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ABSTRACT

In order to reach the WHO’s Sustainable Development Goals relating to maternal and infant
health, maternal mental health preconditional needs to be addressed. The purpose of the thesis
project was to explore how Shanghai women and health care providers perceive mental health
problems during the perinatal period in urban China, in the light of the two-child policy. Method:
Data collections were conducted in Shanghai, urban China. In Study I, thirty-seven women were
interviewed regarding their judgement and decision-making whether to have a second child after
the introduction of the two-child policy. Qualitative systematic text condensation analysis was
used to describe their decision-making factors. Study II involved 15 interviews with key health
care informants and their perceptions of the current situation of perinatal mental health care in
urban China. Qualitative content analysis was used to describe their responses. In Study III,
sixteen women were interviewed about their insights on perinatal mental health problems.
Thematic analysis of the semi-structured interviews was conducted. Study IV was a web survey
study of 487 women. The topics discussed related to women’s perinatal and current mental health
status, help-seeking behavior for mental health care, disclosure opportunities and preferences,
and the kind of help they would expect and request. Descriptive and comparative statistics were
performed. Results: Urban Chinese women’s decision-making regarding having a second child
in reference to the two-child policy include women’s status, career, challenges of two children,
one-child generation, restriction of reproductive freedom, and the expectation of governmental
support. The outcomes highlight the impact of the child policy societal, economic, and on
perinatal health changes (I). Key health care informants described how mental health was
influenced by tradition affecting the perception of mental health in both society and the
individual. The health care experts, policy makers, and public health professionals stressed the
required resources and reflected in the lack of professional training, limited staff, and resources
available to provide adequate care for patients with mental health problems (II). Intergenerational
transition, maternal mental health, and transition into motherhood capture the Shanghai women’s
position of being in between the traditional and modern Chinese role of motherhood. The urban
Chinese woman in a modern society with a professional life expects to have access to high-tech
medicine and all aspects of a cosmopolitan lifestyle (III). A total of 487 women confirmed the
results in a survey and emphasized the trust in friends, husband, and community health care
centers, but all of these were overshadowed by online resources. Women from the one-child
generation reported less mental well-being compared to the older generation. The vast majority
of the participating women (82.2%) would seek help from online resources and over 70% of the
participants would seek help primarily at community health centers. The majority of the women
trusted their friends and husband as their first contact to share their mental health problems with.
The mother-in-law was the person the women trusted least. Conclusion: The findings provide
an enhanced understanding of mental health problems in the perinatal period on local level, and
provide suggestions for improved perinatal mental health care for urban Chinese women. The
public health concern and cause for action to reach out to the young mothers of the one-child
generation are evident. Hesitation to seek care due to lack of knowledge or lack of trust in the
health care system are identified as obstacles for young women to seek care. These results are
relevant in the current discourse surrounding the reduction of the fertility rate in China, despite
the introduction of the two-child policy. This thesis illustrates the need to continue understanding
perinatal mental health and the contribution of the new child policy on a societal and family level.

Key words: Perinatal mental health; depression; anxiety; urban China, public health; health care
policies; two-child policy.



SUMMARY IN SWEDISH

For att uppna WHO:s svenska hallbarhetsmal for modrars och barns hélsa ér det av stor vikt att
dven beakta mddrars mentala hdlsa och vilbefinnande. Syftet med denna avhandling var att
undersoka hur kvinnor och vérdgivare i Kina upplever mentala hélsoproblem under
perinatalperioden, inklusive mot bakgrund av den nyligen reformerade tvabarnspolitiken.
Metoder: Datainsamling genomfordes i Shanghai, Kina. I Studie I intervjuades 37 kvinnor
betriffande deras beddomning och beslutsfattande kring att foda ett andra efter
tvibarnspolitikens inforande. Kvalitativ innehallsanalys anvindes for att identifiera omraden
som paverkade kvinnornas beslut. I Studie II ingick 15 intervjuer med nyckelpersoner inom
vérden, kring deras uppfattningar om den aktuella situationen for perinatal psykisk vard i Kina.
Kvalitativ innehéllsanalys anvidndes for att beskriva deras erfarenheter. For Studie III
intervjuades 16 kvinnor angende deras erfarenheter och uppfattningar om perinatala psykiska
hélsoproblem. Tematisk analys genomfordes. For Studie IV utformades en webbenkét som
inneholl fragor relaterade till kvinnors aktuella perinatala, mentala hélsosituation, hjdlpsdkande
beteende for psykisk ohidlsa, vem de helst vinder sig till for att dela upplevelser av psykisk
ohilsa samt vilken typ av hjdlp de forvéntar sig. Beskrivande och jimforande statistik anvéndes
for att presentera resultaten. Resultat: Kvinnornas status, karrifirer, social prestige,
ekonomiska fOrutsdttningar, fordldrarnas status som ensambarn, och begrinsningar av
reproduktiv frihet var omrdden som bidrog till huruvida kvinnorna 6nskade ett andra barn i
ljuset av tvabarnspolitiken. Resultatet belyser den politiska paverkan pa perinatal hdlsa samt
sambhilleliga och ekonomiska fordndringar (I). Hélsoinformatdrer och beslutsfattare beskrev
hur mental hidlsa och uppfattningen dédrom paverkas av traditioner hos bdde samhille och
individ. Sjukvérdsexperter, beslutsfattare och folkhdlsoexperter betonade sérskilt bristen pé
yrkesutbildning, begrdnsade resurser i form av kompetens och vardmiljéer som hinder for att
ge adekvat vard for patienter med psykiska hédlsoproblem (II). Totalt 487 kvinnor besvarade
webenkiten Kvinnorna fran enbarnsgenerationen rapporterade sdmre psykiskt vilbefinnande
jamfort med den éldre generationen. Majoriteten av de deltagande kvinnorna (82.2%) skulle
soka hjélp frdn webbaserade resurser och dver 70% av deltagarna skulle framst soka hjélp pé
offentliga vardinrdttningar. Majoriteten av kvinnorna litade pa vénner och make som deras
forsta kontakt for att dela med sig av psykiska hidlsoproblem. Ingen av deltagarna uttryckte
preferens for att sdka hjilp och stdd hos sin svirmor. Sammanfattningsvis bidrar resultaten
med en Okad fOrstaelse av den mentala hélsan under perinatalperioden pa lokal nivé och ger
forslag om hur en forbéttrad vird i samband med problem relaterade till perinatal mental hélsa
kan utformas for kvinnor i det urbana Kina. Den mentala hélsan har paverkan pa folkhélsan
och behovet att né ut till unga mddrar framstar tydligt. Tveksamhet infor att soka vérd till f61jd
av kunskapsbrist och brist pa fortroende for virdsystemet identifierades som hinder for unga
kvinnor. Resultaten &r relevanta i diskussionen om det minskade barnafédandet i Kina trots
inforandet av tvabarnspolicyn. Avhandlingen illustrerar behovet av en kontinuerlig uppf6ljning
av och forstaelse for den perinatala mentala hilsan och hur fordndringen av familjepolitiken
paverkar familjer och det kinesiska samhéllet pé flera nivier.

