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Abstract 

A Singapore Mental Health Study conducted in 2010 showed that a majority 

of adult Singaporeans with mental health issues were not seeking professional help.  

This study seeks to examine and understand how beliefs in mental health influence 

professional help-seeking attitudes towards mental health issues.  The aim of the 

research study is to examine and understand the belief systems in mental health and to 

address the problem that a majority of Singaporeans do not seek help for their mental 

health problems.  Belief systems including health beliefs, locus of control beliefs, and 

cultural beliefs were analysed to understand their influence on attitudes towards 

seeking professional psychological help.  It proposed a conceptual model Mental 

Health Belief Model (MHBM) to explain and predict the relationships between health 

beliefs and help-seeking attitudes towards mental health issues.   

A total of 418 participants (296 men, 122 women) responded to four 

questionnaire instruments and one on demographic information sheet.  It was 

hypothesised that health beliefs, locus of control beliefs, and cultural beliefs have 

significant relationships with attitudes towards seeking professional psychological 

help.  Statistical methods including correlation, multiple regression, exploratory factor 

analysis, confirmatory factor analysis, and structural equation modelling were used in 

the data analysis.  Significant differences were found in health beliefs, locus of control 

beliefs and cultural beliefs, and their attitudes towards seeking professional 

psychological help.  Results showed that the conceptual model MHBM was strong 

and robust to explain and predict the relationships among the variables.  

The present study seeks to fill the gaps in examining how people’s beliefs 

about mental health influence their attitudes in seeking professional help.  It also aims 

to contribute to the emerging literature on help-seeking attitudes towards mental 
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 xx 

 

 

health issues.  It proposes practical ways to promote mental health awareness, develop 

mental health programmes and deliver mental health services in Singapore.  In 

particular, an integrated counselling approach with multicultural perspectives is 

emphasised in a multi-racial and multi-religious society like Singapore.  In this way, 

mental health will be enhanced not just in the individuals, but also in the community 

as a whole.  

Keywords: health beliefs, locus of control beliefs, cultural beliefs, professional 

psychological help-seeking attitudes, multicultural counselling 
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CHAPTER I 

INTRODUCTION 

The present study seeks to understand how beliefs in mental health influence 

professional help-seeking attitudes towards mental health issues.  The aim of the 

research study is to examine and explain the belief systems in mental health and to 

address the problem that a majority of Singaporeans do not seek professional 

psychological help for their mental health problems.  Belief systems including health 

beliefs, locus of control beliefs, and cultural beliefs were analysed to understand their 

influence on attitudes towards seeking professional psychological help.   

The present study attempts to develop a new conceptual model, Mental Health 

Belief Model (MHBM), based on an existing original model Health Belief Model 

(HBM), by modifying and extending the HBM (Hochbaum, 1958; Rosenstock, 1966).  

The HBM originally comprises of one main variable: health beliefs.  The new 

conceptual model MHBM integrates and incorporates two additional variables: (a) 

locus of control beliefs, and (b) cultural beliefs.  The new conceptual model, MHBM, 

seeks to explain and predict the help-seeking attitudes of Asians in general, and 

Singaporeans in particular, for mental health issues through counselling and 

psychotherapy, by examining their beliefs in mental health.  

According to the Singapore Mental Health Study conducted by the Institute of 

Mental Health in 2010, a majority of adult Singaporeans with mental health issues were 

not seeking professional help (Chong et al., 2012a; Chong, Abdin, Vaingankar, Kwok, 

& Subramaniam, 2012c; Chong et al., 2012d; Subramaniam et al., 2012).  These 

findings are disconcerting, because mental illness contributes to a large proportion of 

the overall burden of disease, as measured by financial cost, mortality and morbidity 
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(Eisenberg, Golberstein, & Gollust, 2007).  It is thus essential and important to address 

the issue of Singaporeans not seeking help for mental health problems.  

Currently, there is lack of a theoretical framework to investigate and analyse 

the relationship between beliefs in mental health and attitudes in seeking professional 

psychological help.  A search on prominent psychological research databases, such as 

Psychological Abstracts Information Services (psycINFO) and Psychological Articles 

(psycARTICLES), did not yield any result on any conceptual model or theoretical 

framework on beliefs in mental health.  The bulk of research on health beliefs has 

been concentrated in the area of physical health, while limited studies related to the 

area of mental health have been mainly conducted in the Western context, which may 

not be appropriate to the Asian society (Angermeyer, Matschinger, & Riedel-Heller, 

1999; Henshaw & Freedman-Doan, 2009; Lim & Bishop, 2000).  To date, no studies 

have applied the HBM theoretical framework on the relationship between beliefs in 

mental health and help-seeking attitudes in the Singaporean context. 

This gap in knowledge is important to fill for several reasons.  First, it is to 

address the problem of Singaporeans not seeking professional help for their mental 

health issues, so as to identify the causes and provide solutions.  Second, there is a 

need to conceptualise a strong and robust theoretical framework to demonstrate the 

relationship between beliefs in mental health and help-seeking attitudes for mental 

health problems among Singaporeans.  Third, by having a conceptual model, it will 

help to better understand and appreciate the beliefs of Singaporeans regarding mental 

health.  Next, it serves as a model for mental health professionals, especially 

counsellors and psychologists, to adapt and integrate their counselling and 

psychotherapy approaches to the needs of their clients.  Finally, it provides a platform 

for policy makers, researchers and educators to promote mental health, to design 
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appropriate and relevant mental health programmes, and to treat mental health 

problems effectively. 

Beliefs are a major antecedent of social behaviours (Angermeyer et al., 1999; 

Bond, 2009; Leung, 2010).  They are associated with propositions about an object or a 

relation between objects or concepts (Leung, 2010).  A belief can be defined as “an 

emotional acceptance of some proposition, statement or doctrine” (Reber, Allen, & 

Reber, 2009, p. 94).  It is a “conviction, faith or confidence in something or someone” 

(Colman, 2009, p. 85).  Beliefs are important because they help individuals interact 

effectively with other people and thrive in their physical and social environments at 

different phases of life (Leung, 2010).     

According to Fishbein’s theory, it states that “an individual’s attitude toward 

any object is a function of his beliefs about the object (i.e., the probability that the 

object is associated with other objects, concepts, values, or goals) and the evaluative 

aspect of those beliefs (i.e., the attitude towards the ‘related objects’) (Fishbein, 1963, 

p. 233).  This demonstrates the intimate relationship between beliefs and attitudes 

where beliefs are important determinants of attitudes, and the attitudes are dependent 

upon beliefs.   

Furthermore, beliefs influence behaviour (Richard & Huprich, 2009).  In 

addition to values, norms and personality, the study of beliefs is important to 

understand why people behave the way they do (Leung, 2010).  Furthermore, 

different people have different beliefs of treatment options.  For example, a person 

believes that reflexology, a healing method that involves massaging specific areas of 

the feet to treat illnesses, is beneficial to health.  The system which underlies this 

practice is that each area of the foot corresponds to a specific area of the body, such as 

the toes being linked to the head and the middle of the arch of the foot being 
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associated with specific endocrine glands (Sarafino & Smith, 2014).  When a person 

is suffering from recurring headaches, for example, he is likely to seek help from a 

reflexologist to massage his toes to treat his headaches, due to his belief that this is an 

effective cure.       

Specifically, health beliefs include values and knowledge relating to mental 

health and appropriate services influence individuals’ attitudes in seeking professional 

psychological help (Andersen, 1995).  A prior study has shown that intervening in 

beliefs about mental health problems such as patients having greater openness and 

more positive attitudes towards mental health has a positive impact on help-seeking 

behaviour (Vanheusden et al., 2009).  Studies on health beliefs hence provide a 

platform for understanding the cognitive determinants of health behaviour and 

behaviour change (Soliday & Hoeksel, 2000).  Therefore, identifying the beliefs that 

Singaporeans subscribe to in mental health may lead to the development of 

appropriate interventions targeting at altering beliefs to more positive health 

behaviour and outcomes.  Changing beliefs about mental health could thus influence a 

change in attitudes among Singaporeans in becoming more likely to seek professional 

help including counselling and therapy, and reverse the current trends observed. 

In this study, the main research question is: “How do the beliefs of 

Singaporeans about mental health influence their attitudes in seeking professional 

psychological help?”  The research study aims to address the problem of 

Singaporeans with mental health issues not seeking professional psychological help.  

It seeks to examine Singaporeans’ beliefs in mental health, and to present the 

implications for clinical and counselling practice in Singapore.    

The present study attempts to investigate how beliefs in mental health 

influence one’s attitudes in seeking professional help through counselling and 
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psychotherapy.  In developing the proposed MHBM, the study examined several 

variables: (a) health beliefs, (b) the locus of control beliefs (primary and secondary 

control beliefs), (c) cultural beliefs (Asian and Western cultural beliefs), as well as (d) 

help-seeking attitudes for mental health problems. Understanding the beliefs about 

mental health will enable counsellors and psychologists to apply the appropriate 

counselling models and psychological interventions for their Singaporean clients 

based on their specific belief systems. 

Background of the Study 

According to the World Health Organisation, approximately 450 million 

people worldwide experience a mental or behavioural disorder (World Health 

Organisation, 2003).  The magnitude and burden of mental health issues in terms of 

disability and costs for individuals, families and societies are enormous.  Conversely, 

early psychological interventions of mental health problems can reduce the suffering 

of the affected individuals and prevent the escalation of psychological problems into 

chronic mental illnesses (Birchwood, McGorry, & Jackson, 1997; Linszen, Lenior, De 

Haan, Dingemans, & Gersons, 1998).      

Mental health can be defined as “a state of well-being in which every 

individual realises his or her own potential, can cope with the normal stresses of life, 

can work productively and fruitfully and is able to make a contribution to her or his 

community” (World Health Organisation, 2005, p. 47).  The statement emphasises 

that mental health is a fundamental and indispensable component of an individual’s 

health and well-being.  Mental health or psychological well-being is an integral part 

of an individual’s capacity to lead a fulfilling and satisfying life, including the ability 

to form and maintain relationships, to study, work or pursue other interests and the 

capacity to make choices in daily life (World Health Organisation, 2013).    
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Mental health issues include any problems that involve mental distress or 

mental disorder.  People who are mentally or psychological distressed may 

demonstrate mild to moderate clinical symptoms of depression and anxiety (Goldberg 

et al., 2000).  But those with serious psychological distress can cause moderate to 

serious impairment in social, occupational, or school functioning (Bender, 2006).  It 

manifests in multiple ways and at different levels of severity ranging from transient 

stress and sadness to clinically significant distress.  At higher levels of severity, 

mental distress may deteriorate into chronic mental disorders, which have a greater 

long-term impact on the individual and the organisation. 

In the academic field, abnormal psychology or psychopathology is concerned 

with “understanding the nature, causes, and treatments of mental disorders” (Butcher, 

Hooley, & Mineka, 2015, p. 22).  Mental disorders are specific mental health 

conditions as categorised by the American Psychiatric Association’s Diagnostic and 

Statistical Manual of Mental Disorders 5th edition (DSM-5) (American Psychiatric 

Association, 2013).  In the United States, DSM-5 is the accepted standard for defining 

several and different types of mental or psychological disorders.  Within the DSM-5, 

a mental disorder is defined as “a syndrome that is present in an individual and that 

involves clinically significant disturbance in behaviour, emotion regulation, or 

cognitive functioning” (Butcher et al., 2015, p. 27).  It refers to “suffering, disability 

or morbidity due to mental, neurological and substance use disorders, which can arise 

due to the genetic, biological and psychological make-up of individuals as well as 

adverse social conditions and environmental factors” (World Health Organisation, 

2013, p. 9).  The disturbances demonstrate a dysfunction in biological, psychological, 

or developmental processes that are essential for mental functioning (Butcher et al., 

2015).  Moreover, they are usually associated with clinically significant distress or 
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impairment in social, occupational, or other important areas of functioning (American 

Psychiatric Association, 2013).   

Treatments for mental or psychological disorders include medications and 

different forms of psychotherapy.  Depending on the type and severity of the problem, 

patients or clients may receive treatments from different mental health professionals, 

such as a psychiatrist, clinical psychologist or counselling psychologist, clinical social 

worker, psychiatric nurse, or counsellor specialised in the treatment of mental health 

problems (Butcher et al., 2015). 

It is important to promote mental health as well as prevent and treat mental 

illness, because of the severe consequences that mental illness can cause to the 

individuals concerned and society at large.  When a person’s mental well-being is 

disturbed, it can adversely affect their capacity and the choices made, which may lead 

to diminished functioning at the individual, family and community levels. 

Mental health encompasses an individual’s emotional, mental and social well-

being.  It affects how an individual thinks, feels and acts.  It is thus important that 

individuals are mentally stable and resilient at every stage of life, across the life span.  

Conversely, mental illness constitutes a significant burden of disease and adversely 

impacts individuals, their families and society in terms of the quality of life and 

financial costs (Ministry of Health, 2010). 

However, the phenomenon of not seeking professional help for mental health 

issues even if they are severe occurs worldwide (Bebbington et al., 2000).  A great 

proportion of people struggling with emotional distress do not seek professional help 

(Bebbington et al., 2000; Goodman, Sewell, & Jampol, 1984; Ingham & Miller, 1982; 

Mechanic & Greenley, 1976).  There is a severe underutilisation of mental health 
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services by the general public (Komiya, Good, & Sherrod, 2000; Stefl & Prosperi, 

1985).   

For example, in the United States, it is estimated that 31% of the population is 

affected by at least one mental illness every year, and 67% of this group are not being 

treated (Kessler et al., 2005).  Mental health services are significantly underutilised by 

children and adolescents due to negative attitudes about seeking help (Garland & 

Zigler, 1994).  In Canada, only a small proportion of depressed university students 

seek help, despite depression being the most common form of psychological distress 

among them and is often serious enough to warrant professional help (O’Neil, Lancee, 

& Freeman, 1984).  In Europe, 27% of the population is affected by mental illness 

yearly, and 74% of them are not receiving treatment (Alonso & Lépine, 2007; Alonso 

et al., 2007).      

Research has also shown consistently that Asians underutilise professional 

psychological help services (Ang, Lim, Tan, & Yau, 2004; Leong, 1986; Sue, 1977; 

Yamamoto, 1978).  This could be due to a lack of understanding of mental health 

problems, a stigmatisation of mental illness or a lack of awareness of the availability 

of relevant mental health services that could benefit the sufferers (Ang et al., 2004).  

The phenomenon of not seeking professional help poses a concern, as 

untreated mental illness could become more severe (Post & Weiss, 1998).  A single 

mental disorder could progress to become a more complex comorbid disorder and 

thus become more difficult to treat (Kessler & Price, 1993).  Poor mental health could 

also lead to more severe, long-lasting consequences, such as impairments in daily life 

functioning, work and social interaction (Vanheusden et al., 2009).  This will 

inevitably lead to higher medical fees and financial costs in providing mental health 

practitioners and facilities.   
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However, common psychological disorders such as depression and anxiety are 

treatable and potentially preventable (Gulliver, Griffiths, Christensen, & Brewer, 

2012).  It is important to seek professional help for the prevention, early detection and 

treatment of mental health problems (Oliver, Pearson, Coe, & Gunnell, 2005).  

Besides being treatable, mental health professionals such as counsellors and 

psychologists are interested in help-seeking attitudes through the means of 

counselling and psychotherapy.  This is because the beliefs and attitudes of the 

general population towards mental health affect both the utilisation and effectiveness 

of their services (Leong & Zachar, 1999).    

Mental Health in Singapore  

In Singapore, the National Mental Health Blueprint was initiated in 2006 to 

promote mental health in the community (Ministry of Health, 2010).  It involves the 

prevention of mental illness, as well as the early detection, treatment and 

rehabilitation of those afflicted by mental illness.  Singapore’s vision is to have an 

emotionally resilient and mentally healthy community with access to community-

based, comprehensive and cost-effective mental health services (Ministry of Health, 

2010).  Understanding and managing mental health issues effectively is key to 

enhancing an individual’s overall well-being.    

 Singapore’s very first mental health service was a 30-bed asylum, and the 

earliest treatment involved mainly custodial care in 1841 (Tsoi, 1985).  In the 1950s, 

there were only a few psychiatrists and clinical psychologists working in government 

hospitals (Tan, 2002).  Psychological services managed mainly patients with more 

severe psychiatric illnesses.  In the 1960s, people with mental disorders could receive 

out-patient treatment and medication (Tsoi, 1985).  The need to introduce counselling 

in the community was discussed among several individuals and churches, and this 
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eventually led to the formal establishment of counselling services in 1961 (Tan, 2002; 

Yeo, 2006).  The main bulk of clients who attended counselling sessions were people 

who experienced emotional distress and could not cope with the daily stresses of life.  

Counselling was also provided for those who needed guidance, such as marital 

counselling and career counselling.  In the 1990s, there was a greater emphasis on 

mental health due to changes in public expectation and anticipation that more people 

would seek treatment for psychological and emotional problems (Ow, 1998).  During 

the past few decades, the government has spearheaded family and social services, 

which initiative has accelerated the development of counselling centres, family 

service centres and private counselling centres.  However, while counselling and 

clinical psychological services have grown progressively, there remains considerable 

misunderstanding, misconception and stigma around the subject of mental illness in 

Singapore (Lange & Davison, 2015). 

The Singapore Mental Health Study conducted in 2010 revealed that 12% of the 

population had at least one life-time affective, anxiety or alcohol use disorder (Chong, 

Vaingankar, & Subramaniam, 2012e).  However, more than two-thirds (68.2%) of those 

with a lifetime mental disorder did not seek help (Chong et al., 2012c).  This treatment 

gap in help-seeking behaviour, referring to the percentage of persons who require care 

but do not receive treatment (Kohn, Saxena, Levav, & Saraceno, 2004), is significantly 

large.  

Among the respondents surveyed, only 31.7% of those with mental illness had 

sought help: 15.7% from mental health providers (such as psychiatrists, psychologists 

or counsellors), 8.4% from general practitioners and 7.6% from religious leaders, 

spiritual advisors or other healers (Chong et al., 2012c).  The finding is consistent 

with previous studies that there is a large treatment gap in help-seeking behaviour for 
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psychological problems among Singaporeans (Ng, Fones, & Kua, 2003; Ow & Katz, 

1999; Quah & Bishop, 1996).  For example, a study on mental health help-seeking 

behaviour among secondary school students in Singapore found that while 84.3% of 

students were aware of the availability of counselling services in their schools, only 

13.6% had approached a counsellor for help but withdrew early for various reasons, 

and just 6.7% reported having seen a counsellor (Ang & Yeo, 2004). 

The Singapore Mental Health Study found that there are multiple factors for 

the majority of Singaporeans with mental illnesses not seeking professional help 

(Chong et al., 2012a, 2012e).  These include an individual’s beliefs about mental 

health, the prevailing attitude of family and friends, a person’s culture and religion, 

socioeconomic factors such as financial resources, the proximity of services, 

demographic characteristics and the possibility of real or perceived discrimination and 

stigma.  Individuals either deny or choose to manage the problems on their own, 

unless the problems have become more severe or impairing (Chong et al., 2012c).  

Those with more severe mental illness are more likely to seek help than those with 

conditions of a mild or moderate severity (Chong et al., 2012c).   

Individuals’ beliefs about mental health include the belief that professional 

care is not effective in treating mental health issues, the belief that it is better to deal 

with mental health problems personally, a negative perception of these problems, the 

fear of stigma and the embarrassment of being diagnosed with a mental illness, a lack 

of trust in mental health professionals, a limited knowledge of the symptoms of 

mental health problems and an overestimation of one’s coping abilities (Ng et al., 

2008; Rickwood, Deane, Wilson, & Ciarrochi, 2005; ten Have et al., 2010; 

Vanheusden et al., 2009).  There could also be less rational processes operating in an 

individual, such as motivational or emotional processes, that might lead to irrational 
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and flawed decisions about health-related behaviour (Sarafino & Smith, 2014).  

However, the parameter of this present study is confined to the individuals’ beliefs in 

mental health.   

Research Questions and Hypotheses 

In this research study, the focus is on developing the conceptual model 

MHBM to examine and understand mental health beliefs, and its influence on help-

seeking attitudes through counselling and psychotherapy.  Mental health beliefs 

comprise three components: health beliefs, locus of control beliefs, and cultural 

beliefs.  The purpose is to address the research problem of the majority of 

Singaporeans choosing not to seek help for their mental health issues, and by 

investigating their beliefs about mental health, to shed some light on how best to 

motivate them to seek counselling and psychotherapy when they experience mental 

health problems.   

The independent variables are health beliefs (perceived susceptibility, 

perceived severity, perceived benefits, perceived barriers, and health motivation), the 

locus of control beliefs (primary and secondary control beliefs), and cultural beliefs 

(Asian and Western cultural beliefs) in mental health.  The dependent variable is 

professional psychological help-seeking attitudes.  The demographic variables are 

sex, age, race, marital status, religion, education level and citizenship. 

The present study seeks to address several research questions on the health 

beliefs and help-seeking attitudes of Singaporeans towards mental health issues.  The 

hypotheses are presented accordingly. 

First, do Singaporeans demonstrate high level of health beliefs in mental 

health?  It is hypothesised that Singaporeans do not demonstrate a high level of health 

beliefs, as they do not perceive mental illness as a threat to their lives, and do not 
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perceive the benefits of seeking treatment.  This will be analysed with a descriptive 

statistical analysis. 

Second, do Singaporeans demonstrate high level of locus of control beliefs in 

mental health?  The hypothesis is that Singaporeans demonstrate both high levels of 

primary and secondary control beliefs in relation to mental health.  This will be 

analysed with a descriptive statistical analysis. 

Third, do Singaporeans demonstrate high level of cultural beliefs in mental 

health?  It is predicted that Singaporeans demonstrate stronger Asian cultural beliefs 

(i.e., negative belief about mental illness) than Western cultural beliefs (i.e., positive 

belief about mental illness) in mental health.  This means that those with Asian 

cultural beliefs tend to have negative perceptions of people with mental illness and are 

less likely to seek treatment for mental illness.  Conversely, those with Western 

cultural beliefs are more likely to have positive perceptions of people with mental 

illness and are more likely to seek treatment for mental illness.  This will be analysed 

with a descriptive statistical analysis. 

Fourth, do Singaporeans demonstrate high level of help-seeking attitudes 

towards mental health issues?  Consistent with prior studies, it is predicted that a 

majority of Singaporeans do not seek professional help for mental health issues.  This 

will be analysed with a descriptive statistical analysis. 

Fifth, what is the relationship between health beliefs and help-seeking 

attitudes?  The hypothesis is that there is a positive relationship between individuals’ 

belief in mental health and professional psychological help-seeking attitudes.  This 

will be analysed with the statistical method of correlation. 

Sixth, what is the relationship between primary control belief and help-seeking 

attitudes?  Consistent with prior studies, it is hypothesised that the higher the primary 
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control belief, the more positive the attitudes are towards seeking professional 

psychological help.  This will be analysed with the statistical method of correlation. 

Seventh, what is the relationship between secondary control belief and help-

seeking attitudes?  It is hypothesised that individuals with higher secondary control 

belief are associated with more positive attitudes towards seeking professional 

psychological help than those with lower secondary control belief.  This will be 

analysed with the statistical method of correlation. 

Eighth, what is the relationship between cultural beliefs in mental health and 

help-seeking attitudes?  The hypothesis is that those with stronger Western cultural 

beliefs (positive belief in mental health) are associated with more positive attitudes 

towards seeking professional psychological help.  Conversely, those with stronger 

Asian cultural beliefs are associated with more negative attitudes towards seeking 

professional psychological help.  This will be analysed with the statistical method of 

correlation. 

Ninth, what is the relationship between primary control belief and health 

beliefs?  It is predicted that individuals with higher primary control belief are 

associated with higher health beliefs.  This will be analysed with the statistical method 

of correlation. 

Tenth, what is the relationship between secondary control belief and health 

beliefs?  It is predicted that individuals with higher secondary control belief are 

associated with higher health beliefs.  This will be analysed with the statistical method 

of correlation. 

Eleventh, what is the relationship between cultural beliefs and health beliefs?  

It is predicted that those with stronger Western cultural belief (positive belief in 
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mental health) are associated with higher health beliefs.  This will be analysed with 

the statistical method of correlation. 

Twelfth, to what extent do the three independent variables (health beliefs, 

locus of control beliefs and cultural beliefs) interact with one another?  It is 

hypothesised that health beliefs, locus of control beliefs and cultural beliefs interact 

with one another in influencing attitudes towards seeking professional psychological 

help. 

Thirteenth, which independent variable is the strongest predictor for 

influencing help-seeking attitudes?  It is hypothesised that cultural belief is the 

strongest predictor for influencing professional psychological help-seeking attitudes.  

It is predicted that cultural belief is related to belief about mental health which 

influences attitudes towards seeking professional psychological help.  This will be 

analysed with the statistical method of multiple regression.  

Finally, to what extent do the demographic factors influence help-seeking 

attitudes?  It is predicted that demographic variables such as sex, age, race, marital 

status, religion, and education level will influence health beliefs and professional 

psychological help-seeking attitudes among Singaporeans.  This will be analysed with 

the statistical method of multiple regression.  

Besides, exploratory factor analysis (EFA), confirmatory factor analysis 

(CFA), and structural equation modelling (SEM) were conducted for the different 

scales in order to extract the pattern of responses by the respondents and identify the 

underlying psychological components for the sample.  In particular, SEM was used to 

test hypotheses on complex variable relationships and gain new insights from the 

data.   
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Significance of the Study 

The present study seeks to examine the relationship between health beliefs in 

mental health and professional psychological help-seeking attitudes for mental health 

conditions, based on a new conceptual framework of the Mental Health Belief Model 

(see Figure 1). Singaporeans’ help-seeking attitudes for mental health issues are 

examined with respect to their health beliefs, locus of control beliefs and cultural 

beliefs. 

The proposed research study is significant in several areas.  First, it will 

identify and seek to understand the mental health beliefs of the general Singaporean 

population.  Understanding the health beliefs of Singaporeans in mental health helps 

one to appreciate the various factors that contribute to these beliefs, so as to better 

understand their needs and concerns around mental health. 

Second, the research study will identify the individuals’ perceived 

effectiveness of mental health services as well as barriers that prevent individuals 

from seeking professional psychological help.  The unmet need for mental health care 

is a serious public health problem.  The identification of barriers to professional 

psychological help seeking can greatly improve public education efforts and alleviate 

factors that prevent people from seeking mental health services.  It is important to 

create a greater awareness of mental health issues and availability of services, as well 

as to implement strategies to change attitudes and behaviours, so as to reduce the gap 

between healthcare need and care. 

Third, the research study will explore how health beliefs affect help-seeking 

attitudes for mental health conditions, so as to generate greater mental health 

awareness and encourage more people to seek professional psychological help when 

they experience emotional and mental distress.  
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Next, the research study will promote mental health related actions and 

interventions through policy, so as to prevent mental illness and enhance mental well-

being.  The study will highlight the importance of prevention of mental illnesses.  

Accordingly, healthcare costs will be reduced when people are proactive and take 

ownership in seeking help to deal with their mental health problems.  

Finally, the original empirical and theoretical research conducted can 

contribute to the scholarly literature on mental health.  It attempts to contribute to the 

emotional and psychological well-being of the individuals and families in Singapore.  

In this way, mental health will be enhanced not just in the individuals, but also in the 

community. 
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Figure 1. Conceptual framework of the Mental Health Belief Model. 
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CHAPTER II 

LITERATURE REVIEW 

In this section, literature on the belief systems about the aetiology and 

treatment of mental health issues, and professional psychological help-seeking 

attitudes towards mental health issues will be reviewed.  First, the theoretical concepts 

of help-seeking attitudes in relation to mental health problems will be explored.  

Second, the theoretical frameworks on three belief systems in relation to mental 

health will be examined: health beliefs, the locus of control beliefs (primary and 

secondary control beliefs), and cultural beliefs (Asian and Western cultural beliefs).  

Third, a new proposed conceptual model on the Mental Health Belief Model 

(MHBM) will be discussed.  Finally, possible implications for clinical and 

counselling practice from the findings will be presented. 

Help-seeking Attitudes 

Help seeking can be defined as “any communication about a problem or 

troublesome event which is directed towards obtaining support, advice or assistance in 

times of distress” (Gourash, 1978, p. 414).  It is a form of coping that relies on other 

people for support and is dependent on one’s social relationship and interpersonal 

skills (Rickwood et al., 2005).  It is a behaviour that refers to a person seeking help 

from another so as to obtain understanding, advice, information, treatment and 

support when one experiences distress or encounters a problem (Rickwood et al., 

2005).  It includes general discussions about problems and specific appeals for aid 

(Gourash, 1978).  Help seeking can be described as an interpersonal form of coping 

that involves individuals appraising the potential costs and benefits of seeking help 

(Nadler, 1990).  It demonstrates the degree to which an individual uses various 
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sources of help to resolve personal concerns and conflicts (Nicholas, Oliver, Lee & 

O’Brien, 2004).     

Problems are part and parcel of one’s life and seeking help for problems is a 

natural process that many people engage in every day (Soliman, 1993).  These 

problems include family or marital problems, parenting issues, relationship problems, 

vocational and career guidance, work difficulties, low self-esteem, grief and 

depression, among many other life issues.   

In healthcare, help-seeking behaviour is often used interchangeably with 

health seeking and is described as part of both illness behaviour and health behaviour 

(Cornally & McCarthy, 2011).  Help-seeking behaviour for a health problem can be 

defined as “a problem focused, planned behaviour, involving interpersonal interaction 

with a selected healthcare professional” (Cornally & McCarthy, 2011, p. 286).  It 

recognises a concern for a health issue and acts to address the concern, which actions 

may include the utilisation of a health service (Smith, Braunack-Mayer, & Wittert, 

2006).  In medical and clinical settings, help-seeking behaviour is an important 

concept for exploring and understanding patient delay and prompt action across a 

variety of health conditions (Cornally & McCarthy, 2011).  In the mental health 

context, help-seeking is “an adaptive coping process that attempts to obtain external 

assistance to deal with a mental health concern” (Rickwood & Thomas, 2012, p. 180).  

The act of seeking professional help in the form of counselling and psychotherapy 

involves actively seeking out and utilising mental health services (Cramer, 1999; 

Morgan, Ness, & Robinson, 2003).       

Models of Help-seeking Behaviour 

While the bulk of literature on help-seeking behaviour focuses on the factors 

that are associated with people’s reluctance to seek help, several models have been 
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proposed to examine help-seeking behaviour.  One of the models postulated by 

Tijhuis, Peteres, and Foets (1990) comprises personality, demographic and network 

characteristics, which combined focus on the attitudinal variables of help-seeking 

orientation.  Personality characteristics such as an external locus of control 

orientation, a high authoritarian attribute and a lack of interpersonal openness tend to 

express a negative orientation towards help seeking (Fischer & Turner, 1970).  

Demographic characteristics including gender, age, socio-professional level, 

education and income are shown to influence help-seeking behaviour (Tijhuis et al., 

1990).  Network characteristics refer to those individuals who have had 

psychotherapy or prior contact with therapists and who consequently demonstrate 

more positive help-seeking behaviour (Surgenor, 1985).  Tijhuis et al. (1990) 

concluded from their research that those who seek help are more likely to be younger, 

more educated, have a higher family income, know people who work in mental 

healthcare services, are open about their mental health conditions, and who do not 

perceive their health as being due to chance.       

Another model of help-seeking behaviour developed by Rickwood and 

Braithwaite (1994) focuses on the behavioural outcome variables of help seeking.  

They determine whether personality, demographic and network variables predict the 

behavioural outcome measure of help seeking by adding another variable, 

psychological symptom, into their model.  Their studies reveal that level of 

psychological distress is the only significant predictor of the behavioural measure of 

seeking help from professional services (Rickwood & Braithwaite, 1994).    

Yet another model is the socio-behavioural model, which was originally 

intended to explain and predict a family’s use of health services (Andersen, 1995).  

This model suggests that people's use of health services is dependent on their 
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predisposition to use services, factors that enable or impede use and their need for 

care.  The model has been morphed to include a systemic perspective, such as a 

healthcare system and an external environment to predict and explain the utilisation of 

health services (Andersen, 1995). 

Most help-seeking theories postulate a stage model where different decisions 

are ordered sequentially (Fabrega, 1973; Suchman, 1965).  In developing a model of 

illness behaviour, Fabrega (1973) proposed that patients go through a process of 

decision making in seeking treatment or not, which includes labelling and assessing 

the illness as well as evaluating the treatment plan, benefits and costs.  Darley and 

Latane (1970) developed a basic model of help-seeking process involving three 

questions help-seekers might ask before seeking help: (1) Do I have a problem that 

help will alleviate? (2) Should I ask for help? and (3) Who is most capable of 

providing the help I need?  Suchman (1965) also suggested that patients go through 

several stages in seeking help for their illness.  These include symptom-experience, 

assumption of the sick role, medical care contact, dependent-patient role and recovery 

or rehabilitation.  At each stage, new problems can emerge that require different kinds 

of decisions and medical actions (Suchman, 1965). 

The stage model in help-seeking theories involves several stages: recognition 

of the problem, appraisal or assessment of the problem, choice of a coping strategy, 

decision in seeking care and selection of an appropriate professional or 

nonprofessional source of help (Greenley, Mechanic, & Cleary, 1987).  Gross and 

McMullen (1983) proposed a basic three-step model in seeking help, which was 

adapted from Darley-Latane’s (1970) model: perceiving a problem, deciding to seek 

help, and selecting an appropriate source of help.  However, the three stages may not 

be linear or sequential as help-seeking is a complex process which depends on various 
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factors (Gross & McMullen, 1983).  While psychological distress is a main predictor 

of the use of mental health services, other factors such as orientation towards mental 

health professionals and social networks can influence help-seeking behaviour 

(Greenley et al., 1987). 

Another similar stage model suggests that there are five stages detailing help-

seeking behaviour for people experiencing psychological issues (Fischer, Winer, & 

Abramowitz, 1983).  These are: (1) the individuals recognising the presence of a 

problem, (2) exploring avenues for resolving the problem, (3) weighing the benefits 

and costs of seeking professional help, (4) deciding to seek help, and (5) finally taking 

the steps to seek help.        

In short, there are two key stages of help seeking: perceiving a need for care 

and then acting on the perception by accessing services (Eisenberg et al., 2007; 

Mechanic, 1966).  As postulated by the stage model, attitudes and beliefs about 

services, the ability to pay for the services, and sociodemographic characteristics play 

an important role in the utilisation of services (Andersen, 1995; Eisenberg et al., 

2007).  

Factors Influencing Help-seeking Behaviour 

There are many factors that are associated with an individual’s decision to 

seek help (Boldero & Fallon, 1995; Schonert-Reichl & Muller, 1996; Schroeder, 

Penner, Dovidio, & Piliavin, 1995; Wintre, Hicks, Mcvey, & Fox, 1988).  These 

include the help-seeker’s perception of the need for help (Fischer & Turner, 1970; 

Newman & Goldin, 1990), the relationship between the help-seeker and the source of 

help (Berndt & Perry, 1986; Rickwood et al., 2005), the perception of self-efficacy 

(Garland & Zigler, 1994), and gender differences (Barnett et al., 1990; Hunter, Boyle 

& Warden, 2004).  Various socio-demographic and attitudinal factors also influence 
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the perception of the need for help seeking and participants’ choices of professionals 

(Mojtabai, Olfson, & Mechanic, 2002).  These factors include the characteristics of 

the help-seeker, the type of help required, the context in which help is sought and who 

the helper is (McMullen & Gross, 1983; Nadler, 1998; Wills & Depaulo, 1991).  The 

decision to seek help or not is highly contingent on the recognition of the problem and 

overcoming the psychological and social costs of seeking help (Barker, Pistrang, 

Shapiro, & Shaw, 1990).  Research studies on help-seeking behaviour have 

demonstrated that it is a complex process involving biological, psychological and 

sociological factors (Smith et al., 2006).  This section examines the sources of help, as 

well as the demographic, psychological and social factors influencing help-seeking 

behaviour. 

Sources of Help. 

Help could come from a variety of sources, such as informal and formal help 

seeking (Brown et al., 2014; D’Avanzo et al., 2012).  Informal help seeking refers to 

sources of help from social relationships, such as spouses, family and friends.  Formal 

help seeking refers to professional sources of help including counsellors, 

psychologists, social workers, psychiatrists, teachers and religious leaders.  Other 

sources of help such as a phone help line or the Internet are also available (Gould, 

Munfakh, Lubell, Kleinman, & Parker, 2002).   

Empirical evidence shows that more people seek help from informal support 

resources for advice or support in dealing with their mental health problems than 

formal help resources (Ball, Mustafa, & Moselle, 1994; Barker & Adelman, 1994; 

Barker, Pistrang, Shapiro, & Shaw, 1990; Boldero & Fallon, 1995; Rule & Gandy, 

1994; Wills & Depaulo, 1991).  They may turn to professional helpers for counselling 

if their informal support resources are not available or are not able to help (Hinson & 
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Swanson, 1993).  Informal and nonprofessional members, such as family and friends, 

have a great influence on the person seeking help in both medical and psychological 

healthcare (Gottlieb, 1976; Kammeyer & Bolton, 1968; Tolsdorf, 1976).  For 

example, one study found that Japanese students were more likely to seek help from 

informal sources such as family members when they experienced severe emotional 

problems (Yamaguchi, Mizuno, & Ishikuma, 2004).  Another study showed that 

Singaporean single parents tend to seek help from family members for various 

problems they encountered (Kok & Liow, 1993).  Informal contacts also serve as 

important functions as screening and referral agents to the persons seeking help 

(Booth & Babchuk, 1972).  However, it is also possible that people turn to 

professional counsellors first for help, as they do not wish to share their personal 

problems with the people they know (Hinson & Swanson, 1993).     

Demographic factors. 

Studies have shown that there are demographic factors influencing help-

seeking behaviour.  For example, in the United States, common characteristics of 

people who tend to seek mental health services include women, those with a higher 

education, socio-economic status or income level, those residing in urban areas, of a 

Jewish affiliation and low religious participation (Tijhuis et al., 1990; Wintre et al., 

1988). 

Gender.  

Gender has been found to be one of the most consistent predictors of help-

seeking behaviour (Rickwood & Braithwaite, 1994).  Women are more likely to seek 

help than men (Garland & Ziglar, 1994; Schonert-Reichl & Muller, 1996; Van Dras & 

Siegel, 1997).  Women tend to hold more favourable attitudes towards psychological 

help seeking and use more psychological services than do men (Barnett et al., 1990; 
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Fischer & Cohen, 1972; Fischer & Turner, 1970; Gim, Atkinson, & Whiteley, 1990; 

Greenley et al., 1987; Neighbors & Howard, 1987).  Research studies show that 

women demonstrate greater help-seeking behaviour due to their higher rate of 

affective disorder (Gove & Tudor, 1973).  Furthermore, women appear to have an 

orientation and propensity to seek help for psychological symptoms (Kessler, Reuter, 

& Greenley, 1979).   

In addition, women were found to be more willing to admit that they have 

personal problems, more open to share their problems and more tolerant of the stigma 

associated with seeking professional help (Johnson, 1988; Kessler et al., 1979).  They 

are more likely to be introspective and more open to sharing their emotions (Galligan, 

1982).  In one study with a sample of student trainee teachers in Singapore, women 

were also reported to have more positive attitudes about seeking professional help 

(Ang et al., 2004).    

Conversely, men seek help and use health services less frequently than do 

women (Smith et al., 2006).  Men have consistently been demonstrated to have higher 

level of negative attitudes towards seeking mental health services than women (Addis 

& Mahalik, 2003; Ang et al., 2004; Mackenzie, Gekoski, & Knox, 2006; Morgan et 

al., 2003; Vogel & Wester, 2003).  A substantial amount of research in the United 

States and the United Kingdom suggests that men are less likely than women to seek 

help from health professionals for both physical and mental health problems, 

including depression, substance abuse, physical disabilities and stressful life events 

(Galdas, Cheater, & Marshall, 2005; Weissman & Klerman, 1977).  It is a consistent 

finding that men tend to deny their emotional problems and refuse to seek 

professional help (Horwitz, 1977; Rogler & Cortes, 1993). 
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Cultural factors, which reinforce stereotypical feminine or masculine beliefs 

and behaviours, may have a negative impact on help-seeking behaviour of men 

(Courtenay, 2000).  From young, men are socialised to be independent and to hide 

their vulnerability so as to project a masculine image (Davies et al., 2000).  They tend 

to have difficulty relinquishing control and believe that help seeking is unacceptable 

in their society (Talbot & Tudiver, 1999).  Men are more likely to perceive that 

seeking help is incongruent with the male self-concept of being autonomous 

(McCarthy & Holliday, 2004).  Research studies reveal that perceived vulnerability, 

fear and denial are important influences on men’s help-seeking behaviour (Addis & 

Mahalik, 2003; Fred & Yves, 1999).  Men are more likely to look for help for specific 

problems than for more general health concerns (Addis & Mahalik, 2003).  This could 

be due to traditional masculine beliefs and roles emphasising self-reliance, emotional 

control, power and an unwillingness to show personal weaknesses (Addis & Mahalik, 

2003; Galdas et al., 2005; Mahalik, Good, & Englar-Carlson, 2003). 

In North America, it is reported that men seek counselling services 

approximately half as frequently as do women (Wills & DePaulo, 1991).  The nature 

of the counselling relationship, which demonstrates the power differential between the 

counsellor and client, may conflict with traditional men’s socialisation regarding 

power and control (Good, Dell, & Mintz, 1989).  Men may avoid counselling and 

therapy as they do not want to be perceived as being in a submissive role and showing 

a lack of control.   

In the choice of practitioners and clinicians for emotional problems, women 

tend to value intimacy in relationships and prefer familiarity (Wintre et al., 1988).  On 

the other hand, men are more likely to value competence, and this is reflected in a 

preference for expertise in the choice of professionals (Wintre at al., 1988).   
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However, there are exceptions to the likelihood of women seeking help.  One 

study showed that women with drinking problems are less likely to seek help, 

although they tend to seek help for general health and mental healthcare issues 

(Schober & Annis, 1996).  Another study showed that Chinese-American women do 

not go for breast cancer screening as they want to save money and preserve their 

modesty (Facione, Giancarlo, & Chan, 2000).  Thus, there are gender differences in 

help-seeking behaviour.  Barriers need to be addressed in order to provide appropriate 

mental health services and treatment planning for both men and women.   

Age. 

Age is another demographic factor that distinguishes between help-seekers 

and non-help-seekers (Brown, 1978).  In the United States, a majority of children and 

adolescents with mental health issues do not seek professional treatment and 

underutilise mental health services (Garland & Zigler, 1994).  Parents or caregivers 

play an important role as children and adolescents may be too young to understand 

and seek help for mental health conditions.  Only a minority of young adults with 

emotional problems seek treatment (Aalto-Setälä, Marttunen, Tuulio-Henriksson, 

Poikolainen, & Lönnqvist, 2002).  Younger people are more likely to seek help from 

informal sources such as family and friends, than from professional sources 

(D’Avanzo et al., 2012; Dubow, Lovko, & Kausch, 1990; Gulliver, Griffiths, & 

Christensen, 2010; Rickwood et al., 2005).  Adolescents rely mainly on adults for 

emotional and social support, although help seeking from peers increases with age 

(Wintre et al., 1988).  They are mainly concerned with issues related to family, peers, 

school, personal and social problems (Boehm, Schondel, Marlowe, & Manke-

Mitchell, 1999; Gillies, 1989; Hui, 2000, 2001).  Younger women are more likely to 

seek help from mental health professionals than younger men, while younger men 
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tend to rely on themselves to solve their problems or deny that they have mental 

health problems (D’Avanzo et al., 2012; Rickwood et al., 2005; Schonert-Reichl & 

Muller, 1996).    

For young people, the barriers to seeking help include stigma and 

embarrassment, poor mental health literacy and a preference for self-reliance 

(Gulliver et al., 2010).  There are environmental factors such as accessibility and 

affordability for mental health services (Barker & Adelman, 1994).  Young people 

also tend to have negative attitudes towards mental health professionals (Fischer & 

Cohen, 1972).  Poor mental health among young adults may have more severe and 

long-lasting consequences than other age groups, as they are in their developmental 

stages and transitions (Newman, Moffitt, Caspi, & Magdol, 1996).  Strategies for 

improving help seeking by adolescents and young adults need to focus on improving 

their mental health literacy, reducing stigma and considering their desire for self-

reliance. 

 On the other hand, research findings on older adults’ help-seeking behaviour 

have been mixed.  Some studies suggest that older adults are generally positive in 

help-seeking attitudes for mental health conditions (Berger, Levant, McMillan, 

Kelleher, & Sellers, 2005; Currin, Hayslip, Schneider, & Kooken, 1998; Robb, Haley, 

Becker, Polivka, & Chwa, 2003; Rokke & Scogin, 1995).  One study showed that 

older adults did not have negative help-seeking attitudes or negative beliefs about the 

efficacy of treatment for mental health issues (Mackenzie, Scott, Mather, & Sareen, 

2008).  Another study revealed that older adults were more accepting of psychological 

and pharmacological treatments for depression (Landreville, Landry, Baillargeon, 

Guerette, & Matteau, 2001).  However, other studies found that older adults were 

more likely to have negative help-seeking attitudes and greatly underutilised mental 
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health services despite having high needs (Hatfield, 1999; Qualls, Segal, Norman, 

Niederehe, & Gallagher-Thompson, 2002).  One finding discovered that healthy older 

adults had negative attitudes towards mental health practitioners, and they preferred to 

consult medical doctors for their emotional problems (Waxman, Carner, & Klein, 

1984).  Another study revealed that older adults tended to have a poor opinion of 

mental health services (Lundervold & Young, 1992).  In a comparative study on the 

attitudes towards mental healthcare in younger and older adults, results demonstrated 

that there were many similarities between them, such as both groups valued mental 

health services, were satisfied with mental health treatment and shared similar 

concerns over financial cost (Robb et al., 2003). 

Race. 

Race is another demographic factor that distinguishes between help-seekers 

and non-help-seekers (Brown, 1978).  For example, there are differences between 

White and Black people in terms of help seeking.  Blacks tend to rely on religious 

help-seeking behaviours, such as beliefs in the power of God to manage their 

problems, whereas Whites are more likely to believe in medical science (Ayalon & 

Young, 2005).   

Other studies have shown that Asians are less likely to share their emotional 

problems and underutilise mental health services, compared to Westerners (Zhang, 

Snowden, & Sue, 1998).  For instance, it was found that Asian Americans tended to 

report more academic concerns than personal concerns as they were more sensitive to 

the stigma associated with seeking help (Tracey, Leong, & Glidden, 1986).  Another 

study found that Japanese-Americans were more likely than White-Americans to seek 

help from family members and friends for mental health problems than from a 

therapist (Narikoyo & Kameoka, 1992).  Additionally, Malays may be more resistant 
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to seeking help from mental health professionals due to stigmatisation (Othman & 

Abdullah, 2015). 

Education Level. 

In terms of education level, those with a higher education level are more likely 

to seek help than those with a lower education level (Greenley et al., 1987).  This 

could be because those with a higher education level are more aware of and better 

informed about mental health issues and the availability of mental health services.  A 

study of help-seeking behaviour in the Dutch population aged 18 and older showed 

that those who seek help tended to have a higher level of education (Tijhuis et al., 

1990). 

Psychological factors. 

Research has identified several psychological factors associated with people’s 

decision to seek professional help for mental health issues.  Kushner and Sher (1991) 

state that “various psychological factors may act as intervening variables between the 

recognition of distressing psychological problems and one’s actual decision to seek 

help” (p. 196).  These factors present psychological challenges between the 

perception of mental health issues and the active search for help to treat emotional 

problems (Amato & Bradshaw, 1985).   

First, personality characteristics influence help-seeking behaviour.  One 

personality trait is that of private self-consciousness and introspection.  The 

personality traits of private self-consciousness (a state in which individuals recognise 

their unconscious thoughts, motives and defences leading to an increased insight and 

greater self-awareness) and introspection (the attention to inner feelings and bodily 

changes leading to a greater awareness of psychological distress and the prevalence of 

reported symptoms) have been found to be positive predictors of help-seeking 
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behaviour (Fenigstein, Scheier, & Buss, 1975; Mechanic, 1983).  These personality 

traits increase the awareness and intensity of internal states, including psychological 

symptoms, which in turn lead to an increased willingness to seek help (Franzoi, 1983; 

Rickwood & Braithwaite, 1994). 

Second, based on the equity theory, many people are not willing to seek help 

due to feelings of indebtedness towards the helper (Castro, 1974; Greenberg, 1972; 

Greenberg & Shapiro, 1971; Gross & Latané, 1974).  This usually applies to seeking 

help from non-professionals like family members, relatives, friends or colleagues.  

The feelings of indebtedness increase as the amount of help required rises.  There is 

an obligation to reciprocate a favour received, while violations of the norm of 

reciprocity lead to disapproval (Gouldner, 1960).  Moreover, if individuals think that 

they are not able to reciprocate the help, they may hesitate to ask for and receive the 

help needed, as compared to others who anticipate being able to reciprocate 

(Greenberg & Shapiro, 1971; Morris & Rosen, 1973). 

 Third, another psychological factor is self-esteem.  Help seeking is threatening 

to the recipients’ self-esteem, which may hinder them from seeking help (Depaulo & 

Fischer, 1980; Fisher, Nadler, & Whitcher-Alagna, 1982; Nadler & Fischer, 1986; 

Nadler, Fischer, & Streufert, 1976).  People are reluctant to seek help as it may lead to 

embarrassment or imply personal failure and inadequacy (Gross, Fisher, Nadler, 

Stiglitz, & Craig, 1979; Shapiro, 1980).   

Fourth, people are reluctant to seek help for problems that they consider 

private and intimate (Apple, 1960).  Individuals who have a lower tendency towards 

self-disclosure are less likely to seek help for a problem, which may involve sharing 

personal details and information, than individuals who have a higher tendency 

towards self-disclosure (Hinson & Swanson, 1993).  Openness and willingness to 
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disclose mental health issues is essential to facilitate help-seeking behaviour (Tijhuis 

et al., 1990).   

Fifth, people are not keen to seek help for mental health problems that they 

view as stigmatising (Israelashvili, 1999; Overbeck, 1977).  Apprehension and 

negative attitudes towards mental health services are associated with reluctance 

towards seeking help from these services (Cepeda-Benito & Short, 1998; Ng et al., 

2003).  They may be reluctant to seek professional help for mental health issues due 

to their personal responses to these emotional problems, and their belief that other 

people may have a negative perception of them if they seek help (Barney, Griffiths, 

Jorm, & Christensen, 2006).  For example, a study on 302 undergraduate students 

revealed that perceived stigma attached to severe mental health problems was 

associated with the lack of willingness to seek professional help for such problems 

(Deane, Wilson, & Ciarrochi, 2001).  Stigma impedes people from seeking or fully 

participating in mental health services.  It has detrimental consequences for patients 

with mental illness and discourages help-seeking behaviour (Ow & Lee, 2015).  A lot 

of people fail to utilise mental services due to a threat of social disapproval or 

diminished self-esteem that accompanies the label (Corrigan, 2004).  They choose not 

to seek help or participate fully in care so as to avoid the label of mental illness and 

the harm it may bring (Corrigan, 2004).  Stigma makes the public fearful of mental 

illness and there is a prevailing belief that people with mental disorders are dangerous 

and should be locked away (Chong et al., 2007).   

There are two dimensions in stigma.  Self-stigma refers to a person’s own 

response to mental health issues and help seeking, while perceived stigma refers to a 

person’s perception of others’ negative responses (Barney et al., 2006).  The stigma 

faced by those with mental illnesses can be more debilitating than the illnesses 
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themselves and may cause them to delay seeking treatment or avoid care that could 

significantly improve their symptoms and quality of life.  For example, in rural 

America, people are likely to hold stigmatised attitudes towards mental healthcare and 

so be unwilling to seek help (Hoyt, Conger, Valde, & Weihs, 1997).  Interventions on 

mental health problems need to focus on minimising the expectations of negative 

responses from others and negative self-responses to help seeking.   

Sixth, another factor to explain reluctance to use help-seeking behaviour is 

from the motive’s perspective (Amato & Bradshaw, 1985).  Motives for delaying or 

avoiding help seeking include fear about the consequences of help seeking, denial of 

the problem, a concern about the suitability of the help source, perceived external 

barriers and a desire to maintain independence, which in turn can affect the decisions 

to seek and choose help.  In the initial stage, people may delay seeking help because 

their problems are difficult to identify or are being denied (Snyder & Kahne, 1969).  

