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Using a knowledge-attitudes-behavior practice (KABP) paradigm, professionals have focused on educating the public in biomedical explanations of mental illness. Especially in high-income countries, it is now common for education-based campaigns to also include some form of social contact and to be tailored to key groups. However, and despite over 20 years of high-profile national campaigns (e.g., Time to Change in England; Beyond Blue in Australia), examinations suggest that the public continue to Other those with experiences of mental ill-health. Furthermore, evaluations of anti-stigma programs are found to have weak- to no significant long-term effects, and serious concerns have been raised over their possible unintended consequences. Accordingly, this article critically re-engages with the literature. We evidence that there have been systematic issues in problem conceptualization. Namely, the KABP paradigm does not respond to the multiple forms of knowledge embodied in every life, often outside conscious awareness. Furthermore, we highlight how a singular focus on addressing the public's perceived deficits in professionalized forms of knowledge has sustained public practices which divide between “us” and “them.” In addition, we show that practitioners have not fully appreciated the social processes which Other individuals with experiences of mental illness, nor how these processes motivate the public to maintain distance from those perceived to embody this devalued form of social identity. Lastly, we suggest methodological tools which would allow public health professionals to fully explore these identity-related social processes. Whilst some readers may be frustrated by the lack of clear solutions provided in this paper, given the serious unintended consequences of anti-stigma campaigns, we caution against making simplified statements on how to correct public health campaigns. Instead, this review should be seen as a call to action. We hope that by fully exploring these processes, we can develop new interventions rooted in the ways the public make sense of mental health and illness.
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INTRODUCTION

In 2001, the World Health Organization declared that “the single most important barrier to overcome in the community is the stigma and associated discrimination toward persons suffering from mental and behavioral disorders” [(1), p. 98]. Since then, public health professionals have predominately followed a deficit model of health-related behaviors (2), and assumed stigma to be maintained by the public's lack of, or incorrect “knowledge” about mental illness (3–5). Accordingly, the majority of interventions have been education-based (3, 6), of which half were stand-alone interventions to promote mental health literacy (MHL) (7–11), and a further third included some form of contact (7, 11–13). In line with a common mental health treatment gap, more than four in five interventions have been conducted in high income countries (11, 13).

Whilst at the population level anti-stigma campaigns have been shown to have small to medium short-term benefits in positive attitude change (7, 13), and it is hoped these attitudinal effects may be sustained (11, 14), there is a serious lack of evidence for long-term behavioral change (13, 15). Furthermore, the unintended effects of these programs have been of particular concern, especially those which exclusively focused on educating the public in biomedical models of mental illness (3, 4). Such models have been found to promote categorical beliefs of difference amongst the public (16–19), and distance-promoting emotions of fear and pity (20–22).

These unintended effects fit into a wider literature on health and stigma, which suggests that the public response to health conditions often follows a common affective distancing-blame-stigma pattern (23). Specifically, examinations of the public's motivations for maintaining health-related stigmas find beliefs of difference to be psychologically pacifying, as they allow those without a form of health condition to perceive themselves both to be invulnerable to the perceived threat and to maintain positive forms of social identity (21, 23–26). However, to our knowledge, no mental health-related public health campaigns have explicitly been designed to challenge these distancing-blame-stigma patterns.

To understand these limited and unintended effects, this review diverges from the dominant approach followed by other reviewers. Namely, since Corrigan et al. (27) published their seminal meta-analysis there have been a number of high-profile reviews, each evaluating the relative effectiveness of education- and contact-based interventions [e.g., (13, 28)]. In these reviews the relative effectiveness of interventions was almost exclusively evaluated using a KABP paradigm (4). However, limited consideration was paid to whether this paradigm effectively responds to the ways the public make sense of mental health and illness.

This review enriches the literature by following an alternative approach. Namely, we show that researchers may have fallen into the trap known as “type III errors” (29, 30). This is when there are systematic issues in a problem conceptualization (29), as is common in health policy (2, 30). In the health promotion domain common indicators of type III errors include: an undue focus on individual-level cognitions; an under-consideration of structural influences; the neglect of lay and service-user forms of expertise; and interventions with significant but mixed and unintended effects (30–33). By reviewing the ways public health professionals have conceptualized and operationalized mental health related stigma, as well as explaining the mixed-effectiveness of these campaigns, we evidence the need to develop new interventions rooted in the ways the public make sense of mental health and illness.



MENTAL HEALTH RELATED STIGMA

Public health campaigns have largely conceptualized mental health related stigma as a lack of symmetry between public and professional understanding (3–5). However, within the “psy disciplines” [(34), p. 2], there is by no means consensus about what professional understanding should be, as disagreements about what are “typical,” “positive,” or “ordered” forms of behavior are as old as the disciplines themselves (35–38). Nor does holding a form of professional understanding inherently indicate a lack mental health-related stigma, as the history of these of disciplines are intimately interwoven with practices of coercion, violence, and separation (36, 39, 40). Indeed, interventions increasingly focus on challenging professional forms of mental health-related stigma (41–43).

In the absence of a consensual definition, in this section we will describe the common ways professionals have conceptualized mental health-related stigma. Researchers have argued that stigma is a multi-dimensional concept including the co-occurrence of group-based differences, status-loss, social distancing, negative affect, prejudice, and discrimination (28, 44, 45), and that these co-occurrences emerge at multiple levels linking individual expressions of stigma to wider structural and cultural processes (28, 45, 46).

From these broad and multi-dimensional models, public health professionals have typically reduced mental health related stigma into a linear KABP paradigm (4, 28), in which the individual is considered the primary unit of analysis (6, 8, 11, 13, 46). Specifically, they have considered mental health-related stigma to be an individual's lack of professional knowledge, their negative outgroup attitudes, and their desire for social distance from someone perceived as having a mental health problem (3–5).

In part this particularisation reflects some of the agendas involved in their formulation. Specifically, as Corrigan (3) explains that there are three competing agendas involved in the definition of mental health related stigma: (2) a services agenda, which focuses on reducing label avoidance to encourage engagement in evidence-based services; (3) a rights agenda, which focuses on minimizing negative representations of mental illness; and (4) a self-worth agenda, which focuses on encouraging pride for those with experiences of distress.