Nyckelord: Perinatal mental hélsa; depression; &ngest; urbana Kina, folkhédlsa; hdlso- och
sjukvardspolitik; ett-och tvabarnspolitik
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PREFACE

Mental health care in urban China is related to a large treatment gap caused by a multitude of
factors embedded in an anthroposophical, political, societal, and individual context. In order to
maintain national health in line with the WHO Sustainable Development Goals, it is important
to address perinatal mental health care in China. Urban Chinese women play a pivotal role in
the modern Chinese economy. This is especially important considering the recent transition to
a two-child policy, and the emerging role of China as a leader in medicine and mental health
care. Perinatal mental health care in particular must be addressed in order to improve aggregate
life quality as well as sustain growth and prosperity.

The one-child policy created a society that is aging rapidly, creating demographic challenges
and high expectations on the young generation to support their elders. Young adults’ mental
health and well-being is of great importance, considering the impact of mental health disorders
on as measured by the global burden of disease (GBD). Common mental disorders are a great
and increasing problem globally, accounting for an estimated 12% of total disability adjusted
life years (DALYs). Yet, government spending on mental health accounts for only a median of
2% of the health spending. Thus, common mental health disorders represent a major public

health concern in China and action to reduce the treatment gap is required.
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1 BACKGROUND

1.1 INTRODUCTION TO THESIS

Mental health is a challenging public health issue. Mental disorders accounted for 6.6% of
global disability-adjusted life years and 18.9% of global years lived with disability, making
them among the leading causes of the non-communicable disease burden in 2015 (1).

In China, mental disorders accounted for over 15% of the total health expenditure and for 1.1%
of gross domestic product (2). With the rapid development of the economy and society,
common mental disorders and psychological behavioral disorders are increasing, leading to
severe challenges for mental health care in China. Concerns about the burden of mental
disorders and their association with urbanicity have grown worldwide; however, little is known
about the extent of these issues in the rapidly-expanding megacities like Shanghai (3).
Currently, mental health service resources are insufficient and unevenly distributed. Focus is
put on severe mental disorders, attention and resources sparse for common mental health
problems (anxiety, depression).

Publications and reports in prestigious journals about perinatal mental health, and promising
actions in several low-and middle-income countries, were not sufficient to speed up the
progress in mental health care development (4). There is an urgent need to evaluate the barriers
of mental health service development through international collaborations and experts in the
field. Predominant public-health priorities effect funding, major barriers for mental health care
are; resistance to move mental health services from hospitals to community health centers;
challenges to execute the implementation of mental health services in primary-care settings;
the limited resources and professionals in the field, who are trained and supervised in mental
health care; and the limited public-health perspectives in mental health leadership (4). There is
a need for global investors in health research, such as universities, donors, research councils,
to increase resources and prioritize research in mental health. The dissemination of research
findings through research capacity should further be improved (5).

The global demographic transition to low fertility is a major event in human demographic
history (6). In the light of the Chinese two-child policy and the government’s efforts to increase
population growth in China, maternal mental health has gained importance. Maternal mental
health problems have severe consequences for the family and the child during pregnancy and

the development postpartum. One in five women develop mental health problems related to



pregnancy and childbirth. The lack of recognition of the problem may have serious implications
for both mother and infant (7).

