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For major physical diseases, it is widely accepted that
members of the public will benefit by knowing what actions
they can take for prevention, early intervention, and treat-
ment. However, this type of public knowledge about mental
disorders (mental health literacy) has received much less
attention. There is evidence from surveys in several coun-
tries for deficiencies in (a) the public’s knowledge of how
to prevent mental disorders, (b) recognition of when a
disorder is developing, (c) knowledge of help-seeking op-
tions and treatments available, (d) knowledge of effective
self-help strategies for milder problems, and (e) first aid
skills to support others affected by mental health problems.
Nevertheless, there is evidence that a range of interven-
tions can improve mental health literacy, including whole-
of-community campaigns, interventions in educational set-
tings, Mental Health First Aid training, and information
websites. There is also evidence for historical improve-
ments in mental health literacy in some countries. Increas-
ing the community’s mental health literacy needs to be a
focus for national policy and population monitoring so that
the whole community is empowered to take action for better
mental health.
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For major physical diseases, it is widely accepted that
members of the public will benefit by knowing what
actions they can take for prevention, early interven-

tion, and treatment. For example, in the area of prevention,
many people know about safe sex to prevent HIV, about
the link between smoking and a range of diseases, and
about what constitutes a healthy diet. In the area of early
intervention, people often know about early warning signs
of cancer and how to recognize a heart attack or stroke, and
they might have done a first aid course teaching them how
to give initial help in these and other medical emergencies.
For the treatment of major physical diseases, many people
know the appropriate sources of professional help avail-
able, some of the medical and complementary treatments
they might receive, and the likely benefits of those treat-
ments. This understanding also underpins widespread pub-
lic support for investment of community resources to deal
with these physical diseases.

This situation contrasts with what currently occurs
with mental disorders, where many members of the public
are ignorant about what they can do for prevention, people

commonly delay or avoid seeking treatment and view rec-
ommended treatments with suspicion, and they are unsure
how to assist others with mental disorders. Furthermore,
the support for investment in resources to deal with mental
disorders is not commensurate with their substantial con-
tribution to national burden of disease.

Concept of Mental Health Literacy
In the mid-1990s, some colleagues and I in Australia were
struck by this contrast and the lack of research and action
on public knowledge and beliefs about mental disorders. At
that time, the dominant view was that the focus needed to
be on training general practitioners (GPs) and other pri-
mary healthcare workers to better identify and manage
mental disorders. The public were simply not seen as an
important target. To draw attention to this neglected area,
we coined the term mental health literacy, which we de-
fined as “knowledge and beliefs about mental disorders
which aid their recognition, management or prevention”
(Jorm et al., 1997, p. 182). It is important to note that
mental health literacy is not simply a matter of having
knowledge (as might be conveyed in an abnormal psychol-
ogy course). Rather it is knowledge that is linked to the
possibility of action to benefit one’s own mental health or
that of others. Mental health literacy has many components,
including (a) knowledge of how to prevent mental disor-
ders, (b) recognition of when a disorder is developing, (c)
knowledge of help-seeking options and treatments avail-
able, (d) knowledge of effective self-help strategies for
milder problems, and (e) first aid skills to support others
who are developing a mental disorder or are in a mental
health crisis.

While many components of mental health literacy are
relevant to the whole community, others are relevant to
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people who are specifically affected by mental disorders.
These include what patients need to know for management
of their illness and what caregivers need to know to provide
effective support to family members. Some of these more
specialized components are covered by the concept of
psychoeducation, which is often provided by mental health
professionals. However, in this article, I focus on the wider
needs of the whole community for greater mental health
literacy.

Recognition of Developing Mental
Disorders to Facilitate Early Help
Seeking
National surveys of mental disorders in the United States
and in many other countries have shown that the prevalence
rates of disorders are high but that many people affected do
not seek professional help or they delay seeking help for
many years. For example, the World Health Organization’s
World Health Initiative has examined data from 28 devel-
oped and developing countries (Wang, Angermeyer, et al.,
2007). These surveys found that only a minority received
treatment for mood, anxiety, or substance use disorders in
the year of disorder onset, even in developed countries.
Furthermore, for those who eventually received treatment,
the median delays ranged from 1 to 14 years for mood
disorders, 3 to 30 years for anxiety disorders, and 6 to 18
years for substance use disorders. Even for the more severe
psychotic disorders, delays of months are common (Mar-
shall et al., 2005). Failure or delay in seeking treatment can
have serious consequences for people with mental disor-
ders. Studies of a range of mental disorders have shown
that the longer the duration of untreated illness, the poorer
the outcomes of treatment tend to be (Altamura et al., 2008,
2010; de Diego-Adeliño et al., 2010; Marshall et al., 2005).

Why do people delay or fail to get professional help?
There are several factors involved, but one of the important
ones is lack of recognition by the person that he or she has
a mental disorder (Gulliver, Griffiths, & Christensen,
2010). This point is well illustrated by an Australian clin-
ical study of people who sought treatment for anxiety or
mood disorders, which found an average delay of 8.2 years
(Thompson, Issakidis, & Hunt, 2008). Within this period of
8.2 years, it took an average of 6.9 years to recognize that
a disorder was present but only an average of 1.3 years
between recognition and help seeking.

