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Dietetic research involvement was associated with the 

European region where a dietitian was working and their 

highest degree qualification. 

Summary 

The Research and Evidence Based Practice Committee (REBPC) conducted the Dietetic 

Research in Practice survey online from 15th November 2021 to 3rd February 2022. 469 

participants commenced the survey and 257 completed the survey. The survey was 

developed using the validated RIQ (Whelan et al., 2013) and additional demographic 

questions. The RIQ has 4 levels of research involvement (Level 1 – evidence-based practice, 

Level 2 - collaboration, Level 3 – leading research, Level 4 – leadership).  

The survey participants were highly educated with almost three quarters having a doctoral 

or Masters degree, 27% of participants held a Bachelors’ degree as their highest qualification. 

The highest proportion of the participants were in the 25-34 years age group with the 35-

44 years and 45-54 years second and third highest respectively. Participants working at 

universities in teaching and research made up 35% of the sample.  The gender split was 1:6 

male:female and the majority of participants were from Austria, Spain, United Kingdom, 

Greece and Ireland. The representativeness of the cohort needs consideration. 

A higher proportion of participants had high confidence in their Level 1 research skills, which 

was evidence-based practice, with 40% and 53% responses for ‘a lot’ or ‘a great deal’ 

confidence for individual sub-questions. Level 2 ranged from 26-38% for the high confidence 

category, Level 3 decreased further to 18-30% as did Level 4 to 13-32%. The mean (SD) 

Level 1 score was 13.3 (6.2), Level 2 was 10.3 (7.0), Level 3 was 6.4 (6.0) and Level 4 was 

6.6 (6.8). The mean total score was 36.8 (24.1).  

A dietitian’s European region, age group and highest degree qualification were significantly 

associated with their level of research involvement. Dietitians from Western European 

countries reported a significantly lower level of research involvement than those in 

Southern Europe (OR: -1.0, 95%CI -1.7, -0.3). Dietitians with Bachelor or Master’s degree 

reported significantly lower levels of research involvement than PhD graduates (OR: -3.6, 

95%CI -4.7, -2.6 and OR: -2.6, 95%CI -3.4, -1,8, respectively).  



  

 

1. Introduction 

European dietitians use their competence across a wide range of situations and places within 

financial and regulatory frameworks. They can adapt their role depending on immediate need 

and are increasingly required to develop more specialist competences. Three main and 

sometimes overlapping dietetic fields exist in Europe: Clinical, Food Service, and Public 

Health/Community. In addition, dietitians can work within other fields that require expertise 

in healthcare, food and/or nutrition e.g., academia/education, primary care, food industry, 

media, research, and sports. 

 

• Clinical Dietitian: a dietitian who has responsibility for diagnosing and treating 

nutritional problems, using the Nutrition Care Process/Dietetic Process (NCP) or the 

UK BDA Model and Process. Clinical dietitians can work in any health care setting, 

including primary health care, often in an interdisciplinary team. 

• Food Service Dietitian: a dietitian who has responsibility within food service 

management for the provision of nutritionally adequate, safe, tasty, and sustainable 

quality food to individuals or groups. Food service dietitians can work in institutional, 

community and educational settings. 

• Public Health or Community Dietitian: a dietitian directly involved in health 

promotion, prevention and policy formulation focusing on families, groups and 

populations; minimizing risk of nutritionally derived illness and health inequalities. 

Public health/community dietitians can work within government and non-

government organizations; within the voluntary and independent sectors, as well as 

in community care. 

 

EFAD has adopted, in principle, the International Congress of Dietetic Associations (ICDA) 

definition of the role of the dietitian. The European Academic and Practitioner Standards for 

Dietetics (EDBS) adopted by EFAD in 2005 described the role of dietitians. The EDBS was 

updated in 2 phases and documents: Definition of dietitians in 2016 and the Academic 

Standards in 2018. 

