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The personal recovery movement in Singapore – past, present and future
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Early psychiatric conceptions of successful mental 
health recovery traditionally focused on reducing or 
eradicating symptoms.1 The personal recovery movement 
of the early 1990s in the US prioritised a more holistic 
and consumer-driven understanding of recovery.2 This 
paradigm shift emphasises that recovery is best defined 
by people with lived experiences, and their inputs  
during care provision are greatly valued.2 Central to  
this belief is the active involvement of people experiencing 
mental health conditions and the spirit of shared  
decision-making. Hence, practitioners who subscribe 
to such a worldview view themselves as supporters or 
guides who journey alongside these individuals, instead 
of people directing the care process.1 Such an approach 
has resulted in individuals experiencing mental illness 
being more empowered and better able to manage their 
conditions. However, this view of recovery predominantly 
gained traction within Western countries and remains  
in its nascent stage in most Asian societies.3 Across most 
parts of Asia, mental health conditions are still viewed 
as biological diseases, and recovery involves eliminating 

visible symptoms, regaining control of their lives, and 
reintegrating into society as a contributing individual.4,5 
In Singapore, although there exists a diverse landscape  
of mental health research,6-8 the personal recovery 
framework is still a new and growing movement.  
Therefore, it is timely to discuss its evolution and  
highlight future directions for its development. 

Early mental health services in Singapore (1800s  
to 1960s). In the 1840s, the first mental asylums were  
built to accommodate an increasing number of patients  
and operated on a custodial model of care.9 However,  
these asylums doubled up as prison compounds for  
inmates and were often overcrowded. Coupled with 
high rates of diseases such as tuberculosis, dysentery 
and cholera, mortality rates among patients were high.10 
This situation persisted until 1928 when Woodbridge  
Hospital was constructed to provide dedicated treatment 
for mentally ill patients. Singapore physicians were  
also encouraged to study abroad in the UK and Australia  
to develop their mental healthcare models. However, 
personal recovery and consumer empowerment were 

ABSTRACT 
The personal recovery movement is beginning to gain traction within Singapore’s mental healthcare  
systems. We believe it is timely to give a broad overview of how it developed and provide suggestions  
on how it can evolve further. From the early custodial care in the 1800s to the community-centric  
programmes of the 1900s and early 2000s, we now find ourselves at the forefront of yet another paradigm 
shift towards a more consumer-centric model of care. The following decades will allow personal  
recovery practitioners and researchers to innovate and identify unique but culturally appropriate  
care frameworks. We also discuss how the movement can continue to complement existing mental  
healthcare systems and efforts.

Ann Acad Med Singap 2021;50:911-4

Keywords: Asia, legislation, lived experience, mental health services, personal recovery



Personal recovery in Singapore—Jonathan Han Loong Kuek et al.

Ann Acad Med Singap Vol 50 No 12 December 2021 | annals.edu.sg

912

limited during these early years in Singapore. Gradually, 
a shift towards a more community-oriented mental 
healthcare occurred in the late 1960s. 

Shift to community mental healthcare (1960s  
to 2009). The Singapore Association for Mental 
Health (SAMH), formed in 1968, was the nation’s first 
community-based mental healthcare organisation. It 
took the first step away from institutionalised care to 
providing more community and social support. In 1986, 
the Singapore Anglican Community Services (SACS) 
offered skills and work opportunities for persons with 
mental health conditions. Involving stakeholders such 
as educational institutes, families, caregivers, social 
services and corporate organisations, SAMH and  
SACS bridged the gap between medical services and 
community care.11 Woodbridge Hospital also provided 
community psychiatric nurse services from the 1970s  
that consisted of community-based support and  
occasional treatment to its discharged patients. In the  
2000s, a concerted push by Singapore’s Ministry of  
Health resulted in various nationwide community-based 
mental health initiatives by the Institute of Mental Health 
(IMH, previously named Woodbridge Hospital). These 
initiatives include the Early Psychosis Intervention 
Programme established in 2001, Aged Psychiatry 
Community Assessment and Treatment Service in 
2006, Community Mental Health Team in 2007 and Job  
Club in 2009. Supplementing these national initiatives 
were smaller community-based efforts launched by 
organisations such as SAMH, SACS and Silver Ribbon 
(Singapore).12 While there was a greater emphasis on 
rehabilitation and community support, this involvement 
was still predominantly clinician-driven and lacked  
active involvement from people experiencing mental  
illness, which is central to a personal recovery movement.

