 Please share your thoughts about the impact of a personal experience with 

disordered eating or an eating disorder on your effectiveness or comfort level 

treating clients with this similar struggle? 

11 Do you feel that you are effective in treating those with disordered eating or an 

eating disorder? Why? 

What indicators do you use to determine effectiveness? 

12 What experiences have you had in preventing disordered eating or eating 

disorders? 

What indicators do you use to determine effectiveness of these experiences? 

13 Are there any factors that we have not discussed that you feel affect your 

treatment of clients with disordered eating or an eating disorder? 

 

Qualitative Data Analysis 

The audio recordings of the FGs were fully transcribed and imported into 

ATLAS.ti qualitative data management software (Version 7, 2014, ATLAS.ti Ink). 

ATLAS.ti allowed the lead researcher to easily code, create memos, and organize the 
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data for efficient analysis into themes.  An a priori code list was developed based on 

concepts within (SCT) to guide the line-by-line coding process. For example, 

behavioral capability (BC) codes were included for client evaluation (BC-CLIENT 

EVAL) and barriers to treatment (BC-BAR TX) since these were general areas of 

responses to the FG questions. Similar codes were also created for each construct of 

SCT.  The lead researcher and a graduate student coded the transcripts, and a master 

code list was developed by creating additional codes when significant parts of the 

discussion did not coincide with a code on the a priori list. Coding was completed 

independently by the lead researcher and graduate student, then compared to 

determine the final coding (See Appendix G for final code list). If specific content was 

coded differently between the coders, the lead researcher (who had greater work 

experience with clients with ED) and a dissertation committee member reviewed and 

evaluated the incongruence, then determined which code was most suitable. Inter-rater 

agreement was determined using the following formula (Auld, Diker, & Bock, 2007):  

 

Percentage Agreement    =   Agreements   

(Agreements + Disagreements) 

 

A 70% agreement or higher was considered to be reliable (Frey, Botan, & Kreps, 

2002). The average across all three FG discussions was 70.8%; thus, the coding was 

considered to be reliable.  

Themes were then derived from the coded transcripts based on ideas and 

concepts that trended throughout the three FGs. Dissertation committee members of 
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the lead researcher provided feedback to offer additional perspectives to the themes to 

ensure potential bias was minimized due to the multiple roles (moderator, coder, and 

interpreter of results) of the lead researcher. The themes were guided by SCT, but the 

lead researcher remained open to deviation from SCT since the study was exploratory 

in nature. The sub-themes were then linked to the corresponding SCT construct.  

Phase II: Quantitative Design 

 This section of text will explain the participant selection, measures, and 

procedures of Phase II of this mixed methods study.  

Participant Selection 

 Phase II was the quantitative portion (online survey administration) of this 

study; however, participant criteria were similar in both phases of the study. The 

sample was pulled from RDNs within the United States regardless of state of 

residency. Selection did not exclude participants due to work environment, years of 

employment, years as a RDN, or other demographic factors. Invitation for 

participation was extended through several electronic means (listserv email, social 

media, and professional association newsletters) and participants self-selected for 

completion of the survey. Reminder emails and reposting of recruitment information 

through social media outlets encouraged a higher response rate.  

Survey Development 

The survey was developed based on the theoretical framework of SCT. This 

framework was used in the development of questions in the Phase I FGs and the 

emerging themes and subthemes further developed the survey to target more specific 

questions related to the factors impacting self-efficacy of RDNs working with eating 
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disorders. Guidance for the content, order, and structure of survey questions was 

supported by the text by Bradburn, Sudman, and Wansink (2004) to provide a strategic 

approach to the questions deemed necessary in the survey.  

 The survey underwent review by five Texas Tech University faculty from 

Nutritional Sciences, Human Development and Family Studies, and Addictive 

Disorders and Recovery Studies to provide feedback. The survey link was then be 

administered to a sample of graduate students at Texas Tech University to assess 

understanding of the questions as well as time required to take the survey. Feedback 

provided was used to revise the survey for reliability testing.  

Survey questions. The survey consisted of a total of 62 items covering several 

categories (Appendix H). Following each category, an additional comment section 

was provided to allow the participant to add any other personal beliefs or experiences 

to add further qualitative data to the study.  

 Demographics: The eight demographic questions were used to indicate the 

level of experience, work setting, education, specialization, ethnicity, and age of the 

participant. This allowed for the evaluation of the diversity of the final sample in terms 

specific to eating disorder experience to see if this related to other survey responses. 

The questions were in multiple choice format with open ended responses allowed only 

for years as a RDN and years of age.  

 Eating Disorder Education Exposure: These nine questions evaluated the level 

of eating disorder education the participant was exposed to during her dietetics 

coursework and continuing education.  It also asked questions related to mental 

disorders and mental health since these two aspects were concerning to the individuals 
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who participated in the Phase I FGs. Self-efficacy related to counseling and work with 

mental disorders was also questioned in this section. A five point Likert scale from 

Strongly Disagree to Strongly Agree was used.  

 Factors that Influence Eating Disorder Development: This section of eight 

questions sought to gain information about the knowledge level of RDNs regarding 

eating disorder development and what factors may influence this. A five point Likert 

scale from Not Important to Extremely Important was used.  

 Self-Efficacy with Eating Disorder Treatment: This larger section of 14 

questions asked about the level of agreement with statements regarding comfort, 

confidence, and importance of different factors related to the treatment of eating 

disorders. A five point Likert scale from Strongly Disagree to Strongly Agree was 

used.  

 Protocols/Outcome Measures: Eight questions created this grouping to 

evaluate the measures and expectations in place at the facility of practice and also 

within the professional body of dietetics. Once again, a five point Likert scale from 

Strongly Disagree to Strongly Agree was used. The first three questions asked about 

personal protocols that may be used, followed by a question asking if the facility of 

employment treated individuals with eating disorders. If the participant responded 

with no, they skipped the remaining five questions that asked about facility protocol. If 

yes, then the participant completed the remaining five in this section.  

 Skill Development: This piece of the survey included a total of 27 response 

opportunities. The first nine asked for the participants’ perception of how many clock 

hours should be devoted to eating disorder education by study area (ED knowledge 
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and interventions, mental health, and counseling). The remaining 14 questions asked 

for the importance of the items in the improvement of RDN knowledge and skills in 

the treatment of eating disorders. A five point Likert scale was used again from Not 

Important to Extremely Important.  

 Personal Experience with Eating Disorder: The survey questions within this 

section requested information regarding the potential of the participant having/had an 

ED or disordered eating. This was included as this may influence the level of 

knowledge and understanding of client treatment through a patient perspective versus 

a clinician perspective. These questions asked participants to provide a yes/no 

response with options within each question to provide more flexibility for the 

participant to answer accurately. 

 General Self-Efficacy Scale: The final survey questions were a self-efficacy 

measure of eight questions to assess a broad sense of self-efficacy from the 

participants (Chen, Gully, & Eden, 2001).  It has high content validity in other studies 

and is a helpful tool to evaluate the general self-efficacy of the sample.  

Reliability Study 

The reliability of the survey was tested by recruiting participants through email 

listservs of the Lubbock, Amarillo, and Midland/Odessa regional members of the 

Academy of Nutrition and Dietetics (AND). Participants completed the survey via the 

Qualtrics Survey Software (Qualtrics, Provo, UT), an online survey software. The 

software allows format options for survey development and readability, launching of 

the survey to the intended sample, and exporting of results into multiple forms in order 

to do statistical analysis. It also provides options to maintain participant confidentiality 
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and anonymity. A web link for each created survey (reliability and main survey) was 

activated and distributed to participants to access for the survey completion. 

Responses were stores within the software until exported into statistical analysis 

software. Upon adequate sample size acquisition, the link was deactivated by the lead 

researcher through a password-protected login accessed through the Qualtrics 

software. No identifiable information was exported from the software.  

The recruitment email is provided in Appendix I. This portion of the project 

allowed for test/retest reliability as well as another opportunity for feedback regarding 

the clarity of survey questions. Twenty-six RDNs completed the same online survey at 

two different time points (T1 and T2), with approximately 2 weeks between the two 

administrations. Separate survey links were sent for T1 and T2 with the last question 

asking for an email address to link the two completed surveys. Participation was 

completely voluntary, and for completion of both T1 and T2, a $10 donation was 

made to the participants’ local AND group. The Qualtrics software collected the 

results to import into SPSS software for reliability testing.  

 Test-retest reliability. Pearson’s correlation coefficient (r) was used to 

determine test-retest reliability (Gravetter & Wallnau, 2011). The correlation 

coefficient can range from -1.0 to 1.0 with the value closer to 1 indicating a stronger 

positive correlation between the two administrations of the survey. This informs the 

researcher that the participant understood the question and was able to answer it 

similarly from the first survey completion to the second. A negative correlation, closer 

to -1.0, would indicate that the participant responded significantly different from the 

first survey completion to the second. Test-retest correlations should always be 
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positively signed (even with a low absolutely value), otherwise the participant 

answered virtually opposite of their initial response. For example, answering “strongly 

agree” during T1 and answering “somewhat disagree” for T2. A correlation of 

acceptable reliability is recommended at the 0.70 level.  

Correlation coefficients were calculated for the mean response of the 

constructs in the survey from Time 1 to Time 2. This resulted in the following 

Pearson’s r values: ED Education Exposure (r = 0.588), Factors that Influence ED     

(r = .789), Self-Efficacy with ED Treatment (r = 0.735), Protocols/Outcome Measures 

(r = 0.654), Skill Development (r = 0.710), General Self-Efficacy Scale (r = 0.816).  

For questions not included in a proposed construct, direct correlations were 

calculated from Time 1 to Time 2. These responses ranged from 0.347 to 1.0 with the 

majority greater than 0.70. For questions or constructs with correlation coefficients 

lower than 0.70, considerations were made to eliminate the question or modify the 

question for greater clarity. The two questions eliminated addressed disordered eating 

(I am confident counseling individuals with disordered eating; I feel that disordered 

eating is as equally threatening to an individual’s health as an eating disorder.) and the 

remaining were subject to wording changes and utilized in the final survey.  

 Internal consistency. Internal consistency of the created constructs was 

measured utilizing Cronbach’s alpha, which is considered an accurate statistical 

assessment of reliability (Field, 2009). The potential Cronbach’s alphas could range 

from 0 to 1, with a score closer to 1 indicating greater internal consistency. The 

recommended classification of strength of Cronbach’s alpha are: greater than 0.9 is 
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excellent; 0.80 to 0.89 is good; 0.70 to 0.79 is acceptable; 0.60 to 0.69 is questionable; 

0.50 to 0.59 is poor; and less than 0.50 is unacceptable.  

 The Cronbach’s alpha was determined for each construct and ranged from 

0.521 to 0.937 for the average of the two administrations for the reliability study. The 

ED Education Exposure consisted of six questions (α = 0.706), Factors that Influence 

ED consisted of eight questions (α = 0.820), Self-Efficacy with ED Treatment 

consisted of fifteen questions (α = 0.706), Protocols/Outcome Measures consisted of 

eight questions (α = 0.521), Skill Development consisted of fifteen questions (α = 

0.887), and the New General Self-Efficacy Scale consisted of eight questions (α = 

0.937). Acceptable alpha levels greater than 0.70 were seen with ED Education 

Exposure, Factors that Influence ED, Self-Efficacy with ED Treatment, Skill 

Development, and the General Self-Efficacy Scale.  

Modifications were made to the Protocols/Outcome Measures construct due to 

the poor internal consistency. The researchers recognized lack of applicability of some 

questions to all potential participants. Skip functions, allowing the participant to skip 

the inapplicable questions, were added to the survey in order to rectify the situation 

and to keep all questions for the construct.  

Quantitative Data Collection 

Based on the reliability study, the revised version was developed using 

Qualtrics Survey Software. Recruitment of the participants was completed through 

several means of distributing the Qualtrics survey link:  
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 Email through the complimentary listerv of randomly selected 2,500 RDNs 

currently holding national registration from the Commission on Dietetics 

Registration (CDR) (Appendix J).  

 Recruitment posting on LinkedIn social media via groups (Appendix K):  

o Academy of Nutrition and Dietetics 

o Behavioral Health Nutrition Dietetics Practice Group 

o Nutrition and Dietitian Jobs 

o Texas Registered Dietitians 

o Young Dietitians of the Academy of Nutrition and Dietetics 

 Recruitment posting on Facebook social media via groups (Appendix K):  

o Academy of Nutrition and Dietetics 

o Dietitian Central 

o Behavioral Health Nutrition 

o Texas Academy of Nutrition and Dietetics 

o Young Dietitians of the Academy of Nutrition and Dietetics 

Participation was open to all RDNs with no limitations on demographic 

characteristics. The intent was to survey all RDNs regardless of their background since 

the research was to be used to understand factors influencing self-efficacy from the 

dietetics profession as a whole. This allowed for greater response by not placing 

limitations other than holding the credential of RDN. The survey recruitment posts and 

emails were posted/sent once a week, and again each subsequent week, for four weeks 

total until acceptable sample size was reached.  
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The survey took approximately 15 minutes to complete. Participants were not 

required to answer all questions on the survey, but were prompted if any questions 

were skipped to provide the option to return to the question for completion. No 

identifying information was collected during the survey or through the survey link.  

The incentive for participation in the study was a $5 donation for each 

completed survey, made by the researcher, to the Academy of Nutrition and Dietetics 

Foundation, up to $1000. No direct compensation to the participant was made.  

Quantitative Data Analysis 

 Preliminary analyses. Participant inclusion was determined based on the 

eligibility (holding RDN status) and also level of completion of constructs. If the 

individual did not complete any construct, he/she was eliminated, along with any 

participants who did not complete at least 90% of the questions (Bennett, 2001).   The 

sample size reduction is diagrammed below.  
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Participants Initiating  

Online Survey 

(n=360) 

Participants Eligible for 

Participation 

(n=353) 

Participants Who 

Completed Adequate 

Survey % 

(n=225) 

Final Sample for 

Analysis 

(n=225) 

Participants eliminated due 

to at least 1 incomplete 

construct.  

(n=128) 

Participants eliminated due 

to  

non-RDN credential.  

(n=7) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3.1 Elimination of Participants Who Did Not Meet Study Criteria 

 

Preliminary analysis included the evaluation of skew and kurtosis for 

normality of the data based on proposed constructs. Cronbach’s alpha was also 

calculated for each of the proposed constructs to evaluate reliability.  Descriptive 

statistics were determined for demographic information and to provide summaries of 

the other work characteristics.  

Data analysis plan. Data were imported from SPSS into AMOS software to 

test the hypotheses utilizing a Structural Equation Model. The model was adjusted 

based on adequacy of preliminary loadings of manifest variables into the latent 

constructs. Variables were removed if the factor loading was below .4. Adjustments 
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were also made to create an identified model with adequate constraints to provide a 

good model fit.  

The Role of the Researcher 

 In Phase I of the dissertation project, the lead researcher served as the 

moderator of each of the FGs. Due to background knowledge of eating disorders and 

the nature of treatment, she was able to probe and facilitate deeper discussion with 

participants. With guidance from the faculty member with FG expertise, she also 

served as a coder and interpreter of the themes of the qualitative data in order to 

inform the quantitative Phase II of the study.  

For Phase II, the lead researcher designed the survey through information 

obtained in Phase I and created the Qualtrics survey for administration. The data were 

administered, collected, and exported into SPSS software for analysis by the lead 

researcher. Statistical analysis was conducted with the guidance of the statistics expert 

on the dissertation committee to ensure appropriateness of statistical methods and 

interpretation of results.  
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CHAPTER 4 

RESULTS 

This chapter will outline the results of Phase I and Phase II of this research 

project. The qualitative Phase I, including the FG discussion outcomes and themes, 

will be presented first along with any explanatory quotes. These results informed 

Phase II of the study, which was a quantitative survey administered online  

Phase I Qualitative 

Participants 

A total of 16 female RDNs participated in the three groups. The participants’ 

current work locations were distributed across the United States and represented nine 

states. The mean ± standard deviation for years of professional practice as a RDN was 

14.8±9.12 (range of 1 to 27 years), with half of the participants (8 of 16) having had 

reasonable exposure to clients who were diagnosed with ED (greater than 20 clients in 

their career).  Further information regarding previous area of practice, current area of 

practice, and highest level of education are provided in Table 4.1.  
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Table 4.1 Focus Group Participants' Professional Characteristics (n=16) 

      

Demographic/Characteristic Sample Frequency Sample Percent 

Area Currently Working:  

  Clinical 7 43.8 

Outpatient/Private Practice 7 43.8 

Community 1 6.3 

Food Service 1 6.3 

Research 2 12.5 

Academia 2 12.5 

Retired 0 0.0 

Graduate Student 0 0.0 

Other 0 0.0 

Area Previously Worked:  

  Clinical 16 100.0 

Outpatient/Private Practice 0 0.0 

Community 2 12.5 

Food Service 6 37.5 

Research 1 6.3 

Academia 0 0.0 

Other 0 0.0 

Highest Level of Education:  

  Bachelor's Degree 5 31.3 

Master's Degree 8 50.0 

Doctoral Degree 3 18.8 

      

   Themes 

Four major themes and eight sub-themes were identified from the FGs. 

