Chen et al. BMC Psychiatry
(2021) 21:589
https://doi.org/10.1186/s12888-021-03581-9

RESEARCH ARTICLE

Open Access

Parenting experiences of Chinese mothers
living with a mental illness
Lingling Chen1* , Kitty Vivekananda1, Lili Guan2 and Andrea Reupert1

Abstract
Background: Although the experiences of mothers with mental illness are well researched in Western countries,
little is known about the experiences of Chinese mothers. This study aims to explore the experiences of family life
and parenting of Chinese mothers, in the context of their mental illness.
Methods: Fourteen Chinese mothers with mental illness undertook in-depth, semi-structured interviews. Interpretative
Phenomenological Analysis was employed to guide the data analysis.
Results: Seven themes were identified: motherhood as a central identity, the stigma associated with being a mother
with mental illness, participants’ perceptions about the impact of mental illness on parenting and their children,
experiences of talking to children about mental illness, how having children impacts mothers’ illness and recovery, and
support obtained and needed. Similar to Western mothers, Chinese mothers experienced stigma and fluctuating
mental illness symptoms which impacted on parenting. Unlike mothers based in Western countries, the mothers
interviewed in this study highlighted complicated co-caring relationships with parents-in-law and did not raise child
custody concerns.
Conclusions: Mental health professionals need to have the skills to identify and recognize the mothering role
of their clients. Culturally sensitive interventions are required to assist Chinese families where mothers have a
mental illness. Future research is required to investigate family experiences of parental mental illness from the
perspectives of children, partners, and mental health professionals.
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Background
Mental illness can impact parenting in various ways which
in turn may potentially negatively impact children [1, 2].
However, not all children will be adversely impacted as
multiple moderating factors mediate children’s outcomes,
such as the quality and quantity of support available to the
family and the severity and chronicity of the parent’s illness [3, 4]. Much of the research in this area has focused
on the needs of mothers from Western countries, who experience various mental health challenges.
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The research collected to date from countries such as
Australia, the United States (US), and the United Kingdom (U.K.), has found that mothers, who have a mental
illness, consider motherhood as a rewarding and important role in their lives [5, 6]. Having or caring for children
brings these mothers purpose in life and positive emotions [7, 8], provides them with opportunities to connect
with communities [7], and protects them from engaging
in high-risk behaviours [9]. Parenting can also play a key
role in one’s recovery, especially if parenting responsibilities are embedded into treatment plans [10].
Simultaneously, mothering and managing a mental illness can be challenging [11, 12]. As a result, mothers
may become overly permissive, harsh, and inconsistent
when disciplining children [8, 13, 14]. Some mothers are
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concerned about the impact of their illness on children
[5, 15], and as a result, experience profound feelings of
guilt, regret and sadness [6, 16]. In some families, role
reversal occurs, whereby children assume the caregiving
responsibilities for their parents and/or siblings [17, 18].
Stigma and the fear of losing child custody can be significant barriers for some mothers seeking help with
their parenting [5].
The experiences of Chinese mothers with mental illness
may differ from those of Western mothers. Traditional
and gendered expectations and norms of motherhood
based on Confucian ethics of filial piety and harmony are
particular to Chinese parenting [19]. In traditional Confucian societies, mothers are assumed to be the primary
caregivers, and so may feel responsible or are blamed for
family issues such as juvenile delinquency or intergenerational conflict [20, 21]. As balancing the demands of parenting and their mental illness is an important experience
for Western mothers [6], it is meaningful to explore how
social expectations of motherhood may impact the parenting experiences of Chinese mothers with a mental illness.
In addition, the previous one-child policy [22] changed
the Chinese family structure, resulting in a “4–2-1”
phenomenon whereby six caregivers, comprising two parents and four grandparents, pool all their resources to
raise the only child [22]. This arrangement can be supportive in managing childcare and housework, but may increase family conflicts around childrearing [22]. Similarly,
some studies conducted with Chinese mothers with postpartum depression (PPD) have found that family members, especially husbands and parents-in-law, may at times
support, and at other times, burden mothers [23, 24].
How this relates to other mothers with different mental
illness diagnoses is not clear. Overall, cultural differences
around parenting and family life between China and
Western countries [25, 26] highlight the need to explore
the parenting experiences of Chinese mothers, and their
needs and preferences for support.
A recent systematic review [19] identified nine, qualitative papers describing the experiences of mothers, who
have a mental illness, living in mainland China, Hong
Kong, Macao, and Taiwan. Six papers included mothers
with PPD while three focused on mothers with any serious
mental illness (SMI). Similar to mothers from Western
countries, the review found that Chinese mothers faced
the challenges of managing their mental illness while simultaneously assuming parenting responsibilities. The review pointed out key differences between the experiences
of Western and Chinese mothers in regard to the influence of parents-in-law, alongside a lack of formal professional support in their parenting role [15, 19]. Only three
studies in this review were conducted in mainland China
and these all focused on mothers with PPD [24, 27, 28].
As some research suggests that the experiences of
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mothers with PPD are different from those with other
mental health diagnoses [4], there is a need to investigate
Chinese mothers with mental illness diagnoses other than
PPD. Moreover, only three studies were considered methodologically rigorous, with common problems around researcher reflexivity and a lack of transparency in the
analytical process [19]. In conclusion, the lack of highquality qualitative research on Chinese mothers who have
a mental illness is limited and a broader focus on mothers
with mental health diagnoses other than PPD is required.
There is a need for exploratory phenomenological research to investigate the parenting experiences of Chinese mothers with diverse mental health diagnoses. The
purpose of this paper was to explore the parenting experiences and needs of Chinese mothers with mental illness. The research questions include i) How do Chinese
mothers who have a mental illness experience parenting?
ii) How do Chinese mothers perceive the support they
have received? What are their needs? Such information
can be used to inform the development of culturally appropriate services and interventions.

