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Mental health literacy has been positively correlated with levels of service utilization and 

negatively correlated with levels of stigmatizing attitudes.  The research is sparse in measuring 

parents’ levels of mental health knowledge and even less research exists measuring parents’ 

ability to locate resources in their community.  The current study focused on parents in an urban 

high school in Western, New York.  In this study, six participants completed a survey assessing 

their ability to identify the symptoms of mental illness and locate resources in the community.  

The results showed that participants were able to correctly identify four common mental 

illnesses.  The results also suggested that parents would encourage their children to seek 

professional help and that most knew of resources in the community that can provide that help.  

Participants felt less confident in their ability to access community agencies for information and 

support.   
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 The symptoms of mental illness typically arise during childhood and adolescence 

(Kessler et al., 2007).  Despite 1 in 5 children between the ages of 9-17 having a diagnosable 

mental illness, only 20% of these children receive mental health services (DHHS, 1999; DHHS 

2000).  Factors preventing children from receiving help include socioeconomic status, parental 

mental health knowledge, and levels of stigma (Mendenhall, 2012).  The American School 

Counseling Association stated that counselors have a responsibility to collaborate with 

stakeholders to ensure that families are aware of mental health issues and have access to mental 

health care (ASCA, 2009).  Virtually no research exists that sets to establish a baseline level of 

understanding in a population of parents of high school students.   

 The purpose of this study is to attempt to establish a baseline understanding of the 

research questions what do parents know about mental illness and how effective would parents 

be able to access help for their loved ones if they were experiencing the symptoms of mental 

illness. Research suggests that cultural factors play a significant role in development of 

stigmatizing attitudes and views on mental illness.  This study sought to examine parental 

responses specifically from an urban school district.  The results of this study will be provided to 

Student and Family Support Services within the school for possible incorporation into future 

parent events.   

 The primary research questions are: What do parents know about mental illness and how 

effectively can parents access help for their loved ones if their loved ones were experiencing the 

symptoms of mental illness.  This study examines these questions using a correlational 

quantitative non-experimental design.  Several themes were explored throughout the research, 

including the impact of psychoeducational programs on levels of mental health literacy, the 

effect of stigma on mental health literacy, the need for increasing mental health first aid 
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knowledge, and the impact of both stigma and mental health literacy on levels of service 

utilization.   

 This study assumes that all returned surveys were completed by parents of the high 

school targeted.  It is technically possible that the survey was received by the student or other 

member of the household and was completed and returned.  This study also assumes that parents 

answered truthfully.  This study was limited in the amount of surveys returned.  Caution should 

be used when applying the results of this study to the sample population.  Another limit of this 

study was the content of the survey.  As indicated in the literature, mental illness is more 

stigmatized in African-American, Latino, and Asian-American populations.  Furthermore 

research indicates that African-American and Asian-American families are less likely to family 

issues with strangers (Abdullah & Brown, 2011).   

 For the purpose of this study, the term mental health literacy is defined as knowledge of 

mental illness.  The term student refers to any person enrolled in the high school utilized for the 

sample population.  Stigma is defined as a stereotype surrounding an attribute that is discrediting.  

Parental stigma is defined as stigma held by the parent.  Self-stigma is defined as stigma held by 

an individual about a personal attribute that the individual possesses.   

 In sum, this study aimed to identify a baseline level of understanding of urban high 

school students’ parents of mental illness and their ability to access help.  Understanding the 

knowledge gaps would be helpful in providing the school with informational needs of parents 

surrounding mental illness in an attempt to assure that all families have access to mental health 

care.  The low response rate prevents meaningful interpretation of the results as they cannot be 

confidently applied to the population from which the sample was derived.    

Review of the Literature 
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 The American School Counseling Association (ASCA) states that school counselors have 

a responsibility to promote mental health awareness.  Furthermore, their official position on 

student mental health states that school counselors will “advocate and collaborate with school 

and community stakeholders to ensure that students and their families have access to mental 

health service” (p.50).  Mental health issues impact people of all ages, but the symptoms often 

show up in childhood or adolescence (Kessler et al., 2007).  According to the literature, many 

people struggle to recognize mental illness in others and those that do are unaware of where to 

turn for help (Jorm, et al., 1997; Mendenhall, 2012). Adults often do not know how to provide 

help children with mental health symptoms, and thus give advice that may be unhelpful (Jorm, 

Wright, & Morgan, 2007; Kelly, et al., 2011). Only a fraction of children, experiencing mental 

health difficulties, utilize services (DHHS, 2000), and often only for a limited time (Burnett-

Ziegler & Lyons, 2010).   

 Mental health symptoms often emerge during the ages in which youth are still living at 

home with their parents (NIMH, 2005).  Although the research is lacking in studies that examine 

the mental health educational programming for parents, the research does suggest that 

individuals, who have a better understanding of mental health issues, are able to provide more 

effective help to those in need (Barrio & Yamada, 2010; Kelly et al., 2011; Mendenhall, 2010). 

Children living in poverty have been found to be at greater risk of developing mental illness 

(Farahmand, Grant, Polo & Duffy, 2011). Young people living in urban areas experience 

discrimination, poverty, and failing schools, which create feelings of powerlessness (Feldman, 

2008), increasing their risk of developing mental illness.  Programs targeting schools that serve 

underrepresented urban populations could mitigate the risk of developing these individuals 

developing a mental illness.   
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  Community-based interventions are still needed to help dispel myths of mental illness 

and decrease stigmatizing attitudes (Elkington et al., 2010).  Studies show increasing mental 

health knowledge reduces stigma (Fritz, 2007; Jorm, Kitchener, Fischer, & Cvetkovski, 2010; 

Lopez et al., 2007, Pinto Foltz, Logsdon, & Myers, 2011, Wang & Lai, 2008; Yau, Pun, & Tang, 

2011).  Interventions aimed at increasing this knowledge are necessary in combating childhood 

mental illness.  Children are often unable to initiate treatment without the assistance of a 

caregiver.  Even if the child is willing to enter treatment, parental views can impact whether they 

ultimately receive services.  If stigmatizing views held by parents can be changed by increased 

education and awareness, it could have a positive impact on children’s likelihood of receiving 

services.   

 Rates of mental illness vary by gender, race, socioeconomic status.  The majority of the 

research shows that Caucasians have higher rates of mental illness than their African-American 

and Latino counterparts (NIMH, 2008; SAMHSA, 2010).  Some of the research, however, 

indicates that Latino females have the highest rates of mental illness (McLaughlin, Costello, 

Leblanc, Sampson, & Kessler, 2012) and other research indicates that African-Americans have 

higher rates of mental illness (DHHS, 1999).  The research is consistent in finding that Asian-

Americans have lower rates of diagnosed mental illness than Caucasian, Latino, or African-

American individuals.  Self-reported levels of discrimination have been linked to a higher risk of 

mental illness (Gee, Ryan, Laflamme, & Holt, 2006; Williams, Yan, & Jackson, 1997).  

Although there may be discrepancies in the prevalence of mental illness among different racial 

groups, groups experiencing larger amounts of discrimination are at a higher risk of developing 

mental illness.  

Mental Health Literacy 
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 Jorm et al. (1997) defined mental health literacy as the “knowledge and beliefs about 

mental disorders which aid in their recognition, management, or prevention” (p. 182).  Research 

revealed that levels of mental health literacy were negatively correlated with stigmatizing 

attitudes (Chandra & Minkovitz, 2006; Wang & Lai, 2008) and positively correlated with 

increased service utilization (Amone-P’Olak et al., 2010; Masuda, Anderson, & Edmonds, 2012; 

Mendenhall, 2012). Research was conducted on levels of mental health literacy in both the 

general population and within specific cultures (Lazaratou, Anagnostopoulos, Alevizos, Haviara, 

& Ploumpidis, 2007; Lopez et al., 2009).  Power (2010) suggested that evidence-based 

promotion of mental health information would increase both public understanding and 

acceptance of mental health disorders.    

