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ABSTRACT
Singapore and New Zealand are demographically similar but differ in eth-
nicity and cultural history. The development of the health system in these
two countries has been influenced by local paradigms and cultural expecta-
tions in health care users, providers and funders. Whilst the main model for
professional health care in both countries is biomedicine, the underlying
culture and illness beliefs have shaped the health care model. The Singapore
health care system, and in particular the use of a medical savings account
(MSA), has been admired internationally. In New Zealand, the health care
system has been re-organised several times in the last twenty years and a
Singapore-style medical saving account has been suggested as one possible
future system. Since the health care system in each country has developed in
response to a specific culture, it may not be possible to transport either
health care system into a population with different belief systems,
demographics and underlying social conditions.

Key words
Health care systems, culture, Singapore

Introduction
Kleinman1 has suggested that health
care systems develop as a complex
interplay between the health care pro-
fessions, the folk sector of health care,
which includes traditional and alter-
native medicine, and the popular sec-
tor in which illness is first defined and
health care initiated. Within this popu-
lar sector, the illness beliefs and health
paradigms of individuals, families,
social groups and communities influ-
ence the culture of the society. In this
paper, the health care systems in two
countries are compared. These coun-
tries are demographically similar but
culturally disparate.

Table 1 shows a comparison be-
tween the population demographics in
Singapore and New Zealand. These are
broadly similar except for ethnicity,
income and infant mortality. However,
the structure and delivery of health
care are significantly different. This

paper will explore these differences
and consider the question of whether
the health care system in one country
could be used effectively in another.

Health care in Singapore
In Singapore, health care is financed
from taxes, employee medical benefits,
‘Medisave’, private insurance and user
part-charges.5 The public sector pro-
vides 80% of hospital care, with a
sliding scale of patient charges.
Twenty per cent of primary health care
(PHC) is subsidised through 17 gov-
ernment primary health care ‘poly-
clinics’, with additional funding for
general practice (GP) access for the
‘needy elderly’.5 Other PHC is largely
though private GPs. However, patients
sometimes self-refer to private spe-
cialists, such as seeing a gynaecolo-
gist for a routine cervical smear.

‘Medisave’ is a compulsory medi-
cal savings account from taxable in-

come that can be used for public or
private in-patient care either for an
individual or for a close relative and
there are three additional government
systems, Medishield, Medifund and
Eldershield, which cover major pro-
longed illness or destitute patients.5

The stable political situation in Sin-
gapore has facilitated a long-term view
by health care planners. Until the early
1990s Singapore had a marked em-
phasis on secondary health care, with
a perceived shift to a technology-
driven medical profession.6 However,
from 1992 onwards there has been an
increased emphasis on primary health
care (PHC) in the undergraduate medi-
cal course, although specialist out-pa-
tient clinics remain over-utilised whilst
GPs are underutilised.7

Health care in New Zealand
In 2001, 78% of health expenditure
in NZ came from government fund-
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ing, with 8.2% of the gross domestic
product spent on health care8 (approxi-
mately the OECD median). GPs act as
gatekeepers for access to secondary
care, including private care. Payment
methods for GPs include ‘user-pays’
and partial subsidies and a third of
the population has private insurance,
which accounts for about 7% of health
expenditure. In contrast to the rela-
tive stability in Singapore, the provi-
sion of publicly-funded health care
in NZ has been re-organised and re-
formed several times in the last 20
years.9 Most recently, primary health
care organisations (PHOs) based on
capitation have been introduced. The
stated aim of this reform is the reduc-
tion of inequalities between different
population groups in order to im-
prove the overall health of the popu-
lation. Health provision is targeted
towards certain groups, particularly,
but not exclusively, Maori, in which
the health outcomes have been iden-
tified as poorer.10

In order to make a comparison
between these two systems, it is useful
to consider the ideology of both the
health care funder and the consumer
in Singapore and New Zealand. Some-
times these ideas and beliefs are stated
openly in published information, but
some are more subtle, although they
may be inferred from the behaviour
of the patient and the funder. These
subtle underlying beliefs may be op-
erating even when an organisation or
an individual is unaware of the onto-
logical or belief paradigm that influ-
ences their decisions. Some of the key
points when considering these two
systems are the value placed on indi-
vidual responsibility and choice, the
acceptability of paternalism, and the
prevalence of Confucianism or Judeo-
Christian ethical beliefs. These ideas
and beliefs may differ between the
funder, the provider and the consumer
of health care within a given society.