After a problem has been identified, they may still be reluctant to seek assistance due 

to various perceived external constraints.  The perception of barriers includes the 

monetary outlay, a difficulty in transportation or time constraints for seeking help 

(Acosta, 1980).  The reluctance to seek help persists when the source of help is 

perceived as being incompetent, unable or unavailable to help.  The perceived barriers 

can be summed up as availability, accessibility, acceptability (which includes the 

stigma issue) and affordability of the mental health services (Stefl & Prosperi, 1985).  

 Lastly, research studies show that patients with more severe psychological 

distress are more active in seeking medical treatment (Greenley & Mechanic, 1976; 

Greenley et al., 1987; Leaf et al., 1985; Tessler, Mechanic, & Dimond, 1976).  People 

are more likely to seek help when their distress levels increase (Barker & Adelman, 

1994; Offer, Howard, Schonert, & Ostrov, 1991; Rickwood & Braithwaite, 1994).  
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Psychological symptoms and their severity have been found to be a major determinant 

in help-seeking behaviour (Ingham & Miller, 1982, 1986).  This may depend on the 

types of symptoms experienced, such as depression or obsessive-compulsive 

symptoms (Greenley & Mechanic, 1976; Leaf et al., 1985; Tessler & Mason, 1979).  

It may also depend on whether the distress is due to a chronic and persistent condition 

or transient life stresses (Tessler et al., 1976).   

Social factors. 

After discussing the demographic and psychological factors which influence 

people’s decision to seek professional help for mental health problems, the next 

section examines the influence of social factors on help-seeking attitudes.  Social 

factors include sociocultural influences, social networks and social support, and the 

availability or accessibility of services (Brown, 1978; Greenley et al., 1987).   

Social network characteristics have been found to influence help-seeking 

behaviour (Gourash, 1978).  Those with more social support such as friends are more 

likely to rely on their social resources for support, while those without strong social 

support tend to visit the professionals (Ben-Sira, 1984; Sherbourne, 1988).  Most 

people with minor emotional problems seek help from their friends and relatives 

rather than from mental health professionals (Chadda, Agarwal, Singh, & Raheja, 

2001; Oliver et al., 2005).  A research study showed that given an equal number of 

stressful events, seeking psychological help is more likely to increase as social 

support decreases (Goodman et al., 1984).  In general, seeking help from an informal 

social network is usually the first step in the help-seeking process.  Despite the 

various inhibitions and costs of seeking help, Shapiro (1980) suggests that help 

seeking is more frequent between friends than strangers.  This could be because 
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friends are relatively unaffected by temporary imbalances in their relationship, due to 

their frequent exchanges and general equitable past histories. 

Another characteristic that influences help-seeking behaviour is having 

acquaintances in mental healthcare services and having prior personal contact with 

mental health professionals (Rickwood & Braithwaite, 1994; Tijhuis et al., 1990).  

Confidence in doctors is one factor that influences help-seeking behaviour as patients 

entrust their health condition to the care of the medical professionals (Tijhuis et al., 

1990).   

The other social factor is that there are systemic and structural barriers that 

hinder people from seeking help.  For instance, the healthcare system itself has been 

found to be one barrier that restricts people from seeking treatment (Tijhuis et al., 

1990).  Many patients do not have easy access or adequate knowledge of the mental 

health services provided by specialised mental health professionals, such as 

psychiatrists and psychologists.  Moreover, a referral from a family doctor or general 

practitioner is often required for access to specialised mental health services.  Another 

barrier is the cost associated with specialised mental health care (Tijhuis et al., 1990).  

Some groups of patients may not be able to afford regular consultation fees and 

payment for medication, despite subsidies offered.  

However, mental health services have an important role in the healthcare 

system, which often attends to the healthcare needs of patients holistically (Williams, 

Diehr, Drucker, & Richardson, 1979).  One study showed that receiving mental health 

services in a comprehensive healthcare centre or agency may decrease the community 

stigma associated with seeking psychiatric and psychological treatment (Jacobson, 

Regier, & Burns, 1978).  The premise is that the perception of mental health as a 
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legitimate aspect of total health will be more acceptable to the general population 

when it is integrated into the total healthcare system. 
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Table 1 

Models and Factors Influencing Help-seeking Behaviour 

Models and Factors 

 

Models • Attitudinal variables 

 

• Behavioural outcome variables 

 

• Socio-behavioural model 

 

• Stage model:  

▪ Recognition of the problem 

▪ Appraisal or assessment of the problem 

▪ Choice of a coping strategy 

▪ Decision in seeking care, and  

▪ Individuals selecting an appropriate professional or 

non-professional source of help 

 

Factors • Sources of help:  

▪ Informal 

▪ Formal 

 

• Demographic:  

▪ Gender 

▪ Age 

▪ Race 

▪ Education 

 

• Psychological: 

▪ Personality characteristics 

▪ Equity theory 

▪ Self-esteem 

▪ Problems which are private and intimate 

▪ Stigma 

▪ Motive’s perspective 

▪ Severe psychological distress 

 

• Social factors: 

▪ Social network characteristics 

▪ Having acquaintances in mental healthcare services 

▪ Systemic and structural barriers 
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Health Beliefs 

The focus of the present study is the health beliefs of Singaporeans towards 

mental health and its relationship with help-seeking attitudes.  It seeks to investigate 

the beliefs of Singaporeans and their influence on the attitudes towards seeking 

professional psychological help.  It aims to address the issue of Singaporeans with 

mental health problems not seeking help, by examining their belief systems so as to 

modify or alter their beliefs towards more positive help-seeking attitudes.   

In this section, three theoretical concepts of belief systems are reviewed and 

discussed.  They are health beliefs, locus of control beliefs (primary and secondary 

control beliefs), and cultural beliefs (Asian and Western cultural beliefs) in mental 

health.   

Health Beliefs 

Heath beliefs are “attitudes, values and knowledge that people have about 

health and health services that might influence their subsequent perceptions of need 

and use of health services” (Andersen, 1995, p. 2).  Health beliefs are thoughts and 

convictions that influence health behaviour. 

Health beliefs have been widely cited to explain help-seeking behaviour for 

mental health problems (Ng et al., 2008; Ng, Nyunt, Chiam, & Kua, 2011).  These 

health beliefs include difficulty in discussing mental health problems, stigma and 

embarrassment, a lack of trust in mental health professionals and an overestimation of 

one’s coping abilities.  Health beliefs influence how individuals perceive their 

emotional problems, which in turn influence their decision on whether to seek 

counselling or not (Angermeyer et al., 1999; Chadda et al., 2001).  However, studies 

on health beliefs of Singaporeans are limited and usually focus on specific types of 

mental illnesses, such as depression and anxiety.   
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Several theoretical models have been proposed to explain and predict health-

related behaviours.  Three prominent theories in the clinical psychology and health 

psychology literature will be discussed: 

1) Transtheoretical Model 

2) Theory of Planned Behaviour  

3) Health Belief Model. 

These three theories are selected because they are among the widely known 

theories in the literature in explaining and predicting health-related behaviours 

(Taylor, 2015).  A description and explanation of each model will be discussed, 

followed by an evaluation.  It is proposed that the Health Belief Model will be used as 

a basis for conceptual model in this present study.   

The Transtheoretical Model. 

The Transtheoretical Model (TTM) provides a theoretical framework for 

understanding how people change behaviour to prevent disease or enhance health 

(Rossi, 2004).  The term transtheoretical is so called because it uses stages of change 

to integrate processes and principles of change across major theories of psychotherapy 

(Prochaska, Redding, & Evers, 2008).  It is also known as the stages of change model 

and focuses on the adoption and maintenance of health behaviours (DiClemente et al., 

1991; Prochaska & DiClemente, 1984; Prochaska, DiClemente, & Norcross, 1992; 

Shearer & Evans, 2001).  The model has two dimensions: stages of change and 

process of change.  The stages of change are conceptualised as intermediate outcomes 

in the process of long-term behaviour change, whereas the process of change is 

understood as progress towards behaviour change, with the ultimate objective of 

maintaining long-term behavioural change (Herzog, 2004).  In addition to the stages 

and processes of change, the TTM incorporates two other variables: decisional 
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balance (the pros and cons of change) and self-efficacy (confidence in the ability to 

change and resist temptations to engage in unhealthy behaviours) (Rossi, 2004).      

The TTM originated when Prochaska and colleagues conducted a comparative 

study of self-changers and smokers in professional treatments and identified ten 

processes of change (Prochaska et al., 2008).  In their attempts to quit smoking, 

participants used different processes at different times and the behaviour change was 

unfolded through a series of changes (Prochaska & DiClemente, 1983).  The 

framework which was initially intended for describing how people change in 

psychotherapy was later applied extensively to other health behaviour interventions 

such as those addressing smoking, diet, exercise, screening mammography, weight 

management and stress management (Rossi, 2004). 

 The stages of change construct is a temporal or developmental dimension 

where change is considered to be a process occurring over time, rather than simply an 

event occurring at one point of time (Prochaska, Johnson, & Lee, 1998).  The model 

describes six stages of intentional behaviour change in order for a specific outcome to 

happen.   

The first stage is precontemplation (Rossi, 2004).  In this stage, the individuals 

are not aware of a need to change or do not intend to effect any change, at least during 

the next few months or so.  They may have decided against changing or have never 

thought about it.   

The second stage is contemplation (Rossi, 2004), where the individuals are 

aware of a need to change and are considering it.  They are aware that a problem 

exists and are seriously considering changing to a healthier behaviour within the next 

several months, although they are not yet ready to make a commitment to take action. 
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Preparation is the third stage where the individuals are deciding to take some 

action in the future (Rossi, 2004).  They are ready to try to change and plan to pursue 

a behavioural goal in the next few months.  They may have tried to achieve the goal in 

the past year but have not been fully successful (Sarafino & Smith, 2014). 

The fourth stage is action, where the individuals are engaging in a new 

behaviour, although they have yet to attain the outcome (Rossi, 2004).  This stage 

spans a period of time, usually six months, from the start of their active efforts to 

change the behaviour.   

The fifth stage is maintenance, where the individuals reach their goals and 

work to maintain the successful behavioural changes they achieve over time (Rossi, 

2004).  While this stage can last indefinitely, a period of six months is recommended 

for follow-up assessment (Sarafino & Smith, 2014). 

The final stage is the termination stage, where the individuals have zero 

temptation and complete self-efficacy (Rossi, 2004).  The individuals are confident 

that they will not return to the previous unhealthy behaviour, behave as if they have 

never acquired the behaviour in the first place or as if their new behaviour has become 

automatic (Prochaska et al., 2008).   

 According to this model, individuals may cycle through the stages several 

times before reaching the maintenance stage.  The progression is often cyclical and 

not linear, as there is a possibility of relapsing back to an earlier stage (Marcus, 

Rakowski, & Rossi, 1992).  Relapse is considered not as a failure, but as an event that 

initiates the process of recycling, in order to get rid of unsuccessful change strategies 

and attempt new approaches (Rossi, 2004). 

 The process of change is the second dimension of the TTM, which is overt and 

covert cognitive, affective, evaluative and behavioural strategies and activities used to 
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progress through the stages of change (Rossi, 2004).  The processes are organised into 

two general higher-order processes, where experiential processes embrace cognitive, 

affective and evaluative aspects of change, while the behavioural processes 

incorporate more specific and observable change strategies (Rossi, 2004).  

 The experiential processes involve consciousness raising, dramatic relief, self-

reevaluation, environmental reevaluation and social liberation (Rossi, 2004).  

Consciousness raising involves individuals making efforts to raise awareness, seek 

new information and increase understanding and feedback about their behaviours.  

Dramatic relief refers to individuals experiencing expressive feelings about their 

behaviours, which result in increased emotional experiences.  Next, self-reevaluation 

is the cognitive and affective reappraisal of personal values and reassessment of self-

image in relation to behaviour.  Environmental reevaluation is the cognitive and 

emotional reappraisal of how a behaviour affects one’s physical and social 

environment.  Lastly, social liberation refers to the consciousness of social norms and 

the availability of acceptable healthy lifestyles.   

The behavioural processes include self-liberation, counter-conditioning, 

stimulus control, contingency management and help relationships (Rossi, 2004).  Self-

liberation involves individuals believing in the ability to change and committing to 

change.  Counter-conditioning refers to individuals replacing unhealthy behaviours by 

engaging in alternative healthy behaviours.  Next, stimulus control is the removal of 

cues for unhealthy behaviours, the addition of cues for alternative healthy behaviours 

and seeking other situations that support healthier behaviours.  Contingency 

management refers to individuals rewarding themselves or being rewarded for making 

appropriate changes.  Lastly, help relationships involves trusting and engaging the 

support of others in behavioural change.  This model postulates that people employ 
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different processes at different stages of change, which are then matched together 

(Prochaska et al., 1998). 

 Decisional balance is an intermediate outcome variable in the TTM, where the 

decision to move from one stage to the next is based on the strength given to the pros 

and cons of changing the behaviour (Rossi, 2004).  The self-efficacy component in 

the TTM serves to indicate how confident the individuals are to engage in a healthy 

behaviour, and how tempted they would be to participate in an unhealthy behaviour 

(Rossi, 2004).  Both constructs aim to be multidimensional in evaluating situational 

determinants of relapse (Rossi, 2004).    

 The TTM has been widely used in counselling theories to explain the process 

of change in people’s behaviour.  It demonstrates the beliefs of the people in their 

need to change for more positive behaviour.  However, there has been little 

consistency and standardisation on the measurement of the stages of change due to the 

different defining stages for different problem behaviours (Herzog, 2004).  Evidence 

supporting TTM-based interventions is also mixed (Herzog, 2004). 

The Theory of Planned Behaviour. 

The Theory of Planned Behaviour (TPB) (Ajzen, 1985) is an expanded version 

of Icek Ajzen and Martin Fishbein’s Theory of Reasoned Action (TRA), which was 

developed in response to an observed lack of relationship between general social 

attitudes and actual behaviour (Ajzen & Fishbein, 1980).   

According to the TRA, attitudes are a function of an individual’s most 

important outcome beliefs and outcome evaluations (Fishbein & Ajzen, 1975).  An 

outcome belief refers to a person’s belief about how likely a certain outcome will be if 

a particular behaviour is performed (Conner & McMillan, 2004b).  For example, if a 

person believes that jogging every day is very likely to result in him or her losing 
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weight, it is an outcome belief.  Outcome evaluations refer to a person’s evaluation of 

these beliefs (Conner & McMillan, 2004b).  An example of an outcome evaluation is 

thinking that losing weight is a positive thing.  This theory posits that human social 

behaviour is guided by three belief components: beliefs about the behaviour’s likely 

positive and negative outcomes (behavioural beliefs), beliefs about the normative 

expectations of others (normative beliefs), and beliefs about the presence of factors 

that may facilitate or impede the performance of the behaviour (control beliefs) 

(Ajzen, 2004).  The combination of the attitude towards the behaviour, the subjective 

norm and the perceived behavioural control leads to the formation of a behavioural 

intention (Ajzen, 2004).  Accordingly, the successful carrying out of a behaviour is 

dependent on both the intention and behavioural control.   

However, TRA has received criticism due to its focus on volitional control, as 

other researchers argue that there are a wide range of behaviours that are not under a 

subject’s volitional control (Sheppard, Hartwick, & Warshaw, 1988).  The 

acknowledgement of this criticism paved the way for the Theory of Planned 

Behaviour (TPB) (Conner & McMillan, 2004b).  

The TPB posits that people decide their intention in advance of most voluntary 

behaviours, and intentions are the best predictors of what people will do (Ajzen, 

1985).  The theory stresses that intentions or decisions to behave in a certain way 

motivate specific health-related behaviours (Shearer & Evans, 2001).  There are three 

factors that determine the behavioural intentions: attitudes towards a behaviour, 

perceptions of subjective norms to engage in a behaviour, and perceptions of control 

to perform a behaviour successfully (Mermelstein, 1997; Shearer & Evans, 2001).   

The first factor, attitudes towards a behaviour, is a judgment of whether the 

behaviour is a positive thing to do.  The judgment is based on two expectations: the 
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likely outcome of the behaviour (for example, an individual will be healthier and 

more attractive if he or she exercises) and whether the outcome would be rewarding 

(such as being healthy and good-looking will be satisfying) (Sarafino & Smith, 2014). 

Next, social norms reflect the impact of social pressure or influence on the 

behaviour’s acceptability and appropriateness (Sarafino & Smith, 2014).  For 

example, an individual’s decision to exercise is based on the beliefs regarding others’ 

opinions about the behaviour, as well as the motivation to comply with those opinions 

(Sarafino & Smith, 2014).    

The TPB is similar to the TRA, except that an additional component which is 

the third factor, perceived behavioural control, is added to the model (Conner & 

McMillan, 2004b).  Perceived behavioural control refers to a person’s expectancy that 

the performance of a behaviour is within his or her control (Ajzen & Madden, 1986).  

When the person believes that he or she is able to control the performance of a 

behaviour, he or she is more likely to engage in the behaviour. 

The TPB posits that individuals usually engage in behaviours they intend to 

perform (Conner & Sparks, 2005).  A belief that an outcome is likely to be positive 

can influence the attitude about a related behaviour (Mermelstein, 1997).  For 

example, if individuals believe that counselling and psychotherapy can help to 

alleviate their depressive or anxiety symptoms, they will be more likely to attend 

counselling sessions.  Perceptions of subjective norms can also shape behavioural 

intentions and decisions.  If attending counselling sessions is considered a societal 

norm, the individuals are more likely to go for therapy.  In addition, the individuals 

may be more motivated to comply if their significant others believe that psychological 

intervention is required.  Lastly, individuals are more likely to engage in therapy 

when there is a perceived control over whether they want to be counselled or not. 
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 However, the TPB has its shortcomings.  One weakness is that intentions and 

behaviour are moderately related, where people do not always do what they claim 

they have planned to do (Sarafino & Smith, 2014).  Another shortcoming is that the 

theory does not take into account the important role of people’s prior experience with 

the behaviour (Sarafino & Smith, 2014).  The other concern involves the adequacy of 

the theory, as critiques have suggested other variables to be included into the model, 

such as desire and need, personal and moral norms, past behaviour and self-identity, 

in addition to attitudes, subjective norms and perceived behavioural control (Ajzen, 

2004).      

The Health Belief Model. 

The third theoretical model to be discussed is the Health Belief Model (HBM).  

The HBM is a psychological model that attempts to explain and predict health 

behaviours, by focusing on the attitudes and beliefs of the individuals (Hochbaum, 

1958; Rosenstock, 1966).  This model was originally developed in the 1950s by 

public health researchers and social psychologists, Godfrey Hochbaum, Irwin 

Rosenstock, Stephen Kegels and Howard Leventhal, working in the United States 

Public Health Services to explain the lack of utilisation of preventive health services, 

such as screening tests and immunisations (Bates, Fitzgerald, & Wolinsky, 1994; 

Rosenstock, 1974).  The first formulation of the HBM was published in a paper by 

Rosenstock in 1966 and was later refined by Marshall Becker in 1974 (Conner & 

McMillan, 2004a). 

The basic components of the HBM are based on psychological and 

behavioural theory, specifically, the value-expectancy theory (Abraham & Sheeran, 

2005; Lewin, Dembo, Festinger, & Sears, 1944).  The theory hypothesises that 

behaviour depends mainly on two variables.  The first is the value placed by an 
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individual on a specific goal, and the second the individual’s estimate of the 

likelihood that a given action will achieve the goal (Maiman & Becker, 1974).  It 

posits that behaviour can be predicted from both the individual’s evaluation of an 

outcome, and the expectation that a specific action will result in the outcome (Maiman 

& Becker, 1974).  In the context of health-related behaviours, these variables are 

conceptualised as the desire to avoid illness (or if ill, to get well), and the belief that a 

specific health action will prevent or reduce the threat of illness (Janz & Becker, 

1984).  The individual estimates the threat of an illness, and the likelihood of being 

able to carry out personal action to reduce the threat.  Various proactive health 

behaviours include seeking medical help, taking medications and participating in 

exercise programmes (O’Connor, Martin, Weeks, & Ong, 2014).   

According to the model, there are originally four factors that influence 

whether a person practises a health behaviour or undertakes a preventive health 

behaviour (Champion, 1984).  The first factor is a perceived susceptibility to the 

health problem.  This refers to whether a person perceives a personal health threat and 

the extent to which he or she believes that he or she is susceptible to the disease.  The 

model argues that individuals will be more motivated to act in healthy ways if they 

believe that they are susceptible to a particular health condition, while they will not 

act to prevent a negative health condition that they perceive unlikely to affect them 

(Carpenter, 2010; Rosenstock, 1966).  For example, women are unlikely to go for 

mammogram screening if they believe that they are unlikely to develop breast cancer 

(Hyman et al., 1994).   

The second factor is the perceived severity of the health problem.  This refers 

to whether a person perceives that the illness is severe enough to warrant assessment 

and treatment or leave it untreated.  The more serious the person believes its effects 
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will be, the more likely he or she will perceive it as a threat and take preventive action 

(Sarafino & Smith, 2014).  Conversely, if the person does not believe that the 

undesirable health outcome will have a large impact on his or her life, he or she will 

not be motivated to act to avoid it (Carpenter, 2010).  Patients’ beliefs about their 

physical symptoms are powerful influences on their decisions to seek help from a 

healthcare professional or consult a doctor (Kessler, Lloyd, Lewis, & Gray, 1999; 

King, 1983).  For instance, women are more likely to go for mammogram screening if 

they believe that breast cancer will lead to death if left undetected or untreated 

(Hyman et al., 1994). 

The combination of perceived susceptibility and perceived severity has also 

been categorised as a perceived threat, which is the degree to which people feel 

threatened or worried by the prospect of a particular health problem (Sarafino & 

Smith, 2014).  The perceived threat results from the beliefs about the perceived 

susceptibility to the illness and the perceived severity of the consequences of the 

illness (Conner & McMillan, 2004a).  The perception of a personal health threat is 

influenced by general health values, specific beliefs about personal vulnerability to a 

particular disorder and beliefs about the consequences of the disorder (Taylor, 2015).  

The third factor is perceived benefits.  This points to whether a person believes 

that a particular health practice will be effective in reducing a personal health threat.  

It refers to how beneficial the person believes certain actions to be in reducing his or 

her susceptibility to the condition.  The perception of a threat reduction is dependent 

on whether the person thinks that the health practice will be effective and whether the 

benefits of undertaking that practice exceed its costs (Rosenstock, 1974).  In the 

example of breast cancer, if women perceive that mammogram screening is likely to 
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detect cancer accurately, they will be likely to schedule an appointment for the 

screening (Hyman et al., 1994). 

The fourth factor is perceived barriers.  This refers to the perception of 

obstacles associated with practising a health behaviour or preventive action.  The 

barriers could be financial costs, psychosocial consequences such as stigmatisation 

and embarrassment, and physical considerations like pain and any inconvenience 

incurred (Sarafino & Smith, 2014).  Barriers to accessing mental health services also 

include attitudes and knowledge about services, concerns about privacy and the lack 

of time (Eisenberg et al., 2007).  In the case of breast cancer, some women may not 

want to go for mammogram screening because the process can be painful, even if they 

believe it can accurately detect breast cancer (Hyman et al., 1994).   

According to the HBM, individuals are likely to engage in a specific health 

behaviour if they believe they are susceptible to a particular condition or illness that 

they consider to be serious, and believe that the benefits of the action taken to 

counteract the condition or illness outweigh the costs (Conner & McMillan, 2004a).  

The assumption is that the more there is at stake, the more likely a person’s behaviour 

is to change.  While the original framework of HBM consisted of four factors, it has 

evolved and expanded with additional components, including cues to action, health 

motivation and self-efficacy (Bates et al., 1994).  

Hochbaum added a component, cues to action, to the HBM later in his paper 

(Conner & McMillan, 2004a).  He posited that a cue or trigger is necessary for 

prompting engagement in health-promoting behaviours (Janz & Becker, 1984; 

Rosenstock, 1974).  Cues to action activate the readiness to act and stimulate overt 

behaviour.  These involve being reminded or alerted about a potential health problem 

that then increases the likelihood of perceiving a threat and taking action (Sarafino & 
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Smith, 2014).  Cues to action include a diverse range of triggers that can be internal to 

the individuals, such as physiological symptoms or physical pain; or external to the 

individuals, such as a mass media campaign, a friend or relative developing an illness, 

a reminder phone call for an upcoming medical appointment, a reminder postcard, a 

newspaper or magazine article and advice from others (Janz & Becker, 1984).  Cues 

to action may be necessary to stimulate decision making in health-related behaviours 

(Bates et al., 1994).  

Next, health motivation refers to the readiness to be concerned about health 

matters (Becker, 1974).  It points to a generalised state of intent that results in 

behaviours to maintain or improve health (Champion, 1984).  It has been advocated to 

include health motivation in the HBM model, as it is possible that certain individuals 

are predisposed to respond to cues to action, due to the value they place on health 

(Conner & McMillan, 2004a).  Different individuals have different degrees of concern 

about health matters (Becker, Maimah, Kirscht, Haefner, & Drachman, 1977).  

Significant predictive ability was demonstrated when the idea of health motivation 

was used in combination with the original four HBM concepts (Becker et al., 1977; 

Maiman, Becker, Kirscht, Haefner, & Drachman, 1977). 

Another component, self-efficacy, was later incorporated into the model to 

better explain individual differences in health behaviours and better fit the challenges 

of changing habitual unhealthy behaviours, such as diet modification, exercise and 

smoking (Rosenstock, Strecher, & Becker, 1988).  Self-efficacy refers to an 

individual’s belief that he or she is capable of performing a specific behaviour to 

attain a desired outcome (Bandura, 1977; Conner & McMillan, 2004a).  It points to 

one’s perceived ability and confidence to perform a preventive action successfully.  
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Rosenstock et al. (1988) postulated that confidence in one’s ability to effect change in 

outcome was a key component of health behaviour change. 

Several further modifying factors to be included in the model were suggested, 

such as demographic variables (e.g., age, sex, race, ethnicity, etc.), socio-

psychological variables (e.g., personality, social class, peer and reference group 

pressure, etc.) and structural variables (e.g., knowledge about the disease, prior 

contact with the disease, etc.) (Becker, 1974; Rosenstock, 1974).  These demographic 

and psychosocial factors play an important albeit less direct role in the prediction of 

health behaviour (Rosenstock, 1990).   

The HBM is one of the most extensively and widely studied social cognition 

models in predicting variability in health-related behaviours (Haefner & Kirscht, 

1970; Rosenstock, 1974, 2002; Soliday & Hoeksel, 2000).  It is not limited to any 

specific age groups, health problems or clinical populations (O’Connor et al., 2014).  

Research studies have demonstrated the utility of HBM in explaining medication 

compliance, sick-role behaviours and preventive health behaviours (Bates et al., 

1994).  Kasl and Cobb (1966) argued that the HBM is the best model yet offered to 

explain health behaviour undertaken by people with no symptoms.  It is a cognitive 

formulation that is able to explain and predict patients’ compliance, understand 

interactions between doctors and patients, and enable healthcare professionals to tailor 

relevant interventions to suit the specific needs of each patient (Becker, 1974).  The 

Wallston’s (1976) help-seeking model, in which a help-seeker weighs the costs of 

seeking help against the costs of suffering continued failure without help, is consistent 

with the HBM.  In the help-seeking process, the individual is first aware of a problem 

or need, then educated about the usefulness of relevant services, and is finally 
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convinced of the potential benefits obtained from the service providers, which 

outweigh any other costs that might be involved (Gross et al., 1979). 

The HBM is based on the assumption that a person will take a health-related 

action if the individual feels that a negative health condition can be avoided, and that 

the recommended health action can be successfully carried out.  In a critical review of 

forty-six studies of the HBM, the investigations provided substantial empirical 

evidence that the model is useful as a framework for understanding and predicting 

individuals’ health-related decision making and behaviours (Janz & Becker, 1984).   

One study revealed that people are willing to seek diagnosis, prevention and 

treatment for a physical condition, provided that they have a certain level of health 

motivation and information, perceive that they are vulnerable and that the condition is 

threatening, perceive that the intervention is effective and that there are few barriers in 

carrying out the suggested action (Becker, Kaback, Rosenstock, & Ruth, 1975).  

Another study showed that there is a positive correlation between patients’ beliefs in 

the severity of their disease conditions to be prevented or treated and adherence to 

treatment (DiMatteo, Haskard, & Williams, 2007).  Patients who believe that their 

disease can be prevented or treated are more likely to seek treatment and adhere to 

treatment than those who do not have such beliefs.   

One finding of interest is that there are significant differences in health beliefs 

and health risks based on gender and ethnicity (Courtenay, Mccreary, & Merighi, 

2002).  Women in the United States were found to adopt healthier beliefs and 

behaviours than men, which could be influenced by cultural experiences and social 

structures (Courtenay, 2000).  On the other hand, men were shown to be more likely 

than women, and Asian Americans more likely than European Americans and 
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Hispanics, to engage in behaviours and adopt beliefs that were detrimental to their 

health (Courtenay et al., 2002). 

The main bulk of empirical research and support for HBM has been carried 

out in the domain of physical health (Janz & Becker, 1984; Wright, Randall, & Hayes, 

2012).  However, O’Connor et al. (2014) argued that the HBM has the potential to be 

useful in the mental health domain.  Research studies have shown that beliefs in 

mental health vary along the core HBM dimensions (Henshaw & Freedman-Doan, 

2009; Saleeby, 2000; Waite & Killian, 2008).  Also, the HBM components such as 

perceived benefits and barriers can predict help-seeking behaviour for mental health 

problems (Gonzalez, Williams, Noël, & Lee, 2005). 

In the context of mental health, individuals are more likely to seek help for 

their mental health conditions when there is a greater perceived susceptibility to the 

problems, severity of the problems and benefits of service use and fewer perceived 

barriers to service use (Vanheusden et al., 2009).  A positive belief in the 

effectiveness of professional care is associated with positive help seeking (ten Have et 

al., 2010).  People who believe that it is important and useful to seek help for 

psychological problems, who have confidence in mental health professionals and who 

are unconcerned with the potential stigma involved in seeking professional help often 

demonstrate more positive attitudes towards seeking professional help (Wills & 

Depaulo, 1991).  Conversely, individuals may not perceive a need to seek 

professional help because they believe that their symptoms are temporary or not 

serious, lack insight into the pathological nature of their symptoms, do not recognise 

their problem as a mental health issue, believe that treatment will not help, do not find 

services accessible, are embarrassed about seeking help or fear stigmatisation 

(Mojtabai et al., 2002). 
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Limited research studies on the relationship between health beliefs and help-

seeking behaviour for mental health problems have been mixed.  These studies 

employed the concept of health beliefs generally and did not fully apply the various 

components of the HBM.  One research study revealed that university students with 

mental health issues do not receive psychotropic medication or psychotherapy 

because of a lack of perceived need, an unawareness of services or existing insurance 

coverage, skepticism about treatment effectiveness, a low socioeconomic background 

and being Asian or a Pacific Islander (Eisenberg et al., 2007).   

In a study on health beliefs and help-seeking behaviour for depressive and 

anxiety disorders among urban Singaporean adults, results showed that help-seeking 

behaviour is predicted by poor self-rated mental health, but not by health beliefs and 

social support (Ng et al., 2008).  Contrary to popular belief, those who felt the most 

uncomfortable about discussing mental problems were the ones who tended to seek 

help.  The results revealed that health belief was not a determining factor for help 

seeking.  However, a research study on the health beliefs of Dutch young adults 

showed that they were willing to seek help when they believed that their mental health 

problems had adverse consequences and that treatment could help (Vanheusden et al., 

2009).  They were more positive about seeking help when they were educated about 

mental health problems and the availability of mental health treatments. 

There are a few criticisms of the HBM.  There is an inadequate description of 

the processes by which the scales were developed and tested (Bernstein & Keith, 

1991; Maiman et al., 1977).  The variables had often been tested as six independent 

predictors of behaviour, rather than specifically measured as a combined variable, and 

the six constructs were used in different variations (Conner & McMillan, 2004a).  

Another criticism is that tools used in past research were not tested for validity or 
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reliability (Champion, 1984).  The various researchers used different ways of 

measuring, conceptualising and operationalising the constructs, which made it 

difficult to compare the results across the studies (Saleeby, 2000; Sarafino & Smith, 

2014).  Moreover, the HBM may not have accounted for health-related behaviour 

which people perform habitually, such as tooth brushing, without considering the 

individuals’ health beliefs (Sarafino & Smith, 2014).   

Despite its shortcomings, among the theoretical models of health beliefs, the 

HBM is the most widely practised and researched model (Abraham & Sheeran, 2005; 

Becker et al., 1977; Bellón, Delgado, Dios Luna, & Lardelli, 1999; Wallston & 

Wallston, 1984).  While the TTP is helpful in showing that particular interventions 

may be more helpful during one stage than the other, its emphasis on belief systems is 

not prominent and explicit.  Although TPB link beliefs to health behaviour, it is not 

very successful in explaining spontaneous behaviour change, and in predicting long-

term behaviour change (Kirscht, 1983).  On the contrary, the predictive validity of the 

HBM has been tested in many health-related behaviours, such as flu vaccination, 

breast examination, weight loss, compliance to a medication regimen and car safety-

restraint use (Harrison, Mullen, & Green, 1992; Saleeby, 2000).  The HBM also 

encompasses several aspects of beliefs that are relevant to mental health.  Hence, the 

HBM is selected as a basis for theoretical framework for mental health beliefs in the 

present study with modification and extension, due to its explanatory power and 

predictive validity, compared to the TTM and the TPB. 

In order to address the criticisms of the HBM, the proposed MHBM 

conceptual model seeks to fill the gaps.  For example, the conceptual model will not 

only test the various sub-variables of the health beliefs, but also as a combined 
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variable.  In addition, the validity and reliability of the model will be tested to account 

for the health beliefs in mental health of the respondents. 

An important factor that is associated with whether or not a person engages in 

some form of health behaviour is the perception of control (Wallston & Wallston, 

1978).  A person who considers his health as under his personal control practises 

better health habits than another person who regards his health as due to chance 

(Taylor, 2015).  However, the locus of control is not included explicitly in the HBM.  

In this present study, it is proposed that the locus of control beliefs should be 

incorporated as a separate independent variable, along with the other HBM’s variables 

of perceived susceptibility, severity, benefits, barriers and health motivation.  Besides, 

the HBM does not take into account cultural factors in influencing help-seeking 

attitudes.  Thus, another variable, cultural beliefs, is also here proposed to be 

incorporated into the model.  It is predicted that the proposed conceptual model 

MHBM will more fully account for professional psychological help-seeking attitudes 

for mental health issues.   

Locus of Control Beliefs 

 Research has shown that the locus of control beliefs (locus meaning place or 

location) are associated with health beliefs, health behaviours and health itself (Lau, 

1982).  It is important to understand how the locus of control beliefs are linked to 

health beliefs, so as to better understand their influence on help-seeking attitudes.   

Locus of control belief refers to “the belief that one can or cannot influence 

the directions and outcomes of life” (Welton, 1991, p. 695).  It is an individual 

difference construct derived from Rotter’s social learning theory (Lefcourt & Wine, 

1969; Rotter, 1954, 1966, 1975; Rotter et al., 1972; Strickland, 1965).  The concept of 

an internal versus external control of reinforcement was developed out of social 
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learning theory (Rotter, 1954; Rotter et al., 1972).  According to the social learning 

theory, an individual learns on the basis of his or her history of reinforcement and 

develops general and specific expectancies during the learning process (Rotter, 1966).  

In any given situation, the likelihood of an individual engaging in a specific 

behaviour, or set of behaviours, is dependent on two things: the individual’s 

expectancy that the behaviour will lead to a specific outcome or reinforcement in that 

situation, or the value of the reinforcement to the individual in that situation (Rotter, 

1954, 1975; Rotter et al., 1972).   

Locus of control beliefs come from specific experiences and past 

reinforcement history (Rotter, 1975).  According to Skinner’s (1938) reinforcement 

theory, a reinforcer controls behaviour.  A reinforcer is a consequence that 

immediately follows a response, which either adds a positive stimulus or removes a 

negative stimulus, thereby increasing the probability that the behaviour will be 

repeated (Skinner, 1938).   

However, expectancies are not always situation specific.  People develop 

generalised expectancies that cut across situations through a variety of learning 

experiences.  Locus of control is one such generalised expectancy.  Rotter (1966) 

argued that through the learning process, individuals develop the belief that certain 

outcomes are a result of their action (internals), or a result of other forces independent 

of themselves (externals).  The concept seeks to predict how reinforcement on 

preceding behaviour strengthens or changes one’s expectancies that a specific 

behaviour or event will be followed by that reinforcement in the future (Rotter, 1966, 

1975).  Rotter (1966) believed that the locus of control is an important part of an 

individual’s personality.     
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Internal and External Locus of Control.      

The locus of control describes the dimension of internal versus external 

control of reinforcement, in which individuals are characterised according to the 

degree they attribute the events that happen to them as a function of their control, 

skills or actions, as opposed to these events being the result of luck, chance, fate or 

powers beyond their control (Strickland, 1965).  As individuals develop from infancy 

through childhood, behaviours in a given situation are learned as they are followed by 

some form of reward or reinforcement (Hock, 2013).  The reinforcement increases the 

child’s expectation that a particular behaviour will produce the desired reward, while 

the removal of reinforcement will reduce the expectation.  Rotter (1966) proposed that 

the totality of the individual learning experiences creates in them a generalised 

expectancy about whether reinforcement is internally or externally controlled.  The 

individuals have developed an internal or external interpretation of the consequences 

for their behaviours that will influence their future behaviour in almost all 

circumstances (Hock, 2013).       

Specifically, the internal-external control of reinforcement is an expectancy 

variable couched within Rotter’s social learning theory (Rotter, 1954, 1966; 

Strickland, 1978).  The internal-external control of reinforcement refers to the degree 

to which an individual perceives the event that happens to him or her as dependent on 

his or her behaviour (a belief in internal control), or as a result of luck, chance, fate or 

powers beyond one’s personal control and understanding (a belief in external control) 

(Rotter 1975, Strickland, 1978).  These locus of control beliefs develop from specific 

experiences and past reinforcement (Rotter, 1975). 

When people believe that the outcomes of their lives are contingent upon their 

own actions and that they can shape their own fate, they are said to have an internal 
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locus of control.  They actively seek to change their existing physical, social or 

behavioural realities to fit their cognition, affect and behaviour (Rotter, 1954).  On the 

other hand, those who believe that the outcomes of their lives are a result of forces 

outside of themselves, such as under the control of powerful others, or determined by 

fate, luck or chance, are said to have an external locus of control (Levenson, 1981; 

Rotter, 1954).  They believe that the existing physical, social or behavioural realities 

cannot be controlled to fit one’s own situations and circumstances (Rothbaum, Weisz, 

& Snyder, 1982).  Early research has found that individuals with a higher internal 

locus of control are associated with greater attempts at mastering the environment, 

superior coping strategies, lesser anxiety, a greater motivation in achievement, and a 

greater ability to process information cognitively (Lefcourt, 1966; Rotter, 1966, 

1975). 

 Levenson (1974, 1981) has differentiated the concept of the external locus of 

control further into two types: powerful others versus chance (or luck).  A powerful 

others locus of control refers to a belief that powerful people or forces are in control, 

whereas a chance (or luck) locus of control refers to a belief in the basic unordered 

and random nature of the world.  Accordingly, Levenson (1974, 1981) has developed 

a multidimensional locus of control scale consisting of three factors: internality, 

powerful others and chance.  However, studies have shown that those with a powerful 

others locus of control appear to recover from and cope with their problems more 

successfully than those with a chance locus of control (Lefcourt & Davidson-Katz, 

1991).  In addition, Pargament, Sllivan, Tyler, and Steele (1982) include another 

component, God locus of control, within Levenson’s three dimensions in their study 

to examine a God control as a distinct variable.   
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There has been much research carried out on the impact of a locus of control 

on health (Welton, 1991).  The construct has been widely tested in behavioural 

research and used in predicting and explaining specific health-related behaviours.  

Some of the health or sick-role behaviours that utilise the locus of control include 

smoking reduction, birth control utilisation, weight loss, information seeking and 

adherence to a medication regimen (Wallston & Wallston, 1978). 

Findings have shown that an internal locus of control is predictive of health 

and well-being (Lefcourt & Davidson-Katz, 1991).  Those with an internal locus of 

control engage in more adaptive health behaviour than those with an external locus of 

control (Strickland, 1978).  They are more likely to seek information about health and 

learn about wellness and disease.  They tend to practise more preventive and 

precautionary health measures, such as following prescribed diets, exercise and not 

smoking.  They experience lesser stress as they tend not to be threatened by difficult 

circumstances.  They are more likely to use more problem-solving coping strategies 

than emotion-directed coping strategies to manage their issues.  As a result, people 

with an internal locus of control retain their health longer than those with an external 

locus of control.   

 Wallston, Wallston, Kaplan, and Maides (1976) developed a health locus of 

control model to examine the degree to which individuals believe that their health is 

controlled by their behaviour or determined by forces beyond their control.  There 

was difficulty in predicting health behaviour specifically from the generalised 

expectancy measure from Rotter’s I-E (Internal-External) scale.  This model 

postulates that individuals with an internal locus of control are more likely to engage 

in positive health behaviours as compared to those with an external locus of control.  
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Lau (1982) argued that based on his review of literature, the health locus of control is 

significantly associated with a variety of health behaviours and health outcomes.  

The health locus of control model was refined and eventually a 

multidimensional health locus of control (MHLC) scale was developed as a locus of 

control measure in research on health behaviour (Wallston & Wallston, 1981, 1982; 

Wallston, Wallston, & DeVellis, 1978).  The MHLC scale measures generalised 

expectancy beliefs with respect to health along three dimensions.  It measures the 

extent to which individuals believe that their health is a function of their own actions 

(internal health locus of control); the belief that their health is determined by the 

actions of powerful others such as health professionals (powerful others health locus 

of control); and the extent to which they believe that health and illness is a matter of 

fate, luck or chance (chance health locus of control) (Wallston et al., 1978).     

Studies have found that people with a high internal locus of control tend to 

have positive attitudes towards seeking professional psychological help (Fisher & 

Turner, 1970; Lim & Ang, 2006; Nadler, 1990; Schonert-Reichl & Muller, 1996).  

Those who believe that the outcomes of their lives are dependent on their actions and 

behaviours are more willing to seek help.  They believe that they maintain influence 

over the events in their lives, and they perceive help seeking as instrumental in 

gaining some control over their lives (Kung, 2003).  A research study found that 

adolescents with an internal locus of control were more responsive to counselling than 

adolescents with an external locus of control (Trice, 1990).  Another study also 

discovered that young people with an internal locus of control were more likely to 

seek help from their mothers than young people with an external locus of control 

(Schonert-Reichl & Muller, 1996).  Those with an internal locus of control are more 

likely to take action to resolve their emotional and psychological problems, while 
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those with an external locus of control tend to attribute their mental health problems 

to external factors. 

Locus of control may interact with cultural norms and values to affect 

behaviour differently across racial and cultural groups (Liang & Bogat, 1994).  For 

example, American culture tends to value self-reliance, individualism and self-

achievement, while Chinese culture is more likely to endorse group and social role 

expectations (Sue & Sue, 2016).  Accordingly, internal locus of control is more 

valued in American society while external locus of control is respected in Chinese 

community.  Across cultures, the general belief is that those with an internal locus of 

control are more adaptive to Western cultures, as their actions are more aligned with a 

Western worldview that encourages them to change the environment to suit 

themselves (Rothbaum et al., 1982).   

Most research findings reveal that Blacks have a greater external locus of 

control than Whites, due to their limited access to opportunities (Ayalon & Young, 

2005).  Moreover, relative to Whites, Blacks tend to attribute mental illness to 

spiritual factors, due to their beliefs in external control (Ayalon & Young, 2005).   

Similarly, individuals in Chinese communities are more likely to have an 

external locus of control orientation and worldview, who attribute their problems to 

their fate, luck, chance or forces beyond their control (Lin, 2002; Wong & Piran, 

1995).  Furthermore, Chinese tend to attribute their mental health issues to 

supernatural causes and seek help from Chinese temple mediums, as they believe that 

they have no control over their psychological problems (Ow, 1998).  Relative to 

Caucasian Americans, Chinese in Taiwan and Hong Kong have a higher external 

locus of control (Chan, 1989; Lao, 1977).  Asian cultural values tend to place 

emphasis on respect, compliance with authority and the acceptance of fate, whereas 
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Western culture emphasises individual control over the environment (Bjorck, Lee, & 

Cohen, 1997).  Nevertheless, Leung (2010) argued that the externality of the Chinese 

is likely to be context-specific, as it is not consistently demonstrated across studies, 

and may be an oversimplification of the locus of control beliefs.  Locus of control 

beliefs is a wide spectrum from internal to external where individuals may be at any 

point of continuum.  Individuals may also demonstrate internal or external at different 

times and different circumstances.  Hence, while Asians tend to demonstrate external 

of locus beliefs, there are exceptions depending on the situations and contexts.   

Locus of control beliefs play a significant role in influencing attitudes towards 

seeking professional psychological help.  Research suggests that those with a higher 

degree of internal locus of control are associated with positive attributes.  These 

include higher achievement motivation, belief in mastery over the environment, 

superior intellect and stronger coping skills (Lefcourt, 1966; Rotter, 1966, 1975).  In 

Euro-Western countries, these qualities are highly valued and incorporate core 

elements of Western mental health (Sue & Sue, 2016).  Traditional counselling and 

psychotherapy also operate from the assumption of high internal locus of control (Sue 

& Sue, 2016).  However, using the locus of control as a criterion of mental health may 

be biased and discriminatory against women, people of minority groups and low 

socioeconomic status as they tend to score significantly higher on the external end of 

the locus of control continuum (Koltko-Rivera, 2004; Sue, 1978).  The failure to 

account for different cultural and social experiences of the individuals may result in 

inappropriate and detrimental applications in counselling (Sue & Sue, 2016).  For 

example, the American culture values qualities of individuals such as uniqueness, 

independence and self-reliance which are the key characteristics of internal locus of 

control (Sue & Sue, 2016).  However, the Chinese culture is more likely to place a 
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high premium on social roles expectations, group norms and harmony with the 

universe which are the main attributes of external locus of control (Kim, 2011; Ratts 

& Pedersen, 2014). 

Primary and Secondary Control Beliefs. 

However, while the traditional and dominant paradigm of locus of control 

beliefs has been internal and external locus of control beliefs, a contemporary and 

alternative paradigm of locus of control beliefs is primary and secondary control 

beliefs, which is more congruent with Asian belief systems (Loke, 2010).   

Primary control is defined as “a belief that individuals can enhance their 

welfare by influencing existing realities (e.g., other people, circumstances, symptoms, 

etc.)” (Chang, Chua, & Toh, 1997, p. 96).  In primary control, people attempt to 

change the world around them so that it fits their own needs and interests (Rothbaum 

et al., 1982).  It refers to the belief that people cope by attempting to influence or 

manage existing situations directly.  Its behaviour aims at producing a sense of control 

through an individual’s direct alteration of the environment (VandenBos, 2007).  

People from Western Europe and North America are more likely than people from 

Asia-Pacific countries to attain their goals and wishes by attempting to bring about 

objective changes in the environment (Rothbaum et al., 1982).   

However, Rothbaum et al. (1982) proposed another construct called the 

secondary control.  Secondary control is defined as “the belief that individuals can 

enhance their welfare by accommodating to existing realities via changing one’s 

cognition, affects and/or behaviours” (Chang et al., 1997, p. 96).  It refers to “the 

process by which people adjust some aspect of the self and accept circumstances as 

they are” (Morling & Evered, 2006, p. 269).  People seek not only to gain control by 

bringing the environment in alignment with their desires (primary control), but also 
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by bringing themselves in alignment with the environment (secondary control) 

(Rothbaum et al., 1982).   

In addition, Rothbaum et al. (1982) conceived control as a two-process rather 

than a one-process construct, where both processes are often intertwined, and shifting 

occurs between the two processes, with the ultimate objective of optimising the 

individual’s adaptation to the environment.  It is conceived as two processes where 

“people exert secondary control when they adjust some aspects of the self and accept 

circumstances as they are” (Morling & Evered, 2006, p. 272).  This refers to people’s 

attempts to change some aspects of themselves so as to exert perceived control over 

challenging situations, leaving them unchanged, but exerting control over their 

psychological impact (Lim & Ang, 2006; Morling & Evered, 2006; Rothbaum et al., 

1982; Weisz, Rothbaum, & Blackburn, 1984a).  While not directly controlling, 

secondary control behaviour is “aimed at producing a sense of control by altering 

oneself (e.g., one’s values, priorities, behaviours) so as to bring oneself in line with 

the environment” (VandenBos, 2007, p. 821).   

The original intention of the secondary control construct was to demonstrate 

that people are extremely reluctant to relinquish their perception of control, despite 

their inward behaviours such as passivity, withdrawal or submissiveness (Morling & 

Evered, 2006; Rothbaum et al., 1982).  Instead, Rothbaum et al. (1982) argued that 

these inward behaviours, which they labelled as secondary control, promote 

perceptions of control and ultimately better adjustment, as they are efforts directed 

inwards to align the self with existing circumstances.  Instead of choosing to influence 

their social and physical environments, people sometimes flexibly adjust themselves 

to fit in with existing realities (Morling & Evered, 2006).     

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 67 

 

 

Primary control is expressed when people aim to influence events, people and 

circumstances, while secondary control is demonstrated when people aim to achieve a 

comfortable accommodation to existing realities (Weisz, Rothbaum, & Blackburn, 

1984b).  The key difference between primary control and secondary control is that the 

goal of primary control is to change the environment, while the goal of secondary 

control is to fit in more effectively with the environment.  In this regard, the concept 

of primary control is associated with internal locus of control, where both seek to 

influence the environment (Chang et al., 1997).   

On the other hand, secondary control differs from external locus of control.  

External locus of control was initially defined and continues to be seen as an absence 

of perceived control, whereas secondary control is conceived as a process of attempts 

to fit in with the world and to “flow with the current” so as to maintain some degree 

of control (Rothbaum et al., 1982).   

 Four types of secondary control have been identified: illusory/religious, 

vicarious, predictive and interpretive secondary control (Morling & Evered, 2006; 

Weisz et al., 1984a).  When people attribute outcomes to chance, they may be gaining 

illusory secondary control by aligning themselves with their own luck.  When they 

attribute negative outcomes to powerful others, they may be having vicarious 

secondary control, as they identify with these powerful others to share in their control.  

Attributing negative outcomes to low ability may lead to predictive secondary control 

as people predict future outcomes and control their disappointment.  Lastly, people 

have a sense of mastery when they gain meaning and understanding through these 

attributions leading them to interpretive control.     

In each of the four types of secondary control, effort is exerted by the 

individual to sustain equilibrium with the macrocosm by changing one’s own 
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cognition, affect and/or behaviour to fit the situations (Weisz et al., 1984a).  A wide 

range of behaviours in their primary and secondary forms can be considered as efforts 

to sustain rather than relinquish the perception of control (Rothbaum et al., 1982).   

However, there are two major camps regarding the motive of secondary 

control as control versus fit.  While one camp of researchers emphasises that 

secondary control is an alternative pathway to traditional control and leads to 

perceived control, another camp stresses secondary control as the fit between the self 

and the environment (Morling & Evered, 2006).  In a review of the secondary control 

concept, Moring and Evered (2006) argued that a fit-focused secondary control, rather 

than a control-focused definition, is more relevant to adaptive coping and is preferred 

in interdependent cultural contexts.  Weisz et al. (1984a) argued that Asians 

demonstrate stronger secondary control beliefs, as they adjust themselves to fit into 

the environment due to their emphasis on interdependence and group harmony.              

In this present study, the primary and secondary control beliefs will be applied 

to analyse the locus of control beliefs of the individuals in gauging their mental 

health, as secondary control beliefs are more congruent with Asian worldview and 

cultural values.  As Chang et al. (1997, p. 95) have argued, “Asian culture presents a 

background conducive to the development of secondary control, i.e., to change 

oneself in order to adapt to reality.”  According to the Asian worldview, which 

includes the Taoist, Hindu, Buddhist and other popular Asian belief systems, there is a 

natural order to the universe, and the individual being an integral part of the universe 

has a limited and pre-charted course in life (Chang et al., 1997).  Murphy and Murphy 

(1968) suggest that an individual is better off when flowing with the tide rather than 

fighting it.  In Asian societies, collectivism is highly emphasised above individualism 

(Chang et al., 1997).  The relatively stable hierarchical social structure of the society 
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is also reflected where individuals are allocated a specific place within a network of 

interpersonal relations (Geertz, 1973; Hsu, 1955; Roland, 1988).  Accordingly, self-

concept is embedded within the composite of other individuals in the Asian context 

(Tu, 1985).  As the locus of control beliefs about mental health are influenced by 

Asian worldview and cultural values, it is important then to examine the role of 

cultural beliefs in mental health, especially in the Asian context. 