 A few studies that examined the effect of different programs aimed at increasing mental 

health literacy (Barrio & Yamada, 2010; Dietrich, Mergl, Freudenberg, Althaus, & Hegerl, 2010; 

Lopez et al., 2009) were found. The first study investigated the effectiveness of a media-based 

public awareness campaign on depression (Dietrich, et al., 2010).  Radio, television, and print 

media were used to disseminate information about depression and how to obtain help.  Three 

telephone surveys (pre-campaign, and 10 and 22 months post-campaign) revealed that the 

campaign increased public awareness about depression, but any effects related to decreasing 

prejudices or increasing knowledge of treatment options were short-lived. Media alone was not 

effective for long-lasting mental health literacy.  Two other studies (Barrio & Yamada, 2010; 

Lopez et al., 2009) examined the impact of programs targeting mental health literacy in Latino 

populations.  The first (Lopez et al., 2009) examined the use of PowerPoint, audio clips, video 

clips, and paintings on increasing knowledge of psychosis. After the intervention, participants 

possessed an increased knowledge of psychosis, had more realistic beliefs about the self-efficacy 
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of individuals experiencing psychosis, had more positive attitudes about psychosis, and were 

able to identify more effective methods for providing help.   The second study (Barrio & 

Yamada, 2010) included 26 dyads of clients and caregivers who participated in a culturally 

competent, family-centered model, which increased mental health literacy, reframed views of 

individuals with mental illness, and improved assertiveness about seeking treatment. The three 

studies (Barrio & Yamada, 2010; Dietrich et al., 2010; Lopez et al., 2009) revealed, at least in 

the short term, mental health literacy interventions are effective in raising awareness about 

mental health symptoms. Related to increasing mental health literacy, a second target for 

ensuring youth have access to mental health services is to address stigma. 

Stigma 

 Erving Goffman (1963) defined stigma as an “attribute that is deeply discrediting” (p. 3) 

and a “relationship between attribute and stereotype” (p. 4).  Stigma related to mental illness is 

prevalent in our society and visible across all cultures (Hinshaw, 2005).  The effects of stigma 

are plentiful in the literature, and evidence has shown that stigmatizing views impact individuals’ 

willingness to seek mental health services (Komiya, Good, & Sherrod, 2000; Vogel, Wade, & 

Haake, 2006).  Stigmatizing views held by families, cultures, communities, and societies impact 

how individuals with mental illness view themselves (Markowitz, Angell, & Greenburg, 2011; 

Moses, 2010).   

 The Surgeon General cited stigma as the most formidable obstacle to progress in the area 

of mental health.  In his report, the Surgeon General identified that stigma leads to the 

discrimination of individuals suffering from mental illness and prevents these individuals from 

obtaining the help they need (DHHS, 1999).  Studies show that stigma is negatively correlated 

with mental health literacy, or the ability to recognize, manage, and prevent mental illness (Fritz, 
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2007; Jorm et al., 1997; Lopez et al, 2009).  Interventions aimed at increasing mental health 

knowledge ultimately decrease stigmatizing attitudes (Corrigan & Shapiro, 2004, Guttierez-

Maldonado, Caqueo-Urizar, & Ferrer-Garcia, 2009).  There is evidence to suggest that 

stigmatizing views are more prevalent in certain cultural groups, in particular, Latino, African-

American, and Asian-American communities (Elkington et al., 2012; Garcia, Gilchrist, Vazquez, 

Leite, & Raymond, 2011; Hinshaw, 2005; Johnson, Mills, DeLeon, Hartzema, & Haddad, 2009; 

Kranke, Guada, Kranke, & Floersch, 2012; Rojas-Vilches, Negy, & Reig-Ferrar, 2011).  

Promoting culturally competent mental health awareness in these aforementioned communities 

could decrease stigmatizing views, thus increasing the likelihood that members would receive 

mental health treatment.   

 The impact of programs to reduce stigma. Research, albeit minimal, suggests that 

parental-held stigmatizing attitudes impact the parents’ likelihood of obtaining professional help 

for their children when their children exhibit mental health symptoms (Burnett-Zeigler & Lyons, 

2010; Fritz, 2007; Mendehall, 2012). The research suggests that interventions, to overcome this 

stigma, could prove to be effective in increasing parents’ likelihood of seeking treatment for their 

children (Burnett-Zeigler & Lyons, 2010; Cohen, Calderon, Salinas, SenGupta, & Reiter, 2012; 

Fritz, 2007). Stigma was found to lead to parents’ avoidance of addressing mental health issues 

of their children  (Fritz, 2007).  This avoidance leads to children lacking treatment that could 

dramatically reduce their symptoms.  Fritz also suggested that programs targeting parental 

stigma could impact the future of children’s mental health.   

 Kelly, et al. (2011) examined the effect of a mental health training course on stigmatizing 

attitudes in a sample of 246 Australian adults. Kelly et al. found that, after a 14-hour mental 

health first aid course, participants held less stigmatizing views about depression and 



MENTAL HEALTH LITERACY  
  

14 

schizophrenia.  Prior to the intervention, 35% of participants perceived individuals suffering 

from depression to be dangerous, 65% agreed that they were unpredictable, and 12% thought 

that individuals with depression could snap out of it.  Immediately following the intervention, 

only 25% found this same group to be dangerous, 48% found them to be unpredictable, and only 

6% held the view that individuals with depression could snap out of it.  The results were even 

greater when participants were questioned about schizophrenia, with scores significantly 

improving on perceived dangerousness and unpredictability.  Similar results were found in a 

study of 45 caregivers of individuals suffering from schizophrenia.  Guttierez-Maldonado and 

Lewis (2009) conducted a controlled experiment in which caregivers were assigned either to a 

group, who received an intervention targeting knowledge of schizophrenia, or a usual-care 

group.  Following the intervention, individuals in the experimental group showed more positive 

attitudes about schizophrenia and were able to view the disorder in a more flexible way.  

Similarly, Lopez et al. (2009) examined the effect of a 35-minute psychoeducational group to 63 

community residents and 42 caregivers of individuals with psychosis in a Spanish-speaking 

community.  Like the findings of the other studies (Guttierez & Maldonado, 2009; Kelly et al., 

2011), Lopez et al. found that the intervention decreased negative attitudes about psychosis.  

Lastly, a study of 1,040 students, ages 12-19, were administered the 17-item public stigma scale 

for depression, and the 10-item self stigma of seeking help scale both prior to and after the 

implementation of a program aimed at decreasing stigma (Yau et al., 2011). Prior to the 

implementation of the program, participants possessed more negative views about mental illness, 

and that stigmatizing beliefs led to negative views on seeking treatment.  Following the 

implementation of the program, students reported beliefs that were geared more toward social 

inclusion, respect and acceptance of individuals experiencing mental illness.  
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 The studies (Guttierez & Maldonado, 2009; Kelly et al., 2011; Lopez et al., 2009; Yau et 

al., 2011) all shared a common theme of assessing attitudes about some form of mental illness 

prior to and after an intervention aimed decreasing stigma.  Each of these studies was successful 

in getting participants to view the targeted mental illness in a way that promotes more respect for 

individuals suffering for these mental illnesses.  Furthermore, researchers found that stigmatizing 

views were related to negative views about seeking treatment (Yau et al., 2011). In contrast to 

the aforementioned studies, one study examined the benefit of  “In Our Own Voice” training, 

which focused on contact with individuals suffering from mental illness, on mental health 

literacy and stigmatizing attitudes (Pino-Foltz et al., 2011).  Pino-Foltz et al. found that, although 

this intervention increased rates of mental health literacy, stigmatizing attitudes were not 

subsequently decreased.  These results could suggest that the content of the intervention is 

weighty and increased mental health knowledge alone is not enough to decrease stigmatizing 

attitudes.   

 The effect of parental stigma on adolescent self-stigma.  The available research on the 

origins of stigmatizing attitudes points strongly at individual, parental, cultural, and societal 

factors in the development of stigmatizing beliefs (Hinshaw, 2005).  The research indicates that 

stigmatizing attitudes are formed early in development (Hinshaw, 2005) and that stigmatizing 

views held by parents, cultures, and societies often translate into self-stigma of individuals 

experiencing mental illness (Moses, 2010). Furthermore, it has been shown that higher levels of 

self-stigma translate into individuals being less likely to seek and accept help (Barney, Griffiths, 

& Jorm, 2006; Bathje & Pryor, 2011; Chandra & Minkovitz, 2007; Hinshaw, 2005; Komiya & 

Good, 2000; Vogel et al., 2006).   



