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ABSTRACT 

Mental health literacy (MHL) and mental illness stigma (MIS) represent 

new horizons of study and intervention, particularly important, for both 

communities and clinical settings (European Commission & Portuguese Ministry 

of Health, 2010). In this paper we aimed to: a) describe a clinical sample (CS) and 

nonclinical group (NCG) in aspects related to family history of psychopathology, 

contact with mental illness and “learning about mental illness”; b) differentiate 

groups in terms of MHL, shame and self criticism; c) test associations between 

MHL with shame and self criticism; and, in the clinical sample, d) test the 

relationship between self stigma, shame and self criticism; e) explore the predictor 

role of other’s support in self stigma. To do so we collected data from a sample 



 

 

of 187 young adults, including CS and NCG, using: a Sociobiographic 

Questionnaire; Opinions about Mental Illness (Cohen & Struening, 1962); Other 

as Shamer Scale (Goss, Gilbert & Allan, 1994); Internalized Shame Scale (Cook, 

1994); and Forms of Self Criticizing and Self Reassuring Scale (Gilbert, Clarke, 

Hempel, Miles, & Irons, 2004). Our results show that: most of the subjects learned 

what is mental illness at school; CS know more people that has or had mental 

illness than NCG; there are no differences on MHL within samples; shame and 

self criticism are higher in the CS and correlate with self stigma; others support 

predict self-stigma. Several research and clinical implications are presented. 

Keywords: mental health literacy, shame, self criticism, clinical sample, 

community sample, young-adults. 

 

BACKGROUND 

Mental health literacy 

As education has been a key component to promote health and prevent 

disease through the 21st century (Nutbeam, 2000), it is argued that mental health 

literacy is essential to communities mental empowerment (Loureiro et al., 2012). 

But, in the domain of mental health, health literacy is a relatively new area of 

research and intervention. 

Mental health literacy (MHL) is a concept presented by the Australian 

researcher Jorm in 1997 and corresponds to knowledge and beliefs about mental 

health disorders which aid their recognition, management and prevention. It 

includes the ability to: a) recognize specific disorders and different types of 

psychological distress; b) have knowledge and beliefs about the risk factors and 

causes; c) request self-help interventions or professional help available; d) adopt 

attitudes prone to appropriate recognition and help seeking; d) seek adequate 

health information (ibidem). Also, from the recent salutogenic view that guides 



 

 

the OMS definition of health literacy, “cognitive and social skills which determine 

the motivation and ability to gain access to, understand and use information in 

ways which promote and maintain good health” (1998, p.10), one may also 

consider that MHL contemplates e) the knowledge about healthy life styles and f) 

active well-being strategies and behaviors. 

 

Mental Illness Stigma 

MHL can be one of the central aspects to promote mental health and prevent 

mental disorder but, on the other side, Mental Illness Stigma (MIS) can be an 

obstacle. Stigma associated with mental illness contains three essential domains: 

stereotypes (negative beliefs) about mental illness, prejudice (cognitive and 

affective responses) towards people with mental illness and discrimination 

(negative/hostile behavior) (Corrigan & Watson, 2002). 

Public stigma and self stigma refer two types of stigmatization processes 

(ibidem). The first underlines the stigmatization from the community towards 

people with mental illness/problems. This behavior is based on the idea that 

people with mental illness and without it belong to different two groups, and 

facilitates maintaining social distance. Self-stigma then traduces the stigma the 

person suffering from a mental problem has internalized from others. The person 

identifies with the stigmatized group and labels (ibidem). Both of the described 

types preju- dice prevention, treatment and recovery as seriously affect the use of 

mental health services from the process of help seeking, to the treatment chosen, 

its management so as investing on recovery (Hogan, 2003). In fact, stig- ma may 

inhibit people from using mental health services to avoid shame, criticism and 

discrimination (Eisenberg, Downs, Golberstein & Zivin, 2009). 

