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ABSTRACT
Mental health literacy (MHL) refers to knowledge and attitudes that shape the recognition, management, and prevention of mental disorders. While the topic has been exhaustively researched in Western countries, research
from Southeast Asia still is limited. Previous studies in this ﬁeld showed a moderate recognition of mental disorders, a high prevalence of stigmatizing attitudes and a low willingness to seek professional help among Southeastern-Asian populations. This study explored the level of MHL among university students from different parts
of Vietnam and Cambodia. Correlations with inﬂuencing factors (gender, age, study year, educational attainment
of the parents, urban/rural origin, ethnicity, personal experiences with mental disorders) were also explored. An
online survey, using a 30-item Vietnamese version of the Mental Health Literacy Scale (MHLS), was conducted at
six university sites in Vietnam and Cambodia. Data of 1032 students from different study branches were included.
The MHL of Vietnamese and Cambodian university students was lower, compared to samples from Australia or
the UK. Females and students with a personal experience of mental disorders (self or family) showed a signiﬁcantly
higher MHL. No differences in MHL were found between students from different socioeconomic backgrounds (professional attainment of parents, urban/rural origin). Findings on the inﬂuence of ethnicity were inconclusive. MHL
needs to be improved among the university students of Vietnam and Cambodia. Mental health promotion should
speciﬁcally target male students, students from STEM branches, and international students.
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1 Introduction
Globally, student mental health has become increasingly important. Results from the recent WHO World
Mental Health Surveys International College Student (WMH-ICS) Project revealed a high prevalence of
This work is licensed under a Creative Commons Attribution 4.0 International License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original
work is properly cited.
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mental health problems among ﬁrst-year college students from 19 colleges in eight different countries [1].
35% scored positive for at least one lifetime mental disorder and 31% for at least one 12-month disorder.
A lower prevalence (20.3%) was reported from the WHO WMH Surveys two years before [2]. This was
conducted in a wider range of countries, including low- and middle-income countries (LMIC). Generally,
severe mental health problems go along with role impairment in different areas of life. According to data
from the WMH-ICS Project, around 43% of the students with at least one mental disorder reported severe
role impairment, regarding work or academic success, home management, close personal relationships, or
social life [3]. In most university settings, the mental health needs of students exceed the available resources.
Entering higher education is a critical point in life, not only in terms of personal development,
orientation, and adjustment to a new environment but also regarding high academic demands. Additional
ﬁnancial problems or personal problems with family or peers may contribute to feelings of crisis,
isolation, and self-doubt and thus impede academic performance [4–6]. Recent research indicates adverse
effects of the COVID-19 pandemic on student mental health, speciﬁcally on anxiety [7,8]. Compared to
the general population, students seem to be more vulnerable [9]. School and university closures, problems
with remote learning, cancellation of social events, and precarious future career possibilities can lead to
feelings of isolation and crisis and intensify emotional distress.
Higher education does not only present a challenge and a risk but it is also a chance for health promotion
among young people. Based on the “Ottawa Charter for Health Promotion” [10] and the “Healthy Settings”
approach [11], WHO developed a framework for Health Promoting Universities as early as 1998 [12]. The
core idea is to embed health and well-being in all campus policies and to create a supportive environment that
enhances the personal development of students and staff [13]. However, there are large differences in how
this approach is understood and implemented [14,15]. The ASEAN University Network (AUN) was
established in 2014. Despite mental health is an integral part of student health and well-being, which is
explicitly mentioned in the AUN Healthy University Framework [16], the awareness for mental health at
ASEAN universities is still comparatively low. Recognizing mental health problems, knowing when and
where to seek help, and attitudes that hinder or facilitate help-seeking for mental health problems are
subsumed under the term “mental health literacy”.
1.1 Mental Health Literacy
The concept of mental health literacy (MHL) was ﬁrst described by Jorm et al. [17] and builds upon the
concept of health literacy [18]. Components of MHL include (a) the ability to recognize speciﬁc disorders or
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) attitudes
which facilitate recognition and help-seeking; (f) knowledge of how to seek mental health information
[19]. A more recent deﬁnition by Kutcher et al. [20] deﬁnes MHL as understanding how to obtain and
maintain good mental health; understanding mental disorders and their treatment; decreasing stigma
related to mental disorders; enhancing help-seeking efﬁcacy. MHL constitutes an important general aim
for prevention strategies and can also be seen as an indicator of existing awareness and education
regarding mental health.
There is evidence from Australia, Europe, and the United States that MHL can be improved among
young people via school- or university-based interventions [21]. Increasing MHL among young people is
of utter importance. As young people tend to have more negative attitudes towards mental illness and are
often reluctant to turn to adults for help, there is a high chance that mental health problems go
unrecognized and undiagnosed in this age group. Non-recognition of mental health problems leads to
severe delays in treatment [21,22].
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First research on the MHL of students was predominantly conducted in Australia [23–27], in the UK and
other high-income European countries [28–32] and also the United States [33,34]. In recent years, the topic
gained in importance. Today, also research from non-western countries and LMIC can be found: e.g., Turkey
[35], Sri Lanka [36], Saudi Arabia [37], the Caribean Islands [38], and also Southeast Asia [39–44].
1.2 Findings from Southeast Asia
Southeast-Asian studies focused on depression literacy [40,42,43], MHL of eating disorders [39], and
MHL among international students [44]. One study compared perceptions of mental health and attitudes
towards help-seeking between Vietnamese and US students [41] and reported higher rates of stigma and
more negative attitudes towards people with a mental illness from the Vietnamese students. Khan et al.
[42] found a moderate level of knowledge on depression, but an only cursory knowledge of treatment
