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ABSTRACT

Society’s mental health stigma is the most common reason why people refuse to open up about their mental health problems. As a result, fifty percent of the world’s population affected by mental health problem did not seek for any treatment. As the numbers are increasing drastically, the world’s population affected by the health problem has reached to five percent. Understanding the importance of enlightening the society about mental health stigma, campaigns have been initiated by many organizations worldwide to spread the awareness. However, while the treatment, and the information regarding mental health have improved over the past decades, there are a still a large number of people who did not seek for treatment due to stigma. To curb this, the World Health Organization has declared to combat the stigma in their Mental Health Plan 2013-2019. This paper will discuss on how stigma prevents people’s decision to seek treatments on their mental health problem. It will then deliberate on the effectiveness of existing social marketing initiatives in promoting mental health as well as the issues and challenges in delivering the message to the society. 

BREAKING SOCIETY’S MENTAL HEALTH STIGMA THROUGH SOCIAL MARKETING: 
A CONCEPTUAL OVERVIEW

Introduction

Through the Mental Health Action Plan 2013-2020, the World Health Organization aims to raise awareness about mental health problem (WHO,2015). Thus, creating an enlightened and open-minded society that aspires positive mental health and well-being. However, despite many campaigns and initiatives done, mental health problem is still increasing (WHO, 2015). Evidences demonstrated that mental health stigma is associated with unfavourable attitudes toward treatment providers and discourages those with mental health problems from seeking treatments (Sickel, Seacat, & Nabors, 2016). Thus, this paper will discuss about society’s mental health stigma and the stigma that prevents people from seeking their mental health treatment. It will then deliberate on the effectiveness of existing social marketing initiatives in promoting mental health for good health and well-being. 

Background

It is reported that 5% of the world population is having some sort of mental health problem and 50% of the population affected by it did not seek for treatment (WHO, 2015). It seems like there is a pulling factor discouraging them from doing so. Adding to this, the organization cited if it is not treated, 350 million people will be affected by 2030. What seems to be the cause especially while there are many campaigns and programmes have been done to spread the awareness? A report by WHO (2005) showed a strong stigma associated with a mental health problem is reported to be among the threats of mental health policy development. 

Understanding this, many initiatives are done to curb this global issue. In May 2012, the Sixty-fifth World Health Assembly adopted resolution WHA65.4 on the global burden of mental disorders and the need for a comprehensive, coordinated response from health and social sectors at the country level. It requested the Director-General, among other things, to develop a comprehensive mental health action plan, in consultation with the Member States, covering services, policies, legislation, plans, strategies and programmes. In Mental Health Action Plan 2013-2020, WHO recommends to Member States in the Mental Health Action Plan to lead and coordinate a multisectoral strategy that combines universal and targeted interventions for: promoting mental health and preventing mental disorders; reducing stigmatization, discrimination and human rights violations; and which is responsive to specific vulnerable groups across the lifespan and integrated within the national mental health and health promotion strategies. 

Mental Health and Stigma

Mental health and stigma have had a very long history together with many unsettled issues. According to Hinshaw (2007) “throughout history, societies have tended to banish people with mental health problems from the mainstream, leaving them on the utter margins of society” (p. xii). Hinshaw cites numerous historical examples of mental health stigma and resultant persecution. Human skulls thousands of years old show evidence of circular holes presumably created to release the evil spirits within the head (Maher & Maher, 1985; Zilboorg, 1941). During the Middle Ages, the Catholic Church persecuted and executed some mentally ill individuals as witches (Mora, 1992; Zilboorg, 1941). In Nazi Germany, Hitler’s policies for racial purity targeted the mentally ill, as well as Jews, gipsies, homosexuals, and the mentally retarded (Kelves, 1985). And prior to Hitler, European and American eugenics scientists considered compulsory sterilisation for the mentally ill (Kelves, 1985).