MHL and MIS and the experience of being affected by a mental problem 

across the development. The prevalence of mental health problems is increasing 



 

 

and the OMS (2001) estimates that one in each four people has mental disorder 

and that most of the population contacts with someone that is now or was before 

ill. Accordingly, mental health literacy becomes an essential tool for personal and 

community development (Loureiro et al., 2012). But, numerous studies report low 

levels of MHL and high levels of Mental Illness Stigma (MIS) in the population 

(cf. BMC, 2007; European Commission & Portuguese Ministry of Health, 2010; 

Jorm, 2012; Phelan, Link, Stueve, & Pascosolido, 2000), consistently suggesting 

that the communities have low levels of knowledge about mental health problems 

(its causes, consequences, risk factors, treatment options). This has been seen 

across different countries, cultures and age groups (cf. ibidem) and in Portugal 

two teams have been developing enormous work on this issue: “FelizMente” a 

project developed by Loureiro and his team (Loureiro et al., 2012), and “Opening 

space to mental health” with “Encontrar+se” and “Upa faz a diferença” (Campos, 

2014; Palha, 2014). 

As Palha (2014) alerts “there´s still no country or culture without the belief 

that a person suffering from mental health problems is less worthy; each of us has, 

in some way, some kind of stigma”. In a lot of countries stigma can also look 

structural, as social and health politics don´t support the fundamental rights of 

people with mental disorder or problems (ibidem; Jorm, 2014). Recently, Jorm 

(ibidem) has shown that in some countries public inquiries demonstrate that the 

community prefers that the public money goes just to cancer and heart disorder 

treatments (because these problems are life threatening) than also to mental 

disorders treatments and prevention (even though this can be extremely disabling) 

although both conditions are not fully successfully treated in significant 

percentage of the cases. 

Stigma is a communitarian problem. It is learnt from several sources: at 

home, in school, at work, from the media; and people with mental health problems 



 

 

are more stigmatized than those with other health conditions (Byrne, 2000; 

Corrigan et al., 2005) so they feel even more negative emotional experience than 

that felt as the psychological problem. For example, discrimination in the 

workplace or school has been common across children and adults – some 

employers or teachers express the belief that people with mental illness/problems 

lack of intellectual competence, social aptitude or creativity. Also in the context 

of social relationships, segregation emerges reflecting the fear of danger or 

dependency. Close social support networks, as family, also become affected by 

stigma specially in case of chronic mental illness (Byrne, 2000). Media brings to 

the public stories inspired on stereotypes reinforcing stigmatized ideas and 

attitudes, shame and criticism. In the movies, marketing campaigns, literature, 

music and newspaper, people with mental health problems play dangerous or 

pathetic characters (ibidem). 

Considering that recent approaches to psychopathology have recognised the 

importance of shame and self criticism across several types of psychopathologies, 

these variables and its pathogenic nature (e.g., Matos, Pinto- Gouveia, & Duarte, 

2012a), deserve a specific attention in terms of relations with stigma and mental 

illness. In fact, it has been argued that both factors are transdiagnostic, increase 

vulnerability, effect expression of symptoms and elevate risk of relapse (Gilbert, 

& Irons, 2005; Tangney, & Dearing, 2002; Zuroff, Santor, & Mongrain, 2005). 

Regarding to shame it is considered as a secondary conscious emotion. It is 

experienced as painful and uncomfortable, associated with the perception that one 

has personal attributes, personality characteristics, engaged in attitudes or 

behaviors that others will find unattractive and reject or put-down (Matos, Pinto-

Gouveia & Duarte, 2011). In what concerns self criticizing it traduces the 

conscious cognitive and emotional process of the self being simultaneously 

evaluator and object of evaluating as adequate/successful or 



 

 

inadequate/unsuccessful (Gilbert, 2007). In this internal process it plays roles of 

dominance or, submission in order to correct mistakes or prevent failure. 

Accordingly, the self analyses triggers the emotional response of thinking as being 

attacked, persecuted or feeling with anger, disgust or hate. On the other side, when 

the self triggers self compassion and kind attitude to regulate cognitions and 

evaluations he reassures internally. 

Although the situation has been clearly improving, in the recent times, and 

one might guess MIS will decrease, deep work is necessary across all life-span 

stages and social contexts. Surprisingly, data from a recent document of European 

Commission & Portuguese Ministry of Health (2010) suggests that five year old 

children manifest stigma. 

