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Abstract

Objectives: To assessthe beliefsamongst health professionalsin Singapore about management of 3 major mental disorders, comparing
psychiatrists and a sample of primary care physicians, and so identify target areas for the education of primary health professionals.
Materials and Method: A questionnaire earlier distributed to psychiatrists at Woodbridge Hospital was posted to both Singapore general
practitionersand polyclinicdoctors. Thequestionnaireassessed the capacity of respondentstoidentify vignettesof depression, schizophrenia
or mania, and then assessed respondents’ views about the likely helpfulness of a number of interventions. Results: The psychiatrists and
primary health professionalsdifferedlittlein termsof diagnostic accuracy for depression and schizophrenia; however, only half thegeneral
practitionersand three-quarters of the polyclinic doctors correctly diagnosed mania, which was consistently diagnosed by the psychiatrists.
A number of distinct differences were identified between the groups concerning the likely helpfulness and disorder specificity of various
psychotropicdrugs. Theprimary health physiciansweremorelikely to favour non-specific management approaches, whilst the psychiatrists
generally supported a focused biological approach to treatment, especially for the psychotic disorders. Some of the differencesin beliefs
about mental health management may well be contributed by the different patients treated by each group of clinicians. Conclusions: The
findingshaveimportant clinical implicationsin termsof diagnosing common psychiatric conditionsaccurately and giving usprofessionals
views about a range of interventions for such conditions, while also assisting review of educational programmes for identifying and
managing major mental disorders.

Ann Acad Med Singapore 2000; 29:467-73

Key words: Depression, Mania, Mental health surveys, Schizophrenia

I ntroduction

The management of mental health disorders within a
nationrequiresasystem of careextendingfromtheprimary
health caresettingtotertiary and specialist caresettings. To
that end, professional knowledge of the recognition,
management and prevention of mental disordersiscritical.
By studying primary health physicians' understanding of
mental health disorders and their treatment preferences,
educational programmes can be shaped to target areas that
need clarification, or to correct errant beliefs and health

beliefs about mental disorderswhich aid their recognition,
management or prevention”. Using vignettes describing a
person with either depression or schizophrenia, Jorm
developed a questionnaire to assess respondents’ beliefs
about mental health disorders, including the hel pful ness of
variousinterventionsfor each condition, and the prognosis
or outcome with and without treatment. The first survey
was targeted at a national community sample,! and later
extended to samples of general practitioners, psychiatrists
and clinical psychologists.? Thisallowed theresearchersto

practices.

Thus, wehaveundertakenaseriesof studiesin Singapore,
replicating a methodology introduced in the mid-1990sin
Australia by Jorm and colleagues,* alowing the mental
health literacy of the public and of various health
professionals to be surveyed. The term “mental health
literacy” wasdefined by Jorm et al* asthe “ knowledge and

compare the beliefs of the general public with those of the
professional groups.® The latter revealed that “the beliefs
that mental health practitionershold about mental disorders
differ greatly fromthoseof thegeneral public”. Forexample,
professionals believed more in the helpfulness of
antidepressantsfor depression than the public who viewed
antidepressantsnegatively. Suchfindingshaveimplications
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for public education programmes.

This method of studying mental health literacy has also
allowed a comparison of the views of Singaporean and
Australian health professionalsto be carried out. Parker et
a (unpublished data) described how consensus between
differing professional groups may either reflect the“truth”
or“sharedfalsebeliefs’. Theseresultssuggested, however,
that thesimilar viewsamongst psychiatristsin both countries
were“likely tobederivedfromsimilar educational, training
and clinical experiences’.

We have also previously reported the findings from this
survey comparing psychiatrists with other mental health
professionals(e.g. nurses, psychol ogistsand socia workers)
inSingapore.* Thisrevealedthat the* psychiatristsfavoured
a professionally focused model of intervention, while the
contrast professionals were more likely to judge other
resources as helpful”.