Mental health problem is often attributed to gods and demons by the early Greeks and Hebrews (Falk, 2001; Hinshaw, 2007). Americans and Europeans during the 17th and 18th centuries believed that mental health problem was caused by devil worshippers that made a pact with the devil himself and it is done by witches and those who practice witchcraft (Falk, 2001; Hinshaw, 2007; Russell, 1989). A century later when after the persecution of witches died out, the westerners in 18th and 19th turned to a belief that mental health problem as a punishment for wrongdoing from God (Dain, 1992; Falk, 2001). According to Jamison (2006), it is a belief that still endured by the Americans in 21st-century. Falk (2001) also added that mental health was attributed to the spleen during the mid-18th through the 19th centuries (Falk, 2001).

The word stigma was introduced into Western vocabulary later, nearly four hundred years ago. According to Bennett (2011), stigma historically means a literal mark such as a bum, cut, or tattoo into the skin of a slave, criminal, or other designated individual. The word stigma was first defined as a figurative mark of shame or disgrace in 1619. A Latin plural form of stigma which is a religious term, stigmata, was first recorded in 1632 to designate wounds resembling those Christ incurred in crucifixion. It was during this time, before modern medicine; the symptoms of mental health were attributed to a multitude of spiritual and physical causes. For centuries families of the people affected by mental health problem often seek help and treatments from shamans or religious healers to cure their loved ones most often have been subject to many numbers of unsuccessful attempts to alleviate their apparent suffering. What started as a mild symptom could later become a severe mental health problem. These treatments have also carried their stigma, which has contributed to worsening the situation adding much more negative reputation towards people affected by a mental health problem. 

Social Theorist Michel Foucault in his controversial book Madness in Civilization (1961), stated that the way we treat people with mental health problem today is so much of inhumane than we ever did in the past and Renaissance were far better for them. During the Renaissance era, the people affected by mental health problem were thought to be different rather than crazy. They were thought to be possessed with some kind of wisdom because they demonstrated the limit of reason. They were revered in many circles and were allowed to wonder freely. However, Foucault’s historical research had shown him that in the mid-17th century, a new attitude was born that relentlessly medicalised and institutionalised the people affected with a mental health problem. No longer were they allowed to live with the ordinary people, they were taken away from their families and locked up in asylums. They were denied their rights and kept from their families and labelled just because they are ‘different’. Foucault continues that this is the exact attitude that he would like to demolish. Labelling people just because they are different should not come primarily from the health institution. It has made them shy away, shun themselves from the public, thus, coming forward for treatments.

Sociologist Erving Goffman first used the term stigma to describe the negative experiences of the people affected by mental health problem in his book titled “Stigma: Notes on the Management of Spoiled Identity” (1963). He stated that psychiatrists, sociologists, and psychologists for centuries have pondered in on the topic of mental health stigma. He prompted widespread research and speculation into the nature of mental health and stigma. The book also exposes a variety of attitudes towards the nature of mental health stigma, starting from the absence of stigma altogether to the powerful negative impact of mental health stigma toward the people who are affected by a mental health problem.

Corrigan (2004) explained that although the treatment, awareness and the information regarding mental health have improved over the past decades, there are a still a large number of people who did not seek for treatment although they had the chance to so. He added, the reason why people did not seek for treatments is commonly because of mental health stigma. Societal bias and prejudice are at the root of a delay in mental health help-seeking behaviours; most people do not want their mental health diagnoses to become known to others (Maestas et al., 2008). 

Mental health problem has always been a significant aspect of the human experience because of negative stigma and negative socio-cultural influences in society. Political, medical, and social historians document stigma and stigma-related disparities as problematic for people living with mental health problem (Hatzenbuehler et al., 2013). Studies have shown that not only individuals in good mental health delay in seeking medical treatment; those who are living with a mental health problem exhibit similar behaviours too (Baxter & Allmark, 2013).  