options among students in Malaysia. Among Vietnamese students, studied by Nguyen Thai and Nguyen
et al. [43], 32% correctly labeled depression and more than 80% indicated that they would seek help for
this condition. Ibrahim et al. [40] compared depression literacy and help-seeking attitudes between
university and secondary school students from low-income households in Malaysia. They found a higher
depression literacy, lower levels of self-stigma, and fewer negative beliefs towards mental illness among
the university students, leading to more positive attitudes towards help-seeking. Salloum et al. [44]
employed the Mental Health Literacy Scale (MHLS) among international postgraduate students in
Malaysia and found a lower MHL, compared to UK or Australian samples which is in line with ﬁndings
from cross-cultural research [22].
This study employs a Vietnamese version of the Mental Health Literacy Scale (MHLS) to understand the
current knowledge on mental health and related perceptions and attitudes among university students in
Cambodia and Vietnam. Additionally, correlations with demographic data and study-related factors will
be explored. Our hypothesis is to ﬁnd lower scores of mental health literacy, compared to Australian and
UK samples. A second hypothesis is that the MHL of students will be inﬂuenced by gender, age, study
branch, and history of mental illness. To our knowledge, there has not been a study exploring mental
health literacy in student populations from different parts of Vietnam and Cambodia. Based on these
results, an intervention for increasing mental health awareness and reducing stigma among university
students and staff shall be developed in cooperation with partner universities in the above-named countries.
2 Methods
2.1 Data Collection
The study was conducted as an online survey in six different universities in Vietnam and Cambodia
between July and October 2020. Universities from different scientiﬁc ﬁelds were included (Social
Sciences and Humanities, Education, Technology, Economics, Agriculture). The participating Vietnamese
universities were geographically diversiﬁed, spreading from the north to the south of Vietnam. Students
were invited to participate via email, the university website, or through an in-class invitation. All
universities shared the invitation between three or more faculties, using convenient sampling. We aimed
at a sample size of 150 students per university.
2.2 Instruments
Mental health literacy was measured by an adapted version of the Mental Health Literacy Scale (MHLS)
of O’Connor et al. [25]. The scale has excellent psychometric properties concerning mental health knowledge
and also help-seeking [45,46]. It was translated and culturally adapted for Vietnam by Dang et al. [47] for use
in school settings. In contrast to the original version, two items regarding gender-related risks and two items
on professional conﬁdentiality were omitted in the Vietnamese version. In Cambodia, the same 31-item
version was used in the English language. The adapted version contained 8 items on recognition of
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mental disorders, 7 items on knowledge of self-help, professional help, and information-seeking, 9 items on
attitudes that inhibit the recognition of mental disorders and appropriate help-seeking, and 7 items on the
willingness to interact with people who suffer from a mental disorder. Items are rated on a 5-point Likert
scale, ranging from “very likely” to “very unlikely” for recognition of disorders, from “strongly agree” to
“strongly disagree” for knowledge on help-seeking and attitudes, and from “deﬁnitely willing” to
“deﬁnitely unwilling” for questions on the willingness to interact.
Demographic data on age, gender, study program, study year, ethnic group, educational background of
the parents, population of the hometown, and experiences with mental health problems were also collected.
2.3 Data Analysis
Data were analyzed at Hamburg University of Applied Sciences (HAW), using IBM SPSS Statistics,
Version 26. There were 1041 responses altogether. Responses with 8 or more missing answers were
deleted, leaving 1032 responses for evaluation. Inverse items were recoded and missings were replaced
by using the variable mean. The total means and mean scores of the four subscales (recognition,
knowledge, attitudes, openness) were calculated. The internal consistency (Cronbach’s Alpha) was very
good for three of the subscales (recognition: 0.867, attitudes: 0.845, openness: 0.884), and sufﬁcient for
knowledge (0.649). After exclusion of the knowledge item on managing emotions (avoid all activities or
situations that made them feel anxious), the internal consistency of the knowledge subscale was 0.813.
This led to a 30-item scale, with a possible MHL score of 30 to 150. Scores of the 30-item scale were
normally distributed (Shapiro-Wilk test statistics: p = 0.250).
While the original version of O’Connor & Casey uses a 4-point Likert scale for the ﬁrst 15 questions and
a 5-point Likert scale for the next 20 questions, the Vietnamese version uses a 5-point Likert scale for the
whole questionnaire. For comparing scores to the Australian sample of O’Connor et al. and other samples
from literature, an adjusted total score was calculated.
Total scores and mean scores of the subscales were compared between men and women, older and
younger students, students of different study years, and students with and without a personal experience
of mental health problems, using t-test. Because several independent t-tests were conducted (n = 5), we
used the Bonferroni correction to control for α errors. This led to a signiﬁcance level of 0.01. ANOVA
was used to compare the scores of students from different socioeconomic backgrounds (educational
attainment of parents and population of the district where raised) and ethnicities. For technical reasons, it
was not possible to merge the data on ethnic afﬁliation from the different samples. Therefore, this was
evaluated separately for each of the university samples. For the different independent factors, effect sizes
(Cohen’s d) were calculated.
2.4 Ethical Approval
Ethical approval was obtained from the Ethical Committee of Competence Center Health at Hamburg
University of Applied Sciences. Each participating researcher signed a conﬁdentiality declaration.
Consent to participate was requested in the ﬁrst question of the online survey.
3 Results
3.1 Setting and Study Population
From the six Asian Universities who collaborated in this study, ﬁve were from Vietnam, and one from
Cambodia, see Table 1. Participating faculties ranged from Education, Humanities, Economics and Business
Administration to Agriculture, Engineering and Information & Computer Technology (ICT). In total, there
were 1041 responses from more than 2000 students who were invited to take part in the survey. The response
rate ranged between 45% and 100% in Vietnamese universities and was around 5% in the Cambodian
university. The number of responses aimed at was reached (+/-10 %) by all but one university.
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Table 1: Participating universities
Faculties involved

