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Utilizing social media platforms to 
promote mental health awareness 
and help seeking in underserved 
communities during the COVID‑19 
pandemic
Dana Alonzo, Marciana Popescu

Abstract:
BACKGROUND: COVID‑19 virus has resulted in significant psychological distress for many 
individuals, particularly, those in underserved communities. Social media have the potential to be 
one of the most effective tools for mental health campaigns, reaching wide audiences in the shortest 
amount of time. In this paper, the potential of harnessing social media platforms to address mental 
health needs in underserved populations is presented. In addition, description of the preliminary 
implementation of a social media mental health campaign, the 5 × 5 campaign, is described 
as an example of the feasibility and benefits of such efforts. Key implications gleaned from the 
implementation process are also presented.
MATERIALS AND METHODS: Utilizing a participatory approach, the 5 × 5 campaign aimed to 
improve recognition of mental health symptoms, promote help seeking, and provide immediate 
strategies for self‑care for individuals experiencing psychological distress related to the COVID‑19 
pandemic in low‑income, high‑risk communities in and around Guatemala City. Campaign content 
was promoted on Facebook, Instagram, and WhatsApp from April 2020 to June 2020.
RESULTS: Preliminary analysis of the 5 × 5 campaign demonstrated feasibility and substantial 
impact with over 84,000 individuals reached by the campaigns through initial messaging and shares.
CONCLUSION: The 5 × 5 highlights the feasibility of using social media campaigns for mental health 
promotion and key factors that should be incorporated in the planning of social media mental health 
campaigns aimed at promoting awareness, engaging underserved communities, and encouraging 
help seeking.
Keywords:
COVID_19, feasibility, implementation, mental health campaigns, social media, underserved 
communities

Introduction

Health communications,  such as 
brief public service announcements 

(PSAs), are a quick way to provide 
essential messaging to the public in times 
of crisis. At no such time has the need 
been greater than during the current 
global COVID‑19 pandemic. Health 

communications informing the general 
public on evidence‑informed strategies 
to curb the spread of the virus including 
the importance of maintaining physical 
distance, hand washing, and mask wearing 
have proliferated TV and print news, 
radio, and social media. Research has 
examined the benefits of these campaigns 
at increasing positive health behaviors 
related to public health.
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The COVID‑19 virus has affected individuals from all 
age groups, across genders, and ethnicities, albeit some 
with greater prevalence than others (i.e., Blacks in the 
US have disproportionately high rates of infection), and 
reaches across the globe. Social media have the potential 
to be one of the most effective tools for mass media 
mental health campaigns, reaching wide audiences 
in the shortest amount of time. Internet‑based social 
networking services (i.e., WhatsApp, Facebook, and 
Instragram), in particular, offer easy, cost‑effective access 
to large numbers of people across geographic distances 
and are increasingly being harnessed for enabling and 
empowering individuals in their healthcare‑related 
decisions.[1] For example, one study found that social 
media platforms were used to obtain information 
about health and wellness by 34% of online health 
information seekers.[2] Other research indicates that 
70% of adolescents and young adults use general social 
networking platforms as sources of health information.[3]

While most research exploring the effectiveness of mass 
media health campaigns has focused on television, radio, 
and print media, research now shows that some online 
communications media, such as social media platforms, 
are more effective than others at improving knowledge 
and understanding of specific health topics.[4‑7] Studies 
have also found that social media can successfully 
encourage health improvement and behavior change.[8‑10]

However, the potential for communications focused 
on recognizing mental health symptoms during this 
time of crisis; offering self‑care strategies for managing 
psychological distress resulting from contagion fears, 
shelter‑in‑place, and lockdown restrictions; and 
promoting mental health‑care help seeking, has received 
less attention. This is not necessarily surprising as 
efforts to curb the spread of the deadly coronavirus are 
clearly of utmost importance. However, the constant 
media coverage highlighting death and infection rates, 
loss of employment, changes in work and childcare 
routines, school closures, social isolation due to extended 
quarantines all take a significant toll on mental health. 
For those populations in which stigma around mental 
illness is high, mental healthcare services are low, 
and awareness and understanding of mental health 
symptoms is lacking, the impact of the COVID pandemic 
on the mental health functioning also merits attention.