Reflecting the central role mental health professionals and the pharmaceutical industry have had in the design and financing of anti-stigma campaigns (39, 47), public health campaigns have predominately prioritized a services agenda. The services agenda often draws upon the classic labeling approaches for defining stigma. Namely, it considers stigma to be “an aversive or hostile attitude toward a person who belongs to a group, simply because he belongs to that group, and is therefore presumed to have the objectionable qualities ascribed to the group [(48), p. 7].” However, the services agenda diverges from these traditional formulations of stigma in an important way: they often reinterpret “objectionable” to be synonymous with ‘inaccurate’. Accordingly, to tackle negative public attitudes, they often focus on creating symmetry between professional and public forms of knowledge (4). They pursue this on the assumption that if there is symmetry in forms of knowledge, potential service users would not avoid stigmatizing labels, and would engage effectively with professional services (3).

Expanding upon this, it is important to note that those promoting a services agenda have a particular understanding of mental illness and stigma. Namely, potential service-users are held in opposition to the “normal” majority; they are considered to hold deficient knowledge about mental illness; and their symptoms are largely considered to reflect an underlying form of biological disorder (4, 40, 49, 50). Indeed, this agenda typically prioritizes biogenetic and neurological explanations of mental illness (3, 40).

In contrast to the services agenda's singular focus on access to professional services, advocates of a rights agenda emphasize the asymmetries in social, economic, and political power that imbue components of stigma with discriminatory consequences (51). In many ways, those pursuing a rights agenda prioritize a classic understanding of mental health-related stigma as a form of stigmata: the marks which reduce those with an undesired label to a lower social status (40, 44, 45, 52). Accordingly, in contrast to those who advocate a services agenda, advocates of a rights agenda place a greater emphasis on explaining service user experiences of distress in terms of societal prejudices rather than barriers to professional services (3, 5).

The self-worth agenda has traditionally had limited influence on the design of national public health campaigns (3). It is primarily concerned with challenging the internalization of stigma (3). To do this, those with experiences of distress develop and operate mutual help and peer support programs (3). These programmes which traditionally tend to favor grassroots participation (53). Although the self-worth agenda and rights agenda both highlight the societal aspects which maintain discrediting experiences of stigma, the self-worth agenda places a greater emphasis on locating stigma within everyday experiences (3). Furthermore, in contrast to the services agenda, a self-worth agenda often takes a broader and potentially more critical approach to psychiatric orthodoxy (3, 39, 47). That is, experiences of distress are considered to be meaningful responses that can only be understood with reference to an individual's life history and their particular social, cultural, and familial contexts (49, 50).

To note, this review will be principally concerned with what in the literature is often referred to as public-, community-, or cultural-stigma (54), labels used to “mark the nature of the contextual climate of prejudice and discrimination” [(45), p. 94]. In recent years there has been a focus on distinguishing forms of stigma, such as those which compare between public-, self-, and provider-based stigma (12, 45). Although it is very much in evidence that there may be important differences in understandings between those with and without experiences of the mental health services (55, 56), it is important not to consider public forms of stigma as fully divorced from other forms of stigma (45, 51); a consideration that is often advanced by the self-worth agenda (3). Indeed, as will be discussed later on, in part it is assumptions of categorical differences between those with- and without- a label of mental illness (36) that sustains aspects of public stigma.



PUBLIC HEALTH CAMPAIGNS

As noted, anti-stigma campaigns have largely been conceptualized using KABP paradigm (2, 4, 13). Furthermore, reflecting the agendas involved, mental health related stigma has predominately been considered to stem from the lack of professional knowledge. In this section, we will examine the three main ways public health professionals have challenged mental health related stigma: (2) education-based interventions; (3) protest-based interventions; and (4) contact-based interventions (3).


The Knowledge-Attitude-Behavior Practice Paradigm

In line with a KABP paradigm, anti-stigma efforts have predominately been evaluated using the following questionnaires: the Mental Health Knowledge Scale (MAKS) (57); the Community Attitudes toward the Mentally Ill Scale (CAMI) (58); and the Reported & Intended Behavior Scale (RIBS) (59).

MAKS is split into two sections: one that evaluates how accurately the public recognizes psychiatric conditions, and another which evaluates how far the public agrees that professional help can support recovery (57). This is built on the prediction that the public's beliefs about the causes of mental health problems, as well their belief about whether someone with a mental health can fully recover, have a linear and singular relationship with an individual's levels of prejudice and discrimination (28, 60, 61). Prejudice is often evaluated using CAMI (58). These items cover attitudes about social exclusion, benevolence, tolerance, and support for community mental health care (58). Discrimination is predominately measured using a subsection of RIBS, which measures the public's willingness to live with, work with, live nearby, and continue a relationship with someone with a mental health problem (59). The other subsection of RIBS measures whether the public self-reports having had experienced each of these forms of contact (59).

Evaluations of anti-stigma campaigns come in three main forms. First, they compare the relative pre-test/post-test effectiveness of anti-stigma interventions in changing the public's knowledge, attitudes, and behaviors, as well as how these effects may vary by intervention type and target group [e.g., (7, 27, 28)]. Second, time trend studies, which have evaluated at a regional and national level, co-occurrences between exposure to public health campaigns and changes in mean responses [e.g., (16, 62)]. Third, cross-sectional or quasi-experimental techniques, which have measured the relationship between the content of education-based interventions and the contents of individual attitudes, behaviors, and affects [e.g., (63, 64)].



Education-Based Interventions

Education-based interventions are the most common method used to challenge mental health-related stigma (6, 11, 13, 28). Reflecting a services agenda, these interventions have predominately, but not exclusively, relied on theories of MHL (8, 11, 28, 65). This is defined as “the knowledge and beliefs about mental disorders, which aids their recognition, management or prevention” [(66), p. 182]. Namely, advocates of MHL hope that providing the public with professional forms of knowledge will increase their engagement with professional services (7, 65).