VNU University of
Education, Hanoi,
Vietnam
VNU University of
Social Sciences and
Humanities (USSH),
HCM City, Vietnam
Vinh University of
Technology Education
(VUTED), Vinh City,
Vietnam
Thai Nguyen University
of Economics and
Business Administration
(TUEBA), Thai Nguyen
City, Vietnam

Number of Number of Number of Response
registered students
responses rate (%)
students
invited

Education, Teacher
2,026
Training, Educational
Management
Education, Linguistics
>11,000
and Literature,
Journalism &
Communication,
Psychology
Engineering,
3,784
Information Technology,
Economics

Accounting, Business
3,275
Administration,
Advanced Program,
Marketing, Law &
Management, Finance &
Banking
Thai Nguyen University Advanced Education
2,552
of Agriculture and
Program, Agronomy,
Forestry (TUAF), Thai
Natural Resources
Nguyen City, Vietnam
Management,
Environment
Paragon International
Economics,
>800
University, Phnom Penh, Engineering,
Cambodia
Information & Computer
Technology (ICT)
Total

NK

139

NK

277

175

63.2

317

317

100

229

191

83.4

400

181

45

776

38

4.9

>2,000

1,041

The mean age of the study participants was 20.1 years (range: 17–44), see Table 2. Gender distribution
varied, with 91.6% male respondents at VUTED and around 75% female respondents at three other
universities. The mean gender distribution was almost even, with 51% males and 47.8% females. The
majority of Vietnamese students were of Kinh ethnicity, while students from Cambodia were
predominately Khmer. One-third of study participants were in their ﬁrst year of studies. Around 34% of
the student’s parents had completed high school, while 40% had also completed college or university.
15.5% of students disclosed current or former mental health problems (range 4.2%–46.2%), and 19.0%
had family or friends with current or former mental health problems (range 7.3%–48.3%).
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Table 2: Demographics
University

VNU
University
of
Education

VNU
University of
Social
Sciences and
Humanities
(USSH)

Vinh
University
of
Technology
Education
(VUTED)

Thai nguyen
University of
Economics and
Business
Administration
(TUEBA)

Thai nguyen Paragon
Total
University of International
Agriculture University
and Forestry
(TUAF)

Sample size

137

173

313

191

180

38

1,032

Mean age (yrs.)

18.9

20.1

20.7

20.6

19.8

19.7

20.1

Age range

17–25

17–34

18–29

18–38

17–44

17–25

17–44

Males

20.6

21.2

91.6

25.4

57.1

58.3

51

Females

76.5

77.1

7.4

74.6

41.8

41.7

47.8

Other

2.9

1.8

1.0

0

1.1

0

1.2

1

71

35.3

1.3

19.1

64.2

26.3

31.0

2

8.4

27.6

18.5

20.7

13.6

28.9

18.7

3

9.9

20.0

39.1

45.2

9.9

28.9

28.0

4

10.7

15.3

41.1

13.3

11.1

15.8

21.6

5 and over

0

1.8

0

1.6

1.2

0

0.7

Gender (%)

Study year (%)

