
Editors 
Harry Minas 
Global and Cultural Mental Health Unit, 

Centre for Mental Health 
Melbourne School of Population and Global 

Health, The University of Melbourne 
Parkville 
Australia 

Milton Lewis 
The Menzies Centre for Health Policy, The 

Charles Perkins Centre 
The University of Sydney 
Sydney 
Australia 

ISSN 1574-0455 ISSN 2197-7984 (electronic) 
International and Cultural Psychology 
ISBN 978-1-4899-7997-l ISBN 978-1-4899-7999-5 (eBook) 
DOI 10.1007/978-l-4899-7999-5 

Library of Congress Control Number: 2016957493 

0 Springer Science+Business Media New York 2017 
This work is subject to copyright. All rights are reserved by the Publisher, whether the whole or part 
of the material is concerned, specifically the rights of translation, reprinting, reuse of illustrations, 
recitation, broadcasting, reproduction on microfilms or in any other physical way, and transmission 
or information storage and retrieval, electronic adaptation, computer software, or by similar or dissimilar 
methodology now known or hereafter developed. 
The use of general descriptive names, registered names, trademarks, service marks, etc. in this 
publication does not imply, even in the absence of a specific statement, that such names are exempt from 
the relevant protective laws and regulations and therefore free for general use. 
The publisher, the authors and the editors are safe to assume that the advice and information in this 
book are believed to be true and accurate at the date of publication. Neither the publisher nor the 
authors or the editors give a warranty, express or implied, with respect lO the material contained herein or 
for any errors or omissions that may have been made. 

Printed on acid-free paper 

This Springer imprint is published by Springer Nature 
The registered company is Springer Science+Business Media LLC 
The registered company address is: 233 Spring Street, New York, NY 10013, U.S.A. 

Contents 

Why Historical, Cultural, Social, Economic and Political 
Perspectives on Mental Health Matter. . . . . . . . . . . . . . . . . . . . . . . . 1 
Milton Lewis and Harry Minas 

2 Mental Health in Pakistan: Yesterday, Today and Tomorrow . . . . 17 
Safdar A. Sohail, Akhtar A. Syed and Atif Rahman 

~\ Psychiatry in India: Historical Roots, Development 
as a Discipline and Contemporary Context . . . . . . . . . . . . . . . . . . . . 39 
Sanjeev Jain, Alok Sarin, Nadja van Ginneken, Pratima Murthy, 
Christopher Harding and Sudipto Chatterjee 

4 Mental Health System Development in Sri Lanka . . . . . . . . . . . . . . 59 
Harry Minas, Jayan Mendis and Teresa Hall 

!I Mental Health in Korea: Past and Present . . . . . . . . . . . . . . . . . . . . 79 
Min Sung-kil and Yeo In-sok 

6 Mental Health System in Japan After the Meiji Restoration: 
Historical Observations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 93 
Naotaka Shinfuku 

7 A History of Mental Healthcare in Taiwan . . . . . . . . . . . . . . . . . . . . 107 
Harry Yi-Jui Wu and Andrew Tai-Ann Cheng 

N Mental Health in Thailand: Historical and Cultural 
Perspectives . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 123 
Apichai Mongkol 

9 Mental Health in.Cambodia ........................ .. ...... 135 
Sotheara Chhim 

10 Mental Health in Vietnam . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 145 
Harry Minas, Claire Edington, Nhan La and Ritsuko Kakuma 



174 

Official Gazette of the Republic of the Philippines. (2015). Pantawid Pamilyang Pilipino ProgrUl'II, 
Retrieved March 1, 2015, from http://www.gov.ph/programs/conditional-cash-transfer/ 

Paular, R. ( 1991 ). Mental illness in the Spanish Colonial Period: 1865-1898. Philippine Studie•, 
39(4), 525-533 

Philippine Psychiatric Association. (2015). Training institutions. Retrieved March 1, 2015, fmm 
http://www.philpsych.ph/training-institutions 

Philippine Statistics Authority. (2012a, April 4). The 2010 Census of Population and Housin1 
Reveals the Philippine Population at 92.34 Million. Retrieved March I, 2015, from http://psa. 
gov.ph/content/201 O-census-population-and-housing-reveals-philippine-population-9234-
million 

Philippine Statistics Authority. (2012b, August 30). The Age and Sex Structure of the Philippin, 
Population: (Facts from the 2010 Census). Retrieved March I, 2015, from http://psa.gov.ph/ 
con tent/age-and-sex -structure-phi! i ppine-popu lation-facts-20 I 0-census 

Philippine Statistics Authority. (2013). Persons with disability in the Philippines (Results from th, 

2010 Census). Retrieved March 1, 2015, from http://webO.psa.gov.ph/content/person~· 
disability-philippines-results-20 I 0-census 

Philppine Mental Health Association. (2015). PMHA programs and services. Retrieved March I, 
2015, from http://www.pmha.org.ph/programsservices 

Quiring, J.S. (201 l}. Mental health status and care among Filipino household service workers in 
Italy and Spain. Master in Sustainable Regional Health Systems thesis, Vilnius University, 
Unpublished. 

Reid, A. (1988). Southeast Asia in the age of commerce 1450-1680 volume one: The !Ands Be/m,· 
the Winds. New Haven: New Haven Yale University Press. 

Rizal, J. ( 1895, 1964). The treatment of the bewitched. Miscellaneous writings of Dr. Jose Riwl 
(Vol. 8). Manila: National Heroes Commission. 

Salazar, Z. (1977). Ang Kamalayan at Kaluluwa: /sang Paglilinaw ng Jiang Konsepto .1a 

Kinagisnang Sikolohiya. Paper presented at the "Ikalawang Pambansang Kumperensiya " 
Sikolohiyang Pilipino". 