Within the varied dietetic fields, it is clear that research forms the foundation of the 

profession and the base that evidence-based guidelines are built upon. According to the 

model proposed by Harvey et al. (2016), there are 4 phases to become a clinical researcher 

(a research debut; building momentum; developing a track record; and becoming an 

established clinician researcher), and the career trajectory progression through these phases 

and the involvement of dietitians in research depends on several intrinsic and extrinsic 

factors. The challenge for the profession appears to be that the actual engagement in 

https://www.internationaldietetics.org/Downloads/International-Definition-of-Dietitian.aspx
https://www.internationaldietetics.org/Downloads/International-Definition-of-Dietitian.aspx
https://www.efad.org/wp-content/uploads/2021/10/efad_benchmarkjune2005_uk.pdf
https://www.efad.org/wp-content/uploads/2021/10/efad_benchmarkjune2005_uk.pdf
https://www.efad.org/wp-content/uploads/2021/11/revised-definition-of-a-dietitian.pdf
https://www.efad.org/wp-content/uploads/2021/10/efad-academic-standards-revised-june-2018.pdf
https://www.efad.org/wp-content/uploads/2021/10/efad-academic-standards-revised-june-2018.pdf


  

 

research practice is low, which creates a lack of integration of research into practice (Pager 

et al, 2012). The factors that potentially influence the opportunity within the workplace and 

amongst individuals to engage in research have been explored in several studies (Myers et 

al., 2003; Byham-Gray et al., 2006, Howard et al., 2013, Thomas et al., 2011). In a sample of 

450 registered dietitians researchers who have demonstrated success in sustaining their 

research involvement, Boyd and colleagues found that having an available mentor, support 

from their workplace environment, and personal drive were integral to their success (extrinsic 

factors)(Boyd et al., 2019). Some personal skills and attitudes like curiosity, tenacity, and 

motivation had been explored as potential contributing to research success (intrinsic 

factors)(Harvey et al., 2016). The challenge remains that there is no European wide data 

available describing the level and prevalence of research activity and capacity within 

dietitians that uses the validated Research Involvement Questionnaire (RIQ, Whelan et al., 

2013). We aimed to examine the research capacity of the dietetic workforce in Europe.  

 

2. Methods 

Study design, recruitment and participants 

A cross-sectional study was carried out among dietitians across Europe. An online survey 

was disseminated within the European Federation of the Associations of Dietitians (EFAD) 

network. The recruitment strategy was via an open invitation through National Dietetic 

Association members of EFAD. Each NDA has national newsletters and REBPC members 

targeted these regular communications with flyers and notifications. Twitter was used to 

highlight awareness amongst other dietitians who may not be members of their NDAs but 

living and working in Europe. The EFAD Newsflash was also used as a dissemination avenue 

for the survey. University College Dublin Human Research Ethics Committee – Sciences 

exemption was granted for this survey (HREC-LS-E-21-263).  

Survey instrument 

The survey contained the validated RIQ (Whelan et al., 2013), a questionnaire to measure 

research involvement among registered dietitians, and additional demographic questions. 

The anonymous survey was delivered online using Qualtrics.  

The RIQ has 4 levels of research involvement (Figure 1) and has 24 question items.  



  

 

 

Figure 1: Research Involvement Questionnaire levels, adapted from Whelan et al. 2013. 

Level 1 was called “evidence-based practice” and means that dietitians understand, interpret 

and apply research (6 items). Level 2 was called “research collaboration” and implies that 

dietitians are actively involved in research through collaboration with others (6 items). Level 

3 was called “leading research projects” and means that dietitians are actively participating 

in research by leading research projects (6 items). The highest level of research involvement 

was level 4 which was called “research leadership and supervision” and means that dietitians 

lead and supervise the research of others (6 items).  

The RIQ was scored using the methods in Whelan et al. 2013 where None at all = 0 points; A 

little = 1 point; A moderate amount = 2 points; A lot = 3 points; and A great deal = 4 points. 