Educational attainment of the parents (%)
Primary school

2.2

9.4

3.6

2.6

6.9

10.8

5.0

Secondary
school

23.9

18.1

16.6

14.8

15.4

5.4

16.9

High school

28.4

29.8

39.7

41.8

26.9

27

34.3

Vocational
training

6.7

6.4

5.9

4.2

6.3

0

5.6

College

23.9

25.1

14.7

19.6

21.7

5.4

19.4

Bachelor/
graduate

14.9

11.1

19.5

16.9

22.9

51.4

18.8

Population of district where raised (%)
<5000

11.3

14.9

19.2

12.5

15.5

7.9

15.1

5000 to
<100 000

22.6

22.6

27.4

17.4

33.9

47.4

26.0

100000 to <
1 million

16.5

19.0

28.3

31

21.3

26.3

24.4

1 million to <
5 million

29.3

23.2

16.9

33.2

25.9

15.8

24.1

5 million or more 20.3

20.2

8.1

6

3.4

2.6

10.4

Ethnic group (%)
Kinh

97.8

93.0

97.1

67.9

46.9

Khmer: 97.2

Nung

0.7

0.6

0

5.3

5.6

Chinese: 2.8

Tay

0

1.2

0

15.3

11.2

H’Mong

0

0

0

0

8.9
(Continued)
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Table 2 (continued)

University

VNU
University
of
Education

VNU
University of
Social
Sciences and
Humanities
(USSH)

Vinh
University
of
Technology
Education
(VUTED)

Thai nguyen
University of
Economics and
Business
Administration
(TUEBA)

Thai nguyen Paragon
Total
University of International
Agriculture University
and Forestry
(TUAF)

Thai

0

0.6

1.6

1.1

3.4

other

1.5

4.7

1.3

10.5

24

13.3
Students with
current or former
mental health
problems

46.2

4.5

4.2

12.8

44.7

15.5

Students with
22.1
family or friends
with current or
former mental
health problems

48.3

5.2

7.3

19

47.4

19.0

Mental health problems (%)

3.2 Mental Health Literacy
The MHL score of the total sample (n = 1032) was 96.9 (SD = 13.1; range: 47–140). The adjusted total
score for comparison with other samples was 108.13 (SD 19.43).
3.2.1 Recognition of Mental Disorders
Between 22.7% and 47.3% of students recognized mental disorders, by rating a true description of the
disorder as “very likely” or “likely”. Recognition was lowest for social phobia (22.7%). Agoraphobia,
general anxiety disorder, major depressive disorder, and bipolar disorder were recognized by around onethird of participants. A higher percentage of students recognized dysthymia (38%) and drug dependency
(41.4%). 47.3% of students could identify personality disorder as a category of mental illness. Regarding
self-help and professional treatment, 45% of students considered it helpful to improve their quality of
sleep in times of anxiety or depression. 34.9% knew that Cognitive Behavior Therapy (CBT) was a
therapy based on challenging negative thoughts and increasing helpful behaviors.
3.2.2 Knowledge on Help-Seeking Resources
Around half of the students were conﬁdent about seeking information on mental illness. 45% indicated
that they knew where to seek information, by choosing “agree” or “strongly agree”. The conﬁdence of using
a computer or telephone for information-seeking was higher (61.4%), compared to using face-to-face
appointments (54.5%). 61% were conﬁdent that they could access resources for mental health information.
3.2.3 Stigmatizing Attitudes and Openness
The highest scores were attained in the attitudes subscale (mean score per item 3.57) on attitudes that
facilitate or inhibit the recognition of disorders and the willingness to engage in help-seeking behavior.
Higher scores in this subscale indicated disagreement with stigmatizing attitudes while lower scores
indicated agreement. The highest agreement was found with the statement that people with a mental
illness could snap out of it if they wanted to (30.8%). 40% of students were not sure how to rate the
statement on dangerousness (item 6.4). On the other hand, around two-thirds of the participants disagreed
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to the statement that treatment would not being effective (item 6.9) and that it was best to avoid mentally ill
people (item 6.5), see Table 3.
Table 3: Agreement and disagreement with single items
Attitudes subscale
Agree or strongly agree Neither agree nor Item (No.)
(%)
disagree (%)
30.8
34.9
People with a mental illness could snap out if they wanted.
(6.1)
14.3
25.9
A mental illness is a sign of personal weakness. (6.2)
15.4
32.0
A mental illness is not a real medical illness. (6.3)
17.2
40.2
People with a mental illness are dangerous. (6.4)
11.9
22.3
It is best to avoid people with a mental illness so that you
don´t develop this problem. (6.5)
13.0
23.2
If I had a mental illness, I would not tell anyone. (6.6)
18.7
25.0
Seeing a mental health professional means you are not
strong enough to manage your own difﬁculties. (6.7)
19.4
17.7
If I had a mental illness, I would not seek help from a mental
health professional. (6.8)
12.4
18.6
I believe treatment for a mental illness, provided by a mental
health professional, would not be effective. (6.9)
Openness subscale
deﬁnitely willing or
probably willing (%)
20.7

neither unwilling
nor willing (%)
37.3

40.5

37.5

34.9

39.2

29.7

40.6

18.6

35.1

16.7

29.0

23.4

38.7

Item (No.)
How willing would you be to move next door to someone
with a mental illness? (7.1)
How willing would you be to spend an evening socializing
with someone with a mental illness? (7.2)
How willing would you be to make friends with someone
with a mental illness? (7.3)
How willing would you be to have someone with a mental
illness start working closely with you on a job? (7.4)
How willing would you be to have someone with a mental
illness marry into your family? (7.5)
How willing would you be to vote for a politician if you
knew they had suffered a mental illness? (7.6)
How willing would you be to employ someone if you knew
they had a mental illness? (7.7)

