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Abstract

This study aimed to adapt and validate the Mental Health Support Scale (MHSS) for Chile and
Argentina, hypothesising that it would correlate positively withmental health literacy, negatively
with stigmameasures, and differ by mental health first aid (MHFA) training history. TheMHSS
involves the ‘Intended’ scale (assessing intended support) and the ‘Provided’ scale (evaluating
actual help), capturing recommended and not-recommended actions. The scales were translated
into Spanish, piloted with 17 adults to explore cultural relevance, and validated with 554 Chilean
and Argentinian adults using concurrent measures of stigma, social distance and mental health
literacy. Factor analysis of theMHSS-Intended identified a recommended factor (16 items) and a
not-recommended factor (5 items). The recommended factor correlated positively with mental
health literacy (r = 0.19) and negatively with weak-not-sick stigma (r = �0.16) and social
distance (r = �0.16). Support scores significantly discriminated between participants with and
without MHFA training (recommended d = 0.99, not-recommended d = 1.35) and within
participants pre- and post-MHFA training (recommended d = 0.90, not recommend d = 0.47).
Overall, the adaptedMHSS demonstrates acceptable psychometric properties and is a promising
tool for evaluating mental health first aid support in Chile and Argentina.

Resumen

Este estudio tuvo como objetivo adaptar y validar la Escala de Apoyo en Salud Mental (Mental
Health Support Scale) para Chile y Argentina, suponiendo que se correlacionaría de forma
positiva con la alfabetización en salud mental, de forma negativa con las medidas de estigma y
que diferiría según el historial de formación en primeros auxilios en salud mental (MHFA). Este
instrumento incluye la escala “Intención” (que evalúa el apoyo previsto) y la escala “Provista”
(que evalúa la ayuda efectivamente brindada), abarcando acciones recomendadas y no reco-
mendadas. Las escalas se tradujeron al español, se utilizaron de forma piloto con 17 personas
adultas para evaluar su relevancia cultural y se validaron con 554 personas adultas chilenas y
argentinas utilizandomedidas concurrentes de estigma, distancia social y alfabetización en salud
mental. El análisis factorial de la escala de “Intención” identificó un factor de acciones reco-
mendadas (16 ítems) y otro de acciones no recomendadas (5 ítems). El factor de acciones
recomendadas se correlacionó positivamente con la alfabetización en salud mental (r = 0.19) y
negativamente con el estigma de “débil, no enfermo” (r =�0.16) y la distancia social (r =�0.16).
Los puntajes de apoyo discriminaron de manera significativa entre participantes con y sin
capacitación enMHFA (recomendadas d = 0.99, no recomendadas d = 1.35) y entre los mismos
participantes antes y después de recibir la capacitación (recomendadas d = 0.90, no recomen-
dadas d = 0.47). En conjunto, la versión adaptada de la MHSS presenta propiedades psicomé-
tricas aceptables y constituye una herramienta prometedora para evaluar las conductas de apoyo
de primeros auxilios en salud mental en Chile y Argentina.

Impact statement

Manycommunitiesworldwide lack sufficient resources to support individuals experiencingmental
health problems, often due to stigma, low mental health literacy and limited availability of mental
health services. Locally and culturally adaptedmeasures are essential to accurately assess the extent
of this issue. In this study, the Mental Health Support Scale was translated and culturally adapted
for Spanish-speaking communities inChile andArgentina to effectively evaluate the quality of help
provided by community members to individuals experiencing mental health problems or crises,
suchas those at risk of suicide. This adapted scale can be used tomeasure the effectiveness ofmental
health training programs, such as mental health first aid, in Latin America. Gaining a deeper
understandingof these factors is a priority for globalmental health, as it facilitates better tailoring of
interventions in a region where mental health challenges remain largely under-recognised.
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Introduction

The Mental Health Support Scale (MHSS) is a specialised instru-
ment designed to capture helping behaviours – actions taken to
support someone who is developing a mental health problem,
experiencing a worsening condition or facing a crisis (Morgan
et al., 2023). These helping behaviours are those that mental health
first aid (MHFA) training aims to promote by equipping commu-
nity members with the knowledge and skills needed to recognise
mental health problems, intervene appropriately and encourage
professional help-seeking (Jorm and Kitchener, 2011).

Evidence syntheses have shown thatMHFA training can improve
trainees’ awareness, attitudes and motivation to help (Hadlaczky
et al., 2014;Maslowski et al., 2019). However, there is limited research
examining whether trained individuals offer higher-quality support
in real-life situations, and whether those receiving the support
experience measurable benefits (Forthal et al., 2022; Richardson
et al., 2023). The MHSS was originally developed to address this
knowledge gap byproviding a self-report instrument for assessing the
quality of mental health support. Its initial evaluation demonstrated
strong psychometric properties, including convergent validity, the
ability to discriminate between individuals with and without MHFA
training, and acceptable measurement precision (Morgan et al.,
2023). A subsequent Chinese adaptation also showed encouraging
reliability and validity outcomes (Morgan et al., 2024). Together,
these findings suggest that the MHSS is psychometrically robust and
adaptable to diverse linguistic and cultural contexts.

MHFA training is now an international program delivered in 29
countries, though most implementations have occurred in high-
income, English-speaking contexts (Mental Health First Aid Inter-
national, 2025). Consequently, evidence on how MHFA translates
across diverse cultural settings and income classifications remains
limited (Jorm et al., 2019). In particular, its implementation in
South America remains a notable gap. While Chile and Argentina
are classified as high-income and upper-middle-income countries,
respectively (The World Bank, 2023), both continue to face signifi-
cant challenges in addressing mental health needs within the
broader regional context. According to the World Health Organ-
ization, between 76% and 85% of people with severe mental health
conditions in low- and middle-income countries receive no treat-
ment, and even in high-income countries, treatment gaps remain
substantial, ranging from 35% to 50% (World Health Organization,
2021). These gaps are further exacerbated by stigma, which can
delay help-seeking and limit access to care (Furnham and Swami,
2018; Fleary et al., 2022; Thornicroft et al., 2022). Reducing stigma,
especially through culturally relevant, contact-based interventions,
is now widely recognised as a public health priority.

