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Abstract

Mental illnesses are the leading cause of disease burden among children and young people (CYP) globally. Low- and middle-
income countries (LMIC) are disproportionately affected. Enhancing mental health literacy (MHL) is one way to combat
low levels of help-seeking and effective treatment receipt. We aimed to synthesis evidence about knowledge, beliefs and
attitudes of CYP in LMICs about mental illnesses, their treatments and outcomes, evaluating factors that can enhance or
impede help-seeking to inform context-specific and developmentally appropriate understandings of MHL. Eight bibliographic
databases were searched from inception to July 2020: PsycInfo, EMBASE, Medline (OVID), Scopus, ASSIA (ProQuest),
SSCI, SCI (Web of Science) CINAHL PLUS, Social Sciences full text (EBSCO). 58 papers (41 quantitative, 13 qualitative,
4 mixed methods) representing 52 separate studies comprising 36,429 participants with a mean age of 15.3 [10.4-17.4],
were appraised and synthesized using narrative synthesis methods. Low levels of recognition and knowledge about mental
health problems and illnesses, pervasive levels of stigma and low confidence in professional healthcare services, even when
considered a valid treatment option were dominant themes. CYP cited the value of traditional healers and social networks for
seeking help. Several important areas were under-researched including the link between specific stigma types and active help-
seeking and research is needed to understand more fully the interplay between knowledge, beliefs and attitudes across varied
cultural settings. Greater exploration of social networks and the value of collaboration with traditional healers is consistent
with promising, yet understudied, areas of community-based MHL interventions combining education and social contact.
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Introduction

Mental illnesses are the leading cause of disease burden
among children and young people (CYP) globally [1] and
low-and middle-income countries (LMIC) are disproportion-
ately affected. LMIC populations are predominantly young
[2] and are vulnerable to developing mental disorders [3].
Half of all lifetime mental illnesses begin by adolescence
which portends markedly worse outcomes than onset later in
life [4, 5]. The Lancet Commission on child health and well-
being identifies that mental health problems are becoming
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dominant among CYP and substantial investment in pre-
vention approaches is required [6]. There are considerably
lower rates of recognition and treatment of mental illness in
LMICs [7]. Evidence reports the gap between those needing
treatment and those receiving it is up to 90% [8]. Structural
barriers including inadequate funding, lack of resources and
trained personnel, sub-optimal infrastructure and poorly
integrated health systems all contribute to inaccessible men-
tal health care [9]. In LMICs, fewer people seek professional
help compared to in high-income settings and where they do,
there are long delays with variable pathways [10].
Enhancing mental health literacy (MHL) is one way to
combat excessively high rates of undertreatment of men-
tal illnesses among CYP. However, understanding current
knowledge and attitudes towards mental illnesses is an
important first step towards developing an evidence base
and interventions to improve literacy. MHL refers to the
“knowledge and beliefs about mental disorders which aid

@ Springer


http://orcid.org/0000-0001-7060-4537
http://crossmark.crossref.org/dialog/?doi=10.1007/s00787-022-01997-6&domain=pdf

962

European Child & Adolescent Psychiatry (2024) 33:961-985

their recognition, management or prevention” [11] and com-
prises several, interlinked components that include: (a) the
ability to recognise specific disorders or different types of
psychological distress; (b) knowledge and beliefs about risk
factors and causes; (c) knowledge and beliefs about self-help
interventions; (d) knowledge and beliefs about professional
help available; (e) factors and attitudes which facilitate rec-
ognition and appropriate help-seeking; and (f) knowledge
of how to seek mental health information. MHL proponents
reason that obtaining adequate knowledge of how and when
disorders develop and appraising the need for help increases
help-seeking behaviours boosting the chance of receiving
appropriate and effective treatment [12, 13]. In LMICs,
targeting MHL is a specific recommendation for improv-
ing the health and wellbeing of younger populations [14].
Evidence from two separate systematic reviews shows that
perceived lack of knowledge about mental health problems
is one of the most prominent barriers to intended help-seek-
ing reported from the perspective of young people [15, 16].
Research also shows that negative attitudes about mental
illness and treatment deters people from seeking help [17].

To promote conceptual clarity, we view MHL as a theory
that contains multiple constructs for the present review [18].
This allows clearer formulation of hypothesised relation-
ships, better articulation and understanding of the interrela-
tionships between constructs and outcomes of interest and
the development of testable theories regarding the extent
that MHL influences mental health behaviours. For the pur-
poses of this review, we define MHL as knowledge, attitudes
and beliefs about mental disorders which aids recognition,
management or prevention incorporating recognition of
developing disorders and effective help-seeking strategies
[12]. Jorm’s theory encapsulates knowledge of professional
help-seeking, self-treatment and how to seek information
to effectively support individual’s to seek appropriate and
effective treatments for themselves and to assist others [12]
which may have additional relevance in LMIC settings
which are broadly defined as collectivist cultures where
families and communities take a prominent role in decision-
making about health [19]. Help-seeking has particular sali-
ence for enhancing capacity in the demand for services and
supporting efforts to contribute to closing the significant
treatment gap in LMICs [6]. We have expressly included
attitudes and beliefs that promote recognition, incorporating
stigma, as there is inconsistent evidence of the interrelation-
ship between mental health knowledge and stigma [20-22].
Current evidence from a meta-analysis demonstrates that
stigmatising attitudes towards people with mental illness
significantly predicts actively seeking treatment for mental
health problems [23] and as such is a significant barrier to
accessing adequate treatment.