Community surveys of mental health literacy in Aus-
tralia, Canada, India, Japan, Sweden, the United Kingdom,
and the United States show that many people are unable to
correctly recognize mental disorders. The methodology
typically used in these surveys is to present participants
with a case scenario describing a person with a mental
disorder and then ask what the participant thinks is wrong
with the person. The results of these surveys differ greatly
from country to country and according to the scenario
presented, but underrecognition is common (Dahlberg,
Waern, & Runeson, 2008; Jorm, Nakane, et al., 2005;
Kermode, Bowen, Arole, Joag, & Jorm, 2009; Klineberg,
Biddle, Donovan, & Gunnell, 2010; Pescosolido et al.,
2008; Wang, Adair, et al., 2007). For example, when a
scenario of depression is presented, fewer than 50% of
people show correct recognition in Japan and Sweden
(Dahlberg et al., 2008; Jorm, Nakane, et al., 2005), com-
pared with over 75% in Australia and Canada (Jorm, Na-
kane, et al., 2005; Wang, Adair, et al., 2007). In the United
States, 58% correctly recognize a child with depression
(Pescosolido et al., 2008). Recognition of other disorders,
such as schizophrenia, anxiety disorders, or attention-def-
icit/hyperactivity disorder, tends to be lower than for de-
pression (Jorm, Nakane, et al., 2005; Pescosolido et al.,
2008; Wright et al., 2005; Wright & Jorm, 2009). When
people do not use mental disorder labels such as depres-
sion, they often use more normalizing labels such as stress
or life problem. However, these alternative labels are less
likely to facilitate professional help seeking. For example,
in several Australian surveys, people who labeled a sce-
nario of a depressed person with a label other than depres-
sion were more likely to believe that it would be helpful to
deal with the problem on one’s own (Jorm, Kelly, et al.,
2006).

Another factor that contributes to delayed recognition
of mental disorders is that they often have first onset during
adolescence or early adulthood. For example, in the United
States, the median age of onset for anxiety disorders has
been reported as 11 years, for mood disorders 30 years, and
for substance use disorders 20 years (Kessler et al., 2005).
Similar ages of onset have been found in other countries
(Kessler et al., 2007). This means that people are often first
experiencing disorders during a period of their life when
their knowledge and experience are underdeveloped. A
U.S. national survey found that young people 15 to 24
years old, particularly adolescent boys and young men, had
less positive attitudes toward mental health treatment than
older age groups (Gonzalez, Alegria, & Prihoda, 2005).
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Consequently, young people may need the help of parents
or other supportive adults to recognize that what they are
experiencing is a mental disorder and to seek appropriate
professional help. Surveys of young people in which case
scenarios are used show that correct recognition increases
rapidly from early adolescence to the mid-20s and is asso-
ciated with their parents’ ability to recognize correctly
(Wright & Jorm, 2009; Wright, Jorm, Harris, & McGorry,
2007).

As recognition improves, there are benefits for the
young person if he or she develops a mental disorder.
Young people who recognize a disorder in a scenario tend
to have better help-seeking and treatment preferences
(Wright et al., 2007). This may be because self-labeling as
having a particular mental disorder activates a schema
about appropriate action to take. Self-labeling as having a
disorder may also help health practitioners recognize the
young person’s problem. An Australian study of young
people with mental disorders attending GPs found that the
GP was more likely to detect the disorder if the young
person conceptualized his or her problem as a mental
disorder (Haller, Sanci, Sawyer, & Patton, 2009).

Although early recognition of mental disorders may
have benefits for earlier and more appropriate treatment,
there is always the danger that it can increase stigma. There
is a considerable sociological literature linking the labeling
of a person as mentally ill with stigmatizing attitudes (Link,
Cullen, Struening, Shrout, & Dohrenwend, 1989), and
these attitudes may be a barrier to receiving treatment
(Corrigan, 2004). The solution to this dilemma is to always
link the recognition of a disorder with specific actions that
are likely to help a person’s recovery, rather than see
labeling as an act that is useful in its own right.

Knowledge of Professional Help and
Effective Treatments Available
If a person recognizes his or her problem as a mental
disorder, this may assist help seeking, but in order to get
effective help, the person also needs to know about the
range of professional help and evidence-based treatments
available.

There are a variety of professions that provide mental
health services, and these professions have standards of
training and professional conduct, a scientific evidence
base, and clinical practice guidelines that help to ensure
that people affected by mental disorders receive good qual-

ity care. However, professional standards are not enough to
ensure that people affected by mental disorders receive the
benefits. The public has to believe that what professionals
have to offer is likely to help them, otherwise they will not
seek out their services or will not adhere to their treatment
recommendations.

Surveys of public beliefs about professionals and
treatments have been carried out in a range of countries and
show that there are sometimes major discrepancies between
public and professional views. One consistent finding is
that members of the public view informal sources of help,
such as family and friends, very positively. In fact, they are
often rated more positively than mental health profession-
als (Burns & Rapee, 2006; Cotton, Wright, Harris, Jorm, &
McGorry, 2006; Jorm, Angermeyer, & Katschnig, 2000;
Jorm, Nakane, et al., 2005; Jorm & Wright, 2007). Al-
though seeking social support from family and friends can
be a useful strategy, the concern is when this is done in
place of seeking professional help. A particular area of
concern is with adolescents, who often say they will turn to
friends as a source of help if they have a mental health
problem (Burns & Rapee, 2006; Jorm & Wright, 2007).
However, adolescent peers may not have the experience
and maturity to take on this role or to facilitate professional
help seeking.