Cultural Beliefs in Mental Health 

Culture plays a significant role in health beliefs and help-seeking attitudes.  

Culture can be defined as “the sum total of the ideas, beliefs, customs, values, 

knowledge and material artefacts that are handed down from one generation to the 

next in a society” (Colman, 2009, p. 184).  It refers to a pattern of learned beliefs, 

values and behaviour that are shared within a group of people and defines the group 

as being connected, and that determines their identity (Betancourt, 2004; Lavizzo-

Mourey & Mackenzie, 1995).     

Illness Beliefs. 

Culture plays a significant role in shaping the beliefs and values of individuals 

in groups, in their problem-solving patterns, communication styles and learned coping 

behaviours, including attitudes and beliefs about disease, health and healthcare 

(Berger, 1998; Betancourt, 2004; Matthew & Hughes, 2001).  It influences people’s 

beliefs about the causes, perception, labelling and explanation of health and illness 

(Furnham, Akande, & Baguma, 1999; Landrine & Klonoff, 1992).  Social and cultural 

environments strongly influence the way people define and think about health and 

illness (Kleinman, 1980a, 1980b, 1992).  Culture shapes the experience of illness 

itself, including its meanings, interpretation and outcomes (Angel & Thoits, 1987; 

Good, 1997; Kleinman 1980a, 1992; Olafsdottir & Pescosolido, 2009).   
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Beliefs about illness vary across cultures (Edman & Kameoka, 1997; 

Kleinman, 1980a, 1980b; Narikiyo & Kameoka, 1992).  Medical anthropologists 

allude theories of illness to culturally constructed ideas held by patients about the 

cause and nature of the disease (Eisenbruch, 1990).  For example, beliefs about cancer 

are culturally mediated (Berger, 1998).  One study found that Mexican Americans 

were more likely than Whites to attribute breast cancer to breast fondling and breast 

trauma (Hubbell, Chavez, Mishra, & Valdez, 1996).  Another comparative study 

among Mexicans, El Salvadorans, Mexican Americans and Whites discovered that the 

Hispanic group believed that breast trauma and harmful behaviours such as drugs and 

alcohol were risks for breast cancer, while Whites tended to believe in the biomedical 

explanation of cancer (Chavez, Hubbell, McMullin, Martinez, & Mishra, 1995).   

In medical science, Western cultures tend to dichotomise between body and 

mind, while Asian cultures integrate religious, physical and spiritual dimensions 

within a holistic approach (Hatfield, Mohamad, Rahim, & Tanweer, 1996).  Western 

medicine is based predominantly on the biomedical model, which posits that mind 

and body are separate entities, and considers disease as being primarily the result of 

biochemical abnormalities or disease-causing organisms or substances (Bishop, 

1994).  However, Engel (1977) proposed to view illness from a biopsychosocial 

model, where illness is not considered primarily based on chemical and physiological 

causes, but also on psychological and social factors.  Young (1976) also argued that it 

is essential to explore the practical and social meanings of medical beliefs and 

practices so as to understand why they persist.  Accordingly, there are limitations to 

Western medical paradigm in explaining non-Western medical traditions. For 

example, traditional Chinese medicine regards the vital energy qi as the vital force 

that flows through the human body via pathways known as meridians.  A person is 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 71 

 

 

said to be healthy when there is a balance and unobstructed flow of qi, whereas he or 

she is sick when there is an imbalance or obstruction in the flow of qi (Maciocia, 

1989).  Conversely, a person is considered to be in good health where there is a 

harmonious equilibrium and coordination between yin and yang, a complex and 

relational concept in Chinese philosophy (Lim & Bishop, 2000; Maciocia, 1989; 

Porkert & Ulman, 1988). 

Several researchers have provided the perspective of cultural beliefs in illness 

and mental health.  Notably, Kleinman (1988) proposed an explanatory model of 

illness that organises illness and health within sociocultural contexts, by investigating 

explanations of sickness and social realities that are culturally shaped and how 

individuals experience disease.  Kleinman (1980a, 1980b) described the explanatory 

model as the conception of illness and treatment held by individuals.  According to 

the explanatory model, disease deals with the organic component of sickness, while 

illness includes the social and psychological experience.  This means that illness 

involves the interpretation of disease and has to be understood by considering the 

cultural and social context of the individuals interpreting the illness.   

In the same manner, Foster (1976) proposed that disease aetiology is the key 

to understanding the multicultural differences of non-Western medical systems.  He 

identified two etiologies: personalistic and naturalistic (Foster, 1976).  Correlated with 

personalistic etiologies is the belief that all misfortune, including disease, is due to the 

close relationship among illness, religion and magic (Foster, 1976).  In the 

personalistic medical system, there is the active, purposeful intervention of an agent, 

who may be human (a witch or sorcerer), nonhuman (a ghost, an ancestor or an evil 

spirit), or supernatural (a deity or other very powerful being) (Foster, 1976).  On the 

other hand, correlated with naturalistic aetiologies is the belief that the causes of 
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disease have nothing to do with misfortune, and religion and magic are largely 

unrelated to illness (Foster, 1976).   In the naturalistic system, illness is explained in 

impersonal and systemic terms, and health is conformed to an equilibrium model 

(Foster, 1976).  This happens when the humours in the body, the Chinese yin and 

yang, or the Indian Ayurvedic dosha, are balanced appropriate to the age and 

condition of the individuals, in their natural and social environment (Foster, 1976). 

Similarly, Murdock, Wilson and Frederick (1978) categorised the cause of 

illness into theories of natural and supernatural causation.  In natural causation, there 

are five distinct types: infection, stress, organic deterioration, accident and overt 

human aggression.  Supernatural causation can be further sub-categorised into 

theories of mystical, animistic and magical causation.  These include fate, ominous 

sensations, contagion, mystical retribution, soul loss, spirit aggression, sorcery and 

witchcraft.  A study on the cultural diversity in causal attributions for illness, beliefs 

about the causes of illness and the role of the natural and supernatural causes showed 

that people of colour believe more strongly in supernatural causes of illness than 

Whites, which suggests that there is considerable cultural diversity in causal 

attributions of illness (Landrine & Klonoff, 1994).  Moreover, in developing 

countries, supernatural beliefs and attributions are more common for ill health, 

whereas in developed societies, natural and patient-centred explanations are more 

prominent (Furnham et al., 1999).   

Mental Illness Beliefs. 

Culture has a powerful impact on the explanations of mental distress 

(Eisenbruch, 1990).  On mental illness, in the United States, the biomedical model is 

the dominant perspective of mental disorders and psychological problems are 

interpreted as brain chemical imbalances. Hence, treatment usually includes medication 
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(Good, 1992).  There are alternative models such as the social model and neurodiversity 

model to explain mental illness.  The social model proposes that what makes someone 

mental ill is not his or her condition, but the attitudes and structures of society.  It seeks 

to explain that society including its systemic barriers and negative attitudes is the main 

contributory factor to understanding of mental health issues (Beresford, 2002; 

Timander, 2017).  The neurodiversity model attempts to challenge the prevailing views 

that certain neurodevelopmental disorders are inherently pathological (Kapp, Gillespie-

Lynch, Sherman, & Hutman, 2013; Rothstein, 2012).  It advocates that there are 

positive aspects of having brains that function differently and that these are differences 

rather than disorders.  More recent research studies support the relevance of these two 

models in today’s context.  Nevertheless, the biomedical model still plays dominant 

role as psychiatric illnesses are mainly treated by medications.  

However, illness beliefs in other cultures indicate the importance of cultural 

and religious beliefs in the perception of causes and treatments of psychological 

disorders (Csordas & Lewton, 1998).  One study discovered that Black Americans 

tended to believe that depression is not an illness, but a condition or state in life, in 

contrast with White Americans who were likely to believe that depression is a mental 

illness (Campbell & Long, 2014).  Another example is that in India, many people 

believe that karma, demons and spirits are the common causes of mental illness and 

they believe that the best treatment is to consult indigenous healers (Banerjee & Roy, 

1998).  The prevalence of these beliefs demonstrates a potential cultural difference 

between the mental health professionals and patients in the conceptualisation of 

mental disorders and psychological problems (Campbell & Long, 2014). 

A majority of the psychiatric and psychology literature originates from Euro-

American countries, including Western Europe, North America, Australia and New 
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Zealand (Patel & Kim, 2007; Patel & Sumathipala, 2001).  Mental health 

professionals and practitioners, such as psychiatrists, psychologists and counsellors 

use the Diagnostic and Statistical Manual of Mental Disorders 5th edition (DSM-5) 

(American Psychiatric Association, 2013), as a guide for the assessment and diagnosis 

of psychological problems.  Some of the psychological disorders detailed in the DSM-

5 include depression, anxiety, eating disorder, autism spectrum disorder, attention-

deficit/hyperactivity disorder, obsessive-compulsive disorder, conduct disorder and 

personality disorders.  However, the DSM-5 may not be appropriate for diagnosis in 

various cultural communities, due to its emphasis on the biomedical explanation of 

mental disorders.  A misdiagnosis, under-diagnosis or over-diagnosis may result as 

the presentation of many mental health problems may be different for Asians and 

Westerners (Conrad & Pacquiao, 2005; Das & Kemp, 1997). 

People from different cultures have different ways of explaining their mental 

distress (explanatory models of distress).  These influence their causal attribution and 

presentation of mental health problems as well as determine their patterns in seeking 

help (Helman, 1985, 1990; Kleinman, 1987).  Individuals rationalise their illness 

experience through personal experiences and belief systems ingrained in their social 

and cultural world (Green & Betancourt, 2002).  They develop a personal and existing 

explanatory model that represents their personal conceptualisation of the causes and 

consequences of their illness (Kleinman, 1987).  Hence, cultural beliefs in mental 

health are a significant aspect of belief systems that influence behaviour in seeking 

professional help.  However, the relationship between cultural beliefs in mental health 

and their influence on help-seeking attitudes have rarely been examined (Sheikh & 

Furnham, 2000). 
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Culture shapes the expression and recognition of mental illnesses (Kramer et 

al., 2002).  It shapes the clinical presentation of mental disorders such as depression 

and anxiety, which exist across cultures around the world (Butcher et al., 2015; 

Draguns & Tanaka-Matsumi, 2003).  Most societies associate psychological distress 

with natural and supernatural causes (Furnham et al., 1999; Sheikh & Furnham, 

2000).  In multicultural societies especially, mental health problems are shaped by 

cultural constructions that give meaning to the patients’ experience and environment 

(Eisenbruch, 1990).  Beliefs of traditional cultures have been found to be more deeply 

rooted and structured than those that exist within Western societies (Helman, 1985).  

There are anthropologists who make a distinction between Western and non-Western 

causal beliefs about psychological distress in specific areas (Kleinman, 1987).  In 

Western culture, natural or patient-centred explanations are usually offered, while in 

non-Western societies, social and supernatural aetiologies are commonly linked to 

traditional cultures (Landrine & Klonoff, 1992, 1994).  Asians are more likely to 

focus on physical and somatic characteristics of a disease, rather than on 

psychological or mental aspects (Ying, Lee, Tsai, Yeh, & Huang, 2000).   

Sue and Sue (2016) posited that the mental health worldview comprises basic 

beliefs about ideal relationships among people, nature, the spirit world, deities, 

material objects and the universe.  One essential element of the worldview is the 

aetiology beliefs about the causes of mental health problems (Atkinson, Thompson, & 

Grant, 1993; Trevino, 1996).  Luk and Bond (1992) postulated that there are two 

factors that account for the beliefs about the causes of mental illness: 

environmental/hereditary and social-personal causes.  The environmental/hereditary 

factor whose beliefs are embedded in Western cultural values include both physical 

and somatic sources conducive to emotional problems, such as genetic predisposition, 
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the brain and nervous system and the working environment (Chen & Mak, 2008).  

The social-personal factor embraced by the Asian worldview emphasises the social 

and psychological causes of emotional problems, such as life quality, past experience, 

formal education and religious beliefs (Chen & Mak, 2008).   

Similarly, Lau and Takeuchi (2001) suggested that cultural factors such as a 

conflict between traditional Asian values and Western psychotherapy process, the 

cognitive appraisal of psychological problems as well as the shame and stigma 

associated with mental disorders affect Asians’ utilisation of mental health services.  

In general, Asians hold stronger beliefs about supernatural causes and non-Western 

causes (such as the balance of humours in the body) of mental distress, while 

Westerners hold stronger beliefs related to stress-related and physiological causes of 

mental distress (such as a chemical imbalance in the brain) (Sheikh & Furnham, 

2000). 

Cultural Beliefs and Help-seeking Attitudes. 

Culture influences the cognitive appraisal of mental health issues and shapes 

attitudes towards help seeking from mental health professionals (Chen & Mak, 2008).  

The beliefs of individuals regarding their mental health conditions are often 

influenced by the prevailing social, cultural and religious factors, which include the 

attitudes, values and belief systems of the family and community (Atkinson & Gim, 

1989; Chong et al., 2012c).  There is a strong link between an understanding of 

mental distress and cultural health beliefs (Sheikh & Furnham, 2000).  In many 

cultures, the beliefs that patients, their families and communities hold contribute to 

the explanatory model of mental disorders.  People from different cultures have 

different ways of explaining mental distress, which then lead to specific patterns of 
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help seeking.  Accordingly, their cultural beliefs affect diagnoses, illness behaviour 

and help-seeking attitudes (Weis, 1997).   

Culture influences various areas of professional help seeking such as 

recognition and attribution of problems, decision making for help seeking, and 

evaluation of possible coping resources (Cauce et al., 2002).  Culture affects the 

perception of distress, its sources, the experience of symptoms and its interpretations, 

decisions about treatment, the practice of professionals, outcomes and duration of 

treatment (Kleinman, 2004).  It also contributes to how a person perceives the nature 

and causes of mental health symptoms, which is an important determinant of help 

seeking (Chong et al., 2012a).  The difference in the constructions of mental distress 

between Asians and Westerners leads to different preferences for help-seeking 

attitudes.   

Western cultures are mainly individualistic cultures which emphasise 

independence, individual as autonomous and distinct from others, with personal 

motives supersede group interests (Kwan, Bond, & Singelis, 1997).  A higher 

adherence to Western values is often associated with a more positive attitude towards 

seeking professional help (Shea & Yeh, 2008). 

On the other hand, Asian cultures are largely collectivistic cultures which 

stress on interdependence and social harmony with the group, with each individual 

considered as fundamentally interconnected in a larger social unit (Markus and 

Kitayama, 1991).  Accordingly, Asians are more concerned about the social 

implications of seeking professional psychological help which may negatively impact 

one’s relationships and social standing (Mojaverian, Hashimoto, & Kim, 2013).  

Asians prefer to deal with mental health issues themselves instead of seeking help 

from mental health professionals, due to their concern for stigma related to mental 
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illness (Lin, Inui, Kleinman, & Womack, 1982; Root, 1985).  As a result, distress is 

expressed and communicated with physical complaints being viewed as more 

acceptable than psychological symptoms (Parker, Gladstone, & Cheek, 2001).  In 

particular, Chinese tend to manifest their psychological distress through somatic 

complaints which are more socially accepted (Cheung, 1984; Ko, 1990). 

While a basic assumption of Western medicine is to separate a person into 

mental, physical and spiritual domains, the Asian perspective of mental health 

integrates both physical and spiritual dimensions (Hatfield et al., 1996).  Accordingly, 

Western communities are more likely to seek treatment from medical doctors or 

mental health practitioners, while Asian communities tend to seek help from religious 

and traditional healers or non-Western medication.  This shows that cultural beliefs 

play an important role in influencing professional psychological help-seeking 

attitudes (Gaw, 1993; Hatfield et al., 1996; Kim, 1993; Lam & Kavanagh, 1996; 

Wintersteen, Wintersteen, Mupedziswa, & Cheah, 1997).   

For example, the influence of Confucianism, which emphasises a collectivist 

characteristic, discourages the open display of emotions so as to maintain social and 

familial harmony and to avoid the exposure of personal weakness (Kramer et al., 

2002).  Accordingly, cultural reframing of the patient’s and family’s perceptions 

about mental illness may require community education, counselling and religious 

practices (Dejman, Ekblad, Forouzan, Baradaran-Eftekhari, & Malekafzali, 2008).   

One example is that there are differences in beliefs about mental health 

between American and Chinese cultures (Arkoff, Thaver, & Elkind, 1966; Tata & 

Leong, 1994).  Traditional Asian beliefs tend to regard mental illness as insanity, and 

deny the existence of psychological distress, which prejudice creates barriers to help 

seeking (Williams, Foo, & Haarhoff, 2006).  Individuals in Chinese communities are 
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likely to perceive personal and emotional problems as being unimportant with regard 

to seeking help from mental health professionals (Tracey et al., 1986).  They tend to 

deny depression and express it somatically (Parker et al., 2001b).  The medical belief 

system in Chinese culture is its emphasis on the organic causation of mental illness 

and its tendency to somatisation, as well as a cultural stigma against seeking help for 

mental illness, which prevents individuals from seeking counselling (Lin, 1981).  A 

tendency to somatisation (the expression of physical symptoms in the absence of 

medically explained physical illness) among Chinese is considered a culturally 

sanctioned “idiom of distress,” which provides an avenue to express negative 

emotions without affecting social ties (Keyes & Ryff, 2003; Kleinman, 1982).  This 

helps to avoid stigmatisation associated with the emotional problems and loss of face 

for the family (Keyes & Ryff, 2003; Parker, Cheah, & Roy, 2001a).      

Research has shown that Asians generally have negative beliefs towards 

mental illness.  Fabrega (1991) reported that Asians believe that mental illness is 

inherent, chronic, incurable and shameful.  Asians’ beliefs towards mental illness 

include the conviction that people with a mental illness are dangerous, regardless of 

their socioeconomic status or level of contact with people with a mental illness 

(Whaley, 1997), and experiencing depression is socially disadvantageous (Raguram, 

Weiss, Channabasavanna & Devins, 1996).  There is also a belief in Asian countries 

like Korea, China and Japan that mental illness brings shame to the whole family, and 

that those with a mental illness have difficulties in several aspects of their lives such 

as education and marriage (Araneta, 1993; Fujii, Fukushima, & Yamamoto, 1993; 

Gaw, 1993; Ng, 1997).  These negative beliefs may influence them to deny that they 

have emotional problems and avoid seeking professional psychological help (Johnson 

& Orrell, 1995).  Accordingly, Western cultural influences contain more positive 
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beliefs towards mental illness in the sense that there is more openness towards 

seeking treatment, while Asian cultural influences tend to demonstrate more negative 

beliefs towards psychological disorders.      

Asians have their unique beliefs and practices that are indigenous to Asian 

culture (Sue, 1994).  In a cross-cultural study on mental health beliefs and attitudes 

towards seeking professional help, it was found that culturally determined causal 

beliefs of mental distress contributed to attitudes of seeking professional help for 

psychological problems for Asians (Sheikh & Furnham, 2000).  Asians tend to 

associate illness with supernatural forces, whereas Westerners are likely to link their 

disease to medical science.  For example, in an earlier study by Weiss et al. (1986), a 

majority of Indian psychiatric patients consulted magical or religious specialists 

before they sought help from physicians or psychiatrists.  But in a later study by 

Chadda et al. (2001), more patients went directly to psychiatrists, while about 30% 

chose religious faith healers as their first choice.  This could be attributed to changes 

in health care over the years.  Nevertheless, both studies (Chadda et al., 2001; Weiss 

et al., 1986) showed that patients chose faith healers to treat their mental illness due to 

their belief in the supernatural causation of disease and the trustworthiness of faith 

healers.  Another example is that Chinese culture has indigenous beliefs in resolving 

mental distress and psychological problems (Lee & Bishop, 2001).  Traditional 

Chinese cultural values may have a negative impact on the perception of Western 

psychological and counselling services (Sue, 1994).   

In addition, research findings show that Asians and Asian Americans are less 

willing to seek professional psychological help for psychological and emotional 

problems compared to Europeans and Americans (Leong, 1986; Mizuno & Ishikuma, 

1999).  For example, Asian students with psychological distress have been found less 
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likely to seek help because in Asian cultures, psychological distress is commonly 

viewed as resulting from personality flaws, lack of will power, immaturity and 

bringing shame to the family (Kung, 2003).  Asian Americans as a group also has 

been found to underutilise traditional mental health services (Solberg, Ritsma, Davis, 

Tata, & Jolly, 1994; Sue, 1994; Tata & Leong, 1994).  Asian Americans tend to 

believe that talking to a mental health worker about psychological problems would 

bring disgrace upon the family, and instead may try to resolve their problems on their 

own by avoiding negative thoughts and exercising willpower (Root, 1985).  A study 

on help-seeking behaviour of Filipino Americans showed that only a minority utilise 

mental health services (Abe-Kim, Gong, & Takeuchi, 2004).  This could be due to 

feeling of shame and embarrassment, and their belief that family members and friends 

are able to fulfil the role of mental health professionals (Hechanova, Tuliao, & Ang, 

2011; Tuliao, Velasquez, Bello, & Pinson, 2016).  

Another finding revealed that people with depressive disorders cope by 

seeking social support from their family and neighbours, religious practices, engaging 

in pleasurable activities and seeking help from counsellors and psychologists (Dejman 

et al., 2008).  The findings postulated that the underutilisation of mental health 

services is due to traditional Asian cultural values, and to negative experiences with 

Western mental health facilities, rather than to a mentally healthier population (Sue, 

1994).  For example, Chinese and Japanese cultural values place emphasis on a 

collectivistic rather than an individualistic identity (Sue, 1994).  Collectivistic cultures 

stress values such as attending to others, fitting in with the community, interpersonal 

harmony and role relationships (Sue, 1994).  The stigma about mental illness is 

greater in Asian communities than in Western communities, as Asians believe that 

mental illness reflects on the mentally ill individual’s immediate family and even their 
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ancestors (Yamamoto, 1978).  Accordingly, whatever a member does as an individual 

reflects upon the whole family.  In traditional Asian societies, bringing honour to the 

family and maintaining a good reputation are values strongly upheld (Sue, 1994).  Sue 

and Kirk (1972, 1973) argued that mental illness and negative behaviours such as 

failure in school, delinquency and vocational problems may bring shame, disgrace 

and dishonour to the family name.  The family system exerts great pressure to prevent 

such behaviours from being shared in public and may result in the underutilisation of 

mental health services.  Asian Americans who are acculturated demonstrate more 

favourable attitudes towards mental health services (Atkinson & Gim, 1989; Tata & 

Leong, 1994; Zhang & Dixon, 2003) than Asian Americans who endorse more 

traditional Asian values in seeking professional help and who are less willing to see a 

counsellor (Kim & Omizo, 2003).    

Cultural values that underlie beliefs about mental illness can influence clients’ 

attitudes towards seeking help through counselling (Narikiyo & Kameoka, 1992).  For 

example, cultural values that emphasise emotional restraint, strong family bonds and 

avoidance or shame may produce attitudes that conflict with the counselling and 

psychotherapy process.  Due to cultural beliefs, many Asian Americans attempt to 

resolve their problems on their own before seeking help from others, and if help is 

sought, the preference is to seek help from family members or close friends (Narikiyo 

& Kameoka, 1992). 

Culture has an impact on help-seeking attitudes and the way clients express 

their psychological distress (Sue, 1994).  The act of seeking informal or formal help 

for emotional distress carries different meanings in different cultures.  Cultural values 

influence the manner in which Asians express their psychological stress and distress 

(Sue, 1994).  It influences the manifestation of emotions, effectiveness of counselling 
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and the language used in treatment (Lin, 1994; Solberg et al., 1994; Tata & Leong, 

1994).  Asian cultural values advocate the restraint of disruptive emotions and 

behaviours, and these influence Asians to express their psychological conflicts more 

indirectly than do Westerners (Sue, 1994).  Asian culture does not encourage 

soliciting help for mental health issues, as emotional problems are considered as 

results of bad thoughts, a lack of will power and immaturity, and self-control and 

solving one’s own problems are encouraged (Kung, 2003).  In the Asian traditional 

belief systems, mental problems are caused by the possession of evil spirits, and 

mental wellness occurs when both psychological and physiological functions are 

integrated (Kramer et al., 2002).  In Asian societies, indigenous theories of health and 

illness are embedded in customs and religions (Kua, 2004).  Besides these, family 

structures and cultural beliefs often determine how individuals should seek help for 

mental and emotional problems (Kua, 2004).  Furthermore, research has shown that 

help-seeking attitudes is influenced by ethnicity and family involvement (Lin et al., 

1982).   

Cultural beliefs include religious beliefs.  Religion refers to beliefs, practices 

and rituals related to the sacred (Koenig, 2007).  Religious beliefs and practices 

promote an optimistic and positive view about daily life and experiences (Koenig & 

Larson, 2001).  Religion is regarded as a moral support for managing life challenges 

and a protective factor for good mental health (Gillum & Dupree, 2007; Kendler et 

al., 2003; Koenig, 2001).  Religious beliefs and practices are associated with positive 

mental health, such as less depression, lower suicide rates, less anxiety, a greater 

sense of well-being, more purpose and meaning in life, greater marital stability and 

social support (Koenig, 2004).  Religious leaders and ministers provide support and 
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comfort for mental health problems in their parishioners and could be regarded as an 

informal component of the mental health system (Kovess-Masfety et al., 2010).  

Several examples of Asian countries illustrate the help-seeking attitudes 

towards mental health issues.  In Japan, a study on cultural differences in professional 

psychological help seeking showed that Japanese reported greater reluctance to seek 

professional help compared to Americans (Hwang, 2006; Mizuno & Ishikuma, 1999; 

Mojaverian, Hashimoto, & Kim, 2013).  In Taiwan, studies showed that a majority of 

Taiwan college students did not seek psychological help for emotional distress and 

severe psychological problems (Chang, 2007; Chen, 1987). 

In Hong Kong, a study also showed that Hong Kong university students were 

less likely to seek help for emotional or interpersonal difficulties (Ho, 1985).  This 

could be due to socialisation to be self-reliant and face-saving (Sue, Ino, & Sue, 

1983).  Another study revealed that Hong Kong university students preferred to seek 

help from social network rather than professional counsellors (Busiol, 2016).  Another 

study on Hong Kong, Macau and Taiwan students showed that they were reluctant to 

seek professional help as they were afraid of disturbing others (Mok, Kenedy, Moore, 

Shan, & Leung, 2008). 

Culture and Mental Health in Singapore 

Singapore is a multicultural, multiracial and multi-religious society, 

comprising of four main communities: Chinese (74.3%), Malays (13.3%), Indians 

(9.1%), and others (3.2%) (Department of Statistics, 2016).  The main religions are 

Christianity (mostly embraced by the Chinese and Indians), Buddhism and Taoism 

(mostly espoused by the Chinese), Islam (predominantly followed by the Malays and 

Indians), and Hinduism (predominantly practised by the Indians) (Kuo & Tong, 1995; 

Ng et al., 2011).   
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Singapore is a metropolitan and cosmopolitan urban state where Asian and 

Western values interact, and various cultural and religious beliefs coexist.  The 

cultures of Singapore are characterised by shared Asian core values of all ethnic 

communities represented in the country (Quah, 1990).  The existence of modern and 

traditional values demonstrates that Singapore is not only a modern but also an Asian 

community (Chang, Wong, & Koh, 2003).   

The beliefs, worldviews and values of these communities arising from 

different cultural and religious backgrounds influence attitudes and behaviours 

towards mental health and counselling (Ow & Osman, 2003).  While contemporary 

Singaporeans are influenced largely by Western cultures and education, their 

worldviews may also be influenced by family socialisation and religion (Ow, 1991).   

There are deep rooted Asian cultural and religious beliefs among Singaporeans 

in relation to mental health issues.  For instance, the theories and philosophies 

underlying ethnic medicine such as Traditional Chinese Medicine (TCM), Malay 

Jamu, and Indian Ayurvedic medicine are embedded in the cultural beliefs and 

mindsets of Singaporeans (Lee, Charn, Chew, & Ng, 2004).  Religious beliefs and 

spirituality have an impact on Singaporeans’ social behaviour and counselling 

process, regardless of religions (Ow, 1998).   

If mental health professionals are to provide relevant mental health services to 

the Singaporean population, it is important to consider cultural and racial factors in 

help-seeking attitudes.  Religious beliefs and practices can also offer a source of 

comfort and strength to cope with stress (Koeing, 2009).  They have also been 

demonstrated to have a significant positive association with better mental health, 

greater well-being and lower substance abuse (Koeing, 2004).   
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Besides this, it was reported that the clergy of various religious groups spent 

between 10% and 20% of their time counselling and helping people with mental 

problems (Weaver, 1995).  Among the people with at least one mental illness, 

Christians were more likely than Buddhists and Hindus to seek help from religious 

and spiritual leaders for their emotional problems (Louisa et al., 2013).  This infers 

that religious and spiritual leaders play an important role in mental health care.     

While many of the traditional social and cultural values inherited from 

forefathers are preserved, Singaporeans have been exposed to a modern way of life, 

Western culture and values and globalisation.   Singapore has become a complex 

metropolitan Asian state comprising a mixture of Eastern and Western characteristics, 

traditional and modern values as well as attitudes and lifestyles (Chang et al., 2003; 

Foo, Merrick, & Kazantzis, 2006; Lee, 2013; Ow & Katz, 1999).  For example, 

younger and English-educated Singaporeans are less likely to practise traditional 

rituals due to modernisation (Soong, 1997).   

Chinese Culture and Mental Health in Singapore. 

The next section discusses on the relationships between the various cultures 

and mental health in Singapore.  These include the Chinese, Malay and Indian 

cultures in Singapore.   

Despite being exposed to a modern way of life and Western practices and 

lifestyles, the Chinese community in Singapore continues to maintain many of its 

traditional values and beliefs with regard to family life, the rules of interpersonal 

behaviour and life aspirations (Ow & Osman, 2003).  Since ancient times, traditional 

Chinese have been deeply influenced and laid down their social practices according to 

Confucian, Taoist and Buddhist teachings.  These include the Confucian belief of self-

cultivation and self-perfection, the Taoist belief of following the way of nature, and 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 87 

 

 

the Buddhist belief that desires are the root causes of unhappiness (Leung, 2010).  

There is a profusion of literature on the belief systems of the Chinese, such as beliefs 

about self-concept, the locus of control beliefs, collectivist beliefs, beliefs about 

morality, performance outcomes, retribution and death, Chinese geomancy such as the 

feng shui system, health beliefs and traditional beliefs about sexuality (Leung, 2010).  

Chinese religious practices in Singapore are greatly varied, consisting of such diverse 

religious beliefs as animism, ancestral worship, the worship of deities and formal 

religions like Buddhism, Christianity and Taoism (Ow & Osman, 2003). 

Chinese culture advocates respect for those who are in power and emphasises 

community over the self (Bond, 1996).  In Chinese belief systems, people prefer order 

and observe deference to those who are in power and authority (Yang, 1986).  The 

Chinese people tend to have an external locus of control that reflects the traditional 

values of de-emphasis of one’s self and emphasis on the group (Lin, 2002; Wong & 

Piran, 1995).  While behaviour related to enhancing, saving and losing face is a 

universal phenomenon, Ow and Katz (1999) suggested that the behaviour may be felt 

more keenly in Chinese society, where collectivism and interconnectedness are more 

highly prized than in individualistic, egalitarian cultures.   

The influence of Chinese culture and religions on mental illness is prevalent 

among the traditional Singaporean Chinese.  Traditional and older Chinese who are 

Buddhists believe that problems in this life are related to transgressions committed in 

a past life, and both the previous and future life are a part of the life cycle of the 

present life (Kramer et al., 2002).  A study found that 36% of Chinese patients who 

consulted psychiatric practitioners had sought help from a spiritual or traditional 

healer prior to their psychiatric consultation (Kua, Chew, & Ko, 1993).  Another 

example is the symptoms of delusion in schizophrenia, which are perceived as a 
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person being charmed, affected by black magic or being possessed by spirits (Tsoi, 

1985).  Some traditional Singaporean Chinese believe that people can use black 

magic, kongtow, to cast a spell on a victim which will result in delusion (Tsoi, 1985).  

There are also traditional Chinese with mental problems who consult spiritual healers 

or temple mediums (a type of shaman who usually provides treatment with the 

prescription of a talisman, fu), as they associate mental problems with spirit 

possession and black magic, although these may now be in the minority (Tsoi, 1985).   

Mak and Chen (2010) argued that there is a certain incompatibility between 

Chinese cultural values and those inherent in mental health treatment.  For example, 

help seeking is perceived as a lack of control in solving one’s problems (Leong, 1986) 

and a weakness in character, negative thinking or lack of will power (Chan & Parker, 

2004).  As self-constraint is valued in traditional Chinese culture, individuals are 

expected to control and suppress their emotional problems (Tracey et al., 1986).  

Traditional Chinese are also hindered from seeking professional psychological help 

because of the huge stigma attached to mental illness, which is associated with shame 

and loss of face (Kung, 2004; Pearson, 1993).  There are also practical barriers such 

as a lack of knowledge about available mental health treatment, the cost and 

complexity of psychological interventions and time involved in seeking counselling 

(Kung, 2004).         

In Chinese culture, a yin-yang imbalance, an obstruction of the circulation of 

vital energy, qi, and disturbances in harmony by natural and supernatural powers are 

manifested as physical problems, which in turn form the somatic basis for 

psychological problems (Lin et al., 1982).  Accordingly, Chinese tend to seek help 

from traditional healers and herbal doctors to treat their physical problems which they 

believe to be their prime problem, and only seek help from mental health 
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professionals as a last resort, often due to the stigmatisation attached to it and the 

belief that mental health treatments are not useful (Lin et al., 1982).  It is also 

prevalent that Singaporean Chinese hold onto a syncretism of multiple health belief 

systems, including both multiple traditional and scientific beliefs, which influence 

their help-seeking behaviour (Lee et al., 2004).    

Culturally based views of mental illness also influence individuals’ help-

seeking attitudes and patterns (Mak & Chen, 2010).  The help-seeking behaviour of 

traditional Chinese Singaporeans tends to follow the pattern of self-help first, then 

asking for help from friends, relatives or traditional healers and finally, mental health 

professionals (Ng et al., 2003; Ow, 1998).  Self-help strategies include taking tonic 

drinks, purging medicines or vitamins and going on special diets (Foo et al., 2006).  

Traditional healing practices involve acupuncture, aromatherapy, foot reflexology, 

fortune-telling, geomancy, herbal medicine, hypnosis, massage therapy, meditation, 

shamanism and consultation with traditional healers (Foo et al., 2006; Long, 1987; 

Parker, Mahendran, Yeo, Loh, & Jorm, 1999).  The stigma and stereotypes attached to 

mental illness prevent people from seeking help for their emotional problems.  

Seeking help from mental health professionals is a last resort when the problems 

become too serious or difficult to manage (Kee, 2004: Ng et al., 2003; Ow & Osman, 

2003).  Traditional Chinese tend to equate mental illness with insanity (Cheung, 

1990).  This stigma has a detrimental effect on the Chinese in terms of delaying help 

seeking, response to mental health care and acceptance by the cultural group and the 

general public at large (Mak & Chen, 2010).     

Lee (2002b) argued that Chinese Singaporean clients hold eclectic belief 

systems comprising beliefs derived from both Chinese indigenous psychotherapies 

and Western psychotherapies.  Indigenous psychotherapies refer to psychotherapies 
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belonging to the specific ethnocultural groups in which they are found (Lee, 2002a).  

There may be healing methods that already existed in some cultures and which are 

more culturally relevant to mental health services.  In addition, psychotherapeutic 

concepts from folk therapies and traditional medicine can be integrated with Western 

modes of psychotherapy (Lee, 2002a).  Lee (2002a) suggested that there are innate 

psychotherapeutic dimensions in Chinese indigenous psychotherapies like Traditional 

Chinese Medicine, feng shui (Chinese geomancy) and dang ki (Chinese shamanism) 

that are grounded in cultural and religious beliefs and can be integrated with the 

Western mode of psychotherapy.   

For example, traditional Chinese medicine is based on the belief that there is a 

finely balanced and rhythmic relationship between physical functions and emotions 

(Kua, 2004).  This belief is based on the concept of yin (representing the cold and 

dark aspect) and yang (representing the warm and light aspect), which is a bipolarity 

that is both opposite and complementary (Kua, 2004).  In traditional Chinese 

medicine, labels for psychotic disorders are used to denote excessive emotions, and 

craziness connotes a sense of unpredictability and loss of control (Cheung, 1986).  

Some traditional Chinese believe that mental illness may happen when the 

homoeostasis is disrupted by spirits (Kua, 2004).  A considerable number of 

traditional Chinese psychiatric patients believe that their mental illness was caused by 

spirit possession and sought help first from a traditional healer or medium to identify 

the offending spirit and drive it out.  They then sought help from general practitioners 

or mental health professionals if traditional healers failed to amend the condition (Kua 

et al., 1993).  Lee (2002b) proposed that indigenous psychotherapy, such as Chinese 

medicine psychotherapy, based on a holistic approach integrating both body and mind 
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and based on Traditional Chinese Medicine, can be incorporated and applied 

alongside Western approaches in counselling Chinese clients in Singapore.  

Different counselling and psychotherapy approaches hold different cultural 

frames of reference and worldviews about human nature, aetiology and treatment 

beliefs about psychological problems and disorders (Lee, 2002a).  Lee (2002a) argued 

that certain Western indigenous psychotherapies may not be culturally applicable and 

relevant to non-Western clients.  Accordingly, Sue and Sue (2016) emphasised the 

necessity for counsellors and psychologists to be aware of their own cultural 

assumptions and values; apply knowledge in understanding the worldview of their 

culturally diverse clients; and skills in developing appropriate psychological 

intervention strategies.    

For example, for those who are working with Chinese clients, it is important to 

recognise the relationship roles within a family and community in Chinese culture.  

The system of relationships in which a family member is involved defines the 

person’s identity (Triandis, Bontempo, & Villareal, 1988).  This means recognising 

the hierarchical structure that governs the inter-generational and intra-generational 

relationships within the Chinese family (Kwan, 2000).  In traditional Chinese culture, 

the husband is the head of the family and his responsibility is to provide for the family 

materially and financially.  The traditional role of the wife is to support her husband 

and nurture her children at home.  As for children, they are expected to respect and to 

be obedient to the authority of their parents.  These observances are aligned with 

Confucian values, which stress that one’s life is inherited from one’s ancestors, and 

the lives of the offspring flow from one’s own life (Bedford & Hwang, 2003).  

Understanding the relationship roles enhances the effectiveness of counselling by 
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granting the respect due to different roles and rectifying any dysfunction that may 

occur in the relationship roles. 

Malay Culture and Mental Health in Singapore. 

The Malay community is the next largest ethnic community after the Chinese 

community in Singapore.  The present Malay population in Singapore is a result of 

mixed sub-group marriages, with origins of sub-groups from the Malay Archipelago, 

such as the Baweanese, the Javanese, the Bugis and Peninsular Malays (Ow & 

Osman, 2003). 

Religion has a considerable influence in the everyday life of the Muslim 

family (Kizilhan, 2014).  Ow and Osman (2003) stated that Islam greatly influences 

the worldview of the Malays in Singapore.  The worldview of the Malays is a result of 

the interaction between Malay cultural beliefs and an individual’s interpretation and 

understanding of Islam (Kasmani & Ow, 2001).  As most Malays are Muslims, it is 

essential to gain a basic understanding of Islam in order to understand Malay culture.  

Islam provides Malay Muslims with a code of behaviour, ethics and social values for 

guidance and direction in life (Sabry & Vohra, 2013).  They often seek advice from 

their religious leader, Ustaz, who is an influential person in the Muslim community, 

regarding all aspects of life (Othman & Abdullah, 2015).   

In mental health, traditional Malays believe in the supernatural causes of 

mental illness and tend to seek treatment from spiritual healers, bomohs, rather than 

opt for Western psychiatric treatments, which are perceived as ineffective (Razali & 

Najib, 2000).  The belief that mental illness is caused by supernatural agents, such as 

witchcraft and possession by evil spirits, is firmly held by the Malays (Ow, 1998; 

Razali, Khan, & Hasanah, 1996).  Razali and Najib (2000) stated that deep-seated 

cultural and religious beliefs among the Malays can be a major barrier to professional 
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treatment.  Accordingly, understanding the cultural and religious beliefs of the Malays 

and the implications of their help-seeking attitudes is essential in helping them to 

better manage their mental health problems.   

Indian Culture and Mental Health in Singapore. 

The Indian community is the third largest ethnic community in Singapore.  

Traditional Indian values are similar to the values held by most other Asian cultures.  

They are group-oriented rather than self-oriented, and individuals are expected to 

make sacrifices for the family (Steiner & Bansil, 1989).  Conrad and Pacquiao (2005) 

stated that Indians tend to explain psychological distress and disorders within a 

religious framework, in terms of spirit possessions or a violation of moral or religious 

principles by the individuals.  For example, a research study showed that Indians with 

psychiatric disorders chose to seek help from faith healers due to their belief in the 

supernatural causation of disease and trustworthiness of the faith healers (Chadda et 

al., 2001).  The results showed the effects of the cultural beliefs of the Indian society 

in help-seeking attitudes. 

Physical illness and mental problems are often regarded as God’s will or past 

karma (defined as an individual’s actions in a previous and the present life that 

determine their fate in a future life) and are associated with a fatalistic attitude 

(Conrad & Pacquiao, 2005).  Seeking professional help for mental health conditions is 

considered stigmatising, and most do not seek help until their symptoms are severe 

(Juthani, 2001).  As counselling and psychotherapy are usually conducted individually 

with the counsellors behind closed doors, this may be threatening and anxiety-

inducing to Indian clients who value family support for psychological distress (Steiner 

& Bansil, 1989).  Furthermore, Indians tend to prefer counselling approaches that are 

active, directive and problem focused (Ananth, 1984).   

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 94 

 

 

Counsellors and psychologists are to be aware of the hierarchical structure of 

Indian family systems as Indians are often not comfortable sharing their family 

problems with outsiders (Conrad & Pacquiao, 2005; Juthani, 2001).  Also, they should 

be culturally sensitive to the religious beliefs such as Hindu beliefs and practices of 

their Indian clients (Das & Kemp, 1997).   

Implications on Clinical and Counselling Practice 

 Due to the strong Asian beliefs and values in Singapore, there are implications 

for therapists who provide clinical and counselling services for their clients with 

mental health conditions.  The present study will examine the influence of beliefs in 

mental health on seeking professional psychological help.  Specifically, although 

help-seeking for mental health problems could involve medication, support groups 

and crisis intervention, the focus of professional psychological help in the present 

study will be limited to counselling and psychotherapy.  The work of counsellors and 

psychologists is largely in the area of counselling and psychotherapy.  It is hoped that 

the results of this study will offer implications on improved clinical and counselling 

practice in Singapore.     

Counselling and Psychotherapy. 

The concepts of counselling and psychotherapy have often been used 

interchangeably and a distinction between the two is not always clear in the 

counselling literature (Wedding & Corsini, 2014).  Professional Counselling is 

defined by the American Counseling Association as “the application of mental health, 

psychological and human development principles through cognitive, affective, 

behavioural and systemic intervention strategies, that address wellness, personal 

growth and career development, as well as pathology” (Hackney & Cormier, 2013, p. 

2).  It can also be defined as “a relationship between two or more persons in which 
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one person (the counsellor) seeks to advise, encourage and/or assist another person or 

persons (the client[s]) to deal more effectively with the problems of life” (Collins, 

1972, 13).  Whereas psychotherapy can be defined as “the informed and intentional 

application of clinical methods and interpersonal stances derived from established 

psychological principles for the purpose of assisting people to modify their 

behaviours, thoughts, emotions and/or other personal characteristics in directions that 

the participants deem desirable” (Norcross, 1990, p. 218).  It refers to a change 

process designed to provide symptom relief, personality change and the prevention of 

future symptomatic episodes, as well as to increase the quality of life, including the 

promotion of adaptive functioning in work and relationships, the ability to make 

healthy and satisfying life choices and other goals arrived at in the collaboration 

between client/patient and psychotherapist (APA Presidential Task Force on 

Evidence-Based Practice, 2006).  The word ‘therapy’ is derived from the Greek word 

therapeia meaning ‘healing’, in which the word psychotherapy has a literal meaning 

of healing of the mind or the soul (Nelson-Jones, 2016).   

As derived from these definitions, there are similarities between counselling 

and psychotherapy.  Both apply psychological theories and methods to intervene in 

the cognitive, affective and behavioural aspects of life to provide guidance or assist in 

specific development so as to enhance emotional and mental well-being.  Nystul 

(2016) suggested that some subtle differences between the two can be observed.  The 

focus of counselling tends to be developmental, empowering clients with tools to deal 

with the normal developmental challenges of progressing through one’s lifespan, that 

are preventative and growth-facilitating, and which resolve immediate concern in the 

short term.  Psychotherapy is more likely to emphasise remediative treatment, 

directed at helping clients to manage their emotional distress that usually stems from 
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more complex and serious mental disorders.  Despite these differences, counselling 

and psychotherapy often can be seen to overlap and both are a means to enhance 

psychological and emotional development.  While some professionals in the mental 

health field differentiate counselling and psychotherapy on a continuum, with 

psychotherapy focuses on deeper issues and personality change, most do not 

differentiate between the two and use the two terms interchangeably (Corey 2017; 

Day, 2004; Fall, Holden, & Marquis, 2004; Parrott, 2003; Patterson, 1973; Sommers-

Flanagan & Sommers-Flanagan, 2004; Tan, 2011).        

 There is empirical evidence on the outcomes of counselling and 

psychotherapy.  They are effective for a broad range of problems, difficulties and 

psychopathologies, regardless of the therapeutic approach of the clinicians (Lambert 

& Archer, 2006; Wampold, 2000).  Mental health services are most effective when 

counsellors and psychologists are responsive to their clients’ specific issues, strengths, 

personality, sociocultural context and preferences (APA Presidential Task Force on 

Evidence-Based Practice, 2006).   

Most control group studies found that people who have received counselling 

are more functional and less distressed as a result of treatment than those who have 

not (Wampold, 2000).  In a review of hundreds of both qualitative and quantitative 

studies, about 75% of clients who received counselling demonstrated the efficacy of 

the treatments (Lambert & Ogles, 2004).  Psychological treatments were found to be 

secondary to psychoactive medications only with those diagnosed with severe 

biologically based disturbances, such as bipolar disorder and schizophrenia (Lambert 

& Archer, 2006).  Vasquez and Texas (2007) argued that psychological interventions 

have been found to be equal to or surpass the effects of medication for psychological 

disorders.  Furthermore, when psychotherapy and medication are provided together, 
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patients are less likely to relapse once medications are withdrawn (Vasquez & Texas, 

2007). 

Theories and Techniques of Counselling and Psychotherapy. 

This section provides a survey of the major approaches in psychological 

treatments and interventions, referring to counselling and psychotherapy.  Theories in 

counselling and psychotherapy are important because they provide a framework for 

counsellors and psychologists in understanding and helping their clients with 

problems in their lives (Truscott, 2010).  Today, the field of counselling and 

psychotherapy is large and diverse with over four hundred systems or approaches 

(Prochaska & Norcross, 2010).   

According to Corey (2017), traditional and contemporary counselling models 

can be grouped into four general categories: psychodynamic approaches, experiential 

and relationship-oriented therapies, cognitive behavioural approaches, and systems 

and postmodern approaches.  The psychodynamic approaches include the 

psychoanalytic therapy and Adlerian therapy.  The experiential and relationship-

oriented therapies encompass the existential therapy, the person-centred therapy, and 

Gestalt therapy.  The cognitive-behavioural approaches include reality therapy, 

behaviour therapy, and cognitive behaviour therapy.  These approaches are more 

action oriented as they stress translating insights into behavioural action (Corey, 

2017).   

The final category is the systems and postmodern orientations.  The systems 

approaches emphasise the importance of understanding individuals in the context of 

social environment which they are part of in order to bring about change (Corey, 

2017).  There are a number of important figures associated with the development of 

postmodern approaches.  These include Steve de Shazer and Insoo Kim Berg who co-
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founded solution-focused brief therapy, and Michael White and David Epston who are 

related to narrative therapy.  The postmodern approaches assume that clients are 

experts in their own lives, there is no single truth, and that reality is socially 

constructed through human interaction (Corey, 2017).  Another postmodern approach, 

the feminist therapy, is concerned for the psychological and socio-political oppression 

of women.  It examines several issues for the liberation of women, such as identity 

development, self-concept, goals and aspirations, and emotional well-being (Corey, 

2017).  Key figures for feminist therapy include Jean Baker Miller, Carolyn Zerbe 

Enns, Oliva Espin, and Laura Brown (Corey, 2017).  For ease of understanding, nine 

major approaches to counselling and psychotherapy which are well-known and widely 

practised are discussed here. 

Psychoanalytic Therapy. 

The founder of psychoanalytic therapy is Sigmund Freud (Brenner, 1974; 

Hall, 1999).  Sigmund Freud, the founder of psychoanalysis, has been credited with 

the birth of psychotherapy (Tan, 2011).  Psychoanalytic theory is based on a theory of 

personality development and a philosophy of human nature.  The basis of the therapy 

concentrates on insight, unconscious motivation, and reconstruction of the personality 

(McWilliams, 2004; Person, Cooper, & Gabbard, 2005).  In Freud’s view, human 

behaviour and personality are determined by irrational forces, unconscious 

motivations, and biological and instinctual drives evolving through important 

psychosexual stages in the first six years of life (Corey, 2017).  The theory stresses 

unconscious factors, in particular the sexual and aggressive drives in motivating 

human behaviour (Tan, 2011).   

Major concepts of psychoanalytic theory include the dynamics of the 

unconscious and its influence on behaviour, the role of anxiety, an understanding of 
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transference and countertransference, and the development of personality at different 

stages in the life cycle (Corey, 2017).  Psychoanalytic therapy focuses on childhood 

experiences as it assumes that exploration of the past is essential for character change 

(Corey, 2017).  The psychoanalytic model is biologically based which focuses on the 

flow of sexual or libidinal energy through the psychosexual stages of normal human 

development: oral, anal, phallic, latency, and genital (Corey, 2017; Tan, 

2011).  According to Freudian psychoanalytic theory, the personality consists of three 

systems: the id (untamed drives and impulses), the ego (organises and mediates 

between the id and the reality of dangers posed by the id’s impulses), and the 

superego (the internalised social component with a person’s moral code) (Corey, 

2017).  Individuals develop ego-defence mechanisms to cope with their anxiety and 

prevent the ego from being overwhelmed (Corey, 2017).  The Freudian defence 

mechanisms include repression, denial, displacement, sublimation, reaction formation, 

projection, rationalisation, regression, intellectualisation, and identification (Corey, 

2017; Tan, 2011).   

The psychoanalytic therapy techniques are maintaining the analytic 

framework, free association, dream analysis, interpretation, analysis of transference, 

and analysis of resistance (Corey, 2017; Tan, 2011).  For example, free association 

allows the clients to say whatever comes to their mind without censorship.  Dream 

analysis involves the interpretation of the latent or hidden meaning of the dream 

through the use of symbols significant for the person.  Analysis of transference 

happens when the clients respond to their therapists as significant persons of authority 

from their lives and reveal their childhood experiences accordingly.  The goal of the 

psychoanalytic theory is to help make the unconscious conscious and strengthen the 

ego so that behaviour is based more on reality, and less on instinctual cravings 
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(Corey, 2017; Tan, 2011).  Ultimately, the aim of the psychoanalytic therapy is to 

increase adaptive functioning so as to reduce symptoms and resolve conflicts 

(Wolitzky, 2011a).  Instead of focusing on sexual and aggressive drives, 

contemporary versions of psychoanalytic therapy like object-relations theory pays 

attention to the attachment and human relationship needs (Tan, 2011). 

Erik Erikson, a key figure who expanded on Freud’s ideas, proposed the 

psychosocial stages of development, which states that individuals need to master basic 

psychological and social tasks at intervals from infancy through old age (Erikson, 

1963).  In Erickson’s view, individuals have the potential to progress or regress in key 

stages of development where they need to resolve the special crises in each stage 

(Corey, 2017).  Both models by Freudian and Erickson provide a framework for 

counsellors and psychologists to understand the developmental themes, core conflicts 

and key challenges of individuals during the therapy sessions (Corey, 2017).  