Types of Mental Health Stigma

According to Corrigan (2004), mental health stigma is multi-dimensional, and dimensions are characterized according to the locus of the negative attitude. In other words, individuals perceive attitudes held by members of peer groups and the general public toward mental health treatment, as well as internalize these attitudes (i.e., incorporate negative stereotypes about mental health treatment seeking into their self-concept). As such, stigmatized attitudes toward mental health treatment are commonly conceptualized via self-stigma and public stigma, which differ in the extent to which they are self and other-directed.
Although mental health stigma can be examined through various contexts, there is consistency regarding the dimensions and types of mental health stigma that emerge throughout extant research. Mental health stigma consists of multiple dimensions (Mendoza et al., 2015) that differ based upon the type of stigma (Talley & Littlefield, 2014). For the purpose of this study, emergent themes from these narratives (a) self-stigma; (b) family-stigma; (c) work-place-stigma; (d) public stigma - dehumanization, infantilization, and lowered expectations (Angell et al., 2005), has been chosen as types of mental health stigma.

a) Self-Stigma

Mental health stigma differs based upon dimensions of self and others. According to  Sickel, Seacat and Nabors (2014), the extent to which one assumes stigma regarding intentions to seek treatment for a mental health problem differs conceptually from the extent to which one perceives the stigmatized attitudes others hold toward those who seek treatment for a mental health problemAs such, mental health stigma regarding treatment-seeking behaviours can be delineated into two dimensions: public stigma and self-stigma (Corrigan, 2004; Corrigan & Watson, 2002). Although public and self-stigma are related, they are considered distinct theoretical constructs (Corrigan, 2004).

Self-stigma denotes one’s recognition of the negative stereotypes associated with mental health and mental health treatment and the internalization of such stereotypes into one’s self-concept (Sheehan, Nieweglowski, & Corrigan, 2017). Self-stigma is associated with increases in shame, guilt, and secrecy and decreases in self-esteem, self-efficacy, and the likelihood of one disclosing information regarding a mental health concern (Corrigan, 2004; Rusch, Angermeyer, & Corrigan, 2005; Rusch et al., 2006; Vogel et al., 2006). Moreover, self-stigma delays initial decisions to seek information regarding mental health counselling (Lannin et al., 2016), decreases the likelihood of one engaging in therapy, predicts negative attitudes toward seeking psychological help from psychological services (Vogel, Wade, & Haake, 2006), is usually stable over time (Lysaker, et al., 2014).
b) Public Stigma

Contrary to self-stigma, public stigma stems from one’s perception of mental health stigma circulating among the general public and reflects attitudes broadly promulgated regarding mental health issues and mental health treatment seeking (Link & Phelan, 2001). Public stigma refers to a set of negative beliefs and attitudes regarding mental health that delineate us (non-stigmatized others) from them (stigmatized others); (Rusch, Angermeyer, & Corrigan, 2005) and motivate people to avoid, discriminate, and fear those who are affected with mental health problem (Corrigan & Penn, 1999). Public stigma denotes the extent to which one perceives the stigmatized attitudes others hold toward those with a mental health issue and the extent to which they are considered socially unacceptable for seeking treatment for a mental health concern (Corrigan, 2004). Thus, public stigma is predicated on the notion that one’s fear of being stigmatized is strongest based upon reactions from others (Vogel, Wade, & Ascheman, 2009).

There are two critical factors to consider regarding self and public stigma. First, both self and public stigma are linked to treatment seeking intentions and behaviours (e.g., Pattyn et al., 2014; Sickel, Seacat, & Nabors, 2016). Second, a growing body of evidence suggests that the link between self and public stigma and treatment seeking is contingent upon salient sociocultural norms regarding mental health and appropriate types of mental health care (Stewart, Jameson, & Curtin, 2015). Given stigma is dependent upon social consensus and normative expectations within one’s social environment, it is possible that stigmatized attitudes toward mental health issue play an integral role in shaping assumptions about the importance of mental health treatment and attitudes towards specific treatment and support providers. Therefore, it is important to examine how self-stigma and perceived public stigma relate to the perceived importance of informal support and formal treatment providers.

c) Family Stigma

Recent evidence indicates that individual family members learn about the mental health problem within the family. Findings suggest that stories shared within the family help individual family members make sense of mental health problems and will help other members of the family to understand mental health better (Flood-Grady & Koenig Kellas, 2016). Other evidence indicates that individuals who have family members who are affected by mental health problem can experience shunning resulting from their close relationship with the stigmatized other (Liegghio, 2016). Moreover, findings from Jorm et al. (2008) revealed a positive association between parent and adolescent views about mental health problem, which suggests that the way in which one views mental health is, in part, dependent upon the beliefs and attitudes about mental health modelled within the family. Similarly, recent evidence has linked family processes with preventative strategies for mental health treatment seeking (Martinez & Hinshaw, 2016).  