Most interventions have been aimed at educating whole communities (67–71). There is evidence to suggest that these interventions may have small to medium positive effects in challenging stigmatizing forms of knowledge and attitudes (11, 28). This was the approach largely pursued in England in the first stages of the Time to Change Campaign (launched in 2008). Specifically, it aimed to target the whole English population via a large-scale mass media social marketing campaign, in which the public were presented with “myths” and “facts” about mental health problems (28). Similarly, this method was also used by the Beyond Blue campaign in Australia, although it placed a greater emphasis on encouraging the public to seek out professional help (72), engaging further with a services-agenda. Evaluations of both these campaigns have found a dose-effect relationship between exposure to the campaign and regional increases in MHL, positive attitudes toward professional forms of treatment, and help-seeking intentions (72, 73).

A focus on increasing the public's MHL is particuarly pronounced in low to middle-income countries (13), and simliar effects have been found have been found in these places (7, 11, 74, 75). Whilst, earlier reviewers pointed to common issues in low-evaluation follow up [e.g., (7, 13)], more recently researchers have noted there is a serious need to give greater consideration to the local contexts which situate understandings of mental health and illness (75, 76). Namely, around only 1 in 10 interventions have been developed “within” the country of intervention, and almost all interventions included some form of educational component (75).

Although cross-culturally we have seen an overall increase in the number of individuals who endorse “modern” understandings of the etiology of mental illness, concerns about trust in familial and work settings have been sustained (77, 78). Indeed, even in countries with high MHL, issues that deal primarily with intimate relationships (e.g., family), vulnerable groups (e.g., children), positions of authority, or power (e.g., work supervisors), or close forms of contact (e.g., shared accommodation), continue to elicit high negative responses (62, 78). It is the prohibitions on contact in these contexts (79) which are considered to be the “backbone” of stigma [(78), p. 853].

Reflecting a consideration that certain groups have a disproportionate role in challenging mental health related stigma, over the last 10 years education-based interventions have increasingly been targeted toward key groups (28). Key groups have often been identified on the basis of their frequency of contact with service users (e.g., health care professionals), their position of power (e.g., occupational and criminal services), or their potential for changing the future (students and young people) (3, 28, 80). However, very few have considered stigma at more than one level or the intersections between the multiple forms of health-related stigma (6, 81).

Reviews of mental-health related-stigma in health-care settings, suggest that education-based interventions can be effective in promoting positive attitudes about civil rights, especially for those with little or no formal mental health training (82) and may also reduce desires for social distance and increase feelings of empathy and self-efficacy (83). However, as studies have largely focused on attitudinal outcomes, knowledge, intentions and clinical competence (28), it is unclear how far these programs have challenged stigmatizing behaviors in practice.

Another trend has been the focus on MHFA (15). In many ways, MHFA could be considered an extended form of the traditional MHL programs (10, 84), with an added explicit risk framing (85). Namely, it promotes a belief that experiences of distress present a potential risk to the self and others (3, 86), and that this risk should be managed by promoting the public's ability to recognize the symptoms of distress and help individuals in distress receive professional services (7, 86). However, MHFA can be distinguished from these initial formulations of MHL by the importance it places on social networks (86). Recent reviews of MHFA suggest that it may be an effective method for increasing the public's MHL and intentions to seek to professional services (7), and it is hoped that these intentions will translate into real behavior (7, 87).

However, researchers have also expressed serious concerns about the possible unintended consequences campaigns may have (3, 4), although these effects are not often considered in a narrow application of the KABP paradigm (88). Of particular concern has been campaigns which have exclusively focused on increasing the public's biogenetic and neurological explanations of mental illness (4, 89, 90). This is problematic as both the diagnostic labeling of schizophrenia as an “illness” and biogenetic causal theories, are positively correlated with perceptions of dangerousness, unpredictability, fear, and desire for distance (17, 19). Moreover, the possible stigmatizing effect of genetic attributions may not be restricted to those with a form of mental health problem, as increases in genetic attributions are associated with an increased desire for social distance from the someone's sibling, particularly regarding intimate forms of contact such as dating, marriage, and having children (89). Furthermore, reviews largely find the endorsement of biogenetic causes to be associated with an increase in internalized stigma (18, 91) and may increase negative feelings of fear and guilt (63). Indeed, at the 3-month follow-up, an evaluation of the MHFA found the public to report being significantly less willing to tell someone that they have a mental health problem (92). Furthermore, it seems that the slight reduction in their belief that someone with a mental health problem is dangerous or unpredictable was replaced by a belief that they are weak (92). Whilst some researchers have suggested that biogenetic messages may be useful in motivating those with experiences of mental illness to take an active role in their treatment (18, 93), others have found it to reduce positive beliefs of recovery (94). In addition, it is important to note, that whilst on average among stakeholders, messages which emphasize the biogenetic and neurochemical causes of mental illness, and its treatability through medication, are highly unpopular, there is a clear divergence in opinion between psychiatrists and service-users (95).

We can also see these unintended effects at a national level. Meta-analyses of national time-trend studies found that whilst there was a trend toward greater MHL, in particular toward a biological model of mental illness and support for professional forms of treatment, there were also increases in desires for social distance from someone with a mental illness (19). For example, in the late 1990s the National Alliance on Mental Illness in the United States framed mental illness as a ‘brain disorder’ (3). Ten years later, although neurobiological explanations of depression and schizophrenia did increase, so too did desires for social distance and perceptions of dangerousness and unpredictability (96).

Recently, to limit these unintended effects, there has been some consideration of whether non-categorical messages are effective in challenging stigmatizing beliefs which divide between “us” and “them.” Whilst, there is reasonable correlational evidence to associate continuum-based messages with lower degrees of public and self-stigma (71, 97, 98), the evidence from experimental research is mixed (99). Specifically, whilst those participants exposed to continuum beliefs did see someone with experiences of schizophrenia as more similar to themselves and did increase their belief in possible recovery, the type of message did not significantly impact measures of explicit prejudice and discrimination (99). Similarly, an evaluation of the Time To Change campaign in the UK found that biopsychosocial messages relative to biomedical messages only had an effect on participants' desires for social distance in those who already understood mental illness in dimensional terms (100).