Methods
A qualitative approach was employed, using Interpretative Phenomenological Analysis (IPA) as the framework
to guide data analysis [29]. IPA is concerned with understanding personal lived experiences through a process of
“double hermeneutic” in which “the researcher is trying
to make sense of the participant trying to make sense of
what is happening to them” ([30] p. 10). It is widely used
in health psychology [30] and allows for a focus on a
small number of cases. Four to ten cases are considered
appropriate [29] given the focus on examining in detail
the convergence and divergence of participants’ lived
experiences.
Participants and recruitment

Eligibility for inclusion were women with a current or
past experience of mental illness, living in mainland
China and having at least one child under 18 (either living with them or not). They also needed to be in treatment if they were currently ill, able to provide informed
consent, and present coherently during the interview.
Ethics approval for this study was provided by the university human research ethics committee (project ID:
21499). Forty-three female applicants expressed an initial
interest to participate in the study during the recruitment through social media advertising (i.e., WeChat)
and online peer support groups between June and September 2020. Fourteen participants with various mental
health diagnoses met the inclusion criteria and provided
verbal and electronic informed consent. Participants’
demographics and self-reported mental illness diagnosis
are presented in Tables 1 and 2 respectively.
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Table 1 Participant demographics (n = 14)

Table 2 Self-reported mental illness diagnosis (n = 14)

Demographics

Variable

Number of participants
(n = 14)

Age range

Number of participants
(n = 14)

Diagnosis

20–29 years

1

Anxiety

2

30–39 years

8

Major depression

4

40–49 years

5

Postnatal depression

3

Anxiety and depression

1

Marital status
Currently married to children’s father

12

Schizophrenia

1

Divorced from children’s father, no new
relationship

1

Bipolar disorder

3

Divorced from children’s father, new
relationship

1

State of mental illness

Education
Middle school

1

High school/ Technical secondary school 1
College/ University

8

Postgraduate

3

11

Part-time job

1

Freelancers

1

Housewife

1

7

Recovered from symptoms

6

Neither in treatment nor recovered from
symptoms a

1

Source of diagnosis

Employment status
Full-time job

In treatment

Reported that a psychiatrist provided
diagnosis

12

Self-diagnosed

2

First diagnosis
Prior to first birth

3

After giving birth

11

Time duration since the first diagnosis

Living status during the illness

Less than 1 year

3

Living with extended family

8

1–5 years

8

Not living with extended family

6

6–10 years

1

11–20 years

0

More than 20 years

2

Age of children at the time of interview
1–6

5

7–12

10

13–18

4

Although this mother was not in treatment, the interviewer ensured that she
was able to provide informed consent. She also presented coherently during
the interview

