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Background 

Broken Hill is a regional, isolated community in far west New South Wales. It has a population of 
around 19 000 with the nearest major city being Adelaide, approximately 500km away. It is the major 
health base for the Far West NSW region as well as parts of South Western Qld and North Eastern 
SA. It has a Base Hospital and significant community health services available to the local community 
and through outreach or tele-health services to outlying areas. The Royal Flying Doctor Service and 
Maari Ma Aboriginal Health corporation also service Broken Hill and its surrounding areas and many 
residents may receive treatment from all three services, creating a complex health system to navigate 
for both consumers and clinicians.  

Eating Disorders are complex conditions that require a multi-disciplinary approach to care and 
treatment. In 2013 NSW Health released its Service Plan for People with Eating Disorders. This plan 
was aimed at improving care of people with Eating Disorders across the spectrum of severity and 
geography. Included in the plan was a service delivery framework that outlined key principles and 
processes to ensure the provision of appropriate care. It states that ‘LHDs need to provide leadership 
in service development strategies that enhance the assessment and treatment of people with eating 
disorders at all levels of need and link care across sub-specialities, across public and private 
providers, across age groups and across clinical settings’1.  

In March 2014 the National Eating Disorders Collaboration (NEDC) held a forum in Broken Hill that 
was well attended by health service clinicians and community service providers. At the end of this 
forum there was a large discussion including all participants and it was agreed that Eating Disorder 
issues were certainly more common in our local population than could be presumed from referral 
data. It was also identified that there was much confusion over what services were currently available 
locally and how those services could be accessed. This confusion was confounded by a lack of 
confidence in many clinicians to provide treatment to those with eating disorders with it being seen as 
a specialized area that required a specialist service.  

It had also been noted by both Dietetics and CAHMS workers that presentations of clients with eating 
disorders or significantly disordered eating patterns had increased, further increasing the need for an 
improved co-ordination and level of care. However, no significant changes or interventions had been 
made to help improve this situation. 

A report commissioned by the Butterfly Foundation in 2012 suggest around 4% of the Australian 
population is affected by eating disorders to clinically significant levels 2. For Broken Hill this would 
mean approximately 780 cases within the town. However current levels of referral to dietetics for 
these conditions are often limited to less than 5 a year and mental health services report low levels of 
diagnoses. This suggests a significant unmet need for those suffering from eating disorders within the 
community, who are likely still undiagnosed. Additionally, in Broken Hill many health positions are 
filled by recent graduates who are new to not only their role but to their profession as well as the 
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geographical area. This can lead to professional linkages between different professions or 
organisations being tenuous. 

Aim statement 

To increase by 50% the confidence and skills of local clinicians to identify, diagnose and treat Eating 
Disorders by January 2017. 

Methods/interventions 

An online survey was disseminated to as many local health clinicians and relevant other professions 
(high school teachers and social services workers) to gauge baseline and post-intervention data 
around levels of skill and confidence in identifying, diagnosing and treating eating disorders. This was 
sent out via email to all relevant FWLHD Departments, local GP’s and private practice allied health via 
the local PHN and to education and social services workers through local interagency networks. 

The survey consisted of 17 questions; 3 covering demographics, 2 to gauge level of contact with 
Eating disorder clients, 8 questions investigating confidence in eating disorder diagnosis and 
treatment, 3 questions asking about knowledge of available resources and 1 final open question 
asking for comments or suggestions.  

Concurrently a service gap analysis and planning meeting was held with invitees from all relevant 
LHD Departments as well as general practice and NGO health organisations. A driver diagram 
analysis of the issues was developed in this group to tease out root-causes of issues. The results 
from the pre-survey were combined with the driver analysis to choose interventions that would 
address the key issues identified. They were:  

• an electronic resource compendium 

• in-service education on eating disorders 

• a community of practice network 

• local referral/treatment pathway. 

To give local clinicians increased awareness of available resources, as well as ensure they could 
access these resources quickly and easily an electronic resource compendium (ERC) was developed. 
The ERC contained electronic versions of screening tools, assessment plans, medical management 
guidelines as well as patient and carer hand-outs. It also contains a collection of links to useful 
websites for both clinicians and patients/carers. A version was also created for the local high schools 
tailored to teacher and school based resources and student hand-outs. 

