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Abstract
Teachers play a critical role in the early identification and support of students with mental health
difficulties. However, most mental health literacy (MHL) research relies on total or subscale scores,
potentially obscuring important item-level variations. This study examined item-level MHL patterns
among Iranian teachers across the six dimensions of the Mental Health Literacy Scale (MHLS),
identifying specific strengths, weaknesses, and intervention priorities. A cross-sectional survey was
conducted among 1,649 public school teachers in Tehran Province, Iran (March–April 2025).
Participants completed the Persian 35-item MHLS. Item-level descriptive analyses were performed
across all dimensions. A Crisis Hotspot Index (CHI) was calculated, representing the proportion
endorsing least favorable responses. Teachers demonstrated strong recognition of major depressive
disorder (88.0%) and bipolar disorder (82.9%), good understanding of crisis confidentiality, and
confidence in using technology for mental health information. However, important gaps emerged in
recognizing agoraphobia and personality disorders, understanding gender-related risk patterns,
distinguishing adaptive from maladaptive coping, and applying confidentiality in non-emergency
situations. Although help-seeking attitudes were generally positive, substantial stigmatizing beliefs
persisted. The highest CHI values were observed for social distance items related to family integration
(83.7%), employment (82.9%), and political leadership (80.5%). A discrepancy emerged between strong
knowledge and negative attitudes toward mental illness. Aggregate scoring masks this heterogeneous
pattern. Item-level analysis identified stigma and social distance as key priorities, demonstrating the
value of disaggregated scoring for targeted interventions.

Background
Student mental health is the cornerstone of effective learning and the sustainable development of
societies. The World Health Organization [1] defines mental health as a state of well-being in which
individuals realize their abilities, cope with normal life stresses, work productively, and contribute to their
communities.

Despite its importance, mental health conditions among youth have become a growing public health
concern globally. A 2025 WHO/Europe report indicates that one in seven adolescents (10–19 years) in
the region lives with a mental disorder, with prevalence increasing by approximately one-third over 15
years [2]. Global estimates range from 6.8–12.4% [3], while in the US nearly 40% of high school students
report persistent sadness/hopelessness and youth suicide rates have shown marked increases in recent
years [4]. A 2025 Australian longitudinal study found 74% of adolescents experienced significant
depression/anxiety symptoms at least once [5].

In Iran, epidemiological evidence on child and adolescent mental health remains limited. A 2019 national
population-based cross-sectional study (the IRCAP project) reported that 22.31% of children and
adolescents aged 6–18 years were diagnosed with at least one psychiatric disorder using the validated
Kiddie Schedule for Affective Disorders and Schizophrenia (K-SADS-PL) clinical interview [6].
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Complementing these findings, a regional birth cohort study limited to Fars province reported that
10.78% and 13.16% of children aged 9–12 years scored in the borderline and abnormal ranges on the
SDQ, respectively [7]. These figures highlight a substantial burden, emphasizing the need for early
school-based identification and intervention—the effectiveness of which is strongly dependent on
teachers’ mental health literacy (MHL), a key factor associated with timely support and referral [8, 9].

Schools represent a primary setting for the early identification and support of children with mental health
difficulties, given their broad reach and continuous contact with young populations, making them an
optimal context for promoting mental health literacy (MHL) [10]. Mental health literacy, first
conceptualized by Jorm et al. [11], refers to knowledge and beliefs that enable the recognition,
management, and prevention of mental disorders. Kutcher et al. [12] expanded the concept into four core
components: (1) understanding how to obtain and maintain mental health, (2) recognizing mental
disorders and their treatments, (3) reducing stigma associated with mental disorders, and (4) enhancing
help-seeking efficacy (knowing when, where, and how to seek care). O’Connor and Casey [13]
operationalized the construct by developing the Mental Health Literacy Scale (MHLS), comprising six
dimensions: recognition of mental disorders, knowledge of risk factors, knowledge of self-treatment,
knowledge of professional help available, knowledge of information sources, and attitudes influencing
early recognition and help-seeking.

Within this context, teachers— who maintain the closest and most sustained interaction with students—
play a central role in early identification, referral, and the creation of supportive learning environments
[14, 15]. However, evidence suggests that many teachers feel undertrained, possessing limited or
sometimes inaccurate knowledge [16]. The COVID-19 pandemic, through school closures, social
isolation, loss of loved ones, and economic stress, further threatened student mental health, highlighting
the urgency of teacher preparedness [17, 18].