Social media offer a promising avenue for mental health 
communications in underrecognized, underserved 
populations such as low‑income Latin American 
countries. Social media can widen access to those who 
may not easily access health information through 
traditional methods such as younger people, ethnic 
minorities, and lower socioeconomic groups.[11‑17] Social 
media for health communication can promote and 

provide invaluable social and emotional support, thereby 
reducing stigma; disseminate important mental health 
information to targeted communities where formal 
services are not available;[15,18] and spread word in areas 
where mental health outreach in the community is 
lacking.[15,19]

Mental health context in Guatemala
Rates of mental illness in Guatemala are quite high with 
approximately 1 in 4 Guatemalans experiencing a mental 
illness in their lifetime.[20] Prevalence estimates of 40.7% 
for depression, 23.3% for alcohol‑related disorders, 
and 50% for posttraumatic stress disorder (PTSD) have 
been reported in Guatemala.[21] Rates are even higher 
among particularly vulnerable groups such as women, 
indigenous groups, those directly affected by the 
country’s 36‑year armed conflict, and the urban poor.[22,23]

This is especially concerning as mental health treatment 
utilization is particularly low in Guatemala, with only 
2%–15% of those with a mental illness receiving needed 
psychiatric treatment.[24] Contributing to the limited 
utilization rates of mental health services is a dearth of 
resources for mental health care in, especially outside 
of Guatemala City.[25] The few organized mental health 
services that do exist in the country are not readily 
accessible to the majority of the population and most 
often are inadequate.[25] In low‑income areas where 
risk of mental illness is highest, the minimal charge for 
a therapist is 50 quetzales per hour (approximately $6 
USD), a rate equivalent to 2 days of work. Experienced 
mental health providers in wealthier areas charge the 
equivalent of close to a week’s pay for a laborer, farm 
worker, or maid,[25] thereby rendering mental health 
care cost‑prohibitive above and beyond other structural 
barriers such as having to travel long distances to find a 
mental health‑care provider.

Further contributing to the low rates of utilization is 
the role of stigma. Although limited, evidence does 
suggest that mental health stigma is a negative predictor 
of help seeking among Latinos.[26,27] Latino cultural 
values also may serve as a disincentive toward formal 
mental health treatment given the cultural belief that 
psychological issues should be resolved by oneself 
or within one’s family. As such, a Latino individual 
experiencing symptoms of psychological distress may 
feel that seeking treatment for their problems could 
bring shame or embarrassment to the family,[28,29] or 
that he or she is unworthy of dignity and respect.[26] For 
example, a study of Latino families in which a family 
members has a severe mental illnesses found that stigma 
was the most commonly reported barrier to seeking 
treatment, with formal treatment being associated with 
shame about one’s mental health and how it reflects 
upon the family.[30]
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The 5 × 5 campaign is a social media‑based mental health 
campaign aimed targeting underserved communities 
in and around Guatemala City. From the preliminary 
rollout, we gather feasibility and reach data and glean 
key strategies that should be included in the planning 
and design of social media mental health campaigns to 
increase their effectiveness in underserved populations 
and present them here.

Materials and Methods 

This study used a participatory approach to develop and 
implement the 5 × 5 campaign. The study was conducted 
over 3 months (April–June, 2020) in 11 high‑risk, 
low‑income communities in Guatemala.

5 × 5 campaign components
As a social media mental health campaign, the 5 × 5 
program consists of 5 aims to: (1) increase awareness and 
understanding of mental health symptoms; (2) provide 
evidence‑informed activities to support self‑care through 
five simple activities of five steps each; (3) encourage help 
seeking; (4) provide concrete information where help 
can be sought in the community (i.e., phone numbers, 
websites, etc.); and (5) normalizing and validating the 
experience of psychological distress (i.e., anxiety, stress, 
and depression, burnout) during shelter‑in‑place and 
lockdown restrictions. The nature of the campaign was 
primarily educational, with its immediate purpose 
being to raise awareness and understanding of mental 
health symptoms, while promoting self‑care. As such, no 
evident risks were identified for this population. Ethical 
considerations regarding access to care were addressed 
by including links to relevant information and services 
people could use during the pandemic.

