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William Haseltine (WH):  Singapore is the forefront of thinking through the 
implications of demographic change, as a country and as a city. We at ACCESS Health 
would like to understand what you are doing as part of that effort. How do you envision 
changes in health services to adapt to a changing and older population? 

Liak Ten Lit (LTL):  Why do you want to interview me? I’m a nobody here. I run the 
smallest outfit in town, and I’m away from the center of the universe, which is down in 
the south. 

WH:  Does that mean you have freedom? 

LTL:  Who directed you to me? 

Chang Liu (CL):  Adrienne and I are familiar with your cluster and your work. I am 
from Duke-NUS Medical School. I am part of the Aging in Place evaluation team. I 
understand that you have designed innovative programs that address the transition and 
integration of healthcare. This may be a new frontier here in Singapore. 

LTL:  Most people are not aware of healthcare issues. The Ministry of Health should 
actually be renamed the Ministry of Sickness. The Malay name for the hospital is called 
Rumah Sakit, hospital of the sick, which is probably the more appropriate term for the 
hospital. If you look at healthcare in western countries, and increasingly in Singapore, it 
is how we live our life.  

The first aspect of ill health is obesity. Obesity is the start of many, many, many 
problems. Then the second issue is smoking. These two problems are the source of much 
disease. Then come accidents, unsafe roads, unsafe cycling, and even the creeping 
increase in electric bikes. These are killers. The electric bicycle is so quiet, and they are 



    
	  

running around in the corridors of these kinds of apartments with an increasingly aging 
population that is hard of hearing, slow of reflex. They are motorized weapons. As I see 
it, aging is not the problem. I think the refusal to die is the problem. 

WH: That’s very interesting. 

LTL: Some of the things that we accept as conventional wisdom is conventional 
stupidity. How many of us want to be living past one hundred? How many of us want to 
have the energy to keep going? 

WH: Do you have euthanasia laws? 

LTL:  No. Nobody even dares to talk about it. Politicians are now professional 
politicians. Lee Kuan Yew once made a comment: “We need political leadership. We 
don’t need politicians. Yet we become politicians and not political leaders.” Lee Kwan 
Yew is political leader; he is not a politician. 

LTL: But there are a lot of professional politicians around the world. You are familiar 
with India’s government? 

WH: India? 

LTL:  India. 

LTL:  This is one of the videotapes about this book. He is the guy who claims to have 
some ideas about cycling. You’re not familiar with him then. 

WH: No. 

LTL:  He is trying to move from a sixty kilometer per hour city to a five kilometer per 
hour city. 

WH: New York has been a twelve kilometer per hour city ever since it was created and is 
so today. 

LTL: Because of the traffic. 

WH: In 1900, before cars, traffic moved at eight miles per hour. Today, traffic moves at 
about eight miles per hour. In Jakarta, it’s probably three miles per hour. 

LTL: They believe in active mobility – people walking and cycling – which makes a lot 
of sense. We are living under so much conventional wisdom. We call ourselves the 
Ministry of Health, but is it really health we dispense? We talk about health promotion, 
health education. I just came from orienting my staff. When our staff comes in, we do a 
two day orientation program. Today, we had about maybe one hundred new staff. I asked 
how many of you exercise three times a week. Guess how many do that? 



    
	  

WH: Five percent? 

 LTL:  Usually ten percent. When you’re very successful, thirty percent. These are 
healthcare workers. We don’t do what we are supposed to do. So what do you expect of 
others? Then we spend a humongous amount of money on treatment. This hospital has 
only five hundred and ninety beds. We are a very average hospital, no rocket science, no 
big deal. Our annual turnover now is one hundred and fourteen million dollars. The 
National Parks Board that handles all the plantings of trees along the roadside and the 
botanical garden has a budget of less than two hundred million dollars. They take care of 
all the park connectors. So you see how we allocate funds. We measure healthcare by 
how many doctors we have. That is like determining the quality of cars and transportation 
by counting the number of repair mechanics. So where do we start in this conversation? 

WH: Those are interesting perspectives. The question is how you get from where you are to 
where you want to be? How do you use your position to influence that? You have a duty 
to heal people who have been badly injured. You can’t change eighty years or seventy 
years of their life. You can help them in some ways. How do you make that transition, 
and how do you do it at scale? How do you introduce concept early in life? 

WH: I understand you were trained as a pharmacist. Is that so? 

LTL:  I have a Masters degree in Pharmacy. 

WH: Is that an unusual background for the Chief Executive of a healthcare G=group? 

LTL:  (Showing an object that looks like a small toilet seat) This is a hand crafted going 
away present from my days as a pharmacist. I took care of hospital toilets. This is one 
with my name on it. 

WH: So, they gave you your own private one? 