Funding paradigms
The Singapore Ministry of Health
(MOH) states that the basis for fund-
ing the public health system is ‘based
on individual responsibility, coupled

with Government subsidies to keep
basic health care affordable’.5 This
philosophical approach incorporates
the belief that patient part-charges
are an incentive for people to care
for their own health and that free
health care is a disincentive to self-
care. The Singapore government
could be viewed as having a pater-
nalistic role in this and other gov-
ernment policies such as the ‘two-
child’ policy and the ‘three or more
if you can afford it’ policy.11

In Singapore, funding for basic
health care is weighted towards sec-
ondary care, suggesting that the pre-
vailing model is the biomedical dis-
ease mode. This is reflected in im-
provements in mortality outcomes
from medical care intervention (sec-
ondary prevention) rather than from
primary prevention.12

However, the illness behaviour of
many health care consumers or ‘pa-
tients’ suggests that the underlying
patient paradigm is that self-funded
advice and ‘gentler’ treatment from a
traditional medicine carer is prefer-
able for most PHC, whilst subsidised
secondary care is appropriate for se-
rious disease where ‘stronger’ West-
ern medicine is needed. The congru-
ence of patient preferences with
funder philosophy may be one rea-
son why the Singapore system is

highly acceptable to the consumer and
is perceived as good value for money.
In addition, Confucianism is a strong
influence in the majority Chinese
population, and a paternalistic for-
ward-looking role from those in au-
thority is valued within this paradigm.

In Asia, Confucianism is a preva-
lent paradigm affecting decisions about
how to live and how to make ethical
decisions. It is generally not perceived
as a religion. Health professional train-
ing will also incorporate features of
the Judeo-Christian ethic, particularly
when these professionals have been
trained overseas in traditional West-
ern medical schools. The expected goal
of a Confucianism-based health sys-
tem is to offer a family-orientated, non-
individualised basis for resource al-
location.13 The core of Confucianism
could be described as ren-ai, or ‘hu-
manity’, with high value placed on filial
piety (xiao). There is a strong empha-
sis on relationships and interactions
with others, rather than individualism.
In addition, the minority Moslem
population in Singapore (mostly Malay
and Indian) is influenced by Islamic
traditions. Quranic ethics emphasise
gratitude to parents, teachers and
elders.14 All three main ethnic groups
consider that caring for family and
respect for elders are important val-
ues. This respect includes those in au-

Table 1. A comparison of selected population demographics in Singapore and New Zealand
(Based on Singapore 2000 census data,2 StatisticsNZ data3 and World Bank 2003 data4)

Singapore 2000 New Zealand 2001
Total resident population (‘000) 4017.7 3886.0

Sex ratio (males/1000 females) 998 963

Ethnicity 76.8% Chinese 80% European

13.9% Malay 14.7% Maori

7.9% Indian 6.5% Pacific people

1.4% other 2.9% Chinese

1.7% Indian

Below 15 years (%) 21.5% 22.0%

15-64 years (%) 71.2% 66.2%

Over 64 years (%) 7.3% 11.9%

Median age in years 34.0 34.7

Per capita Gross National Income (GNI) $21,230 $15,870
(both US$ in 2003) and world ranking 29th 40th

Crude birth rate/1000 population 10.30 13.42

Infant mortality/1000 births 2.50 5.14
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thority, but it is particularly strong
when related to caring for ageing par-
ents. This paradigm is congruent with
the expectation that those family mem-
bers with an adequate Medisave bal-
ance will use this to pay for health
care for poorer family members.