Thereareabout 100trained psychiatristsin Singapore, of
which the largest proportion (about 40) practise at
Woodbridge Hospital. This main centre has nearly 3000
inpatient beds, aswell asan outpatient register of morethan
15,000 patients. Apart fromwalk-inor self-referral patients,
inter-hospital liaison referrals and those brought in by the
police, many patients are referred by primary health
physicians. Hence, we judged it important to examine the
mental health literacy of these referring practitioners. The
objective of this paper was to compare survey responses
betweentrained psychiatristsin Woodbridge Hospital with
primary physicians in Singapore, namely, general
practitioners and government polyclinic doctors.

Materials and M ethod

The Questionnaire

We used aquestionnaire devel oped by Jorm et al> which
is based on vignettes describing patients with major
depression and schizophrenia, with each vignette having
only the minimum number of symptomsto satisfy ICD-10
and DSM-IV criteriafor either diagnosis.

The depression vignette read: “Mr Ais 30 yearsold. He
has been feeling unusually sad and miserable for the last
few weeks. Even though he is tired all the time, he has
trouble sleeping nearly every night. Mr A doesn’t feel like
eating and has lost weight. He can’t keep his mind on his
work and puts off making any decisions. Even day-to-day
tasks seemtoo much for him. Thishascometo theattention
of Mr A’s boss who is concerned about his productivity.”

Theschizophreniavignetteread: “Mr Ais24 and livesat
home with his parents. He has had a few temporary jobs
sincefinishing school but isnow unemployed. Over thelast
sixmonths he has stopped seeing hisfriendsand hasbegun
locking himself in hisbedroomand refusing to eat with the

family or have a bath. His parents also hear himwalking
about in his bedroom at night while they arein bed. Even
though they know heisal one, they have heard himshouting
and arguing as if someone else is there. When they try to
encour age himto do morethings, hewnhispersthat hewon’t
leavehomebecause heisbeing spied upon by theneighbour.
They realise heis not taking drugs because he never sees
anyone or goes anywhere.”

Locally, we extended the questionnaire and developed
thefollowing vignettefor mania: “Mr Ais27 andliveswith
his parents. He has been employed for most of the time
since leaving school, but has recently left his job as a
salesman. Hehasnever taken anyillicit drugs. Hisparents
state that in the last 3 weeks he has been extremely active,
requiring less sleep and not appearing tired, being over-
talkativeand disinhibited and, onoccasions, quiteirritable.
He claimed to have invented a machine for curing cancer
and wished to go to the USto sell it. When stopped by his
parents he became violent, and they called the police”.

Based on these vignettes, respondents completed a
questionnaire assessing diagnosis, the helpfulness of a
range of interventions and medications and the outcome
with or without professional help (with results of the latter
to be reported in another paper). Basic demographic data,
and data on the number of years and locality of practice
were a so sought, but returns were kept anonymous.

Another extension was to provide additional options to
respect local cultural explanations of mental illness, and
also to takeinto account available resourcesin Singapore.
Thiswas also to facilitate the survey of the general public
in the third phase of the study. Hence, the diagnostic
optionsincluded“ mental weakness’ and* being possessed”,
and also “manid’ to respect the additional vignette. The
range of interventions, professional or non-professional,
and resources were also extended to include, for example,
“a Chinese or Malay medicine shop dispenser” and
“acupuncture’.

The Samples

For the psychiatrists, we distributed all 3 vignettes over
fortnightly intervalsin random sequence to each of the 33
trained psychiatrists present during the survey period in
mid-1999, with verbal reminders to departmental heads.
Whilst the Australian methodology involved respondents
rating 1 vignette only, the small numbers of Singaporean
psychiatrists necessitated requesting them to rate all
vignettes, with interval s between to reduce any “memory”
bias. Returns were kept anonymous viaareturn collection
box and the response rate was about 70% (69 out of 99).

