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ABSTRACT 
Introduction: This paper aims to examine the (1) level of positive mental health (PMH), (2) identify  
the socio-demographic correlates of the PMH domains in the general population, and (3) establish if  
employment status moderates the relationship between major depressive disorder (MDD) and PMH  
among those with a lifetime prevalence of MDD. 
Methods: The Singapore Mental Health Study conducted between 2016 and 2018 included Singapore  
residents aged ≥18 years. The World Health Organization Composite International Diagnostic Interview 
version 3.0 was utilised to establish lifetime prevalence of MDD. Moderation analysis was conducted  
using SPSS PROCESS macro (Hayes, 2017) to assess if employment status moderated the relationship  
between MDD and PMH. 
Results: Significantly lower PMH total and domain scores were reported by respondents (n=2,270) who  
endorsed lifetime MDD compared to those who did not. Moderation analysis demonstrated that the effect  
of MDD on PMH total and domain scores varied considerably across employment status. Based on the 
interaction plots, the effect of MDD on both PMH total and domain scores was minimal among those  
employed than unemployed. 
Conclusion: Healthcare professionals should support the employment needs of those who report  
lifetime MDD to provide care for an individual’s mental well-being in a holistic manner. Acquiring or  
remaining in employment would be a priority depending on the PMH of the individual. Reducing barriers  
to employment for those with health issues or creating employment opportunities for this group are  
concerns that need to be addressed at a societal level. 
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INTRODUCTION
Studies across the world have reported a high prevalence 
of mental disorders,1-3 highlighting that mental disorders 
remain one of the major causes of “non-fatal burden”.4 
In particular, major depressive disorder (MDD) has been 
identified as a highly prevailing mental disorder and  
the leading cause of disability worldwide. More than 300 
million people suffer from MDD globally, making mental 
illness a major contributor to the overall global burden of 
disease.5 

Mental health is a state of physical, mental and  
social well-being, whereby the individual is capable of 
leading an economically and socially productive life.5  
Keyes6 proposed a two continua model, which holds that 

positive mental health (PMH) and mental illness are 
related but distinct dimensions: one continuum indicates 
the presence or absence of mental health, while the  
other indicates the presence or absence of mental  
illnesses.7 This model depicts 4 probable conditions 
that an individual might experience: flourishing with 
or without mental illness, languishing with or without 
mental illness.8 Therefore, this puts forth the notion that 
individuals with mental disorders are able to experience 
high life satisfaction and functioning. Huppert9 discussed 
that PMH incorporates a combination of subjective  
well-being and of being “fully functional”. This is in  
parallel to Keyes’ terminology, in that PMH encompasses 
positive emotions and functioning. This definition more 
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CLINICAL IMPACT

What is New
•	 This study highlights the need to simultaneously 
focus on the vocation goals of people with lifetime 
depression while addressing their mental well-being 
needs.
•	 Findings emphasise that a holistic approach is 
vital for well-being, and integration of healthcare 
services should continue.

Clinical Implications
•	 The study supports the need to adopt a  
client-centred approach to care for a person’s  
well-being in a holistic manner.
•	 The findings can direct healthcare professionals 
to concurrently address employment and mental 
health needs of individuals.

notably brings together 2 distinct approaches to defining 
well-being: the hedonic perspective that highlights 
feelings of pleasure attainment or happiness, and the 
eudaimonic perspective that emphasises psychological 
well-being with the focus on fulfilment, meaning in life 
and purposefulness.10,11 Research has consistently shown 
that individuals who maintain high levels of PMH are  
more likely to recover from an affective disorder than  
those with low PMH.12

Mental well-being is influenced by a number of socio-
demographic factors such as age, sex, marital status, 
education, income, religion and physical health, among 
others.13 Most epidemiological studies worldwide  
generally indicate a close link between psychiatric 
symptomatology and socio-economic determinants, 
with the most vulnerable being individuals of low  
socio-economic status.14 Mental well-being and 
employment status have a bidirectional yet complicated 
relationship.15 Those who are mentally ill have higher 
unemployment rates or diminished work productivity.16 
The effect of being employed may create a positive  
impact on one’s well-being by providing a sense of 
personal identity and financial security. However, it  
may also encourage pressure due to the increasing  
demands of work life, which in turn causes distress  
to the physical and mental well-being of an individual.17 
Evidence suggests a strong association between 
unemployment and a number of adverse health  
outcomes such as the incidence (and deterioration) of 
physical and mental well-being.18,19 A meta-analysis of 
237 cross-sectional and 87 longitudinal studies found 

those unemployed reported more distress than employed 
persons. The study also discussed the correlation  
between the lack of employment and poor mental health.20 