MENTAL HEALTH LITERACY  
  

16 

 Stigma within the family. Moses (2010) and Markowitz et al. (2011) examined the 

impact of parental stigma on self-stigma in youth experiencing mental illness. In both studies, 

parents’ negative views on mental illness were correlated with the likelihood of having a child 

who possessed self-stigmatizing views. Parents, who were more optimistic about their child’s 

diagnosis, had children who reported a lower level of self-stigma (Moses, 2010).  Parents of 

children with a mental health diagnosis, who reported concealing their child’s diagnosis or, who 

held negative views about the amount of control their child had over their mental health 

symptoms, had a greater likelihood of having a child who possessed self-stigmatizing views. 

Children were accurately able to assess the stigmatizing views held by their parents (Markowitz 

et al., 2011). A correlation was discovered between parental self-stigmatizing views and 

symptoms, self-efficacy, and life satisfaction.  Negative appraisals were found to facilitate 

sustained symptoms, reduce a sense of self-control, and lower feelings of empowerment and 

motivation. The researchers concluded that parental-held stigmatizing attitudes about their 

child’s mental health diagnosis, whether salient or unexpressed, impacted the level of self-stigma 

experienced by the child and ultimately, willingness to accept mental health treatment (Moses, 

2010). Furthermore, those who do accept treatment are not only impacted by clinical 

interventions, but also the views held by the family (Markowitz et al., 2011) 

 Stigma external to the family. Fritz (2007) identified that, in a study of 1,134 American 

parents, 30% of parents stated that they would not want their child to be friends with a child 

suffering form depression.  Furthermore, 25% of parents would not want to live next door to a 

child suffering from depression.  If children are using these cues to form their opinions of mental 

illness, then it is clear that targeting parental attitudes could be helpful in decreasing self-stigma 

in youth.    
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  Cultural beliefs and their impact on stigmatizing attitudes.  There is much evidence 

to suggest that culture plays a large role in the development of stigmatizing attitudes about 

mental illness.  In particular, Latino, African-American, and Asian-American cultures tend to 

hold more stigmatizing beliefs than their white counterparts (Kranke et al., 2012; Rojas-Vilches 

et al., 2011).  Individuals, who are part of these cultures, are also less likely to seek treatment due 

to stigma (Elkington et al., 2012)  

 African-American populations. In one study, 17 African-American youth, who were 

diagnosed with a mental illness, were interviewed about their perceptions of mental health help-

seeking and psychiatric medication (Kranke et al., 2012).  These youth provided researchers with 

information about the source of stigmatizing attitudes.  The participants cited cultural beliefs 

within the African-American community as one of the primary reasons that they were reluctant 

to seek help or take psychiatric medication.  In another study, 10 African-American women 

suffering from panic disorder participated in a focus group (Johnson et al., 2009).  These women 

were asked several questions to assess how anxiety and mental health treatment were viewed 

among their families and in their communities.  Participants reported being labeled as spiritually 

weak, that they commonly heard hurtful language used to describe mentally ill individuals, that 

there was a stigma about psychiatric medication, and that there were cultural barriers to 

communication in treatment. These two studies focused on a total of 27 individuals with a mental 

health diagnosis and are not representative of the African-American population as a whole, but 

the results suggested that culture plays a role in stigmatizing attitudes and that these attitudes are 

preventing people from obtaining help.   

 Research has shown that media messages play a large role in the generation of 

stigmatizing views (Elkington et al., 2012; Kranke et al., 2012).  Messages related to depression 
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were examined in the three most popular African-American magazines: Ebony, Jet, and Essence 

(Clarke, 2010).  Many of the themes discovered in these magazines pointed to a lack of cultural 

competence on behalf of treatment providers, African-Americans’ continued vulnerability to 

racist social policies, and diagnosis of depression being a threat to black identity.  These articles 

also discussed depression in terms of spirituality.  Individuals suffering from mental illness were 

described as being “spiritually lacking” and many of the articles suggested that problems with 

depression could be handled within the church.  Readership among these publications was not 

established and no studies were located that measured the impact of these media messages in 

individuals who were readers of these publications, however, the information is still valuable.   

 Latino Populations. Latino culture is highlighted by collectivism, interdependence, and 

cooperation (Abdullah & Brown, 2011).  The personas of marianismo and machismo in Latino 

identity have been identified in the research (Abdullah & Brown, 2011).  Marianismo is the 

concept that women handle suffering with dignity.  Machismo is the concept that males remain 

strong and provide for their family.  Diagnosis of mental illness can impact Latino identity by 

running contrary to these personas.  If a woman seeks help for mental illness, she is no longer 

considered to be handling suffering with dignity and may face scorn from other members of the 

community.  If a male is suffering from mental illness, he may be viewed as “weak” and unable 

to provide for his family.   

 The literature contained several studies that focused on the roots of stigmatizing attitudes 

in Latino culture.  Stigmatizing beliefs were examined among 66 Puerto-Rican youth, 62 Cuban 

youth, and their parents (Rojas-Vilches et al., 2011). The researchers found that stigmatizing 

attitudes were positively correlated with the participants’ level of enculturation.  The more 

encultured individuals were toward Latino culture, the more likely they were to identify 
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individuals with mental illness as dangerous, to have poor personal and interpersonal skills, and 

to be incurable.  In another study, 234 Latino urban and rural immigrants, mostly from Mexico, 

completed a questionnaire about mental illness (Garcia et al., 2011).  The results showed that 

35% of urban immigrants and 9% of rural participants equated seeing a mental health 

professional to being crazy. The number of urban immigrants that hold stigmatizing views on 

treatment has important implications for working with parents in urban school districts, many of 

which may be first generation Latino families.  Many first generation immigrants from Latino 

families remain encultured toward their native culture and their views on mental illness are 

impacted (Rojas-Vilches et al., 2011).    

 Asian-American Populations.  Asian-Americans often do not confide in people outside 

of their family and close friends due to stigma and mistrust in the mental health system (Li & 

Keshavan, 2010).  Despite the large amount of heterogeneity found among Asian-Americans, the 

virtues of filial piety, or respect to the family, and collectivism are central to many Asian cultures 

(Ozer & McDonald, 2006).  Asian cultural values have been positively correlated with an 

increase in stigmatizing attitudes (Miville and Constantine, 2007).   

 In a study of 201 college women of Asian decent, scores on the Stigma Scale for 

Receiving Psychological Help (SSRPH) and the Intentions to Seek Counseling Inventory (ISCI) 

were compared to the Asian Values Scale (ASV; Miville & Constantine, 2007). The ASV 

measures an individual’s levels of traditional Asian cultural values such as filial piety and 

conformity to norms.  The results of this study indicated that high scores on the ASV were 

positively correlated with higher scores on the SSRPH and negatively correlated with higher 

scores on the ISCI.  There is evidence to suggest that self-stigma is more of a mediating factor in 

acceptance of professional help than social stigma (Iwasaki, 2005) 
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 Loya, Reddy, and Hinshaw (2010) examined differences in stigmatizing attitudes 

between samples of 74 Caucasian college students and 54 South-Asian college students.  The 

results showed that South-Asian college students held more personal stigma toward individuals 

suffering from mental illness than their Caucasian counterparts.  The group comprised of South 

Asian students also demonstrated more negative attitudes toward seeking professional help.  

Interestingly, no difference was found in levels of perceived stigma, which supports Iwasaki’s 

(2005) assertion that self-stigma has a larger role in the South Asians’ willingness to obtain 

professional help.   

 Attempts to provide a possible explanation for the increase in stigmatizing attitudes were 

present in the research.  The Asian value of conformity to norms is high in people of Asian 

decent.  Mental illness is seen as unnatural and, thus, a deviation from norms in society 

(Abdullah & Brown, 2011). If mental illness conflicts with traditional Asian values, then it is not 

surprising that Asian cultures hold stigmatizing attitudes toward individuals who are 

experiencing mental illness.   