Despite the recognized role of teachers in promoting student mental health, existing research has
predominantly focused on aggregate scores or subscale-level analyses, often comparing mean scores
across demographic groups such as gender or age [19]. While these studies provide useful insights into
general trends, they overlook item-level variations, which are critical for understanding specific
knowledge gaps, misconceptions, and potential contradictions—such as the coexistence of high
knowledge with stigmatizing attitudes— among teachers.

Consequently, key questions remain unanswered across all dimensions of teachers’ mental health
literacy—from recognition of mental disorders and knowledge of risk factors and causes to self-
treatment knowledge, awareness of available professional support, ability to seek mental health
information, and attitudes toward recognition and appropriate help-seeking—highlighting the need for
item-level analysis beyond aggregate scores.

Mental health literacy among teachers may be influenced by contextual factors, including variations in
access to mental health resources, socioeconomic conditions, and local educational environments [20].
However, evidence regarding these patterns remains limited in many settings, including Iran.
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To address this gap, the present study examines item-level patterns of mental health literacy among
teachers in Tehran Province with the aim of identifying specific strengths, weaknesses, and intervention
priorities that may inform teacher professional development and school mental health initiatives.
Building on this rationale, the study moves beyond aggregate scoring approaches by conducting a
comprehensive item-level analysis of all 35 items of the Mental Health Literacy Scale (MHLS) across its
six dimensions. The analytical approach was conceptually informed by the HLS19 framework [21],
particularly its emphasis on examining response distributions to identify areas of strength and limitation
that may not be apparent from aggregate indicators alone.

Accordingly, detailed item-level responses are analyzed to identify strengths, weaknesses, and potential
contradictions in teachers’ mental health literacy. In addition, a Crisis Hotspot Index (CHI) is applied as a
pragmatic tool to identify items with substantial concentrations of unfavorable responses and potential
intervention priorities. By providing a more granular understanding of teachers’ mental health literacy, the
study aims to generate actionable evidence for the design of targeted professional development
programs and to contribute to broader efforts to strengthen school mental health systems in diverse
educational contexts.

Objective: To identify strengths and weaknesses in teachers' knowledge, attitudes, and self-efficacy
across the individual items of the six dimensions of mental health literacy (MHL), thereby informing the
development of targeted professional development interventions.

Research Question:
What item-level strengths, weaknesses, and contradictions characterize teachers’ mental health literacy
across the six dimensions of the MHLS?

Methods

Study Design
This study employed a quantitative, descriptive–diagnostic, cross-sectional survey design. The primary
aim was to conduct an item-level analysis of mental health literacy (MHL) among teachers using the
Mental Health Literacy Scale (MHLS). This granular approach was chosen because it enables fine-
grained diagnostic insights—identifying specific strengths, weaknesses, misconceptions, and
contradictions across individual items and the six dimensions—rather than relying on traditional
aggregate or subscale scores. Consequently, it provides actionable information for designing targeted,
precision-oriented professional development interventions.

Participants
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The target population consisted of all teachers employed in public schools across the counties of Tehran
Province, Iran, during the 2024–2025 academic year. Based on Comrey and Lee’s recommendations for
sample size adequacy in survey research [22], a minimum of 1,000 participants was targeted (≥ 1,000 = 
excellent). A total of 1,666 teachers completed the online questionnaire. After excluding 17 incomplete
responses, 1,649 valid cases were included in the analysis (valid response rate: 98.98%).

Convenience sampling was used due to logistical constraints associated with online distribution across
multiple counties. Inclusion criteria were: (a) current employment as a school teacher in counties of
Tehran Province during the 2024–2025 academic year, (b) at least one year of teaching experience, and
(c) willingness to participate.

Data Collection Instrument
Teachers' mental health literacy was assessed using the 35-item Mental Health Literacy Scale (MHLS),
originally developed by O’Connor and Casey [12] and cross-culturally adapted and validated in Persian
contexts [23, 24]. The Persian version used in this study retained the original 35 items and the six-
dimensional structure validated by Jafari et al. [24]. These dimensions include: (a) recognition of mental
disorders (items 1–8), (b) knowledge of risk factors (items 9–10), (c) knowledge of self-treatment (items
11–12), (d) knowledge of professional help available (items 13–15), (e) knowledge of information
sources (items 16–19), and (f) attitudes influencing recognition and help-seeking (items 20–35).