Evidence from Latin America underscores the importance of
culturally adapted initiatives to reduce stigma and improve access
to care. A systematic review ofmental ill health stigma in the region,
including studies from Argentina and Chile, highlighted the influ-
ence of key sociocultural factors such as the central role of trad-
itional gender roles and family in shaping experiences of stigma
(Mascayano et al., 2016). Other Latin American reviews have
emphasised how stigma interacts with broader forms of marginal-
isation. For example, Cabieses et al. (2024) found that negative
narratives aboutmigrants contribute to their exclusion frommental
health care and poorer outcomes, while Paucar-Caceres et al. (2023)
observed that, although interest in health literacy is growing,mental
health research in the region remains limited and fragmented.
Together, these findings highlight the urgent need for locally
grounded, culturally responsive mental health interventions.

In response to these needs,MHFA training is now being adapted
for delivery in Chile and Argentina. As a first step, country-specific
guidelines for providingmental health first aid have been developed
through Delphi expert consensus studies (e.g., Encina-Zúñiga et al.
[2023]). These guidelines, though based on the original English-
language versions, incorporate feedback from Argentinian and
Chilean mental health professionals, service users and carers, ensur-
ing alignment with each country’s cultural and service-delivery
contexts.

Building on this foundation, the MHFA course has been piloted
in both countries, with a cluster randomised controlled trial to
follow (registration number: ISRCTN63724445). To assess the
program’s effectiveness in these settings, a culturally and linguis-
tically adapted version of the MHSS, aligned with the Argentinian
and Chilean training content, is now needed.

This study aimed to adapt and validate the MHSS for use in
Chile and Argentina. In addition to translating the English-
language MHSS into Spanish, the adaptation process incorporated
local mental health terminology, cultural beliefs and training con-
tent. We evaluated the reliability and validity of the adapted ver-
sions by assessing structural validity, correlations with measures
of mental health literacy and stigma, and the scale’s ability to
distinguish between individuals with and without MHFA training.
We hypothesised that the Chilean and Argentinian versions of the
MHSS would (a) positively correlate with measures of mental
health literacy, (b) negatively correlate with stigma measures and
(c) differ significantly based on MHFA training status.

Methods

The English version of MHSS includes both recommended helping
actions and not recommended actions (i.e., actions to avoid), based
on MHFA guidelines (Morgan et al., 2023). There are two versions
of the MHSS: the MHSS-Intended and the MHSS-Provided.

The MHSS-Intended assesses the quality of help a respondent
would intend to provide in a mental health crisis, even if they have
not yet had the opportunity to help someone. In contrast, the
MHSS-Provided measures the quality of actual mental health first
aid the respondent has given to someone they know (e.g., a family
member, friend or colleague). Respondents are first asked whether
anyone they know has experienced a mental health problem, a
worsening of an existing issue, or a mental health crisis (e.g.,
suicidal thoughts) in the past year. If they answer yes, they then
complete 12 yes-or-no questions about the actions they took. These
include nine recommended actions and three actions that are not
recommended.

Both versions use the same core list of actions; however, MHSS-
Intended items are scored on a 5-point scale from 1 (very unlikely)
to 5 (very likely), whereas MHSS-Provided items are scored either
Yes (1) or No (0). TheMHSS-Provided version also includes 11 add-
itional items covering situations that only some respondents will
have encountered, such as helping a person experiencing suicidality,
psychosis or reluctance to seek help.

This study followed guidelines for the cross-cultural adaptation
of self-report measures (Gjersing et al., 2010), including translation
and piloting, and validation stages.

Translation and piloting

Items from the English language version of the scale were first
examined for appropriate cultural appropriateness within the local
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context. In addition, items were assessed for consistency with the
SouthAmerican guidelines on providingmental health first aid (see
Encina-Zúñiga et al. (2023), for an example). Items were then
translated into Spanish by two native Spanish speakers in Chile
and two in Argentina, followed by back-translation into English by
two native English speakers.

We aimed to recruit 20 participants to pilot the translated scales.
This was considered a balance between feasibility in recruiting
sufficient numbers while providing adequate information on
respondents’ understanding and acceptability of the items in order
to detect confusing or misleading items. Using a snowball recruit-
ment strategy startingwith personal contacts, we recruited 17 adults
fromChile and Argentina whomatched the intended population of
our validation study (i.e., adults aged 18+, living in Chile or Argen-
tina, had at least high school education level and were fluent in
Spanish). The translated scales were administered using Qualtrics
(https://www.qualtrics.com). Participants were asked to evaluate
the clarity of instructions and items and were encouraged to flag
any words or sentences they found difficult to understand.

Although no formal thematic analysis was conducted, feedback
was compiled for each item and reviewed by the Argentinian and
Chilean research teams. Participant comments were generally brief
and straightforward, but where confusion or ambiguity was iden-
tified, alternative phrasings were discussed. Final wording decisions
were reached through team consensus and confirmed in collabor-
ation with the Australian research team. No items were added or
deleted at this stage; changes involved only rewording existing
items based on this feedback.