Studies suggest that openness within the family regarding mental health could influence preventative strategies for mental health and mental health treatment seeking (Martinez & Hinshaw, 2016). Likewise, evidence demonstrates that communicative processes such as family-expressed emotion are related to disorder eating attitudes (Arroyo & Segrin, 2013), which suggests that family processes related to mental health attitudes emerge as valence-laden messages. There is evidence to suggest that concealing a family member’s mental health issue from others outside the family likely precipitates the development of self-stigma. For instance, findings demonstrate that one prominent factor that predicts the likelihood of adolescent children internalizing the negative stereotypes associated with mental health is their perception of the extent to which their parents attempt to conceal their mental health problem (Moses, 2010). This suggests that the way family members communicate about mental health within the family influences whether or not individual family members will engage in self-stigmatization. Similarly, recent findings indicate that siblings of individuals who suffer from mental health issues commonly perceive mental health as highly stigmatized and experience vicarious stigma as a result of their relationship with their sibling (Liegghio, 2016). Thus, how families talk about mental health issues and mental health likely influence how individual family members perceive public stigma regarding mental health. 

Data from White, Liu, Nair, and Tein (2015) demonstrate that how parents perceive environmental stressors predict adolescent adjustment behaviours. Specifically, parenting behaviours characterized by warmth or harshness mediate the association between perceived environmental stress and adolescent externalizing and internalizing symptoms (e.g., anxiety, mood, and attention deficit hyperactivity disorder symptoms). These findings suggest that the way parents express effect and support may function to buffer external stressors.

Individuals who possess a stigmatized trait (e.g., a devalued attribute or mark that deviates from what is considered normal within a group and, when recognized by group members, leads to the discreditation and categorization of the individual who possesses it; Goffman, 1963) are often motivated to conceal their stigmatized identity; however, hiding a socially stigmatized identity decreases feelings of belonging within groups (Newheiser & Barreto, 2014). This is concerning the interventions aimed at reducing self-stigma focus on close peer support groups (Rusch & Xu, 2017) and that family interactions serve an integral role in shaping the health behaviours of individual family members (Baiocchi-Wagner, 2015). It could be that the extent to which mental health is perceived as stigmatized within the family directly and plays a role in influencing individuals affected by mental health problem to seek for treatments.

d) Work-Place Stigma

The fear of mental health stigma in the workplace is stronger than the fear of economic hardships related to losing jobs.  Disability in the workplace, particularly mental health disability, was once a compartmental and quietly deliberated discussion among business leaders and their managers (Ward, Moon, & Baker, 2012).  A disturbing trend of national workforce apprehension has occurred; policies implemented to measure job performance have become efforts to eliminate employees suspected of mental health care deficits.  

Employers have experienced the economic impact of individuals living with mental health problem who do not seek mental health care services.  The result has been a significant increase in health insurance, and peer-work responsibilities.  Losses in productivity in undiagnosed mental health problems were dollars spent in absenteeism, errors in judgment, and impaired workplace performances related to mental health problem stigma.  Employers feared that impaired employees did not have the ability to meet excessive workload volumes, endure the pressures of multiple deadlines, and hold up under long term, stressful demands (Hilton et al., 2010; Kaye, 2009).  They also worried that work pressures could force challenges to replace employees into mental and emotional shutdown.  Additionally, employers were aware that many employees could not be bought, tricked, or persuaded to self-report the presence of having a mental health problem because they had not come to an acceptance of their condition (Lerner & Henke, 2008; Schur et al., 2009). 

Employees living with mental health problem who are efficient on the job relinquish assumptions of functional incompetence.  Most employees living with mental health problem have the knowledge and ability to compete and survive in the workplace.  However, the multifaceted complexities of mental health problem and mental health problem stigma in the workplace have made employees feel overwhelmed, and peers and employers feel insecure (Marini & Stebnicki, 2012; Schur et al., 2009; Ward et al., 2012).