The lowest scores were found in the openness subscale (mean score per item 2.84) that assesses the
willingness to interact with people who are suffering from a mental disorder. Only 16.7% indicated their
willingness to vote for a politician who had suffered a mental disorder. 18.6% would be willing to have
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someone with a mental disorder marry into their family. 20.7% would be willing to move next door to
someone with a mental illness. A high percentage of students (35%–40%) chose “neither unwilling nor
willing” for items from this subscale, indicating a difﬁculty to decide. The only exception was item 7.6
(vote for a politician who had suffered a mental illness) where the majority of students indicated their
unwillingness to do so.
3.2.4 Associations with Demographic Variables
Using ANOVA, there was a signiﬁcant effect of gender at the p < 0.01 level [F(2, 2011) = 43.44,
p < 0.001] between the three groups. Post-hoc analysis using Bonferroni comparison showed that this
was only attributable to the difference between males and females (p < 0.001). Further analysis was done
by t-test, comparing males and females. Females had a higher total mean score, compared to males,
t(1000) = –9.3, p = < 0.001) and also higher mean scores in three of the subscales, see Tables 4 and 5.
For openness, the difference between males and females was non-signiﬁcant, t(1000) = –2.39, p < 0.017.
Cohen’s effect size (d = 0.57) suggested an overall moderate effect of gender.
Table 4: Subgroup analysis of mean total score (t-test, ANOVA)
Variable

Group

n

Mean total SD
score

pvalue

Gender

Males
Females
Other
<20
>20
1 and 2
3 to 5
Primary school
Vocational training
Secondary school or
high school
College or university
<5000
5 000 to < 100 000
100 000 to < 1 million
1 million to < 5 million
5 million and above
Yes
No
Yes
No

517
485
12
401
381
492
498
51
57
518

93.25
100.67
97.83
99.64
95.40
99.08
94.46
97.97
97.49
95.61

12.87
12.29
13.17
12.91
12.84
12.56
13.13
14.68
13.73
11.74

<0.001

387
152
261
245
242
104
159
865
195
831

98.41
94.62
97.44
96.01
97.78
99.69
104.53
95.55
103.70
95.35

14.21
12.43 0.017
13.90
12.63
12.34
13.47
13.13 <0.001
12.64
13.27 <0.001
12.56

Age
Study year
Educational attainment of parents

Population of the district where raised

Current or former mental health problems
Family or friends with current or former
mental health problems

<0.001
<0.001
0.013
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Table 5: Subgroup analysis of the mean scores of subscales (t-test)
N

Recognition
(8 items)
Mean score (SD)

Gender
Males
517
23.30 (6.52)**
Females
485
25.98 (5.50)
Age
<20
401
25.48 (5.82)*
>20
381
24.07 (6.55)
Study year
1 and 2
492
25.31 (5.71)**
3 to 5
498
23.72 (6.52)
History of mental health problems
Yes
159
28.34 (5.18)**
No
865
23.92 (6.15)
Friends or family with a history of mental
Yes
195
27.52 (5.31)**
No
831
23.94 (6.21)
Total sample
1,032
24.59 (6.21)

Knowledge
(6 items)
Mean score (SD)

Attitudes
(9 items)
Mean score (SD)

Openness
(7 items)
Mean score (SD)

19.65 (4.98)**
20.98 (4.00)

30.87 (6.77)**
33.44 (5.93)

19.43 (5.86)
20.27 (5.24)

20.67 (4.40)
20.20 (4.72)

33.00 (6.19)*
31.62 (6.34)

20.49 (5.41)
19.51 (5.70)

20.67 (4.28)
19.87 (4.76)

32.76 (6.19)
31.52 (6.59)

20.33 (5.35)
19.33 (5.70)

33.67 (6.57)**
31.82 (6.44)

21.64 (5.62)**
19.57 (5.52)

33.84 (5.86)**
31.71 (6.57)

21.42 (5.51)**
19.52 (5.53)

32.17 (6.51)

19.88 (5.58)

20.88 (4.15)
20.24 (4.64)
health problems
20.92 (4.03)
20.18 (4.68)
20.31 (4.59)

Note: *p < 0.01, **p < 0.001.

