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Abstract

Rationale:Mental health literacy enables adolescents to acquire information that will

accompany them in their future lives and to define their attitudes and behaviors.

Aims and Objectives: This study evaluated the Turkish validity and reliability of the

Universal Mental Health Literacy Scale for Adolescents (10–14 years).

Methods: This is a methodological, correlational, cross‐sectional, and descriptive

study. The study was conducted with 223 adolescents. Data were collected by

‘Information Form’ and ‘Universal Mental Health Literacy Scale for Adolescents.’

Exploratory Factor Analysis, Confirmatory Factor Analysis, and Pearson Correlation

analysis were used to assess the validity and reliability of the UMHL‐A.

Results: Item Content Validity Index (I‐CVI) scores ranged from 0.94 to 0.96, while

the Scale Content Validity Index (S‐CVI) was 0.95. For ‘Help‐seeking and Stigma

dimensions’ χ2/df = 3.347, NFI = 0.804, IFI = 0.854, TLI = 0.778, CFI = 0.849,

RMSEA = 0.103. For ‘Knowledge of Mental Health and Knowledge of Mental Ill-

nesses dimensions’ χ2/df = 1.959, NFI = 0.731, IFI = 0.847, TLI = 0.774, CFI = 0.837,

RMSEA = 0.066. The internal consistency and time stability were affirmed by a

Hotelling T‐square value of 15.241 and an F‐test result of 27.793.

Conclusions: This study reveals that the Turkish validity and reliability of the Uni-

versal Mental Health Literacy Scale for Adolescents is a valid and reliable tool for

assessing mental health literacy among adolescents. The UMHL‐A scale is a valid

tool to evaluate critical aspects of mental health literacy in adolescent populations

and can be used in both research and clinical practice in mental health education and

intervention. It is recommended that the Turkish version of the Universal Mental

Health Literacy Scale should be used to determine resilience in adolescents.
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1 | INTRODUCTION

Mental health literacy refers to knowledge and beliefs about mental

disorders that help to recognize, manage, or prevent mental dis-

orders.1 MHL includes four key components: understanding how to

achieve and maintain good mental health, understanding mental

disorders and their treatments, reducing the stigma associated with

them, and increasing help‐seeking effectiveness.2,3 It is stated that

high‐level mental health literacy approaches and developed tools that

comprehensively cover the concepts related to mental health prob-

lems make a significant contribution to the improvement of mental

health worldwide. In this context, theWorld Health Organization has

defined mental health literacy as a component of health literacy and

states that it has as important a role as health literacy in improving

the health of societies.4

Early adolescence is a period of growth in which many physical,

sexual, psychological, and social changes are experienced simulta-

neously. However, these changes cause them to be more vulnerable

to health problems and mental health problems. Mental health

problems in early adolescence can significantly affect academic

achievement and school attendance and may exacerbate social

isolation and loneliness.5,6 Adolescents seeking help are likely to do

so from people they know and trust, such as friends or family.

However, adolescents need to recognize the problem, accept that

they need help, and have positive attitudes towards help‐seeking

and treatment to show appropriate help‐seeking behaviors. Mental

health literacy is one of the most effective preventive methods to

ensure this.7

Mental health literacy enables adolescents to acquire infor-

mation that will accompany them in their future lives and to

define their attitudes and behaviors.8 Specifically, it allows ado-

lescents to manage their thoughts and emotions positively to

establish healthy social and family relationships based on a

strong, positive sense of identity. Therefore, without a good level

of MHL, adolescents will not be able to develop in a mentally

healthy way as they progress toward adulthood.9 Mental prob-

lems are likely to emerge and persist chronically during adoles-

cence. Therefore, adolescents should be the primary target

audience for promoting MHL. At the same time, given the

apparent prevalence of mental health problems during adoles-

cence and low/moderate levels of MHL, there is a need to explore

the available evidence on programs/interventions to promote

MHL among adolescents.10

UMHL‐A young adolescent form is a scale that exceeds the

limited structure of other scales and evaluates from a broader per-

spective. It is thought that the adaptation of the Universal Mental

Health Literacy Scale for Adolescents (UMHL‐A),11 which was de-

veloped to assess the Mental Health Literacy (MHL) of young ado-

lescents (10–14 years), to Turkish by determining its psychometric

properties will fill an important gap. In this study, it was aimed to

adapt the scale to Turkish by placing the self‐reports of young ado-

lescents regarding mental health literacy on a broader conceptual

basis.