Salazar-Aleta, M.C. (I 999). Historical development of the mental health services. The Philippine 
Journal of Psychiatry, 23(2), I 8-23. 

Santiago, L. P. (1993). The language of mourning and depression in Filipino and its Indonesian 
and Malayan cognates: Transcultural, sociological, historical, artistic and therapeutk 
significance. Phil Quarterly of Culture and Society, 21(3), 269-311. 

Senate of the Philippines. (2014). An act promoting mental health, promulgating a national mental 
health policy towards the enhancement of integrated mental health services, protection 11/ 
persons utilizing mental health services and establishment of a Philippine mental health 
council, S.B. 2450. Manila: Senate of the Philippines. 

Scott, W. H. (1994). Barangay: Sixteenth century Philippine culture and society. Quezon City 
Ateneo de Manila University Press. 

Tan, M. L. (2008). Revisiting 11sog, pasma, kulam. Quezon City: University of the Philippine, 
Press. 

Tiglao, T. & Cruz, W. (1975). Seven decades of public in the Philippines: 1892-1972. Tokyo: 
SEAMIC Center. 

United Nations. (2015). Philippines Country Profile. Retrieved March 1, 2015, from http://www. 
un.org.ph/country-profile 

Van der Ham, A.I., Ujano-Batangan, M.T., Ignacio, R. and Wolffers, 1. (2014). Toward healty 
migration: An exploratory study on the resilience of migrant domestic workers from the 
Philippines. Transcultural Psychiatry, 5/(4), 545-568. 

World Health Organization (1978). Declaration of Alma-Ata. Retrived March 1, 2015, from hnp:// 
www.who.int/publications/almaata_declaration_en.pdf. 

World Health Organization (WHO) and Department of Health, Philippines. (2007). WHO-AIMS 
(Assessment instrument for mental health systems) Report on Mental Health System in the 
Philippines. Manila: WHO. 

World Health Organization (2011). Mental Health Alias 2011. Geneva: WHO. 

(~hapter 12 
From Centralized to Decentralized 
Service: Mental Health and Psychiatry 
in Malaysia 

I lcong Hong Por and Mohamed Hatta Shaharom 

\bstract This chapter charts the fonnation and transfonnation of mental institu-
1,ons, therapeutic concepts, and psychiatric practices in Malay(si)a from the early 
11ineteenth century throughout the post-independence era. Introduced by colonial-
1'1S in the early nineteenth century, mental health institutions in Malaya started out 
,I\ a colonial program that aimed to clean the colony of vagrants, starving migrants, 
paupers, drug addicts, convicts, and people afflicted with mental iUnesses by con-
1 ining them in gaols. It was not until the mid-nineteenth century that the mental 
.,sylum was separated from the gaol. At the tum of the twentieth century, an 
mcrease in the number of mentally ill patients coincided with the large influx of 
migrant workers from China and India. The overrepresentation of male Chinese 
patients mirrored the demographic structure of the immigrant population. 
Rncialized medical comprehension of mental illness was not uncommon. 
!'herapeutic practices included occupational therapy, shower baths or cold douches, 
and electroconvulsive treatment (ECT). These practices were an essential part of a 
hroader process of molding the mentally ill into economically productive, morally 
useful and desirable colonial subjects. As a set of transplanted practices, colonial 
institutional mental health services did not automatically acquire legitimacy. The 
availability of traditional healing services, the public preference for traditional 
therapies, and social stigma and scarce modem psychiatric services jointly con­
tributed to the unpopularity of these mental health institutions. Several changes and 
debates took place after independence. The government took the initiative to 
decentralize mental health services by setting up psychiatric units at district and 
general hospitals from 1958. Local medical education began to offer psychiatric 
training to overcome the shortage of professionals. The involvement of 
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international bodjes like WHO in modernizing the country's psychiatric services 
was met with a mjxed response. While local psychiatrists welcomed more inter­
national assistance and resources, social scientists and medical anthropologists 
expressed alarm concerning the undesirable results of standardization and called for 
culture-specjfic procedures. There was also a movement towards community care, 
which was initiated by NGOs in the late 1960s and translated into a national 
community mental health program in the late 1990s. The program was compro­
mised due to shortage of professionals, inadequate budget and stigmatization. 
Despite the promotion of the modem mental health service as more legitimate, 
modem-traditional, mixed consultation is not uncommon today. 

Introduction 

There are many ways to write about the hjstory of mental health. Thjs chapter will 
reconstruct the hjstory of mental health and psychiatry by investigating the estab­
lishment of the first mental institution in colonial Malaya in the early nine­
teenth century and tracing the development of mental health services throughout 
the post-independence decades. 

Like in many parts of the region, the evolution of Western biomedicine and 
mental health service in Malaysia is structured by various social, cultural, political, 
and economic factors. The import of biomedicine and modem mental health service 
was associated with colonjal economic and industrial expansion. lnjtially, it wa<; 
received with fear among the multicultural Asian community as modem hospital 
and mental institution were often associated with death. By promoting secular 
explanation of physical and mental diseases, modern healthcare forced a kind of 
"epistemological break" from the traditional notions of illnesses. The availability of 
various traditional healing services was an immediate rival to modern health care. 
Though the popularity of psychiatry grew over the years, psychiatric service ha'! 
always been at once welcomed and unpopular due to many social and cultural 
factors. 