Representative comments from RDN participants are outlined in Table 4.2 to illustrate 

the themes and sub-themes. The themes are described below.  

Professional capability. Several sub-themes emerged reflecting the RDNs’ 

perceived capability to work with clients with ED. The nutritional treatment aspect of 

the client did not impact the perceived professional capability of working with the 
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client, but the clients’ mental health issues, associated with ED, decreased RDNs 

ability to treat the client. Some RDNs expressed concern that they weren’t comfortable 

(or capable) to treat due to the fear or uneasiness of making the disorder worse based 

on a lack of understanding of the mental health side of the disorder.  This was further 

exacerbated by the seeming unpredictability of symptoms of co-occurring mental 

health issues.  

Another sub-theme focused specifically on the apprehension RDNs perceived 

when treating this type of client, beyond any mental health concerns. It spoke directly 

to feeling uncomfortable due to lack of exposure to these clients and feeling that their 

health conditions were too severe for the RDNs’ capability.  

 Blurred boundaries of practice was the third sub-theme related to professional 

capability. RDNs working with clients with ED often found it was difficult to 

determine where their scope of practice ended and where the scope of other therapists 

(professional counselors, psychologists, psychiatrists) began. Several participants 

mentioned that clients did not understand these boundaries, and the clients utilized 

their RDN as a listening ear for what crisis they may be facing that day. Often, these 

crises did impact the client’s eating behavior so the RDNs felt it was difficult to 

separate nutrition therapy and other therapy.  

Barriers to treatment. The sub-theme of poor awareness of ED among health 

professionals trended throughout the FGs as a barrier to treatment. This poor 

awareness related to misdiagnosis or lack of diagnosis of ED when clients visited 

other professionals (non-RDNs) for treatment. The RDN is often one of the first to 

recognize an ED and may have the opportunity to educate the other professionals in 
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their network about the signs and symptoms of disordered food relationships.  

Participants also perceived poor awareness among staff in the fitness and sports 

industry with a lack of thorough evaluation of clients seeking weight loss advice. They 

may fail to determine what other struggles their clients are facing that could indicate 

an ED. If the professional provides treatment that is solely based on medication, 

weight management programs, and/or lab tests, the absence of the necessary 

evaluation of the bio-psycho-social aspects will limit success with the client. 

Resources. Following discussion of barriers to treatment and factors 

influencing professional capability was a discussion of resources perceived to be 

beneficial or less beneficial. The mentor/colleague collaboration was the most 

beneficial resource identified by the FGs. This included the exposure participants had 

with a mentor actually working with ED or using RDN colleagues as a resource when 

facing a challenging client.  Professionals outside of dietetics were included, and it 

was emphasized that collaboration involved a variety of therapists (professional 

counselors, psychologists, psychiatrists) and physicians.  

 A less beneficial resource was formal education as RDNs typically 

experienced only a brief introduction to ED with little information about how to treat 

them. If treatment information was provided to participants, it was outside of their 

nutrition coursework and did not cover nutritional intervention. This lack of education 

spanned undergraduate coursework, supervised practice experience (coordinated 

programs and dietetic internships), and graduate coursework.  

Treatment and evaluation outcomes. The sub-themes of treatment and 

evaluation outcomes included expectations of protocols and holistic approach. The 
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former highlighted the disconnect between expectations and outcomes that center 

around protocols. For example, participants mentioned that protocols have been put in 

place in facilities and private practice that emphasize weight restoration as a sole 

measure of successful treatment of a client with an ED. Outside of this guideline, few 

RDN participants expressed the presence of a well-defined holistic protocol and 

outcome evaluation for dismissal of a client at their facility, even though a holistic 

approach was perceived as desirable.   

 Difficulties with determining a set protocol for a holistic approach were 

acknowledged. A need exists for a set of guidelines for release of a client who is in 

recovery from their ED. Participants suggested that a paradigm shift to an overall 

healthy lifestyle as an outcome of ED treatment versus a weight focus is warranted.
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Table 4.2 Individual Themes Related to Professional Capability, Barriers to Treatment, Resources, and Outcomes Related to 

Registered Dietitian Nutritionists (RDNs) Working with Clients with Eating Disorders (ED). 

 

Themes Sub-Themes 

(Social Cognitive Theory 

Construct) 

Representative Quotes 

Professional 

Capability 

 

Challenges Related to 

Client Mental Health 

Issues 

(Behavioral Capability) 

"Co-occurring mental disorders and they're definitely exacerbated by their 

eating disordered thinking." 

    "You know as a dietitian, we cannot evaluate the treatment for manic 

depressive or some mental health issues, and you know, we don't want to 

further trigger problems that may exacerbate the eating disorder." 

    "I think things become more unpredictable than just the eating disorder. I've 

had a client come in who just literally sliced and diced herself in the car before 

she walked into my office. Bipolar, all these things, and I’m like "What do I 

do?" 

  Apprehension 

(Self-efficacy) 

"I'm definitely capable, just not comfortable, but more comfortable with 

obesity." 

    "I think when I got to my internship and I did see eating disorders, it sort of 

scared me, I didn’t know what to do, I didn't know how to approach it." 

    "I feel less comfortable with a full-blown eating disorder because I haven't 

really dealt with this as much as disordered eating." 

   "Some people get scared. They're like 'Whoa, these people (clients with eating 

disorders) are way beyond me!'" 
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Table 4.2 Continued 

Themes  Sub-Themes 

 

Representative Quotes 

 

  Blurred Boundaries of 

Practice  

(Behavioral Capability) 

"Because inevitably, food and therapy cannot be disconnected. We have that 

blurred line between a therapist and a dietitian, but that’s at least what I see. 

There is no great dividing line, so you kind of talk about the psychology of 

food." 

    RDNs may encounter more than food issues with clients with ED such as 

“people who have pretty severe psychiatric illness, maybe not around the food, 

but it just comes up. And you can't just say ‘Oh go say that to your therapist.’ 

Sometimes you can, but sometimes you have to just talk them through it, listen 

to them." 

    "The client just had a really bad day, and I was her person she was able to talk 

to about it. We didn't talk about anything about food, and it ended up helping 

her. I thought, if that would've happened to me like five years ago I'd have 

been like, ‘Uh...change the subject...and should I be doing this?’" 

    "I’ve got to figure out my scope of practice versus the therapists' scope and 

what they're working with. You know, if we're doing good on the food and 

following the meal plan, then I feel like a lot of that is still where the 

relationship with food is for the therapists (professional counselors, 

psychologists, psychiatrists)." 

    "There is a central theme that regardless of whether it is eating disorder or 

obesity, my worry is that 'Do I have to be the psychologist?'" 

    "We're not trying to take the job of the therapist, but when you are talking 

about food with somebody who might be extremely worried about food, 

therapy of some type needs to happen."  
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Table 4.2 Continued  

Themes  Sub-Themes 

 

Representative Quotes 

 

Barriers to 

Treatment 

 

Poor Awareness of Other 

Health Professionals 

(Reciprocal Determinism) 

"I think that a lot of other professionals are scared of (an ED) diagnosis and 

don't want to deal with it. Not that they don't want to deal with it, but that 

they're anxious about dealing with it." 

    "What dumbfounded me was that the family went from pediatrician to 

pediatrician and therapist and child/adolescent psychiatrist, everybody missed 

the diagnosis." 

    "I always have to educate the doctors: “When you spoke to this patient, did you 

realize this patient was exhibiting these behaviors and may have an eating 

disorder so can we address that?” 

    "The most uncomfortable thing for me is the lack of education of other people 

around me, which I think you were saying too, but in particular the 

physicians." 

    "The fitness coaches, having to educate them to be like, “Oh my goodness, that 

is not appropriate for you to encourage so-and-so to lose weight.” There’s no 

reason that they should be wanting to lose—and their mindset of what is 

appropriate in terms of a healthy body weight or a healthy body image." 

Resources 

 

Mentor/Colleague 

Collaboration  

(Observational learning 

and Reinforcement) 

 "I have two dietitians that I speak to a lot that worked with clients with 

disordered eating and eating disorders, and that was very helpful, that’s what 

got me interested in the field."  

    "I have several people (other RDNs) who mentored me while working at an 

outpatient treatment program, and just working with those individuals. 
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Table 4.2 Continued  

Themes Sub-Themes 

 

Representative Quotes 

 

     "I’ve known a lot of great dietitians, and nutrition professors, and so you 

know, call on information that I’ve learned from them, and even being on the 

other end, being in it for these other dietitians, an instructor, preceptor, I’ve 

gained a lot of experience from that." 

    "I reach out to other dietitians, and definitely reach out to other 

counselors/therapists, and residential programs that I’ve been involved with." 

    "If the patient's already connected with therapists, and I can’t get through to the 

patient, then I will seek help in another dietitian, maybe more specialized in 

eating disorders." 

  Minimal Formal Education 

(Behavioral Capability) 

"More emphasis probably does need to be given on disordered eating 

throughout the undergraduate (curriculum) and putting it into every single 

different area. I do not think many schools are doing as good a job as they 

could be. Because inevitably, food and therapy cannot be disconnected." 

    “I can’t remember a class or anything on it (ED). I think we just skimmed over 

ED to know what it was, but nothing else.” 

    "What I’ve heard about eating disorders was actually not in my nutrition 

classes, it was in my Psych 101 class. Not that I didn’t know it existed, but I 

didn’t know how to approach it from a nutritional standpoint." 

Treatment and 

Evaluation 

Outcomes 

Expectations of Protocols 

(Expectations) 

""Ok, you're weight restored. You're done.' You do see some treatment 

facilities with that philosophy, or doctors too."  
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Table 4.2 Continued  

Themes  Sub-Themes 

 

Representative Quotes 

 

    "I would have trouble following a given protocol. To me it's more like artwork, 

and each person is totally different, but it gives you kind of a before and after 

checklist." 

    "You had a protocol, and everybody knew what to do (referring to a pediatric 

fellowship). And this (referring to eating disorder clients), it was totally the 

opposite and I couldn't believe it."  

    "I don't have specific protocols because it's not really outlined. I guess in my 

mind I do." 

    "I don't have a specific protocol, but I have created my own for my eating 

disorder patients. I basically follow a flow sheet to make sure I don't forget any 

important questions to ask them."  

    "The actual recommendations are for really fast, hospitalized refeeding, and it's 

hard because the goal of that is weight restoration, and that does not indicate 

cure from the eating disorder." 

    "Let's teach our patients that weight is not the best predictor of health; but in 

order to get released, they have to be a certain weight. So counterintuitive." 

  Holistic 

(Expectations) 

"I think we have to debunk those myths basically, that dietitians aren't always 

wanting you at a certain weight or whatever; they're wanting a healthy lifestyle 

with making the good choices." 

    "If we could come up with some sort of assessment that looks at their 

relationships with food and their overall state, you can say like 'look how far 

you've come, even if weight hasn't."  
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Table 4.2 Continued   

Themes  Sub-Themes 

 

Representative Quotes 

 

    "For a final outcome for me 'Are you flexible with food? Are you flexible and 

can you do exercise without becoming compulsive about it? Are you talking 

about your ED or not? Do you have a support system outside of yourself?'" 

    "If there is a protocol that kind of looks at the whole picture more, I think that 

would be excellent."  
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Phase II Quantitative 

Preliminary Analyses 

As described in Chapter 3, a total of 360 surveys from participants were 

completed in Qualtrics and imported into SPSS for analysis. Evaluation of the surveys 

was conducted to eliminate participants who did not meet criteria for the study. This 

included those that were not RDNs, did not complete at least 90% (Bennett, 2001) of 

the questions, or did not complete a construct (Figure 3.1 in Chapter 3). A total of 225 

surveys were deemed suitable to use for demographic analysis and the Structural 

Equation Model. SPSS data were imported into AMOS 23 for this piece of analysis.  

Participants 

 Age, years working as an RDN, ethnicity, other characteristics specific to 

accessing the survey, along with other professional background information can be 

found in Table 4.3. Of the individuals who participated, the majority (76%) had never 

worked in a setting with an ED focus. A total of 90 participants (40%) reported having 

struggled with an ED or disordered eating (DE) at some point in their lifetime. 

Approximately 65% of those reporting this struggle felt they were in stable recovery at 

the time of the survey, while the other 35% reported no recovery time for ED/DE or 

still struggled with some behaviors related to the ED/DE (data not shown).    
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Table 4.3 Quantitative Participant Demographics and Characteristics (n=225) 

   Demographic/Characteristic Mean (years) ± SD   

Age in Years 44 ± 14 

 Years as a Registered Dietitian Nutritionist 16.7 ± 14.6 

       

  

Sample 

Frequency 

Sample 

Percent 

Ethnicity: 

  White/Caucasian 201 89.3 

Hispanic/Latino 8 3.6 

Black/African American 5 2.2 

Native American/American Indian 1 0.4 

Asian/Pacific Islander 7 3.1 

Other 2 0.9 

   Method of access to survey: 

  Facebook Group 2 0.9 

LinkedIn Group 2 0.9 

Texas Academy of Nutrition and Dietetics District  4 1.8 

Email 212 94.2 

Other 5 2.2 

   Area Currently Working:  

  Clinical 115 51.1 

Outpatient/Private Practice 14 6.2 

Community 64 28.4 

Food Service 26 11.6 

Research 13 5.8 

Academia 29 12.9 

Retired 9 4.0 

Graduate Student 13 5.8 

Other 18 8.0 
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Table 4.3 Continued   

 

Sample 

Frequency 

Sample 

Percent 

Area Previously Worked:  

  Clinical 159 70.7 

Outpatient/Private Practice 3 1.3 

Community 85 37.0 

Food Service 58 8.0 

Research 22 9.8 

Academia 52 23.1 

Other 18 8.0 

   Additional Certifications:  

  Certified Nutrition Support Dietitian  10 4.0 

Certified Eating Disorder Registered Dietitian 3 1.3 

Certified Specialist in Sports Dietetics 2 0.9 

Certified Specialist in Pediatric Nutrition 7 3.1 

Certified Diabetes Educator 14 6.2 

Weight Management Certification from AND 38 16.9 

Fellow of the Academy of Nutrition and Dietetics 5 2.2 

Professional Counselor 0 0.0 

Social Worker 1 0.4 

Other 26 11.6 

   Highest Level of Education:  

  Bachelor's Degree 101 44.9 

Master's Degree 111 49.3 

Doctoral Degree 13 5.8 

      

 

Model Testing  

  The purpose of the Structural Equation Model analysis was to test the factors 

that may influence self-efficacy of RDNs working with clients with eating disorders. 

Each of the proposed hypothesis is discussed from the final model. The first attempt at 

running the original model yielded error messages indicating the model was 
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unidentified and that further constraints were necessary for the model to run. 

Identifying where manifest variables were not loading as well as expected into the 

latent variables allowed for elimination or adjustments of some factors through an 

Exploratory Factor Analysis (EFA).  

 Upon analysis of factor loadings of the individual constructs, Self-Efficacy 

with ED Treatment was divided into two latent constructs as an (EFA) demonstrated 

alternate clustering of variables than initially expected. The initial construct contained 

fourteen manifest variables, but the EFA suggested elimination of three variables due 

to poor grouping into the self-efficacy construct (factor loadings not clustering around 

the other 11 variables). This included three questions regarding increased education 

specialized in eating disorders/counseling techniques/mental disorders and the feeling 

of confidence counseling those with an ED.  Furthermore, a component matrix of the 

remaining 11 variables in SPSS, suggested three latent variables leading to an 

elimination of four manifest variables, which did not cluster appropriately into any of 

the three latents. These questions asked about self-efficacy specific to weight status of 

the individual receiving treatment for an ED, fear of making an ED worse, confidence 

when working with a treatment team, and preference for professionals other than 

RDNs to treat ED. The final manifest variable elimination occurred with the 

preliminary model testing, leading to another question (weight status influence on 

RDN self-efficacy with ED treatment) not having a standardized factor loadings of at 

least .4 into any component (Nunnally & Bernstein, 1994).  The remaining two newly 

created latent variables were checked for factor loadings greater than .4 prior to 
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incorporation into the final model. Table 4.4 provides the means, standard deviations, 

and factor loadings for all manifest variables included in the final model.  