Existing synthesised evidence of MHL in children and
young people in LMICs is lacking. Two reviews examine
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adolescent help-seeking and the relationship with MHL
[15, 16]; however, these are not specific to LMICs and less
than 8% of included studies originated in LMICs. A single
review helpfully examines the conceptualisation of MHL
in adolescent populations [14] but again is largely focused
on evidence from high-income settings and of the 91 stud-
ies included just 6 were conducted in low-resource settings.
To ensure context-specific and developmentally appropriate
MHL constructs are available, we aim to synthesise evidence
about the knowledge, beliefs and attitudes of CYP in LMICs
about mental illnesses, their treatments and outcomes, evalu-
ating factors that can enhance or impede help-seeking.

Methods
Eligibility criteria

We sought to identify studies reporting primary evidence
regarding MHL; thus, we included research that examined
perceptions, views and attitudes about mental illnesses and
treatment. Studies exploring disorder recognition, knowl-
edge about causes, help-seeking and self-help including
factors influencing these MHL components were eligible
for inclusion. Participant groups were included if they were
under 18 years of age and where this was not clear, we
included studies with population group mean age under 18.
LMICs were defined by Organization for Economic Coop-
eration and Development (OECD) Development Assistance
Committee (DAC) between 2018 and 2020."

We included peer reviewed journal articles and disserta-
tions which reported primary data. There were no restric-
tions on study type or the date the study was completed.
Conference paper authors were contacted by email to request
published reports of conference proceedings. These were
excluded if complete information could not be provided by
researchers. All languages were included. Data from non-
English papers were screened and extracted in different lan-
guages by bilingual researchers affiliated with and supported
by the study team. Six non-English papers were reviewed at
title and abstract screening (Chinese, Portuguese, Spanish,
Serbian). Two were excluded at full-text review (Chinese)
which resulted in 4 non-English papers (Portuguese, Ser-
bian, Spanish). Inclusion/exclusion criteria are described in
Additional File 1.

! DAC recipient countries are those eligible to receive official devel-
opment assistance (ODA) based on gross national income (GNI) per
capita as published by the World Bank.
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Search strategy

Eight bibliographic databases were searched from incep-
tion to July 2020: PsycInfo, EMBASE, Medline (OVID),
Scopus, ASSIA (ProQuest), SSCI, SCI (Web of Science)
CINAHL PLUS, Social Sciences full text (EBSCO). Test
searches were completed between October 2018 and Janu-
ary 2019 iteratively readjusting and refining the search
strategy. Initial searches were conducted in January 2019
and updated in July 2020. The search strategy incorporated
four key areas comprising respondent views and attitudes,
mental health, mental illnesses and emotional well-being,
children and young people and originating from LMIC.
Searches terms included ‘mental illness’, ‘low- and mid-
dle-income countries’, ‘perception’, ‘child’ and ‘adoles-
cent’ using synonyms, truncations, and wildcards. An
example search strategy is available in Additional File
2. Forward citation tracking was utilised for included
papers from January 2019 until April 2020 in both Web
of Science and Scopus [24]. The methods and results are
reported consistent with PRISMA (Preferred Reporting
Items for Systematic Reviews and Meta-Analyses) guide-
lines [25]. This review has been registered in PROSPERO
(CRD42019122057). A sample search is described in
Additional File 2.

Data extraction and appraisal

Included studies were independently screened with each
title and abstract screened by two separate researchers
from the study team. Full-text review was subsequently
conducted by two independent reviewers within the study
team. Conflicts were assessed by two members of the study
team who were not involved in the original decision (LR
and HB) until consensus was reached. Approximately 95%
concordance was reached between reviewers at full-text
review.

Data were extracted to an Excel sheet developed pur-
posely and piloted prior to review. Qualitative and quantita-
tive outcome data were extracted simultaneously including
year of publication, country, and setting (community, school-
based, clinical), study design, primary aim, MHL definition
and use of scale, inclusion/exclusion and analysis. Extraction
allowed for both deductive coding to existing mental health
literacy components and inductive coding to allow for the
inclusion of data that fell out with the MHL framework [11].
Quality appraisal comprised the Mixed Methods Appraisal
Tool (MMAT) [26] designed to appraise five classes of
research in mixed studies systematic reviews. Articles were
not excluded based on quality assessment as empirical
evidence is lacking to support exclusion based on quality
criteria [27, 28]. Scores were expressed as a percentage of

possible items divided by affirmative items. Each study was
then classified as weak (<50%), moderate—weak (51-65%),
moderate—strong (66-79%), or strong (>80%) based on a
methodological scoring system [29].

Data analysis and synthesis

A narrative synthesis of qualitative and quantitative stud-
ies was conducted because of marked methodological and
clinical heterogeneity between studies [30]. Using deduc-
tive and inductive thematic methods within an existing
conceptual framework [11], the synthesis involved four
stages [30]. See Fig. 1 for details of the synthesis process.
To evaluate the robustness of our synthesis, we examined
the findings within the analysis contained in each of our
MHL conceptualisations when a) studies with weak quality
scores were removed and b) studies with moderate—weak
scores were removed. We then assessed the contribution
of each individual piece of evidence to the consistency
of descriptions within our synthesis to examine whether
different pieces of information were compatible with
the overall synthesis. Given the volume of evidence in
included manuscripts, we presented the dominant themes
and higher-order categories in our synthesis.

Results
Study characteristics

A PRISMA study flow diagram in Fig. 2 describes how
papers were selected for inclusion. 58 papers (41 quanti-
tative, 13 qualitative and 4 mixed methods) representing
52 separate studies were appraised in this review. 36,429
participants with a mean age of 15.3 [10.4-17.4] were
included. No study included child populations alone, i.e.,
up to age 10. With the exception of six papers [31-36], all
studies drew their samples from school-going populations.