In this work, we will focus on the young adult population, clinical and non-

clinical. Young-adults are the most vulnerable generation to the first onset of 

mental health problems, are the group that most benefit from early recognition 

and autonomous help seeking (as they are developmentally increasing the 

adolescent autonomy from parental supervision), are particularly vulnerable to 

stigmatization consequences (as they are building new social support networks, 

romantic relationships, entering university or searching for a job, renting new 

accommodation) and potential responsible for breaking the stigma process 

(educating their friends, family and children). 

 

OBJECTIVES 

Our aim is to describe levels of Mental Health Literacy so as their 

relationships with shame, self criticism, and also with sociobiographic variables 

in clinical and non clinical samples of young adults. In specific the study: a) 

describes a clinical group and two community groups in aspects related to family 

history of psychopathology, contact with mental illness and “learning about 



 

 

mental illness” context; b) differentiates the three groups in terms of mental health 

literacy, shame and self criticism; c) tests the associations between mental health 

literacy with shame and self criticism; and, in the clinical sample, d) tests the 

relationship between self stigma, shame and self criticism; and e) explore the 

predictor role of other’s support in self stigma. 

 

PARTICIPANTS 

In this study we collected data from a total sample of 187 young adults, 

including clinical and community samples. The clinical sample (CS) comprised 

55 subjects, mostly women (81.8%) and single (87.3%). The mean age was 26.49 

and the mean of years of education was 14.67. The non clinical sample (N=132) 

was divided in two groups using an age criteria: Group 1 (NCG1=Non Clinical 

Group 1) comprised subjects with 30 or less years old (N=30) and Group 2 

(NCG2= Non Clinical Group 2) above 30 years old (N=102). Both groups were 

compo- sed predominantly by female participants (81.4% and 76.7% 

respectively), mostly single in Group 1 (92.2%) and married in Group 2 (43.3%). 

The means were 23.88 (years old) and 15.11 (years of education) for Group 1, and 

39.87% (years old) and 16.37 (years of education) for Group 2. 

 

METHOD 

This is an exploratory descriptive correlational study with quantitative 

measures. As mentioned, data was collected using a non clinical sample and a 

clinical sample. 

The collection of both samples strictly complied with all ethical and 

methodological procedures inherent in this type of research: contact with mental 

health and educational institutions (for the clinical sample) and formal proposals 

to the respective ethic committees. The non clinical sample was recruited through 



 

 

an online questionnaire. The participants received a brief explanation of the study 

objectives, information on the understanding of the role of both participants and 

researchers and on the responsibilities and rights inherent to each role. They were 

also assured confidentiality and anonymity. 

Instruments for data collection included measures of: Sociobiographic 

variables, Opinions about Mental Illness, Internal and External Shame, Self-

Criticizing and Self-Reassuring. A simple description of these measures will be 

presented. 

A sociobiographic questionnaire was developed by authors to measure: age, 

education/job, family history of mental illness, contact with mental illness, source 

of learning about mental illness, having or not mental problem, professional 

support, social support. 

The Opinions about Mental Illness scale was developed by Cohen and 

Struening in 1960-1962 and was validated to the Portuguese population by 

Loureiro, Dias and Aragão (2008). It was initially used in hospital workers and 

then expanded to the research of clinic and non clinic population opinion. It has 

51 items and 5 factors: 1) Authority – people with mental illness are an inferior 

class and as authority must be respected they require authority; 2) Benevolence – 

a kindly and paternalistic view of people with mental illness inspired mostly by 

humanism and religion than by science; 3) Mental illness hygiene ideology – the 

idea that mental illness is like any other physical illness and requires rational 

based approach for adequate treatment by professionals; 4) Social restrictiveness 

– activities such as marriage, childbearing, parenting, working or voting should 

be restricted; 5) Interpersonal etiology – mental illness is influenced by 

interpersonal experiences as lack of love and support in childhood. In our study 

the scale presented a good internal consistency (Cronbach alpha = .82). 



 

 

Internal shame as it is measured by the Internalized Shame Scale (ISS; 

Cook, 1996; Matos, Pinto-Gouveia & Duarte, 2012b), comprising 29 items, refers 

to negative self-directed evaluations and affects related to aspects of the self seen 

as unattractive. The values of the internal consistency of the scale in the validation 

study was alpha = .95 and in our study alpha =.97. 