The project explores the various conceptions of health professionals, policy makers, mainland
Chinese women, and society towards the identification and understanding of perinatal mental
health problems, treatments and help-seeking behavior. To date, it is still not known how these
different groups view mental health problems and what interventions are needed foremost. The
project’s aims are in line with the WHO’s Sustainable Development Goals to attain better
maternal and children’s health. These WHO goals can however not be achieved without
maternal mental health care (8). There is an urgency for high-quality and evidence-based care
for perinatal mental health problems. Community and web-based interventions for safer

pregnancies in low- and lower-middle-income countries have to be provided (9).



1.2 OVERVIEW OF THE RESEARCH FIELD

There has been growing international recognition of perinatal mental health as a major public
health concern. Mental health during the childbearing period affects not only the mother, but
also the children and the whole family. Perinatal psychiatric disorders are the leading cause of
maternal morbidity and are associated with serious, long-term consequences for maternal
mental health (10-12), marital problems, and psychological health issues of the partner (13).
The negative impact that this carries on the health and wellbeing of women and that of their
families, as well as the associated economic costs to individuals and health services are
considerable. In addition, maternal perinatal mental health problems increase the risk of
adverse infant development, poorer health, and reduced social functioning later on in life,
especially if these are prolonged or severe (14-16). These risk factors for adverse outcomes of
a child’s development are reported to be less expensively studied in low- and middle-income
countries comparing to developed countries according to a Lancet review (17). For these
reasons, interventions that are put in place earlier in life, or during pregnancy may have
significant impact on reducing adverse health and psychosocial risks for mothers and infants
postnatal (18). There is evidence pointing to the importance of focusing on the antenatal period
in order to develop preventive and psychosocial interventions, as a recent Cochrane review has
shown (19). Midwives, obstetricians, and other health care staff within maternity health care
are diagnosing women with a wide range mental health disorders, the most common being
depression and anxiety (20).

Social and emotional support reduces associations between postnatal depression and early
cognitive development in the child (21, 22). Chinese women, who had higher Perceived Social
Support Scale scores at late pregnancy and 4 weeks postpartum showed less likelihood of
developing perinatal depression. Conversely, the Perceived Social Support Scale scores at late
pregnancy did not predict the risk of postpartum depression (3). The lack of recognition of
perinatal mental health, distress, and disorders may have serious implications and negative
long-term effects on both mother and infant (23, 24). A recent review by Howard and
colleagues (20) has shown that psychological and psychosocial interventions are effective
treatments for postnatal depression; evidence from low-income and middle-income countries
showed that these can be provided effectively by trained non-specialist workers. The structural
and cultural problems in China require the creation of new types of mental health professionals

(25). Little research, however, exists about the epidemiology or effectiveness of interventions



for perinatal non-psychotic mental health disorders, other than postnatal depression (20).
Evidence on the treatment of antenatal depression is limited to small trials (with 36—53 women)
of interpersonal therapy, culturally relevant brief interpersonal psychotherapy, and CBT (21,
26, 27). Research has shown that a more women-centered care in combination with
psychosocial support during the perinatal phase can reduce mental health issues in women and
provide a better trajectory for the children’s development (28).

The prevalence of postpartum depression is high in China: the pooled prevalence lies around
14.7% (29). The prevalence varies between different regions. Municipalities directly under
central government, such as Shanghai, have the lowest rates (10.9%) compared to rural areas
with average rates of 16.4% (9, 29). Very limited treatment is available, although the World
Health Organization's (WHQO's) Mental Health Gap Action Program (mhGAP) (30)
recommends psychological treatments as first-line treatment for common non-psychotic
mental disorders. The WHO survey showed a treatment gap of 75% in most low-and middle-
income countries, yet in China the gap is 91.8%, which is it extraordinarily high. The number
refers to the total of individuals with any mental health diagnosis (31). China is, however,

introducing and raising awareness of mental health as an important assignment.

1.3 GLOBAL MENTAL HEALTH CARE

An increasing amount of epidemiological research has attested to the considerable burden of
mental disorders in all world regions. The Global Burden of Disease indicated that 5 of the top
10 contributors to years lived with disability globally were mental disorders (32). Major
depression was ranked fourth amongst the three leading causes of Global Burden of Disease,
and second among women aged 15-44 (10.6% of disability adjusted life years, DALY lost)
(33). In 2006, depression was estimated to become among the three largest causes of both
disability and life lost within the next 10-15 years (34). A multinational population survey
initiated by the World Health Organization (WHO) in 2000 found that mental disorders were
highly prevalent, often associated with serious impartments, and often left untreated. Every
year, up to 30% of the population worldwide has some form of mental disorder. At least two-
thirds of those people receive no treatment, even in countries with the most resources (35, 36) .
In developing countries, more than three-quarters of people with serious mental disease do not
receive any treatment (37). Notwithstanding the considerable amount of the Global Burden of

