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Background: Mental health literacy (MHL) research in Jordan is sparse and validated MHL measures are lacking. The present study validated a Jordanian version of the Mental Health Literacy Scale (MHLS) and examined Jordanian individuals’ MHL.

Method: A Google Forms survey was designed, and the link was shared through various Jordanian social media platforms. Factor analysis and Rasch analysis were performed to validate the Jordanian version of the MHLS. Binary logistic regression was performed to assess variables associated with MHL.

Results: The Jordanian MHLS was administered to 974 participants (74.4% females; median age 27 years). The mean MHL score of the participants was 71.1% indicating average literacy levels. The factor analysis indicated that 27 items distributed across four factors had the best model fit. The Rasch analysis confirmed item separation reliability and person reliability. The regression showed a correlation between educational attainment, income, marital status and MHL level. These findings emphasize the role of educational attainment in MHL, pointing to the necessity of integrating mental health education into formal curricula to enhance MHL across all societal levels. Stigma and limited-service availability act as barriers to mental health service and access, which compound the challenge of improving MHL. Targeted educational interventions and policy reforms may help improve MHL, thereby contributing to improving mental health outcomes in Jordan and potentially other similar settings.
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1 Introduction

For The concept of Mental Health Literacy (MHL), first introduced in 1997, refers to the capability to identify mental health conditions and the beliefs about their therapeutic effectiveness (1). MHL involves six main components: (1) the capability to identify features of a particular mental health condition; (2) background information and beliefs about the causes of and risk factors for mental health conditions; (3) background knowledge and beliefs about self-care interventions; (4) knowledge and beliefs about the professional help available; (5) attitudes that aid in mental health condition identification and help-seeking; and (6) knowledge about how to search for related information (2).

Approximately 970 million individuals worldwide, or 1 in every 8 people, suffer from a mental illness, with anxiety and depressive disorders being the most prevalent (3). According to a systematic review of research studies from Asia and Europe, 33.7, 31.9, and 29.6% of the general population suffered from depression, anxiety, and stress, respectively, during the COVID-19 pandemic (4). About one in every seven adolescents has experienced a mental health condition, and almost 40% of the experienced mental disorders are depressive and anxiety disorders, 20.1% are conduct disorders, and 19.5% are attention deficit hyperactivity disorder (5). Many studies have been carried out to evaluate MHL in adults with results indicating a low degree of MHL in the population. Most individuals struggle to recognize mental health conditions and are uncertain how to access information about these (6).

Large community-based studies reported a high prevalence of mental illness in the Middle East, ranging from 15.6 to 35.5%, with higher rates found in countries experiencing complex emergencies like food shortages and war (7). In Jordan, an estimated 1.75 million individuals, or roughly 20% of the country’s population, suffer from mental illnesses, primarily anxiety and depression (8). According to a study conducted to quantitatively assess the burden of mental health conditions in the Eastern Mediterranean region between 1990 and 2013, there is an increasing prevalence of chronic disorders, including mental illnesses, in the region. Nearly all countries in the region experienced a higher burden of mental health disorders compared to the global average. Although this burden affected all age groups, the highest incidence was observed in the 25–49 age group (9). These statistics clearly indicate a concerning prevalence of mental disorders in the Middle East and Jordan, compared to the global estimation, highlighting the pressing need to focus on mental health-related issues in future research.

Recent studies have frequently highlighted the negative impact of insufficient health literacy, including increased incidence of chronic illnesses, elevated medical expenses, lower utilization of medical services, and earlier mortality (10). Poor MHL is considered problematic since it not only represents a behavioral health intervention barrier but also contributes to mental health stigma. This can create barriers to treatment and reduce the likelihood of individuals engaging in mental health therapy (11). According to a longitudinal, population-based study, poor MHL and negative behaviors toward mental health care were found to be associated with a reduced degree of behavioral health engagement even after controlling for sociodemographic characteristics (12). Moreover, a systematic review examining parents’ and caregivers’ MHL, found that a lack of MHL posed a barrier to accessing behavioral health therapy, and was associated with factors such as knowledge and financial barriers, disbelief in and fear of treatment services, as well as the negative reputation of mental health care (13). In the East Mediterranean region; stigmatizing attitudes toward mental illnesses were reported in a study conducted on the Lebanese population (14). In Turkey, healthcare professionals have also shown less than optimal levels of MHL, with age, marital status, education level, and occupation being the core influencing factors (15).