As in the field of psychiatry elsewhere, therapeutic concepts are always subject 
to debates and tend to vary over time. These debates are often informed by changes 
in international trend. Placed against the background of colonial expansion, mul­
ticultural communjty and the dynamics of local and international environment, the 
narrative of this chapter is about the formation and transfonnation of mental 
institutions, therapeutic concepts and psychiatric practices in colonial and 
post-colonial periods. 
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Colonial Mental Health 

The (Trans)formation of Mental Health Institutions and Laws 

Tn the early nineteenth century, there was no separate asylum for the mentally ill in 
Malaya. The "insane," the "lunatics," and the "madmen" were placed under the 
charge of the police and confined in gaols with the convicts (Lee 1978). In 1814, 
John Erskine, Magistrate of Penang, wrote to the British government about the 
necessity of separating the lunatic asylum from the gaol (Suam et al. 2011). Only in 
1829 was the first "lunatic asylum" established near the regimental hospital in 
Penang. There were 25 inmates, of whom 23 were males and 2 females. Eleven out 
of the 25 were Chjnese, one Portuguese and the rest Indjan convicts (Tan and 
Wagner 1971). One asylum, however, was insufficient to serve the perceived needs 
of the entire colony. Many lunatics continued to be kept in gaols. 

The poor treatment of lunatics did not attract the public attention until 1838 
when a letter appeared in the Singapore Free Press and Mercantile Advertiser 
(21/06/1838, p. 2), urging the Straits Authority to improve the treatment by sepa­
rating the asylum from the gaol and the lunatics from the convicts.1 Three years 
later, a 30-bed "Insane Hospital" was finally built at Bras Basah in Singapore. The 
hospital was later moved to a new site near Kandang Kerbau in 1862. Expanded to 
a 100-bed capacity, it was renamed the "Lunatic Asylum." In 1887, it was moved 
again to College Road, and this time it was enlarged to 300 beds (250 for male 
patients and 50 for female patients) (Ng 2001). On the mainland, a lunatic asylum 
was built in Taiping, Perak, in 1895. Three years later, a Gaol Quarter in Kuala 
Lumpur was transformed into an asylum and began to admit mentally ill patients.2 

Corresponding to the construction of asylums was legislations made to regulate 
the lunatics and the administration of the asylum. The Lunacy Act (or Act 36) was 
passed in 1858. The preamble of the Act stated that it was "expedient to provide for 
the reception and detention of Lunatics in Asylums established for that purpose." 
The provisions of the Act, however, were not fully implemented until 1863, and the 
Resident Councilor, the Commissioner of Police, the Executive Engineer, the 
Residency Assistant Surgeon and Police Magistrate were appointed Visitors to the 
Lunatic Asylum ex officio. With the full implementation of the Act, the poljce were 
given wide power to admit patients to the asylum and hard pressed to clear the 
streets and markets of vagrants and those abandoned by their relatives (Lee 1978). 
A second law, the Lunatic Reception Ordinance, was passed in 1889 and later 
replaced with the Lunatic Asylums Ordinance (LAO) in 1920. The LAO also 
provided for reception and detention of criminal lunatics in accordance with Code 
of Criminal Procedures 1910 and Prisons Ordinance 1872 (Suam et al. 2011). 

1"Correspondence", Singapore Free Press and Mercantile Advertiser (SFPMA 
21/06/1838, p. 2. 
2' 'Beri-beri in the asylum", Straits Times (ST thereafter), 18/07/1899, p. 2. 

thereafter), 
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Table 12.1 The number of patients, death cases, and death rate in Central Mental Hospital, 1924-
1935 

Year 

1924 

1926 

Males 

1183 

1550 

1927 1699 

.2E8 T.1~ 
1929 t 1785 

Fema.les Total 

--
397 1580 

471 --=--.._[2021 

521 2220 - I 2211 490 - -
559 2344 -

Deaths (N) 

NA 

132 -
173 

174 

224 

Death rate 
(deaths per I 00 inmates) 

NA 

6.53 

7.79 

7.86 

9.55 

601 2588 197 

644 -[2~ l t88 

1930 1987 

1931 1 1862 1 +-----+-61 
7.50 

1932 1894 678 2572 181 ---
679 
·- - 1 25:7238 
NA 2550 190 

1933 _, 1827 

1934 7 NA 

.!_235 NA t NA - --1 2620 I 186 

7.04 ---
9.50 

7.45 

7.10 

Source Federated Malay States Medical Report, 1924-1935 

Towards the end of the nineteenth century, the number of lunatics increased 
(Suarn et al. 2011), which led to a complaint in an editorial in the Singapore-based 
The Straits Times: 

Whence come so many lunatics? Scarcely a week passes that there are not some brought 
before the magistrates by the police who have found them wandering about the streets. 
They are invariably Chinese. If these unfortunates belonged to Singapore, they would have 
some family connection, and would not be allowed to wander about, for the Chinese are 
careful of their family relations. It seems evident that the lunatics are imported, and it is 
difficult to understand how so many manage to find their way here without assistance. It is 
to be feared that they are purposely brought here, in order that they may become a burden 
on an easy-going good-natured Government.3 

Although those mentally ill were viewed as "aliens" and the growing number of 
lunatics perceived by some as a burden, the colonial government began to consider 
establishing another asylum, the Central Lunatic Asylum, in the Federated Malay 
States (FMS)4 in 1904. A committee, consisting of the Commandant, the Malay 
States Guides, the Director of Public Works, the State Surgeon of Perak, and the 
Federal Inspector of Coconut Trees, was formed to select a suitable site for the 
institution.5 In 1911, the Central Lunatic Asylum, with three male wards and one 
female ward with a total capacity of 269 beds, was completed on a 573-acre land in 

3"Lunatics", ST, 18/05/1898, p. 2. 