Studies from upper middle- (n =28) and lower middle-
income countries (n=26), as per OECD classification,
dominated, with a dearth of published research from the
least developed nations (n=2). Across studies, 26 sepa-
rate LMICs were represented including one study from
each Turkey, Iran, Colombia, Sri Lanka, Egypt, Cambo-
dia, Indonesia, Philippines, Papua New Guinea, Uganda,
Ghana and Zambia, two studies from each South Africa,
Serbia and Pakistan and three from each Vietnam, Jordan
(3 same study), Kenya, Malaysia and Brazil. Countries
most represented included China (n=06), India (n=4),
Nigeria (n=06; 3 same study) and Jamaica (n=35; 3 same
study). Four studies conducted internationally compared
MHL between high-income and low-income settings
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A narrative synthesis approach was utilised to analyse, integrate and synthesise the findings (Popay et al.,
2006) using deductive, thematic methods using an existing conceptual framework (Jorm, 2000).
Implementing the framework (Popay et al., 2006) involved four stages:

Stage 1: Development of a theory to guide the review: We used Jorm’s existing and comprehensive
theory of Mental Health Literacy (Jorm, 2000). This theory has been reviewed in the context of
understanding barriers to treatment access in low resource settings to account for disparities in treatment
receipt in different settings (Ganasen et al., 2008) and can be applied broadly to explain culture-related
differences (Furnham, 2014).

Stage 2: Initial synthesis: The second stage of narrative synthesis involved an initial synthesis of data from
included studies. This was undertaken in the current study by using tabulation of study characteristics and
extracted data, supported by Microsoft Excel (see previous section) and thematic analysis of extracted data.
Initial deductive coding was undertaken at the point of extraction whereby extracted data were mapped onto
the components of Jorm’s Theory of Mental Health Literacy. Open coding was then undertaken within
theory components to identify common themes within extracted data. Additionally, we identified any data
that fell out with the deductive framework to synthesise data that did not fit with the existing framework.
Themes remained at the descriptive level with no attempts made to move beyond the explicated meaning of
extracted data.

Stage 3: Explore relationships within the data: Differences in interpreted themes in relation to the country
the study was undertaken in, age and gender were explored by comparing and contrasting included data and
reported where applicable.

Stage 4: Assess the robustness of the included studies: This was undertaken using the MMAT quality
appraisal tool and by contextualising the findings from the synthesis within the wider literature.

Fig. 1 Synthesis process

[37-40] and one compared MHL between two LMICs
[41]. The remainder of included papers were single coun-
try studies (Table 1).

Quality appraisal

The quality of studies ranged from O (no criteria met) to 100%
(all criteria met) on the MMAT. The majority of qualitative
studies achieved scores of 100% while fewer studies utilising
other designs achieved high scores on quality. Overall, ran-
domised trials and quasi-experimental designs were of poorer
quality. Studies employing descriptive quantitative designs
were predominantly moderate quality. Variation in quality was

@ Springer

evident; risk of selection and measurement bias were identi-
fied in many studies, specifically in use of instruments not
validated for target populations. Quality appraisals are detailed
in Table 2.

MHL components

Ability to recognise mental illnesses

Evidence of CYP ability to recognize mental illnesses
in others was primarily derived from surveying conveni-

ence samples of school-going CYP and responses were
varied [41-51]. Less than half of populations examined
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Fig.2 PRISMA flow diagram depicting flow of information screened and reviewed

responded correctly to questions about common signs
and symptoms, risk factors and aetiology, effectiveness
of pharmacological and non-pharmacological treatments
and the prognosis of mental illnesses including outcomes.
Proportions of adolescent samples (range n =354-1999)

accurately endorsing indicative features of mental illnesses
ranged from 1.5 to 49.9% [43—45]. Mean scores of depres-
sion literacy in separate samples assessed at different times
but drawn from similar populations in Malaysia (range
n=101-202) varied from 5.01 to 12.67 on a 21 point scale
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Table 2 Quality Appraisal

Screen  Qualitative Quality Score
1 2 Appropriate  Adequate data  Findings Interpretation Methodological ~ %, Score
methods collection derived from substantiated coherence
data
Suttharangsee et al. 1997 v v v v v v v 100
Strong
Nalukenge et al. 2018 v v v v X X X 40
Weak
Adelson et al. 2015 v v v v v v X 80
Strong
Paula et al. 2009 v v v v v v v 100
Strong
Glozah v v v v v v v 100
2015 Strong
Ronzoni et al. 2010 v v v v v v v 100
Strong
Shilubane et al. 2014 v v v v v v v 100
Strong
Secor-Turner et al. 2016 v v v v v v v 100
Strong
Nguyen et al. 2013 v v v v v v v 100
Strong
Tamburrino et al. 2020 v v v X v v v 80
Strong
Parikh et al. 2019 v v v v v v v 100
Strong
Yu et al. 2019 v v v v v v X 80
Strong
Dardas et al. 2019 v v v v v v v 100
Strong
Willenberg et al. 2019 v v v v v v v 100
Strong
Screen  Quantitative randomized controlled trials
1 2 Appropriate  Compara- Complete out-  Blind out- Participant
randomisa- ble baseline come data come asses-  intervention
tion groups sors adherence
Rahman et al. 1998 v v X v v X X 40
Weak
Nguyen et al. 2020 v v X 4 v X v 60
Mod-Weak
Screen  Quantitative non-randomized trials
1 2 Representa-  Appropriate Complete out- Confounders Intervention
tiveness measures come data considered administration
Pejovic-Milovancevic et al. 2009 X X X X v X X 20
Weak
Callan et al. 1983 v v X X X X v 20
Weak
Oduguwa et al. 2017 v v X v X v v 60
Mod-weak
Yamaguchi et al. 2014 v v X X X X v 20
Weak
Bella-Awusah et al. 2014 v v v X v v v 80
Strong
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Table 2 (continued)

