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Abstract 

Objectives: The prevalence of mental health disorders has increased in recent years, 

representing a major public health concern. Increasing the literacy about mental health signs 

and symptoms is paramount for effective prevention. Having previously studied the 

psychometric properties of the Mental Health Literacy Questionnaire for young adults – short 

version (MHLq-SVa) in six countries, we now extend the validity study of this 16-item scale 

to eleven countries, namely Brazil, Germany, Greece, Lithuania, Malaysia, Nepal, Nigeria, 

Pakistan, Poland, Serbia and Turkey. 

Study Design: Multicentre cross-sectional study 

Methods: Translated and adapted versions of the MHLq-SVa were administered to young 

adults aged 17-25 years in all countries, totalling 5054 (72% women) with full information for 

all scale items. 

Confirmatory factor analysis and internal consistency (Cronbach’s alphas) were computed to 

test the scales’ four-dimensional structure (Knowledge of mental health problems; Erroneous 

beliefs/stereotypes; First-aid skills and help-seeking behaviour; Self-help strategies) and 

reliability. 

Results: Goodness-of-fit indices for the four-factor solution model suggested good fit in all 

countries. Exceptions were Pakistan with higher Root mean squared error of approximation 

and Standardized root mean squared residual, and Brazil with a higher chi-square value and 

lower Comparative fit index. 

Conclusions: The construct validity of the MHLq-SVa was supported by data from eleven 

countries, adding to previous research on the MHLq-SVa psychometrics, suggesting cross-

cultural reliability as a Mental Health Literacy assessment tool.  

 

Keywords (3-6 keywords) 

Mental Health Literacy; Psychometrics; Validation; Cross-cultural; Confirmatory Factor 
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Introduction 

The prevalence and burden of mental health disorders have increased in recent years 

worldwide, representing a major public health concern. Mental health conditions are now one 

of the leading causes of disability and contribute substantially to the global burden of 

disease.1,2 Despite their high prevalence, mental health disorders often remain underdiagnosed 

and undertreated, largely due to several interrelated barriers. The pervasive stigma and 

discrimination faced by individuals diagnosed with mental health conditions is a significant 

barrier. A general lack of knowledge about the features of mental illness and limited 

awareness of how to access appropriate treatment are additional barriers 3–6. The relationship 

between these factors has been suggested to vary cross-culturally 7. Therefore, it is imperative 

to implement strategies to enhance the public’s knowledge, attitudes, and subsequent 

behaviour toward mental disorders, which in turn affects access to mental healthcare 4. These 

skills are known as mental health literacy (MHL). This multifaceted concept has been 

proposed to encompass knowledge of mental health issues, recognition of signs and 

symptoms of mental illness, understanding of treatment and care options, and knowledge of 

self-help and first-aid strategies to assist individuals experiencing mental health problems 8.  

Research has extensively examined variables influencing MHL levels, revealing significant 

patterns. Gender differences have emerged, with young female adults showing higher MHL 

levels compared to their male counterparts.9–13 Proximity to individuals with mental health 

conditions is another critical factor; individuals who have friends or family members with 

mental health problems tend to display higher MHL, likely due to increased awareness and 

empathy.10,14 Cultural aspects further influence MHL, with studies indicating that personal 

beliefs, religious practices, language, and subjective experiences significantly affect how 

mental health issues are perceived and addressed.15,16 

The development of valid and reliable tools to measure MHL is essential for identifying 

knowledge gaps, evaluating interventions, and facilitating cross-cultural comparisons. Despite 

the existence of other nationally validated scales assessing MHL, there is still a need for 

cross-country studies to examine the validity and reliability of standardized tools 17. 