2 | METHODS

2.1 | Study type

This study used a methodological and descriptive design to adapt the

Turkish version of the Universal Mental Health Literacy Scale for

Adolescents (UMHL‐A) developed by Kågstrom et al., (2023) and to

evaluate its validity and reliability.11 The study was conducted fol-

lowing the Strengthening the Reporting of Observational Studies in

Epidemiology (STROBE) guidelines. The STROBE guidelines provide a

structured approach to reporting observational studies.12 The

methodology was conducted in accordance with the established

guidelines, which entailed the delineation of a comprehensive set of

procedures. These included the formulation of a clear title, intro-

duction, and methods section, which outlined the study design, set-

ting, participants, data collection tools, data collection procedure,

results, and conclusions.11

2.2 | Study participants

To ensure a thorough and representative sample for validating the

Turkish adaptation of the “Universal Mental Health Literacy Scale for

Adolescents,” we employed a strategic recruitment process in col-

laboration with the National Teachers' Association in Turkey. This

collaboration enabled us to access a diverse demographic of children

across various regions and socioeconomic backgrounds through the

association's extensive network.

The study included children aged 10–14 who were online from

January 2024 to February 2024. In accordance with the recom-

mendations for scale adaptations, a sample size of at least 5–10 times

the number of scales is recommended. Determining the sample size

for the scale, Tabachnick and Fidell suggest that the participant/item

ratio should be 10:1.12 In the existing literature, the following sample

sizes are typically recommended for psychometric studies: 200 is

considered medium, 300 is regarded as good, 500 is viewed as very

good, and 1000 is deemed excellent.13 Based on the literature, since

the number of items in the scale to be adapted is 17, we aim to reach

at least 200 children aged 10–14. Considering the dropout rate, the

sample size increased by 20%, and at the end of the study, we

reached 223 children.

2.3 | The recruitment process

The recruitment process for the study commenced with the invitation

of 300 mothers, 300 fathers, and 300 children to participate. Of the

300 mothers invited to participate, 250 agreed, while 50 declined.

Among the 250 mothers who agreed to take part, 17 provided

incomplete information. Similarly, 250 fathers agreed to participate,

with 50 declining. Among the fathers who agreed to take part,

17 provided incomplete information. A total of 250 children agreed

to participate in the study, with 50 declining and 27 providing
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incomplete responses. After accounting for incomplete forms, the

final total number of participants in the study was 223 (Figure 1).

The inclusion criteria were determined as follows: Participants

must be literate, fluent in Turkish, have no auditory or visual

impairment, volunteer for the study, and have a child between the

ages of 10–14.

Exclusion criteria were as follows: incomplete data.

2.4 | Data collection tools

2.4.1 | Descriptive information form

The form consists of 12 questions about the socio‐demographic

characteristics of the participants: age, gender, school attendance,

family income level, number of siblings, family type, parents' age,

parents' education level, and parents' employment status.

2.4.2 | Universal mental health literacy scale for
adolescents (UMHL‐A)

The scale developed by Kågstrom et al. (2023) to assess resilience in

children aged 10–14 years, with a focus on assessing mental health

literacy in adolescents.14 This tool, called the ‘Universal Mental

Health Literacy Scale for Adolescents (UMHL‐A)’, consists of four

different subscales: 1. Help‐Seeking (HS), 2. Stigma (ST), 3. Knowl-

edge about Mental Health (KMH) and 4. Knowledge about Mental

Illnesses (KMI). The UMHL‐A uses a dual‐measurement approach.