Validation study

Participants
The translated scale was then tested to evaluate its psychometric
properties in a new, larger convenience sample of adults living in
Chile orArgentina, distinct from thosewhoparticipated in thepiloting
stage. Participants were recruited from two sources: (1) Netquest, an
online panel service created specifically for Latin America (https://
www.netquest.com/en/panel) and (2) MHFA training courses, adults
who participated in the first pilots of the adapted MHFA training in
both Chile and Argentina. These latter participants were expected to
have higher scores on mental health support after the training. Parti-
cipants were eligible if they were aged 18 or older, lived in Chile or
Argentina, had at least a high school education level andwere fluent in
Spanish.We aimed for aminimum sample size of 250 in each country,
which is consistent with recommendations to recruit at least 10 times
as many participants as items (Morgado et al., 2017), and with
minimum sample size recommendations based on communalities
(factor loadings) and the ratio of variables to factors (Mundfrom
et al., 2005). Online participants were distributed across both
countries based on Qualtrics Geo localisation, and no further
information on their geographic location was collected beyond
their country of residence.

Procedure
Participants recruited from Netquest were asked to complete the
MHSS-Intended first and the MHSS-Provided if they had known
someone in the past year who developed a mental health problem,
experienced a worsening of an existing mental health problem or
had a mental health crisis. They also completed the other measures
as described later. The Netquest platform enabled access to parti-
cipants living in various cities across both Argentina and Chile.

Participants were reimbursed by Netquest with credits commen-
surate with an expected time commitment of 15 minutes.

Participants recruited from MHFA training courses were
approached by the research team after completing the training
and were invited to participate. Some participants from Chile were
also invited to participate before the training course commenced
and provided both pre- and post-training data. As no reimburse-
ment was offered, they were asked to complete theMHSS-Intended
and demographic questions only.

At the conclusion of the survey, participants were provided with
contact details for relevant mental health services, including
national and regional helplines in Chile and Argentina, to support
those who may have experienced distress related to the survey
content. Participants were also given the option to contact local
members of the research team via email for further information or
support.

Ethics approval was granted from the University of Melbourne
Human Ethics Committee (approval number 29097), and the study
was conducted in accordance with the ethical standards set out in
the 1964 Declaration of Helsinki. Although formal ethics approval
was not sought from committees in Chile or Argentina, the need for
local ethical oversight was carefully considered during study plan-
ning. For instance, data for the validation study were collected via
an online survey administered by Netquest, a multinational panel
provider, with recruitment, consent and data collection occurring
entirely online through this third-party platform. In both countries,
the research team included registered psychologists who played a
central role in adapting participant materials to ensure cultural and
contextual appropriateness. Their involvement helped align study
procedures with local norms, sensitivities and ethical expectations.

Measures
Measures of stigma, social distance and mental health literacy
followed the presentation of a vignette describing a person (Ariel)
with early schizophrenia/psychosis. This vignette was translated
into Spanish from the English language version, which has been
widely used to measure stigma and mental health literacy (Reavley
and Jorm, 2012a, 2012b).

Personal stigma scale
Stigmatising attitudes were assessed with the Personal Stigma Scale
(Griffiths et al., 2004). It includes 9 items that are scored 0 (strongly
agree) to 4 (strongly disagree). The English language version of the
scale has two factors corresponding to beliefs that people with a
mental disorder are ‘weak-not-sick’ and ‘dangerous/unpredictable’
(Yap et al., 2014). The scale was translated into Spanish by the
research team. A previous study with Chilean adolescents using a
depression vignette reported an acceptable fit with a one-factor
solution when removing items 1 and 7 (Martínez et al., 2020). A
confirmatory factor analysis of this one-factor solution was con-
ducted, guided by established cut-off values for acceptable model fit
of ≥0.90 for comparative fit index (CFI) and Tucker-Lewis fit index
(TLI) and values ≤0.08 for root mean square error of approxima-
tion (RMSEA) (Hu and Bentler, 1999). The one-factor solution did
not fit our data well (CFI = 0.77, TLI = 0.59, RMSEA = 0.139).
Instead, an acceptable fit was achieved with a two-factor structure
when allowing for correlated error terms for items 1, 2, 4 and
6 (CFI = 0.94, TLI = 0.90, RMSEA = 0.065), weak-not-sick (1, 2,
3 and 5) and dangerous/unpredictable (4, 6, 8 and 9). This is similar
to the structure identified in the English language validation, except
that item 7 (‘I would not tell anyone if I had a problem like Ariel’s’)
did not load onto either factor, and item 5 loaded only onto the
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weak-not-sick factor. Internal consistency, as measured by McDo-
nald’s omega (ω), in our sample was 0.76 for the weak-not-sick
factor and 0.66 for the dangerous/unpredictable factor. Higher
scores indicate greater stigma.

Social distance scale
The desire for social distance from the person in the vignette was
measured using the Social Distance Scale (Link et al., 1999). The
scale consists of five items assessing desired social distance, rated on
a 4-point Likert scale (e.g., willingness tomake friends with or work
in close collaboration with Ariel). Mean scores range from 1 to
4, with higher scores indicating greater social distance. We used a
Spanish translation of the scale similar to the one previously tested
with Chilean adults (Grandón et al., 2015). In our study, internal
consistency, as measured by McDonald’s ω, was 0.87.

Mental Health Literacy Scale
Mental health literacy was assessed with a Spanish translation of the
scale by Reavley et al. (2014), whichmeasures recognition ofmental
disorder and beliefs about treatment effectiveness. The scale
includes an open-ended question on what, if anything, is wrong
with the person in a vignette (Ariel), followed by five questions on
the helpfulness or harmfulness of different interventions. Scores
can range from 0 to 6 with higher scores indicating greater mental
health literacy. The benchmark for correct responses was based on
an Australian survey of 1,536 health professionals (Morgan et al.,
2013). Higher scores were also associated with exposure to mental
disorders in self, friends or family (Reavley et al., 2014). In this
study, McDonald’s ω was 0.64.