Disease attributed to mental health disorders, its care is unequally distributed globally. The



consequent treatment gap is a contravention of basic human rights—more than 75% of those
identified with serious anxiety, mood, impulse control, or substance use disorders in the World
Mental Health surveys in low- and middle-income countries received no care at all, despite
substantial role disability (37). It is therefore important to collaborate internationally, support,
and educate health professionals on site in psychosocial support to counteract the treatment gap
(25). Still, many countries challenged to deliver sufficient health care resources to provide
necessary mental health care interventions (38). Evidence has at the same time shown that
efficacious drug and psychological treatments are available for a range of mental disorders and
that non-specialist health care workers can deliver psychosocial interventions treatments or
multicomponent stepped care interventions for mental disorders with large treatment effect
sizes that are sustained for extended periods. Considering the severe and persistent shortages
of personnel and the spiraling costs of specialist mental health care, such evidence of the
effectiveness of non-specialist interventions counter the pessimistic outlook that nothing can
be done (36). The Global Health Group argues that basic, evidence-based care services for core
mental disorders should be increased, and that protection of the human rights of people with
mental disorders and their families should be strengthened (36). The Global Health Group
emphasizes the importance of national and international stakeholders acting in health research.
There is an urgency to increase the resources for priority research in mental health, build
research capacity, and improve the dissemination of findings from such research (36). In order
to sustain mental health care services on community mental health care level, investments in
primary care are important. There is a need for training, supervision, and continuous support
for primary care workers. Recognition and improvement of training of non-specialists in the

community health care settings is highly recommended (4).

1.4 PERINATAL MENTAL HEALTH DISORDERS

Perinatal mental health disorders are a broad spectrum of depression, anxiety, PTSD, eating
disorders, bipolar, and more severe postnatal psychosis, but the most common are anxiety and
depression. Overall around the world, most women are not receiving care, with few notable
exceptions, such as the Nordic countries with whole coverage of healthcare (9). Depression in
pregnancy affects up to 10% of women, with higher rates in low- and middle-income countries,
arate only slightly lower than in the postpartum period (9, 39). The number of pregnant women,

who receive adequate care is only 20% (40, 41). Perinatal mental health disorders are not



culturally bound, they affect women from every socioeconomic background and from every
society (42). Despite the existence of perinatal mental health disorders not only in western
societies, but in low- and lower-middle-income countries research has been limited (43). There
needs to be a reform in priorities from preventing pregnancy-related deaths to prevention of
perinatal mental health disorders (9). It has been discussed that women in resource-constrained
countries would be protected from perinatal mental health disorders, due to traditional social
practices during the perinatal period (10, 14). A recent review reveals a serious disparity
regarding resources and evidence for perinatal mental health (9). One disparity is the lack of
local evidence-based practices and mental health policies in low- and middle-income countries.
In more than 80% of the world’s 112 low- and lower-middle-income countries and in 90% of
the least-developed countries, the evidence surrounding women’s perinatal mental health
problems is missing (9). This stands in sharp contrast to extensive number of papers from high-
income countries that provide high-quality epidemiological, clinical, health service, and health
system evidence surrounding common perinatal mental health problems. The second disparity
lies in the rates of pregnant and postpartum women experiencing mental health problems being
substantially higher in low- and middle-income countries, 10% in pregnancy (44) and 13%
postnatally (42) are reported in high-income countries. The population prevalence of common
mental health disorders during the perinatal period in low- and lower-middle-income countries
have been underestimated. For instance, the study sites and exclusion criteria may have resulted
in the samples being disproportionately composed of women of relatively higher
socioeconomic status and in better health, among whom prevalence is generally lower (9). The
underestimated prevalence rate of common perinatal mental health disorders in low- and
middle-income countries has several consequences. For instance, it neglects the seriousness of
policy makers and health professionals being less likely to diagnose mental health disorders,
especially when resources are sparse. In The Lancet in “No health without mental health”, the
WHO addressed an international call for action, stating that in resource-constrained countries
mental health problems are a major burden and it is essential to address them for development
(45).

Beyond effects on the mother alone, maternal mental health problems can have negative effects
on the fetus and the child. A Lancet review reported that the effect of maternal depression on
child cognitive development and long-term effect on infant growth or mortality has been
studied less extensively in low-income and middle-income countries than in developed
countries (17, 45). Maternal depression in low- and lower-middle-income countries is

associated with higher rates of malnutrition and related illnesses, hospital admissions for



diarrhea, infectious illnesses, lower birth weight and following birth reduced immunization
completion amongst infants (46). Prenatal exposure to maternal depression is common and puts
offspring at risk for developing a range of neuropsychiatric disorders. Despite its prevalence
and adverse associations, neurobiological processes by which prenatal maternal depression
(PMD) converses risk remain poorly understood (47). Maternal mood disorders are associated
with increased fetal exposure to maternal cortisol (48). Maternal mental health disorders may
affect the downregulation of placental 11B-HSD2 (48). These epigenetic changes in placenta
may influence fetal exposure to maternal stress hormones (49). Antenatal and postpartum
depression and anxiety have adverse impacts on parent—infant interactions, parenting,
attachment (50), as well as child development such as infant temperament and children’s
behavioral or emotional development (51). The negative effects on the child’s emotional and
cognitive development are particularly significant, especially if the depression is prolonged or
recurrent (14-16), highlighting the importance of emphasizing prevention and early
intervention for female populations with multiple risk factors, including women during the

perinatal period.