The eight‐item Help‐Seeking and Stigma subscales use a 5‐point

Likert scale with an additional ‘don't know’ option. In contrast, the

nine‐item Knowledge of Mental Health and Knowledge of Mental

Illness subscales are measured with a binary true/false scale sup-

plemented by a ‘don't know’ option. The Likert scale for the UMHL‐A

is coded as follows: 1 (Strongly Disagree), 2 (Disagree), 3 (Neither

Agree nor Disagree), 4 (Agree), 5 (Strongly Agree) and ‘Don't Know’

(3). Scores for the Help Seeking subscale can range from 5 to 25,

while Stigma scores range from 3 to 15. Coding for the true/false

scale was defined as follows: Yes (1), Don't know (0), No (0). Ac-

cording to the scoring criteria, Knowledge about Mental Health

scores range from 0 to 5, and Knowledge about Mental Illnesses

scores range from 0 to 4. Higher scores are indicative of higher

mental health literacy. Notably, the scale does not include items that

require reverse scoring.

3 | VALIDITY AND RELIABILITY STAGES

3.1 | Translation process

In adapting the scale for language compatibility, a translation‐back‐

translation methodology was used to reduce conceptualization and

wording differences, adhering to the five‐stage framework endorsed

by theWorld Health Organization (WHO).15,16 This approach started

with the initial translation of the scale from English to Turkish by

three bilingual experts who were fluent in both Turkish (native

F IGURE 1 Flowchart of the recruitment of the study participants.
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language) and English. The WHO emphasizes the involvement of

health professionals who are familiar with the specific terminology of

the scale and experienced in qualitative data collection for this

translation task.15 In this study, the translation was carried out by

three translators who were experts in the relevant subject matter,

ensuring they were aware of the cultural, psychological, and linguistic

nuances between English and Turkish.17 The translations were then

reviewed by the lead researcher (forming an Expert Panel) and

independently translated back into English by two bilingual experts.

These experts, who were proficient in both languages, had not pre-

viously been exposed to the English version of the scale, thus en-

suring an unbiased back‐translation process.15,17 After the back‐

translation versions were presented side by side with the original

English text, the Turkish translation was meticulously reviewed, and

necessary corrections were made to align with the original wording

and meaning more closely.

3.2 | Expert panel/opinions

At this stage, the evaluation of the semantic and conceptual equiva-

lence of the scale is requested from people designated as experts. Ex-

perts should evaluate the suitability of each item to the target culture,

and the people designated as experts should know the original and

target languages, cultures, the characteristics of the scale, and scale

adaptation methods. It is recommended to get opinions from at least

three experts for the content scope.18,19 This study consulted ten ex-

perts specializing in child psychology and psychiatry for content validity.

Content validity was calculated using the content validity index (CVI)

derived from Polit and Beck's expert assessments of item appropri-

ateness. In this study, the CVI was compared with alternative indices,

and it was determined that the widely used CVI offers advantages in

ease of calculation, comprehensibility, emphasizing agreement rather

than mere agreement, emphasizing agreement rather than consistency,

and providing comprehensive item and scale information. Items with an

I‐CVI value of 0.80 or higher evaluated by three or more experts can be

accepted as an indicator of good content validity.19

3.3 | Pilot test

In accordance with theWorld Health Organization's (2009) guidelines

on the adaptation of measurement instruments, a rigorous back‐

translation process was conducted, with the input of experts fluent in

both languages.15 As emphasized by Yasir (2016), this recommen-

dation requires the participation of at least two translators.20 In our

study, the Turkish version of the scale was translated into English by

two experts competent in both languages after expert opinions.

Then, the researchers evaluated both the original and translated

versions of the scale and the scale was prepared for pilot application

after the necessary corrections were made.21

For pilot application, it is recommended to apply the scale to a

group of 20–30 people who have similar characteristics to the study

participants but are not included in the primary study sample.21 The

pilot study involved 30 adolescents, selected to reflect the broader

sample's characteristics while ensuring they were not part of the pri-

mary study. This selection process aimed to capture a range of literacy

and educational levels, ensuring that the scale's performance could be

evaluated across different subgroups. The scale was administered twice,

with a 2‐week interval, to assess its temporal stability and consistency.

3.4 | Data collection

To facilitate the recruitment of participants, the research team col-

laborated with the National Teachers' Association in Turkey and uti-

lized its extensive network to reach parents. The teachers, who were

members of the association, were provided with a link to the study via

the existing WhatsApp groups, which included the parents of the

students in their classes. Parents who expressed interest in partici-

pating were instructed to click on the “I accept the online survey”

button within the message. This directed them to the online Google

survey, where they were able to review the information. The Google

Form consisted of four sections. The first section included two tick

boxes to obtain the consent of both parents and information about the

study; the second section included information about the study and a

tick box for the children to indicate their consent; the third section

included questions about the descriptive characteristics of the children

and families; and the fourth section included the “Universal Mental

Health Literacy Scale for Adolescents” scale. Once consent had been

obtained from both parents by selecting the appropriate checkboxes in

the initial section, access to the survey was granted to the children.

