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RADICAL CLIENT CENTRED (RCQ)
FRAMEWORK

For Disordered Eating/ Eating Disorders (DE/ED)

"If | could get up in the middle of an eating disorder conference and say one thing, it
would be, all of you, just stop, listen; the most reliable source of evidence is the client

sitting in front of you."

As practitioners supporting clients with eating disorders we are afforded the great privi|ege of
hoHing space for and beoring witness to our clients heohng. It takes cou rage to seek he|p, be open,

honest and vulnerable in their exp|oroﬁon and experimentation towards chonge.

Disordered eating/eating disorders (DE/ED) do not (ﬂeve|op in isolation. There are comp|ex
inferre|oﬁonships between bio|ogico|, social, cultural and psycho|ogico| factors that contribute to the
(ﬂeve|opmen+ and maintenance of disordered eating/ eating disorders (DE/ED)(1). However,
dietetic umﬂereromﬂing, ocknow|e(ﬂgemen+ and confidence of o(ﬂ(ﬂressing these factors in practice is

low (2). Therefore, we set out to partner with lived experience fo create a resource for use by

dietetic and other health professiono|s Working with clients with DE/ED.

Lived experience experts with a range of morginohze(ﬂ identities porﬁcipcﬁre(ﬂ in poicl interviews
exp|oring their experience of DE/ED and accessing support. Thematic cmo|ysis of interview
transcripts was undertaken. Results are presenJre(ﬂ as a visual framework entitled The Radical Client
Centered (RCC) Framework©’ The aim of this resource isto assist in formulation of the impact of

cultural constructs and systemic oppression for individuals on the (ﬂeve|opmen+ and re|oﬁonship of

DE/ED.

The Radical Client Centered (RCC) Framework provicles a visual tool fo prompt reflection on the
mu|+ip|e systemic, inferpersono| and in+ropersono| systems that may lead someone to a rupture in

their re|o+ionship with food and bocly. In turn, this rupture in the re|o+ionship between food and
bocly can lead to the (ﬂeve|opmen+ of disordered eating or an eating disorder (DE/ED). This is our
invitation to listen more and speok less (3) and learn from our clients the way these factors have

impocfe(ﬂ the (ﬂeve|opmen+ of their DE/ED.

Further, we encou rage a reflection on the Heohng power of o||owing peop|e the space to share and
hear their own narrative of their bocly story (4). There are few p|oces that peop|e are afforded the
space to exp|ore their re|o+ionship with food and bocly, porﬁcu|or|y across the timeline of their life.
This process may be an important part of the assessment and buiHing of Jrherc:pequic alliance

before emborking on evidence based treatments (EBT).



RADICAL CLIENT CENTRED (RCQ)
FRAMEWORK

In supporting peop|e to heal from DE/ED try fo understand the presenting symptoms and
behaviors, in the context of the person's Hierory, social context and life goo|s. Further, we encourage
all practitioners fo take the time to empofhise, validate, appreciatfe the nuance in their experience
and the levels of harm and disconnect that may have occurred.

This reflective tool provicles a framework to consider in session with the client or in supervision, the
impact of the client's experiences in each domain and what may need to be considered, validated,

exp|ored and novigcﬁecﬂ to support umﬂersfomﬂing and support.

The F ramework:

The RCC Framework is a (ﬂiogrom of concentric rings echoing from the central individual. Each
circle represents a domain to be considered in the (ﬂeve|opmen+ and Heohng of their ED/DE This
individualisation is an essential step forward in improving consumer oufcomes for individuals with

DE/ED as is a priority for future research (5).

Below we speok to each domain and how it may infersect and the imp|ico+ions for formulation and
treatment. Where you see italicized font, these are direct quotes from our poi(ﬂ lived and |iving
experience consultants. We have selected these quotes as exomp|es of the themes that occurred in
the interviews. All consultants have had the opportunity to review the framework and quotes

before pu blication.

‘I don't feel its fair for a whole lot of people that do have lived experience,
because we shouldn't have to legitimize our experience through academia. That's
part of the institutional power that academia has. And unfortunately again, that's
upheld by the eating disorder community, they see high-quality peer-reviewed
research in the Journal of eating disorders, for instance, as more reliable to put it
bluntly as a person with lived experience in a bigger body who has had a pretty
shocking time throughout treatment.”