Using a median split, age was signiﬁcantly associated with mental health literacy, with younger students
under the age of 20 having a higher mean score, compared to students aged 21 and above; t(780) = 4.61,
p < 0.001. The difference was also signiﬁcant in two of the subscales, recognition of mental disorders
and attitudes, see Tables 4 and 5. Study year was signiﬁcantly associated with mental health literacy,
with year-1 and year-2 students having a higher mean score, compared to more advanced students;
t(988) = 5.66, p < 0.001. The difference was only signiﬁcant in the recognition subscale. Cohen’s effect
size indicated a small to moderate effect of age (d = 0.34) and study year (d = 0.35) on the MHL of students.
Students with current or former mental health problems had a higher MHL, compared to students who
never had mental health problems; t(1022) = 8.2, p < 0.001. This was true for all of the subscales, except for
knowledge on self-treatment, knowledge on professional help and knowledge where to seek information,
t(1022) = 1.64, p = 0.101, see Tables 4 and 5. Likewise, students with friends or family members with
current or former mental health problems had higher MHL scores, compared to students without;
t(1024) = 8.28, p < 0.001. This was true for all of the subscales, except knowledge, t(329) = 2.26,
p = 0.024. Cohen’s d (0.68 for personal mental health problems, 0.64 for family mental health problems)
suggested a moderate to large effect on MHL.
For comparison with other samples, an adjusted total score was calculated, which was 114.36 (SD 18.04)
for students with mental health problems and 113.39 (SD 17.86) for students with friends or family members
with mental health problems. Analysis of variance showed no signiﬁcant effect of the educational attainment
of the parents on mental health literacy of the students on the p < 0.01 level [F(3, 1009) = 3.60, p = 0.013].
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Likewise, the environment where the students were raised was not signiﬁcantly associated with mental health
literacy [F(4, 999) = 3.04, p = 0.017], see Table 4.
Due to technical reasons, ethnicity could only be evaluated for each of the university samples separately.
In three of the samples, more than 97% of respondents belonged to the ethnic majority (Kinh in Vietnam,
Khmer in Cambodia), so that statistical comparisons were inappropriate. In two of the other three
samples, there was no statistically signiﬁcant difference in MHL found between the different ethnic
groups [F(4, 166) = 0.80, p = 0.525; F(4, 185) = 0.49, p = 0.742]. In the most ethnically diverse
university sample, differences between ethnic groups were signiﬁcant on the 0.05 level [F(5, 173) = 6.58,
p < 0.001], with students of Kinh ethnicity (46.9%) having a lower mean score (M = 91.65, SD = 11.52),
compared to students of other ethnicities (other than Kinh, Nung, Tay, H’Mong or Thai; M = 104.19,
SD = 13.42) who represented 24% of the students. Cohen’s effect size (f = 0.44) indicated a strong effect
of ethnicity on the MHL of the students at this study site.
Comparing the total mean scores of the different university samples in Vietnam, students from
Education or Social Sciences and Humanities had a higher MHL, compared to students from Technology,
Economics, or Agriculture. This was mainly due to higher scores in the recognition subscale. Also, scores
in the attitudes subscale, indicating the absence of stigmatizing attitudes, were slightly higher among
students from educational or social sciences.
4 Discussion
This study aimed at understanding the current knowledge on mental health and related attitudes among
university students in Cambodia and Vietnam. To the best of our knowledge, this was the ﬁrst study to obtain
levels of MHL from a wide range of Vietnamese students and the ﬁrst study to explore Cambodian university
students on the level of MHL. The ﬁndings showed that students from Vietnamese and Cambodian
universities had a lower level of MHL (108.13), compared to students from the UK (122.88; 123.50)
[30,31] or Australia , (127.38) [25]. However, when compared to the Southeast-Asian sample of Salloum
et al. [44] or other Vietnamese samples [43,47], the level of MHL among participating students was in
the same range.
4.1 Recognition of Mental Disorders and Help-Seeking Intentions
Among the eight mental health problems presented in the MHLS, social phobia was the least often
recognized. A higher percentage of students recognized other anxiety disorders, depressive disorders,
bipolar disorder, and drug dependency. Concerning the low rate of recognition of social phobia, the
ﬁndings in this study are consistent with other research [48,49]. Although social anxiety disorders are
amongst the most common mental disorders globally [50], MHL on social anxiety among various
populations was low [51]. Among laypeople, social anxiety is often confused with shyness, as a
personality trait but not a medical condition [52]. According to the review of Furnham et al. [53],
recognition of disorders among the general population of non-western countries varied, with high rates of
recognition for depression and schizophrenia and remarkably lower rates for eating disorders, social
phobia, and personality disorders. A study among Vietnamese students that used case vignettes found a
similar rate of depression recognition (32%) as reported from our study sample [54]. Studies from
Australia, the USA and the UK reported comparably higher rates of disorder recognition (up to 86%)
among students and young people [26,33,55].
The ability to recognize mental disorders has implications for help-seeking. Correct recognition of
depression was positively correlated with the recommendation to seek professional help among different
student populations [33,36]. Nguyen Thai et al. [43] found that only 26% of the Vietnamese students
correctly identiﬁed depression and showed appropriate help-seeking intentions. However, it must be
considered that there is a difference between recommending treatment for a hypothetical situation and
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seeking professional treatment for an existing mental health condition. A study among nursing students in
Thailand revealed low intentions to seek help for mental health problems despite positive attitudes
towards help-seeking [56]. Beliefs about approval or disapproval of others (subjective norms) were
another signiﬁcant factor that shaped the help-seeking intentions in this study population.
Finally, psychological symptoms seem to inﬂuence MHL in a way that people who are actually in need
of professional help are less likely to recognize mental health symptoms and to seek treatment. Kim et al. [33]