Items 1–15 are rated on a 4-point Likert scale (1 = very unlikely/completely useless to 4 = very likely/very
useful), while items 16–35 are rated on a 5-point Likert scale (1 = strongly disagree to 5 = strongly agree).
Reverse scoring was applied to items 10, 12, 15, and 20–28 so that higher scores consistently reflect
greater MHL. Total scores range from 35 to 160.

Consistent with previous validation studies, the scale demonstrated good internal consistency in the
current study (Cronbach’s α = 0.87). Prior to the main data collection, a pilot study was conducted with
30 teachers to evaluate questionnaire clarity, feasibility, and administration time. No modifications to the
items were necessary.

Data Collection Procedure and Ethical Considerations
The questionnaire was administered online via the secure Porsline platform. Data collection was
conducted from March to April 2025. The survey link was distributed through multiple professional
educator networks across Tehran Province counties to reach teachers from different school levels.

Participants were first presented with an information sheet outlining the study objectives, guaranteeing
confidentiality and anonymity, emphasizing the voluntary nature of participation, and informing them of
their right to withdraw at any time without consequences. Electronic informed consent was obtained
prior to accessing the main questionnaire. The survey took approximately 10–15 minutes to complete.
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This study was conducted with approval from and coordination with the Ministry of Education and the
regional education authorities of Tehran Province counties, Iran. All participants provided electronic
informed consent prior to participation. The study was anonymous, voluntary, and non-invasive

Data Analysis
All analyses were conducted at the item level using descriptive statistics in IBM SPSS Statistics (version
26). For each of the 35 items, frequencies, response percentages, means, and standard deviations were
calculated. Mean ranks were determined for items within each dimension to identify the hierarchy of
strengths and weaknesses. To operationalize the identification of priority areas for intervention, a "Crisis
Hotspot Index" was calculated for each item, representing the percentage of respondents who endorsed
the two least favorable response options:

Recognition, risk factor, and professional help items: very unlikely / unlikely

Self-treatment items: completely useless / useless

Negatively worded attitude items: agree / strongly agree

Items with a Crisis Hotspot Index exceeding 30% were considered priority intervention targets. This
threshold was selected based on response distribution and practical relevance for educational planning.

While informed by the methodological framework of the HLS19 international health literacy survey [21],
the present study represents an extension of item-level analytical application. Specifically, the Average
Percentage Response Patterns (APRP) approach—originally developed for instrument-level or subscale-
level reporting in large-scale health literacy surveys—was adapted and applied at the individual item
level. This approach enables a more granular examination of response distributions, allowing for the
identification of item-specific patterns of low endorsement and potential misconceptions. By
disaggregating responses at the item level, the study provides a diagnostic overview of teacher mental
health literacy that may not be fully captured through aggregate scoring approaches.

Results
A total of 1,649 school teachers participated in the study. The sample was predominantly female (93.9%)
and mostly married (79.6%). Most participants held a bachelor’s degree (71.5%) and were trained in
educational sciences or psychology (44.3%). Over half (52.0%) had five or fewer years of teaching
experience. The majority were from suburban counties of Tehran Province (85.9%) (Table 1).
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Table 1
Profile of the Study Population (N = 1,649)

Characteristic No. (%) or Mean ± SD

Gender  

Female 1,549 (93.9)

Male 100 (6.1)

Age (years)  

Mean ± SD 38.0 ± 8.5

Median (IQR) 38.0 (32.0–44.0)

Age Group (years)  

≤ 30 339 (20.6)

31–40 700 (42.5)

41–50 497 (30.2)

51–60 103 (6.2)

≥ 61 10 (0.6)

Marital Status  

Married 1,313 (79.6)

Single 336 (20.4)

Educational Level  

Associate Degree 79 (4.8)

Bachelor's Degree 1,179 (71.5)

Master's Degree 376 (22.8)

PhD 15 (0.9)

Field of Study  

Educational Sciences & Psychology 731 (44.3)

Humanities 487 (29.5)

Basic Sciences 267 (16.2)

Engineering 97 (5.9)

Note. Percentages may not sum to 100% due to rounding. *Other includes Foreign Languages (n = 
30), School Health (n = 23), and Arts (n = 14).
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Characteristic No. (%) or Mean ± SD

Gender  

Other* 67 (4.1)

Teaching Experience (years)  

≤ 5 857 (52.0)

6–10 295 (17.9)

11–15 155 (9.4)

16–20 157 (9.5)

≥ 21 185 (11.2)

Residence  

Tehran City 233 (14.1)

Tehran Province Counties 1,416 (85.9)

Note. Percentages may not sum to 100% due to rounding. *Other includes Foreign Languages (n = 
30), School Health (n = 23), and Arts (n = 14).