Sociocultural factors can have an important role in determining MHL in a specific group or population. A study conducted among Australian youth highlighted several social and cultural factors affecting MHL (16). For example, it was discovered that, in comparison to males, females are more likely to have elevated levels of MHL in relation to generalized anxiety disorders, and are noticeably more likely to recognize depression than males (17–20). In addition, a number of sociodemographic factors, such as level of education, age, and family history of mental illness, were found to be significantly correlated with MHL (21). Furthermore, because of the stigma associated with mental health clinics, the majority of patients who visit these clinics either do not use the services provided or do not follow treatment plans as required (22). In Jordan, it was found that stigma accounted for 41% of the reasons why mentally ill patients stopped attending mental healthcare clinics, postponed appointments, showed noncompliance to treatment, or showed delayed improvement (22). In Jordanian society, mental health issues are frequently stigmatized. Factors contributing to this stigma include labeling symptoms as “mental illness,” attributing these issues to biological causes, perceiving individuals with mental health conditions as dangerous, and various sociodemographic influences (22). This stigma can make people reluctant to seek assistance or openly discuss their mental health, negatively impacting their MHL.

Despite the existence of numerous studies evaluating MHL in the general population around the globe, and the availability of MHL questionnaires in various languages, there is limited numbers of studies in the Middle East, as well as a scarcity of questionnaires validated in Arabic for assessing MHL. There were two previous validations of an Arabic version of Mental Health Literacy Scale (MHLS) (23), one of them was conducted on university students (24) which casts doubt on the generalizability of the findings, and both of them were conducted in Saudi Arabia (24, 25) and therefore may not be suitable for other Arabic speaking populations including those in Levante and the East Mediterranean region, furthermore, these validations lacked important statistical analysis including Rasch analysis. Therefore, the present study aimed to validate an Arabic tool to assess MHL among the Jordanian population and evaluate MHL in the Jordanian general population. Findings of this study can be used to guide focused educational campaigns and policy development aiming at addressing knowledge gabs, and promoting early detection, intervention, and community support with regard to MHL. A more supportive and health-literate society can result from improved MHL, which can also lead to better use of mental health services and better public attitudes.



2 Method

A questionnaire was designed using Google Forms and the link was distributed via various Jordanian social media platforms including Jordanian webpages, and Jordanian Facebook and WhatsApp groups. The data were collected from October to December 2023. The inclusion criteria were being a resident of Jordan, aged 18 years or older, and consenting to participate in the study. Questions about the age and residency in addition to a consent section were included in the questionnaire to confirm the participants’ eligibility. The questionnaire was designed so that respondents who did not meet the stated inclusion criteria were automatically directed to the end of the form, furthermore, to avoid missing data, all the relevant questions were marked as mandatory, so that the participants were not permitted to submit the questionnaire before completing these questions. The introduction of the questionnaire presented the aim of the study and an informed consent form. Ethical approval was obtained from the Al-Zaytoonah University of Jordan ethical committee. Also, this study was conducted in line with the Declaration of Helsinki ethical principles.


2.1 Study instruments

After thoroughly reviewing various MHL questionnaires, the MHLS was chosen for its comprehensive coverage of different medical conditions and its use of simplified terminology (23). Upon receiving permission from the questionnaire’s author, the questionnaire was translated into Arabic (Jordan). The translation process adhered to Brislin principle (26) to assure producing an Arabic version of the questionnaire that retains the original meaning and adopts cultural relevance. Two Arabic versions of the questionnaire were produced by two independent translators, which were subsequently compared by the translators and the researchers and any discrepancy between the two versions were evaluated and modified to produce the first draft of the Arabic version of the questionnaire. Then the first draft of Arabic version was back translated by two different translators, the two back translated versions, the original questionnaire and the Arabic draft were evaluated by the researchers and translators and the final Arabic version was produced. This process ensured the accuracy and cultural appropriateness of the final Arabic version.

The MHLS consists of 35 questions assessing knowledge of mental health. It includes six attributes: the first attribute assesses the ability to identify disorders and includes eight items. The second attribute, consisting of two items, aims to evaluate knowledge regarding the causes and risk factors associated with developing mental illnesses. The third attribute, which comprises two questions, is designed to assess knowledge about self-treatment options. The fourth attribute, with three items, evaluates understanding of mental health care professionals and the services they offer. The fifth attribute, containing four items, measures the participant’s knowledge on how to seek information about mental health. The sixth and final attribute focuses on practices that promote the recognition of mental disorders and encourage help-seeking behavior, including 16 items (1). The first 15 items of the questionnaire use a 4-point Likert scale with answer options ranging from ‘very unlikely’ to ‘very likely’ or from ‘very unhelpful’ to ‘very helpful’. The remaining items employ a 5-point Likert scale, with the answer choices ‘strongly disagree’ to ‘strongly agree’ or ‘definitely unwilling’ to ‘definitely willing’. The total score is determined by summing the scores of all items. For 4-point Likert scale items, scores range from 1, representing ‘unlikely’ or ‘unhelpful’, to 4, indicating ‘very likely’ or ‘very helpful’. In the case of 5-point scale items, scores extend from 1 for ‘strongly disagree’ or ‘definitely unwilling’ to 5 for ‘strongly agree’ or ‘definitely willing’. Reverse coding was applied to negative items. Thus, the maximum score is 160 while the minimum is 35. In addition to the original questionnaire, a data collection sheet was developed to record demographical information about the participants, including their age, gender, educational qualification, income, and marital status.