A Threat to Good Health and Well-being

Mental health and stigma are inseparable. Not only it creates a seedy reputation to mental health and the people affected by it, it also prevents people with early symptoms from seeking treatments. According to Clement et al., (2014) by labelling, negative attributions, increasing distance, status loss, and lack of controllability towards people with mental health stigma echo negative attitudes and behaviours applied to them. These attitudes and behaviours manifest via social reactions towards people affected by mental health problem; thus, mental health stigma consists of both cognitive (e.g., categorisation) and affective (e.g., fear, disgust) components (Corrigan & Watson, 2002; Talley & Littlefield, 2014). These attitudes and behaviours are linked with negative stereotypes about mental health problem (Pilgrim, 2017) because stigma originates via intersections of attributes and stereotypes (Goffman, 1963).
Mental health stigma is said to be associated with a host of adverse mental health outcomes. For instance, evidence suggests that mental health stigma is associated with increasing the depressive symptoms those diagnosed with depression (Chaudoir & Quinn, 2016). Similarly, studies showed that mental health stigma decreases one’s self-efficacy and self-confidence (Fung et al., 2007; Kleim et al., 2008; Watson et al., 2007) and increases one’s risk of eating disorder and substance abuse (Talley & Littlefield, 2014).
A study by Link and Cullen (1983) revealed the difference between positive, ideal attitudes towards the people who are affected by a mental health problem and those they called “deep,” which were more reflective of individual’s true feelings on the subject. According to this study, there are four levels of public attitudes towards the people who are affected by mental health problem: the ideal level, the level of expressed attitudes, the level of attitudes acted upon and the deep level. The ideal level represents the more politically correct attitude, that which is the expected, and the most positive response. At the other end of the spectrum is the deep level attitude, which more reflects one’s collective cultural and unconscious feelings on the subject. The Link and Cullen’s study revealed that surveys into public attitudes towards the people who have mental health problems tapped into the superficially positive ideal levels of attitude whereas authentic attitudes reside more in the deep level and tend to be more detrimental than expressed.
Skinner, Berry, Griffiths, and Byers (1995) expanded on the Link and Cullen (1983) survey to assess the public’s deep level attitudes toward the people affected by a mental health problem. They compared current attitudes with those of 25 years prior. Their findings suggested that although attitudes towards the people affected by mental health problems had improved slightly, the deep level attitudes towards the people affected by mental health problem remained mostly negative. 
Mental health stigma denotes disbelieving or diminishing those with mental health problems (Smith, Parrott, & Wienke, 2016). Stigmatization associated with mental health occurs when one perceives characteristics of an individual’s mental health status that activate negative stereotypes commonly associated with those who have mental health issue and subsequently enacts discriminatory behaviours (Martinez & Hinshaw, 2016; Mendoza et al., 2015). Negative stereotypes about those with mental health problems being dangerous, incompetent, lacking intelligibility and social competence, or unpredictable are common. Because they are in some cases, true; these assumptions are not to generalize to all who has mental health problems (Pilgrim, 2009; Pilgrim & Rogers, 2003; Schnittker, 2013). 
For instance, contrary to the assumption that those who display psychotic behaviour are violent, data suggest that personality disorders and substance abuse are those most prominent predictors of violence, not psychosis (Pilgrim, 2017). Psychosis in this case means a severe mental disorder which made a person loses contact with reality [U.S. National Library of Medicine (NLM), 2019)]. Common stereotypes also purport mental health problem as being untreatable or permanent (Sheehan, Nieweglowski, & Corrigan, 2017) and often stereotypes associated with certain types of mental health are commonly applied more broadly and inappropriately to all types of mental disorders and associated with mental healthcare (Schnittker, 2013). As such, the stigma associated with certain types of mental health is commonly applied to other mental health problems and types of mental healthcare, even though the vast majority of individuals diagnosed with a psychiatric disorder are not more violent and unpredictable than those who are not diagnosed with a mental disorder (Pilgrim, 2009). 

