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Abstract
This paper discusses the implications of the key findings of the Singapore Mental Health
Study (SMHS) in the context of the first ever National Mental Health Policy and Blueprint
(NMHPB). The SMHS was a cross-sectional epidemiological survey of the adult Singapore
residents. The policy implications emanating from the findings of this study are discussed
in this commentary. These pertain to initiatives to improve help-seeking behaviour, further
developing the capability of the primary healthcare providers and the better integration
of primary and specialist mental healthcare. Incorporation of mental health education
and screening of mental disorders in the workforce should also be augmented with work
practices that protect against discriminating those with mental disorders.
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Introduction
Mental health issues have taken on greater importance
with the growing awareness among policy makers of the
importance of mental health for the development of human,
social and economic capital of a country and the realisation
that it is illogical to introduce health-sector reforms without
paying due attention to the mental health sector.1
In 2005, the Ministry of Health of Singapore convened
a committee of psychiatrists, medical administrators, other
mental health professionals and representatives from nongovernmental organisations to draw up a National Mental
Health Policy for the country. The subsequent Blueprint
was a 5-year plan which was implemented in 2007 and
focused on 4 strategic areas: (i) Mental health education
and promotion, (ii) Integrated mental health care—through
community-based mental health programmes and integration
of psychiatric services in general hospitals, (iii) Developing
mental health professionals, and (iv) Developing mental
1

health research—an important component of which was
a nationwide epidemiological study on the mental health
status of the resident population.
Epidemiology is the key to the overall goals of the
National Mental Health Policy and Blueprint (NMHPB) as
it informs public health by answering the questions of just
how common mental illnesses are, who gets what illness,
when, and why. It also assesses the impact of these illnesses
and how services are being used and by whom, and whether
these services are effective and cost effective.2 Such surveys,
which obtain representative information of the population
on the rates of disorders, could also identify the barriers
to care, and enable the tracking of the population’s state
of mental health trends and the potential identification of
modifiable risk factors. Effective national policy should be
evidence-based and national surveys on the epidemiology
and the social and economic consequences of psychiatric
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morbidity furnish much of these information.
A national survey gives more accurate and actionable
information when compared to surveys on select clinical
populations which are biased by the illness behaviour of
those seeking help and the exclusion of the ill who did
not seek help. To date, there are no population-based
studies that go beyond establishing the rates of mental
disorders in Singapore to examine the unmet needs, helpseeking behaviour and the impact of mental disorders on
the workforce. These were the considerations that led
to the Singapore Mental Health Study (SMHS), which
was a household survey of the adult resident population.
The survey was conducted between December 2009 and
December 2010. Face-to-face interviews were completed
with 6616 respondents giving a survey response rate of
75.9%.3
Such a study yields a wealth of information which
gives a more detailed description of the present mental
health landscape in Singapore. It also identifies the gaps
for which the appropriate policies and initiatives can be
developed. Furthermore, it provides high quality baseline
information to enable the tracking of future trend of the
state of mental health in the local population. We discuss
in this commentary some of the policy implications in the
context of the NMHPB.
Rates of Mental Disorders
The prevalence of mental disorders, their associated
risk factors and impact of these disorders have been
extensively studied across different countries. The SMHS
is the most comprehensive of such epidemiological surveys
in Singapore which also examined risk factors, access to
care, and impact on productivity. These findings enable
evidence-based policy making for the rational allocation of
resources to treat and manage people with mental disorders.
The SMHS showed that 12.0% of the population had at
least one life-time affective, anxiety, or alcohol use disorders
and 4.5% had current nicotine dependence. The 12-month
prevalence of at least one affective, anxiety or alcohol
use disorder was 4.4%,4 and the most prevalent 12-month
disorder was major depressive disorder (MDD) (2.5%).5
Socio-demographic risk factors for mental disorders were
also identified. For example, MDD was more prevalent
among women, those who were divorced/separated/
widowed, and those of Indian ethnicity.5
Our findings of the differences in the rates of some
mental disorders among the 3 ethnic groups as well as
the identification of those who are at risk provide relevant
information for a more targeted (and non-stigmatising)
approach in raising awareness and detection of those at
risk. This might involve working with the various ethnic

communities in raising awareness as well as equipping
organisations and agencies, like the Family Service Centres
who would be most likely to come into contact with those
seeking help for marital difficulties, with the relevant skills
and knowledge.