1

9

Data collection

2

5

A semi-structured interview schedule based on previous
literature and the research questions was employed
(refer to Additional file 1). The schedule included questions on mothers’ perspectives about their parenting
role, their experiences of family life in the context of
their illness, and mothers’ support system (or lack
thereof). Twelve interviews were conducted over the
telephone and two were conducted using video calls. All
were conducted by the first author in Mandarin from
June to September 2020. Rapport was established and informed consent was obtained during a pre-interview call.
The average interview time was 171 min (Range = 64–
294 min), with two participants interviewed in two
sessions. All interviews were audio-recorded, except for
one who refused to be recorded but allowed the interviewer to take notes. Memos were taken during and immediately after each interview. Member checking was
conducted to correct any possible inaccuracies or

a

Number of children

Monthly household income (CNY)
6750-8250

a

1

8250-9750

1

9240–12,040a

2

9750-11,250

1

11,250-12,750

2

12,750-14,250

1

More than 14,250

5

Not disclosed

1

This indicator refers to the monthly household income of two participants
from rural areas; the other indicators are for participants from urban areas
Calculated from data provided by the National Bureau of Statistics of China
(2012, 2019), the average monthly household income in urban and rural areas
is CNY 5295 and CNY 3738 respectively
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identifiable information, with eight participants clarifying
their transcripts or providing additional information.
Analysis

Verbatim transcripts in Chinese were coded line-by-line
and analysed by the first author using IPA [29]. NVivo
12 was used to manage, index, and retrieve data. Representative excerpts are presented below tagged with participants’ pseudonyms. To assure the trustworthiness of
the coding process and translation, codes and translation
were firstly undertaken by the first author and reviewed
by the other Chinese-speaking researcher for two cases
given time constraints and the complexity of the translation process. The translations were then checked for
readability and comprehensibility by the two researchers
who were native English speakers. Comprehensive discussions were then pursued, whereby codes in the English translation and theme structures were discussed
before final inclusion into this paper.
At the time of this research, the first author was an
international student and a bilingual Mandarin-English
speaker with a background in psychology, completing a
Ph.D. She has previous research and work experience
with Chinese families and is an adult child of a mother
with mental illness. The research team brought expertise
in qualitative approaches, and research and clinical experiences of Australian and Chinese families. Throughout
this study, the first author engaged in self-reflection
through journaling [31], as well as debriefing and discussion with the supervision team to reduce the potential
impact of personal bias on this study.

Results
Seven interrelated themes with nine sub-themes were
identified (see Table 3). Overall, motherhood was identified as a central identity by all participants even though
they experienced much stigma from others about caring
for children while managing a mental illness. Nonetheless,
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having a mental illness impacted participants’ parenting
role and behaviours, which in turn resulted in concerns
about how their illness impacted on children. Accordingly,
they adopted multiple strategies to reduce this impact, including talking to their children about their mental illness.
Not only did their illness impact parenting and children,
but having children impacted participants’ illness and recovery. Though there was some social support for participants in their parenting role, a considerable need for more
effective parenting support was identified. These themes
are detailed further below.
Motherhood as a central identity

All participants valued motherhood as a central identity
in their lives, for example, “My other jobs are just
phases, but the job as a mother is my lifelong career”
(M03). One participant who was not in paid employment noted, “I still want to make a difference. ... Since I
don’t have a company to contribute to, I’ll contribute to
my son” (M06). Another believed that motherhood
brought her a sense of completeness, “I am a daughter, a
wife ... and a company employee ... I have experienced
the process of motherhood. All these brought me a
complete life experience” (M14).
The stigma associated with being a mother with mental
illness

Six participants described different types of the stigma
associated with being a mother with mental illness. One
participant with schizophrenia described experiencing
public stigma, with a relative accusing her of being “neither a good mother nor a good wife” (M13). Self-stigma
was experienced, “I saw other mothers having such a
good relationship with their children … I felt like I had
lived in vain” (M04). Likewise, another felt “a sense of
shame” because “other parents had a lot in common to
talk about … [but] I was dumb and I didn’t talk” (M13).