Sociodemographics
Data were also collected on participant age, gender, highest level of
education, country, occupation, marital status and training in
helping someone with a mental health problem (none, professional
training, university training, vocational training, other).

Attention check question
We included an attention check question to filter out data from
participants who were not attentive to the survey questions (‘If you
are paying attention, please select “Very unlikely” to this question’).

Statistical analysis
We first examined responses to identify participants who appeared
to provide a poor-quality response. We removed participants who
failed the attention check, were identified as duplicates byQualtrics,
or provided the same response to all items on the MHSS-Intended
questions. We used exploratory factor analysis and item response
theory (IRT) modelling to identify the underlying structure and
best performing items. Two parameter IRT models estimate the
difficulty of each item and how well each item discriminates
between respondents with different skill levels. Items with higher
discrimination parameters contribute more to measurement pre-
cision than items with lower discrimination.

We investigated the assumption of unidimensionality by graph-
ing a scree plot of the eigenvalues of the polychoric correlation
matrix and conducting an exploratory factor analysis with the
principal factor extraction method (DeMars, 2010). For theMHSS-
Intended, a graded responsemodel for polytomous items (i.e., those
with Likert-type response scales) was fitted. Item characteristic
curves and item information functions were plotted to examine
item performance. We also plotted the test information function.

Convergent validity was evaluated via correlations with related
constructs, using Pearson’s correlation coefficient. Independent
samples t-tests examined the difference in means between groups,
such as participants who had attendedMHFA training and those of
the general public, with Cohen’s d effect sizes reported. Reliability
(internal consistency) was assessed with McDonald’s ω. Analyses
were undertaken in Stata 18, and the significance level was set at
p < 0.05.

Results

We received 835 responses to the validation questionnaire, includ-
ing 781 from Netquest (general public) and 54 from participants
trained in MHFA. In the general public sample, 80 responses did
not provide consent, 68 did not provide data beyond their country
of origin, 114 did not pass the attention check, 5 were identified as
duplicates, and 10 provided non-differentiated responses, leaving
504 responses. In the MHFA-trained sample, 1 participant listed
their age as 17, and 3 provided non-differentiated responses, leav-
ing 50 responses. Of these 50, 25werematchedwith responses prior
to receiving the MHFA training.

Characteristics of the 554 participants are shown in Table 1.
There was a balanced representation from both Chile andArgentina,
with amean age of approximately 47 years (range: 18–72 years). Only
a small minority reported being a health professional (10.7%) or
having received some form of training in mental health (17.9%). In
the general public sample, stigma levels were moderate on average,
although somewhat higher for beliefs about dangerousness/unpre-
dictability. Average mental health literacy was also moderate, but
only about one-third (35.4%) correctly identified the mental health
problem in the vignette.

Of the 504 general public participants, 224 (44.4%) reported
knowing someone well who, in the past year, had developed a
mental health problem or crisis. These 224 participants subse-
quently completed the MHSS-Provided version of the Mental
Health Support Scale. Several predictors emerged for completing
the MHSS-Provided questionnaire: living in Chile (odds ratio
[OR] = 1.44; 95% confidence interval [CI] = 1.01, 2.04), gender
(male versus female; OR = 0.46; 95% CI = 0.32, 0.66), age
(OR = 0.97; 95% CI = 0.96, 0.99), being a health professional
(OR = 2.32; 95% CI = 1.20, 4.50), having no mental health training
(OR = 0.39; 95% CI = 0.23, 0.65), weak-not-sick stigma (OR = 0.65;
95% CI = 0.52, 0.82), social distance (OR = 0.66; 95% CI = 0.47,
0.92), mental health literacy (OR = 1.33; 95% CI = 1.15, 1.53) and
MHSS-Intended recommended (OR = 1.05; 95% CI = 1.02, 1.07).

MHSS-Intended

Table 2 shows the responses to all 24 items of the MHSS-Intended
scale. Overall, responses tended to be higher for recommended
actions, although responses for the suicide-related actions (especially
asking about a suicide plan) tended to be lower. As a first step, we
examined how each item differentiated two groups with hypothe-
sised differences in mental health support skills (the general popu-
lation versus those trained inMHFA).As expected, all but three items
(3, 7 and 13) showed a significant difference between these two
groups. A factor analysis suggested a two-factor solution, with items
1–5, 7, 9–14, 17–20 and 22–24 loading on factor 1, and items 6–8,
15, 16 and 21 loading on factor 2. These loadings broadly corres-
ponding to recommended versus not recommended actions. How-
ever, item 7 cross-loaded on both factors, and items 3 and 13 loaded
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negatively on the recommended factor rather than on the not-
recommended factor.

For the recommended factor, we removed item 7 because it
loaded on both factors and did not discriminate between the two
samples. IRT modelling showed that this factor provided the
most information at below-average to average skill levels, as

shown on page 1 of the Supplementary Appendix. The recom-
mended factor thus comprised 16 items (M = 65.43, SD = 9.75;
possible range 16–80).