Previously, the Mental Health Literacy Questionnaire for Young Adults (MHLq-YA) 

demonstrated robust psychometric properties.18 Subsequently, a short version of this scale 

(MHLq-SVa) was validated in six countries: China, India, Indonesia, Portugal, Thailand, and 

the United States, providing a concise yet comprehensive instrument for measuring MHL.19 

Building on this foundation, the present study aims to expand the validity and applicability of 

the MHLq-SVa by examining its psychometric properties in eleven additional countries: 
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Brazil, Germany, Greece, Lithuania, Malaysia, Nepal, Nigeria, Pakistan, Poland, Serbia and 

Turkey.   
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Methods 

This was a cross-sectional survey. In each country, the 29-item MHLq-YA or the 16-item 

MHLq-SVa questionnaires were translated from English or Portuguese to the main language, 

back-translated, and piloted.  A semantic comparison of the translated and back-translated 

versions followed, and the resulting data were then reviewed by experts. The translation 

process followed previously established standard procedures20.  

Participant recruitment was conducted online in all countries except Serbia and Turkey, where 

participants were recruited in person. A convenience and snowball sampling procedure was 

employed, whereby potential participants were requested to recruit from their contacts and 

networks. The questionnaire was administrated online (web-form questionnaire, ex: 

SoSiSurvey platform), and advertised via social media platforms (such as Facebook, 

WhatsApp and Instagram), news websites, and various webpages in all countries except 

Turkey. In Germany, in addition to social media platforms, flyers were distributed for 

recruitment, QR codes were created for students, a database of the Gutenberg Brain Study 

was accessed, emails were sent to clinics and adverts were posted in specialist journals for 

healthcare professionals. The data collection period varied across countries, lasting from two 

(e.g.: Turkey, Pakistan, Serbia) to eight months (e.g.: Brazil). 

In addition to the MHLq-YA, participants reported their gender and age. 

The short version of the MHLQ-YA includes 16 items19,  derived from the original 29-item 

version18. The 16-item version retains the assessment of four mental health literacy 

dimensions, namely: 

a) knowledge of mental health problems (e.g., “Mental disorders affect people’s 

thoughts.”; “Changes in brain function may lead to the onset of mental disorders.”),  

b) erroneous beliefs/ stereotypes (e.g., “Mental disorders don’t affect people’s 

behaviours.”; “Only adults have mental disorders.”,  

c) help-seeking and first-aid skills (e.g., “If I had a mental disorder, I would seek a 

psychologist’s help.”; “If someone close to me had a mental disorder, I would 

encourage her/him to look for a psychiatrist.”, and  

d) self-help strategies (e.g., “Physical exercise contributes to good mental health.”; 

“Doing something enjoyable contributes to a good mental health.”) 

For each item, participants were asked to indicate their level of agreement or disagreement on 

a five-point Likert scale (ranging from 1—strongly disagree to 5—strongly agree).  
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A sample of 6,660 participants was assessed across all countries. However, only data from 

participants aged 17-25 years old, with valid (non-missing) values for gender and for all scale 

items, was analysed, totalling 5,054. 

 

Data analysis  

A confirmatory factor analysis (CFA) was conducted, stratified by country, to assess the four-

factor structure of the 16-item scale. Chi-square (model vs. saturated), Comparative Fit Index 

(CFI), Root Mean Squared Error of Approximation (RMSEA), Standardized root mean 

squared residual (SRMR), and Akaike's information criterion (AIC), were computed to 

evaluate models’ goodness of fit. A good model fit was defined by RMSEA ≤ .06, SRMR ≤ 

.08 and CFI ≥ .9021. 

Standardized factor loadings (standard errors) and the Squared Multiple Correlation 

Coefficient (R2) retrieved from the stratified models for items were also computed.  

Internal consistency was analysed using Cronbach’s Alpha. Alpha values between 0.70 and 

0.95 was considered good22. 

Means (standard deviations) and correlations of each MHL dimension and the scales total 

score were computed for each country.  

IBM SPSS Statistics v29 was used for descriptives and correlations and Stata v18 was used 

for CFA.  
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Results 

Table 1 presents participants’ gender and age by country. The largest sample collected was 

from Poland (n = 1446) and the smallest was from Pakistan (n = 144).  There were more 

women participants than men across all countries ranging from 57.0 % in Nepal to 80.1% in 

Brazil. 

 

Table 1 here. 

 

As shown in Table 2, the models confirming the scales’ four dimensions showed good indices 

across all countries. The only exceptions were Brazil, with a higher χ2 value (χ2/df=7.533) 

and a lower CFI (0.798), Pakistan, with a higher Root mean squared error of approximation 

(RMSEA) and Standardized root mean squared residual (SRMR) (0.134 and 0.162 

respectively), and Malaysia, with a higher RMSEA (0.095).  