When the public’s beliefs about various professionals
are examined, a striking finding is that professionals who
have specialized training in mental disorders may not be
viewed as positively as more generic professional help. For
example, in Australia, psychologists are nationally regis-
tered health professionals who have to adhere to rigorous
standards of training, whereas counselor is an unregulated
label that anyone can apply to themselves. Nevertheless,
national surveys of the Australian public consistently show
that counselors are more likely than psychologists to be
seen as potentially helpful for a range of mental disorders
(Jorm, Christensen, & Griffiths, 2006b; Jorm & Wright,
2007). A similar finding has been reported from Canada
(Wang, Adair, et al., 2007). Table 1 summarizes these
findings.

Surveys of the public in many countries have also
looked at public views on treatments, revealing some
marked differences from the views of mental health pro-
fessionals. The most striking findings are in relation to
psychiatric medications, which are recommended in clini-
cal practice guidelines but are often viewed negatively by

Table 1
Percentages of Community Believing That Counselors and Psychologists Are Likely to Be Helpful for a Person
Who Is Depressed

Study Country Age group surveyed Counselors helpful (%) Psychologists helpful (%)

Jorm et al. (2006b) Australia 18� 83 68
Jorm & Wright (2007) Australia 12–17 91 64
Jorm & Wright (2007) Australia 18–25 94 83
Wang, Adair, et al. (2007) Canada 18–74 89 78
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the public (Dahlberg et al., 2008; Jorm, Nakane, et al.,
2005; Kovess-Masféty et al., 2007; Riedel-Heller, Matsch-
inger, & Angermeyer, 2005). In some surveys, more people
see psychiatric medications as potentially harmful than see
them as helpful (Jorm et al., 1997; Lauber, Nordt, Falcato,
& Rössler, 2001) or rate them on a par with non-evidence-
based treatments such as vitamins and changes in diet
(Wang, Adair, et al., 2007). On the other hand, beliefs
about psychological interventions are generally more pos-
itive (Jorm, Nakane, et al., 2005; Kovess-Masféty et al.,
2007; Lauber et al., 2001; Wang, Adair, et al., 2007),
although generic counseling is often seen more positively
than focused psychological interventions such as cognitive-
behavior therapy (Jorm, Morgan, & Wright, 2008a, 2008c).

At first glance, it might appear that the public is
stating an either/or preference for psychological versus
medical treatments. However, it is not as simple as that. For
example, people who believe that antidepressants are harm-
ful have been found to be more negative about other
standard treatments including psychological ones, indicat-
ing that for some people there is a rejection of treatment in
general (Jorm, Christensen, & Griffiths, 2005a). Indeed, a
survey in six European countries found that around a third
of adults believe that professional mental health care is
worse than or equal to no help at all for mental disorders
(ten Have et al., 2010).

These differences between public and professional
beliefs can affect the action people take if they develop a
mental disorder. For example, the above-cited study of help
seeking for mental disorders in six European countries
found that the perceived effectiveness of mental health care
was associated with actually receiving mental health care
(ten Have et al., 2010). In relation to beliefs about medi-
cation, it has been found that depressed patients who have
negative attitudes toward antidepressants are less likely to
be prescribed these medications, less likely to fill prescrip-
tions, and less likely to benefit overall (Pyne et al., 2005).
If people affected by mental disorders are to receive the full
benefits of evidence-based health care, they need some
knowledge about what is known to work and to have some
concordance of beliefs with professionals.

Fortunately, it is possible to change community be-
liefs about treatments. There is historical evidence from
repeat community surveys in Australia, Germany, and the
United States that attitudes toward treatment, including
psychiatric medications, have become more positive over
time (Angermeyer & Matschinger, 2005; Jorm et al.,
2006b; Mojtabai, 2007; Pescosolido et al., 2010).

Knowledge of Effective Self-Help
Strategies
Self-help strategies are actions that a person can take on his
or her own to deal with a mental disorder. Sometimes
self-help strategies are used under the guidance of a health
professional as part of psychological therapy (e.g., use of a
book or website providing cognitive-behavior therapy).
However, more often these are used informally without any
professional guidance.

A number of community surveys have assessed public
beliefs about informal self-help. These surveys show that
self-help tends to be viewed very positively, in fact often
more positively than professional mental disorder treat-
ments. For example, in both Australia and Canada, major-
ities of the public believe that clinical depression is likely
to be helped by vitamins; physical activity; reading about
the problem; getting out more; a special diet; and doing
courses on relaxation, stress management, or yoga (Jorm,
Nakane, et al., 2005; Wang, Adair, et al., 2007). Further-
more, in both countries these self-help strategies receive a
higher endorsement as likely to be helpful than does psy-
chotherapy. Even for more severe mental disorders, these
strategies are popular. For example, when presented with a
psychosis scenario, Australian young people showed strong
endorsement of the likely helpfulness of becoming more
physically active, using meditation, and getting up early
and out in the sunlight (Jorm et al., 2008a). Similarly, in
Switzerland, getting fresh air was commonly endorsed for
a person depicted with schizophrenia (Lauber et al., 2001),
whereas in rural India, distraction from the problem, vita-
mins, and appetite stimulants were commonly endorsed
(Kermode et al., 2009).

