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Anorexia Nervosa (AN) is an eating disorder with three diagnostic criteria; intense fear of being overweight, a disturbed body image and a persistent restrictive diet (Sebastian et al, 2017). AN is uniquely associated with a type of stigma called volitional stigma. Unlike other mental illnesses, which are judged as being apart from the norm, AN is judged by normal behavioural standards (Bannartyne & Stapleton, 2015). This leads many to view AN as an individual’s personal choice and incites attitudes such as “they should pull themselves together” and “they only have themselves to blame” (Sebastian et al., 2017).  Stigma is not restricted to the general public but has also been shown to be inflicted by health professionals (Bannatyne & Stapleton, 2-015). With stigmatization leading to a reluctance in seeking help, an increase in symptomatology and a lack of appropriate treatment, interventions have been introduced that aim to reduce the stigma, alter attitudes and perceptions of the disorder and improve future outcomes for those suffering from an eating disorder (Doley et al, 2017).
 Informed by attribution theory, one intervention technique employed is that of the etiological explanations technique (Doley et al., 2017). This technique aims to reduce the stigma by altering the publics perception of eating disorders (Doley et al. 2017). It is believed that if we can remove the perception that AN is controllable, this will reduce the ascriptions of responsibility to the affected person and assuage the affected persons guilt, which will lead to the individual experiencing less rejection by their social environment (Angermeyer et al., (2013).  One approach to achieving this has been to focus on biogenic explanations (Angermeyer et al., 2013). Biogenetic models of AN have been widely spread by media, medical websites and advocacy groups (Easter, 2012), with the genetic risk factors being supported by the high heritability of 48%-76% shown in twin studies (Easter, 2012).  Although this approach has not been successful in the reducing stigma associated with other mental illness (Angermeyer et al, 2011 and Read et al, 2006), it is suggested that, as the stigma associated with AN is largely volitional,  genetic framing may be helpful in countering the stigma in AN. Easter (2012) carried out a study investigating the implications of genetic framing on AN stigma from the perception of those who have the disorder. They found that 45 out of the 50 female participants who took part in semi structured interviews expected a positive impact from a genetic explanation as they felt it would lead to the public having more understanding and compassion which would lead to a reduction in blame. However, a third also feared that genetic framing may lead to an increase in negativity. Some felt that they did not want to have “a bad gene”. Others felt that if the public believed the causal factors were genetic then they may also believe that there would be no hope of recovery for them. Some of the participants also felt that reducing the illness to a genetic cause may lead to a medically reductionist view of the illness which would result in others assuming a pill could fix the problem. Despite these negative issues, the study demonstrated an overall optimistic feeling regarding the use of genetic framing to reduce stigma which supported prior research carried out by Crisafulli et al., (2008) and Wingfield et al., (2011) (Easter, 2012). This optimism, however, was not supported when Angermeyer et al., (2013) carried out a population survey in two large German cities.  In their study of 1,347 respondents, they investigated if applying biological and hereditary explanations affected attitudes toward AN. Findings demonstrated that hereditary factors showed little relationship with attitudes whilst biological factors were closely linked to attitudes but not in the direction expected. It was found that the more people acknowledged biological factors as a cause for AN, the more they held those with AN responsible for their illness, the more negative their emotions were, and they desired more social distance. This study had several limitations: the sample was relatively small; therefore, findings cannot be said to representative of the general population; the sample was from one country so further studies across the globe would be required and it is unclear if the respondents fully understood the terms “brain disease” and “hereditary factors”. Despite these limitations, the study questions the effectiveness of the etiological explanation techniques as a viable intervention for reducing stigma towards AN. Amongst medical staff however, etiological explanations have had a more positive impact. Bannatyne & Stapleton (2015) carried out a study involving 41 medical students. Students were randomly assigned to one of three conditions; biological explanations, multifactorial explanations and a control group. Findings demonstrated that all students viewed AN similarly at the start of the programme with the perception being that AN was controllable and that those who suffer from it were responsible, weak and selfish. Following the study, those who took part in the intervention conditions had altered views and attitudes toward AN. They applied less blame to the AN sufferer, did not view them as being selfish and vain and held them less responsible for their condition. Overall, the ED stigma scores were lower for those that had attended the workshops and the impact of this intervention appeared to have long lasting results as, in a follow up 8 weeks later, attitudes had remained the same. The study was limited in that the students were from the same university, there was no measure of eating disorder knowledge obtained prior to the study and the study relied on self-reporting measures, however, the study indicates that the use of etiological explanations may have more impact with those that fully understand the biological terms and implications.
Another intervention technique is that of Corrigan & Penn’s (1999) education strategy, an intervention that has shown promising results in reducing stigma towards mental illness (Corrigan et al., 2010; Pinfold et al., 2003; Yamaguchi, Mino & Uddin, 2011), however, its use to specifically target AN stigma amongst adolescents and the general public is an area with little research. Crisafulli et al., (2010) looked at the impact of educating 173 undergraduate students. Some were educated on biological factors, others on cultural and others on an interaction of the two. They found that those who received the interaction education had greater improvement in attitude towards AN sufferers than those who received cultural only, however, it was those who viewed the biological education that had the most positive change in attitude and the greatest reduction in stigma. The same results, however, were not found when Duffy & Henkel (2016) carried out a campaign study, targeting nursing students. They displayed a variety of posters and brochures containing educational information on AN, Bulimia and binge eating disorder. Information included facts on each disease, causal information as well as help seeking information. They found no significant differences to opinions about people with eating disorders or the stereotypes associated with eating disorders (Doley et al., 2017). Although some may feel that passive interventions such as posters, flyers etc are not impactful, with a subject such as eating disorders, it may have allowed participants to engage without the fear of judgment. The study did, however, only target young females who were predominantly Caucasian, therefore findings cannot be generalized to the public. Education interventions have yielded mixed results, which may be down to methodological issues, therefore, further research on a broader scale is required to establish its true effectiveness.
An area that has shown more optimistic findings is that of combining education with contact. Contact, also developed by Corrigan and Penn (1999), involves interacting with an individual from a stigmatized group either in person, by video or by audio (Doley, 2017).  With regards to AN, contact is often done in the form of personal narratives of individuals with AN delivered either in written form or by video and appears to be most effective when combined with education (Doley et al., 2017). Contact combined with education has shown reductions in AN stigma as demonstrated in a study carried out by Gratwick-Saai & Benlty (2014) who subjected 177 undergraduates to a 3-hour workshop combined with a personal written narrative. They measured attitudes and knowledge prior to study, immediately following the study and 3 months later. It was found that there were significant increases in knowledge and recognition of eating disorders, significant decreases in stigmatizing attitudes and that these changes were still apparent at the three months follow up. Brownlow et al., (2015) also found a significant improvement in attitudes and beliefs towards eating disorder patients and an increase in willingness to treat them when they subjected 187 health professionals to 5 eating disorder training modules combined with a filmed personal narrative. Hart et al., (2012), however, did not find any reduction in stigma or improvements in attitudes when they targeted university staff and students in their study involving a 4-hour mental health first aid workshop combined with a filmed contact.  This could be down to workshop duration and/or content, therefore, to be able to accurately gauge the effectiveness of education/contact intervention standardization of the workshops is a must. 
Overall, interventions to reduce the stigma associated with eating disorders are in their infancy, with many gaps existing within the literature, particularly regarding education and contact strategies. The existing studies demonstrate mixed findings; however, it is the contact combined with education strategy that appears the most promising. More research of a higher quality with standardized measures is required to identify its true effectiveness in reducing the stigma associated with Anorexia Nervosa.
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