For the not-recommended factor, the IRT model showed very
poor information from items 3 and 13, consistent with the poor fit
in the factor analysis. Removing these items improved model fit

Table 1. Participant characteristics

Characteristic Argentina (n = 275) Chile (n = 279) Total (N = 554)

Age, M (SD) range 46.83 (12.69) 18–72 46.49 (14.26) 19–71 46.66 (13.49) 18–72

Gender, n (%)

Male 134 (48.7) 176 (63.1) 310 (56.0)

Female 140 (50.9) 100 (35.8) 240 (43.3)

Prefer another term 1 (0.4) 3 (1.1) 4 (0.7)

Marital status, n (%)

Married 110 (40.0) 112 (40.1) 222 (40.1)

Widowed/divorced/separated 48 (17.4) 31 (11.1) 79 (14.3)

Single 117 (42.6) 136 (48.8) 253 (45.7)

Education, n (%)

Primary education 5 (1.8) 1 (0.4) 6 (1.1)

Secondary education/high school 96 (34.9) 52 (18.6) 148 (26.7)

Technical education 57 (20.7) 92 (33.0) 149 (26.9)

University education 87 (31.6) 99 (35.5) 186 (33.6)

Postgraduate education 30 (10.9) 35 (12.5) 65 (11.7)

Occupation, n (%)

Salaried worker (private sector) 88 (32.0) 107 (38.4) 195 (35.2)

Salaried worker (public sector) 52 (18.9) 59 (21.2) 111 (20.0)

Self-employed/independent 55 (20.0) 42 (15.1) 97 (17.5)

Retired/pensioner 29 (10.6) 26 (9.3) 55 (9.9)

Student 12 (4.4) 10 (3.6) 22 (4.0)

Employer 3 (1.1) 3 (1.1) 6 (1.1)

Unpaid worker (family or other) 14 (5.1) 5 (1.8) 19 (3.4)

Without a job (and looking for work) 14 (5.1) 20 (7.2) 34 (6.1)

Unemployed (and not looking for work) 5 (1.8) 4 (1.4) 9 (1.6)

Health professional, n (%) 20 (7.3) 39 (14.0) 59 (10.7)

Mental health traininga, n (%)

None 233 (84.7) 222 (79.6) 455 (82.1)

Professional training 5 (1.8) 3 (1.1) 8 (1.4)

University training 14 (5.1) 21 (7.5) 35 (6.3)

Vocational training 15 (5.5) 19 (6.8) 34 (6.1)

Other 12 (4.4) 25 (9.0) 37 (6.7)

Stigma – weak-not-sick, M (SD)b 2.25 (0.78) 2.39 (0.81) 2.31 (0.80)

Stigma – dangerous/unpredictable, M (SD)b 3.32 (0.63) 3.35 (0.69) 3.33 (0.66)

Social distance, M (SD)c 2.39 (0.54) 2.33 (0.55) 2.36 (0.54)

Mental health literacy, M (SD)d 3.27 (1.29) 3.21 (1.26) 3.24 (1.28)

aNumbers do not add to 100% as multiple responses allowed.
bRange 1–5, higher scores indicate greater stigma, completed by 504 general public participants.
cRange 1–4, higher scores indicate greater social distance, completed by 504 general public participants.
dRange 0–6, completed by 504 general public participants.
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Table 2. Responses on the Spanish MHSS-Intended scale

Ordera,c Item

Total sample (%)
General

population
MHFA
trained Total

Sample
difference

Very
unlikely Unlikely

Neither
likely
nor

unlikely Likely
Very
likely M (SD) M (SD) M (SD) db

1 Ask if they have been having thoughts
of harming themselves or others

9.9 15.3 14.6 41.0 19.1 3.36 (1.22) 4.30 (1.05) 3.44 (1.24) 0.78

2 Discuss with them their wishes about
privacy and confidentiality

6.1 6.1 9.9 39.9 37.9 3.94 (1.13) 4.32 (1.04) 3.97 (1.13) 0.34

3 Listen to their problems and try to
provide solutions

2.2 3.4 6.5 39.2 48.7 1.72 (0.89) 1.64 (0.92) 1.71 (0.90) �0.09

4 Let them know you are listening to
what they are saying by restating and
summarising what they have said

1.3 2.9 4.5 39.4 52.0 4.34 (0.82) 4.82 (0.44) 4.38 (0.81) 0.61

5 Communicate clearly and simply, and
repeat things where necessary

2.0 1.6 4.9 38.3 53.3 4.36 (0.84) 4.72 (0.54) 4.39 (0.82) 0.44

6 Tell them they have to get better 9.6 15.5 16.4 31.6 26.9 2.38 (1.23) 3.68 (1.36) 2.49 (1.29) 1.05

7 Convey a message of hope by telling
them help is available and things can
get better

1.6 2.4 7.0 37.6 51.4 4.33 (0.85) 4.50 (0.68) 4.35 (0.84) 0.20

8 Try to cheer them up by telling them
that things do not seem that bad

8.8 8.5 13.2 33.8 35.7 2.09 (1.17) 3.42 (1.44) 2.21 (1.26) 1.11

9 Offer them information and resources
appropriate to their situation

2.0 5.1 11.0 38.8 43.1 4.11 (0.96) 4.72 (0.57) 4.16 (0.95) 0.66

10 Discuss their options for seeking
professional help

1.4 2.9 6.3 39.5 49.8 4.29 (0.85) 4.76 (0.43) 4.33 (0.83) 0.57

11 Ask whether they have other
supportive people they can rely on

1.8 2.7 6.5 47.7 41.3 4.19 (0.84) 4.76 (0.48) 4.24 (0.83) 0.70

12 Discuss with them whether they are
interested in self-help strategies

2.4 6.9 13.4 41.3 36.1 3.97 (1.00) 4.52 (0.74) 4.02 (0.99) 0.56

13 Try hard to make the person to talk
about their feelings and experiences

2.9 4.9 10.3 43.1 38.8 1.93 (0.99) 1.58 (0.70) 1.90 (0.97) �0.36

14 Ask if they have been thinking about
suicide

7.8 16.1 22.6 21.7 32.0 3.37 (1.23) 4.56 (0.76) 3.48 (1.25) 0.99

15 Tell them how much it will hurt their
family and friends if they were to kill
themselves

12.6 10.8 16.6 41.5 18.4 2.46 (1.19) 3.76 (1.33) 2.58 (1.26) 1.08

16 Try to make them understand that
suicide is wrong

9.8 9.6 15.7 45.0 20.0 2.34 (1.12) 3.42 (1.46) 2.44 (1.19) 0.93

17 Ask if they have a plan for suicide – for
example, how, when and where they
intend to die

18.1 19.7 23.1 17.5 21.7 2.91 (1.35) 4.38 (0.97) 3.04 (1.39) 1.11

18 Encourage them to get appropriate
professional help as soon as possible
– for example, see a mental health
professional or someone at a mental
health service