The five activities of five steps each are completed 
independently and do not require assistance from 
others. They do not require equipment, supplies, a 
special setting, or any financial investment. The activities 
provide simple steps for controlling anxious thoughts, 
guided imagery for de‑stressing and relaxation, breathing 
for calmness and focus, controlling overwhelming 
emotions, and mindful moving meditation. Full 
description of the five activities is provided in the 
appendix. In addition, a series of brief, one‑line PSAs 
were pushed to the communities with the goal of 
reducing stigma, normalizing psychological distress 
related to the pandemic, and encouraging helping. The 
PSAs included such messages as, “You can’t be heard if 
you don’t speak out,” “You don’t have to go it alone,” 
“Help yourself so you can help others,” “Don’t suffer in 
silence,” and “We are stronger together.” In addition, a 
series of “Know the Signs” PSAs were utilized, which 
were followed by a list of key symptoms of anxiety, 
stress, and depression. Finally, a PSA of “Need help? 

We are listening” was utilized, which included the 
phone number, E‑mail contact, and website for the 
community‑based organizations that implemented the 
campaign in Guatemala.

Conceptual framework
The campaign used a participatory action framework,[31,32] 
engaging with communities and health care and social 
work professionals in the communities, to present 
information that can lead to actionable changes. This 
framework is anchored in the Social Capital theory, 
and the importance of social networks,[33,34] particularly 
considering networks of care as a resource for nonprofit 
organizations, addressing gaps in services.[35]

The activities comprising the 5 × 5 campaign 
are guided by Beck’s Cognitive Model.[36,37] They 
incorporate key strategies of cognitive behavior therapy 
(CBT)[38] and principles of mindfulness and emotion 
regulation [Table 1].

Cognitive theory and cognitive behavior therapy
The general cognitive model represents a set of common 
principles that, although originally conceived as a way 
of understanding the development and maintenance of 
depression, can effectively be used to address a wide 
range of psychological disorders including, depression, 
suicide, anxiety disorders, substance abuse, interpersonal 
problems, personality disorders, schizophrenia, and 
bipolar disorder.[39] Although the original model has 
been refined over the past 50 years, the core features 
have endured, specifically, the model’s emphasis on the 
influence of distorted thinking and unrealistic cognitive 
appraisals of events on an individual’s feelings and 
behavior.[36] Simply stated, the cognitive model suggests 
that human beings are disturbed by the meanings they 
attach to situations, not by situations themselves.

Based on this underlying cognitive theory, current CBT 
approaches share in common the defining feature that 
psychological distress and dysfunctional behaviors 
are cognitively mediated and therefore, relief can be 
achieved by modifying dysfunctional thoughts and 
beliefs.[38] CBT emphasizes that the individual is an active 
agent in his/her treatment.

Core to CBT is the concept that there are thoughts 
that occur spontaneously and rapidly and serve as an 
immediate interpretation of any given situation, called 
automatic thoughts.[36,38,39] They are generally accepted 
as true and accurate and serve as the basis for resulting 
feelings and behaviors. Most individuals are not aware 
of the their automatic thoughts and one key goal of 
CBT is to train individuals to monitor, identify, and 
challenge them to arrive at a more adaptive, rational 
interpretation that results in less distress and/or 
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Table 1: 5×5 activities: Purpose, basis, and components
Activity Theoretical 