Teachers showed generally good recognition of common mental disorders, with mean scores ranging
from 2.95 to 3.28 on the 4-point scale. Recognition was highest for Major Depressive Disorder (M = 3.28,
SD = 0.82; 88.0% likely or very likely), followed by Social Phobia and Bipolar Disorder (both M = 3.16).
Lower recognition was observed for Agoraphobia (M = 2.95, SD = 0.72) and Personality Disorders (M = 
3.04, SD = 0.86). Approximately 18% to 20% of teachers did not correctly identify Drug Dependence and
Personality Disorders as mental health conditions (Table 2).
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Table 2
Item-level response distribution for mental disorder recognition (MHLS subscale) among teachers (N = 

1,649)
Item Description Very

Unlikely, n
(%)

Unlikely,
n (%)

Likely, n
(%)

Very
Likely, n
(%)

Mean
(SD)

Rank

1 Social Phobia 89 (5.4) 131 (7.9) 848 (51.4) 581
(35.2)

3.16
(0.78)

2

2 Generalized
Anxiety Disorder
(GAD)

88 (5.3) 142 (8.6) 892 (54.1) 527
(32.0)

3.13
(0.77)

3

3 Major Depressive
Disorder (MDD)

100 (6.1) 98 (5.9) 684 (41.5) 767
(46.5)

3.28
(0.82)

1

4 Personality
Disorders as
mental illness

126 (7.6) 200
(12.1)

804 (48.8) 519
(31.5)

3.04
(0.86)

6

5 Dysthymia 112 (6.8) 170
(10.3)

880 (53.4) 487
(29.5)

3.06
(0.82)

4

6 Agoraphobia 78 (4.7) 231
(14.0)

1,034(62.7) 306
(18.6)

2.95
(0.72)

7

7 Bipolar Disorder 116 (7.0) 167
(10.1)

710 (43.1) 656
(39.8)

3.16
(0.87)

2

8 Drug Dependence 131 (7.9) 209
(12.7)

748 (45.4) 561
(34.0)

3.05
(0.88)

5

A large majority of teachers (80.3%) correctly indicated that women are more likely than men to
experience any mental disorders (Item 9: M = 3.02, SD = 0.79). In contrast, 35.2% endorsed the statement
that men are more likely to experience anxiety disorders (Item 10, reverse-scored: M = 2.28, SD = 0.78)
(Table 3).

Table 3
Distribution of responses to knowledge of risk factors items (N = 1,649)

Item Description Very
Unlikely, n
(%)

Unlikely,
n (%)

Likely, n
(%)

Very
Likely, n
(%)

Mean
(SD)

Rank

9 Women more likely
to experience any
mental illness

86 (5.2) 240
(14.6)

880(53.4) 443
(26.9)

3.02
(0.79)

1

10
(R)

Men more likely to
experience anxiety
disorder

222 (13.5) 845
(51.2)

474
(28.7)

108
(6.5)

2.28
(0.78)

2
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Teachers generally recognized the benefits of improving sleep quality (Item 11: 88.7% helpful or very
helpful, M = 3.20, SD = 0.71). In contrast, 28.4% endorsed avoiding anxiety-provoking situations as a
helpful strategy (Item 12, reverse-scored: M = 2.15, SD = 0.83) (Table 4).

Table 4
Distribution of responses to self-treatment items (N = 1,649)

Item Description Very
Unhelpful, n
(%)

Unhelpful,
n (%)

Helpful,
n (%)

Very
Helpful, n
(%)

Mean
(SD)

Rank

11 Improving sleep
quality

51 (3.1) 135 (8.2) 899
(54.5)

564
(34.2)

3.20
(0.71)

1

12
(R)

Avoiding all
anxiety-
provoking
situations

341 (20.7) 839 (50.9) 353
(21.4)

116 (7.0) 2.15
(0.83)

2

Note. (R) = Reverse-scored item.

Teachers demonstrated strong knowledge regarding breach of confidentiality in cases of immediate risk
of harm (Item 14: 81.8%, M = 3.43, SD = 0.68) and the effectiveness of Cognitive Behavioral Therapy
(Item 13: 89.7%, M = 3.10, SD = 0.61). However, 35.1% endorsed breaching confidentiality in non-life-
threatening situations (Item 15, reverse-scored: M = 2.26, SD = 0.93) (Table 5).