LTL: I’m currently the chief toilet cleaner in Singapore. I’m in charge of the Keep 
Singapore Clean movement! Until about one hundred years ago, night soil was very 
precious. The farmers would line up outside the toilet to scoop it away for fertilizer. 

WH: Is it true that human waste is not a great source of fertilizer because we concentrate 
heavy metals? 

LTL:  Back to what we need to do is I really don’t know how to start this conversation 
because today the model of so called healthcare is such a mess. 

WH: Can treatment be prevention? If you treat can you also educate? What is your 
approach? What are you doing? 

LTL:  Trying to do something is not the same as doing something. I’m trying to organize 
my thoughts of how to explain what you want me to. 



    
	  

CL: I think both Adrienne and I have a unique feeling about your hospital. There is 
energy here. Each individual team is trying to do something new, trying to try out some 
new models of care – not just for treatment but also for prevention. 

LTL:  Let me make a note there, health doesn’t happen in the hospital; health happens 
out there in the community. That’s where people live their lives. How do we organize? 
Winston Churchill was the one who said that we shape our building and then our building 
shape us. We build our buildings in a certain way, and then we begin to do things in a 
certain way because of building. And the irony of life it is, you build a building, you see 
the hard structure, you see the bricks, you see the columns, you see the space. But we 
don’t use the hard structure; we use the empty space between the hard structures. This is 
the paradox of life. I believe that it is the community that we create that makes things 
happen or not, Physical activities is one. We all crave convenience.  

Governments respond to public requests. The result is that we create a community where 
nobody has to exert any energy to do anything. That becomes a health problem. We crave 
certain food because genetically we are programmed to like certain things. I argue that, as 
human beings, we have evolved for hundreds of thousands of years in an environment of 
scarcity. In the African plains, we did not have enough food to eat. It was feast or famine. 
For a period of time, a couple of days after a kill, there was an abundance of food. Then 
everything rotted away. There was no refrigerator to store the food. People gorged and 
tried to store as much energy as possible in fat for the next two to three months without 
any food.  

Our genes tell us that we exist in an environment of scarcity, to eat as much as you can 
and to choose high calorie food and salty food. McDonald’s gets a scolding from 
everybody for making the food salty and oily and unhealthy, but anyone who sells you 
food is trying to work with your genes to make the food tasty by making it oily, sweet, 
and salty – everything, from the Chinese chicken rice to Malay food, it is the same story. 
We now buy food. We don’t cook. We are eating unhealthily. That is where leadership 
comes in. People like Mayor Bloomberg. Maybe we shouldn’t let the buses stop so 
frequently. People should be encouraged to walk a bit. Maybe we should let the old 
people climb the stairs a little bit rather than have the lifts everywhere. 

The second issue: How do we design the community for health? In America, you have 
the urban sprawl. Frankly, if you are not driving, or you are an old person, you are stuck. 
You are lonely like hell. The nearest people, even in your club, are miles away. We 
actually have a better environment here in Singapore because we are living in high rise, 
high density apartments. If we can design the living space underneath the space to let 
people naturally gather and mix, we can create a community, even for the person with a 
bit of difficulty moving around. He or she can still go downstairs and socially interact 
with the neighbor. Hopefully, we create things for them to do. Let younger old take care 
of the older old. Create an environment that encourages social engagement, the 
availability of good, healthy food. 

Just to give you an example, at our food court here, we tell the operator, “sell low sugar 
drink at much lower price than a high sugar drink.” We are saying to them, “we want you 



    
	  

to have a substantial price difference between the two.” And we ask the operator to do 
simple things like placing the healthier foods at a high level, the less healthy foods lower 
on the shelf. In our cafeteria, people used to select seventy percent of the unhealthy food. 
Now they pick healthy food seventy percent of the time. We make them sell the brown 
rice at a lower price than the plain rice. It takes a very bold politician with the guts to 
push this agenda, like Bloomberg or Lee Kuan Yew. Then you will see the change.  

We are actually working in some areas to try to create what we call a micro community, 
where you begin to have the natural grouping of people. Maybe I’ll just show you a 
model of one of the projects. We will try our best to see whether we could create an 
advantage for the people who sell more over the people who sell the normal unhealthy 
food. This is one of the prototypes. We call it the vertical village. (Shows us a model of a 
housing estate) 

WH: How many people will be here? 

LTL:  There are one hundred apartments, so there will be about two hundred people 
living here, not much. 

WH: Are there apartments for families with young children as well as apartments for 
older people?  

LTL:  This is a building for older people. But already in existing blocks here – see all 
these blocks here – these are existing buildings. They are the normal aged people. We try 
to create a mixed community. 

WH: Is there a cost differential in building this versus the other buildings? 

LTL:  Yes, a bit, not much. 

WH:  About what percent? 

LTL:  I don’t think it’s more than a ten percent difference. But it’s slightly different 
because we are mixing it with a medical center. 

WH: You’re putting a medical center right in here? 