Singapore is a Southeast Asian country comprising a 
multiethnic population of 5.6 million including 74.3% 
Chinese, 13.4% Malay, 9% Indians and 3.2% other ethnic 
groups.21 The overall unemployment rate in Singapore 
was reportedly 2.3% in 2019.22 The first Singapore  
Mental Health Study conducted in 2010 (SMHS 2010) 
was the first comprehensive mental health survey of a 
representative sample of its adult resident population,  
and the lifetime prevalence of MDD was found to be 
5.8%.23 The second Singapore Mental Health Study 
carried out in 2016 (SMHS 2016) was initiated to  
obtain up-to-date information regarding the prevalence 
of select mental disorders, and the lifetime prevalence  
of MDD was reported as 6.3%.24 The positive mental  
health instrument (PMHI) was developed as part of 
the SMHS 2010 study.25 Several studies on PMH have  
been conducted in Singapore and provided information  
on the socio-demographic correlates in various 
populations, specifically the general community26,27 and 
in people seeking treatment for mental illness.28,29 Few 
studies, however, have looked at the moderating effect 
of employment status on the relationship between PMH 
and MDD. MDD is the most prevalent lifetime mental 
disorder in Singapore,24 and comes with a significant cost  
to society. Mean annual total costs per patient with 
depressive disorder has been reported to be USD7,638,  
with indirect costs at 81% making up most of the total  
costs. Almost 50% of indirect costs were observed to be 
associated with unemployment and loss of productivity.30 
Moreover, with reports acknowledging that PMH is 
impacted in people with MDD,26,29 this study aimed  
to (1) examine the level of PMH, (2) identify the  
socio-demographic correlates of the PMH domains in 
the general population, and (3) ascertain if employment 
status moderates the relationship between MDD and  
PMH, among those with lifetime MDD.

METHODS

Survey population
The SMHS 2016 was a population-based, epidemiological 
study that included Singapore residents aged ≥18  
years, conducted between 2016 and 2018. The study  
was approved by the National Healthcare Group  
Domain Specific Review Board. Participants were 
randomly selected from a national registry of citizens  
and permanent residents in Singapore using a 
disproportionate stratified sampling design due to 
the multiethnic nature of the Singapore population.  
Residents aged ≥65, Malays and Indians were over-
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sampled to ensure that sufficient samples sizes were 
achieved to improve the reliability of estimates for 
these groups. The dataset was later adjusted by survey 
weights that incorporated sampling weight, non- 
response weight and post-stratification weight by  
ethnicity and age according to the distribution of the 
Singapore population in 2014. An invitation letter was 
sent to each resident, and subsequently an interviewer 
visited the home of the resident to obtain his/her  
consent to participate in the study. Trained interviewers 
from a survey research firm conducted the face-to-face 
interviews with residents who agreed to participate. 
Residents, who were unable to participate in the  
interview due to severe physical or mental illness;  
those living outside of Singapore, institutionalised or 
hospitalised for the duration of the study; and those 
who were unable to communicate either in English, 
Mandarin or Malay were excluded from the study.  
Further methodological details can be found in an  
earlier paper.24 

The overall response rate for the survey was 69.5% 
and a total of 6,126 respondents participated in the study. 
Among these respondents, 4,916 who preferred to take 
the interview in English were provided with the PMHI 
(as the instrument was available only in English) and 
a postage-paid envelope. Respondents were informed 
by the trained interviewers to complete the PMHI, 
place it in the sealable envelope and mail it back to the  
study team. Given the multidimensional nature of the  
PMHI with 47 items and 6 subscales, and to avoid  
response bias, participants were given ample time 
and privacy to complete the self-administered PMHI.  
The PMHI was completed and returned by 2,337 
respondents. Data from a total of 2,270 respondents  
were included in this analysis with the rest (n=67)  
excluded due to missing data or pattern answer31 (Fig. 1). 

Survey interview
The fully-structured computer-assisted personal interview 
version of the World Health Organization Composite 
International Diagnostic Interview version 3.0 (WHO-CIDI 
3.0) was the main questionnaire used in this study.32 The 
WHO-CIDI 3.0 gathers diagnostic information on a range 
of mental disorders. Only select diagnostic modules of the 
WHO-CIDI 3.0 were administered to the respondents to 
reduce respondent burden. Socio-demographic information 
on age, sex, ethnicity, marital status, education level and 
employment status was obtained from the respondents. 