foundation
Purpose 5 components

Thought 
challenging

CBT Controlling 
and modifying 
anxious 
thoughts

Step 1. Consider the thoughts that you are having. Ask yourself: “Is this thought helpful or 
harmful?”
Step 2. If your thoughts are unhelpful, change the story you are telling yourself. Focusing 
on these thoughts can intensify your anxiety and lead you down a path of worst‑case 
scenarios. Ask yourself: “What can I tell myself instead?”
Step 3. Anxiety can drive us to collect as much information as possible but often this 
means turning to unreliable sources and spending too much searching for information. 
Limit yourself to reliable sources. Ask yourself: “Where am I getting my information?”
Step 4. Stories and images can catch your attention and can draw you into hours of web 
surfing that only heightens anxiety. Ask yourself: “How much time am I spending watching, 
reading, or listening to the news?”
Step 5. Anxiety is mentally and physically exhausting. Find ways to keep yourself busy 
with healthy alternatives. By choosing other activities to occupy your mind, there will 
be less room and energy available for anxiety. Ask yourself: “What can I do to shift my 
focus?”

Guided 
imagery

CBT De‑stressing 
and relaxation

Step 1. Find a quiet place where you spend the next 10‑15 min uninterrupted. Sit down 
comfortably and close your eyes
Step 2. Start by just taking a few deep breaths to help you relax, in through the nose and 
out through the mouth
Step 3. Recall a time/place in your life when you felt a sense of peace, security, 
happiness, or strength. What was happening at that time? Add as much detail as possible. 
Where were you? Was anyone with you? What were you doing? Was it hot or cold? What 
time of day was it? What do you hear around? What can you smell? etc., The more detail 
you can add the better
Step 4. When you are deep into your scene and are feeling relaxed, take a few minutes to 
breathe slowly and experience the peace, security, happiness, or strength. Fully immerse 
yourself in that feeling
Step 5.Think of a simple word or sound that you can use in the future to help you return to 
this place and feeling. Tell yourself that you will feel relaxed and refreshed and will bring 
that feeling with you. Then, when you are ready, slowly open your eyes

Deep 
breathing

Mindfulness Calmness and 
focus

Step 1. Breathe in through your nose softly to the count of 4
Step 2. Hold for the count of 7
Step 3. Breathe out loudly to the count of 8 (making a whooshing noise with your mouth)
Step 4. Repeat 3‑4 times
Step 5. Take a minute to notice how your body feels after you complete the exercise. 
What is different?

The 5 
senses

Emotion 
regulation

Controlling 
distressing 
emotions

This “5 senses” exercise guides you through what each one of your senses is 
experiencing in the moment. This running through your senses will take only a few 
minutes and will help keep you focused on what is happening right now rather than 
escalating unhelpful emotions by pulling up similarly distressing moments from the past or 
catastrophizing the future
Step 1. Notice 5 things that you can see. Identify things that you would typically overlook 
like the wind blowing the leaves of a tree, the color of the cars driving by, the number of 
people crossing the street, etc.
Step 2. Notice 4 things that you can feel. Bring your attention to the things that you’re 
currently feeling, such as the texture of your clothing on your skin or the smooth surface of 
the table your hands are resting on
Step 3. Notice 3 things that you can hear. Listen for and notice things in the background 
that you typically don’t notice like the humming of a machine, the engines of passing cars, 
or the chirping of birds
Step 4. Notice 2 things that you can smell. Bring your attention to scents that you might 
usually filter out, either pleasant or unpleasant, like food cooking or someone else’s 
breathe
Step 5. Notice 1 thing that you can taste. Chew a new piece of gum, take a sip of a drink, 
take a bite of food, or if nothing is available, notice the taste that is in your mouth or the 
absence of flavor

Moving 
meditation

De‑stressing 
and focus

Mindfulness Step 1. Choose a place to walk in advance to eliminate spending most of your time 
deciding where we should walk. Choose a spot that provides the space for walking back 
and forth between two points about 20‑30 feet apart, which helps us to let go of “getting 
somewhere.” We practice walking just to walk