4nie FMS, fo1111ed in 1895 and lasted until 1946, consists of four states: Perak, Pahang, Selangor 
and Negeri Sembilan. 
5"F.M.S. Lunatics", ST, 20/08/1904, p. 10. In the 1920s, making brushes, ropes and other products 
from coconut husk with a husk mallet was one of the therapeutic activities in the Central Lunatic.: 
Asylum's rehabilitative workshops. This explains why the Federal Inspector of Coconut Trees wa, 
included in the committee. 
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Tanjung Rambutan, Perak.6 Dr William Frederick Samuels was the first Mectical 
Superintendent. It started out with a population of 45 patients, of which 30 were 
males and 15 females. By the end of 1911, the number increased to 287, of which 
220 were males and 67 females. The total population rose to 520 in 1914, and 1580 
(1183 males and 397 females) in 1924. The asylum was renamed the Central Mental 
Hospital (CMH) in 1922, showing a shift away from the use of "lunatics," which 
carried a negative connotation. The change in population in the CMH during 1924 
and 1935 is shown in Table 12.l. Throughout the decade, there were two to three 
times more male than female "inmates." In race terms, Chinese and lndians occupied 
first and second places, respectively. The large number of Chinese and Indian male 
internees in the CMH coincided with the influx of Chinese and lnctian male migrant 
laborers in the same period of time. In other parts of the mainland, a lunatic asylum 
was established in Johor in 1933, while another one was built in Malacca in 1935. In 
Sabah and Sarawak, two such asylums were established in the 1920s. 

Overall, the health conctitions in the lunatic asylums were deplorable and the 
death rate was high. Twenty-eight of the 32 cases of cholera reported in the Annual 
Medical Report on the Civil Hospitals of the Straits Settlements for 1890 were 
contributed by lunatic asylums.7 In 1901, beriberi was the leading cause of death, 
accounting for 81 deaths in the mental asylums in the Straits Settlement.

8 
In 1904, 

there were 3 deaths out of 12 beriberi cases in the Selangor Lunatic Asylum; the 
number reached 27 deaths out of 94 beriberi cases in 1905. The population was 193 
in 1904, of which 33 died, contributing to a rate of 17.09 deaths per 100 inmates in 
the same asylum. In 1905, the number of inmates reached 219, of which 55 ctied, 
lifting the death rate to 25.11 deaths per 100.9 The lower death rate in the CMH (see 
Table 12.1) was evidence of better health conditions than in the Selangor Lunatic 
Asylum. However, when compared to the average death rate of the Federal Malay 
States (FMS) population, which stood at 2.93% in 1926, 3.21 % in 1927, 2.96% in 
1928, 2.63% in 1929, 2.41% in 1930, 1.91% in 1931, 1.85% in 1932, 2.02% in 
1933 and 2.14% in 1934, the CMS inmates were two to three time worse off than 
the general FMS population throughout the decade. 

During the Japanese occupation in World War Two, the population in the CMH 
rose to 3164 in 1941. This growth was due to transfers from Johor and also from 
Sabang, Sumatra. Between January 1, 1942, and September 1945, a total of 5386 
patients were treated at the CMH, of whom 3850 ctied. When the British Military 
Administration took over the mental institution in 1945, only 355 patients remained 
(Federated Malay States Medical Report 1946). Post-war healthcare reconstruction 
started with the assistance of international voluntary groups, such as the Red Cross 
Society, but was soon paused due to the outbreak of counterinsurgency, which 
lasted for twelve years from July 1948 to July 1960. In 1953, the colonial 

6.'Untitled", ST, 26/05/1910, p. 6. 
7"The Public Health in 1890", ST, 07/07/1891. p. 7. 
8"Untitled", ST, 01/09/1901, p. 2. 
9"Lunatics in Selangor". Eastern Daily Mail and Straits Morning Advertiser, 07/09/1906, p. 3. 
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government called for a "swing of emphasis from urban to rural health work" 
(FMSMR 1953). The call remained rhetoric, as most government resources were 
channeled to anti-communist activities, little were left for health care and welfare 
services, and not to say mental health service. 

In 1952, the Mental Disorders Ordinance (MDO) was promulgated with rules 
regulating admissions, discharges, and management of civil and forensic cases. 
Special therapies like insulin treatment and electroconvulsive therapy 
(ECT) remained custodial as they were restricted mostly for the paying patients. Dr 
Stephen McKeith, a World Health Organization (WHO) mental health consultant, 
was invited to visit CMH in 1954. He criticized CMH for its lack of manpower, 
over-crowding, and employing doctors who were not conversant with Western 
psychiatry (Haque 2005). Poor ward condition of psychiatric institutions continued 
to be an issue throughout the 1950s. In 1957, Dr. S. Parampalam, Assistant Medical 
Superintendent of CMH, made allegations regarding poor food and corruption at 
the institution. A Royal Commission of Inquiry was formed to investigate the 
maladministration of CMH. 10 Though Dr Max Cocheme, then CMH Medical 
Superintendent, was later cleared of all allegations, he was replaced by Dr. A.S. 
Johnson in 1959. In Johor, Hospital Tampoi resumed its operation in 1952. In 
Borneo, the Lunatic Ordinance Sabah was promulgated in 1951 and the Mental 
Health Ordinance of Sarawak in 1961. 

Concepts of Mental Illnesses and Racialized Comprehension 

The definition of mental illness in Colonial Malaya was not entirely clear. People 
admitted to the "lunatic asylums" or "madhouses" came from a wide range of 
backgrounds, including convicts and criminals, old Chinese men, people moribund 
from chronic disease and want, vagrants, paupers, women afflicted with nympho­
mania, and people who used narcotic drugs (Lee 1978; Tan and Wagner 1971). 
"Lunatics, mania, maniacs, insanity and madness" were terms used to describe 
mental illness in the nineteenth century and early twentieth century. Main classi­
fications of asylum admission in 1900 were "mental deficiency, general paralysis of 
the insane (GPI), mania, melancholia and dementia" (Teoh 1971). The classifica­
tions changed over time. In 1913, they include idiocy, mania, melancholia, delu­
sional insanity, GPI, and dementia (FMSMR 1913). Lunacy and insanity were 
thought to be a hereditary "brain problem" in 1914.11 From 1926 to 1932, con­
fusional insanity, primary dementia, and melancholia headed the list of mental 
disorders in the CMH (see Table 12.2). 