2.2 Sample size calculation

When employing factor analysis, it is recommended to maintain a participant-to-item ratio of up to 20:1 to determine the sample size (27). Since the MHLS contains 35 items, the minimum sample size was determined to be 700.



2.3 Tool validation

Content validity of the MHLS was assessed by a group of experts composed of two psychologists and a clinical pharmacist. The experts confirmed that the questionnaire is comprehensive and covers different medical conditions using simplified easy to understand terminology. A pilot study was conducted to evaluate the face validity of the questionnaire with 30 Jordanian participants. The participants were randomly selected and approached in different pharmacies from different geographical areas in Jordan, the aim of the study was explained to the participants by the research assistants and a consent form was presented to them after ensuring that the participants met the study’s inclusion criteria. The participants were asked to complete the questionnaire and provide their feedback. An open discussion was conducted between the participants and the research assistants that gathered the participant’s feedback about the items’ relevance, ease of response, and items clarity. The feedback was discussed by the researchers, experts and translators and minor changes were made based on the feedback by using synonyms of 6 words. The pilot study data was not included in the statistical analysis for the present study. Moreover, confirmatory factor analysis (CFA) and principal component analysis (PCA) were performed to assess the construct validity of the questionnaire. Factor analysis is a valid and widely used method the generate the most accurate construct from the participants’ responses to MHLS, it confirms the relation between the observed variables and the latent ones and simplifies the interpretation of the data by grouping the observed variables into fewer latent ones. The internal consistency of each generated factor was assessed using Cronbach’s alpha. Rasch analysis was conducted to determine the tool’s ability to differentiate between different participants’ health literacy levels and to assess the difficulty levels of the questionnaire’s items. Generally, Rasch analysis is applied to evaluate the quality of instruments with intendent latent variables. Wright maps, item fit, person fit and ability, and instrument analyses are inspected to evaluate the tool quality (28). To confirm the validity of the instrument in Rasch analysis, observed data are expected to fit the probabilistic relationship within and between person estimates and item estimates as specified in the Rasch measurement model (29).



2.4 Statistical analysis

Statistical analyses were conducted using R software with the Test Analysis Modules (TAM) package version 4.1–4, and the Statistical Package for the Social Sciences (SPSS) version 26. Bartlett’s Test and Kaiser-Meyer-Olkin (KMO) analysis were used to determine the suitability of the data for performing PCA. The scree plot was examined, and parallel analysis was performed to determine the appropriate number of factors to be extracted. The direct-oblimin rotation method was used to generate a pattern matrix. Communalities were assessed, and any item with a value lower than 0.3 was not included in the analysis. Factors loadings were also assessed and any item with loadings lower than 0.4 or with multiple factor loadings greater than 0.4 was excluded from the analysis. A multi-factorial Rasch analysis for polytomous responses was performed. Two reliability measures, Person Separation and Item Separation, were calculated to confirm the suitability of the model. Furthermore, infit/outfit statistics were generated. Infit and outfit mean square (MSQ) values between 0.6 and 1.4 were considered acceptable (30). Thresholds were computed to evaluate each item, and a Wright map was produced. Two Differential Item Functioning (DIF) analyses between genders were conducted, one for the Recognition factor and the second for the remaining factors, due to the differences in the response scale between the Recognition factor and the remaining ones it could not be included in the same DIF analysis. A DIF value of <0.43 logits is considered acceptable (31).

The participants were categorized into low and high MHL groups. The high MHL group included participants who scored above the mean of the MHLS, while the rest were included in the low MHL group. Subsequently, the MHL groups were included as an outcome variable in a binary regression model which also included age, gender, education and income levels, and marital status as predictor variables. Statistical significance was established at p < 0.05.




3 Results

The present study enrolled 982 participants, with 74.5% being female. Demographic details of the participants are presented in Table 1. The median age of the participants was 27, with an age range from 21 to 35. Regarding education levels, 19% of the participants had completed only high school, 10.8% held diplomas, and 64.8% had obtained bachelor’s degrees. Additionally, 5.6% possessed postgraduate degrees. In terms of marital status, 36.6% were married. Furthermore, 59.7% reported a monthly income of less than 500 Jordanian Dinars.