LTL:  Yes. 

WH: Now this is an experiment? 

LTL:  The story is I’m only in charge of healthcare called illness care. 

WH: You run a tertiary, secondary but not primary hospital right? 

LTL:  Not primary yet, but we are going to do some primary care. 



    
	  

WH: Is this a clinic (shown in the model) or a hospital unit? 

LTL:  Clinic. It’s a specialty clinic. 

WH: And you will run that?  

LTL:  Yes. We will do ENT, dental surgery, eye surgery, cataracts, etc. 

WH: What about hearing aids? 

LTL:  Yes, we’ll probably do that. 

 We are still talking about aging as though as you can make a master plan and do things 
slowly. What is already happening is – just to give you a perspective today – eighty four 
percent of Singaporeans live in a flat like this across the whole country. The average 
block is one hundred units. The average household size is about three and one half 
people. Meaning what is in front of you here, three hundred and seventy people. Nine and 
a half percent are now above sixty five years old. There are about thirty to thirty five 
people over sixty five years old. Approximately ten to fifteen people above eighty years 
old. If you talk about people over age of fifty five, it would be, in the region, about 
seventy to eighty people above fifty five, so aging is already here. It’s not tomorrow. 

We are still building dedicated apartments like this one. But already about one third of 
the people here are sixty five or older. We have to start retrofitting all the existing houses, 
because we cannot replace them all in the next twenty to thirty years. 

WH: So you’ll build new ones and you will retrofit. 

LTL:  You need to do both. We really need do to a little bit more of the new 
configuration. But the key thing is, people need to get out. We need to create a 
community within fifty meters of their living space. We realize that a lot of people are 
stuck in their flats. They have nowhere to go to downstairs.  There isn’t even much of a 
place to sit down there. You really need to create a community. That is one of the things 
that we are trying to do. We want to form what we call neighborhood social enterprises 
where you probably have a few – three, four, five – younger old that can run a little 
business downstairs, selling some drinks, some snacks, and keep a few tables and chairs 
out there. Depending on what people want to do, they could play chess; they could sing 
karaoke. We create a space to build a small little community where they are. 

WH: Do you have a loan system to help them start small businesses? To help them get 
started in business? Is that what you mean by social enterprise? Are social enterprises 
mom and pop shops that serve their local block and give the older people some income 
and something to do and help the other people there so they can be whatever activities? A 
little gambling casino, a little massage shop? 

LTL:  This kind of thing needs to evolve. You can’t dictate things to happen. Some of us 
are trying to encourage the government about the need to begin to change so that you can 



    
	  

create that kind of community that people need. 

WH: So your plan is to create the physical infrastructure, the space arrangements that 
allow people to create these little shops, places for interaction?  

LTL: Let me go back to the beginning. I am tasked to take care of the health or the 
illness needs of seven hundred thousand people up in the north of our country. People 
live in two main housing and state complexes. We started off with an acute care hospital 
like this one. We are building a rehab hospital at the back of this one. This place is for 
treating people with traffic accidents, heart attacks, strokes, and acute need.  

Our current length of stay is five and one half days; we will eventually reduce it to four 
and one half days. The next hospital we’re building will have four hundred and twenty 
beds. We call it a community hospital, but it really is a rehab hospital where our length of 
stay is likely to be about fifteen to twenty days, about two to three weeks. For example, 
somebody with a hip fracture will stay here for two days, then go to the second hospital 
to stay for two weeks. A stroke case, they stay here for three to four days and then spend 
maybe about a month or two over there. These are the institutional care providers.  

Across the road, there is a nursing home that is run by the Catholic nuns. We are working 
closely with them so that the people who need an even longer stay – for a few months – 
go there. The people eventually need to go home, including people who are living alone. 
We want them to age in place and die in place, not in a hospital. Our idea is that you 
don’t die in a nursing home; you die in your own bedroom. We will eventually need to 
provide social support, a little bit of medical support. I emphasize it’s mainly social 
support that is needed. Aging and dying is not a medical problem. 

WH: How do you train people to deal with the multiple morbidities of older people even 
if they are still aging in place? 

LTL: Things are already happening. I think that the guy who coined the phrase 
“cyberspace” said, “the future is already here; it’s just not evenly distributed.” If you look 
around the world, you will see the future already. It’s just that they are not evenly 
distributed.  

Just last week, I went to the home of one of my patients, an eighty three year old lady. 
She is highly immobile; she barely moves even within her own flat. But quite cleverly, 
she has engaged another woman, who is slightly younger than she is, who looks after her 
a bit, with her husband. That woman is poorer than the patient. So the patient decided to 
give the other woman three hundred Singapore dollars a month to provide food for her – 
lunch and dinner – and to clean up the place. For ten dollars a day, she is looking after 
my patient. She can do it because she is looking after a baby and husband, and they are 
just a few doors away. I suppose she could provide the food and these things at that price, 
she has a little bit of food for herself now. So she does cook slightly more and then brings 
over the meals.  

