The concept of stigma has attracted copious amounts of attention in recent times, especially towards those individuals suffering from eating disorders. Stigma can be described as negative cognitions and discriminatory attitudes towards certain people (Link and Phelan, 2001). Stigma plays a major role in the distress, anxiety and alienation associated with eating disorder sufferers, and can be responsible for individuals refraining from treatment-seeking or disclosing their illness to close family or peers. With eating disorders increasing three-fold in the last 50 years and 1.6 million of the UK population suffering from some type of eating disorder, it is important to have strategies in place to reduce the stigma around illnesses such as Anorexia and Bulimia. This contribution will critically review different types of interventions that are used to reduce the stigma of eating disorders. 
A well-known intervention to reduce eating disorder stigma is the ‘Education’ intervention (Corrigan and Penn, 1999). The aim of this intervention is to give public knowledge about eating disorders and replacing their negative beliefs with more positive ones to reduce the stigma. This is an approach that government campaigns and charities use often, in the form of media, educational campaigns and promoting contact between the general public and those suffering from eating disorders. A study conducted by Kakuma et al (2010) in South Africa, whereby data was collected on mental health campaigns, and all nine provinces had either government, non-government or a mix of both education campaigns to reduce the stigma eating disorder sufferers are exposed to. It was found that the education campaigns were successful in reducing stigma, not only for mental illness but also illness suffering from stigmatization such as HIV and AIDS. To support, Bannatyne and Stapleton (2015) compared two different educational campaigns in reducing eating disorder stigma. All participants were Australian students, split into two groups, and results shown educational intervention scores for stigma were decreased after the study compared to the control group, supporting that Corrigan and Penn’s (1999) ‘Education Intervention’ strategy works. 
A further supporting study is that of Hwang et al (2011); Latino participants from ethnic minority communities in USA were questioned on their attitudes towards eating disorders and other mental health difficulties. It was found that where there is increased knowledge within their communities, participants negative attitudes towards mental illness was lowered, therefore indicating that education is a mitigating factor in decreasing stigma of eating disorders. 
[bookmark: _GoBack]Although education is a major step in reducing stigmatization, Wolfe et al (1996) argues that certain types of education will only work in certain settings, for example, information on reducing stigma towards eating disorders would be taught differently in schools versus an office environment. Wolfe et al (2000) suggest that for educational campaigns to work, the concerns of people whose attitude is trying to be adjusted must be listened to.
An alternate intervention that was also introduced by Corrigan and Penn (1999) is ‘Contact Intervention’. This strategy introduces the general public to sufferers of eating disorders in a bid to lessen their stigmatising attitudes, by encouraging empathy and familiarising themselves with eating disorders. This can involve meeting with sufferers in person, via online group chats or watching personal narratives from the sufferer explaining what the disorder is like to live with (amongst many other forms of contact). However, a study conducted by Ebetner et al (2013) did not support this. Participants, who were all psychology undergraduates from Hawaii, were asked to read through five different vignettes of sufferers of eating disorders, and results shown that participants still shown negatives attitudes towards the sufferers; targets with Anorexia Nervosa were classified as ‘responsible for their condition’, whereas targets with Binge Eating Disorder were classified as ‘lacking self-discipline’. On the whole, contact interventions are seen as one of the most powerful type of strategy for reducing stigma, although most of the studies into this type of intervention have an educational element also (Hart et al, 2012; Thompson-Brenner et al, 2010). To support, Corrigan et al (2012) found after conducting a meta-analysis that education interventions work better when contact strategies are also used. This may be down to the fact that many negative stereotypical beliefs people hold towards sufferers of eating disorders are resilient to any change in their attitude unless contact is actual enforced, so perspective can be gained. 
An alternative technique used to decrease stigmatization towards eating disorders is to alter the way the general public view eating disorders and is otherwise known as the ‘etiological approach’ (Crisafulli, 2008) and aims to teach people two different theories of eating disorder onset within the etiological approach; biological factors and social/environmental factors. A common view of people with eating disorders is that ‘should be able to control themselves’ or they are ‘attention seeking’ (Zheng et al, 2016) so the Biological approach of the Etiological theory attempts to teach people that the reason the sufferer has the eating disorder is through biological factors, in an effort to take away the personal blame and fault of the sufferer, and make it an illness that is not their own fault, which is easier to understand. On the other hand, the social/environmental factor of the Etiological approach aims to teach people that the fault of the eating disorder lies within cultural norms, past trauma experienced by the sufferer and the ‘thin-ideal’ of western cultures. Media has a large impact on people, especially on young women who view magazines, television programmes and models daily and witness every model being extremely thin and thought of as ideal in society. To support this, Phillips (2007) studied Body Mass Index of run-way models at an American Cat walk show and found almost all of the models wore a size zero clothing and had dangerously low Body Mass Index, what society would see as unhealthy, and what would be classed as Anorexic; but still the models were used to promote clothing worldwide for popular fashion brands. Women worldwide may look at this and see it as the beauty standard, and hence develop eating disorders such as Anorexia and Bulimia to keep in with this ideal (Bannatyne and Abel, 2015). This is the type of information that is relayed to the public in the etiological approach, although not always affective; some view eating disorders as ‘most people can control eating so why can’t they?’ which is a individual difference that is not taken into account when researching eating disorders, however an eating disorder is a mental illness, which is often overlooked by the public and hence stigmatization occurs. Of the two approaches (biological and social/environmental) the biological approach is thought to be more effective than the other, because it is easier for people to understand that biological factors are a cause of an illness, rather than not being able to control social and environmental factors surrounding the eating disorder sufferer (Crisafulli, 2008). To support this statement, studies into stigma towards different types of mental health disorders, show that illnesses such as Schizophrenia and Bipolar disorder are taken more seriously and are thought to have less personal blame than eating disorders, as they are thought of as serious mental health conditions that are out of the individual’s control (Crisp, 2009)
However, there are drawbacks to the etiological approach; suggesting just one factor is the cause of the individuals eating disorder is deceptive, eating disorders are serious mental illnesses and for the most part of sufferers there are multiple causes, not just one factor that can be blamed (Levine, 2009).
A fairly recent approach to reducing eating disorder stigma is a ‘Mindfulness based approach’, whereby techniques such as Cognitive Behavioural Therapy (CBT) and guided self-help systems are used in an attempt to lessen stigma effects; they are effective in treating stigma for disorders such as Binge Eating Disorder (BED) and Obesity, and also for distributing knowledge to the general public about how people can support victims of eating disorders (Brownley et al, 2007; Wilson et al, 2010 and Murphy et al, 2010). Another contemporary strategy at decreasing stigma is religious treatment; Nadeem et al (2008) studied culturally relevant religious treatments and campaigns in USA and found that in communities that hold strong religious beliefs and have education available to them in their place of worship regarding eating disorders and other mental health illnesses shown fewer negative attitudes towards sufferers.  
To Conclude, the interventions to reduce eating disorder stigma in this contribution are all varied and offer different strategies to help with the stigmatization of mentally ill individuals, from the etiological approach which attempts to teach the public of the causes of an eating disorder, to the contact methods to allow the public to empathise and perceive the suffering individual in a different way. However, they all have one thing in common; education. Although varied, each of these techniques at reducing stigma involves teaching the general public and healthcare professionals more about eating disorders. Compared to other mental disorders and the research gathered on them and the stigma they receive, eating disorders are still relatively new to the research scene. It is apparent that more studies need to be completed in the eating disorder and stigma area, so it will be more clear what interventions to reduce stigmatization are more affective and why. 
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