1.5 PERINATAL DEPRESSION

1.5.1 Antenatal Depression

Antenatal depression often precedes postnatal depression and causes great suffering to the
woman and her family (52). Physicians must expect that one out of eight new mothers will
have postpartum depression. Perinatal depression is divided into three severity categories, mild,
moderate, and severe depression. In women with previous episodes of postpartum depression,
the risk of recurrence is one in four. Since identification of postpartum depression is the first
step, it is recommended that women are screened after delivery with the Edinburgh Postnatal
Depression Scale, which is brief, is highly acceptable to patients, and reliably detects the
presence of postpartum depression (indicated by a score of 10 or higher) (53-55). A substantial
percentage of women who experience perinatal depression will develop recurrent long-term
mood disorders (56). Prevalence of antenatal depressive disorders to be between 3.1% and
4.9%. Including minor depression estimated to be up to 11% during pregnancy in western
countries (39). A meta-analysis of 21 studies concluded the mean prevalence of depression
across the antenatal period was 10.7% (21). A higher prevalence of antenatal and postnatal
depression (major and minor) is generally reported in women in low-and middle-income

countries than in women in high-income countries (57). The prevalence of perinatal depression



in urban and rural China is estimated at 10-15%, with higher prevalence in rural comparing to
urban China (58). The varied rates of depression over the perinatal period underscore the
importance of longitudinally examining the course of depression from pregnancy to
postpartum, which in turn has significant implications for when screening and preventive and
treatment interventions would be most effective. Treatment for mild depression is primarily
psychological and secondary psychopharmacological drug treatment (21). NICE has produced
guidelines on the assessment and management of mild, moderate, and severe perinatal
depression, which often co-exist with other circumstances and stressors related to the disorder

(59-66).

1.5.2 Postpartum Depression (PPD)

PPD is one of the most common non-obstetric complications associated with childbearing (20,
67). Prevalence of major depression to be between 3.1% and 4.9% during pregnancy, and
including minor depression estimated to be up to 11% during pregnancy (39).

The prevalence of postpartum depression in China is high at 14.7% and 10.9% in Shanghai
(68-70). Postnatal mood disorders according to the meta-analysis were the highest in rural areas
prefecture-level cities (25.4%), lower rates in provincial capitals (19.5%), and lowest in
municipalities directly under central government (12.9%) (70). Perinatal psychiatric disorders
are the leading cause of maternal morbidity and are associated with long-term consequences
for maternal mental health (7, 20). Epidemiological research shows that women in vast growing
metropolitan cities are at great risk for developing common mental health disorders (71, 72).
Concerns about the burden of mental disorders and their association with urbanicity have
grown worldwide; however, little is known about the extent of these issues in the rapidly-

expanding megacities like Shanghai (73).

1.6 PERINATAL ANXIETY

1.6.1 Pregnancy Anxiety

Anxiety is a severe condition, however been overshadowed by depression research and
prevention. Little research has been done into the course of anxiety disorders in the perinatal
period. There is growing evidence that anxiety occurs frequently during pregnancy and exists
independent of depression. The prevalence of anxiety disorders in pregnant or post-partum
women lies at 13%, comparable with non-pregnant women (20). There is a considerable

amount of comorbidity in antenatal depression and other mental health disorders, particularly



anxiety (74). Anxiety during pregnancy whether general or pregnancy specific (PrA) has often
been seen as a feature of depression rather than a syndrome in its own right (44). As a review
by Gorman and colleagues 1996 have shown, comorbidity between depression and anxiety
estimated to be as high as 85% (75). In a recent study Lydsottir and colleagues (2014) showed
that pregnant women, who screened positive on the EPDS had a range of other serious mental
disorders, other than major depression, including GAD, OCD, bipolar disorder, and eating
disorders (76). Lydsottir’s study has shown higher prevalence of antenatal anxiety then
depression (76). GAD was the most common anxiety disorder diagnosed, although a substantial
proportion of women were diagnosed with social phobia, OCD, panic disorder, and
agoraphobia. Women in large US population-based study had a prevalence of anxiety of up to
13% in currently pregnant or post-partum women, indicating that it may be even more common
than depression (77-80). Similar prevalence of anxiety is also found in low- and middle-income
countries (8, 9). Faisal-Cury and Menezes (2007) noted a higher prevalence of antenatal anxiety
(59.5%) than antenatal depression (19.6%) in 432 community pregnant women (81). In another
study in Bangladesh (n=720), 18.3% of pregnant women had depression, 29.4% anxiety, yet
only 3.4% were comorbid (82).

1.6.2 Prevalence of Anxiety During Pregnancy

Anxiety is greater than the prevalence of Generalized Anxiety Disorder (GAD) in the wider
population (up to 3%) (83). Furthermore, pregnancy-related anxiety (PrA), is anxiety
characterized by pregnancy specific fears and worries, may in fact represent a specific type of
anxiety response in women (84) with reported prevalence as high as 14.4% (85). Anxiety
symptoms in pregnancy can relate to several anxiety types, such as general anxiety, anxiety
disorders, and pregnancy related anxiety (PrA), anxiety characterized by pregnancy specific
fears and worries. Awareness of these distinctions however, is not always wide spread. Both
general anxiety and PrA are associated with maternal negative outcomes (e.g. increased
nausea) however; PrA is more often associated with negative outcomes for the child (e.g.

preterm birth) (77).