found that students who showed symptoms of depression or signiﬁcant psychological distress were less
likely to recognize depression in a case vignette and also less likely to recommend help-seeking,
compared to students without mental health problems. Shi et al. [57] reported similar ﬁndings from
students in Singapore and Hong Kong: Young Asian adults had overall low intentions to seek help for
mental health problems. Students with worse mental health conditions were more reluctant to seek help
and had less favorable attitudes towards counseling, compared to students with better mental health.
4.2 Knowledge and Attitudes towards Self-Help and Treatment
Regarding knowledge on self-help and professional treatment, around 45% of the students in our study
recommended improving the quality of sleep in times of mental health difﬁculties and 35% knew what
Cognitive Behavior Therapy (CBT) was about. A study among non-medical students in Malaysia found
that less than one-third recommended the use of antidepressants for depression treatment, while 20%
recommended alternative medicines [42]. However, the majority of students recommended consulting a
psychiatrist or general practitioner (GP). Nguyen Thai et al. [43] found that professional help (counselor
or psychologist) and informal help through a close family member or friend were equally recommended
by Vietnamese students. Fewer students recommended consulting a psychiatrist or a GP and around 22%
thought it would be best to deal with the problem (depression) on one’s own. Beliefs that standard
psychiatric treatment and medication are rather harmful than helpful are widespread in the general
population, although these attitudes have slowly changed in developed countries in recent years
[17,19,21,22,58]. Reluctance to take up medical treatment causes signiﬁcant a delay of effective therapies
and bears the risk of chroniﬁcation which is particularly problematic where young people are concerned.
4.3 Attitudes towards Mental Disorders
Stigmatizing attitudes prevalent among the participating students were that people with a mental illness
could snap out of it if they wanted to or that mental illness was not a real medical illness. Another negative
attitude endorsed by the students was that mental illness and/or seeing a mental health professional was a sign
of personal weakness. 19% of students indicated that they would not seek help from a mental health
professional, even if suffering from a mental illness. 17% of students agreed to the statement that
mentally ill people were dangerous and 40% could neither agree nor disagree. Only a minority of
students would be willing to vote for a politician who had suffered a mental illness or to have someone
with a mental illness marrying into their family. This aligns with the ﬁnding of Kamimura et al. [41], that
Vietnamese students were more likely to perceive mentally ill people as dangerous, while students from
the USA thought mental illness to be an illness like any other illness. Van der Ham et al. [54] evaluated
the attitudes towards mental disorders, compared to a medical illness (diabetes) among adults in urban
Vietnam. They found more positive attitudes towards people with diabetes, compared to people with
mental disorders. Negative attitudes and stigma are still important issues that may hinder help-seeking in
Southeast-Asian settings, including university settings [40,41].
4.4 Factors Inﬂuencing Mental Health Literacy
Our data showed moderate effects of gender and personal experiences with mental disorders on the
MHL of students and small effects of age and study year while the educational attainment of the parents
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and urban/rural origin did not have signiﬁcant effects on the MHL of students. Regarding gender variation,
female participants in this study exhibited signiﬁcantly higher levels of MHL in the three dimensions
recognition, help-seeking knowledge, and attitudes. This is in line with previous studies, where females
often presented a higher MHL [22,26,30,33,53,55]. This tendency appears to be consistent across studies
that used different MHL measures. One possible explanation is that the gender variation is linked to
female socialization that encourages females to be more caring, sensitive, and alert to emotions and
feelings [59]. However, in this study, gender was not a signiﬁcant factor regarding “openness”, indicating
that both, males and females, have the same level of willingness to interact (e.g., making friends,
socializing, working) with people with mental health. Regarding the MHL of male university students, a
low overall MHL, limited mental health knowledge, negative mental health beliefs and attitudes, high
self-stigma, and low intentions to seek professional help were reported from university students in the
USA [34]. This was even more pronounced among the students from STEM majors (Science,
Technology, Engineering, and Mathematics). The review of Furnham et al. [22] likewise showed that men
had more difﬁculties in identifying mental health symptoms and that they were more likely to recommend
self-help instead of professional treatment.
Having personal experiences with mental health disorders was the other factor that had a moderate effect
on MHL. Students with an experience of mental health disorders (having mental health problems by
themselves or having family/friends with mental health problems) showed signiﬁcantly higher levels of
MHL. This was true for all of the subscales, except help-seeking knowledge. This difference is consistent
with the current literature in Western countries and Vietnam [25,31,43,44,60]. The indifference in helpseeking knowledge between the two groups may reﬂect the fact that the mental health infrastructure in
Vietnam and Cambodia is still very limited and scarce, especially in provinces [61,62]. Generally, reliable
information on the mental health providers regarding their qualiﬁcations and the kind of treatment
provided is difﬁcult to ﬁnd which also impedes access to treatment.
Age and study year had a small effect on the MHL in the way that younger students and year 1 and
2 students had a higher MHL, compared to older and more advanced students. These results are
surprising, given the fact that knowledge should increase during studying. One possible explanation is
that the ﬁnding may be an artifact, because the younger students in our study were predominantly from
Educational and Social Sciences, while a higher percentage of older study participants studied
Technology or Economics. Our data suggested differences across the study branches. Students from
Educational or Social Sciences and Humanities had a higher MHL, compared to students from