Table 5
Distribution of responses to knowledge of professional help items (N = 1,649)

Item Description Very
Unlikely, n
(%)

Unlikely,
n (%)

Likely,
n (%)

Very
Likely, n
(%)

Mean
(SD)

Rank

13 Cognitive Behavior
Therapy (CBT)

31 (1.9) 138 (8.4) 1,110
(67.3)

370
(22.4)

3.10
(0.61)

2

14 Confidentiality:
immediate risk of
harm

30 (1.8) 86 (5.2) 675
(40.9)

675
(40.9)

3.43
(0.68)

1

15(R) Confidentiality: non-
life-threatening
situations

347 (21.0) 723
(43.8)

379
(23.0)

200
(12.1)

2.26
(0.93)

3

Most teachers reported confidence in using technology to seek mental health information (Item 17:
66.3%, M = 3.70, SD = 1.21), followed by attending face-to-face appointments (Item 18: 59.5%, M = 3.54,
SD = 1.23) and accessing help-seeking resources (Item 19: 57.9%, M = 3.52, SD = 1.23). Fewer expressed
confidence in knowing where to seek information (Item 16: 46.8%, M = 3.41, SD = 1.05) (Table 6).
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Table 6
Distribution of responses to knowledge of information sources items (N = 1,649)

Item Description Strongly

Disagree,
n (%)

Disagree,
n (%)

Neither
Agree

Nor
Disagree,
n (%)

Agree,
n (%)

Strongly

Agree, n
(%)

Mean
(SD)

Rank

16 Knowing
where to seek
information

44 (2.8) 291
(17.6)

541
(32.8)

491
(29.7)

282
(17.1)

3.41
(1.05)

4

17 Using
technology
for info-
seeking

46 (2.8) 365
(22.1)

146 (8.9) 570
(34.6)

522
(31.7)

3.70
(1.21)

1

18 Attending
face-to-face
appointments

89 (5.4) 347
(21.0)

233
(14.1)

552
(33.5)

428
(26.0)

3.54
(1.23)

2

19 Accessing
help-seeking
resources

90 (5.5) 351
(21.3)

253
(15.3)

528
(32.0)

427
(25.9)

3.52
(1.23)

3

Regarding mental health attitudes, teachers demonstrated generally positive attitudes toward help-
seeking. A large majority rejected the idea that they would not seek professional help (Item 27: 83.5%, M 
= 4.52, SD = 1.05) and that treatment for mental illness would be ineffective (Item 28: 83.0%, M = 4.50,
SD = 0.96). Most participants also disagreed that seeking help reflects personal weakness (Item 26:
72.1%).

Despite these favorable orientations, stigmatizing beliefs remained prevalent. Approximately half of the
teachers endorsed the view that mental illness is not a real medical condition (Item 22: 52.0%) or is a
sign of personal weakness (Item 21: 47.9%). A notable minority endorsed the misconception that
individuals can simply “snap out of” mental illness (Item 20: 38.9%). More pronounced stigma was
observed in social perceptions, with substantial proportions believing that people with mental illness are
dangerous (Item 23: 61.7%), that it is best to avoid them (Item 24: 67.9%), or that they would not disclose
their own mental illness (Item 25: 60.9%) (Table 7, Section 1).
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Table 7
, Section 1. Distribution of responses to mental health attitudes (N = 1,649)

Item Description Strongly

Disagree,
n (%)

Disagree,
n (%)

Neither
Agree

Nor
Disagree,
n (%)

Agree,
n (%)

Strongly

Agree, n
(%)

Mean
(SD)

Rank

20
(R)

People with a
mental
illness could
snap out of it
if they
wanted

244
(14.8)

467
(28.3)

296
(18.0)

429
(26.0)

213
(12.9)

2.94
(1.28)

9

21
(R)

Mental
illness is a
sign of
personal
weakness

130 (7.9) 291(17.6) 438
(26.6)

351
(21.3)

439
(26.6)

3.41
(1.27)

8

22
(R)

Mental
illness is not
a real
medical
illness

83 (5.0) 153 (9.3) 555
(33.7)

225
(13.6)

633
(38.4)

3.71
(1.21)

6

23
(R)

People with
mental
illness are
dangerous

83 (5.0) 205
(12.4)