In New Zealand there is a publicly
funded core of health care and dis-
ability support services, with services
outside the core being left to an indi-
vidual’s own responsibility. The un-
derlying paradigm is the biomedical
model. However, the application of
this paradigm in funding may be less
congruent with the biopsychosocial
patient-centred model that influences
the behaviour of general practition-
ers (GPs) and some consumers of health
care. In addition, Judeo-Christian ethi-
cal values influence these funding de-
cisions. One important principle of
these values has been expressed as
‘love your neighbour as yourself’
where the neighbour is anyone in
need.15 This ethical paradigm has an
emphasis on individual responsibil-
ity and rights but also equity and fair-
ness, particularly in the provision of
health care for individuals, including
non-related people, who are less able
to provide for themselves. These in-
dividuals include children, those with
disabilities and those within disadvan-
taged ethnic groups.16

There is a particular emphasis on
Maori health care within the new PHO
model. According to the NZ Code of
Health and Disability Services Con-
sumers’ Rights,17 there are four cor-
nerstones to Maori health: Te Wairua
Maori, the life-force that determines
who you are, what you are and where
you are going, linking a person to an-
cestors and descendants; Te Hinengaro
which recognises that mind, body and
feelings cannot be separated from body
and soul, Te Tinana, the physical body
or present representation of the an-
cestors, and Te Whanau, or linking of
relationships from a common ances-
tor. These factors influence the provi-
sion of funding but may, or may not,
be inherent within the illness beliefs
of an individual New Zealand health
care consumer.

The dominant illness beliefs of
health care consumers
In Singapore, many patients express
a strong belief that external influences
are the causative factors in disease
and that disease may be prevented,
modified or cured by counteracting
these external forces. There is the
concept of opposites, with a belief that
healthiness happens when there are
equal amounts of opposing, but com-
plementary forces. ‘Yin’ is the femi-
nine, negative principle in nature, and
is ‘cooling’ to the body and ‘yang’ is
the masculine, positive principle in
nature, ‘chi’ and is ‘heaty’ to the
body.18 Rebalancing these forces, usu-
ally by changes in diet or herbal rem-
edies, can treat or prevent disease. A
traditional Chinese medical practi-
tioner considers not only the patient’s
symptoms but also their environment
and emotions in order to assess the
area of imbalance that requires
strengthening in order to restore har-
mony.19 Although internal forces, such
as the emotions, are recognised as
causing illness, the link between emo-
tion and more generalised forms of
ill health such as fatigue or tiredness
is not generally recognised or ac-
cepted by patients in Asia, and men-
tal unwellness, such as depression,
may present as somatization.

These beliefs about illness causa-
tion influence the patient’s expecta-
tion of ‘Western’ medicine, and may
explain the co-existence of two ap-
parently separate health delivery sys-
tems. Many patients expect a pre-
scribed treatment (such as an antibi-
otic) for an illness. However, West-
ern medicines are considered to be
excessively ‘yang’ and may be taken
in smaller doses or for less time than
has been prescribed. Patients pay for
remedies from an alternative practi-
tioner, such as a Chinese herbalist,
and use these remedies in parallel
with or instead of Western medicines.