TABLE 1 Participants’ socio-demographic characteristics.
[image: Table1]

KMO and Bartlett’s test of sphericity indicated that the data were suitable for factor analysis (KMO = 0.882, p < 0.001). Scree plots (Figure 1) and parallel analysis suggested a four-factor solution. Items with low communalities were deleted, including “1-If someone became extremely nervous or anxious in one or more situations with other people (e.g., a party) or performance situations (e.g., presenting at a meeting) in which they were afraid of being evaluated by others and that they would act in a way that was humiliating or feel embarrassed, then to what extent do you think it is likely they have Social Phobia?,” “3-If someone experienced a low mood for two or more weeks, had a loss of pleasure or interest in their normal activities and experienced changes in their appetite and sleep then to what extent do you think it is likely they have Major Depressive Disorder?,” “9-To what extent do you think it is likely that in general in Jordan, women are MORE likely to experience a mental illness of any kind compared to men?,” “12-To what extent do you think it would be helpful for someone to avoid all activities or situations that made them feel anxious if they were having difficulties managing their emotions?,” 15- “Mental health professionals are bound by confidentiality; however there are certain conditions under which this does not apply. To what extent do you think it is likely that the following is a condition that would allow a mental health professional to break confidentiality: if your problem is not life-threatening and they want to assist others to better support you?,” “10-To what extent do you think it is likely that in general, in Jordan, men are MORE likely to experience an anxiety disorder compared to women?,” 14- “Mental health professionals are bound by confidentiality; however there are certain conditions under which this does not apply. To what extent do you think it is likely that the following is a condition that would allow a mental health professional to break confidentiality: If you are at immediate risk of harm to yourself or others?” and “20-People with a mental illness could snap out of it if they wanted.”

[image: Figure 1]

FIGURE 1
 Scree plot of factor analysis.


Table 2 depicts factor loadings, communalities, and Cronbach’s alpha for the questionnaire items. The produced factors included “Recognition,” “Information seeking,” “General attitude” and “Attitudes Toward People.” For the General Attitudes Factor, loadings values ranged from 0.827 to 0.714 while the communalities ranged from 0.704 to 0.542 with a Cronbach’s alpha value of 0.913. For the Attitudes Toward People Factor, loadings ranged from 0.817 to 0.646 while communalities ranged from 0.682 to 0.540 with a Cronbach’s alpha factor of 0.866, the Recognition Factor loadings ranged from 0.648 to 0.576 while communalities ranged from 0.443 to 0.338 with a Cronbach’s alpha value of 0.761, and the Information-Seeking Factor loadings ranged from 0.782 to 0.569 whereas communalities varied from 0.635 to 0.395 with a Cronbach’s alpha value of 0.750.



TABLE 2 Loadings, communalities, and Cronbach’s alpha values.
[image: Table2]

In terms of means and standard deviations, the mean of all items on the General Attitudes Factor were 3 (SD = 1). In the Attitudes Toward People Factor, the highest mean score was 4 (SD = 1), observed for two items: “31-How willing would you be to make friends with someone with a mental illness?” and “30-How willing would you be to spend an evening socializing with someone with a mental illness?” The mean scores for the remaining items in this factor were 3 (SD = 1). In the Recognition Factor, the highest mean score was 4 (SD = 1), noted for two items: “5-To what extent do you think it is likely that Dysthymia is a disorder?” And “4-to what extent do you think it is likely that Personality Disorders are a category of mental illness?” The lowest mean score within this factor was 3 (SD = 1), which was recorded for the six remaining items. In the Information-Seeking Factor, all items had a uniform mean score of 4 (SD = 1). The mean for the Recognition score was 26.60 (SD = 3.80), and the interquartile range was 4.25. For the Information seeking score the mean was 15.75 (SD = 3.02), and the interquartile range was 4.00, while in the General attitude scale the mean was 25.50 (SD = 7.57), and the interquartile range was 12. Lastly in Attitude toward people score the mean was 22.61 (SD = 5.78), and the interquartile range was 8. The mean MHLS score for all participants was 90.4 (SD = 10.5) out of a maximum possible score of 127.

