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Objective: This study examined
whether help seeking for mental
problems was predicted by beliefs
about mental illness and services
and by family and social support.
Methods: Singaporean adults (N=
2,801) were interviewed with the
Schedule for Clinical Assessment
in Neuropsychiatry and with ques-
tions on mental health status, be-
liefs about the curability of mental
illness, embarrassment and stigma,
ease of discussing mental prob-
lems, effectiveness and safety of
treatment, and trust in profession-
als. Results: Although 10% of re-
spondents had a depressive or anx-
iety disorder or combination, only
3% acknowledged having mental
problems, 5% rated their mental
health as fair or poor, and 6%
sought help for their mental
health problems. Help seeking
was predicted by poor self-rated
mental health and acknowledged
mental illness but not by health

beliefs and social support. Conclu-
sions: Self-rated mental health sta-
tus was predictive of help seeking,
but other health beliefs and social
support were neither strong nor
robust predictors. (Psychiatric
Services 59:105–108, 2008)

The high prevalence of psychiatric
disorders worldwide indicates

enormous needs for mental health
services. Patients with mental disor-
ders often do not seek professional
help. It has been estimated that be-
tween one-third and two-thirds of seri-
ous cases of psychiatric disorders
worldwide received no treatment (1).

Numerous studies have established
that objective measures of need, such
as the presence of a diagnosable psy-
chiatric disorder and interference with
life functioning, clearly determine pro-
fessional help seeking. However, ob-
jective measures of need do not fully
determine actual health behavior. The
impetus for and continuity of help
seeking often lie with self-assessment
of mental health and perceived need
for help. Health beliefs are attitudes,
values, and knowledge that people
have about their health and health
services that influence their subse-
quent perceptions of need and use of
health services (2). Health beliefs are
widely cited explanations of why some
people with mental health problems
seek help and others do not. These rea-
sons include self-perceived presence of
a mental illness, self-rating of mental

health, stigma and embarrassment, dif-
ficulty in discussing mental health
problems, lack of trust in mental health
professionals, and overestimation of
one’s coping abilities (3,4). Along with
demographic and social background,
these reasons constitute a set of factors
that predispose, enable, or impede the
use of services that is not well studied
and is little understood.

In this report, using data from the
National Mental Health Survey of
Adults in Singapore, we assessed the
prevalence of psychiatric disorders
and whether people sought help from
health care professionals. We investi-
gated whether—apart from need fac-
tors (such as the presence of a psychi-
atric diagnosis and functional disabil-
ity) and sociodemographic factors—
the likelihood of help seeking was in-
dependently associated with health
beliefs and family and social support.

Methods
The National Mental Health Survey of
Adults in Singapore was conducted
from February 15, 2003, to March 30,
2004, with a nationally representative
random sample of Singaporean citi-
zens and permanent resident adults of
ages 20–59 years. Details of the sam-
pling methodology and questionnaire
interviews are published elsewhere
(5). A total of 2,847 respondents were
interviewed from a total of 3,875 eligi-
ble persons (73% response rate).

Respondents with recent psychi-
atric disorders were identified by the
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respondent’s self-report of having re-
ceived treatment for mental problems
by a physician in the past year. In ad-
dition, an active two-stage case ascer-
tainment used the 12-item General
Health Questionnaire (6,7), followed
by the Schedules for Clinical Assess-
ment in Neuropsychiatry (SCAN) (8),
to derive DSM-IV diagnoses of de-
pressive and anxiety disorders. Psy-
chotic disorders, substance abuse,
and other disorders were not consid-
ered in the survey because they were
relatively uncommon.

Additional dimensions of objective
needs assessment were elicited by
questions about physical and social
role functioning: “Have you had any
of the following problems with your
work or other daily activities as a re-
sult of any emotional problems (such
as feeling depressed or anxious): ac-
complished less than you would like?
cut down on the amount of time you
spent on work or other activities?”
(9). The number of medical problems
(nonpsychiatric) co-occurring with
psychiatric problems was quantified
from self-reports from a list of com-
mon chronic medical illnesses.