Unmet Needs of People with Mental Disorders
Apart from understanding the magnitude of mental
disorders in a population, it is equally important to
investigate whether people with these disorders have sought
help and whether this was done in a timely manner. One
aspect of unmet need is “the proportion of people who
meet the criteria for a disorder and do not see a health
professional”.6 Other aspects are the inordinately long delay
of those who eventually sought help, and the appropriateness
and quality of care that were provided to them. The evidence
of poorer prognosis with longer duration of untreated illness
in common mental disorders such as anxiety and depression,
as well as for psychosis is compelling.7
The SMHS found that the majority of mentally ill
individuals did not seek help and this is consistent with
other international studies.8-10 Of those who sought help,
there was a considerable delay before doing so: the shortest
was among those with MDD (median of 4 years) and the
longest was alcohol abuse (median of 13 years).11
From our findings, a large proportion of mentally ill in
Singapore were not seeking any help has major implications
for policy formulation; and research to understand why
people with disorders do not access treatment and ways to
address this gap is essential for service development. There
are likely to be multiplicity of reasons for this lack of service
contact—from the individual’s perception and beliefs, to
the prevailing attitude of family and friends, to economic
factors like financial resources and the availability of
insurance coverage, and the possibility (real and perceived)
of discrimination and stigma. As part of the strategy for
mental health promotion, the Health Promotion Board (HPB)
has embarked on a series of public awareness campaigns,
with the intention of getting the average Singaporean to
be aware of his/her mental health, and the importance to
actively stay mentally well; the National Healthy Lifestyle
Campaign for instance, has such a focus on mental health,
with the slogan “Healthy Mind Happy Life”. In the light
of the SMHS findings, there is probably a need to focus
on certain mental disorders and to improve mental health
literacy, including the recognition of symptoms of common
mental disorders, knowledge to access available and
effective treatments,12 the importance of early detection and
treatment, as well lessening the stigma of mental disorders.
There are examples, outside Singapore, of effective and
successful policies and practices to combat the stigma.13 Any
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of these initiatives would have to take into consideration
the particular cultural and religious beliefs and attitudes
present in Singapore.
Role of Community Service Providers
The SMHS is the first local study to examine the pattern
of service contact across the country. More than 13% of
those with any lifetime disorder and who were help-seeking,
sought treatment from a psychiatrist, 5.8% sought help
from a psychologist, 8.4% saw a general practitioners (GP),
9.6% went to a counsellor, and 6.6% consulted a spiritual
or religious healer.14 However, compared with mental
health professionals, the GPs in Singapore are consulted
less often, unlike those in other developed countries like
the US, UK, Netherlands, Australia and New Zealand.15-18
In this aspect, there seems to be an over-reliance on the
specialised mental health providers, which would (or
already has) lead to a strain on this sector and even perhaps
a misuse of services where patients with milder forms of
anxiety and depressive disorders manageable by GPs are
being attended to by mental health specialists. The NMHPB
has identified the shortfall in the number of mental health
providers in Singapore and various measures have been
implemented to increase this number. At the same time,
there is an effort to engage the GPs through the General
Practitioner Partnership Programme. This was first initiated
in the Institute of Mental Health with a group of GPs who
were trained to identify and treat persons with mental
disorders. Since its inception, the GP Partnership Programme
has enrolled more than 70 GPs, and more than 900 patients
with stable mental health problems have been referred to
the GPs for continuing care. The programme is currently
being expanded to include the restructured hospitals in
the network. The eventual plan is for all new GP partners
to be trained via the newly launched Graduate Diploma
in Mental Health. For a more complete involvement and
engagement of the primary healthcare sector, there must be
easy access to and backup by specialist mental healthcare
support. The government must also play a role to facilitate
the integration of mental health care into primary healthcare,
and it should provide that additional support including
staffing and making available the necessary psychotropic
medicines at the polyclinics. For the GPs, some sort of
economic incentives, such as appropriate reimbursement by
the government may be important complementary strategies
to facilitate the change.