In addition, researchers need to be careful in using continuum-based belief interventions, as they may also have unintended consequences. Specifically, Thibodeau and Peterson (64) found continuum-belief interventions to increase participants experiences of anxiety and threat (64). This is concerning, as public health campaigns aimed at the public's perceptions of health-related threats, are also found to increase group-based prejudices, especially when the recommendation is perceived by the public to be outside of their control (101–103), a description often using by the public when making sense of someone with a mental health problem (21, 104).

In summary, whilst education-based interventions may have been productive in increasing the public's appetite for professional forms of intervention, their limited and likely unintended effects suggest that it may be time to retire their use as a method to challenge mental health related stigma (3, 40). Ultimately, however, reflecting practitioners' narrow use of the KABP paradigm, few interventions have explicitly considered possible unintended effects (88) limiting our ability to make firm causal statements.



Contact-Based Interventions

In part in response to the limited and unintended effects education-based interventions have had, over the last 10 years there has been an appetite for interventions with elements of social contact.

Contact-based interventions are typically conducted in conjunction with an educational component (13, 65, 75), although they may also operate as stand-alone programs [e.g., (105–107)]. As the mechanisms involved in contact are poorly understood (28, 40, 108), public health professionals have often relied on a working definition of these programs, defining them as the “interactions with people who have a mental illness to change prejudice” [(28); p. 250].

In practice, contact-based interventions resist a singular definition, and have been used to describe an array of interventions. To illustrate this breadth, we will now briefly describe three national campaigns that all used some form of contact but differed notably in how they conceptualized and challenged mental health related stigma (109). The “Hjärnkoll” campaign in Sweden focused on creating activities and events to promote social contacts with people with lived experiences of mental illness (110). This came in four main forms: direct face-to-face contact in the community; mediated contact through the internet and media campaigns; contact through events organized by local charities; and discussion with managers in the workplace (110). Similarly, the second and third stages of the Time to Change Campaign in England have promoted indirect contact through a broad social marketing campaign including social media and the radio, and typically focused on portraying the friendships between young men (60). In contrast, the “Opening Minds” campaign in Canada did not include a mass media element (111). Rather it took a grass roots approach, in which individuals with experiences of mental illness shared their personal stories of recovery with those in their local community (111). Furthermore, the approach was highly targeted to focus on key groups, such as students, healthcare providers, the media, and human resource managers (111).

Contact-based interventions also vary notably in their understandings of expertise, reflecting the multiple agendas involved in challenging mental health related stigma. For example, in the “Hjärnkoll” campaign, those with experiences of mental illness were very much considered to be an expert by virtue of their experiences, and accordingly were referred to as “föreläsande ambassadörer” (lecturing ambassadors) (110), aligning closer with a self-worth agenda. In contrast, the “In Our Own Voice” campaign run by the National Association for Mental Illness (NAMI), places the emphasis on the expertise of mental health professionals (112). For example, in this campaign, service users undergo a 2-day training program where they learn to format their experiences to fit with the principles of MHL programmes (113, 114).

The evidence for contact-based interventions is mixed. Reviewers have typically concluded that contact-based interventions are more effective in challenging mental health related stigma than education-based interventions (3, 13, 28, 115) although not exclusively (11, 65, 116). After controlling for publication bias, contact-based interventions are considered to have small-to-medium effects in reducing stigmatizing attitudes and desires for social distance in the short term (7). However, it is questionable how far attitudinal changes and behavioral intentions are sustained after the intervention (7, 115, 117). Moreover, whilst population level surveys recurrently find having a close relationship with a person with a history of mental illness to be associated with less stigmatizing attitudes (28, 60, 110), a dose-relationship between contact-based interventions and stigma reduction is yet to be established (65). Specifically, reviewers have not found a relationship between the length or frequency of contact and the degree of stigma reduction (7, 117).

It is important to note that the evidence for contact-based interventions have largely come from comparisons between solely educational- and combined education-contact interventions (65). This is an important issue, as evaluations of stand-alone interventions have found mixed to no effects (9, 11, 116). Indeed, to date, almost all targeted interventions, such as those targeted the police services, have combined a mixture of education and contact-based interventions (28). Furthermore, it is important to remember that the groups that have been targeted for their potential to challenge mental health related stigma (e.g., mental health professionals) are also the most likely to have frequent, if not close, forms of contact (28), questioning how useful it is to consider individuals with experiences of mental illness as “unknown” or “unfamiliar” to these groups. Indeed, whilst some researchers did find a stronger effect of contact in mental health professionals (117), others have also found pessimistic beliefs about the reality and likelihood of recovery to be sustained (118), suggesting that researchers need to pay closer attention to processes involved.

To improve the effectiveness of interventions researchers have increasingly attempted to explicate the “active ingredients” involved in contact (20, 119, 120). To do, so they have often compared the relative effects of different forms of contact (7). The evidence regarding which form of contact is the most effective (e.g., face-to-face vs. video) is mixed and suggests there may be multiple relationships between type of contact, target audience, and form of mental health problem (7, 27, 115, 121). Furthermore, discussions with mental health professionals and service-users suggests that the content of interventions should be practical, encourage myth-busting, and emphasize recovery (20, 120). In addition, it may be useful to focus on engaging the public through shared activities and encouraging them to engage in anti-stigma advocacy efforts (119). However, there is by no means expert consensus (86), and thus far has only been validated in terms of attitudes not behaviors (118).

The lack of understanding about the casual mechanisms involved in contact-based interventions raises important questions about their continued utility. Indeed, as Gillespie (108) points out, a key continuance in the history of contact theory is the repeated discovery that contact is more complicated than we previously thought. Each discovery then encourages the development of an increasing list of conditions considered necessary for positive change. However, with each condition added, the theory is weakened, as it renders the theory impervious to falsification. Namely, failures to find an effect are explained not by the insufficiency of the theory, but instead, as a failure to fully operationalize the theory. Moreover, as the casual mechanisms of contact theory are poorly understood, it is hard to effectively apply the theory in real world situations.