Unfortunately, in that place where there are seven hundred units of poor people’s 



    
	  

housing. We only have private arrangements. Now we are trying to see if there are 
younger old who can provide similar services to the older old. Then we avoid that person 
coming into the nursing home or into institutionalized care. In an institutionalized kind of 
setting, it’s no fun. You don’t have the freedom. It’s not a community. And the resources 
required to take care of this person jump tremendously. This one this person is largely at 
home doing her own thing, watching her television, and reading, and doing her stuff. The 
other lady only comes by to give her lunch and dinner and once a day come in to just 
sweep the floor 

WH: That works until she becomes immobile. And then you need to do something else. 

LTL: We foresee that we are trying to create social enterprises. Eventually, you need to 
have the neighborhood care center where you have a little bit of food, a little bit of drink, 
a few things for people to do, and they will come by. Those that are mobile will come by. 
And those that are slightly more mobile, they are able to do certain things; they provide 
services, and they maybe earn some income – either directly from the client or the 
government could actually give them some money to reward them for the work that they 
are doing. 

WH: Do you think there is a role for the young as well? Maybe they can do hold exercise 
classes. They can help them with their taxes? 

LTL: The younger old helping the older old will be the predominant. And also the 
younger old can relate to the older old more so than the younger people can. The young 
people tend to be more impatient. Even a simple thing like a conversation, they cannot 
relate to the old old person. 

WH: In France there’s been something called Restaurant of the Heart, which is based on 
retirees running social services. They provide the functional backbone for emergency 
relief. Restaurant of the Heart was the first charity in France to receive tax deductions. 
Younger old people staff it. Many were highly professional managers, so when they have 
disasters, they are the first people with blankets, food, etc. 

LTL: We have created what we call Community In Bloom where people work a small 
plot of land. Currently, they do it in a very amateurish manner. We’re now trying to get 
the relevant agency to provide the support and supplies. 

WH:  For gardens with flowers and vegetables? 

LTL: Yes. 

WH: We call those victory gardens. They were created during the war to help supply 
food for families. We have them in many of our cities. In Germany, these gardens are 
very well developed. There are large areas outside the city. Each person has a little plot of 
land – some of them a little castle – they can be elaborate. 

LTL: The other thing is old people feel useless. They feel unwanted. Like my mother. 



    
	  

The few years before she passed away she said, “I’m useless.” People need a purpose in 
life. That’s why old people need grandchildren. 

WH: Actually grandchildren need old people too. There are studies that show that 
children who have active grandparents do better in life in both simple and complex 
communities than people who don’t. For example, I can see how it’s working. We have a 
little grandchild. To get him into the right schools in New York, the grandparents are 
very helpful. This kid is only two years old, and he already has a competitive edge. 

LTL: Old people need a purpose. Grandchildren are best. If they don't have 
grandchildren, pets will do. If they don't have that, then they need actually things to do. 
You find a lot of younger old come alive when they serve the old. Actually, lots of people 
are coming up on the roof of the hospital. They come up here almost every morning and 
they are puttering around. They are looking after the vegetable plot on the roof. They are 
very mobile. They are very healthy. They get sun. They get vitamin D. They are very 
successful now. Three times a week they sell vegetables from the roof, and they are 
making a couple of hundred dollars every week. It’s quite a commercial success. 

WH: There is a little movement in New York where you have an aviary for bees in your 
apartment window. It’s a little scary to think about, but it works. 

LTL: The bottom line is I think we are talking about aging community. There are various 
people doing quite good work around it. 

WH: As a hospital, do you have the ability to interact with housing complexes? You said 
you are building a clinic in a new complex. How do you as a hospital interact with the 
clinic? Isn’t that the responsibility of the Housing Authority and the Wellness 
administration? You have a Housing Ministry, you have a Wellness Ministry, but you’re 
the Health Ministry. 

LTL: Up here in the north, we have done a number of joint projects with the other 
agencies. We work with the Housing Board. We work with the Welfare Agency, so we 
created a very nice synergy. 

WH: Is this a voluntary collaboration? 

LTL: Yes. I don't know whether you can write about this, but I am doing something that 
is quite funny. Bear with me. Singapore is a very tiny place, so you must understand that 
as a concept, and you must assume that people do know one another. So this is how we 
work: A Kampong is a village. We used to live in villages. The village is typically a few 
hundred people. Tampines are regional sectors. Each has a quarter of a million people. 
(Holding a report) 

WH: This was written when? 

LTL: Just recently. We call it an informal gathering of people. Currently, that group of 
people includes the chief executive of the Renewal Authority, the chief executive of the 



    
	  

Housing Board, the chief executive of the Land Trust Authority, chief executive of the 
Environment Agency, the chief executive of the Health Board and the Agency for 
Integrated Care. 