Not only are self-help strategies endorsed as likely to
be helpful, but they are also commonly used in practice. As
an example, in an Australian survey, the following strate-
gies were most commonly used to deal with high levels of
anxiety and depression symptoms: alcohol to relax, pain
relievers, physical activity, help from family and friends,
holidays, and time off work (Jorm, Medway, et al., 2000).
Some of these strategies are likely to be helpful. For
example, physical activity has been found to reduce de-
pression (Jorm et al., 2002). However, other strategies,
such as use of alcohol, may worsen symptoms in the long
term (Jorm et al., 2002). It is of particular concern when
people with clinical disorders use self-help as an alternative
to professional help. In the Australian survey cited earlier,
these self-help strategies were more commonly used than
the most frequent type of professional help, which was
seeing a GP (Jorm, Medway, et al., 2000). For some
people, self-help was used without professional help seek-
ing, whereas for others both were used together.

To better understand what actions people take at dif-
ferent levels of symptom severity, an Australian study
examined the use of a variety of self-help and professional
help-seeking actions according to level of psychological
distress (Jorm, Griffiths, Christensen, Parslow, & Rogers,
2004). Not unexpectedly, professional interventions such
as seeing a GP or a counselor, or taking antidepressants,
increased in frequency with increasing severity of distress.
However, many self-help actions, such as getting help from
family and friends, increasing physical activity, and engag-
ing in enjoyable activities, show an initial rise in use with
mild distress, followed by a drop in use as distress becomes
more severe. Figure 1 shows some examples.

These findings led us (Jorm et al., 2004) to develop an
“overlapping waves of action” model of coping with psy-
chological distress. According to this model, an individual
may take actions in any order or in any combination.
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However, when the population as a whole is looked at,
certain waves of action can be seen (see Figure 2). The first
wave of action involves increasing use of self-help strate-
gies that are readily available and may already be in use.
This wave of action increases with mild distress but then
decreases as distress becomes more severe. The second
wave of action involves new self-help strategies that may
not be already in use and are adopted specifically to cope
with the distress. Examples are use of vitamins and St.
John’s wort, cutting out caffeine, and taking up yoga. This
wave of action peaks with moderate distress and then
declines. The third wave of action involves professional
help seeking and continues to increase with severity of
distress. It must be emphasized that these waves of action
do not imply a set sequence for any individual but rather
general trends in the community as a whole.

The overlapping waves of action model proposes that
self-help strategies will be most commonly used for mild
levels of symptoms. People with these subclinical symp-
toms still experience some level of disability, although at a
lower level than people with clinical disorders. However,
because of the very large number of people affected by
these symptoms, the impact on disability in the population
as a whole is substantial (Judd, Schettler, & Akiskal, 2002).

People with subclinical symptoms are also at higher risk of
developing clinical disorders and suicide (Sadek & Bona,
2000). Clearly, action needs to be taken to reduce subclin-
ical symptoms, but people affected by these symptoms are
a lower priority for mental health services than people with
full clinical disorders. It has been proposed that a way of
reducing these symptoms is to have promotion campaigns
educating the public about self-help strategies that are more
likely to be effective (Jorm & Griffiths, 2006). To find out
what strategies are most likely to work for subclinical
depression, Morgan and Jorm (2008, 2009) carried out a
review of the evidence from randomized trials and a Delphi
expert consensus study with mental health professionals
and consumer advocates. This work produced the list of
strategies shown in Table 2. Currently, a large randomized
controlled trial is being carried out to see if promotion of
these strategies by e-mail messages is effective in reducing
subclinical depressive symptoms and preventing depres-
sive disorders (Morgan, Jorm, & Mackinnon, 2011).

Knowledge and Skills to Give Mental
Health First Aid and Support to
Others
As well as being able to deal with mental health problems
in themselves, members of the community need to know
how they can best assist and support others. As we have
seen, many people experiencing a mental disorder do not
correctly recognize what is happening to them, and they
may fail to seek professional help or delay help seeking for
a long period. In such cases, the person’s social network
may facilitate recognition and help seeking. Indeed, there is
evidence that people experiencing a mental disorder are
more likely to seek professional help if someone else
suggests it (Cusack, Deane, Wilson, & Ciarrochi, 2004;

Figure 1
Frequency of Using Some Professional and Self-Help
Interventions for Depression With Increasing Severity
of Symptoms
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Figure 2
The Overlapping Waves of Action Model
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Dew, Bromet, Schulberg, Parkinson, & Curtis, 1991). The
assistance of others in facilitating recognition and help
seeking may be particularly important during adolescence,
when mental disorders often have first onset, because ad-
olescents often lack the knowledge and experience to take
optimal action. Another way in which people in the social
network can assist is to provide ongoing social support. For
example, there is evidence that recovery from depression is
assisted when family members provide good social support
(Keitner et al., 1995) and that positive social support helps
reduce the impact of traumatic life events (Charuvastra &
Cloitre, 2008).

Providing assistance to others of this sort has been
termed mental health first aid (Kitchener & Jorm, 2002).
To find out what are the best strategies to use in providing
mental health first aid for a broad range of mental disorders
and mental health crisis situations, a number of Delphi
studies have been carried out to establish expert consensus
using panels of mental health professionals, consumers,
and caregivers (Hart, Jorm, Paxton, Kelly, & Kitchener,
2009; Kelly, Jorm, & Kitchener, 2009, 2010; Kelly, Jorm,
Kitchener, & Langlands, 2008a, 2008b; Kingston et al.,
2009, 2011; Langlands, Jorm, Kelly, & Kitchener, 2008a,
2008b). Eight common elements to providing good mental
health first aid were found, as summarized in Table 3.