‘I am always seen as a less reliable source of evidence of my own experience
because | don't have an academic back catalogue. | don't have 20-odd years of
clinical experience behind me. All | have, and | hate to say, all | have is knowledge

and experience. And unfortunately, this is part of the problem."



THE PERSON

Identities

"I just think.. there's just such a lack of awareness in the eating disorder field when
it comes to people experiencing aspects of their identity as a collective, as opposed
to individual compartmentalizing parts of ourselves. I'm part of the queer
community, I'm neurodivergent, | have a chronic illness, you know, | don't experience
those things, in silos independent of one another, | experienced those aspects of my

identity collectively that's who | am."

The first consideration in this theme is that all clients are individuals with unique experiences.
There will be similarities in the way that peop|e's DE/ED presents. Similar themes that may
have contributed to (ﬂeve|opmen+ and Jrriggered the DE/ED. There will be similar intervention
opprooches that assist in moking chonge. However, no two peop|e will have the same
experience. No two people with DE/ED will have the same origins story. We need to consider
that individuals hold many intersecting identities. These identitieshave an influence on the
re|o+ionships with food, bocly and movement from a very young age. All peop|e with DE/ ED
will have different signs, symeroms, behaviors and experiences and their process in Heohng will

therefore be u nique.

W hat about the evidence we hear you soy? The evidence should o|woys be part of the
clinician's consideration, not the entire manual. By this we mean, consider the evidence within
the context of the individual's experience, values and your clinical jucﬂgemerﬁr. In the literature

this is referred fo as the three |egge(ﬂ stool (6,7). In this it is important to consider that the
process of uncovering and accepting our individual identities and these being respecfe(ﬂ and

accommodated has a signhcicorfr influence on a person's experience.

"You don't need to fix everything, but you (dietitians/health care professionals)
do need to acknowledge the interrelationships of intersectional identities "

"we're living in this broken world we're living in a world that doesn't make room for
people. We're living in a world that, you know, essentially pushes people further
and further into the margins. We're living in a world that's completely inaccessible

for a lot of people.”



THE PERSON
Identities

There is an increased incidence of DE/ED for peop|e with morginohze(ﬂ identities inc|ucﬂing
queer, sexual and gender minorities (8-12) neurodivergent (13-17), gender non conforming, non
binory and trans popu|oﬁons (18,19), disabled peop|e (20-26), peop|e in fat and Higher Weighf

bodies (27), black, Indigenous and People of Colour (BIPOC) (28,29).

In conjunction with the societal re|oﬁonship, these identities are not o|woys ocknow|e(ﬂgec|,
understood, honored or nurtured. The person may have experience(ﬂ discrimination, stigma and
trauma as a result of their i(ﬂenﬁfy. This trauma may further disconnect them from their
authentic selves. This oppression can lead to (ﬂysregubﬁon within the individual (30) and the
DE/ED may (ﬂeve|op in an attempt fo assimilate to the dominant socio”y occepfob|e identities,

or to self soothe via nervous system regu|oﬁon.

Fino”y, there is an increased incidence of DE/ED with some medical conditions inc|ucﬂing but
not limited to diabetes, PCOS and cystic fibrosis. If these (ﬂiognoses are considered within the
context of the We erpico| Weighf centric western medical system. [t is understandable that the
often rigi(ﬂ, Weighf based interventions, echoing diet culture; this can cause decreased trust and
connection fo the bocﬂy. Therefore, this may need to be exp|ored and validated for the person.
This may take time, as rebuiHing trust in the medical system may require signhcicorfr heohng.
If you are anallied health practitioner it is not in your scope fo (ﬂiognose or provi(ﬂe intervention
in relation to all aspects that are uncovered when exp|oring a client's individual experience.
However, it is within all health professiono|s scope and remit fo listen, validate and assist clients

to connect with the rigH practitioner when needed.