Screen  Quantitative non-randomized trials

1 2 Representa-  Appropriate Complete out- Confounders Intervention
tiveness measures come data considered administration
Ibrahim et al. 2020 v v X v v X X 40
Weak
Screen  Quantitative descriptive
1 2 Sampling Representa- Appropriate Risk of non-  Appropriate sta-
Strategy tiveness measures response bias tistical analysis
Aggarwal et al. 2016 v v X X X X X 0
Weak
Cankovic et al. 2013 v v X X X X v 20
Weak
Dhadphale 1979 v X X X X X X 0
Weak
Tan et al. 2017 v v v v v v v 100
Strong
Olaet al. 2015 v v v X v X v 60
Mod-weak
Ndetei et al. 2016 v v v X v X v 60
Mod-weak
Fukuda et al. 2016 X X Vv v v X v 80
Strong
Eskin 1999 X X Vv X v v v 80
Strong
Jackson 2007 v v v X v X v 60
Mod-weak
Dogra et al. 2012 v v v X v X v 60
Mod-weak
Dardas et al. 2018 v v v v v v v 100
Strong
Dardas 2018 v v v v v v v 100
Strong
Chen et al. 2014 v v v v v X v 80
Strong
Chan & Petrus Ng 2000 v v v v X X v 60
Mod-weak
Bella et al. 2012 v v v v X X v 60
Mod-weak
Afifi v v v v v X v 80
2004 Strong
Attygalle et al. 2017 v v v v v X v 80
Strong
Abdollahi et al. 2017 v v v X v X v 60
Mod-weak
Yilmaz-Gozu 2013 v v v X v X v 60
Mod-weak
Williams v v v X v X v 60
2014 Mod-weak
Williams v v v X X X X 20
2012 Weak
Morais et al. 2012 v v v v v v v 100
Strong
Sharma et al. 2017 v v v X X v X 40
Weak
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Table 2 (continued)
Screen  Quantitative descriptive
1 2 Sampling Representa- Appropriate Risk of non-  Appropriate sta-
Strategy tiveness measures response bias tistical analysis
Essau et al. 2013 v v v v v v v 100
Strong
Aluh et al. 2018 v v X v v v v 80
Strong
Williams v v v X v X X 40
2013 Weak
Gomez-Restrepo et al. 2021 v v v v X X v 60
Mod-weak
Khalil et al. 2019 v X Vv v v X X 60
Mod-weak
Thai et al. 2020 v v v X v v v 80
Strong
Maloney et al. 2020 v v X X v X v 40
Weak
Ibrahim et al. 2019 v v X X v X v 40
Weak
Screen  Mixed methods
1 2 Appropriate  Study compo- Adequate out- Divergences  Quality criteria
rationale nents integra-  put interpreta-  addressed adherence
tion tion
Gonzalez-Fuentes et al. 2016 v v v v v X v 80
Strong
Jenkins et al. 2019 v v X X X X X 0
Weak
Estrada et al. 2019 v v v v v X v 80
Strong
Shadowen 2019 v v X v X X X 20
Weak

2 quality score: Weak <50%, Moderate-weak 51-65%, Moderate-strong 66-79%, Strong > 80%

[48, 49]. Vietnamese adolescents (n=1075) had mean
scores on general mental health literacy ranging from 2.49
to 2.67 (5 point subscales) on assessments of recognition,
knowledge of risk factors and self-treatment [51].
Vignette methodologies used in large populations (range
n=285-1999) found that 83.6% of secondary school stu-
dents in Sri Lanka accurately detected depression compared
to 82.2% in India, 50% in Iran and 4.8% in Nigeria [42,
43, 45, 46]. Just one study evaluated CYP knowledge of
other diagnoses (psychosis and social phobia) and demon-
strated identification accuracy of 68.7% and 62.1% respec-
tively [45]. Young people in included studies who displayed
symptoms of mental illness, most commonly depression,
but were undiagnosed and untreated, demonstrated limited
ability to recognize their own mental illness [52-54]. How-
ever, evidence was obtained from moderately weak meth-
ods employed in quantitative designs. Between 8.3 and 50%
of those with clinically significant symptoms in nationally

representative cohorts (range 1754-2349) recognized having
a problem that would warrant treatment [52, 53].

Eliciting words or phrases attributed to someone with
mental illness, with the purpose of evaluating knowledge
and by default, misconceptions about mental illness, was
used in a minority of qualitative and quantitative studies.
These studies highlighted CYP beliefs about the manifesta-
tion of mental illness in the form of visual or behavioural
indicators which could be observed externally [40, 55, 56].
Five studies included evidenced that young people (range
n=19-1168) also attributed a range of typical symptoms to
mental illnesses [33, 57-60]. Symptoms included sad mood,
anxiety, apathy, social withdrawal, insomnia, decreased abil-
ity to think and lack of appetite. Despite this, many used
derogatory terms to describe mental illnesses and held sev-
eral stigmatizing views [39-41, 55]. Several of these tex-
tual descriptive analyses of the content of stigmatizing terms
were derived from lower quality studies; however, there was
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further stronger evidence of pervasive stigmatised views (see
section below).

Robust quantitative data from samples optimized for
representativeness and measuring the relationship between
age and MHL, evidenced that older participants and those
with more education years tended towards better recognition
than younger participants [46, 48, 53]. Females also tended
towards improved recognition, though few studies examined
sex differences [42, 46]. Social factors were also significant
and higher socio-economic status and better recognition
were linked in two studies [45, 53]. Similarly, geographic
region may be important. Comparisons between countries
regarding knowledge and treatments found no differences
in literacy levels between high and lower income settings
[37, 39, 57]. However, preliminary quantitative and qualita-
tive data from exploratory analyses indicate within country
differences may exist such that familiarity with psychiatric
terminology and recognition of mental illnesses, is better in
urban settings than rural [47, 56]. The quality of included
studies was uneven, stronger evidence supported assertions
that disorder recognition varied between settings and was
mainly limited to depression. Weaker evidence was found
that recognition and knowledge varied temporally, no studies
assessed recognition longitudinally.