Several surveys in Australia have been carried out to
find out what members of the public believe about provid-
ing mental health first aid. A survey of adults presented a
range of case scenarios and asked participants what they
would do if this was a person they knew and cared about

(Jorm, Blewitt, et al., 2005; Jorm et al., 2005a). The most
common responses were to encourage professional help
seeking and to listen to and support the person, which is in
accordance with the above expert recommendations. How-
ever, significant minorities of individuals in the survey did
not mention these responses. Of greatest concern was that,
when presented with a scenario of a depressed and suicidal
individual, only 15% mentioned assessing the risk of harm.

A later Australian survey looked at mental health first
aid responses to a range of scenarios by young people 12 to
25 years old and their parents (Jorm et al., 2008b). The
responses of the young people and parents were compared
with the recommendations of mental health professionals.
The biggest gap was that young people and parents were
less likely to believe it would be helpful to ask a young
person with a mental disorder about suicidal feelings and
more likely to believe it would be harmful. They were also
less likely than professionals to believe that it would be
harmful to “[talk] to the person firmly about getting their
act together” (Jorm et al., 2008b, p. 6).

A particular issue with young people supporting peers
is their reluctance to approach an adult about their con-
cerns. Kelly, Jorm, and Rodgers (2006) found that only a
minority of Australian high school students would engage
the help of an adult, such as a parent, teacher, or school
counselor, for a depressed peer. In the United States, Dun-
ham (2004) examined how young adults would respond to
a suicidal peer and found that many would not tell a
responsible adult about it.

Table 2
Self-Help Strategies That Professional and Consumer Experts Agree Are Likely to Be Helpful for
Subclinical Depression

Strategy

● Engage in exercise or physical activity
● Practice good sleep hygiene
● Maintain a regular sleep schedule
● Do something you enjoy
● Try to remain involved in purposeful activities for at least a small part of every day
● Make a list of strategies that have worked in the past for depression and use them
● Engage in an activity that gives a feeling of achievement
● Enlist a trusted friend or relative to help you get out and about or do activities
● Make sure you get out of the house for at least a short time each day
● Reward yourself for reaching a small goal
● Learn relaxation methods
● Talk over problems or feelings with someone who is supportive and caring
● Let family and friends know how you are feeling so that they are aware of what you are going through
● Eat a healthy, balanced diet

Note. Adapted from “Self-Help Strategies That Are Helpful for Sub-Threshold Depression: A Delphi Consensus Study,” by A. J. Morgan and A. F. Jorm, 2009,
Journal of Affective Disorders, 115, p. 199. Copyright 2009 by Elsevier.
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All of these surveys looked at stated intentions to
provide assistance in hypothetical situations. Only one
study has examined actual mental health first aid actions
taken. Yap, Wright, and Jorm (2011) surveyed young Aus-
tralians 13 to 28 years old and found that the most common
responses toward a friend or family member who had a
mental health problem were to listen to the person (reported
by 91%), encourage physical activity (69%), bring together
friends to cheer the person up (67%), and keep the person
busy to keep his or her mind off problems (66%). Only
58% suggested professional help, and only 38% asked
about suicidal feelings. Some reported doing potentially
unhelpful things like talking to the person firmly about
getting his or her act together (45%), suggesting use of
alcohol to forget his or her troubles (6%), or ignoring the
person until he or she got over it (4%). These and the
earlier results support the conclusion that greater mental
health first aid knowledge and skills are needed.

Knowledge of How to Prevent Mental
Disorders
Undoubtedly, the least developed area of mental health
literacy is the area of prevention. A possible contributing
factor is that we know less about what are the major
modifiable risk factors for mental disorders than we know
for cancer, heart disease, and diabetes. The one major risk
factor that is known is traumatic life events, but reducing
these is a social goal in its own right and often difficult to
achieve. Nevertheless, there are modifiable risk factors for
mental disorders that the public needs to know about.

An important example is the association between can-
nabis use and risk of psychosis. The evidence is now
sufficiently firm to justify educating young people about
the risk (Moore et al., 2007). Other examples concern the
role of parenting in mental disorders. Parents need to know
that a range of parenting behaviors affect the risk of their
adolescent children misusing alcohol and other substances

(Lac & Crano, 2009; Ryan, Jorm, & Lubman, 2010). Sim-
ilarly, parenting has effects on the development of depres-
sion and anxiety in children (McLeod, Weisz, & Wood,
2007; McLeod, Wood, & Weisz, 2007), and conflict be-
tween parents increases risk of psychological distress in
their offspring (Kelly, 2000). Although the effects of par-
enting are modest in size, there could be a substantial gain
in population mental health if shifts in parenting behavior
occur across the whole community.

Comparatively little survey research has been carried
out on community beliefs about prevention. In Germany,
Schomerus, Angermeyer, Matschinger, and Riedel-Heller
(2008) found that 75% of adults believed that prevention of
depression was possible, and 58% of this group were
willing to pay to take part in a prevention program. When
participants were presented with a list of possible preven-
tive strategies, the ones rated as likely to be helpful by over
80% of participants were the following: forming stable
friendships, having enjoyable leisure activities, having
family support, thinking positively, disclosing oneself to a
confidante, doing activities that increase self-confidence,
doing meaningful activities, getting enough sleep, abstain-
ing from drugs, doing exercise, and relaxing while listening
to music. This list has many similarities with the strategies
recommended by experts for subclinical depressive symp-
toms in Table 2.