Diagnostic assessment
The WHO-CIDI 3.0 is designed to generate diagnostic 
information according to definitions and criteria of the 

Diagnostic and Statistical Manual of Mental Disorders, 
4th Edition (DSM-IV) and the International Classification 
of Disease, 10th Revision (ICD-10) Classification 
of Mental and Behavioral Disorders.33,34 Five select  
disorders diagnosed according to the DSM-IV criteria: 
alcohol use disorder, generalised anxiety disorder, 
obsessive-compulsive disorder, MDD and bipolar  
disorder were assessed in SMHS 2016. Each of the  
diagnostic modules reported lifetime and 12-month 
prevalence of the mental disorders. Diagnoses reported 
here focused on lifetime diagnoses of MDD, and were  
made using organic exclusions and diagnostic hierarchy 
rules. 

Positive Mental Health Instrument (PMHI)
The self-administered 47-item PMHI encompasses 6 
subscales used to assess PMH: (1) general coping (GC) 
(9 items), e.g. “When I feel stressed, I do something to 
get my mind off the situation”; (2) emotional support 
(ES) (7 items), e.g. “I have people in my life who give me 
support”; (3) spirituality (7 items), e.g. “I find comfort in 
my religion or spiritual beliefs”; (4) interpersonal skills 
(IS) (9 items), e.g. “I make friends easily”; (5) personal 
growth and autonomy (PGA) (10 items), e.g. “I am focused 
on what I want to do in life”; and (6) global affect (GA) 
(5 items). The PMHI was developed and validated among 
a multi-ethnic adult population in Singapore.25,26 For the 
first 5 subscales, respondents were asked to indicate how 
much each item described them on a scale from 1 to 6 (1: 
Not at all like me to 6: Exactly like me). The GA subscale 

Fig. 1. Flow diagram to describe study procedure.

6,126 residents took part in the 
Singapore Mental Health Survey 

2016

4,916 respondents who were 
English literate were invited to 
complete the self-administered 

Positive Mental Health Instrument

2,337 respondents returned the 
forms in the postage-paid 

envelopes

2,270 respondents were included 
in this analysis

67 respondents were excluded due to 
missing data or pattern answer 
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requires respondents to indicate “how often over the  
past four weeks they felt – calm, happy, peaceful, relaxed 
and enthusiastic” using a 5-point response scale (1: Never  
or very rarely to 5: Very often or always). Domain-specific 
scores were calculated by summing the scores of the 
individual items and dividing by the number of items in 
each domain, likewise, for the total PMH score. Cronbach’s 
alpha (α) for the PMHI was 0.951 in the study sample 
(α=0.942 and α=0.951 among those with and without any 
lifetime mental disorders, respectively).31

Statistical analyses
IBM SPSS Statistics version 23 (IBM Corp, Armonk, US)  
was utilised to conduct the analyses. All estimates were 
weighted to adjust for oversampling, non-response weight  
and post-stratification for age and ethnicity distributions 
between the study sample and the Singapore resident 
population in 2014. Characteristics of the overall sample 
were obtained with descriptive analyses. Multiple logistic 
regression analyses were performed to look at the socio-
demographic correlates of total PMH and its domains 
among those with lifetime MDD. Employment status was 
transformed into 3 dummy coded variables: employed, 
economically inactive (students, homemakers and  
retirees/pensioners) and unemployed, with the unemployed 
variable treated as the reference group. This was to  
observe how employed persons differed from the  
unemployed persons. Moderation effect was tested using  
the SPSS PROCESS module version 3.3 by Hayes.35  
To pursue the testing for the moderation effect, the  
following relationships have to be significant: (1) direct 
effect of predictor (lifetime MDD) on PMH, (2) direct  
effect of moderator (employment status) on PMH, and  
(3) direct interactions effect (lifetime MDD x employment 
status) on PMH. The interaction effect is auto-calculated  
in SPSS PROCESS, which also generates the proportion  
of the variance explained by the moderating effect of  
perceived social support (R2 increase due to interaction). 
The effect of the socio-demographic correlates (age, sex, 
ethnicity, education, marital and employment status) was 
adjusted in the moderation model.