Considering that most evaluations of stand-alone contact-based interventions found limited to mixed-effects (9, 11, 116), there is a dearth of research into contact without change. However, examining this occurrence reveals important aspects about how the public make sense of mental health and illness, and goes to the “backbone” of mental health related stigma (78). For example, Jodelet (122) documents a family colony in rural France in which patients from a local psychiatric hospital lived as “lodgers” in the homes of local families. At the time of the study, the program had been running for over 70 years, and it was common for multiple generations to grow up living with a lodger. However, despite the length and intimacy of the program, magical beliefs about madness were maintained, including fears of contamination. This was expressed through subtle ritualized forms of separation, such as an aversion to drinking from the same (washed) mug or handling liquid forms of medication. Whilst, the program would likely meet the criteria set for a contact-based intervention (e.g., sustained in-person contact with multiple individuals with a mental health problem) (111), stigmatizing beliefs about mental health problems were maintained.

In summary, it is clear that beliefs about contact are an important feature of the public's understandings of mental health and illness (13, 59, 122). Ultimately, it is possible that under certain conditions contact-based interventions may be a more effective method for challenging mental health related stigma than education-based interventions (3, 13, 28, 115). However, we currently lack the evidence base required to explicate the processes involved in why contact may, or may not, challenge mental health related stigma (65).



Protest-Based Interventions

Although less common, national anti-stigma programs may also have conducted protest-based forms of intervention. Examples include the NAMI's StigmaBusters program (27) or SANE Australia's StigmaWatch program (112). These methods tend to align more closely with a rights-based agenda (3), and may consist of targeting stigmatizing advertisements, news stories, and forms of media entertainment through strategic letter-writing campaigns, press releases, marches, sit-ins and boycotts (9, 123). Furthermore, they may operate in conjunction with other education- and contact-based interventions (28, 110). However, whilst in theory protest-based methods challenge a broad array of injustices, in practice, their focus has mainly been on chastising the media for using psychiatric terminology out of context (112). Moreover, it has largely been a reactive strategy focusing on countering negative images about people with mental illness (123). This often includes calling out public bodies for promoting an understanding of mental illness in terms of unpredictability and violence (112), as well as those who sensationalize celebrity breakdowns (124).

As there have been few evaluations of protest-based interventions (9), the sample sizes are too small to be included in reviews comparing the effects of education- and contact-based interventions (27). However, some understanding of the effects of these campaigns may be gleaned from interventions targeted toward the media, although it is unclear how far these effects can be specifically attributed to protest-based methods (125). What is clear, is that there has been an overall reduction in the number of the news reports and social media posts which use psychiatric terminology out of context, and that this is more common for depression than schizophrenia (126, 127). However, it is questionable whether a reduction in content is a desired outcome, as public memories of news reports continue to prioritize images of violence and have not been associated with a reduction in desire for social distance (128). Indeed, it seems that protest-based methods may have reduced the overall amount of content about mental illness, rather than changed publics beliefs or behaviors.




HOW THE PUBLIC MAKE SENSE OF MENTAL HEALTH AND ILLNESS

It may be important for public health professionals to reconsider how KABP paradigm responds to the ways the public make sense of mental health and illness. Whilst, linear and individualistic models of behavior change are appealing for their simplicity, and the clear policy responses they suggest, once context is taken into account, they often fail to appreciate how health-related behaviors are embedded in the flow of everyday social practices (129, 130). These are typically conducted without self-conscious reflection, and instead rely upon practical or tacit knowledge, that which is often treated as “common-sense” (2, 129).

As previously discussed, public stigma describes “the contextual climate of prejudice and discrimination” [(45), p. 94]. Examinations of this contextual climate have consistently found group-based practices that Other individuals with experiences of mental ill-health. Broadly, Kalampalikis and Haas (131) define the Other as a belief that guarantees, orchestrates, or institutes difference, something that may often involve descriptions of being uncommon, non-familiar, strange and fundamentally “not-me.” Cross-culturally, this treatment ranges from its media portrayal to the beliefs expressed in professional and lay communities (76, 104, 122, 132–134).

Furthermore, it is important to note that this contextual climate is both structured and contested (3, 135, 136). Namely, there is limited consensus both over the “nature” of mental illness or how to challenge its stigmatization (95). Whilst the services-agenda has somewhat singularly focused on remediating the public's perceived lack of professional knowledge, those who advocate a rights-based agenda often emphasize the asymmetric power relations that connect stigmatizing attitudes and beliefs with discriminatory consequences (44, 51).

Appreciating the contested nature of mental health related stigma has profound implications for the continued utility of attitude-based research, a principal component of intervention design and evaluation (8). Specifically, this suggests that understandings of mental health and illness are a feature of public life, and that in times of contestation, individuals and groups are required to advance their particular forms of understanding (135, 136). This is in contrast to attitude-based theories, which often assume individuals to be agnostic toward their attitudes (137). Indeed, even when researchers have attempted to contextualize or structurally locate individual attitudes [e.g., (34, 138)], they often overlooked the power struggles involved in developing public consensus (129, 139). This is of serious concern, as doing so obscures the asymmetric power relationships involved in defining what is taken for granted (139). It is these notions which have been shown to allow the public to think, feel and behave toward someone they perceive to have a mental health problem (21, 122, 136).

This has led some researchers to argue that it may be more productive to consider what particular groups have at stake in maintaining their particular understandings of mental health and illness (8, 51, 140). Indeed, it may be useful to consider individual attitudes as a motivated form of cognition, whose expression provides insight into lay concepts of the social order (63, 141). However, the social order cannot be fully reduced to the explicit contents of individual attitudes. Rather, especially when close attention is paid to the contexts considered to be the “backbone” of mental health related stigma (78), common-sense thinking about mental health and illness are expressed through a wide constellation of contextually-defined affects, rituals, images, narratives, and gestures (122, 132, 142), whose meanings are often embodied in the process of everyday life (21, 122, 143).