External shame reflects the experience of the self representing himself as 

being negative in the mind of oth- ers and focusing on the aspects that others 

would stigmatize, attack, humiliate or reject in public. The Other as Shamer Scale 

(OAS; Goss, Gilbert & Allan, 1994; Matos, Pinto-Gouveia & Duarte, 2011) 

measures external shame across 18 items and 3 factors: Inferiority; Emptiness and 

Mistake. The values of the internal consistency of the scale in the validation study 

was alpha = .91 and in our study alpha =.95. 

The Forms of Self-Criticizing/Attacking and Reassuring Scale (FSCRS) 

was developed by Gilbert, Clarke, Hempel, Miles and Irons in 2004 and validated 

to the Portuguese population by Castilho and Pinto-Gouveia in 2011. It has 22 

items and 3 factors: Inadequate Self, Hated Self and Reassuring Self. The values 

of the internal consistency of the scale in the validation study were: Inadequate 

Self alpha = .90 (and in our study alpha =.93); Hated Self alpha = .86 (and in our 

study alpha =.84). We didn´t use the Reassuring Self scale. 

 

RESULTS 

Family History of Psychopathology, contact with mental illness and 

learning context about mental illness 

Our results show that in the clinical sample the higher percentage of 

participants (58.2%) had positive family history of psychopathology. In both 

groups of the normal sample, the majority of the participants had not relatives 

with mental illness (26.5% for Group 1 and 46.7% for Group 2). In terms of 



 

 

knowing someone with psychopathology, 86.7% of the participants in non clinical 

Group 2 responded “yes”, 63.6% in the clinical sample and 56.9% in the non 

clinical Group 1. The learning context mostly selected was “school” (20% in the 

clinical sam- ple; 36.3% in Group 1 and 20% in Group 2). 

 

Differences between groups: Opinions about mental illness 

The three groups under study (CS=Clinical Sample; NCG1=Non Clinical 

Group 1; and NCG2= Non Clinical Group 2) were compared in their opinions 

about mental illness. No significant differences were found between groups 

(Table 1). 

 

Table 1. Differences between groups in the Opinions about mental illness 

 

 CS (N=55) NCG1 

(N=30) 

NCG2 

(N=102) 

  

 M DP M DP M DP F p 

 

Authority 

 

44.24 

 

6.5 

 

45.35 

 

8.4 

 

44.31 

 

8.7 

 

.399 

 

.672 

Benevolence 50.27 4.7 50.91 5.1 50.41 6.7 .276 .759 

Mental Hygiene Ideology 25.78 5.1 27.63 4.5 27.48 3.1 2.938 .056 

Social Restrictiveness 40.96 6 41.31 6.5 41.92 6 .207 .813 

Interpersonal Etiology 30.80 5.8 30.83 7.28 31.43 7.1 .092 .912 

Note: CS-clinical sample; NCG1 and NCG2-non clinical groups. 

 

Differences between groups: Shame and Self Criticism 



 

 

In relation to shame and self criticism, significant differences were found 

between CS and the NC groups, with CS showing higher values than the other 

two (Table 2). 

 

Table 2. Differences between groups in Shame and Self Criticism 

*** p<.001; Note 1: Means with differing subscripts within rows are 

significantly different at the p<.05 based on Bonferroni Test. Note 2: OAS-Other 

as Shamer Scale; ISS-Internalized Shame Scale; FSCRS- The Forms of Self-

criticizing/attacking and Self-reassuring Scale; CS-clinical sample; NCG1 and 

NCG2- non clinical groups. 

 CS  NCG1  NCG2  

(N=55)  (N=30)  (N=102) 

 M DP M DP M DP F 

OAS 27.62a 13.4 14.47 b 9.7 17.03 b 13.2 22.186*** 

ISS 52.42 a 19.9 26.18 b 17.1 25.67 b 13.1 41.445*** 

FSCRS hated self 5.56 a 4.9 1.66 b 2.4 1.97 b 2.6 23.985*** 

FSCRS inadequate self 20.98 a 8.3 10.01 b 7.1 10.47 b 6.9 38.248*** 



 

 

Correlational Analysis 

We performed correlational analysis in the three groups with the aim of 

testing the associations between the factors of the Opinions about mental illness 

with Shame and Self criticism. The only significant correlation was in the clinical 

sample, between “mental health hygiene ideology” and the “hated self” of the 

FSCRS (r =-. 31, p=.034). 