The RIQ scores were collapsed into two categories – high confidence and moderate to no 

confidence. The high confidence group included the ‘A lot ‘ and  ‘A great deal’  options. The 

other category contained the remaining options. The maximum score for each level was 24 

points. When the survey was distributed, level 3 was missing a single question item so the 

score for this level was adjusted to 20 points. The total maximum original score was 96 points 

but for this study it was 92 points for the reason stated above. The RIQ level scores were 

used to assign participants to one of four levels of research involvement as follows: Level 1 

was assigned if their score for level 1 was ≥1, Level 2 was assigned if their level 2 score was 

≥6, Level 3 was assigned if their level 3 score ≥9, and Level 4 was assigned if their level 4 

score was ≥15. A participant was assigned to the highest level that their level scores 

indicated (Whelan et al. 2013). 

The demographic data included age group, gender, country of work, highest degree level of 

completed education, length of time since eligible to work as dietitian and primary area of 

dietetic practice. We categorised the country of work variable into regions. Eastern Europe 



  

 

included Belarus, Bulgaria, Czechia, Hungary, Moldova, Poland, Romania, Russian 

Federation, Slovakia, Ukraine. Western Europe included Austria, Belgium, France, Germany, 

Liechtenstein, Luxembourg, Netherlands, Switzerland. Northern Europe included Denmark, 

Estonia, Faroe Islands, Finland, Iceland, Ireland, Latvia, Lithuania, Norway, Sweden, UK. 

Southern Europe included Albania, Andorra, Bosnia and Herzegovina, Croatia, Cyprus, 

Gibraltar, Greece, Italy, Kosovo, North Macedonia, Malta, Monaco, Montenegro, Portugal, 

San Marino, Serbia, Slovenia, Spain, Turkey (East Thrace), Vatican City State, Israel.  

Statistical analysis 

Descriptive statistics were generated to categorise the sample population. Univariate 

analysis (chi-square tests) and ordinal logistic regression analysis with the level of research 

involvement as the dependant variable and European regions, work experience, age group, 

gender and highest degree as independent variables were conducted. Three new variables 

were constructed for the regression analysis for age (18-34yrs, 35-54yrs, 55yrs+), work 

experience (0-5yrs, 6-15yrs, >15yrs), and degree (Bachelor, Master, Doctorate). Data were 

analysed in SPSS version 26 and p <0.05 was considered statistically significant.  

3. Results 

The survey was open for 11 weeks duration. All dietitians working in Europe were eligible to 

participate, which represents at least 35,000 dietitians according to data provided by the 

NDAs. A total of 469 participants commenced the survey and 257 completed the survey. An 

upload error resulted in one of the 24 RIQ questions being missed (“external presentation of 

research projects that you have led”). The survey reports on 23 questions as a result and 

scores are adjusted to reflect this.  

Participant characteristics 

The participants in the survey were highly educated (Table 1). Nearly three quarters of the 

sample had a higher-level qualification at either the doctoral or Masters degree level. Within 

our sample 27% held a Bachelors’ degree as their highest qualification.  

  



  

 

 

Table 1 Highest level of qualification achieved in the Dietetic Research in Practice report 

compared with the original Research Involvement Questionnaire cohort 

 

Table 2 describes the participants’ sociodemographic characteristics. The highest proportion 

of the 254 participants were in the 25-34 years age group with the 35-44 years and 45-54 

years second and third highest respectively. Participants working at universities in teaching 

and research made up 35% of the sample.  The gender split was 1:6 male:female and the 

majority of participants were from Austria (n = 38), Spain (n = 29), United Kingdom (n = 28), 

Greece (n = 20) and Ireland (n = 20). 