The Rasch model analysis indicated that the item separation reliability and person reliability for the General Attitudes, Attitudes Toward People, Recognition, and Information-Seeking Factors were 0.727 and 0.644, 0.868 and 0.853, 0.738 and 0.638, and 0.905 and 0.887, respectively. Infit and outfit MSQ values are presented in Table 3. None of the items violated the acceptable range of Infit and outfit MSQ. The thresholds displayed in Table 3 indicate that all items had ordered response categories. The Wright map, shown in Figure 2, confirms that the patients’ responses were distributed across all difficulty levels within the four factors. The distribution of item thresholds across various difficulty levels revealed differing levels of challenge for participants. The lowest difficulty score was −11.34 in the first category, observed in 15 items, whereas the highest difficulty score was associated with the item “25-People with a mental illness are dangerous” in the fifth category, which had a value of 3.23.



TABLE 3 Outfits, infits, and thresholds of the MHLS items.
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FIGURE 2
 Wright map produced by Rasch analysis.


It is noticed that the two genders’ locations are close. The difference between the two genders on the logit scale for the Recognition factor and for the remaining factor were found to be 0.089 and 1.1 logits respectively, which are less than the cut-off point of ≥0.43 logits, indicating that there is no significant difference between the two genders.

A binary regression model was applied to determine the association between various sociodemographic variables and MHLS scores. Participants with a high school degree or lower had significantly lower odds of having high MHLS scores compared to those with a bachelor’s degree and higher (OR = 0.366, 95% Cl (0.238–0.564), p < 0.001). Unmarried participants had significantly higher odds of having high MHLS scores compared to married participants [OR = 1.630, 95% Cl (1.121–2.369), p < 0.010]. Also, participants who reported earning less than 500 JD or 500–1,000 JD a month had significantly lower odds of being in the high MHL group compared to participants who reported earning more than 1,000 JD a month [OR = 0.241, 95% Cl (0.149–0.391), p < 0.001]; [OR = 0.385, 95% Cl (0.235–0.631), p < 0.001], respectively.



4 Discussion and conclusion

The current study aimed to assess mental health literacy (MHL) in Jordan, focusing on individuals’ knowledge, attitudes, and behaviors toward mental health, and examining the influence of sociodemographic variables on these factors. The findings evidenced the Jordanian version of the MHLS’s ability to differentiate across a range of mental health literacy competencies among participants. The data were suitable for factor analysis, which confirms the robustness of the translated MHLS in capturing diverse aspects of mental health literacy in the Jordanian participants. The refinement of the scale through item deletion improved its precision. The identified factors, along with their reliability scores and item distribution, demonstrate the questionnaire’s effectiveness in discerning various levels of mental health literacy across participants.

The best model for the present data was a 27-item model distributed across four factors; a similar number of factors was suggested by O’Connor and Casey’s original research (23). As they stated that the most viable structure was a 4-factor structure, however, they had low communalities and mean factor loadings. Therefore, instead of deleting these items, as we did in the present study, the authors decided to retain a univariate structure with all 35 items. However, in the present study these items were deleted to produce a more suitable, valid, and precise model; this was also done for the Iranian adoption of the questionnaire which deleted six items (1), the Slovenian version which omitted eight items (32), the Persian version which omitted five items (33), and six items were deleted in the Chinese version (34). The four-factor solution was also suggested for the Slovenian and Chinese versions (32, 34).

Moreover, although eight items were deleted, the questionnaire retained items for all the attributes of the original questionnaire: 1-Knowledge of information-seeking for mental health disorders, 2- mental disorders recognition ability, 3-knowledge of self-treatment, 4-attitudes that promote recognition or appropriate help-seeking behavior, and 5-knowledge of professional help available, except for knowledge of risk factors and causes, which had only two items asking about the association between sex and mental disorders, and thus cannot produce a reasonable assessment of knowledge about mental disorders risk factors. Moreover, the incidence of anxiety between genders may be different in different countries (17). Other items that were deleted in the present study included item 20, which was also omitted from other adaptations including the Chinese, Iranian, Persian and Slovenian versions (1, 32–34), which evaluates self-cure for mental health problems, but seems to be too absolute because mental illness could be self-cured in some cases, such as self-practiced mindfulness therapy (35). Item 12 was also deleted from the Slovenian and Persian versions and item 14 from the Slovenian version. These variations between modifications can be due to cultural and linguistic differences and/or due to the statistical analyses applied (32).

The factors produced in the present study were “Attitudes Toward People,” “General Attitudes,” “Recognition” and “Information-Seeking,” which are identical to the factors produced in the Slovenian study with similar item distributions between these factors (32).

The “General Attitudes” factor captures prevailing societal perceptions that might either hinder or promote the pursuit of mental health care. In the Jordanian context, where community opinion often profoundly influences individual behavior, these general attitudes could lead to the stigmatization of those experiencing mental health issues, thus discouraging them from seeking help. A previous study on the paradox of self-stigma in mental illness (36) revealed how stigmatizing attitudes, both internally and externally perceived, can deter individuals across various cultures from utilizing mental health services, highlighting a widespread barrier that needs addressing through targeted public awareness programs.

