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Abstract Mentally ill people are among the most stig-
matized, discriminated against and marginalized society
members. The aims of this study were to explore adoles-
cents’ opinions about mental illness and determine whether
these change after a mental health educational intervention.
Two randomly selected schools took part in this study: one
serving as intervention group and one as comparison group.
Data were collected from both groups, before and after the
intervention, using the Opinion about Mental Illness scale.
Social Discrimination decreased significantly at the post-
test in both groups. Score on Social Care factor signifi-
cantly increased in the intervention group, and the overall
change from pre-post to post-test period was significantly
different between the groups. Social Integration signifi-
cantly increased in the intervention group. A significant
interaction effect was found indicating that the overall
change was different between the two study groups. Thus,
mental health educational interventions can positively
influence the perceptions towards mental illness among
adolescents.
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Introduction

Mental health is a basic human right, it is fundamental to
all human and social progress, and it is a basic requirement
in order to live a happy and fulfilled life (Weare, 2007).
The WHO (2011) defines mental health as a state of well-
being in which every individual realizes his or her own
potential, can cope with the normal stresses of life, can
work productively and fruitfully, and is able to make a
contribution to his or her community. According to the
WHO (2012a), mental disorders comprise a broad range of
problems with different symptoms. However, they are
generally characterized by a combination of abnormal
thoughts, emotions, behaviour and relationships with
others.

Community-based epidemiological studies have esti-
mated lifetime prevalence rates of mental disorders in
adults from 12.2 to 48.6 %, and 12-month prevalence rates
from 8.4 to 29.1 % (WHO, 2008). One recent meta-anal-
ysis estimates the prevalence of child and adolescent
depression rates of 5.7 % for adolescents, and 2.8 % for
children (Costello, Erkanli, & Angold, 2006).

Most people who suffer from severe mental illness live
within the community (Stark, Paterson, & Devlin, 2004),
but this physical presence does not mean that they are
included as part of those communities (Perkins & Repper,
2005). People suffering from mental illness and other
mental health problems are among the most stigmatized,
discriminated against, marginalized, disadvantaged and
vulnerable members of society (Johnstone, 2001). Stig-
matized individuals are aware that they are different from
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others, and this has implications to their identity: their
overall sense of who they are (Blaine, 2007). Researchers
have identified stigma and discrimination as important
obstacles to people with mental illness being integrated
into society (Bjorkman, Angelman, & Jonsson, 2008).
Stigma is understood to mean a social construction
whereby a distinguishing mark of social disgrace is
attached to others in order to identify and to devalue them,
and thus, stigma and the process of stigmatization consist
of two fundamental elements: the recognition of the dif-
ferentiating “mark™ and the subsequent devaluation of the
person (Arboleda-Florez, 2002). The meaning of stigma is
an unwelcome attribute which deprives the person of the
right of complete social acceptance, undermines radically
his/her social status and opposes human dignity (Malliori,
Ekonomou-Lalioti, Ploumpidis, & Kourea-Kremastinou,
2007). Social stigma has a tremendous impact on the daily
lives of people with a mental disorder (Bos, Kanner, Muris,
Janssen, & Mayer, 2009). Stigma is a reality for many
people with a mental illness, and they report that how
others judge them is one of their greatest barriers to a
complete and satisfying life (Canadian Mental Health
Association, 2013). Stigma undermines social adaptation
and leads to reduced adherence to treatment, non-disclo-
sure and secrecy, reduced supportive social networks, self-
esteem and psychological well-being (Harrison & Gill,
2010). While Greek society has moved towards the inte-
gration of individuals with mental health problems into
society through deinstitutionalization and political atten-
tion to mental health issues (Ministry of Health and Wel-
fare, 2001), stigma remains a major barrier to full inclusion
of individual with mental health problems in society.
Mental Health Europe (2011) recommends that public
awareness should be raised, stressing the need to carry on
developing anti-stigma campaigns and education, in order
to measure their impact and to further publicize the issue.
The starting point for diminishing stigmatization, claimed
by Byrne (2000) for all target groups and at every level, is
education. Corrigan and Penn (1999) support that educa-
tion provides information so that the public will be able to
make informed decisions concerning mental illness, and
further, persons who have a better understanding of mental
illness are less likely to endorse stigma and discrimination.
It is targeted not only to inform and prevent, but also to
form the attitudes towards mentally ill people in order not
to marginalise them (Papageorgiou-Vasilopoulou, 2005).
Thus, mental health should be a priority within the
framework of health promotion and health education
(Sakellari, 2010). In addition, promoting respect, tolerance,
empathy and an appreciation of diversity should begin
early in life (Sabir Ali & Iftikar, 2006). Moreover, as Pinto-
Foltz and Logsdon (2009) support, adolescence is an
opportune time to encourage positive attitudes, reduce