Random parceling of manifest variables for latent constructs ED Education 

Exposure, General Self-Efficacy, and Factors that Influence ED Development was 

executed to decrease complexity of the model. Parceling refers to dividing the full set 

of items for a construct into random groupings and then averaging scores from each 

parcel into a composite score to represent the items as a single manifest variable. This 

also decreased the number of manifest variables to accommodate the sample size of 

225 participants and create an identified model.
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Table 4.4 Means, Standard Deviations, and Standardized Factor Loadings of Manifest Indicators in Final Model (n=225) 

    
Indicator Mean ± SD Standardized 

Factor Loadings 

Eating Disorder Education Exposure   

 Adequacy of undergraduate education for eating disorders 2.34 ± 1.092 .795 

 Adequacy of undergraduate education for counseling techniques 3.04 ± 1.157 .600 

 Adequacy of undergraduate education for mental disorders 2.23 ± .985 .786 

 Adequacy of internship/graduate level education for eating disorders 2.73 ± 1.142 .643 

 Adequacy of internship/graduate education for counseling techniques 3.46 ± 1.102 .542 

 Adequacy of internship/graduate education for mental disorders 2.53 ± .987 .665 

    

Factors that Influence Eating Disorder Development   

 Psychological issues (depression, anxiety, obsessive compulsive disorders, etc.) 4.09 ± .846 .519 

 Obsession with food 4.04 ± .893 .620 

 Trauma as a child or teen 3.87 ± .885 .578 

 Repeated dieting 3.92 ± .890 .682 

 Genetic factors 3.25 ± 1.036 .555 

 Parental food behaviors 3.96 ± .801 .655 

 Media 3.92 ± .893 .672 

 Peer influence 4.01 ± .868 .662 
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Table 4.4 Continued   

Indicator Mean ± SD Standardized 

Factor Loadings 

Personal Protocols   

 Awareness of practice guidelines by AND for the treatment of ED 3.08 ± 1.156 .849 

 Knowledge of practice guidelines by AND for the treatment of ED 2.64 ± 1.061 .927 

 Follows practice guidelines by AND for the treatment of ED 3.15 ± .851 .627 

    

General Self-Efficacy   

 Able to achieve most of the goals I have set for myself 4.25 ± .622 .668 

 I am certain that I will accomplish difficult tasks 4.15 ± .651 .716 

 Obtain outcomes that are important to me 4.36 ± .558 .818 

 Succeed at most any endeavor to which I set my mind to 4.28 ± .661 .773 

 Able to successfully overcome many challenges 4.33 ± .589 .811 

 Confident that I can perform effectively on many different tasks 4.31 ± .598 .743 

 Compared to others, I can do most tasks really well 4.11 ± .676 .630 

 Even when things are tough, I can perform quite well 4.25 ± .630 .691 

    

Self-Efficacy with Eating Disorder Treatment   

 I am a professional who is well prepared to treat individuals with an ED 2.68 ± 1.174 .891 

 I feel comfortable counseling individuals with an ED 2.84 ± 1.183 .935 

 I feel effective counseling individuals with an ED 2.72 ± 1.121 .934 

 I am comfortable with my understanding of mental disorders that may be associated with ED 

and how this may impact treatment 

3.03 ± 1.120 .675 
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Table 4.4 Continued   

Indicator Mean ± SD Standardized 

Factor Loadings 

Self-Efficacy with Professional Roles in Treatment   

 I feel confident knowing where my role as a dietitian ends and the therapist's (psychologist, 

counselor, therapist, etc.) role begins 

3.80 ± .951 .711 

 When I realize someone has an ED, I feel confident referring them to a health care 

professional who specializes in ED 

4.01 ± .923 .562 
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Final constructs with questions. The manifest variables used in the final 

model were significantly associated with their latent constructs (p < .001).  The final 

constructs and questions utilized are listed below, followed by the parceled 

standardized factor loadings (Table 4.5), and the final SEM (Figure 4.1) with updated 

hypotheses:  

ED Education Exposure 

Parcel 1:  

 I feel my undergraduate education for eating disorders was adequate. 

 I feel my undergraduate education on mental disorders was adequate. 

Parcel 2:  

 I feel my undergraduate education on counseling techniques was adequate. 

 I feel my internship/graduate level education for eating disorders was 

adequate. 

Parcel 3: 

 I feel my internship/graduate on counseling techniques was adequate. 

 I feel my internship/graduate level education on mental disorders was 

adequate. 

Factors that Influence ED Development 

Parcel 1: 

 Psychological issues (depression, anxiety, obsessive compulsive disorder, 

etc.) 

 Trauma as a child or teen 

 Genetic factors 
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Parcel 2: 

 Obsession with food 

 Repeated dieting 

 Parental food behaviors 

Parcel 3: 

 Media 

 Peer Influence 

Personal Protocols 

 I am aware of the practice guidelines recommended by AND for the 

treatment of eating disorders. 

 I am knowledgeable of the practice guidelines recommended by AND for 

the treatment of eating disorders. 

 When working with a client with an eating disorder, I usually follow the 

guidelines recommended by AND. 

Self-Efficacy with ED treatment 

 I am a professional who is well prepared to treat individuals with an eating 

disorder. 

 I feel confident knowing where my role as a dietitian ends and the 

therapist's (psychologist, counselor, therapist, etc.) role begins. 

 I feel effective counseling individuals with an eating disorder. 

 I am comfortable with my understanding of mental disorders that may be 

associated with an eating disorder and how this may impact treatment. 
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Self-Efficacy with Roles in Treatment 

 I feel confident knowing where my role as a dietitian ends and the 

therapist's (psychologist, counselor, therapist, etc.) role begins. 

 When I realize someone has an eating disorder, I feel confident referring 

them to a health care professional who specializes in eating disorders. 

General Self-Efficacy 

Parcel 1: 

 I will be able to achieve most of the goals that I have set for myself. 

 In general, I think that I can obtain outcomes that are important to me. 

 I will be able to successfully overcome many challenges. 

Parcel 2: 

 When facing difficult tasks, I am certain that I will accomplish them. 

 I believe I can succeed at most any endeavor to which I set my mind. 

 I am confident that I can perform effectively on many different tasks. 

Parcel 3: 

 Compared to other people, I can do most tasks very well. 

 Even when things are tough, I can perform quite well. 
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Table 4.5 Means, Standard Deviations, and Factor Loadings of Parceled Manifest Indicators in Final Model (n=225) 

    

Indicator Mean ± SD Standardized 

Factor Loadings 

Eating Disorder Education Exposure   

 Parcel 1:  2.29 ± .955 .711 

 Adequacy of undergraduate education for eating disorders   

 Adequacy of undergraduate education for mental disorders   

 Parcel 2:  2.88 ± .940  .884 

 Adequacy of undergraduate education for counseling techniques   

 Adequacy of internship/graduate level education for eating disorders   

 Parcel 3:  3.00 ± .880 .763 

 Adequacy of internship/graduate education for counseling techniques   

 Adequacy of internship/graduate education for mental disorders   

    

Factors that Influence Eating Disorder Development   

 Parcel 1:  3.74 ± .724 .656 

 Psychological issues (depression, anxiety, obsessive compulsive disorders, etc.)   

 Trauma as a child or teen   

 Genetic factors   

 Parcel 2:  3.97 ± .684 .886 

 Obsession with food   

 Repeated dieting   

 Parental food behaviors   
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Table 4.5 Continued   

Indicator Mean ± SD Standardized 

Factor Loadings 

Factors that Influence Eating Disorder Development (continued)   

 Parcel 3:  3.97 ± .809 .631 

 Media   

 Peer influence   

    

Personal Protocols (No Parcels)   

 Awareness of practice guidelines by AND for treatment of ED 3.08 ± 1.156 .848 

 Knowledge of practice guidelines by AND for the treatment of ED 2.64 ± 1.061 .928 

 Follows practice guidelines by AND for the treatment of ED 3.15 ± .851 .625 

    

General Self-Efficacy   

 Parcel 1:  4.31 ± .500 .893 

 Able to achieve most of the goals I have set for myself   

 Obtain outcomes that are important to me   

 Able to successfully overcome many challenges   

 Parcel 2:  4.25 ± .523 .948 

 I am certain that I will accomplish difficult tasks   

 Succeed at most any endeavor to which I set my mind to   

 Confident that I can perform effectively on many different tasks   

 Parcel 3:  4.18 ± .594 .685 

 Compared to others, I can do most tasks really well   

 Even when things are tough, I can perform quite well   
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Table 4.5 Continued   

Indicator Mean ± SD Standardized 

Factor Loadings 

Self-Efficacy with Eating Disorder Treatment (No Parcels)   

 I am a professional who is well prepared to treat individuals with an ED 2.68 ± 1.174 .891 

 I feel comfortable counseling individuals with an ED 2.84 ± 1.183 .963 

 I feel effective counseling individuals with an ED 2.72 ± 1.121 .933 

 I am comfortable with my understanding of mental disorders that may be associated with ED 

and how this may impact treatment 

3.03 ± 1.120 .675 

    

Self-Efficacy with Professional Roles in Treatment   

 I feel confident knowing where my role as a dietitian ends and the therapist's (psychologist, 

counselor, therapist, etc.) role begins 

3.80 ± .951 .718 

 When I realize someone has an ED, I feel confident referring them to a health care professional 

who specializes in ED 

4.01 ± .923 .557 
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Figure 4.1 Final Structural Equation Model for Factors Related to Self-Efficacy of 

Registered Dietitian Nutritionists (RDNs) Who Work with Clients with Eating 

Disorders (ED) 

 

Revision of hypotheses. The hypotheses were revised to reflect the data that 

were utilized in the model and that created an identified model.  

 Hypothesis 1, Pathway A: 

Exposure to ED education will be associated with higher levels of self-

efficacy with ED treatment. 

Hypothesis 2, Pathway B: 

Exposure to ED education will be associated with higher levels of self-

efficacy with professional roles in treatment.  
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Hypothesis 3, Pathway CJ: 

 The association of exposure to ED education to higher levels of self-

efficacy with ED treatment will be mediated by general self-efficacy.  

Hypothesis 4, Pathway CK: 

 The association of exposure to ED education to higher levels of self-

efficacy with professional roles in treatment will be mediated by 

general self-efficacy.  

Hypothesis 5, Pathway D: 

Knowledge of factors that influence ED development will be associated 

with higher levels of self-efficacy with ED treatment.  

Hypothesis 6, Pathway E: 

Knowledge of factors that influence ED development will be associated 

with higher levels of self-efficacy with professional roles in treatment.   

Hypothesis 7, Pathway FJ:  

The association of knowledge of factors that influence ED to higher 

levels of self-efficacy with ED treatment will be mediated by general 

self-efficacy.  

Hypothesis 8, Pathway FK:  

The association of knowledge of factors that influence ED to higher 

levels of self-efficacy with professional roles in treatment will be 

mediated by levels of general self-efficacy.  
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Hypothesis 9, Pathway G:  

Personal Protocols will be associated with higher levels of self-efficacy 

with ED treatment.  

Hypothesis 10, Pathway H:  

Personal Protocols will be associated with higher levels of self-efficacy 

with professional roles in treatment.  

Hypothesis 11, Pathway IJ:  

The association of personal protocols/outcome measures to higher 

levels of self-efficacy with ED treatment will be mediated by general 

self-efficacy. 

Hypothesis 12, Pathway IK:  

The association of personal protocols/outcome measures to higher 

levels of self-efficacy with professional roles in treatment will be 

mediated by general self-efficacy.  

Hypothesis 13, Pathway J:  

General self-efficacy will be associated with higher levels of self-

efficacy with ED treatment despite other influential factors measured.  

Hypothesis 14, Pathway K:  

General self-efficacy will be associated with higher levels of self-

efficacy with professional roles for ED treatment despite other 

influential factors measured.  
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Analysis of Hypotheses 

 The following presents the results of each hypothesis based on standardized 

path coefficients with significance values shown in parenthesis. Analysis of the 

mediation of general self-efficacy is determined by prior statistical guidelines from 

Baron and Kenny (1986), Judd and Kenny (1981), and James and Brett (1984).  

Hypothesis 1, Pathway A: Exposure to ED education will be associated with 

higher levels of self-efficacy with ED treatment. 

The direct path coefficient for Exposure to ED Education to Self-Efficacy with 

ED Treatment was -.010 (p = .873) indicating an insignificant and negative 

relationship between these two constructs, thus not supporting Hypothesis 1. This 

suggests that increasing the level of ED education exposure in undergraduate, 

graduate, and supervised practice within standards of education to become an RDN do 

not predict higher levels of self-efficacy when working with a client with ED in a 

treatment capacity.   

Hypothesis 2, Pathway B: Exposure to ED education will be associated with 

higher levels of self-efficacy with professional roles in treatment.  

The direct path from Exposure to ED education to Self-Efficacy with 

Professional Roles (.086; p = .344) indicated an insignificant relationship between the 

two constructs and did not supporting Hypothesis 2. This finding suggests that 

increasing education related to different aspects of ED within standards of education 

for RDNs did not influence level of self-efficacy with professional roles within a 

treatment setting. 
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Hypothesis 3, Pathway CJ: The association of exposure to ED education to 

higher levels of self-efficacy with ED treatment will be mediated by general self-

efficacy.  

The indirect path from ED Education Exposure through General Self-Efficacy 

(-.021; p = .786) to Self-Efficacy with ED Treatment (.095; p = .119) does not support 

hypothesis 3.  Neither the indirect path (Path CJ), nor the direct path (Path A) from ED 

Education Exposure to Self-Efficacy with ED Treatment shows a significant impact on 

self-efficacy with ED treatment. This suggests that even with changes in levels of 

general self-efficacy, exposure to education regarding ED is not associated with self-

efficacy of RDNs when working with clients with ED.   

Hypothesis 4, Pathway CK: The association of exposure to ED education to 

higher levels of self-efficacy with professional roles in treatment will be mediated by 

general self-efficacy.  

The indirect path from ED Education Exposure through General Self-Efficacy 

(-.021; p = .786) to Self-Efficacy with Professional Roles (.298; p < .01) does not 

support the hypothesis that general self-efficacy has a mediating effect. Without the 

demonstration of a direct relationship between ED education to self-efficacy with 

professional roles (.086; p = .344), there is no effect that may be mediated. This does 

not support the first criterion to establish mediation.  This suggests that self-efficacy 

with general tasks does not play a role in enhancing the impact of education exposure 

to eating disorder material on self-efficacy of role boundaries for a RDN when 

working with clients with eating disorders.   
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Hypothesis 5, Pathway D: Knowledge of factors that influence ED 

development will be associated with higher levels of self-efficacy with ED treatment.  

This hypothesis was not supported by the final model due to a direct path 

coefficient of .092 (p = .158). An increase in knowledge of factors that influence ED 

development such as the impact of repeated dieting, parental food behaviors, 

psychological issues, etc. does not suggest higher levels of self-efficacy for RDNs 

when working with a client with an ED.   

Hypothesis 6, Pathway E: Knowledge of factors that influence ED development 

will be associated with higher levels of self-efficacy with professional roles in 

treatment.   

This hypothesis was not supported by the final model due to a direct path 

coefficient of .097 (p = .301). An increase in knowledge of factors that influence ED 

development does not suggest higher levels of self-efficacy of professional roles of 

RDNs when working with a client with an ED.   

Hypothesis 7, Pathway FJ: The association of knowledge of factors that 

influence ED to higher levels of self-efficacy with ED treatment will be mediated by 

general self-efficacy.  

The indirect path from Knowledge of Factors that Influence ED through 

General Self-Efficacy (.259; p < .001) to Self-Efficacy with ED Treatment (.095; p = 

.119) does not support the mediation impact of general self-efficacy. Without the 

demonstration of a direct relationship between knowledge of factors that influence the 

development of ED to self-efficacy with ED treatment (.092; p = .158), there is no 

effect that may be mediated. This does not support the first criterion to establish 
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mediation.  This suggests that self-efficacy with general tasks does not moderate the 

impact of knowledge of factors that may influence the development of ED on self-

efficacy of an RDN when working with a client with an ED. 

Hypothesis 8, Pathway FK: The association of knowledge of factors that 

influence ED to higher levels of self-efficacy with professional roles in treatment will 

be mediated by levels of general self-efficacy.  