Additionally, children were required to indicate their consent in the

second section by selecting a checkbox before proceeding with the

survey, thereby ensuring that they were willing participants. Parents

who had not consented to opt out of the process were provided with

written instructions within the questionnaire. Following the acquisition

of parental consent and the children's consent, the children were

invited to complete the survey. The children were provided with an

explanation of the study and were informed that their participation

was entirely voluntary and that they could withdraw at any time. The

nationwide network of teachers enabled access to a diverse sample of

children from different regions and socioeconomic backgrounds in

Turkey. The final sample consisted of 223 children aged 10–14, ex-

hibiting a demographic profile representative of the broader Turkish

population in this age group. The survey was conducted online via a

Google Forms platform. The process was designed to be simple and

quick, with an estimated completion time of 5–10min. All responses

were anonymized, and data were stored securely, with access

restricted to the research team.

3.5 | Data analysis

Data analysis was performed using IBM SPSS Statistics, Version 28.0

(Armonk, NY: IBM Corp.), and further structural equation modeling

4 | UYSAL ET AL.
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was performed with the AMOS 26 software package. Descriptive

data of adolescents were presented using means, standard devia-

tions, frequency distributions, and percentages. EFA was used to

determine the number and nature of latent variables (factors) that can

explain the pattern of correlations within a set of observed variables.

The Hotelling T‐square passed the internal consistency and time

stability assessment. Pearson Correlation evaluated item‐total score

correlations and item‐subscale total score correlations. Confirmatory

Factor Analysis (CFA) was used for the validity dimension of the

study. CFA is a robust statistical technique used to test the

hypothesis that there is a relationship between observed variables

and their underlying latent constructs. The fit of the model was

assessed using various indices such as Chi‐Square Goodness of Fit,

Root Mean Square Error of Approximation (RMSEA), Comparative Fit

Index (CFI), Tucker‐Lewis Index (TLI), and Incremental Fit Index (IFI).

Reliability analysis focused on examining the internal consistency of

the scales. This was done using Cronbach's alpha coefficient, a reli-

ability coefficient commonly used in scale development studies. The

overall data analysis process, including methodologies and statistical

approaches, is visually summarized in Figure 1. This comprehensive

approach to data analysis ensures that the instrument used in the

study is valid and reliable for measuring the intended constructs in

the context of adolescents.

4 | ETHICAL CONSIDERATIONS

Ethical approval was obtained from the Ethics Committee of Okan

University before starting the research activities. All participants

were thoroughly informed about the study's aims and the potential

risks and benefits of participating. They were also informed about

their rights, including the right to withdraw from the study at any

point without any adverse consequences. Informed consent was

obtained from all participants. The study followed the ethical stan-

dards outlined in the Declaration of Helsinki.

5 | RESULTS

5.1 | Results of the adolescents' characteristics

In the study, 223 adolescents were included. Fifty‐seven‐point‐four

percent of them were girls, and 42.6 percent were boys. The mean age

of the participants was 12.22 ± 1.49 years. All participants were

attending school. Most participants (90.1%) had nuclear families, and

56.5% had middle‐income families. The mother of 58.3% and the father

of 53.8% of the adolescents had a university education (Table 1).

5.2 | Results of validity analysis

A significant consensus among the experts was observed, reflected in

the Item Content Validity Index (I‐CVI) scores ranging from 0.94 to

0.96 for each item. The Scale Content Validity Index (S‐CVI) for the

total scale was 0.95, emphasizing the strong agreement among the

experts on the overall content validity of the scale.

5.3 | Results of reliability analysis

The correlation values of UMHL‐A analyses of the UMHL‐A are

presented in Table 2. The general item‐total score correlation on

the scale varies between 0.339 and 0.696. The item subscale

correlation values ranged between 0.631 and 0.785 for the

help‐seeking and stigma dimension, 0.507–0.657 for the Knowl-

edge of Mental Health and Knowledge of Mental Illnesses

dimensions (Table 2).