stigma related to mental disorders and reduce the illness
burden across the life span.

Most adults with a psychiatric disorder had a diagnos-
able disorder as children (Kim-Cohen et al., 2003). Mental
and behavioural disorders are present at any point in time
in about 10 % of the adult population worldwide (WHO,
2004). Although adolescents are generally perceived as a
healthy age group, 20 % of them, in any given year,
experience a mental health problem (WHO, 2012b).

Adolescents form many attitudes about life and dis-
cover various meanings of the concept of mental health
(Fitzgerald, Joseph, Hayes, & O’Regan, 1995). Negative
attitudes towards mental illness emerge early in childhood
(Wahl, 2002). In addition, Wahl, Wood, Zaveri, Drapal-
ski, and Mann (2003) found that characters labelled as
having a mental illness depicted in children’s films have a
violent and threatening behaviour and are feared by oth-
ers, which reinforce the conception of people with mental
illnesses as aggressive and as people with whom it is
appropriate to be afraid. Regarding young people, the
results of a study on sex differences towards mental ill-
ness of secondary school students showed that girls
exhibited more benevolence than boys and boys held
more stereotyping, restrictive, pessimistic and stigmatiz-
ing attitudes (Ng & Chan, 2000). An interventional study
with secondary students in the UK reported that female
participants after the intervention were less likely than
males to be embarrassed by being in the same class as
someone with mental health problems (Pinfold et al.,
2003). In the same way, another interventional study
found that girls had lower mean stigma scores than boys
after the intervention (Rickwood et al., 2004).

Rose et al. (2007), in a qualitative study that took place
in five secondary schools in England, identified 250 labels
used by 14-year-old English students to stigmatize people
with mental illness, such as nuts, psycho, crazy, and weird.
Furthermore, a study showed that adolescents are more
likely to describe a mentally ill person as dangerous and
violent after reading news reports of persons with mental
illness committing violent crimes, compared to adolescents
who read a factual article about mental illness (Dietrich
et al., 2006). Another study asked young persons to recall
news stories about mental health problems during the past
12 months, and they found that the most common stories
recalled among others were those stories involving crime
or violence (Morgan & Jorm, 2009).

Wei and Kutcher (2012) argue that school-based
mental health programming needs to be considered as part
of standard child and youth mental health policies and
plans. It is supported by a school-based awareness pro-
gramme that young people can be important sources of
information and have a positive impact on the community
(Rahman et al., 1998). Furthermore, DeSocio, Stember
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and Schrinsky (2006) showed that children who partici-
pated in a mental health education programme realized a
significant gain in their knowledge about mental health
and mental illness. School plays an important role in
health and social-emotional development (Hosman &
Jane-Llopis, 2005), mental health awareness can be taught
in school (Brown & Bradley, 2002), and mental health
instruction should be highlighted in school health educa-
tion (Lahtinen et al., 1999).

Today’s adolescents are the future adults who, through
participation, can have an impact on the quality of life of
the entire community. Adolescence is a time when young
people are acquiring lifetime habits and attitudes (Naidoo
& Wills, 2000). It is a time characterized by rapid advances
in cognitive skills and intense acquisition of new infor-
mation, which helps establish the basis for a productive
adult life (Golub, 2000). It is also the age when they are
developing views on a range of topics that will impact their
future adult behaviour (Pinfold, Thornicroft, Huxley, &
Farmer, 2005). Hence, adolescents, having the cognitive
level in order to comprehend, and being in the age period
when educational interventions can have an impact, are a
promising target group for mental health educational
interventions.