Another important figure was Carl Jung who developed the Jungian therapy or 

analytical psychology (Corey, 2017).  Jung believed that human beings have an 

important and mysterious potential within their unconscious, which include both a 

personal unconscious and a collective unconscious (Tan, 2011).  Jung’s view on 

human nature was optimistic and positive (Corey, 2017; Tan, 2011).  Jungian therapy 

or analytical psychotherapy focuses on helping clients to achieve wholeness and self-

realisation, with the goals of self-knowledge, reintegration and individuation (Corey, 

2017; Tan, 2011).  Jung’s perspective is that there is enormous potential and creativity 

within people, individually and collectively, in the unconscious (Sommers-Flanagan 

& Sommers-Flanagan, 2004).  His analytic psychology is an elaborate explanation of 

human nature which stresses on the psychological changes that are associated with 

midlife (Schultz & Schultz, 2013).  It views humans positively and focuses on 
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individuation, the capacity of humans to move toward wholeness and self-realisation 

(Corey, 2017).  The therapy facilitates the process in which clients know and 

understand the archetypes in their personal and collective unconscious and express 

them in their own lives (Vitz, 1994).  There are four major categories in Jungian 

personality theory: levels of consciousness, archetypes, personality attitudes and 

functions, and personality development (Sharf, 2008).  The goal of Jungian therapy is 

individuation or becoming one’s own person, by encouraging clients to connect the 

conscious and unconscious areas of their mind in constant dialogue (Tan, 2011).  The 

techniques involve dream analysis and interpretation of symbols so as to help clients 

to know their archetypes, which is the ordering or organising patterns in the 

unconscious (Tan, 2011).    

While Freud emphasised intrapsychic conflicts pertaining to the gratification 

of basic needs, contemporary trends expanded the theory which incorporated the 

cultural and social influences on personality (Corey, 2017).  These include ego 

psychology, object-relations interpersonal approaches, self-psychology, and relational 

approaches (Corey, 2017).  The contemporary theories are variations on 

psychoanalytic theory which modify or abandon Freud’s drive theory but retain the 

focus on unconscious processes, the role of transference and countertransference, the 

existence of ego defences and internal conflicts, and the significance of early life 

experiences (McWilliams, 2016; Wolitzky, 2011b).  

Adlerian Therapy. 

Second, Adlerian therapy, which was originally called individual psychology, 

is a growth model that emphasises taking responsibility and finding meaning and 

goals in creating one’s own destiny and a purposeful life (Corey, 2017).  The founder 

is Alfred Adler and the key figure is Rudolf Dreikurs (Adler, 1958; Carlson, Watts, & 
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Maniacci, 2006).  While the therapy pays attention to childhood experiences so as to 

understand present behaviour, it does not pay attention to unconscious dynamics.   

Adler’s view on human nature was much less deterministic and more 

optimistic than Freud’s perspective (Tan, 2011).  He focused on one’s interpretation 

of the meaning of early childhood experiences, a longing for social connectedness, the 

teleological or goal-oriented nature of human beings and paying attention on 

conscious choice more than unconscious in seeking meaning and fulfilment in life 

(Tan, 2011).  In Adler’s perspective, individuals are motivated primarily by social 

relatedness rather than sexual desires; behaviour is purposeful and goal-directed; and 

consciousness is the focus of therapy (Corey, 2017).  He believed that individuals 

have the capacity to interpret, influence, and create events, rather than be subjected to 

the influences of gene or environment (Corey, 2017).    

In Adlerian therapy, the major theoretical ideas include: subjective perception 

or interpretation of reality; unity and holistic development of personality such as goal-

oriented and purposeful behaviour, inferiority and striving for superiority, an 

individual’s lifestyle; social interest and community feeling; and birth order 

(Dinkmeyer & Sperry, 2000; Mosak & Maniacci, 1999; Sweeney, 1998).  The 

subjective, phenomenological perspective of the client’s experience of reality as a 

major influence on human behaviour is a key concept in Adlerian therapy (Corey, 

2017; Tan, 2011).  Another key concept is the whole person or total personality of an 

individual, especially the whole person in the social context (Corey, 2017; Tan, 2011).  

Three key concepts relating to human personality development in a holistic way are 

goal-oriented and purposeful behaviour, inferiority and a basic striving for superiority, 

and lifestyle (Corey, 2017; Tan, 2011).  Next, Adler believed that social interest and 

community feelings are life tasks that every individual seeks to successfully 
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accomplish (Dreikurs & Mosak, 1967).  This is based on the premise that individuals’ 

happiness and success are largely related to social connectedness and individuals are 

motivated by a desire to belong (Corey, 2017).  The three universal life tasks which 

individuals must successfully master include building friendships (social task), 

establishing intimacy (love-marriage task), and contributing to society (occupational 

task) (Corey, 2017).  Lastly, Adler viewed that the psychological or perceived birth 

order of the child is more important than the actual or chronological birth order 

(Corey, 2017; Tan, 2011).  Birth order and the interpretation of one’s position in the 

family have great influence on how adults behave and interact in the world (Adler, 

1958; Dreikurs, 1953). 

The main aim of therapy is to increase clients’ self-awareness and to develop 

their sense of belonging characterised by community feeling and social interest 

(Dreikurs, 1967, 1997).  During the therapeutic process, encouragement as well as 

providing information, teaching, and guiding clients to deal with their problems and 

struggles in living are important methods used in Adlerian therapy (Corey, 2017; Tan, 

2011).  The therapeutic relationship between the Adlerian therapist and the client is 

warm and collaborative, where both work together to help client to live a more 

meaningful and fulfilling life (Corey, 2017; Tan, 2011). 

There are four phases of the therapeutic process in Adlerian therapy: 

establishing a therapeutic relationship; conducting an assessment of the client’s 

dynamics; providing insight and interpretation; and facilitating reorientation and re-

education to help the client make new choices (Dreikurs, 1967).  The major 

therapeutic techniques and interventions are: encouragement; immediacy; asking “The 

Question”; acting “as if”; catching oneself; spitting in the client’s soup; avoiding the 

tar baby; push-button technique; paradoxical intention; task setting and commitment; 
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homework; life tasks and therapy; and terminating and summarising the interview 

(Sharf, 2008).  

Existential Therapy. 

Third, the existential therapy is more a philosophical approach to therapy 

which emphasises the significance of being fully human (Corey, 2017).  It focuses on 

the basic conditions of human existence, for example, choice, freedom and 

responsibility to direct one’s life, and self-determination (Corey, 2017).  It aims to 

help clients experience their existence in an authentic and meaningful way so that 

they can create meaning in their lives (Tan, 2011).  The aim of existential therapy is to 

help clients to explore their values and beliefs so that they can lead a deeper, more 

reflective and meaningful existence (Corey, 2017).  Existential therapists can be 

optimistic or pessimistic, religious or antireligious (Tan, 2011).  The key figures are 

Viktor Frankl, Rollo May, and Irvin Yalom (Corey, 2017; Tan 2011).  Existential 

therapy is a philosophical approach which seeks to help clients experience their 

existence in an authentic and meaningful way (Corey, 2017; Tan, 2010).  The therapy 

is based on an existential philosophy which considers human beings as having 

responsibility and freedom to choose so as to create meaning in their lives (Corey, 

2017; Tan, 2010).   

As the key figures of existential therapy are a diverse group of people with 

different perspective on human nature including religious, atheistic, and antireligious 

existentialists, human nature can be viewed positively or negatively (Parrott, 2003).  

The focus of the therapy is to help clients to choose their own values and meaning in 

life (Mendelowitz & Schneider, 2008).  Ultimately, the best choice is to be authentic, 

that is transparent, open and honest, and to have a harmonious and spontaneous 

relationship with all three levels of being in the world, which is nature, others, and 
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self (Cooper, 2003; Prochaska & Norcross, 2010).  According to existential therapy, 

there are six fundamental dimensions of being human: the capacity for self-

awareness; freedom and responsibility; creating one’s identity and establishing 

meaningful relationships with others; the search for meaning, purpose, values, and 

goals; anxiety as a condition for living; and awareness of death and nonbeing (Corey, 

2017; Tan, 2011).  Some of the core issues discussed and addressed during existential 

therapy are meaning and meaninglessness, living and dying, isolation, and loving or 

intimacy (Sharf, 2008).  The goal of existential therapy is to help clients to move 

towards authenticity, and to face life with courage and hope (Deurzen, 2012; Yalom 

& Josselson, 2014).  

The therapeutic relationship between the existential therapist and the client 

where therapist plays a significant role as a “wounded healer” is more essential than 

therapeutic techniques for effective therapy (Sharf, 2008; Yalom, 1980).  The key is 

to help clients to become more self-aware and to experience freedom in their lives 

(May, 1981).  Specifically, Frankl has developed logotherapy (therapy through 

meaning) as an approach to existential therapy which aims to address meaning as a 

fundamental existential issue of every individual (Frankl 1963, 1969, 1978, 1997).  

The four therapeutic techniques which are often used in logotherapy include Socratic 

dialogue; paradoxical intention; dereflection; and attitude modification (Hillmann, 

2004).  For example, the purpose of dereflection is to help the clients to pay attention 

on something more positive or pleasant, rather than to focus on their problems.  

Paradoxical intention involves the clients to do or exaggerate the very behaviour they 

are afraid of doing.  Modifying the clients’ attitudes or thinking helps them to 

generate more meaningful or hopeful ways of looking at things, instead of focusing on 

the past which cannot be changed. 
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Person-Centred Therapy. 

Fourth, the person-centred therapy, formerly called non-directive counselling 

or client-centred therapy, is rooted in humanistic philosophy.  It assumes that clients 

have the capability and responsibility in dealing with their problems and to manage 

their lives without the active intervention of their counsellors or therapists (Corey, 

2017).  The founder is Carl Rogers and the key figure is Natalie Rogers (Corey, 2017; 

Tan, 2011).   

Rogers’ perspective on human nature is positive and optimistic, and every 

individual is capable of achieving self-actualisation and being a fully functioning 

person (Corey, 2017; Tan, 2011).  A fundamental assumption is that there is a basic 

trust in people, and that they are trustworthy and able to progress in a constructive 

way if conditions fostering growth are present (Rogers, 1987).   

The goal of person-centred therapy is to help clients know who they are 

authentically and to become fully functioning persons (Tan, 2011).  In addition, the 

focus is to help clients to achieve a greater degree of independence and integration in 

order to better cope with their problems (Corey, 2017).  Accordingly, therapist’s 

function and role are grounded in their ways of being and attitudes to facilitate 

personality change, rather than their knowledge and techniques (Corey, 2017; Tan, 

2011).   

Three therapeutic conditions and techniques are crucial in facilitating client 

change and growth: congruence, unconditional positive regard, and accurate emphatic 

understanding (Corey, 2017; Tan, 2011).  Congruence refers to the person-centred 

therapist who is real, honest, open, and engaging in appropriate self-disclosure with 

the client (Corey, 2017; Tan, 2011).  Unconditional positive regard refers to 

acceptance, warmth and respect where the therapist demonstrates deep and real caring 
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for their clients which is non-judgmental and genuine, as well as allowing and 

accepting them to experience positive and negative emotions during the therapy 

(Rogers, 1977; 1986).  Accurate emphatic understanding points to the therapist’s 

ability to enter into client’s subjective experiences or internal frame of reference and 

feel with the client as sensitively and accurately as possible (Rogers, 1975; 1980).  

These conditions offer a safe and secure environment in which the clients can grow to 

become a more fully functioning person (Corey, 2017; Tan, 2011).  The person-

centred therapist acts as a guide who provides the right conditions to facilitate the 

growth of the client (Sommers-Flanagan & Sommers-Flanagan, 2004).        

Gestalt Therapy. 

Fifth, Gestalt therapy is an experiential therapy which helps clients gain 

awareness of their experiences in the present, integrate body and mind, and to bring 

about change via their emotions (Corey, 2017).  The founders are Frederick (Fritz) 

Perls and Laura Perls; and the key figures are Miriam and Erving Polster (Corey, 

2017; Tan, 2011).   

The fundamental theoretical principles are holism; field theory; the figure-

formation process; organismic self-regulation; the now; unfinished business; contact 

and resistance to contact; and energy and blocks to energy (Corey, 2017; Tan, 2011).  

Gestalt is a German word which refers to a complete whole which cannot be broken 

down in different parts without losing its essential nature (Corey, 2017).  Hence, 

Gestalt therapy is rooted in holism and focuses on the whole person, including 

feelings, thoughts, behaviours, physical sensations and other experiences (Tan, 2017).  

Field theory refers to an individual’s experiences as influenced by his or her 

environment or context, which is one’s field, with interrelated parts or elements 

(Yontef & Jacobs, 2008).  The idea of figure-formation process points to how 
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individuals organise their experiences and specific needs at a specific moment of 

time, depending on what comes to the foreground, the figure; and what stays or 

recedes in the background, the ground (Tan, 2017).  Organismic self-regulation refers 

to one’s capacity to grow into wholeness by being consciously aware of or in touch 

with one’s present needs and wants, and working towards equilibrium (Yontef & 

Jacobs, 2008).  The principle of the now is to help clients to focus on the here and 

now, and the what and how, and not on the why (Corey, 2017; Tan, 2011).   

Next, Gestalt therapists help clients to resolve the unfinished business such as 

unexpressed emotions or obsessions from the past by staying with the impasse, or 

point where they are stuck, in order to fully experience their impasse and frustrations, 

and to accept themselves and their experiences more fully (Corey, 2017; Tan, 2011).  

The principle of contact and resistance to contact is to help clients to have 

constructive and authentic contact with self, others, and their environment (Polster & 

Polster, 1973).  However, there are five layers of neuroses: the phony layer, phobic 

layer, impasse layer, implosive layer, and explosive layer, which clients have to be 

experienced and eventually removed, so that they can experience the present more 

fully (Sharf, 2008).  Furthermore, clients become more aware of the contact boundary 

disturbances or resistances to authentic contact such as introjection, projection, 

retroflection, deflection, and confluence which hinder them from genuine growth and 

self-actualisation (Sharf, 2008).  Lastly, clients are helped to be aware of the location 

of energy, where and how they are blocking their energy in order to release their 

energy and use it in a more constructive way to facilitate growth and self-actualisation 

(Corey, 2017; Tan, 2011).   

The therapeutic process of change and growth in Gestalt therapy involves 

three-stage integration sequence: discover, accommodation and assimilation (Polster, 
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1987).  The therapeutic relationship which focuses on an existential approach to the 

client is crucial in effective Gestalt therapy, including factors such as presence, 

authentic dialogue, gentleness, more direct self-expression by the therapist, decreased 

use of stereotypic exercises, and trust in the client’s experience (Corey, 2017; Tan, 

2011).   

The Gestalt therapists take an active and directive approach in fully engaging 

their clients in authentic dialogue and relationship (Yontef & Jacobs, 2008).  They use 

more experiential techniques more than verbal ones to help clients develop greater 

awareness of themselves, experience deeper levels of emotions so as to gain insight 

(Parrott, 2003; Strümpfel & Goldman, 2002).  It is an experiential therapy that 

attempts to develop client’s greater awareness of the here and now, as well as holistic 

and balanced integration of mind and body (Corey, 2017; Tan, 2011).  The key is to 

help clients to be self-sufficient in order that they are able to manage their problems in 

living by themselves (Perls, 1969).      

The major techniques of Gestalt therapy include experiential dream work; 

converting questions to statements; using personal pronouns; assuming responsibility; 

playing the projection; the empty-chair technique; making the rounds; exaggeration; 

confrontation; asking, “May I feed you a sentence?”; staying with the feeling, and the 

reversal technique (Parrott, 2003: Sommers-Flanagan & Sommers-Flanagan, 2004).  

The aims of the techniques are to help the clients to become more aware of their own 

inner feelings, to be in touch with their emotions and experience, assume 

responsibility, and grow in insight (Corey, 2017; Tan, 2011).  

Reality Therapy. 

Sixth, another well-known approach is reality therapy.  The founder is 

William Glasser and the key figure is Robert Wubbolding (Corey, 2017).  It is based 
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on choice theory which states that people are responsible for choosing their own 

thinking and actions, which then directly influence their emotional and physiological 

functioning (Tan, 2011).  The therapy helps the clients to assume responsibility in the 

present and focus on current behaviour (Corey, 2017).  Clients are encouraged to 

develop clear plans for new behaviours and to learn more effecting ways of meeting 

their needs through the therapeutic process (Corey, 2017).   

Reality therapy is rooted in choice theory (Glasser, 1998, 2001), which is 

revised from control theory (Glasser, 1985).  It emphasises individual’s freedom to 

choose and ability to control behaviour with practical behavioural techniques for 

implementing behavioural change and action (Wubbolding, 2000).  Glasser (1998) 

believes in an internal control psychology which emphasises human choice and 

controlling of individual’s behaviour.  He has a positive perspective of human nature, 

and an individual’s capacity for change (Corey, 2017; Tan, 2011).  The fundamental 

theoretical principles of reality therapy are basic human needs, one’s quality world or 

inner picture album, total behaviour, choosing behaviour, and the Ten Axioms of 

Choice Theory (Fall, Holden, & Marquis, 2004; Sharf, 2008; Sommers-Flanagan & 

Sommers-Flanagan, 2004).   

According to Glasser (1998), all human behaviour is fundamentally motivated 

or governed by five basic human needs: survival, love and belonging, power (or 

achievement, accomplishment, or internal control), freedom (or independence), and 

fun (or enjoyment).  Reality therapists help clients to fulfil the five basic needs in 

healthy and responsible manners and remind them that they can control only their 

own choices and behaviours (Corey, 2017; Tan, 2011).  One’s quality world or inner 

picture album refers to the mental list of specific wants and needs which individuals 

have built up over time as they made them feel good (Glasser 1998; Wubbolding, 
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2000).  Reality therapists need to understand and enter into their clients’ subjective 

quality world so that the clients can experience love and belonging during the therapy 

(Tan, 2011).  Next, total behaviour refers to four specific but connected parts of the 

behaviour of individuals which are always functioning simultaneously: acting, 

thinking, feeling, and physiology (Tan, 2011).  Glasser viewed that people choose 

their behaviour, including psychopathology and human suffering, and are therefore 

responsible for their behavioural, emotional, or physical problem so as to gain control 

over their lives (Corey, 2017; Glasser 1985, 2003).   

To state his position, Glasser (1998) summarises the basic theoretical 

principles of reality therapy as the Ten Axioms of Choice Theory.  There are three 

major foundational principles: reality, responsibility, and right and wrong (Glasser, 

1965).  The reality therapists assume a directive and educational role in helping their 

clients to have satisfying relationships with others so that their own basic needs can be 

fulfilled in a responsible and constructive way (Tan, 2011).  They are friendly yet firm 

in the therapeutic relationship as they assume that clients do not have unsatisfying 

relationships with others (Wubbolding, 1988; Wubbolding & Brickell, 1998).      

The process of reality therapy can be understood using the WDEP system 

(Wubbolding, 2000, 2007, 2008).  In reality therapy, W stands for wants and needs, D 

for direction and doing, E for self-evaluation, and P for planning (Corey, 2017).  In 

the W stage or component of reality therapy, the therapists assist the clients to explore 

their wants, needs, and perceptions, asking the key question: “What do you want?” 

(Corey, 2017; Tan, 2011).  In the D stage or component of reality therapy, the 

therapists help the clients to emphasise on the present and on what they are doing, 

asking the key question: “What are you doing?” (Corey, 2017; Tan, 2011).  In the E 

stage or component of reality therapy, the reality therapists help the clients to engage 
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in self-evaluation by asking: “Does your present behaviour enable you to get what 

you want now, and will it take you in the direction you want to go?” (Corey, 2017; 

Tan, 2011).  In the P stage or component of reality therapy, the therapists help the 

clients to focus on planning and action in specific and concrete ways so as to meet 

their needs and wants (Corey, 2017; Tan, 2011).  An effective plan of action based on 

the acronym SAMIC is used to help the clients: simple, attainable, measurable, 

immediate, and controlled (Wubbolding, 1988, 2000, 2007, 2008).   

There are eight steps in the process of reality therapy: (1) being involved with 

the client in a caring and encouraging relationship; (2) focusing on behaviour; (3) 

focusing on the present; (4) making a specific plan; (5) getting a commitment; (6) 

accepting no excuses; (7) eliminating punishment; and (8) never give up (Parrott & 

Tan, 2003).  The major therapeutic techniques and interventions in reality therapy 

include structuring, confrontation, contracts, instruction, skilful questioning, 

emphasising choice, role-playing, support, constructive debate, humour, self-

disclosure, positive addictions, assessment, metaphors, and paradoxical techniques 

(Sharf, 2008). 

Behaviour Therapy. 

Next, another popular approach is behaviour therapy.  The key figures for 

behaviour therapy are Joseph Wolpe, Hans Eysenck, Arnold Lazarus, Albert Bandura, 

B. F. Skinner, and Donald Meichenbaum (Corey, 2017; Tan, 2011).  The therapy 

posits that human beings are products of their environments and learning theories 

(Tan, 2011).  The principles of learning are applied to resolve specific behavioural 

problems through refinement (Corey, 2017).   

In the late 1950s and 1960s, behaviour therapy began as a systematic approach 

to treat clinical problems using modern learning theory such as classical and operant 
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conditioning (Wilson, 2008).  It has since developed significantly to become a major 

approach to counselling and psychotherapy in the 1970s, with an empirically based 

approach and social-learning oriented theory (Spiegler & Guevremont, 2003; Tan, 

2011).   

 There are three major generations or waves in the history of the development 

of behaviour (Hayes, Luoma, Bond, Masuda, & Lillis, 2006).  The first wave was the 

traditional behaviour therapy, which emerged in the late 1950s to early 1970s, based 

largely on classical conditional theory by Ivan Pavlov and operant conditioning by B. 

F. Skinner (Tan, 2011).  The second wave of behaviour therapy began in the late 

1970s and incorporated the cognitive dimension of individuals (Tan, 2011).  It has 

expanded to include mindfulness and acceptance approaches (Hayes, Follette & 

Linehan, 2004).  The third wave of behaviour therapy was developed in the 1990s and 

2000s involves contextualistic approaches that continue to incorporate mindfulness 

and acceptance (Hayes et al., 2006).  Major approaches that have emerged include 

dialectical behaviour therapy (DBT) (Linehan 1993); mindfulness-based cognitive 

therapy (MBCT) (Segal, Williams, & Teasdale, 2002); and acceptance and 

commitment therapy (ACT) (Hayes & Strosahl, 2004).  More specifically, the later 

development of behaviour therapy has been largely influenced by Bandura’s social 

learning or social cognitive theory, which includes concepts of self-efficacy and 

reciprocal determinism (Bandura, 1977a, 1977b, 1986, 1997). 

 The four major characteristics of behaviour therapy are classical conditioning, 

operant conditioning, social learning theory, and cognitive behaviour therapy (Corey, 

2017; Tan, 2011).  Classical conditioning, or respondent conditioning, points to the 

manner in which behaviour is controlled by its antecedents, meaning what has 

happened before the behaviour (Tan, 2011).  It is based on the experimental work of 
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Ivan Pavlov putting food into a dog’s mouth leading the dog to salivate and developed 

the concepts of the unconditioned response (UCR), unconditioned stimulus (UCS), 

conditioned stimulus (CS), and conditioned response (CR) (Corey, 2017; Tan, 2011).  

The theory proposes that neutral stimuli is able to elicit conditioned responses through 

the process of classical conditioning (Corey, 2017; Tan, 2011).  Wolpe developed the 

systematic technique or reciprocal inhibition approach, based on classical and 

counterconditioning processes, to treat anxiety disorders and phobias (Corey, 2017; 

Tan, 2011). 

B. F. Skinner’s theory of operant conditioning refers to the learning processes 

where one’s behaviour is controlled by the consequences that follow the behaviour 

(Corey, 2017; Tan, 2011).  Based on operant conditioning principles and processes, 

the techniques of positive and negative reinforcement, punishment, and extinction, are 

used to modify behaviour (Corey, 2017; Tan, 2011).  Bandura’s social learning 

theory, or social-cognitive approach, focuses more on the cognitive processes that 

could mediate classical and operant conditioning, which include observational 

learning or modelling, and later self-efficacy theory (Corey, 2017; Tan, 2011).  This 

approach posits that individual’s cognitions and perceptions can influence one’s 

emotions and behaviour significantly (Corey, 2017; Tan, 2011).  Influenced by social 

learning theory and of self-efficacy theory, contemporary behaviour therapy has 

developed into cognitive behaviour therapy, which takes into account the cognitive 

processes and activities of the individuals to bring about change (Kendall & Hollon, 

1979).   

In behaviour therapy, therapeutic interventions are considered to be more 

important than the therapeutic alliance, although a strong and positive therapeutic 

relationship which is warm, empathic and genuine is still necessary (Beck, 2005; 
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Beck, Rush, Shaw, & Emery, 1979; DeRubeis, Brotman, & Gibbons, 2005; Gilbert & 

Leahy, 2007; Loeb et al., 2005; Wilson, 2008).  The therapeutic process is usually 

structured and systematic which consists of several steps or stages (Miltenberger, 

2008: Spiegler & Guevremont, 2008; Wilson, 2008).  First, a functional assessment or 

behavioural analysis of the major complaints or target behaviours which the client 

desires to deal with and change will be conducted (Wolpe, 1990).  The methods of 

assessment include guided imagery, role playing, physiological recording, 

behavioural observation, and psychological tests and questionnaires (Wilson, 2008).  

Second, a development history of the client and problem behaviours will be analysed 

to further assess the client’s past learning or conditioning (Parrott, 2003).  Third, the 

client will be empowered to set specific goals to deal with the problem behaviour 

(Wilson, 2008).  Finally, the client chooses the most effective therapeutic treatments 

to change the targeted problem behaviour and to achieve the goals he or she has set 

(Tan, 2011).  Behaviour therapy is a unique approach to therapy which focuses on 

solving problems and overcoming symptoms demonstrated by the client (Tan, 2011).   

The major therapeutic techniques and interventions include: behavioural 

assessment; operant conditioning techniques such as positive reinforcement, negative 

reinforcement, extinction, and punishment; token economies; social skills training and 

assertiveness training; modelling; relaxation training; systematic desensitisation; 

flooding and in vivo exposure; self-modification programmes and self-directed 

behaviour; multimodal therapy; and mindfulness and acceptance-based cognitive 

behaviour therapy (Corey, 2017; Miltenberger, 2008; Parrott, 2003; Spiegler & 

Guevremont, 2003; Tan, 2011).  For example, positive reinforcement refers to reward 

for desirable behaviour.  Assertiveness training aims to help clients to express their 

thoughts and feelings more freely through role-playing.  Systematic desensitisation 
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involves pairing of a neutral or pleasant stimulus with one that has been conditioned 

to elicit fear or anxiety so as to alleviate the symptoms.  The purpose of flooding is to 

expose the client to stimuli that elicit maximal anxiety in order to eliminate the 

anxiety.    

Cognitive Behaviour Therapy. 

Eighth, the other approach which is closely associated with behaviour therapy 

and extended from it is cognitive behaviour therapy.  The founders of cognitive 

behaviour therapy (CBT) are Albert Ellis and A. T. Beck (Corey, 2017; Tan, 2011).   

The CBT approach views human beings as basically neutral, neither inherently 

good nor inherently evil (Tan, 2011).  There are two main approaches in CBT: 

rational emotive behaviour therapy (REBT) and cognitive therapy (CT).   

Albert Ellis founded REBT, which is an active and directive model of therapy 

that focuses on changing clients’ irrational beliefs that are considered as the root of 

emotional problems (Corey, 2017; Tan, 2011).  REBT stresses that one’s maladaptive 

thinking and irrational beliefs lead to emotional problems but can be reduced when 

individuals engage in more constructive and rational thinking (Ellis, 2008; Ellis & 

MacLaren, 1998).  It involves the use of A-B-C theory of REBT, where A refers to 

Activating Events, B to Irrational Beliefs, and C to emotional and/or behavioural 

consequences of such beliefs (Tan, 2011).  The techniques include keeping an A-B-C 

diary of daily experiences; disputation of irrational beliefs; and action homework. 

The REBT approach assumes that the rigid and extreme beliefs people hold 

about events and situations contribute to their psychological problems and specific 

symptoms (Ellis & Ellis, 2011).  A fundamental assumption is that cognitions, 

emotions, and behaviours interact with one another and have a reciprocal cause-and-

effect relationship (Ellis & Ellis, 2011).  The fundamental hypothesis is that irrational 
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beliefs contribute to negative emotions.  The objective is to identify the irrational 

beliefs during the therapeutic process and replace them with effective and rational 

cognitions so as to change the emotional experience and reactions to the 

circumstances (Corey, 2017).  

Ellis believed that emotional disturbances result from blaming of oneself and 

others, and tendencies to internalise unreasonable demands such as dogmatic “musts” 

and absolutist “shoulds” and “oughts”, which perpetuate self-defeating beliefs and 

difficulty in achieving good psychological health (Ellis, 2001, 2004; Ellis & Blau, 

1998; Ellis & Harper, 1997).  The aim is to challenge clients to replace irrational 

thinking which consists of terms such as “must”, “should”, “ought to”, “have to”, and 

catastrophizing conclusions (Prochaska & Norcross, 2010).  One of the main goals is 

to help clients to achieve unconditional self-acceptance (USA), unconditional other-

acceptance (UOA), and unconditional life acceptance (ULA) (Ellis & Ellis, 

2011).  The approach is that changing the way of thinking is the most efficient way to 

bring about emotional and behavioural change (Ellis & Ellis, 2011, 2014). 

In REBT, the cognitive techniques include disputing irrational beliefs, doing 

cognitive homework, bibliotherapy, changing one’s language, and psychoeducation 

methods (Ellis & Ellis, 2011, 2014).  The emotive techniques involve rational emotive 

imagery, humour, role playing, and shame-attacking exercise (Ellis, 2001, 2004; Ellis 

& Ellis, 2011, 2014).  The behavioural techniques use by REBT therapists are operant 

conditioning, self-management principles, systematic desensitisation, relaxation 

techniques, and modelling (Ellis & Ellis, 2011).  

A. T. Beck founded cognitive therapy (CT), which is based on the assumption 

that thinking influences behaviour (Corey, 2017).  It focuses on how maladaptive and 

dysfunctional thinking affects feelings and behaviour (Beck, 1976, 2005, 2011; Beck, 
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Rush, Shaw, & Emery, 1979).  A fundamental focus of cognitive therapy is how an 

individual’s automatic thoughts containing logical errors or cognitive distortions, 

demonstrate the basic assumptions about life and early maladaptive schemas due to 

childhood experiences which lead to emotional difficulties and behavioural problems 

(Tan, 2011).  Some examples of cognitive distortions include arbitrary inference, 

selective abstraction, overgeneralisation, magnification and minimisation, 

personalisation, and dichotomous thinking (Beck & Weishaar, 2008).    

Accordingly, CT helps clients to overcome their emotional problems such as 

depression, anxiety, and anger by teaching them to identify, challenge, and modify 

their dysfunctional thinking or cognitive distortions (Tan, 2011).  It focuses on 

challenging inaccurate beliefs and automatic thoughts that lead to behavioural 

problems, and to modify these dysfunctional and self-defeating assumptions with the 

goal of developing new patterns of behaviour (Corey, 2017). 

In comparison, CT tends to be gentler than REBT in helping clients to 

discover and modify cognitive distortions by engaging in Socratic dialogue, which 

includes the use of open-ended questions (Tan, 2011).  In CT approach, there are 

several cognitive and behavioural techniques to help clients with diverse 

psychological disorders (Beck & Weishaar, 2008; Dobson, 2009; Dobson & Dobson, 

2009; Leahy, 2004; McMullin, 1999; Persons, 1989, 2008; Persons, Davidson, & 

Tompkins, 2001; Reinecke & Freeman, 2003). 

CBT is an approach to therapy that seeks to integrate both the behaviour 

modification and cognitive processes of the clients (Kendall & Hollon, 1979).  It 

incorporates both the operant and classical conditioning, modelling, and learning-

based principles, and the social cognitive, or social learning, theory of human 

functioning and change (Tan, 2011).  Kendall and Bemis (1983) states that CBT has 
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six basic tenets or characteristics.  First, the human organism responds primarily to 

cognitive representations of its environments, and not to the environments per se.  

Second, CBT views that most human learning is cognitively mediated.  Third, it 

considers thoughts, feelings, and behaviours are causally interrelated.  Fourth, 

cognitive activities such as attitudes and expectancies are key to understanding 

psychopathological behaviour and the effects of therapeutic interventions.  Next, 

cognitive processes can be tested and integrated with behavioural paradigms.  Finally, 

the cognitive behavioural therapist helps the client to identify maladaptive cognitive, 

behavioural and affective patterns so as to change them.     

CBT techniques involve coping skills training, cognitive restructuring, and 

problem solving (Tan, 2011).  Coping skills training aims to help clients use cognitive 

and behavioural skills to cope more effectively with stressful situations.  Cognitive 

restructuring helps clients to change or modify maladaptive and dysfunctional 

thoughts.  Problem solving is to help clients to explore options and implement specific 

solutions to particular problems. 

The cognitive techniques include idiosyncratic meaning, questioning the 

evidence, reattribution, rational responding, examining options and alternatives, 

decatastrophising, fantasised consequences, advantages and disadvantages, turning 

adversity to advantage, guided association/discovery, scaling, externalising of voices, 

self-instruction, thought-stopping, distraction, direct disputation, labelling of 

distortions, developing replacement imagery, and bibliotherapy (Beck & Weishaar, 

2008; Reinecke & Freeman 2003).  The behavioural techniques include activity 

scheduling with mastery, pleasure and social ratings, social skills or assertiveness 

training, graded task assignments, behavioural rehearsal or role-playing, in vivo 
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exposure, relaxation training, and homework (Beck & Weishaar, 2008; Reinecke & 

Freeman 2003).   

Another key figure is Donald Meichenbaum who developed CBT as a way to 

cope with trauma through cognitive behaviour modification (CBM) and stress-

inoculation training (SIT) (Corey, 2017; Tan, 2017).  Meichenbaum’s CBM approach 

stresses the importance of constructive and calming self-talk and coping skills to 

manage emotional problems, as it views that mental disorders are resulted from 

negative self-talk and a lack of coping skills (Meichenbaum 1977, 1985).  More 

specifically, the SIT involves three phases: conceptual-educational phase, skills 

acquisition, consolidation, and rehearsal phase, and application and follow-through 

phase (Meichenbaum 1977, 1985, 1993, 2003, 2007).  One other important figure is 

Christine Padesky who developed strengths-based CBT (Corey, 2017). 

The therapeutic process of CBT is a structured and systematic approach to 

therapy by helping clients to identify target complaints on a problem, clarify the 

connection between thoughts, feelings and behaviours, and stress on how thoughts 

affect behaviours and feelings (Persons, 1989, 2008).  During the therapy, the BASIC 

I. D. framework from multimodal therapy which covers the seven major dimensions 

of a person’s functioning: behaviour, affect, sensation, images, cognitions, 

interpersonal relationships, and drugs/biology, can be used to provide a 

comprehensive assessment of clients’ issues (Lazarus, 1981).   

In terms of therapeutic relationship, while a warm and collaborative 

therapeutic relationship between the therapist and the client is helpful, the condition 

for successful therapy is the specific cognitive and behavioural interventions (Beck et 

al., 1979; Ellis, 2008).  However, in schema therapy, a specific form of CT, which 

focuses on early maladaptive schemas and the treatment of personality disorder such 
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as borderline personality disorder, positive therapeutic relationship is emphasised 

(Kellogg & Young, 2006, 2008; Young, 2002; Young & Klosko, 1994; Young, 

Klosko, & Weishaar, 2003).  Because of its popularity, effectiveness and efficacy, 

CBT, and especially CT, has become essentially a primary and premier contemporary 

approach to therapy (Tan, 2011).  In recent years, the CBT approach has extended to 

the third wave of behaviour therapy like mindfulness-based and acceptance-based 

therapies, such as dialectical behaviour therapy (DBT), mindfulness-based cognitive 

therapy (MBCT), and acceptance and commitment therapy (ACT) (Hayes et al., 2004; 

Hayes et al., 2006).       

Marital and Family Therapy. 

Finally, marital and family therapy (MFT) has been a dominant approach in 

counselling and psychotherapy.  It assumes that understanding and working with the 

family is pivotal in changing the individuals (Corey, 2017).  MFT has been referred to 

over twenty diverse therapeutic and counselling approaches to marital and family 

issues (Levant, 1984).  It has also been called in other terms, such as couple and 

family therapy (Lebow, 2008), systemic therapies (Prochaska & Norcross, 2010), 

family systems therapy (Corey, 2017), family therapy (Goldenberg & Goldenberg, 

2008; Goldenberg, Stanton, & Goldenberg, 2017), as well as marital therapies 

(Gurman, 2003) and family therapies (Kaslow, Dausch, & Celano, 2003).   

Key figures include Salvador Minuchin, the founder of the structural 

approach; Jay Douglas Haley and the Milan Groups, who founded the strategic 

approach; Murray Bowen, who developed family systems theory and 

transgenerational (multigenerational) family therapy; Virginia Satir, who developed 

conjoint family therapy; as well as Susan Johnson and Leslie Greenberg, who 

developed emotionally focused therapy for couples (Corey, 2017; Tan, 2011).  Other 
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important figures include Alfred Adler, Nathan Ackerman, Cloé Madanes, Carl 

Whittaker, Ivan Boszormenyi-Nagy, Steve de Shazer, Michael White, Neil Jacobsen, 

Andrew Christensen, John Gottman, and Alan Gurman (Tan, 2011).  In family 

therapy, the couple and the family are to be involved in helping individuals to change.   

The assumption of MFT is that it is crucial to understand and work with the 

interpersonal systems within which the individuals live and function so as to address 

and resolve individual problems as well as marital and family issues (Corey, 2017; 

Tan, 2011).  It generally takes a systemic view of human functioning where the focus 

is on the family as a unit and stresses the importance of interrelations between parts of 

a system that can result in circular causality (Goldenberg & Goldenberg, 2008).  

However, some of the major MFT approaches have more positive perspectives of 

human nature and the potential for change in families, whereas others have more 

pessimistic views on human nature and limited capacity for families to choose and 

make the necessary changes during the therapy (Corey, 2017; Tan, 2011). 

There are eight major approaches to marital and family therapy: object 

relations family therapy; experiential family therapy; transgenerational family 

therapy; structural family therapy; strategic family therapy; cognitive behaviour 

family therapy; social constructionist family therapy; and narrative therapy.  There 

approaches are briefly discussed here (Corey, 2017; Tan, 2011). 

The object relations family therapy is a psychodynamic family therapy 

developed by David Scharff and Jill Scharff (1987, 1991) which stresses that the basic 

need in life is to have a satisfying relationship with some “object” or another person.  

The aim is to help family members to understand how they internalised objects from 

their past and gain insight how these internalised objects are still affecting their 

current relationships and to change in constructive ways (Scharff & Scharff, 2008).   

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 123 

 

 

The experiential family therapy comprises the conjoint family therapy 

developed by Satir (1983), and the symbolic experiential family therapy developed by 

Whitaker (Whitaker, 1989; Whitaker & Bumberry, 1988; Whitaker & Keith, 1981).  

The emphasis is that family therapists are deeply connected with the disturbed 

families to help them to be honest about their real feelings and needs and empower 

them to choose to change in constructive ways (Tan, 2011).   

The transgenerational family therapy is also called multigenerational family 

therapy or Bowenian family therapy developed by Bowen (1978) who believed that 

family members are intricately connected to their family system.  Some of the key 

concepts in the transgenerational family therapy include fusion, differentiation of self, 

triangulation, and multigenerational transmission process (Yarhouse & Sells, 2008).  

Contextual family therapy as developed by Ivan Boszormenyi-Nagy has also been 

included in transgenerational family therapy although it emphasises more on the 

ethical component in family relationships (Boszormenyi-Nagy & Krasner, 1986; 

Boszormenyi-Nagy & Spark, 1984; Goldenberg & Goldenberg, 2008).   

Next, the structural family therapy developed by Minuchin (1974) focuses on 

the organisation of families and the rules that govern the interactions between family 

members, with emphasis on family rules, roles, alignments, and coalitions.  Strategic 

family therapy developed mainly by Haley (1963) is a pragmatic and problem-solving 

therapy which involves the use of creative strategies such as paradoxical techniques to 

reduce or remove undesirable behaviour in the family.   

A variation of strategic family therapy is called the systemic family therapy.  It 

has been developed with interviewing techniques such as circular questioning to 

empower families to explore their family belief system and make constructive 

changes and new choice (Selvini-Palazzoli, Boscolo, Cecchin, & Prata, 1978).   
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Cognitive behaviour family therapy is another approach to MFT which 

includes the behavioural and cognitive perspectives.  Behavioural perspective pays 

attention to using reinforcement contingencies to increase desirable behaviour and 

reduce unwanted behaviours in couples and families (Jacobson & Margolin, 1979).  

Cognitive perspective focuses on identifying and restructuring dysfunctional thoughts 

or irrational beliefs which affect feelings and behaviours (Baucom & Epstein, 1990; 

Baucom, Epstein, LaTaillade, & Kirby, 2008; Dattilio, 2009; Epstein & Baucom, 

2002; Epstein, Schlesinger, & Dryden, 1988).   

Social constructionist family therapy focuses on subjective perceptions of 

reality which differ from person to person or family to family.  This is dependent on 

significant diversity factors such as ethnicity, culture, gender, and sexual orientation 

(Goldenberg & Goldenberg, 2008).   

Lastly, narrative therapy focuses on the stories which the individuals and 

families tell or believe about themselves (Monk, Winslade, Crocket, & Epston, 1997; 

White, 2007; White & Epston, 1989; 1990).  It emphasises how a particular problem 

has impacted the family by using specific treatment like externalisation (Goldenberg 

& Goldenberg, 2008).       

The therapeutic process and relationship in MFT depend largely on the 

specific approach to MFT, where traditional approaches to MFT are more likely to 

focus on a warm and caring therapeutic relationship as well as specific therapeutic 

techniques, while postmodern approaches to MFT such as social constructionist 

family therapy emphasise the centrality of the therapeutic relationship that aims to 

empower family members to manage their family problems (Tan, 2011).  The process 

of MFT varies in terms of length of therapy (Tan, 2011).  There are four major 

movements in the process of therapy: forming a relationship, conducting an 
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assessment (using multiple lenses or perspectives), hypothesising and sharing 

meaning, and facilitating change (Corey, 2017).  Some of the major family therapy 

techniques often used by family therapists are reframing, therapeutic double binds, 

enactment, family sculpting, circular questioning, cognitive restructuring, miracle 

question, externalisation, boundary setting, and genogram (Goldenberg & 

Goldenberg, 2008; Parrott, 2003).  Reframing helps clients to see their problems in a 

more constructive or positive way.  Boundary setting refers to establishing firmer 

limits or lines of separation or building more flexible boundaries for deeper 

connection.  Family sculpting involves a couple or family members to physically 

place themselves in specific positions to reflect their family relationships (Tan, 2011).  

The survey of the nine major approaches to counselling and psychotherapy 

demonstrate that the field has a long history of growth and development which seeks 

to provide help for those who experience mental health problems.  Counselling and 

psychotherapy have found to be an effective means to help those with mental health 

issues to cope better and resolve problems in their lives (Corey, 2017)     

Western and Asian Approaches towards Counselling and Psychotherapy. 

However, traditional forms of counselling and psychotherapy are Western-

based and Eurocentric.  Counselling and psychological interventions are based on 

Western theories of personality and therapeutic change (D’Rozario & Romano, 2000).  

Western health beliefs value the mind-body dualism, human-nature dichotomy and 

individualism (Lee, 2002a).  They may not be appropriate and congruent with Asian 

cultural values and lifestyles.   There are cultural differences associated with the 

Western notion of counselling, which uses self-disclosure and the open expression of 

emotions, in contrast with Asian preferences for help seeking (Yeh, 2002).  In 

Western counselling, the focus is on changing the individuals rather than changing the 
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environment, and the emphasis is the uniqueness, independence and self-reliance of 

the individuals (Pedersen, 1987).  People’s attitudes and beliefs about mental illness 

have an important influence on their attitudes and beliefs about counselling and 

psychotherapy (Leong & Zachar, 1999).  If they believe that counselling and 

psychotherapy is helpful when they have a mental illness or experience psychological 

difficulties, they may be more forthcoming and proactive in seeking counselling when 

they have mental health problems.  

Furthermore, different cultures have different expectations of therapists.  One 

study that compared Chinese and American graduate students found that Chinese 

students prefer counsellors who are older and of the same race when they seek help 

for personal problems, whereas American clients were less concerned about the 

counsellor’s racial background and age (Mau & Jepsen, 1988).  This suggests that 

Chinese students perceived counsellors who were of same race and older to be more 

effective.  Accordingly, counsellors and psychologists are expected to be sensitive to 

and knowledgeable about their clients’ racial, ethnic and cultural background 

(Atkinson et al., 1993). 

In most Asian cultures, the family, not the individual, is the basic unit of 

society.  In contrast with Western countries such as the United States that emphasise 

individual consciousness, emotional independence and individual initiative, Asian 

cultures stress community consciousness, collective identity, emotional 

interdependence, group decision making, ascribed duties and obligations, reciprocity 

and the maintenance of social harmony (Hofstede, 1980, 1991).  Mental problems of a 

family member are regarded as a threat to the homeostasis of the family, and family 

members tend to deny the existence of such problems.  Very often in Asian cultures, 
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mental problems are somatised, and psychological disorders are believed by patients 

and their families as manifestations of underlying medical problems (Lin et al., 1982).   

In addition, Asians may encounter more difficulties than Westerners when 

sharing their personal issues freely that often involve mention of family members and 

friends, such as health, sexual, financial and emotional issues (Ow & Katz, 1999).  

Asian values are to honour the family name and maintain face.  Asians believe that 

articulating emotional and interpersonal problems may cause others to look upon 

them negatively, which will lead to a loss of face (Cheng, Leong, & Geist, 1993).  

However, an Asian client who values the restraint of strong emotions may be 

erroneously judged by culturally unaware therapists to be repressed, inhibited or 

assertive (Sue, 1994).  Mental health professionals are to develop culturally relevant 

helping strategies for Asian clients and focus on the development of counselling 

theories and practices indigenous to Asian culture (Sue, 1994).  This includes the 

integration and adaptation of Western therapies in the Asian context. 

In order for Singaporeans to be responsive to seeking help through counselling 

and psychotherapy, it is important for counsellors and psychologists to be able to 

identify and appreciate their clients’ beliefs and worldviews in order for the therapy to 

be effective and beneficial.  Accordingly, therapists who work with Singaporean 

clients must recognise the importance of family harmony in their lives.  While 

Western culture tends to emphasise individualism and independence, Asian cultures 

are more likely to stress collectivist values, such as attending to others, fitting well 

within the community, role relationships and interpersonal harmony (Sue, 1999).  

Despite serious family conflicts, these cultural values should still be seen to be 

operating on the individuals.  For example, therapists can help couples who are facing 

conflicts by reminding them the importance of achieving harmony and having respect 
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for each other.  Accordingly, counsellors and psychologists can bring up the subject 

of the client’s belief systems during the therapy sessions.  They should understand the 

explanatory belief models that clients use to understand the cause of their personal 

problems so as to be culturally relevant and therapeutically effective (Lee, 2006; Lee 

& Bishop, 2001; Mathew, 2009).  It is important to understand the belief systems of 

clients in mental health so as to design relevant mental health programmes and select 

counselling approaches relevant to the clients (Lee, 2002b).    

Other Asian clinicians and practitioners also propose that they focus on 

adapting Western models to local contexts (Hodges & Oeia, 2007; Yeo, 2006).  For 

example, studies have shown that cognitive behaviour therapy (CBT) can be adapted 

to Asians’ needs and issues.  CBT is a form of psychotherapy that is evidence-based, 

structured, problem-focused, present-focused and short term (Beck, 2011).  Many 

Asian Americans have found CBT helpful in their counselling sessions (Hong & 

Ham, 2001).  Chen and Davenport (2005) found that CBT is highly compatible with 

Chinese beliefs, values and cultural characteristics, and can be a viable model with a 

few modifications when working with Chinese clients. 

 The significance of the mental health needs in Singapore warrants a 

conceptual model that will underpin the development and delivery of mental health 

programmes and services.  This entails a robust and comprehensive theoretical 

framework to enhance and strengthen the current clinical and counselling practices so 

as to better appeal to the number of untreated cases of Singaporeans with mental 

health issues.         

A Conceptual Framework of Mental Health Belief Model   

In the present study, the research problem begins with the premise that a 

majority of Singaporeans are not seeking help for their mental health issues.  One 
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major reason is due to the individuals’ beliefs towards mental health (Chong et al., 

2012a, 2012e).   

This present study seeks to develop a new conceptual framework of Mental 

Health Belief Model (MHBM), modified and extended from the original HBM.  It 

integrates and incorporates two additional variables to the original HBM: (a) locus of 

control beliefs, and (b) cultural beliefs, for a more complete model to explain and 

predict professional psychological help-seeking attitudes.  Among the various models 

of health beliefs discussed, the Transtheoretical Model (TTM), the Theory of Planned 

Behaviour (TPB) and the Health Belief Model (HBM), the HBM appears to be the 

most applicable and relevant model to be built on to address the mental health 

concerns in the cultural context of Singapore.   

The focus of the TTM is that behaviour change is not a continuous process but 

occurs through a series of different stages.  The barriers that people encounter in 

changing their behaviour differ at different stages in the change.  Accordingly, the 

TTM suggest that interventions will be most effective when they are tailored to the 

individuals’ current stage of change.  However, a systematic review of the 

effectiveness of health behaviour interventions based on the TTM indicates that there 

is limited evidence for the effectiveness of stage-based interventions as a basis for 

behaviour change or for facilitating stage progression (Bridle et al., 2005).  It also 

does not adequately address an individual’s beliefs and perceptions towards health in 

general and mental health in particular.   

In TPB, while it provides insights that specific health-related behaviours are 

motivated by intentions or a decision to behave in a certain way, it does not 

sufficiently address other concerns such as the desire and need that individuals may 

face towards mental health problems (Ajzen, 2004).  Its relevance in predicting 
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mental health utilisation is also not well received (Henshaw & Freedman-Doan, 

2009).   

While the HBM has received strong empirical support in the domain of 

physical health, there is evidence that the HBM can be a useful model to address 

mental health issues and their related help-seeking behaviour (O’Connor et al., 2014).  

In their studies, O’Connor et al. (2014) found that perceived benefits of seeking help 

and perceived barriers to seeking help for mental health problems were direct 

predictors of help-seeking behaviour among young people.  The key findings revealed 

that those least likely to seek help perceived few benefits and perceived many barriers 

to seeking help, while a perceived susceptibility to mental health issues led to help-

seeking behaviour only when they either perceived benefits to such behaviour or were 

health-conscious to begin with (O’Connor et al., 2014).   

Furthermore, limited research on the HBM demonstrates that beliefs on mental 

health vary along the five core HBM dimensions, namely, perceived susceptibility, 

perceived severity, perceived benefits, perceived barriers and health motivation 

(Henshaw & Freedman-Doan, 2009; Saleeby, 2000).  Research shows that HBM 

components such as perceived benefits and perceived barriers are strong predictors of 

help-seeking behaviours for mental health problems in some populations (Gonzalez et 

al., 2005).  As there is a lack of research in mental health help seeking guided by 

existing theoretical models and frameworks (O’Connor et al., 2014), the HBM could 

be a valid, albeit inadequate, model to be expanded to encompass and examine the 

relationship between beliefs in mental health and help-seeking attitudes.   

In addition, Henshaw and Freedman-Doan (2009) suggest that the HBM 

provides a structure for developing and evaluating programmes designed to increase 

mental health awareness and appropriate utilisation.  A vast amount of existing 
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literature has been conceptualised as dimensions of severity, benefits and barriers to 

indicate that the HBM can be a useful framework for guiding research in the areas of 

mental health beliefs and help-seeking attitudes (Henshaw & Freedman-Doan, 2009).   

For example, research on the cultural differences in barriers to treatment, 

benefits of treatment, beliefs about symptom causes, changing perceptions of mental 

health stigma and the cultural mistrust or a perceived cultural insensitivity of mental 

health professionals as a barrier to effective treatment can provide a platform for 

using the HBM as a conceptual model to examine mental health utilisation for 

different populations (Henshaw & Freedman-Doan, 2009).  This will be relevant and 

applicable in the Singaporean context where there are different races and different 

cultures with mental health needs.   

In Singapore, there were a few studies relating to physical health based on the 

HBM.  These included the use of facemasks to prevent respiratory infection (Sim, 

Moey, & Tan, 2014), gender differences in predictors of colorectal cancer screening 

uptake (Wong et al., 2013), and predicting compliance in screening patients with 

chronic hepatitis B (Wai et al., 2005).  To date, there is no study on mental health 

based on the HBM in the Singaporean context.  