Table 3 Schematic of themes
Themes

Sub-themes

1 Motherhood as a central identity
2 The stigma associated with being a mother with mental illness
3 The impact of mental illness on parenting

• Impact of fluctuating moods on parenting
• Feeling guilty, overwhelmed, and helpless
• Self-acceptance

4 Perceptions about the impact of the mental illness on children

• Hereditary worries
• Impact on children’s development
• Reducing the negative impact of the mental illness on children

5 Experiences of talking to children about mental illness
6 How having children impacts mothers’ mental illness and their recovery
7 Support obtained and needed

• Helpful support
• Unhelpful support or a lack of support
• Support needed
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Two participants feared their children might experience stigma because of their mental illness. One reported her “son was excluded” (M13) from birthday
parties because of her illness while another kept “all my
information blocked up” because “I don’t know if I’ll be
the cause for my daughter being teased … or … bullied
at school” (M03).
The impact of mental illness on parenting

This theme focuses on participants’ perceptions regarding how their illness impacted parenting with three subthemes identified: i) the impact of fluctuating moods on
parenting; ii) feeling guilty, overwhelmed, and helpless;
and iii) self-acceptance.
Impact of fluctuating moods on parenting

During well times, many participants (n = 10) reported
being “rational” (M09), “tolerant” (M13), “patient”
(M02), and “energetic” (M12) with their children. They
also engaged in energy-demanding outdoor activities
with children (M09 & M14). Conversely, when participants were depressed, anxious, or feeling unwell, many
(n = 9) described reduced involvement in caregiving and
communication due to lacking “motivation” (M04), “energy” (M12), and because of rumination (M06). Discipline challenges with teenagers were experienced (M06,
M09, M10, M13) and where M09 reported getting
“angry very easily” with her adolescent daughter.
There were specific issues associated with psychosis
where one participant reported making “my son think
he was the top of the universe” and beating her son to
“transmit … masculine energy” (M06). This participant
also reported having ideas of killing both herself and her
son during psychotic episodes and being hospitalized
without informing her little child. Another participant
could not remember what happened during a psychotic
episode but was told by her mother that she “threw her
[child’s] phone into the toilet [and] ... hit her” (M13).
Feeling guilty, overwhelmed, and helpless

Managing parenting while unwell led to a range of emotions including “guilt” (M01), “shame” (M03), being
“overwhelm [ed]” (M13), “helplessness” (M06), and “sadness” (M12). Feelings of guilt and shame were frequently
reported (n = 8) when participants felt they were not “do
[ing] enough” (M01) or “my daughter was abandoned by
me” (M12). This led to self-blame, with M06 blaming
herself for her child’s addiction to video games, “If I
were a normal mum, I would have cut off the internet”
and “read books with him”. A few participants (n = 3) felt
overwhelmed as “being a good mother” required “more
physical effort, energy, and mental control” (M03) when
unwell. Others (n = 3) felt self-doubt and helpless; “I
doubt if I have the ability to do this [parenting]” (M13).
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Self-acceptance

Although many participants (n = 12) experienced negative feelings associated with parenting, some (n = 5) tried
to accept not being a “perfect” (M12) or an “ideal
mother” (M11). One participant reflected:
I was possibly asking myself to be more perfect [as a
mother]. I couldn’t accept that I wasn’t able to be
extra good to her [the child] with all my heart and
soul. So, [in this case,] I’d rather not be with her.
This seems like a very extreme thought ... After seeing what I was asking of myself in this way, I have
been trying to balance it as much as I can. (M12)
Similarly, another reported, “There’s no perfect mother
and I have already done well enough” (M01).
Perceptions about the impact of the mental illness on
children

All participants except those with postnatal depression
were concerned about the negative impact of their illness on children. Three sub-themes were identified: i)
hereditary worries; ii) impact on children’s development;
and iii) reducing the negative impact of mental illness
on children.
Hereditary worries

Four participants expressed concern about the heritability of mental illness. M06 indicated that she was “so
afraid that my child had inherited my illness” and M12
stated that “I felt guilty and scared ... a loss of hope that
she might be perfect”. The hereditary fears extended to
concerns about children’s future, e.g., “Will it affect her
marriage and having children in the future because I
have this illness?” (M13).
Impact on children’s development

One participant (who had OCD) described the impact of
the illness on her son’s physical development (e.g., “poor
body strength and coordination”) because she did not
allow her son to crawl and touch “dirty floors” (M02).
Others (n = 9) reported the impact of the illness on children’s psychological development in terms of being “very
anxious” and “couldn’t focus in class” (M13), “timid and
cautious” (M09), and “very poor in communication”
(M06). Impacts varied depending on children’s ages. To
illustrate, M12 reported that during her illness, her fouryear-old daughter went from actively seeking out her
mother’s company “Mum, read me a story” to “Mum,
you can stay at home [to rest]. I’ll play with grandma”
(M12). In contrast, another participant with a teenage
child indicated that her harsh parenting led to “my child
and I had been like strangers” (M10).
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Reducing the negative impact of mental illness on children