In the clinical group, we also tested the association between self stigma 

(through the question “I do evaluate myself negatively because of mental illness”) 

and shame and self criticism. There were significant associations of self stigma 

with internalized shame (r=.46, p=.001), hated self of FSCRS (r=.53, p<.001) and 

inadequate self of FSCRS (r=.35, p=.016). There was no significant association 

with externalized shame. 

 

Regression Analysis 

Social support from others seems to predict self stigma in the clinical group, 

however none of the predictors (family, friends and colleagues) isolated predicted 

this variable (Table 3). 

 

 

 

 

 

 

 

 

 

Table 3. Multiple Regression Analysis for the Clinical Sample: predictors 

of self stigma 

 

 B SE B p 

Step 1 

Constant 

 

1.646 

 

.488 

 



 

 

Colleague’s 

support 

.131 .141 .179 

Friend’s support .068 .154 .085 

Family’s support .208 .117 .277 

Note: R2= .202, 

p=.020 

   

 

DISCUSSION AND CONCLUSIONS 

Mental health literacy, a new area of research and intervention appears to 

be essential to mental health pro- motion and disorder prevention but the stigma 

related to mental illness needs some attention in order to prevent prejudicing 

experience of shame and criticism. In line with previous research our study aimed 

to a) describe a clinical group and two community groups in aspects related to 

family history of psychopathology, contact with mental illness and “learning 

about mental illness” context; b) differentiate the three groups in terms of mental 

health literacy, shame and self criticism; c) test the associations between mental 

health literacy with shame and self criticism; and, in the clinical sample, d) test 

the relationship between self stigma, shame and self criticism; and e) explore the 

predictor role of other’s support in self stigma. 

Our results show that the clinical group revealed higher percentage of 

psychopathology in the family. This result is in line with previous genetic and 

environmental studies (e.g., Nestad, Samuels, Romanoski, Folstein, & McHugh, 

1994) and reinforces the need to maintain investment in early detection, 

prevention and intervention studies. The NCG2 (age>30) demonstrated higher 

percentage of subjects who know people with psychopathology. This difference 

is probably due to age; however this result emphasizes the importance of mental 

health literacy interventions throughout lifespan as suggested by all studies in this 

field, namely BMC (2007). Regarding the context of learning, all of the three 

groups seem to have learned about mental illness mostly in school. In this line of 

thought, the school environment seems to play a major role in MHL learning and 

internalizing MHL knowledge, even in informal ways. Future studies should 

further explore this relationship and, if proven, formal MHL interventions could 

be conducted in schools to maximize their results. 



 

 

The groups did not differ in terms of MHL as previous reviews suggested 

(cf. Byrne, 2000). This result has important research and clinical implications, 

such as: a) MHL interventions should target both clinical and non clinical 

populations; b) although different levels of different components of MHL were 

found among the groups, and therefore may indicate different needs, these 

differences were not significant indicating a general MHL learning and training 

for all the groups; c) MHL does not seem to improve with age alone, therefore all 

age groups should be considered in MHL interventions planning. 

In terms of shame and self criticism, the CS showed higher levels of both 

comparing with the non clinical groups (who did not differ from one another). 

This can be due to psychopathology characteristics (and therefore unrelated to 

mental illness) and/or due to self stigma. Further studies on self stigma are 

necessary to better under- stand the impact of mental illness on “self to self” and 

“self to others” relationships. Self stigma can have an important role in the 

effectiveness of psychotherapeutic interventions. 

In the clinical group, our results indicate that self stigma seems associated 

with self criticism (hated self form). Further investigation is needed to prove this 

association. This can have implications in clinical practice: planning interventions 

focused on self criticism (and therefore self compassion) to reduce self stigma 

could be useful in both CS and NCG by maximizing help-seeking and therapeutic 

gain of recovery. Social support (or the lack of it) seems to play a major role in 

self stigma prediction. Social and community interventions are essential to reduce 

not only social and community stigma but also self stigma. MHL interventions 

should target not only the individuals but also their communities and social 

networks: awareness and improvement of first aid support skills can be helpful. 