The purpose of this study was to explore the impact of a
mental health educational intervention on the perceptions
about mental illness among adolescents. Further, this study
aims to stimulate health professionals and health educators
to consider mental health educational interventions and
provide implications for planning and implementing future
interventions among adolescents for the promotion of
mental health.

The research questions in this study are as follows:

1. Do the opinions about mental illness positively change
after the mental health educational intervention?

2. What are the changes in opinions about mental illness
in relation to sex, parents’ educational level of the
parents and the previous contact with a mentally ill
person?

Methods
Setting and Participants

Two random schools in the area of Athens were selected
for this study. These schools follow the same curriculum as
it is the same for all pupils by the state (World Education
Encyclopedia, 2002). Determining which of the two
schools would be offered the intervention was also done
randomly. The intervention group was provided with the
mental health educational intervention, whereas the
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comparison group attended standard curriculum which did
not include any health education classes.

The study population consisted of 59 adolescents. From
the two schools almost 20 % of the students were randomly
selected and invited to participate. The response rate was
over 90 %, and finally the sample consisted of 31 partici-
pants in the comparison group and 28 participants in the
intervention group. Two participants from each group
decided not to participate in the post-test. Analysis is
presented in the final sample without missing data. Among
the background questions, the participants’ parents’ were
asked whether they have ever met a mentally ill person.
Demographics and other characteristics (their parents’
educational level and their previous contact with a mentally
ill person) of the two study groups were not significantly
different (Table 1).

Mental Health Educational Intervention

The mental health educational intervention was imple-
mented for the intervention group after the first data were
collected. The teaching was conducted by the primary
researcher. It lasted for two 45-min teaching periods and
was held during a school day in a classroom. The content
of the mental health educational intervention was devel-
oped using suitable literature (Schulze, Richter-Werling,
Matschinger, & Angermeyer, 2003; Ng & Chan, 2002) and
other material by national and international bodies such as
the WHO Mental Health, the Greek University Research
Institute, the Greek Psychiatric Reform Programme “Psy-
chargos”, the National Mental Health Strategy of Aus-
tralia, the US National Institute of Mental Health and the
UK Institute of Mental Health. The content of the mental
health education intervention was developed in such a way
that it would be easy for the pupils to comprehend. The
language used was adapted to the pupils’ age and cognitive
level, and terminology used among health professionals
was avoided.

Firstly, the educator presented herself and presented the
content of the mental health education session. Papers and
pencils were provided to all participants allowing them to
make notes and possible questions. Participants were
encouraged to pose questions at any time, and the under-
standing of the participants was ensured by stopping
throughout the presentation and asking the participants
whether they understood what was just said and whether
they had any questions.

Details of the intervention have been described previ-
ously (Sakellari, Sourander, & Leino-Kilpi, 2014). In short,
the mental health educational intervention (60 min),
included definitions of mental health and mental illness,
descriptions of different types of mental illnesses, as well
as issues on experiences and different forms of treatment.
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CTl?al:if:tleri]s)tie:swfiiag :rlr(iparison Comparison group Intervention group P
and intervention group N (%) N (%)
Age (years), mean (SD) 14.3 (0.9) 13.8 (0.5) 0.125%*
Sex
Males 13 (44.8) 11 (42.3) 0.851%*
Females 16 (55.2) 15 (57.7)
Contact with a mentally ill person
No 17 (58.6) 17 (65.4) 0.606*
Yes 12 (41.4) 9 (34.6)
Educational level of the mother (years)
<12 years 16 (55.2) 14 (53.8) 0.921%*
>12 years 13 (44.8) 12 (46.2)
Educational level of the father (years)
<12 years 15 (51.7) 14 (53.8) 0.875%
>12 years 14 (48.3) 12 (46.2)
Highest educational level of the parents
<12 years 13 (44.8) 11 (42.3) 0.851*
>12 years 16 (55.2) 15 (57.7)

* Chi-square test; ** Mann—Whitney test

Moreover, “myths and truths” about mental health and
mental illness were discussed and issues on help-seeking
(and available mental health care services in Athens),
facing difficulties and mental health promotion as mes-
sages to take home. At the end, there was a discussion
session (30 min) in which participants had the chance to
ask questions (e.g. how people with mental illness expe-
rience the symptoms, asking whether several symptoms
providing examples means that someone is mentally ill,
diagnosis labels, etc.). During this session, participants
were provided the opportunity to correct
misunderstandings.