344
(20.9)

649
(39.4)

368
(22.3)

3.61
(1.11)

7

24
(R)

Best to avoid
people with a
mental
illness

50 (3.0) 120 (7.3) 359
(21.8)

346
(21.0)

774
(46.9)

4.02
(1.12)

4

25
(R)

If I had a
mental
illness, I
would not tell
anyone

75 (4.5) 121 (7.3) 449
(27.2)

327
(19.8)

677
(41.1)

3.86
(1.17)

5

26
(R)

Seeking help
means not
being strong
enough

105 (6.4) 153 (9.3) 202
(12.2)

241
(14.6)

948
(57.5)

4.08
(1.28)

3

27
(R)

Would not
seek
professional
help if I had a
mental
illness

65 (3.9) 54 (3.3) 153 (9.3) 71
(4.3)

1,306
(79.2)

4.52
(1.05)

1

28
(R)

Treatment
for mental
illness would

35 (2.1) 46 (2.8) 200
(12.1)

141
(8.6)

1,227
(74.4)

4.50
(0.96)

2
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Item Description Strongly

Disagree,
n (%)

Disagree,
n (%)

Neither
Agree

Nor
Disagree,
n (%)

Agree,
n (%)

Strongly

Agree, n
(%)

Mean
(SD)

Rank

not be
effective

Regarding social distance, a clear gradient of increasing social distance was observed as the level of
interpersonal intimacy increased. Moderate unwillingness was reported for proximal contact, including
moving next door to someone with mental illness (Item 29: 65.0%), socializing (Item 30: 64.4%), and
making friends (Item 31: 64.7%). Rejection was substantially stronger for more integrated social roles,
including employing someone with mental illness (Item 35: 82.9%), having someone with mental illness
marry into the family (Item 33: 83.7%), and voting for a politician with a history of mental illness (Item 34:
80.5%) (Table 7, Section 2).
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Table 7
, Section 2. Distribution of responses to social distance items (N = 1,649)

Item Social
Distance

Definitely
unwilling,
n (%)

Probably
unwilling,
n (%)

Neither
unwilling
Nor
willing, n
(%)

Probably
willing, n
(%)

Definitely
willing, n
(%)

Mean
(SD)

Rank

29 Moving
next door
to
someone
with
mental
illness

537
(32.6)

534
(32.4)

515
(31.2)

48 (2.9) 15 (0.9) 2.07
(0.91)

2

30 Spending
an evening
socializing
with
someone
with a
mental
illness

510
(30.9)

553
(33.5)

484
(29.4)

96 (5.8) 6 (0.4) 2.11
(0.93)

1

31 Making
friends
with
someone
with a
mental
illness

520
(31.5)

548
(33.2)

474
(28.7)

94 (5.7) 13 (0.8) 2.11
(0.94)

1

32 Working
closely
with
someone
with a
mental
illness

563
(34.1)

552
(33.5)

435
(26.4)

86 (5.2) 13 (0.8) 2.05
(0.94)

3

33 Have
someone
with a
mental
illness
marry into
family

927
(56.2)

454
(27.5)

244
(14.8)

13 (0.8) 11 (0.7) 1.62
(0.81)

5

34 Voting for
a
politician
with
mental
illness
history

991
(60.1)

337
(20.4)

275
(16.7)

39 (2.4) 7 (0.4) 1.63
(0.87)

4
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Item Social
Distance

Definitely
unwilling,
n (%)

Probably
unwilling,
n (%)

Neither
unwilling
Nor
willing, n
(%)

Probably
willing, n
(%)

Definitely
willing, n
(%)

Mean
(SD)

Rank

35 Employing
someone
with a
mental
illness

959
(58.2)

407
(24.7)

238
(14.4)

37 (2.2) 8 (0.5) 1.62
(0.85)

5

Crisis Hotspot Index (CHI)
Using a predefined threshold of > 30% endorsement of the least favorable response options, the Crisis
Hotspot Index (CHI) identified several priority areas across the six dimensions of mental health literacy.

The highest CHI values were concentrated in the Social Distance items (Items 29–35), ranging from
64.4% to 83.7%, with peaks for family integration (Item 33: 83.7%) and employment (Item 35: 82.9%).

In the Mental Health Attitudes dimension, notable values were observed for Item 24 (67.9%), Item 23
(61.7%), Item 25 (60.9%), Item 22 (52.0%), Item 21 (47.9%), and Item 20 (38.9%).