Two participants described trying to protect their children from the illness by being “self-restrained” (M03), or
“self-controlled” (M14). Another two distanced themselves from their children explaining that “Emotions are
infectious. I was afraid of affecting my child” (M13) and
“If I let her be around me, I might hurt her” (M12). A
few participants (n = 2) drew on family support, for instance, M02 “left the child with the grandparents” who
“would take the child to the park to tread water and
play, just like any other child”. Others (n = 2) prepared
their children for times of low moods (M03), reassuring
the child that she was recovering (M13). In addition,
M10 described “making up” with her son by positioning
him as “the computer expert in our family”, “trust [ing]”
and “respect [ing]” him. One participant reduced the
“academic pressure” (M13) on her child, while another
took her child for a psychological assessment (M01).
Experiences of talking to children about mental illness

Six participants had previously discussed their illness with
their children, explaining that they were “depressed” (M01),
“have OCD” (M02), “have a mood illness” (M03), or “have a
mental illness” (M06). One explained her bipolar disorder to
her eight-year-old daughter by saying, “It’s a small problem
and I may not be able to control myself. Mum is on medication now and then I’ll slowly calm down” (M03). Another
participant of a 15-year-old son was cautious about the depth
and detail of the explanations, not wanting to “scare” her
child (M10). Three other participants explained their illness
by saying that they were “tired” (M05), or “don’t sleep very
well, so I don’t have a good temper” (M09).
A few participants (n = 2) believed that hiding the illness was ineffective because the child “knows that something is wrong with you” (M01). Some (n = 4) wanted to
reassure their children as one explained when she lost
her temper the child “would understand that it’s not her
fault. … It’s solely because of my illness” (M03). Others
(n = 3) described talking to children as a means of “reducing guilt” (M10) and as a rationale for a lack of discipline, “Your mother is a patient. I don’t have the energy
to discipline you ... So, you better manage yourself”
(M06).
Five participants did not discuss their illness to their children with the most commonly reported concern being the
psychological burden on children; “She’ll worry about me
and it may affect her studies” (M13). One participant thought
it unnecessary for her children to know about her mental illness, “What else can they do if I let them know?” (M14). A
few (n = 2) believed their children were “too young to understand” (M11) and others (n = 2) were not sure how to go
about this, e.g., “I don’t know from which perspective, at
what time, and how to talk about it” (M12). The difficulty of
describing mental illness to children was stated by one
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participant of a four-year-old daughter: “If a child’s mother
has a caesarean section, she’ll have a cut ... but mental illness
is different. I can’t say, ‘There’s a little monster in mum’s
head’” (M12).
How having children impacts mothers’ mental illness and
their recovery

In the first instance, having children motivated some participants (n = 6) to seek treatment with the hope of “bring [ing]
back my child” from her relatives (M12), “not affect [ing] my
child” (M09), and being able to “cook something nice for my
daughter” (M13). A few participants (n = 3) managed negative and/or suicidal thoughts by focusing on caring for their
children; “When I got triggered by something, I pulled myself
back to cook for my son” (M06). Another reported having
her children prevented her from thinking of suicide because
“our children still need me” (M14).
All consistently reported the positive impact of children on
their recovery. Being with children, seeing children’s growth
and the “responsibility” (M13) of supporting children’s education provided some participants with “hope” (M11 &
M13), with some comparing their children to “a little sun”
who are “energetic and happy” (M12) and “good medicine”
(M09). For example:
She [the daughter] is particularly keen to help me
pick out clothes and wants me to look good. Her attitude has definitely had some good effects on me.
(M14)
Moreover, one participant reported parenting provided
her with opportunities to regain her previous abilities
and skills. For example, she reported sending her child
to another city for a competition “was a turning point in
my whole recovery process ... I felt that my abilities were
coming back, including the ability to communicate, to
design travel itineraries, and to memorize” (M10). Simultaneously, others (n = 7) indicated that interactions with
children could trigger or worsen their illness, e.g., by
“becoming over-exhausted” (M14). Children’s poor academic performance was also triggering; “It made me
anxious. ... [and] also worsened [my illness]” (M09).
Support obtained and needed