For the government polyclinic doctors, we sent out (with
random sel ection of the 3 vignettes) questionnairesto each
of the 151 listed doctors. A request was made to the head

Annals Academy of Medicine



of each zone, by telephoneor | etter, to encourage response.
For the general practitioners, we sent out questionnairesto
arandomly selected one-in-three sample from a register,
excludingthosewithnolisted clinicandthosewith specialist
practices. Tofacilitate returns, asecond questionnairewith
thesamevignettewaslater senttoeachgeneral practitioner.
For both groups, werequested anonymousreturns, viaself-
addressed envel opes, with an overall response rate of 33%
being obtained for the 691 questionnaires distributed.
Individual group responserateswere 51% (77/151) for the
polyclinic doctors and 35% (187/540) for the general
practitioners.

Satistical Analysis

We used the Mann-Whitney U test for statistical analysis
of results.

Results
Profile of Survey Respondents (Table I)

Data in Table | show that the age of the general
practitioners was widely distributed. By contrast, the
polyclinic doctors were younger (mostly below 40 years)
with the psychiatrists in the intermediate age group (80%
aged between 30 and 50 years). Unlike the 2 other groups,
there was a distinct male preponderance for the general
practitioners.

The general practitioners were less likely than the
polyclinicdoctorstohavereceived someformof psychiatric
training (11% of the GPs had indicated “yes’ in the
questionnaire on whether they had received previous
psychiatrictraining, ascompared with 46% of thepolyclinic
doctors). One possible explanation for the higher training
rate would be that many of the polyclinic doctors were
Family Medicine trainees who had come through

TABLE|: SOCIO-DEMOGRAPHIC DATA OF SURVEY
RESPONDENTS
Percentage distribution
GPs OPDs PSY
% % %
Age distribution (y)
<30 1 37 5
30-39 31 53 58
40-49 32 3 24
50-59 21 7 9
>60 15 0 5
Sex
Male 77 43 57
Female 23 57 43

GP: general practitioner; OPD: outpatient polyclinic doctor;
PSY: psychiatrist
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Woodbridge Hospital for training, although the group age
differences may reflect educational changesover time. All
the psychiatrists would have had at least 3 years of
postgraduate training and obtained a Masters degree.

Thegenera practitionersmostly worked in Housing and
Developmental Board (HDB) residential areas (69%),
17% worked in private residential areas and 14% in
companies or factory practices.

Diagnostic “ Accuracy”

The accurate recognition of each disorder illustrated in
the vignettes was ascertained by looking at the recorded
options chosen from the following list: “stress”,
“depression”, “schizophrenia/paranoid schizophrenia’,
“mania’, “anxiety”, “mental weakness’, “physical
weakness’ and“ being possessed” . Thedepressionvignette
was correctly “diagnosed” by 96% of the general
practitioners, and 100% of the polyclinicdoctors, asagainst
95% of the psychiatrists, where 5% of the latter group
chose “stress’ instead. For the schizophrenia vignette, the
respective figures were 92%, 100% and 96%. Here, other
diagnostic options of “physical weakness” (5%),
“depression” and “mania’ (2% each) were incorrectly
chosen by the genera practitioners. The psychiatrists here
offered no specific alternative.

An important finding was that for the mania vignette,
only 47% of the general practitioners and 72% of the
polyclinic doctors (as against 100% of the psychiatrists)
correctly identified the vignette. Many of the general
practitioners chose the option of schizophrenia(43%), and
some nominated depression (4%). By contrast, 17% of the
polyclinic doctors nominated options of schizophrenia,
while 6% each nominated “anxiety” and “other”.

Judged Helpfulness of Various Resources

In the next section of the questionnaire, respondents
wererequired to rate how helpful each intervention wasin
managing the patient described in the vignette. For each
option, we have scored the data such that a score of
3 = helpful, 2 = neither and 1 = harmful. In Table Il, the
results have been tabulated to compare the combined
groupsof primary healthphysiciansagainst thepsychiatrists.