 

Table 2 here. 

 

The factorial weights obtained from the models fitted for CFA (Tables 3a and 3b), were, in 

general high, although with some nuances for specific items in specific countries. In Greece, 

Germany, Brazil, Serbia, and Malaysia all standardized factor loadings (SL) were above 

0.400. In Poland, item 15 showed a SL of 0.183, but all remaining items were above 0.40. In 

Turkey, item 27 demonstrated a negative SL (-0.574), whereas in Nigeria and Lithuania, items 

1 and 22, showed the lowest SL. In Pakistan, item 7 showed a SL of -0.048 and item 22 a SL 

of -0.005. In Nepal, items 1, 16, 22 and 27 had lower SLs (ranging from 0.262 to 0.360) 

whereas the remaining items had SLs higher than 0.418. 

 

Table 3a here. 

Table 3b here. 

 

Cronbach’s alpha computed to estimate scale’s reliability is shown in Table 4, for the total 

scale and each dimension, by country. All countries showed acceptable alpha coefficient 

values for the total scale above 0.64, except Pakistan which had the lowest values (alpha: 

0.49).  

 

Table 4 here. 
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Table 5 displays the means with standard deviations, and correlations among the scales’ 

dimensions and the total score by country.  Negative correlations were observed between the 

dimension “Erroneous beliefs/stereotypes” and the other dimensions and total score, reflecting 

the expected pattern of answers for the set of items included in this dimension. The 

correlations between the dimensions “Knowledge of mental health problems”, “Help-seeking 

and first aid skills”, “Self-help strategies” and the total score were strong (>0.64) and 

statistically significant (p < 0.001) across all countries. However, the correlation of the 

erroneous belief/stereotypes subscale with the MHLq total score was significantly lower in all 

countries (-0.180 to 0.166) compared to the other subscales (0.616 to 0.846). 

 

Table 5 here.
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Discussion 

This study examined the psychometric properties of the 16-item short version of the Mental 

Health Literacy questionnaire for young adults (MHLq-SVa) across samples from Greece, 

Poland, Germany, Brazil, Turkey, Nigeria, Lithuania, Serbia, Pakistan, Malaysia, and Nepal. 

By including diverse populations from four continents, this research expands the multicultural 

validity of the MHLq-SVa, extending its psychometric evaluation to a broad range of 

languages and cultural contexts. 

The results suggest that the four-dimensional solution of the scale has good psychometric 

properties across all countries, including acceptable internal consistency according to 

established reference values22. However, some goodness-of-fit indices suggested poorer 

performance in Pakistan, which was confirmed by low values noted for the standardized 

loadings of specific items. A recent systematic review on MHL in Pakistan suggested the lack 

of prevalence studies and comparability of MHL measures and reflected on how different 

cultural beliefs associated with mental health (e.g. preference for religious healers, 

naturopathy practitioners, homeopathic doctors, or faith healers who treat mental health 

problems) could impact MHL 23. Further studies should explore how such factors influence 

cross-cultural differences in MHL reports. Nevertheless, the mean scores obtained in Pakistan 

for the four scales’ dimensions and their interrelations were well aligned with the results 

obtained in all other countries analysed, suggesting consistency of the scale in this sample.  

Slightly poorer performance as suggested by some of the goodness-of-fit indices was 

observed in Brazil. To this global goodness-of-fit indices could have influenced the data 

collection method, which was uncontrolled by the researchers.  However, when looking at the 

Brazilian individual standardized items loadings, values ranged between 0.454 and 0.972, 

suggesting overall congruency and similarity with loadings obtained in the other countries. 