A survey of Australian youth assessed beliefs about
the prevention of a range of mental disorders and compared
these with beliefs of mental health professionals (Jorm,
Morgan, & Wright, 2010). There was agreement between
young people and professionals about a range of prevention
strategies: physical activity, keeping contact with family
and friends, avoiding use of substances, and making time
for relaxing activities. The biggest difference was that most
young people believed it would be helpful to avoid stressful
situations, whereas professionals did not think this would

Table 3
Key Elements of Practicing Good Mental Health First Aid

Element

● Approach the person.
● Assess the situation.
● Assist with any crisis (e.g., suicidal thoughts or behaviors, nonsuicidal self-injury, acute psychosis, aggression, substance

overdose).
● Listen nonjudgmentally.
● Offer support.
● Offer information.
● Encourage the person to get professional help.
● Encourage other supports (including social supports and self-help strategies).

Note. Adapted from Mental Health First Aid Manual (2nd ed.), by B. A. Kitchener, A. F. Jorm, and C. M. Kelly, 2010, pp. 14–16. Copyright 2010 by B. A.
Kitchener, A. F. Jorm, and C. M. Kelly.
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be helpful. For social phobia, in particular, many profes-
sionals thought that avoidance would be harmful.

These findings show that there is fertile ground for
preventive action by the public. However, in contrast to the
situation with major physical diseases, nothing is known
about what members of the public do in practice for pre-
vention of mental disorders.

Mental Health Literacy and Cultural
Diversity
Mental health literacy represents a Western scientific con-
ceptualization that may conflict with traditional folk be-
liefs. This conflict is often seen more strongly in people
from cultural minorities or in developing countries. For
example, people from cultural minorities are often low
users of mental health services, and research with these
communities has identified lack of mental health literacy as
a major barrier. Studies of Southeast Asian refugee com-
munities in the United States have found that many people
lack knowledge of what mental illness is, how to recognize
early signs, what treatments are available, and how and
when to seek professional help (Collier, Munger, & Moua,
2011; Lee, Lytle, Yang, & Lum, 2010). Some languages
lack words to adequately describe concepts such as depres-
sion (Lee et al., 2010). Furthermore, mental disorders may
be seen as due to spirits, curses, or bad karma, leading to
feelings of powerlessness or to non-evidence-based actions
(Lee et al., 2010). However, belonging to a minority group
does not necessarily imply greater problems with mental
health literacy. For example, African Americans have been
found to have more positive attitudes toward mental health
treatment than Anglos and Latinos (Diala et al., 2000;
Gonzalez et al., 2005).

In developing countries, it has been found that tradi-
tional explanatory models of mental disorders can delay
seeking help from Western healthcare services and that
some models of traditional healing contribute to human
rights abuses, stigma, and discrimination (Petersen, Lund,
& Stein, 2011). It has been recognized that having access to
healthcare services is not enough to improve treatment of
people with mental disorders and that this must be accom-
panied by efforts to increase community mental health
literacy.

Because of the potential impact of language and cul-
ture, efforts to improve mental health literacy must take
account of cultural and linguistic diversity if they are to
reach the whole community.

Interventions to Improve Mental
Health Literacy
There is good evidence that the mental health literacy of a
whole community can be improved. In Australia, Germany,
and the United States, repeats of community surveys have
found significant improvements over periods of a decade or
more in beliefs about mental health professionals and treat-
ments (Angermeyer & Matschinger, 2005; Goldney, Dunn,
Dal Grande, Crabb, & Taylor, 2009; Jorm et al., 2006b;
Mojtabai, 2007; Pescosolido et al., 2010). Such historical

changes are difficult to attribute to specific causes; how-
ever, there are a number of specific interventions that are
known to work. Reviewed below are some of the larger
scale or better evaluated interventions to improve mental
health literacy.

Whole-of-Community Campaigns
In several countries there have been community campaigns
that have aimed to improve aspects of mental health liter-
acy (Dumesnil & Verger, 2009). Here I describe the most
rigorously evaluated ones.

Since 2000, Australia has had a national government-
funded depression initiative, called beyondblue, the aims of
which include raising community understanding of depres-
sion and related disorders (Hickie, 2004). The community
education activities of beyondblue have been wide ranging,
including providing advertising campaigns, educating jour-
nalists, enlisting prominent people to speak about depres-
sion, sponsoring artistic and sporting events, and providing
free information through printed materials and the Internet.
Beyondblue has also targeted information at a broad range
of cultural and language groups within Australia. In its
early years of operation, beyondblue was financially sup-
ported by some Australian states but not by others. The
organization was active in all states but had a higher level
of activity in those that provided funding, allowing the
lower activity states to be used as a type of control group.
Awareness of beyondblue was greater in members of the
public in the high-activity states, and there was a greater
improvement in depression literacy, with greater ability to
recognize depression, more positive beliefs about the po-
tential helpfulness of treatments, and greater public open-
ness about depression (Jorm, Christensen, & Griffiths,
2005b; Jorm, Christensen, & Griffiths, 2006a).