In relation to support, three subthemes were identified: i) helpful support; ii) unhelpful support or a lack
of support; and iii) support needed.
Helpful support

Two participants found it “helpful” (M12) to receive professional support for their parenting, with one realising
after counselling that “it’s okay to be an 80-point mum
when I’ m not well” (M12) and another reporting parenting courses as a way of “looking for strength” (M10).
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Two described being “lucky” (M09) and “relieved” (M10)
for receiving sufficient support from their families in
managing their finances, household chores, and parenting responsibilities. Friends were another source of support for a few mothers (n = 2); “I take my child, and my
friend takes her child out … She plays with the two children, and I can rest for a while” (M01).
Unhelpful support or a lack of support

Overall, participants reported a lack of professional support for their parenting. Sometimes this was because
they did not ask for it (n = 2), believing their illness was
not serious, they did not have confidence in the service
to provide parenting support, or there was no support to
be found. M09 noted, “They [psychiatrists] really have
an incredible amount of outpatient visits. They don’t
have time to talk to you about such detailed things”
(M09). Another participant received “conflicting” (M13)
advice on pregnancy:
One psychiatrist said I could have a baby … but he
didn’t say exactly why. Another psychiatrist … told
me I couldn’t have a child as the illness was hereditary … The last one … didn’t advise on having or
not having children. He didn’t take a stand. (M13)
Some (n = 6) described the ineffective support received
from different family members including husbands who
believed the participant was “overthinking” (M03), did
not “do anything” and “just wanted me to do something
good to the child” (M14), or “got hysterical and shouted
at me, ‘What have you taught my son?!’” (M06). Several
(n = 2) felt disappointed with their parents or parents-inlaw for the lack of support even when “it’s the in-laws
who should help with the childcare” (M11). Nonetheless,
involving extended families for a few participants (n = 3)
caused discipline problems with some grandparents being described as “liking to break boundaries” (M05),
“spoiling” (M10), and not being able to supervise children’s academic work (M11). M14 explained what she
considered to be the irreplaceable role of mothers despite the childcare support she received:
[Sigh] … They can’t help with anything other than
everyday life ... like eating, dressing ... picking up
and dropping off at school … But as for how well
the child learns and how well the child grows, I still
have to manage it myself. (M14)
Conflicting interactions with extended families burdened a few participants (n = 3), with M04 describing
the “tense” co-caring relationship between her mother
and mother-in-law leading to her “strained relationship”
with her husband.
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Support needed

Eleven participants reported wanting to talk about children to mental health professionals. M01 described wanting “emotional support” so that they would feel “not
alone” and to know that their illness would “not necessarily have a negative impact on my child”. Some (n = 9)
wanted parenting-related information, including hereditary issues involving mental illnesses (M13), methods of
protecting children from the illness (M03), and ways to
address children’s developmental challenges (M06).
One [of my questions to ask professionals] is
whether the illness will be passed on to my child. …
What should I do to prevent my child from getting
the illness? ... If I had not had the child, I would ask,
“Can I have a baby? If I want to have a baby, what
should I do to prepare?” (M13)
Let’s say I get angry at my child ... how can I manage that with my child? Or is it okay if I don’t deal
with it? If I need to deal with it, then what should I
do? ... What do parents in our situation need to be
aware of when we are with their children? (M03)
Psycho-education for the family including children,
partners, and extended families was emphasized by three
participants so that children can “understand that it’s
not their fault that mum or dad has an emotional problem … [and] don’t blame themselves” (M03). For partners, one participant described “If only the professionals
could convince my husband and tell him what my problem is” (M11). Other needs for professional support included addressing co-caring problems with parents and
parents-in-law (M04).
Some (n = 8) highlighted a need for childcare when ill; “I
need someone to care for my child. Once I had an acute episode where I really couldn’t care for my child … my son sitting on the sofa quite helplessly and watching the TV for I
don’t know how long” (M06). A few (n = 2) wanted emotional support from family and friends, e.g., “When I wonder
… if I’m affecting her [child], they can tell me … ‘Look, your
daughter is [going] pretty good” (M01). Most participants
(n = 11) thought it would be beneficial to talk to other parents with mental illness, so they would feel “not alone”
(M01), and “less burdened” (M07), as well as “learn some lessons from other people” (M01). Concurrently, some (n = 5)
noted that such peer groups might make them “more depressed” (M02), or “affect my illness” (M13) unless participants were “in treatment” (M13), had the same diagnosis
(M02), or had recovered (M04 & M11).