Brightly coloured USB’s with large colour-matched tags were used for the ERC to be given to all local 
GP practices, high schools and relevant health service departments including Dietetics, Mental 
Health, Emergency Department and Paediatrics. This ensured they wouldn’t be easily ‘lost’ on busy 
wards or in staff rooms etc. Staff orientation to the ERC’s was provided in all locations, highlighting 
the most useful resources for individual professions or ward areas, as well as showing what is also 
available through the website links.  

At the same time as orientating staff to the ERC, in-service education sessions were also conducted 
to each department/service on Eating Disorders. This education session included information on the 
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DSM 5 eating disorders categories, presenting features of the different types of eating disorders and 
risk factors to be aware of.  

A professional networking group was started in September 2016. It has been set up as a ‘Community 
of Practice’ (CoP), open to any clinician working with eating disorders sufferers. Terms of reference 
have been developed and passed, which includes the following responsibilities/functions of the CoP: 

• To raise the profile of Eating Disorders within local health services and ensure they are 
considered as part of all relevant health initiatives and plans. 

• To serve as a forum for local health clinicians, teachers and other relevant service providers to 
discuss, plan and evaluate local eating disorder issues and services.  

• To provide regular professional development/education in relation to eating disorders, openly 
available to our local communities.  

• To generate and apply new ideas and innovations in Eating Disorders care i.e. keep up to date on 
what is new and disseminate to a wider audience as appropriate.  

The CoP meets bimonthly and will review the TOR and meeting frequency on a yearly basis to ensure 
the group continues to meet member and community needs.  

From the CoP a working party of interested and key clinicians was established to begin development 
of a local referral/care pathway. It was identified in an open response question asking for suggestions 
at the end of the pre-survey that many respondents felt a more organised and planned approach to a 
referral system was important. Creating a localised care pathway was seen as vital to ensuring 
standardised care for all clients as well as improving case co-ordination. This group have met a few 
time so far and a referral pathway flow-chart is currently in draft stages. It is envisioned this flowchart 
will be the start of a full document that will outline in detail the local process of referral and local 
options and pathways for treatment. This will provide clinicians with a helpful tool to use to improve 
the adequacy of patient care as well as avoid the issue of new clinicians not knowing where/how to 
refer clients on to other services.  

Results 

The pre-intervention survey received a much larger response rate with 36 responses compared to 16 
for the post-intervention survey. This also resulted in less variety in clinician type for the post survey, 
most notably no responses were received from those working in General practice for the post survey.  

Pre-intervention survey results 
The most common areas of practice of respondents were Mental Health, General Practice, Dietetics 
and Community health services. 

A majority of respondents were clinicians who had not only been in their particular job role for some 
time, but had also been based in Broken Hill for a significant amount of time also with 61% having 
been in their role for longer than 5 years and 72% being based in Broken Hill for longer than 5 years.  

The results from the confidence and skills questions showed moderate levels of confidence to identify 
an eating disorder but quite low levels of confidence to actually make a diagnosis or work with/treat 
eating disorders.  
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Awareness of available resources was quite low with up to 61% of respondents unaware of any 
policies, protocols or guidelines for treatment of eating disorders.  

Post-intervention results 
The most common areas of practice of respondents were Mental Health, Education, Dietetics and 
Community health services.  

A majority of respondents were newer to their role and Broken Hill with 75% having been both in their 
current role and living in Broken Hill for less than 5 years.  

The results from the confidence and skill questions show significant increases in all areas, particularly 
in diagnosing and treating eating disorders which had been the lowest rated in the pre-survey (Fig 1, 
2, 3). It also showed a significant decrease in the amount of clinicians unaware of any eating 
disorders resources (Fig 4).  

Figure 1 Confidence in Eating disorder identification 
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Figure 2 Confidence to diagnose an eating disorder 

 

Figure 3 Knowledge and skills to work effectively with eating disorder clients 
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Figure 4 Resource awareness 

 

Discussion 

The initial per-intervention survey was well responded to with a good number of responses as well as 
a wide spread of respondent job roles. Unfortunately this was not the case for the post survey. There 
were a few factors that may have influenced this difference in response rate: 

• Eating Disorder ‘buzz’ at the time of the pre-survey—In March 2016 the CEDD/NEDC provided 
education sessions in Broken Hill around eating disorders and the NSW Service Plan. This may 
have resulted in a more focussed and interested cohort around this time that may have faded by 
the time of the post intervention survey. 