In this way, mental health stigma is corrosive because it discourages those who have symptoms from seeking early treatment and by extension, can increase negative symptom to their health conditions. Findings from Chaudoir and Quinn (2016) suggest that participants who live with a mental health problem report high levels of anticipated stigma and this anticipation of stigma negatively predicts the sign of depressive symptoms. These findings suggest that the anticipation of being stigmatized can worsen depression symptoms. Being in this situation is somewhat concerning because when combined, mental health problems such as substance abuse, anxiety and depression are estimated to disable more people than complications from AIDS, heart disease, and traffic accidents. These conditions commonly occur in the general population and, similar to other mental health, often go undiagnosed and untreated (Ngui et al., 2010).

Mental health stigma is significantly associated with decreased mental well-being and is linked to a host of negative psychosocial, mental, and physical health outcomes (Martinez & Hinshaw, 2016). In addition to mental health problem and symptom trajectories, findings also suggest that mental health stigma increases one’s risk of disordered eating and substance abuse (Talley & Littlefield, 2014) and is associated with poor treatment adherence for those diagnosed with severe mental health (Fung et al., 2007). Similarly, a substantial body of research suggests that heightened levels of mental health stigma predict decreased self-esteem and self-efficacy (Fung et al., 2007; Kleim et al., 2008; Watson et al., 2007).

Similar to that, extant research indicates that mental health stigma is closely linked with psychosocial functioning and suggests that social relationships play an integral role in determining how mental health stigma impacts those with mental health issues. For instance, findings demonstrate that mental health stigma adversely impacts family and close interpersonal relationships (Boyd et al., 2010; Hatzenbuehler, Phelan, & Link, 2013). Likewise, other research demonstrates that high levels of mental health stigma shows low levels of social cohesion and increased social avoidance (Perlick et al., 2001), social distance (Covarrubias & Han, 2011), and social isolation (Stewart, Jameson, & Curtin, 2014).  

Overall, human beings appear generally intolerant of people with mental health problems. Corrigan (2004) stated that even though the treatment, effectiveness and the awareness regarding mental health have improved over the past 50 years, there are a still a large number of people who refuse to seek mental health treatments given their circumstances. He added; the society’s mental health stigma is the most common reasons for people to not seek for treatments. These internalized negative perceptions of mental health issues also appear to hurt mental health and ‘adjustment and growth (Mak et al., 2007). Without accurate awareness about mental health, there is a tendency toward categorically stereotyping psychological disorders, which can ultimately lead to stigmatising attitudes toward the people affected with a mental health problem by the society (Corrigan, 2007). The statement is consistent with Jorm and Wright (2008) stressed that those who have sought help are more likely to report being stigmatized by others than those who have not. 

Breaking Mental Health Stigma Through Social Marketing

There are many ways in spreading awareness campaigns. An increasingly promising way of carrying out behavioural interventions is to apply the principles of social marketing (Evans et al., 2010; Gordon et al., 2006; Grier & Bryant, 2005). Social marketing is a systematic planning process that applies marketing principles and techniques to influence target audience behaviours voluntarily in order to improve personal welfare and to benefit the society (Lee & Kotler, 2011). This approach has been applied to promote a wide variety of healthy behaviours, including physical activity, dietary change, breastfeeding, substance use prevention and cessation, and testing and screening for diseases (Grier & Bryant, 2005). Social marketing has also been effective in reducing the transmission of infections, improving hand hygiene practices in health-care providers (Mah et al., 2006) or in reducing the uptake of smoking by young people (Devlin et al., 2007; Evans & McCormack, 2008; Gordon et al., 2006; Stead et al., 2007).  

The view that people with mental health problem cannot recover or are blameworthy for their health problem appears to be a strong barrier to the appropriate and regular use of antidepressants. Countering these beliefs through social marketing campaigns and interventions may thus help to improve access to and more appropriate use of antidepressant medications (Lewel et al, 2014). Serrat (2010) reports that social marketing involves changing seemingly intractable behaviours in composite environmental, economic, social, political, and technological circumstances with quite limited resources. He added, that if the basic objective of corporate marketers is to satisfy shareholders, the bottom line for social marketers is to meet society’s desire to improve quality of life. The social marketing process requires a long-term planning approach that moves beyond the individual end user to groups, organizations, and society. Hence, the desired outcomes of social marketing are usually ambitious: the products are more complex, demand is diverse, the target groups are challenging, the necessary involvement of end users is greater, and competition is more varied. 