1.7 RISKFOR PERINATAL MENTAL HEALTH PROBLEMS

Pregnancy is a period of transition, making women more vulnerable and in unfavorable
circumstances may lead to psychopathology in both mother and child. The birth of a baby

implies personal change and potentially evoke psychodynamic aspects related to the own



childhood (86). Despite substantial research into risk factors for perinatal disorders, particularly
depressive disorders, there are few systematic reviews and research using diagnostic measures,
longitudinal approaches, and comparison groups. Studies often exclude women with a history
of mental illness (20). A systematic review (9) assessing perinatal mental health problems
(PMHP) in women from low- and lower-middle-income countries has shown that PMHP are
affected by multiple factors and direct causal pathway are lacking. The relative importance of
biological etiological, psychological, and social factors and their interaction is debated.
Multiple risk factors increased the severity of PMHP and Patel and colleagues 2002 found that

risk factors interact, in culturally determined means (87).

1.7.1 Psychosocial and Genetic Risk Factors

Psychological distress and stressful life events during the previous year increase the risk for
perinatal mood disorders (88). The women’s relationships are important for her well-being.
Poor relationship increases risk of depression (42, 89-91). Lower partner support is a risk factor
and higher prevalence of relationship conflict in women with postpartum depression (92).
Maternal perceptions of social integration and partner provision of problem-focused
informational support and positive feedback are important (93). These findings are in line with
our qualitative research of Shanghai women, highlighting the protective factor of the husband’s
support (94). Women with a history or current abuse are at high risk for perinatal depression
(95). Unemployment, low income, or unplanned pregnancy have also been associated with
increased risk for perinatal mood disorders (96, 97).

Based on current research (19), one of the strongest risk factors and predictors of postpartum
depression are women, who experience depression or anxiety during pregnancy or have a
previous history of depressive disorder (42, 97). An Australian twin study found that 25-38%
of postpartum depression were explained by genetic components (98). Personality factors, such
as negative self-attribution and neuroticism have been linked to higher risk for mood disorders,
also in the perinatal period (42). The living situation with family members, particularly parents-

in-law may be a risk factor for postpartum depression among Chinese puerperal women (99).

1.7.2 Maternal Mental Health Problems Risk Factor for Infant

Children exposed to maternal prenatal mental health problems, and distress are at increased
risk for psychopathology. Elevated maternal cortisol and epigenetic regulations of placental
glucocorticoid-pathway  genes are potential mechanisms (100). The maternal

ANS/cardiovascular and Hypothalamic Pituitary Adrenal Axis (HPA) systems are two primary
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biological effectors of emotion experiences that are potential mediators affecting fetal
neurodevelopment with potentially lasting effects into childhood (19, 101). Predictions from
fetal behavior to early childhood are note-worthy and highlight its value. For example, fetal
heart rate variance (FHRV) is positively associated with cognitive and motor abilities at age of
2 years (19). Even though, until recently largely ignored, maternal affective symptoms, such
as perinatal depression and anxiety, may alter placenta function in a way that moderates fetal
exposure to glucocorticoids, such as cortisol (102). Individuals with exposure to stress in early
life may be more vulnerable to psychosocial stress in the perinatal period, due to previous
alternation in the regulation of the HPA axis (47, 103, 104).

In Europe, 3% of the depressed pregnant women are estimated to be treated with selective
serotonin re-uptake inhibitors (SSRI) and 4-10% in North America. Selective serotonin re-
uptake inhibitors (SSRI) are the most common drugs for depression treatment (105). There is
an increased risk for admission to neonatal care for infants exposed to SSRI’s during the third
trimester of pregnancy (106). Two recent register studies stated however, no increased risk for
autism spectrum disorders in children exposed to SSRI’s during fetal life (107). Studies

assessing pregnancy outcomes and infant outcomes are however limited (108).

1.7.3 Risk Factors in Developing Countries

Most studies of perinatal mental health are conducted in industrialized countries. Less focus
has been put into risk factors specific to developing countries. Especially, prominent for China,
that has undergone vast economic growth and a population policy shift from the one-child to
the two-child reproductive policy. Factors that may impact the family dynamics and increase
tension among the generations. In many cultures, including China, lack of support from the in-
laws seems equally important a lack of support from the women’s partners (109, 110). The
WHO Mental Health Burden defined risk factors for mental and behavioral disorders are
unstable family environments, abuse and civil unrest. These risks can be reduced by supporting

stable family life, social cohesion and human development (111).

1.7.4 Risk Factors Specific to China

A risk factor specific for China is female gender of the new born, where boys are the preferred
sex with a large over proportion of male infants (112, 113). The Chinese sex ratio at birth is
currently the highest in the world, with 120 male to 100 female infants (114). Urban, highly
educated, women of advanced age might have greater boy preference due to implicit social

status (115). Studies have shown that disappointment over the infant’s gender is a significant
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risk factor for postnatal depression in China (116). The positive association between infant
male gender and postpartum well-being could be moderated by two-child birth control policy
(117).