However, the HBM can be further expanded to integrate and incorporate 

additional essential variables to adequately explain and predict help-seeking attitudes 

for mental health issues.  The proposed conceptual model, Mental Health Belief 

Model (MHBM), seeks to achieve that.  The HBM originally conceptualised four 

components: perceived susceptibility, perceived severity, perceived benefits and 

perceived barriers.  Later, various researchers included three additional elements: cues 

to action, health motivation and self-efficacy.  In this present study, five components 

of health beliefs will be included: perceived susceptibility; perceived severity; 
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perceived benefits and perceived barriers; and health motivation.  Cues to action is 

considered as an external variable that influences specific health actions while self-

efficacy plays a less direct role in the prediction of health behaviour (Rosenstock, 

1990).  Also, it is to avoid confusion between the concepts of self-efficacy and the 

locus of control.  The locus of control is a generalised construct that covers a variety 

of situations, while self-efficacy is specific to task and situation (Bandura, 1984; Gist, 

1987; Gist & Mitchell, 1992).  Accordingly, individuals may demonstrate a strong 

internal locus of control in general but may have low self-efficacy with regard to 

certain specific tasks (Bandura 1977a).  The locus of control belief is selected as an 

independent variable in the present study as it is more applicable in its association 

with general professional psychological help-seeking attitudes, rather than specific 

help-seeking situations.  Cultural belief is another independent variable in the 

proposed MHBM that influences help-seeking attitudes. 

To sum up, the proposed Mental Health Belief Model (MHBM) seeks to 

explain and predict the relationship between health beliefs in mental health, including 

locus of control beliefs and cultural beliefs, as well as professional psychological 

help-seeking attitudes in Singapore.  It attempts to provide an integrated conceptual 

model to identify and understand the beliefs of Singaporeans towards mental health, 

so as to encourage and motivate them to seek counselling and psychotherapy when 

they experience mental health issues.  Specifically, it seeks to increase the perceptions 

of individual susceptibility to mental health conditions and the severity of symptoms, 

to decrease the physical or psychological barriers to counselling and psychotherapy, 

and to increase the perceived benefits of receiving counselling and psychotherapy in 

the Asian context in general, and in the Singaporean context in particular.        
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Table 2 

Rationale for Present Research Topic 

 Topics Key Points 

 

1 Research 

Problem 

A majority of Singaporeans are not seeking professional 

help for mental health issues 

 

2 Research Topic Examine beliefs of Singaporeans towards mental health 

and its influence on professional psychological help-

seeking attitudes  

 

3 Research Purpose Conceptualise a theoretical framework to demonstrate 

relationship between mental health beliefs and help-

seeking attitudes  

 

4 Proposed 

Conceptual 

Framework: 

MHBM 

Develop and extend from the health beliefs in HBM: 

(1) perceived susceptibility 

(2) perceived severity 

(3) perceived benefits 

(4) perceived barriers 

(5) health motivation 

 

HBM is preferred to TTM and TPB because it:  

(1) presents a more useful model to address mental health 

issues and help-seeking behaviour, and 

(2) provides a structure for developing and evaluating 

programmes designed to increase mental health 

awareness and appropriate utilisation 

 

Proposed MHBM integrates and incorporates two 

additional independent variables which influence 

professional psychological help-seeking attitudes: 

(1) Locus of control beliefs: Primary control belief and 

Secondary control belief  

(2) Cultural beliefs: Asian cultural belief and Western 

cultural belief 

 

5 Implications for 

Counselling and 

Psychotherapy 

(1) increase perceptions of individual susceptibility to 

mental health conditions and severity of symptoms, 

(2) decrease physical or psychological barriers to 

counselling and psychotherapy, and 

(3) increase perceived benefits of receiving counselling 

and psychotherapy in the Asian and Singapore context 
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CHAPTER III 

METHOD 

In this section, an overview of the methodological approach underpinning the 

research study and a justification of the approach and methods will be presented.  The 

details for the selection of participants, procedures for measuring the variables, 

instruments, data collection and data analysis will be explained and discussed. 

A quantitative cross-sectional survey was used in this study.  This study 

examined the health beliefs and help-seeking attitudes among Singaporeans for 

mental health issues.  Information on the respondents’ health beliefs and help-seeking 

attitudes was collated and analysed based on the data collected. 

Prior to the implementation of the research study, a pilot study was conducted.  

A convenience sample consisted of 40 adults participated in the survey.  Twenty-five 

per cent of the sample were males, 75% were females.  Seventy-five per cent of 

participants were single, 25% were married.  Participation in the study was voluntary 

and all questionnaires were completed anonymously.  Data analyses of the pilot study 

showed that the results were valid and reliable and that the survey can proceed (see 

Appendix G).  

In this present study, the data was scored and analysed using the Statistical 

Package for Social Sciences, IBM SPSS Statistics, Version 23.0 (IBM Corp, released 

2014).  Descriptive statistics, correlation, multiple regression and factor analysis were 

performed to analyse the data.  Advanced statistical analyses such as confirmatory 

factor analysis (CFA) and structural equation modelling (SEM) are analysed on IBM 

SPSS AMOS (analysis of moment structures) statistical software, which is an added 

SPSS module.  An alpha level of .05 was used for all statistical analyses.  
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Participants 

A convenience sampling design was used to invite respondents to participate 

in the study.  Information sheets about the purpose of the survey was attached to the 

questionnaires.  Participants were provided an information sheet that informed them 

of who to contact should they feel distressed in any way by the research study. 

Approximately 10 to 15 minutes was needed to complete the questionnaire. 

One of the widely and extensively used formulas to calculate sample size is 

the one by Cohen (Kim & Seo, 2013).  The sample size was determined based on the 

formula (Cohen, 2013): 

n = 2 (δ / d)2 

To assume a power of .80 at alpha level α = .05, two tailed, the expected t 

value δ = 2.8 and effect size Cohen’s d = .20, the sample size based on the formula is 

(Cohen, 2013): 

n = 2 (δ / d)2 = 2 (2.8 / 0.2)2 = (2) (14)2 = (2) (196) = 392 

This calculation shows that nearly 400 participants are needed in order to have 

a good chance (.80) of obtaining significant results when the effect size is only .20 

(Cohen, 2013).  In this present study, the goal was to invite at least 400 respondents to 

participate in the questionnaire. 

Procedure 

The participants were informed that the purpose of the study was to investigate 

their beliefs about mental health issues and attitudes towards seeking help.  Each 

participant was provided with a questionnaire, which included an information sheet, 

the instruments and a demographic data sheet. 

The distribution of questionnaires was through colleagues and friends.  At the 

first level, the researcher administered the surveys to friends and colleagues who gave 
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consent to participate in the survey.  The respondents included senior commanders 

and officers who were attending courses at a Military Institute.  As the majority of 

senior commanders and officers were males, the bulk of the data collected was from 

the men.  Information sheets regarding the purpose and objectives of the survey and 

informed consent forms were given to the participants.  At the second level, these 

friends and colleagues helped to administer the surveys to other friends and 

colleagues.  Similarly, information sheets and informed consent forms were 

distributed to the participants.  A set of instructions were provided to those who 

helped to administer the survey so as to ensure that participants’ needs and queries 

were addressed.  No participants reported problems understanding the questions stated 

in English. 

The goal was to get as many people to participate in the survey as possible.  

However, the convenience sampling indicated that the subjects were selected because 

of their convenient accessibility and proximity to the researcher.  It also showed that 

participation in the survey was voluntary.  Hence, there was limitation to the 

representation of the sample to Singaporean population.  While the gender and age 

distributions were not representative of Singaporean population, the issue was 

overcome by a larger sample size.  The law of large numbers states that the larger the 

sample size, the more probable it is that the sample mean is close to the population 

mean, meaning that a large sample should be more accurate than a small sample in 

representing its population (Gravetter & Wallnau, 2017).  In addition, the proposed 

sample size was adequate to justify the results based on Cohen’s formula (Cohen, 

2013).      
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Materials 

The research design was a quantitative cross-sectional design using a paper 

questionnaire.  The research design allowed for a more direct and convenient collation 

of information and data, as well as a larger sample size across various groups of 

Singaporeans. 

Each questionnaire contained a number of validated scales and demographic 

questions.  Four original validated instruments were used (see Table 3).  The sections 

comprised questions related to beliefs in mental health and help-seeking attitudes.  In 

the last section, respondents were asked to provide details of their gender, age, race, 

religions, marital status, education level and citizenship. 

A codebook for the survey was produced to show in detail all the items in the 

four original scales, items in the subscales, the range of scores, items which were 

reversed for scoring, and the interpretation of scores (see the codebook in Appendix 

F).  SPSS variable names and coding instructions were also provided in the codebook. 
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Table 3 

Details of Measures 

Scale Reference 

Health Beliefs about 

Mental Illness Scale 

(HBMI) 

(27 items) 

 

Saleeby, J. R. (2000). Health beliefs about mental 

illness: An instrument development study. 

American Journal of Health Behavior, 24(2), 

83-95. 

 

Primary and Secondary 

Control Scale (PSCS) 

(37 items) 

 

 

Chang, W. C., Chua, W. L., & Toh, Y. (1997). The 

concept of psychological control in the Asian 

context.  In K. Leung, U. Kim, S. 

Yamaguchi, & Y. Kashima (Eds.), Progress 

in Asian Social Psychology (Vol. 1) (pp. 95-

117). Singapore: John Wiley & Sons. 

 

Beliefs Toward Mental 

Illness Scale (BTMI) 

(21 items) 

 

Hirai, M., Vernon, L., & Clum, G. (2016). Factor 

structure and administration measurement 

invariance of the Beliefs toward Mental 

Illness Scale in Latino college samples: 

Paper-pencil vs. internet administrations. 

Assessment, 1-10. 

 

Attitudes Toward 

Seeking Professional 

Psychological Help 

Scale (ATSPPH) 

(29 items) 

 

Fischer, E. H., & Turner, J. L. (1970). Orientations 

to seeking professional help: Developmental 

and research utility of an attitude scale. 

Journal of Consulting and Clinical 

Psychology, 35(1), 79-90. 

 

 

Measure of Health Beliefs. 

The Health Beliefs about Mental Illness (HBMI) scale (Saleeby, 2000) was 

used to measure individuals’ beliefs about mental health.  It was based on the Health 

Belief Model, which was developed to measure health beliefs about mental illness.  It 

measures five core HBM constructs in the context of mental health (see Appendix A).  

According to Saleeby (2000), the Health Beliefs about Mental Illness (HBMI) scale 

has good internal consistency, with a Cronbach’s alpha coefficient reported with a 

value of .86.  There were no reports of Cronbach’s alpha coefficient on the subscales.   
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Scales were designed to assess individuals’ health beliefs in five areas: 

perceived susceptibility (of developing a mental health illness); perceived severity 

(negative impact of developing a mental illness); perceived benefits (of addressing 

potential mental health problems); perceived barriers (to performing preventative 

behaviours); and health motivation (Saleeby, 2000).  Participants indicated their level 

of agreement with items on a 5-point Likert-type scale ranging from ‘Strongly 

Disagree’ (1) to ‘Strongly Agree’ (5).  The scale consisted of a total of 27 items.  

Scores could range from 27 to 135, where the higher the scores, the greater the 

attributes.  However, items in the perceived barriers were recoded for scoring as 

higher scores for these items indicated lower scores for health beliefs about mental 

health (see Appendix F). 

 

Table 4 

MHBM’s Perceived Susceptibility 

Perceived Susceptibility 

6. It is extremely likely that I will have emotional or nervous problems in the 

future. 

 

8. My chances of having emotional or nervous problems are great. 

 

9. I am more likely than the average person to have emotional or nervous 

problems. 

 

10. There is a good possibility that I will develop emotional or nervous 

problems in the next ten years. 

 

11. I feel I will develop emotional or nervous problems in the future. 

 

 

The items in the Perceived Susceptibility are 6, 8, 9, 10 and 11 (see Table 4). 
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Table 5 

MHBM’s Perceived Severity 

Perceived Severity 

12. Emotional or nervous problems would threaten my relationship with family 

or friends. 

 

13. Difficulties I would experience with emotional or nervous problems would 

last a long time. 

 

14. Thinking about emotional or nervous problems makes me nervous. 

 

15. The thought of having emotional or nervous problems scares me. 

 

16. If I had emotional or nervous problems, my whole life would change. 

 

17. I am afraid to think about emotional or nervous problems. 

 

19. If I developed emotional or nervous problems, I would not live as long as 

the average person. 

 

 

The items in the Perceived Severity are 12, 13, 14, 15, 16, 17 and 19 (see 

Table 5). 
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Table 6 

MHBM’s Perceived Benefits 

Perceived Benefits 

18. Getting help for emotional or nervous problems would prevent major 

problems with family and friends. 

 

22.       Getting help for emotional or nervous problems would increase my ability 

to function at home and at work. 

 

24.       Getting help for emotional or nervous problems would make me feel better 

about myself. 

 

26.       A burden would be lifted off me if I were to get help for emotional or 

nervous problems. 

 

 

The items in the Perceived Benefits are 18, 22, 24 and 26 (see Table 6). 

 

Table 7 

MHBM’s Perceived Barriers 

Perceived Barriers 

20. Getting help for emotional or nervous problems is embarrassing. 

 

21. Getting help for emotional or nervous problems would cost too much 

money. 

 

23. Getting help for emotional or nervous problems would take too much time. 

 

25.       Health professionals would not understand someone like me if I went to 

them for emotional or nervous problems. 

 

27.       People would think differently about me if I were to get help for emotional 

or nervous problems. 

 

 

The items in the Perceived Barriers are 20, 21, 23, 25 and 27 (see Table 7). 
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Table 8 

MHBM’s Health Motivation 

Health Motivation 

1. I feel it is important to carry out activities which improve my emotional 

health. 

 

2. I feel it is important to have regular health check-ups even when I am not 

sick. 

 

3. I eat well-balanced meals. 

 

4. Maintaining good emotional health is extremely important to me. 

 

5. I want to recognise my emotional problems early. 

 

7. I search for new information to improve my emotional health. 

 

 

The items in the Health Motivation are 1, 2, 3, 4, 5 and 7 (see Table 8). 

 

Internal consistency, reliability analysis, test-retest correlations and factor 

analysis supported the reliability and validity of the instrument (Saleeby, 2000).  As 

there is no other existing instrument that adequately measures the HBM constructs in 

relation to mental illness, the Health Beliefs about Mental Illness (HBMI) scale was 

used in the present study (O’Connor et al., 2014; Saleeby, 2000).  

Measure of Primary and Secondary Control Beliefs. 

One popular instrument to measure the locus of control is the Rotter’s (1966) 

Internal-External scale.  It is generally used to assess any form of locus of control but 

may not be an appropriate measurement tool for the locus of control in a specific context 

(Ang & Chang, 1999; Camp & Ganong, 1997; Lefcourt, Baeyer, Ware, & Cox, 1979; 

Mirels, 1970).  The scale’s coverage does not comprehensively include all types of 

scenarios. 
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There are other scales which measure the locus of control in the areas of 

physical health and mental health.  The Health Locus of Control scale was designed to 

measure the locus of control beliefs in the areas of physical health (Wallston et al., 

1976).  The Mental Health Locus of Control (MHLC) scale was developed specifically 

to measure locus of control beliefs in the area of mental health (Hill & Bale, 1980).  It 

is an area-specific measure of locus of control expectancies designed to predict mental 

health-related behaviours, specifically those occurring in treatment conditions (Hill & 

Bale, 1980). 

However, as the MHLC scale is based on the internal and external locus of 

control orientation, the Primary-Secondary Control Scale (PSCS) developed by Chang 

et al. (1997) was used.  The PSCS is more appropriate to measure individuals’ locus 

of control beliefs since primary and secondary control beliefs are more congruent in 

the Asian context (Chang et al., 1997). 

The conceptualisation of the PSCS aims to distinguish between primary and 

secondary control beliefs.  The empirical validation of the instrument was tested by 

analysing its function involving two samples: students from a Chinese junior college 

in dealing with academic failure; and Chinese elderly in general health conditions 

(Chang et al., 1997). 

In the study by Chang et al. (1997), Cronbach’s alphas for the PSCS were .73 

(secondary control) and .84 (primary control).  The Cronbach alpha values were high 

for cognitive (α = .84) and affective (α = .82) subscales, suggesting that each subscale 

is measuring a unitary concept (Chang et al., 1997).  However, the alpha value of the 

religious subscale was moderate (α = .66) and that of the behavioural subscale was 

low (α = .31), which indicate that while the two concepts appear to fit into the general 
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construct of secondary control, they may not be coherent or independent (Chang et al., 

1997). 

Participants rate the 37 items in PSCS using a 5-point Likert scale from 1 

(Strongly Disagree) to 5 (Strongly Agree).  The PSCS consists of 17 items for the 

primary control subscale, and 20 items for the secondary control subscale (see 

Appendix B).  In the PSCS, participants who agree to the items will obtain higher 

scores, indicating the specific higher locus of control beliefs, primary control belief or 

secondary control belief.   

The primary control scale measures the degree to which individuals attempt to 

exert direct intervention or control over the circumstances (see Table 9).  The items in 

the primary control scale are 3, 5, 8, 9, 11, 15, 17, 20, 22, 23, 26, 28, 30, 33, 34, 36 

and 37. 
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Table 9 

MHBM’s Primary Control Belief 

Primary control belief 

3. I try to come up with a plan of action to alter the situation. 

 

5.         I talk to someone who can advise me on something concrete about how to 

deal with the event. 

 

8.         I pray for divine intervention. 

 

9.         I think hard about how to change the situation to suit myself. 

 

11.       I talk to somebody who has the power to change the situation. 

 

15.       I find out the cause in order to deal directly with the problem. 

 

17.       I seek help from somebody who has the authority to bring about a change to 

the situation. 

 

20.       I pray to some spiritual/powerful being for power and wisdom to do 

something to the situation. 

 

22.       I concentrate my efforts on doing something about it. 

 

23.       I take extra effort to try to change the situation. 

 

26.       I make an effort to find ways of changing the situation. 

 

28.       I try to influence somebody who has the power to change the situation to 

help me. 

 

30.       I put aside other activities so as to concentrate on changing this situation. 

 

33.       I find out more about the situation in order to increase the possibility of 

changing it. 

 

34.       I work hard at it in order to change the situation. 

 

36.       I find out more about the situation so as to enhance my ability to alter it. 

 

37.       I read up on how I can do something concrete about the situation. 
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The secondary control scale measures how individuals seek to change some 

aspects of their cognition, affect and behaviour to cope with the stressor.  There are four 

subscales: cognitive, affective, behavioural and religious.  The items in the secondary 

control scale are 1, 2, 4, 6, 7, 10, 12, 13, 14, 16, 18, 19, 21, 24, 25, 27, 29, 31, 32 and 

35. 

 

Table 10 

MHBM’s Secondary Control Belief - Cognitive 

Secondary Control Belief – Cognitive 

1.         I look for something good in what has happened. 

 

2.         I regard the event as an opportunity for me to learn more. 

 

4.         I interpret the event as a chance to build up my resolve. 

 

6.         I Interpret the event as an opening for increasing my ability to overcome 

greater problems in the future. 

 

7.         I try to see it in a different light, to make it seem more positive. 

 

25.       I interpret the event as a learning experience because not everyone gets to 

experience it. 

   

31.       I interpret the event as an opportunity for me to grow as a person. 

 

35.       I interpret the event as part of the process of learning more about myself. 

 

 

Items in the cognitive subscale are 1, 2, 4, 6, 7, 25, 31 and 35 (see Table 10).   
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Table 11 

MHBM’s Secondary Control Belief - Affective 

Secondary Control Belief – Affective 

10.       I accept whatever that has already happened. 

 

12.       I accept that the event cannot be changed. 

 

13.       I tell myself that though I cannot change the situation, I can still control the 

impact has on me. 

 

14.       I find that what has happened has already happened … no point brooding 

over it. 

 

16.       I find it best to accept the reality of the fact that it has happened. 

 

18.       I find it pointless to try to change the situation. 

 

27.       I find that worrying about the event cannot take me anywhere. What has 

happened has happened. 

 

 

Items in the affective subscale are 10, 12, 13, 14, 16, 18 and 27 (see Table 11). 

 

Table 12 

MHBM’s Secondary Control Belief - Behavioural 

Secondary Control Belief – Behavioural 

19.      I try to alter my expectations so as to avoid future disappointment. 

24.      I talk to my friends to feel comforted. 

32.      I try to change myself to fit into the situation. 

 

Items in the behavioural subscale are 19, 24 and 32 (see Table 12).  
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Table 13 

MHBM’s Secondary Control Belief - Religious 

Secondary Control Belief – Religious 

21.      I pray to some spiritual/powerful being to feel comforted. 

29.      I try to find comfort in my religion. 

 

Finally, items in the religious subscale are 21 and 29 (see Table 13). 

  

While the locus of control belief is considered as one independent variable 

with two levels, primary control belief and secondary belief, both of them will be 

regarded as two independent variables in the data analyses, for ease of computation.  

Measure of Cultural Beliefs in Mental Health. 

The Beliefs Towards Mental Illness scale (BTMI) was developed to measure 

cross-cultural differences in beliefs towards mental illness, as well as to predict 

treatment-seeking behaviour among different cultural groups (Hirai & Clum, 2000; 

Hirai, Vernon, & Clum, 2016).  The revised scale by the authors based on their earlier 

scale is a 21-item self-report that assesses negative beliefs towards psychological 

disorders (see Appendix C).  A series of factor analyses examining construct validity 

for the BTMI showed that it has four dimensions: dangerousness/harm, social 

dysfunction, incurability and embarrassment. 

In the Beliefs Toward Mental Illness (BTMI) scale, Cronbach’s alphas were 

high for the dangerousness/harm, social dysfunction and incurability factors, which 

were above .80, and for the embarrassment factor, which was above .70 (Hirai et al., 

2016).  These suggest that BTMI scale is a reliable measure for assessing negative 

beliefs towards psychological disorders.   
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Table 14 

MHBM’s Dangerousness/Harm  

Dangerousness/Harm 

1.         A mentally ill person is more likely to harm others than a normal person. 

 

3.         It may be a good idea to stay away from people who have psychological 

disorders because their behaviour is dangerous. 

 

6.         Mentally ill people are more likely to be criminals than non-mentally ill 

people. 

 

13.       I am afraid of people who are suffering from psychological disorders 

because they may harm me. 

 

 

Items in the dangerousness/harm subscale are 1, 3, 6 and 13 (see Table 14). 

 

Table 15 

MHBM’s Social Dysfunction 

Social Dysfunction 

 

5.         A person with a psychological disorder should have a job with minor 

responsibilities. 

 

11.       It might be difficult for mentally ill people to follow social rules such as 

being punctual or keeping promises. 

 

14.       A person with a psychological disorder is less likely to function well as a 

parent. 

 

17.       Mentally ill people are unlikely to be able to live by themselves because 

they are unable to assume responsibilities. 

 

18.       Most people would not knowingly be friends with a mentally ill person. 

 

19.       The behaviour of people who have psychological disorders is unpredictable. 

 

21.       I would not trust the work of a mentally ill person assigned to my work 

team. 
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Items in the social dysfunction subscale are 5, 11, 14, 17, 18, 19 and 21 (see 

Table 15). 

 

Table 16 

MHBM’s Incurability 

Incurability 

2.         Mental disorders would require a much longer period of time to be cured 

than would other general diseases. 

  

7.         Psychological disorders are recurrent. 

 

9.         Individuals diagnosed as mentally ill will suffer from its symptoms 

throughout their life. 

 

10.       People who have once received psychological treatment are likely to need 

further treatment in the future. 

 

16.       I do not believe that psychological disorders are ever completely cured. 

 

20.       Psychological disorders are unlikely to be cured regardless of treatment. 

 

 

Items in the incurability subscale are 2, 7, 9, 10, 16 and 20 (see Table 16). 
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Table 17 

MHBM’s Embarrassment 

Embarrassment 

4.         The term “psychological disorder” makes me feel embarrassed. 

 

8.         I am afraid of what my boss, friends and others would think if I were 

diagnosed as having a psychological disorder. 

 

12.       I would be embarrassed if people knew that I dated a person who once 

received psychological treatment. 

 

15.       I would be embarrassed if a person in my family became mentally ill. 

 

 

Items in the embarrassment subscale are 4, 8, 12 and 15 (see Table 17). 

 

The instrument seeks to measure the cultural beliefs and influences that Asians 

are more likely than Westerners to demonstrate negative beliefs about mental illness.  

It reveals that cultural and religious values and beliefs influence individuals’ beliefs 

towards psychological disorders (Hirai et al., 2016).  The negative beliefs are 

mentally ill individuals are dangerous, they have poor social and interpersonal skills, 

mental illness is incurable, and it is embarrassing to have a mental illness.  Items are 

rated on a 6-point Likert scale ranging from ‘Completely Disagree’ (0) to ‘Completely 

Agree’ (5), with higher scores reflecting more negative beliefs.   

 Another instrument on cultural beliefs in mental health, the Mental Distress 

Explanatory Model Questionnaire (MDEMQ), was developed by Eisenbruch (1990).  

It was designed to explore how people from different cultures explain the causes of 

mental distress.  The MDEMQ was constructed to include a range of personalistic, 

naturalistic, internalising and externalising items.  It is based on Kleinman’s 

explanatory model to organise illness and health within socio-cultural contexts 
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(Kleinman, 1980a, 1980b). It is used to explain how people perceive their illness in 

terms of how it happens, what causes it, how it affects them and what will make them 

feel better. 

The BTMI is preferred, as it measures different aspects of cultural beliefs 

towards mental illness including dangerousness/harm, social dysfunction, incurability 

and embarrassment, which is more comprehensive and holistic than the MDEMQ 

which mainly focuses on the causes of mental distress. 

Measure of Help-seeking Attitudes. 

Fischer and Turner (1970) developed the Attitudes Toward Seeking 

Professional Psychological Help (ATSPPH) scale.  This scale was used to measure 

participants’ professional psychological help-seeking attitudes in the present study.  

The scale consists of 29 items concerning help-seeking attitudes for psychological 

issues (see Appendix D). The 29-item Likert scale has four subscales.  The first is 

need, covering the recognition of a personal need for professional psychological help.  

The second is stigma, covering the tolerance of stigma associated with seeking 

professional psychological help.  The third is openness, covering the interpersonal 

openness regarding one’s problem.  The fourth is confidence, covering confidence in 

the ability of a mental health professional to be of assistance.  The ATSPPH has good 

internal consistency, with a Cronbach’s alpha coefficient reported of .86 (Fischer & 

Turner, 1970).  There were no reports for Cronbach’s alpha coefficient on the 

subscales. 

There are 11 items that are positively stated: 2, 5, 7, 11, 12, 16, 18, 23, 25, 27 

and 28.  There are 18 items that are negatively stated: 1, 3, 4, 6, 8, 9, 10, 13, 14, 15, 

17, 19, 20, 21, 22, 24, 26 and 29.  In the data analysis, the negative items will be 

reversed for scoring.  
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Table 18 

MHBM’s Need 

Need 

4.         A person with strong character can get over mental conflicts by himself, and 

would have little need of a psychiatrist. 

 

5.         There are a few times when I have felt completely lost and would have 

welcomed professional advice for a personal or emotional problem. 

 

6.         Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me. 

 

9.         Emotional difficulties, like many things, tend to work out by themselves. 

 

18.       I would want to get psychiatric attention if I was worried or upset for a long 

period of time. 

 

24.      There is something admirable in the attitude of a person willing to cope with 

his conflicts and fears without resorting to professional help. 

 

25.       At some future time I might want to have psychological counselling. 

 

26.       A person should work out his own problems; getting psychological 

counselling would be a last resort. 

 

 

Items in the need subscale are 4, 5, 6, 9, 18, 24, 25 and 26 (see Table 18). 
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Table 19 

MHBM’s Stigma 

Stigma 

3.         I would feel uneasy going to a psychiatrist because of what some people 

might think. 

 

14.       Having been a psychiatric patient is a blot on a person’s life. 

 

20.       Having been mentally ill carries with it a burden of shame. 

 

27.       Had I received treatment in a mental hospital, I would not feel that it had to 

be “covered up.” 

 

28.       If I thought I needed psychiatric help, I would get it no matter who knew 

about it. 

 

 

Items in the stigma subscale are 3, 14, 20, 27 and 28 (see Table 19). 

 

  

 

  

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 155 

 

 

Table 20 

MHBM’s Openness 

Openness 

7.         I would willingly confide intimate matters to an appropriate person if I 

thought it might help me or a member of my family. 

 

10.       There are certain problems that should not be discussed outside one’s 

immediate family. 

 

13.       Keeping one’s mind on a job is a good solution for avoiding personal 

worries and concerns. 

 

17.       I resent a person, professionally trained or not, who wants to know about my 

personal difficulties. 

 

21.       There are experiences in my life I would not discuss with anyone. 

 

22.       It is probably best not to know everything about oneself. 

 

29.       It is difficult to talk about personal affairs with highly educated people such 

as doctors, teachers and clergymen. 

 

 

Items in the openness subscale are 7, 10, 13, 17, 21, 22 and 29 (see Table 20). 
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Table 21 

MHBM’s Confidence 

Confidence 

1.         Although there are clinics for people with mental troubles, I would not have 

much faith in them. 

 

2.         If a good friend asked my advice about a mental health problem, I might 

recommend that he see a psychiatrist. 

 

8.         I would rather live with certain mental conflicts than go through the ordeal 

of getting psychiatric treatment. 

 

11.       A person with a serious emotional disturbance would probably feel most 

secure in a good mental hospital. 

 

12.       If I believed I was having a mental breakdown, my first inclination would 

be to get professional attention. 

 

15.       I would rather be advised by a close friend than by a psychologist, even for 

an emotional problem. 

 

16.       A person with an emotional problem is not likely to solve it alone; he or she 

is likely to solve it with professional help. 

 

19.      The idea of talking about problems with a psychologist strikes me as a poor 

way to get rid of emotional conflicts. 

 

23.       If I were experiencing a serious emotional crisis at any point in my life, I 

would be confident that I could find relief in psychotherapy. 

 

   

Items in the confidence subscale are 1, 2, 8, 11, 12, 15, 16, 19 and 23 (see 

Table 21). 

 

Respondents rate their level of agreement or disagreement on a 4-point scale, 

ranging from Strongly Disagree (0) to Strongly Agree (3), with higher scores 

reflecting more positive attitudes towards seeking professional psychological help.  In 

the scale, 11 items are positively stated and 18 items are negatively stated.  All the 
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negative items were recorded for scoring (see the codebook in Appendix F).  The 

scores for the four scales were generated by calculating the total number of points 

given for all items in each of the scales.  A high total score on the scale indicates a 

positive attitude towards seeking professional help for psychological problems. 

Acceptable reliability and validity estimates have been obtained from several studies 

(Fischer & Cohen, 1972; Fischer & Turner, 1970).  Adequate construct validity and a 

test-retest reliability coefficient of .83 have been reported (Fischer & Turner, 1970). 

Another possible instrument on help-seeking attitudes is the Willingness to 

Seek Help Questionnaire (WSHQ).  The WSHQ (Cohen, 1999) is a 25-item self-

report questionnaire that examines one’s openness to seek professional psychological 

help.  The instrument is based on a theoretical view of help seeking, where the 

willingness of an individual to seek help is dependent on three elements: a recognition 

of a need for outside assistance, a readiness for self-disclosure and a willingness to 

relinquish at least some degree of control to an expert helper (Segal, Coolidge, 

Mincic, & O’Riley, 2005).  The scale demonstrates evidence of internal reliability 

(Cohen, 1999), which is Cronbach’s alpha of .85 (Cohen, 1999).  

The ATSPPH is preferred as it covers more dimensions of help-seeking 

attitudes for the present study.  It includes personality, interpersonal, and social 

components which can influence individuals’ decision to seek professional 

psychological help (Fischer & Turner, 1970).  Although ATSPPH was developed 

based on American participants, it has been used extensively across various 

populations, and acceptable Cronbach alphas have been reported.  These include 

studies on attitudes towards seeking professional help among Taiwanese students 

(Yeh, 2002); Singaporean student trainee teachers (Ang et al., 2004); Japanese-

Americans (Atkinson & Gim, 1989); Chinese-American students (Tata & Leong, 
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1994); and Asian international students in a United States’ university campus (Zhang 

& Dixon, 2003).  Besides, the component of control mentioned in the WSHQ is tested 

under the PSCS. 

Demographic information. 

The last section is a demographic data sheet that asks for an individual’s 

personal information such as gender, age, race, religion, marital status, education level 

and citizenship (see Appendix E).  In total, there are 121 items in the questionnaire. 

This study has been approved by the Nanyang Technological University 

Institutional Review Board (NTU IRB) (approval number IRB-2016-11-006) (see 

Appendix G).   

Summary 

In summary, the MHBM scale consists of three independent variables: 

individuals’ health beliefs, the locus of control beliefs (primary and secondary control 

beliefs), cultural beliefs (Asian and Western cultural beliefs); and one dependent 

variable: help-seeking attitudes (see Table 22).  There are five components in the 

Health Beliefs about Mental Illness (HBMI) Scale: perceived susceptibility, perceived 

severity, perceived benefits, perceived barriers and health motivation.  Two 

components in the Primary-Secondary Control Scale (PSCS) are: primary control 

belief and secondary control belief.  Four dimensions in Beliefs Towards Mental 

Illness scale (BTMI) are: dangerousness/harm, social dysfunction, incurability and 

embarrassment.  Finally, there are four subscales in the Attitudes Toward Seeking 

Professional Psychological Help (ATSPPH) scale: stigma, need, openness and 

confidence. 
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Table 22 

Summary of MHBM Scale 

 Variables Instruments Components 

1 Health Beliefs Health Beliefs about 

Mental Illness Scale 

(HBMI) 

(1) Perceived susceptibility 

 

(2) Perceived severity 

 

(3) Perceived benefits 

 

(4) Perceived barriers 

 

(5) Health Motivation 

 

2 Locus of Control 

Beliefs 

Primary and Secondary 

Control Scale (PSCS) 

 

(1) Primary control belief 

 

(2) Secondary control belief 

 

(a) Cognitive 

 

(b) Affective 

 

(c) Behavioural 

 

(d) Religious 

 

3 Cultural Beliefs Beliefs Toward Mental 

Illness Scale (BTMI) 

 

(1) Dangerousness/Harm 

 

(2) Social Dysfunction 

 

(3) Incurability 

 

(4) Embarrassment 

 

4 Professional 

Psychological 

Help-seeking 

Attitudes 

Attitudes Toward 

Seeking Professional 

Psychological Help Scale 

(ATSPPH) 

(1) Need 

 

(2) Stigma 

 

(3) Openness 

 

(4) Confidence 
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CHAPTER IV 

RESULTS 

In the present study, the research methodology was a quantitative cross-

sectional design using a paper questionnaire.  A convenience sample of 460 

respondents completed the questionnaire.  Subsequent checks excluded 42 

respondents because of missing data, resulting in the current sample of 418 

respondents (296 males, 122 females) (see Table 23).  As stated in the method 

section, the adequate sample size was 395.  In the present study, the sample of 418 

respondents exceeded the projected target.  

 

Table 23 

Distribution of Sex 

Sex Frequency Percentage 

Male 296 70.8 

Female 122 29.2 

Total 418 100 

 

Table 23 shows that 70.8% of the respondents were males and 29.2% were 

females. 

  

 The following section describes the other demographic findings.  This includes 

age, race, marital status, religions, education level and citizenship.   
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Table 24 

Distribution of Age 

Age Frequency Percentage 

21 – 24 years 154 36.8 

25 – 29 years 43 10.3 

30 – 34 years 56 13.4 

35 – 39 years 105 25.1 

40 – 44 years 26 6.2 

45 – 49 years 14 3.3 

50 – 54 years 8 2.0 

55 years and over 12 2.9 

Total 418 100 

 

 The age of the sample is shown in Table 24.  A larger percentage (36.8%) of 

the sample was between 21 to 24 years old.   
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Table 25 

Distribution of Race 

Race Frequency Percentage 

Chinese 368 88 

Malays 22 5.3 

Indians 15 3.6 

Eurasians 3 0.7 

Others 10 2.4 

Total 418 100 

 

Table 25 shows that 88.0% of the respondents were Chinese.   

 

Table 26 

Distribution of Marital Status 

Marital Status Frequency Percentage 

Single 238 57.0 

Married 168 40.2 

Divorced / Separated 11 2.6 

Widowed 0 0.0 

Others 1 0.2 

Total 418 100 

 

Table 26 shows that 57% of the respondents were single by marital status.   
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Table 27 

Distribution of Religions 

Religions Frequency Percentage 

Buddhists 108 25.8 

Taoists 22 5.3 

Christians 135 32.3 

Muslims 26 6.2 

Hindus 10 2.4 

Other religions 5 1.2 

No religion 112 26.8 

Total 418 100 

 

Table 27 shows that 32.3% of the respondents were Christians, 25.8% 

Buddhists, and 26.8% indicating no religion.   
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Table 28 

Distribution of Education Level 

Education Level Frequency Percentage 

N level and below 4 1.0 

O level 10 2.4 

A level 71 17.0 

Diploma 100 23.9 

University degree 161 38.5 

Postgraduate degree 66 15.8 

Others 6 1.4 

Total 418 100 

 

Table 28 shows that 38.5% of the respondents completed a university degree.   

 

Table 29 

Distribution of Citizenship 

Citizenship Frequency Percentage 

Singapore citizen 382 91.4 

Singapore permanent citizen 30 7.2 

Foreign citizen 6 1.4 

Total 418 100 

 

Finally, a majority of the sample was Singapore citizens (see Table 29).   
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Internal Consistency Reliability 

In the current study, the reliability of all the four scales and each of the 

subscales were calculated.   

 

Table 30 

Cronbach’s alpha coefficient of HBMI Scale 

Scales/Subscales Cronbach’s alpha 

Health Beliefs about Mental Illness (HBMI) Scale .75 

(1) Perceived susceptibility .91 

(2) Perceived severity .80 

(3) Perceived benefits .69 

(4) Perceived barriers .76 

(5) Health Motivation .68 

 

The Health Beliefs about Mental Illness (HBMI) scale by the original author 

had good internal consistency, with a Cronbach’s alpha coefficient reported with a 

value of .86, while there were no reports for Cronbach’s alpha coefficient on the 

subscales (Saleeby, 2000). In the current study, the Cronbach’s alpha coefficient 

Health Beliefs about Mental Illness (HBMI) was .75, with good reliability values for 

the subscales (see Table 30). 
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Table 31 

Cronbach’s alpha coefficient of PSCS Scale 

Scales/Subscales Cronbach’s alpha 

Primary and Secondary Control Scale (PSCS) .88 

(1) Primary control belief .83 

(2) Secondary control belief .83 

 (i) Cognitive .91 

(ii) Affective .74 

(iii) Behavioural .16 

(iv) Religious .90 

 

Second, the Primary and Secondary Control Scale (PSCS) has good internal 

consistency.  In the current study, the Cronbach’s alpha coefficient was .88, with .83 

for primary control belief and .83 for secondary control belief (see Table 31).  In the 

study by Chang et al. (1997), the Cronbach alpha values were also high for primary 

control scale at .84, and secondary control scale at .73. 

Furthermore, in the current study, the Cronbach’s alpha coefficient for 

cognitive subscale was .91, affective was .74, behavioural was .16, and religious was 

.90.  The low Cronbach’s alpha value for behavioural subscale appears to indicate that 

the three items in the behavioural subscale did not fit well.  In the study by Chang et 

al. (1997), the Cronbach alpha values for cognitive was .84, affective was .82, 

behavioural subscale was .31, and religious was .66. 
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Table 32 

Cronbach’s alpha coefficient of BTMI Scale 

Scales/Subscales Cronbach’s alpha 

Beliefs Toward Mental Illness (BTMI) Scale .91 

(1) Dangerousness/Harm .77 

(2) Social Dysfunction .82 

(3) Incurability .82 

(4) Embarrassment .71 

 

Next, in the current study, the Cronbach’s alpha coefficient for Beliefs Toward 

Mental Illness (BTMI) scale was high at .91 (see Table 32).  The Cronbach’s alphas 

were also high for social dysfunction and incurability factors, which were above .80, 

and for dangerousness/harm and embarrassment factors, which were above .70.  The 

results were similar to the study by the original authors where the Cronbach’s alphas 

were high for dangerousness/harm, social dysfunction and incurability factors, which 

were above .80, and for embarrassment factor, which was above .70 (Hirai et al., 

2016).   
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Table 33 

Cronbach’s alpha coefficient of ATSPPH Scale 

Scales/Subscales Cronbach’s alpha 

Attitudes Toward Seeking Professional Psychological 

Help (ATSPPH) Scale 

 

.84 

(1) Need .63 

(2) Stigma .66 

(3) Openness .60 

(4) Confidence .70 

  

Finally, in the present study, the Attitudes Toward Seeking Professional 

Psychological Help (ATSPPH) scale has good internal consistency, with the 

Cronbach’s alpha coefficient at .84 (see Table 33).  The Cronbach’s alpha coefficient 

for the subscales on need was .63, stigma was .66, openness was .60, and confidence 

was .70.  The ATSPPH by the original authors also had good internal consistency, 

with a Cronbach’s alpha coefficient reported of .86 (Fischer & Turner, 1970). 

The Cronbach’s alpha coefficient of a scale should ideally be above .7 

(DeVellis, 2012).  In the present study, the Cronbach’s alpha coefficient of HBMI 

scale was above .7, while the other three scales were above .8, which suggest that all 

the four scales were reliable with the sample.  While the Cronbach’s alpha coefficient 

of some of the subscales were below .7, it may not be significant as Cronbach’s alpha 

values are sensitive to the number of items in the scale and it is common to find quite 

low Cronbach’s values for shorter scales (Pallant, 2016). 
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As stated in the Introduction chapter, there are fourteen research questions in 

the present study.  The next section will present the findings according to these 

research questions. 

 

Research Question One. 

Do Singaporeans demonstrate high level of health beliefs in mental health?   

 

Table 34 

Descriptive Statistics for Health beliefs 

 N Minimum Maximum Mean Standard 

Deviation 
 

Health Beliefs 

About Mental 

Illness 
 

418 57 125 89.93 8.81 

Perceived 

susceptibility 
 

418 5 25 13.85 4.21 

Perceived severity 
 

418 9 35 22.03 4.58 

Perceived benefits 
 

418 8 20 15.18 2.26 

Perceived barriers 
 

418 7 25 15.52 3.38 

Health motivation 
 

418 15 30 23.34 2.86 

 

The results from this study showed that the score for health beliefs was M = 

89.93, SD = 8.81 (see Table 34).  The score range is 57 to 125, where the higher the 

score, the higher the attribute.  The items for perceived barriers have been recoded as 

these items worded negatively.  The scores for the various subscales including 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers and 

health motivation are indicated.   Contrary to hypothesis, Singaporeans demonstrate a 
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moderately high level of beliefs towards mental health issues (M = 89.93, slightly 

higher than the mid-point of 81 for the score range).  This suggest that respondents 

perceive mental illness as a threat to their lives and perceive benefits of seeking 

treatment. 

 

Research Question Two. 

Do Singaporeans demonstrate high level of locus of control beliefs in mental 

health?   

 

Table 35 

Descriptive Statistics for Primary and Secondary Control Beliefs 

 N Minimum Maximum Mean Standard 

Deviation 
 

Primary Control 

Belief 

418 42 85 62.77 6.67 

 

Secondary Control 

Belief 
 

 

418 

 

47 

 

97 

 

74.10 

 

7.89 

Cognitive 
 

418 15 40 31.63 4.22 

Affective 
 

418 12 35 25.11 3.68 

Behavioural 
 

418 7 15 11.03 1.42 

Religious 
 

418 2 10 6.33 2.31 

 

From table 35, the results showed that the score for primary control belief was 

M = 62.77, SD = 6.67. while the score for secondary control belief was M = 74.10, SD 

= 7.89.  The score range for primary control belief is 17 to 85, and secondary control 

belief is 20 to 100, where the higher the score, the higher the attribute.  The scores for 

the various subscales in secondary control belief including cognitive, affective, 
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behavioural and religious are indicated.  As hypothesized, Singaporeans demonstrate 

high levels of primary and secondary control beliefs towards mental health issues as 

the scores were higher than the midpoints.  

 

Research Question Three. 

Do Singaporeans demonstrate high level of cultural beliefs in mental 

health?   

 

Table 36 

Descriptive Statistics for Cultural Beliefs 

 N Minimum Maximum Mean Standard 

Deviation 
 

Beliefs Towards 

Mental Illness 
 

418 7 98 48.49 13.95 

Dangerousness / 

harm 
 

418 0 20 8.14 3.42 

Social dysfunction 
 

418 0 35 15.98 5.45 

Incurability 
 

418 2 30 15.74 4.61 

Embarrassment 
 

418 0 18 8.63 3.40 

 

In the present study, the results showed that the score for cultural beliefs was 

M = 48.49, SD = 13.95 (see Table 36).  The score range is 7 to 98, where higher 

scores reflect greater negative beliefs.  The scores for the various subscales including 

dangerousness / harm, social dysfunction, incurability and embarrassment are 

indicated.  Contrary to hypothesis, Singaporeans demonstrate slightly weaker Asian 

cultural belief about mental health issues (M = 48.49 slightly lower than the mid-point 

of 52.5 for the score range). 
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This suggests that more Singaporeans have a greater level of Western cultural 

belief (positive belief in mental health) than Asian cultural belief (negative belief in 

mental health issue).  Accordingly, Singaporeans demonstrate more positive attitudes 

towards seeking professional psychological help. 

 

Research Question Four. 

Do Singaporeans demonstrate high level of help-seeking attitudes towards 

mental health issues?   

 

Table 37 

Descriptive Statistics for Attitudes Towards Seeking Professional Psychological Help 

 N Minimum Maximum Mean Standard 

Deviation 
 

Attitudes Towards 

Seeking 

Professional 

Psychological Help 
 

418 7 82 48.34 10.15 

Need 
 

418 1 24 12.40 3.51 

Stigma 
 

418 0 15 8.54 2.62 

Openness 
 

418 2 21 11.47 3.17 

Confidence 
 

418 2 27 15.93 3.88 

 

In the present study, the results showed that the score for attitudes towards 

seeking professional psychological help was M = 48.34, SD = 10.15 (see Table 37).  

The score range is 7 to 82, where higher scores indicate more positive attitudes 

towards seeking professional psychological help.  The scores for the various subscales 

including need, stigma, openness and confidence are indicated.  Contrary to 

hypothesis, Singaporeans demonstrate slightly more positive attitudes towards 
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seeking professional psychological help (M = 48.34, higher than the mid-point of 43.5 

for the score range).  The results suggest that contrary to prior studies that majority of 

Singaporeans do not seek professional psychological help for mental health issues, 

Singaporeans are open and positive to seek professional psychological help if they 

experience mental health problems. 

 

Research Question Five. 

What is the relationship between health beliefs and help-seeking attitudes?   

The next few research questions examined if there were significant 

relationships among the various variables.  Statistical analyses were performed to 

ensure there was no violation of the assumptions of normality, linearity and 

homoscedasticity.  To assess the size and direction of the linear relationship between 

health beliefs, primary control belief, secondary control belief and cultural beliefs 

versus professional psychological help-seeking attitudes, a bivariate Pearson’s 

product-moment correlation (r) was calculated (see Table 39).  A summary showing 

the descriptive statistics and bivariate correlations for the variables is shown in Table 

38 and 39.   

The size of the value of the correlation coefficient indicate the strength of the 

relationship between the variables (Pallant, 2016).  A correlation of 0 indicates no 

relationship at all, a correlation of 1 indicates a perfect positive correlation, and a 

value of -1 indicates a perfect negative correlation (Pallant, 2016).  Cohen (1988) 

suggests that r = .10 to .29 is considered a low correlational value, r = .30 to .49 is 

moderate, and r = .50 to 1.0 are considered high correlational values.  
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Table 38 

Descriptive Statistics for Belief Variables and Attitudes towards Seeking Help 

 N Minimum Maximum Mean Standard 

Deviation 

Health Beliefs 418 57 125 89.93 8.81 
 

Primary Control  418 42 85 62.77 6.67 
 

Secondary 

Control 

418 47 97 74.10 7.89 
 

Cultural belief 418 7 98 48.49 13.95 
 

Attitudes 

Towards Seeking 

Help 
 

418 7 82 48.34 10.15 

 

Table 38 shows the descriptive statistics for belief variables and attitudes 

towards seeking help. 
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Table 39 

Pearson Product-moment Correlation among Belief Variables and Attitudes towards 

Seeking Help 
 

Scale Health 

beliefs 

Primary 

control 

Secondary 

control 

Cultural 

beliefs 

Attitudes 

towards 

seeking 

help 

 

Health beliefs 1.0 .22** .02 .04 .31** 

 

Primary control .22** 1.0 .55** .05 .14** 

 

Secondary 

control 

.02 .55** 1.0 -.04 .12* 

 

 

Cultural belief 

 

.04 

 

.05 

 

-.04 

 

1.0 

 

-.38** 

 

** p < .01 (2-tailed) 

* p < .05 (2-tailed) 

 

Table 39 shows the bivariate correlations belief variables and attitudes towards 

seeking help. 

The bivariate correlation between health beliefs and professional 

psychological help-seeking attitudes was moderate and significant, (r = .31, p < .01, 

see Table 39).  This result showed that there is a significant relationship between 

health beliefs and professional psychological help-seeking attitudes.  This suggests 

that those with high levels of health beliefs (perceived susceptibility, perceived 

severity, perceived benefits, health motivation, and low level of perceived barriers) 

are more likely to seek help if they experience mental health problems.  As 

hypothesized, there is a positive relationship between individuals’ beliefs in mental 

health and professional psychological help-seeking attitudes. 
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Research Question Six. 

What is the relationship between primary control belief and help-seeking 

attitudes?   

The bivariate correlation between primary control belief and help-seeking 

behaviour was low but significant, (r = .14, p < .01, see Table 39).  This result 

indicated that those with a high level of primary control belief are more likely to seek 

help when they experience mental health problems.  As hypothesized and consistent 

with prior studies, there is a positive relationship between primary control belief and 

attitudes towards seeking professional psychological help. 

 

Research Question Seven. 

What is the relationship between secondary control belief and help-seeking 

attitudes?   

The bivariate correlation between secondary control belief and professional 

psychological help-seeking behaviour was low but significant, (r = .12, p < .05, see 

Table 39).  This result demonstrated that those who have a high level of secondary 

control belief are more likely to seek help when they face mental health issues.  As 

predicted, individuals with higher secondary control belief are associated with more 

positive attitudes towards seeking professional psychological help than those with 

lower secondary control belief. 
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Research Question Eight. 

What is the relationship between cultural beliefs in mental health and help-

seeking attitudes?   

The relationship between cultural beliefs and professional psychological help-

seeking attitudes was investigated using the bivariate Pearson product-moment 

correlation coefficient.  There was a medium and significant correlation between the 

two variables, (r = -.38, p < .01, see Table 39), with high levels of negative beliefs 

towards mental illness associated with lower levels of seeking professional 

psychological help.  This indicates that there is a significant relationship between 

cultural beliefs and professional psychological help-seeking attitudes.  As 

hypothesized, those with a high level of negative belief in mental health (Asian 

cultural belief) are less likely to seek professional psychological help, while those 

with a high level of positive belief in mental health (Western cultural belief) are more 

likely to seek professional psychological help. 

The results of bivariate correlation showed that all the independent variables 

(health beliefs, locus of control beliefs and cultural beliefs) have significant 

relationships with the dependent variable, attitudes towards seeking professional 

psychological help, especially health beliefs and cultural beliefs. 
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Research Question Nine. 

What is the relationship between primary control belief and health beliefs? 

Furthermore, to assess the size and direction of the linear relationship among 

health beliefs, primary control belief, secondary control belief and cultural beliefs, a 

bivariate Pearson’s product-moment correlation (r) was calculated (see Table 39). 

The bivariate correlation between primary control belief and health beliefs was 

low but significant, r = .22, p < .01 (see Table 39).  This result indicated that those 

with a higher level of primary control belief are more likely to have a higher level of 

health beliefs in mental health.  As predicted, individuals with higher primary control 

belief are associated with higher health beliefs. 

 

Research Question Ten. 

What is the relationship between secondary control belief and health 

beliefs?   

The bivariate correlation between secondary control belief and health beliefs 

was not significant, r = .02 (see Table 39).  Contrary to the hypothesis, this result 

indicated that there was no significant relationship between secondary control belief 

and health beliefs. 

 

Research Question Eleven. 

What is the relationship between cultural beliefs and health beliefs?  

The bivariate correlation between cultural beliefs and health beliefs was not 

significant, r = .04 (see Table 39).  Contrary to the hypothesis, this result indicated 

that there was no significant relationship between cultural beliefs and health beliefs. 
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Research Question Twelve. 

To what extent do the three independent variables (health beliefs, locus of 

control beliefs and cultural beliefs) interact with one another? 