Respondents were asked, “In the
past 12 months, have you sought pro-
fessional help for problems with men-
tal health or emotion from a general
practitioner, psychiatrist, psycholo-
gist, psychiatric nurse, social worker
and mental health counselor, or oth-
ers? (please specify).”

Self-rating of mental health status
was assessed on a 5-point Likert scale
(excellent, very good, good, fair, and
poor). Respondents also were asked
in a separate section of the question-
naire (and acknowledged) whether
they had mental health problems.
Along with the presence of a diagnos-
able mental disorder, a negative re-
sponse to this question would suggest
an attitude reflecting psychological
states of denial or lack of insight.

The respondents’ health beliefs, in-
cluding perceptions or views about
mental illness, professional care and
medications, and one’s own problem-
solving skills, were assessed by state-
ments about the curability of mental
illness, embarrassment and stigma,
ease of discussing mental problems,
effectiveness and safety of treatment,
and trust in professionals (Table 1).
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Associations of health beliefs and other variables with help seeking among 2,801
persons interviewed in Singapore

Sought help 
(N=157) Multivariate analysis

Variable N N % p OR 95% CI p

Housing type
Public 1–2 room 135 17 12.6 .001 1.89 1.00–3.61 .052
Public 3–4 room (reference) 2,003 106 5.3 1.00
Public 5 room and higher 618 29 4.7 .92 .58–1.48 .74
Private or landed 45 5 11.4 2.90 1.01–8.32 .59

Number of co-occurring illnesses
0 (reference) 1,827 64 3.5 1.00 .01a

1 852 76 8.9 .001 1.60 1.05–2.45 .031
≥2 122 17 13.9 1.82 1.11–2.98 .017

Psychiatric disorder 221 74 33.5 <.001 5.31 3.37–8.36 <.001
Accomplish less than you would 
like 116 30 25.9 <.001 2.32 1.19–4.51 <.001
Acknowledge mental health 
problem 71 36 50.7 <.001 5.22 2.79–9.76 <.001
Self-rated mental health

Fair or poor 150 42 28.0 <.001 2.26 1.01–5.06 .047
Good 1,304 73 5.6 1.57 .82–3.00 .18
Very good 790 30 3.8 1.69 .84–3.38 .14
Excellent (reference) 557 12 2.2 1.00 .023a

Family or someone is able to 
provide needed help

Not at all or very little 211 18 8.5 .002 1.10 .60–2.01 .652
To some extent 429 36 8.4 1.66 1.08–2.55 .033
Much or very much (reference) 2,161 103 4.8 1.00 .071a

Religious or spiritual beliefs are 
my main sources of support

Not at all or very little 318 21 6.6 .14 1.10 .60–2.01 .79
To some extent 520 23 4.4 .61 .37–1.03 .055
To a great extent (reference) 1,963 113 5.8 1.00 .13a

I believe that mental illnesses can 
be cured

Strongly disagree or disagree 291 12 4.1 .36 .61 .31–1.21 .13
Neither 1,182 69 5.8 .95 .65–1.39 .82
Agree or strongly agree (reference) 1,328 76 5.7 1.00 .30a

I feel embarrassed or ashamed 
about mental illness

Not at all or very little 2,185 111 5.1 .52 .81 .44–1.49 .54
To some extent 410 30 7.3 .78 .49–1.25 .67
To a great extent (reference) 206 16 7.8 1.00 .37a

I feel comfortable talking about 
mental problems

Not at all or very little 670 47 7.0 .016 1.79 1.19–2.68 .002
To some extent 458 24 5.2 1.03 .62–1.72 .69
To a great extent (reference) 1,673 86 5.1 1.00 .003a

My problem can be overcome 
without help

Not at all or very little 1,219 81 6.6 .57 1.24 .81–1.88 .13
To some extent 685 33 4.8 1.06 .64–1.74 .89
To a great extent (reference) 897 43 4.8 1.00 .24a

Drugs often do more harm than 
good

Strongly disagree or disagree 1,592 90 5.7 .20 .75 .46–1.22 .59
Neither 844 39 4.6 .61 .35–1.05 .21
Agree or strongly agree (reference) 365 28 7.7 1.00 .42a

Mental health professionals can 
do very little to help

Strongly disagree or disagree 1,900 103 5.4 .43 .71 .43–1.19 .29
Neither 576 30 5.2 .74 .41–1.36 .25
Agree or strongly agree (reference) 325 24 7.4 1.00 .47a

a Analysis of linear trend



Other variables included the extent
of family and social support (“family
or someone able to provide help
when you needed it”), age, gender,
education level, marital status, living
arrangement, income, and employ-
ment status.