Knowledge of causes or risk factors for mental health
problems

Quantitative, survey data across Vietnam, Jordan, Iran,
India, Papua New Guinea, Nigeria and China illustrate spe-
cific misconceptions about the origins of mental illnesses
alongside beliefs that mental illnesses are biopsychosocial
in nature [38, 39, 44, 46, 47, 61]. Evidence indicates beliefs
that mental illnesses are caused by weaknesses of character
among 25-50% of convenience and representative samples
[44, 59, 61]. Immoral behaviour was prominent among ado-
lescent beliefs though perceptions of what constitutes immo-
rality are, to an extent, socially and culturally determined
[47]. Specific misdeeds varied between studies, e.g. familial
jealousy, envy, adultery, theft, polygamy and interpersonal
conflict were viewed as immoral in separate studies [47, 54,
59].

Religious, spiritual and supernatural explanations for
mental illnesses were also pervasive within included stud-
ies. The majority of research examined the proportions of
accurate causal attributions among possible answers in ado-
lescent populations obtained using both purposive or prob-
ability sampling. Evidence was moderately strong that pun-
ishment for sin or test from God was considered causative,
reported in between 10 and 35% of cross-sectional analyses
[34, 44, 46, 54, 61]. There was also a perception that men-
tal illness could be caused by a lack of faith or religion in
qualitative analyses [54, 56]. Supernatural explanations for

@ Springer

illnesses were endorsed by between 38 and 64% of adoles-
cents in included studies [47, 50, 61]. Witchcraft, wizardry,
evil spirits and sorcery were prominent interpretations [34,
39, 46, 50, 62] though the quality of included studies was
mixed and older analyses may not represent present-day
causal beliefs.

Confusion between physical and mental illnesses was
highlighted in one study, particularly among younger par-
ticipants [63], again evidence was not current and considered
weak. However, there were repeated findings from quantita-
tive designs that attributing mental illness to physical aetiol-
ogy was prominent [33, 34, 46, 47, 55, 59, 63] and generally,
evidence strongly supported varied physical explanations.
Responses obtained to open questions in cross-sectional
surveys about what causes mental illness or what it could
reveal showed adolescents believed that fever, hypertension,
malnutrition, head trauma, and stomach aches and pains,
cerebral palsy, epilepsy and HIV variously contributed to
mental illnesses [33, 46, 47, 55, 59]. Two studies provided
evidence that adolescents believed mental illnesses were
contagious [34, 63].

Normalising beliefs and evidence of wider illness con-
ceptualisations were prominent in some CYP cohorts.
Substantial proportions (between 60 and 72%) of large,
diverse, adolescent cohorts in China, Iran, and India (range
n=354-1954) believe social factors and stressful life events
are causative [38, 44, 46]. While a range of familial and
societal stressors including family illness, abuse, trauma,
bereavement, discrimination and poverty were identified,
a strong theme emerged in both qualitative and quantita-
tive data that upbringing and poor parenting are considered
to cause mental illnesses [33, 38, 46, 61, 64]. Qualitative
inquiry expounded this theme illuminating perceived causal
factors including protective and autocratic parenting, lack of
family communication and support, family history of mental
illness, parental conflicts and poor family socio-economic
situation [54], parental pressure to perform in academia [56]
and lack of warmth and intimacy in familial relationships
[65]. Beliefs that mental illnesses are biological or genetic
in nature were identifiable in three quantitative studies [44,
46, 61]. These causes were reported by proportionately less
CYP compared to other factors attributed to the onset of
mental illness (10-33%).

Knowledge and beliefs about self-help interventions

Evidence of self-help strategies to enhance wellbeing [32,
56, 65-67] and manage mental health problems [68-70] is
derived mainly from qualitative studies investigating CYP
perspectives. Proactive and protective strategies identified
from these studies included cognitive processing of stress-
ful events [58], positive thinking [32] having good manners
and behaving well [66], and community participation [56].
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Stress avoidance was recognised as an important strategy
as well as focusing on behaviours that enhance self-esteem
and empowerment [67] and obtaining practical advice from
others [68]. Cross-sectional analyses of quantitative data
described self-help strategies CYP believed helpful for pre-
venting depression [44, 46]. Beneficial practices endorsed
by more than half of samples include meditation, relaxation
training, using self-help books, increased physical activity,
avoiding illicit and mood-altering substances, and taking
vitamins. Interestingly, among both samples taking vitamins
was considered more beneficial than taking antidepressants
(54% vs 27-30%) [44, 46].

Exploratory qualitative analyses among Mexican and
Brazilian CYP found a preference for dealing with prob-
lems alone, for example, seeking solace in their own rooms
was considered important for processing difficult emotions
like sadness, anger and stress [32, 65, 69]. Where CYP did
express a preference in eliciting help from others, important
sources generated from qualitative analyses included par-
ents [32, 58, 66, 71] mothers in particular [32, 66], family
members [32,42, 61,71, 72], peers [32, 58, 66, 71], siblings
[43, 58, 71] teachers [58], church leaders [70], and neigh-
bours/community members [32]. Two of these studies were
appraised as weaker evidentiary sources [65, 71].

Members of immediate social networks were often the
preferred option for advice and counsel about personal con-
cerns from both quantitative and qualitative analyses [51,
54,56, 71]. CYP in included studies appeared to purposely
select certain social ties in response to specific problems [58,
73]. Selection also differed between genders; males were
more likely to seek support from teachers, family members
and friends compared to females [46]. Evidence is mixed
regarding whether males or females are more likely to access
school counsellors but counsellor gender may be an impor-
tant factor in choosing whether to seek help for specific
problems [73]. Crucially, as relationships with parents were
also sometimes viewed as a contributing factor to stress in
addition to being important sources of support, qualitative
analyses showed that CYP with difficult relationships with
parents were unlikely to view, and seek out, parents as a
source of support [54] while qualitative evidence from 90
participants indicates support from both teachers and parents
is prioritised by younger adolescents [74].