In Germany, a community campaign was run from
2001 to 2002 in the city of Nuremberg by the Nuremberg
Alliance Against Depression. The intervention was multi-
faceted and involved a public information campaign, inter-
ventions with GPs and community facilitators (e.g., teach-
ers, police, clergy), and interventions with consumers and
their relatives (Dietrich, Mergl, Freudenberg, Althaus, &
Hegerl, 2010). To evaluate the intervention, community
surveys were carried out in Nuremberg, with the nearby
city of Würzburg serving as a control. The intervention
produced increased awareness of depression, with the ef-
fects being greater in people whose lives had been affected
by depression. Attitudes toward antidepressants became
more positive, and there was a decrease in the belief that
depression was due to a lack of self-discipline. More im-
portant, there was a greater reduction in suicidal acts in
Nuremberg compared with Würzburg, and this change was
found to persist one year after the end of the intervention
(Hegerl, Wittenburg, & the European Alliance, 2010).
Given these successes, the European Alliance Against De-
pression was formed in 2004 with funding from the Euro-
pean Commission, and the approach has been extended to
17 countries (Hegerl et al., 2009).

While both the above campaigns focused on depres-
sion, the Treatment and Intervention in Psychosis (TIPS)
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program in Norway was designed to reduce the duration of
untreated psychosis in first-episode schizophrenia (Joa et
al., 2008). TIPS had two components: an intensive infor-
mation campaign for the general public, schools, and GPs
about how to recognize psychosis, and an early detection
team that could be contacted by anyone. In the period from
1997 to 2000, the TIPS program was run in two areas in
Norway, and two other areas in Norway and Denmark
served as controls. The TIPS program was found to reduce
the duration of untreated psychosis to a median of 5 weeks,
compared with 16 weeks in the control regions. From 2002
to 2004 the early detection team continued to operate, but
without the information campaign, leading to an increase of
the duration of untreated psychosis back up to a median 15
weeks. This reversal led the authors of the program to
conclude that the intensive information campaign was an
essential part of the success of the TIPS intervention (Joa et
al., 2008).

Interventions Based in Educational Settings

Schools, colleges, and universities are well placed as set-
tings for improving mental health literacy because of the
high-risk age groups they serve and their educational mis-
sion. Although many programs have been carried out
throughout the world, few have been rigorously evaluated.
However, three small randomized trials have been carried
out in U.S. high schools and one in a Pakistani high school.
The first U.S. study looked at the effects of trainee psychi-
atrists giving a talk to students about substance use, de-
pression, and suicide, and found an increase in willingness
to seek help from a psychiatrist or counselor (Battaglia,
Coverdale, & Bushong, 1990). In another U.S. study, stu-
dents were given a lesson about mental illness and sources
of help available. This trial also found an improvement in
attitudes to treatment and seeking help (Esters, Cooker, &
Ittenbach, 1998). More recently, a study has been carried
out on a consumer-delivered educational intervention (In
Our Own Voice) and found improvements in mental health
literacy at four and eight weeks follow-up (Pinto-Foltz,
Logsdon, & Myers, 2011).

A study in rural Pakistan looked at the effect of a
four-month program of mental health education in schools
(Rahman, Mubbashar, Gater, & Goldberg, 1998). This
study found improved knowledge in the school children, as
well as in their parents, friends, and neighbors, indicating
that in a developing country a school-based program can
have a broader community impact.

There is more limited evidence on mental health lit-
eracy interventions in higher education institutions. An
exception is a controlled trial of a social marketing cam-
paign with U.K. university students (Merritt, Price, Molli-
son, & Geddes, 2007). The campaign used posters and
postcards to convey information about depression and its
treatment. Improvements were found in recognition of de-
pression and attitudes toward antidepressants but no change
in belief that depression can be treated effectively.

Mental Health First Aid Training

A Mental Health First Aid training course began in Aus-
tralia in 2001. The aim of this course is to train members of
the public in how to provide support to someone who is
developing a mental disorder or in a mental health crisis
situation until professional help is obtained or the crisis
resolves (Kitchener & Jorm, 2008). Four randomized con-
trolled trials have been carried out comparing the course
with wait-list controls (Jorm, Kitchener, Fischer, & Cvet-
kovski, 2010; Jorm, Kitchener, O’Kearney, & Dear, 2004;
Jorm, Kitchener, Sawyer, Scales, & Cvetkovski, 2010;
Kitchener & Jorm, 2004). These trials have found improve-
ments in knowledge, confidence in providing help, actual
helping behavior, and stigmatizing attitudes. These
changes are maintained for five to six months after course
completion. Mental Health First Aid training has also been
adapted for cultural minority groups within Australia, in-
cluding Indigenous peoples and Vietnamese and Chinese
speakers (Jorm & Kitchener, 2011). The Mental Health
First Aid training course has been widely disseminated in
Australia, where 1% of the adult population has done the
course (Jorm & Kitchener, 2011). The course has been
adapted to the cultures and healthcare systems of 15 other
countries (Jorm & Kitchener, 2011), including the United
States (Rosenberg, 2011). It appears quite feasible for this
type of training to eventually reach very large numbers of
people, similar to the reach of first aid courses for physical
health emergencies.