1.4 1.4 3.6 27.4 66.1 4.52 (0.78) 4.84 (0.37) 4.55 (0.76) 0.42

19 Make sure they are not left on their
own

1.1 0.7 4.2 25.6 68.4 4.57 (0.73) 4.82 (0.39) 4.60 (0.71) 0.35

20 Acknowledge they might be
frightened by what they are
experiencing

3.3 3.4 16.3 46.6 30.5 3.92 (0.96) 4.54 (0.61) 3.98 (0.95) 0.66

21 Try to convince them that their beliefs
and perceptions are false

10.1 13.9 25.1 28.2 22.7 2.49 (1.18) 3.80 (1.41) 2.60 (1.26) 1.09

22 Listen to them talk about their
experiences even though you know
they are not based in reality

1.1 2.4 7.9 41.2 47.5 4.29 (0.81) 4.62 (0.67) 4.32 (0.80) 0.42

(Continued)
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based on the test characteristic curve. This left five items (reverse
scored), withM = 12.32 (SD = 5.04) out of a possible range of 5–25;
this factor provided the most information at above-average skill
levels (see Figure 1 in the Supplementary Appendix).

Each factor showed evidence of unidimensionality and excellent
internal consistency: ω = 0.93, average inter-item correlation
(AIC) = 0.38 for the recommended factor, andω = 0.88, AIC = 0.56
for the not-recommended factor. The factor loadings are presented
on page 2 of the Supplementary Appendix. There was a moderate
negative correlation between the two factors (r = �0.26; 95%
CI = �0.34, �0.18). There was also a large difference in mean
scores on both factors between general population participants and
those who had received MHFA training (see Table 3). Mean scores
discriminated between those with versus without mental health
training and between health professionals and non-professionals
(ds = 0.32–0.59).

Both factors appeared sensitive to MHFA training effects.
Recommended factor scores improved significantly between pre-
training (M = 65.28, SD = 7.88) and post-training (M = 72.80,
SD = 8.88), t (24) = 5.36, p < .001, showing a large effect (d = 0.90).
Likewise, not-recommended factor scores improved from pre-
training (M = 14.60, SD = 5.22) to post-training (M = 17.16,
SD = 5.69), t (24) = 2.60, p < .001, showing a medium effect
(d = 0.47).

Table 3 shows correlations between MHSS-Intended factor
scores and related constructs. The recommended factor correlated
negatively with weak-not-sick stigma (r = �0.16; 95% CI = �0.24,
�0.07) and social distance (r =�0.16; 95%CI =�0.24,�0.07), and
positively withmental health literacy (r = 0.19; 95%CI = 0.11, 0.28).
It did not correlate with dangerous/unpredictable stigma (r =
�0.09; 95% CI = �0.17, 0). The not-recommended factor correl-
ated negatively with weak-not-sick stigma (r = �0.24; 95%
CI = �0.32, �0.16) but positively with social distance (r = 0.17;
95% CI = 0.08, 0.25), despite the factor being reverse-scored.

MHSS-Provided

Of the 504 general public participants, 224 (44.4%) had known
someone with a mental health problem or crisis in the past year and
therefore completed the MHSS-Provided version. The most common
relationships were family member (43.3%), friend (28.1%), intimate
partner (10.3%), work colleague (7.6%), and other (10.7%).

Responses to the MHSS-Provided items are shown in Table 4,
including items from the optional subscales. Items 3, 7, and 13 were
removed for equivalence with the MHSS-Intended scale, leaving
8 recommended actions and 2 not recommended actions. An
exploratory factor analysis (see Table 2 in the Supplementary
Appendix) again identified these as separate factors. Mean scores

Table 2. (Continued)

Ordera,c Item

Total sample (%)
General

population
MHFA
trained Total

Sample
difference

Very
unlikely Unlikely

Neither
likely
nor

unlikely Likely
Very
likely M (SD) M (SD) M (SD) db

23 Find out if there are specific reasons
why they do not want to seek
professional help

2.9 4.7 9.0 43.9 39.5 4.10 (0.96) 4.38 (0.95) 4.12 (0.96) 0.29

24 Let them know they can contact you if
they change their mind about seeking
help

1.3 2.4 5.4 35.9 55.1 4.37 (0.82) 4.80 (0.45) 4.41 (0.80) 0.54

aItems 3, 6, 8, 13, 15, 16 and 21 are not-recommended actions.
bBold effect sizes are significantly different from zero.
cItems 3, 7 and 13 were not included in the final scale.