Discussion
The purpose of this study was to investigate the parenting experiences and needs of Chinese mothers with
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various mental health diagnoses. The value of motherhood and its positive impact on recovery was
highlighted. Simultaneously, mothers described feeling
guilty, sad, helpless, and overwhelmed. Significant issues
embedded in the Chinese support systems remain to be
addressed, including a lack of professional support for
parenting, and unsupportive family relationships, often
arising from an inadequate understanding of mental illness from husbands.
In this study, mothers saw motherhood as a central
part of their identity that brought them “completeness”
and a means of “contributing”. Similarly, other studies,
involving Western mothers, have noted the importance
of one’s mothering identity, and the sense of purpose
and connectedness being a mother can provide, all key
elements for recovery [32–34]. Moreover, the responsibility of motherhood and interactions with children motivated Chinese mothers to seek treatment and to “pull”
themselves away from negative thoughts and symptoms,
resonating again with studies of Western mothers [5, 12,
13, 35]. Conversely, the demands of childcare and some
children’s poor academic performance left some mothers
feeling exhausted or anxious, triggering or worsening
their illness. These experiences align with studies conducted in China and Western countries which found
that having children can impact mothers negatively, especially when disciplining children [13, 15]. Some research has found that compared to European-American
mothers, Chinese-American mothers have high expectations and are willing to invest everything for their children’s education, due to the Confucian emphasis on
education and respect for scholars [36, 37]. Therefore, it
might be speculated that the impact of children’s academic performance on Chinese mothers with mental illness may differ from that of Western mothers. However,
this speculation requires comparative research.
Consistent with studies in China and other countries
[6, 15], mothers in this study described the stigma received from relatives. These mothers also experienced
self-stigma and shame, especially when comparing themselves to “other parents”. Some were concerned that
their children may suffer stigma because of their illness.
Possibly because of public stigma, mothers in this study
reported a lack of confidence in their parenting, and
guilt about their children, consistent with other studies
in the West and Japan [6, 7, 11, 13]. Reupert et al. [38]
argued that the (in) ability of mothers to fulfil the socially standardized gender role and idealized parenting
role underpins the stigmatization associated with being a
mother with mental illness. The pervasive nature of
stigma, described by the mothers in this study, poses a
threat to their recovery and help-seeking [38, 39]. It also
may stop them from talking to children about their illness, as others have found [40, 41].
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Chinese mothers reported warm and nurturing parenting strategies when feeling well, and parenting challenges when unwell. Likewise, mothers in the US and
Australia experienced good and bad days [14], and different family interactions (including parenting) at well
and unwell times [35]. In this study, when mothers were
feeling unwell some shut down and did not communicate with their children; some lost their temper with
their teenagers especially when facing discipline challenges. One mother with psychosis in the current study
described certain worrying parenting behaviours (e.g.,
hitting or harming children causing by psychosis),
highlighting a critical need to address such behaviours in
some families.
The mothers in this study employed several strategies
that they believed would protect their children from their
mental illness, in terms of “self-control” and distancing
themselves from their children. Similarly, Chinese
mothers in Chan, Ho [15] study described employing
“emotional control”, seeking strategies to manage their
anger such as walking away and ignoring the child. It is
unclear whether these strategies are effective nor whether
such behaviours are specific to Chinese mothers. However, Montgomery, Tompkins [42] suggested “strategies of
pretences” (p. 27) can reduce mothers’ presence and make
mental illness invisible for their children, costing some
mothers their “integrity” (p. 24).
Talking to children about their mental illness was another method some mothers employed to protect their
children. Others identified various barriers to talking to
children, such as the fear of burdening children, and not
having (or not perceiving to have) the skills to talk about
their illness with children. Similar concerns have been
raised by mothers in the U.K. and Japan [39, 40]. Nonetheless, it is important for children to know about their
parents’ illness, as without this knowledge they may feel
that their parents’ illness is their fault [43, 44]. Falkov
[40] argued that family conversations about parental
mental illness can benefit both parents and children. Interventions that promote family conversations, e.g.,
“Let’s talk about children” [45], might be useful, once
adapted to the Chinese context. The need to talk about
children with mental health professionals was
highlighted and is a training implication arising from
this study.
In contrast to studies from western countries [6], but
similar to those from Japan [39] and China [15, 46],
Chinese mothers in this study were not concerned
about, nor did they report losing custody of their children due to their mental illness. Unlike the legal system
in some US states, which removes children from parents
on the grounds of mental illness [47], child protection
policies in China are relatively non-interventionist [48].
Moreover, under a Confucian perspective emphasizing
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family and parental responsibilities [49], the broad family
system plays an important role in supporting parents
with a mental illness informally and this too may have
negated the need for the involvement of child protection
agencies. Additionally, although the mental health system in China is reforming, mental health resources (e.g.,
hospital beds, psychoeducation packages) and services
are overall lower than in high-income countries [50].
Embedding parenting into mental health service delivery
is challenging in many Anglophile countries [51, 52] so
it is perhaps not surprising that the Chinese mothers in
this study described receiving limited professional support for their parenting and relying mostly on support
from their families, even though at times this was
unhelpful.
Mothers who received sufficient support from their
families and friends considered themselves “lucky”, suggesting that such support was not always available. Unsupportive husbands appeared to lack an understanding
of mental illness, did not engage in parenting, and
blamed mothers for children’s problems. This would
suggest that unsupportive husbands perform a traditionally Chinese male role, believing that they are responsible for earning money while childcare and household
chores are women’s responsibilities [19].
In this study, parents and parents-in-law were described as a source of economic and practical support, in
contrast to Western mothers who tended to seek support from their partners and their own mothers [12, 13].
Parents-in-law in this study played an important role in
supporting Chinese mothers. However, the co-caring relationship between the mothers and their in-laws was at
times conflictual, sometimes leading to tensions between
the mother and her husband. Family conflicts are common in Chinese families when extended families provide
childcare support [22, 53], and conflicts with mother-inlaw are a predictor of PPD [54, 55]. Therefore, the need
for resolving conflictual co-caring relationships is necessary, especially for mothers who have PPD.
Mothers also indicated a need for childcare support,
especially during an acute episode or hospitalisation, a
common need identified across different cultural and societal contexts [5, 15, 56]. The need for emotional support, including an understanding of their illness and
reassurance that their children were doing well, might
be facilitated through family psychoeducation. Some
mothers also welcomed peer support groups, with some
wanting to be matched with others with the same diagnosis or recovery stage.
Limitations and future research