Contd...
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dysfunction. Throughout the treatment, a collaborative 
and psychoeducational approach is utilized, in which 
individuals learn to: (1) monitor and identify automatic 
thoughts; (2) recognize the relationships among thoughts, 
feelings, and behavior; (3) test the accuracy of automatic 
thoughts and underlying beliefs; (4) correct biased, 
distorted thoughts by challenging them and identifying 
more realistic cognitions with which to replace them; 
and (5) identify and alter beliefs, assumptions, or 
schemas that underlie faulty thinking patterns.[36‑39]

Mindfulness
In recent years, there has been significant interest 
in the role of mindfulness as a way to reduce stress 
and emotional distress. Mindfulness has been 
operationalized as the nonjudgmental, nonreactive 
acceptance of emotional states.[40,41] Baer et al.[41] have 
proposed a five‑element model of mindfulness that 
includes: (1) observing; (2) describing; (3) acting with 
awareness; (4) nonjudgment of inner experiences; 
and (5) nonreactivity to inner experiences.

Research indicates that developing a more mindful 
way of being is associated with less emotional distress, 
more positive states of mind, and better quality of 
life.[42] Mindfulness practice has been linked to positive 
changes in the brain, the autonomic nervous system, 
stress hormones, the immune system, and health 
behaviors including eating, sleeping, and substance 
use. Mindfulness practice has been further linked to 
reducing the symptoms of mental illness, promoting 
mental health, reducing negative affect, and enhancing 
positive emotional experience.[43‑45] Mindfulness has been 
noted to play a substantial role in helping individuals 
free themselves from automatic thoughts, habits, and 
unhealthy behaviors and in enhancing self‑regulated 
behavior.[42,46] As such, it can serve as a natural compliment 
to CBT and was incorporated into the 5 × 5 activities.

Emotion regulation
Gratz and Roemer[47] have proposed that emotion 
regulation includes several strategies. They specifically 
identify (1) awareness and understanding of emotions; (2) 
acceptance of emotions; (3) ability to control impulsive 
behaviors and behave in accordance with desired goals 
when experiencing negative emotions; and (4) the 
ability to use emotion regulation strategies in a flexible 
manner that are situation specific to modulate emotional 
responses as needed to meet individual goals and 
situational demands.

Research indicates that deficits in emotion regulation 
are associated with the development and maintenance 
of various psychiatric disorders including depression, 
anxiety disorders, PTSD, social dysfunction, borderline 
personality disorder, substance‑use disorders, and 
eating disorders, to name a few.[48‑51] The manner in 
which individuals are able to manage their emotional 
experiences in response to a given situation is related 
to impaired mental health functioning, particularly, in 
respect to an inability to suppress emotions, inability 
to understand and communicate emotions, and the 
tendency to exaggerate emotional experiences.[50‑54]

One proposed pathway for the psychological benefits 
of mindfulness has been through its facilitation of 
adaptive emotion regulation.[55,56] Research indicates 
that the practice of mindfulness is associated with 
healthy emotion regulation including reduced intensity 
of distress; enhanced emotional recovery; reduced 
negative self‑referential processing; and enhanced 
ability to engage in goal‑directed behaviors.[56] In 
addition, emotion regulation research has traditionally 
proposed that cognitive reappraisal (considered an 
engaging ER strategy in which one attends to emotional 
information while changing its meaning in order to 
modify its emotional impact) leads to healthier outcomes 

Table 1: Contd...
Activity Theoretical 

foundation
Purpose 5 components

Step 2. Begin by focusing your attention on one or more sensations that you would 
normally take for granted while walking (i.e., your foot hitting the ground, swinging of your 
arms, etc.)
Step 3. Next, slow down enough so that you notice the lifting of the foot and then the 
stepping of the foot on the ground. Lifting, stepping—lifting, stepping—lifting, stepping. 
You may notice that your mind wanders many times. That’s to be expected. Just keep 
bringing your focus back to the sensations of lifting and stepping
Step 4. Next, add the descriptive words very softly in your minds as you perform the 
actions of walking meditation. When you are lifting, say, “lifting;” when you are stepping, 
“stepping”. This kind of noting can give you a little extra support in being aware of the 
walking process and can help keep you focused
Step 5. Keep your primary focus on the sensations of walking but now also note your 
distractions. Sometimes you will notice that you are not focused on walking but rather on 
seeing or hearing—a very common experience. When that happens, just note, “seeing” or 
“hearing,” and come back to walking again. Continue this process for 10‑15 min