To estimate the proportion of variance in attitudes towards seeking 

professional psychological help that can be accounted for by health beliefs, primary 

control belief, secondary control belief and cultural beliefs, a standard multiple 

regression analysis (MRA) was performed. 

 Prior to interpreting the results of the MRA, several assumptions were 

evaluated.  First, stem-and-leaf plots and boxplots indicated that each variable in the 

regression was normally distributed.  Second, an inspection of the normal probability 

plot of standardised residuals as well as the scatterplot of standardised residuals 

against standardised predicted values indicated that the assumptions of normality, 

linearity and homoscedasticity of residuals were met.  Third, the Mahalanobis 

distance of 28.49 exceeded the critical χ2 for df = 4 (at α = .001) of 18.47 for any 

cases in the data file, indicating that a few of the multivariate outliers might be of 

concern (Allen & Bennett, 2014; Howell, 2012).  There were two cases, number 168 

and 360, which had a residual value of -3.00 and 3.05 respectively.  However, the 

maximum value for Cook’s Distance was .80, which suggests no major problem 

because potential problems lie with cases with values larger than 1 (Pallant, 2016).  In 

this case, there is no necessity to remove the outliers.  Fourth, relatively high 

tolerances for the predictors in the regression model indicated that multicollinearity 

would not interfere with the ability to interpret the outcome of the MRA.  

Results from the MRA indicated that the model had the following values of R2 

= .26, adjusted R2 = .26, F (4, 143) = 36.74, p < .005.  This means that the model 

explained 26.2% of the variance in professional psychological help-seeking attitudes.  
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The unstandardised (B) and standardised (β) regression coefficients and squared semi-

partial (or ‘part’) correlations (sr2) for each predictor in the regression are reported in 

Table 40.  As hypothesised, health beliefs, locus of control beliefs and cultural beliefs 

interact with one another in influencing attitudes towards professional psychological 

help. 

 

Table 40 

Unstandardised (B) and Standardised (β) Regression Coefficients and Squared Semi-

Partial Correlations (sr2) for Each Predictor in a Regression Model Predicting 

Professional Psychological Help-seeking Attitudes 
 

Variable B [95% CI] β sr2 

Health beliefs         .36 [.26, .46]        .31        .09 

Primary control belief         .08 [-.08, .24]        .05        .00 

Secondary control belief         .09 [-.04, .22]        .07        .00 

Cultural beliefs        -.29 [-.35, -.23]       -.39        .15 

Note. N = 418. CI = confidence interval. 

*p < .05. ** p < .01. 

 

Research Question Thirteen. 

Which independent variable is the strongest predictor for influencing help-

seeking attitudes?  

The results showed that cultural beliefs make up the largest unique 

contribution (β = -.39), while health beliefs also make up a statistically significant 

contribution (β = .31) (see Table 40).  The cultural beliefs variable has a part 

correlation co-efficient of -.39, which gives a squared value of .15, indicating that 

cultural beliefs uniquely explain 15% of the variance in attitudes towards seeking 

professional psychological help.  The health beliefs variable has a part correlation co-
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efficient of .31, which gives a squared value of .09, indicating that health beliefs 

uniquely explains 9% of the variance in attitudes towards seeking professional 

psychological help.   

The results showed that both cultural beliefs and health beliefs have made a 

unique and statistically significant contribution to the prediction of professional 

psychological help-seeking attitudes.  As predicted, cultural belief is the strongest 

predictor for influencing professional psychological help-seeking attitudes. 

Although there was a significant correlation between primary control belief as 

well as secondary control belief and attitudes towards seeking professional 

psychological help, they were not significant predictors attitudes towards seeking 

professional psychological help.  The correlation between primary control belief as 

well as secondary control belief and attitudes towards seeking professional 

psychological help might have been influenced by demographic variables.  These 

demographic variables are moderators that may affect the strength of correlation.  

Exploratory Factor Analysis. 

After investigating the descriptive statistics and bivariate correlations for the 

variables, the construct validity of the four scales (HBMI, PSCS, BTMI and 

ATSPPH) was evaluated using exploratory factor analysis (EFA).  Based on the 

results of the analysis, the MHBM scale was revised and reconstituted to inform 

future research for Singapore sample specifically.   

 First, the data was examined to ensure that the variables are normally 

distributed.  Given the robust nature of factor analysis, slight deviations were not 

problematic due to the large sample size collected.  In addition, a linear relationship 

was identified among the variables.   
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Health Beliefs towards Mental Illness Scale. 

 The underlying structure of the 27 items of the HBMI scale was first 

investigated, by using principal axis factoring (PAF) with varimax rotation.  Seven 

factors were identified as the underlying constructs for the 27 items. The evaluation 

criteria were using factors with Eigenvalues exceeding 1 (see Table 41).  In total, 

these factors accounted for approximately 49.79% of the variance in the questionnaire 

data. 
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Table 41 

Varimax Rotated Factor Structure of the Twenty-Seven Item HBMI Scale 

Item Loadings 

Factor 

1 

Factor 

2 

Factor 

3 

Factor 

4 

Factor 

5 

Factor 

6 

Factor 

7 

 

A10 .89       

A11 .88       

A8 .84       

A9 .84       

A6 .79       

A27  .75      

A23  .74      

A20  .70      

A21  .69      

A25  .51      

A17   .81     

A15   .81     

A14   .79     

A1    .80    

A4    .79    

A5    .69    

A7    .58    

A24     .74   

A22     .69   

A26     .67   
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A18     .61   

A12      .75  

A13      .71  

A16      .58  

A19      .48  

A3       .73 

A2       .63 

Percentage of 

Variance: 

 

19.27% 13.89% 10.97% 5.45% 5.16% 4.12% 3.90% 

Factor loading < .40 

 

Next, the 27 items of the HBMI scale were subjected to principal components 

analysis (PCA).  Prior to performing PCA, the suitability of data for factor analysis 

was assessed.  Inspection of the correlation matrix revealed the presence of many 

coefficients of .3 and above.  The Kaiser-Meyer-Olkin value was .84, exceeding the 

recommended value of .6 (Kaiser, 1974) and Bartlett’s Test of Sphericity (Bartlett, 

1954) reached statistical significance, supporting the factorability of the correlation 

matrix. 

 Principal components analysis revealed the presence of seven components 

with eigenvalues exceeding 1, explaining 19.27%, 13.89%, 10.97%, 5.45%, 5.16%, 

4.12%, and 3.90% of the variance respectively.  An inspection of the scree plot 

revealed a clean break after the fifth component.  Using Catell’s (1966) scree test, it 

was decided to retain five components for further investigation.  This was further 

supported by the results of Parallel Analysis, which showed only five components 

with eigenvalues exceeding the corresponding criterion values for a randomly 

generated data matrix of the same size (27 variables x 418 respondents). 
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 The five-component solution explained a total of 54.75% of the variance, with 

Component 1 contributing 19.27%, Component 2 contributing 13.89%, Component 3 

contributing 10.97%, Component 4 contributing 5.45%, and Component 5 

contributing 5.16%.  To aid in the interpretation of these five components, oblimin 

rotation was performed.  The rotated solution revealed the presence of simple 

structure (Thurstone, 1947), with the five components showing a number of strong 

loadings and all variables loading substantially on all the five components.  The 

interpretation of the five components was consistent with previous research on the 

HBMI scale.  Items with perceived severity loaded strongly on Component 1, items 

with perceived benefits loaded strongly on component 2, items with perceived 

susceptibility loaded strongly on component 3, items with health motivation loaded 

strongly on component 4, and items on perceived barriers loaded strongly on 

component 5 (see Table 42).   
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Table 42 

Pattern and Structure Matrix for PCA with Oblimin Rotation of Five Factor Solution 

of HBMI Scale Items 
 

Item 

Number 

Abbreviated 

Item 

Pattern 

coefficients 

Structure 

coefficients 

 

Communalities 

A17 Afraid to think about 

emotional problems 

.81 .81 .67 

 

A15 

 

Thought of having 

emotional problems 

 

.79 

 

.82 

 

.69 

 

A14 

 

Thinking about 

emotional problems 

 

.75 

 

.79 

 

.70 

 

A16 

 

Whole life would 

change 

 

.62 

 

.68 

 

.57 

 

A13 

 

Difficulties would 

last a long time 

 

.39 

 

.49 

 

.36 

 

A19 

 

Would not live as 

long as average 

person 

 

.37 

 

.49 

 

.35 

 

A26 

 

Burden lifted off if 

get help 

 

.66 

 

.66 

 

.45 

 

A22 

 

Getting help increase 

ability to function 

 

.64 

 

.64 

 

.41 

 

A18 

 

Getting help prevent 

major problems 

 

.61 

 

.64 

 

.44 

 

A24 

 

Getting help feel 

better about myself 

 

.59 

 

.63 

 

.51 

 

A12 

 

Emotional problems 

threaten relationship 

 

.57 

 

.59 

 

.39 

 

A11 

 

Develop emotional 

problems in future 

 

-.89 

 

-.89 

 

.80 

 

A10 

 

Develop emotional 

problems in 10 years 

 

 

-.89 

 

-.89 

 

.81 
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A8 Chances of having 

problems great 

-.83 

 

 

-.84 .72 

A9 More likely to have 

problems 

-.82 -.84 .71 

 

A6 

 

Extremely likely 

having problems 

 

-.79 

 

-.81 

 

.66 

 

A4 

 

Importance of 

emotional health 

 

.72 

 

.76 

 

.64 

 

A7 

 

Improve 

emotional health 

 

.66 

 

.68 

 

.55 

 

A1 

 

Improve 

emotional health 

 

.65 

 

.66 

 

.56 

 

A2 

 

Regular health 

check-ups 

 

.55 

 

.55 

 

.31 

 

A5 

 

Recognise early 

 

.50 

 

.59 

 

.51 

 

A3 

 

Well-balanced meals 

 

.50 

 

.48 

 

.38 

 

A27 

 

People’s thoughts 

about getting help 

 

.75 

 

.75 

 

.57 

 

A23 

 

Getting help takes 

time 

 

.73 

 

.75 

 

.59 

 

A21 

 

Getting help costs 

money 

 

.67 

 

.68 

 

.48 

 

A20 

 

Getting help 

embarrassing 

 

.64 

 

.70 

 

.53 

 

A25 

 

Health professionals 

would not understand 

 

 

.56 

 

.59 

 

.45 

 

According to the analysis conducted above, five factors were proposed for the 

solutions to the HBMI scale.  The items on the HBMI scale which loaded onto the 

respective factors were identified and revised subscales are proposed as in Tables 43 

through to 47.   
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Table 43 

Revised MHBM’s Perceived Severity 

Perceived Severity 

17. I am afraid to think about emotional problems. 

 

15. The thought of having emotional problems scares me. 

 

14. Thinking about emotional problems makes me nervous. 

 

16. If I had emotional problems, my whole life would change. 

 

13. Difficulties I would experience with emotional problems would last a long 

time. 

 

19. If I developed emotional problems, I would not live as long as the average 

person. 

 

 

Items in the revised MHBM’s perceived severity are 17, 15, 14, 16, 13 and 19 

(see Table 43). 
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Table 44 

Revised MHBM’s Perceived Benefits 

Perceived Benefits 

26. A burden would be lifted off me if I were to get help for emotional 

problems. 

 

22. Getting help for emotional problems would increase my ability to function at 

home and at work. 

 

18. Getting help for emotional problems would prevent major problems with 

family and friends. 

 

24. Getting help for emotional problems would make me feel better about 

myself. 

 

12. Emotional problems would threaten my relationship with family or friends. 

 

 

The items in the revised MHBM’s perceived benefits are 26, 22, 18, 24 and 12 

(see Table 44). 
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Table 45 

Revised MHBM’s Perceived Susceptibility 

Perceived Susceptibility 

11. I feel I will develop emotional problems in the future. 

 

10. There is a good possibility that I will develop emotional problems in the next 

10 years. 

 

8. My chances of having emotional problems are great. 

 

9. I am more likely than the average person to have emotional problems. 

 

6. It is extremely likely that I will have emotional problems in the future. 

 

 

Items in the revised MHBM’s perceived susceptibility are 11, 10, 8, 9 and 6 

(see Table 45) 

 

Table 46 

Revised MHBM’s Health Motivation 

Health Motivation 

4. Maintaining good emotional health is extremely important to me. 

 

7. I search for new information to improve my emotional health. 

 

1. I feel it is important to carry out activities which improve my emotional health. 

  

2. I feel it is important to have regular health check-ups even when I am not sick. 

 

5. I want to recognise my emotional problems early. 

 

3. I eat well-balanced meals. 

 

 

Items in the revised MHBM’s health motivation are 4, 7, 1, 2, 5 and 3 (see 

Table 46). 
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Table 47 

Revised MHBM’s Perceived Barriers 

Perceived Barriers 

27. People would think differently about me if I were to get help for emotional 

problems. 

 

23. Getting help for emotional problems would take too much time. 

 

21. Getting help for emotional problems would cost too much money. 

 

20. Getting help for emotional problems is embarrassing. 

 

25. I interpret the event as a learning experience because not everyone gets to 

experience it. 

 

 

Items in the MHBM’s perceived barriers are 27, 23, 21, 20 and 25 (see Table 

47). 

 

Primary Secondary Control Scale. 

Second, to investigate the underlying structure of a thirty-seven items of PSCS 

scale, data collected from 418 participants were subjected to PAF with varimax 

rotation.  Prior to running PAF, examination of the data indicated that not every 

variable was perfectly normally distributed.  Given the robust nature of factor 

analysis, these deviations were not considered problematic.  Furthermore, a linear 

relationship was identified among the variables.   

 Eight factors (with Eigenvalues exceeding 1) were identified as underlying the 

twenty-seven items (see Table 48).  In total, these factors accounted for around 

52.58% of the variance in the questionnaire data. 
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Table 48 

Varimax Rotated Factor Structure of the Thirty-Seven Item PSCS Scale 

Item Loadings 

 

Factor 

1 

Factor 

2 

Factor 

3 

Factor 

4 

Factor 

5 

Factor 

6 

Factor 

7 

Factor

8 

 

B2 .79        

B31 .79        

B6 .77        

B7 .76        

B35 .73        

B4 .72        

B25 .70        

B1 .67        

B3 .52        

B13 .46        

B34  .78       

B33  .76       

B36  .74       

B23  .74       

B26  .71       

B22  .59       

B37  .54       

B30  .42       

B9  .39       

B21   .94      
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B20   .94      

B29   .91      

B8   .86      

B10    .71     

B14    .71     

B16    .70     

B12    .65     

B27    .64     

B17     .79    

B11     .78    

B28     .75    

B24      .82   

B5      .58   

B18       .59  

B32       .51  

B15       -.42  

B19        .87 

Percentage 

of 

Variance: 

 

25.83

% 

10.13

% 

8.67% 5.33% 4.12% 3.33% 2.83% 2.79% 

Factor loading < .40 

 

Then, the 37 items of the PSCS scale were subjected to PCA.  Prior to 

performing PCA, the suitability of data for factor analysis was assessed.  Inspection of 

the correlation matrix revealed the presence of many coefficients of .3 and above.  

The Kaiser-Meyer-Olkin value was .91, exceeding the recommended value of .6 
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(Kaiser, 1974) and Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical 

significance, supporting the factorability of the correlation matrix. 

 Principal components analysis revealed the presence of eight components with 

eigenvalues exceeding 1, explaining 25.83%, 10.13%, 8.67%, 5.33%, 4.12%, 3.33%, 

2.83% and 2.79% of the variance respectively.  An inspection of the scree plot 

revealed a clean break after the fifth component.  Using Catell’s (1966) scree test, it 

was decided to retain five components for further investigation.  This was further 

supported by the results of Parallel Analysis, which showed five components with 

eigenvalues exceeding the corresponding criterion values for a randomly generated 

data matrix of the same size (37 variables x 418 respondents). 

 The five-component solution explained a total of 54.07% of the variance, with 

Component 1 contributing 25.83%, Component 2 contributing 10.13%, Component 3 

contributing 8.67%, Component 4 contributing 5.33%, and Component 5 contributing 

4.12%.  To aid in the interpretation of these five components, oblimin rotation was 

performed.  The rotated solution revealed the presence of simple structure (Thurstone, 

1947), with five components showing a number of strong loadings and all items 

loading substantially on three components.   

The interpretation of the five components was consistent with previous 

research on the PSCS scale.  Cognitive items loaded strongly on Component 1, 

religious items loaded strongly on Component 2, primary control belief loaded 

strongly on Component 3, affective items loaded strongly on Component 4, and a few 

items loaded on Component 5.  However, there were three items B19, B24, and B32 

with low communalities.  Low communalities with values less than .3 could indicate 

that the items did not fit well with other items on its component (Pallant, 2016).  
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These items belong to the behavioural subscale.  This could explain the low Cronbach 

alpha value of .16 for the subscale.   

The results of this analysis support the use of the cognitive items, religious 

items, affective items, and primary control items in the PSCS scale (see Table 49).  

 

  

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 196 

 

 

Table 49 

Pattern and Structure Matrix for PCA with Oblimin Rotation of Five Factor Solution 

of PSCS Scale Items 
 

Item Abbreviated Item Pattern 

coefficients 

Structure 

coefficients 

 

Communalities 

B6 Interpret event to 

increase ability 

.79 .81 .67 

 

B2 

 

Opportunity to learn  

more 

 

.78 

 

.79 

 

.63 

 

B31 

 

Opportunity to grow 

as a person 

 

.77 

 

.81 

 

.66 

 

B7 

 

See in different 

light 

 

.77 

 

.78 

 

.63 

 

B35 

 

Process of learning 

about myself 

 

.71 

 

.76 

 

.60 

 

B4 

 

Chance to build up 

resolve 

 

.70 

 

.76 

 

.61 

 

B25 

 

Learning experience 

 

.70 

 

.71 

 

.51 

 

B1 

 

Look for something 

good 

 

.68 

 

.68 

 

.47 

 

B13 

 

Control impact of 

situation 

 

.53 

 

.61 

 

.45 

 

B3 

 

Plan of action to alter 

situation 

 

.49 

 

.60 

 

.50 

 

B15 

 

Find out cause to deal 

directly 

 

.39 

 

.54 

 

.42 

 

B21 

 

Pray to spiritual 

being 

 

.95 

 

.94 

 

.89 

 

B20 

 

Pray to spiritual 

being 

 

.94 

 

.94 

 

.89 

 

B29 

 

Find comfort in 

religion 

 

.91 

 

.90 

 

.82 
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B8 Pray for divine 

intervention 

 

.87 .87 .77 

B34 Work hard to change 

situation 

.82 .81 .66 

 

B33 

 

Find out more to 

change situation 

 

.74 

 

.78 

 

.61 

 

B23 

 

Take extra effort to 

change situation 

 

.74 

 

.77 

 

.61 

 

B36 

 

Find out more to 

change situation 

 

.73 

 

.77 

 

.62 

 

B26 

 

Find out more to 

change situation 

 

.65 

 

.73 

 

.57 

 

B30 

 

Concentrate on 

changing situation 

 

.53 

 

.46 

 

.32 

 

B37 

 

Do something about 

situation 

 

.53 

 

.58 

 

.35 

 

B22 

 

Do something about 

situation 

 

.52 

 

.66 

 

.49 

 

B32 

 

Change myself to fit 

into situation 

 

.44 

 

.48 

 

.25 

 

B9 

 

Change situation to 

suit myself 

 

.36 

 

.49 

 

.32 

 

B12 

 

Accept event cannot 

be changed 

 

.74 

 

.73 

 

.54 

 

B10 

 

Accept whatever had 

happened 

 

.72 

 

.72 

 

.55 

 

B16 

 

Accept whatever had 

happened 

 

.60 

 

.65 

 

.55 

 

B14 

 

Accept whatever had 

happened 

 

.60 

 

.66 

 

.54 

 

B27 

 

Accept whatever had 

happened 

 

 

.55 

 

.61 

 

.47 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 198 

 

 

B18 Accept whatever had 

happened 

.45 .41 .25 

 

B19 

 

Alter my 

expectations 

 

  

 

 

.14 

B11 Talk to somebody to 

change situation 

.83 .82 .69 

 

B17 

 

Seek help to change 

situation 

 

.80 

 

.80 

 

.65 

 

B28 

 

Influence somebody 

to change situation 

 

.69 

 

.72 

 

.56 

 

B5 

 

Talk to somebody to 

deal with event 

 

.60 

 

.64 

 

.67 

 

B24 

 

Talk to friends to feel 

comforted 

 

 

.43 

 

.47 

 

.23 
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Table 50 

Revised MHBM’s Cognitive Subscale 

Cognitive Subscale 

6. I interpret the event as an opening for increasing my ability to overcome 

greater problems in the future. 

 

2. I regard the event as an opportunity for me to learn more. 

 

31. I interpret the event as an opportunity for me to grow as a person. 

 

7. I try to see it in a different light, to make it seem more positive. 

 

35. I interpret the event as part of the process of learning more about myself. 

 

4. I interpret the event as a chance to build up my resolve. 

 

25. I interpret the event as a learning experience because not everyone gets to 

experience it. 

 

1. I look for something good in what has happened. 

 

13. I tell myself that though I cannot change the situation, I can still control the 

impact it has on me. 

 

3. I try to come up with a plan of action to alter the situation. 

 

15. I find out the cause in order to deal directly with the problem. 

 

 

Items in the revised MHBM’s cognitive subscale are 6, 2, 31, 7, 35, 4, 25, 1, 

13, 3 and 15 (see Table 50). 
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Table 51 

Revised MHBM’s Religious Subscale 

Religious Subscale 

21. I pray to some spiritual/powerful being to feel comforted. 

 

20. I pray to some spiritual/powerful being for power and wisdom to do 

something to the situation. 

 

29. I try to find comfort in my religion. 

 

8. I pray for divine intervention. 

 

 

Items in the revised MHBM’s religious subscale are 21, 20, 29 and 8 (see Table 

51).   
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Table 52 

Revised MHBM’s Primary Control 

Primary Control 

34. I work hard at it in order to change the situation. 

 

33. I find out more about the situation in order to increase the possibility of 

changing it. 

 

23. I take extra effort to try to change the situation. 

 

36. I find out more about the situation so as to enhance my ability to alter it. 

 

26. I make an effort to find ways of changing the situation. 

 

30. I put aside other activities so as to concentrate on changing this situation. 

 

37. I read up on how I can do something concrete about the situation. 

 

22. I concentrate my efforts on doing something about it. 

 

32. I try to change myself to fit into the situation. 

 

9. I think hard about how to change the situation to suit myself. 

 

11. I talk to somebody who has the power to change the situation. 

 

17. I seek help from somebody who has the authority to bring about a change to 

the situation. 

 

28. I try to influence somebody who has the power to change the situation to 

help me. 

 

5. I talk to someone who can advise me on something concrete about how to 

deal with the event. 

 

24. I talk to my friends to feel comforted. 

 

 

Items in the revised MHBM’s primary control are 34, 33, 23, 36, 26, 30, 37, 22, 

32, 9, 11, 17, 28, 5 and 24 (see Table 52).   
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Table 53 

Revised MHBM’s Affective Subscale 

Affective Subscale 

12. I accept that the event cannot be changed. 

 

10. I accept whatever that has already happened. 

 

16. I find it best to accept the reality of the fact that it has happened. 

 

14. I find that what has happened has already happened…no point brooding over 

it. 

 

27. I find that worrying about the event cannot take me anywhere. What has 

happened has happened. 

 

18. I find it pointless to try to change the situation. 

 

 

The items in the revised MHBM’s affective subscale are 12, 10, 16, 14, 27 and 

18 (see Table 53).   

 

Beliefs Towards Mental Illness Scale. 

Next, to investigate the underlying structure of the 21 items of the BTMI 

scale, data collected from 418 participants were subjected to PAF with varimax 

rotation.   

Prior to running PAF, examination of the data indicated that not every variable 

was perfectly normally distributed.  Given the robust nature of factor analysis, these 

deviations were not considered problematic.  Furthermore, a linear relationship was 

identified among the variables.   

Seven factors (with Eigenvalues exceeding 1) were identified as underlying 

the twenty-seven items (see Table 54).  In total, these factors accounted for around 

50.44% of the variance in the questionnaire data. 
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Table 54 

Varimax Rotated Factor Structure of the Twenty-One Item BTMI Scale 

Item Loadings 

 

Factor 1 

 

Factor 2 Factor 3 Factor 4 Factor 5 

C15 .76     

C13 .71     

C12 .70     

C3 .66     

C6 .64     

C21 .64     

C5 .51     

C9  .77    

C10  .76    

C16  .74    

C20  .73    

C11  .48    

C18   .77   

C19   .67   

C17   .59   

C14   .49   

C1    .65  

C2    .63  

C7    .42  

C8     .81 
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C4     .71 

Percentage of 

Variance: 

 

36.75% 8.86% 6.28% 5.12% 5.02% 

Factor loading < .40 

 

 

Then, the 21 items of BTMI Scale were subjected to PCA.  Prior to performing 

PCA, the suitability of data for factor analysis was assessed.  Inspection of the 

correlation matrix revealed the presence of many coefficients of .3 and above.  The 

Kaiser-Meyer-Olkin value was .92, exceeding the recommended value of .6 (Kaiser, 

1974) and Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical significance, 

supporting the factorability of the correlation matrix. 

Principal components analysis revealed the presence of five components with 

eigenvalues exceeding 1, explaining 36.75%, 8.86%, 6.28%, 5.12% and 5.02% of the 

variance respectively.  An inspection of the scree plot revealed a clean break after the 

third component.  Using Catell’s (1966) scree test, it was decided to retain three 

components for further investigation.  This was further supported by the results of 

Parallel Analysis, which showed only two components with eigenvalues exceeding 

the corresponding criterion values for a randomly generated data matrix of the same 

size (21 variables x 418 respondents). 

The three-component solution explained a total of 51.90% of the variance, 

with Component 1 contributing 36.75%, Component 2 contributing 8.86%, and 

Component 3 contributing 6.29%.  To aid in the interpretation of these three 

components, oblimin rotation was performed.  The rotated solution revealed the 

presence of simple structure (Thurstone, 1947), with most variables loading 

substantially on mainly two components.   
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There were two factors in the BTMI scale.  Items on social dysfunction loaded 

strongly on Component 1, while items on incurability loaded on Component 2.  The 

interpretation of the two components was different from previous research on the 

BTMI scale with four factors.  There was a strong positive correlation between factor 

1 and factor 2 (r = .47).  In the sample, the cultural beliefs towards mental illness is 

mainly on the social dysfunction of having mental illness, and the perception that 

mental illness is difficult or impossible to treat.  The results of this analysis support 

the use of the social dysfunction items and the incurability items (see Table 55).  
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Table 55 

Pattern and Structure Matrix for PCA with Oblimin Rotation of Five Factor Solution 

of BTMI Scale Items 
 

Item 

Number 

Abbreviated 

Item 

Pattern 

coefficients 

Structure 

coefficients 

 

Communalities 

C13 Afraid people with 

problems may harm 

.81 .80 .64 

 

C15 

 

Embarrass if family 

member is mentally 

ill 

 

.78 

 

.74 

 

.55 

 

C21 

 

Cannot trust work of 

mentally ill person 

 

.76 

 

.78 

 

.64 

 

C12 

 

Embarrass to date 

mentally ill person 

 

.74 

 

.69 

 

.53 

 

C3 

 

Behaviour of 

mentally ill person is 

dangerous 

 

.73 

 

.74 

 

.55 

 

C6 

 

Mentally ill people 

likely to be criminals 

 

.67 

 

.66 

 

.44 

 

C17 

 

Mentally ill people 

cannot live alone 

 

.63 

 

.68 

 

.55 

 

C14 

 

Less likely to 

function well 

 

.62 

 

.64 

 

 

C5 

 

Have a job with 

minor responsibilities 

 

.60 

 

.63 

 

 

C18 

 

Not be friends 

 

.45 

 

.47 

 

.23 

 

C11 

 

Cannot follow social 

rules 

 

.45 

 

.60 

 

 

C19 

 

Behaviour 

unpredictable 

 

.44 

 

.59 

 

.46 

 

C1 

 

More likely to harm 

others 

 

.38 

 

.48 

 

.30 

 

C9 

 

Suffer throughout life 

 

.78 

 

.80 

 

.64 
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C16 Cannot be 

completely cured 

.75 .74 .57 

 

C10 

 

Likely need further 

treatment in future 

 

.72 

 

.75 

 

.58 

 

C2 

 

Require longer time 

to be cured 

 

.65 

 

.62 

 

.42 

 

C20 

 

Unlikely to be cured 

 

.63 

 

.74 

 

.62 

 

C7 

 

Recurrent 

 

.58 

 

.61 

 

.45 

 

C8 

 

Afraid of what others 

think 

 

.71 

 

.37 

 

.63 

 

C4 

 

Makes me feel 

embarrassed 

 

 

.68 

 

.33 

 

.72 
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Table 56 

Revised MHBM’s Social Dysfunction 

Social Dysfunction 

13. I am afraid of people who are suffering from psychological disorders 

because they may harm me. 

 

15. I would be embarrassed if a person in my family became mentally ill. 

 

21. I would not trust the work of a mentally ill person assigned to my work 

team. 

 

12. I would be embarrassed if people knew that I dated a person who once 

received psychological treatment. 

 

3. It may be a good idea to stay away from people who have psychological 

disorders because their behaviour is dangerous. 

 

6. Mentally ill people are more likely to be criminals than non-mentally ill 

people. 

 

17. Mentally ill people are unlikely to be able to live by themselves because they 

are unable to assume responsibilities. 

 

14. A person with a psychological disorder is less likely to function well as a 

parent. 

 

5. A person with a psychological disorder should have a job with minor 

responsibilities. 

 

18. Most people would not knowingly be friends with a mentally ill person. 

 

11. It might be difficult for mentally ill people to follow social rules such as 

being punctual or keeping promises. 

 

19. The behaviour of people who have psychological disorders is unpredictable. 

 

1. A mentally ill person is more likely to harm others than a normal person. 

 

8. I am afraid of what my boss, friends and others would think if I were 

diagnosed as having a psychological disorder. 

 

4. The term “psychological disorder” makes me feel embarrassed. 

 

 

 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 209 

 

 

Items in the revised MHBM’s social dysfunction subscale are 13, 15, 21, 12, 

3, 6, 17, 14, 5, 18, 11, 19, 1, 8 and 4 (see Table 56). 

 

Table 57 

Revised MHBM’s Incurability 

Incurability 

9. Individuals diagnosed as mentally ill will suffer from its symptoms 

throughout their life. 

 

16. I do not believe that psychological disorders are ever completely cured. 

 

10. People who have once received psychological treatment are likely to need 

further treatment in the future. 

 

2. Mental disorders would require a much longer period of time to be cured 

than would other general diseases. 

  

20. Psychological disorders are unlikely to be cured regardless of treatment. 

 

7. Psychological disorders are recurrent. 

 

 

Items in the revised MHBM’s incurability subscale are 9, 16, 10, 2, 20 and 7 

(see Table 57). 

 

Attitudes Towards Seeking Professional Psychological Help Scale. 

Finally, to investigate the underlying structure of the 29 items of ATSPPH 

scale, data collected from 418 participants were subjected to PAF with varimax 

rotation.   

Prior to running the PAF, examination of the data indicated that not every 

variable was perfectly normally distributed.  Given the robust nature of factor 
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analysis, these deviations were not considered problematic.  Furthermore, a linear 

relationship was identified among the variables.   

Seven factors (with Eigenvalues exceeding 1) were identified as underlying 

the twenty-seven items (see Table 58).  In total, these factors accounted for around 

49.79% of the variance in the questionnaire data. 
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Table 58 

Varimax Rotated Factor Structure of the Twenty-Nine Item ATSPPH Scale 

Item Loadings 

 

Factor 

1 

Factor 

2 

Factor 

3 

Factor 

4 

Factor 

5 

Factor 

6 

Factor 

7 

 

D19 .66       

D17 .61       

D22 .60       

D6 .57       

D8 .54       

D3 .52       

D29 .48       

D1 .48       

D11  .66      

D12  .64      

D16  .52      

D23  .46      

D5   .76     

D25   .76     

D18   .54     

D4    .69    

D9    .53    

D2    -.52    

D13    .41    

D15     .66   
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D10     .47   

D27      -.73  

D20      .61  

D14      .59  

D28      -.43  

D24       .61 

D7       .60 

D26       .57 

D21       .46 

Percentage of 

Variance: 

 

20.40% 8.73% 6.44% 5.08% 4.54% 4.06% 3.57% 

Factor loading < .40 

 

Then, the 29 items of ATSPPH scale were subjected to PCA.  Prior to 

performing PCA, the suitability of data for factor analysis was assessed.  Inspection of 

the correlation matrix revealed the presence of many coefficients of .3 and above.  

The Kaiser-Meyer-Olkin value was .85, exceeding the recommended value of .6 

(Kaiser, 1974) and Bartlett’s Test of Sphericity (Bartlett, 1954) reached statistical 

significance, supporting the factorability of the correlation matrix. 

Principal components analysis revealed the presence of seven components 

with eigenvalues exceeding 1, explaining 20.40%, 8.73%, 6.44%, 5.08%, 4.54%, 

4.06%, and 3.57% of the variance respectively.  An inspection of the scree plot 

revealed a clean break after the fifth component.  Using Catell’s (1966) scree test, it 

was decided to retain five components for further investigation.  This was further 

supported by the results of Parallel Analysis, which showed five components with 
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eigenvalues exceeding the corresponding criterion values for a randomly generated 

data matrix of the same size (29 variables x 418 respondents). 

The five-component solution explained a total of 45.20% of the variance, with 

Component 1 contributing 20.40%, Component 2 contributing 8.73%, Component 3 

contributing 6.44%, Component 4 contributing 5.08%, and Component 5 contributing 

4.54%.  To aid in the interpretation of these five components, oblimin rotation was 

performed.  The rotated solution revealed the presence of simple structure (Thurstone, 

1947), with five components showing a number of strong loadings and all variables 

loading substantially on four components.   

The interpretation of the five components was consistent with previous 

research on the ATSPPH scale.  Items with stigma loaded strongly on Component 1, 

items with confidence loaded strongly on component 2, items with openness loaded 

strongly on component 3, and items with need loaded strongly on component 4 (see 

Table 59).   

 

  

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 214 

 

 

Table 59 

Pattern and Structure Matrix for PCA with Oblimin Rotation of Five Factor Solution 

of ATSPPH Scale Items 
 

Item 

Number 

Abbreviated 

Item 

Pattern 

coefficients 

Structure 

coefficients 

 

Communalities 

D20 Carry burden of 

shame 

.77 .69 .58 

 

D14 

 

Blot on person’s life 

 

.71 

 

.67 

 

.55 

 

D3 

 

Afraid of what others 

think 

 

.70 

 

.67 

 

.51 

 

D19 

 

Seeking help is poor 

way of coping 

 

.60 

 

.66 

 

.49 

 

D29 

 

Difficult to share 

with educated people 

 

.58 

 

.59 

 

.35 

 

D17 

 

Resent in sharing 

personal problems 

 

.57 

 

.56 

 

.38 

 

D1 

 

No faith in mental 

health services 

 

.55 

 

.58 

 

.39 

 

D8 

 

Seeking treatment is 

an ordeal 

 

.51 

 

.62 

 

.51 

 

D22 

 

Best not to know 

oneself 

 

.46 

 

.50 

 

.29 

 

D6 

 

Take up time and 

cost money 

 

.41 

 

.51 

 

.39 

 

D12 

 

First inclination to 

seek help 

 

.63 

 

.66 

 

.53 

 

D16 

 

Seek professional 

help 

 

.58 

 

.58 

 

.35 

 

D2 

 

Recommend 

psychological help 

 

.55 

 

.57 

 

.41 

 

D23 

 

Confidence in 

psychological help 

 

.46 

 

.56 

 

.51 
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D15 Prefer to be advised 

by close friend 

 

-.36 -.45 .38 

D4 Resolve problems 

personally 

.34 -.37 .36 

 

D27 

 

Will not hide 

psychological help 

 

.63 

 

.61 

 

.43 

 

D11 

 

Feel secure in mental 

health hospital 

 

.48 

 

.51 

 

.45 

 

D28 

 

Will seek 

psychological help 

 

.47 

 

.45 

 

.41 

 

D9 

 

Problems can resolve 

by themselves 

 

.44 

 

.47 

 

.50 

 

D24 

 

Not seeking help is 

admirable 

 

.65 

 

.66 

 

.50 

 

D26 

 

Seek psychological 

help as a last resort 

 

.62 

 

.65 

 

.45 

 

D7 

 

Willing to confide to 

appropriate person 

 

.60 

 

.44 

 

.56 

 

D13 

 

Focus on a job is 

good solution 

 

.47 

 

.52 

 

.38 

 

D10 

 

Problems not share 

with others 

 

.41 

 

.49 

 

.44 

 

D21 

 

Will not share with 

others 

 

.39 

 

.45 

 

.32 

 

D25 

 

May seek 

psychological help 

 

.76 

 

.73 

 

.59 

 

D5 

 

Good to seek 

psychological help 

 

.75 

 

.72 

 

.56 

 

D18 

 

Will get 

psychological help 

 

 

.55 

 

.63 

 

.52 
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Table 60 

Revised MHBM’s Stigma 

Stigma 

20. Having been mentally ill carries with it a burden of shame. 

 

14. Having been a psychiatric patient is a blot on a person’s life. 

 

3. I would feel uneasy going to a psychiatrist because of what some people 

might think. 

 

19. The idea of talking about problems with a psychologist strikes me as a poor 

way to get rid of emotional conflicts. 

 

29. It is difficult to talk about personal affairs with highly educated people such 

as doctors, teachers, and clergymen. 

 

17. I resent a person, professionally trained or not, who wants to know about my 

personal difficulties. 

 

1. Although there are clinics for people with mental troubles, I would not have 

much faith in them. 

 

8. I would rather live with certain mental conflicts than go through the ordeal 

of getting psychiatric treatment. 

 

22. It is probably best not to know everything about oneself. 

 

6. Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me. 

 

27. Had I received treatment in a mental hospital, I would not feel that it had to 

be “covered up.” 

 

11. A person with a serious emotional disturbance would probably feel most 

secure in a good mental hospital. 

 

28. If I thought I needed psychiatric help, I would get it no matter who knew 

about it. 

 

9. Emotional difficulties, like many things, tend to work out by themselves. 

 

 

Items in the revised MHBM’s stigma subscale are 20, 14, 3, 19, 29, 17, 1, 6, 

22, 6, 27, 11, 28 and 9 (see Table 60). 
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Table 61 

Revised MHBM’s Confidence 

Confidence 

12. If I believed I was having a mental breakdown, my first inclination would be 

to get professional attention. 

 

16. A person with an emotional problem is not likely to solve it alone; he or she 

is likely to solve it with professional help. 

 

2. If a good friend asked my advice about a mental health problem, I might 

recommend that he see a psychiatrist. 

 

23. If I were experiencing a serious emotional crisis at any point in my life, I 

would be confident that I could find relief in psychotherapy. 

 

15. I would rather be advised by a close friend than by a psychologist, even for 

an emotional problem. 

 

4. A person with strong character can get over mental conflicts by himself, and 

would have little need of a psychiatrist. 

 

 

Items in the revised MHBM’s confidence subscale are 12, 16, 2, 23, 15 and 4 

(see Table 61). 
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Table 62 

Revised MHBM’s Openness 

Openness 

24. There is something admirable in the attitude of a person willing to cope with 

his conflicts and fears without resorting to professional help. 

 

26. A person should work out his own problems; getting psychological 

counselling would be a last resort. 

 

7. I would willingly confide intimate matters to an appropriate person if I 

thought it might help me or a member of my family. 

 

13. Keeping one’s mind on a job is a good solution for avoiding personal 

worries and concerns. 

 

10. There are certain problems that should not be discussed outside one’s 

immediate family. 

 

21. There are experiences in my life I would not discuss with anyone. 

 

 

Items in the revised MHBM’s openness subscale are 24, 26, 7, 13, 10 and 21 

(see Table 62). 

 

Table 63 

Revised MHBM’s Need 

Need 

25. At some future time I might want to have psychological counselling. 

 

5. Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me. 

 

18. I would want to get psychiatric attention if I was worried or upset for a long 

period of time. 

 

 

Finally, items in the revised MHBM’s need subscale are 25, 5 and 18 (see 

Table 63).  
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Research Question Fourteen. 

To what extent do the demographic factors influence help-seeking attitudes?   

After investing the exploratory factor analysis (EFA), a series of statistical 

tests were performed to compare the levels of attitudes towards seeking professional 

psychological help among the different groups, referring to the demographic factors.  

In the present study, four demographic factors including sex, age, race, and education 

level were examined as they have been extensively discussed in the literature review 

section. 

 

 

Figure 2. Mean of attitudes towards seeking professional psychological help scores 

for sex. 

 

 First, an independent-samples t-test was conducted to compare the attitudes 

towards seeking professional psychological help scores for males and females (see 
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Figure 2).  There was a significant difference in scores for males (M = 47.05, SD = 

10.05) and females (M = 51.48, SD = 9.71; t (416) = -4.14, p < .001, two-tailed).  The 

magnitude of the differences in the means (mean differences = -4.44, 95% CI: -6.54 to 

-2.33) was quite moderate (eta squared = .04).  The results showed that women are 

more likely to seek professional psychological help than men. 

 

 

Figure 3. Mean of attitudes towards seeking professional psychological help scores 

for age. 

 

Second, a one-way between-groups analysis of variance was conducted to 

explore the impact of age on levels of attitudes towards seeking professional 

psychological help (see Figure 3).  Participants were divided into eight groups 

according to their age (Group 1: 21 years to 24 years; Group 2: 25 to 29 years; Group 

3: 30 to 34 years; Group 4: 35 to 39 years; Group 5: 40 to 44 years; Group 6: 45 to 49 
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years; Group 7: 50 to 54 years; Group 8: 55 years and over).  There was a statistically 

significant difference between the ATSPPH scores for all the age groups: F (7, 410) = 

4.05, p < .001.   

 The actual difference in mean scores between the groups was moderate.  The 

effect size, calculated using eta squared, was .06.  Post-hoc comparisons using the 

Tukey HSD test indicated that the mean score for Group 1: 21 to 24 years (M = 45.60, 

SD = 11.05) was significantly different from Group 4: 35 to 39 years (M = 49.57, SD 

= 9.09), and Group 5: 40 to 44 years (M = 53.79, SD = 11.48).  There were no 

statistically significant differences among the other groups. 

The results showed that the age group with the highest mean score in attitudes 

towards seeking professional psychological help was Group 6: 45 to 49 years (M = 

45.60, SD = 11.05), second highest was Group 8: 55 years and over (M = 53.50, SD = 

9.29), and third highest was Group 5: 40 to 44 years (M = 53.79, SD = 11.48).  On the 

other hand, the group with the lowest mean score in attitudes towards seeking 

professional psychological help was Group 1: 21 to 24 years (M = 45.60, SD = 

11.052), followed by Group 3: 30 to 34 years (M = 47.57, SD = 9.39).  The results 

indicated that those who are older are more likely to seek professional psychological 

help than those who are younger. 
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Figure 4. Mean of attitudes towards seeking professional psychological help scores 

for race. 

 

Third, a one-way between-groups analysis of variance was conducted to 

explore the impact of race on levels of attitudes towards seeking professional 

psychological help (see Figure 4).  Participants were divided into five groups 

according to their race (Group 1: Chinese; Group 2: Malay; Group 3: Indian; Group 4: 

Eurasian; Group 5: Others).  There was a statistically significant difference between 

the ATSPPH scores for the five racial groups: F (4, 413) = 5.13, p < .001.   

The actual difference in mean scores between the groups was moderate.  The effect 

size, calculated using eta squared, was .05.  Post-hoc comparisons using the Tukey 

HSD test indicated that the mean score for Eurasians (M = 23.67, SD = 14.98) was 

significantly different from Chinese (M = 48.74, SD = 9.97), Malays (M = 47.00, SD 
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= 9.42), and Indians (M = 45.73, SD = 10.29).  There were no statistically significant 

mean differences among the other racial groups.  

Furthermore, Chinese have the highest mean score in attitudes towards 

seeking professional psychological help.  On the other hand, Eurasians have the 

lowest mean score in attitudes towards seeking professional psychological help.  The 

result showed that Chinese are more likely to seek professional psychological help 

than other races. 

 

 

Figure 5. Mean of attitudes towards seeking professional psychological help scores 

for education level. 

 

Fourth, a one-way between-groups analysis of variance was conducted to 

explore the impact of education level on levels of attitudes towards seeking 

professional psychological help (see Figure 5).  Participants were divided into seven 
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groups according to their education level (Group 1: N level and below; Group 2: O 

level; Group 3: A level; Group 4: Diploma; Group 5: University degree; Group 6: 

Postgraduate Degree; Group 7: Others).  There was a statistically significant 

difference between the ATSPPH scores for the seven education level groups: F (6, 41) 

= 2.38, p < .05.   

However, the actual difference in mean scores between the groups was quite 

small.  The effect size, calculated using eta squared, was .03.  Post-hoc comparisons 

using the Tukey HSD test indicated that there were no statistically significant mean 

differences among the education levels.   

In addition, the group with other education level (M = 54.33, SD = 6.41) has 

the highest mean score in attitudes towards seeking professional psychological help, 

followed by those with postgraduate degrees (M = 49.98, SD = 9.33), then those with 

university degrees (M = 49.59, SD = 9.18) (see Figure 4).  Those with N level and 

below (M = 40.50, SD = 8.27) has the lowest mean score in attitudes towards seeking 

professional psychological help.  The result indicated that those who are higher 

education level are more likely to seek professional psychological help than those 

who are lower education level. 
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Confirmatory Factor Analysis and Structural Equation Modelling. 

In the present study, structural equation modelling (SEM) was used to validate 

the conceptual model MHBM.  Structural equation modelling (SEM) 

includes confirmatory factor analysis (CFA), path analysis, partial least squares path 

modelling, and latent growth modelling.  While CFA shows that the items included in 

the model are valid, SEM shows the relationships between different variables. 

Structural equation modelling is a technique that allows researchers to test 

various models concerning the interrelationships among a set of variables (Pallant, 

2016).  Researchers can also evaluate the importance of each of the independent 

variables in the model and to test the overall fit of the model to the data (Pallant, 

2016).  It is often used to assess unobservable latent constructs by using the observed 

variables (Schumacker & Lomax, 2015).  They often include a measurement model 

that defines latent variables using one or more observed variables, and a structural 

model that imputes relationships between latent variables.  The links between the 

constructs of a structural equation model may be estimated with 

independent regression equations.  Table 64 shows the guidelines of overall model fit 

(Schumacker & Lomax, 2015). 
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Table 64 

Guidelines of Overall Model Fit 

GOF Criterion Value Range Acceptable Level 

Absolute Fit 

 

Chi-square (χ²) Tabled χ² value Compares with tabled 

value for given df 

 

Goodness of fit (GFI) 0 (no fit) to 1 (perfect fit) Value close to 0.90 

reflects a good fit 

 

Adjusted GFI (AGFI) 0 (no fit) to 1 (perfect fit) 

  

Value > 0.90 reflects a 

good model fit 

 

Root-mean-square error 

of approximation 

(RMSEA) 

< 0.10  < 0.10 reflects good fit 

 

< 0.05 reflects very 

good fit 

 

< 0.01 reflects 

outstanding fit 

 

Normed fit index (NFI) 0 (no fit) to 1 (perfect fit) Value close to 0.90 

reflects a good fit 

 

Non-normed fit index 

(NNFI) 

0 (no fit) 

no upper bound value  

Value close to 0.90 

reflects a good fit 

 

 

Comparative Fit 

 

  

Comparative fit index 

(CFI) 

0 (no fit) to 1 (perfect fit) Value close to 0.90 

reflects a good fit 

 

Incremental fit index 

(IFI) 

0 (no fit) to 1 (perfect fit) Value close to 0.90 

reflects a good fit 

 

Relative fit index (RFI) 0 (no fit) to 1 (perfect fit) Value close to 0.90 

reflects a good fit 

 

 

Parsimonious Fit 

 

Parsimonious goodness 

of fit index (PGFI)  

0 (no fit) to 1 (perfect fit)

  

Compares values in 

alternative models 
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Parsimonious normed fit 

index (PNFI) 

0 (no fit) to 1 (perfect fit) Compares values in 

alternative models 

 

 

 

Prior to conducting SEM, a CFA was conducted to ensure the validity of the 

model.  A principal component analysis (PCA) was carried out to reduce large set of 

data to obtain meaningful smaller set of constructs.  Each variable used in the analysis 

was measured by multi-item constructs by factor analysis with varimax rotation to 

check the unidimensionality among the items.  The constructs included in the CFA 

had Cronbach’s alpha of more than 0.8, which indicated internal consistency between 

the constructs.  Behavioural subscale was excluded from the analysis due to a low 

Cronbach’s alpha score of 0.16.  

The following is a list of the observed and latent constructs subjected to CFA.  

Tables 65, 66, 67, and 68 show the latent construct for health beliefs, locus of control 

beliefs, cultural beliefs, and attitudes towards seeking professional psychological help. 
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Table 65 

Observed Construct and Latent Construct for Health Beliefs 

Observed Construct Latent Construct 

Perceived Susceptibility Health Beliefs 

Perceived Severity  

Perceived Barriers  

Perceived Benefits  

Health Motivation  

 

Table 66 

Observed Construct and Latent Construct for Locus of Control Beliefs 

Observed Construct Latent Construct 

Primary Control Belief Locus of Control Beliefs 

Cognitive Subscale  

Affective Subscale  

Religious Subscale  

 

Table 67 

Observed Construct and Latent Construct for Cultural Beliefs 

Observed Construct Latent Construct 

Embarrassment Cultural Beliefs 

Social Dysfunction  

Dangerousness/Harm  

Incurability  
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Table 68 

Observed Construct and Latent Construct for Attitudes Towards Seeking Professional 

Psychological Help 
 

Observed Construct Latent Construct 

Stigma Attitudes Towards Seeking Professional 

Openness Psychological Help 

Confidence  

Need  

 

After CFA was conducted, the following relationships were uncovered (see 

Table 69).  Besides the causal relationships between the observed constructs and the 

latent constructs as proposed above, several other relationships between observed 

constructs were uncovered, such as between perceived barriers and perceived severity 

(coefficient of -0.43), perceived severity and perceived benefits (0.25). 
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Table 69 

Relationships Identified from Confirmatory Factor Analysis 

 Standardized 

Coefficient 

Standard 

Error 

 

95% Conf. Interval 

Health Beliefs → 

Perceived Benefits 

0.55 0.05 0.46 0.64 

 

Health Beliefs → 

Perceived Severity 

 

0.33 

 

0.07 

 

0.19 

 

0.48 

 

Health Beliefs → 

Perceived Barriers 

 

0.42 

 

0.05 

 

0.32 

 

0.52 

 

Health Beliefs → 

Perceived Susceptibility 

 

-0.12 

 

0.06 

 

-0.24 

 

0.00 

 

Health Beliefs → 

Health Motivation 

 

0.35 

 

0.06 

 

0.23 

 

0.48 

 

Locus of Control Beliefs 

→ Affective Subscale 

 

0.22 

 

0.05 

 

0.12 

 

0.32 

 

Locus of Control Beliefs 

→ Cognitive Subscale 

 

0.50 

 

0.04 

 

0.41 

 

0.58 

 

Locus of Control Beliefs 

→ Primary Control 

Belief 

 

0.92 

 

0.05 

 

0.82 

 

1.02 

 

Locus of Control Beliefs 

→ Religious Subscale 

 

0.38 

 

0.05 

 

0.29 

 

0.47 

 

Locus of Control Beliefs 

→ Health Motivation 

 

0.35 

 

0.06 

 

0.24 

 

0.47 

 

Cultural Beliefs → 

Perceived Barriers 

 

-0.42 

 

0.05 

 

-0.53 

 

-0.32 

 

Cultural Beliefs → 

Perceived Severity 

 

0.24 

 

0.06 

 

0.13 

 

0.36 

 

Cultural Beliefs → 

Dangerousness/Harm 

 

0.38 

 

0.05 

 

0.29 

 

0.47 

 

Cultural Beliefs → 

Social Dysfunction 

 

0.43 

 

0.05 

 

0.34 

 

0.52 
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Cultural Beliefs → 

Incurability 

 

0.55 

 

0.04 

 

0.47 

 

0.63 

 

Cultural Beliefs → 

Embarrassment 

 

0.90 

 

0.02 

 

0.85 

 

0.95 

 

Cultural Beliefs → 

Confidence 

 

-0.14 

 

0.06 

 

-0.26 

 

-0.02 

 

Cultural Beliefs → 

Stigma 

 

-0.61 

 

0.04 

 

-0.69 

 

-0.53 

 

Cultural Beliefs → 

Openness 

 

-0.34 

 

0.05 

 

-0.44 

 

-0.23 

 

Attitudes → 

Confidence 

 

0.82 

 

0.03 

 

0.77 

 

0.89 

 

Attitudes → 

Need 

 

0.71 

 

0.03 

 

0.65 

 

0.78 

 

Attitudes → 

Stigma 

 

0.35 

 

0.04 

 

0.27 

 

0.43 

 

Attitudes → 

Openness 

 

0.47 

 

0.04 

 

0.39 

 

0.56 

 

Affective Subscale → 

Cognitive Subscale 

 

0.31 

 

0.04 

 

0.23 

 

0.39 

 

Social Dysfunction → 

Dangerousness/Harm 

 

0.46 

 

0.04 

 

0.37 

 

0.54 

 

Social Dysfunction → 

Need 

 

-0.25 

 

0.05 

 

-0.34 

 

-0.16 

 

Incurability → 

Social Dysfunction 

 

0.34 

 

0.05 

 

0.25 

 

0.43 

 

Need → 

Perceived Susceptibility 

 

0.23 

 

0.04 

 

0.15 

 

0.30 

 

Perceived Barriers → 

Perceived Severity 

 

-0.43 

 

0.06 

 

-0.55 

 

-0.30 

 

Perceived Severity → 

Perceived Benefits 

 

 

0.25 

 

0.05 

 

0.15 

 

0.35 
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The model fit indices indicated how the underlying structure fits the data.  The 

model was evaluated by using the model fit indices including chi-square statistic, 

degrees of freedom (DF), comparative fit index (CFI), root-mean-square error of 

approximation (RMSEA), and non-normed fit index (NNFI). 