 The indirect path from Knowledge of Factors that Influence ED through 

General Self-Efficacy (.259; p < .001) to Self-Efficacy with Professional Roles (.298; 

p < .01) supports hypothesis 8. When the indirect path (Path FK) is compared to the 

direct path (Path E) from Knowledge of Factors that Influence ED to Self-Efficacy 

with Professional Roles, the mediated path shows a significant path coefficient for 

both pathways with a minimal relationship (.097; p = .301) for the direct path between 

the independent variable (knowledge of factors that influence ED) to the dependent 

variable (self-efficacy with professional roles). Although there is reservation to report 

full mediation, there was a substantial decrease of the original direct standardized path 

coefficient (.169; p = .07) from knowledge of factors influencing ED to professional 

roles in treatment when mediation is removed.  This supports the mediation effect 

demonstrating that self-efficacy with general tasks plays a role in enhancing the 

impact of knowledge of factors that may influence the development of ED on self-

efficacy of role boundaries for a RDN when working with clients with ED.   
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Hypothesis 9, Pathway G: Personal protocols will be associated with higher 

levels of self-efficacy with ED treatment.  

 The direct path from Personal Protocols to Self-Efficacy with ED treatment 

was significant with a coefficient of .611 (p < .001) and supports Hypothesis 9. This 

suggests that personal protocols related to the increased awareness, knowledge, and 

implementation of Academy of Nutrition and Dietetics guidelines for treating ED are 

positively associated with self-efficacy with treating individuals with an ED. This is 

not related to any protocols that the facility of employment may have in place, but 

instead the personal knowledge and use by the RDN.  

Hypothesis 10, Pathway H: Personal protocols will be associated with higher 

levels of self-efficacy with professional roles in treatment.  

Hypothesis 10 was supported by the final SEM model with a direct path 

coefficient from Personal Protocols to Self-Efficacy with Professional Roles of .311  

(p < .01). This suggests that the increase in knowledge, awareness, and 

implementation of Academy of Nutrition and Dietetics practice guidelines for 

treatment of ED from the RDN are positively associated with levels of self-efficacy 

with professional roles in ED treatment. 

Hypothesis 11, Pathway IJ: The association of personal protocols to higher 

levels of self-efficacy with ED treatment will be mediated by general self-efficacy.  

The indirect path from Personal Protocols through General Self-Efficacy (.087; 

p = .236) to Self-Efficacy with ED Treatment (.095; p = .119) does not support the 

mediating effect of hypothesis 11.  The mediated path shows an insignificant path 

coefficient for both pathways, where the direct path demonstrates a significant impact 
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on Self-Efficacy with ED Treatment. The first criterion of mediation is met 

(demonstration of a relationship between the dependent and independent variable); 

however, a poor relationship exists between the independent variable (personal 

protocols) to the mediating variable (general self-efficacy) indicating, which does not 

meet the second criteria for mediation. This hypothesis is not supported; thus personal 

protocols of RDNs regarding the awareness, knowledge, and use of guidelines by the 

Academy of Nutrition and Dietetics for ED treatment are not moderated by the 

individual’s level of self-efficacy with general tasks. 

Hypothesis 12, Pathway IK: The association of personal protocols to higher 

levels of self-efficacy with professional roles in treatment will be mediated by general 

self-efficacy.  

The indirect path from Personal Protocols through General Self-Efficacy (.087; 

p = .236) to Self-Efficacy with Professional Roles (.298; p < .01) does not support the 

hypothesis that general self-efficacy is providing a mediating effect. When the indirect 

path (IK) is compared to the direct path (Path H) from Personal Protocols to Self-

Efficacy with Professional Roles, the mediated path shows a significant path only 

between general self-efficacy and the dependent variable (self-efficacy with 

professional roles), while the direct path shows a significant impact. A relationship is 

not seen with the independent variable and the mediating variable; thus, not meeting 

the second criteria for mediation. This suggests that the impact of self-efficacy with 

general tasks does not moderate the impact of personal protocols regarding the 

awareness, knowledge, and use of the Academy of Nutrition and Dietetics practice 
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protocols for ED treatment to RDNs self-efficacy with professional role boundaries 

when working with clients with ED.   

Hypothesis 13, Pathway J: General self-efficacy will be associated with higher 

levels of self-efficacy with ED treatment despite other influential factors measured.  

The direct path from General Self-Efficacy to Self-Efficacy with ED 

Treatment had a path coefficient of .095 (p = .119) which was insignificant. This 

indicates lack of support of the hypothesis and suggests general self-efficacy in 

everyday tasks does not have an impact on self-efficacy for RDNs when treating 

clients with an ED. 

Hypothesis 14, Pathway K: General self-efficacy will be associated with 

higher levels of self-efficacy with professional roles in treatment despite other 

influential factors measured.  

 This hypothesis was supported by the final SEM model through a direct path 

coefficient of .298 (p < .01) from General Self-Efficacy to Self-Efficacy with 

Professional Roles when treating an individual with ED. This suggests that there is an 

association with higher levels of general self-efficacy in everyday tasks with higher 

levels of self-efficacy with professional roles and boundaries when treating an 

individual with an ED.  
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Figure 4.2 Final Structural Equation Model with Estimates for Factors Related to Self-

Efficacy of Registered Dietitian Nutritionists (RDNs) Who Work with Clients with 

Eating Disorders (ED) 

 

Note: Standardized path coefficients are noted with significance values in parenthesis.  

 

Goodness of Fit 

It is recommended to examine multiple fit indices to determine goodness of fit 

for an SEM model (Crowley & Fan, 1997). The selection of these indices is dependent 

on features of the data such as sample size and complexity of the model. However, it 

is important to not purely select indices to present a good fitting model, but to provide 

comprehensive indices to prevent misrepresenting the data (Crowley & Fan, 1997; 

Hooper, Coughlin, & Mullen, 2008). Absolute fit indices were evaluated for this 

model as the model was not compared to a baseline model.  
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Root Mean Square Error of Approximation (RMSEA) is considered a very 

informative fit index (Diamantopoulos & Siguaw, 2000) due to sensitivity to estimated 

parameters within the model. For the final model, an RMSEA value of .052 resulted 

which indicates a good fit since it is less than .06 (Hu & Bentler, 1999). A 90% 

confidence interval for the RMSEA value was .039 to .066. 

The index least impacted by sample size is the Comparative Fit Index (CFI), 

which resulted in .965 for the final model. A CFI value > .95 is considered a good fit 

(Hu & Bentler, 1999). An additional fit index, the Normed Fit Index (NFI) is sensitive 

to sample size and can underestimate fit for samples less than 200. This fit index 

compares the X
2 value of the model to the X

2 of the null model (that which all 

measured variables would be uncorrelated). The model included slightly greater than 

200 participants (n=225), so the NFI of .915 demonstrated a moderate fit (>.95 

indicates good fit, <.90 indicates poor fit) (Hu & Bentler, 1999). 

Additional analysis of the SEM was conducted to determine if the addition of 

the control variables of “years as an RDN” and also “personal ED” improved the 

model. The additional variables did not improve model fit and thus were not included 

in the final model.  

Additional Exploratory Data 

 Due to the exploratory nature of the study, data were collected on what RDNs 

felt may be helpful for the future of ED treatment. Also, participants were allowed to 

provide comments throughout the survey if they wanted to add more information or 

perceptions regarding the survey topic or specific sections of questioning. This 
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information is provided in table form below and will be further described in the 

Chapter 5 Discussion.  

Informal education for ED treatment. Informal education for this project 

refers to a RDN furthering their knowledge in a particular area that is not through 

standards set by the Commission on Dietetics Registration (undergraduate education 

combined with supervised practice and also graduate education). Informal education 

examples would include webinars, self-study modules, conferences, mentorship, 

additional supervision beyond required hours for RDN, etc. Participants were asked a 

series of questions to gain perspective on what RDNs felt would be helpful to increase 

the knowledge and skills related to working with clients with ED. The questions were 

not strictly based on personal experience with informal education on ED, but provided 

opportunity to offer recommendations for the future of dietetics and ED treatment. 

This set of questions was not included in the formal SEM analysis. In Table 4.6, the 

means and standard deviations are provided to display results of these questions.   

Comments of interest. Participants were offered the opportunity to provide 

feedback throughout the survey via comment boxes located at the end of each section 

of questions. The lead researcher noted comments of interest that offer information 

that may provide areas of future research and exploration. These comments are 

presented in Table 4.7 and will be discussed in Chapter 5.  
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Table 4.6 Participant Perception of Value of Specific Informal Education Opportunities on Increasing Registered Dietitian 

Nutritionist (RDN) Knowledge and Skills about Eating Disorders (ED) (n=225) 

  
Informal Education Opportunity Mean ± SD 

Working with a multidisciplinary team 4.34 ± .81 

Observing others treating a client with ED 4.26 ± .70 

Increased experience personally treating a client with ED 4.19 ± .73 

Increased awareness of mental disorders 4.12 ± .73 

Mentorship by an ED specialized RDN 4.12 ± .81 

More clock hours related to ED in dietetic internship/supervised practice 3.78 ± .93 

More clock hours related to ED in graduate courses 3.70 ± .89 

ED focused conferences 3.66 ± .88 

More clock hours related to ED in undergraduate courses 3.60 ± .96 

Increased years of clinical experience 3.47 ± 1.11 

Membership of professional organizations focused on ED  3.45 ± .91 

More sessions on ED at the Academy of Nutrition and Dietetics conference 3.44 ± .98 

Webinars and self-study (books, journal articles, etc.) focused on ED 3.40 ± .91 

Personally having an ED or a close friend/loved one having an ED 2.29 ± 1.07 

    

Note. Mean is based on a 5 point Likert scale with 1 = not important, 2 = slightly important, 3 = moderately important,          

4 = very important, and 5 = extremely important.  
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Table 4.7 Quotes of Interest from Registered Dietitian Nutritionists (RDNs) Related to Treatment of Eating Disorders (ED) 

  Topic Area Quotes of Interest 

RDN Role in ED 

Treatment 

"I don't believe the RDN has ANY PLACE in the treatment of EDs. This is a psychological issue 

and it is unethical (to treat) because it is way out of our scope of practice." 

  "Stop promoting treatment by dietetic practitioners when it is a PSYCH issue." 

  "My academic advisor once told a lecture of 300 dietetics students that because the population with 

ED was so small, we shouldn't focus on it. What a terrible message to send on so many levels." 

  "I'm so disenchanted with the ideas being promoted that we as dietitians should be 'treating' ED, 

and undergraduate students and interns feel they should come out of college ready to do that work." 

  

Related to self-efficacy when treating ED "There should be a 'n/a' category, since I do not do 

clinical dietetics; therefore, I would not treat an ED patient." 

  "This is an extremely specialized area, which requires a team approach and, in the hands of an 

inexperienced practitioner, has the potential to do harm." 

RDNs Eating 

Behaviors 

"I would like to see more counseling training and also more screening for new dietitians related to 

their own eating issues." 

  "I am surrounded by dietitians who have active ED of their own. I work almost daily trying to 

repair damage done to clients by dietitians who 'do eating disorders,' when they should ethically 

recuse themselves related to their own active behaviors." 
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Table 4.7 Continued   

Topic Area Quotes of Interest 

  
"There needs to be some serious vetting before we allow RDNs to practice with this population. 

We need to get those (RDNs) with active disorders out of the mix with clients." 

  "Too many (RDNs) with active eating disorders that become the 'experts.’ We need to find a way 

to guide those practitioners into therapy for themselves."  

Obesity and the Role 

of the Academy of 

Nutrition and 

Dietetics (AND) 

"Most modes of obesity treatment are actually ED behaviors, but since a fat person is practicing the 

behaviors, 'it's ok.' I'm being totally sarcastic here. Our society's over-concern about obesity is 

actually causing more harm in the area of disordered eating and it isn't 'helping' obese or fat 

people." 

  

"Obesity may be a symptom of an ED so it is hard to compare these issues (ED of 

overweight/obese vs. ED of underweight)…." 

  

"If AND wants to put more effort into this area, they also need to understand that AND's current 

philosophy of weight loss/obesity 'treatment' does not fit into the treatment/education regarding 

ED….Right now, AND's message regarding obesity is actually making ED prevention worse.” 

  

Ways for AND to help RDNs with ED treatment "Address the issue that weight loss treatments can 

contribute to ED behaviors (ie. the conflict of interest that seems to exist with current AND 

recommendations for addressing weight related issues)." 

  

"The Academy needs to shift focus from a weight-centered approach to a weight-neutral approach. 

By focusing on 'ending obesity,' they are just making the problem worse…AND needs a paradigm 

shift away from promoting calorie restriction to promoting intuitive eating and mindfulness." 
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Quantitative Summary 

 The outcomes of the final SEM model indicated a good fitting model as 

supported with the reported fit indices. The model also supported several hypotheses 

with significant direct and indirect pathways representing correlations, though not 

causation, of the different constructs within the model. The significant pathways 

included direct pathways from Personal Protocols to Self-Efficacy with ED Treatment, 

Personal Protocols to Self-Efficacy with Professional Roles, and General Self-Efficacy 

to Self-Efficacy with Professional Roles. The indirect pathway from Factors that 

Influence ED Development to Self-Efficacy with Professional Roles also 

demonstrated a significant association when mediated by general self-efficacy. The 

discussion of the significant and insignificant SEM findings will be combined with the 

data from the qualitative findings from Phase 1, and quotes of interest of Phase II, in 

Chapter 5 Discussion.  
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CHAPTER 5 

DISCUSSION 

 This chapter will discuss results from Phase I of the FGs, followed by a 

discussion of Phase II quantitative results. The combination of the two phases will 

then be discussed to determine the clinical application of the study, strengths and 

limitations, implications for further research, and then a conclusion of the mixed 

methods study.   

Phase I Qualitative 

The Phase I qualitative FG study provides an exploration of the views of RDNs 

in relation to their knowledge, self-efficacy, reinforcement, expectations, and 

observational learning when working with clients with ED, using SCT as the 

framework.  The identified themes and sub-themes illustrate several gaps and 

challenges in knowledge and skills currently perceived in dietetics, which led to the 

development of Phase II.  

Participants. The demographic characteristics for participants in Phase I were 

diverse as data collection took place at a national conference (AND FNCE). It was an 

opportunity to collect perceptions from varying regions of the country where ED 

treatment insight may differ. Of the participants in the FGs, 68.8% held a degree 

higher than a bachelor’s degree indicating they may be more ambitious in their dietetic 

career than other potential participants. This percent is higher than the national 

average of RDNs holding advanced degrees, which is approximately 50% with slight 

variation depending on the region of the country (Rogers, 2012).  This ambition may 

have played a role in the self-selection of the participants. Experience as an RDN was 
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also varied with years of experience ranging from one to 27 years (mean = 14.8,      

SD = 9.12). This also expanded the diversity of the sample to include those who were 

new to practice and potentially less aware or less exposed to ED, and those who may 

have more awareness and confidence due to more ED exposure from increased years 

of practice.  

Gaps and challenges in knowledge and skills. The lack of awareness of ED 

signs/symptoms across health professionals has been previously reported (Emmanuel, 

Stern, & Treasure, 2005; Anderson, 2004; Herpertz-Dahlmann, 2008) and is supported 

by the RDNs’ perceptions in this study, specifically towards physicians’ lack of 

awareness. The apprehension expressed by RDN participants in these FGs is similar to 

other health professionals who have little exposure to clients with ED (Reid, Williams, 

& Burr, 2010). Greater experience and education associated with the psychological 

aspect of ED is needed across several different groups of practicing health 

professionals to reduce this barrier to treatment. 

The individualization of ED treatment was proposed by Reid, Williams, and 

Burr (2010) and further supported by these FGs. Due to the complexity of the 

condition, it is difficult to follow a specified protocol for treatment, if a protocol is 

even provided by a facility. Often the established protocols are not consistent with the 

ultimate outcome of ED treatment and focus on weight more than behaviors.  

Professional associations provide recommendations for ED outcomes, such as those 

from the AND (American Dietetic Association, 2011a; American Dietetic Association, 

2011b), but unfortunately these recommendations still may not be practiced or adhered 

to across professionals in a treatment setting. 
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Nutrition therapy guidelines have been provided to support a holistic and 

comprehensive outcome evaluation to emphasize the psychotherapeutic aspect of 

treatment from RDNs (American Dietetic Association, 2011b; Reiter & Graves, 2010). 

However, the RDNs still find it difficult to differentiate the role boundaries between 

RDN and other therapists, based on Phase I results. The unawareness of boundaries, 

along with RDN apprehension and limited training, compounds the clients’ delay in 

receiving treatment that may impact all issues related to the disorder. If the RDN feels 

responsible for treatment beyond their professional boundaries, but is unaware of this 

boundary, referral to a therapist regarding the issue may be delayed. Without training 

in specific nutrition focused treatment modalities, the RDN may not be successful in 

changing the eating behaviors/relationships of the client which may also delay the 

initiation of more effective treatment from a specialist who has the training in 

changing these behaviors (King & Klawitter, 2007).  