Given that the death toll caused by beriberi was high, the disease was once 
thought to cause insanity (Teoh 1971). But this changed once the causative factors 

10"Comrnission Clears Dr Cocheme", ST, 05/12/1957, p. 1. 
11"Hereditary Brains", ST, 10/06/1914, p. 10. 
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Table 12.2 The major forms of mental disorders treated in the Central Mental Hospital, Tanjung 
Rambutan, Perak:, 1923-932 

---
Year Mental disorders - -

Confusional Primary Recent Senile Recent 
insanity dementia melancholia* dementia mania* 

1923 NA NA 102 NA 112 

1924 53 50 115 NA 86 - --- - - -
1926 97 457 90 99 110 --
1927 54 640 98 91 60 - - ,- -- - -- --
1928 122 345 135 74 49 

1929 170 314 137 181 53 . -t-- -- -- -------'- ~ 

1930 348 195 140 104 68 - i------

1931 309 808 392 184 193 - - ~-'---- -
1932 339 824 399 193 178 

1933 298 836 367 122 155 - . - - i--- --
1934 315 815 353 241 154 

1935 368 807 357 287 158 --
Source FMSMRs, 1923-1935. *The two categories, "recent melancholia" and "recent mania," 
were absent in the FMSMRs from 1931 to 1935. Rather, "melancholia" and "mania" became two 
subcategories under the category of "manic depressive" 

were established. Other causes like opium smoking, other narcotic drugs and 
alcohol consumption, and syphilis, were also thought to be associated with or to 
cause lunacy (Lee 1978; Murphy 1971; Teoh 1971). One of the colonial reports 
said the prevailing form of insanity was mania, often induced by opium and other 
narcotics. However, not all doctors agreed on the causes. Gilmore Ellis, Medical 
Superintendent of the Lunatic Asylum at Singapore, commented in the annual 
medical report in 1892: "I think it most problematical that the smoking of opium 
was really the cause of their disease. I have never yet seen a case of insanity which I 
could, with any certainty, believe opium smoking to be the cause."12 

By 1906, growth in alcoholic psychosis was attributed to the adulteration of 
alcohol with toxic methylated compounds as the surge coincided with the sale of 
cheap spirits. The toxic alcohol was expected to replace the traditional opium con­
sumption (Teoh 1971). In 1924, W.F. Williams, Medical Superintendent of the CMH, 
explained the prevalence of alcoholism among Chinese patients in a racist narrative: 

I, as last year, when dealing with alcohol differentiated between Chinese and Indians, found 
the startling figure of 34 Chinese and only 8 Indians. Last year we had 37 Chinese and 26 
Indians so that, though the total number of alcoholic cases is down, we see that the 
reduction is due to an extraordinary fall in the number of Indians whose trouble can be 
attributed to alcohol. This to my mind bears out my contention that the Chinese have taken 
to alcohol, and I fear this will go on and increase. There is a conspiracy on foot to stop the 
Chinese smoking opium with the result that they are turning to alcohol as a substitute, 

12''Lunacy in the Straits", SFPMA, 31/05/1892, p. 3. 
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which from my point of view is vastly more dangerous. All I can say is that the day opium 
is cut off and alcohol substituted wiU certainly be a bad one for the Chinese, and I fear we 
may find an increase in such crimes as murder and rape (FMSMR 1924). 

A condition often associated with alcohol intake was infection with syphilis. In 
the Straits Settlement Annual Report 1906, Gilbert Ellis stated that "venereal dis­
ease (VD) was very prevalent and 25% of all [lunatic] cases admitted had syphi­
lis ... prostitution was rife and a visit to a brothel was no more shameful an act as an 
Englishmen visiting a public house for his regular pint of beer" (cited in Teoh 
1971). The first Chinese general paralysis of insanity (GPI) was detected by Gilbert 
Ellis in the same year. Before this, syphilis was thought to be confined to Europeans 
and due to the high pressure of civilized life (Teoh 1971). The notion that syphilis 
was an affliction caused by "civilized life," a disease of Europeans, was further 
challenged two decades later, when the surge of Chinese admission infected with 
syphilis coincided with the influx of Chinese male migrant workers. 

In 1926, the first five causative factors in admissions to the CMH were, in order, 
hemopoietic system, cardiovascular degeneration, syphilis, gastrointestinal system, 
and alcohol. Coincided with this trend was a rise in VD cases in the FMS. In the 
Town Dispensary and Venereal Diseases Treatment Center, Sultan Street, Kuala 
Lumpur, alone, a total of 2328 VD cases were treated in 1925, of which 1496 were 
Chinese. In 1926, the VD cases treated in the same VD treatment center surged to 
3222, of which 2069 were of Chinese and 1962 were cases of syphilis. Among the 
1962 syphilis cases, 1423 were Chinese. The number of VD cases reached 6234, of 
which 3222 were Chinese. About 2284 out of the 3793 syphilis cases were Chinese. 
At the same time, the main cause of death in the CMH was GPI in 1926 (see 
Table 12.3). In response to the rise of GPI as the leading cause of deaths, W.F. 
Samuels, again, blamed alcohol, together with the presence of syphms, in a racist 
tone (FMSMR 1926). 

