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ABSTRACT

Background: Mental health literacy (MHL) refers to one’s knowledge and understanding of mental health disorders and their
treatments. This literacy may be influenced by cultural norms and values that shape individuals’ experiences, beliefs, attitudes,
and behaviors regarding mental health. This study focuses on adapting the Mental health literacy scale (MHLS) for use in the
multicultural context of Israel. Objectives include validating its construct, assessing its accuracy in measuring MHL in this
diverse setting and examining and comparing levels of MHL across different cultural groups. Methods: The data collection
included 1057 participants, representing all the ethnic groups of the Israeli population aged 18 and over. The tools included
the MHLS and a demographic questionnaire. Confirmatory factor analysis (CFA) was employed to assess the original structure
of the MHLS. Results: The results revealed that after evaluating the original MHLS, five items were excluded, leading to the
validation of a modified version—Israeli mental health scale (IMHLS) with four factors and 25 items. CFA and reliability
analyses supported an established and robust four-factor model. Significant ethnic differences in MHLS scores were identified,
with Muslim participants showing the highest familiarity with mental disorders, followed by Druze and Christian participants,
while Jewish participants had the lowest familiarity. Conclusion: The study concluded that the IMHLS is a valid and reliable
tool for assessing MHL in Israel’s diverse and multicultural population. The revised scale better reflects the cultural nuances of
the Israeli context. The significant ethnic differences that the study revealed in IMHLS emphasize the importance of culturally
sensitive mental health interventions tailored to different ethnic groups in Israel.
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Introduction

Mental disorders are a significant public health issue.
According to the World Health Organization (WHO),
approximately 1 in 8 people worldwide will experience a
mental health problem at some point in their lives [1]. An
assessment conducted in 2020, in the aftermath of the
COVID-19 pandemic, revealed a 28% increase in the
incidence of anxiety and major depression [2,3].

The increasing prevalence of mental problems worldwide
indicates the need to take measures to prevent the

development of mental disorders. Furthermore, the WHO
has called for increased investment in mental health care
to reduce the global burden of mental illness [1]. Indeed,
early detection of disorders leads to early interventions
and increases the probability of successful treatment
outcomes [4,5].

One of the relevant resources for the prevention of
mental health problems is mental health literacy (MHL).
The term “mental health literacy” refers to the knowledge
and understanding that individuals have about mental
health issues, which can include recognizing signs and
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symptoms of mental health disorders, knowing how to seek
help and support, and understanding the available treatment
options. It is an important aspect of overall health literacy,
as mental health plays a significant role in overall well-
being [6,7].

The most widespread tool for assessing MHL is the
Mental Health Literacy Scale (MHLS), developed by
researchers in Australia [8]. The measure was built based on
the most comprehensive and popular conceptual framework
of MHL [8]. This self-report measure includes 35 items
across six dimensions, namely ‘The ability to identify mental
disorders’; ‘The knowledge of the risk factors and aspects
related to the development of mental disorders’; ‘Knowledge
of self-care’; ‘Knowledge regarding available professional
help’; ‘Knowing where to look for information’; and
‘Attitudes that promote recognition or appropriate behavior
for asking for help’. The psychometric properties of this
instrument have shown adequate levels of validity and
internal consistency [8].

Like all self-report psychometric tools, especially in the
domain of mental health, it has also been found that these
dimensions may be affected by cultural factors [9]. Indeed,
cultural norms and values can shape people’s experiences
and influence beliefs, attitudes, and behaviors regarding
mental health problems [9]. The intercultural variation in
values and norms about the phenomenon of mental health
problems creates variations in the understanding of the
phenomenon, the level of stigma associated with mental
illness, the factors attributed to the development of the
disorders, and the ways of treating them [7].

Different cultural norms may prescribe different
behaviors in the dimensions of the MHLS. For example, in
the dimensions of the ability to identify mental disorders
and knowledge of the risk factors and factors related to the
development of mental disorders, Western cultures can
identify disorders based on the scientific medical body of
knowledge [10], and they treat mental disorders as they
would physical illnesses. However, in traditional religious
cultures, it can be difficult to recognize mental disorders as
a disease, and they may be treated as supernatural
phenomena or attributed to demons, spirits, weakness, or a
lack of belief in God [11].