 

Some limitations of the current study should be mentioned. The methods of administration 

were diverse (online, paper-and-pencil), which can result, for example, in some selection bias, 

if only people with access to the questionnaire online could participate in any specific 

country. In each site, researchers added different questions before or after the MHLq scale, 

according to their interests for further explorations. Because of such additions (from few 

items to other full scales fitting national-level goals), the positioning of the MHLq within 

longer interviews may have impacted the burden associated with its completion, leading to 

fatigue or priming effects, or to socially desirable responses towards the end of the 

questionnaire. 
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The differences in recruitment, sampling and sample sizes by country could have impacted 

these findings’ external validity and statistical power, respectively. Future research should, 

ideally, use probability sampling procedures aiming for representativeness, assess larger 

samples, and compare, whenever possible, the results obtained through different modes of 

administration (preferably within the same country or sample). 

The fact that most data was collected during or after the COVID-19 pandemic could have 

impacted the results, since awareness of mental health-related problems generally increased 

during this period, following numerous studies, surveys, campaigns and support enacted24,25. 

This calls for repeated assessments of MHL levels using the same scale to more clearly 

disentangle the influence of such recent surge in mental health and pandemic-related 

information worldwide. 

Future studies should also explore the scales’ concurrent or criterion validity by applying 

other MHL standardized measures and exploring its results in demographically mixed 

samples 22. 

To effectively promote mental health and mitigate the burden of mental ill health it is 

paramount to increase MHL levels of the population. This plays a pivotal role in early 

identification and decision to seek appropriate treatment and/or support. The Mental Health 

Literacy questionnaire – short version, as a standardized tool to measure this construct, can be 

an important ally for researchers, practitioners, or other public mental health stakeholders, by 

maximizing cross-cultural comparability and allowing the monitoring of MHL key 

dimensions following relevant interventions. 
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Tables 

 

Table 1. Participants by gender and country included in analysis. 

 Men Women Other Total 

 n (%) n (%) n (%)  

Greece 83 (29.9) 193 (69.4) 2 (0.7) 278 

Poland 261 (18.0) 1104 (76.3) 81 (5.6) 1446 

Germany 105 (21.2) 382 (77.2) 8 (1.6) 495 

Brazil 113 (19.4) 467 (80.1) 3 (0.5) 583 

Turkey 174 (30.0) 406 (70.0) 0 580 

Nigeria 48 (27.1) 128 (72.3) 1 (0.6) 177 

Lithuania 58 (39.7) 88 (60.3) 0 146 

Serbia 72 (21.0) 269 (78.4) 2 (0.6) 343 

Pakistan 59 (41.7) 85 (58.3) 0 144 

Nepal 319 (43.0) 423 (57.0) 0 742 

Malaysia 51 (42.5) 69 (57.5) 0 120 

 1343 3614 97  
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Table 2. Model goodness of fit indices for confirmatory factor analysis, by country. 
 X2 X2 / df CFI RMSEA (90% CI) SRMR AIC 

Greece 221.501 2.260 0.908 0.067 (0.056-0.079) 0.061 10002.591 

Poland 363.753 3.712 0.940 0.043 (0.039-0.048) 0.047 51766.613 

Germany 215.871 2.202 0.933 0.049 (0.040-0.058) 0.052 16088.399 

Brazil 738.264 7.533 0.798 0.106 (0.099-0.113) 0.080 20224.995 

Turkey 279.289 2.850 0.942 0.057 (0.049-0.064) 0.042 23822.219 

Nigeria 153.823 1.570 0.896 0.057 (0.039-0.074) 0.070 5928.658 

Lithuania 165.805 1.692 0.893 0.069 (0.050-0.087) 0.071 5146.150 

Serbia 185.490 1.893 0.932 0.051 (0.040-0.062) 0.058 13450.964 

Pakistan 349.771 3.569 0.465 0.134 (0.119-0.149) 0.162 5244.484 

Nepal 264.224 2.696 0.899 0.048 (0.041-0.055) 0.042 27675.848 

Malaysia 202.377 2.065 0.911 0.095 (0.076-0.113) 0.076 3206.994 

X2 – chi-square for model's vs saturated (all were p < 0.000); X2 / df  - Chi-square divided by degrees of 

freedom; CFI - Comparative fit index; RMSEA- Root mean squared error of approximation; SRMR - 

Standardized root mean squared residual; AIC - Akaike's information criterion 
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Table 3a. Standardized Factor Loadings (SL), Standardized Error (se) and Squared Multiple Correlations (R2) in Greece, Poland, Germany, Brazil and Turkey. 