RDNs in these FGs reported that mentoring and discussion with colleagues 

provided beneficial, collaborative relationships for learning and observing ED 

treatment skills. However, the formal training related to ED (undergraduate/graduate 

coursework, supervised practice experience) they received was limited and less 

helpful. Further, study participants did not mention that evidence based 

recommendations were used in treating the client, despite the AND Standards of 

professional Practice (SOPP) for ED (discussed under Phase II, p. 92). Within this 

standardized care, guidance for individualized treatment based on varying 

combinations of behaviors related to food and mental illness would be beneficial to the 

profession (Tholking et al., 2011). It is considered the standard within nutrition 
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practice to follow AND guidelines, so the lack of awareness of the AND SOPP creates 

greater variability of treatment provided by RDNs for nutrition therapy.  

The themes identified in Phase I each play a role in influencing the perceived 

self-efficacy of RDNs when working with clients who have eating disorders. 

Discomfort with clients’ mental health issues, overall apprehension, blurred 

boundaries of practice, difficult environments with health professionals unaware of 

ED and problematic protocols, along with minimal formal education can all negatively 

impact RDNs self-efficacy when faced with a client with an ED. In addition to self-

efficacy, these findings related to behavioral capability, environment, and reciprocal 

determinism constructs in the SCT. Collaboration with colleagues was identified as a 

positive factor influencing self-efficacy for the participants, aligning with the 

reinforcement aspect of SCT.  Although there were questions related to the 

participants’ personal experience with ED (reciprocal determinism of SCT), this did 

not seem to influence self-efficacy across the FGs. Phase I of the present study has 

since been published (Trammell, Reed, & Boylan, 2016). 

Phase II Quantitative 

 The second phase of the project utilized the information from Phase I to 

develop a quantitative measure to further explore, by means of a larger sample of 

RDNs, factors that may influence the self-efficacy of RDNs when working with 

clients with ED.  Despite lack of support for several of the hypotheses, the results 

provide information suggesting programming for dietetics education and where further 

research is needed in this area of dietetics.  
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Participants. The participants for Phase II were primarily recruited through an 

email listserv through CDR (94.2%) while the other means of recruitment showed 

poorer results with only 5.8% response. The participants were mostly white/Caucasian 

(89.3%) with the next highest represented ethnic group at only 3.6% of 

Hispanic/Latino participants. The national profile of RDNs is similar with 87% 

white/Caucasian and 4% Hispanic/Latino (Academy of Nutrition and Dietetics, 

2016a). Half (51.1%) of the participants currently work in a clinical setting with 

another 28.4% working in community. These areas of employment align with the 

recent Compensation and Benefits Survey of the Dietetics Profession of the most 

common areas of dietetics employment (Academy of Nutrition and Dietetics, 2016a). 

The next highest represented employment settings were academia (12.9%) and food 

service (11.6%).   

Few participants held additional certifications in the field of dietetics (Certified 

Nutrition Support Dietitian, 4%; Certified Eating Disorder Registered Dietitian, 1.3%; 

Certified Specialist in Sports Dietetics, .9%; Certified Specialist in Pediatric Nutrition, 

3.1%; Certified Diabetes Educator, 6.2; Weight Management Certification from the 

Academy of Nutrition and Dietetics, 16.9%). Of data available through AND, the 

certifications for nutrition support, sports dietetics, and pediatric nutrition fall below 

the national percentages, while those participating that held a certification in diabetes 

education were greater in this sample than the national percentage (Academy of 

Nutrition and Dietetics, 2016b). Approximately half of the participants held at least a 

master’s degree (49.3%), which aligns with national averages of 50% of RDNs 

earning a master’s degree (Rogers, 2012).  
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Of the participants, approximately 40% identified with having a history of ED 

or DE. It is difficult to compare this percentage to the general population due to the 

specificity of prevalence studies to each disorder, specificity to population type 

(adolescent, older adult, collegiate, etc.), and the lack of a clinically defined DE 

diagnosis (Tholking et al., 2011). The identification of ED within research studies is 

often diagnosed through clinical questionnaires rather than self-report conducted in 

this study (Hudson, Hiripi, Pope, & Kessler, 2007). There are no known studies 

evaluating prevalence within an RDN population.  This confirms the anticipated self-

selection for participation due to personal experience with an eating disorder, which 

may inflict bias on the SEM results.  

Direct pathways. The direct pathways of the SEM revealed significant results 

for the relationship of personal awareness, knowledge, and use of the Academy of 

Nutrition and Dietetics (AND) guidelines (as encompassed by the Personal Protocols 

construct) on a RDN’s self-efficacy when treating individuals with ED (.311; p < .01) 

(Hypothesis 9) and also with self-efficacy of knowing their professional 

roles/limitations when engaging in this treatment (.611; p < .001) (Hypothesis 10). 

The constructs of exposure to ED education throughout undergraduate coursework and 

supervised practice, as well as the knowledge of factors that influence ED 

development, did not have a direct relationship to the two dependent variables 

evaluating self-efficacy (Hypothesis 1, 2, 5, 6).   

The insignificant pathways in the model were unexpected, but offer 

perspective into, not only the hypotheses tested, but also the methodological concerns 

within the study that will be discussed in strength and limitations of the study. 
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Exposure to education related to ED and the knowledge of factors that contribute to 

the development of an ED were not found to be contributing direct factors to the self-

efficacy of ED treatment or self-efficacy with professional roles in treatment.  

Personal protocols. The questions evaluating personal protocols within Phase 

II asked about the awareness, knowledge, and personal use of the AND guidelines for 

treatment of ED. To further discuss the significant direct pathways in the model and 

how they contribute to the existing body of literature related to this area, there is a 

need to understand the information provided by the AND (formerly the American 

Dietetic Association) to guide treatment of ED.  

In 2011, AND released Standards of Practice and Standards of Professional 

Performance for RDNs (Competent, Proficient, and Expert) in Disordered Eating and 

Eating Disorders (Tholking et al., 2011). This set of guidelines was developed through 

the Behavioral Health Nutrition Practice Group of AND, with guidance of the AND 

Quality Management Committee and the Scope of Dietetics Practice Framework Sub-

Committee. Within the guidelines, the authors addressed not only the competent 

(entry-level) RDNs role with ED and DE, but expanded to the more advanced 

practitioners, the proficient and expert RDNs, in this area. Standards of Professional 

Performance (SOPP) papers from AND are meant to serve as personal guides for self-

evaluation and to identify personal areas of development within the professional 

setting of practice.  

The present study is meant to focus on the competent level practitioner. Per the 

SOPP for ED and DE, the competent practitioner would be defined as one who has 

started practice after recently obtaining registration through CDR as a RDN, or an 
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experienced RDN who has shifted into a new focus area of practice (Tholking et al., 

2011).  Information regarding the background of ED, prevalence rates of diagnosable 

ED (per DSM-IV-R), presence of DE, and what characteristics are most commonly 

present in this population, is provided with an emphasis on the importance of an RDN 

as part of the treatment team. AND indicated the need for specialized training to work 

with this population, and the SOPP further outlines areas of additional training that 

may be beneficial to aid the RDN in this area. The SOPP provides an explanation of 

assessment, diagnosis, intervention, evaluation, provision of services, application of 

research, communication and application of knowledge, utilization and management 

of research, quality in practice, and competence and accountability specific to ED and 

DE for each level of practicing RDN (competent, proficient, expert).  

In this study, significant positive correlations were found with the personal 

protocols construct (focused on the awareness, knowledge, and implementation of the 

SOPP) and self-efficacy (when treating an individual with ED) and with self-efficacy 

related to role boundaries in treatment. These findings may not be surprising given the 

availability of information that is detailed within the SOPP. However, this information 

must be sought out of personal interest or need, since it is not a standard piece of 

education provided to the RDN. The need to seek out this information indicates an 

individual level of drive for personal development to be more comfortable with a 

particular population subtype, rather than a requirement for registration as an RDN. 

Furthermore, the guidelines provide a wealth of information for each level of nutrition 

therapy to demonstrate aspects of treatment such as mental health, nutrition, and role 

delineation depending on the level of practitioner. This allows the RDN to gain 
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information on several aspects of treatment that would not be required by AND for 

RDN credential acquisition. Also, this association in the SEM highlights the strength, 

within the profession, that the provision of guidelines for a specific disorder 

significantly improves self-efficacy for ED treatment and with professional roles.  

The seeking of this information may occur due to the need for treatment 

guidelines when working in a setting that involves frequent exposure to this 

population. This may predict higher self-efficacy scores with increased use of the 

skills outlined through the SOPP.  Lu and Dollahite’s (2010) finding that increased use 

of skill within a work environment predicted higher levels of self-efficacy scores with 

nutritional counseling by RDNs further supports our results. Exposure to athletes with 

ED also improved self-efficacy scores for another health professional, athletic trainers 

(Vaughan, King, & Cottrell, 2004).  Thus, increased awareness, knowledge, and use of 

AND SOPP may be enhanced by exposure to ED clientele, improving factors of self-

efficacy when treating the ED.  

Eating disorder education exposure. This study did not find a significant 

relationship of ED education exposure to indicators of self-efficacy (with RDNs 

overall ED treatment) (-.010; p = .873) or with RDN self-efficacy with professional 

roles (.086; p = .344). This does not support prior literature of RDN perceptions that 

increased education related to ED would improve self-confidence (Ozier & Henry, 

2010). This suggests that although education exposure should improve self-efficacy in 

an area, when isolated to formal education in dietetics and not including informal 

education, an RDN may not perceive improved self-efficacy. The questions creating 

the construct for education exposure were directed towards formal means of 
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education, including undergraduate level and graduate/supervised practice level 

related to ED, counseling techniques, and mental disorders. This did not include other 

self-directed (informal) means of education on ED related information, counseling 

techniques, and mental disorders. RDNs tend to supplement lacking formal education 

of ED through literature, supervision/mentorship, workshops, and other external 

courses (Cairns & Milne, 2006). The questions for this study were intentional to 

evaluate if baseline (formal) education received by entry level RDNs influenced the 

two dependent variables of self-efficacy with ED treatment and self-efficacy with 

professional roles in ED treatment.  Results may have been different if other means of 

education were included in this construct, such as workforce training, webinars, home 

study course, or other additional means for information beyond standard coursework. 

Self-directed information related to ED may indicate greater interest in material rather 

than that which is required of someone during formal coursework; however, this does 

not negate the need for competent level RDNs to have knowledge of the identification 

of ED and appropriate referral to other health care professionals who are specialized in 

ED.  

 Though not included in the SEM, the responses related to the value or 

importance of informal education provided by the participants indicated that they felt 

the most beneficial means to improve self-efficacy with ED treatment would be 

through working with a multidisciplinary team, observing others treating a client with 

ED, increased awareness of mental disorders, and also mentorship by an ED 

specialized RDN. While these were not evaluated for how the participants themselves 
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were impacted by the informal means, the results may offer an area of training to 

provide non-specialized RDNs with more exposure to the population.  

Knowledge of ED development factors. Contributing factors to the 

development of ED are well established in the literature (Fairburn & Brownell, 2002); 

however, knowledge of these factors did not show a significant positive association 

with either factors of self-efficacy. This indicates that having a better understanding of 

developmental factors for ED does not improve how comfortable RDNs feel when 

actually in a treatment setting with a client with ED, nor with where treatment roles as 

an RDN begin and end. By revisiting the four ways to increase self-efficacy (enactive 

mastery, vicarious modeling, verbal persuasion, arousal), each is based on experience, 

not behavioral capability (knowledge) (Bandura, 1982). However, Gist and Mitchell 

(1992) proposed determinants of self-efficacy as having internal and external 

determinants, with knowledge as an internal determinant of self-efficacy. The 

conflicting proponents of improved self-efficacy for the present findings indicate a 

need for a more detailed and comprehensive knowledge measure, since this construct 

only provided knowledge questions related to ED development, not knowledge of 

treatment of the ED once it developed.  

General self-efficacy as a mediator. The indirect pathways within the SEM 

served to evaluate the impact that general self-efficacy in everyday tasks would have 

on factors influencing the self-efficacy of treatment with clients with ED and role 

boundaries with RDNs treating these clients. Knowledge of factors that influence the 

development of ED was mediated by levels of general self-efficacy, which 

demonstrates that general self-efficacy accounted for the positive and significant 
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relationship to self-efficacy of RDNs roles in ED treatment (Hypothesis 8). This was 

the only area where a mediating effect was seen and fit the three criteria for at least 

partial mediation (independent variable related to dependent variable, independent 

variable related to mediating variable, and mediating variable related to depentdent 

variable).  

The General Self-Efficacy (GSE) Scale is intended to be used when the 

dependent variable of evaluation is generalized (Chen, Gully, & Eden, 2001); 

however, the relativity of “generalized” varies. For the present study, self-efficacy for 

ED treatment and also for role boundaries within ED treatment were considered a 

specific self-efficacy (SSE) with the prediction that higher general self-efficacy would 

have a significant positive correlation to the variables (Chen, Goddard, & Casper, 

1999).  Chen and colleagues (2001) described the GSE construct as offering a 

prediction of specific self-efficacy, suggestions of general performance criteria, and 

use in shielding the impact of adverse experiences on future SSE. However, the 

conflicting findings in this study, related to general self-efficacy as a mediating factor, 

may indicate the lack of specificity with the measured variables creating the Self-

Efficacy with ED Treatment construct, and greater specificity with Self-Efficacy with 

Roles in Treatment construct. To our knowledge, no measure has been created to 

measure either of these constructs with RDNs in this area, so this may be an area of 

further research to determine more specific areas of self-efficacy that may be predicted 

by general self-efficacy.  

Speculation as to the conflicting findings for this specific area of the model 

may be due to exposure levels of the two dependent variable situations. Participants 
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may have had less exposure of actually treating clients with ED and greater exposure 

to referring clients with EDs to other professionals, and not actually engaging in 

treatment. The referrals and hypersensitivity to the scope of RDN practice may be due 

to poor self-efficacy related to treatment and passing the client on to other ED 

specialists is a more comfortable or confident action. This may explain why GSE 

accounted for the relationship of knowledge of ED development and personal 

protocols to self-efficacy with roles.  

Due to the self-report of the self-efficacy (general, with clients with ED, or 

with role boundaries), each relationship may have skewed results due to lack of 

exposure to clients with ED. Without exposure to this type of situation, one may not 

even know what or how they would approach the experience. Perceived self-efficacy 

is most influenced by mastery or adverse prior experiences (Bandura, 1982). If prior 

experiences are lacking, such as with this sample where 76% have not worked in an 

area of ED focus, then the RDN does not have prior experiences (negative or positive) 

to appropriately assess their self-efficacy in the situation.   

Clinical Application 

 The application of the findings suggest that more information is needed to 

guide interventions targeted at competent level practitioners regarding ED treatment 

and what role boundaries are necessary for treatment of ED. The significant pathways 

indicate that those with improved self-efficacy, with treatment and feeling confident 

staying within the RDN scope of practice, may be influenced by self-motivating 

factors or exposure to clients with ED. Increasing exposure to clients with ED may be 

incorporated into a supervised practice environment where direct client contact would 
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be possible. Bandura supports that individuals experience increases in self-efficacy 

when experiences challenge fears, and the individual gains a new skill to overcome a 

threatening activity (Bandura, 1982). Treating a client with ED may be a fearful and 

threatening activity to many RDNs, and providing mastery experiences through 

supervised practice may be the most important indicator of self-efficacy improvement.  

Self-motivation for treating clients with ED may not be a desired area of 

change with competent level practitioners due to the lack of interest that some may 

have towards this population. However, self-motivation may be fostered by 

identifying the underlying factors contributing to the desire to help the client achieve 

success. Greater understanding of the role and benefits an RDN can provide in the 

treatment of a client with ED may help those who are fearful or less-efficacious in the 

area to understand that even recognizing the signs/symptoms of the disorder can have 

a tremendous impact on the client receiving earlier intervention. Earlier intervention is 

supported by the literature for improved long-term treatment outcomes, compared to 

treatment received later into active ED symptomatology (Tholking et al., 2011).  

 Practice guidelines and continuing education (informal education) are 

available to RDNs. RDNs would typically have to seek out this information on their 

own. Those who seek out this information may have a: personal interest in ED, 

personal struggle with ED, exposure to some clients with ED, or working in a setting 

focused on ED. However, a necessity exists for all RDNs to be aware of the potential 

for ED behaviors with any client. Being unaware of warning signs, details regarding 

symptomatology, lesser known disorders, or ED complications that look similar to 

other disease complications, impairs the ability of the RDN to identify the need for ED 
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specialized treatment. Training targeting RDNs as a whole is necessary if further 

research confirms this lack of awareness.  