What Ellis earlier thought a "European disease" now became a "Chinese 
problem," an affliction caused by "civilized life" now turned into a disease caused 
by "increased consumption of alcohol among the Chinese." Taking on new 
meaning of syphilis and the shifting explanation about what contributes to the rise 
of GPI not only indicates a racialized comprehension of mental illness by the 
British medical doctors, but also suggests that mental health is a discursive space 

Table 12.3 The causes of Causes of death 1926 1927 1928 
death in the Central Mental 
Hospital, Perak, 1926-1928 General paralysis of the insane 47 39 28 

Pulmonary tuberculosis 16 24 23 

Dysentery 13 26 31 

Cardiovascular degeneration 6 14 14 

Others 50 68 62 
Total 132 173 174 

Source FMSMRs, 1926-1928 
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for the construction of racial differences and identities, in the face of the large influx 
of Chinese and Indian laborers. 

In the following year, the hemopoietic system, the gastrointestinal system, 
syphilis, cardiovascular degeneration, and alcoholism remained the top five cau­
sative factors, albeit in different order. Parallel with this was, again, a rise in VD 
cases dominated by syphilis and the Chinese. Of the 12,663 VD cases detected in 
the FMS, 7579 were Chinese, while 4240 of 7067 syphilis cases were Chinese. The 
order changed to syphilis (209 cases), gastrointestinal system (203), cardiovascular 
degeneration (165), alcohol (90), and the hemopoietic system (84) in 1928 
(FMSMR 1928). In 1933 and 1934, the two major causative factors were syphilis 
and intestinal worm (FMSMR 1933, 1934); in 1935, the top five factors were 
syphilis (162 cases), malaria (92), other bodily affections (70), alcohol (55), and 
mental stress (40) (FMSMR 1935). Syphilis and alcohol were often, if not always, 
in the first five in the list of causes. W.F. Samuels wrote in 1928: "Syphilis and 
alcohol have each gone up ... the rise in syphilis is due, to a certain extent, to more 
careful exarnination and a greater use being made of the Government laboratory; 
but the rise of alcohol is just the more or less steady rise it has maintained for some 
years. The alcohol question is becoming serious, and it will be seen that alcohol is 
noted as the cause in 21 females. This I think will bring home how serious a menace 
alcohol is becoming to the health of the country" (FMSMR 1928). 

Economics in the Moral and Vice Versa: Therapeutic 
Concepts and Practices 

Though there was no mention of occupational therapy during the nineteenth cen­
tury, therapeutic practices that combined work and treatment were introduced by 
Dr. Thomas Oxley, senior surgeon in charge of the Lunatic Asylum in Singapore, as 
early as 1846 (Lee 1978). Following the expansion and relocation of the asylum in 
1887, an editorial in the Straits Times urged the government to give more space to 
inmates for gardening and train the patients to use looms. The editorial argued that 
previous asylum management experience had proven that the inmates' participation 
in gardening, looming, and manufacturing was a way of restoring their health. The 
writer also claimed that these activities would not only provide foods needed in the 
asylum more cheaply, but would yield products for the commercial market. 13 

In the 1920s, therapeutic activities in the CMH included farming, bamboo 
works, tailoring, carpentering, and mending. The patients in the CMH cultivated 
234 acres, produced 212,351 katies of vegetables, and generated $6617 by cutting 
firewood in 1922. Their work yielded 225,553 katies of vegetables in 1923 
(FMSMR 1924). They built three new farms and produced 360,068 katies of 
vegetables in 1928 (FMSMR 1928); 17,639 katies of pork and 420,429 katies of 

13"The New Lunatic Asylum", ST, 10/08/1881, p. 10. 
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vegetables in 1930 (FMSMR 1930); 13,106 katies of pork, 1454 hen eggs, and 232 
duck eggs in 1932; and 38,552 katies of pork, 4561 hen eggs, and 1929 duck eggs 
in 1933 (FMSMR 1933). The value of produce generated by the inmates in the 
CMH was $56,013 in 1926 (FMSMR 1926); $60,537 in 1927 (FMSMR 1927); and 
$72,570 in 1928 (FMSMR 1928). In defense of the benefits of these therapeutic 
activities, W .F. Samuels wrote: "in addition to the curative value of the farms, there 
is a considerable saving to the various votes due to the activities of the patients" 
(FMSMR 1926). The term "occupational therapy" first appeared in the 1933 FMS 
Medical Report, when Dr R.D. Fitzgerald, Adviser on Medical and Health Services 
in the FMS, wrote: "the farms have thus proved their worth from an economic point 
of view as well as providing an excellent form of occupational therapy." 

The detailed calculation of the output of occupational therapy in financial terms 
revealed the economic reasoning behind the therapeutic measure, as the partici­
pation of the inmates in work and production helped to reduce the financial burden 
of running such institution. Occupational therapy is thus at the same time a treat­
ment, a moral correction and a form of cheap manpower. If the import of cheap 
labor was fundamental in maintaining and expanding colonial capitalism, the 
establishment of a mental asylum was instrumental in clearing the unwanted 
migrant labor from wandering in the streets and occupational therapy essential in 
molding them into economically productive, morally useful, and desirable colonial 
subjects. 

Other forms of treatment include shower baths or cold douches, a careful regi­
men and the free use of antimony with salines, and aversion therapy by electric 
shock for sexual "deviation," drug addiction, and alcoholism. Acriflavine injection 
was used in 1934 (FMSMR 1934). Insulin shock therapy was introduced in 
Singapore in 1936 and into the CMH in 1946 for acute psychotic patients. ECT was 
introduced in Tanjung Rambutan and Singapore in 1947 and applied to selected 
cases of schizophrenia (Suarn et al. 2011; Teoh 1971 ). 