  Greece Poland Germany Brazil Turkey 
Dimensions Items SL se R2 SL se R2 SL se R2 SL se R2 SL se R2 
Self-help 
strategies 

1. Physical exercise contributes to good mental 
health.  

0.506 0.055 0.256 0.594 0.022 0.353 0.529 0.036 0.280 0.690 0.027 0.476 0.578 0.031 0.334 

7. Sleeping well contributes to good mental 
health.  

0.611 0.051 0.373 0.661 0.021 0.436 0.608 0.037 0.369 0.726 0.026 0.527 0.643 0.028 0.414 

19. A balanced diet contributes to good mental 
health 

0.721 0.046 0.519 0.817 0.019 0.668 0.769 0.033 0.592 0.684 0.028 0.469 0.453 0.036 0.205 

26. Doing something enjoyable contributes to a 
good mental health.  

0.637 0.052 0.406 0.400 0.026 0.160 0.598 0.038 0.357 0.711 0.026 0.506 0.696 0025 0.485 

Erroneous 
beliefs/ster
eotypes 

6. Mental disorders don’t affect people’s 
behaviors.  

0.677 0.049 0.458 0.571 0.060 0.326 0.656 0.041 0.435 0.623 0.033 0.388 0.563 0.038 0.316 

13. Mental disorders don’t affect people’s 
feelings 

0.694 0.050 0.482 0.604 0.064 0.364 0.586 0.043 0.344 0.927 0.034 0.860 0.713 0.035 0.509 

15. Only adults have mental disorders.  
 

0.681 0.050 0.464 0.183 0.037 0.033 0.622 0.043 0.386 0.599 0.033 0.358 0.658 0.036 0.433 

Help-
seeking 
and first 
aid skills 

8. If I had a mental disorder I would seek a 
psychologist’s help.  

0.670 0.041 0.448 0.837 0.016 0.700 0.635 0.028 0.040 0.533 0.036 0.284 0.753 0.024 0.568 

17. If someone close to me had a mental disorder, 
I would encourage her/him to see a psychiatrist.  

0.709 0.041 0.503 0.439 0.023 0.192 0.561 0.035 0.314 0.700 0.029 0.490 0.757 0.025 0.573 

29. If I had a mental disorder I would seek a 
psychiatrist’s help.  

0.856 0.035 0.734 0.930 0.016 0.865 1 0.038 1 0.820 0.028 0.672 0.811 0.022 0.658 

Knowledge 
of mental 
health 
problems 

16. Changes in brain function may lead to the 
onset of mental disorders.  

0.511 0.050 0.261 0.480 0.264 0.230 0.608 0.034 0.369 0.469 0.038 0.220 0.487 0.035 0.237 

20. One of the symptoms of depression is the loss 
of interest or pleasure in most things.  

0.701 0.037 0.491 0.580 0.025 0.336 0.628 0.035 0.394 0.576 0.034 0.332 0.590 0.030 0.348 

22. The symptom’s length is one of the important 
criteria for the diagnosis of a mental disorder. 

0.492 0.051 0.242 0.476 0.027 0.226 0.447 0.043 0.200 0.454 0.038 0.206 0.495 0.035 0.245 

25. Mental disorders affect people’s thoughts.  
 

0.709 0.036 0.503 0.536 0.025 0.287 0.669 0.034 0.448 0.563 0.033 0.317 0.749 0.022 0.561 

27. A person with schizophrenia may see and 
hear things that nobody else sees and hears. 

0.723 0.035 0.522 0.478 0.026 0.229 0.472 0.041 0.223 0.637 0.031 0.406 -0.574 0.031 0.329 

28. Highly stressful situations may cause mental 
disorders.  

0.526 0.049 0.276 0.514 0.026 0.264 0.535 0.039 0.287 0.636 0.030 0.405 0.764 0.022 0.583 
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Table 3b. Standardized Factor Loadings (SL), Standardized Error (se) and Squared Multiple Correlations (R2) in Nigeria, Lithuania, Serbia, Pakistan and Nepal. 