Although the importance of several results, some limitations must be taken 

into consideration. One limitation of our study is the difference of the number of 

subjects in each group under study, as well as the predominance of women in all 

groups. Further studies may overcome this limitation and corroborate our results 

in more equitable groups. In relation to the measures used, we consider that using 

specific mental illness-related shame and self criticism instruments could improve 

the quality of our results, however there are, to our knowledge, no specific mental 



 

 

illness-related instruments with psychometric properties studied in Portuguese 

population. 

 

 

 

REFERENCES 

BMC - Bourget Management Consulting for the Canadian Alliance on Mental 

Illness (2007). Mental Health Mental Health Literacy: A Review of the 

Literature, retrieved from: 

http://www.camimh.ca/files/literacy/LIT_REVIEW_MAY_6_07.pdf 

Byrne, P. (2000). Stigma of mental illness and ways of diminishing it. Advances 

in. Psychiatric Treatment, 6, 65-72. 

Campos, L. (2014). Abrir espaço à saúde mental. Communication presented at 

Primeiro Congresso Internacional de Literacia sobre Saúde Mental – Coimbra. 

Carrigan P, Watson A (2002) The paradox of self-stigma and mental illness. 

Clinical Psychology Science and Practice, 9(1), 35–53. 

Castilho, P. & Pinto-Gouveia, J. (2011). Autocriticismo: Estudo de validação da 

versão portuguesa da escala das formas do auto-criticismo e auto-

tranquilização (FSCRS) e da escala das funções do auto-criticismo e auto-

ataque (FSCS). Psychologica, 54, 63-86. 

Cohen, J. & Struening, E.L. (1962). Opinions about mental illness in the personnel 

of two large men- tal hospitals. Journal of Abnormal and Social Psychology, 

64, 349–360. 

Cook, D. R. (1994). Internalized Shame Scale: Professional manual. Menomonie, 

WI: Channel Press, Available from author: E 5886 803rd Ave., Menomonie, 

WI 54751. 

Corrigan, P.W., Demming Lurie, B., Goldman, H.H., Slopen, N., Medasani, K., 

& Phelan, S. (2005). How Adolescents Perceive the Stigma of Mental Illness 

and Alcohol Abuse. Psychiatric Services, 56, 544-550. 

Eisenberg, D., Downs, M., Golberstein, E., Zivin, K. (2009). Stigma and Help-

seeking for Mental Health among College Students. Medical Care Research & 

Review, 66(5), 522-541. 



 

 

European Commission & Portuguese Ministry of Health (2010) [on line]. 

Background document for the thematic conference - Promoting Social 

Inclusion and Combating Stigma for better Mental Health and Well-being. 

Available at: http://ec.europa.eu/health/mental_health/docs/ev_ 

20101108_bgdocs_en.pdf. 

Gilbert, P. (2007). Psychotherapy and Counselling for Depression (3rd Eds). 

London: Sage. Gilbert, P., Clarke, M., Hempel, S., Miles, J. N. V., & Irons, C. 

(2004) Criticising and reassuring one-self: An exploration of forms, styles and 

reasons in female students. British Journal of Clinical Psychology, 43, 31-50. 

Gilbert, P., & Irons, C. (2005). Focused therapies and compassionate mind 

training for shame and self-attacking. In P. Gilbert (Ed.), Compassion: 

Conceptualisations, research and use in psy- chotherapy (pp. 235–263). 

London: Brunner-Routledge. 

Goss, K., Gilbert, P., & Allan, S. (1994). An exploration of shame measures. I: 

The other as shamer scale. Personality and Individual Differences, 17, 713–

717. 

Hogan, M. F. (2003). New Freedom Commission Report: The President’s New 

Freedom Commission. Recommendations to transform mental healthcare in 

America. Psychiatric Services,54,1467–1474. 