The dimension of self-care knowledge and support
provided by the family may also differ across cultures [10].
Furthermore, in Western cultures, knowledge about
available professional help and where to seek information is
more accessible, whereas traditional and less developed
cultures often lack services or have limited access to them
[12]. In Western cultures, mental help is sought from
conventional therapists, while traditional cultures may seek
help from religious figures or traditional healers who use
alternative treatments [9]. In terms of attitudes that
promote recognition and appropriate behavior in seeking
help, liberal cultures tend to have fewer stigmatizing
attitudes towards mental illness, which facilitates better
recognition and easier access to professional help. In
contrast, cultures with more stigmatizing attitudes may
face challenges in recognizing mental health issues and
seeking professional help [11,9]. Due to the differences
in intercultural values and norms, assessing MHL in

different cultures requires culturally sensitive and adapted
measurement tools.

Israel is a multicultural and pluralistic society composed
of two ethnic national groups: Jews and Arabs. Arabs
constitute about 21% of Israel’s population [13]. Compared
to Jewish society, which is considered Western, liberal, and
individualistic, Arab society is regarded as more traditional,
collectivist, and conservative [14,15]. Additionally, within
the Arab minority, there are different groups, such as
Muslims, Christians, and Druze which have different
histories, cultures, and religions as well as relation to the
majority Jewish group. This population tends to utilize
mental health services less than Jews [16], despite showing
a higher prevalence of mental health problems [17]. The
reasons behind these higher rates are not always clear, but
they may be attributed to cultural factors, lack of self-care
knowledge [15], limited availability of services [17],
attitudes that discourage recognition and help-seeking
behavior [18,19], or underutilization and under availability
of services [19]. Other general cultural factors may also
contribute [20].

Given these cultural differences within Israeli society
regarding mental health, mental illnesses, and treatment
methods, it is necessary to evaluate and adapt the MHLS
within a multicultural context. Therefore, the aim of the
current study is to assess the validity, internal consistency
and factorial structure of the original MHLS within the
Israeli population. We shall also present an adapted version
of the scale IMHLS reflecting the new factorial structure
within the Israeli context. Additionally, the study aims to
examine potential differences between Jews and Arabs-
including its subcultures, in terms of scale indicators,
providing a more comprehensive understanding of MHL
differences between these ethnic groups.

Methods

Participants and procedure
This cross-sectional study was conducted in 2022 with 1057
individuals from the general population. This study received
approval from the Ethics Committee of Zefat Academic
College (IRB number: 8-2022). Written consent was
acquired from the participants. The inclusion criteria for the
study were as follows: (a) being over the age of 18, (b)
holding Israeli citizenship, and (c) not having a diagnosed
mental disorder. An information sheet was distributed
through social networks such as WhatsApp, Facebook, and
Instagram describing the objectives and scope of the study
and inviting individuals to participate. Participants who
agreed to participate were provided with a web link to
access the questionnaires. The online survey (Using the
Qualtrics platform) began with a description of the study’s
purpose and the contact details of the researchers. The
online questionnaires were pretested with 20 participants. It
took approximately 30 min to complete, and minor
revisions were made based on the pretest participant’s
feedback. Between January 2022 and July 2022, a total of
1057 adult Israeli citizens agreed to participate in the study
and completed all the questionnaires.
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Instruments
The data collection tools included a demographic section and
the original MHLS. The questionnaire was administered in
Hebrew or Arabic, based on participants’ choice. As the
main language in Israel is Hebrew’ most Arab citizens learn
and speak/read Hebrew from very early on. The vast
majority of the participants in this study chose the Hebrew
version of the questionnaire. Those who chose the Arabic
version were not identified.

Demographic questionnaire
This questionnaire included questions regarding age, gender,
marital status, whether the participant has minor children
(yes/no), ethnicity (Jewish, Muslim, Christian, and Druze),
level of religiosity (religious, partly religious, and secular),
years of education, employment status (yes/no), type of
residence (urban, rural).