  Nigeria Lithuania Serbia Pakistan Nepal 
Dimensions Items SL se R2 SL se R2 SL se R2 SL se R2 SL se R2 
Self-help 
strategies 

1. Physical exercise contributes to good mental 
health.  

0.349 0.102 0.122 0.386 0.087 0.149 0.627 0.043 0.393 0.417 0.091 0.174 0.262 0.041 0.068 

7. Sleeping well contributes to good mental 
health.  

0.427 0.107 0.182 0.608 0.074 0.370 0.704 0.040 0.495 -0.093 0.110 0.009 0.444 0.037 0.197 

19. A balanced diet contributes to good mental 
health 

0.559 0.109 0.312 0.722 0.068 0.522 0.660 0.010 0.435 0.618 0.082 0.381 0.547 0.034 0.300 

26. Doing something enjoyable contributes to a 
good mental health.  

0.652 0.094 0.425 0.551 0.080 0.304 0.616 0.045 0.379 0.573 0.085 0.328 0.639 0.033 0.408 

Erroneous 
beliefs/ster
eotypes 

6. Mental disorders don’t affect people’s 
behaviors.  

0.494 0.096 0.244 0.552 0.073 0.305 0.489 0.065 0.240 0.581 0.078 0.338 0.547 0.047 0.299 

13. Mental disorders don’t affect people’s 
feelings 

0.457 0.096 0.209 0.705 0.067 0.498 0.578 0.066 0.335 0.386 0.090 0.149 0.590 0.048 0.348 

15. Only adults have mental disorders.  
 

0.521 0.095 0.271 0.793 0.066 0.629 0.578 0.067 0.309 0.652 0.078 0.425 0.466 0.046 0.217 

Help-
seeking 
and first 
aid skills 

8. If I had a mental disorder I would seek a 
psychologist’s help.  

0.722 0.045 0.521 0.772 0.044 0.595 0.832 0.027 0.693 0.528 0.077 0.279 0.590 0.032 0.348 

17. If someone close to me had a mental disorder, 
I would encourage her/him to see a psychiatrist.  

0.671 0.050 0.450 0.690 0.052 0.476 0.560 0.040 0.313 0.502 0.081 0.252 0.684 0.030 0.467 

29. If I had a mental disorder I would seek a 
psychiatrist’s help.  

0.935 0.039 0.874 0.928 0.038 0.861 0.978 0.025 0.956 0.345 0.091 0.119 0.689 0.030 0.474 

Knowledge 
of mental 
health 
problems 

16. Changes in brain function may lead to the 
onset of mental disorders.  

0.415 0.074 0.172 0.593 0.069 0.352 0.483 0.053 0.233 0.851 0.122 0.724 0.337 0.040 0.113 

20. One of the symptoms of depression is the loss 
of interest or pleasure in most things.  

0.615 0.062 0.378 0.638 0.062 0.407 0.526 0.051 0.277 0.251 0.101 0.063 0.418 0.039 0.175 

22. The symptom’s length is one of the important 
criteria for the diagnosis of a mental disorder. 

0.359 0.077 0.129 0.406 0.082 0.165 0.425 0.055 0.181 0.608 0.084 0.370 0.360 0.040 0.130 

25. Mental disorders affect people’s thoughts.  
 

0.599 0.063 0.359 0.690 0.059 0.477 0.585 0.048 0.342 0.158 0.117 0.025 0.458 0.037 0.210 

27. A person with schizophrenia may see and 
hear things that nobody else sees and hears. 

0.604 0.063 0.365 0.608 0.065 0.369 0.594 0.048 0.352 0.138 0.099 0.019 0.333 0.041 0.111 

28. Highly stressful situations may cause mental 
disorders.  

0.404 0.075 0.163 0.518 0.072 0.268 0.538 0.050 0.289 0.041 0.118 0.002 0.569 0.034 0.323 
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  Malaysia 
Dimensions Items SL se R2 
Self-help 
strategies 