WH: Here or for the whole country? 

LTL:  For this district only.  

WH: Where is that district? 

LTL:  Near the airport. 

WH: Do I understand that you created a group to determine whether you can create a 
village life experience in an urban environment – that is a set of integrated village 
environments that have all the functions of a village. How big do you think the village 
should be? 

LTL: About two to three thousand people. About six blocks long. 

WH: Is your vision to extend the village concept throughout the entire city if the 
experiment is successful? How will you measure success? 

LTL:  There are some university people involved, including the architecture school. 

WH:  From which university? 

LTL: The National University of Singapore. 

LTL: We are independent. We don’t need anybody to get in our way. So we are doing 
our jobs. 

WH: Do you have to have metrics for that to work? How do you measure that? 

LTL:  We are drawing up a five to ten year master plan. We are looking at people in 
New York and other places to see what people are doing. That is in the long term; then 
we have the midterm. 

WH: But the purpose of this is for elder communities or for the entire community? 

LTL:  The entire community. 

WH: So it’s not just for old people, it’s for young people as well? Are you trying to 
create an environment for young people so they will be healthy when they get old? 

LTL:  Yes. It’s everything together because at the end of the day the old people are with 
the community. They are not going to live separately; they are going to be with us. They 
are going to be at the vortex of where we are. We don't separate. The government is 



    
	  

pushing for is to bring the family together. 

WH: Why did you pick that area? 

LTL:  The minister in charge of that place is keen to have help. Some of the things we 
are doing are spreading quickly. Now there is just one stretch that we are improving for 
safe cycling.  The sooner that one works, the sooner it will spread to the rest of the city. 

WH: We saw one in place today. There was a bright orange line on the pavement for 
cycling and walking. Adrienne, where were we? 

Adrienne Mendenhall: At the HDB Hub. We were in Toa Payoh. 

LTL:  A great bunch of people. Actually the one guy that you really should talk to there 
is the chief planner of Singapore from many years ago. In the seventies, he was our chief 
planner. He is a very good planner. He used to have a whole bunch of sociologists 
working with him. Through research, he would determine which kind of configurations 
work best in a housing block. He said that when six to eight households share a common 
corridor, they became a family, they became a unit.  When he visited them six months 
after they moved in, he found that all the gates are open and the children were rushing in 
and out of each other’s homes as if they’re in their own home. So they created the space.  

Very often, when I see patients at home, I ask if they know their neighbor. “Oh I know 
my neighbor. They are very good. They want to keep an eye on me. One old lady had 
epileptic fits. She said she does not worry because her neighbors are looking for her every 
day. She has it all planned out. They have the key to her flat, and they know what to do. 
This is what we are seeing over there: six to eight households share one unit. 

WH: Is he still alive? He lives here? 

LTL:  He lives here. You can interview him. And when he was designer, he called it a 
precinct. A precinct he counted as six hundred to eight hundred households, which is 
roughly two to three thousand people. He tried to create a common space where the 
people are more likely to meet one another. Then he had shops; he had coffee shops. He 
had small community spaces. One third used for weddings there. The Chinese will hold 
funeral or wake there. One third for childcare or social work and social services. One 
third for smaller apartments for older people who cannot or don’t want to climb the stairs. 
When he was there, he built all his housing that way. He left in 1980 or there about. He 
went into the private sector. In my mind, the next planner was not as good. They began to 
concentrate on building cheap housing units at low cost. They forgot that you need to 
create a community. So, for the next fifteen to twenty years, some of the apartments that 
were built did not fulfill community needs. 

WH: I have a very interesting architect for you to meet. I will suggest that he come down 
here. He has done major projects in China. Do you know Xin Tian Di in Shanghai? He’s 
the one who designed that. He also helped redesign the Boston and Baltimore 
waterfronts. I think he might be very interested in what you are doing. He is interested in 



    
	  

building livable communities, and he is doing it in China His name is Ben Wood. 

LTL:  I was very impressed with the Boston waterfront. 

WH: And Xin Tian Di. In that whole mess of what is now Shanghai he has built a very 
special community. He lives there. He said his goal was to live, have a bar and work, all 
within two blocks. He lives in Xin Tian Di, he owns a bar where he can hang out, that’s 
where you go to meet him and his office which is in only three to four blocks away. 

LTL:  So what we need to do is to create a more walkable and more cyclable town, but 
have clusters. So again back to this early planner. He was so far ahead of his time. But 
the good thing is the new CEO of the Housing and Development Board, Cheong Koon 
Hean, she came back two years ago. She was a CEO of the Urban Renewal Authority. 
She was interviewed recently and said we need to go beyond building homes. We need to 
build communities, which is music to our ears because we do need the communities, 
especially for an aging population. 