The MHLS assesses all the attributes of MHL. The MHLS
was constructed over three key stages, using a comprehensive
methodological approach including measure development,
pilot testing, and assessment of psychometrics and
methodological quality. It is a 35-item organized into six
dimensions that is easily administered and scored. All 35
items were rated on a Likert scale [8]. The original six
dimensions of the MHLS are as follows:

1. Recognition of Mental Disorders: An inquiry could be,
“To what degree do you believe personality disorders
should be classified as a type of mental illness?” (eight
items).

2. Understanding of Risk Factors and Causes: For
instance, “To what extent do you believe that, in
general, women in Israel are more susceptible to
experiencing mental illnesses than men?” (two items).

3. Awareness of Self-Management Strategies: An example
might be, “How beneficial do you think improving
sleep quality could be for someone struggling to
manage their emotions?” (two items).

4. Familiarity with Available Professional Treatments: A
question could be, “To what degree do you think
cognitive behavioral therapy (CBT) focuses on
challenging negative thoughts and promoting positive
behaviors?” (three items).

5. Knowledge of Information Resources: For example, “I
feel confident in my ability to identify reliable sources
of information regarding mental health issues.” (four
items).

6. Attitudes Supporting Help-Seeking Behavior: An
example statement could be, “Visiting a mental health
professional signifies a lack of strength in handling
personal challenges.” (16 items-reverse scored).

All items were rated on a five-point Likert scale,
ranging from 1 (very unlikely) to 5 (very likely), 1 (very
unhelpful) to 5 (very helpful), or 1 (strongly disagree) to 5
(strongly agree). The items in each factor are summed, and
there is also a total score, with a higher score representing
a higher level of MHL. The scale was translated from
English into Hebrew and Arabic using a back-and-forth
translation process.

Data analysis
The original MHLS structure and the modified Israeli version
(IMHLS) were subjected to data analysis. SPSS and AMOS,
version 29.0, were used for the analysis. A confirmatory
factor analysis (CFA) was conducted with maximum
likelihood estimation, for the original scale structure using
structural equation modeling (SEM). The fit measures
considered were the normed fit index (NFI), non-normed fit
index (NNFI), comparative fit index (CFI), root mean
square error of approximation (RMSEA), and standardized
root mean square residual (SRMR). Based on the results
obtained for the original MHLS, the CFA was then
recalculated for a revised version of the scale (IMHLS). Due
to the use of the forced-choice option, no missing values
were obtained. Internal consistency was assessed using
Cronbach’s α and McDonald’s omega (ω) [21]. Descriptive
statistics were calculated for the IMHLS scales. To examine
differences by ethnicity which was determined by the
participant himself in the demographic questionnaire
(Jewish, Muslim, Christian, Druze), a multivariate analysis
of covariance was performed. Post hoc tests utilized
estimated marginal means, with the Bonferroni adjustment
applied for multiple comparisons. Considering the large
sample size, the significance level (α) was set at a minimum
of 0.001 to avoid inflation. Moreover, minimal effect sizes
were defined to identify meaningful differences and
relationships: η2 ≥ 0.02 and Pearson’s r ≥ 0.15 (or ≤−0.15).
This definition of minimal effect sizes aligns with the work
of Cohen [22], Hattie [23], and Lenhard et al. [24]. No
missing values were found.

Results

Descriptive results
The participants consisted of approximately equal numbers of
males and females, with an average age of 33, and average of
12.15 years of education, 55.2% (762) live in a rural area and
44.8% (437) live in an urban area. The religious affiliations
were 43% Jewish (n = 460), 31% Muslim (n = 326), 18%
Christian (n = 189), and 8% Druze (n = 82). The
demographic characteristics of the participants are presented
in Table 1.

CFA for MHLS and the modified IMHLS
The CFA was conducted to assess the construct validity of the
MHLS and the Modified MHLS (Israeli) version. The CFA for
the original scale, consisting of six factors, resulted in an
inadequate fit (NFI = 0.760, NNFI = 0.765, RMSEA = 0.073,
CFI = 0.787). Analysis of the item loadings revealed that the
reversed item 10 (“To what extent do you think it is likely
that in general, men are more likely to experience an
anxiety disorder compared to women”) had a negative
loading on the ‘Knowledge of risk factors and causes’ factor.
Similarly, the reversed item 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”) loaded
negatively on the ‘Knowledge of self-treatment’ factor.
Additionally, the reversed item 15 (“Mental health
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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”) had a
negative loading on the ‘Knowledge of professional help
available’ factor. Moreover, the reversed item 20 (“People
with a mental illness could snap out of it if they wanted”)
had a loading of 0.03 on the ‘Attitudes that promote
recognition or appropriate help-seeking behavior’ factor.
These four items were subsequently removed from the
analysis.