We performed statistical analysis
for 2,801 respondents after excluding
46 respondents with missing data.
Categorical data analyses included
chi square tests of significance and lo-
gistic regression to evaluate the asso-
ciation of health belief variables with
help seeking, with the presence of
other need and predisposing and en-
abling variables accounted for. Be-
cause the sampling design involved
disproportionate stratification by eth-
nic group, weighted analyses were
performed with SPSS version 12 to
derive estimates of proportions and
odds ratios.

Results
The mean±SD age of respondents
was 41±9.6 years; 1,758 (63%) re-
spondents were female; 101 (4%) had
no education; 47 (2%) lived alone;
132 (5%) were unemployed; 355
(13%) had monthly income less than
$1,000 ($635 U.S.); 13 (5%) lived in
smaller-sized low-end public housing;
and 193 (7%) were divorced, separat-
ed, or widowed.

The overall population-weighted
prevalence estimate of depressive
and anxiety disorders (N=181) in the
past year was 10%. The most fre-
quent recent disorders were major
depressive disorder (6%) and gener-
alized anxiety disorder (4%), and dys-
thymia (1%) and panic disorder with-
out agoraphobia (1%), which includ-
ed 2% who had co-occurring depres-
sive and anxiety disorders. However,
only 1,450 (5%) of all respondents
and 61 (34%) respondents with de-
pressive or anxiety disorders or both
rated their mental health status as fair
or poor. Only 71 respondents overall
(3%) and 28 respondents (15%) with
depressive or anxiety disorders stated
that they had mental problems.

An estimated 6% of the population
(N=157) sought help from profes-
sionals for mental and emotional
problems. Among 181 respondents
with depressive and anxiety disorders
diagnosed with SCAN in the survey,

an estimated 57 respondents (32%)
had sought help.

We modeled the probabilities of in-
dividuals to seek help for mental and
emotional problems in logistic regres-
sions that included need, predispos-
ing variables, and enabling variables
in a full model that included all vari-
ables (Table 1). As expected, the pres-
ence of SCAN-indicated depressive
and anxiety disorders and physical
and social role limitations resulting
from mental problems were signifi-
cantly associated with the likelihood
of help seeking, as was medical co-
morbidity. In addition, socioeconom-
ic status was associated with help
seeking. The relationship was nonlin-
ear, however, with respondents living
in smaller low-end housing or in larg-
er high-end housing being signifi-
cantly more likely to seek help.

In the presence of objective need
and other variables, the respondent’s
acknowledgment of a mental health
problem (odds ratio [OR]=5.22) and
fair to poor self-rated mental health
(OR=2.26) were additionally and in-
dependently associated with the like-
lihood of help seeking. In both crude
and adjusted analyses, the following
beliefs and attitudes were not associ-
ated with help seeking: mental illness
can be cured, feeling embarrassed
and ashamed about mental illness,
feeling uncomfortable about dis-
cussing mental problems, the respon-
dent’s problems can be overcome
without help, drugs do more harm
than good, mental health profession-
als can do very little to help, and reli-
gion or spiritual beliefs are an impor-
tant source of support. Paradoxically,
those who felt the most uncomfort-
able about discussing mental prob-
lems were more likely to have sought
help. A report of poor family support
was not consistently associated with
help seeking after we controlled for
confounding variables.