The “Attitudes Toward People” factor indicates the level of societal willingness to interact and empathize with individuals suffering from mental health issues. This factor is particularly central in Middle Eastern societies, where strong family ties and community bonds play a significant role (37). A study conducted in Jordan surveying adult perceptions of mental health treatment for Arab adolescents with depression, revealed no increased stigma against those seeking treatment. Instead, it showed a societal endorsement for mental health interventions, perceived equally beneficial for both genders (38). Such findings suggest shifting public attitudes toward greater acceptance and support for mental health issues, highlighting a decrease in stigma associated with receiving treatment.

The “Recognition” factor encompasses the ability to correctly identify mental health conditions, which is essential for early detection and intervention. It has been argued that recognition is the first crucial step toward effective mental health care (6). In Jordan, enhancing recognition capabilities through both formal education and public health initiatives could significantly improve early intervention strategies, thus addressing one of the primary barriers to effective mental health care identified in this region.

The “Information-Seeking” factor highlights the importance of accessing reliable and culturally appropriate information for managing one’s mental health. Participants in our study who actively sought information were more likely to engage in preventive measures and seek early treatment. This finding is supported by research noting that improved access to mental health information fosters proactive health behaviors and enhances overall mental health literacy (39).

The present study’s findings align with several international studies while also highlighting unique cultural nuances. For instance, similar to findings in an Australian context, our results indicate a general recognition of symptoms associated with common mental disorders. However, unlike the Australian adaptation, the Jordanian population demonstrated a more significant influence of cultural stigma and familial expectations on mental health perceptions and behaviors. This divergence underlines the significant impact of cultural norms prevalent in Middle Eastern societies, where mental health issues are often stigmatized and mental health care is heavily influenced by family opinions (38).

Further, while studies like (39) in Canada have shown high levels of public willingness to engage with mental health education, our findings suggest a more reserved acceptance in Jordan, possibly due to societal stigma and traditional beliefs about mental health. This aligns with observations in Arab societies, where community and family judgments significantly affect individual health-seeking behavior (40).

The present study reveals a nuanced understanding of mental health literacy compared to Western contexts (2), outlines mental health literacy in Western societies, highlighting common public misconceptions and knowledge gaps about mental health disorders. Comparing this with the current findings, both universal challenges in mental health literacy, such as widespread stigma and lack of basic knowledge, and distinct cultural differences are evident. For example, while Western contexts may exhibit higher levels of literacy regarding the symptoms and management of mental disorders, in Jordan, traditional beliefs and the role of family may significantly influence attitudes and practices around mental health. These cultural and contextual differences suggest specific implications for mental health policy and practice in Jordan. Mental health initiatives in Jordan may need to focus more on community-based interventions that respect and incorporate familial roles and address the specific stigma associated with mental health care in this region. Furthermore, our study supports the need for culturally tailored mental health education programs that consider the unique societal structures and beliefs in Jordan, similar to those suggested by Patel et al. (41) for culturally sensitive approaches in diverse settings.

The study showed various demographic factors influencing individuals’ understanding, attitudes, and behaviors in relation to mental health, specifically income, marital status, and education. Younger individuals tend to exhibit higher MHL, likely attributable to their more frequent use of digital platforms where mental health information is readily available. This generational difference in MHL suggests potential for targeted public health initiatives that leverage digital media to reach younger populations, aligning with findings that suggest a shift in mental health awareness across different age groups (39).

Furthermore, gender differences were evident in the present findings, with females generally displaying a better understanding and more positive attitudes toward mental health. This disparity may reflect the broader societal norms and gender roles that influence health-seeking behaviors, similar to patterns observed in other Middle Eastern contexts (38). Addressing these gender-specific differences is important for developing mental health programs that are sensitive to the distinct needs of both men and women.

Particularly remarkable is the impact of educational attainment on MHL. Participants with higher education levels demonstrated a more nuanced understanding of mental health issues and more positive attitudes toward mental health care. This correlation shows the importance of education as a tool in enhancing MHL, advocating for the integration of mental health education into formal curricula at all levels. Higher educational attainment is linked to higher income (42, 43) which may explain the association of income with MHL found in this study; individuals from lower income brackets exhibited lower literacy, pointing to economic barriers in accessing mental health information and services. This underscores the importance of making mental health resources accessible across all socioeconomic groups, possibly through community-based initiatives that are both affordable and widespread.