 Understanding the roots of stigmatizing attitudes is crucial in attacking stigma.  The 

experience of individual and systematic racism by African-Americans has created a need to 

appear strong in the face of vulnerability (Clarke, 2010).  Latino culture focuses on collectivism 

and equal contribution.  It is important to appear strong and not be viewed as a “weak link” 

(Abdullah & Brown, 2011).  Taking culture into consideration when developing new 

interventions to decrease stigma could have a large impact on their success.   

 

Service utilization 
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 Twenty-one percent of children aged 9-17 have a diagnosable mental illness that causes 

at least minimal impairment (DHHS, 1999).  Of these children, only one in five receives mental 

health treatment (DHHS, 2000).  The research shows that levels of mental health literacy, levels 

of stigma, and utilization of mental health services are all correlated (Clarke, 2010; Masuda et 

al., 2012; Mendenhall, 2012, Pescosolido et al., 2008; Vogel et al., 2006).  Many factors 

influence service utilization, including socioeconomic status, mental health knowledge, culture, 

and location (Mendenhall, 2012).  Exploring how these factors impact service utilization can aid 

in the development of programs that can combat these disparities.   

 Socioeconomic status.  Children from low-income families have lower rates of service 

utilization than their higher-income counterparts. Children from low-income families also have 

higher rates of parental stress, parental depression, exposure to poverty, exposure to violence, 

and individual stress (Bringewatt & Gershoff, 2010).  Members of this population are also 

accessing services for shorter periods of time (Burnett-Ziegler & Lyons).  Families with low 

incomes have barriers that prevent them from seeking services, such as, lack of health insurance 

and lack of transportation (Mendenhall, 2012).  

 Mental health knowledge.  Several studies have focused on links between low service 

utilization and mental health knowledge (Amone-P’Olak et al, 2010; Barrio & Yamada, 2010; 

Mendenhall, 2012). Many people are unable to correctly identify mental health symptoms in 

others, and people who are able may be unaware of available treatments or ways to obtain help 

(Jorm et al., 1997).  If parents are unable to identify a disturbance in their child as a symptom of 

mental illness, then it is unlikely that they would utilize mental health services to help their child 

(Mendenhall, 2012).   
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 A study of 2,149 youth examined the relationship of certain parental characteristics and 

service utilization (Amone-P’Olaket al., 2010).  The researchers linked higher levels of maternal 

education with higher rates of mental health service utilization. The researchers speculated that 

mothers who had higher levels of education may have higher levels of mental health knowledge, 

which increases the likelihood that these mothers will access services for their child. The 

researchers, however, did not provide a direct correlation between mental health knowledge and 

service utilization.  Low maternal education could have led to socioeconomic issues that 

impacted the rates of service utilization rather than knowledge of mental health issues.  

 A study of 165 children and their parents conducted by the National Institute of Mental 

Health, however, did find a correlation between parents’ knowledge about mental illness and 

accessing mental health services for their child (Mendenhall, 2010). Another study of 24 parents 

of children with mental illness enrolled in the Children’s Health Insurance Program (CHIP) in 

California (Cohen et al., 2012) also found a relationship between parents’ willingness to seek 

help on behalf of their children and their perceptions about mental health and the need for mental 

health services.  Parents cited the need for more mental health knowledge and information about 

how to navigate mental health resources in the community (Cohen et al., 2012).  

 Cultural factors.  African-Americans, Latinos, and Asian-Americans have lower rates of 

mental health service utilization than their white counterparts (Loya et al. 2010; Merikangas et 

al., 2010). There are many cultural factors that prevent the utilization of services in these cultural 

groups.  African-Americans may see treatment as a “white thing” and a threat to black identity 

(Clarke, 2010).  One study showed that African-Americans were more likely to think that 

depression will resolve itself on its own (Pescosolido, 2008).  Another study found that Latino 

and African-American cultures had higher rates of stigmatizing attitudes and that stigma is often 
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found in tandem with discrimination (Elkington et al., 2012).   A third study explored the 

somatization of mental health symptoms its role as a barrier in detecting mental illness in Latino 

populations (Bauer, Chen, & Algeria, 2012).  They found that Latino individuals are more likely 

than other ethnic groups to experience stress physically and that this difference can make it more 

difficult to detect mental illness.  

 Location.  Several studies examined location as a factor impacting service utilization 

(Garcia et al., 2011; Mendenhall, 2012). Location was ranked as one of the top three reasons for 

low service-utilization, with urban children receiving more services than rural children 

(Mendenhall, 2012).  Researchers suggested that rural children have less access to services in 

their communities. Urban areas also likely have a higher concentration of qualified mental health 

professionals.  A study of urban versus rural immigrants, however, found that individuals in 

urban communities were significantly less likely to know available mental health resources for 

adolescents than their rural counterparts (Garcia et al., 2011). 

 Age and gender factors. In addition to the already mentioned factors that negatively 

impact service utilization, the literature identified age and gender as significant predictors of 

service. Older college students were more likely to seek mental health services (Masuda et al., 

2012).  On the other hand, in a study of 1,998 Australian adults, researchers found that younger 

adults (ages 18-25) viewed informal sources of help (parents, friends) equally as helpful as 

counseling (Farrer, Leach, Griffiths, Christiansen, & Jorm, 2008). As participants increased in 

age, their views about formal versus informal help shifted and they increasingly preferred 

counseling to informal social supports. The cause for these differences was not studied in the 

literature, but identifying factors that cause a shift in treatment preferences could shed light on 

why older adolescents are not seeking treatment.   
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 Gender also plays a role in utilization of services.  In a study of 8th graders, researchers 

found that females had a higher level of mental health knowledge and males had a higher level of 

stigmatizing attitudes (Chandra & Minkovitz, 2006).  Predictably, the researchers also found that 

girls were more likely to seek help for mental health problems.  In a study of 1,207 young 

Australians (ages 12-25), female respondents were more likely to identify depression from a 

vignette (Cotton, Wright, Harris, Jorm, & McGorry, 2006). Females were also more likely to 

encourage the use of mental health services to the individuals described in the vignettes.  Males 

were more likely than females to identify that the person described in a depression vignette was 

suffering from mental illness, but were less likely to be able to identify the mental illness 

specifically as depression.  Males were also more likely than females to endorse alcohol as an 

effective treatment for depression.  A vignette describing schizophrenia was also used in this 

study, but the researchers were unable to identify any gender differences in identification or 

suggestions for help.  Finally, in a study of 6,483 adolescents ages 13-18, researchers found that 

females had a much higher chance of being treated for mood or anxiety disorders (Merikangas et 

al., 2011).  The research was lacking in any explanations for this difference, but using the results 

of the previously mentioned studies, one can speculate that females are more likely to receive 

treatment because they have more positive views about seeking help for mental health problems.   

Mental Health First Aid 

 A number of studies have been conducted on the help-seeking intentions of adults when 

presented with an individual experiencing mental health symptoms. These studies have found 

that the public does not always know what is helpful when providing suggestions to individuals 

experiencing mental illness (Jorm, Morgan, & Wright, 2008; Yap & Jorm, 2012).  Furthermore, 

the people providing help do not always feel confident doing providing this help (Jorm et al., 
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2010, Kelly et al., 2011).    Using the research, programs can be developed that provide parents 

with the ability to provide helpful interventions to children experiencing the symptoms of mental 

illness and increase the parents’ confidence in doing so.   

 Knowledge of helpful interventions in youth and parents.  Two studies attempted to 

examine the mental health first aid intentions of youth and their parents (Jorm et al., 2007; Yap 

& Jorm, 2012).  In the first study, a random sample of 3,746 Australian youth and their parents 

were read vignettes during a telephone interview that described an individual with depression 

(Jorm et al., 2007).  The purpose of the study was to assess differences in mental health first aid 

intentions.  The results showed that young adults were less likely than their parents to 

recommend that the person described in the vignette seek help from a mental health professional.  