CBT: Cognitive behavior therapy
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and greater psychological well‑being than other, less 
engaging emotion regulation strategies.[52,56‑58] Therefore, 
emotion regulation strategies were incorporated into the 
5 × 5 campaign as a means of enhancing the impact and 
benefits of the cognitive reappraisal‑based approach of 
CBT.

Implementation
Target communities
The campaign targeted 11 “Red Zone” districts in and 
around Guatemala City. These districts are characterized 
by overcrowding, pollution, violent crime (i.e., armed 
robbery and murder), gang activity (i.e., extortion), 
and narcotics trafficking. Child abuse and neglect, 
domestic violence, alcohol and substance abuse, and 
teen pregnancy occur at high rates. Unemployment is 
high and resources for health and mental health care 
are scare. Access to electricity and water is limited and 
at time, unavailable.

The participatory design of the campaign
The 5 × 5 development process was based on a 
participatory approach,[32] in which researchers, 
community‑based mental health providers, university 
counseling center staff, and individuals from the 
high‑risk communities actively participated in 
designing the aims and content of the social media 
mental health. The stakeholders involved in the process 
were selected based on previous participation in a 
community capacity building suicide prevention and 
intervention training program. Particular attention 
was paid to involvement of representatives from 
organizations based directly in the at‑risk communities 
being targeted by the program who face firsthand the 
challenges and struggles of daily life in the community 
of focus. On the ground collaborators were three target 
community‑based organizations with strong footholds 
in each of the targeted communities, respected 
by community members and well known for the 
services they provide. In addition to this ground‑up 
identification of stressors, evidence‑informed strategies 
for self‑care and for the promotion of help‑seeking were 
reviewed and discussed for their relevance to the target 
population and modified as needed according to local 
culture, values, attitudes, and beliefs regarding mental 
illness and mental health care.

Social media sites
Based on the existing networks of care established by 
the three target community‑based organizations, we 
identified additional ten “community partners,” key care 
providers well known and respected in each community, 
to share the mental health campaign material on their 
respective their social media platforms, extending 
the reach of the material. The sites utilized included 
WhatsApp, Facebook, and Instagram.

Results

Audience reach
Due to the time constraints involved with developing 
the campaign quickly enough to be disseminated at the 
height of the pandemic and to have an immediate impact 
on the target population, we were not able to build in a 
systematic process of evaluation for its effectiveness in 
terms of its long‑term impact. This type of limitation is 
common with social communication campaigns launched 
during a crisis periods such as the current pandemic.[59] 
Furthermore, for the communities included in this study, 
the pandemic manifested itself as a complex emergency, 
triggering higher levels of uncertainty and affecting all 
kinds of communication. Under these circumstances, to 
provide preliminary proof of concept for the campaign, 
we tracked audience‑reach and engagement in the first 
period of the campaign launch (April to June) specifically, 
number of people reached and number of shares, which 
are considered indicators of reach and engagement for 
social media marketing campaigns.[60,61] These indicators 
were collected with the metrics released from the social 
media platforms utilized for the campaign.

Number of people reached and number of shares
The 5 × 5 campaign material was initially shared with 
the WhatsApp groups of the three target community 
organizations consisting of 5145 members. In addition, 
the material was shared with the WhatsApp groups of 
the community collaborators consisting of an additional 
3246 members across the organizations. The campaign 
material was also posted to the Facebook and Instagram 
pages of the three target community organizations. 
Analytics from Facebook and Instagram show 646 unique 
visits to the 5 × 5 campaign material pages. Analytics 
ascertained from the WhatsApp indicated that one out 
of every five users shared the 5 × 5 campaign material 
and for every person sharing, an estimated of fifty 
additional users viewed the material for a total number 
of 83,900 individuals. We estimate a total reach of 84,546 
individuals reached by the 5 × 5 campaign.