Peer support and the personal recovery movement 
(2009 to present). In 2009, the Early Psychosis  
Intervention Programme was the first initiative to  
formally recognise the contribution of Peer Support 
Specialists (PSSs), people living with a mental health 
condition who used their experiences to support others. 
Shortly after, in 2011, SAMH and SACS collaborated 
with the Agency for Integrated Care to train PSSs, and 
SAMH became the first organisation to hire a full-
time PSS in Singapore, followed by IMH and other  
community organisations in the following years.13 
Concurrent with these developments, personal recovery 
literature was also beginning to surface in Singapore, 
encouraging practitioners to consider an alternate  
framework (i.e. strengths-based approaches) while 
supporting people with mental health conditions.14,15 
In 2014, the first personal recovery mental health  

organisation, PSALT Care, was set up to support people 
with mental health challenges through peer-led support 
groups and short-term residential respite for individuals 
without family support.

In 2017, an effort to unify and standardise various  
peer support-type programmes across the nation was 
launched by the National Council of Social Service  
(NCSS). They partnered with IMH and SAMH to launch 
a Certified Peer Specialist training programme. With  
over 5 batches of graduates (10–20 participants per  
batch), it is now the largest peer support training  
programme in Singapore. In 2018, Resilience Collective 
was launched with strong support by NCSS to continue 
promoting peer support services and the personal  
recovery movement. Additionally, the Community of  
Peer Support Specialists was also formed as an informal 
coalition consisting of PSS alumni from the NCSS to 
continue supporting the development of the discipline. 
Finally, Beyond the Label, a nationwide anti-stigma 
campaign was also launched the same year and adopted  
an overtly personal recovery stance through its  
presentation of lived experience narratives and emphasis 
on the centrality of these experiences.

Complementing these initiatives, IMH has increasingly 
aligned itself with this personal recovery movement  
through its aspirations and organisational strategy, which 
attempts to tackle mental health needs of the population 
and its direct service users. One such initiative was  
the introduction of a personal recovery-oriented 
rehabilitation programme to support the needs of their 
inpatient clients. Additionally, in 2020, The Tapestry  
Project SG, a peer-led ground-up movement and  
platform for people to share their mental health lived 
experiences was also formally registered as a mental  
health organisation, continuing its empowerment of 
people with mental illness through storytelling mediums. 
In addition, literature examining the personal recovery 
approach also began to emerge in 2019 to 2020, exploring 
the lived experiences of people with psychosis16 and 
hoarding,17 evaluating peer support services,18 and  
testing various recovery-oriented measurement tools.19,20 
It may be observed that the latter half of the 2010s was  
an indicator of an impending paradigm shift and 
the beginning of more personal recovery-oriented  
perspectives being seeded across the mental healthcare 
landscape in Singapore. Beyond these developments, there 
have not been any major/sustained efforts to introduce 
personal recovery principles into existing mental health 
services and research agendas. 

Challenges and the future of the personal recovery 
movement. Unfortunately, there are still many challenges 
ahead to successfully implementing more personal 