The study found that the majority (over 80%) of parents and youth perceived assessing the 

individual’s risk of suicide to be harmful.  These results are troubling because 17% of female 

high school students and 10% of male high school students have contemplated suicide within the 

past year (CDC, 2012).  Additionally, one-third of parents stated that they would not suggest 

professional help for the person described in the vignette.  In a follow-up study, 1,520 of the 

original participants, along with their parents, were interviewed via telephone to examine which 

interventions had been used following the initial study (Yap & Jorm, 2012).  The researchers 

also examined whether mental health first aid intentions predicted actions and the impact of 

stigmatizing attitudes on these actions.  Although the results showed that stigmatizing attitudes 

did not predict which mental health first aid actions were taken, but that these attitudes still had 

an impact.   

 Individuals in the second study (Yap & Jorm, 2012), who perceived that the vignettes 

described a person who was weak, but not sick, were more likely to endorse talking firmly to 
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them about getting their act together.  Individuals who scored higher on an instrument measuring 

desired social distance were less likely to help make an appointment for a person suffering from 

mental illness.   Yap and Jorm found that the stigmatizing attitudes held by participants 

influenced first aid actions more than other respondent characteristics.  Although it would be 

beneficial, the researchers in the second study were not able to ascertain, which of the mental 

health first aid intentions identified in the first study (Jorm et al., 2007), were impacted by the 

stigmatizing attitudes examined in the second study (Yap & Jorm, 2012).   

 The results of these two studies suggest that parents are not prepared to provide 

appropriate mental health first aid to individuals exhibiting the signs of mental illness.  Since the 

vignettes described a person that had no connection to the participants, it is difficult to determine 

what first aid intentions would be taken if the participants’ child were to exhibit the same 

symptoms.  Regardless, the results show both a need for further education surrounding 

appropriate mental health first aid actions when faced with an individual exhibiting mental health 

symptoms, as well as, a need for decreasing stigmatizing attitudes that contribute to these 

unhelpful first aid actions.   

 Interventions targeting mental health first aid knowledge. Several studies have 

demonstrated the efficacy of interventions aimed at increasing mental health first aid knowledge. 

The impact of a 14-hour youth mental health first aid course was examined in a random sample 

of 246 Australian adults (Kelly et al., 2011). Post-intervention, participants felt more confident 

providing help to individuals experiencing depression and psychosis, and first aid intentions 

were more effective.  In another study, researchers conducted a controlled experiment in which 

participants were either presented with an e-learning mental health first aid training, were asked 

to read a the Mental Health First Aid manual, or were placed into a control group (Jorm et al., 



MENTAL HEALTH LITERACY  
  

27 

2011).  The results showed that the training provided via e-learning increased knowledge of 

effective interventions for depression from 37% to 67% and for psychosis from 45% to 72%.  

After reading the Mental Health First Aid manual, participants increased their knowledge of 

effective interventions for depression from 40% to 65% and from 44% to 79%.  The control 

group saw an increase as well, but the change was much smaller. Jorm et al. also found a 

significant increase in confidence in providing help among the groups that participated in the e-

learning experience and that read the Mental Health First Aid manual.  Similar results were also 

found with increases in help-seeking intentions after an intervention aimed at increasing mental 

health literacy (Lopez et al., 2009).   

 The results of these studies show that interventions that aim to increase mental health first 

aid knowledge are effective.  The only study that examined retention of knowledge beyond the 

conclusion of the program was Kelly et al. (2012).  In this study it was found that knowledge 

gained in the Youth Mental Health First Aid course extended to a 6 month post-test.  The other 

studies mentioned did not measure change past the initial post-test, so it is difficult to speculate 

how long-lasting the effects of the training were.  Nevertheless, these studies show promise that 

individuals with little experience with mental illness can learn effective mental health first aid 

treatments.   

The school counselor’s role 

Interventions that target students’ academic, career, and personal/social development 

benefits all children and adolescents (ASCA, 2005).  Any intervention that provides parents with 

the tools to better help their child’s personal/social development would benefit the child. The 

literature has provided evidence that suggests that parents need more knowledge of mental 

illness and mental health resources (Chandra & Minkovitz, 2006; Wang & Lai, 2008).  This 
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information has been shown to decrease stigma and increase both mental health literacy and 

service utilization (Amone-P’Olak et al., 2010; Masuda et al., 2012; Mendenhall, 2012). 

Assessing for gaps in knowledge would, according to this principle, ultimately help students.   

School counselors also have an obligation to assist other adults in being able to better 

meet the academic, career, and personal/social needs of students in an attempt to remove barriers 

to individual students’ success (ASCA, 2005).  ASCA (2005) stated that this should be done 

through advocacy and collaboration with adults who have a shared interest in the students’ 

success.  The school counselor’s duty is to work not only with the child, but also to work with 

any adults who have a stake in the student’s success.  Applying this problem to mental health 

literacy of parents, assessments that identify gaps in knowledge allow for the school counselor to 

collaborate with parents in an attempt to best help their child achieve success.   

Interventions that are intentionally designed and target specific needs are more effective 

than those that do not (ASCA, 2005).  It is important to understand the needs prior to developing 

an intervention to combat a problem.  Applying this principle to the problem, assessing parents is 

important in order best understand the gaps in knowledge.  The literature provided a plethora of 

information about the needs of specific populations (Abdullah & Brown, 2012; Lazaratou et al., 

2007; Lopez et al., 2009; Power, 2010), but none were representative of a population within an 

urban school district.  In order to adhere to this principle, specific interventions would need to be 

developed based on the needs of the specific population.   

Conclusion 

 A lack of accurate knowledge of mental illness is contributing to both stigma and lowered 

rates of service utilization (Barrio & Yamada, 2010; Chandra & Minkovitz, 2006; Fritz, 2007; 

Guttierez-Maldonado et al., 2009; Komiya et al., 2000; Vogel et al., 2006). Stigma is preventing 
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people from seeking help due to fear of discrimination and being labeled as crazy (Fritz, 2007; 

Vogel et al., 2006).  The literature also provided evidence to support the role of culture in the 

development of stigmatizing attitudes and service utilization. (Abdullah & Brown, 2011; Clarke, 

2010; Kranke et al., 2012).    

 The studies present in the literature suggested that stigma can be mitigated by raising 

mental health awareness and providing accurate information about mental illness (Fritz, 2007; 

Jorm et al., 2010; Lopez et al., 2009; Pino-Foltz et al., 2011; Wang & Lai, 2008).  The literature 

also suggested that culture plays a role in the development of stigmatizing attitudes (Abdullah & 

Brown, 2011; Clarke, 2010; Kranke et al., 2012). Service utilization rates are often low in 

populations with limited resources.  In order to ensure that all families have the same access to 

services, investigation into barriers should be an integral part of any intervention. There is 

evidence to suggest that providing information about mental illness would be helpful in 

decreasing stigma (Fritz, 2007; Jorm et al., 2010; Lopez et al., 2009; Pino-Foltz et al., 2011; 

Wang & Lai, 2008). 

 School counselors have a duty to promote mental health awareness and they have the 

ability to collaborate with various stakeholders serving children to accomplish this task (ASCA, 

2009).  Prior to intervention it is important the particular population targeted is considered.  The 

literature demonstrated vast differences in knowledge and a need for interventions that tailored to 

the needs of the population being targeted.  In addition to considering trends in the literature, it is 

also important to assess individuals for gaps in knowledge.  The current available literature 

lacked studies that examined parents’ knowledge of how to access specific resources. A more 

holistic look is needed at parents’ familiarity with how to obtain help for their children when 

mental illness is suspected.   
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Research Questions 

1. Can parents recognize signs of mental illness? 

2. Are parents aware of appropriate resources for providing help to a child experiencing mental 

health issues?  
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Methods 
 

 The following research questions were addressed in this study: Can parents recognize the 

signs and symptoms of mental illness and are parents aware of appropriate resources for 

providing help to a child experiencing mental health issues.  This study utilized a quantitative, 

non-experimental design in which participants completed a survey that contained 4 questions in 

which they had to identify a particular mental illness based on a list of symptoms followed by 18 

likert-scale questions assessing their level of mental health literacy, and willingness and ability to 

access help for their child.  The survey also contained demographic questions that inquired about 

the age, sex, and race of the participants.   