 
Table 2 Participant sociodemographic characteristics 
 

Characteristic N (%) 

Age group (n=254)  

 18-24 years 14 (5.5%) 

 25-34 years 84 (33.1%) 

 35-44 years 72 (28.3%) 

 45-54 years 64 (25.3%) 

 55-64 years 14 (5.5%) 

 65 years or older 6 (2.4%) 

Gender (n=254)   

 Male 38 (15.0%) 

 Female 215 (84.6%) 

 Prefer not to say 1 (0.4%) 

Work location (n=198)  

Highest qualification Dietetic Research in 

Practice Report 

N (%) 

RIQ validation cohort 

(Whelan et al., 2013)b 

Still Studying Bachelor’s Degree 5 (2.0%) - 

Bachelor’s Degree 69 (27.3%) 33.0% 

Postgraduate Diplomaa - 21.0% 

Master’s Degree 114 (45.1%) 13.0% 

Doctorate 65 (25.7%) 33.0% 
aPostgraduate diploma was not an option in the current survey because degree-level qualifications 

were only being quantified 
bn=110 UK registered dietitians contacted at random from BDA membership database 



  

 

   Eastern Europe  5 (2.5%) 

    Czech Republic (n=3 (1.5%))  

    Poland (n=2 (1.0%))  

   Western Europe  67 (33.8%) 

    Austria (n=38 (19.2%))  

    Belgium (n=6 (3.0%))  

    France (n=4 (2.0%))  

    Germany (n=1 (0.5%))  

    Luxembourg (n=1 (0.5%))  

    The Netherlands (n=4 (2.0%))  

    Switzerland (n=13 (6.6%))  

   Northern Europe  51 (25.8%) 

    Ireland (n=20 (10.1%))  

    Sweden (n=3 (1.5%))  

    United Kingdom (n=28 (14.1%))  

   Southern Europe  75 (37.9%) 

    Croatia (n=1 (0.5%))  

    Greece (n=20 (10.1%))  

    Italy (n=7 (3.5%))  

    Portugal (n=13 (6.6%))  

    Spain (n=29 (14.6%))  

    Turkey (n=5 (2.5%))  

Eligible to work as a dietitian (n=251)  

 Still studying 7 (2.8%) 

 <1 year 21 (8.4%) 

 1-5 years 41 (16.3%) 

 6-10 years 54 (21.5%) 

 11-15 years 38 (15.1%) 

 16-20 years 28 (11.2%) 

 21-25 years 35 (13.9%) 

 26+ years 25 (10.0%) 

 Retired 2 (0.8%) 

Dietetic field (n=253)  

 Health sector - hospitals, nursing homes, 

rehabilitation, etc. 

88 (34.8%) 

 Health sector - private practice, consultant, 

freelance, etc. 

42 (16.6%) 



  

 

 Community sector - primary care, health 

centres, etc. 

9 (3.6%) 

 Academia - education, research as lesser role 61 (24.1%) 

 Research 29 (11.5%) 

 Food sector - food service, food industry, etc. 10 (4.0%) 

 Pharmaceutical and private non-food industry 2 (0.8%) 

 Communications sector - media organisations, 

consultancy, etc. 

1 (0.4%) 

 Public health sector - non-government 

organisations, advocacy bodies, public health 

agencies, etc. 

 

11 (4.3%) 

 

Attitudes towards research 

Overall, a higher proportion of participants had moderate to no confidence in their Level 1 

research skills, which was evidence-based practice. Less than 50% responded for ‘a lot’ or 

‘a great deal’ confidence for most individual sub-questions (Table 3). Only in the sub-

question "Using findings from research when making decisions in practice", dietitians 

showed slightly more confidence (53%).  

The collaboration in research (level 2) ranged from 26-38% for the high confidence category. 

The least confidence was noted in ”External presentation of results in which you have been 

involved” and ”Participating in research under supervision” (26% and 27% respectively). 

Level 3 (leading research), the high confidence category decreased further to 18-30% as did 

Level 4 (leadership in research) to 13-32%.  "Developing a research budget and managing 

funding and staffing” was the skill in which the dietitians showed less confidence from level 

3 (18%), and ”Influencing the research of others” (13%), ”Supervising and mentoring 

colleagues to undertake research”(15%) and ”Educating colleagues in research methodology 

and methods” (19%),   were the skill in which the dietitians showed less confidence from level 

4. 
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Table 3. The extent to which European dietitians are involved in research activities. 