 

Table 70 

Fitness Indices of Proposed Model for Confirmatory Factor Analysis 

 Model fit Desired score 

Chi-square 383.06 NA 

 

DF 100 NA 

 

CFI 0.88 Close to or more than 0.90 for good 

fit 

 

RMSEA 0.08 </= 0.10 reflects good fit 

 

NNFI 0.84 Value close to 0.90 reflects a good fit 

 

 

As described in Table 70, the chi-square value was 383.06, the DF was 100, 

the CFI was 0.88 which was close to 0.9, the RMSEA was 0.08, and the NNFI was 

close to 0.9, indicating a moderate fit.  Based on CFA, the relationships between the 

latent constructs and observed constructs can be validated.   

Next, SEM was conducted to establish the relationships between the different 

latent constructs.  Table 71 describes the model fit indices for the structural model. 
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Table 71 

Fitness Indices of Proposed Model for Structural Equation Modelling 

 Model fit Desired score 

Chi-square 383.16 NA 

 

DF 101 NA 

 

CFI 0.88 Close to or more than 0.90 for good 

fit 

 

RMSEA 0.08 </= 0.10 reflects good fit 

 

NNFI 0.84 Value close to 0.90 reflects a good fit 

 

 

As seen from Table 71, the chi-square value was 383.16, the DF was 101, the 

CFI was 0.88 which is close to 0.9, the RMSEA was 0.08 indicating a moderate fit, 

close to a good fit.  The values of NNFI were close to 0.9 indicating a moderate fit, 

close to a good fit.  

Next, the causal relationships between the latent constructs and observed 

constructs are represented (see Table 72).  Most of the causal relationships presented 

are significant as p values were less than 0.05.  The regression results from SEM 

showed that the relationships between the latent constructs were significant. 
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Table 72 

Regression results from Structural Equation Modelling 

 Standardized 

Coefficient 

Standard 

Error 

 

95% Conf. Interval 

Locus of Control Beliefs 

→ Health Beliefs 

0.26 0.07 0.12 0.40 

 

Cultural Beliefs → 

Health Beliefs 

 

-0.14 

 

0.09 

 

-0.33 

 

0.04 

 

Attitudes → 

Health Beliefs 

 

0.70 

 

0.06 

 

0.58 

 

0.82 

 

Attitudes → 

Locus of Control Beliefs 

 

0.22 

 

0.06 

 

0.10 

 

0.34 

 

Attitudes → 

Cultural Beliefs 

 

-0.07 

 

0.08 

 

-0.23 

 

0.10 

 

Health Beliefs → 

Perceived Benefits 

 

0.55 

 

0.05 

 

0.45 

 

0.65 

 

Health Beliefs → 

Perceived Severity 

 

0.33 

 

0.08 

 

0.18 

 

0.48 

 

Health Beliefs → 

Perceived Barriers 

 

0.42 

 

0.05 

 

0.32 

 

0.51 

 

Health Beliefs → 

Perceived Susceptibility 

 

-0.12 

 

0.06 

 

-0.24 

 

0.00 

 

Health Beliefs → 

Health Motivation 

 

0.35 

 

0.06 

 

0.22 

 

0.47 

 

Locus of Control Beliefs 

→ Affective Subscale 

 

0.22 

 

0.05 

 

0.12 

 

0.32 

 

Locus of Control Beliefs 

→ Cognitive Subscale 

 

0.50 

 

0.05 

 

0.40 

 

0.59 

 

Locus of Control Beliefs 

→ Primary Control 

Belief 

 

0.92 

 

0.05 

 

0.82 

 

1.01 

 

Locus of Control Beliefs 

→ Religious Subscale 

 

0.38 

 

0.05 

 

0.29 

 

0.47 
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Locus of Control Beliefs 

→ Health Motivation 

 

0.35 

 

0.07 

 

0.21 

 

0.50 

 

Cultural Beliefs → 

Perceived Barriers 

 

-0.42 

 

0.05 

 

-0.52 

 

-0.32 

 

Cultural Beliefs → 

Perceived Severity 

 

0.24 

 

0.10 

 

0.05 

 

0.43 

 

Cultural Beliefs → 

Dangerousness/Harm 

 

0.38 

 

0.09 

 

0.21 

 

0.54 

 

Cultural Beliefs → 

Social Dysfunction 

 

0.43 

 

0.07 

 

0.30 

 

0.56 

 

Cultural Beliefs → 

Incurability 

 

0.55 

 

0.04 

 

0.47 

 

0.63 

 

Cultural Beliefs → 

Embarrassment 

 

0.90 

 

0.02 

 

0.85 

 

0.95 

 

Cultural Beliefs → 

Confidence 

 

-0.14 

 

0.06 

 

-0.26 

 

-0.03 

 

Cultural Beliefs → 

Stigma 

 

-0.61 

 

0.04 

 

-0.69 

 

-0.53 

 

Cultural Beliefs → 

Openness 

 

-0.34 

 

0.05 

 

-0.44 

 

-0.23 

 

Attitudes → 

Confidence 

 

0.83 

 

0.03 

 

0.77 

 

0.89 

 

Attitudes → 

Need 

 

0.72 

 

0.03 

 

0.65 

 

0.78 

 

Attitudes → 

Stigma 

 

0.35 

 

0.04 

 

0.27 

 

0.43 

 

Attitudes → 

Openness 

 

0.47 

 

0.04 

 

0.39 

 

0.56 

 

Affective Subscale → 

Cognitive Subscale 

 

0.31 

 

0.04 

 

0.23 

 

0.39 

 

Social Dysfunction → 

Dangerousness/Harm 

 

0.46 

 

0.04 

 

0.37 

 

0.54 
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Social Dysfunction → 

Need 

 

-0.25 

 

0.05 

 

-0.34 

 

-0.16 

 

Incurability → 

Social Dysfunction 

 

0.34 

 

0.05 

 

0.25 

 

0.43 

 

Need → 

Perceived Susceptibility 

 

0.23 

 

0.04 

 

0.15 

 

0.30 

 

Perceived Barriers → 

Perceived Severity 

 

-0.43 

 

0.06 

 

-0.55 

 

-0.30 

 

Perceived Severity → 

Perceived Benefits 

 

 

0.25 

 

0.05 

 

0.15 

 

0.35 

 

In conclusion, CFA and SEM were used to investigate the relationships among 

the latent constructs and observed constructs.  Both CFA and SEM indicated that most 

of the relationships were valid and significant. 
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CHAPTER V 

DISCUSSION 

As the majority of respondents (91.4%) were Singaporeans, the results of the 

present study will be extrapolated to Singaporeans.  The results of the study confirm 

the findings concerning the important roles which health beliefs in mental health play 

in help-seeking attitudes.  Singaporeans with higher levels of health beliefs, locus of 

control beliefs and cultural beliefs are associated with higher level of professional 

psychological help-seeking attitudes.  In addition, the results from the study 

demonstrate the feasibility and potential of the conceptual model of Mental Health 

Belief Model (MHBM).  The research study contributes specifically in three areas: 

literature, policy and practice.   

As hypothesised, health beliefs, locus of control beliefs (primary and 

secondary control beliefs), and cultural beliefs (Asian and Western cultural beliefs) 

play important roles in influencing professional psychological help-seeking attitudes.  

In this chapter, the findings from the survey will be discussed.  A discussion on the 

implications of the findings in clinical and counselling practice will then follow.  The 

discussion demonstrates the contributions of the present study to the literature 

concerning mental health, policy pertaining to mental health promotion and education, 

as well as practice relating to counselling and psychotherapy in Singaporean context. 

Mental Health Belief 

The first research question was what the health beliefs (perceived 

susceptibility, perceived severity, perceived benefits, perceived barriers and health 

motivation) in mental health of Singaporeans are.  The hypothesis that Singaporeans 

did not have a high level of health beliefs was due to their tendency not to seek 

professional psychological help.  Contrary to hypothesis, Singaporeans demonstrate a 
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moderately high level of health belief towards mental health issues, as they perceive 

mental illness as a threat to their lives and perceive benefits of seeking treatment.  

They also tend to perceive that they are susceptible to mental illness and that mental 

illness can become severe if not treated early.  It could be due to the increasing 

awareness of mental health issues through psychoeducation which results in more 

Singaporeans having a higher level of health beliefs.  The results are encouraging as 

this shows that Singaporeans care about their mental health and mental well-being.   

Primary Control Belief 

The second research question was what the locus of control beliefs (primary 

and secondary control beliefs) in mental health of Singaporeans are.  The hypothesis 

was that Singaporeans demonstrate a high level of primary control belief and 

secondary control belief.  As hypothesised, Singaporeans demonstrate a high level of 

primary control belief in mental health.  Generally, Singaporeans have the belief that 

they have high level of control over the outcomes of their lives, which suggests the 

belief that they have certain level of control over their mental well-being.  They are 

likely to do something about their mental health whenever necessary.  This may 

include finding out more about mental health and mental disorders for greater 

awareness.  They may also seek professional psychological help when they 

experience mental health problems. 

Secondary Control Belief 

Furthermore, as hypothesised, Singaporeans demonstrate a high level of 

secondary control belief in mental health.  This suggests that Singaporeans have the 

belief that they can accommodate and fit into an environment when they are unable to 

directly change situations with the hope that they can control some aspects.  Such 
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implications suggest that they will manage any mental health problems that occur 

along the way which will prevent these problems from worsening. 

Cultural Beliefs 

The third research question was what the cultural beliefs (Asian and Western 

cultural beliefs) in mental health of Singaporeans are.  The hypothesis was that 

Singaporeans demonstrate stronger Asian cultural belief (i.e., negative belief about 

mental illness) than Western cultural belief (i.e., positive belief about mental illness) 

in mental health.  Contrary to hypothesis, Singaporeans demonstrate slightly weaker 

Asian cultural belief about mental health issues.   

This suggests that more Singaporeans have a greater level of Western cultural 

belief (positive belief in mental health) than Asian cultural belief (negative belief in 

mental health), and therefore exhibit more positive attitudes towards seeking 

professional psychological help.  This could be attributed to the fact that Singaporeans 

today are living in a globalised society where Singaporeans are exposed to and 

influenced by Western culture, including the ethos and values.  Singaporeans are also 

well-travelled and are influenced by the trends in the modernised and globalised 

world. 

Professional Psychological Help-seeking Attitudes   

The fourth research question was what the help-seeking attitudes of 

Singaporeans are towards mental health issues.  The hypothesis was that a majority of 

Singaporeans do not seek professional help for mental health issues.  Contrary to prior 

studies that a majority of Singaporeans do not seek professional psychological help 

for mental health issues, the results of the present study show that Singaporeans are 

open and positive to seeking professional psychological help if they experience 

mental health problems.  There is greater openness and responsiveness in seeking help 
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such as counselling and psychotherapy for mental health issues.  The growth and 

development of clinical and counselling services available from counselling centres 

and family service centres in the social services sector, psychology services at 

polyclinics and hospitals in the healthcare sector, as well as private counselling 

agencies demonstrate that there is a greater awareness of mental health issues and 

utilisation of the services. 

Health Beliefs and Help-seeking Attitudes. 

The fifth research question was what the relationship is between individuals’ 

beliefs in mental health and professional psychological help-seeking attitudes. There 

is a significant and positive relationship between individuals’ belief in mental health 

and professional psychological help-seeking attitudes.  Not only do Singaporeans 

have a high level of health beliefs about mental health (perceived susceptibility, 

perceived severity, perceived benefits, health motivation, and low level of perceived 

barriers), they are also likely to seek help if they experience mental health problems.  

This could be due to a greater awareness of mental health through public and 

psychoeducation which contribute to high level of health beliefs among Singaporeans.  

Positive belief in mental health is a key factor in motivating individuals in seeking 

professional psychological help. 

Primary Control Belief and Help-seeking Attitudes. 

The sixth research question was what the relationship is between primary 

control belief and help-seeking attitudes.  There is a positive relationship between 

primary control belief and attitudes towards seeking professional psychological help.  

This indicates that Singaporeans with primary control belief may choose to manage 

their mental health issues by seeking professional psychological help.  While they 
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believe that they have control over the outcomes of their lives, they are responsive to 

seek counselling and psychotherapy to resolve their emotional problems. 

Secondary Control Belief and Help-seeking Attitudes. 

The seventh research question was what the relationship is between secondary 

control belief and help-seeking attitudes.  Individuals with higher secondary control 

belief are associated with more positive attitudes towards seeking professional 

psychological help than those with lower secondary control belief.  This suggests that 

Singaporeans with secondary control belief are responsive to seek counselling and 

psychotherapy to handle their emotional problems so as to control some aspects of 

their situations. 

Cultural Beliefs and Help-seeking Attitudes. 

The eighth research question was what the relationship is between cultural 

beliefs in mental health (Asian and Western cultural beliefs) and help-seeking 

attitudes.  There is a significant relationship between cultural beliefs and professional 

psychological help-seeking attitudes.  Those with a higher level of Asian cultural 

belief (negative belief in mental health) are less likely to seek professional 

psychological help, while those with higher level of Western cultural belief (positive 

belief in mental health) are more likely to seek professional psychological help.  The 

results showed that both cultural beliefs and health beliefs have made a unique and 

statistically significant contribution to the prediction of professional psychological 

help-seeking attitudes.  As predicted, one’s cultural belief is the strongest predictor for 

influencing professional psychological help-seeking attitudes.  The results showed 

that Singaporeans have high level of health belief, primary and secondary control 

beliefs, and Western cultural belief which contribute to high level of positive attitudes 

towards seeking professional psychological help. 
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The ninth to fourteenth research questions pertaining to the relationships 

among the various belief variables, as well as the demographic variables are discussed 

in the following section.  The results of the confirmatory factor analysis (CFA) and 

structural equation modelling (SEM) demonstrated that the conceptual model MHBM 

is valid and reliable.  The results also revealed that the relationships among the 

variables are significantly associated.   

Demographic variables 

In terms of demographic variables, the result showed that women in Singapore 

are more likely to seek professional psychological help than men.  This is consistent 

with prior studies that women are more likely to hold more favourable attitudes 

towards professional psychological help and use more mental health services than 

men do.  They tend to be more open sharing their personal problems and more willing 

to resolve their issues. 

Second, the result indicated that those who are older are more likely to seek 

professional psychological help than those who are younger.  This suggests that older 

people in Singapore tend to have positive help-seeking attitudes and are willing to 

seek help when they experience mental health issues.   

Next, the result indicated that those who are higher educated are more likely to 

seek professional psychological help than those who are lower educated.  This 

suggests that people who are educated in Singapore are more aware of the nature of 

mental health problems and benefits of receiving treatment.  This implies that there is 

a great need to raise mental health awareness among the lower educated and to 

demonstrate the benefits of seeking counselling and psychotherapy whenever they 

encounter mental health problems. 
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Finally, the results showed that Chinese are more likely to seek professional 

psychological help than other races.  This suggests that Chinese in Singapore tend to 

be more aware of mental health issues and positive in seeking help for their emotional 

problems.  As cultural belief is the strongest predictor in the conceptual model 

MHBM, it is important for counsellors and psychologists to understand the cultural 

beliefs of the various ethnic groups in Singapore in relation to mental health. 

The Influence of Locus of Control Beliefs on Help-seeking Attitudes. 

After discussing the results of the study, the next two sections will examine 

the influence of locus of control beliefs and cultural beliefs on help-seeking attitudes. 

The results of the present study showed that Singaporeans have high level of 

primary and secondary control beliefs.  The majority of Singaporeans are English 

educated and have exposure to Western education and cultures.  Therefore, it is not an 

issue when traditional counselling and psychotherapy operate from the assumption of 

high internal locus of control.  In the counselling context, studies have found that 

locus of control belief is a significant influential variable in the counselling process 

(Hill & Bate, 1980; Marks, 1998; Sandler, Reese, Spencer & Harpin, 1983).  The 

traditional emphasis on internal locus of control belief has biased the hypotheses of 

researchers and practitioners that it is more valued and desirable than external locus of 

control belief.  Such perception is also prevalent in the mental health literature and the 

conceptualisations of effective counselling methods (Marks, 1998).  Some of the 

counselling and psychotherapy frameworks such as cognitive and behavioural 

approaches appear to define and enhance an individual’s perceptions of control as 

integral aspects of counselling theories (Corsini & Wedding, 1989; Marks, 1998).  As 

having an internal locus of control belief has often been associated with positive 

mental health, a common perception is to apply interventions that increase internal 
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locus of control within clients (Cochran & Laub, 1994; Connolly, 1980; Husa, 1982).  

Clients are encouraged to enhance their internal locus of control belief as they will be 

perceived to be the agents of change in working on their issues (Neeman, 1985).  

These counselling approaches imply that encouraging clients to have an internal locus 

of control belief is fundamental to their well-being and that increasing internal locus 

of control belief is a primary goal of all counselling approaches (Strupp, 1970).  This 

popular belief further perpetuates the Western dominance of counselling and 

psychological approaches. 

However, counsellors and psychologists need to be aware that locus of control 

beliefs may vary with the situations as well as within and between cultures.  It is 

essential to consider how clients’ cultures might influence their locus of control 

beliefs (Marks, 1998).  The differences in locus of control beliefs within and between 

various cultural groups could be due to socioeconomic status or level of acculturation 

(Gurin, Gurin, & Morrison, 1978; Levenson, 1974, 1981; Rotter et al., 1966).  The 

belief that having an internal locus of control belief is fundamental to one’s well-

being may not be congruent with Asian clients. 

The Influence of Cultural Beliefs on Help-seeking Attitudes. 

Apart from the influence of the locus of control beliefs on attitudes towards 

seeking professional psychological help, the results of the present study showed that 

cultural beliefs play an important role in influencing attitudes towards seeking 

professional psychological help.   

In Singapore, a significant number of people have Western cultural beliefs 

which are more responsive to seeking help for mental health issues.  Singapore is a 

multiracial, multi-religious ad multi-cultural society.  Every race is encouraged to 

preserve its unique culture and tradition, while at the same time develop mutual 
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respect and appreciation for other cultures.  However, Singaporeans are also exposed 

to Western culture and values due to globalisation and modernisation.  While many of 

the Asian traditional social and cultural values inherited from forefathers are 

preserved, Singapore has become a complex metropolitan Asian state comprising a 

mixture of Eastern and Western characteristics, traditional and modern values, as well 

as attitudes and lifestyles (Chang et al., 2003; Foo et al., 2006; Lee, 2013; Ow & Katz, 

1999).   

The Western therapeutic models and counselling theories represent different 

worldviews and assumptions of human behaviour (Corey, 2017).  The Western 

perspectives offer theories of counselling and psychotherapy which represent different 

worldviews and distinct interpretation about human behaviour and reality, including 

the origin of mental disorders and therapeutic approaches (Geva & Wiener, 2015; Sue 

& Sue, 2016).  The Western worldview demonstrate a belief that human conditions 

are universal, that mental disorders are similar and equally applicable across all 

populations and societies (Sue & Sue, 2016).   

Traditional counselling and psychotherapy are culture bound as they are 

defined and practised from a primarily White Western-European perspective 

(Gallardo, 2014).  For counsellors and psychologists, their training in different models 

of counselling and psychotherapeutic approaches is predominantly rooted in the 

Western traditions.  However, the assumptions of human behaviour in counselling and 

psychological theories which are rooted in Western philosophical traditions may not 

be applicable to people from other cultures (Busiol, 2016).  This could create conflict 

and cognitive dissonance, hinder knowledge acquisition and skills training for Asian 

mental health professionals (Rudowicz & Au, 2001).  It is crucial that counsellors and 
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psychologists are trained to be culturally responsive and sensitive so as to be effective 

and relevant in their practice.  

Traditional counselling and psychological theories which are based on 

Western ideas and concepts need to incorporate an interactive person-in-the 

environment focus by considering the cultural elements so as to be relevant in a 

multicultural and pluralistic society.  To be effective, it is critical that counsellors and 

psychologists “listen to clients and determine why they are seeking help and how best 

to deliver the help that is appropriate for them” (Corey, 2017, p. 44).  Ridley, Mollen 

and Kelly (2011) argue that counselling competence is analogous to multicultural 

competence.  Hence, in working with clients from diverse racial, ethnic and cultural 

backgrounds, it is essential that counsellors and psychologists apply multicultural 

perspectives in counselling. 

Furthermore, counsellors and psychologists need to understand the differing 

worldviews of their culturally diverse clients and to confront their own biases, 

prejudices and stereotypes, so as to be culturally competent and effective in their 

counselling approaches (Sue & Sue, 2016).  In order to assist clients in making 

decisions that are congruent with their beliefs, worldviews and values, effective 

therapeutic relationships need to be established and maintained (Corey, 2017).  Then 

counsellors and psychologists are to consider the worldviews and beliefs of their 

clients in relation to the issues that confront them.  This includes flexibility and 

willingness to modify strategies and interventions to fit the needs and circumstances 

of their clients (Corey, 2017).  In essence, it means adopting and practising 

counselling from a multicultural perspective.   

Multicultural differences involve a multiple combination of demographic 

differences such as gender, ethnicity, sexual orientation, disability and religious 
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orientation (Sue & Sue, 2016).  Counsellors and psychologists are to practise ethically 

by respecting cultural diversity of their clients and resist imposing personal values on 

them (Barnett & Johnson, 2015; Chung & Bemak, 2012).  Inaccurate diagnosis and 

incongruous treatment are often due to neglecting the cultural context in which a 

syndrome manifests (Sue, Sue, Sue, & Sue, 2016).  On the other hand, culturally 

competent assessment, diagnosis and treatment enable counsellors and psychologists 

to help their clients gain insights into their emotional distress (Sue & Sue, 2016). 

Counsellors and psychologists are to use counselling skills and strategies 

appropriate to the life values and beliefs of their culturally diverse clients (Sue & Sue, 

2016).  They are seen as credible and trustworthy when they exhibit understanding 

and knowledge of clients’ cultural values and beliefs (Sue & Sue, 2016).  In order for 

people to be responsive to counselling and psychotherapy, it is essential for clients to 

perceive counselling and psychotherapy as beneficial whenever they seek help.   

It is proposed that counsellors and psychologists adopt an integrative approach 

with multicultural perspective in counselling and psychotherapy (Corey, 2017).  A 

conceptual framework for competencies and standards in multicultural counselling 

requires a combination of cultural awareness and sensitivity, body of knowledge and a 

specific set of skills (Corey, 2017; Sue, Arredondo, & McDavis, 1992; Sue & Sue, 

2016).  Accordingly, counsellors and psychologists should aspire to acquire three 

areas of cultural competency: awareness of one’s own assumptions, values and biases; 

understand the worldviews of culturally diverse clients; and develop culturally 

appropriate intervention strategies and techniques (Sue and Sue, 2016). 

The traditional and dominant paradigm is Western counselling and 

psychotherapy which are considered to possess the values of the dominant culture.  

However, the contemporary and alternative paradigm is integrative counselling and 
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psychotherapy with multicultural perspectives which are considered to be more 

relevant and appropriate to the Asian clients.  It is advocated that counselling and 

psychotherapy are to be applied with a diversity perspective where the worldviews 

and beliefs of clients are given due consideration during the counselling sessions.  

This means that counsellors and psychologists should apply appropriate strategies and 

interventions that will most alleviate the emotional distress of their clients and 

enhance their psychological health.   

A counselling approach termed as multicultural counselling has been 

developed.  Multicultural counselling is effective when counsellors and psychologists 

are culturally competent in appreciating the worldview of their clients and engaging in 

counselling modalities that are consistent with their clients’ life goals, values and 

beliefs (Sue & Sue, 2016).  This implies that multicultural competent clinicians 

should not only respect the worldviews of their clients, but also apply intervention 

strategies that are culturally appropriate to them. 

For example, in Japan, psychotherapy integration often takes a form of 

cultural integration which takes two distinct routes (Iwakabe, 2008).  One route is 

adjusting and modifying Western counselling procedures to suit Japanese client 

population.  The other is developing theoretical concepts which are more in 

agreement with Japanese culture and its underlying worldview.  For example, 

counsellors and psychologists in Japan emphasise the importance of non-talking cure 

or silent processes and employ nonverbal tasks like drawing and sandbox during 

counselling (Iwakabe, 2008).  Innovative theoretical constructs which emphasise the 

importance of healthy dependence between mother and child has also been developed 

(Iwakabe, 2008).   
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Two well-known indigenous therapies in Japan are Morita therapy and Naikan 

therapy.  Morita therapy is an ecological, purpose-centered and response-oriented 

therapy developed by Shoma Morita.  It is based on his theory of consciousness and 

medically grounded four-stage progressive therapeutic method (Chang, 1974).  It was 

originally developed as an inpatient treatment for neurosis and anxiety, which often 

lasts for one month (Reynolds, 1976).  The process of Morita therapy is divided into 

four stages, each running for about one week.  In the first stage, patients are to stay in 

bed and not permitted to engage in activities such as interacting with people including 

their family members, talking and reading so that they can learn to endure and accept 

their conditions.  The second stage is to encourage patients to do solitary light manual 

tasks such as gardening and carpentry work.  At the third stage, patients are given an 

increased workload of similar manual tasks so that they can cultivate a desire for joy 

in work.  At the final stage, patients prepare themselves to return to society by 

commuting to their respective places of work or school (Reynolds, 1976).  The goal is 

to have patients accept life as it is and be able to be satisfied with their life in the 

moment.  They are to respect the laws of nature while not resigning to their mental 

illness.  Morita therapy helps the patients understand that experiencing emotions, 

positive or negative, is a facet of being a human being (Chang, 1974). 

Naikan therapy, where Naikan means introspection or looking forward, was 

developed by Ishin Yoshimoto in 1937 (Iwakabe, 2008).  It is a structured method of 

self-reflection seeking to understand and appreciate the fundamental nature of human 

existence through examining one’s interpersonal relationships with significant others 

(Iwakabe, 2008).  The process of Naikan therapy is a one-week retreat in which 

clients reflect upon the events of their entire life for fifteen hours each day and are not 

allowed to interact with others but to spend time alone reflecting on their lives 
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(Iwakabe, 2008).  The objective of this introspection is to illuminate aspects of their 

lives in which they have been helped or forgiven by others in spite of the troubles that 

others have caused them.  The therapy often leads to both a sense of gratitude for 

others and recognition of self-centredness (Iwakabe, 2008).   

While it appears that Asian practitioners considered the possibility of 

developing indigenous therapy styles in the past decade, current mental health 

professionals have been adapting Western models to local Singaporean contexts 

(Hodges & Oeia, 2007; Mathews, 2010; Yeo, 2006).  This includes having the local 

cultural context to inform the import of Western psychotherapy models and avoiding 

imposing Western values which are not congruent with the local context (Jennings et 

al., 2008).  Individuals often integrate various forms of culture into their individual 

selves due to the forces of globalisation and modernisation (Mathews, 2010).  Some 

strategies recommended in the local context include being non-judgmental and 

respectful, willing to address spiritual issues, a flexible therapeutic approach, and 

relying on personal and professional experiences (Jennings et al., 2008).   

The next section focuses on exploring cultural adaptation of counselling 

practices in Singaporean context.  There are three main ethnic groups in Singapore: 

Chinese, Malays and Indians.  The discussion also pays attention to developing 

counselling practices for the Chinese, Malay and Indian communities in Singapore 

while integrating Western counselling approaches.  The goal is to promote mental 

wellness as Singaporeans seek professional psychological help for their mental health 

issues through counselling and psychotherapy. 

 Singapore’s resident population was 3.90 million, comprising 3.38 million 

Singapore citizens and 0.53 million Permanent Residents, as at end of June 2015 

(Department of Statistics, 2016).  With 1.63 million non-residents, the total 
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population was 5.54 million (Department of Statistics, 2016).  In terms of ethnic 

composition, 74.3% of Singapore residents were Chinese, 13.3% were Malays, 9.1% 

were Indians, 3.2% were Others (Department of Statistics, 2016).  In terms of 

religious affiliation, there remains diversity among the resident population in 

Singapore.  There were 18.8% who were affiliated to Christianity, 43.2 

Buddhism/Taoism, 14% Islam, 5% Hinduism, and 0.6% other religions, while 18.5% 

reported no religious affiliation (Department of Statistics, 2016). 

Counselling the Chinese Community.  

The ethnic Chinese in Singapore are the majority and the dominant cultural 

group in Singapore.  Most of the forefathers of the Chinese in Singapore came from 

the South-eastern coast of China in the provinces of Fujian, Guangdong and Hainan. 

They brought along rich diverse dialects and cultures (Bravo-Bhasin, 2012).  There 

are several socio-cultural characteristics of ethnic Chinese in Singapore which can 

influence clinical and counselling practice. 

First, the value of the family and children, which are tied to the patrilineal 

system of social organisation (Ow & Osman, 2003).  The family is the core of the 

society and plays a central role in the lives of the Chinese community.  The traditional 

Chinese value of close-knit family ties between parents and children is paramount to 

Chinese Singaporeans (Chen & Davenport, 2005).  Hence, traditional Chinese may 

not understand why people seek professional help and share their emotional problems 

with these professionals.  They would think that resolution of family members’ issues 

and conflicts should be carried out and kept within the family.  Regardless of the 

severity of the family or personal problems, one should not wash their dirty linen in 

public (家丑不可外扬).  Chinese, more than Westerners, are more sensitive to being 

personally shamed by action or lack of action on the part of others (Bedford, 2004).  
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Accordingly, counsellors and psychologists who work with Chinese clients must 

recognise the importance of family harmony in their lives.  While Western culture 

tends to emphasise on individualism and independence, Chinese cultures are more 

likely to stress on collectivist values, such as attending to others, fitting well within 

the community, role relationships, and interpersonal harmony (Sue, 1999).   

Second, the value of filial piety, which involves obligations, respect and duty 

to one’s parents (Chen & Davenport, 2005).  Since young, Chinese Singaporean 

children are taught to respect and obey their parents (Foo et al., 2006; Hwang, 1999).  

Children are expected to respect and be obedient to the authority of their parents.  

This is aligned with Confucian values, which stress that one’s life is inherited from 

one’s ancestors, and the lives of the offspring flow from one’s own (Bedford & 

Hwang, 2003).  In cases where there are conflicts between parents and children, 

counsellors may need to guide the children to show respect without compromising 

their welfare.   

Third, the characteristic of collectivism, which stresses on the importance of 

interdependence and community before self (Wong & Piran, 1995).  Chinese culture 

emphasises group consciousness, collective identity, emotional interdependence, 

group decision making, ascribed duties and obligations, and reciprocity in the family 

as well as in the wider community (Hofstede, 1991).  

Fourth, it is the Chinese belief of the concept of face.  In Asian context, face 

refers to upholding of personal dignity, self-esteem and family’s name (Foo et al., 

2006).  This behaviour is a form of reciprocal affirmation, where parties involved in 

the relationship would seek to make every effort to protect each other from a loss of 

prestige or status related to one’s face (Ow & Katz, 1999).  Building rapport and trust 

with clients before discussing sensitive issues is essential as Chinese places great 
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importance in saving face (Lin, 2002).  During counselling, it is more important to 

know what the clients believe about their emotional problems and how they want to 

resolve their issues, rather than what the counsellors want.  Understanding Chinese 

clients’ aetiology and treatment beliefs about psychological problems is key to 

resolving their psychological problems (Lee, 2002a). 

Fifth, the other characteristic is hierarchical relationship and social roles.  

Influenced by Confucianism, the Chinese community in Singapore values and adheres 

to a hierarchical relationship in the society (Wong & Lai, 2000).  There is a strong 

emphasis on deference and respect towards those who are more senior and of higher 

status.  Strong hierarchical relationships are demonstrated in the relationship between 

parents and children, teachers and students, employers and employees, as well as 

government and citizens.  The system of relationships in which a family member is 

involved, defines the person’s identity (Triandis, Bontempo, & Villareal, 1988).  This 

means recognising the hierarchical structure that governs the inter-generational and 

intra-generational relationships within the Chinese family (Kwan, 2000).  In Chinese 

culture, husband is the head of the family and his responsibility is to provide for the 

family materially and financially.  The role of wife is to support the husband and 

nurture children at home.  Understanding these roles enhance the effectiveness of 

counselling by providing the respect according to different roles and rectifying any 

dysfunctions that may occur in the role relationships. 

Sixth, Chinese Singaporeans emphasise on education and academic 

achievements (Ow, 1998).  Parents often have high expectations for their children to 

excel in their studies and believe that such achievement is for the honour of the family 

(Chen & Davenport, 2005).  As a result, it can lead to stress and pressure in the 

children and their parents, in schools and society. 
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Next, Chinese individuals tend to have an external locus of control orientation 

and worldview, which attribute their problems to fate, luck, chance, or forces beyond 

their control (Lin, 2002).  Chinese individuals consider their success as related to 

luck, in addition to individual efforts and group efforts (Wong & Piran, 1995).  

Moreover, they attribute their mental health issues to supernatural causes and seek 

help from Chinese temple mediums, as they believe that they have no control over 

these problems (Ow, 1998). 

Finally, another characteristic is social harmony and emotional restraint (Lin, 

1985; Lin, 2002).  In many Chinese families, the expression of positive and negative 

emotions is discouraged, and self-control in emotional expression is essential for 

maintenance of social harmonious relationships (Chen & Davenport, 2005).  In order 

to maintain social harmony, Chinese tend to moderate their behaviour, compromise or 

demonstrate their disagreement or displeasure in an indirect way (Foo et al., 2006).  

For example, traditional Chinese would not understand why therapists use group 

therapy as people will feel shameful and uncomfortable to disclose their personal 

problems with a group of strangers.  They also may not appreciate why counsellors 

and psychologists use certain counselling and psychological theories and techniques, 

such as cognitive behaviour therapy.  They might feel that counselling should not 

dwell too much on the internal cognitive explanation of a client’s problem, but the 

situation and environment. 

The following seeks to draw out major counselling principles to observe in the 

context of the Chinese cultural group.  In Singapore, Chinese religions are pantheistic 

and consist of diverse religious beliefs such as animism, worship of heroes in Chinese 

history, formal religions such as Buddhism, Taoism and Confucianism (Ow & 

Osman, 2003).  In addition, Chinese individuals subscribe to beliefs such as Chinese 
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astrology, spirits and geomancy (feng shui) (Foo et al., 2006).  Those who subscribe 

to beliefs in spirits tend to seek healing for mental illness from traditional spiritual 

healers or temple mediums in Chinese temples.  This shows that they are responsive 

in seeking help from informal and indigenous network as well as traditional 

treatments (Ow & Osman, 2003; Wing, 1985).   

Due to face-saving, traditional Chinese individuals are not inclined to disclose 

themselves readily to others.  Counsellors and psychologists should endeavour to help 

their Chinese clients reframe distressful feelings to facilitate the development of 

appropriate physical, emotional and behavioural reactions (Ow & Katz, 1999).  

Examples of techniques that can be implemented are Socratic questioning which offer 

more reasoning and alternative choices, using words such as “impractical” or 

“inapplicable” instead of “irrational” or “dysfunctional” to lower clients’ 

defensiveness, and being sensitive about issues relating to face and interpersonal 

harmony (Chen & Davenport, 2005; Lin, 2002). 

Furthermore, as traditional Chinese individuals tend to be more restrained in 

their emotions, they prefer a logical, rational and structured counselling approach over 

an affective and reflective one.  Research has shown that Chinese clients prefer 

structured counselling sessions with practical and immediate solutions to their 

problems (Lin, 2002).  They also prefer more direct counselling approaches than non-

directive or insight-oriented counselling approaches (Miller, Yang, & Chen, 1997).  In 

counselling Chinese clients, it is more important to be focused in solving the problems 

or resolving the conflicts, than dwelling on personal life.  Counsellors and 

psychologists are to take a more active and directive role in structuring the interview 

sessions, focusing on specific problems and helping the clients to develop their own 

goals (Exum & Lau, 1988; Foo et al., 2006; Leong, 1986).   
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However, Chinese Singaporeans who are in the higher socio-economic status, 

English-educated and Westernised may prefer a non-directive approach (Foo et al., 

2006; Lee & Bishop, 2001).  A research finding showed that Chinese Singaporean 

students preferred non-directive counsellors as they were perceived as competent, 

professional and caring (D’Rozario & Romano, 2000).  Thus, counsellors and 

psychologists need to understand the beliefs and values of their Chinese clients and 

adapt counselling approaches accordingly.   

Based on the above counselling principles with regard to counselling Chinese 

Singaporeans, counselling techniques can either be modified or adapted.  It is 

essential to adapt the various counselling techniques to the needs of the clients.  

Adapting Western counselling theories and techniques will be more compatible with 

Chinese clients’ cultural experiences and more effective in psychological 

interventions (Kohn, Oden, Muñoz, Robinson, & Leavitt, 2002; Sue, 2003; Whaley & 

David, 2007).   

For example, cognitive behaviour therapy (CBT) has been regarded as a 

directive counselling approach involves asking the clients about their strengths and 

resources.  However, modesty is a virtue in Chinese culture.  They may deny or not 

acknowledge that they have any strength.  A better way could be asking the clients 

what their family members or friends say about their strengths (Hays, 2009).  Chen 

and Davenport (2005) investigated the compatibility of Chinese values, beliefs, and 

characteristics with CBT, and affirmed that with modifications, CBT can be adapted 

for Chinese clients.  Cognitive-behavioural interventions like reframing, 

reinforcement and observational learning techniques can be effective in managing 

cultural difficulties of contracting, self-disclosure and cognitive skill practice of 

Chinese clients (Bentelspacher, DeSilva, Goh, & LaRowe, 1996).  Tan (2006) also 
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exemplified the use of therapeutic paradox with Chinese clients.  In many ways, the 

techniques used in therapeutic paradox such as reframing, prescribing and predicting a 

relapse are similar to cognitive restructuring and behaviour experiment techniques of 

CBT. 

Besides CBT with modifications, there are a few indigenous counselling 

approaches that have been applied to counselling Chinese Singaporeans.  One of them 

is Practical Therapy, a behavioural approach based on Buddhist meditation to gain 

liberation or nirvana through enlightenment, which aims to teach people to take 

actions to achieve mental harmony and stability (Hwang & Chang, 2009).   

The next indigenous counselling approach is Conceptual Therapy, a cognitive 

approach based on the Buddhist principle that all of the existence is a creation of the 

mind (Hwang & Chang, 2009).  It aims to help Chinese clients to change their way of 

thinking, feeling and acting from negative dissonance to positive mental harmony.  

The other well-developed counselling model integrating Western approaches 

with Chinese practices is the imagery dialogue therapy (IDT) (Wu, Huang, Jackson, 

Su, & Morrow, 2016).  IDT was developed by combining the elements from Carl 

Jung’s psychoanalysis and Shorr’s emotional imagery strategy (Zhu & Sun, 1998).  It 

does not incorporate the complicated process of dream analysis but uses imagery 

skills which are simple and acceptable to Chinese clients (Zhu & Sun, 1998). 

Another indigenous counselling approach is the Chinese Taoist Cognitive 

Psychotherapy (CTCP), which combines cognitive therapy and Taoist philosophy in 

helping clients to learn coping skills with current work and social reality (Hwang & 

Chang, 2009).  CTCP’s intervention consists of five sequential stages.  The first stage 

is assisting clients in identifying and analysing actual stressors.  The second stage is 

having clients to share self-prioritised needs.  Next, it is evaluating the effectiveness 
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of the client’s coping strategies.  The fourth stage is discussing and applying the 32-

character Taoist formula (composed of four eight-character sentences that outline the 

central tenets of Taoism) to achieve a deep understanding of philosophical tenets by 

studying the Tao-Te Ching (a Taoist classic text).  Lastly, it is to assess the 

effectiveness of counselling through self-report and discuss co-therapeutic experience 

and clinical rating scales (Hwang & Chang, 2009; Zhang et al., 2002).  A longitudinal 

clinical study by Zhang et al. (2002) demonstrated that after six months of treatment 

of CTCP, 143 clients reported that there was a reduction in their generalised anxiety 

disorder symptoms.   

Finally, the Chinese medicine psychotherapy as proposed by Lee (2002b), is a 

practical and problem-solving approach in resolving clients’ issues at a specific point 

in time.  Lee (2002a; 2002b) argued that traditional Chinese medicine and folk 

therapies can be complementary with Western psychotherapy in counselling, by 

looking at emotional problems holistically, integrating both the mind and body.  The 

aetiology and treatment beliefs about psychological problems of the Chinese 

Singaporean clients are eclectic, embracing both beliefs from Chinese indigenous 

psychotherapies and Western psychotherapies (Foo et al. 2006; Lee, 2002a).  

Accordingly, integrating both Western and Chinese psychotherapies can be acceptable 

and effective for Chinese Singaporeans (Lee & Bishop, 2001; Lim & Bishop, 2000).    

Counselling the Malay Community.  

The next section discusses counselling the Malay community in Singapore.  

As most Malays are Muslims, it is essential to gain a basic understanding of Islam in 

order to understand the Malay culture.  Islam provides Muslims with a code of 

behaviour, ethics and social values for guidance and direction in life (Sabry & Vohra, 

2013).  Ow and Osman (2003) stated that Islam influences the worldview of the 
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Malays greatly.  For example, Muslims often seek advice from their religious leader, 

Ustaz, who is an influential person in the Muslim community, regarding all aspects of 

life (Othman & Abdullah, 2015).   

Western counselling and psychological theories are rooted in European 

enlightening which affirms values on what constitute appropriate human functioning 

(Hodge & Nadir, 2008).  Some of these values include individualism, self-

determination, independence, self-expression, egalitarian gender roles and self-

identity (Hodge & Nadir, 2008).  Western counselling and psychological theories 

often emphasise the role of individual self in therapy.  For example, concepts such as 

self-actualisation and self-efficacy are positive values advocated by Western theorists 

with psychodynamic oriented insight strategies designed to raise clients’ level of self-

understanding (Hodge & Nadir, 2008).  Muslim clients may be concerned that 

counsellors and psychologists impose their therapeutic strategies and values which 

may not be congruent with Islamic worldview.  It is essential that mental health 

professionals be aware of the indigenous cultural and religious values and beliefs of 

their Muslim clients. 

Islam has a considerable influence on the everyday life of the Muslim family.  

Central to the Islamic code of conduct are the five pillars of Islam: declarations of 

faith, daily prayers, customary giving, fasting and pilgrimage to Mecca where health 

and finances permit (Beshai, Clark, & Dobson, 2013).  There are six articles of faith 

(iman) which are: belief in Allah the only God, belief in the angels, belief in the holy 

books, belief in the prophets, belief in the day of judgment, and belief in God’s 

predestination (Kizilhan, 2014).  In Islam, belief in God’s providence and 

predestination determines a Muslim client’s attitude towards counselling as Muslims 

believe that disease is a result of God’s will, but healing is possible through treatment 
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(Kizilhan, 2014).  Accordingly, they are likely to seek help so as to recover from their 

mental illness (Kizilhan, 2014).  In Islam, the spirit, the soul and body are accorded 

equal importance (Rassool, 2015).  Muslims strongly believe that there is a balanced 

connection between one’s mental health and spiritual state as well as one’s overall 

health.  The religious values and beliefs are intricately connected to cultural and 

practices which shape attitudes towards seeking professional psychological help 

(Rassool, 2015).     

Islamic culture can be viewed as generally collectivistic.  The formulation of 

the rules of Islamic law and the Islamic ethos are centred on an interconnected 

community (Keshavarzi & Haque, 2013).  For example, Malay-Muslims are strongly 

encouraged to attend Friday prayer services in the mosque and seek to connect with 

one another in religious settings.  Malay-Muslims are characterised by a collective 

way of thinking in which personal wishes and interests are considered as secondary 

(Kizilhan, 2014).   

Furthermore, the role of the family is central to the Malays.  Malay Muslims 

stress on the importance of a harmonious relationship within the family by being 

respectful and caring to one another (Sabry & Vohra, 2013).  They believe in a 

collective form of life, and they value harmony as well as avoidance of conflicts 

(Kizilhan, 2014).  Harmony and security in the family and community are deemed 

considerably more important than individual autonomy (Kizilhan, 2014).  Thus, if a 

family member is suffering from a mental illness; personal feelings are not allowed to 

be expressed for fear of burdening or harming the family (Kizilhan, 2014).   

In Malay culture, Ow and Osman (2003) stated that there are five basic 

principles that guide Muslim behaviour: the concept of halal (that which is 

permissible); haram (that which is clearly not permissible); makruh (that which is 
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alright to do but preferably should not be done); sunnat (that which is not obligatory 

to do but is recommended to do); and harus (that which is alright to do or not to do).  

Ow and Osman (2003) argued that non-Malay counsellors can better conceptualise 

the cases and provide psychological interventions in counselling Malay, by 

understanding these five guiding principles.  For example, in Malay culture, divorce is 

considered as halal, which is permissible according to Islam, although it is not 

preferable.  A counsellor who is counselling a Malay client considering divorce but 

holds the view that divorce is not permissible needs to be aware and sensitive to the 

client’s worldview and belief. 

Culture plays an important role in the concept, attitudes and stigma attached to 

mental illness (Razali, Aminah, & Khan, 2002).  Singapore Malays tend to attribute 

mental illness to supernatural causes.  The causes can range from consequences for 

past sins to being possessed by evil spirits such as ghosts (hantu), demons (jinns), or 

devils, or by black magic (Ow & Saparin, 2014).  In essence, mental illnesses are 

attributed to flaws in characters or to evil spirits.  While belief in supernatural causes 

of mental illness contradicts Islamic principles, there are Malays who attribute mental 

illness to supernatural agents such as witchcraft and possession by evil spirits 

(Keshavarzi & Haque, 2013; Razali, Khan, & Hasanah, 1996).   

Moreover, Malays believe in animism, which is the belief that all objects, 

animate and inanimate, possess soul, spirit or life force.  Treatment of illnesses or 

problems caused by supernatural forces is through methods such as sorcery or 

witchcraft.  Some practise the invocation of the origin of spirits through recitation of 

Quranic verses.  Others prefer natural treatment and cure such as using herbs.  The 

indigenous Malay healers’ treatment methods include herbal remedies, giving holy 
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water, performing ceremonial rites, incantation, exorcism, and the use of a talisman to 

ward off evil (Ow & Saparin, 2014). 

Similar to many non-Western cultures, Malay-Muslim individuals express 

their psychological distress as located in the heart and soul (Khalid, 2006).  Muslim 

beliefs on the causes of mental illness are often not related to biological processes 

(Keshavarzi & Haque, 2013).  Muslims believe that good mental health comes from 

belief in Allah (God) as the ultimate maker, and any deviation from the acceptance of 

Allah’s dominance over the followers’ lives leads to disintegration and disruption of 

inner harmony (Rassool, 2015).  Muslims perceive mental health problems as part of 

human suffering or trials from Allah and a positive event that purifies the body 

(Rassool, 2015).  In Islam, the model of self uses the concept of nafs to describe the 

various states of self or soul, where there are positive and negative drives within the 

self (Khalid, 2006).   

The biopsychosocial model has been expanded to include the religious-

spiritual dimension, so that religiosity and spirituality which are often connected to 

psychological disorders can be taken into consideration (Petreet, Lu, & Narrow, 

2011).  Religious beliefs can play an important role in the lives of clients (Kizilhan, 

2014).  Studies have also showed that in the Western Christian world, religion has a 

positive influence on the state of health (Koenig & Larson, 2001). 

In the Singapore Mental Health Study conducted in 2010, it is found that 

religious and spiritual healers are a significant source of help for people with mental 

disorders.  There is a strong tendency for Malays to seek spiritual help first or turn to 

traditional sources due to their indigenous Malay belief in supernatural causes.  They 

tend to perceive that those who are mentally ill are weak, but not sick, and are more 

tolerant towards them.  To the Muslims, illnesses are perceived as trials from God.  
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Family is obliged to take care of those who are regarded as insane (Chong et al., 

2007).  Contributing factors to people not seeking help include low education, low 

income, shame, inadequate number of culturally competent mental health 

professionals, non-familiarity with Western mental health services, preferences for 

informal social network, and negative attitudes towards seeking psychological help 

(Chong et al., 2007).  Mental health perception of Malay Singaporeans is that having 

a mental disorder is a personal weakness and they could improve if they want to.  

They want to avoid the label of illness and therefore do not want a diagnosis or seek 

help for it, which explains the treatment gap.   

In addition, a lack of understanding or knowledge about religious beliefs, 

customs or rituals of Muslim clients by non-Muslim therapists can be an impediment 

in establishing a therapeutic relationship (Keshavarzi & Haque, 2013).  Certain 

interactions between genders such as physical contact like shaking hands or private 

personal communication are regulated and restricted in Islamic practice (Keshavarzi 

& Haque, 2013).  A therapist may appear intrusive and inappropriate when he/she is 

unaware of the norms when counselling a Muslim of the opposite gender (Keshavarzi 

& Haque, 2013).  

Counsellors and psychologists are to demonstrate respect, acceptance and 

tolerance towards their culturally diverse clients.  They are to understand individual’s 

values, worldviews and personal beliefs within the context of the family, religion and 

culture.  They are to be sensitive to cultural expectations and customs, such as gender 

and physical contacts.  Malay-Muslims may feel uncomfortable in sharing personal 

details especially with opposite gender present.  Function of the group may be 

enhanced if they are composed of members of the same gender and incorporate 

Islamic tenets.  Therapists can also focus on environmental and personal strengths.  
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These include external systems than interior exploration such as incorporating 

environmental resources drawn from spirituality, family, culture and community.      

According to the Malays, mental disorders are defined in relation to cultural, 

social and familial norms and values.  The boundaries between normality and 

pathology vary across cultures for specific types of behaviours.  Awareness of the 

significance of culture may correct mistaken interpretations of psychopathology.  For 

example, an individual who are perceived to be spirit possessed by those who believe 

in jinn possession may be diagnosed as suffering from dissociative identify disorder, 

characterised by two or more distinct personality states and may be described in some 

cultures as an experience of possession, according to DSM-5.  However, spirit 

possession is not recognised as a psychiatric or medical diagnosis by DSM-5 

(American Psychiatric Association, 2013).  Counsellors and psychologists are to be 

aware of the different interpretations and cautious not to judge cultural variations as 

psychopathology (Ow & Osman, 2003; Rassool, 2015). 

There are attempts to incorporate religious beliefs with counselling approaches 

such as CBT by identifying faulty negative thoughts and modifying them using 

cognitive techniques based on clients’ religious beliefs.  This includes examining 

evidence for and against the distorted automatic thoughts and substitute with 

religious-oriented interpretations.  Therapists can also discuss religious issues related 

to the illness and teaching clients effective coping skills from an Islamic perspective.  

While the tenets in Islamic teachings and the philosophical underpinnings of CBT are 

essentially different, it is suggested that CBT can be adapted to meet the needs of 

Malay-Muslim clients (Beshai et al., 2013).  Examples like CBT’s emphasis on 

homework and outside-of-sessions assignments, its more directive approach, and 

practical and instructive strategies, as well as focus on current and future functioning 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 265 

 

 

appear to work well with Malay-Muslim clients (Beshai et al., 2013).  Counsellors 

and psychologists can intervene at the level of aql, refers to cognition including 

reason, logic and thoughts, which is a cognitive restructuring task towards modifying 

the thoughts of clients to more useful thoughts from within the Islamic tradition 

(Keshavarzi & Haque, 2013).  Cognitive and behavioural strategies can be applied 

consistently with Islamic norms and practices.  This could involve religious coping 

via reframing of events (Keshavarzi & Haque, 2013).  Having a deeper understanding 

of the use of religious coping in patients enables counsellors and psychologists to 

deliver interventions which are more culturally sensitive (Lim, Sim, Renjan, Sam, & 

Quah, 2014).  However, more studies are needed to examine if there are significant 

differences between religiously modified CBT compared to standard CBT or other 

treatment modalities (Lim et al., 2014).   