Furthermore, as items 9 and 11 remained in their
respective factors and exhibited a high correlation (r = 0.80)
with the ‘Ability to recognize disorders’ factor, they were
incorporated into it. The revised model consisted of four
factors, totaling 31 items, and the CFA was rerun. However,
the model still demonstrated an insufficient fit: NFI = 0.773,
NNFI = 0.776, RMSEA = 0.078, CFI = 0.797. Upon further
examination, it was observed that the ‘Knowledge of
professional help available’ factor (items 13 and 14) had a
high correlation (r = 0.88) with the ‘Ability to recognize
disorders’ factor. Consequently, these two items were
included in the latter factor. Additionally, the reversed items
21 to 28, originally part of the ‘Attitudes that promote

recognition or appropriate help-seeking behavior’ factor,
exhibited low loadings (0.11 to 0.35) on the latent factor,
while the items pertaining to Social Openness to mental
illness (29 to 35) demonstrated high loadings (0.58 to 0.85)
on that factor. Consequently, these two sets of items were
separated into two latent factors: attitudes and Social
Openness to mental illness. The resulting model had a fit of:
NFI = 0.862, NNFI = 0.880, RMSEA = 0.057, CFI = 0.889,
SRMR = 0.064, with the latent factors correlating at r = 0.03
to r = 0.28).

Next, the standardized residual covariances were
examined. As the standard threshold value is ±3 [25],
several items were found to have irregular values. Items 7,
14, 23, 24, 33, and 34 had higher values, ranging between
−5.60 to 6.84 (grand absolute value mean = 2.38). Upon
their removal the final MHLS (Israeli) model, consisting of
25 items, demonstrated acceptable fit indices: NFI = 0.913,
NNFI = 0.929, RMSEA = 0.048, CFI = 0.937, SRMR =
0.048. CFA factor (Table 2) and Fig. 1 depict the resulting
model and the final item loadings.

Four factors were identified for the modified IMHLS. The
first factor, ‘Acquaintance with mental health disorders’ (10
items), mainly consists of the original seven items from the
factor ‘Ability to recognize disorders,’ with the addition of
one item from each of the original factors: ‘Knowledge of
risk factors and causes,’ ‘Knowledge of self-treatment,’ and

TABLE 1

Background characteristics of the participants (N = 1057)

Variable Values Total sample Jewish
(n = 460)

Muslim
(n = 326)

Christian
(n = 189)

Druze
(n = 82)

Difference

Age, years
M (SD)

Range 18–65
years

32.68 (11.14) 36.03ac (12.27) 28.63b (8.47) 31.21bc (9.86) 33.35ac

(10.74)
F (3,1053) = 32.02
(p < 0.001) (η2 = 0.084)

Gender, n (%) Male 526 (49.8) 238 (51.7) 150 (46.0) 100 (52.9) 38 (46.3) χ2(3) = 3.69 (p = 0.297)

Female 531 (50.2) 222 (48.3) 176 (54.0) 89 (47.1) 44 (53.7)

Marital status,
n (%)

Single 341 (32.3) 120 (26.1) 130 (39.9) 59 (31.2) 32 (39.0) χ2(6) = 20.96 (p = 0.002)

Married, or in a
relationship

678 (64.1) 318 (69.1) 186 (57.1) 126 (66.7) 48 (58.5)

Divorced,
widowed

38 (3.6) 22 (4.8) 10 (3.1) 4 (2.1) 2 (2.4)

Minor children,
n (%)

Yes 508 (48.1) 241 (52.4) 145 (44.5) 93 (49.2) 29 (35.4) χ2(3) = 10.52 (p = 0.015)

Level of
religiosity, n (%)

Religious 314 (29.7) 166 (36.1) 30 (9.2) 90 (47.6) 28 (34.1) χ2(6) = 137.88 (p < 0.001)

Partly religious 445 (42.1) 138 (30.0) 195 (59.8) 73 (38.6) 39 (47.6)