RESULTS

Socio-demographic characteristics
Table 1 displays the demographic distribution of the  
study population (n=2,270). The mean age of the 
respondents was 42.1 years. There were slightly more 
women (52.1%) than men (47.9 %), and majority were 
Chinese (77.5%), married (55.7%), university educated 
(39.7%) and employed (74.3%). The lifetime prevalence 
of MDD in this sample was 6.6% (n=131). Among the  

131 individuals with MDD, 10 reported that they were 
unemployed at the time of the survey. 

PMH total and domain scores and socio-demographic 
correlates
Individuals with lifetime MDD reported significantly  
lower PMH total and domain scores compared to those 
who did not have MDD (Table 2). The results of the  
socio-demographic correlates of those with lifetime  
MDD have been tabulated in Table 3. The employed  
group (versus unemployed) reported significantly higher 
scores in PMH total (β=1.09, P<0.01) and domains GC 
(β=1.0, P=0.01), ES (β=1.68, P<0.001), spirituality  
(β=1.74, P=0.02) and GA (β=1.31, P<0.01). Similarly, 
significantly higher scores were observed in PMH total 
(β=1.24, P<0.01) and domains GC (β=1.10, P=0.012), 
ES (β=1.94, P<0.001), spirituality (β=1.83, P=0.04) and 
GA (β=1.51, P<0.01) in the economically inactive group 
(vs unemployed). Those with secondary education and 
those with vocational/Institute of Technical Education  
(vs university) had significantly lower scores in  
spirituality (β=-1.38, P=0.01) and GC (β=-0.85, P=0.01), 
respectively. Those of Malay ethnicity (vs Chinese  
ethnicity) had significantly high scores in the spirituality 
(β=2.09, P<0.001) domain. Females (vs males) were 
observed to report significantly higher scores for the 
ES (β=0.75, P<0.001) and spirituality (β=0.68, P=0.03) 
domains. A positive linear relationship was observed 
between age and PMH total (β=0.02, P<0.01), GC  
(β=0.03, P<0.01) and spirituality (β=0.04, P<0.01)  
domains. 

Moderation analysis
Employment status and lifetime MDD were included  
in the moderation analysis, and these variables accounted 
for a significant amount of variance in PMH and its  
domains as shown in Table 4. 

The direct effect of lifetime MDD on PMH total  
(β=-0.329, 95% confidence interval [CI] -0.471,  
-0.188; P<0.001) and the domains GC (β=-0.482, 95% 
CI -0.668, -0.295; P<0.001), ES (β=-0.382, 95% CI 
-0.567, -0.196; P<0.001), IS (β=-0.221, 95% CI -0.374, 
-0.069; P=0.01), PGA (β=-0.387, 95% CI -0.550, -0.224; 
P<0.001) and GA (β=-0.452, 95% CI -0.630, -0.275; 
P<0.001) was observed to be significant. The direct  
effect of being economically inactive was noted to be 
significant on PMH total (β=0.076, 95% CI 0.009, 0.143; 
P=0.03) and the domains spirituality (β=0.281, 95%  
CI 0.131, 0.431; P<0.001), IS (β=-0.074, 95%  
CI 0.003, 0.146; P=0.04) and GA (β=0.088, 95%  
CI -0.630, -0.275; P=0.04). The interaction term  
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Table 1. Socio-demographic and mental health characteristics of participants who completed the Positive Mental Health Instrument 