For all 3 conditions, both groupsviewed medical doctors,
inany setting, ashighly likely to be helpful (with the mean
scores approaching amaximum mean of 3.00). Of interest,
psychiatrists more frequently rated polyclinic doctors as
likely to be helpful than did the primary health physicians
themselves (2.95 vs 2.70, P <0.05). As expected, both
groups rated psychiatrists as more likely to be helpful for
all 3 conditions. Views differed more with regards to the
helpfulness of alied mental health professionals. Help
fromacounsellor, social worker or counselling servicewas
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commonly judged aslikely to be helpful for depression and
schizophrenia, but less so for mania. Psychiatrists were
significantly less likely to rate a counsellor as helpful in
managing mania (2.09 vs 2.41, P <0.05), perhaps viewing
mania as predominantly a biological disorder. Seeing a
psychologist washighly likely to bejudged by both groups
to be helpful for the depressed patient, but somewhat less
so for the schizophrenic or manic patients.

The primary health physicians generally viewed close
family members and friends asresources of likely valuein
hel ping patientswith each of the 3 diagnoses. Psychiatrists,
however, significantly less often judged these persons as
likely to be helpful for manic or schizophrenic patients.
Bothgroupsgenerally judged aChineseor Malay medicine
shop dispenser as likely to be unhelpful, with the primary
physiciansreturningasignificantly lower hel pfulnessscore
than psychiatrists for schizophrenia. A religious leader
received a moderate rating of likely helpfulness by both
groupsfor maniaand schizophrenia, and a higher rating of
hel pfulness for depression.

Judged Helpfulness of Various Medications (Table I1)

Antidepressants were generally recognised by both
comparison groupsaslikely to be helpful for the depressed
person, and of intermediate likely helpfulness for
schizophrenia. For mania, therewasasignificant difference
in opinion about the use of antidepressants, with the
psychiatrists rating them as quite unlikely to be helpful
compared to the primary physicians. Antipsychotics or
major tranquilisers were viewed similarly by both groups
aslikely to be helpful for mania and schizophrenia, but as
not likely to be helpful in depression.

Beliefs about the use of mood stabilisers were more
varied. For depression, the psychiatrists were significantly
more likely to rate them as helpful. For mania, although
both groupsrecogni sed the hel pful nessof mood stabilisers,
the psychiatrists more frequently endorsed them as likely
to be helpful. Conversely, for schizophrenia, the primary
health physicians more frequently rated these medications
aslikely to be helpful than did the psychiatrists.

TABLE II: MEAN JUDGED HELPFULNESS SCORES GENERATED BY COMBINED GP/OPD GROUP OF DOCTORS COMPARED TO
MEAN SCORES GENERATED BY PSYCHIATRISTS FOR VARYING RESOURCES AND MEDICATIONS

Depression Mania Schizophrenia

GP/OPD PSY GP/OPD PSY GP/OPD PSY
Resources
An A&E doctor 291 2.74* 2.86 2.70 2.82 2.84
A polyclinic doctor 270  2.95* 275 287 280 284
A general practitioner 297 294 291 287 292 280
A pharmacist 1.89 2.00 1.81 2.00 1.93 2.04
A Chinese physician 1.57 1.84 1.30 1.65*%* 1.48 1.68
A counsellor 2.73 2.53 241 2.09* 2.48 2.28
A socia worker 2.47 2.65 2.22 2.35 241 2.46
A counselling service 270 274 229 230 233 236
A traditional healer 129 1.68* 116  1.36* 122 1.67***
A psychiatrist 296 3.00 299 291 299 3.00
A psychologist 278  3.00* 249 257 254 268
Close family members 266 2.68 252 222 256  2.29*
Close friends 270 2.68 245  217* 246  2.17*
A Chinese or Malay medicine shop dispenser 134 158 120 143 125 1.63**
A religious leader 244 2.42 2.01 2.00 214 2.00
Medications
Vitamins and minerals 219 216 199 2.00 200 2.00
Tonics or herbal medicines 205 195 184 191 190 1.88
A purging medicine 119 142 117 1.30 130 144
Antidepressants 293 279 2.06  1.26%** 220 196
Antibiotics 1.39 1.68* 1.36 1.61* 151 1.72
Mood stabilisers 222 2.79%** 271 2.96* 230  1.96*
Sleeping pills 208 226 238 2.74* 223  2.58*
Anti-psychotic or major tranquilisers 1.80 2.00 296 2.88 290 3.00
A benzodiazepine 2.27 2.58 2.48 2.87** 2.53 2.64