One more thing, at least about a third of the population will be living alone in their own 
apartment. Single person households are going to become very common. In Stockholm, I 
understand that over half of the households are single and aging. Here, we project they 
will comprise about a third of all households. In the future, more and more people are 
going to be alone. 

WH: Isn’t that a dystopia that science fiction writers have imagined? When you get rich, 
you will live alone in an isolated bubble. Isaac Asimov imagined a society like that in 
which everyone is served by robots. Everyone lives in isolated estates. Interactions are 
few and far between. There is a great fear of disease from anybody who comes in contact 
with anybody else. 

LTL:  So the thing is not just the hardware. You need the social, you need the law and 
order, you even need to teach people to behave to be considerate. Because when you live 
in a high density environment like this, if you are not considerate of your neighbor, you 
can create trouble. So there are a lot of things we need to do in a very holistic way. 

WH: How do you imagine putting health services into that community? You must be 
thinking through what you do for health services when somebody is living alone, when 
they are mobile. What happens if you’re living alone and you’re immobile? 

LTL: We’ll probably end up with a nurse post somewhere, and the nurse will be based 
there together with maybe some other things like a senior care center. During the normal 
office hours or slightly extended hours, that person will be moving around to drop in on 
some people who may need a check in. Technology is moving that way. So you can use 
your mobile phone; you can use a television at home to do consultation with the specialist 
in the hospital and doctors. 

WH: So you envision that it will be the nurse that is the vehicle for the telehealth, not 
telehealth permanently installed in each apartment? 



    
	  

LTL:  I think so. Currently that is what I am seeing. My nurses take hand phones, take 
pictures of wounds, take pictures of something, send them to the therapist and ask their 
opinion. Take a picture, send it to the doctor, and ask, “What should I do?” 

WH:  That works really well for dermatology now. Dermatologists can actually diagnose 
from the pictures.  

LTL:  And now there will be more and more applications. A lot of people are trying to 
push this fancy telehealth technology. They are so fascinated with technology, but they 
forgot that we are human beings. 

WH: Ideally, what you want to do is just put a patch on somebody and have it do all the 
work. 

LTL:  You see the problem is people don’t have the discipline to do that. 

WH: No, but if there is a patch on them, it does all the work. 

LTL:  Sure you can do that. But I am just commenting on a lot of the articles and 
presentations that I hear about telehealth. 

WH: People have to do it, and you can’t train them to do it or they don’t do it. 

LTL:  We are trying out, for example, for our heart failure cases. We just bought ten 
electronic weight machines that are remotely connected to here. 

We are busy treating the clinical part of the diseases of old age. We are not addressing the 
central issues. It is common for the elderly to take fifteen to twenty medications a day, all 
very confusing with lots of interactions, lots of side effects. The patients are really at a 
loss of what to do, and most of the medicines just accumulate. I think that many doctors 
are prescribing drugs for almost minor things, and if the patient were to take all the 
medicine that they give, it would probably do more harm than good. 

WH: Then you need to integrate care over the total spectrum of doctors. 

LTL: You know what is happening? Who is going to do the integrating of care? The 
nurse can’t do that. Many of the people we call doctors are no longer doctors, they are 
merely technicians. The eye doctor is not a doctor. Some do the cataracts, some do the 
retinas. They don’t even do each other’s anymore. The cardiologist doesn’t want to look 
at the whole heart; all of them are looking at one small part. Today, healthcare is run by 
technicians. They call themselves specialists but they’re technicians. I realized this many 
years ago. 

WH: But don’t some of those technicians do very good work? They are highly trained. 

LTL: Very often when patients return home from the hospital they no longer need the 
doctor/technician. But it is the doctor/technician that holds sway over everything. 



    
	  

Nobody dares to touch the doctor/technician. For example, maybe twenty five years ago, 
a guy had a myocardial infarction and he was saved by a doctor/technician who did a 
wonderful job. Today the patient is still taking the medicine prescribed twenty five years 
ago, in addition to his newer drugs. The patient now is eighty. Perhaps he has cardiac 
issues and he is on restricted fluid every day and every morning he still takes pills. Who 
will reduce the medication? You can’t get doctors to take away medicine from one 
another. They say I don’t know what the other doctor is doing. I’ll leave yours alone, and 
you leave mine alone. 

WH: So what do you do? 

LTL: Some of our geriatricians are actively working with patients and their home care 
nurses to reduce the number of different drugs they are taking to three or four at the most, 
not fifteen. It’s ludicrous. The vast majority of the older patients are getting at least ten to 
fifteen different drugs. 

WH: What do you do for those patients who need to have integrated oversight for 
multiple morbidities? 