The present study identified several critical barriers to accessing mental health services in Jordan. Stigma, lack of awareness, and limited accessibility to mental health services pose significant challenges to accessing mental health services, necessitating a multifaceted approach to address these issues. A systematic review focusing on mental health literacy in the Gulf Cooperation Council countries, including Saudi Arabia, UAE, Qatar, Oman, and Kuwait, revealed limited mental health literacy among participants, even among healthcare professionals, and highlighted the presence of high levels of stigma and negative attitudes toward mental health in the public. It emphasized the need for well-designed large-scale studies and campaigns to promote early identification and treatment of mental illness to improve mental health literacy in the region (44). This review underlines the pervasive nature of stigma and negative attitudes toward mental health across the region, advocating for robust, large-scale educational campaigns aimed at enhancing early identification and treatment of mental illnesses. Furthermore, barriers to accessing mental health services in Jordan and the Eastern Mediterranean region more broadly have been reported in previous literature (9). These studies collectively suggest a regional pattern of challenges.

Stigma associated with mental health issues can deter individuals from seeking help and can be perpetuated by cultural norms, lack of awareness, and societal misconceptions. This stigma is often reinforced by media portrayals and a general lack of public discourse about mental health, which sustains a cycle of silence and misunderstanding around such issues. Stigma is manifested in various forms, from societal attitudes to self-stigma, hindering individuals from acknowledging mental health issues and seeking help. A recent systematic review of 144 studies has demonstrated the detrimental impact of mental health-related stigma on help-seeking behaviors, emphasizing the complexity of stigma as a barrier to accessing mental health care. It is suggested that addressing stigma requires a nuanced understanding of its various forms and their effects on help-seeking intentions and behaviors (45). However, although interventions aimed at enhancing mental health literacy successfully increase knowledge related to mental health, they have limited impact on diminishing stigma or fostering improvements in seeking help for mental health issues (46). Efforts to combat stigma must therefore be broad-based, involving not just education but also community engagement, to foster a more supportive and understanding societal attitude toward mental health in Jordan.

Community engagement is a low-cost, low-risk strategy that can effectively reduce stigma and social exclusion associated with mental health issues. By fostering social capital and interdependent relationships within communities, such efforts can lead to greater social cohesion and a more inclusive environment for individuals facing mental health challenges. This approach aligns with the recovery ethos in mental health care, aiming to create a supportive environment that promotes mutual support and trust (47). By involving community leaders and influencers in mental health campaigns, the messages can reach a wider audience and may be more effectively received. These leaders can help change public perceptions by openly discussing mental health, thus normalizing these conversations within the community. Additionally, involving individuals who have experienced mental health issues in these discussions can provide real-life contexts and testimonials, which can be powerful in changing attitudes.

Public awareness campaigns, supported by both traditional and social media, are another vital strategy (48). These campaigns can promote success stories of mental health treatment, highlight the availability of services, and emphasize that mental health is an integral part of overall well-being. The use of media can also help to dispel myths and build a more supportive environment for individuals experiencing mental health challenges.

Lastly, improving access to mental health services is crucial (49). This includes not only increasing the availability of services but also making them more accessible financially and geographically. Policies aimed at integrating mental health services into primary healthcare settings can reduce the stigma of seeking help and make these services more accessible to the general population. Accessibility and availability of mental health services play a crucial role in MHL and the broader mental health landscape in Jordan. The geographical distribution of services, affordability, and the quality of care available are all factors that can either facilitate or impede access to mental health care. Policies aimed at expanding the mental health care infrastructure, increasing the workforce, and ensuring the affordability of services are essential to improve access. For example, a study exploring barriers to mental health service utilization among Syrian refugees in Jordan, identified a lack of awareness of mental health issues, limited availability and accessibility of services, and stigma as major obstacles (50). A similar study highlighted financial constraints, clinician shortages, and stigma, but also noted the positive aspects of Jordan’s response, such as open-door policies and community approaches to care (51). Although these studies did not focus on the general population, these findings nevertheless emphasize the need for policymakers and healthcare providers to improve service accessibility and raise awareness to address mental health needs effectively.

The findings of the present study also draw attention to the need for targeted interventions to improve MHL among specific demographic groups. There is evidence to suggest that tailored interventions to enhance mental health literacy among specific demographic groups are effective at improving individuals’ understanding of mental health issues and encouraging more effective help-seeking behaviors, thereby enhancing the overall impact of MHL initiatives (52). Thus, such tailored programs and awareness campaigns can address the unique needs and barriers faced by different segments of the population.


4.1 Strengths, limitations, and future directions

This is the first study to conduct a thorough Rasch analysis on the MHLS and produce infits, outfits and a Wright map, and to confirm the item and person separation reliability of the tool. The study also included a large sample size (n = 974) from different sociodemographic backgrounds, which increases the validity of the study results.