GP/OPD: genera practitioner/outpatient polyclinic doctor; PSY: psychiatrist

*P <0.05, **P <0.01, ***P <0.001
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Using abenzodiazepinewassometimesviewed ashel pful
inal 3 conditions amongst the 2 professional groups. The
only significant differencewasfor itsusefor mania, where
psychiatrists more often rated benzodiazepines as likely
to be helpful. The primary heath physicians did not
view deeping pills as likely to be of help in managing
any of the disorders, but the psychiatrists rated them
significantly more often aslikely to be of help for maniaor
schizophrenia.

As to be expected, both comparison groups seldom
viewed alternative medications like vitamins, mineras,
tonics and herbal medicines as likely to be helpful.

Judged Helpfulness of Various Activities and Therapies

AsshowninTablelll, thepsychiatristsweresignificantly
more conservative than the primary health physicians
about judging the likely helpfulness of being more active
physically for al 3 conditions. Both groups agreed on the
likely helpfulness of getting persons, with either of the 3
conditions, to read about people with similar problems.
Both groups also agreed on the likely harmfulness of all 3
patient groups being kept at home, with the primary
physicians significantly morelikely to rate this as harmful
than the psychiatrists.

The primary health physicians viewed attending courses
on relaxation as likely to be helpful for al 3 conditions,
especialy depression, with the psychiatrists being less
likely to endorse this strategy. For all 3 conditions, both
comparison groups overwhelmingly agreed that cutting
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out alcohol waslikely to be helpful (2.49t0 2.74), and that
seeking treatment from atraditional healer wasunlikely to
be helpful. Other areas of mutual agreement aslikely to be
hel pful were in moderate ratings for having an occasional
acoholic drink to relax, going on a specia diet and
acupuncture.

The views towards therapy modalities were varied. The
primary health physicians considered psychotherapy as
likely tobehelpful for all 3conditions, withthepsychiatrists
rating it as significantly lesslikely to be helpful for mania
and schizophrenia. Hypnosis was given similar moderate
helpfulness ratings for al conditions by the primary
physicians, but generally rated as likely to be harmful by
the psychiatrists, especially for mania and schizophrenia.
Electroconvulsivetherapy (ECT) drew markedly different
views for depression and mania, with the primary health
physicians scoring its likely helpfulness at a lower level
than the psychiatrists, and the psychiatrists supporting its
use, especialy for mania.

Both comparison groups considered admission to a
psychiatric ward in a general hospital or to a psychiatric
hospital as likely to be helpful for schizophrenia, but the
primary health physicians less frequently viewed these
interventions as likely to be helpful for mania and for
depression.

Rest was given moderate helpfulness ratings for
depression and mania by both groups, but considered less
likely to be helpful for schizophrenia. Interestingly, the
primary health physiciansweresignificantly morelikely to

TABLE IIl: MEAN JUDGED HELPFULNESS SCORES GENERATED BY COMBINED GP/OPD GROUP OF DOCTORS COMPARED
TO MEAN SCORES GENERATED BY PSYCHIATRISTS FOR VARYING ACTIVITIESAND THERAPIES

Depression Mania Schizophrenia
Activities and therapies GP/OPD PSY GP/OPD PSY GP/OPD PSY
Becoming physically more active 278 2.47** 217 1.39*** 245 2.12**
Reading about people with similar problems 280 279 240 257 246 248
Being kept at home 1.05 1.53*** 1.09 1.39** 112 1.36**
Getting out and about more 268 2.21*** 2.09 1.48*** 237 221
Attending courses on relaxation 2.80 2.53** 243 213 236 1.88***
Cutting out alcohol 259 261 266 2.74 249 256
Treatment from a traditional healer 140 163 125 143 136 1.40
Psychotherapy 275 263 2.64 1.91%** 272 1.76***
Taking a holiday 276 2.33r** 228 1.83** 213 1.88*
Hypnosis 217 19 215 1.50*** 219 1.33%**
Admitted to a psychiatric ward of a general hospital 201 2.58** 2.64 2.96* 286 296
Admitted to a psychiatric hospital 196 2.47** 2.68 2.96* 286 296
ECT 1.76  2.58*** 223 2.83*** 230 240
Having arest 256 247 233 2.39 215 221
Occasional acohoalic drink to relax 1.80 195 145 1.43 161 176
Acupuncture 186 194 1.90 1.83 193 1.82
A special diet 180 174 192 174 192 1.79