Participants 

 The sampling procedure used by the researcher was purposive sampling. All parents of 

students attending a high school in an urban school district in Western New York were invited to 

participate in this study.  The demographics of the high school are as follows:  69% African-

American, 23% Hispanic/Latino, 3% Asian or Native Hawaiian, and 4% White (New York State 

School Report Card, 2012).  Seventy-seven percent of the school is eligible for reduced-price 

lunch and 17% of students are limited in their English proficiency.  In total, 318 parents were 

invited to participate in this study.  Of the 318 invited, 4 surveys were returned by the post office 

as undeliverable, bringing the total of participants invited to 314.  Of these 314 parents invited to 

participate in the study, 6 completed and returned their survey, representing a 2% response rate.  

Of the 6 participants, 5 were female and one participant chose not to answer.  The mean age was 

two participants were African-American, one participant was Hispanic/Latino, two participants 

were Caucasian, and one participant chose not to answer.   
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Procedure 

 All parents of students attending an urban high school in upstate New York were mailed 

informed consent and a brief survey assessing their level of knowledge of mental illness.  

Communication was sent in Spanish for participants whom utilize Spanish as their primary 

language.  Surveys were mailed via the school district’s print shop and the researchers covered 

all printing and postage costs, including return postage. Completed surveys were returned to the 

school in a postage-paid pre-addressed envelope.  Participation in the study was anonymous and 

there was no way to link the completed survey to the participant.  Completed surveys were stored 

in a locked filing cabinet until the cessation of the study, after which they were destroyed.   

Instruments 

 A survey was developed by researchers for use in this study.  The survey contained 

twenty questions pertaining to knowledge of mental health issues and also contained three 

demographic questions; age, sex, and race.  Questions 1-4 involved matching a list of common 

symptoms of depression, bipolar disorder, generalized anxiety disorder, or schizophrenia to their 

appropriate illness.  Questions 5-20 are likert-scale questions with answers being strongly 

disagree, disagree, agree, or strongly disagree.   Questions 1-4, 7, 9 and 10 surveyed 

participants on their knowledge of mental health symptoms.   For analysis, the response of 

strongly disagree was given a score of 1, disagree a score of 2, agree a score of 3, and strongly 

disagree a score of 4. These questions were selected because the literature identified that lack of 

knowledge of mental illness and its symptoms were a significant factor in lack of mental health 

treatment (Garcia et al., 2011; Leavey, 2011; & Mendenhall, 2012).  The literature also identified 

that stigma was decreased with greater knowledge of depression and schizophrenia (Kelly et al., 

2011).   Questions 5 and 6 surveyed participants on the prevalence of depression and anxiety 
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disorder.  These questions were selected to because the literature identified that these two 

disorders are fairly common in youth with some cultures experiencing higher levels than others 

(DHHS, 1999; McLaughlin et al. 2012; NIMH, 2008; SAMSHA, 2010).  Question 8 was used to 

assess whether participants had a family member with mental illness.  This question was used to 

determine whether participants had previous knowledge of mental health issues.  Question 11 

assesses parent’s willingness to seek help for their child from a qualified mental health 

professional.  There is evidence to suggest that individual with a low level of mental health 

knowledge are not confident providing help to individuals experiencing mental illness (Kelly et 

al. 2011; Yap and Jorm, 2012).  Question 12 assesses parental views on medication.  Studies 

have suggested that there is a great deal of ignorance about medication, and that this ignorance 

leads to children lacking access to medication that could potentially help them (Lazaratou et al., 

2007).  Questions 13-20 assess parents’ ability to access resources at the school and in the 

community that can support them in providing help to a child with mental illness.  The literature 

suggested that people do not know where to turn to access services for an individual with mental 

illness (Garcia et al., 2011).  Cohen et al. (2012) found that a lack of ability to navigate the 

mental health system was the largest barrier to children receiving care.   

 The demographic questions were added because the literature identified that culture plays 

a large role in the way that mental illness is perceived (Abdullah & Brown, 2011, Burnett-

Zeigler & Lyons, 2010; Elkington et al., 2007; Johnson et al. 2009; Kranke et al. 2012; 

Pescosolido et al., 2008) Gender differences were also found to exist with females being more 

likely to seek treatment for mental illness (Chandra & Minkovitz, 2006).  
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Results 
 

 The data was analyzed using IBM SPSS 2.0.  The first four questions focused on 

participants’ ability to match a list of mental health symptoms with its corresponding mental 

illness.  Participants were given a score of 1 if they answered the question correctly and 0 if they 

answered incorrectly.  Of the 6 participants who returned their survey, 4 (66.66%) participants 

were able to correctly identify depression, 5 (83.33%) participants were able to correctly identify 

generalized anxiety disorder, 4 (66.66%) participants were able to correctly identify bipolar 

disorder, and 4 (66.66%) participants were able to correctly identify schizophrenia.  Table 1 

shows the correct and incorrect responses to questions 1-4.  The results can be seen below in 

Table 1.   

Table 1 

Reponses to matching symptoms to mental illness 

Mental Illness Correct Responses Percentage 
1.  Depression 4 66.66% 

2.  Generalized Anxiety Disorder 5 83.33% 

3.  Bipolar Disorder 4 66.66% 

4.  Schizophrenia 4 66.66% 

 

Descriptive Statistics 

 The following 18 questions utilized a likert scale to identify participants’ level of 

agreeability with a statement.  Likert scale items were scored as follows:  items marked strongly 

disagree were assigned a score of 1, items marked disagree were assigned a score of 2, items 

marked agree were assigned a score of 3, and items marked strongly agree were assigned a score 

of 4.  Table 1 identifies the means and standard deviations for all items 5-20.  The highest mean 
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score was in response to the question I would know where to turn for help if my child was 

experiencing the symptoms of mental illness (M = 3.833, SD = 0.408).  The lowest mean score 

was in response to the question mental illness runs in my family (M = 2.000, SD = 0.632).  Means 

and standard deviations to questions 5 - 20 can be seen in Table 2. 

Table 2 
 
Responses to questions assessing mental health knowledge and ability to obtain help 
 
Question m sd 
5.  Depression is common among youth. 3.333 0.516 
6.  Generalized Anxiety Disorder is common among youth.   2.666 0.516 
7.  I know the difference between stress and Generalized Anxiety 

Disorder.   
3.166 0.408 

8.  Mental illness runs in my family. 2.000 0.632 
9.  I would be able to recognize the signs of mental illness in my child.   3.000 0.894 
10.  I know the warning signs of suicide 2.833 0.983 
11.  If my child were showing signs of mental illness, I would encourage 

them to speak to a counselor.   
3.666 0.516 

12. If my child had a mental illness, I would encourage them to take 
medication.   

3.000 0.894 

13.  I would know where to turn for help if my child were showing signs 
of mental illness.   

3.833 0.408 

14.  I am familiar with the location of a psychiatric emergency department 
within the city of Rochester 

3.500 0.836 

15.  I am familiar with Lifeline.   2.666 1.038 
16.  I am familiar with resources within the school to help my child if they 

were experiencing the symptoms of mental illness.   
2.800 0.836 

17.  I would know how to access a mental health provider in the 
community if my child was experiencing the symptoms of mental 
illness.   

3.333 0.816 

18.  I am familiar with community agencies that provide information 
about mental illness.   

2.333 1.032 

19.  I am familiar with community agencies that provide support to 
families that are coping with a family member experiencing mental 
illness.   

2.600 0.894 

20.  I know of other means of accessing information about mental illness.   2.800 0.477 
   
 

 

Inferential Statistics 
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 This study did not have enough participants to be considered a power sample (n = 6).  

Inferential results should be interpreted cautiously as this study was not a good representation of 

the sample population. 

 All participants who chose to answer the demographic questions responded as female.  

One participant chose not to answer.  All participants were in the age range of 31-39.  A one-way 

ANOVA was performed to examine the relationship between race and responses to the likert 

scale items.  The results of the ANOVA showed no significant effect.   

