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Part 2: write an evaluation Written contribution –1500 words. 
Stigma is classified as a ‘violation to human rights’, as every individual has a right to health (Thornicroft et al, 2015). Stigma separates people from one another and is based on socially deliberated judgements Garand et al, (2009), as they are perceived as being different (Dimitropoulos 2008). This judgement often results in negative stereotyping which acts as a ‘desire to avoid or exclude’ the individual that is being discriminated against (corrigan et al, 2003) impacting on their social relationships, and is associated to poor mental health and quality of life (Butcher et al, 2017). According to the Social Identity Theory, individuals are categorised and stigmatised, according to their status and group, and it is suggested that an individual’s social identity can change when experiencing an ED (Ison & Kent, 2010). 
It is argued through the medical care model that discrimination is constructed through social relationships, and is identified within the labelling theory, which underpins how stigma is ‘created through social constructs’ (Thornicroft et al 2015), and generally supports the underpinning of the complexity of the expectations that shape stigma (Pescosolidio et al, 2008). It has been noted that social contact is effective in the short term to improve stigma related knowledge and attitudes, however, the evidence is weak (Gronholm 2017). 
Stigmatisation is a problem for those who have an eating disorder (ED) as it can prevent the individual from socialising at all, as they feel ashamed, and can provide barriers to disclosing information and prevent them from help-seeking treatment, which impacts negatively on many areas of the sufferer’s life, such as their academic attainment, employment opportunities, and relationships (Dimitropoulos 2008). Any form of discrimination can result in behavioural consequences as being perceived in a negative way, and may determine an individual’s behaviour, and consequently the behaviour of others (Garand, 2009). 
The impact of Stigma, in terms of an eating disorder highlights the physiological and physical issues, and the stigmatising attitudes instil internal negative beliefs and perceptions and can cause one to feel isolated and to withdraw from society, as they perceive their self as different. A maladaptive eating habit, ‘Stigma internalisation’ is a risk factor, that is associated to worsening ED and their symptoms (Puhl & Suh, 2015), which consequently impacts on their self-esteem and self-efficacy (Roehrig & Mclean, 2010). Most of the research that surrounds ED’s is conducted within USA and Europe, whereas, ED’S are not limited to these areas (Butcher et al 2017). 
It is estimated that 1.25 million individuals have an eating disorder (Beat, 2018). Significant studies have been conducted in the UK over the years, yet ‘sufficient research’ has not established the prevalence of ED’s (Beat, 2018). It is perceived that an ED is not ‘real’, and not a ‘serious’ psychiatric illness and that they are ‘vein’ and ‘self-centred’ and imply that they should pull them self together (Easter,2012). This reduces the likelihood of seeking treatment as the suffer is compelled by feeling of helplessness and isolation (Hepworth & Paxton, 2007), which demonstrates the need to establish health promotion strategies which have the potential to counteract the misconceptions. Furthermore, the attribution theory implies that an ED is a self-inflicted behaviour, as the individual holds personal responsibility. It is proposed that can change their eating habits, if they wish to, as they are causing the illness (Ali et al, 2016). The belief, consequently, can have affective reactions, and result in rejecting responses. The attribution contributes to the argument of within and outside of one’s control (Ali et al, 2016). 
Research has focused on the stigmatising attitudes towards those with a mental illness instead of interventions to reduce stigma interventions to reduce ED’s stigma may help to reduce the barriers (Thornicroft et al, 2007). None the less, there are no identified strategies that are effective in reducing stigma to those with an ED, or educating those with ED (Doley et al, 2017).  