Knowledge and beliefs about professional help available

Between 40 and 75% of survey, cohorts believed mental ill-
nesses were treatable by health professionals [34, 45, 50-52,
61, 63,71, 72,75] though individual studies varied in qual-
ity. Studying preferences more in depth found that formal
help was considered comparatively more beneficial than
none at all. However, CYP more often stated a preference to
seek help from family, friends and traditional healers over

mental health professionals [71, 75] though evidence was
generated from two exploratory feasibility studies which
were among the few that ranked the importance of different
sources of professional help. In some studies, formal health
services were considered more useful for physical health
conditions such as diabetes compared to mental health prob-
lems, such as psychosis, depression and social phobia [42,
45, 46]. Among a sample of over 1000 Brazilian CYP those
currently receiving or previously in receipt of psychological
treatment had greater confidence in its usefulness [76] but
overall, misgivings about the effectiveness of professional
help were prominent.

Data regarding the perceived usefulness of health profes-
sionals and services were primarily derived from cross-sec-
tional analyses using existing help-seeking measures. Health
professionals were in the minority of identified sources of
help but those that appeared salient included psychologists
[42, 44, 46, 52], psychiatrists [42, 52, 61, 62, 75], GP [61,
62, 75] and school counsellors [42, 44, 56, 61, 75]. Less fre-
quently, cardiologists/neurologists [69] and social workers
[43] were considered key contacts. Limited understanding
of the types of help available and the types of problems that
might be treated by professionals emerged. CYP narrowly
viewed help as individual counselling or psychotherapy [54,
68] without considering other professionals, types of therapy
or formats for delivery. Where CYP were informed about
the purpose of professional help, issues with infrastructure
and provision were considered prominent barriers, i.e. lack
of appropriate services or adequately trained professionals,
long waiting times for treatment, limited availability of and
resources within health services and health professionals not
being interested in mental health problems [61, 69].

CYP instead highlighted the value attributed to religious
and spiritual leaders and traditional healers in both qualita-
tive and quantitative analyses [39, 50, 52, 54, 61, 62, 69,
75]. This group of paraprofessionals were often considered
more helpful than professionals in formal health services
[43, 59, 62] though it is important to recognise that evidence
varied in quality. Preliminary evidence pointed to gender
differences in views about professional helpfulness and there
may be observable differences between males and females in
help-seeking choices [46], but inquiry in this area is limited.

Factors and attitudes that facilitate recognition
and help-seeking

Various facets of stigma were investigated, widely demon-
strating that stigma levels are significant and shared by large
proportions of CYP. Survey and pre-intervention data from
separate studies in China, India, Iran, Pakistan, Vietnam and
Cambodia found sizeable segments of CYP cohorts view
people with mental health problems as dangerous/violent
or frightening; proportions ranged from 25 to 80% [38, 40,
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41,44, 46, 51, 63]. Three separate studies recruiting smaller
convenience samples for descriptive purposes or pre-inter-
vention baseline analysis (range n=67-205) in separate
regions of Nigeria found high rates of similarly stigmatis-
ing beliefs [34, 47, 50]. For example, Dogra et al. [47] found
25% of respondents believed schizophrenia a split personal-
ity and a further 60% were unsure. People with mental ill-
nesses are considered difficult to talk to [38, 47, 50, 77]; but
furthermore, being associated with someone with a mental
illness, or indeed seeking help for oneself, was considered
shameful and embarrassing in between 11 and 67% of ado-
lescent respondents [36, 44, 47, 63, 71].

Lack of confidence in professional treatment and fear of
being stigmatised by others were statistically significant fac-
tors affecting help-seeking in hypothetical scenarios [76]
supported by descriptive qualitative and quantitative evi-
dence that despite the perceived usefulness in theory, adoles-
cents felt challenged to use professionals because of stigma
[54, 71]. Compared to those without, willingness to seek
help was statistically significantly lower in adolescents with
pre-existing mental health problems [36]. Self-stigma was
determined the strongest predictor of willingness to seek
help in exploratory models incorporating literacy, mental
health status and help-seeking attitudes [48]. Path analysis
determined self-stigma mediates the relationship between
illness severity and help-seeking attempts [78]. Contradic-
tory evidence was found in one study that personal stigma
was higher among those with no current or past mental
health problems [61]. Observing others who seek help being
themselves stigmatised, and discriminating against profes-
sionals from whom they sought help, emerged consistently
from qualitative accounts [54, 65, 68]. Interestingly, stigma
was rarely examined in relation to actual or intended help-
seeking and many of the studies analysed quantitative data
from convenience samples of CYP.

Poor recognition is a significant barrier to help-seeking
[76] and conversely, greater recognition of mental health
problems is significantly correlated with increasing likeli-
hood of help-seeking [53]. Comparing stigma levels between
CYP in two or more locations was widely investigated dem-
onstrating that stigma levels can vary between countries and
even between regions of the same country [37—40, 61, 76,
79]. Evidence of both strong and weak quality contributed
to this finding. Interestingly, there was some consensus that
females had more positive attitudes to help-seeking [72, 73,
80, 81] and held less stigmatising attitudes than males [37,
47, 79] among mixed quality sources. Regarding depression,
studies that did report this outcome, had mixed findings [54,
61] while other studies provided weaker evidence of no such
gender differences [34, 38].
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Knowledge of how to access mental health information

Minimal data were obtained from this review regarding CYP
knowledge about how to access mental health information
[33, 38, 40, 51]. Survey data highlighted the importance of
family and friends as a specific source of information for
a subset of Chinese CYP sampled in two separate studies
[38, 40] with qualitative data from 19 Ugandan adolescents
adding that experiencing mental health problems, either
their own or witnessing this through family and friends,
significantly enhanced their understanding [33]. Chinese
adolescents accessed mental health information through
TV/movies, newspaper, magazines, and school [38, 40] and
Vietnamese high-school students highlighted the growing
importance of technologies including the internet and hel-
plines as a key source of mental health information [51].
There was variation across different sites in how different
sources of information were prioritised [38, 40] but under-
standing of how CYP accessed mental health information
from other LMICs was largely absent.