Data Collection

First, the primary researcher contacted the schools’ prin-
cipals, explained the purpose of the study to the school
staff, and sought their cooperation in conducting the study.
Once informed consent was obtained, the study was
initiated.

Data were collected from both groups the week before
(baseline) and the week immediately after (post-test) the
mental health educational intervention. The instrument
used, in order to explore the perceptions about mental ill-
ness, was the Opinion about Mental Illness (OMI) scale by
Cohen and Struening (1962), standardized for the Greek
population by Madianos, Madianou, Vlachonikolis, &
Stefanis (1987). Factor analysis of the Greek study data
identified the five factors below with associated eigenval-
ues of >1 and which accounted for 66.4 % of the total
variance in the data (Madianos et al., 1987). It consists of

51 Likert formatted items (from “totally agree” to “totally
disagree”) and yields five factors which have been defined
previously by Madianos et al. (1987):

A. Social Discrimination includes 16 items (total scoring
ranging from —14 to 66, more positive opinion is —14)

B. Social Restriction includes 13 items (total scoring
ranging from —4 to 61, more positive opinion is —4)

C. Social Care includes 8 items (total scoring ranging
from 30 to —10, more positive opinion is 30)

D. Social Integration includes 8 items (total scoring
ranging from 33 to —7, more positive opinion is 33)

E. Aectiology includes 6 items (total scoring ranging from
26 to —4, more positive opinion is 26).

The scores found in studies among nursing students or
general population can be seen in previous studies (e.g.
Evagelou et al., 2005, Madianos et al., 1987; Madianos,
Economou, Hatjiandreou, Papageorgiou, & Rogakou,
1999; Madianos, Priami, Alevisopoulos, Koukia, &
Rogakou, 2005, Tomaras et al., 2011). For the purposes of
this study, we have analysed the four first factors, since it
was seen after data collection that the items included in the
factor of aetiology were not very well perceived by the
participants of the study which belong to a special age
group of adolescence. The Cronbach’s alpha coefficient for
all four factors exceeds the minimum of 0.7. For already
tested existing instruments, a score of at least 0.70 is
required (Burns & Grove 2009). Specifically, Cronbach’s
alpha was 0.74 for Social Discrimination, 0.76 for Social
Restriction, 0.81 for Social Care and 0.79 for Social
Integration.
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Data Analysis

The analysis was conducted and presented for participants
with full data (V. = 55). Continuous variables are presented
with mean and standard deviation (SD). Qualitative vari-
ables are presented with absolute and relative frequencies.
For the comparison of proportions Chi-square tests were
used. For the comparison of study variables between the
comparison and intervention group, the student’s ¢ test was
conducted. Mann—Whitney test was used to compare age
between the two study groups. Differences in changes of
OMI factors at the post-test between two groups were
evaluated using repeated measurements analysis of vari-
ance (ANOVA). Effect sizes (ES) were also calculated for
the difference in scale scores between baseline and post-
test measurements of the intervention group and the dif-
ference in scale scores between the comparison and inter-
vention group at post-test measurements. All p values
reported are two-tailed. Statistical significance was set at
p < 0.05 and analyses were conducted using SPSS statis-
tical software (version 18.0).

Ethical Considerations

Permission from the Greek Ministry of Education was
obtained before conducting the study. Written informed
consent forms were signed by both the participants and
their parents or guardians. The information for the study
was provided to them orally and in a letter that was taken
home to the parents/guardians of potential participants,
concerning the research process, its objectives, and how the
results will be used in the future, emphasizing the anon-
ymity and confidentiality, and their right to withdraw at
any time. The participation in the research was voluntary
and no identifying information has been used.