1. Physical exercise contributes to good mental 
health.  

0.785 0.041 0.626 

7. Sleeping well contributes to good mental 
health.  

0.902 0.025 0.814 

19. A balanced diet contributes to good mental 
health 

0.850 0.032 0.722 

26. Doing something enjoyable contributes to a 
good mental health.  

0.856 0.030 0.733 

Erroneous 
beliefs/ster
eotypes 

6. Mental disorders don’t affect people’s 
behaviors.  

0.910 0.046 0.894 

13. Mental disorders don’t affect people’s 
feelings 

0.828 0.049 0.686 

15. Only adults have mental disorders.  
 

0.640 0.062 0.409 

Help-
seeking 
and first 
aid skills 

8. If I had a mental disorder I would seek a 
psychologist’s help.  

0.834 0.038 0.695 

17. If someone close to me had a mental disorder, 
I would encourage her/him to see a psychiatrist.  

0.664 0.059 0.441 

29. If I had a mental disorder I would seek a 
psychiatrist’s help.  

0.909 0.034 0.827 

Knowledge 
of mental 
health 
problems 

16. Changes in brain function may lead to the 
onset of mental disorders.  

0.716 0.051 0.512 

20. One of the symptoms of depression is the loss 
of interest or pleasure in most things.  

0.868 0.031 0.753 

22. The symptom’s length is one of the important 
criteria for the diagnosis of a mental disorder. 

0.731 0.049 0.534 

25. Mental disorders affect people’s thoughts.  
 

0.780 0.042 0.608 

27. A person with schizophrenia may see and 
hear things that nobody else sees and hears. 

0.701 0.052 0.491 

28. Highly stressful situations may cause mental 
disorders.  

0.784 0.041 0.615 
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Table 4. Cronbach’s alpha coefficients for the Mental Health Literacy questionnaire (MHLq) young adults-Short Version. 

  Greece Poland Germany Brazil Turkey Nigeria Lithuania Serbia Pakistan Nepal Malaysia 
MHLq Dimensions Items            

Knowledge of mental health problems 6 0.773 0.663 0.718 0.729 0.441 0.662 0.748 0.690 0.539 0.562 0.865 
Erroneous beliefs/stereotypes 3 0.722 0.416 0.627 0.736 0.682 0.486 0.720 0.514 0.509 0.543 0.831 

Help-seeking and first aid skills 3 0.778 0.763 0.739 0.708 0.816 0.809 0.833 0.822 0.462 0.690 0.858 
Self-help strategies 4 0.712 0.701 0.721 0.794 0.685 0.609 0.636 0.739 0.160 0.523 0.905 

MHLq Total 16 0.781 0.647 0.652 0.737 0.645 0.640 0.659 0.688 0.494 0.635 0.782 
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Table 5. Means, Standard Deviations (sd) and Correlations Among the Mental Health Literacy questionnaire 
(MHLq) Dimensions and Total Score in Greece, Poland, Germany, Brazil, Turkey, Nigeria, Lithuania, Serbia, 
Pakistan and Nepal. 

   
Greece 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.009 (0.555) -0.247** 0.518** 0.619** 0.825** 

F2 - Erroneous beliefs/stereotypes 1.628 (0.735) 
 

-0.063 -0.105 0.150 

F3 - Help-seeking and first aid skills 4.169 (0.780) 
  

0.389** 0.733** 

F4 - Self-help strategies 4.172 (0.589) 
   

0.772** 

MHLq Total 3.633 (0.413) 
    

   
Poland 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.468 (0.442) -0.085** 0.285** 0.274** 0.679** 

F2 - Erroneous beliefs/stereotypes 1.480 (0.740) 
 

-0.066* -0.060* 0.193** 

F3 - Help-seeking and first aid skills 4.090 (0.838) 
  

0.214** 0.643** 

F4 - Self-help strategies 4.035 (0.636) 
   

0.644** 

MHLq Total 3.729 (0.357) 
    

   
Germany 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.304 (0.482) -0.328** 0.216** 0.373** 0.734** 

F2 - Erroneous beliefs/stereotypes 1.339 (0.534) 
 

-0.131** -0.179** -0.003 

F3 - Help-seeking and first aid skills 4.123 (0.772) 
  

0.196** 0.634** 

F4 - Self-help strategies 4.323 (0.508) 
   