This study, while providing valuable insights into mental health literacy in Jordan, is not without limitations. First, the cross-sectional design restricts the ability to draw causal inferences from the data. While valuable for identifying associations at a single point in time, this design does not allow for conclusions about the directions of these relationships. Longitudinal studies would be valuable for tracking changes in mental health literacy over time and assessing the impact of interventions.

Second, while this study covers a broad range of sociodemographic variables, the specific cultural and social nuances within Jordan that may influence mental health literacy were not extensively explored. The depth of understanding regarding how traditional beliefs, social norms, and practices impact mental health literacy is therefore limited. Future research could delve deeper into cultural factors, examining how traditional beliefs and practices impact mental health literacy. This should incorporate qualitative methods that can delve deeper into these cultural factors, potentially revealing insights that quantitative data alone cannot provide.

Additionally, the study’s focus on Jordan may limit the generalizability of the findings to other contexts. The findings may not be readily generalizable to other contexts, particularly to regions with different cultural, economic, or healthcare landscapes. Comparative studies involving multiple regions within the Middle East, or even broader international contexts, could explore the variability in mental health literacy across diverse cultural settings, enhancing external validity.

Future research should also explore the development and evaluation of targeted interventions designed to improve MHL among specific demographic groups identified in this study as having lower literacy levels. These interventions could be tailored to address the unique needs and barriers faced by these groups, enhancing their effectiveness. Moreover, the role of digital platforms in improving mental health literacy presents an area which would be useful to explore, especially in the context of the COVID-19 pandemic’s impact on mental health services accessibility.

The present findings point to the necessity of implementing culturally tailored educational programs that increase awareness of mental health issues and promote positive attitudes toward seeking help. Given the pervasive influence of stigma and the significant role of cultural and familial norms in shaping attitudes toward mental health, public awareness campaigns should be designed to address these specific barriers.

Educational initiatives could include the development of school-based programs that start from an early age to foster a foundational understanding of mental health. These could be integrated into the national curriculum to ensure they reach a broad segment of the population. Moreover, professional development for educators and healthcare providers on mental health issues could enhance the community’s capacity to support individuals facing mental health challenges.

Additionally, using media platforms to promote mental health awareness and destigmatization is vital. Campaigns could focus on disseminating success stories of individuals who have sought mental health treatment, which can serve as powerful testimonials to reduce stigma. These stories can also highlight the effectiveness of treatment, thereby challenging prevalent myths and misconceptions about mental health disorders.

The role of community leaders and religious figures in shaping public opinion cannot be overstated in the Jordanian context. Involving these influencers in mental health advocacy efforts could facilitate a change in public perceptions. Workshops and seminars to equip these leaders with basic mental health literacy could enable them to support their communities effectively.

Furthermore, improving access to mental health services involves not only increasing the availability of such services but also enhancing their affordability and accessibility. Strategies may include the integration of mental health services into primary healthcare settings, reducing stigma and making services more approachable for the general population. Policy reforms aimed at supporting mental health initiatives financially and logistically are essential to ensure that these services are sustainable.

Lastly, the development of digital mental health resources, such as mobile health applications and online therapy platforms, can play a significant role in improving access. These tools can provide valuable support, especially in areas where traditional mental health services are limited. Ensuring that these digital solutions are culturally sensitive and available in the local language will increase their effectiveness and reach.




5 Conclusion

This study sheds light on the varying levels of MHL in Jordan, emphasizing the influence of sociodemographic factors. The findings suggest a pressing need for targeted educational interventions to address gaps in MHL, particularly among specific demographic groups. Enhancing MHL would help foster a more supportive environment for mental health care in Jordan and potentially in similar contexts across the Middle East. Future research should continue to explore strategies for improving MHL and reducing barriers to mental health care access. While the present study contributes to the body of knowledge on mental health literacy in the Middle East, it also opens several avenues for future research to build upon these findings, aiming for a more in-depth understanding and enhancement of mental health literacy across different populations.
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26-Secing a mental health professional means you are not strong enough to manage your own diffculties

27-A mental illness is a sign of personal weakness

28-1 believe treatment for a mental iliness, provided by a mental health professional, would not be effective

Attitudes toward people

29-How willing would you be to have someone with a mental illness marry into your family?

30-How willing would you be to spend an evening socializing with someone with a mental illness?
31-How willing would you be to make friends with someone with a mental ilness?

32-How willing would you be to have someone with a mental llness start working closely with you on a job?
33-How willing would you be to employ someone if you knew they had a mental illness?

34-How willing would you be to vote for a politician if you knew they had suffered a mental llness?

35-How willing would you be to move next door to someone with a mental illness?
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