These constellations of meaning should be considered motivated. Even during sustained interaction, the public are frequently found to represent mental health problems as existing in different spaces and times (36, 144, 145). This often involves describing someone with a mental health problem as distant, foreign, or “out-there” (21, 36, 146). Moreover, these metaphors reflect beliefs held about the spaces thought to locate mental illness, namely the psychiatric asylum, a space which prioritizes beliefs of violence, loss, and contamination (36, 134, 144, 145, 147). Similarly, examinations of public understanding recurrently find that the public place prohibitions against sharing intimate objects (e.g., door knobs, drinking cups, toilet seats), and that the violation of these prohibitions is found to elicit distance-promoting affects of fear and disgust (21, 79, 122).

Indeed, the close examination of these contexts calls into question the very utility of a KABP paradigm. Namely, in contrast to the key assumption that public knowledge is singular, once context is taken into account, the public are found to be polyphasic in their understandings of mental illness (148, 149). Cognitive polyphasia refers to the dynamic co-existence of multiple distinct modalities of knowledge rooted in the multiple relationships between individuals and their environments (136, 150). This is expressed in two ways. First, practices which Other mental illness involve often multiple beliefs. This ranges from beliefs of contagion and demonic possession to more “modern” biomedical forms of knowledge (21, 104, 122, 148, 149). Second, differentiated forms of understanding between types of mental illness do not necessarily disrupt the mental illness degenerated position in the social order (140). Namely, whilst schizophrenia is recurrently found to elicit more negative attitudes and beliefs than depression (78, 104), this is does not overcome the strength of mental illness's unified representation as Other (21, 140).

Drawing on their common-sense notions, individuals and groups intersubjectively sustain and challenge understandings of mental health and illness (136). From an intersubjective perspective, “not only must the other be physically present with its own body, but the other must also recognize the subject as an intentional and self-conscious self” [(151), p. 1]. Whilst the nature of this engagement is culturally defined (51), it always involves a transaction between the Self, the object of consideration (i.e., mental ill-health), and a social Other (e.g., family member, friend, mental health professional) (152). This is of key importance as, rather than mental illness being fully “unknown” or “incomprehensible” to the public, beliefs about mental health and illness constitute an important form of self-knowledge. For example, the public often refer to personal experiences when asked to explain their beliefs about mental health and illness (76, 104, 122). Furthermore, whilst the public often legitimize fears of contact by contrasting the perceived unfamiliarity of schizophrenia with the perceived familiarity of depression (19, 104), population-level surveys suggest that up to three-quarters of the public have at some point experienced psychotic-like experiences (153, 154). Indeed, rather than mental illness being fundamentally “unknown,” evidence suggests it may be in part the public's recognition of experiences of distress, that motivates them to sustain distancing affects, beliefs, and behaviors (21, 36, 64, 122, 140).



WHY MIGHT THE PUBLIC RESIST ANTI-STIGMA EFFORTS?

In line with service-based understandings of mental health-related stigma, over the last 20 years public health professionals have increased the public's biomedical explanations of mental illness. However, mental illness remains Othered; a practice which often involves prohibitions around close forms of contact (21, 78, 79, 122). In this section, we will elucidate the psychological mechanisms that may explain why these campaigns have had limited- and mixed effects.

To review, in contrast to the assumptions made in KABP paradigm, public understandings of mental health and illness are often not singular. Rather the public are found to maintain polyphasic understandings of mental health and illness, although these multiple forms of understanding are often expressed outside of conscious awareness. In particular, they often expressed through affectively-laden prohibitions on close forms of contact (21, 51, 122), the content of which expresses localized cultural beliefs about the social order (51, 141). Additionally, rather than these understandings being held in the “abstract,” they are both motivated and constitute an important form of self-understanding (4, 21, 36).

Examinations of public understanding find Othering to be an important mechanism in sustaining mental health related stigma. Specifically, at the level of representation, the public are found to dissociate themselves from groups they see as Other (23, 155). Indeed, the historical record suggests Othering may be an effective method for the public to distance themselves from threats seen as contagious, foreign or unknown (e.g., HIV/AIDS) (23, 25, 79, 156). For example, it is well-established that media representations of mental illness frequently prioritize representations of violence and despair (36, 134), a representation the public are found to respond to both through beliefs of psychological difference and distancing-maintaining behaviors (21, 51). Similarly, a more recent manifestation of Othering is the belief that the public would not know how to interact with someone with a mental health problem (157, 158), despite mental health and illness being very much an important form of self-knowledge (36).

The tenacity of Othering mental health problems may in part be explained by distancing-blame-stigma patterns, a common response to health-related threats (23, 155). Namely, to maintain beliefs of difference between “us” and “them,” the public are recurrently found to emphasize aspects considered to render the afflicted disproportionately susceptible to the perceived threat (23). One manifestation of this is the public's continued appetite for biogenetic and neurological explanations of mental illness over those that which encourage the public to see someone with experiences of distress as a whole person (3, 95). Whilst this is not to suggest that mental illness has no genetic and neurological basis, it is important to note these explanations can be highly effective at maintaining a perception that neither I, nor my in-group, will experience some form of psychological distress (36).

These inter-group practices are often valanced to include negative out-group attributions of responsibility and blame (23, 158, 159). Indeed, a common finding is that marginalized or derogated groups are imagined to be both uniquely susceptible to illness and responsible for their misfortune (23, 81), especially when the illness is considered to be caused by unknown or multiple causes (156). To note, whilst much of the literature on these distance-blame-stigma patterns has come from interventions to limit HIV/AIDS, a recent focus on intersectionality has highlighted that both HIV/AIDS and mental health related stigma at their core are about inequalities in the social order (81).