In the internal consistency and time stability assessment, the

Hotelling T‐square value was 15.241, and the F test was

TABLE 1 The adolescents' characteristics (n = 223).

Variables Mean ± SD

Age (years) 12.22 ± 1.49

Mother age 41.34 ± 5.55

Father age 45.31 ± 5.56

Gender n (%)

Female 128 (57,4)

Male 95 (42,6)

School attendance

Yes 223 (100)

Family structure

Nucleus 102 (90.1)

Expand 22 (9,9)

Family income level

Low‐income level 27 (12.1)

Moderate income level 126 (56.5)

High‐income level 70 (31.4)

Mother's education level

Literate 6 (2.7)

Primary school 31 (13.9)

High school 56 (25.1)

University 130 (58.3)

Father's education level

Literate 4 (1.8)

Primary school 31 (13.9)

High school 68 (30.5)

University 120 (53.8)

Abbreviation: SD, Standard deviation.

UYSAL ET AL. | 5

 13652753, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jep.14171 by R

em
ziye Sem

erci - U
niversity of Q

ueensland , W
iley O

nline L
ibrary on [02/05/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



27.793. There was no significant evidence of response bias in the

scale (p < 0.01). Furthermore, the analysis of summability produced a

p‐value of 0.869 and an F‐statistic of 0.596, confirming the reliability

of the scale.

5.3.1 | Exploratory factor analysis of UMHL‐A
Help‐Seeking and stigma

Exploratory factor analysis (EFA) was conducted to examine potential

factor solutions in the research sample. In the original scale, under

the assumption that the dimensions would be related to each other,

oblimin rotation was applied considering the maximum likelihood

potential. Accordingly, oblimin rotation was also used in this study.

The exploratory factor analysis of Help‐seeking and Stigma is pre-

sented in Table 3. The results of KMO and Bartlett's test showed the

appropriateness of the sample size with a KMO value of 0.751 and

the adequacy of the items for factor analysis as evidenced by Bar-

tlett's test (χ2 = 318.877, p < 0.001). Exploratory factor analysis (EFA)

provided two different factor structures. The first, ‘Help‐Seeking,’

was explained 34.62% of the total variance, while the second,

‘Stigma,’ was explained 50.35%.

The exploratory factor analysis of UMHL‐A True and False scale:

Knowledge of mental health and knowledge of mental illnesses is

presented in Table 4. The results of KMO and Bartlett's test showed

the appropriateness of the sample size with a KMO value of 0.648

and the adequacy of the items for factor analysis as evidenced by

Bartlett's test (χ2 = 185.811, p < 0.001). EFA provided two different

factor structures. The first, ‘Knowledge of Mental Health,’ was ex-

plained 23.71% of the total variance, while the second, ‘Knowledge

of Mental Illnesses,’ was explained 38.34%.

CFA is crucial in determining construct validity, which is concerned

with how well a scale measures the construct it is intended to measure.

Through CFA, you can assess whether the items in your instrument

correlate well with the underlying theoretical constructs they are

intended to measure. To determine the dimensional structure of the

UMHL‐A, CFA was used. The two‐factor model (Figures 2 and 3)

showed acceptable goodness‐of‐fit indices. For ‘Help‐seeking and

Stigma dimensions’ χ2/df = 3.347, NFI = 0.804, IFI = 0.854, TLI = 0.778,

TABLE 2 Correlations values of UMHL‐A.

Items
Item total score
correlations

Item‐subscale total
score correlations

Help‐seeking and Stigma dimensions

MHL1a 0.696 0.677

MHL2a 0.587 0.631

MHL3a 0.437 0.740

MHL4a 0.598 0.652

MHL5a 0.609 0.637

MHL6a 0.691 0.785

MHL7a 0.616 0.702

MHL8a 0.339 0.646

Knowledge of mental health and knowledge of mental illnesses
dimensions

MHL1b 0.470 0.526

MHL2b 0.412 0.574

MHL3b 0.506 0.641

MHL4b 0.445 0.584

MHL5b 0.410 0.657

MHL6b 0.640 0.625

MHL7b 0.505 0.661

MHL8b 0.399 0.520

MHL9b 0.413 0.507

TABLE 3 Exploratory factor analysis of the UMHL‐A Likert scale: Help‐seeking and stigma dimensions.