Chinese Singaporean patients of-
ten expect to be told what foods to
eat, particularly for certain types of
illness (such as avoiding shellfish af-
ter a surgical operation), since dietary
choices are seen as important in as-

sisting or impeding the healing proc-
ess. Similarly, there are strongly held
cultural beliefs about diet and behav-
iour in the perinatal period when Chi-
nese, Hindu and Moslem women are
expected to remain at home with their
baby. Among Chinese women, this can
include the avoidance of hair-wash-
ing and bathing since it is considered
that dampness can be too cooling and
may lead to subsequent rheumatism.20

Singaporean patients generally
view doctors as authority figures, re-
spect them and expect them to be pa-
ternalistic. Within Singapore society,
the idea of preserving harmony and
the concept of ‘face’ is of great im-
portance. A patient may appear to un-
derstand and agree with the diagno-
sis and proposed treatment, whilst in-
wardly disagreeing and not intend-
ing to comply, since the individual
may be reluctant to challenge the au-
thority of the doctor. This is because
overt non-acceptance of a request from
an authority figure would disrupt har-
mony. However, this harmony is pre-
served if the patient agrees but is sub-
sequently non-adherent to the treat-
ment. This notion of ‘preserving face’
is an important concept in many rela-
tionships in SE Asia.

By contrast, in New Zealand many
patients appear to interpret their symp-
toms on the basis of a biomedical
paradigm. There may be little recog-
nition of the possible preventive role
of the ‘bodily harmony’ of a balanced
lifestyle. However, during a patient-
centred consultation patients may ex-
press other beliefs about illness. Many
patients use a variety of alternative
therapies which are not ‘evidence-
based’, but in which patients may have
faith, particularly when an illness is
considered to be terminal or
untreatable by conventional medicine.

The Maori concept of whanau ora,
sitting as it does at the interface be-
tween individualised and population-
based health care, cannot easily be
encompassed within Westernised para-
digms. It is of interest that, when com-
pared with European ideas about
health, these Maori concepts may share
some common themes with Confucian
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paradigms in that health care is fam-
ily-orientated and not individualised.

Discussion
The Singapore health care system and
in particular the use of a medical sav-
ings account (MSA) has been much
admired internationally. Would this
form of health care system work well
if it was transported to New Zealand?
As has been discussed, the Singapore
health care system has developed in
response to both overt and covert be-
liefs about the nature and cause of
illness and by patients ‘explanatory
models’ of illness and their illness be-
haviour. It reflects what is valued in
a Confucianism-influenced society,
particularly filial piety and paternal-
ism. In addition, since independence
in 1963, the democratically-elected
government (the People’s Action
Party) has not changed. In a society
with this degree of political stability
and where a paternalistic government
is acceptable, the health care system
has evolved to reflect the underly-
ing belief systems that influence the
state, the culture and personal val-
ues. Changes that are perceived as
beneficial to long-term population
health can be introduced with mini-

mal concern about the consequences
of short-term electoral unpopularity.
Currently the prevailing illness be-
liefs and societal ethical values in
Singapore are congruent with the
philosophy used by the Singapore
MOH in funding decisions. However,
this may change with increasing west-
ernisation of both the medical
workforce and patients, and a slow-
ing in the birth rate due to social
engineering policies. It is likely that
Singapore will continue to shift re-
sources to primary and preventive
health care in order to meet the fu-
ture health needs of its population.

By contrast, in New Zealand pa-
ternalism and filial piety are not highly
valued in European society, whereas
individualism, fairness and equity are
more strongly weighted. The recent
changes to the New Zealand health care
system reflect the overt and covert
beliefs of health care funders. This may
be partially congruent with the dis-
ease and illness beliefs of health care
providers and consumers, but may also
reflect the transient nature of political
power in NZ. A medical savings sys-
tem in which employed individuals are
responsible for funding health care for
less well-off family members might be

perceived as inequitable and politi-
cally unpopular. NZ primary health
care is at a point of transition with
increased patient participation and a
widening of the variety of practition-
ers in funded primary health care or-
ganisations. It will be interesting to
see what effect this will have on the
prevalence of the biomedical model
as a basis for funding, since this model
may fit the illness beliefs of only some
patients and health care providers.

A comparison of the health care
systems in Singapore and New Zea-
land suggest that these health care
models develop in response to par-
ticular paradigms of illness and
health care. It may not be possible to
transport a ‘model’ health care sys-
tem into a population with different
paradigms, demographics, or under-
lying social conditions.
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