Socio-demographic and mental health characteristics No. (n=2270) Weighted %

Mean age, years 42.1

Major depressive disorder No 2139 93.4

Yes 131 6.6

Sex Female 1162 52.1

Male 1108 47.9

Ethnicity Chinese 701 77.5

Malay 603 10.4

Indian 693 8.1

Others 273 4.0

Marital Status Single 666 37.9

Married 1419 55.7

Divorced/separated/widowed 185 6.4

Highest education level Primary and below 174 4.5

Secondary 593 20.4

Junior College/Diploma 613 29.8

Vocational/ITE 162 5.6

University 728 39.7

Employment Employed 1571 74.3

Economically inactivea 585 20.6

Unemployed 114 5.1

ITE: Institute of Technical Education 

a Includes students, homemakers and retirees/pensioners

between unemployed and lifetime MDD accounted for 
a significant proportion of the variance in PMH total 
(β=-0.741, 95% CI -1.209, -0.274); P<0.01) and specific 
domains; ES (β=-0.926, 95% CI -1.540, -0.312; P<0.01), 
spirituality (β=-1.170, 95% CI -2.222, -0.119; P=0.03); 
PGA (β=-0.668, 95% CI -1.207, -0.128; P=0.02) and  
GA (β=-1.060, 95% CI -1.649 -0.472; P<0.001).  
Although the direct effect of those who were  
economically inactive on PMH was significant (i.e. those 
who were economically inactive had a better PMH), the 
interaction between this group and those with lifetime  
MDD was not significant. Examination of the interaction 
plots (Fig. 2) showed that the effect of lifetime MDD on  
PMH total was minimal among those who were  
employed (mean difference=0.33) compared to those  
who were unemployed (mean difference=1.06). The 
same was observed in the PMH domains, GC (mean 
difference=0.67). Respondents with lifetime MDD who 
were unemployed had poor PMH compared to those  
who were employed.

DISCUSSION
The intent of this paper was firstly to present the  
differences in PMH levels among those with and  
without lifetime MDD. Those with lifetime MDD had 
lower mean PMH scores across all domains and total 
scores indicating that the presence of MDD is associated 
with lower mental well-being. Growing evidence  
suggests high levels of PMH protect individuals from 
mental illness. Keyes et al.36 conducted a longitudinal 
study with mentally healthy participants, and showed 
that those with high levels of PMH over a 10-year period 
had a decreased risk of developing a mental illness and 
that participants whose PMH declined had significantly 
increased odds of developing a mental illness. This  
points to the existence of a bidirectional relationship 
between PMH and mental disorders, which is supported 
by the findings of other studies. Grant et al.37 found that 
reduced levels of PMH predicted risk of higher depressive 
symptoms within a year; a similar finding was reported  
by Lamers et al.38 Mental health protection and  
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promotion is crucial to reduce the burden of mental  
illness, and it can be attained by building and maintaining 
high levels of PMH. 

Socio-demographic correlates, notably, employment 
status (PMH total, GC, ES, spirituality and GA), ethnicity 
(Malay: spirituality) and sex (female: ES and spirituality) 
were more commonly associated with higher PMH 
total and domain scores in those with MDD. These 
findings are consistent with the findings of other studies, 
which have shown that females tend to report higher  
positive well-being and higher scores on psychological 
well-being scales compared to their male counterparts.39,40 
A Singapore study among outpatients with schizophrenia41 
also revealed that females had significantly higher total 
PMH and domain specific scores. 

In the current dataset (SMHS 2016), among individuals 
with lifetime MDD, Malays reported significantly higher 
scores in the spirituality domain. Ethnic differences 
in mental health have been well documented.42-44 
Singapore has long been a multireligious society in  
which religion and spirituality seem to have a close  
relationship.45 Religious identity in Singapore is 
demonstrated to be the strongest among the Muslims, an 
ethnic group that is largely made up of Malays followed 
by Indians.46 It has been reported that Malays tend to  
score high on religiosity and spirituality based on 
the frequency of prayers and attendance at religious  
services.47-49 Studies have also continued to show the  
positive effect of religiosity and spirituality on physical  
and mental health.49-51 Religious or spiritual coping is  
seen as comforting during times of distress as  
individuals tend to seek religions or spirituality as a  
means of strength in difficult times. Deci and Ryan10 

discussed that self-determination theory is closely  
connected to the issue of religiosity and mental health.  
The theory is based on the idea that the process 
of internalising values such as adopting beliefs or  
practices can have a significant impact on psychological 
wellbeing.52

Our study revealed that compared to the unemployed, 
those who were economically inactive (students, 
homemakers and retirees/pensioners) and employed  
had a higher PMH. Mental and economic well-being are 
inherently related. Mental health is known to be a crucial 
factor of production—people with poor mental health  
have lower levels of economic activity, lower earnings, 
less stable employment and lower financial security.15 Poor 
mental health creates lower levels of economic activity, 
lower wages and less stable employment. On the other 
hand, mental health can be undermined by employment 
difficulties. Those who struggle to find meaningful 
work or lose their source of income experience poorer Ta
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Fig. 2. Significant interaction of employment status and lifetime MDD on PMH.
MDD: major depressive disorder; PMH: positive mental health

mental well-being.53 Given the extensive literature on the  
bilateral relationship of employment status and mental 
well-being, this study intended to examine the moderating 
effects that employment status has on the relationship 
between lifetime MDD and PMH.18,19 It was clearly  
depicted that presence of lifetime MDD with the  
concurrence of unemployment had a greater negative  
impact on PMH. Those who were unemployed had 
poor PMH. Exposure to unemployment brings about an  
increased vulnerability, and can affect the psychological 