It is described that weight stigma and discrimination are usually rooted in societal weight-based stereotypes. Puhl & Suh, (2015) Research has identified extensive documentation of weight stigmas among those who suffer with obesity and has focused less on the examination of stigma surrounding ED’s, such as anorexia nervosa (AN), bulimia nervosa (BN) and binge eating (BED). There are considerable studies that document weight stigma and the barriers 
ED’s are commonly linked with other psychiatric illnesses, and is referred to as the ‘rule’, instead of the ‘exception’ (Butcher et al, 2017). It is identified that ED’s are co-morbid with depression, obsessive compulsive disorder, and anxiety, and that 71% of 271 participants with an eating disorder were recorded to have a lifetime co-morbidity, with at least one anxiety disorder, 64% (Kaye et al, 2006). Furthermore, personality disorders are identified among those diagnosed with an ED, and is further influenced by emotions, and supports the complexity of ED’s, and outlines the caution to make the correct diagnosis for effective treatment (Butcher et al, 2017). It is commonly noted that those with ED’s struggle to regulate their emotions, and is known to increase impulsivity, which can become a barrier to receiving and sustaining treatment (Corstorphine et al, 2007). 
Biological explanation assists to negative beliefs and attitudes that cannot change biological basis of illness perspective and negatively results in the individual believing that they cannot recover from an ED (Bannatyne & Abel, 2015). The biological component of eating disorders has been investigated Neurobiology and brain research has increased within eating disorders to establish how individuals develop an eating disorder. Evidence has highlighted that the brain pathways function differently within those who suffer with an eating disorder, compared to those who do not (McAdams, 2015). 
Ali et al, (2016) reviewed the help seeking barriers and facilitators that surround ED’s. The finding demonstrated that ‘shame, denial to and failure of identifying the severity of the illness were most common. Negative attitudes and low motivation towards getting help were also identified, as it was felt that the sufferers were alone and could not access help due to lack of resources and understanding, which restricts the individual and prevents them from accessing treatment. Furthermore, maintains the disorder and contributes to the negative effect. The individual will remain self-critical and ruminate their negative emotions and cognitive distortions, which in turn worsens the disorder. By addressing the above barriers, ED treatment could enhance help-seeking behaviours. It is suggested that rumination can reduce cognitive flexibility (Wang et al, 2017), and contributes to experiential avoidance and distorted thinking, which impacts on treatment outcomes (Rawal et al, 2010). The prevention of reducing stigma surrounding ED’s should focus on educating those about the illness and its impact. This is further supported by (Weiner et al, 1998), suggesting the promotion of a greater awareness of ED’s may prove to be beneficial to reduce stigma. However, it is not clear on what strategies should be used to reduce stigma, and the associated outcomes (Dooley et al, 2017).
In addition, resistance to treatment research within the area of ED is scarce, and little is known, despite its clinical relevance (Abbate-Daga,2013). Resistance implies a difficulty to form a therapeutic alliance and the sufferer is said to be resistant to stigma (Griffifths et al,2015). ‘Stigma resistance’ is implied to be a ‘promising concept’ that needs further investigation to target public perceptions surrounding ED’s and could be implemented within treatment to support individuals to cope with the ‘adverse effects of mental illness stigmatisation’ (Griffiths et al,2015).
Over time it is recorded that both education and contact interventions enhance stigma. The contact hypothesis Allport, (1954) promotes ‘intergroup contact’ and ‘institutional support’ to use contact to manage and reduce prejudice, which proves to be difficult as it does not meet all the conditions, that were theorised by Allport. It is deemed one of the most appropriate way to improve relations amongst groups, who experience conflict, to gain an equal status, and to further educate society surrounding stigma, and instil human rights (Amir 1969). 
To conclude, it is evident that the issues that facilitate help-seeking surrounding ED’s is vital when attempting to understand and tackle the illness, and to work towards promoting the reduction of stigma, by challenging existing myths, and through appropriate information and knowledge, such as case studies, using real life experiences, as it is evident that negative beliefs and perceptions only worsen the disorder and contributes to a further distress, which subsequently maintains the negative effect. As it is not known what strategies decrease stigmatisation future research should address the importance of stigmatising attitudes that surround eating disorders, and the impact on a sufferer’s well-being to combat further stigmatisation around eating disorders.
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