Technology, Economics, or Agriculture. Also, scores in the attitudes subscale which indicates the absence
of stigmatizing attitudes were slightly higher among students from Educational or Social Sciences,
compared to the students from other study branches. Differences in MHL between students of different
study branches were also found by previous studies [32,34,63]. A possible explanation is that students
who selected Education or Social Sciences as their major are interested in these topics and are more open
which is reﬂected in higher MHL. Furthermore, classes such as “Introduction to Psychology” are
compulsory in universities of Social Sciences or Education in Vietnam. Students from these branches
could be trained for peer support as a measure of capacity building for mental health. For example,
Mental Health First Aid is an approach that has been proven effective among various populations [64,65].
The vast majority of the Vietnamese students in the sample of Nguyen Thai et al. [43] thought First Aid
Support (listening to others, encouraging physical activity, suggesting professional help) to be helpful and
self-help interventions (learning how to relax, becoming more physically active, seeking information
about the problem) were equally positively rated.
Our data did not support an effect of rural/urban origin on the MHL of students, although there is
evidence from other research for a higher MHL among urban populations [53].
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4.5 The Inﬂuence of Culture
When discussing MHL in Southeast Asia, it must be noted that “mental health literacy” is a Western
concept that may offend traditional conceptions of what causes and heals mental illness. Beliefs in
supernatural or religious causes of mental illness will inﬂuence attitudes towards mentally ill people and
the acceptance or non-acceptance of professional mental health treatment [21,53]. For example, van der
Ham et al. [54] reported a mix of traditional and modern views from adults in Vietnam: Stress/tension or
studying or thinking too much were the most often mentioned causes of mental illness while conﬂicts or
internal emotional problems were less often mentioned. In their review on MHL, Furnham et al. [22]
emphasize that mental disorders are differently deﬁned and understood. Cross-cultural research shows
that MHL is higher in developed countries, particularly the recognition of mental disorders. People from
non-western or developing countries are more likely to somatize symptoms and to attribute their
problems to a physical illness. Furthermore, people from non-western countries perceive other barriers in
accessing treatment. It is not only negative attitudes and lower help-seeking intentions that lead to an
underusage of mental health services but also structural barriers that are based in the health care system.
Another interesting ﬁnding is that ethnic minorities and migrant groups often exhibit a lower MHL, due
to adherence to more traditional values [22]. This is a ﬁnding we could not replicate in our study, but which
may be important when considering the needs of international students. For example, the study of Salloum
et al. [44] conducted in Malaysia found a lower MHL among the students from other regions than Southeast
Asia, compared to Southeast-Asian students. Soorkia et al. [63] found that “cultural mistrust” and adherence
to traditional Asian values were components that inhibited mental health care utilization of South Asian
students at a university in UK. So, when developing mental health promotion programs for students,
international students might be a subgroup that requires special attention.
4.6 Limitations
Several study limitations should be considered when interpreting these results. First, the large difference
in sample size between Cambodia and Vietnam students made it impossible to explore the country/culture
effects on mental health literacy. All Cambodian participants were recruited from one university in
Cambodia, thus the generalizability of ﬁndings is limited. Second, the study used convenient sampling. It
is possible that students with a good knowledge of and interest in mental health were more likely to
participate in the study. Thus, the sample may not be representative of students in general. Finally, as this
was a cross-sectional study, relationships between variables can only be described, rather than proved.
4.7 Recommendations
Despite these limitations, study results have several important implications. First, MHL should be
addressed in university settings. Improving MHL is effective in promoting help-seeking behaviors and
improving mental health outcomes [20]. Interventions need to address help-seeking knowledge and
efﬁcacy rather than merely increase the knowledge on mental health symptoms. Secondly, stigmatizing
attitudes have to be addressed. Thirdly, mental health promotion could be integrated as a compulsory
course in all universities, such as physical education courses. Given the fact that young people tend to
seek support from peers rather than adults, educating students on how to support others in case of mental
health problems seems promising. Effective mental health promotion could make use of both the strategies.
Finally, factors associated with low MHL included male gender and studying STEM majors. Although it
was not supported by our data, there is evidence that students with an ethnic minority background and
international students are other groups with comparably lower MHL. MHL interventions should be
tailored and targeted towards these groups.
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5 Conclusion
This study obtained data on MHL from more than 1000 students from different parts of Vietnam and
Cambodia. MHL was lower, compared to student samples from Western countries but in the same range
as was reported by other Asian studies. The MHL of Southeast-Asian students needs to be improved,
particularly among male students and among students from STEM majors. International students and
students from ethnic minorities could be other target groups. Mental health promotion should not only
address knowledge on mental disorders but also stigmatizing attitudes that are widespread and knowledge
on how to ﬁnd help. Given the cultural differences between Western countries where the concept of MHL
was developed and Southeast Asia, any health promotion project in this ﬁeld should be informed by local
stakeholders and take into account the different values and perspectives.
Students are one of the populations that are massively impacted by the current COVID-19 pandemic.
Taking care of the mental health of students is more important than ever.
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