"(Practitioners) need to acknowledge the power in validating"

SUPPORTS
Family of origin, chosen family, community, professional

"(the power of) Seeing, celebrating, and existing in community"

The social support that an individual has access to, or lack thereof, may have contributed to the
(ﬂeve|opmen+ of the DE/ED and may be a key factor in their heohng. The RCC Framework asks
practitioners and clients to consider the supports available to them. This mighf be Fomi|y of origin or
Fomi|y of choice. Further, commu nity can be important for peop|e who hold identities that are often
oppressecl in our cultural context. Being able to see, connect and have re|oﬁonships with others who
we can see ourselves in is vo|ic|oﬁng. The impact of these supports cannot be underestimated and

hence a whole section of the framework has been dedicated to this.

"the best person in my healthcare journey has been my wife"

FOOD



Food

Intake, behaviours, knowledge, practical skills, access,
nutrient knowledge

Food can be such an emotive word and is a wide encompassing fopic. Food is a key part of many
cultural and re|igious rituals and this may have shope(ﬂ peop|e's perception and re|oﬁonships with
porﬁcu|or foods and the rituals around them. However, there may be inferpersoncd distress and
traumas related to these celebrations, that occur when peop|e are connected with a wider Fomi|y

and are therefore associated with these foods moving forward.

This is a goocl exomp|e of the Three Legge(ﬂ Stool’ previous|y discussed. As practitioners we need
to ocknow|e(ﬂge the literature but also be cognisant and responsive fo cultural factors that may

alter the expectations for chonge, pace or what recovery may look like for each individual.

Further, know|ec|ge and umﬂersfoncling of nutritional value of food may be influenced by diet
culture, |eoving peop|e misled and confused. Du ring ED/DE treatment may be the first time these
|ong held (oﬂen cu|+uro||y occeere(ﬂ) beliefs are cho”enged Understandable, we can expect

resistance to un|eorning and re|eorning and need to compossiono+e|y and poﬁenﬂy allow time for

this.

|mpor+on+|y, it is important not fo t assume peop|e's skills in food acquisition and preparation. There
may be barriers that make this difficult such as financial, environmental or Heighfene(ﬂ sensory
sensitivity moking shopping difficult. Unrealistic cultural expectations of cooking from scratch and
healthism beliefs can be a barrier to using reo(ﬂi|y available short cuts for food preparation such as
meal cﬂehvery services,pre-cut or frozen vege+ob|es. W hen exp|oring how the DE/ED presents for
someone, we need to consider so much more than their actual intake. We can not assume

someone's know|ecﬂge, skills and access to foods when supporﬁng them in recovery.

RELATIONSHIPS AND EXPERIENCE WITH BODY AND FOOD

Mcmy individuals we support have experience(ﬂ diet, movement and bocly trauma where the
innate connection with these parts of self has become ruerure(ﬂ and lenses of trauma have clouded
the perception of these important internal re|o+ionships. In most cases, it is safe to assume that if

there is DE/ED there is also diet and bocly trauma to exp|ore.



Body trauma

Body trauma may be any experience that has caused distress for the person around the function
or aesthetic of their body. This may occur at the in’rerpersono| level - in’rerno|izing cultural
messages regording idealized bodies, desirobih’ry, and healthism that someone feels their body
does not meet these ideas and needs to be altered, corrected or fixed in some way (4). Peop|e in
disabled bodies or nigner Weign’r bodies receive constant messaging from our culture that their

bodies are not occep’rob|e in the way that pub|ic spaces are not set up to accommodate them.

This can also occur at an in’rropersono| level and systemic level where someone is told that their
body is inodequo’re, incorrect and/or needs Fixing. An exomp|e of this, pertinent to the ED field as
we know that people in higher weight bodies develop DE/ED at a higher incidence (26,31-38).
Compounding this,is peop|e ina nigner Weign’r body who experience anfi fat bias in medical
spaces, microaggressions with peers and |iving ina pnysico| world that is not built to

accommodate their body.

These fee|ings may present cogni’rive|y as negative Jrnougn’rs regording the body, decreased sense
of self worth as a result of not meeting these expectations or decreased self confidence in social
interactions. As with many Jrnings, the intensity of these Jrnougn’rs will exist on a spectrum. An
exomp|e of this spectrum mign’r be where the Fee|ings are like bockground noise that the person
can ignore and disengoge from, rign’r Jrnrougn to intrusive Jrnougn’rs the person feels unable to

disengoge from and impact on their doi|y Func’rioning.