Discussion

This review analysed and synthesised empirical evidence
regarding knowledge, beliefs and attitudes towards mental
illness among CYP in LMICs drawing on Jorm’s frame-
work for MHL. We found that knowledge of mental ill-
nesses, treatments and help-seeking among populations in
included studies was generally poor and that recognition of
specific mental illnesses varied considerably in the studies
that measured this outcome using vignette-based methods.
Measures of general MHL, which delineate between assess-
ments of individual knowledge separate from their beliefs
[82], revealed a more consistent pattern of poor knowledge
and low levels of awareness of mental health problems
among CYP. We found evidence of pervasive stigma with
high proportions of CYP endorsing statements signifying
stigmatising attitudes towards those with mental illnesses.
We also found some evidence of personal stigma and self-
stigma which was linked with help-seeking propensity in a
smaller number of studies. In terms of seeking out appropri-
ate and effective help from formal sources, we found that
seeking help from healthcare professionals was often not pri-
oritised, however, knowledge of how to access formal help
was limited and understudied. Instead, CYP cited the value
of traditional healers as a mode of treatment and beneficial
self-help practices for illness prevention supports the notion
that social networks are an important source of mental health
assistance in LMICs.

Methodological weaknesses were evident in included
studies and the quality across studies varied significantly.
Among quantitative analyses, fewer cross-sectional studies
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satisfactorily demonstrated obtaining a representative sam-
ple to evaluate the generalisability of their findings and
many studies utilised measures of MHL, or some attribute,
which did not have demonstrable cultural validity in the set-
tings where they were administered. Similarly, the studies
included using vignette-based approaches did not allow for
direct comparison as there is no capacity to sum MHL levels
or contrast between MHL domains [83]. Measures of gen-
eral MHL, which incorporate knowledge and beliefs about
mental illness terminology, causation, etiology, prognosis
and course of illness are believed to overcome the limitations
of vignette-based methodologies and more comprehensively
address the MHL construct [82, 84]. However, these types of
measures are also limited due to heterogeneity across meas-
ures, failure to incorporate validated constructs of knowl-
edge, help-seeking and stigma [14] and a lack of specificity
which arises from grouping a wide range of mental health
problems together [85]. Importantly, these tools fail to reflect
wide variability in cultural explanations for mental illness
which we found in this review and establishing reliable and
valid measures of MHL is important for future evaluations
of MHL in different settings and contexts. There were addi-
tional conceptual limitations as most recognition studies
focus on individual diagnosis, i.e. depression, rather than
evaluating the range of possible mental illnesses or concerns
that could be raised by CYP [18, 84, 85] or acknowledging
that mental health conditions and outcomes are not univer-
sally valid across different cultures [86].

What can be clearly seen from the synthesised evidence
is the dominance of stigmatised beliefs among CYP per-
spectives. Stigma emerged as a substantive concept underly-
ing knowledge and beliefs across several domains of MHL
incorporating negative beliefs about mental illnesses, risk
factors and causation, self-help and professional help-seek-
ing. Strong evidence emerged that CYP misconceptions that
mental illnesses are caused by spiritual and religious forces,
witchcraft, wizardry or sorcery as a result of perceived
wrongdoing are pervasive and linked with beliefs that expe-
riencing a mental illness is shameful and embarrassing [41,
51]. Cultural factors were found to influence beliefs and atti-
tudes towards people with mental health problems and affect
willingness to seek help [61, 71] and we also found evidence
of geographical variation when high- and low-income set-
tings were compared but also when regions within the same
country were contrasted [37, 40]. Wider literature depicts
theories of stigmatisation that highlight how stereotypical
beliefs are linked with prejudice and discrimination [87]
and clear evidence exists of the relationship between stigma,
treatment avoidance and delay in seeking help [20, 23]. Evi-
dence from multiple systematic reviews shows that attitudes
and perceptions are particularly important in determining
whether adolescents propose to seek professional help for a
mental health problem [15, 16, 88]. Stigma, being ashamed

and fearing negative evaluations by others are significant
barriers to help-seeking [15, 16, 89]. However, research of
this nature is primarily conducted in high-income settings
supporting earlier assertions that the field is dominated by
research from Western, developed nations [14]. There is a
dearth of evidence from CYP in LMICs that help in under-
standing the role of stigma in help-seeking and pathways
to receiving effective care [15, 16, 90]. The present review
supports some existing findings that stigma influences help-
seeking, but none of the included studies measured actual
help-seeking. There was some evidence that both self-stigma
and public stigma directly influence willingness to seek help
[48, 78], but overall the relationship between stigma and
help-seeking was under-researched.

As described above, CYP tended towards identifying spir-
itual and religious leaders and traditional healers as sources
of professional support for mental health problems. We
found some evidence that CYP attributed greater value to
these sources of support than healthcare professionals who
were less frequently prioritised. In many cultures, traditional
and lay healers are recognised as legitimate sources of help
and assume a substantial role in mental health care delivery
[85, 86]. Knowledge of varied sources of professional help
was mixed and limited to a small number of studies. A single
source of evidence found that previous positive experiences
with mental health professionals was a prominent facilita-
tor of help-seeking among young people consistent with
reviewed evidence [89] although this finding needs replicat-
ing as it may have particular salience for the development of
social contact interventions to reduce stigmatisation of pro-
fessional mental health services and increase help-seeking
for effective treatment [88, 91].