0.664** 

MHLq Total 3.719 (0.309) 
    

   
Brazil 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.204 (0.529) -0.191** 0.529** 0.566** 0.857** 

F2 - Erroneous beliefs/stereotypes 1.512 (0.771) 
 

-0.216** -0.332** 0.083* 

F3 - Help-seeking and first aid skills 4.274 (0.682) 
  

0.420** 0.702** 

F4 - Self-help strategies 4.445 (0.579) 
   

0.703** 

MHLq Total 3.770 (0.374) 
    

   
Turkey 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 3.645 (0.509) -0.368** 0.495** 0.651** 0.807** 

F2 - Erroneous beliefs/stereotypes 1.715 (0.870) 
 

-0.366** -0.401** -0.095* 

F3 - Help-seeking and first aid skills 4.094 (0.890) 
  

0.579** 0.747** 

F4 - Self-help strategies 4.118 (0.704) 
   

0.816** 

MHLq Total 3.968 (0.545) 
    

   
Nigeria 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.029 (0.437) -0.286** 0.346** 0.444** 0.761** 

F2 - Erroneous beliefs/stereotypes 1.721 (0.607) 
 

-0.099 -0.178* 0.115 

F3 - Help-seeking and first aid skills 4.058 (0.645) 
  

0.232** 0.658** 

F4 - Self-help strategies 4.130 (0.469) 
   

0.668** 

MHLq Total 3.627 (0.297) 
    

   
Lithuania 

   

  
Mean (sd) F2 F3 F4 Total 
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F1 - Knowledge of mental health problems 3.950 (0.478) -0.341** 0.262** 0.449** 0.712** 

F2 - Erroneous beliefs/stereotypes 1.772 (0.699) 
 

-0.088 -0.282** 0.052 

F3 - Help-seeking and first aid skills 3.731 (0.898) 
  

0.206* 0.690** 

F4 - Self-help strategies 4.062 (0.537) 
   

0.633** 

MHLq Total 3.528 (0.336) 
    

   
Serbia 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.171 (0.562) -0.271** 0.162* 0.377** 0.686** 

F2 - Erroneous beliefs/stereotypes 1.428 (0.623) 
 

-0.020 -0.080 0.107* 

F3 - Help-seeking and first aid skills 4.166 (0.993) 
  

0.234** 0.646** 

F4 - Self-help strategies 4.197 (0.685) 
   

0.714** 

MHLq Total 3.661 (0.399) 
    

   
Pakistan 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 3.551 (0.485) -0.340** 0.424** 0.422** 0.846** 

F2 - Erroneous beliefs/stereotypes 1.692 (0.496) 
 

-0.439** -0.342** -0.180* 

F3 - Help-seeking and first aid skills 4.261 (0.463) 
  

0.408** 0.616** 

F4 - Self-help strategies 3.769 (0.519) 
   

0.735** 

MHLq Total 3.390 (0.286) 
    

   
Nepal 

   

  
Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 3.904 (0.474) -0.159** 0.421** 0.407** 0.784** 

F2 - Erroneous beliefs/stereotypes 1.752 (0.659) 
 

-0.189** -0.150** 0.166** 

F3 - Help-seeking and first aid skills 4.356 (0.578) 
  

0.457** 0.671** 

F4 - Self-help strategies 4.297 (0.540) 
   

0.722** 

MHLq Total 3.684 (0.330) 
      Malaysia    

 Mean (sd) F2 F3 F4 Total 

F1 - Knowledge of mental health problems 4.330 (0.510) -0.355** 0.444** 0.508** 0.735** 

F2 - Erroneous beliefs/stereotypes 1.890 (0.834)  -0.172** -0.182** 0.115* 

F3 - Help-seeking and first aid skills 4.325 (0.664)   0.528** 0.719** 

F4 - Self-help strategies 4.492 (0.567)    0.772** 

MHLq Total 3.912 (0.358)     

*p < .05; ** p < .01; Items composing F2 – Erroneous beliefs/stereotypes, were not inverted in this analysis (for 

this subscale, lower scores indicate less agreement with Erroneous beliefs/stereotypes). 
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