LTL: We can’t solve everybody’s problem. What we try to do is to handle the most 
difficult issues. The most difficult is the dying phase. We can almost anticipate when that 
will occur. Our nurses make judgment calls. We have a couple of geriatricians that we 
call our “council of wise men or wise women.” These people have to be prepared to say, 
“I take over now.” Then, usually, at this stage, that senior consultant in geriatrics can 
make the judgment. 

WH: Do you have enough experienced geriatricians to make such judgments? 

LTL:  Yes and no. This group of patients, they may account for one to two percent of the 
total. However they account for about thirty five percent of the workload. I may have told 
you that we have reduced readmission rates by sixty percent, so we are now able to 
remove two whole wards full of patients. To give you a perspective, we have fourteen 
nurses in the program. Their work has allowed us to eliminate two entire hospital wards 
that require forty to fifty nurses each. So fourteen persons have reduced ninety persons 
work, and that is not even counting reductions in physicians and other staff members. 

WH: And that’s by treating patients – do you mean having the nurses go to their homes? 

LTL:  Yes. 

WH: Are you calculating the cost effectiveness of the program? 

LTL: Yes. We are working to determine the cost benefits of this program. 

WH: Do you have geriatric psychiatrists? 

LTL:  Yes, currently, geriatricians who have some interest in that area, mostly dementia. 



    
	  

They also handle psychiatry problems, but dementia is a bigger problem. 

Let me summarize what we are trying to do. About thirty percent of our populations is 
well and healthy. They are the young children, young adults. But about forty percent feel 
well but are in fact unhealthy. They may have high cholesterol; they may have diabetes 
and other problems of which they are unaware. Many of them are slightly overweight and 
some of them are obese. But they say, “I’m healthy, I’m fine.” We begin to see them in 
our clinics when they begin to feel unwell, typically first or second episode. About thirty 
five percent of the population is beginning to be sick. If they change their lifestyle, if they 
follow a regime of treatment, they probably have good thirty or forty years of good life 
left.  

Then, there is another population we treat accounting for about half of all our patients. I 
call them unwell and healthy hopeless. They are hopeless in the sense that their kidney 
has failed or, more likely, is that they’re medically dead. I have a patient who is on all the 
medications there are – including a lot of expensive medications – but, for example, he 
can’t breathe and has been admitted into this hospital nineteen times last year. He is very 
old. Typically, you get a person whose leg is about to be amputated and they’re obese. 
This group of hopeless people consumes a very sizable portion of our resources. Frankly, 
we can’t do anything much for them. Then we have one to two percent of the population 
who are frail or dying. They are bedridden, semi bedridden; they struggle to move 
around. 

The first thirty to forty percent of the population is healthy. We have team of people that 
go out almost every weekend and screen about two hundred to three hundred people. 
They do very, very basic things: checking high blood pressure, cholesterol, etc. The yield 
is very high. If we screen the people above the age of fifty, the yield of people needing 
some kind of intervention is almost sixty percent. We find slightly fewer problems at a 
younger age. The problem is they are not motivated enough to begin treatment. They may 
see a doctor, but they don’t really want to change their lifestyle; they don’t even want to 
come for additional tests. They remain unwell and unhealthy. 

WH: Even though you’ve identified them as having a very specific problem, they don’t 
want to come in? 

LTL:  That’s why we are now cracking our head on how to get them motivated. We are 
trying all sorts of things. 

WH: Are you trying incentives? Are you trying disincentives? 

LTL:  Actually most of the behavioral science books and studies show that monetary 
incentive doesn’t work. 

WH: What incentive might work? 

LTL:  I’m quite sold on one on one counseling and family interventions. Our motto is 
“relate, repeat, reframe.” You need to relate to someone in the family who wants to 



    
	  

change, to force a change. For a man, it is typically the wife or the daughter we work 
with. You need to repeat the message often. You need to convince them to do the thing 
that they don’t want to do. Finally reframe, you reframe your partner basically. For 
example for smoking we insist that the wife or the daughter be present. Many guys smoke 
a lot. The wife or daughter may be the one to keep an eye on him and throw away his 
cigarettes. It is hard to motivate people to change an unhealthy behavior. 

There is a social and economic dimension as well. In the West and here, the more 
socioeconomically successful people are now getting more help. The socioeconomically 
less successful are getting less help. I think that the difference is attributable, a least in 
part, to discipline and the ability to defer gratification. The people that can postpone 
gratification can study, work hard, become more successful, socially and economically. It 
is the same discipline needed to be healthy. The people who give up, the people who just 
want to go easy or just go along, they don’t do well in careers, they don’t do well in 
home, and they don’t do well in health. It is what it is. So this is the kind of human 
problem that is quite beyond our skill; we can’t solve it by ourselves.   

WH: Do you think the way to work on those problems is community involvement and 
community pressure? Are communities more powerful than individual interventions in 
conforming behavior? 