 Level of confidence in research skills   

 None at all  

n (%) 

A little  

n (%) 

A moderate 
amount  

n (%) 

A lot  

n (%) 

A great deal  

n (%) 

Moderate to no 
confidencea  

n (%) 

High 
confidenceb  

n (%) 

Level 1 (evidence-based practice)        

Interpreting basic data analysis when 
reading journal articles (n=252) 

37 (15%) 47 (19%) 68 (27%) 44 (18%) 56 (22%) 152 (60%) 100 (40%) 

Identifying research gaps within general 
areas of practice (n=252) 

40 (16%) 52 (21%) 48 (19%) 61 (24%) 51 (20%) 140 (56%) 112 (44%) 

Appreciating the ethical framework for 
research (n=251) 

61 (24%) 49 (20%) 40 (16%) 55 (22%) 46 (18%) 150 (60%) 101 (40%) 

Critically appraising research methods 
when reading (n=252) 

28 (11%) 51 (20%) 63 (25%) 62 (25%) 48 (19%) 142 (56%) 110(44%) 

Undertaking comprehensive literature 
searches to inform practice (n=251) 

17 (7%) 44 (18%) 65 (26%) 66 (26%) 59 (23%) 126 (51%) 125 (49%) 

Using findings from research when 
making decisions in practice (n=252) 

23 (9%) 33 (13%) 63 (25%) 69 (27%) 64 (25%) 119 (47%) 133 (53%) 

Level 2 (collaboration in research)        

Participating in research as part of a 
collaborative team (n=252) 

61 (24%) 61 (24%) 37 (15%) 25 (14%) 59 (23%) 159 (63%) 84 (37%) 

Interpreting advanced data analysis 
when reading (n=252) 

33 (13%) 64 (25%) 65 (26%) 50 (19%) 43 (17%) 162 (64%) 93 (36%) 



  

 

Participating in research under 
supervision (n=252) 

78 (31%) 71 (28%) 37 (15%) 33 (13%) 35 (14%) 186 (74%) 68 (27%) 

Internal presentation of results in which 
you have been involved (n=250) 

76 (31%) 58 (23%) 40 (16%) 40 (16%) 35 (14%) 175 (70%) 75 (30%) 

Identifying research gaps within a 
specific area of practice (n=251) 

43 (17%) 73 (29%) 43 (17%) 65 (26%) 30 (12%) 159 (62%) 95 (38%) 

External presentation of results in which 
you have been involved (n=251) 

83 (33%) 55 (22%) 50 (20%) 30 (12%) 35 (14%) 186 (74%) 65 (26%) 

Level 3 (leading research)        

External presentation of research 
projects that you have led 

- - - - -   

Developing a research budget and 
managing funding and staffing (n=251) 

131 (51%) 48 (19%) 30 (11%) 20 (8%) 25 (10%) 206 (82%) 45 (18%) 

Managing research within ethical and 
governance frameworks (n=252) 

118 (47%) 48 (19%) 30 (12%) 33 (13%) 20 (8%) 199 (79%) 53 (21%) 

Leading the development and design of 
research (n=252) 

103 (41%) 45 (18%) 43 (17%) 30 (12%) 33 (13%) 189 (75%) 63 (25%) 

Independently formulating research 
questions or hypotheses  (n=251) 

68 (27%) 53 (21%) 55 (22%) 38 (15%) 38 (15%) 176 (70%) 75 (30%) 

Participating in the review of the 
research of others (n=252) 

126 (50%) 49 (19%) 28 (11%) 28 (11%) 25 (10%) 199 (79%) 53 (21%) 

Level 4 (leadership in research)        

Educating colleagues in research 
methodology and methods (n=251) 

136 (54%) 50 (20%) 20 (8%) 28 (11%) 20 (8%) 203 (81%) 48 (19%) 



  

 

Extensively involved in reviewing the 
research of others (n=252) 