Prevalence of postpartum depression is higher in women from the Chinese one-child generation
compared to previous generations (118). Women without siblings are more likely to be affected
by negative mood states (119). Epidemiological research shows that women in vast growing
metropolitan cities are at great risk for developing common mental health disorders (71, 72).
Concerns about the burden of mental disorders and their association with urbanicity have
grown worldwide; however, little is known about the extent of these issues in the rapidly-
expanding megacities like Shanghai (3).

In China, it is common to live with the parents-in-law after the delivery of the child. Living
with parents-in-law may be a risk factor for postpartum depression among Chinese puerperal
women. Future preventive interventions should include strategies that target the puerperal
women who lived with parents-in-law (99). The generation gap between the parental generation
and the young couple can be significant, particularly in China, due to the vast economic change.
In addition, rural-urban migration within China contributes to generations of grandparents from
rural areas of China moving to the metropolitan cities, where their sons and daughters work
and have established an urban lifestyle. Traditional values and modern lifestyle clash and cause
tension between generations, negatively impacting perinatal women’s mental health.
Traditional rituals that contribute to social order are challenged and transformed in response to
contemporary social changes, family structures, women’s status, and health-care systems
(120). The ancient Confucian philosophy is present in contemporary China, reflected in the

central role education plays to be a good Confucian scholar and member of society (121, 122).

1.8 PREVENTION, EARLY IDENTIFICATION AND PREPARATION FOR
PARENTHOOD

The risk of perinatal mental health problems is shown to be lower in women with non-
judgmental and supportive family relationships, access to a better education, paid work, sexual
and reproductive health services (9). The positive impact of education on mental health has
been supported by the survey study of Shanghai women, where the healthy women had
significantly less mental health problems and were much more likely to seek help (123).
Routine pregnancy care is important to reduce risks of perinatal mental health disorders. It is

important that antenatal healthcare providers (including obstetricians, prenatal nurses, and
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family doctors), and women themselves are educated about these risk factors. For clinicians, it
is important to ensure a thorough clinical history is obtained, which specifically asks about
previous episodes or feelings of depression. Non-targeted psychosocial or psychological
interventions do not significantly reduce the number of women developing postnatal depression
(21, 93). However, professional postnatal support individually targeted to at-risk women may
be beneficial (93, 124).

The National Institute of Health and Clinical Excellence (NICE) (125) guidelines recommend
that health care professionals should ask pregnant or postpartum women at their first visit about
past or present severe mental illness, previous treatment, and family history of perinatal mental
illness (125). Assessment for maternal mental health would support health professionals to
identify women with high-risk profiles and provide ability to offer preventive interventions
(126). Assessment are not always conducted, and therefore many women are not identified as
being at risk for, or as currently suffering from, antenatal anxiety and depression (127, 128).
Screening for anxiety during pregnancy is evident, as it is associated with negative outcomes
for mother and infant, such as increased nausea and poor maternal attachment (129, 130).
Failure to recognize postpartum mood disturbance can sometimes lead to tragic consequences
for the mother and child, notably maternal suicide and infanticide. The majority of postnatal
depressions are self-limiting, resolving within months of onset (11, 131). In the perinatal period
parents are often highly motivated to seek support for their babies’ wellbeing and for the
potential reduction in intergenerational family dysfunction, and hence this is a unique

opportunity to provide preventive interventions for the mental health of the whole family (132).

1.9 SOCIOCULTURAL CONTEXT OF WOMEN’S MENTAL HEALTH

The influence of a society’s core value system is visible in many areas of cultural life. It is
however nowhere more evident than in the cultural treatment of the human body, most
especially during the perinatal period (133). Women’s mental health, particularly during the
perinatal period is critically important for the women themselves. A recent study found that
women’s interest in their mental health outweighed their interest in reproductive health or had
high priority and the women were open to share their mental health problems (94, 134).

Perinatal mental health is a women’s health priority for policy and practice focus in many high-
income countries (135). However, the psychological health and social needs of women in low-

and middle-income countries is not a priority for governments, as shown in treatment gaps

13



(36). It is resulting in an environment where women attribute much of their psychosocial
distress to financial insecurity, especially after a second child in China, financial and emotional
responsibility, heavy work burden, and a gender-based burden to take care of the older
generation as well (9, 136, 137). Risks for mental health disorders are probable to diverge due
to the environment and women’s perinatal mental health influenced by social and cultural
factors beyond the women’s individual control, such as the Chinese confinement (29, 138).

Cultural stigma of mental health provides barriers for help-seeking outside, particularly in this
vulnerable postpartum period (9, 94). Seeking help for emotional problems is a very new and
challenging experience for many women in low-and middle-income countries, including urban

China (8, 94).

1.9.1 Role of the Mother

This focus on the production of the ‘perfect baby’ is a rather common development, as Davis-
Floyd portrays it to be a direct result of the combination of the technocratic emphasis on the
baby-as-product, the multiplicity of new technologies available to assess fetal quality, and the
powerful economic and legal incentives to use them (133). The focus on the ‘perfect baby’ can
be perfectly seen in the results of the Chinese one-child policy (137). One of the consequences
of the one-child policy to reassure the perfect baby is the extraordinarily high selected CS rates
in China, an international comparison (139). Other related consequences are the financial and
educational investments in the children of the one-child generation and the current lack of

desire for a second child, due to the burden on the family’s financial and time constraints (137).