Items

Dimensions Rate of variances
explained by factors EFA ResultsHS ST

MHL1a. Talking about my feelings with someone helps to improve
mental health.

0.612 HS = 34.62%
ST = 50.35%

KMO=0.751
Bartlett's test,

χ2 = 318.877,
p < 0.001

MHL2a. I am comfortable talking to my peers about my feelings. 0.502

MHL3a. How I get along with others affects my mental health 0.792

MHL4a. If I experienced mental health problems, I would seek help. 0.731

MHL5a. If someone I care about had mental health problems for a
long time I would encourage them to get professional help

0.568

MHL6a. I am comfortable talking to adults in my life about my
feelings.

0.796

MHL7a. If I had a mental disorder I would speak about it with
others.

0.706

MHL8a. I would be willing to continue a friendship with someone
who developed a mental health problem.

0.675

6 | UYSAL ET AL.
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CFI = 0.849, RMSEA=0.103. For ‘Knowledge of Mental Health and

Knowledge of Mental Illnesses dimensions’ χ2/df = 1.959, NFI = 0.731,

IFI = 0.847, TLI = 0.774, CFI = 0.837, RMSEA=0.066 (Table 5).

6 | DISCUSSION

As emphasized by Singh and colleagues, raising mental health literacy

levels is essential for raising a generation of adolescents who can

sustain better mental health.22 Children between the ages of 10–14

could express their thoughts and engage in important discussions

about mental health issues. Consequently, there is a need for a

strategy in adolescent mental health education that specifically aims

to prevent more serious mental health problems in the future. The

purpose of such preventive efforts is multifaceted: As emphasized by

Bale et al.23 and Ratnayake and Hyde,24 enlightening young people

about mental health, enabling them to understand mental health

concepts better, reducing stigmatizing views of mental health, and

promoting a culture of help‐seeking when needed. In light of these

considerations, this study was designed to assess the validity and

TABLE 4 Exploratory factor analysis of UMHL‐A True and False scale: Knowledge of mental health and knowledge of mental illnesses.

Items

Dimensions
Rate of variances
explained by factors EFA ResultsKMH KMI

MHL1b. Getting along with others is important for mental health. 0.624 KMH = 23.71%
KMI = 38.34%

KMO= 0.648
Bartlett's test,

χ2 = 185.811,
p < 0.001

MHL2b. Mental illnesses are caused by different things 0.443

MHL3b. Mental health impacts people's behavior 0.773

MHL4b. Mental disorders affect people's emotions 0.743

MHL5b. Depression is one of the most common mental illnesses among
young people.

0.400

MHL6b. The way people feel over time is a sign of their mental health 0.355

MHL7b. How people think about things affects their mental health. 0.631

MHL8b. How people get along with others affects how they feel. 0.700

MHL9b. How people think about things affects how they feel. 0.375

F IGURE 2 Help‐seeking and stigma factor
model of the UMHL‐A.

UYSAL ET AL. | 7
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reliability of the Turkish version of the Universal Mental Health

Literacy Scale for adolescents aged 10–14 years.

The content validity analysis provided important information

about the suitability and appropriateness of the scale items, as

assessed by a panel of 10 experts in the field. The Item Level Content

Validity Index (I‐CVI) showed results ranging from 0.94 to 0.96,

indicating a strong consensus among experts regarding the content

validity of the scale.25 These findings not only confirm the content

validity of each item in the scale, but also indicate that the items

accurately reflect the intended dimensions of mental health literacy

among adolescents as conceptualized by the developers of the scale.

Furthermore, the evaluation provided a holistic view of the validity of

the scale by extending to the overall scale through the scale level

content validity index (S‐CVI). The S‐CVI obtained an important

consensus among experts on the comprehensive validity of the scale

by obtaining an impressive value of 0.95.19,26 This consensus em-

phasizes the consistency of the scale with the underlying conceptual

framework that aims to measure adolescents' mental health literacy.