Secular 298 (28.2) 156 (33.9) 101 (31.0) 26 (13.8) 15 (18.3)

Years of
education
M (SD)

Range 8–26 12.15 (5.46) 13.49a (4.47) 10.86b (6.21) 10.90b (5.42) 12.60ab

(5.69)
F (3,1053) =19.73
(p < 0.001) (η2 = 0.053)

Employment,
n (%)

Yes 762 (72.1) 344 (74.8) 220 (67.5) 134 (70.9) 64 (78.0) χ2(3) = 6.67 (p = 0.083)

Type of living,
n (%)

Rural 539 (55.2) 129 (32.8) 213 (67.2) 152 (80.9) 45 (57.7) χ2(3) = 148.23 (p < 0.001)

Urban 437 (44.8) 264 (67.2) 104 (32.8) 36 (19.1) 33 (42.3)

Emotional
therapy, n (%)

Yes 95 (9.0) 56 (12.2) 20 (6.1) 11 (5.8) 8 (9.8) χ2(3) = 11.33
(p = 0.010)

Note: Different superscript letters (such as a, b, c) mark significant differences. That is, cells marked with ‘a’ or ‘ac’ have significantly higher values than cells
marked with ‘b’ (as all letters are different), and cells marked with ‘ac’ are not significantly different than cells marked with ‘bc’ or ‘ab’.
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TABLE 2

CFA factor loadings of the IMHLS

Factor Items (with original item #) Standardized
loading

Acquaintance
with mental
health disorders
(AD1–AD10)

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.

0.670

2. If someone experienced excessive worry about a number of events or activities where this level of
concern was not warranted, had difficulty controlling this worry and had physical symptoms such as
having tense muscles and feeling fatigued then to what extent do you think it is likely they have
Generalized Anxiety Disorder.

0.711

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.

0.683

4. To what extent do you think it is likely that personality disorders are a category of mental illness. 0.716

5. To what extent do you think it is likely that Dysthymia is a disorder. 0.716

6. To what extent do you think it is likely that the diagnosis of Agoraphobia includes anxiety about
situations where escape may be difficult or embarrassing.

0.632

8. To what extent do you think it is likely that the diagnosis of drug dependence includes physical and
psychological tolerance of the drug (i.e., require more of the drug to get the same effect).

0.628

9. To what extent do you think it is likely that in general, women are more likely to experience a mental
illness of any kind compared to men.

0.615

11. To what extent do you think it would be helpful for someone to improve their quality of sleep if
they were having difficulties managing their emotions (e.g., becoming very anxious or depressed).

0.562

13. To what extent do you think it is likely that Cognitive Behavior Therapy (CBT) is a therapy based
on challenging negative thoughts and increasing helpful behavior.

0.559

Knowledge of
ways to seek
information (SI1–
SI4)

16. I am confident that I know where to seek information about mental illness. 0.754

17. I am confident using the computer or telephone to seek information about mental illness. 0.780

18. I am confident attending face-to-face appointments to seek information about mental illness (e.g.,
seeing the GP).

0.513

19. I am confident I have access to resources (e.g., GP, internet, friends) that I can use to seek
information about mental illness.

0.760

Attitudes about
disorders and
about help
seeking behavior
(A1–A6)
(reversed items)

21. A mental illness is a sign of personal weakness. 0.468

22. A mental illness is not a real medical illness. 0.437

25. If I had a mental illness I would not tell anyone. 0.521

26. Seeing a mental health professional means you are not strong enough to manage your own
difficulties.

0.760

27. If I had a mental illness, I would not seek help from a mental health professional. 0.742

28. I believe treatment for a mental illness, provided by a mental health professional, would not be
effective

0.678

Social Openness
to the mental
disorder (SO1–
SO5)

29. How willing would you be to move next door to someone with a mental disorder? 0.738

30. How willing would you be to spend an evening socializing with someone with a mental disorder? 0.853

31. How willing would you be to make friends with someone with a mental disorder? 0.824

32. How willing would you be to have someone with a mental illness start working closely with you on
a job?

0.852

35. How willing would you be to employ someone if you knew they had a mental disorder? 0.736

7. To what extent do you think it is likely that the diagnosis of Bipolar Disorder includes experiencing
periods of elevated (i.e., high) and periods of depressed (i.e., low) mood.