The distress of body trauma d may lead to engaging in behaviors to alter the body. This may
include an adjustment in foods consumed or the activities the person engages in with the purpose
of cnonging the body snope or size. These behaviors can over|op with JrrOIdi’rionOIHy held ideas of
‘healthy’, "healthful or “health seeking behaviors. We need to be aware that the motivation
behind these behaviors and the compu|sion to engage in them sets this apart from being a self
care behavior to oc’ruo”y being self norming behaviour. However, this can also be informed by
advice from healthcare professiono|s and hence further driving the want to be \occep’red' by

others, especio”y those in positions of ou’rnori’ry.

Body trauma may also occur at the in’rerpersono| level. This is where other peop|e make
comments about an individual's body. This comment may be intended as positive, but have a
negative impact that the person feels Jrney need to maintain the current fu nc’riono|i’ry or aesthetics
of their body to be occep’rob|e, valued or desirable. Or, it may be direct negative feedback about
the aesthetics, fu nc’riono|i’ry or imp|ied occep’robi|i’ry or health of someone's body.

Peop|e in disabled bodies or nigner Weign’r bodies receive constant messaging from our culture
that their bodies are not occep’rob|e in the way that pub|ic spaces are not set up to accom modate
them. Therefore, this may be an important component in the development of the person's ED/DE
that may need to be unpocked.



Diet trauma

Diet frauma may present as the (ﬂysregubﬁon and distress that can arise from past experience
with chonge from an innate drive to eat fo an external locus of control. This mighf include rigicl
food rules, restriction, cognitions or beliefs around food, food insecu rity or deliberate external control
of food ovoi|obi|i+y or access. 1 his deliberate chonge to eating patterns, once or many times, may
leave an individual Fee|ing Jrhey can not trust their internal preferences or wisdom around

nou rishing themselves.. Individuals may have a strong internal response or resistfance fo Jrc:“dng
about food or direction to chonge food patterns. Often the reason Why this discomfort exists is not
immeclio+e|y obvious. This can be (ﬂeep|y ingroinecl that peop|e are often unaware of this
psycho|ogico| (ﬂeprivoﬁon until Jrhey are exp|oring it as part of their DE/ED recovery. For exomp|e,
when exp|oring the drive to binge eating, peop|e are often frustrated that Jrhey are eating regu|or|y,
are not physico”y hungry, using alternative coping strategies and yet still feel the compu|sion
towards previous|y ‘bad’ foods. The trauma of ovoi(ﬂing these foods for so |ong or chosﬁsing
themselves for so |ong, needs time fo be exp|ore(ﬂ and healed to Jrru|y feel all food is neutral and
occep+ob|e as part of their (ﬂiefory intake. This can be an invitation to lean in and be curious about
past experiences with diet monipu|oﬁon and allow peop|e time to exp|ore this, validate their

experience and more Fu”y understand it before |ounching into provi(ﬂing (ﬂiefory recommendations.

|nobi|i+y to comp|y with the innate drive often is informed on some level to an attempt to comp|y,
o(ﬂoer or assimilate more eosi|y; or as a direct result of external pressure from peers or health
practitioners. There is often a differential of power in health spaces and individuals may feel there
is no option but to comp|y with directives. There may be pressure fo (ﬂrop cultural food practices,
ignore sensory scnceer with food or restrict intake with the purpose of shrinking the bocly. As
practitioners, it is increosing|y important we are aware of the imbalance and allow opportunities for

the person fo understand Jrhey are the expert of their experience.

Movement Trauma

Like diet and bocly frauma movement trauma or a clisrupﬁon in the innate re|oﬁonship between
the bocly and movement can occur (ﬂuring episocﬂes of ED/DE. A (ﬂisrupﬁon in this re|oﬁonship can
look like an increased drive to move regor(ﬂess of illness, nourishment, pain or injury. Further, it
could also be an association between movement and bocly chonges. Umﬂersfomﬂing the Hierory and
current re|o+ionship with movement can be a key piece of information to move forward in your
treatment or formulation with a client. Note that this conversation, like bocly and food trauma,
may take time. It may require some uncomfortable reflection or uncovering subconscious beliefs for

the client. SJroy patient, present and curious Jrhrough the discomfort.