Whilst it was hoped that emphasizing the public's biomedical knowledge would displace the public's long held belief that individuals with experiences of mental illness are “bad” (4, 104), it seems that polyphasic forms of understanding have been sustained (136). Namely, by promoting a belief that the actions of individuals with a mental health problem are rooted in their genetics or neurology, and hence potentially considered beyond conscious awareness, existing concerns about unpredictability and dangerousness were sustained (90, 160). Furthermore, these perceived risks are likely to have been exacerbated, as increases in biogenetic and neurological explanations of mental illness are consistently correlated with a belief that mental illness is unrecoverable (17–19). Additionally, examinations suggest that rather than displacing the perceived Otherness of mental illness, biomedical explanations of mental illness are frequently drawn upon by the public to legitimize their relative fears of perceived groups of mental illness (e.g., Psychotic vs. Mood disorders) (21, 140). This practice maintains a unified representation of mental illness as Other (23, 140).

As noted, examinations reveal public understandings of mental illness to be motivated and involve aspects of self-knowledge. Specifically, to protect the Self from the perceived threat posed by mental illness, the public are found to engage strategies that maintain a representation of mental illness as “not-me.” This representation is arguably pacifying. Namely, it helps protect the Self from what is often feared: experiences of mental ill-health (21, 26, 36, 140, 161). Indeed, since antiquity, mental disturbances have been represented as having profoundly disruptive effects, both for those experiencing the illness and for those around them (161). Moreover, as the public often consider mental illness to involve disorders of perception, volition and morality, experiences of mental illness are considered to threaten the very experience of living (161). Indeed, one could consider Othering to be a highly functional, but unjustifiable, social practice, as it affords the public psychological protection (21, 26, 141).

As described, through the MHFA, practitioners have increasingly framed mental illness in terms of risk, both to the self and to others. Whilst, we are not arguing that in certain circumstances individuals with experiences of mental ill-health may need access to extra services and protections, using risk framings as a method to challenge public stigma is highly problematic (101). Specifically, a recurrent theme in the literature on health and stigma, is that collective practices which attribute risk to a particular group (i.e., individuals with mental illness) often is concomitant with discursive practices that Other the afflicted group (25, 162, 163). Indeed, groups which are constructed by the lay public as “at-risk,” are also often materially and symbolically believed to threaten the social order (25, 162). In addition, these constructions are often concomitant with discriminatory practices that unjustifiably remove marginalized groups from public life (79, 164). For example, in the British context, we can see this in the media discourse surrounding the 2002 Mental Health Bill. Whilst a wide number of interested organizations, ranging from the Royal College of Psychiatrists and the Law Society, to the Mental Health Alliance, all considered the bill to be overly focused on the notion of the perceived threat posed to the general public at the expense of service-user rights and freedom, reporting on the bill implicitly sustained a belief that the public need to restrict the movements of service-users before they can a pose a perceived threat (135).

Whilst a diametric opposition between the Self and Other is remarkably historically and cross-culturally consistent (23), the content involved is always particular to the context in which it is practiced (141, 165). For example, in the Chinese context, mental illness is considered as a form of social death considered to threaten the moral and material value of the family (51, 166). In contrast, in the western context, where a greater degree of value is placed on in individual choice and self-reliance, individual's with experiences of mental illness are often degenerated as lacking rationality and self-control (21, 26).

In addition, as these sense making processes are rooted in the everyday task of living, it is important to pay serious consideration to the structural influences which locate understandings of mental health and illness (136). For example, in the Indian context, it has been found that women living in low-income settings, who have an increased likelihood of experiencing gender-based violence, understood the psychological and behavioral experience of distress in terms of family relationships, social roles and poverty, themes also considered to cause mental illness or “madness” (76). However, despite their shared causes, mental illness remained Othered, with participants considering someone with experiences of “madness” to be qualitatively different, a representation achieved through beliefs of danger, difference and more extreme social consequences (76). Similarly, in the British context, where the likelihood of experiencing mental ill-health is structured by socio-economic status, groups who have increased levels of familiarity through personal experience, are also more likely to consider mental illness as unfamiliar (167), suggesting mental illness is distanced at the level of representation. In addition, those most in need of anti-stigma efforts are suggested to be even more likely to develop knowledge about mental illness through their interactions with services, and hence be less responsive to fully informational based campaigns (167).



FUTURE DIRECTIONS FOR RESEARCH

We have evidenced that interventions have relied on an insufficient conceptualization of mental health-related stigma. Specifically, whilst applications of the KABP paradigm have assumed mental health and illness to be “unknown” or “unfamiliar” to the public, at the level of representation, the public continue to engage in strategies which Other individuals with experiences of mental ill-health, even in groups with high MHL and high frequencies of contact (28, 78). Furthermore, we need to heed the unintended consequences campaigns have had in maintaining beliefs of difference between “us” vs. “them,” especially those with have exclusively focused on educating the public in biogenetic and neurochemical explanations of mental illness. In response, in this section we take inspiration from the broader behavior change literature, and suggest how practitioners might develop new interventions rooted in the multiple ways the public make sense of mental health and illness.

Whilst, practitioners working in the broader health promotion domain have recurrently reflected on the need to develop new interventions which appreciate the complexity of social life, the field continues to focus on individualized explanations of behavior change (168), often resulting in limited and mixed effects (129, 169). In response, some practitioners are starting to argue that it may be more productive to focus on the context and variability of health-related behaviors, rather than a focus on programmatic or unified theories of change (129, 169).

To do so, one method that is increasingly being explored is “interweaving” (170). This refers to approaches which select the particular context of intervention at the start of the research process (171). In some ways, this fits practitioner's current focus on targeting key groups groups. However, this goes further, as interweaving requires a full examination of the particular physical, cultural, economic, and political architectures which locate sense-making about mental health and illness before intervention (168, 170). Indeed, doing so responds to a key inadequacy of the KABP paradigm—that knowledge is only considered in its abstract form (4)—and instead promotes a contextualized understanding of mental health-related knowledges as embodied and functional (172).