Deleted

10. To what extent do you think it is likely that in general, in Australia, men are MORE likely to
experience an anxiety disorder compared to women.

Deleted

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.

Deleted

(Continued)
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Table 2 (continued)

Factor Items (with original item #) Standardized
loading

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.

Deleted

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.

Deleted

20. People with a mental disorder could snap out of it if they wanted. Deleted

23. People with a mental illness are dangerous. Deleted

24. It is best to avoid people with a mental illness so that you don’t develop this problem. Deleted

33. How willing would you be to have someone with mental disorders marry into your family? Deleted

34. How willing would you be to vote for a politician if you knew they had suffered a mental disorder? Deleted

FIGURE 1. Standardized parameter estimates for the factor structure of the modified IMHLS.
Note: AD—Acquaintance with mental health disorders; SI—Knowledge of ways to seek information; A—Attitudes about disorders and help-
seeking behavior; SO-MD—Social Openness to mental disorder.
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‘Knowledge of professional help available.’ The second factor
corresponds to the original ‘Knowledge of ways to seek
information’ (4 items) factor. The third factor, ‘Attitudes
about disorders and help-seeking behavior’ (6 items),
includes the first set of items from the original factor
‘Attitudes that promote recognition or appropriate help-
seeking behavior,’ excluding three items. The fourth factor,
‘Social Openness to mental disorder’ (5 items), comprises
the second set of items from the original factor ‘Attitudes
that promote recognition or appropriate help-seeking
behavior’, excluding two items.

Scale description and internal consistency
Table 3 presents descriptive statistics and internal
consistencies for the modified IMHLS factors. It shows
acceptable to good internal consistencies, both in terms of
Cronbach’s α (0.763 to 0.898) and McDonald’s ω (omega:
0.651 to 0.899). The factor means and the total scale mean
do not appear to deviate from a normal distribution.

Ethnic differences in the MHLS-Israel variables were
examined (Table 4). Two significant differences were found:
‘acquaintance with mental disorders’ and ‘Social Openness
to mental disorders’. Muslim participants had the highest
acquaintance with mental disorders (Mean = 33.86, SD =
7.97), followed by Druze participants (Mean = 30.67, SD =
7.75) and Christian participants (Mean = 31.25, SD = 8.18),

while Jewish participants had the lowest acquaintance
(Mean = 27.92, SD = 6.67), (F (3, 1049) = 28.25, p < 0.001,
η2 = 0.075).

Regarding ‘openness to mental disorders,’ significant
differences were observed in favor of Jewish participants
(Mean = 17.55, SD = 5.01) and Druze participants (Mean =
17.46, SD = 4.73), (F (3, 1049) = 10.64, p < 0.001, η2 = 0.030).

Discussion

This study aimed to evaluate the MHLS for a multicultural
population in Israel and compare levels among different
ethnicities. After evaluating the original MHLS [8], five
items were dropped, and a modified version (IMHLS) with
four factors and 25 items was approved. CFA and reliability
analyses showed a well-established and robust four-factor
model. The current analyses demonstrated a better fit and
higher reliability coefficient than other published studies
[8,24]. Additionally, both Cronbach’s alpha coefficient
(0.763 to 0.898) and McDonald’s omega coefficient (omega:
0.651 to 0.899) were found to be acceptable.

The CFA of the IMHLS includes four factors: “Ability to
recognize mental disorders” (10 items), “Knowing where to
look for information” (4 items), “Attitudes about disorders
and help-seeking behavior” (6 items), and “Social Openness
regarding mental disorders” (5 items).