LTL: Maybe. Let me give you an example: Before we came here, the lake behind the 
hospital was derelict. Nobody ever came to do anything around the lake, not even to a 
photograph it. In fact, we took a photograph before we built the hospital. It was devoid of 
people, empty. Today, you can come in the morning or evening and see lots of people are 
walking and running around. That is because we made it beautiful and created paths. If 
you improve the environment, people will come and engage in healthy outdoor activities. 
Please do visit the lake. We have some bicycles that you can use to ride around the lake. 
Little kids go around and the parents may also go around. They get a little bit of physical 
exercise just playing around. I think there are lots of little things you can do. If you make 
it convenient, you make it available, you make it social, and you configure things in such 
a way that people hang out together. After dinner, I may go for a walk with my wife and 
then I may walk to a place where I can read the newspaper or magazine, then I walk back. 

WH: Whom do you relate to internationally? Who are your sources, and who do you 
hope to influence internationally? 

LTL: We learn from everybody. We go to Europe. We go to the United States. We go to 
Sweden. We go to India to learn about eye care. In Japan, we hang out with Kameda 
Medical Group. 

WH: I don’t know that group. Where are they? 

LTL:  They are two hours out of Tokyo. They are twelve generations of doctors there. 
They provide everything. Because the population of Japan is older than we are here in 
Singapore, a lot of the what that they do in Japan is relevant for us. 



    
	  

WH: That’s one place you go to learn? 

LTL: So we basically learn from everybody. 

WH: Do you know about the Bloomberg Foundation? 

LTL: I am very impressed by his work. The Minister for Education has asked me to help 
him design an active aging program. I actually turned him down. I said I’m not free. I 
have a lot of work to do, so I said no to him.   

But the current Minister for Education does a lot of things that I like. He wanted to open 
a school for community youth. In Singapore, we have a school every four hundred 
meters. The Minister for Education was trying to open a school for the community in the 
evenings and on weekends. This was music to my ears because it’s what we need in 
healthcare, so I decided to help him.  

In order to help him, I actually left three different jobs. The conversation went something 
like this: At first, I told him we were going to do things in a small way. He said, “We will 
be dealing with some junior civil servant that will just give you trouble.” So I say that if 
we’re going to do something we better go all the way like New York City. So he said, 
“Let’s do it.” So, that’s how we got a whole bunch of people together and said if we’re 
going to do it, we’re going to do it big. Both he and I have been to New York. 
 Bloomberg is a big influence for us. I got his document on active design guidelines; it is 
beautiful. I’m sure you have seen it. 

WH: No, I haven’t. 

LTL: Go to New York City website, there is an active design guideline. It’s about sixty 
pages long. It is a free download. So we have been happily downloading his idea about 
how to create a healthy city. 

WH: I ride the CitiBikes that are part of the program. 

LTL: We like that project also. 

WH: You’re doing bicycles around here now? 

LTL: We are building a six hundred bicycle parking lot underground. 

WH: But you’re not doing the bicycle rentals? 

LTL: No. Actually for a healthy community you must get people to walk and cycle. 
When we think of something like this, the first three hundred meters or so we walk; 
beyond four hundred meters to one and a half kilometers, cycle. Beyond that, you take 
the train. 

WH: What do you think about a related approach: walk, cycle, use electric vehicles, 



    
	  

small or large, depending on the distance? 

LTL: I think there is somebody in Singapore thinking about the same approach. Many of 
us are cheering them on. We argue that Singapore can probably be the first city to go 
electric. We are small enough. 

WH: Have you ever visited Masdar City in Abu Dhabi? I’ve been there and talked to the 
managers. It is designed for a desert community. The streets are angled so the prevailing 
wind flows through them. It is designed to be all electric and be a zero carbon emitter city 
of about sixty thousand people. 

LTL: Between you and me, Singapore is no longer bold. The first generation was bold. 
They were doing things that were against the flow of the tide. They welcomed challenge 
when the whole world turned them away. They built a container port when the World 
Bank said don’t build a container port. They created an international airline out of a tiny 
little island. They built shipyards and we became sixty percent of the world’s repair 
capacity. That generation was bold. We have lost that bold. 

If we were bold, we’d put our legs on the ground. We would travel by bullet train. We 
would go all electric. We would cover the whole country with trees and greens. We 
would recycle every drop of water. We might even produce all the food that we need. 
That is what we would do, were we bold. But we are no longer bold. We only do little 
things. If something is easy, somebody else would have done it. It is precisely because 
something is difficult and worth doing that we should do it!   

Food is going to be a problem. There’s no reason why we can’t produce food ourselves. 
Everywhere the sun shines you can grow food. When I challenge the prime minister and 
ask, “Why can’t we produce all our own food?” his reaction to me is, “How can we grow 
enough rice?” No one is saying that we need to grow rice. We can raise other crops. My 
frustration is that we are no longer bold. 

WH: Thank you for your time and for a very interesting and informative conversation. 