In exploring the contexts of public understanding, we encourage practitioners to pay attention to three principles. First, they should locate individual behavior in the physical, social and organizational environments in which they take place (173). This is important, as both the content and process of Othering are culturally and structurally determined. Second, a broad array of stakeholders should be fully engaged throughout research process (3, 4, 171, 173). In particular, to ensure empowerment remains a key objective of anti-stigma campaigns (40, 173), the voices of those with lived experiences of distress should be centered throughout the research process (3, 51). Third, as causal explanations of change often require interdisciplinary research and engagement of both clincial and non-clinical researchers (30, 174, 175), consideration should be given to multiple theories of mental health related stigma (3). Consequently, an iterative approach to intervention design and evaluation should be taken (30). This will likely require a triangulation of qualitative and quantitative methodologies, which may be conducted sequentially or in-parallel (176).

By paying closer attention to context, hopefully insight will be provided into the limited and mixed-effects contact-based interventions have had (9, 11, 116). Indeed, a focus on how individuals and groups develop representations in and through contact, arguably turns our conceptualization of contact-based interventions on its head. Rather than assuming experiences of mental ill-health to be “unknown” or “unfamiliar” to the public, a focus on process exposes the socio-environmental causes which determine whether mental health and illness is perceived to be a feature of everyday life (108). That is, by centring context in the analysis, researchers can consider how groups even in close physical context maintain a representation of mental illness as “foreign,” “different,” and fundamentally “not-me” (131). In selecting these contexts, practitioners should pay particular attention to those which involve intimate relationships, differentials in power and perceived vulnerable groups, as it is these forms of contact which are found to be central to mental health related stigma (78).

In addition, as Othering is achieved in part at the level of representation, researchers should not reduce the research field to a wholly material understanding of space. Rather, in line with recent examinations of “more-than-human” spaces (177), researchers should consider the idiographic aspects of representation, and examine how groups may implicitly draw on spatialized representations (e.g., the asylum as foreign) to maintain personal positive forms of social identity and degenerate those with experiences of mental ill-health (144). Furthermore, there is a serious need to closely examine what is taken-for-granted in these spaces, as this form of knowledge provides important insight into the discursive and material practices which sustain a representation of mental illness as Other (143). For example, individuals with mental illness have been found to be represented in strange and chaotic spaces and are less likely to be portrayed in everyday situations (132). To do so, it may be productive for researchers to relegate professionalized models of mental health related stigma, and instead take a subjugated position toward their participants, as this often allows them to express multiple forms of knowledge, which may or may not fit within professionalized paradigms (133), and is a technique which has been productively used to examine the knowledges practiced by both service-users and mental health professionals (133, 178).

Moving forward, practitioners may find it useful to also consider interventions conducted outside of the health-related stigma domain. In particular, as mental health related stigma is sustained through ritualized prohibitions on close shared forms of contact, often practiced outside of conscious awareness, it may useful for learn from practitioners who intervened in the physical environment to limit collective practices in Othering. For example, Joffe et al. (179) designed a “Fix-it” intervention to increase the publics earthquake and home fire preparedness. Although there had been a number of national campaigns (e.g., American Red Cross Home Fire Preparedness Campaign) focused on increasing awareness of potential hazards, there was limited evidence for sustained behavioral change (179), and common cross-cultural practices in Othering were sustained (180). To respond to this, researchers developed a program in which participants took part in two 3-h interactive face-to-face workshops focused on securing items in the household. Rather than increasing the publics knowledge about the causes and effects of natural hazards, the fix-it intervention focused on practical changes that could be made to the physical environment. An aspect of which involved taking photographs of secured objects in their own home. Furthermore, as Othering is both collective and individual, participants were invited to share their learning on a fix-it Facebook group page designed and manged by one the researchers.

A cross-cultural evaluation of the intervention highlights the need to consider routinised individual behaviors within the wider social environment (181). Specifically, collective efficacy—the perception of one's community's ability to prepare for a hazard—had a greater on individual preparedness in Turkey relative the USA, where a greater emphasis is placed impact upon individual efficacy (181). In addition, highlighting the need to contextualize individual behavior in the socio-political environment, they suggest robust legislation sets important social norms for behavior and locating individual notions of responsibility (181).

It is our intention that this inspires practitioners to action and for them to develop new interventions rooted in the multiple ways the public make sense of mental health and illness. Whilst Othering as a motivated and collective practice is very much in evidence, reflecting the near exclusive use of a KABP paradigm, the main criticism we can make of the evidence we have presented, is that we have drawn on broadly descriptive literature, rather than one developed directly thorough anti-stigma interventions. Indeed, there is both a serious lack of interventions which have explicitly been designed to target these distance-blame-stigma practices and the necessary measures needed to evaluate them.



CONCLUSION

Given the significant literature associating biomedical explanations of mental illness with public desires for social distance, there is serious reason to contend that education-based interventions, especially those which have exclusively focused on biomedical explanations of mental illness, have sustained public practices which Other and distance those with experiences of mental illness. Additionally, whilst research shows notions of contact are central to mental health related stigma, we lack causal evidence for contact-based interventions. Indeed, it is especially questionable whether mental illness can be considered “unknown” or “unfamiliar” to those most in need of anti-stigma efforts.

It is for these reasons that we contend there is a serious need for new interventions to be developed rooted in the ways the public make sense of mental health and illness. To some extent, public health campaigns are moving in this direction through the establishment of the Global Anti-Stigma Alliance (GASA) (182), a group of 20 members who conduct national anti-stigma campaigns in Western Europe, North America, and Australasia (e.g., SANE Australia, Time to Change England, & Opening Minds Canada). For example, GASA outlines that anti-stigma campaigns should focus on empowering those with lived experiences of mental health problems to design and lead grassroots social movements (182). Furthermore, they argue anti-stigma programs should focus on promoting the dignity and rights of those who have experienced stigma and discrimination (182). However, it is important to remember that these programmes do not fully operate independently to those pursuing a services agenda (183).

In summary, this review evidences the need for a paradigmatic shift away from a KABP paradigm to a contextualized understanding of the processes which sustain mental health related stigma. It is our hope, that by examining if, how and why, even in close forms of contact, the public sustain practices which represent individuals with experiences of mental illness as Other, that in 20 years' time we can consider antistigma efforts in terms of success rather than failure.
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