 A bivariate correlation was utilized to determine correlations between likert scale 

questions.  Several questions were significantly correlated.  Responses to if my child were 

showing signs of mental illness, I would encourage them to see a counselor was positively 

correlated with I am familiar with Lifeline (r = 0.875, p = .022).  The responses to I am familiar 

with community agencies that provide support for families coping with mental illness in their 

family was positively correlated with I am familiar with community agencies that provide 

information about mental illness (r = 1.00, p = .000).   Responses to if I had a family member 

with mental illness, I would encourage them to take medication was positively correlated with 

depression is common among youth (r = 1.00, p = .000). 

 The question mental illness runs in my family was inserted to determine if responses 

were affected by having prior knowledge of helping a loved one with mental illness.  A linear 

multiple regression was performed and found no significant effect was found.   

 

 



MENTAL HEALTH LITERACY  
  

37 

Discussion 
 

 Individuals who suffer from mental illness typically begin showing symptoms in 

childhood or adolescence (Kessler et al., 2007).  The American School Counseling Association 

stated that school counselors have a responsibility to both promote mental health awareness and 

to collaborate with stakeholders to ensure that families have access to mental health care (ASCA, 

2009).  Research has suggested that lower levels of mental health literacy are positively 

correlated with higher levels of stigma.  Furthermore, the research also suggests that levels of 

mental health stigma are negatively correlated with service utilization.   

 The purpose of this study was to ascertain parents’ knowledge about specific mental 

illnesses and to identify how effectively they could access help for their children if they were 

showing signs of mental illness.  The research is lacking in studies that target parents of high 

school students and the data could be useful in identifying parental informational needs.   

 The survey used in this study was developed by the researcher and sought to identify how 

well the participants could match the symptoms of mental illness with the corresponding illness 

and their level of agreeability with statements focused on mental health knowledge and their 

ability to access help.  The results should be interpreted cautiously, as few people responded to 

the survey and the sample may not be representative of the school population.   

 Mental health knowledge.  The initial 4 questions provided a list of symptoms and 

asked participants to identify the mental illness that the symptoms were describing.  The results 

showed that the majority of people participating in the study were able to identify the symptoms 

of the mental illnesses in question.  When presented with symptoms that described depression, 

66.66% of participants responded correctly.  The of correct responses increased to 83.33% when 

participants were presented with a list of symptoms that described generalized anxiety disorder.  
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When presented with symptoms of bipolar disorder and schizophrenia, 66.66% of participants 

answered correctly.  It is important to note that in 5 out of 6 cases, participants either answered 

all questions correctly or all questions incorrectly.  This suggests that the parents that do know 

about mental illness are familiar with a variety of mental illnesses.  Each mental illness was 

matched with one set of symptoms, so it is possible that parents were able to guess correctly 

based on elimination rather than knowing all of the mental illnesses in question.  In addition, the 

first set of symptoms described depression and the second set of symptoms described generalized 

anxiety disorder.  These illnesses are more common than the latter two illnesses, bipolar disorder 

and schizophrenia.  Guessing correctly on the first two questions would lead to a higher 

probability of the second two questions being answered correctly, even if the participant was 

relying on chance.  It is also possible that parents used internet and print resources to obtain 

information surrounding mental illness during completion of the survey.  Parents were asked to 

take this survey anonymously and in the privacy of their home, so researchers were unable to 

monitor responses and assure that these responses were a reflection of the parents’ actual mental 

health knowledge.   

 The following two questions ascertained parents’ level of agreeability with concerning 

the prevalence of depression and generalized anxiety disorder.  Parent responses to depression is 

common among youth suggested that they strongly agreed with the statement.  Parents were less 

agreeable to the statement generalized anxiety disorder is common among youth.  The 

differences likely reflect that differences in prevalence in the two disorders.  The prevalence of 

generalized anxiety disorder in children ages 13-18 is 1%, while the prevalence of depression is 

11.2% in the same age group (Merikangas et al., 2010).   Answers to the following question, I 

know the difference between stress and generalized anxiety disorder, showed that parents agree 
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that they would be able to differentiate between the two. Participants indicated that they agreed 

that they would be able to recognize the signs of mental illness in their child.  Parents were less 

agreeable with the statement I know the warning signs of suicide.  Although responses trended 

toward agree, it is important to note that 17.4% of high school females and 10.5% of high school 

males have considered suicide (CDC, 2012).   

 The statement mental illness runs in my family was added to examine the effects of 

previous experience dealing with mental illness in the family on mental health knowledge.  A 

multiple linear regression was performed and found that this question had no effect on responses 

to other questions suggesting that previous experience with mental illness did not necessarily 

lead to higher levels of mental health knowledge.  In addition, results of a one-way ANOVA 

suggested that demographic characteristics played no role in responses to any of the items.  

Again, it is important to consider the sample size when interpreting the results of this study. A 

response rate of 2% is not sufficient to rely on the results of multiple regression and ANOVA 

analyses.    

 Ability to access mental health resources. The last 8 items on the survey assessed 

parents’ ability to access help for their children if their children were suffering from mental 

illness.  Parents were agreeable to the statements if my child were showing signs of mental 

illness, I would encourage them to speak to a counselor and if my child had a mental illness, and 

I would encourage them to take medication. Responses to the latter statement are not congruent 

with past research.  In a study assessing the attitudes of parents attending a first-time mental 

health appointment for their children, 71% stated that they were against medication in any 

circumstance (Lazartou et al., 2007).  Parents agreed strongly that they would know where to 

turn for help if their child were experiencing mental illness.  They indicated that they agreed that 



MENTAL HEALTH LITERACY  
  

40 

they knew how to access a mental health provider in the community, but disagreed to the 

statement that they knew how to access resources within the school.  Parents may be less aware 

of the resources available within the school, which is valuable information for school counselors 

to know.  Parents appeared to know how to access help from a psychiatric emergency 

department, but were less familiar with Lifeline.  Parents agreed the least to the statements that 

ascertained their ability to seek out information about mental illness.  Thus, while parents could 

act on suspicions of mental illness, they are less aware of how to access information.  Studies 

have suggested that knowledge of mental illness decreases stigmatizing attitudes (Lopez et al., 

2009) and that parental stigma impacts the personal stigma held by the individual suffering from 

mental illness (Moses, 2010).  Stigma has also been linked to lower levels of service utilization 

(Komiya et al., 2000; Vogel et al., 2006).  Previous experience with a family member with 

mental illness and demographic characteristics were also found to have no impact on parents’ 

responses.   

Limitations 

 There were several limitations to this study.  The initial mailing was not completed until 

mid-March and results were analyzed in mid-April.  Time did not permit a second mailing after a 

low initial response to the first mailing.  Because of the low response (n = 6), it is difficult to 

generalize the results of this study to the sample population.  The high school used for the sample 

population has a large percentage of English language learners.  Sixteen of the 318 parents 

invited to participate required a Nepali translator.  The survey was unable to be translated into 

Nepali, so those individuals would have had a more difficult time responding the items on the 

survey.   
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 In addition to some of the design limitations, there was a sensitive nature to the study.  Of 

the 318 parents invited to participate in this study, 69% were African-American and 23% were 

Latino.  Stigmatizing views and family beliefs could have impacted response rates.  These 

populations have been shown to have higher levels of stigmatizing attitudes when compared with 

Caucasian populations (Elkington et al., 2012). Studies have suggested that African-American 

individuals were more likely to keep mental health symptoms to themselves due to family and 

cultural beliefs (Kranke et al., 2012).  Studies have also shown an element of mental illness 

being perceived as spiritual weakness in African-American populations (Johnson et al., 2009).   

Studies have also found that enculturation toward Latino culture leads to higher levels of mental 

health stigma and lower levels of mental health literacy (Rojas-Vilches et al., 2011).   

Recommendations for Future Research 

 The purpose of this study was to ascertain how much parents know about mental illness 

and how effectively they can access help.  There existed no studies that attempted to carry this 

out in urban high school populations.  Much of the research on mental health literacy focused on 

the impact of specific interventions on levels of mental health literacy (Barrio & Yamada, 2010; 

Guttierez-Maldonado et al., 2009; Lopez et al., 2009).  Studies showing the impact of a school-

based intervention focused on parents would be beneficial. 