Results

The changes at the post-test for the OMI factors for the
comparison and intervention group are presented in
Fig. la—d. The Social Discrimination factor score signifi-
cantly decreased from baseline to post-test (p < 0.05) in
both study groups (ES = 1.31 for the intervention group).
The intervention group had higher levels on Social Dis-
crimination at baseline compared to the comparison group,
but this difference was not significant at post-test
(ES = 0.80). No significant changes were found for Social
Restriction for either study group (ES = 0.87 for the
intervention group) and at post-test measurements the two
groups had similar scores (ES = 0.48). The Social Care
factor had a significant increase only in the intervention
group (ES =091 for the intervention group), and a
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significant interaction effect was found indicating that the
change in mean scores at the post-test was different
between the comparison and intervention group
(p = 0.049). Also, a significant increase in Social Inte-
gration was found only for the intervention group
(ES = 0.69) and a significant interaction effect was found
indicating that the change at post-test was different
between the two study groups (p = 0.038). The effect size
was 0.85 (for the difference between the two groups at
post-test measurements). Overall, these results indicate that
the mental health educational intervention had a positive
impact on the perceptions about mental illness among the
intervention group.

When changes in OMI factors for the intervention group
were investigated according to gender, parents’ highest
educational level and whether the participant ever had
contact with a mentally ill person (Table 2), it was found
that Social Discrimination had a significant reduction only
in girls, but that the non-significant interaction effect
indicated that change at the post-test was not different
between boys and girls. Additionally, girls had lower score
on Social Integration at baseline and a significant increase
at post-test, in contrast to males whose scores on the
aforementioned factor remained unchanged (p = 0.021).
Interestingly, Social Discrimination had a significant
reduction only in adolescents whose parents’ educational
level was 12 years or less, and the interaction effect did not
reach statistical significance. Score on Social Care at
baseline was significantly higher for those whose parents’
educational level was 12 years or less, and they also had a
significant reduction in Social Care at post-test. The sig-
nificant interaction effect (p = 0.025) showed that the
change of Social Care was significantly different according
to the highest educational level of the parents. Furthermore,
Social Discrimination decreased both in adolescents who
had ever had contact with a mentally ill person and in those
who had never had contact with a mentally ill person.
Adolescents who had ever had contact with a mentally ill
person had lower scores on Social Restriction at baseline,
and at post-test they had lower scores on Social Discrim-
ination factor. Social Integration increased significantly
only in those that had never had contact with a mentally ill
person, but the interaction effect was not significant.

Discussion

The present study explored the adolescents’ perceptions
about mental illness and examined the changes in these
perceptions following a mental health educational inter-
vention. The results suggest that educational interventions
can have a positive impact on the opinions about mental
illness. Overall the findings of the study indicate that the
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Fig. 1 a Mean values for Social Discrimination at baseline and post-
test measurements for both study groups. b Mean values for Social
Restriction at baseline and post-test measurements for both study
groups. ¢ Mean values for Social Care at baseline and post-test

perceptions towards mental illness, which are expressed
through Social Care, Social Restriction, Social Discrimi-
nation and Social Integration, show positive changes after
the mental health intervention. Specifically, in our study
there was an increase in the score of Social Care only in the
intervention group at the post-test, and the overall change
was significantly different between the two groups. In
addition, a significant increase was found in Social Inte-
gration only for the intervention group, and a significant
interaction effect was found indicating that the overall
change was different between the two study groups. Sim-
ilarly, another study found that the mental health promo-
tion and stigma reduction programme targeting secondary
school students had positive impact on acceptance and
social inclusion of people with mental illness (Yau, Pun, &
Tang, 2011). In addition, the impact of educational inter-
ventions is also supported by the Naylor, Cowie, Walters,
Talamelli, & Dawkins (2009) study which showed that
after a mental health teaching programme, pupils in an
intervention group compared with those in comparison
group expressed significantly more sensitivity and empathy
towards people with mental health difficulties.