108 (43%) 58 (23%) 30 (12%) 35 (14%) 20 (8%) 197 (78%) 55 (22%) 

Developing and leading programmes of 
research (n=251) 

118 (47%) 43 (17%) 35 (14%) 35 (14%) 23 (9%) 193 (77%) 58 (23%) 

Supervising and mentoring colleagues to 
undertake research (n=250) 

150 (60%) 38 (15%) 25 (10%) 15 (6%) 23 (9%) 212 (85%) 38 (15%) 

Influencing the research of others 
(n=252) 

151 (60%) 43 (17%) 25 (10%) 15 (6%) 18 (7%) 219 (87%) 33 (13%) 

Undertaking research as a major 
component of your job (n=252) 

106 (42%) 43 (17%) 25 (10%) 30 (12%) 50 (20%) 

 

172 (68%) 80 (32%) 
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The mean (SD) Level 1 (evidence-based practice) score was 13.3 (6.2) for n=249, Level 2 

(collaboration in research) was 10.3 (7.0) for n=248, Level 3 (leading research) was 6.4 (6.0) 

for n=249 and Level 4 (leadership in research) was 6.6 (6.8) for n=248. The mean total score 

was 36.8 (24.1) for n=238.  

 
Table 4: Research involvement levels assigned using Research Involvement Questionnaire 
scores for each level (n=247) 

 

 n (%) 

Level 1 - Evidence-based practice 77 (31.2%) 

Level 2 - Collaboration in research 85 (34.4%) 

Level 3 – Leading research 45 (18.2%) 

Level 4 – Leadership in research 40 (16.2%) 

Missing 7 
 

Table 4 describes the distribution of participants by level of research involvement 

considering in Level 1 those with score for level 1 ≥1, in Level 2 those with their level 2 score 

≥6, in Level 3 those with their level 3 score ≥9, and in Level 4 those with a level 4 score ≥15. 

Approximately one-third of participants had a level of research involvement in leading or 

leadership activities in research. 

Associated factors with the level of research involvement 

 
The chi-squared analysis revealed the dietitian’s European region, age group and highest 

degree qualification were significantly associated with their level of research involvement 

(Table 5). Gender and duration of dietetic work experience was not associated. 

 

Table 5  Level of research involvement associated with gender, age group, European 
region, highest degree qualification and dietetic work experience 

 Level 1  

Evidence-based 

practice 

n (%) 

Level 2 

Collaboration 

in research 

n (%) 

Level 3 

Leading research 

 

n (%) 

Level 4 

Leadership in 

research 

n (%) 

 

p-value 

Gender, female 67 (87.0%) 73 (85.9%) 37 (82.2%) 31 (77.5%) 0.368 

Age group 

  18-34 years 

 

31 (40.3%) 

 

40 (47.1%) 

 

18 (40.0%) 

 

7 (17.5%) 

0.040 



  

 

  35-54 years 

  55+ years 

38 (49.4%) 

8 (10.4%) 

38 (44.7%) 

7 (9.2%) 

26 (57.8%) 

1 (2.2%) 

29 (72.5%) 

4 (10.0%) 

European region 

  Eastern Europe 

  Western Europe 

  Northern Europe 

  Southern Europe 

 

0 (0.0%) 

29 (51.8%) 

17 (30.4%) 

10 (17.9%) 

 

4 (5.9%) 

25 (36.8%) 

9 (13.2%) 

30 (44.1%) 

 

1 (2.7%) 

8 (21.6%) 

13 (35.1%) 

15 (40.5%) 

 

0 (0.0%) 

4 (12.1%) 

11 (33.3%) 

18 (54.5%) 

< 0.001 

Highest degree 

  Bachelor 

  Master 

  Doctorate/PhD 

 

36 (47.4%) 

36 (47.4%) 

4 (5.3%) 

 

16 (19.3%) 

54 (65.1%) 

13 (15.7%) 

 

9 (20.9%) 

15 (34.9%) 

19 (44.2%) 

 

4 (10.3%) 

7 (18.9%) 