well-being of the individuals exposed to joblessness, 
including their outlook on life in general, their emotional 
status, cognitive efficiency and attitude towards work. 
Factors such as these may influence the possibility of  
them re-joining the workforce.54 Extant literature has 
discussed that depression is associated with cognitive 
impairment, which in turn, may result in poor job 
performance, causing unemployment.55 However, 
conclusions about causality cannot be drawn due to 
the cross-sectional nature of this study. Eisenberg 
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and Lazarsfeld56 used a descriptive study to list the  
unpleasant and emotionally negative consequences of 
unemployment; since psychological well-being is a 
multidimensional concept, the impact of unemployment 
on mental health can manifest as depression, anxiety, 
low self-esteem and strained personal relations. The 
Korea Welfare Panel Study revealed that a negative 
change in employment status and remaining in unstable  
employment or unemployment are associated with having 
depression.57 Paul and Moser20 reported that a person  
who is unemployed does not have access to the 5 latent 
functions of employment: structured time, social contact, 
collective purpose, status and activity that were first  
identified by Jahoda.58 Jahoda pointed out that unemploy-
ment is psychologically damaging because the individual 
is deprived of these latent functions. He asserted that 
even unsatisfactory employment is more desirable than 
the absence of work. Job loss also affects heath, as stress 
is caused by the expectation of termination, the process 
of termination, unemployment and the job search.59  
It will be essential to monitor the health outcomes of 
those unemployed and having MDD. The results further 
reiterate the necessity to encourage workplace mental 
health, including screening for psychological distress and 
initiation of early antidepressant treatment, which that can 
in turn provide support for continual employment.60

Those who were economically inactive (students, 
homemakers and retirees/pensioners) reported a  
significantly higher PMH compared to the unemployed. 
Interestingly, the interaction between the economically 
inactive and those with lifetime MDD was negative, 
indicating that this group (people who had lifetime MDD 
and were economically inactive) tended to have poorer  
PMH. However, the interaction was seen as insignificant, 
which could be due to the small sample size for this 
group, and therefore not large enough for a notable  
effect. Poorer PMH for the retirees/pensioners, however, 
could be explained by poor self-reported health and 
functional status that are observed among the elderly  
with depressive symptoms associated with specific  
chronic illnesses.61 

There are several limitations of the current study. The 
cross-sectional survey design does not permit any causal 
inferences. Only English-speaking adults were included  
in the current study. This study relied on self-report for 
the diagnosis of mental illness, which could lead to some 
bias in the findings. There is a likelihood of participants 
over-reporting PMH due to social desirability bias. To 
reduce this bias and allow for adequate time to complete 
the questionnaire, participants were required to place 
the completed questionnaire in a postage-paid, sealable 

envelope and mail it back to the study team at a later  
date. Not all respondents (n=2,579) who were invited 
to complete the self-administered PMHI returned the  
forms, and this can contribute to limiting the representa-
tion of the sample to a certain degree. Participants could 
be unemployed on their own accord or due to compulsory 
redundancies, and these could contribute to different 
implications for mental health—however, reasons for 
unemployment were not collected. Notwithstanding  
these limitations, the strength of the study lies in the  
use of validated PMHI in Singapore, which encompasses 
important domains that were similarly identified in other 
models of PMH.62,63 The study is also strengthened with 
data collected from a representative sample, increasing  
the generalisability of the findings to the Singapore 
population. 

CONCLUSION
In order to care for a person’s mental well-being in a 
holistic manner, clinicians and allied health professionals 
should systematically support the employment needs of  
those who report lifetime MDD by adopting a client-
centered approach, and work towards the vocational 
goals of their clients while facilitating the sustainability 
of employment. On a societal level we will have to  
ensure that earlier access to specialist services is  
provided to such individuals, look into addressing both 
employment and mental health needs of the individuals, 
and reducing the barriers to employment for those with 
mental health issues, so that the PMH of the person  
can be improved. The comprehensive effects of 
employment status—including differences in types of 
employment and reasons for unemployment—on health 
outcomes and self-rated PMH should be investigated 
in further studies. Such research will to introduce more 
integration between current healthcare services or  
propose innovative applications of current evidence- 
based models.
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