GP/OPD: general practitioner/outpatient polyclinic doctor; PSY: psychiatrist

*P <0.05, **P <0.01, ***P <0.001
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view taking a holiday as likely to be helpful than did the
psychiatrists.

Discussion

We note relatively low percentages of return for the
genera practitioners and polyclinic doctors, which we
assume reflected the time intrusion on busy practitioners.
The response rate of 33% by the general practitioners was
low, but perhaps not surprising in light of random
recruitment, most general practitioners being likely to be
busy intheir practices, and alsonoincentiveswereprovided
for participation. The response rate was slightly better for
the polyclinic doctors (51%), and might have reflected
non-respondents receiving reminders through the heads of
each clinic. Understandably, the findings may not be
representative. Nevertheless, this is the first local study
surveying primary physicians' understanding of mental
disorders.

Secondly, despite varying age, sex ratio and training
experiences in mental health problems, we consolidated
the 2 primary health practitioner subgroups in this paper;
this may have obscured some differences between the 2
subgroups. The results identified a number of significant
differences in mental health literacy between primary
health physiciansand psychiatrists. Perhapsthemost glaring
differencewasin the diagnostic accuracy of mania. Whilst
at least 90% of the primary physicians and psychiatrists
correctly identified the depression and schizophrenia
vignettes, only half of the general practitioners and three-
quarters of the polyclinic doctors correctly identified the
mania vignette. Thisis a concern, as a manic patient who
is treated primarily by a general practitioner could risk
being managed as having a schizophrenic illness instead,
when the managements of these 2 conditions are usually
quitedifferent over time. Against that management concern,
helpfulness data indicate that such patients would have
beenlikely to have beenreferred to apsychiatrist, whenthe
presumptive diagnosis would presumably be modified.
Secondly, this variable diagnostic accuracy between the 2
comparisongroupsmay haveconfoundedthesurvey results
to a degree, with the results for mania being distorted by
that percentage of primary health physicians who
recommended management strategies“ asif” they werefor
schizophrenia.

In the Australian study,® depression was accurately
diagnosed by 99% of the general practitioners and 97% of
the psychiatrists, whilst schizophrenia was accurately
diagnosed by 78% of theformer and 79% of thepsychiatrists.
These results showed both Australian and Singaporean
primary practitionersweresimilarly accurateinidentifying
depression, but the Singaporean doctorsweremoreaccurate
inidentifying schizophrenia(morethan 90% gaveaccurate

diagnosis) thantheAustralian practitioners. The Australian
practitioners were not given the mania vignette; hence, a
comparison on this is not available. Nevertheless, the
results argue for areview of educational programmes for
undergraduates and primary practitioners to ensure that
thereisadequateinformation provided ontheidentification
and management of bipolar disorder and mania.

The primary health physicians considered close family
membersand friendsasahel pful resourcefor all conditions,
whilstthepsychiatristsheldthisview only for thedepressed
patient. This may reflect the psychiatrists favouring a
biological model for psychoticdisorders, whilsttheprimary
health physicians may have judged from the more holistic
viewpoint of a“family physician”.