Besides, religious psychotherapy has been found effective for Malay-Muslim 

clients who experience depression, anxiety and bereavement.  From this perspective, 

therapists help clients find answers and ways to change within Islam and avoid 

conflicts with Islam.  Unproductive beliefs are identified, modified or replaced with 

beliefs derived from Islam.  The approach includes a variation of cognitive therapy 

that makes use of religious themes.  For example, counsellors and psychologists may 

identify faulty thoughts in their clients and attempt to modify them using cognitive 

techniques based on the Quran (Islamic religious text) and Hadith (traditions of the 

Prophet Muhammad), which serve as primary sources for Sharia (Islamic law) 

(Hodge & Nadir, 2008).  It has been suggested that cognitive interventions modified 

with Islamic tenets may be effective for Muslim clients as they resonant with clients’ 

worldviews (Hodge & Nadir, 2008).  Review of 11 studies on psychotherapy 

integrating religion also indicated that it is effective for treating depression and 
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anxiety as other forms of psychotherapy (Paukert, Philips, Cully, Romero, & Stanley, 

2011). 

Counselling the Indian Community.  

In Singapore today, the Indian community comprises a myriad of communities 

from varied regions, speaking a multitude of languages and adherents of a range of 

socio-cultural and religious traditions (Sinha, 2018).  There is a great diversity and 

complexity in terms of the ethno-linguistic, cultural, religious and social economic 

factors.  For example, the Indian community includes these sub-categories: Tamil, 

Malayalee, Punjabi, Gujarati, Sikh, Hindustani, Urdu, Sindhi, Telugu and Hindi 

(Sinha, 2018).  Language spoken include Tamil, Hindi, Gujarati, Bengali, Punjabi and 

Urdu (Sinha, 2018).   

In terms of religions, the largest segment of the Indian community is Hindus, 

followed by smaller group of adherents for Islam, Christianity, and other religions 

such as Sikhism, Buddhism, Jainism and Zoroastrianism (Sinha, 2018).  Hinduism is 

one of the oldest religions of the world with no known beginning and no human 

founder.  Hindus believe that there is one creator and all life is sacred (Juthani, 2001).  

The most important of all Hindu sacred texts are the Vedas, Upanishads and the Epics 

of Mahabharata containing the Bhagvad Gita and the Ramayana (Juthani, 2001).  The 

broad Hindu view of life is summed up in the Purushartha, meaning human pursuit, 

which outlines four broad aims of a human life (Juthani, 2001).  First is dharma, 

which refers to righteousness, duty and virtue.  Second is kama, which refers to 

biological needs and sensual pleasures.  Third is artha, which refers to social needs 

including material gains, wealth and social recognition.  The fulfilment of these needs 

must be based on dharma and righteousness.  Finally, it is moksha which is the 

liberation from worldly bondage and union with god.  This is the ultimate goal of 
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human life and leads to breaking away from the cycles of life and death and rebirth.  

If one lives a life of following only kama and artha, this will lead to suffering and 

pain.  These concepts are the cornerstones of Hindu philosophy and spirituality 

(Juthani, 2001). 

Besides, Hindus’ belief in reincarnation gives continuity of life from one birth 

to the other until the soul is realised and reaches nirvana (enlightenment).  Ayurveda, 

an ancient Indian medical practice, is commonly used to treat patients.  Other 

alternative medicines such as homeopathic treatments and massage therapy are also 

commonly used for preventive and curative practices (Juthani, 2001). 

 The traditional Indians are allocentric and group-oriented, instead of 

idiocentric and self-oriented.  It is expected that individuals should make sacrifices for 

the family.  The traditional Indian family is strictly hierarchal and patriarchal with 

clearly defined roles with much reverence for males and elders.  Families are primary 

sources of emotional, social and financial support.  In terms of gender roles, men are 

regarded as the head of the household, the decision makers and the primary wage 

earners.  On the other hand, women are subordinate to men with the traditional role of 

a wife and as a primary caretaker for the children (Segal, 1998).  In terms of 

relationships, there are relational conflicts on account of rigid role function, gender 

discrimination, hierarchical and patriarchal family structures.  In a traditional Indian 

family, parents use shame, guilt and moral obligation as the primary mechanisms for 

control during their children’s adolescent stage.  It is a sign of disgrace and weakness 

to seek help for their children from professionals and others external to the family 

(Segal, 1998).  There is a notion of maintaining a masculine exterior by denying 

vulnerabilities and concealing emotional and physical fragility (Das & Kemp, 1997). 
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 The common sources of stress for Indian men have been associated with lack 

of success in career and education (Segal, 1998).  On the other hand, Indian women 

tend to experience stress related to hierarchical structures, family relationships and 

postpartum depression.  Younger Asian Indians reported stress related to meeting 

family expectations regarding marriage, career or academic achievement (Segal, 

1998).  Elderly Indians are also increasingly feeling isolated with no familiar 

activities to occupy them (Segal, 1998).  Asian Indian survivors of suicide attempts 

are generally socially stigmatised.  Most families of suicide attempters have preferred 

not to hospitalise their family members for fear of social stigma and tainting the 

family’s reputation (Chandarana & Pellizzari, 2001). 

 Similar to Chinese and Malays, Indians prefer to keep their emotional and 

mental problems within the boundary of the family network especially when the 

subject is taboo (Segal, 1998).  There is a perception that family secrets are not to be 

shared with outsiders and sharing personal information with family members is 

preferred.  Moreover, disclosure of sensitive information may suggest that help-seeker 

is weak or has failed to maintain high standards of moral conduct which is regarded as 

shameful and loathsome.  Due to stigma, most individuals not seeking earlier help 

until their symptoms are severe (Segal, 1998). 

 Indians tend to have a holistic understanding of the mind and body.  

Psychological distress and disorders are often explained as a violation of some moral 

or religious principles.  Physical illnesses and mental difficulties are often considered 

God’s will or past karma (fate due to one’s actions).  They tend to somatise 

psychological distress as it is viewed as culturally acceptable and less stigmatising.  

They are more likely to endorse the use of medications to treat mental illness 
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associated with physical distress and believe that it would produce quicker and more 

satisfactory results. 

 In India, traditional healers have an important role in the mental health 

services.  Indians subscribe to traditional Indian medicine known as ayurveda since 

the Vedic period.  It is a holistic science of health and longevity as well as a 

philosophy and system of healing the whole person, including mind, body and soul 

(Behere, Das, Yadav, & Behere, 2013).  Accordingly, the concept of health is based 

on individual as a personality, sociocultural and cosmic whole, instead of Western 

concept of health based on separate individuals (Behere et al., 2013). 

Another indigenous healing system in India is yoga.  Yoga is an ancient 

holistic system which originated in India more than 3000 years ago (Rao, Varambally, 

& Gangadhar, 2013).  Although there are several schools of yoga, most schools of 

yoga incorporate elements of asanas (physical movement) including relaxation, 

pranayama (breathing exercises), and dhyana (meditation) (Rao et al., 2013).  Indians 

believe that yoga is a system of physical, mental and spiritual disciplines to help one 

clarify reality, remove suffering and achieve health and well-being.  Indians believe 

that health is the state of equilibrium between body, mind and spirit.  The Yogic 

concept of body-mind interaction differs from the medical classification of mental and 

physical illness which is based on allopathic understanding of body-mind dualism 

(Rao et al., 2013).  Yoga aims to still the restless mind and to join the body, mind and 

spirit in search of self-awareness and health.  While there may be therapeutic potential 

of yoga as a treatment for mental illnesses, there is limited scientific evidence for its 

efficacy to treat mental disorders (Rao et al., 2013).  

 Thus, the Western biomedical model for mental health issues may not be 

appropriate for Asian Indians.  It is helpful to utilise support from the community and 
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religious leaders, and for mental health professionals to de-stigmatise the predominant 

views of Indian culture towards mental illness.  Accordingly, some attempts have 

been to integrate principles of Hindu philosophies with Western counselling 

approaches.  For example, distorted cognitions are considered affecting feelings and 

behaviours.  Psychotherapeutic approaches seek an equilibrium of body, mind and 

spirit by addressing the distorted thoughts.   

 Family therapy is important due to the collectivist nature of Indian families 

who place strong importance on familial ties as clients are rarely self-referred.  

Involving the family during initial assessment and future sessions is therefore 

important (Juthani, 2001).  Family’s identified spokesperson provide information 

about the primary problems or presenting issues.  Indians prefer the therapists to play 

a role that is active, directive and problem focused as Indian clients may show very 

little initiative towards self-directed action and not readily share their disagreements 

(Ananth, 1984).  Disagreements with therapists may be demonstrated through 

premature termination, noncompliance with protocols, and passive-aggressiveness in 

sessions (Juthani, 2001).  Understanding these cultural beliefs and values will help 

therapists to enhance their interventions with their Indian clients. 

Hence, counsellors and psychologists working with Indian clients are to be 

culturally sensitive and understand Hindu beliefs and practices.  They are to be aware 

that clients are rarely self-referred and the role of the family is crucial (Ananth, 1984).  

Knowledge or understanding of Indian cultural beliefs and attitudes towards seeking 

professional psychological help are important in informing counselling and 

psychotherapy (Ibrahim, Ohnishi, & Sandhu, 1997). 
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Implications for Clinical and Counselling Practice 

In the present study, all the independent variables, health beliefs, locus of 

control beliefs, and cultural beliefs, have significant relationships with the dependent 

variable, attitudes towards seeking professional psychological help.  Counselling and 

psychotherapy are a collaborative process of engagement between the therapist and 

the client in co-constructing solutions to resolve life challenges (Corey, 2017).  An 

effective counselling requires not just techniques but relationship.  Counsellors and 

psychologists facilitate healing through genuine therapeutic process with the clients 

(Corey, 2017).   

There are several implications for clinical and counselling practice for mental 

health professionals, specifically therapists who utilise counselling and psychological 

theories and techniques in their treatments for their clients and patients in the 

Singaporean context.  These implications relate to health beliefs, locus of control 

beliefs, and cultural beliefs vis-à-vis attitudes in seeking professional psychological 

help. 

Implications for Health Beliefs in Clinical and Counselling Practice. 

Beliefs in mental health are significant factors in influencing professional 

psychological help-seeking attitudes.  These beliefs in mental health can vary along 

the five core components: perceived susceptibility, perceived severity, perceived 

benefits, perceived barriers and health motivation (Henshaw & Freedman-Doan, 

2009; Saleeby, 2000).  More efforts can be put in to develop beliefs in mental health 

to inculcate the importance of mental health issues and to seek help early when one 

experiences emotional problems.  For example, psychoeducation can be offered to 

school children to realise the perceived susceptibility and perceived severity of mental 

health problems.  Furthermore, there can be coordinated and concerted efforts among 
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government ministries, community agencies and social organsiations to collaborate 

and synergise to increase the perceived benefits of seeking help and reduce perceived 

barriers to seeking help for mental health problems.  Enhancing health motivation in 

mental health is possible when individuals are encouraged and inspired to do 

something about their mental health.  They are motivated as they want to maintain 

mental wellness while they deal with challenges in daily lives. 

It appears that more can be done in mental health promotion to create a greater 

awareness of mental health.  Specifically, government and private hospitals, 

polyclinics, government organisations such as Health Promotion Board, Voluntary 

Welfare Organisations and community agencies such as family service centres and 

counselling centres can contribute to address the mental health needs in Singapore.  In 

mental health promotion, there are five areas that can be explored more deeply: 

perceived susceptibility, perceived severity, perceived benefits, perceived barriers, 

and health motivation.  A bulk of materials on the various types of mental disorders is 

available online, in information booklets or pamphlets.  These are helpful in creating 

awareness and understanding of the aetiology, symptoms and treatments for these 

mental illnesses.  However, more psychoeducation is needed to help the public to 

understand the common occurrence of these mental disorders and to encourage them 

to seek help early.  There is a great need to promote mental wellness by encouraging 

Singaporeans to live a mentally healthy lifestyle and to cope with the stresses in their 

daily lives.  Furthermore, outreach efforts in the form of mental health education may 

help to improve Singaporean attitudes towards seeking professional help.  

Psychoeducation intervention could aim to normalise the type of individuals who seek 

help, and the reasons they seek help (Gonzalez, Tinsley, & Kreuder, 2002). 
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In addition, more can be done to raise the awareness of the importance of 

mental health issues and mental health services.  Education on mental health can be 

conducted to diverse populations including children, adolescents, adults and older 

adults.  Public education can be provided for students in schools and adults through 

community outreach and mass media.  This requires concerted efforts and collective 

responsibility by the government, statutory boards, community agencies and private 

sectors to synergise their efforts in reaching out to the masses on mental health issues.      

To enhance the beliefs in mental health, there is a need to increase the 

visibility and prominence of professional counselling and psychological services.  

Although the result of the present study showed that Singaporeans perceive low 

barriers in seeking help, there used to be and might still be enormous barriers to 

seeking professional psychological help for mental, emotional and relational issues 

(Mathews, 2010).  The general public in Singapore often perceive that their emotional 

problems should be handled by themselves or family members, and ambivalent about 

the efficacy of counselling in dealing with their personal problems (Ang & Yeo, 

2004).  Individuals may also have concern about confidentiality issues and how 

mental health professionals can help with their emotional problems when they have 

little prior rapport (Mathews, 2010).   

Some of the ways to overcome the perceived barriers is to normalise 

counselling and psychological services, demystifying the counselling process and 

adopting a non-judgmental disposition on the part of mental health professionals 

(Christopher, Skillman, Kirkhart & D’Souza, 2006).  This will help to encourage a 

culture where seeking counselling and psychological help is normative during 

stressful and emotional periods. 
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Another approach to increase the visibility and prominence of professional 

psychological and counselling services is in the area of research.  Research findings 

on the efficacy of counselling and psychological interventions in the local context are 

essential for the public to be informed of the usefulness of counselling (Mathews, 

2010).  Quantitative methods such as using pre-post questionnaires and other rating 

instruments to measure various components, and qualitative techniques like 

interviews on individual experiences of therapy can result in useful findings on 

efficacy of counselling and psychological interventions in Singaporean context 

(Jennings et al., 2008).  Examples of research which are beneficial in promoting 

mental health awareness include understanding the therapy process which have 

important effects on clients across different therapies in Singapore (Wong & Ng, 

2008), and longitudinal studies which track individuals’ changes during the 

counselling process over a period of time (Mathews, 2010).  While a research culture 

on counselling is emerging, a great need for research that validates culturally relevant 

and evident-based practices remains (Yeo, Tan, & Neihart, 2012).  Local research 

findings could help to ensure and establish that the counselling practice is relevant 

and effective in the Asian and Singaporean context.  

Implications for Locus of Control Beliefs in Clinical and Counselling 

Practice. 

Counsellors and psychologists are to understand and appreciate the locus of 

beliefs of their clients.  In understanding the locus of control beliefs of clients, mental 

health practitioners are likely to be able to work with their clients in a more 

appropriate and effective manner which in turn results in effective therapy (Marks, 

1998).  They are also in a better position to determine how functional these beliefs are 

as they consider the underlying meaning of a client’s locus of control belief (Marks, 
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1998).  For example, a traditional Chinese who has external locus of control such as 

believing in fate as determiner of his life may be interpreted by a counsellor as 

passive and dysfunctional.  However, if the practitioner considers the cultural beliefs 

and locus of control beliefs of the client, the client will likely feel more understood 

and supported.  The clinician can also help the client to better appreciate how his/her 

locus of belief has influenced his/her behaviour in relation to his/her mental health 

conditions. 

Secondly, counsellors and psychologists should avoid globally applying the 

concept that having an internal locus of control belief is always the most beneficial for 

the clients (Marks, 1998).  Instead, a more appropriate intervention is to be sensitive 

to the different means of achieving control in one’s life and discuss specific strategies 

that are helpful for the clients (Weisz et al., 1984a; Weisz et al., 1984b).  This 

includes not suggesting that one means of control, either primary control belief or 

secondary control belief, is better than another (Marks, 1998).   

For example, the dominant locus of control belief among the Japanese is 

secondary control belief.  In primary control belief, individuals influence existing 

realities, whereas in secondary control belief, individuals accommodate to existing 

realities (Weisz et al., 1984a; 1984b).  Hence, the emphasis in Japanese therapeutic 

approaches is to help the clients to accept and accommodate to existing realities by 

changing some part of themselves (Weisz et al., 1984a; 1984b).  The Japanese have 

developed their indigenous counselling approaches which are more appropriate and 

relevant to the needs of Japanese clients.  These include Morita therapy whose goal is 

to accept the symptoms, and Naikan therapy whose goal is to understand the 

symptoms through reinterpretation (Weisz et al., 1984a; 1984b).    
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Third, counsellors and psychologists might explore how clients’ locus of 

control beliefs are related to their upbringing and influencing their lives (Marks, 

1998).  They can work together with their clients to consider how individuals’ locus 

of control beliefs are a strength and whether they can be changed in certain situations 

in order to improve their lives and enhance their mental health (Marks, 1988). 

Fourth, counsellors and psychologists can assess clients’ locus of control 

beliefs in the areas of current perceptions of control and beliefs about potential for 

control (Gurin et al., 1978).  The information gathered could be helpful for therapeutic 

change to occur (Marks, 1998).  For example, in counselling clients with external 

locus of control belief, providing strategies and interventions to acknowledge the 

issues in their lives and empower them to work on them can lead to therapeutic 

change as they deal with the issues.  

In addition, counsellors and psychologists are to be aware that their clients’ 

beliefs about control may be different from theirs (Marks, 1998).  They can make 

efforts to understand their clients’ view about locus of control beliefs and discuss 

these beliefs with them (Marks, 1998).  They can also explore how clients’ ideas of 

control fit with their concerns and examine how client’s beliefs about control might 

be used in facilitating change and enhance their functioning and growth (Marks, 

1998). 

Understanding the role of clients’ locus of control beliefs in counselling 

setting is vital as it can help practitioners to match which treatment strategies and 

counselling approaches with clients’ beliefs about counselling (Marks, 1988).  The 

counselling outcomes can be enhanced when the treatment strategies fit with clients’ 

preferences for a specific counselling approach (Thomson & Campbell, 1992).  For 

example, practitioners might give more responsibility to clients who have internal 
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locus of control belief while emphasise other means of coping for clients with 

external locus of control belief (Marks, 1998).  In some clients, adopting a holistic 

and flexible approach are most adaptive, as some clients may manifest both internal or 

external control belief as well as primary or secondary control belief at different times 

in different situations (Marks, 1998). 

Lastly, it is important to consider locus of control beliefs when working with 

culturally diverse clients (Martin & Hall, 1992; Oler, 1989).  The results of the 

present study confirm that there is an interaction between locus of control beliefs and 

cultural beliefs.   

However, locus of control belief is only one aspect of an individual’s belief 

system and should be considered along with the broader personality of an individual 

(Marks, 1998).  This is often associated with the wider societal and cultural context. 

Implications for Cultural Beliefs in Clinical and Counselling Practice. 

Understanding the cultural beliefs of Singaporeans is important in clinical and 

counselling practice.  Counsellors and psychologists who are trained in Western 

counselling approaches need to integrate Asian cultural concepts for counselling to be 

effective.  The neglect of cultural context risks pathologising the individual when the 

situation or the environment is the problem (Hays, 2009).  Sue and Sue (2016) 

emphasise that mental health professionals need to have an awareness of their own 

cultural assumptions and values; knowledge in understanding the worldview of their 

culturally different clients, and skills in developing appropriate psychological 

intervention strategies.  There are several implications for clinical and counselling 

practice for people from different cultures, especially in a multi-ethnic society like 

Singapore.  Integration of Asian cultural values and Western counselling approaches 

is presented with both challenges and opportunities. 
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First, developing multicultural counselling competencies is essential so as to 

be effective in counselling people of different cultures.  Human nature tends to reject 

differences and seek to stick to personal preferences which may lead to lack of 

appreciation of other cultures (Kee, 2004).  It is important to put aside personal 

preferences and be sensitive to the other ethnicities’ worldviews and cultural values 

by making efforts to read, observe and interact with people of different cultures.  This 

involves constantly challenging one’s assumptions about human identity and 

behaviour, broadening one’s worldviews and beliefs to understand others as well as 

enhancing one’s skills in multicultural counselling and psychotherapy.  This means 

that therapists are to apply psychological interventions based on the cultural 

characteristics and needs of clients relevantly.  It is proposed that local universities 

and institutes which offer academic courses in counselling and psychology to 

integrate cultural competencies into curricula and investing in academic’s cultural 

sensitivity as well as student’s cultural competency development.  There is also a need 

to develop standardised culturally and linguistically modified mental health resources 

such as protocols, assessment norms and psycho-education materials (Geerlings, 

Thompson, & Tan, 2017).    

Second, understanding and appreciating cultural beliefs is often an integral 

part of counselling.  It is essential for multicultural counsellors and psychologists to 

have some knowledge of the cultural beliefs including religious beliefs of their clients 

in order to understand their worldviews and belief systems.  The presenting issues of 

the clients need to be understood in their social and cultural contexts.  Appreciating 

their perspectives via their beliefs and values is the key to building a healthy and 

effective therapeutic relationship with the clients.  Religious beliefs and practices can 

provide emotional and spiritual stability, as well as reduce isolation, fear and loss of 
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control (Koenig, 2009).  For many people, religions and spirituality are central to their 

lives.  By understanding clients’ worldviews, it helps to enhance the therapeutic 

relationship and facilitate positive counselling outcomes (Richards, Bartz, & 

O’Grady, 2009).  Moreover, developing basic competencies in attitudes, knowledge 

and skills in the domain of spiritual and religious beliefs and practices helps to 

enhance the efficacy of the interventions (Vieten et al., 2013). 

Third, it is important for counsellors and psychologists to understand clients’ 

presenting problems in the context of their social environment.  This means being 

sensitive and recognising the cultural values of the individuals and their relationships 

with the others in the family and community.  For example, understanding family 

values and role relationships of the family are critical in helping family members who 

are in conflict with each other.  Seeking help from non-family members is considered 

a loss of face in the Asian context (Leong, 1999).  They may not be willing to seek 

help actively for health, sexual, financial and emotional issues, as these are personal 

issues that usually involve significant others in the group (Ow & Katz, 1999).  For 

Singaporeans, the disclosure of emotional distress follows an “onion skin” approach 

starting first with disclosure to the spouse, then members of one’s family of origin, 

moving on to other family members and close friends (Ow & Osman, 2003).  Mental 

health professionals are to be sensitive to the cultural characteristics of their clients 

and address them accordingly. 

Fourth, it is important to respect the right of others to hold their values and 

beliefs that are different.  The role and work of multicultural counsellors and 

psychologists are to facilitate and guide their clients in resolving their issues 

according to their worldviews.  In respecting the views and values of their clients, 

therapists can earn the trust and confidence of their clients, and thereby enhance the 
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counselling process.  It is essential to understand clients’ aetiology and treatment 

beliefs about psychological problems.  Counselling and psychotherapy is not a one-

size-fit-all approach to resolving emotional problems. 

Finally, it is essential to integrate Western counselling theories and techniques 

to the local Singapore context.  Counselling is a Western-European construct that 

needs to be contextualised in the Asian context.  This means adapting the various 

theories and techniques to the cultural experiences of the clients.  Integration of Asian 

values and Western counselling approaches provide an opportunity for the clinicians 

and their clients to collaborate together so as to achieve counselling goals effectively.  

Therapeutic alliance is enhanced when there is respect and openness on the part of the 

therapists towards their multicultural diverse clients.  This is achieved by adapting the 

counselling theories and techniques to be relevant to the cultural values, beliefs and 

needs of the clients accordingly.  Counsellors and psychologists can creatively 

integrate the concepts and values of other cultures into Western counselling 

approaches by applying the appropriate intervention strategies and techniques.  It is 

proposed that clinicians adopt an integrative approach with multicultural perspectives 

to counselling and psychotherapy to address the health beliefs of Singaporeans who 

are concerned about the Western-based approach to counselling and psychotherapy.  

While there were theoretical fights among practitioners and therapists on the best way 

to bring about personality change in the early history of counselling, most researchers 

and practitioners today value some form of integration and support the efficacy of an 

integrative approach (Corey, 2013; Norcross, 2005). 

An integrative approach to counselling can be defined as “being rooted in a 

theory, with techniques systematically borrowed from other approaches and tailored 

to a client’s unique needs” (Corey, 2013, pp. 2-3).  Clinicians are to focus on what 
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their clients are thinking, feeling, and doing so as to provide effective therapy for 

successful living (Corey, 2017).  It is essential that psychological treatments include 

the role of cognition, emotion, and action in order for change to be sustainable and 

long-lasting (Corey, 2017).  It can be helpful that counsellors and psychologists 

acquire knowledge and skills in indigenous counselling approaches.  This requires 

knowledge and skills in multicultural counselling and psychotherapy and to apply 

them during counselling work.   

Hence, counsellors and psychologists must be culturally aware of the values 

and beliefs of Singaporeans through deepening their knowledge and understanding of 

the cultures of their clients.  They are encouraged to use cultural contexts to 

therapeutic advantage and integrate Asian cultural concepts and Western counselling 

approaches. 

Limitations 

In the present study, one of the limitations is that the respondents’ attitudes 

towards professional psychological help seeking may differ from their expressed 

behaviour (Sheeran, 2011; Sheeran & Webb, 2016).  Many attitudinal measures do 

not seem to accurately predict behaviours, which refers to the intention-behaviour 

gap.  This means that people who express a strong or weak intention of taking an 

action may in reality act in ways that are inconsistent with their expressed intentions.  

The indication of attitudes may not turn out to be the actual behaviour if they 

personally experience mental health problems. 

Another limitation is that as the research design is based on a convenience 

sample, it was not possible to control the kinds or categories of respondents as 

participation in the survey was voluntary.  Accordingly, the profile of respondents 
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may not be representative of the Singapore population in terms of percentage of 

various ethnic groups. 

Next, the composition of the sample group tends to concentrate on single 

Chinese males in the 21 to 24 years’ age group, with university degree qualifications.  

As participation in the survey was entirely voluntary, there was a limitation in the 

selection of the respondents.  For example, the size for the “Others” was very small 

for analysis.  This was counteracted with a larger sample size to reach as diverse 

groups of people as possible to participate in the survey.       

The other limitation is that a second pilot study could have been conducted to 

further validate the four instruments used in the study.  In particular, the Cronbach 

alpha’s value for behavioural sub-scale of the Primary and Secondary Control Scale in 

the pilot study was low.  Despite this, the researcher’s decision was to include all the 

instruments to preserve their originality and totality since the Cronbach alpha’s values 

for the overall PSCS scale and other instruments were high.  A second pilot study 

could have been conducted to provide more information to decide whether to remove 

the behavioural sub-scale in the questionnaire.  However, there was time constraint as 

the Nanyang Technological University Institutional Review Board (IRB) specified 

and granted a specific and limited period to conduct the research study including data 

collection. 

The final limitation is that a factor analysis could have been performed to 

check for unidimensionality of the subscales during the pilot study, rather than after 

the main study.  Due to the high Cronbach values of the four instruments during the 

pilot study, the decision was to proceed to the main study after assessing the validity 

and reliability of the scales. 
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Directions for Future Research 

Going forward, there are several areas of directions for future research.  As 

one of the essential factors in effective counselling and psychotherapy is multicultural 

counselling competency, one area of research is to explore and analyse the essential 

factors which contribute to effective counselling outcomes in the local context.  These 

include worldviews, values, cultural practices, linguistic skills and religious beliefs.  

Further research is required to identify and validate culturally relevant and evidence-

based practices.  This could also include training programmes for counsellors and 

psychologists which promote cultural competency in the universities and institutes. 

Another area of research is to broaden and deepen indigenous counselling 

practices in the local context.  There are few empirical studies of indigenised 

counselling practices in Singapore.  Future research could explore developing 

indigenous therapies in Singaporean context and examine their effectiveness and 

efficacy. 

As there may be an intention-behaviour gap in the present study, further 

studies can be conducted to specifically address the gap to measure the actual 

professional help-seeking behaviour.  One possible study is to monitor the 

respondents’ actual help-seeking behaviours and compare them with their expressed 

intentions.   

Another direction is to extend the research to other Asian countries other than 

Singapore such as Malaysia, Indonesia, Thailand, Cambodia and Vietnam.  The 

extension of research could further test the conceptual model of MHBM in relation to 

their mental health beliefs and help-seeking attitudes. 

Lastly, one possible study is to examine the relationship between beliefs in 

mental health and the efficacy of counselling and psychotherapy.  While the results of 
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the present study showed that those who have higher level of mental health beliefs are 

more likely to demonstrate positive attitudes towards seeking psychological help, it 

will be interesting to study if these translate to more effective counselling outcomes 

for those who have higher level of mental health beliefs.   

Conclusion 

The present study begins with the main research question that a majority of 

Singaporeans were not seeking help for mental health issues.  One of the contributory 

factors is the belief systems of Singaporeans in mental health.  The research study 

explores the belief systems of Singaporeans, in particular, health beliefs, locus of 

control beliefs and cultural beliefs in relation to mental health with the aim of 

encouraging and motivating Singaporeans to have positive professional psychological 

help-seeking attitudes.  It proposes a conceptual model, the MHBM, to explain and 

predict the relationships between mental health beliefs and help-seeking attitudes.  

The results of the study showed that there are significant relationships between the 

three belief systems and help-seeking attitudes.  In particular, cultural beliefs play the 

most significant predictor in professional psychological help-seeking attitudes.  

The research study contributes specifically in three areas: literature, policy and 

practice.  It seeks to contribute to the emerging literature on health beliefs and help-

seeking attitudes for mental health issues in Singapore.  The findings have 

demonstrated the significance of mental health beliefs in influencing attitudes in 

seeking professional psychological help for mental health problems through 

counselling and psychotherapy.  Specifically, the findings have shown the 

significance of health beliefs, locus of control beliefs and cultural beliefs in 

influencing attitudes towards seeking professional psychological help.   
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The study has proposed practical ways to promote mental health awareness, 

develop mental health programmes and deliver mental health services in Singapore.  

It has also recommended ways to enhance the effectiveness and efficacy of 

counselling and psychotherapy that can benefit Singaporeans.  In order to ensure that 

counselling is relevant to the local setting, counsellors and psychologists need to 

interact with the norms and values of Singaporean society and integrate them into 

their clinical and counselling practice.  Culturally relevant practice will enable better 

therapeutic alliance and psychological interventions.   

In Singapore, an integrated approach with multicultural perspectives in 

counselling and psychotherapy is essential so as to optimise the emotional and mental 

well-being of the clients.  While counsellors and psychologists can be trained in 

various modalities and theories of counselling, they are encouraged to integrate the 

various counselling and psychological theories and techniques so as to meet the needs 

of the clients while respecting their worldviews and values.  In this way, mental health 

will be enhanced not only in the individuals and families, but also in the community.  
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Health Beliefs about Mental Illness Scale (HBMI) 

1. I feel it is important to carry out activities which improve my emotional health. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

2. I feel it is important to have regular health check-ups even when I am not sick. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

3. I eat well-balanced meals. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

4. Maintaining good emotional health is extremely important to me. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

5. I want to recognise my emotional problems early. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

6. It is extremely likely that I will have emotional or nervous problems in the 

future. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

7. I search for new information to improve my emotional health. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

8. My chances of having emotional or nervous problems are great. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

9. I am more likely than the average person to have emotional or nervous 

problems. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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10. There is a good possibility that I will develop emotional or nervous problems in 

the next 10 years. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

11. I feel I will develop emotional or nervous problems in the future. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

12. Emotional or nervous problems would threaten my relationship with family or 

friends. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

13. Difficulties I would experience with emotional or nervous problems would last 

a long time. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

14. Thinking about emotional or nervous problems makes me nervous. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

15. The thought of having emotional or nervous problems scares me. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

16. If I had emotional or nervous problems, my whole life would change. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

17. I am afraid to think about emotional or nervous problems. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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18. Getting help for emotional or nervous problems would prevent major problems 

with family and friends. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

19. If I developed emotional or nervous problems, I would not live as long as the 

average person. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

20. Getting help for emotional or nervous problems is embarrassing. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

21. Getting help for emotional or nervous problems would cost too much money. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

22. Getting help for emotional or nervous problems would increase my ability to 

function at home and at work. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

23. Getting help for emotional or nervous problems would take too much time. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

24. Getting help for emotional or nervous problems would make me feel better 

about myself. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

25. Health professionals would not understand someone like me if I went to them 

for emotional or nervous problems. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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26. A burden would be lifted off me if I were to get help for emotional or nervous 

problems. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

27. People would think differently about me if I were to get help for emotional or 

nervous problems. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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Primary-Secondary Control Scale (PSCS) 

 

1. I look for something good in what has happened. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

2. I regard the event as an opportunity for me to learn more. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

3. I try to come up with a plan of action to alter the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

4. I interpret the event as a chance to build up my resolve. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

5. I talk to someone who can advise me on something concrete about how to deal 

with the event. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

6. I interpret the event as an opening for increasing my ability to overcome greater 

problems in the future. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

7. I try to see it in a different light, to make it seem more positive. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

8. I pray for divine intervention. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

9. I think hard about how to change the situation to suit myself. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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10. I accept whatever that has already happened. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

11. I talk to somebody who has the power to change the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

12. I accept that the event cannot be changed. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

13. I tell myself that though I cannot change the situation, I can still control the 

impact it has on me. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

14. I find that what has happened has already happened…no point brooding over it. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

15. I find out the cause in order to deal directly with the problem. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

16. I find it best to accept the reality of the fact that it has happened. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

17. I seek help from somebody who has the authority to bring about a change to the 

situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

18. I find it pointless to try to change the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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19. I try to alter my expectations so as to avoid future disappointment. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

20. I pray to some spiritual/powerful being for power and wisdom to do something 

to the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

21. I pray to some spiritual/powerful being to feel comforted. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

22. I concentrate my efforts on doing something about it. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

23. I take extra effort to try to change the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

24. I talk to my friends to feel comforted. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

25. I interpret the event as a learning experience because not everyone gets to 

experience it. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

26. I make an effort to find ways of changing the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

27. I find that worrying about the event cannot take me anywhere. What has 

happened has happened. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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28. I try to influence somebody who has the power to change the situation to help 

me. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

29. I try to find comfort in my religion. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

30. I put aside other activities so as to concentrate on changing this situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

31. I interpret the event as an opportunity for me to grow as a person. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

32. I try to change myself to fit into the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

33. I find out more about the situation in order to increase the possibility of changing 

it. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

34. I work hard at it in order to change the situation. 

 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

35. I interpret the event as part of the process of learning more about myself. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 

 

36. I find out more about the situation so as to enhance my ability to alter it. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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37. I read up on how I can do something concrete about the situation. 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

1 2 3 4 5 
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Beliefs Toward Mental Illness Scale 
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Beliefs Toward Mental Illness Scale (BTMI) 

 

1. A mentally ill person is more likely to harm others than a normal person. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

2. Mental disorders would require a much longer period of time to be cured than 

would other general diseases.  

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

3. It may be a good idea to stay away from people who have psychological 

disorders because their behavior is dangerous. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

4. The term “psychological disorder” makes me feel embarrassed. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

5. A person with a psychological disorder should have a job with minor 

responsibilities. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

6. Mentally ill people are more likely to be criminals than non-mentally ill people. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

7. Psychological disorders are recurrent. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

8. I am afraid of what my boss, friends and others would think if I were diagnosed 

as having a psychological disorder. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 
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9. Individuals diagnosed as mentally ill will suffer from its symptoms throughout 

their life. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

10. People who have once received psychological treatment are likely to need 

further treatment in the future. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

11. It might be difficult for mentally ill people to follow social rules such as being 

punctual or keeping promises. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

12. I would be embarrassed if people knew that I dated a person who once received 

psychological treatment. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

13. I am afraid of people who are suffering from psychological disorders because 

they may harm me. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

14. A person with a psychological disorder is less likely to function well as a parent. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

15. I would be embarrassed if a person in my family became mentally ill. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

16. I do not believe that psychological disorders are ever completely cured. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 
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17. Mentally ill people are unlikely to be able to live by themselves because they 

are unable to assume responsibilities. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

18. Most people would not knowingly be friends with a mentally ill person. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

19. The behavior of people who have psychological disorders is unpredictable. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

20. Psychological disorders are unlikely to be cured regardless of treatment. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 

 

21. I would not trust the work of a mentally ill person assigned to my work team. 

Completely 

Disagree 

Mostly 

Disagree 

Slightly  

Disagree 

Slightly 

Agree 

Mostly 

Agree 

Completely 

Agree 

0 1 2 3 4 5 
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Attitudes Toward Seeking Professional Psychological Help Scale 

 

 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 388 

 

 

Attitudes Toward Seeking Professional Psychological Help Scale (ATSPPH) 

 

1. Although there are clinics for people with mental troubles, I would not have 

much faith in them. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

2. If a good friend asked my advice about a mental health problem, I might 

recommend that he see a psychiatrist. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

3. I would feel uneasy going to a psychiatrist because of what some people might 

think. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

4. A person with strong character can get over mental conflicts by himself, and 

would have little need of a psychiatrist. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

5. There are a few times when I have felt completely lost and would have 

welcomed professional advice for a personal or emotional problem. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

6. Considering the time and expense involved in psychotherapy, it would have 

doubtful value for a person like me. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

7. I would willingly confide intimate matters to an appropriate person if I thought 

it might help me or a member of my family. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 
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8. I would rather live with certain mental conflicts than go through the ordeal of 

getting psychiatric treatment. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

9. Emotional difficulties, like many things, tend to work out by themselves. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

10. There are certain problems that should not be discussed outside one’s immediate 

family. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

11. A person with a serious emotional disturbance would probably feel most secure 

in a good mental hospital. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

12. If I believed I was having a mental breakdown, my first inclination would be to 

get professional attention. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

13. Keeping one’s mind on a job is a good solution for avoiding personal worries 

and concerns. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

14. Having been a psychiatric patient is a blot on a person’s life. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

15. I would rather be advised by a close friend than by a psychologist, even for an 

emotional problem. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 
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16. A person with an emotional problem is not likely to solve it alone; he or she is 

likely to solve it with professional help. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

17. I resent a person, professionally trained or not, who wants to know about my 

personal difficulties. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

18. I would want to get psychiatric attention if I was worried or upset for a long 

period of time. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

19. The idea of talking about problems with a psychologist strikes me as a poor way 

to get rid of emotional conflicts. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

20. Having been mentally ill carries with it a burden of shame. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

21. There are experiences in my life I would not discuss with anyone. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

22. It is probably best not to know everything about oneself. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

23. If I were experiencing a serious emotional crisis at any point in my life, I would 

be confident that I could find relief in psychotherapy. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 
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24. There is something admirable in the attitude of a person willing to cope with his 

conflicts and fears without resorting to professional help. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

25. At some future time I might want to have psychological counselling. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

26. A person should work out his own problems; getting psychological counselling 

would be a last resort. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

27. Had I received treatment in a mental hospital, I would not feel that it had to be 

“covered up.” 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

28. If I thought I needed psychiatric help, I would get it no matter who knew about 

it. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 

 

29. It is difficult to talk about personal affairs with highly educated people such as 

doctors, teachers, and clergymen. 

Disagree 

 

Probably 

Disagree 

Probably 

Agree 

Agree 

0 1 2 3 
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Appendix E 

Demographic Information 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 393 

 

 

Demographic Information 

 

Please circle the appropriate items. 

 

1. Sex 

1) Male 

2) Female 

 

2. Age 

1) 21 – 24 years 

2) 25 – 29 years 

3) 30 – 34 years 

4) 35 – 39 years 

5) 40 – 44 years 

6) 45 – 49 years 

7) 50 – 54 years 

8) 55 years and over 

 

3. Race 

1) Chinese 

2) Malay 

3) Indian 

4) Eurasian 

5) Others. Please specify: ____________________ 

 

4. Marital Status 

1) Single  

2) Married 

3) Divorced / Separated 

4) Widowed 

5) Others. Please specify: ____________________ 

 

5. Religion 

1) Buddhism 

2) Taoism 

3) Christianity 

4) Islam 

5) Hinduism 

6) Other Religions. Please specify: ____________________ 

7) No Religion 

 

6. Education level 

1) ‘N’ Level and below 

2) ‘O’ Level 

3) ‘A’ level 

4) Diploma 

5) University Degree 

6) Postgraduate Degree (e.g. Graduate Diploma, Masters, PhD, etc.) 

7) Others. Please specify: ____________________ 
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7. Citizenship 

1) Singapore citizen 

2) Singapore permanent resident 

3) Foreign national 
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Appendix F 

Codebook for Survey 
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Codebook for Survey 

 

Full variable name SPSS variable name Coding instructions 

 

Identification 

number 

id Subject identification number 

 

 

Section A 

 

  

Health Beliefs 

about Mental 

Illness Scale 

(HBMI) 

 

 

 

 

Total: 27 items 

 

A1 to A27 Higher scores indicate higher 

levels of attributes, except for 

“Perceived barriers”.   

 

Possible range 27 – 135. 

  

Items in Perceived barriers A20, 

A21, A23, A25, A27 are recoded 

for scoring. 

 

 

Factor 1: Perceived 

susceptibility (5 

items) 

 

 

A6, A8, A9, A10, A11 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Factor 2: Perceived 

severity (7 items) 

 

A12, A13, A14, A15, 

A16, A17, A19 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Factor 3: Perceived 

benefits (4 items) 

 

A18, A22, A24, A26 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Factor 4: Perceived 

barriers (5 items) 

 

 

A20, A21, A23, A25, 

A27 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Factor 5: General 

Health Motivation 

(6 items) 

 

A1, A2, A3, A4, A5, 

A7 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

ATTENTION: The Singapore Copyright Act applies to the use of this document. Library and Information Services Centre, National Institute of Education.



 397 

 

 

Section B   

 

Primary and 

Secondary Control 

Scale (PSCS) 

 

Total: 37 items 

 

 

  

Higher scores indicate higher 

levels of specific control beliefs 

(primary control beliefs or 

secondary control beliefs).  

 

Possible range for primary control 

belief: 17 – 85. 

 

Possible range for secondary 

control belief: 20 – 100. 

 

Factor 1: Primary 

control belief: (17 

items) 

 

B3, B5, B8, B9, B11, 

B15, B17, B20, B22, 

B23, B26, B28, B30, 

B33, B34, B36, B37. 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Factor 2: Secondary 

control belief: (20 

items) 

 

  

Cognitive subscale  

 

B1, B2, B4, B6, B7, 

B25, B31, B35 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Affective subscale B10, B12, B13, B14, 

B16, B18, B27 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Behavioural 

subscale 

B19, B24, B32 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 

 

Religious subscale B21, B29 

 

1 = Strongly Disagree 

2 = Disagree 

3 = Neutral 

4 = Agree 

5 = Strongly Agree 
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Section C   

 

Beliefs Toward 

Mental Illness Scale 

(BTMI) 

 

Total: 21 items 

 

  

Higher scores indicate higher 

levels of negative beliefs.  

 

Possible range: 0 – 105. 

 

Factor 1: 

Dangerousness/Harm 

(4 items) 

 

 

 

 

C1, C3, C6, C13 

 

0 = Completely Disagree 

1 = Mostly Disagree 

2 = Slightly Disagree 

3 = Slightly Agree 

4 = Mostly Agree 

5 = Completely Agree 

 

Factor 2: Social 

Dysfunction (7 items) 

 

C5, C11, C14, C17, 

C18, C19, C21 

 

0 = Completely Disagree 

1 = Mostly Disagree 

2 = Slightly Disagree 

3 = Slightly Agree 

4 = Mostly Agree 

5 = Completely Agree 

 

Factor 3: Incurability 

(6 items) 

 

 

C2, C7, C9, C10, C16, 

C20  

 

0 = Completely Disagree 

1 = Mostly Disagree 

2 = Slightly Disagree 

3 = Slightly Agree 

4 = Mostly Agree 

5 = Completely Agree 

 

Factor 4: 

Embarrassment (4 

items) 

 

C4, C8, C12, C15 

 

0 = Completely Disagree 

1 = Mostly Disagree 

2 = Slightly Disagree 

3 = Slightly Agree 

4 = Mostly Agree 

5 = Completely Agree 
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Section D   

 

Attitudes Toward 

Seeking Professional 

Psychological Help 

Scale (ATSPPH) 

 

Total: 29 items 

 

 

 

  

Higher scores indicate greater 

positive attitudes towards seeking 

professional help. 

 

Possible range: 0 - 87 

 

11 items are positively stated: 2, 

5, 7, 11, 12, 16, 18, 23, 25, 27, 28 

 

18 items are negatively stated: 1, 

3, 4, 6, 8, 9, 10, 13, 14, 15, 17, 19, 

20, 21, 22, 24, 26, 29  

Negative items will be recoded 

for scoring.  

 

Factor 1: Need - 

Recognition of 

personal need for 

professional 

psychological help (8 

items) 

 

D4, D5, D6, D9, D18, 

D24, D25, D26 

 

0 = Disagree 

1 = Probably disagree 

2 = Probably agree 

3 = Agree 

 

Factor 2: Stigma - 

Tolerance of the 

stigma associated 

with psychiatric help 

(5 items) 

 

D3, D14, D20, D27, 

D28  

 

0 = Disagree 

1 = Probably disagree 

2 = Probably agree 

3 = Agree 

 

Factor 3: Openness - 

Interpersonal 

openness regarding 

one's problems (7 

items) 

 

D7, D10, D13, D17, 

D21, D22, D29 

 

0 = Disagree 

1 = Probably disagree 

2 = Probably agree 

3 = Agree 

 

Factor 4: Confidence 

- Confidence in the 

mental health 

professional (9 items) 

 

 

D1, D2, D8, D11, 

D12, D15, D16, D19, 

D23 

 

0 = Disagree 

1 = Probably disagree 

2 = Probably agree 

3 = Agree 
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Section E   

 

Sex 

 

Sex 

 

1 = males 

2 = females  

 

Age Age 1 = 21 – 24 years 

2 = 25 – 29 years 

3 = 30 – 34 years 

4 = 35 – 39 years 

5 = 40 – 44 years 

6 = 45 – 49 years 

7 = 50 – 54 years 

8 = 55 years and over 

 

Race race 1 = Chinese 

2 = Malay 

3 = Indian 

4 = Eurasian 

5 = Others 

 

Marital status 

 

marital 1 = Single 

2 = Married 

3 = Divorced / Separated 

4 = Widowed 

5 = Others 

 

Religion 

 

religion 1 = Buddhism 

2 = Taoism 

3 = Christianity 

4 = Islam 

5 = Hinduism 

6 = Other Religions 

7 = No Religion 

 

Education level 

 

education 1 = ‘N’ Level 

2 = ‘O’ Level 

3 = ‘A’ level 

4 = Diploma 

5 = University Degree 

6 = Postgraduate Degree 

7 = Others 

 

Citizenship 

 

citizenship 

 

1 = Singapore citizen 

2 = Singapore permanent resident 

3 = Foreign citizen 
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Appendix G 

Results of Pilot Study 
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In the pilot study, the reliability of each of the subscales and the total scale 

were calculated.  In the pilot study, the Cronbach’s alpha coefficient for the Health 

Beliefs about Mental Illness Scale (HBMI) was .845.  Second, the Cronbach’s alpha 

coefficient for the Primary and Secondary Control Scale (PSCS) was .876 (primary 

control) and .849 (secondary control).  The Cronbach’s alpha coefficient for the 

various sub-scales in secondary control were .917 (cognitive), .726 (affective), .341 

(behavioural), and .936 (religious).  Although the Cronbach’s alpha for behavioural 

sub-scale was low, the decision was to retain it for the present study to a more 

complete analysis of the behavioural component of secondary scale.  Next, the 

Cronbach’s alpha coefficient for the Beliefs Toward Mental Illness Scale (BTMI) 

scale was high at .915.  The Cronbach’s alpha coefficient was high for the 

dangerousness/harm, social dysfunction and incurability factors, which were above 

.80, and for the embarrassment factor, which was above .70.  Finally, the Cronbach’s 

alpha coefficient the Attitudes Toward Seeking Professional Psychological Help Scale 

(ATSPPH) was .816. 

 The Cronbach’s alpha coefficient of a scale should ideally be above .7 

(DeVellis, 2012).  In the pilot study, the Cronbach’s alpha coefficient of all the four 

scales were above .8, which suggested that they were reliable with the sample.  While 

the Cronbach’s alpha coefficient of some of the subscales were below .7, it may not 

be significant as Cronbach’s alpha values are sensitive to the number of items in the 

scale and it is common to find quite low Cronbach’s values for shorter scales (Pallant, 

2016). 

Preliminary analyses were performed to ensure there was no violation of the 

assumptions of normality, linearity and homoscedasticity.  To assess the size and 

direction of the linear relationship between health beliefs, primary control beliefs, 
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secondary control beliefs and cultural beliefs versus professional psychological help-

seeking behaviour, a bivariate Pearson’s product-moment correlation (r) was 

calculated. 

First, the bivariate correlation between health beliefs and professional 

psychological help-seeking behaviour was negative and weak, r(38) = -.137, p > .05.  

This result showed that there is no significant correlation between health beliefs and 

professional psychological help-seeking behaviour.  This suggests that those with 

high levels of beliefs in perceived susceptibility, perceived severity, perceived 

benefits, perceived barriers and general health motivation may not necessarily seek 

help if they experience mental health problems. 

 Second, the bivariate correlation between primary control beliefs and help-

seeking behaviour was weak, r(38) = .224, p > .05.  This result indicated that those 

with a high level of primary control beliefs are less likely to seek help when they 

experience mental health problems. 

 Third, the bivariate correlation between secondary control beliefs and 

professional psychological help-seeking behaviour was positive and relatively strong, 

r(38) = .312, p = .05.  This result demonstrated that those who have a high level of 

secondary control beliefs are more likely to seek help when they face mental health 

issues.  This demonstrates that Asians with secondary control beliefs are more likely 

to seek help as they are willing to resolve their mental health issues. 

Fourth, the relationship between cultural beliefs (as measured by the BTMI) 

and professional psychological help-seeking behaviour (as measured by the ATSPPH) 

was investigated using the bivariate Pearson product-moment correlation coefficient.  

There was a strong and negative correlation between the two variables, r(38) = -.425, 
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p = .006, with high levels of negative beliefs towards mental illness associated with 

lower levels of seeking professional psychological help.   

Finally, to estimate the proportion of variance in attitudes towards seeking 

professional psychological help that can be accounted for by health beliefs, primary 

control beliefs, secondary control beliefs and cultural beliefs, a standard multiple 

regression analysis (MRA) was performed. 

Prior to interpreting the results of the MRA, several assumptions were 

evaluated.  First, stem-and-leaf plots and boxplots indicated that each variable in the 

regression was normally distributed.  Second, an inspection of the normal probability 

plot of standardised residuals as well as the scatterplot of standardised residuals 

against standardised predicted values indicated that the assumptions of normality, 

linearity and homoscedasticity of residuals were met.  Third, the Mahalanobis 

distance of 20.02 slightly exceeded the critical χ2 for df = 4 (at α = .001) of 18.47 for 

any cases in the data file, indicating that a few of the multivariate outliers might be of 

concern (Allen & Bennett, 2014; Howell, 2012).  Fourth, relatively high tolerances for 

the predictors in the regression model indicated that multicollinearity would not 

interfere with the ability to interpret the outcome of the MRA.  

In combination, health beliefs, primary control beliefs, secondary control 

beliefs and cultural beliefs accounted for a significant 32.1% of the variability in 

attitudes towards seeking professional psychological help, R2 = .321, adjusted R2 = 

.243, F (4, 35) = 4.13, p = .008. 

These results in the pilot study showed that the model, which includes health 

beliefs, primary control beliefs, secondary control beliefs and cultural beliefs, 

explains 32.1% of the variance in professional psychological help-seeking attitudes.  

Specifically, cultural beliefs make up the largest unique contribution (β = -.411), 
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while secondary control beliefs also make up a statistically significant contribution (β 

= .320).  The cultural beliefs portion has a part correlation co-efficient of -.405, which 

gives a squared value of .164, indicating that cultural beliefs uniquely explain 16.4% 

of the variance in attitudes towards seeking help.  The secondary control belief has a 

part correlation co-efficient of .298, which gives a squared value of .088, indicating 

that the secondary control belief uniquely explains 8.8% of the variance in attitudes 

towards seeking help. 
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