The limited literature is in line with the results of the
current study; studies among adolescents of the same age
as the current study have shown positive changes in atti-
tudes towards mental illness after educational interventions
(Essler, Arthur, & Stickley, 2006; Pinfold et al., 2003;

measurements for both study groups. d Mean values for Social
Integration at baseline and post-test measurements for both study
groups

Watson et al.,, 2004; Spagnolo et al., 2008). Moreover,
studies indicated improvements in stigmatization after
educational interventions among adolescents (Rickwood
et al., 2004; Ng & Chan, 2002; Bronwyn & Dale, 1993), or
showed positive effects on dispelling negative stereotypes
(Schulze et al.,, 2003). Finally, older Greek adolescents
after an educational intervention adapted more positive
attitudes towards mentally ill people, and they also
obtained significant more knowledge and an integrated
opinion about the deinstitutionalization, psychiatric reform
and the community rehabilitation settings at the area where
they live (Asimopoulos et al., 2007).

The participants among the intervention group, in our
study, revealed a significant positive change in Social
Discrimination after the intervention. Although the inter-
vention group had a higher score than the comparison
group on Social Discrimination before the intervention, at
the post-test the decrease was greater. In addition, girls
showed less Social Discrimination after the intervention
compared to boys (p = 0.005). Thus, the intervention had a
positive impact on Social Discrimination, which is also
supported by several other studies. Conrad et al. (2009)
found a positive effect of a school programme on students’
desire for social distance towards people with mental ill-
ness which was assessed by a questionnaire regarding
students’ readiness to enter different types of social rela-
tionships with someone who has had a mental illness. In
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Table 2 Changes in OMI

factors at the post-test period for 1]3{5:;1:1(1;1)) ;?j;:e(sstl)) ls/[l;]rl]g?SD) P P!
the intervention group
according to sex, highest Social Discrimination
educational level of the parents
and whether they had ever had Gender
contact with a mentally ill Males 33.1 (5.0) 29.5 (6.8) -3.5 (9.0) 0.234 0.371
person Females 344 (7.4) 274 (8.2) —6.4 (7.4) 0.005
P* 0.588 0.505
Social Restriction
Males 20.2 (5.2) 22.9 (10.9) 3.4 (9.0 0.243 0.198
Females 18.8 (5.8) 17.3 (9.1) —-1.5(94) 0.553
P* 0.529 0.163
Social Care
Males 18.4 (5.6) 224 (5.4) 4.1 (8.7) 0.149 0.458
Females 20.9 (4.5) 23 (3) 2(54) 0.176
P** 0.206 0.717
Social Integration
Males 13.4 (3.7) 16 (3.9) 2.1 (4.0 0.113 0.021
Females 9.9 (3.8) 16.3 (5.1) 59 @3.8) <0.001
P* 0.021 0.887
Educational level of the parents
Social Discrimination
<12 years 35.8 (5.7) 26.6 (8.1) —8.6 (8.3) 0.007 0.067
>12 years 322 (6.7) 29.5 (7.1) —-2.7(7.3) 0.176
P 0.143 0.329
Social Restriction
<12 years 19.2 (4.9) 18.1 (11.3) —-0.4 9.1 0.897 0.669
>12 years 19.5 (6.2) 20.8 (9.3) 1.3 (9.8) 0.624
P* 0.888 0.509
Social Care
<12 years 18.9 (5.3) 249 (2.4) 6.4 (5.9) 0.005 0.025
>12 years 20.5 (5) 20.9 (4.4) 0.3 (6.7) 0.849
P 0.429 0.006
Social Integration
<12 years 11.5 (4.8) 15.9 (3.5) 32 4.4) 0.037 0.271
>12 years 11.3 (3.6) 16.3 (5.3) 5.0 @4.1) <0.001
P* 0.865 0.820
Participants’ contact with a mentally ill person
Social Discrimination
No 35 (5.8) 30.4 (7.0) —4.6 (8.1) 0.033 0.635
Yes 32.1 (7.1) 24.2 (7.3) —6.2 (8.5) 0.049
P* 0.246 0.045
Social Restriction
No 21.1 (5.1) 222 (9.5) 1.1 9.4) 0.631 0.693
Yes 16.8 (5.3) 14.9 (9.9) —-0.4 (9.7) 0.894
P* 0.044 0.079
Social Care
No 19.8 (5.4) 22.8 (3.2) 2.9 (6.4) 0.077 0.956
Yes 19.9 (4.6) 227 (5.4) 2.8 (8.2) 0.338
P* 0.976 0.982
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Table 2 continued Baseline Post-test Change P* P}
Mean (SD) Mean (SD) Mean (SD)
Social Integration
No 11 (3.6) 16 (4.9) 5 (4.0) <0.001 0.234
Yes 12 (5.0) 16.4 (4.1) 2.9 (4.6) 0.098
P** 0.539 0.819