According to Lee & Kotler (2011), social marketing is a systematic planning process that applies marketing principles and techniques to influence target audience behaviours voluntarily in order to improve personal welfare and to benefit the society.

This definition includes some important attributes of social marketing as well. First, social marketing is not a theory but a systematic planning process. Social marketers transfer commercial marketing technologies to the various stages in the social marketing process (Robinson-Maynard, 2013). Second, social marketing is all about finding strategies to change behaviours, not just improve knowledge, change values or change attitudes (Andreasen, Kotler, & Parker, 2003; Robinson Maynard, 2013). Furthermore, the behavioural change is voluntary, not coercive, and the change benefits individuals and their society at large (Stead et al., 2007; Robinson-Maynard, 2013). 

By reducing potential discrimination against people experiencing mental health challenges and by reducing the internalization of this discrimination these social marketing campaigns may also encourage more people to seek out the mental health treatments they need (Mittal et al., 2012). Stigma and discrimination are often cited as reasons why people with mental health problems avoid getting treatment (Kessler, Berglund, et al., 2001; Henderson et al., 2013; California HealthCare Foundation, 2013; Collins, Roth, et al., 2014; Corrigan, Druss, and Perlick, 2014; Clement et al., 2015). Both the fear of being labelled as someone with a mental health problem and internalized feelings of shame, or self-stigma, about a mental health problem are associated with a reluctance to seek treatment (Henderson et al., 2013; Clement et al., 2015). Campaigns aimed at reducing stigmas have successfully changed attitudes towards people experiencing mental health challenges, at least in the short run (Clement et al., 2015). 
However, social marketing programmes have weak evaluation designs and flaws in planning (Gordon et al., 2006; Grier & Bryant, 2005; Noar et al., 2009). Most interventions that are considered effective could potentially be more effective and efficient than they are (Evans et al., 2009; Wymer, 2011). In order to understand the effectiveness of true social marketing interventions, several systematic reviews examined the essential components of social marketing. According to Ahmad (2013), programmes which are unaware of their marketing effectiveness will become a self-propagating cycle and will continue making the same mistakes in targeting its audience.

The Social Marketing Strategy

For the purpose of this study, Andreasen’s six benchmark criteria adapted from Gordon et al (2006) will be used to guide the study from social marketing point of view. First, the ultimate goal of social marketing is to influence behaviour, not just produce education or attitude change. Social marketing interventions should hold behaviour change as its “bottom line” (Andreasen, 2002). Practically speaking, program planners need to make a clear behavioural recommendation and design measurable behavioural outcomes in order to detect the program effect. 

Second, consumer orientation is the backbone of social marketing. Unlike the traditional, top-down approaches where health experts decide what people need to change, social marketers develop the program from target audiences’ perspectives. Moreover, good social marketers need to constantly reach out to their target population and be willing to change the product at any phase to meet the audiences’ preference (Grier & Bryant, 2005).

Third, targeting and segmentation assume that people who share similar backgrounds, needs, lifestyle, and values are more likely to respond similarly to persuasive messages. Segmentation in the marketing field involves finding out these distinct subgroups and then developing tailored strategies to address their unique needs and preference. In the past, demographic characteristics were the most common variables in the public health field to select subgroups. Today, social marketers are more likely to differentiate subgroups by using behavioural features, such as heavy user versus light user, or readiness to change. Psychographic variables, such as lifestyle and personality characteristics are also increasingly visible in social marketing programs (Grier & Bryant, 2005).  