Jorm, A. (Fevereiro, 2014). Literacia em saúde mental uma década de 

investigação e desafios. Communication presented at Primeiro Congresso 

Internacional de Literacia sobre Saúde Mental 

– Coimbra. 

Jorm, A. (2000). Mental health literacy: Public knowledge and beliefs about 

mental disorders. British Journal of Psychiatry, 177, 396-401. 

Jorm, A. F., Korten, A. E., Jacomb, P. A., Christensen, H., Rodgers, B., & Pollit, 

P. (1997). “Mental health literacy”: a survey of the public’s ability to recognize 

mental disorders and their beliefs about the effectiveness of treatment. Medical 

Journal of Australia, 166, 182-186. 

Jorm, A.F. (2012). Mental health literacy: Empowering the community to take 

action for better men- tal health. American Psychologist, 67, 231-243. 



 

 

Loureiro, L., Mendes, A., Barroso, T., Santos, J., Oliveira, R., & Ferreira, R. 

(2012). Literacia em Saúde Mental de Adolescentes e Jovens: conceitos e 

desafios. Revista de Enfermagem Referência, 3 (6), 157-166. 

Loureiro, L., Dias, C. & Aragão, R. (2008). Crenças e Atitudes acerca das doenças 

e doentes men- tais – Contributos para o estudo das representações sociais da 

loucura. Revista Referência, 8, 33-44. Disponível em:

 http://www.esenfc.pt/rr/rr/index.php?id_website=3&d=1&target=Detalhe

sArtigo&id_artigo=2118&id_rev=4&id_edicao=24 

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2011). Other as Shamer. Versão 

portuguesa e propriedades psicométricas de uma medida de vergonha externa 

[Other as Shamer: Portuguese version and psychometric properties of a 

measure of external shame]. Manuscript submitted for publication. 

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2012a). Above and beyond emotional 

valence: The unique contribution of central and traumatic shame memories to 

psychopathology vulnerability. Memory, 20 (5), 461-477. 

Matos, M., Pinto-Gouveia J., & Duarte, C. (2012b). When I don’t like myself: 

Psychometric proper- ties of the Portuguese version of the Internalized Shame 

Scale. Spanish Journal of Psychology, 15 (3), 1411-1423. 

Nestad G., Samuels J., Romanoski A., Folstein M. & McHugh P. (1994). 

Obsessions and compul- sions in the community. Acta Psychiatrica 

Scandinavica, 89, 219-224. 

Nutbeam, D. (2000). Health literacy as a public health goal: a challenge for 

contemporary health edu- cation and communication strategies into the 21 st 

century. Health Promotion International, 15(3), 259–267. 

Organização Mundial de Saúde (OMS) (2001). Saúde mental, nova concepção, 

nova esperança: Relatório sobre a Saúde no Mundo. Genebra: OMS. 

Palha, F. (Fevereiro, 2014). O estigma como inibidor da procura de ajuda em 

saúde mental. Communication presented at Primeiro Congresso Internacional 

de Literacia sobre Saúde Mental – Coimbra. 

Phelan, J.C., Link, B.G., Stueve, A. & Pescosolido, B.A. (2000). Public 

conceptions of mental illness in 1950 and 1996: What is mental illness and is 

it to be feared? Journal of Health and Social Behavior, 41(2), 188-207. 



 

 

Rickwood, D., Deane, F. P., Wilson, C. J., & Ciarrochi, J. (2005). Young people’s 

help-seeking for mental problems [Supplement]. Australian e-Journal for the 

Advancement of Mental Health, 4(3), 2–34. 

Tangney, J. P., & Dearing R. L. (2002). Shame and Guilt. New York: Guilford. 

World Health Organization (1998). Health promotion glossary. World Health 

Organization: Geneva. Retrieved from: 

http://www.who.int/healthpromotion/about/HPR%20Glossary%201998.pdf 

Zuroff, D. C., Santor, D., & Mongrain, M. (2005). Dependency, self-criticism, 

and maladjustment. In J. S. Auerbach, K. J. Levy & C. E. Schaffer (Eds.), 

Relatedness, Self-Definition and Mental Representation: Essays in Honor of 

Sidney J. Blatt. London: Brunner- Routledge. 

 