Table 3. Evidence for construct validity of the MHSS-Intended and MHSS-Provided versions of the Spanish MHSS

MHFA training
vs. general
public,
d [CI]

Any mental
health training, d

[CI]

Health
professional,

d [CI]
Stigma weak not

sick, r [CI]

Stigma dangerous/
unpredictable,

r [CI]
Social distance,

r [CI]
Mental health
literacy, r [CI]

MHSS-Intended –

recommended
factor

0.99
[0.69, 1.28]

0.32
[0.10, 0.54]

0.59
[0.32, 0.87]

�0.16
[�0.24, �0.07]

�0.09
[�0.17, 0.00]

�0.16
[�0.24, �0.07]

0.19
[0.11, 0.28]

MHSS-Intended –

not-recommended
factor

1.35
[1.04, 1.65]

0.50
[0.28, 0.72]

0.55
[0.27, 0.82]

�0.24
[�0.32, �0.16]

�0.02
[�0.10, 0.07]

0.17
[0.08, 0.25]

0.02
[�0.07, 0.10]

MHSS-Provided –

recommended
factor

- 0.56
[0.15, 0.97]

0.49
[0.16, 0.81]

0.01
[�0.13, 0.14]

�0.07
[�0.20, 0.06]

�0.19
[�0.31, �0.06]

0.06
[�0.07, 0.19]

MHSS-Provided –

not-recommended
factor

- 0.06
[�0.35, 0.47]

0.11
[�0.21, 0.43]

�0.29
[�0.41, �0.17]

�0.03
[�0.16, 0.10]

0.22
[0.09, 0.34]

0.05
[�0.08, 0.18]

Cambridge Prisms: Global Mental Health 7

https://doi.org/10.1017/gmh.2025.10054 Published online by Cambridge University Press

http://doi.org/10.1017/gmh.2025.10054
http://doi.org/10.1017/gmh.2025.10054
http://doi.org/10.1017/gmh.2025.10054
http://doi.org/10.1017/gmh.2025.10054
http://doi.org/10.1017/gmh.2025.10054
http://doi.org/10.1017/gmh.2025.10054
https://doi.org/10.1017/gmh.2025.10054


wereM = 6.20 (SD = 2.11) out of a possible 0–8 for recommended
factor items, and M = 0.61 (SD = 0.83) out of 0–2 for not-recom-
mended factor items. The recommended factor had excellent
internal consistency (ω = 0.93, AIC = 0.36). The two not-
recommended factor items correlated strongly (r = 0.64), and there
was a moderate negative correlation between the recommended
and not-recommended factors (r = �0.39).

Table 3 shows howMHSS-Provided factor scores correlated with
related constructs and compared across known groups. The recom-
mended factor demonstrated a small-to-moderate negative correl-
ationwith social distance (r=�0.19 [�0.31,�0.06]), and amedium-
sized difference between those with and without mental health
training (d = 0.56 [0.15, 0.97]) and between health professionals
and non-professionals (d= 0.49 [0.16, 0.81]). The not-recommended
factor correlated moderately and negatively with weak-not-sick
stigma (r =�0.29 [�0.41,�0.17]) and showed a small-to-moderate
positive correlation with social distance (r = 0.22; 95% CI = 0.09,
0.34), but it did not differentiate people based on any mental health
training (d=0.06; 95%CI=�0.35, 0.47]) or professional background
(d = 0.11; 95% CI = �0.21, 0.43), noting that the MHFA-trained
participants did not complete the MHSS-Provided version.

Comparisons between the MHSS-Provided and MHSS-Intended
versions revealed a moderate correlation for recommended actions
(r = 0.34; 95% CI = 0.22, 0.45) and a large correlation for not
recommended actions (r = 0.59; 95% CI = 0.50, 0.67).

Discussion

This study aimed to adapt theMHSS for use in Chile andArgentina,
providing a culturally and linguistically appropriate tool for evalu-
ating the quality of MHFA-related behaviours. The adaptation
involved careful translation and piloting of the original scale,
followed by a rigorous validation phase. Although the adapted scale
largely retained the original structure, three items were excluded for
psychometric reasons or because they did not differentiate well
between the general population andMHFA-trained groups. During
validation, both theMHSS-Intended (quality of intended help) and
MHSS-Provided (quality of actual help) scales showed excellent
internal consistency and evidence of construct validity, with the
MHSS-Intended scale demonstrating more pronounced effects.

As expected, higher mental health literacy was associated with
more helpful intended actions; however, this association was less
strongly related to actual helping behaviour. Similar findings have
been observed in earlier MHSS studies (Morgan et al., 2023;
Morgan et al., 2024) and other research on suicide literacy and
associations with intended and actual help provided to a person
experiencing suicidal thinking (Nicholas et al., 2020). This dis-
crepancy aligns with the Theory of Planned Behaviour (Ajzen,
2011), which posits that behavioural intention alone is not always
sufficient to produce action. Real-world helping responses are
shaped by additional factors, such as perceived behavioural con-
trol, confidence, and contextual barriers. In high-stakes or emo-
tionally charged scenarios (e.g., situations involving suicide),
people may hesitate to act despite good intentions due to fear
of saying the wrong thing, making the situation worse or being
socially judged. Research exploring why individuals experiencing
mental illness do not receive enough support found that while
fear and anxiety can motivate someone to help, they often lack
confidence when the support required involves complex commu-
nication skills, such as providing emotional support (Thompson
et al., 2022).

Table 4. Items and responses on the Spanish MHSS-Provided

Order Item
Yes
(%)

No
(%)

1 Ask if they have been having thoughts of harming
themselves or others

59.8 40.2

2 Discuss with them their wishes about privacy and
confidentiality

69.2 30.8

3a,b Listen to their problems and try to provide
solutions

87.5 12.5

4 Let them know you are listening to what they are
saying by restating and summarising what they
have said

94.2 5.8

5 Communicate clearly and simply, and repeat
things where necessary

90.6 9.4

6a Tell them they have to get better 70.5 29.5

7b Convey a message of hope by telling them help is
available and things can get better

91.1 8.9

8a Try to cheer them up by telling them that things
do not seem that bad

68.8 31.3

9 Offer them information and resources
appropriate to their situation

78.1 21.9

10 Discuss their options for seeking professional help 84.4 15.6

11 Ask whether they have other supportive people
they can rely on

75.0 25.0

12 Discuss with them whether they are interested in
self-help strategies

68.8 31.3

13a,b Try hard to make the person to talk about their
feelings and experiences

87.5 12.5

Risk of suicide, n = 100

1 Ask if they have been thinking about suicide 67.0 33.0

2a Tell them how much it will hurt their family and
friends if they were to kill themselves