Indigenous Response to Colonial Psychiatry 

Just like the import of Western biomedicine, the introduction of modem mental 
health service was a crucial tool of imperial expansion. The establishment of 
modern health care not only served the needs of European officers, but also 
maintained a healthy working population for the colonial economy in urban areas, 
mining towns or plantation estates (Manderson 1996). Nevertheless, as a trans­
planted practice, modem mental health service did not automatically assume its 
legitimacy. Rather, it had to compete with various forms of traditional therapeutic 
services like traditional Malay healing and traditional Chinese medicine (Buhrich 
1980; Teoh et al. 1972). Indeed, different ethnic communities had their respective 
cultural views and explanations for mental illnesses (Dunn 1974; Gwee 1971: 
Resner and Hartog 1970). Modem psychiatry's secular discourse about mental 
diseases forced a kind of "epistemological break" with different traditional 
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conceptions of sickness found in many non-Western societies (Higginbotham and 
Marsella 1988). Western medicine's attack on indigenous healing further alienated 
the multicultural and multiethnic community from seeking modem secular health 
service. In the meantime, modern health care resources tended to concentrate in 
urban and town areas, and were too scarce to replace traditional practices. 

Social stigma of mental illness and mental institution posed another barrier to 
popularizing modem psychiatric service. The high death rate in mental asylum and 
the use of police force to admit patients to the asylum formed a negative conno­
tation around the mental institution. Modem psychiatric service was thus often a 
last resort and usually occurred after the individual or family has exhausted other 
means of help, or when alternative services are unavaiJable, not known, or have not 
met the needs of the individual in crisis. Seeking psychiatric consultation and 
admission to a mental hospital were often considered a failure, irresponsibility, and 
an invitation to family disgrace (Crabtree and Chong 2000; Teoh et al. 1972). The 
public perception, attitudes, and opinions towards psychiatry in colonial Malaya 
were not particularly different from those in many parts of the world. Taken 
together, availability of traditional healing services, public preference for traditional 
therapies, social stigma, and scarce modem psychiatric services jointly contributed 
to the unpopularity of modem mental health service in Malaya. 

A new chapter of psychiatric service began after independence. Now we tum to 
look at the development of mental health service in post-colonial and post­
independence years. 

Post-colonial Continuities and Changes 

From Centralized to Decentralized Service 

Upon attaining independence in 1957, there were four government-run mental 
hospitals, the CMH, Tampoi Mental Hospital (TMH) in Johor, Hospital Bukit 
Padang in Sabah, and Hospital Sentosa in Sarawak. CMH and TMH was renamed 
Hospital Bahagia Ulu Kinta (bahagia, Malay term, meaning "happiness") and 
Hospital Permai (permai, Malay term, meaning "lovely" or "pretty"), respectively, 
in 1971 to give mental institution a more positive connotation. 

Realizing the limitation of centralized asylum care, the government started 
decentralizing mental health service by setting up psychiatric unit at general hos­
pital. The first such unit was opened in the General Hospital in Penang in 1958. By 
1974, six psychiatric units had been established at different district or general 
hospitals (Buhrich 1980); in the early 1990s, there were 17 such units across the 
country (Deva 1992); by the end of 1990s, there were 30 general/district hospital 
psychiatric units (Deva 2004) and 80 community-based psychiatric clinics spread 
unevenly over the country (Crabtree and Chong 2001). 
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Given the shortage of psychiatrists, general practitioners and medical officers at 
the psychiatric units of district and general hospitals were expected to offer simple 
psychiatric care. The establishment of these units was to reduce hospitalization and 
to minimize social stigma associated with hospital admission. 14 In 2010, psychiatric 
services were offered in 84 hospitals in Malaysia, where 46 were in the public sector 
and 36 in the private sector. There were a total of 20,601 psychiatric admissions (or 
7 .3 admissions per 10,000 population) and 438,634 outpatient psychiatric visits (or 
154.8 visits per 10,000 population) throughout the country in the same year (Suarn 
et al. 2012). 

In terms of psychiatric manpower, Malaysia's first psychiatrist qualified with a 
diploma in psychological medicine, trained in Britain, and returned home in 1961. 
The country started to offer its own training of psychiatrist in 1973, and general 
psychiatric training had been extended into a 6- to 11-week program in the general 
medical degree courses in seven public universities and two private universities by 
early 2000s (Deva 1992, 2004). By 1980, there were 19 psychiatrists, among whom 
4 were females and the rest males; 9 worked in government hospitals, 8 held 
academic posts, and 2 worked in the private sector. Approximately, 50 medical 
officers were employed in various psychiatric units and mental hospitals throughout 
the country (Buhrich 1980). By early 2000s, there were 145 psychiatrists, among 
whom 25 were trained overseas and the rest educated locally (Deva 2004). 

In 2010, the total number of psychiatrists reached 229, of whom 179 (or 78.2%) 
practiced in the public sector and 50 (or 21.8%) in the private sector. In terms of 
ratio, the national average was 0.08 psychiatrist per 10,000 population in the same 
year. The State of Selangor, Federal Territory of Putrajaya, and Federal Territory of 
Kuala Lumpur had the highest density of psychiatrists, which was 0.14 psychiatrist 
per 10,000 population, whereas Sabah had the lowest, which was 0.02 psychiatrist 
per 10,000 population. A total of 1159 nurses worked in psychiatric care throughout 
the country, of whom 1144 were in the public sector and only 23.5% had post-basic 
training (Suam et al. 2012). Psychiatric workers and caregivers, like their patients, 
also face stigmatization, which constitutes a challenge in recruitment (Crabtree and 
Chong 2000). 