Additional hotspots included Item 10 (35.2%), Item 15 (35.1%), Item 12 (28.4%, borderline), and Item 16
(52.8% disagree or neutral).

Discussion
The present study provides the first item-level analysis of MHL among Iranian teachers using the 35-item
Mental Health Literacy Scale (MHLS) across its six dimensions. Based on a large sample of 1,649
educators from Tehran Province, the findings demonstrate that MHL is not a unitary construct but a
multidimensional profile characterized by distinct strengths, weaknesses, and internal contradictions. By
moving beyond total and subscale scores, this granular approach reveals patterns that are often masked
in aggregate analyses. Consequently, it offers a more nuanced understanding of teachers’ competencies
and gaps, providing actionable, precision-oriented targets for professional development and intervention
in educational settings.

Recognition of Mental Disorders
Teachers demonstrated relatively strong recognition of highly visible disorders such as Major Depressive
Disorder (M = 3.28, SD = 0.82) and Bipolar Disorder (M = 3.16, SD = 0.87). In contrast, recognition was
lower for Agoraphobia (M = 2.95, SD = 0.72) and Personality Disorders (M = 3.04, SD = 0.86), with 18% to
20% of participants failing to identify Drug Dependence and Personality Disorders as mental health

Page 15/23



conditions. This pattern suggests that teachers’ diagnostic knowledge is largely shaped by media
visibility and public discourse rather than systematic professional training.

These findings are consistent with international studies reporting persistent gaps in teachers’ ability to
recognize internalizing disorders [25–27]. Within Iran, the results align with general population data [28–
29] but indicate slightly better performance among teachers, likely due to their regular contact with
students. Nevertheless, recognition remains suboptimal compared to specialized healthcare
professionals. Pre-service and in-service training should prioritize vignette-based and case-based
modules focusing on under-recognized conditions, particularly internalizing disorders.

Knowledge of Risk Factors and Causes
A clear asymmetry emerged in teachers’ gender-related knowledge. While a large majority (80.3%)
correctly identified that women are more likely than men to experience mental illness overall, over one-
third (35.2%) endorsed the misconception that men are more likely to experience anxiety disorders. This
pattern indicates that although broad awareness of gender differences in mental illness prevalence
exists, a nuanced understanding of disorder-specific epidemiological patterns remains limited.

These findings are consistent with international evidence documenting gender-based misconceptions
among teachers [25, 27]. Within the Iranian context, the results extend previous population-based studies
[28, 29]. Professional development programs should therefore move beyond general prevalence
statistics and incorporate gender-sensitive training that addresses the differential manifestations of
internalizing versus externalizing disorders across genders.

Knowledge of Self-Help Strategies
Teachers strongly endorsed improving sleep quality as beneficial for mental health (88.7%, M = 3.20, SD 
= 0.71). However, a notable minority (28.4%) viewed avoidance of anxiety-provoking situations as a
helpful strategy (Item 12, reverse-scored). This misconception is clinically significant, as avoidance is a
well-established maintaining factor in anxiety disorders that can prevent fear habituation.

These findings align with previous research showing similar gaps in understanding adaptive versus
maladaptive coping strategies among educators and other groups [25, 27, 30, 31]. Professional
development programs should therefore explicitly differentiate adaptive self-care (e.g., sleep hygiene)
from maladaptive avoidance, incorporating principles of exposure-based approaches and behavioral
activation to enable teachers to better support students experiencing anxiety.

Knowledge of Professional Help Available
Teachers demonstrated relatively strong knowledge of key therapeutic and safety principles. A large
majority recognized Cognitive Behavioral Therapy (CBT) as an effective treatment (89.7%, M = 3.10, SD = 
0.61) and supported breaching confidentiality in cases of immediate risk of harm (81.8%, M = 3.43, SD = 
0.68). However, 35.1% endorsed breaching confidentiality in non-life-threatening situations (Item 15,
reverse-scored), indicating gaps in nuanced ethical reasoning.
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These findings align with international studies showing similar difficulties in understanding the
boundaries of confidentiality among teachers and health trainees [25, 39]. In the Iranian context, the
results suggest that occupational proximity to students does not fully resolve uncertainties regarding
professional ethics. Professional development programs should therefore incorporate case-based and
vignette-based training to help teachers navigate ethical dilemmas, balancing student safety, consent,
and trust in non-emergency situations.