Fourth, the marketing mix, also known as the four P’s (products, price, place, and promotion) is another key feature of social marketing adopting from commercial marketing. Product by definition is the behaviour that the campaign tries to get the targeted audience to change, as well as a package of benefits that comes along with this desired behaviour (Grier & Bryant, 2005). Price strategies consider how to minimize the costs or barriers to the desired behaviour or how to increase the costs of competing behaviours (Lee & Kotler, 2011). Place strategies address the convenience and safety about where or when the target audience performs the behaviour or accesses programs or services (CDC, 2001). Promotion strategies seek to find the best ways to reach the target audience and to design the most appropriate messages to convey the product, price, and place strategies (CDC, 2001). Promotion is a necessary element since all health interventions need to give out information about the program products or services. Developing an integrated four P’s strategy is crucial for social marketing planning. According to Grier and Bryant (2005), integrated marketing mix means “each element has been planned systematically to support clearly defined goals, and all marketing activities are consistent with and reinforce each other” (p. 324). 

Fifth, social marketing emphasizes the principle of exchange. The American Marketing Association defines exchange as “the organization delivers value to the customer, usually in the form of products or services, in exchange for the customer's resources, usually in the form of money, effort and/or time, and which go on to benefit the organization.”  (Maibach et al., 2007). The concept of exchange assumes that people make decisions by weighing the costs and benefits of a product. If people believe that there are more values/benefits than costs, they will pay for this product. In public health, the product is the desired behaviour, and the cost can be intangible and unquantifiable, such as giving up pleasure, feeling embarrassed, losing time, or suffering from other psychological discomforts. Thus, this study focuses on enlightening the society about mental health stigma by injecting the message that labelling individuals with mental health problem could delay decision to seek treatments (Corrigan, 2004). The message is to encourage the society to have empathy and a more precise understanding about mental health problem.

Finally, the concept of competition (also derived from commercial marketing) refers to similar products or services offered by other organizations that satisfy similar wants and needs (Grier & Bryant, 2005). In social marketing, competition means other behavioural options, usually harmful behaviours, which compete with the desired behaviour. Both concepts (exchange and competition) remind social marketers to ask what costs the consumers need to pay for the adoption of the behaviour, what products (behaviours, services) compete with the desired behaviour, and what benefits should be offered that outweigh these costs and competing behaviours. 

Challenges in Breaking the Society’s Mental Health Stigma 

In breaking the society’s mental health stigma, there are many challenges and hurdles a social marketer will face. According to Subudhi (2014) Attitudes towards people with mental health problems vary among cultures and such cultural influences not only shape attitudes and perceptions towards the mentally ill, but also affect people seeking for treatments, prevention and treatment techniques and so on. The concepts of mental health problems are also changing with the change of culture and time. Every culture has its own way of explaining the mental health problem which is based on a set of beliefs and practices.
Stigma, discrimination and lack of awareness are also listed. Many people don’t seek treatment in the early stages of mental health problem because of stigma associated with mental health problems, discrimination, and lack of awareness of warning signs. Because of this, many mental health conditions aren’t addressed in a timely manner (Avalere & MHA, 2016). 
Targeting the right audience for a social marketer is crucial. Promotion of mental health can be achieved by effective public health and social interventions. Although more research and evaluation are required, sufficient evidence at varying levels is available to demonstrate the effectiveness of programmes and interventions for enhancing the mental health of populations. Interventions that have been shown to be effective should be implemented where required and evaluated in a culturally appropriate way (WHO, 2005)
Conclusion

Strong stigma associated with mental health has been reported to be one of the threats to the development of mental health policy. Based on the global mental health issues, many awareness campaigns have been done to curb the stigma. As breaking society’s mental health stigma is crucial, reducing stigmatization is added as one of the strategies to promote mental health and preventing mental disorders in the Mental Health Action Plan 2013-2020 by WHO. Unfortunately, surveys from many countries have shown that there is an increase in mental health problems worldwide. Adding to this, with 5% of the world population is affected by mental health problem; 50% did not seek for any treatment. Hence, the need to measure the effectiveness of the social marketing programmes and campaigns. Thus, by deliberating on the effectiveness of existing social marketing initiatives in promoting mental health for good health and well-being; it is hoped that the programmes or campaigns are not a self-propagating cycle. 
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