Web-Based Interventions

The Internet is a major source of health information for the
public, including information on mental disorders. Numer-
ous studies have been carried out to evaluate the quality of
this information using expert assessments or quality rating
tools (Reavley & Jorm, 2011). Most studies have con-
cluded that the general quality is poor, although some
high-quality websites are available. For example, the Na-
tional Institute of Mental Health website (www.nimh.nih
.gov) has been rated highly in several studies (Reavley &
Jorm, 2011). Most of the research on website quality has
focused on the content of the websites rather than the more
important issue of whether websites produce beneficial
effects on website users. However, there have been some
randomized controlled trials evaluating effects on users.

A study by Christensen, Griffiths, and Jorm (2004)
used a randomized controlled trial to examine the effects of
websites on a community sample of people with a high
level of depressive symptoms. This trial compared a web-
site giving information about depression and its treatment
(BluePages: www.bluepages.anu.edu.au) with a website
providing cognitive-behavior therapy (MoodGYM: www
.moodgym.anu.edu.au) and an attention-placebo control in-
tervention. The information website was found to increase
the participants’ understanding of treatments for depression
relative to the other interventions, although it did not im-
prove professional help seeking (Christensen, Leach, Bar-
ney, Mackinnon, & Griffiths, 2006). More surprising, the
information website reduced depressive symptoms more
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than the attention-placebo control and produced effects
equivalent to those of the cognitive-behavior therapy web-
site. These therapeutic benefits were found to be main-
tained over 12 months (Mackinnon, Griffiths, & Chris-
tensen, 2008). These and other similar findings raise the
possibility that increasing mental health literacy may lead
to a therapeutic benefit (Donker, Griffiths, Cuijpers, &
Christensen, 2009).

Another trial examined a website aimed at educating
parents about prevention and early intervention (Deitz,
Cook, Billings, & Hendrickson, 2009). The website had
information about anxiety disorders, depression, treatment
options, what parents can do, and links to other resources.
Parents in a workplace were randomized to use the website
or to be placed on a waiting list. The website was found to
improve knowledge and self-efficacy in handling mental
health issues. However, there was no follow-up to deter-
mine the longer term effects on children. While this trial
was small and brief, it does illustrate the potential for using
the Web to promote prevention efforts by parents.

A limitation of web-based interventions is that they
are less likely to be accessed by people who are older, less
educated, and with lower incomes. However, it has been
argued that Internet interventions have the potential to
reduce health inequalities if they are publicly funded and
available in a wide range of languages and in formats that
do not require literacy (Muñoz, 2010). For such services to
reduce disparities, disadvantaged members of the commu-
nity would need to be aware of these services and believe
in their effectiveness.

Mental Health Literacy and Support
for Mental Health Services
Mental health literacy involves spreading the expertise for
dealing with mental disorders across the whole community.
In doing so, it complements the efforts of professionals
working in mental health services. However, there may be
another indirect benefit to mental health services. In many
countries, mental health consumers and professionals have
expressed frustration that services are poorly resourced,
with consequent effects on their quality. To improve this
situation, a greater commitment of public funds is required,
but better funding will only occur if voters and the people
they elect support better funding. Such support is more
likely if citizens understand the societal impact of mental
disorders and potential for services to reduce this impact.

This link is clearly shown by a community survey in
Germany in which the public was asked about which dis-
eases should get a reduction in services if the overall health
budget had to be cut (Schomerus, Matschinger, & Anger-
meyer, 2006). Mental disorders such as alcoholism, depres-
sion, and schizophrenia were more often favored for cuts
than physical diseases, with cancer and heart disease sel-
dom selected. The most important determinant of people’s
selection of a disease for cuts was the perceived severity of
the disorder. The implication is that if community priorities
are to be changed, the public needs to be convinced that
mental disorders have a major impact. Because mental

disorders affect primarily disability rather than mortality, it
is important to promote their role as the most important
contributors to disability in the population and the partic-
ular impact they have on young people (World Health
Organization, 2008).

The Future
Mental health literacy has a fairly short history (15 years)
as a topic for research and action. However, enough has
been achieved to justify further efforts in this area. A
number of future directions can be anticipated. First, much
of the work so far has focused on beliefs, but the associa-
tions between beliefs and actions are modest. In the future,
there needs to be more emphasis on changing actions that
the public takes to benefit mental health.

It can also be anticipated that mental health literacy
will be increasingly seen as a goal of health policy, on a par
with what occurs for major physical disorders. Such policy
changes are already occurring in some countries. In Aus-
tralia, a national mental health plan has identified improv-
ing mental health literacy as a means to increase prevention
and early intervention (Australian Department of Health
and Ageing, 2009). Similarly, British Columbia in Canada
has a plan to increase the province’s mental health literacy
(British Columbia Ministry of Health Services, 2003) and
improving mental health literacy has featured in the Scot-
tish government’s national action plan (The Scottish Gov-
ernment, 2003). Such policy developments have not as yet
occurred in the United States and other countries.

Finally, when mental health literacy becomes a na-
tional policy goal, there needs to be national monitoring of
trends over time to see whether goals are being met. Ex-
isting time series data from Australia and Germany show
the feasibility of national monitoring (Angermeyer &
Matschinger, 2005; Goldney et al., 2009; Jorm et al.,
2006b). Ideally, this monitoring would be linked to surveys
covering the prevalence of psychological distress and other
indicators of national mental health.

The ultimate aim is a society where people with men-
tal disorders take prompt action to seek professional help,
where they receive and adhere to evidence-based treat-
ments, where they feel supported by others in their social
network, where people take preventive action to benefit
themselves and their families, and where mental health
services are seen as making a valuable contribution that
merits public support.
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