28 (71.8%) 

< 0.001 

Work experience 

  0-5 years 

  6-15 years 

> 15 years 

 

24 (31.6%) 

28 (36.8%) 

24 (31.6%) 

 

28 (32.9%) 

31 (36.5%) 

26 (30.6%) 

 

12 (27.9%) 

18 (41.9%) 

13 (30.2%) 

 

4 (10.0%) 

14 (35.0%) 

22 (55.0%) 

0.070 

 

 
The ordinal logistic regression analysis revealed that the European region where a dietitian 

works and their highest degree qualification were significantly associated with their level of 

research involvement (Table 6). Dietitians from Western European countries reported a 

significantly lower level of research involvement than those in Southern Europe (OR: -1.0, 

95%CI from -1.7 to -0.3). Dietitians with Bachelor or Master’s degrees reported significantly 

lower levels of research involvement compared with PhD graduates (OR: -3.6, 95%CI -4.7 to 

-2.6 and OR: -2.6, 95%CI -3.4 to -1.8, respectively). 

 

Table 6  Associated factors for research involvement based on ordinal logistic regression 
analysis 

 Odds Ratio (95% CI) 

 

p-value 

 

Standard error Wald 

Gender, female 0.6 (-3.0, 4.3) 0.745 1.867 0.106 

Age group 

  18-34 years 

  35-54 years 

  55+ years 

 

0.2 (-1.2, 1.6) 

0.0 (-1.2, 1.2) 

1 

 

0.788 

0.998 

1 

 

0.724 

0.607 

- 

 

0.072 

0.000 

- 

European region 

  Eastern Europe 

  Western Europe 

  Northern Europe 

 

-1.3 (-3.1, 0.4) 

-1.0 (-1.7, -0.3) 

-6.3 (-1.4, 0.1) 

 

0.135 

0.005 

0.091 

 

0.893 

0.360 

0.375 

 

2.234 

8.036 

2.860 



  

 

  Southern Europe 1 1 - - 

Highest degree 

  Bachelor 

  Master 

  Doctorate/PhD 

 

-3.6 (-4.7, -2.6) 

-2.6 (-3.4, -1.8) 

1 

 

< 0.001 

< 0.001 

1 

 

0520 

0.422 

- 

 

48.836 

38.313 

- 

Work experience 

  0-5 years 

  6-15 years 

> 15 years 

 

-1.9 (-1.3, 0.9) 

-5.1 (-1.3, 0.3) 

1 

 

0.735 

0.209 

1 

 

0.549 

0.409 

- 

 

0.114 

1.576 

- 

 

4. Discussion 

 

We found that engaging dietitians in this research was challenging and resulted in a low 

response rate. In those that participated, we found a dietitian’s research involvement, as 

measured using the RIQ, was higher for those working in Northern and Southern Europe 

compared with Eastern and Western Europe and in those with a PhD degree level 

qualification. Dietitians participating in this survey were highly qualified yet they still 

reported moderate to no confidence across all four levels of research involvement. A lack 

of confidence in performing research skills is a well-documented barrier to engaging in 

research (Harrison et al. 2001, King et al. 2016). Comparing all levels of research 

involvement, dietitians showed slightly more confidence in understanding, interpreting and 

applying research into their practice (Level 1). For this cohort, our results would suggest 

that more needs to be done other than simply higher-level education to improve research 

involvement within dietitians in Europe. The present study is the first to explore research 

involvement across the European setting and demonstrate the effect of higher degree 

training and region on research involvement.  

There was a trend towards longer duration of work experience increasing research 

involvement but it was not significant. It is well established that institutions that participate 

in research such as hospitals deliver better patient outcomes through improved processes 

of care (Downing et al. 2017). We know that undertaking a research project improves the 

confidence of student dietitians in their own research skills (Whelan et al. 2022) but there 

appears to be a disconnect between the competency level skills gained during their degree 

level training and the further development of those skills in the workplace. These findings 

are at odds with those by Howard et al (2013), who used the Research Capacity in Context 

(RCC) tool (Holden et al., 2011) as another tool used to assess research capacity. In this 



  

 

study they surveyed 130 dietitians in Queensland, Australia asked about research activities 

completed in the past 6 months. They found a dietitian’s capacity for research was linked 

to professional experience and their role having research designated within it (Howard et 

al., 2013).    