Ann Acad Med Singap Vol 50 No 12 December 2021 | annals.edu.sg

Personal recovery in Singapore—Jonathan Han Loong Kuek et al. 913

recovery-oriented frameworks of care. Firstly, while  
there are pockets of initiatives appearing within the  
sector, there lacks a concerted effort by higher-level 
policymakers to make personal recovery the primary  
lens through which mental healthcare services should 
be viewed. Overtly listing the importance of a personal 
recovery perspective within legislation (i.e. in the Mental 
Capacity Act or Mental Health [Care and Treatment]  
Act)21 or mental healthcare policy could encourage 
all organisations providing mental healthcare to align 
themselves with the movement. Such legislation has had 
a profound impact on health services in other countries  
as it signified the commitment of regulatory bodies 
towards advancing the personal recovery narrative  
within mental healthcare settings (e.g. the US and 
Australia).22,23 With an ever-increasing workload, mental 
healthcare organisations may also lack the resources and 
incentive to implement or experiment with new care 
frameworks, preferring to adhere to the status quo. As  
part of policy shifts, a common concrete vision/goal in 
hand with financial, manpower and training resources 
to reward organisations for implementing recovery- 
oriented practices could serve as further encouragement 
in this path.

Secondly, there is a lack of research, direction or 
guidelines for how to introduce more personal recovery-
oriented initiatives or principles within existing mental 
healthcare systems. Given the novelty of the personal 
recovery movement in Singapore, there remains a dearth 
of suitable evidence concerning how its principles can  
be adopted and adapted to fit the country’s cultural  
context. Singapore is a unique country and needs to  
chart its own path with regards to the personal recovery 
movement. Hence, researchers need to make a greater 
effort to generate a larger and more representative 
pool of personal recovery literature to allow for a 
clearer understanding of how it can be best introduced.  
Examples of substantive research include those  
evaluating attempts to introduce recovery-oriented  
concepts in different settings, appropriateness of  
existing recovery-oriented tools, and recovery-oriented 
models/frameworks that are culturally appropriate. 

Thirdly, Singapore has a unique blend of Western 
and Eastern ideologies, complicating the potential  
introduction of personal recovery interventions. For 
example, in an evaluation article on barriers and  
facilitators of peer supports services in Singapore, the  
lack of support and clarity of the PSS role was  
highlighted as barrier to carrying out their job.18 From  
these findings, it was clear that there exists a strong 
hierarchical culture in the way organisations operate,  

and mandating orientation for personal recovery 
models from the top down is insufficient to ensure that  
individual service users regularly experience recovery-
oriented services. Hence, more targeted interventions  
such as creating safe spaces for discussions on the 
introduction of personal recovery principles are needed 
before interventions can be introduced to address the 
issues raised. Members of the organisation at every level 
must embrace new models of care to ensure that the  
entire hierarchy evolves together.

Lastly, negative perceptions and stigma towards  
mental health conditions held at a societal level impede  
the introduction of new approaches for viewing mental  
health conditions. On a personal level, these negative 
perceptions could hinder the recovery of those directly 
impacted. Many people experiencing mental health 
challenges still face discrimination and stigmatisation. 
Hence, it is reasonable to assume that most Singaporeans 
with mental health concerns may not attempt to  
integrate their mental health issues into their larger  
personal identity, as there still remains a negative  
association attached to experiencing them. Such a  
practice is common in Western personal recovery  
narratives because it serves as a step towards recovery. 
Nevertheless, we cannot conclusively anticipate how  
every individual will respond to the introduction of 
an alternate perspective towards mental health and  
recovery. Hence, any large-scale introduction of the 
personal recovery movement needs to be done cautiously 
and reflexively. Proponents of the perspective will 
need to engage deeply in discussions with stakeholders 
and understand the various barriers and facilitators to  
shifting mindsets. This additional but deepening  
engagement may mitigate the possibility of tokenistic 
implementation of personal recovery-oriented initiatives. 
These concepts and knowledge can also be shared on a 
smaller scale with circles that may be more accepting  
or identify with these perspectives, to generate a ripple 
effect within the broader mental healthcare sector.  
Involving people experiencing mental health conditions 
in these efforts could also send a powerful message on 
solidarity and the need for a change in narrative about 
mental health conditions.

Conclusion. Mental healthcare in Singapore has 
significantly evolved over the years. We are now amid  
the next major transition to an era where consumer- 
centrism and empowerment are core tenets of services. 
However, we should not rush the movement and should 
allow it to develop organically, expand gradually, and 
eventually become the primary framework of support for 
people with mental health conditions.
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