During the 1960s and 1970s, social issues and changes pertaining to industri­
alization and urbanization caught the attention of psychiatric researchers. Truancy, 
deviant behaviors, urban life adaptation, hysteria in schools and factories, and child 
mental health were among the researched topics. In the 1980s and 1990s, mental 
health focus shifted to the prevention of drug addiction, smoking, and suicide. 
Today, women and aging community become new subjects of concern, following 
demographic changes and newly emergent concerns in the country. 

1"''Modemising Malaysia's care of the mentally iU", ST, 25/10/1969, p. 12. 
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From Institution to Community Care? 

While old issues like social stigma and man power shortage persisted, new issues 
began to surface, including what counts as legitimate therapeutic concept and 
practice. There were reflections over whether it was appropriate to standardize 
diagnosis and treatment as mental illnesses are culture-bound (Resner and Hastog 
1970). The involvement of international health organization like WHO in pro­
moting information sharing, standardized classification of disorders, and uniform 
psychiatric training pressured local psychiatrists to follow and adopt standard 
language and procedures. For example, WHO sent its consultant Eric Cunningham 
Dax to evaluate the psychiatric service in Malaysia in 1962 and 1969, respectively. 
Dax proposed the expansion of psychiatric programs and suggested an ambitious 
building program for new mental health clinics and rehabilitation hospitals around 
the country. He even urged various types of cadre be sent abroad for training and 
recommended that consultants continue to visit Malaysia offering 2-week mental 
health courses to upper echelon staff. While the adoption of standardized language 
and technological norms allowed local professionals access to more international 
resources, it simultaneously downplayed culture-specific problem solutions. The 
call for culture-specific mental health approach, however, seems to be largely 
confined to the circle of social scientists and medical anthropologists as psychia­
trists tend to embrace international recommendations as a way to boost their 
legitimacy (Higginbotham and Mersalla 1988). 

Other lines of contestation over legitimate therapeutic concept and practice 
include the following: (1) institution versus community care, (2) the role of social 
workers, (3) the importance of psychosocial approach over medical treatment, and 
(4) patient-centered versus paternalistic approach (Crabtree and Chong 2000; Deva 
2004). The debate has been informed by subversive and democratic psychiatric 
movement in the West. The emphasis on community care and social work was at 
the same time a call for psychosocial and patient-centered approach. It was first 
proposed by the NGOs since the late 1960s. 15 The first community-based reha­
bilitation and day care center was then opened in lpoh, Perak, in 1967. In 1976, an 
outpatient follow-up service was started in the Kinta District in Perak (Suarn et al. 
2011 ). The promulgation of Care Centres Act in 1993 was part of the wider effort to 
decentralize health care. 

It was not until three decades later that community mental care became a 
national policy, as pronounced in the Community Mental Health Programme 1997-
2002 and National Mental Health Policy 1998 (Jamaiyah 2000). The program, 
however, faced various challenges due to insufficient man power, inadequate 
financing, and persistent stigmatization and social exclusion (Chong et al. 2013; 
Crabtree and Chong 2000; Mubarak et al. 2003). Mental health budget only 
accounts for less than 1.5% of the total national health budget; accessibility of 
psychiatric service remains an issue (Deva 2004). In addition to community care, 

15"Rehabilitation centre needed for mentally ill, says Rotary chief', ST, 30/06/1969, p. 13. 
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the government also launched mental wellness promotion campaign throughout the 
1990s and 2000s. How well did these campaigns improve the mental health of the 
population is yet to probe. 

In 2001, the National Mental Health Act was passed to replace the 1952 MDO 
(Deva 2004). Though the Act is ambitious, it remains contentious as the psychia­
trists feel they are not consulted. Despite the introduction of secular explanation of 
mental illness and the promotion of modem psychiatric health service over the past 
few decades, supernatural beliefs and traditional-modem mixed consultation are 
not uncommon among Malaysians (Edman and Teh 2000). With the passing of the 
Traditional and Complementary Medicine Act in 2013, the legitimacy of traditional 
healers is boosted. To what extent this will change the mental health service 
landscape deserves further attention. 

Conclusion 

Mental health service in Malaya started out as a colonial state program that aimed to 
clean the colony of vagrants, starving migrants, paupers, drug addicts, convicts, and 
people afflicted with mental illnesses by confining them in gaols. In the 
mid-nineteenth century, the mental asylum was separated from the gaol. Half a 
century later, the increased number of "lunatics" and the expansion of mental health 
services coincided with a large influx of migrant workers. As a major mode of 
treatment that contributed to the revenue of mental asylum, occupational therapy 
was at the same time a curative program, a moral correction and a form of cheap 
man power. It reveals the colonialist idea of desirable, morally useful, and eco­
nomically productive subjects. The operation of mental hospitals was thus simul­
taneously a project of economic, moral, and political engineering, packaged in the 
merciful image of the colonialists. 

In the aftermath of independence, the government started decentralizing mental 
health service by setting up psychiatric units at district and general hospitals. Local 
medical course began to offer psychiatric training. The involvement of international 
group like WHO in modernizing the national psychiatric service was met with 
mixed response. On the one hand, local psychiatrists welcomed more international 
assistance and resources; on the other hand, social scientists and medical anthro­
pologists warned against the undesirable result of standardization and called for 
culture-specific procedures. There was also a movement towards community care. It 
was initiated and started by NGOs in late 1960s and later translated into a national 
community mental health program in late 1990s. The program was compromised 
due to man power shortage, inadequate budget, and stigmatization. Despite being 
promoted and branded as a more legitimate mental health service over the past few 
decades, modem-traditional mixed consultation is not uncommon today. 
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