"Hear and believe the person

They have the best knowledge of themselves"




SOCIETAL RELATIONSHIPS
Impact of cultural systems

“you can't expect us to thought challenge or behavioral experiment ourselves

out of systemic oppression!”

|mpc|c+ of oppressive cultural systems

lInterwoven Jrhrough the inescopob|e cultures we are encomposse(ﬂ within are many systems of
inequo|i+y and oppression that have a signhcicorfr impact on the individuals we support and the
(ﬂeve|opmen+ of their DE/ED. We can not consider an individual, the function that the DE/ED
serves for them and the most He|pfu| steps forward without appreciating the wider systems that

have impochecl its (ﬂeve|opmen+.

These sociocultural systems intersect and impact the re|oﬁonship an individual (ﬂeve|ops with their
bodies and food. W hen peop|e are impochecl by mu|+ip|e systems of inequo|i+y rather than Hoving
a cumulative impact these “inJrerseching systems of inequo|i+y procﬂuce new and comp|ex patterns of

oclvonJroge and (ﬂiso(ﬂvonfoge” (3).

Some social cultural systems to consider that may have impochecl an individual's mental health and

re|oﬁonship to food and bocly may include (3):

e Racism

. PoJrriorchy

o Settler Colonialism

o Ableism

. Ageism

o Classism

e Neuronormative

. Cisgemﬂerism or Cisnormativity
o Heterosexism

U Re|igion

e Anti Semitism

e Socioeconomic oclvonJroge

o Antifaot bios/Sizeism/Fofphobio

e Diet culture



SOCIETAL RELATIONSHIPS

Impact of cultural systems

These systems of inequo|i+y that exist may lead to experiences such as:

. Sstremic oppression of morginohze(ﬂ groups

o Sstremic, inferpersono| and in+ropersono| bias and discrimination
e Trauma, abuse and bu”ying

o Health inequo|i+y and limited access to o(ﬂequcﬁre health care

e Limited access to safe and consistent food and water

[+ may or may not feel appropriate fo have discussion with each individual client about their
experiences within cultural systems but it is important as practitioners that we take the time to

learn from peop|e who have experience(ﬂ (ﬂiso(ﬂvonJroge as a result of systemic inequohﬁes.

There will be some systems of inequo|i+y that practitioners as individuals are éiso(ﬂvonfoge(ﬂ within
and others we are privi|egec| within. [t is important for practitioners that we are aware of our
status with these systems. SJrephoine Nixon in her Paper irﬁrocﬂucing The Coin Model of Privi|ege
and Crifical o||yship in Health’, shares a reflection that is a poignant invitation fo do just that:

‘| seek to understand my own roles in upholding these systems of inequality.
| seek to learn from people at the bottom of the coin. If I'm going to work with folx from the

bottom of the coin it's not as the expert that's going to help them, it's working in solidarity with

them so that we can all be dismantling the coin”(3).




USING THE RCC FRAMEWORK

TThere are a range of ways that this framework can be utilised in supportive and clinical work

with individuals experiencing DE/ED.

The RCC Framework is a visual tool that offers an opportunity to consider the individual's
experience of DE/ED from a more personohse(ﬂ perspective; consiclering many of the factors that
have contributed to the (ﬂeve|opmen+ of DE/ED and are important to be aware of in the process of

recovery.

The RCC was informed by our lived experience inferviews which higHigHe(ﬂ the importance of
Jrc:king the time fo connect with the individual and their experience of DE/DE. Further, our lived
experience experts and the literature s+rong|y emphosize how this connection can have a positive

impact on the Jrherc:pequic alliance and the eﬁcicocy of ED intervention.

This is a tool that practitioners can use in the Jrherc:pequic space. It is clesignecl to be used with the
client (ﬂuring assessment and formulation to allow a (ﬂeeper umﬂersfoncling of the client's experience.
Further, it allows the individual to have an opportunity fo build a narrative around their own
experience is in itself heohng, such as in narrative medicine. A errenngh of this tool is that it
encourages a shift to empower clients to correcHy reallocate anger and frustration to the system of
inequo|i+y and other experiences in their life that Jrhey may not be aware of or be able to control

rather than at themselves.