* p value for time effect; ** p value for group effect;  p value for time x group effect

other studies, participants were less socially distanced after
the educational intervention, where social distance was
assessed through items of self-reported behaviours towards
people with schizophrenia by Stuart (2006) or through
attitude statements by Pinfold et al. (2003) and Schulze
et al. (2003).

Our intervention had a significant positive change in the
Social Care factor, while Ng and Chan (2002) showed no
reinforcement of benevolence among adolescents after an
educational intervention. Social Integration had a signifi-
cant positive change after the mental health educational
intervention. The positive change is remarkable among
girls, who started with lower scores than boys, but they
reached the same scores with the boys after the
intervention.

Finally, it is supported that people who have met, talked
or worked with a psychiatric patient show more positive
attitude suggesting that stigmatization may be reduced by
increasing social activities with psychiatric patients (Vez-
zoli et al., 2001). In our study, at post-test adolescents who
had ever had contact with a mentally ill person showed less
Social Discrimination. However, Social Discrimination
decreased both in adolescents who had contact with a
mentally ill person and in those who never had contact with
a mentally ill person. Adolescents who had ever had con-
tact with a mentally ill person had lower scores on Social
Restriction at baseline. While Social Integration increased
significantly only in those who had never had contact with
a mentally ill person, but the overall change at the post-test
was not different between the two groups.

Limitations

A possible limitation of our study was that the mental
health educational intervention was short (due to the
schools’ tight curriculum). Nevertheless, our results sup-
port the positive impact of a mental health educational
intervention and demonstrate the applicability of our
approach in future interventions targeting the group of
adolescents. Other limitations could be that the instrument
used to collect the data is a self-report measure, and there is
a possibility that social pressure influenced the way par-
ticipants responded to the questions.

Further research is needed since the two study groups
had different scores at baseline. However, for example in
Social Discrimination, no significant interaction effect was
found, or in Social Care scores the significant interaction
effect was an indication that the degree of change was
different between the two groups. Another limitation is that
there is no behavioural data collected, and therefore, it is
not possible to know whether these self-reported attitude
changes lead to behavioural changes in the real world too.
Furthermore, a follow-up test was not included which
would allow us to explore whether the changes remain in
time. However, the aim of this study was to explore the
impact of the intervention itself and not other factors that
may influence the participants’ perceptions by time.
Although the study demonstrated positive impact of the
intervention on the adolescents’ opinions towards mental
illness, overall generalization of the results should be taken
with care as the number of participants was limited, and
there could be a self-selection bias.

Conclusion

Our study supports the fact that mental health educational
interventions can be implemented in order to positively
influence the perceptions about mental illness among
adolescents who form the future adults of our community.
Thus, the results of our study which highlight the adoles-
cents’ perspectives should be taken into account when
planning and implementing similar interventions to this
target group. Health professionals and health educators
should be more aware of the need to give emphasis to
mental health education among adolescents and introduce
initiatives that promote mental health. Educational mental
health interventions which strengthen an understanding of
mental health and mental illness and enhance the positive
perceptions of mental health and mental illness, as well as
reduce negative views of mental illness, seem to be pos-
sible. Future educational mental health interventions could
target specific mental illnesses each time in order to
improve understanding and reduce negative perceptions
towards different mental illnesses. The results of this study
can be used in the context of different cultures, since
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similar results have been found in other studies as it is
discussed in the previous section and they can be further
tested. Finally, related strategies and policy guidelines
should be developed in order to ensure the implementation
of successful interventions in schools.

However, further research is needed to explore what
long-term impact mental health educational interventions
can have among the group of adolescents as well as to
examine the remarkable differences we observed between
male and females adolescents. The use of different tools
which will assess the effect of mental health educational
interventions, including the one presented in this study,
will provide useful information for those planning and
implementing mental health interventions in schools.
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