Discussion

This paper has argued for employing social media 
platforms to extend the reach of much needed mental 
health campaigns to underserved populations, 
particularly during times of crisis as in the current 
COVID‑19 pandemic. Preliminary analysis of the 5 × 5 
campaign in Guatemala demonstrates that significant 
reach to individuals in underserved, underrepresented 
communities is feasible through the use of social 
media‑based mental health campaigns.

The feasibility demonstrated by the 5 × 5 campaign 
is consistent with other research examining physical 
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health‑focused campaigns.[15,62‑67] Far less evidence is 
available regarding implementation and effectiveness of 
mental health‑focused campaigns, even fewer focused on 
low‑income countries or low‑income populations within 
higher income countries.[66] This historically insufficient 
exposure of health campaigns to high risk, underserved 
populations has, to date, served as a significant barrier 
to population level change.[63,66]

Research examining the ability of mass media health 
campaigns to address disparities in health behaviors 
and access to care are mixed in their findings.[63,67‑73] 
However, there is general agreement that the likelihood 
of campaign success is substantially increased by the 
application of multiple interventions and when the 
target behavior is one‑off or episodic (e.g., screening, 
vaccination, and medication utilization/adherence) 
rather than habitual or ongoing (e.g., eating healthy 
food, increasing physical activity),[66] which makes such 
campaigns extremely relevant during major public 
health crises or complex emergencies that require 
specific immediate behavioral changes, among large 
population groups. In addition, evaluations of health 
campaigns indicate that while short‑term changes may 
be gained, long‑term effects are much more difficult 
to sustain once campaigns end.[66,74‑77] Therefore, 
campaigns that consider ease of access to resources in 
the community to support behavioral changes, promote 
clear and direct recommendations for change, and are 
amenable to updates as best practices are modified 
over time are the most likely to result in long‑term 
changes.[66,74‑77]

Implications
In addition to the above suggestions, the design 
and implementation of the 5 × 5 campaign point to 
several other critical factors that should be taken into 
consideration when planning a social media campaign 
in low‑income countries. Three key factors in particular 
were identified including (1) utilizing a participatory 
approach; (2) incorporating culturally responsive 
content; and (3) acknowledging and adjusting for 
real‑time social context.

Participatory approach
The 5 × 5 campaign utilized a participatory approach. 
The benefits of such an approach were multifold. To 
begin, by engaging stakeholders from the community 
representing those being served as well as those receiving 
or in need of receiving services, we were able to ensure 
that we targeted relevant symptoms of psychological 
distress, and labeled them in ways appropriate/easier 
to decipher by the target communities. This approach 
also allowed for focused messaging targeting the current 
experiences of individuals in the community rather than 
developing more general content based on a wide range 

of potential mental health reactions to the pandemic, 
many of which might not have been relevant.

This is particularly important as research has consistently 
found that in order for a health communication to be 
effective, the target audience must perceive the message 
as relevant (Anglechev and Sar, 2011). Further, the more 
relevant the message is deemed, the more likely it is to 
result in the desired attitude and/or behavior change.[78]

In addition to facilitating the identification of relevant target 
symptoms of psychological distress, this participatory 
process allowed for the identification of available resources 
in the community for mental health support. This is 
especially important in low‑income underrepresented 
communities where formal services are lacking and less 
traditional sources of support (informal networks of care) 
may be more active and relevant (i.e., schools, churches, 
etc.). Increasing social capital in general and social 
networks, in particular, is therefore essential, which is 
what the 5 × 5 campaign aimed to ultimately do. Reducing 
stigma and promoting help seeking can only be effective 
if resources are available to provide support for those 
who are being encouraged to ask for it. Prior research 
supports this idea and has demonstrated that, at the 
macro level, availability of and access to key services in the 
community that support the target behavior of any given 
health campaign are essential for persuading individuals 
receiving the media messages to act on them.[66]

