An evaluative contribution that critically considers interventions to reduce the negativity/stigma surrounding mood disorders
[bookmark: _Hlk32856583][bookmark: _GoBack]Negative social attitudes towards individuals with a mental illness is to be one of the single greatest barriers when it comes to the development of successful mental health programs (Arboleda-Florez & Stuart, 2012). Stigma is observed as a method of exclusion that often leads individuals to criticise or judge a person. This can often result in individuals becoming withdrawn from society and have little interaction with the community or be involved in group activities, (Mason & Scior, 2013) To try and reduce the global issues that surround stigma there have been a number of different types of interventions to try and minimise stigma. Bipolar is a type of mood disorder that is characterised by a number of different types of moods, whether this being manic episodes, depressive episodes, these types of moods are normally accompanied by hallucinations and delusion. (Goodwin & Jamison, 2007)
 Couture and Penn (2003) found in their study that when individuals were educated with facts about mental health such as Bipolar disorder, this reduced the negative attitudes of individuals. However, their study also showed that the education given did not reduce their behaviours. Devine, (1995) stated that individuals who stigmatized towards individuals with a mental illness such as Bipolar do so because of their belief system and the influences of others. Pescosolido et al (2010) also backed up the claims made by Couture and Penn (2003) For example, for a number of years, an anti-stigma project was implemented to high-income countries highlighting and promoting the neurobiological causes of a mental health illness like any other illness within high income areas. The general public was educated through marketing approaches, which provided  in depth of information on the symptoms, how the brain functions, and medical interventions that could help. However, in their study, education had very little effect on individuals’ views, and in some cases, it had heightened the stigmatization. Therefore, it can be said that education alone is not sufficient enough to change people’s beliefs or behaviour (Pescosolido et al. 2010). From these findings it was also suggested that individuals from low- and middle-income areas, where learning is commonly poor by using terminology based on biological and expert explanations, this could have been misunderstood or not made itself clear when it came to trying to reduce stigma. Sartorius & Schulze, (2005) found in both high in-come countries and those from low-income countries, individuals react to mental health in a judgmental way due to the lack of understanding, and the stereotypical beliefs. There have been raised concerns at the way mental health have been approached, this is mainly due to the cultural context. Michalak et al, (2014) conducted a study that looks at another way to try and educate people was a theatrical performance. The aim of this study was to deliver an education program through a drama performance as a contact-based intervention to try and reduce stigma towards individuals with Bipolar disorder. An individual who was living with Bipolar developed a performance to an audience, based on the stigmatization received and the attitudes of others. A total of 197 participants watched the performance, just over half were healthcare professional. Participants were mainly female (72%) with the average age of 40.A longitudinal and sequential mixed method were used to investigate the impact of the drama performance as a contact intervention. A self-reporting method used to measure the effects it consisted of 28 items with several sub-scales. (Day et al. 2007 This was carried out pre and post intervention. After the intervention attitudes decreased giving a significant difference, however after 3 months a follow up was done and reports showed that the attitudes were the same as before the intervention. As suggested previously although education works, it only do for a short period of time, therefore education alone is not effective enough as a single intervention to reduce stigma.
[bookmark: _Hlk32861924]However, Alexander & Link, (2003) Tried a different approach by suggesting that an intervention that looks at contact or direct interaction is a way forward to minimise stigma.  Unlike education, which only looks at changing the attitudes of individuals and not the behaviours they present. Contact or direct contact has the ability to change both. Ingamells, et al, (1996) suggested that the more interaction an individual has with a group who stigmatizes against individuals with a mental health illness like Bipolar, the less stigmatizing attitude they would eventually receive. It was shown in their research the more someone had contact with an individual with Bipolar the less they felt threatened and they became more sociable. Their research also showed that even with little direct contact individuals became less critical about individuals with Bipolar. Corrigan et, al, (2001) suggested that when an individual interacts with an individual with Bipolar this changes the intellectual structures and organisation from an idea perception of us and them.
However, Hederson & Thornicroft, (2013) found in their study that there is benefits to promoting awareness and educating people about mental health such as Bipolar Disorder. A UK intervention program, the time to change is a campaign that focuses on changing the way people think and respond to people with mental health illnesses by providing knowledge and evidence-based research on a number of illnesses such as Bipolar disorder. Data was collected from over a four-year period looking at youth aged between 12 and 25. They looked at the attitudes of the general public by using a number of different scales one being the Community Attitudes towards the Mentally Ill Scale. In totalling, The Discrimination and Stigma Scale was used for individuals with a mental health illness, to assess any stigmatization received when they used a mental health program. (Hederson & Thornicroft, 2013). There were similar findings like Pescosolido et al (2010) and Couture and Penn (2003) research, little reduction in attitudes and behaviours towards individuals with Bipolar however, there was a large improvement in employability. There was a slight improvement in attitudes amongst medical students however, this was short lived as Smith, (2013) suggested that on going programs are still needed. Another intervention program that looks at reducing stigma about mental health illnesses such as Bipolar disorder is the New Zealand’s Like Minds Like Mine anti-stigma program. The aim of this program is to help connect individuals with a mental health illness with the community. (Thornicroft et al. 2014). Research was carried out over a five-year period. An assessment was carried out to see whether individuals had received any type of stigmatization against them when attending mental health services. An adapted type of the discrimination and stigma scale from the UK which was used by researchers of the time to change program. Their research found that over 58% of discrimination and stigma came from the individual’s family or friends. Over 16% of Individuals reported they had received some sort of discrimination from health care professionals. However, there was over half of participants that reported that there was an improvement in attitudes and discrimination against them. As suggested by Alexander & Link, (2003) a contact intervention program has a much better effect on reducing stigma. Another intervention that was looked at was Canada’s Opening Minds anti-stigma program, this was created for individuals to have contact with individuals from their community to provide knowledge and educate individuals about mental health illnesses. This program was particularly targeted towards healthcare professionals, youths, journalists, (Stuart et al. 2012). The program is a contact-based intervention, where individuals such as Bipolar disorder delivered their knowledge and experiences with others, this is centred around their recovery and to help promote transformational learning. There were a number of different scales used to measure the effectiveness of the intervention, one being the opening minds scale. A project that monitored the media coverage and its context was analysed. Results showed very positive outcomes, there was an overall reduction in attitude and an improvement in engagement (Stuart et al. 2014). This study backed up the claims made by Alexander & Link, (2003) when they suggested that contact is a more effective method of intervention. Although this intervention had promising results, data collected was limited, an ethnic majority was excluded from the study, and only young adults were looked at, therefore, this study was very limited in its effects across the board.
From the studies above it can be suggested that although there have been a number of attempts to try and reduce stigma towards individuals with Bipolar Disorder through intervention, there is much needed investment to enable programs to succeed. Whether this being through a financial contribution, or through delivering these interventions into more countries so they can be worldwide.  Although there were promising results from a number of the studies, it can be said that contact and direct connect is a more successful intervention. Reduction rates in stigma were minimised and the effects on others were promising. Contact and direct contact also allowed the individual with the mental health condition a more positive relationship with the community, and enabled them to live a much better quality of life.
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