Strengths and Limitations 

Strengths. Strengths of Phase I include the diversity of the sample. 

Perceptions were provided from RDNs working in different regions of the country and 

in nine different states. The FG discussion approach facilitated in depth conversation 

among the RDN professionals, which allowed participants to not only respond to the 

questions, but to respond to others’ responses to show areas of consensus and diversity 

of perceptions. Also, all participants expressed the need for greater training 

opportunities, which shows a receptivity to change in this practice area.  

Strengths of Phase II also included the diversity of the sample and the ability to 

recruit from across the nation through an online approach. The sampling email list 

consisted of 2,500 randomly selected RDNs from the Commission on Dietetics 

Registration of individuals currently holding national registration. This reduced 

potential bias of recruiting participants through dietetics practice groups that attract 

specific subsets of dietetics interests. 

The utilization of a mixed methods approach provided the opportunity to 

collect quantitative and qualitative data to provide more holistic results to describe 

self-efficacy influences within RDN professionals related to working with clients with 

ED. To our knowledge, this study is the first to utilize a mixed methods approach to 

look at factors that influence self-efficacy.   

Limitations. Limitations for both phases of the study include a possible self-

selection participant bias of those who may have had a special interest in ED. Due to 
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this interest, the participants may have greater exposure to these clients and have 

different views, competencies, and emotions towards this population compared to a 

RDN who has less exposure. For Phase I, only three FGs were conducted due to the 

limitations of conducting them only during the time period of the national AND 

conference where researchers would have access to RDNs from across the United 

States. While the optimal number of FG is not standard, the researcher should initially 

start with three to four groups per research topic (Krueger & Casey, 2009). If 

saturation is reached (no new information is being heard), then the number of groups 

is sufficient. Since there was a diversity of responses and a considerable repeat of 

information across groups, saturation was assumed with the three groups conducted. 

Questions were not beta tested in a pilot FG; however, they were evaluated by experts 

in both nutrition and ED prior to the first FG to ensure clarity and appropriate 

sequencing. Alternative participant responses or themes may have been present if the 

sample had been homogenous (only RDNs with greater than 5 years of experience or 

RDNs only working with ED), but would have limited the exploratory nature of the 

study. Questions concerning personal ED and varying years of work experience 

provided insight into how the diversity of the groups influenced the results. 

Although the sample size was adequate (n>200) for Phase II analysis, it was 

necessary to limit the constructs originally planned for use in the preliminary phases of 

the project due to lack of data for some constructs. Also, a pilot study was conducted 

for the survey questions, but re-piloting question changes may have improved the 

response rate of particular sections of the survey where participants commented on the 

lack of question clarity.  
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Implications for Further Research 

 Findings for this study provide opportunities for more research into the factors 

that improve self-efficacy for individuals working with clients with ED. A more 

comprehensive assessment should be completed with a greater sample size and more 

rigorous validity testing for measures of knowledge related to ED signs/symptoms, 

self-sought ED education, and specifics on exposure to clients with ED.  Extracting 

data from the qualitative portion (quotes of interest) of Phase II and focusing on 

specific subsets of dialogue could be used to further explore factors such as the impact 

on self-efficacy of the RDN related to the severity of the client’s visual appearance 

and client’s weight status. An example would be a RDN approaching treatment for an 

individual who is underweight and one who is overweight/obese with different levels 

of concern and self-efficacy, despite ED behaviors and mental disorder severity being 

equivalent. Several participants felt obesity prevention and ED treatment was a 

paradox within AND guidelines, and that weight status may play a role in evaluation 

and treatment. Participants expressed the issue of ED treatment and obesity prevention 

guidelines lacking a “do no harm” approach to ensure guidelines for one area of 

treatment (obesity) did not worsen issues in another (ED). This identifies a concern 

about an AND professional guideline or recommendation that may need further 

probing to determine if this adds to RDNs having difficulty with identifying, referring, 

or treating ED.  

Personal ED was not fully evaluated in Phase II due to the small number 

within the sample reporting history or current ED. An area to research further would 

be through the development of a specific self-efficacy (SSE) measure to evaluate 
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personal ED and detailed status of personal ED during survey completion. This could 

explore the relationship of the practitioner’s self-efficacy when treating a client with 

ED symptomatology that is similar to their personal ED history or current struggle. 

Additional comments from participants brought to light the potential harm of an RDN 

with disordered eating behaviors impacting ED treatment. Determining the prevalence 

of disordered eating and of ED (of all types) through a clinical measure for practicing 

RDNs,  along with measures of self-efficacy, and patient perception of the treatment 

experience with the RDN would provide a comprehensive look at the role of personal 

ED on treatment.   

Beneficial further research may also lie in evaluating factors that aid RDNs in 

recognizing ED symptoms during assessment and treatment, rather than only seeing 

factors that are masking the ED (desire for rapid weight loss, requests for 

supplementation, or extreme fixation on health). As seen with other health 

professionals, ED diagnosis or recognition usually follows onset of ED complications, 

which occur much later than the initiation of symptoms. If RDN self-efficacy is low 

with clients with ED, with unknown specific influential factors of this self-efficacy, 

then it may be more helpful to target the ability of the RDN to identify ED, rather than 

treat the ED. Those with the personal interest to further explore practice in ED 

treatment to become a proficient or expert RDN in this area should remain the primary 

treatment providers. This does not negate the need for competent RDNs having the 

ability to recognize ED symptoms and refer appropriately to other qualified health 

professionals   
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Valuable qualitative data was also collected in Phase II by allowing 

commentary following each measured construct on the survey. The information 

provided interesting information for future thematic analysis, offering further insight 

into future survey development and revision of the questions used in the present study.  

Such information includes feelings against RDNs treating ED, fear of treating clients 

with ED, and different understandings of the psychological issue and food issues 

involved with ED. Concerns were also expressed of RDNs practicing outside the 

scope of practice and having a negative impact on client behaviors. The view that 

RDNs are inappropriate professionals for treatment of ED is worth exploring to 

determine the impact that this may have on clients with ED receiving appropriate 

treatment.  

As Bandura highlights within self-efficacy research, self-efficacy is not a 

definitive measure of performance or effectiveness (Bandura, 1982). A parallel study 

evaluating outcomes of clients with ED and the self-efficacy of the RDN when 

treating these clients may offer valuable insight into the over or under self-evaluation 

of the treatment experience with ED.  

Conclusion 

The present mixed methods study contributes to the existing body of literature 

in several ways. Phase I provides evidence of the difficulties and deficits perceived by 

RDNs working with clients with ED, along with more information regarding 

influential factors on treating clients with ED.  Phase II indicates that the self-direction 

of RDNs to gain more understanding for treatment of ED has a greater impact on self-

efficacy when treating this client type than formal education that was obtained during 
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undergraduate or supervised training related to mental health, counseling skills, or ED 

knowledge. General self-efficacy did not significantly mediate all constructs intended 

to influence the two dependent variables of self-efficacy, although areas of 

improvement for validation of a SSE measure for aspects of self-efficacy with ED 

treatment were recognized.  

To our knowledge, this study is the first to use a FG setting to more fully 

explore perceptions of RDNs related to concepts surrounding experiences with ED and 

to use those results to develop a national survey to provide a quantified interaction of 

factors that may influence self-efficacy. Previous studies utilized individual interviews 

or online survey administration with open-ended questions to evaluate perceptions of 

ED experiences such as mental health challenges, apprehension, and boundaries of 

practice. However, individual factors were not explored that impact self-efficacy. 

Ultimately, the identification of features specific to professional capability, barriers to 

treatment for a client, resources (available and needed), and treatment and evaluation 

outcomes in the field warrant further research to determine the factors necessary to 

increase the self-efficacy of RDNs working with clients with ED. The value in 

focusing on self-efficacy related to the identification of ED signs and symptoms 

should also not be overlooked as this may be the greater influence in preparing 

competent level RDNs for future dietetic intervention.   
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APPENDICES 

APPENDIX A  

RECRUITMENT EMAIL FOR PHASE I 

During the Academy of Nutrition and Dietetics Food and Nutrition Conference 

and Expo (AND-FNCE), a registered dietitian, currently a doctoral student, from 

Texas Tech University will be conducting exciting group discussions about the self-

efficacy of dietitians when faced with clients struggling with disordered eating and 

eating disorders. Disordered eating includes those who have problematic eating that 

does not meet the frequency of severity of the diagnostic criteria such as excessive 

dieting, use of diet pills, laxative abuse, etc. The discussions will last about 1.5 to 2 

hours. As you participate in one of these groups, you will have the opportunity to 

provide valuable feedback to identify barriers and successes when working with this 

client population. Results of this research project will be used to inform the future 

development of a survey to determine what factors are associated with high self-

efficacy of dietitians working with this population.  

If you are interested in providing your thoughts and experiences to benefit 

dietetics treatment for disordered eating and/or eating disorders, please email Emmy 

Lu Trammell, MS, RDN, LD at EmmyLu.Trammell@ttu.edu with your session 

preference indicated. The dates and times of the group discussions are listed below: 

 

Session 1: October 20th 11:30AM to 1:30PM 

Session 2: October 20th 5:00PM to 7:00PM 

Session 3: October 21st 5:00PM to 7:00PM 

 

A confirmation email with time and location will be returned to you, as well as 

a reminder about the discussions as the conference nears. A light meal and disordered 

eating resource materials will be provided for your time. Share your feedback with 

confidence—no personally identifiable information will be recorded. We look forward 

to your contribution to this valuable discussion!   
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APPENDIX B 

CONFIRMATION AND REMINDER EMAILS FOR  

PHASE I 

 

Confirmation email: 

To:    Dietitian’s Name 

From:  Debra B. Reed and Emmy L. Trammell 

Subject: Confirmation of group discussion at AND FNCE 

 

Thank you for agreeing to take part in the group discussion at AND FNCE. This group 

discussion is part of a research project to evaluate the self-efficacy of dietitians when 

working with clients with disordered eating and/or eating disorders. The information 

will be used to formulate a future survey to evaluate a larger sample of dietitians. You 

have indicated that INSERT DATE, TIME, LOCATION as your preference for 

participation.  DIRECTIONS FOR THE SPECIFIED LOCATION WILL BE 

INSERTED WHEN DETERMINED. We will start with a light meal and a short 

survey before we have the discussion.  Please plan to be at INSERT SPECIFIED 

LOCATION no later than INSERT TIME.  You will be provided disordered eating 

resources following the group discussion.  

 

If you have any questions, please contact us by email or call 806-742-3068, extension 

251. We look forward to seeing you on INSERT DATE. 

 

Dr. Reed and Emmy Lu Trammell  

Debra.Reed@ttu.edu 

EmmyLu.Trammell@ttu.edu 
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Reminder Email: 

To:    Dietitian’s Name 

From:  Debra B. Reed and Emmy L Trammell 

Subject: Confirmation of group discussion at AND FNCE 

 

This is a reminder about the group discussion at AND FNCE.  The group discussion 

will be INSERT DATE/TIME/DIRECTIONS.  

 

This group discussion is part of a research project to evaluate the self-efficacy of 

dietitian’s when working with clients with disordered eating and/or eating disorders. 

We will start with a light meal and a short survey before we have the discussion. 

Please plan to be at INSERT SPECIFIED LOCATION no later than INSERT TIME.  

You will be provided disordered eating resources following the group discussion.  

 

If you have any questions, please contact us by email or call Dr. Reed at (806)-252-

0110 or Emmy L. Trammell at (940)-902-9411. We look forward to seeing you on 

INSERT DATE. 

 

Thank you. 

 

Dr. Reed and Emmy Lu Trammell 

Debra.Reed@ttu.edu 

EmmyLu.Trammell@ttu.edu 
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APPENDIX C 

FLYER AND POSTER RECRUITMENT FOR PHASE I 

 

Group Discussion on  

Disordered Eating 
 

 
Join fellow dietitians for an exciting group discussion! 

 

Please consider joining your colleagues for a group discussion to 

explore your experience working with clients who have disordered 

eating and/or eating disorders. The discussion will also explore how 

your training throughout undergraduate and graduate levels has 

influenced how you feel working with these clients. It will provide 

valuable information for advancing our professional training related 

to disordered eating. 

 

A dietitian and doctoral student from Texas Tech University will 

lead the discussion. You may select from the following dates/times 

to attend. (Limit 10 per time slot)  

 

If interested, please write your name and contact information on the 

sign-up sheet. 

 

DATES AND TIMES TO BE DETERMINED BASED ON ROOM 

AVAILABILITY. 

 

A light meal and disordered eating resource materials will be 

provided for your time. Share your feedback with confidence—no 

personally identifiable information will be recorded. We look 

forward to your contribution to this exciting discussion!  

 

If you have any questions or concerns, please direct them to 

EmmyLu.Trammell@ttu.edu or Debra.Reed@ttu.edu. 
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APPENDIX D 

CONSENT FORM FOR PHASE I 

Principle Investigator:   Debra B. Reed, PhD, RDN, LD 

 Department of Nutritional Sciences 

 Texas Tech University 

Telephone: (806) 742-3068 

Debra.Reed@ttu.edu 

 

1. What is this research and why is this research being done?  
This group discussion will help to evaluate the self-efficacy and related factors 

of dietitians when working with clients who have disordered eating and/or 

eating disorders. We will use the information from this project to develop a 

future survey for a larger group of dietitians regarding factors that may 

increase their self-efficacy and the outcomes of their clients who have 

disordered eating.  

 

2. Why am I being asked to take part in this research study? 

You are being asked to take part in this study because you are a registered 

dietitian nutritionist who indicated interest in participating in this research.  

                      

3. What is involved in this research?   

A group discussion will be conducted at AND FNCE, for 1½ to 2 hours. You 

will be asked to take part in one group discussion where you will be asked 

questions about your experiences and education related to disordered eating 

and/or eating disorders.  Before the discussion, you will be asked to complete a 

short survey. 

 

4. How long will I be in this study?  How much of my time will this take? 

The group discussion and survey will last for about 1½ to 2 hours.  

 

5.   What are the risks to me if I participate in this study?  
This study involves no known risks. 

 

6. Are there any benefits to me if I take part in this study?  What are they?  
You will be provided with a light meal during the group discussion and also be 

provided with disordered eating resources after completing the group 

discussion and survey.  

 

7.   Will I be compensated for my time? 

There will be no compensation for participation. 
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8.   What options are available to me if I decide not to participate or drop out of 

this study?  
Participation is completely voluntary. You do not have to answer questions which 

you are not comfortable answering. You can stop and drop out at any time without 

penalty. 

 

9.     What about confidentiality and the privacy of my records? 

The group discussion will be only used to obtain information and will not 

be used to identify any participant. We will audiotape and transcribe the 

group discussion, but all names will be deleted from the transcripts.  The 

audiotapes will be destroyed after transcription.  What you say in the group 

discussion will not be linked to your name in any report or publication 

resulting from the group discussion. Your email address will be only be 

used to remind you about the group discussion and will be used to send you 

resources related to disordered eating after the discussion.  Your email 

address and phone number will be deleted from all files after the study. 

 

10.  I have more questions about this study. Who can I ask?  
• The study is being run by Dr. Debra Reed from the Department of Nutritional 

Sciences at Texas Tech University. If you have questions, you can call her at 

806-742-3068, extension 251.  

• TTU also has a Board that protects the rights of people who participate in 

research. You can ask them questions at 806-742-2064. You can also mail your 

questions to the Human Research Protection Program, Office of the Vice 

President for Research, Texas Tech University, Lubbock, Texas 79409.  

By signing below, you are agreeing to take part in the group discussion. 

 

_______________________ 

Printed Name of Participant 

 

 

    

Signature of Participant  Date 

 

 

This consent form is not valid after Month/Date/Year.  

 

(Remember, even if you do say, “Yes,” now, you can change your mind later.) 
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APPENDIX E 

BRIEF SURVEY FOR PHASE I 

Education and Work Experience:  

Circle the answer that best describes your education and work experience. Fill in 

the blank on any question that asks for written information.  

 

1. I have been a Registered Dietitian Nutritionist for:  

a. Less than 1 year 

b. 2-5 years 

c. 6-10 years 

d. 11-15 years 

e. 16-20 years 

f. 21 or greater years.  