75.0 25.0

3a Try to make them understand that suicide is
wrong

78.0 22.0

4 Ask if they have a plan for suicide – for example,
how, when and where they intend to die

39.0 61.0

Immediate risk of suicide, n = 46

1 Encourage them to get appropriate professional
help as soon as possible – for example, see a
mental health professional or someone at a
mental health service

93.5 6.5

2 Make sure they are not left on their own 91.3 8.7

Psychosis, n = 57

1 Acknowledge they might be frightened by what
they are experiencing

84.2 15.8

2a Try to convince them that their beliefs and
perceptions are false

66.7 33.3

3 Listen to them talk about their experiences even
though you know they are not based on reality

94.7 5.3

Reluctance to seek help, n = 91

1 Find out if there are specific reasons why they do
not want to seek professional help

87.9 12.1

2 Let them know they can contact you if they
change their mind about seeking help

93.4 6.6

aNot recommended actions.
bItems not included in the final scale.
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Our hypothesis that lower levels of stigmawould be linked tomore
helpful behaviours was broadly confirmed. Participants who held
fewer stigmatising views, particularly thosewhodid not regardmental
health problems as a sign of weakness and felt comfortable around
people with mental health issues, were more likely to report helpful
behaviours. These findings align with existing literature emphasis-
ing that attitudes of understanding and acceptance play an import-
ant role in enabling effective support (Thornicroft et al., 2022).
However, stigma rooted in perceptions of dangerousness or unpre-
dictability appeared less clearly linked to helping behaviours. This
may partly reflect lower internal consistency in that subscale, as the
size of a correlation is constrained by the reliability of eachmeasure.
Alternatively, this may not be replicated in another sample, as the
confidence intervals for each association overlapped.

We also found something unexpected; participants who were
less likely to endorse not-recommended actions were, at the same
time, more likely to prefer greater distance from someone experi-
encing mental health difficulties. This may suggest that although
people have good intentions and recognise actions they should
avoid, they might still feel uncertain or uncomfortable when inter-
acting with someone who is struggling. Supporting this idea, Prize-
man et al. (2023) found that young people experiencing depression
often felt judged or misunderstood by others, even when those
others likely intended to be supportive. This highlights the com-
plexity of providing real-world support, suggesting that even well-
intentioned behaviours could be influenced by underlying ambiva-
lence or emotional uncertainty.

Participants with MHFA training reported a considerably
higher quality of intended help than the general public. This
pattern was also evident among individuals with other forms of
mental health training and those showing improvements follow-
ing MHFA participation. Of particular note, MHFA-trained indi-
viduals were more likely to report asking directly about suicide
when concerned, whereas the general public tended to endorse
moralistic or guilt-based responses (e.g., suggesting suicide is
wrong or how much it would hurt their family and friends). This
openness toward direct conversations about suicide is important
because previous cultural adaptations of MHFA suicide guide-
lines for Argentina and Chile highlighted the influence of indirect
communication norms around this topic (Encina-Zúñiga et al.,
2023). Such cultural dynamics can create barriers to open dia-
logue, shaping not only how people seek help but also how
communities respond to those in distress.

Even so, it is important to situate these findings within the
broader structural and cultural context of the region. For
instance, as Cabrera-Mendoza et al. (2025) emphasise, suicide
prevention in Latin America must be approached through a
multifaceted lens, addressing stigma, improving access to cul-
turally appropriate mental health services, and strengthening the
research base. While MHFA may support more open and
informed conversations, its effectiveness is likely to be max-
imised when implemented as part of coordinated national strat-
egies that respond to the region’s social, cultural and systemic
realities.

Taken together, these findings indicate that evidence-based com-
munity mental health programs have considerable potential for
improving mental health support in Latin American contexts, par-
ticularly by boosting helpful forms of support and addressing stigma.
However, translating these intentions into real-world action remains
a major challenge – one that demands not only community-level
training but also a whole-of-society approach to address long-
standing structural barriers (Patel et al., 2023).

Strengths and limitations

A major strength of this study is the comprehensive adaptation
process, which incorporated cultural and clinical expertise to
ensure item suitability fromMHFA guidelines for Chile and Argen-
tina. The use of native Spanish speakers for the translation, followed
by a rigorous back-translation into English, helped maintain meth-
odological consistency. Additionally, this study is the first to exam-
ine the sensitivity of the MHSS to MHFA training. Unlike previous
comparisons between the general public and MHFA instructors,
this study evaluates changes in scores among participants before
and after MHFA training.

Some limitations should also be acknowledged. The sample was
predominantly middle-aged with relatively high educational attain-
ment, which may limit generalisability to populations with lower
educational levels. Furthermore, mental health training was self-
reported, making it difficult to verify its accuracy. Similarly, all scales
used in the study are based on self-report, which may be influenced
by the context in which behaviours occur (Van de Mortel, 2008).

Conclusion

Overall, the adapted MHSS for Chile and Argentina shows accept-
able psychometric properties, making it a promising tool for evalu-
atingmental health first aid support in these countries. By assessing
both intended and actual support behaviours following MHFA
training, the scale contributes to global efforts to enhance mental
health literacy and reduce stigma. The findings on suicide first aid
practices highlight a critical gap, emphasising the need for targeted
interventions to improve suicide prevention skills in Chile and
Argentina. Strengthening suicide first aid capabilities could be
instrumental in reducing suicide rates, reinforcing the urgency of
further research and policy initiatives in this area.
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