In this exploratory study, participants with various mental health diagnoses were purposely included, and their
diagnoses were self-reported. Van Santvoort, Hosman
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[4] found that the impact on family life and children
may vary depending on the parents’ diagnoses. It is also
noteworthy that different mental illness symptoms, severity, and chronicity may impact mothers’ parenting in
various ways [57, 58], though this was not the focus of
this study. Future studies might compare the experiences
of Chinese mothers with different formal diagnoses and
varying levels of functioning and symptomatology. In
addition, participants were mostly well-educated, with a
full-time job and above-average household income. As
mothers with mental illness are more likely to experience socio-economic difficulties than those without
mental illness [59], future research might include Chinese mothers with different levels of education, employment and economic status. Likewise, the ages of
participants’ children were broad. Given that children’s
age can moderate the impact of mental illness on parenting [60], research is required to investigate the experiences of Chinese mothers whose children are at a
certain developmental stage. The lack of triangulation
with other informants is another possible limitation [61],
especially considering that the perspectives of children,
partners, alternative caregivers of children, and mental
health professionals can differ [46, 62].
Implications

Depending on their workplace, mental health professionals might need training in how to address clients’
common concerns about parenting, and their hereditary
worries involving mental illness. Anti-stigma campaigns
might be developed to address both public and selfstigma [38]. Such campaigns could include psychoeducational resources, and where mothers might be supported
to talk to their children and other family members about
their mental illness. Additionally, family-focused interventions might be developed to address conflicting cocaring relationships within the family, especially between
mothers and their in-laws. Finally, peer-support groups
for mothers could be developed.

Conclusions
This study demonstrated the parenting experiences and
needs of Chinese mothers with mental illness. Despite
vastly different socio-cultural contexts and mental health
services, the study identifies important similarities with
many western mothers with mental illness. However, the
lack of professional support meant Chinese mothers had
to rely on their families which brought both benefits and
burdens.
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