 

2. As a Registered Dietitian Nutritionist, I currently work in the following setting(s) 

(check all that apply):  

a. Clinical 

 Please specify client population type:     

b. Community 

c. Consulting 

d. Food Service 

e. Food Science 

f. Research 

g. Other:           

 

3. As a Registered Dietitian Nutritionist, I have previously worked in the following 

settings(s) (check all that apply):  

a. Clinical 

 Please specify client population type:     

b. Community 

c. Consulting 

d. Food Service 

e. Food Science 

f. Research 

g. Other:           
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4. I have earned a: (fill in the blanks for those that apply)  

Bachelor’s Degree in          

From this university:         

Master’s Degree in          

From this university:         

PhD in           

From this university:         

 

An eating disorder refers do the diagnostic criteria outlined by the Diagnostic 

Manual for Mental Disorders and include anorexia nervosa, bulimia nervosa, 

and eating disorder not otherwise specified (see detailed criteria posted in group 

discussion room). 

 

Disordered eating is problematic eating patterns that are not practiced at a high 

enough frequency or severity to merit the formal diagnosis of an eating disorder. 

 

For the purpose of this survey and discussion today, disordered eating will be the 

term used to refer to both eating disorders and disordered eating.  

 

5. Through my formal training at the undergraduate level, I completed  courses 

where 50% of the course content was directly related to disordered eating.  

a. 0 

b. 1 

c. 2 

d. 3 

e. 4 

f. Greater than or equal to 5 

 

6. Through courses indirectly related to disordered eating at the undergraduate level, 

professors spent    days discussing disordered eating.   

a. 0 

b. 1-3 

c. 4-6 

d. 7-9 

e. 10 or greater 

 

7. I took    counseling related courses at the undergraduate level.  

a. 0 

b. 1-3 

c. 4-6 

d. 7-9 

e. 10 or greater 
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8. Through my formal training at the graduate level, I completed      

courses where 50% of the course content was directly related to disordered eating.  

a. 0 

b. 1 

c. 2 

d. 3 

e. 4 

f. Greater than or equal to 5 

g. Not applicable. I did not complete graduate coursework.  

9. Through courses indirectly related to disordered eating at the graduate level, 

professors spent     days discussing disordered eating.   

a. 0 

b. 1-3 

c. 4-6 

d. 7-9 

e. 10 or greater 

f. Not applicable. I did not complete graduate coursework.  

 

10. I took    counseling related courses at the graduate level.  

a. 0 

b. 1-3 

c. 4-6 

d. 7-9 

e. 10 or more 

f. Not applicable. I did not complete graduate coursework.  

 

11. During my dietetic internship, approximately     hours were spent 

observing a preceptor treating a client with disordered eating.  

a. 0 

b. 1-5 

c. 6-10 

d. 11-15 

e. 16-20 

f. 21 or greater 

 

12. During my dietetic internship, I spent approximately     hours treating a 

client with disordered eating with a preceptor present.   

a. 0 

b. 1-5 

c. 6-10 

d. 11-15 

e. 16-20 

f. 21 or greater 
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13. Since becoming a Registered Dietitian, I have completed approximately  

continuing education credits related to disordered eating.  

a. 0 

b. 1-5 

c. 6-10 

d. 11-15 

e. 16-20 

f. 21 or greater 

 

-----------Please identify the mode of the continuing education credits and 

approximately how many were obtained by that mode. :  

 Webinar:      

 Workshop:      

 Conference:      

Shadowing:      

 Article review:     

 Other (please specify):         

 

14. I have spent approximately    hours doing independent study (self-

study outside of the above structured education, such as reading textbooks, journal 

articles, etc.) related to disordered eating.  

a. 0 

b. 1-5 

c. 6-10 

d. 11-15 

e. 16-20 

f. 21 or greater 

 

15. I have counseled     clients with disordered eating as a registered 

dietitian nutritionist.  

 a. 0-10 

 b. 11-20 

 c. 21-30 

 d. 31-40 

 e. 41-50 

 f. 51 or more 
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Disordered Eating Knowledge Questions:  

 

Use the following scale to indicate whether you STRONGLY DISAGREE (SD), 

DISAGREE (D), are NEUTRAL (N), AGREE (A), or STRONGLY AGREE (SA) 

to the following questions regarding factors that may or may not contribute to 

disordered eating.  

 

15. Disordered eating clients are depressed.         SD      D    N  A SA 

 

16. Disordered eating clients have anxiety.         SD      D    N  A SA 

 

17. Disordered eating clients are obsessed with food.      SD      D    N  A SA 

 

18. Disordered eating clients have experienced trauma.  SD      D    N  A SA 

 

19. Disordered eating is genetic.          SD      D    N  A SA 

 

20. Treatment of disordered eating requires:    

a. A Dietitian           SD      D    N  A SA 

  

b. A Therapist           SD      D    N  A SA 

  

c. A Physician           SD      D    N  A SA 

 

d. Medication           SD      D    N  A SA 

 

Personal Experience with Disordered Eating:  

 

Circle the answer that best describes your personal experience with disordered 

eating. Your personal experience will not be questioned in the open discussion 

and the following 4 questions will be the only ones to address your personal 

experience.  

 

21. I have suffered from disordered eating that interfered with my health.  

a. Yes 

b. No 

 

-----------If you answered YES to the previous question, do you consider yourself to be 

in stable recovery from those eating patterns?  

a. Yes 

b. No 
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22. I have a first-degree relative who has suffered from disordered eating that 

interfered with their health.  

a. Yes 

b. No 

 

23. I have someone in my life who is very close to me who has suffered from 

disordered eating that interfered with his or her health. 

a. Yes 

b. No 

 

24. I have a registered dietitian nutritionist colleague who has suffered from 

disordered eating that interfered with his or her health.  

a. Yes 

b. No 
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APPENDIX F 

FOCUS GROUP DISCUSSION GUIDE 

Preliminary Activities (10 minutes)  
Moderator: (1) introduces self and assistant moderator, (2) welcomes participants to 

group discussion, (3) informs participants that all responses are anonymous, and that 

any reports or publications from the discussion will not include names.  

 

Moderator presents brief overview of the focus group discussion. Invite participants to 

eat food provided. Present overview of the topics that will be discussed during the 1 ½ 

hours focus group session. Thank all participants again for taking the time to attend 

the group discussion about working with clients with disordered eating.  Explain that 

we will honor your time by making sure that we wrap up on time. Ask if there are any 

questions before we start. Remind participants that audio recording will begin now. 

 

Introduction 

 

Thank you for meeting with us today to talk about how you feel when working with 

clients with disordered eating and what influenced your care for these clients. For 

today’s discussion, disordered eating will also include diagnosable eating disorders via 

DSM criteria, as well as problematic eating patterns that are not practiced at a high 

enough frequency or severity to merit the formal diagnosis of an eating disorder. We 

hope you feel free to say whatever you think, and if you do not feel comfortable, or a 

question was not clear to you, please say so.  

 

We want to make sure that we hear everything you want to tell us, but we also need to 

make sure that everyone gets a chance to talk today. We also want to make sure we get 

a chance to ask all our questions. So please do not feel offended if I have to cut 

anyone’s discussion. If you would like to discuss more, we can get together at another 

time.  

 

We are conducting several group discussions.  Once we have heard from all groups, 

we will use the results to inform the development of a survey that we will  administer 

to a larger sample of dietitians to further determine the influential factors on self-

efficacy when working with disordered eating clients.  

 

Opening Questions---(10 minutes) 

 

Let’s start by going around the room and have everyone answer these questions. 

(Questions will be pre-written on a flip chart.)  

 What is your first name? (Name you like to be called) 

 Where do you live?  

 Where you went to college and also dietetic internship?  

 How many years have you been an RD?  
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Key Questions—(45 minutes) 

 

Let us first review the diagnostic criteria for eating disorders outlined in the 

Diagnostic Manual for Mental Disorders-V.  We will then review what would be 

considered disordered eating. (All of these will be displayed on a flipchart.)  

 

Question 1:  

What is your initial thought when you discover your client or patient has disordered 

eating or an eating disorder? 

 PROBES: 

o Panic/anxiety? 

o Looking forward to the challenge? 

o How severe their condition is?  

o Were they forced to come here?  

o Are they going to listen to me?  

 

Question 2:  

What aspect of working with these clients makes you most 

uncomfortable/comfortable? 

 PROBES:  

o Complexity of the Nutritional treatment 

o Manipulation by the client (lying)  

o Client retention 

o Effectiveness of treatment 

o Making their disorder worse 

o Counseling skills 

o Co-occurring mental disorders 

o Severity of condition 

Question 3:  

How capable do you feel treating someone with an eating disorder or disordered 

eating? 

 PROBES:  

o What factors and experiences contributed to your feelings of 

capability?  

 

Question 4:  

Do you have a protocol to follow when treating these clients?  

 PROBES:  

o Something established by the facility 

o Something you as a dietitian created 

o Something another dietitian or other professional created 

 

 



Texas Tech University, Emmy Lu Trammell, May 2016 

 135 

Do you have certain expectations when you follow this protocol?  

 PROBES:  

o Effectiveness within a certain time frame 

 

Question 5:  

How do you feel after you have counseled someone with an eating disorder or 

disordered eating? Does it help if you are also working with someone else?  

 PROBES:  

o Do you receive reinforcement if you area working with someone 

else?  

o Do you feel confident? If so, why or why not?  

 

Question 6:  

Do you reach out to other professionals for assistance with these clients?  

 PROBES:  

o Other dietitians 

o Counselors/Therapists 

o Residential programs 

 

Or do you have other resources to help you?  

 PROBES:  

o Websites 

o Books 

 

Question 7:  

What training do you feel was the most beneficial to you when faced with a client with 

disordered eating? Can you think of any others? 

 PROBES: (ask to provide examples of each training)  

o Coursework in undergraduate/graduate level 

o Internship experience-explain that experience 

(observing/counseling) 

o Work experience 

o Mentor 

o Webinars or continuing education 

o Self-study via books purchased 
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Question 8:  

What training do you feel was the least beneficial? 

 PROBES: (ask to provide examples of each training)  

o Coursework in undergraduate/graduate level 

o Internship experience-explain that experience 

(observing/counseling) 

o Work experience 

o Mentor 

o Webinars or continuing education 

o Self-study via books purchased 

 

Question 9:  

What concepts and information should be included in educational training to train 

future and current RDNs to be effective in working with clients with disordered 

eating? 

 PROBES:   

o Training at all levels? 

o Undergraduate?  

o Graduate or dietetic internship?  

o Continuing Education? 

 

Question 10:  

Please share your thoughts about the impact of a personal experience with disordered 

eating on one’s effectiveness or comfort level treating someone with this similar 

struggle? 

 PROBES:  

o Difficult/easy if you have a disordered yourself? 

o Difficult/easy if a loved one has had disordered eating? 

o Difficult/easy if you have never had a personal experience?  

 

Question 11: 

Do you feel that you are effective in treating those with disordered eating? Why? 

 PROBES:  

o Weight status 

o Eating patterns 

o Eating disorder thoughts 

o Adherence to meal plan 

What indicators do you use to determine effectiveness? 

 PROBES:  

o Follow up visits 

o Interviews with clients 

o Research projects 
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Question 12:  

What experiences have you had in preventing disordered eating? 

 PROBES:  

o Discouraging dieting 

o Debunking myths 

o Promoting positive body image 

o Promoting healthy and moderate eating behaviors 

o Particular programs aimed at this?  

What indicators do you use to determine effectiveness of these experiences? 

 PROBES:  

o Follow up visits 

o Interviews from clients 

o Research projects 

Ending Question (10 minutes)  

 

Question 13:  

Are there any factors that we have not discussed that you feel affect your treatment of 

clients with disordered eating or eating disorders? 

 

Do you have any other information you would like to share related to disordered 

eating and our profession as dietitians? 
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APPENDIX G 

FINAL CODING LIST FOR PHASE I 

Category Code Abbreviation 

Demographics   DEMO 

 

Demo-dietetic internship location DEMO-DI location 

 

Demo-graduate DEMO-G 

 

Demo-RDN Years DEMO-RDN years 

 

Demo-undergraduate DEMO-UG 

Environment   ENV 

 

Environment-work setting ENV-work set 

 

Environment-work setting-residential 

treatment ENV-work set-res tx 

 

Environment-work setting-ED 

outpatient ENV-work set-out pt 

 

Environment-minors ENV-minors 

 

Environment-barriers to treatment ENV-bar tx 

 

Environment-no ED specialists ENV-no ED spec 

 

Environment-treatment team ENV-tx team 

Behavioral 

Capability   BC 

 

Behavioral Capability-challenging-

positive BC-chall-pos 

 

Behavioral Capability-challenging-

negative BC-chall-neg 

 

Behavioral Capability-neutral BC-neutral 

 

Behavioral Capability-nutrition BC-ntr 

 

Behavioral Capability-counseling BC-couns 

 

Behavioral Capability-always treating 

ED BC-always tx ED 

 

Behavioral Capability-holistic 

approach BC-hol approach 

 

Behavioral Capability-client 

evaluation BC-client eval 

 

Behavioral Capability-resources-

positive BC-res-pos 

 

Behavioral Capability-resources-

negative BC-res-neg 

 

Behavioral Capability-seeking 

education BC-seek ed 

 

Behavioral Capability-mental health BC-ment hlth 



Texas Tech University, Emmy Lu Trammell, May 2016 

 139 

 

Behavioral Capability-barriers to 

treatment BC-bar tx 

 

Behavioral Capability-treating client BC-tx client 

 

Behavioral Capability-manipulation BC-manip 

 

Behavioral Capability-other 

professionals BC-oth profs 

 

Behavioral Capability-identifying ED BC-ID ED 

 

Behavioral Capability-empathizing BC-empath 

 

Behavioral Capability-self ED-

positive BC-self ED 

 

Behavioral Capability-weighing 

clients BC-wt client 

 

Behavioral Capability-refeeding BC-refeed 

 

Behavioral Capability-separate 

food/feelings BC-sep food/feel 

 

Behavioral Capability-multiple roles BC-mult roles 

 

Behavioral Capability-client 

relationship BC-client relat 

 

Behavioral Capability-ED prevention BC-ED prev 

 

Behavioral Capability-family 

treatment BC-fam tx 

 

Behavioral Capability-treatment team BC-tx team 

 

    

Expectations   EXP 

 

Expectations-protocol-self created EXP-prot-self 

 

Expectations-protocol-facility created EXP-prot-fac 

 

Expectations-protocols EXP-prot 

 

Expectations-no protocols EXP-no prot 

 

Expectations-holistic EXP-hol 

 

Expectations-weight EXP-wt 

 

Expectations-determining treatment EXP-determine tx 

 

Expectations-barriers to treatment EXP-bar tx 

 

Expectations-refeeding EXP-refeed 

 

Expectations-evaluation tools EXP-eval tools 

 

Expectations-ED prevention EXP-ED prev 

 

Expectations-family treatment EXP-fam tx 

Self-Efficacy   SE 

 

Self-Efficacy-positive SE-pos 

 

Self-Efficacy-negative SE-neg 

 

Self-Efficacy-always treating ED SE-always tx ED 
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Self-Efficacy-nutrition-positive SE-ntr-pos 

 

Self-Efficacy-nutrition-negative SE-ntr-neg 

 

Self-Efficacy-counseling-positive SE-couns-pos 

 

Self-Efficacy-counseling-negative SE-couns-neg 

 

Self-Efficacy-work experience-

positive SE-work exp-pos 

 

Self-Efficacy-work experience-

negative SE-work exp-neg 

 

Self-Efficacy-client evaluation SE-client eval 

 

Self-Efficacy-effective SE-effective 

 

Self-Efficacy-apprehensive SE-apprehensive 

 

Self-Efficacy-fear of harm SE-fear of harm 

 

Self-Efficacy-mental health SE-ment hlth 

 

Self-Efficacy-self-ED SE-self-ED 

 

Self-Efficacy-family treatment SE-fam tx 

 

Self-Efficacy-unpredictability of ED SE-unpredict ED 

 

Self-Efficacy-multiple roles SE-mult roles 

 

Self-Efficacy-client relationship SE-client relat 

 

Self-Efficacy-treating client SE-tx client 

 

Self-Efficacy-ED prevention SE-ED prev 

 

Self-Efficacy-treatment team SE-tx team 

Observational 

Learning   OL 

 

Observational Learning-DI OL-DI 

 

Observational Learning-undergraduate OL-UG 

 

Observational Learning-graduate OL-G 

 

Observational Learning-other OL-other 

Reinforcement   REI 

 

Reinforcement-always treating ED REI-always tx ED 

 

Reinforcement-positive REI-pos 

 

Reinforcement-negative REI-neg 

 

Reinforcement-treatment team-

positive REI-tx team-pos 

 

Reinforcement-effectiveness REI-effective 

 

Reinforcement-other professionals-

negative REI-other profs-neg 

 

Reinforcement-other professionals-

positive REI-other profs-pos 

 

Reinforcement-self ED REI-self ED 

 

Reinforcement-referrals REI-referrals 
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Reinforcement-support REI-supp 

Client   CL 

 

Client-denial of ED CL-deny ED 

 

Client-repeated admissions CL-repeat admin 

 

Client-negative self-evaluation CL-neg self-eval 

 

Client-birth control CL-BC 

 

Client-protecting self CL-protect self 

 

Client-not about food CL-not food 

Dietetics 

Training 

Suggestions   DTS 

 

DTS-undergraduate DTS-UG 

 

DTS-graduate DTS-G 

 

DTS-negative DTS-neg 

 

DTS-other DTS-other 

 

DTS-certifications DTS-cert 

Other   OTH 

 

Other-scope of practice OTH-scope of pract 

 

Other-food addictions OTH-food add 

 

Other-BMI emphasis OTH-BMI emphasis 

 

Other-legitimate ED OTH-legit ED 

 

Other-ED advocacy OTH-ED advocate 

 

Other-unknown OTH-unknown 
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APPENDIX H 

SURVEY FOR PHASE II 

 

Thank you for agreeing to take this survey. The following questions will ask 

about your experiences related to counseling clients with eating disorders. Eating 

disorders may be abbreviated as ED when necessary. There are no right or wrong 

answers, so please answer the questions as truthfully as possible related to your own 

experiences or opinions. Please select the bubble for the answer that fits you best. 