TABLE 3

Descriptive statistics and internal consistencies for the modified IMHLS factors and total score (N = 1057)

Factor Items Mean SD Range Skewness
(SE)

Cronbach’s
alpha (α)

McDonald’s
omega (ω)

Acquaintance with mental health disorders 10 30.56 7.87 10–50 0.31 (0.075) 0.879 0.881

Knowledge of ways to seek information 4 15.23 3.63 4–20 −0.66 (0.075) 0.786 0.790

Attitudes about disorders and about help-seeking behavior 6 24.12 4.85 6–30 −1.06 (0.075) 0.763 0.765

Social Openness to mental disorder 5 16.57 4.98 5–25 −0.23 (0.075) 0.898 0.899

Total literacy 25 86.47 12.95 25–
125

−0.07 (0.075) 0.831 0.651

TABLE 4

Means, standard deviations and F values for the modified MHLS (Israeli) by ethnicity (N = 1057)

Jewish
M (SD)

Muslim
M (SD)

Christian
M (SD)

Druze
M (SD)

F (3, 1049) p η2

Acquaintance with mental health disorders 27.92c

(6.67)
33.86a

(7.97)
31.25b

(8.18)
30.67b

(7.75)
28.25 <0.001 0.075

Knowledge of ways to seek information 15.42 (3.44) 14.86 (3.85) 15.41 (3.60) 15.16 (3.81) 1.05 0.368 0.003

Attitudes about disorders and about help seeking
behavior

24.62 (4.61) 23.86 (5.04) 23.49 (4.83) 23.77 (5.16) 1.43 0.233 0.004

Social Openness to mental disorder 17.55a

(5.01)
15.44b

(4.83)
15.76b

(4.74)
17.46a

(4.73)
10.64 <0.001 0.030

Total literacy 85.50
(11.82)

88.02
(14.10)

85.92
(13.61)

87.06
(12.31)

2.33 0.073 0.007

Note: Different superscript letters (such as a, b, c) mark significant differences. That is, cells marked with ‘a’ or ‘ac’ have significantly higher values than cells
marked with ‘b’ (as all letters are different), and cells marked with ‘ac’ are not significantly different than cells marked with ‘bc’ or ‘ab’.
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The first factor of the new scale is the ability to identify
mental disorders, which includes acquaintance with mental
disorders, knowledge of risk factors and causes, knowledge
of self-care, and knowledge of available professional help.
These skills for diagnosing mental disorders, including risk
factors and seeking professional help, are extremely
important in preventing and treating mental disorders.
Previous studies have shown that individuals with a better
ability to identify disorders such as depression or
schizophrenia were more likely to receive better-adapted
therapeutic interventions from mental health professionals
[6]. Knowledge about risk factors is also important as it
leads to better preventive behavior in coping with mental
health disorders [26].

The second factor of the new scale is “knowing where to
look for information.”Having a good level of knowledge about
potential sources of relevant information for therapeutic help
is crucial beyond individuals’ intentions to contact mental
health services. Previous research has shown that
improvements in knowledge about psychiatric disorders and
addresses for receiving help and treatment led to a
significant improvement in mental health outcomes [27–29].
Lack of knowledge about the availability of mental health
treatments is a significant barrier to seeking help [30].

The third factor of the modified scale refers to “attitudes
regarding the nature of mental disorders and their treatment.”
Understanding people’s attitudes towards mental disorders
and help-seeking behavior is essential to prevent labeling
and reduce stigma. The scale items that examine people’s
attitudes can effectively prevent and treat mental disorders.
Previous research has shown that individuals with more
positive attitudes toward mental disorders and seeking help
experience less self-stigma and fewer psychological problems
[31].

The fourth factor of the scale is “Social Openness to
mental disorder” represents attitudes that promote social
closeness and reduce stigma. This openness is essential as it
promotes the recognition of mental disorders and
appropriate help-seeking behavior. Previous studies have
demonstrated the importance and benefits of reducing social
distance from people suffering from mental disorders [32,33].

Differences in MHL between ethnic groups underscore
the importance of culturally sensitive approaches to mental
health care. Israel, a multicultural society with significant
ethnic diversity, provides a unique context for exploring
these disparities. The study of MHL among different ethnic
groups—Jews, Muslims, Christians, and Druze—reveals
notable differences in their familiarity with mental
disorders, openness to mental health treatment, and
attitudes toward help-seeking behavior.

In examining ethnic group differences, the research
highlights substantial disparities in acquaintance with
mental health disorders. Muslim participants demonstrated
the highest acquaintance with mental disorders, followed by
Druze and Christian participants, while Jewish participants
scored the lowest. The greater acquaintance among Muslims
may be attributed to their higher tendency to report mental
health problems [34,35], which aligns with previous studies
showing that Arab Muslims in Israel report more mental
health issues than other groups [17]. These findings suggest

that acquaintance with mental health issues does not
necessarily translate into access to or utilization of mental
health services. Despite higher awareness, Arab Muslims
often face cultural and social barriers that prevent them
from seeking professional mental health care [36]. Many
prefer to attribute psychological symptoms to physical or
spiritual causes [20], seeking traditional or religious
remedies instead of psychiatric intervention.