Knowledge of Information Sources and Access
A notable discrepancy emerged between teachers’ technical proficiency and their confidence in finding
reliable mental health information. While confidence in using technology was high (Item 17: 66.3%, M = 
3.70, SD = 1.21), fewer participants expressed confidence in knowing where to seek information (Item
16: 46.8%, M = 3.41, SD = 1.05), with 52.8% either disagreeing or remaining neutral. This gap increases
the risk of exposure to misinformation in a saturated digital environment.

These findings align with international studies showing that digital access often outpaces the ability to
identify credible sources among educators [25, 27, 32]. Professional development programs should
therefore provide curated, context-specific resource directories and training in evaluating the quality and
reliability of mental health information.

Attitudes Influencing Recognition and Help-Seeking
Mental Health Attitudes Teachers generally expressed favorable attitudes toward professional help-
seeking. A large majority rejected the idea that they would not seek help, believed treatment is effective,
and disagreed that seeking help reflects personal weakness. However, stigmatizing beliefs remained
common: substantial proportions viewed mental illness as not a real medical condition, a sign of
personal weakness, or associated with dangerousness, and many indicated they would conceal their
own mental illness.

Social Distance Social distance increased markedly with the level of interpersonal intimacy. Teachers
showed moderate reluctance toward casual contact (e.g., socializing or living next door) but
substantially stronger rejection of more intimate or systemic roles, including employment, family
marriage, or voting for a politician with a mental illness history. This gradient is consistent with classic
social distance theory [33] and has been observed in other studies in Iran and internationally [25, 28, 34].

Such attitudes may hinder teachers’ willingness to engage in early identification and referral of students,
thereby limiting the effectiveness of school-based mental health support. Targeted interventions,
including contact-based approaches and recovery-oriented narratives, are needed to reduce stigma and
social distance among educators.

Conclusion
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This study provides the first item-level analysis of mental health literacy (MHL) among Iranian teachers
across all six dimensions of the Mental Health Literacy Scale (MHLS). The findings demonstrate that
teachers’ MHL is a heterogeneous profile of strengths and weaknesses, often masked by aggregate
scores. While notable strengths were observed in recognizing common mental disorders, understanding
crisis confidentiality, and using technology for information-seeking, important gaps remain in identifying
less visible disorders, nuanced ethical reasoning, and distinguishing adaptive from maladaptive coping
strategies.

Crucially, the Crisis Hotspot Index highlighted that the most pressing intervention needs lie in
stigmatizing attitudes and social distance, where reluctance to engage in meaningful relationships with
individuals with mental illness remains high. These results underscore that knowledge alone is
insufficient; improving MHL requires addressing the complex interplay between knowledge, attitudes,
and behavioral intentions.

Effective enhancement of teachers’ MHL demands multi-level, targeted strategies including disorder-
specific training, contact-based stigma reduction, curated resource repositories, case-based ethics
education, and supportive policy measures. Investing in teachers’ mental health literacy represents a
high-leverage opportunity to strengthen early identification and support for student mental health.
Educational authorities and teacher training institutions should act on these evidence-based priorities to
bridge the gap between knowledge and practice.

Limitations and Future Directions
Several limitations should be considered when interpreting the findings of this study. First, the cross-
sectional design precludes causal inferences and does not allow tracking of changes in mental health
literacy over time. Future research should employ longitudinal or quasi-experimental designs to evaluate
the stability of identified hotspots and the effectiveness of targeted interventions.

Second, convenience sampling limited to Tehran Province restricts generalizability to other regions of
Iran, particularly rural and underserved areas. Third, the highly skewed gender distribution (93.9%
female) reflects the demographic reality of the teaching workforce in the sampled schools but may
influence patterns of attitudes and stigma. Future studies should strive for more gender-balanced
samples to explore potential differences in MHL profiles.

Fourth, self-report measures are susceptible to social desirability bias, especially for stigmatizing
attitudes and social distance items. Actual classroom behaviors may therefore differ from reported
intentions. Mixed-methods approaches, including vignette-based assessments or observational data,
would help address this limitation.

Finally, although the item-level approach and the Crisis Hotspot Index (CHI) provide greater diagnostic
precision than traditional aggregate scores, the > 30% threshold was chosen for practical educational
planning rather than as a rigorously validated clinical cutoff. Future research should test the
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effectiveness of CHI-informed interventions and examine the index’s psychometric properties across
diverse cultural and educational contexts.
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