We also encourage the RCC to be used to improve the reflective skills and reﬂexivier of

practitioners. It mighf be He|pfu| to take this tool to supervision when a practitioner is Fee|ing stuck.
The FromeworkhigHigHs not just the persono| experience of a DE/ED, but the pre(ﬂeferminecl and
precipitating systemic and inferpersono| factors that are critical consideration in this work. It is
(ﬂesignecl to give practitioners permission to slow down and hold space to validate the client's

experience while o||owing further exp|oroﬁon of the re|o+ionships in the systems Jrhey exist within.

Byrne and Fursland invite exp|oroﬁon and “embrocing of new know|e(ﬂge, tfreatment opprooches
and cultural shifts” in response fo patients and families requesting more individualized care (5). The
RCCis propose(ﬂ as a framework for further exp|oroﬁon, revisions and rigorous testing that may
assist in assessment, formulation, treatment p|cmning of current EBT with o(ﬂopfoﬁons based on

individual presentations.

"The homogeneity of the dietitian industry and how it is typical white, smaller
g body middle class women who are in that industry; | kinda feel like, you see this
a lot with you know cis gender heterosexual white people; they don't have
marginalized experiences. Often those in smaller or thin bodies they have never
had to confront some of the things that those of us with marginalized

experiences have.

‘If people are going in to these careers thinking I'm just going to help people
achieve their body goals. If that is all you think you are going to get out of your
career and that's as hard as its going to get -helping someone to stick to their
diet - then i think that is a really harmful attitude to bring in to this industry."



A note on 'Recovery'

" | mean, can you really put an overarching definition of recovery, for every person with an
eating disorder? | don't think so. It means different things to different people”

We need to be aware of the |onguoge we use with clients and hold space to exp|ore what
recovery or improvement means to them. The term IrecoveryI has connotations of a defined

destination Whereby Jrhey conform to societal norms and cultural Hegemony.

W hen consi(ﬂering the oppressive cultural systems atf p|oy, we need to remember that these are
un|ike|y to shift in a client's lifetime and thus the harm of these will continue. Some level of DE/ED
or associated cognitions may continue as a result of this; and this is not in an individual's control.
However, this does not mean that their quo|i+y of life, scnceer and health can not improve. We
need to ensure that we are co||oboroﬁng with clients to determine what meoningfu| chonge looks

like for them and what is achievable.

For exomp|e, if we consider the spectrum of eating that we often discuss with clients we may
present a double ended arrow with “normal eating” at one end and EDs at the other. Normal' is
a subjecﬁve, nuanced and individual concept. Definitions of ‘normal eoﬁng' often include themes of
attunement to the physico| bocly, innate know|e(ﬂge and access to o(ﬂequcﬁre nutrition. Therefore,
‘normal eating will look different for everyone and that it is not simp|y eating three meals and
three snacks per (ﬂoy. By uphoHing these rigicl standards of eating expectations, we risk further
harm as we set up the client for an unrealistic goo|. Assumptions that all peop|e will be able to
scnce|y connect to their bocly, trust it or even have interoception skills is ableist and neuronormative
and ignores the possibi|i+y of ongoing experiences of trauma preventing peop|e from Fee|ing safe

to connect with their bodies.

An alternative may be to discuss with individual clients what Jrhey would like fo focus on and
would inJrerpreJr as meoningfu| chonge. This could be defined as nequro|, enjoyob|e, co|m, safe or
hoppy eating. In our course, “I've done the basic training; Now what?” Intermediate skills in
supporting individuals with eating disorders, we propose an alternative definition: “Eoﬁng ina
way that is most oﬁcirming and relaxed for my needs. Knowing that this supports my emotional
regu|oﬁon and nutritional needs. Able to be flexible, spontaneous and social with food if this is

something that respects my neurodiverse needs” (39).

" | guess personally, for myself | don't ever see myself as being recovered, | see myself in a
constant state of recovery. And | think, given the fact that there's so much, you know, systemic
oppression when it comes to fat phobia, when it comes to sexism, when it comes to
homophobida, transphobia, racism, ableism, neuro normativity, that sort of thing; when there's so

much systemic oppression.

And historically, eating disorder treatment has never actually incorporated this; how do we
expect people to reach this arbitrary point of recovery, when we're not actually addressing the
systems of harm and the systems of oppression that go on to affect people's lives on the daily?

You know, it's like asking people to, | don't know, like, compartmentalize themselves, it's like,

can we just put your trauma aside? And focus on this tiny part of yourself ?"
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