Regarding the observed differences in Social Openness
towards individuals with mental disorders, Druze
participants surprisingly exhibited a high level of
transparency, similar to Jewish participants, despite
belonging to traditional Arab culture. This difference may
be explained by the Druze community’s exposure to more
liberal, Western values through mandatory military service
in Israel, which may foster greater openness towards mental
health issues, akin to the Western and liberal Jewish culture.
These findings are consistent with the “treatment gap”
discussed in previous research [18], which highlights factors
such as limited access to mental health services, stigma, and
the lack of culturally sensitive mental health services for
Muslim communities, including Arabic-speaking therapists
[16,17]. Not only do cultural barriers like stigma affect
mental health openness, but cultural adaptation also plays a
role in shaping attitudes towards mental illness. Achieving a
higher level of openness requires a process of cultural
transformation, which is complex and time-consuming [36].

The lower openness observed among Muslims can be
attributed to the cultural stigma surrounding mental illness,
which is more prevalent in traditional societies [20,36]. In
these communities, mental health issues are often associated
with personal weakness, leading to social rejection or
isolation. This stigma not only hinders help-seeking
behavior but also contributes to social reluctance to
integrate individuals with mental disorders into everyday
social and professional environments [19].

A crucial factor in the cultural and ethnic context is
attitudes towards help-seeking behavior. Although no
significant differences were found between the groups
regarding mental health and help-seeking attitudes, it is
evident that cultural attitudes play a key role in determining
whether individuals seek professional help. Arab minorities,
in particular, face a “treatment gap” where, despite
experiencing higher rates of mental health problems, they
are less likely to utilize mental health services compared to
their Jewish counterparts [18,36]. This gap is often rooted in
cultural factors, such as a strong reliance on family support,
the use of traditional healers, and the perception that
seeking psychiatric help is stigmatized or inappropriate [35].

Implications for clinical practice
The study highlights the need for culturally adapted MHL
tools, as demonstrated by the validity of the IMHLS in
assessing MHL within Israel’s diverse population. Culturally
sensitive approaches are essential to address disparities,
including multilingual services, partnerships with
community leaders to reduce stigma, and tailored public
awareness campaigns. Training healthcare providers in
cultural competence and expanding services to underserved
areas are also recommended. The adapted scale can be
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applied in future research, education, and public health efforts
to improve MHL, guide interventions, and reduce mental
health stigma.

Limitations and scope for future directions
The present study has several limitations. Even though a
relatively large sample was obtained from all parts of the
country the sample wasn’t random. The second limitation is
that the health literacy assessments were based on
respondents’ subjective reports and perceptions, which may
introduce reporting bias. Third, the questionnaire was
offered in Hebrew and Arabic, and as Hebrew is the
primary language in Israel, most participants chose the
Hebrew version. The few who chose to fill it in Arabic were
not identified. Future research directions could include
cross-cultural comparisons of MHL, longitudinal studies to
track changes in MHL over time, and validation of the
Arabic and Hebrew versions of the MHL scale. Further
studies could explore stigma reduction interventions in
traditional communities and investigate barriers to mental
health service utilization, especially among minority groups.
Research on the effectiveness of targeted digital campaigns
and the role of socioeconomic factors in shaping MHL
would also be valuable.

Conclusions

In conclusion, based on the results of this study and the lack of
a culturally adapted MHL assessment questionnaire for the
unique characteristics of the population in Israel, the
modified MHLS-Israel with 30 items and four factors seems
to be a suitable instrument. Due to its brevity and ease of
use, this instrument can be employed to measure the level
of MHL in a multicultural and pluralistic society like Israel
and identify individuals with low MHL. Identifying MHL in
ethnic groups can enable mental health services to design
and implement appropriate community mental health
intervention programs and possibly reduce the prevalence of
mental disorders and provide better and more integrated
services in the community.
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