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The stigma surrounding mood disorders is a complex phenomenon that impacts both individuals who themselves experience mental health issues as well as those around them such as family, friends and caregivers (Corrigan & O’Shaughnessy, 2007). The definition of a mood disorder is a serious mood change that prevents normal life activities (Zavaschi et al, 2006). Johnstone (2001) reported that the mentally ill are among the most vulnerable, marginalised, stigmatised, disadvantaged and discriminated against people in modern society. Stigma has many negative impacts for people with mood disorders including discrimination and exclusion, stigma also limits an individual’s ability to secure jobs and housing, limits socialisation, disrupts family relationships and damages their self-esteem (World health Organisation, 2013). It is clear due to the negative impacts that interventions must be developed to counter mental health stigma. One such method for removing stigma is by using protest.
Protest is a method which attempts to mitigate the effects of inaccurate or hostile representations of people with mental illness or mental illness itself using one of two messages (Corrigan & O’Shaughnessy, 2007). One message is directed towards the media stating that they should stop reporting inaccurate representations of individuals with mental health issues. The second message is directed toward the public which demands that they stop believing negative and damaging stereotypes about mental illness. To enforce these changes the method uses two incentives: economic, by boycotting media which is not representative; and moral, by shaming individuals who hold negative attitudes about mental illness. Research by Corrigan et al (2001) seemed to show that protest has no significant effect on participants. Macrae, Bodenhausen, Milne & Jetten’s (1994) research shows that rather than reducing stigma and demanding that people stop thinking in these ways, it seems to have the opposite effect. The study indicates that when someone is instructed to dismiss a stereotype from their mind it, instead, is temporarily repressed and then resurfaces stronger than before. If this is the case then protest interventions may not reduce stigma at all but in fact strengthen it; this would make it an ineffective intervention to reduce the impact of stigma on individuals with mood disorders.
Though the above may be the case for individuals and their biases toward mood disorders a protest intervention may not be ineffective when trying to combat inaccurate or negative representations in the media. Srivastava et al (2018) reported that there is no longer debate about the significance of the impact that media has on the thinking, emotions and behaviour of the general population and showed how the media could increase negative attitudes and prejudices surrounding mental illness. Rusch et al (2005) showed that protest can be an effective tool for stopping media from disseminating material which is damaging or portrays mental health inaccurately. Therefore, it can be concluded that protest may be unable to reduce stigma in an individual directly, but by removing the most damaging influences from the media it can reduce the impact of stigma on an individual with a mood disorder. 
Research has shown some promising results for the use of education as an intervention (Holmes et al, 1999; Papish et al, 2013). Holmes et al (1999) showed that those who participated in an education program about mental illnesses and mood disorders had a significant improvement in their attitudes and opinions about people with mood disorders. Papish et al (2013) more recently conducted a study in which they reported similar findings to Holme et al showing that their participants level of education seemed to reduce the stigmatizing attitudes recorded. These studies seem to show that individuals who know more about mental illness and its effects on people are less likely to hold discriminatory or stigmatising attitudes about mental illness. Contrary to this evidence Corrigan et al (2001) and Corrigan et al (2002) seem to show that the benefits of education are limited. The studies showed that providing someone with more information about mental illness did not necessarily change negative attitudes and that any changes to attitude were limited in magnitude and in duration. Casting further doubt on an education interventions ability to combat stigma, Holmes et al (1999) showed that any changes to attitude of an individual seemed to be correlated with the knowledge of the individual before entering the education program. Devine (1995) suggests that the benefits of an education-based stigma intervention would only change the attitude of those who already agree with the overall message.
On the other hand, it is possible that the studies which reported that knowledge is correlated with less negative attitudes about mental health were in fact measuring familiarity instead. This would suggest that the level of knowledge or facts someone knows about mood disorders does not impact their attitude, but the amount of contact that the individual has with people dealing with mood disorders does. Holmes et al (1999); Link and Cullen (1986); Penn et al (1994,1999) suggest there is a body of evidence to support the idea that there is an inverse correlation between the familiarity an individual has with people who have to deal with mental health issues and prejudicial attitudes about mental illness. This means that if someone is familiar with a lot of people who have mental health issues they are less likely to be prejudiced about mental health.
Holmes et al’s (1999) study showed that individuals who had contact with people with mental illness in the past seemed to respond more to an education program designed to increase their knowledge concerning the subject. This suggests that contact may be a deciding factor in how new information concerning mood disorder may impact attitudes and behaviour.  Link and Cullen’s (1986) research supports this concept, finding that there was a statistically significant inverse correlation between contact with people with mental health issues and the perception that they were dangerous. This finding remained true regardless of age, level of education and gender. Reinforcing this concept Penn et al (1994) showed again that individuals who had more contact with people with mental illness showed fewer negative attitudes and chose to maintain less of a social difference between themselves and someone with mental health issues. Further supporting contact as an intervention Penn et al (1999) showed that individuals who had interacted with people with mental illness previously, perceived people with mental illness as less dangerous.  However, this does not mean that a contact intervention is without flaws.
A contact intervention may not be as effective combatting self-stigma as it is combating other kinds of stigma. This is because an individual who has a mood disorder is already familiar with the realities of living with a mood disorder. However, contact may help the self-stigma of those who have only recently been diagnosed, or if the individual who is acting as the contact is further along in their treatment as this could provide an example of someone living with their condition successfully. One limitation of the use of contact as an intervention is that there is a possibility that the individual who is serving as the contact may confirm previously held negative stereotypes. If for example someone perceives their contact as dangerous this may reinforce a belief that people with mental illness are dangerous. Another limitation of a contact intervention is that it requires for someone with a mood disorder to discuss it publicly. This may have negative impacts on that individual as they would be exposing themselves to criticism and stigma; this is particularly important if contact is to be used as an intervention for those who are particularly biased or negative in their views and attitudes toward mental health issues and mood disorders (Link and Cullen, 1986).
On the other hand, individuals acting as the contact may benefit from interacting with people and disclosing their mood disorder. Corrigan and O’Shaughnessy (2007) report that though disclosure carries certain risks, public anger, rejection and stigma, there are also benefits such as a significant release, a sense of personal empowerment and, therefore, an increase in self-esteem.
In conclusion it seems that all three of the previously discussed interventions may have a part to play in order to reduce the stigma surrounding mood disorders. The evidence suggests that protest interventions should be used to reduce damaging portrayals of mental health in the media, education used to inform where possible and inform early. Lastly, contact interventions should be used to combat stereotypes and dispel myths surrounding mood disorders on an individual level.
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