Other than the GPs, there are also a considerable number
of counsellors and social workers working in various Family
Service Centres scattered throughout the country. Research
needs to be carried out to estimate the prevalence of mental
disorders among the clients of these providers, to find out
the types of services provided, as well as the level of mental
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health literacy among these providers as they represent
a potential source of help in meeting the unmet needs.
One possible strategy in enlisting the potential of these
providers is through task-shifting which is the deliberate
and rational redistribution of specific tasks from highly
specialised mental health workers to other health workers
with shorter and less specialised training in order to make
more efficient use of the available human resources for
mental health.19 For this task-shifting to work, the mental
health specialists must continue to provide not only training
but ongoing supervision, quality assurance and support to
these community health workers.20
For Singapore where the populace still has deep rooted
Asian cultural and religious beliefs, mental health policies
should not be based entirely on the western models of
care and service provision but should seek to incorporate
socio-cultural and religious dimensions.21 The findings
of the SMHS have clearly shown the relative importance
of the traditional and spiritual healers—who were almost
as often consulted as the GP. It therefore seems obvious
that they ought to be involved in the management of the
mentally ill and it is likely that some sort of collaboration
and exchange of ideas would be helpful.1
Productivity and Employment among People with
Mental Disorders
Work and unemployment have been shown to have a
considerable influence on mental health and mental illness
and utilisation of mental health services.22-24 Personal
struggles faced by those with mental illness are compounded
by the stigma. Employees often fail to seek treatment because
they react with denial or they believe that seeking help may
expose their condition which may result in stigmatisation and
possible job loss. In Germany for instance, strong negative
responses to people with schizophrenia returning to their
place of employment have been reported,25 and employers
are often reluctant to take on an individual with a history of
mental health needs.26,27 People with mental health needs
are understandably reluctant to seek employment for fear
of having to disclose their condition. A Scottish survey
found that 43% of those with mental disorders had not gone
ahead with a job application because of a concern about
how their mental health history might be perceived.28 It is
hence important to assess the impact of mental disorders
on work productivity in the Singapore sample.
People with any of the mental disorders experienced twice
as many days out of role i.e. inability to carry out their usual
activities in the previous 30 days as those without mental
disorders. The rate of unemployment among those with
mental disorders was also significantly higher than those
without (11.1% vs 6.7%).29 Those with life-time prevalence
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of mental disorders also have more days of absenteeism
and presenteeism relative to those without these disorders.
The SMHS findings in this area have obvious economic
implications. One of Singapore’s economic assets has
been its educated and well-trained workforce which
has contributed significantly to its economic stability
and productivity. The loss of productivity—from both
absenteeism and presenteeism—caused by common mental
disorders is considerable30 but much of the lost productivity
can be averted as there are effective treatments for common
mental disorders.31 Employers should understand that
untreated mental health problems among their employees
will have an economic impact and there are programmes
in which they can invest to reduce this impact.31
Denial, fear of discovery, and insurance inadequacy
among an organisation’s employees often delay treatment
which would harm organisational productivity and raise
healthcare costs related to both the mental illness itself and
other associated medical conditions. Hence, employers in
both public and private sector have a responsibility and an
interest to prevent the negative impact of mental illnesses
on productivity.
Within the NMHPB is a workplace mental well-being
education programme called Treasure Your Mind which
was developed by HPB in association with local mental
health providers to equip employees and supervisors with
the skills to achieve mental well-being. This is carried out
through a 3-module programme comprising an awareness
talk and a series of skills workshops. However, workplace
health policies need to incorporate more than educational
programmes to combat and deal with workplace stress.
It is important to increase the understanding of causes of
mental health problems in the workforce, assistance to
manage mental health problems effectively through early
recognition and screening, and to take action to ensure
that people with mental disorders are not discriminated
against but are given the necessary assistance to re-enter
the workforce.