Kågström et al.14 further strengthened the content validity of the

original scale using methodologies such as the Delphi technique,

focus groups, and cognitive interviews. Through these iterative pro-

cesses, an agreement on the content of the scale was reached, en-

suring that the adapted scale accurately represented the intended

construct of mental health literacy among adolescents. This approach

to establishing content validity suggests that the scale is both rele-

vant and appropriate for assessing mental health literacy in this

group.

Item‐total correlation analysis, a separate dimension of scale

reliability, shows the relationship between the scores obtained from

each scale item and the scale's total score.27 The item‐total correla-

tion value should exceed 0.30 so that the item effectively measures

the intended behavior or construct being assessed by the scale.28,29

In this study, results show that the item‐total score correlation on the

scale varies between 0.339 and 0.696. The item subscale correlation

values are also more than 0.30. The analysis revealed a highly sig-

nificant relationship between the scores obtained from the Knowl-

edge of Mental Health and Knowledge of Mental Illness dimensions.

This study conducted a comprehensive examination to determine the

F IGURE 3 Knowledge of mental health and
knowledge of mental illnesses factor model of the
UMHL‐A.

TABLE 5 Goodness‐of‐fit indices of the tested CFA models for UMHL‐A.

UMHL‐A dimensions n CMIN df χ2 NFI IFI TLI CFI RMSEA

Help‐seeking and stigma dimensions 223 63.598 19 3.347 0.804 0.854 0.778 0.849 0.103

Knowledge of mental health and knowledge
of mental Illness dimensions

223 50.932 26 1.959 0.731 0.847 0.774 0.837 0.066

Abbreviations: CFI, Comparative Fit Index; df, Degrees of Freedom; GFI, Goodness of Fit; IFI, Incremental Fit Index; NFI, Normed Fit Index; RMSEA, Root
Mean Standard Error Approximation; TLI, Trucker‐Lewis Index; χ2, Chi‐square.
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internal consistency and stability of the scale over time.30 For this

purpose, Hotelling T‐square and F tests were used, and values of

15.241 and 27.793 were obtained, respectively. These measures are

critical in understanding how consistent and reliable the scale

remains over different periods. The results show that the scale does

not change over time and, therefore, has no bias (p < 0.01).29,30 In this

study, Cronbach's alpha value, commonly used to measure the

internal consistency and reliability of the scale, could not be calcu-

lated.31 The reason for this limitation is that the items in the scale are

structured in a dichotomous format; that is, each item is answered in

only one of two ways (e.g., “True,” “False,” and “Do not know”).32

Cronbach's alpha is more appropriate for items measured on a scale

with more than two possible responses, as it assesses how closely a

group of items are related.33 Therefore, due to the dichotomous

nature of the scale items, Cronbach's alpha could not be used to

assess the scale's reliability.

The Kaiser‐Meyer‐Olkin (KMO) test and Bartlett's test were con-

ducted to ensure the adequacy of the sample size and the appropri-

ateness of the data structure.34,35 The KMO value of 0.751 in the “Help‐

Seeking” and “Stigma” sections of the scale shows that the sample size is

suitable for factor analysis. Bartlett's test also yielded a significant result

(χ2 = 318.877, p < 0.001), indicating that the items in the data set were

sufficiently correlated for factor analysis. These findings support the

suitability of the data for further analysis. The variance in “Help‐Seeking”

was 34.62% of the total, while the variance in “Stigma” was 50.35%.

This suggests that “Stigma” had a greater impact on the overall varia-

bility observed in the data compared to “Help‐Seeking”. The KMO value

was 0.648, and Bartlett's test results were χ2 = 185.811 (p< 0.001) for

Knowledge of Mental Health and Knowledge of Mental Illnesses. The

items were adequate for factor analysis, as supported by The EFA

revealed two distinct factor structures: “Knowledge of Mental Health,”

which accounted for 23.71% of the total variance, and “Knowledge of

Mental Illnesses,” which explained 38.34% of the total variance. The

KMO value for both parts of the UMHL‐A scale is 0.65 and above,

which is above the recommended threshold and indicates a suitable

condition for performing EFA.29,34,36,37 This statistic, which evaluates

the proportion of variance shared between variables, indicates that the

data set is rich enough to reveal the factors underlying mental health

literacy in adolescents.37 In addition, the statistically significant result of

Bartlett's Sphericity Tests (p < 0.001) further strengthens the suitability

of the data for factor analysis.29,34 The significance of this result shows

that these variables do not exist independently and that the items are

related to each other.