Theprimary physiciansessentially judged antidepressants
as moderately likely to be helpful for the mania vignette,
whilst the psychiatristsrated antidepressantsaslikely to be
harmful, presumably reflecting thel atter’ sknowledgeabout
the capacity of antidepressants to both induce and worsen
the course of mania. Thiswould be of clinical importance,
since, as mentioned earlier, a large proportion of the
primary health physicians might not only misdiagnose a
manicpatient, but alsoincorrectly prescribeanti depressants.
The primary physicians seldom rated mood stabilisers as
helpful for depression, whilst the psychiatristswere highly
likely to endorse their helpfulness. This may have been
because the primary physicians viewed the depression
illustrated in the vignette as a likely single and mild
episode, reflecting their experience in the community. By
comparison, the psychiatrists would have been exposed to
more severe cases in the tertiary setting, and hence the
depression vignette illnesses would possibly conjure an
image of a recurrent major depressive illness possibly
benefiting from mood stabilisers. The psychiatrists were
also more affirmative than the primary health physicians
about thelikely hel pful nessof benzodiazepinesand sleeping
pills in mania, and the helpfulness of sleeping pills in
schizophrenia. The psychiatristsmay have beeninfluenced
by their utility inahospital setting, whiletheprimary health
physicians may have rated on the basis of justifiable
concerns about their risk of inducing dependence.

The primary health physicians were in support of the
likely helpfulness of various non-specific strategies, such
asbecoming physically more active, getting out and about,
and attending relaxation courses. In contrast, the
psychiatrists were more guarded and believed that the
former 2 strategies may be harmful for the manic patient,
perhaps reflecting recognition that overactivity isafeature
of mania, or again such adifference could be aresult of the
primary health physicians misdiagnosing mania. The
primary health physicians were also inclined to view
psychotherapy and hypnosis as of some help for all
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conditions, whereasthepsychiatristsscored theseasharmful
for the psychotic conditions. This may reflect the lack of
specificity in views about managing mental disorders
amongst non-specialist clinicians. The primary health
physiciansalsobelievedthat ECT washarmful indepression
and of little usein mania, whilst the psychiatrists supported
its use in both conditions. This would be an expected
reflection of the general prejudice against the use of ECT
amongst non-psychiatrists.

The psychiatrists judged hospitalisation, whether to a
psychiatric hospital or to a psychiatric ward in a genera
hospital, as helpful for al 3 conditions; whilst the primary
health physicians viewed hospitalisation as helpful only
for psychotic conditions. This may be because most of the
depressive patients seen by primary health physicians
would have milder conditions, whilst the psychiatrists
would be more likely seethe more severe cases, hence, the
skew intheirimpressions. Similarly, thisexplanation could
hold for the primary health physiciansjudging aholiday as
hel pful for all 3conditionsincomparisontothepsychiatrists.

There were few differencesin the beliefs of both groups
concerning the lack of help with alternative medications
like vitamins, tonics, herbal medicines and purging
medicines. So too were the views about the possible harm
of seeking treatment from a traditional healer, going for
acupuncture or going on a special diet. Both comparison
groups aso shared similar negative opinions about the
hel pfulness of traditional medicine practices and religious
interventions. This implies that most of the surveyed
clinicians favoured a western and medical model for
managing mental disorders. This has been shown to be
similar to the findings on judged helpful interventionsin
the Australian survey.®

Results suggest areas of some utility in any review of
undergraduate and practitioner training progammes, and
particularly withregardstothediagnosi sof somepsychiatric
conditions (e.g. mania), the utility and specificity of
psychatropic drugs and the relevance and importance of
varying specific and non-specific approaches to separate
psychiatric disorders. The vignette approach adopted here
may aso served as a useful training and educational
programmes.

Conclusion

This study has highlighted some significant differences
in the mental health literacy amongst the primary health
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physicians and public sector psychiatrists in Singapore.
Many of these would have important clinical implications
in the care of psychiatric patients from primary level to
tertiary level care.

Such information helps identify crucia target areas in
planning the education of health care givers to achieve a
higher level of mental healthliteracy, and hence, to provide
better patient care. Presently, the medical undergraduate
studiesincludea6-week psychiatricrotationwhichincludes
acourseexam. Thereareal so ContinuingMedical Education
programmes on psychiatry which aretargetted for primary
health care practitioners. The authors hope to encourage
participation in such programmes in order to improve the
mental health literacy level amongst practitioners in
Singapore. We recognise the importance of educating
primary health care practitioners in the identification and
diagnosisof mental disorders, particularly bipolar disorder,
and on increasing awareness of treatment modalities
available.
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