 This study was also lacking in examining parental stigma and it’s direct impact on 

parents’ ability to seek help for their children in this particular population.  Stigmatizing attitudes 

were not directly measured in this study and no previous research has targeted parents of high 

school students.     
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Conclusion 

 Four main conclusions can be made about the six participants in this study.  The first is 

that the majority of parents were knowledgeable of the symptoms of mental illness.  Most 

participants were able to correctly match symptoms of mental illness with their corresponding 

illness.  The research shows that symptoms typically occur at a time in which children are still 

living at home with their parents (Kessler, 2007), and therefore parent knowledge about mental 

illness is paramount.  Parents agreed that they were able to differentiate between stress and 

generalized anxiety disorder and they agreed with the prevalence of depression and generalized 

anxiety disorder.  Lack of knowledge of mental health disorders is a contributing factor in the 

development of stigmatizing attitudes (Gutierrez-Maldonado et al., 2009; Lopez et al., 2009; 

Moses, 2010); thus, their knowledge about the difference between depression and anxiety may 

be helpful.  Being able to recognize mental illness also increases the likelihood that the children 

suffering from the symptoms of mental illness will receive help (Mendenhall, 2010).   

 Second, while parents appear to be knowledgeable of mental illness, they are less 

knowledgeable of suicide and crisis resources.  Parents were less likely to agree that they were 

familiar with Lifeline or that they understood the warning signs of suicide.  Given the rates of 

suicidal ideation among high school students, it is important that parents be provided with the 

knowledge to deal with suicidal behavior.  As a school counselor, it is important to collaborate 

with stakeholders and advocate for the needs of students (ASCA, 2009).   

 Third, while parents indicated that they agreed to statements about accessing mental 

health providers in the community, they agreed less with the statements related to locating 

resources within the school. 
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As a school counselor, it is necessary to promote services not only to students, but to all 

stakeholders in the child’s education (ASCA, 2009).  If parents are unaware of services offered 

within the school, they are unlikely to turn to the school for help.  The last main finding is that 

parents may be unaware of where to turn for support and information.  School counselors have 

an obligation to be knowledgeable about mental illness, but to also empower parents to be able to 

obtain that knowledge on their own.   

 In conclusion, the results of this study are limited due to a low sample size, but show that 

parents would benefit from outreach from the school in the form of mental health information 

about resources and support.  As school counselors, it is important to forge collaborative 

relationships with parents and provide parents with the tools to help their children succeed.   
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APPENDIX C 

Dear Parent, 
 
My name is Nicole Taylor, and I am a graduate student in the Counselor Education department at 
the College at Brockport, State University of New York.  I am completing an internship in 
Student and Family Support Services at Franklin Education Campus. I am conducting a research 
study to complete the thesis requirement for my Master’s degree in School Counseling.     
 
The purpose of the study is to examine knowledge of mental illness in parents of high school 
students.  The results of this study will be used to plan a mental health information night for 
parents sponsored by Student and Family Support Services.  If you decide to participate, you will 
be asked to complete a brief survey assessing your knowledge of mental illness.  The survey 
should take you around ten minutes to complete. Should you choose to participate in this 
research study, the following Statement of Informed Consent will explain your rights as a 
participant. 
 
Thank you for considering this research study.  I would be happy to answer any questions you 
may have regarding this survey.  I can be reached by phone at  or via email at 
nmacd6879@gmail.com.  
 
 
Kind regards, 
 

 
 
Nicole Taylor 
Student and Family Support Services Intern 
Cell:  
nmacd6879@gmail.com 
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APPENDIX D 

STATEMENT OF INFORMED CONSENT 
The purpose of this research project is to examine parental perceptions of mental illness in youth 
populations.   The data will be collected from answers to the attached survey. The data will be 
used to design a mental health education event for parents at Franklin Educational Campus.  This 
research project is also being conducted in order for me to complete my master’s thesis for the 
Department of Counseling at the College at Brockport, State University of New York.   
 
In order to participate in this study, your informed consent is required. You are being asked to 
make a decision whether or not to participate in the project. If you want to participate in the 
project, and agree with the statements below, then I have enclosed a paper survey with a postage-
paid return envelope.  You may change your mind at any time and leave the study without 
penalty, even after the study has begun.  
 
I understand that:  

1. My participation is voluntary and I have the right to refuse to answer any questions. 
2. My confidentiality is protected. My name will not be written on the survey. There will be 

no way to connect me to my written survey. If any publication results from this research, 
I would not be identified by name. 

3. There will be no anticipated personal risks or benefits because of my participation in this 
project.   

4. My participation involves reading a survey of twenty-two questions, four matching 
questions, sixteen likert scale questions and two write-in questions. It is estimated that it 
will take 10 minutes to complete the survey. 

5. A maximum of 350 people will take part in this study. The results will be used for the 
completion of a master’s thesis by the primary researcher.  The results will also be 
provided to Student and Family Support Services at Franklin Educational Campus to 
prepare a mental health information night for parents in the future.   

6. Data will be kept in a locked filing cabinet by the investigator. Data and consent forms 
will be destroyed by shredding when the research has been accepted and approved.                

 
I am 18 years of age or older. I have read and understand the above statements. All of my 
questions about participation in this study have been answered to my satisfaction. I agree to 
participate in the study realizing I may withdraw without penalty at any time during the  
survey process. Returning the survey indicates my consent to participate.  
 

If you have any questions you may contact:  
Primary Researcher Faculty Advisor 
Nicole Taylor Dr. Summer Reiner, Department of Counselor Education 

 (585) 395-5497 
nmacd6879@gmail.com sreiner@brockport.edu 
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APPENDIX E 

Mental Illness Survey 
 

After reading the symptoms, place an “x” in the box under the mental illness it is describing 
 

Common Mental Illnesses  Symptoms 
Depression Generalized 

Anxiety 
Bipolar Schizophrenia 

1. 

Feelings of excessive energy 
alternating with periods of 
feeling sad and empty, 
sleeping less than usual, 
unusual feelings of self-
confidence, feeling irritable, 
poor judgment, racing 
thoughts.   

    

2. 

Worrying a lot, feeling “on 
edge”, nervousness, trouble 
sleeping, difficulty 
concentrating. 

    

3. 

Hearing or seeing things that 
are not there, feeling that 
others are out to harm them, 
responding inappropriately to 
situations (ex. Laughing at 
something sad), disorganized 
speech. 

    

4. 

Reduced interest in all or 
most activities, feelings of 
guilt or worthlessness, feeling 
hopeless, sleeping more or 
less than usual, feeling empty, 
change in appetite. 
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Please place an [x] in the box that corresponds most closely with your answer 
SD-Strongly Disagree, D-Disagree, A-Agree, SA-Strongly Agree  
 
 SD D A SA 

5. 
Depression is common among youth 

    

6. 
Generalized Anxiety Disorder is common among youth 

    

7. 
I know the difference between stress and generalized anxiety 
disorder     

8. 
Mental illness runs in my family. 

    

9. 
I would be able to recognize the symptoms of mental illness in 
my child.     

10. 
I know the warning signs of suicide. 

    

11. 
If my child were showing signs of mental illness, I would 
encourage them to see a counselor.     

12. 
If my child had a mental illness, I would encourage them to 
take medication.     

13. 
I would know where to turn for help if my child was 
experiencing the symptoms of mental illness     

14. 
I am familiar with the location of a psychiatric emergency 
departments within the city of Rochester     

15. 
I am familiar with Lifeline 

    

16. 
I am familiar with resources within the school to help my child 
if they were experiencing the symptoms of mental illness     

17. 
I would know how to access a mental health provider in the 
community if my child was experiencing the symptoms of 
mental illness 
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18. 
I am familiar with community agencies that provide 
information about mental illness     

19. 
I am familiar with community agencies that provide support for 
families that are coping with a family member experiencing 
mental illness 

    

20. 
I know of other means to access information about mental 
illness     

 
21. Is there anything else related to mental illness that you are unsure of that you would like to 
know more about?  
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

______________________________________________________________________________ 

 

22. Are there any comments you would like to add regarding any questions on this survey? 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________                                                               

  
 
Demographic Questions (Optional) 
 
 
Age: ______ 
 
 
Sex: ________________ 
 
 
Race/Ethnicity: _____________________________________________________ 

 