Discussion and conclusions
The results of our survey confirm the
common observation that a large pro-
portion of adults with depressive and
anxiety disorders do not seek help.
Not surprisingly, the presence of a
DSM-IV depressive or anxiety disor-
der and resultant functional disability
were strong independent predictors

of help seeking. However, objective
needs factors did not completely ex-
plain help-seeking behavior for men-
tal health needs. In Singapore’s health
care and social service system, which
provides equitable and easy access to
affordable care over a small geo-
graphical area (700 km2), there are no
major structural barriers to mental
health services. Patients with mental
health problems receive affordable
primary care treatments from general
practitioners or subsidized specialist
care in the public psychiatric services
(one large psychiatric institute and
four general hospital psychiatric
units). The main determining factors
for seeking help are not health service
system factors, such as availability and
access to primary and specialist care
for mental illnesses, but personal and
social factors. Health beliefs and per-
ceptions about mental illness and
health care are thus crucial factors
that need to be investigated.

We found that self-rated mental
health was an additional independent
predictor of help seeking. In this
study poor self-rated mental health
was correlated with the presence of a
psychiatric disorder (κ=.35, p<.001).
Our study thus suggests that self-rat-
ed mental health status is a valid indi-
cator of mental health status and use
of health services.

Contrary to expectation, we could
find no strong supporting evidence in
this study that beliefs were associated
with help seeking—for example, be-
liefs about stigma or embarrassment;
difficulty in discussing mental health
issues; beliefs about the curability of
mental illnesses, the harmfulness of
medications, or the effectiveness of
mental health professionals; per-
ceived ability to solve problems; and
religious or spiritual beliefs. Paradox-
ically, those who felt the most uncom-
fortable about discussing mental
problems were more likely to have
sought help. A possible explanation is
that perceptions of distress and suf-
fering and the thresholds for seeking
help vary among individuals with the
same level of illness severity and vary
within the same individual at differ-
ent points in time. Such concerns and
apprehensions are, nevertheless, sur-
mountable. Hence, help-seeking be-
havior may not remain consonant
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with held beliefs over time, as a result
of positive or negative experiences
with subsequent service contact. In a
cross-sectional study, it is difficult to
disentangle these changing two-way
interactions over time. To address this
issue, we also reanalyzed the data af-
ter excluding respondents known to
be in treatment; however, the results
were not substantially altered. Our
results thus suggest that if health be-
lief was indeed a determining factor
for help seeking, it was neither a con-
sistent nor a robust factor.

This appeared to be true also with
social factors. Family members or sig-
nificant others within an individual’s
social network have been shown to
play a major role in shaping help-
seeking behavior (10). We were not
able to demonstrate this relationship
convincingly in our study, and per-
haps there was even a suggestion that
those with somewhat poorer family
support appeared more likely to seek
help. It is possible that in families
with good psychosocial support, re-
luctance to have a member identified
as having a mental illness may com-
bine with active support to reduce the
likelihood of seeking help.

Because of the large sample and
high response rate in this study, we
were able to examine simultaneously
a large number of variables and to
obtain robust findings. Respondents
without a diagnosable disorder might
include a small number with psychot-
ic disorders or substance abuse and
other disorders, resulting in some
underestimation of effects. The limi-
tations of a cross-sectional design

were such that we were not able to
assess earlier patterns of health be-
liefs and help-seeking behavior. It is
difficult to unravel the complex per-
sonal beliefs and cultural influences
in the path to care of people with
mental illness. Qualitative research
methods should better elucidate
these belief and culture factors, espe-
cially in regard to the reasons why
people do and do not seek help. Such
a positive approach to understanding
the personal factors influencing per-
ceived need and use of mental health
services could translate into public
education that emphasizes psycho-
logical self-awareness and self-assess-
ment of mental health as a tool for
action-oriented programs.

The likelihood of help seeking was
clearly predicted by objective meas-
ures of need based on diagnosis and
poor functioning. Subjective meas-
ures based on self-rated mental
health were strongly predictive of
help seeking. We could not demon-
strate that beliefs about mental illness
and mental health services and family
and social support were associated
with help seeking, possibly because of
limitations in measuring these factors
and confounding by other unmea-
sured factors. If they were indeed de-
termining factors for help seeking,
their effects were probably neither
consistent nor robust.
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