When asked to fill in the blank, please do so with your appropriate response. 

Comments are welcomed at the end of each section in the comment box. The survey 

will take approximately 15-25 minutes to complete.  

 

The following is a helpful definition as a reference when completing the survey:  

 

 Eating Disorder- any of the diagnosable feeding or eating disorders 

outlined in the Diagnostic Manual for Mental Disorders (DSM-V). 

Examples include anorexia nervosa, bulimia nervosa, binge eating disorder, 

and other specified feeding or eating disorders. 

 

This survey is NOT referring to disordered eating which would be defined as:  

 

 Disordered Eating-problematic eating patterns that are not practiced at a 

high enough frequency or severity to merit the formal diagnosis of an 

eating disorder. Examples would include emotional eating, chronic 

overeating, intermittent fasting, etc.  

 

By completing the following survey, you are consenting to your answers being 

used for this research project. Understand that all answers will remain confidential and 

will not be linked to any personal information.  

 

Demographics:  

 

1) How did you hear about this survey?  

a. Facebook Group 

b. LinkedIn Group 

c. Texas Academy of Nutrition and Dietetics Newsletter 

d. Email 

e. Other      

 

2) How many years have you been a Registered Dietitian Nutritionist (RDN)?  

   Years 
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3) What area of dietetics are you currently working? Select all that apply.  

a. Clinical 

b. Community 

c. Food Service 

d. Research 

e. Academia/University Setting 

f. Retired 

g. Graduate Student 

h. Other:           

 

4) What area of dietetics have you previously worked? Select all that apply.  

a. Clinical 

b. Community 

c. Food Service 

d. Research 

e. Academia/University Setting 

f. Other:           

 

5) Do you hold any other credentials/certifications? Select all that apply.  

a. Certified Eating Disorders Registered Dietitian (CEDRD) 

b. Certified Nutrition Support Dietitian (CNSD) 

c. Certified Specialist in Sports Dietetics (CSSD) 

d. Fellow of the American Dietetics Association (FADA) 

e. Professional Counselor 

f. Social Worker 

g. Weight Management Certification from AND 

h. Not Applicable 

i. Other ____________________ 

 

6) Have you worked in a setting with an eating disorder focus?  

a. Yes 

b. No 

 

7) What is your highest level of education?  

a. Bachelor’s Degree  

b. Master’s Degree 

c. Doctoral Degree 

d. Other:           
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8) What is your ethnicity?  

a. White/Caucasian 

b. Hispanic/Latino 

c. Black/African American 

d. Native American/American Indian 

e. Asian/Pacific Islander 

f. Other:           

 

9) What is your age?   Years 

 

Eating Disorder Exposure:  

 

Indicate your level of agreement of the following items as they apply to your 

education and training of eating disorders:  

(Strongly Disagree, Disagree, Neutral, Agree, Strongly Agree) 

 

1) I feel my undergraduate education related to treating eating disorders was 

sufficient for becoming a dietitian.  

2) I feel my undergraduate education related to counseling techniques was 

sufficient for becoming a dietitian.  

3) I feel my undergraduate education related to mental disorders (depression, 

anxiety, obsessive compulsive disorder, bipolar disorder, etc.) was sufficient 

for becoming a dietitian. 

4) I feel my internship/graduate level education related to treating eating 

disorders was sufficient for becoming a dietitian.  

5) I feel my internship/graduate level education related to counseling techniques 

sufficient for becoming a dietitian.  

6) I feel my internship/graduate level education related to mental disorders 

(depression, anxiety, obsessive compulsive disorder, bipolar disorder, etc.) was 

sufficient for becoming a dietitian. 

7) I would feel more confident treating someone with an eating disorder if I had 

more education/training specific to eating disorders. 

8) I would feel more confident treating someone with an eating disorder if I had 

more education/training specific to counseling techniques. 

9) I would feel more confident treating someone with an eating disorder if I had 

more education/training specific to mental disorders (depression, anxiety, 

obsessive compulsive disorder, bipolar disorder, etc.). 

 

Additional Comments:  
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Factors that Influence Eating Disorders   

 

How important are the following items to the development of eating disorders? 

(Not Important, Slightly Important, Moderately Important, Very Important, Extremely 

Important) 

 

1) Mental disorders (depression, anxiety, obsessive compulsive disorder, bipolar 

disorder, etc.) 

2) Obsession with food 

3) Trauma as a child or teen 

4) Frequent/Repeated dieting 

5) Genetic factors  

6) Parental food behaviors 

7) Influence from media (social media, internet, advertisements, etc.) 

8) Influence from friends/peers 

 

Additional Comments:  

 

Self-Efficacy with Eating Disorder Treatment:  

 

Indicate your level of agreement with the following items regarding your feelings 

when treating clients with eating disorders:  

(Strongly Disagree, Disagree, Neutral, Agree, Strongly Agree) 

 

1) I am a professional who is well prepared to treat individuals with an eating 

disorder.  

2) When I realize someone has an eating disorder, I feel confident referring them 

to health care professionals who specialize in eating disorders. 

3) I feel confident knowing where my role as a dietitian ends and the therapist's 

(psychologist, counselor, therapist, etc.) role begins. 

4) I am comfortable counseling individuals with an eating disorder. 

5) I feel effective counseling individuals with an eating disorder. 

6) I worry about making an eating disorder worse when working with this type of 

client. 

7) I feel most confident treating an individual with an eating disorder when I am 

part of a multidisciplinary team. 

8) I would prefer if other health professionals were responsible for treating clients 

with an eating disorder rather than dietitians. 

9) I am comfortable with my understanding of mental disorders that may be 

associated with an eating disorder and how these mental disorders may impact 

treatment. 

10) I feel that OBESITY is equally threatening to an individual’s health as an 

eating disorder. 
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11) It is important to evaluate individuals seeking weight loss for a potential eating 

disorder. 

12) Treatment of OBESITY and treatment of eating disorders should be 

approached with the same concern. 

13) I would feel more confident treating someone with an eating disorder who is 

obese, rather than if they have an eating disorder and are underweight. 

14) I would feel more confident treating someone with an eating disorder who is 

underweight, rather than if they have an eating disorder and are obese. 

 

Additional Comments:  

 

Protocols/Outcomes Measures:  

 

The following three questions are related to your personal understanding of practice 

guidelines recommended by AND for the treatment of eating disorders. Indicate the 

level of agreement with the following items regarding your feelings when treating 

clients with an eating disorder. 

(Strongly Disagree, Disagree, Neutral, Agree, Strongly Agree) 

 

1) I am aware of the practice guidelines recommended by AND for the treatment 

of eating disorders. 

2) I am knowledgeable of the practice guidelines recommended by AND for the 

treatment of eating disorders. 

3) When working with a client with an eating disorder, I usually follow the 

guidelines recommended by AND. 

 

The following five questions are related to facility level protocols and outcome 

measures. Does your facility ever treat individuals with eating disorders? 

a. Yes 

b. No  

-----------If you answered YES to the previous question, please answer the following 

five questions.  

 

4) The protocols at my work facility for treatment of eating disorders are easy to 

follow. 

5) The outcome measures for eating disorders at my work facility focus on weight 

restoration. 

6) The outcome measures for eating disorders at my work facility are holistic in 

nature. 

7) The protocols at my work facility follow the guidelines of AND for treatment 

of eating disorders. 

8) There are no protocols at my work facility for treatment of eating disorders. 

 

Additional Comments:  
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Skill Development:  

 

How many clock hours do you feel should be devoted to eating disorders (ED)?  

Undergraduate level:      

ED knowledge and intervention:      clock hours 

Mental health:        clock hours 

Counseling:         clock hours 

 

Dietetic Internship level:      

ED knowledge and intervention:      clock hours 

Mental health:        clock hours 

Counseling:         clock hours 

 

Graduate level (outside of dietetic internship hours):  

ED knowledge and intervention:      clock hours 

Mental health:        clock hours 

Counseling:         clock hours 

 

Please indicate your perception of how important of a role the following items play   

in increasing RDN knowledge and skills about eating disorders:  

(Not Important, Slightly Important, Moderately Important, Very Important, Extremely 

Important) 

 

1) Learning the benefits of working with a multidisciplinary team (mental health 

professional, physician, etc.).Observing others counseling a client with an 

eating disorder.  

2) Observing others treating a client with an eating disorder 

3) Greater experience treating individuals with an eating disorder. 

4) Greater awareness of mental disorders (depression, anxiety, obsessive 

compulsive disorder, bipolar disorder, etc.). 

5) Greater number of years of clinical experience. 

6) Personally having an eating disorder or a close friend/loved one having an 

eating disorder. 

7) Webinars and self-study such as books and journal articles focused on eating 

disorders. 

8) Eating disorder focused conferences. 

9) More sessions on eating disorders at the AND FNCE. 

10) Membership of professional organizations focused on eating disorders (AED, 

NEDA, AND). 

11) Being mentored by a dietitian who is an eating disorder specialist. 

12) More clock hours related to ED in undergraduate courses. 

13) More clock hours related to ED in graduate courses. 

14) More clock hours related to ED in the dietetic internship. 
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What can AND do help RDN improve their knowledge and skills related to eating 

disorders? 

 

Additional Comments:  

 

Personal Experience with an Eating Disorder:  

 

Please indicate the answer that best describes your personal experience with eating 

disorders or disordered eating.  

 

1) I have struggled with an eating disorder/disordered eating at some point in my 

lifetime. 

a. Yes, I’ve struggled with an eating disorder 

b. Yes, I’ve struggled with disordered eating 

c. No, I’ve never struggled with eating disorder/disordered eating.  

 

-----------If you answered YES to the previous question, do you consider yourself to be 

in stable recovery from those eating patterns?  

c. Yes, I’m in stable recovery.  

d. Yes, but I am struggling with some behaviors again.  

e. No, but I have made steps towards recovery.  

f. No, I’m not in recovery. 

 

Additional:  

 

Do you have any additional comments or suggestions regarding dietitians’ treatment 

of eating disorders?  

 

New General Self-Efficacy Scale: 

 

Indicate the level of agreement with the following items: 

(Strongly Disagree, Disagree, Neutral, Agree, Strongly Agree) 

1) I will be able to achieve most of the goals that I have set for myself.  

2) When facing difficult tasks, I am certain that I will accomplish them.  

3) In general, I think that I can obtain outcomes that are important to me.  

4) I believe I can succeed at most any endeavor to which I set my mind.  

5) I will be able to successfully overcome many challenges.  

6) I am confident that I can perform effectively on many different tasks.  

7) Compared to other people, I can do most tasks very well.  

8) Even when things are tough, I can perform quite well.  
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Confirmation of Donation 

 

For Reliability Study:  

Thank you for your feedback and time completing this survey. The $10 donation will 

be made to your local dietetics group for your contributions to this research project. 

Please indicate your affiliated group below:  

a. Lubbock AND 

b. Amarillo AND 

c. Midland/Odessa AND 

For Main Study:  

Thank you for your feedback and time completing this survey. The $5 donation (up to 

$1,000) for your participation will be made to the AND Scholarship Fund for your 

contributions to this study.  
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APPENDIX I 

RECRUITMENT EMAIL FOR RELIABILITY STUDY (PHASE II) 

 

Dear Fellow Dietitians,  

 

You are receiving this email as an invitation to participate in a Dissertation project 

from Texas Tech University and to help raise money for your local Academy of 

Nutrition and Dietetics group.  

 

The project is evaluating the factors influencing self-efficacy of Registered Dietitian 

Nutritionists (RDNs) when working with clients with eating disorders. Your 

participation will provide valuable information for advancing our professional training 

related to eating disorders.   The survey is open to all RDNs despite your work setting, 

experience with eating disorders, or years of practice. Even if you do not work in an 

area where eating disorders are commonly seen, your feedback is still extremely 

valuable.  

 

The survey is completely anonymous and voluntary. If you choose to complete the 

survey, you will be asked to complete it again within a two week period in order to 

establish reliability of the survey.  

 

For each set of surveys completed (Time 1 and Time 2), $10 will be donated to your 

local AND group (Lubbock, Amarillo, or Midland/Odessa). Please take the next 15-20 

minutes to contribute to your local AND by following the link below:   

 

(SURVEY LINK INSERTED HERE) 

 

If you have any questions or concerns regarding this survey, please contact Emmy Lu 

Trammell at EmmyLu.Trammell@ttu.edu or Dr. Debra Reed at Debra.Reed@ttu.edu. 

Thank you for your time and role in this project.  

 

Emmy Lu Trammell, MS, RDN, LD 

Doctoral Candidate at Texas Tech University  

  

mailto:EmmyLu.Trammell@ttu.edu
mailto:Debra.Reed@ttu.edu
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APPENDIX J 

RECRUITMENT EMAIL FOR MAIN STUDY (PHASE II) 

 

Dear Fellow Dietitians,  

 

You are receiving this email as an invitation to participate in a Dissertation project 

from Texas Tech University.  

 

The project is evaluating the factors influencing self-efficacy of Registered Dietitian 

Nutritionists (RDNs) when working with clients with eating disorders. Your 

participation will provide valuable information for advancing our professional training 

related to eating disorders.    

 

The survey is completely anonymous and voluntary. The survey is open to all RDNs 

despite your work setting, experience with eating disorders, or years of practice. Even 

if you do not work in an area where eating disorders are commonly seen, your 

feedback is still extremely valuable.  

 

For every completed survey, $5 will be donated to the Academy of Nutrition and 

Dietetics scholarship fund (up to $1000). Please take the next 15-20 minutes to 

contribute to our professional organization by following the link below:  

 

(SURVEY LINK INSERTED HERE)  

 

If you have any questions or concerns regarding this survey, please contact Emmy Lu 

Trammell at EmmyLu.Trammell@ttu.edu Dr. Debra Reed at Debra.Reed@ttu.edu.  

Thank you for your time and role in this project.  

 

Emmy Lu Trammell, MS, RDN, LD 

Doctoral Candidate at Texas Tech University  

  

mailto:EmmyLu.Trammell@ttu.edu
mailto:Debra.Reed@ttu.edu
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APPENDIX K 

RECRUITMENT POSTING SOCIAL MEDIA (PHASE II) 

 

Support the Academy of Nutrition and Dietetics scholarship fund! 

 

A study is being conducted to evaluate factors influencing self-efficacy of Registered 

Dietitian Nutritionists (RDNs) when working with clients with eating disorders. Your 

participation will provide valuable information for advancing our professional training 

related to eating disorders. The survey is open to all RDNs despite your work setting, 

experience with eating disorders, or years of practice. Even if you do not work in an 

area where eating disorders are commonly seen, your feedback is still extremely 

valuable.  

 

For every completed survey, $5 will be donated to the Academy of Nutrition and 

Dietetics scholarship fund (up to $1000). Please take the next 15-20 minutes to 

contribute to our professional organization!  

 

Confidentiality of responses will be maintained.   

 

(SURVEY LINK INSERTED HERE)  

 

If you have any questions or concerns regarding this survey, please contact Emmy Lu 

Trammell at EmmyLu.Trammell@ttu.edu  Dr. Debra Reed at Debra.Reed@ttu.edu. 

Thank you for your time and role in this project. 

  

 

mailto:EmmyLu.Trammell@ttu.edu
mailto:Debra.Reed@ttu.edu
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