The impact of work region on research involvement is likely due to the representativeness 

of the cohort. The Western Europe region included Austria, Belgium, France, Germany, 

Liechtenstein, Luxembourg, Netherlands, Switzerland, and we found a significantly lower 

level of research involvement than Southern Europe (as the index region) in the regression 

analysis. The Western Europe countries represent countries where the field of dietetics 

being pursued at degree level is relatively new compared with other European countries 

that have long established degree and higher degree traditions of training. Gender did not 

show an association with research involvement but this may be due to the lack of statistical 

power to detect a difference. The gender split does not appear to line up with countries 

that have mandatory registration – for example 2021 data for Ireland shows 2% male to 

98% female in their 1,203 CORU registered dietitians and the UK had 10,639 HCPC 

registered dietitians with 6.8% male to 92.8% female.  Our results did show a decreasing 

proportion of women with increasing levels of autonomy and responsibility in research 

activities, which does align with the broader sciences (Ovseiko et al., 2020).  

There are strengths and limitations with any research. This was a survey conducted with 

the dietetic associations of the European region and a wide-ranging dissemination strategy 

for the recruitment of dietitians. The survey included a questionnaire specifically designed 

and validated in dietitians for this purpose. A limitation was the low level of participation; 

however, the impact of COVID-19 appears to have had a lasting impact on research 

participation and participation in online surveys specifically (De Koning et al. 2021). The 

responses collected are unlikely to be a true representation of the research capacity of the 

whole dietetic workforce across the whole of Europe. The technical issue with the RIQ 

should be noted as a limitation, the questionnaire was missing one question, and this meant 

this aspect could not be assessed. The survey did not differentiate between pre- or post-

registration qualification; therefore, some respondents may have a higher level degree in a 

field outside of dietetics and may not be confident in their applied dietetic research skills. 

Although the survey was shared with all NDAs and on social media, it must be noted that 

the majority of participants who completed the survey were from Austria, Spain, the UK, 

Greece and Ireland. This may have been due to sampling bias as these countries have a 

representative on the EFAD Research and Evidence-Based Practice Committee. 

Furthermore, it is likely the participants had either a personal interest in research, be 

actively participating in research or belong to a work setting that had a good research 



  

 

culture and were therefore more likely to be motivated to participate. As a result, the 

authors encourage the data be interpreted with caution.  

Based on the survey responses and the broader context of dietetic and allied health 

research practice (Comer et al., 2022), the following recommendations are advised: 

• At a national strategic level: ensure research support organisations are made more 

visible and can provide the much-needed applied support to senior dietetic managers, 

which will develop the research culture in the dietetic workforce teams. 

• At the organisational level: mandate organisations to include career pathways and 

research posts that include clinical academic joint contracts in their research 

strategies, provide administrative and software resourcing and resource middle 

management to implement the research strategy. 

• At the team level: introduce regular research engagement discussions, including during 

professional development appraisals and build on the benefits of research engagement 

(skill development and job satisfaction) within recruitment and retention strategies. 

• At the individual level: Use the self-assessment tool like the RIQ to identify research 

needs and aspirations with the potential to assess and generate new knowledge over 

time from this research activity. (Comer et al., 2022)  

 

5. Conclusions 

Our findings are consistent with the literature – dietitians alongside other healthcare 

professionals have low levels of engagement and involvement in research in practice even 

when highly qualified as our cohort was. The dietitian’s capacity for and involvement in 

research was related to their work region within Europe and their highest degree 

qualification. As we were unable to obtain a generalisable sample via the survey, we 

recommend that NDAs collect and share as a minimum, the level of their members 

qualification post-registration.  
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