The CFA was utilized to ascertain the dimensional structure of

the UMHL‐A. This analysis involved a two‐factor model, as presented

in Figures 2 and 3. The model demonstrated acceptable goodness‐of‐

fit indices, which are crucial for validating the model's accuracy and

reliability. Specifically, for the dimensions of ‘Help‐seeking and

Stigma,’ the model yielded a chi‐square to degrees of freedom ratio

(χ2/df) of 3.347. Although slightly above the ideal range of 1 to 3, this

ratio still indicates a reasonable fit.29,38,39 The NFI was 0.804, indi-

cating a good fit as it is close to 0.8. The IFI stood at 0.854, TLI at

0.778, and the CFI was 0.849; all these indices suggest a moderate to

good fit, as values above 0.8 are generally considered accept-

able.39–41 The RMSE was 0.103, which is slightly above the preferred

threshold of 0.08, suggesting a moderate fit. For the dimensions

‘Knowledge of Mental Health and Knowledge of Mental Illnesses,’

the model's fit was more robust with a χ2/df of 1.959, indicating a

good fit within the ideal range. The NFI was 0.731, slightly below the

preferred threshold but still indicative of a reasonable fit. The IFI was

0.847, TLI was 0.774, and CFI was 0.837, all close to the acceptable

benchmark of 0.8, suggesting a moderate to good model fit. Notably,

the RMSEA for this set of dimensions was 0.066, well within the ideal

range (less than 0.08), highlighting a good fit.29,40 These detailed

indices are presented in Table 5, providing a comprehensive under-

standing of the model's validity in measuring mental health literacy

among adolescents.

6.1 | Limitations

This study has several limitations that should be considered when

interpreting the findings. Firstly, while the study successfully dem-

onstrated the Turkish validity and reliability of the scale within this

demographic, further investigation is required to ascertain the

applicability of the scale to wider adolescent age ranges, as well as its

cross‐cultural and predictive validity. Further research is required to

investigate the performance of the scale in different cultural settings,

languages, and age demographics, as well as its consistency of

meaning for adolescents outside the 10–14 age range. Additionally,

the study sample may be influenced by several factors. The study

utilized a purposive sampling method in collaboration with the

National Teachers' Association inTurkey, which allowed us to reach a

diverse group of families from various regions. However, the reliance

onWhatsApp as the primary platform for participant recruitment may

have introduced a degree of bias, particularly underrepresenting

families without access to smartphones or those less familiar with

digital communication. While the demographic distribution of our

sample aligns with the expected diversity within the relevant age

group, the lack of direct access to broader national datasets for a

more detailed comparison represents a limitation. The study design

required both parents to agree to participate, with the child's

involvement contingent on mutual parental consent. While this

approach ensured that both parents were fully informed and con-

sented to their child's participation, it may have also excluded families

where only one parent was willing or able to consent. It is possible

that the findings of this study may not be generalizable, as certain

family dynamics or societal factors may have influenced the decision

to participate. These limitations underscore the need for caution in

generalizing the findings of this study to other populations or

settings. It is recommended that future research address these issues

by including broader age ranges, utilizing multiple recruitment plat-

forms, and comparing findings across different cultural contexts. This

will enhance the validity and applicability of the UMHL‐A scale.

UYSAL ET AL. | 9
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7 | CONCLUSION

This study demonstrates that the Turkish adaptation of the

Universal Mental Health Literacy Scale for Adolescents (UMHL‐A)

is a valid and reliable instrument for assessing mental health lit-

eracy in the adolescent population. The findings emphasize the

effectiveness of the scale in measuring the essential dimensions of

mental health awareness and make it usable for both outpatient

and inpatient clinical settings in mental health education and

intervention strategies. Its proven validity and reliability confirm

the utility of the UMHL‐A scale in promoting a deeper under-

standing of mental health issues among adolescents, thus sup-

porting the development of informed, evidence‐based practice in

this area. In this context, the scale is recommended for health

professionals in healthcare institutions. Diagram 1
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