• Time of Year—Due to project timelines post intervention data needed to be collected early in 
2017 and this time of year is common for clinicians taking leave and/or being very busy catching 
up after leave and hence a survey may not have been a priority.  

The two cohorts of respondents were also quite different in their level of job experience and time 
spent working in Broken Hill. Given the post-intervention cohort was less experienced and with less 
time spent in Broken Hill it could be assumed that they would have less confidence in dealing with the 
specialty area of eating disorders and have less knowledge of resources available, however the 
opposite was identified in the results. This is a very positive outcome for the project as it shows that 
the very people we were hoping to support (early career professionals new to town) are feeling more 
confident in their skills.  

The ERC was very well received and many departments and GP practices have uploaded it onto their 
local drives so it can be accessed by every staff member at all workstations. Informal feedback 
received from the roll-out orientations highlighted the ease of having a ‘one-stop-shop’ of resources 
that was easy to identify so clinicians and teachers didn’t have to spend time trying to find relevant 
resources or guidelines. It was seen as a labour and time saving resource. The significant decrease in 
survey respondents unaware of available resources is certainly attributable to the ERC’s and their 
orientation process and shows that they have been found useful by respondents.  
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The Eating Disorder CoP has been embraced by local clinicians with an average of 8 attendees at 
each meeting—good numbers considering no-one in Broken Hill has a position that is specific to 
eating disorders. The group serves as a formal professional development forum as well as a 
professional networking opportunity. It also serves as an indirect opportunity to keep eating disorders 
on local clinicians ‘radar’, making sure it is front of mind when making clinical as well as service-based 
decisions.  

The combination of interventions implemented was shown to make an appreciable difference to the 
perceived confidence and skill of local clinicians to identify, diagnose and treat eating disorders. This 
improved confidence, coupled with an improved awareness of available resources mean that 
clinicians and support staff are better able to service these clients, and clients are more likely to 
receive best practice care.  

The sustainability of these interventions is now the focus of this project and centres around scheduled 
education sessions for all areas—both medical and community services. FWLHD sites will look to 
have an eating disorders staff education session for each relevant Department at least once a year 
(possibly 6 monthly for Mental Health).  

Yearly education sessions will be offered to both local high schools and all local GP practices to 
ensure eating disorders remains front of mind and also to re-orientate staff to the ERC—especially for 
new staff.  

Policy recommendations 

• Rural health clinicians should be empowered and supported to take on the ‘specialist 
generalist’ role. In rural health we’re often the only one of our profession in our region so we 
need to be able to provide care to the patients in our area. Refusing to provide a service because 
you’re not specialised in a certain area isn’t an option when the only other option is that the 
patient/client doesn’t receive a service at all.  

The role of the specialist generalist is well known and often quite revered in Rural health but 
requires extra professional development and multi-disciplinary support. Financial and system 
support for these to occur is vital to ensuring rural clinicians can be specialist generalists.  

• Be wary of overdoing the Obesity, healthy eating and weight loss messages. Whilst it is 
important and expected that as health workers we look to address the levels of obesity in 
Australia, we need to make sure that public messages about health remain safe and appropriate 
for all ages and avoid any implication of fat-shaming or diet shaming.  
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Presenter 

Heidi Drenkhahn grew up in the small coastal town of Eden on the Far South Coast of NSW. She 
studied Dietetics at the University of Wollongong and graduated with a MSc (Nutrition & Dietetics) in 
2007. She worked for three years across many different clinical areas and hospitals throughout the 
Illawarra, then headed West to Broken Hill to take up the role of Community Dietitian in 2010—filling 
the role of a previous placement supervisor of hers. Since being in this role Heidi has grown to love 
Broken Hill and it’s people and has developed a passion for rural health and ensuring regional and 
rural communities receive the same standard of care as their metropolitan counterparts. She likes to 
focus on the many positives that being in a smaller, isolated community can mean for health 
promotion—taking full advantage of local media, town squares and old-fashioned word of mouth 
promote her causes. Professionally her interests include health promotion, public health policy and 
chronic disease prevention. Personal interests are women’s AFL, good food and anything to do with 
the ocean. 
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