Recommendations for future research

Several findings regarding the relationships between stigma,
help-seeking and knowledge were restricted to individual
studies in this review indicating the need to more fully
evaluate attributes of MHL and evaluate interrelationships
to more fully understand the interplay between knowledge,
beliefs and attitudes across varied cultural settings. Cam-
paigns focusing on improving mental health knowledge
have consistently demonstrated that public awareness can
be improved while changing negative attitudes about mental
illness proves a more challenging target [92]. Although we
found evidence of pervasive stigma, few studies meaning-
fully evaluated and captured the varied forms of stigma fully
despite the need to appreciate the role of different types on
individual help-seeking. Evidence shows that specific stigma
types exert greater influence on active help-seeking than oth-
ers [23] which is important for targeted stigma reduction
campaigns aimed at promoting help-seeking. Comparable
to the global literature, conceptualisation and measurement
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of facets of MHL theory concerning knowledge and beliefs
about self-help and how to access mental health information
for wellbeing in LMICs were less complete than other facets
[14, 83]. Future research should focus on understanding the
complexities of help-seeking, particularly active help-seek-
ing exploring varied sources (informal, formal, self-help)
and their relationship to the types of problems for which help
is being sought. Additionally, a review of the current strate-
gies used for stigma reduction, delivered and tested for their
impact on CYP in LMICs, demonstrates that evidence-based
interventions for these groups are disappointingly scarce
[91]. Regarding sources of help, the value of collaborating
with traditional healers needs greater exploration in younger
populations in addition to appreciating the value of social
networks to identify community platforms for educational
interventions [93]. Community interventions are likely to
have even greater relevance in low-resource settings [91, 94]
whilst continuing to recognise the need to develop interven-
tions across socio-ecological levels is key, particularly for
child and adolescent populations [91].

Strengths and weaknesses

MHL theory has considerable utility as a structure for under-
standing and explicating factors that influence individuals
help-seeking in relation to their mental health [82]; however,
it has been described as an approximation of a theory [18].
Consensus has yet to be achieved regarding the dimensional
structure of each MHL attribute [18, 85] and there is concep-
tual confusion regarding delineating the MHL construct and
potential outcomes, appreciating what MHL is and what it is
not, which have hampered coordinated research efforts [14].
Evidence indicates there are no tools that adequately evalu-
ate all attributes and some measure additional constructs,
such as knowledge and beliefs about course of illness, treat-
ment outcome and recovery not included in original descrip-
tions of the construct [82]. An important argument is that
current theoretical approaches, whether measuring one or
several MHL domains, fail to adequately and logically theo-
rise the processes and mechanisms of action that link atti-
tudes, intentions and behaviour [85]. We found that this lack-
ing among the studies in the present review and similarly,
we found no study that evaluated all facets of MHL which
is important for developing research going forward. Another
recent review, which focuses on MHL conceptualisation for
adolescents, highlights similar constraints in that researchers
purporting to examine MHL explored various adaptations
and interpretations of the construct [14].

Another issue with measures denoting the assessment
of knowledge is that they appear to tap into how indi-
vidual respondents perceive illnesses to emerge and how
they assess the usefulness of professional and lay forms of
help [82]. Gauging whether respondents have the capacity
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including the necessary knowledge and skills to appraise
the need for different types of help and prioritise help-
seeking routes and strategies is often overlooked among
assessments of MHL [82, 85] and is particularly pertinent
to the inclusion of knowledge about self-management
strategies [12]. Jorm’s theory [12] promotes self-manage-
ment for minor problems but within conceptualisations of
help-seeking which encompass illness behaviour, self-help
can be understood to refer to how people monitor their
own health, define and interpret their symptoms and take
preventive or remedial action which may also incorpo-
rate using healthcare systems [85]. Essentially, the range
of possible ways that people can triage their own mental
health concerns and address these is not encompassed
within this existing theory and should be considered for
future conceptualisations of MHL constructs.

This review is strengthened by the use of a compre-
hensive search strategy, rigorous approach to screening,
extraction and synthesis and guiding analysis with existing
theory. The MMAT quality appraisal tool was employed
to assess the quality of included studies highlighting sig-
nificant variation in quality of published research in this
area which can be considered a limitation. Developing
culturally appropriate measures of MHL is key to enhanc-
ing the methodological rigour of research in LMICs while
remaining sensitive to cultural variation in different set-
tings. There is a potential for narrative synthesis to de-
contextualise findings and we aimed to mitigate against
this using a robust process for analysis underpinning syn-
thesised data with in-depth qualitative findings where pos-
sible. Lastly, we identified that most studies in this synthe-
sis did not include participants under the age of 10 despite
including younger groups in our selection criteria. This
may be due to the developmental aetiology of common
mental illnesses where age of onset is concentrated in the
middle and later stages of adolescence [5]. However, there
is a need for research globally to understand and enhance
mental health literacy for greater detection of childhood
disorders [95] in addition to developing interventions for
CYP.

Conclusion

This review highlights important issues regarding MHL
for CYP in LMICs including low levels of recognition and
knowledge about mental health problems and illnesses,
pervasive levels of stigma and low confidence in profes-
sional healthcare services even when considered a valid
treatment option. CYP cited the value of traditional heal-
ers and social networks for seeking help. There were sev-
eral areas that were under-researched including the link
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between specific stigma types and active help-seeking and
research is needed to understand more fully the interplay
between knowledge, beliefs and attitudes across varied
cultural settings. Greater exploration of social networks
and the value of collaboration with traditional healers
is consistent with promising, yet understudied, areas of
community-based MHL intervention combining education
and social contact.
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