Mental and Physical Comorbidity
The SMHS confirmed that comorbidity between mental
disorders and medical disorders is common—a finding that
has been replicated in many countries. In our survey, 14.3%
of people with a chronic medical condition had at least one
mental disorder, and 50.6% of those with a mental disorder
had a chronic medical condition.32 This comorbidity was
associated with increased severity and days out of role.
The policy challenge is to break down the silos in our
specialised healthcare and create a collaborative system in
which people with chronic physical health disorders would
be screened for psychiatric morbidity and have their mental

disorders properly managed. By the same token, mental
health specialists should routinely assess their patients
for physical health problems, and should encourage them
to attend regular health checks in primary care, attend
smoking cessation programmes, and help their patients in
making the necessary lifestyle changes. One such approach
that targets persons with serious mental illness is through
an unified primary care and behavioral healthcare system
where health staff interact regularly and typically have an
integrated medical record and single treatment plan. This
would mean among others, developing a mental health
expertise within the polyclinics.
A few programmes have already been initiated under the
NMHPB, which seek to integrate mental health services
within certain medical and women’s healthcare services. This
is done through the embedding of specialised mental health
hospital teams in the general hospitals. These dedicated
multidisciplinary hospital teams provide screening, early
identification and intervention for psychiatric morbidity
in medical or surgical conditions where putatively there is
a high comorbidity of mental disorders. Eight integrated
hospital teams have been established under the NMHPB,
and each team focuses on a different group of patients with
higher risk of mental health problems. Continued evaluation
of these initiatives is necessary to assess their outcomes
and to learn about the factors facilitating and obstructing
such integration.
The SMHS has also identified those chronic medical
conditions with high rate of mental disorders—particularly
respiratory diseases like asthma, and chronic pain conditions
like migraine and arthritis. The successful collaborative
models which are currently in place should be extended to
those medical conditions with high rates of comorbidity.
Conclusion
The SMHS has provided good quality data on the
prevalence rates, unmet needs, disabilities and service use
for mental disorders. These are vital information on the
impact of mental disorders in Singapore and will guide the
development and delivery of services in the next phase of
the NMHPB.
These epidemiological data can also be used to calculate
the burden of disease estimates and for the use of costeffectiveness analyses of future clinical and preventative
interventions.33 However, further epidemiological studies
on children and adolescents as well as the elderly are
needed to fully describe the mental health status of the
entire Singapore population.
Mental health of the Singapore population is influenced
not just by the medical community, social services sector
and the Ministry of Health and its policies but also by
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policies from other ministries including the Ministry of
Community, Youth and Sports, Ministry of Education,
Ministry of Manpower, and Ministry of Finance. Schools,
for example, are important settings for mental health
promotion and implementing preventive measures where
children are taught important skills in stress management and
basic understanding of mental illnesses. At the community
level, there ought to be opportunities to learn life skills,
coping strategies, building up social support systems,
and inculcating responsible community attitudes towards
mentally ill people. In the workplace, there should be policies
that are committed to building a healthy workforce and to
root out discriminatory practices. Most of these mental
disorders have their onset early in life, run a chronic course
with considerable disability and at catastrophic costs to
these individuals and their families—indicating the need for
some policies for pre-payment, risk pooling and financing
mechanisms like social health insurance or tax-financed
arrangements.34
Epidemiological data are a basic prerequisite for evidencebased policies formulation and expert professional and
epidemiological advice to ministries is essential. It is
therefore important to develop the capacity for policy
work in the psychiatric profession. There are other areas
that psychiatrists should be involved in. Psychiatrists
must assume leadership and proficiency in training and
supervising; they must also acquire the knowledge in
monitoring and evaluation to ensure quality assurance of
mental healthcare programmes, and they must possess
the core management skills essential for leading teams of
health workers.19
There must also be an ongoing process to gather good
quality accurate information on rates of disorders, service
contact, quality of care and economic evaluation to enrich
the evidence base for informed policy formulation, service
development and preventive measures. Such information
can only be gathered in Singapore as we cannot use data
from studies done elsewhere because of the vast differences
in healthcare and financing structures as well as in the
sociodemographic and socio-cultural characteristics of
the population.
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