Finally, key to the success of the campaign was the 
identification of community partners (existing networks 
of care) who were able to push 5 × 5 campaign messaging 
to their communities. Without the endorsement of key 
stakeholders from the three original community‑based 
organizations that served as primary partners for the 
campaign, these community providers may have been 
less willing to trust outsiders and take on the 5 × 5 
campaign. Even more so, it would have difficult, at 
best, to identify the providers that were trusted by 
community members and in the best position to promote 
the 5 × 5 campaign. These key community allies were 
well established in their communities with positive 
reputations. While they may not have been providers 
of mental health care, specifically, they were regarded 
as key resources for support and known by community 
members as trusted providers, which are core elements 
for building a strong social capital, and sustainably 
increasing capacity at the community level.[35] Thus, the 
essential role such partnerships played in the success of 
the 5 × 5 campaign, particularly in terms of reach, and 
looking forward, in terms of response.

Culturally responsive content
The 5 × 5 campaign is grounded the cultural values of the 
target population. The participatory process described 
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above facilitated the identification of these core values yet 
another benefit of the approach. This was a key decision in 
the design of the 5 × 5 campaign intended to increase the 
impact of the campaign and supported by prior research.

For example, health communication research has largely 
centered on the role of cognition in making health‑related 
decisions.[66] Through this focus, several factors have 
been identified that influence the effectiveness of 
health communications, including, the characteristics 
of the message (i.e., detection versus prevention), 
communication mode (i.e., TV, radio, print, and internet), 
the audience, the behavior of focus, and the nature and 
amount of interpersonal communication generated 
by the campaign.[66] However, these factors may be 
less relevant for mental health focused social media 
campaigns in low‑income, underserved populations 
where stigma is high, resources are low, and strong 
cultural values serve as barrier to help seeking. Rather, in 
this context, ensuring that campaign content is culturally 
relevant and takes into account the prevailing attitudes 
toward mental health may have more of an impact on 
the campaign’s effectiveness. The 5 × 5 campaign was 
designed with consideration of unique characteristics of 
the target low‑income Latino communities.

Influence of real‑time social context
The 5 × 5 campaign was intended to promote mental 
health awareness and help seeking during a unique time 
in history, the COVID‑19 pandemic. At the time, it was 
introduced, the Guatemalan communities of focus were 
in week 6 of an extended quarantine and the pandemic 
had been running rampant for almost 3 months. 
Individuals were already in significant states of distress, 
struggling with increased anxiety, stress, and increases in 
preexisting mental health symptoms.[79] A small body of 
research has examined the role of mood and affect in the 
effectiveness of health communications.[78] Overall, this 
research suggests that preexisting mood can determine 
the effectiveness of persuasive communications.

Overall, this campaign introduced a new approach to 
mental health awareness and support during complex 
emergencies that promote concrete behavioral changes, 
using social media to reach large population groups. While 
further impact data need to be collected, it is relevant that 
the low‑income, high‑risk communities largely utilized 
this campaign, suggesting high feasibility for this model. 
The lessons learned will be effective in informing future 
campaigns and possibly, national‑level health awareness 
programs, particularly in the area of mental health.

Conclusion

The 5 × 5 campaign serves as preliminary evidence 
for the feasibility and substantial reach of a social 

media‑based mental health campaign to create a culture 
of mental health awareness and promote help seeking 
in underserved populations. Although the potential 
to reduce disparities in knowledge, help seeking, and 
accessing care through the use of such campaigns 
is supported, it remains critical to acknowledge 
structural inequalities that may serve as barriers to their 
effectiveness including stable Internet access. Using 
a participatory approach to improve mental health 
care (policies and practice) is crucial as it contributes 
to creating social networks that are an important asset 
for these communities. It also ensures sustainability by 
creating ownership at the community level and building 
capacity for improved responses. Further research 
should continue to explore the short‑term and long‑term 
impact of social media‑based mental health campaigns 
and issues regarding equity of access and quality of 
effectiveness for different user groups.
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