1.10 CHINA’S MENTAL HEALTH CARE THEN AND TODAY

Different to the situation in the western countries, where large proportion of people with mental
health disorders live on their own or in institutional settings (nursing homes, hospitals, out-
patient facilities), in China over 90% of the people with major mental disorders live with family
members (140). Affordable and accessible psychiatric treatment is lacking. Political, and
economic factors, as well as philosophical traditions play a role in the determinations to
establish a modern mental health care system in China. The anthropological overview of
China’s conceptualization of mental health by Chang and Kleinman (2002) (141) described
that traditional Chinese theories of medicine did not consider mental disorders distinctly from
physical disorders. In Chinese tradition, the roots of mental illness lie in the imbalance of the

internal organs (141). Consequently, the attitude to treatment of mental disorders primarily was
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a somato-psychic one, with emphasis on restoring physiological function and balance. The
separation of mental disorders as independent field of study and treatment occur only in the
late 1800s, when foreign missionaries established asylums for Chinese people with mental
health disorders. During the first part of the twentieth century pervasive social disruption and
war ceased developments in mental health care even further (141). In order for interventions to
be beneficial to reduce mental health-related stigma cultural influences revealed by the Chinese
population need to be considered (142). In 1948, there were only approximately 60
psychiatrists and five psychiatric hospitals with 1100 beds in all China, for a population of
nearly 500 million people. Part of the official agenda during the founding of the People’s
Republic of China (1959) was to transform the social system, to improve growth. This resulted
in a rapid increase in psychiatric beds all over the country grew to 19 times that of the pre-
liberation period. Public order and its maintenance were central political priority and Russian

mental health disorder concepts dictated the professional discourse.

1.10.1 During the Cultural Revolution

During the Cultural Revolution (1966—1976), psychiatry was unsettled in a broader sense than
any other medical specialty. Mental health disorders and other forms of deviance were used as
problems of wrong political dissidence and addressed by re-education, instead of psychiatric
health care (143). Community mental health programs were mostly terminated during the
Cultural Revolution (144, 145). Psychiatrists were forced into accepting that mental health
disorders were wrong political thinking, not actual disorders. Psychiatrists were encouraged to
promote traditional Chinese medicine’s herbal cures, due to the ideological importance radical
Maoists placed on traditional treatments. Psychiatrists further had to hide their Western training
and relationships to avoid the labelling of foreign problem (141, 146, 147). These are important
explanatory factors for the culturally specific stigma of mental health in Mainland China, the
low rates of trained mental health professionals, the low rates of treatment seeking for mental
health services, the concerns regarding confidentiality, beside the structural challenges,
educational, financial, and access to treatment explanations for the large treatment gap in

China.

1.10.2 The 1990s
Large hospital-based and profit-making models of mental health care service started to be

questioned by psychiatrists. The Ministry of Health reconsidered approaches and attitudes for
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mental health care. During (2002-2010) the first National Mental Health Plan was signed by
the Ministries of Health, Civil Affairs,

Public Security, and China Disabled Persons’ Federation (CDPF) (148). Besides the focus on
severe mental health disorders, symptoms reduction, rather than enhancement of quality of life

and functional status (143, 149).

1.10.3 Current Situation

By 2025, research suggests that 39.6 million years of healthy life will be lost due to mental
illnesses in China alone based on Disability Adjusted Life Years, or DALY's (150). Meanwhile,
China by the end 0of 2010 China had only 757 mental health facilities and approximately 20,480
psychiatrists, and is poor in prevention and rehabilitation of mental disorders (151). Already in
1999, the WHO World Health Report suggested that suicide was China's fourth most important
public-health problem in terms of DALY's lost (152). In China, there are more suicide deaths
among women than men. Suicide is the leading cause of death among the 15-34 years of age,
accounting for 19% of all deaths. The rate in women was 25% higher than in men, mainly
because of the large number of suicides in young rural women (153). These patterns are
different from those reported in other parts of the world (154, 155). A large number of suicides
would be averted in China, If 50% interventions coverage could be achieved, and therewith
significantly reduce the impact of mental health disorders on the global burden of disease. (45).
On May 1, 2013 the Congress of China endorsed the national mental health law (73, 156). It
was initiated to counteract concerns on the stigma of mental illness and human rights violations
in psychiatric hospitals in China, particularly in reference to involuntary admission (157). A
main goal of the law is to expand access to mental health services by shifting the focus of
services from specialized psychiatric hospitals in urban centers to general hospitals and
community health clinics in both urban and rural communities (156). Despite a new National
Mental Health Plan, mental health problems are stigmatized while understaffed outpatient
facilities limit access to treatment (145, 158). Common mental health disorders account for
greater proportion of mental burden in China, compared to more severe mental disorders, which
consume most mental health resources (150, 151). This disparity is reflected in the Chinese
treatment-seeking rate < 6% for CMD (37). Out of all individuals with any diagnosis of mental
disorders, 91.8% of them never seek help (31). For psychotic disorders, 27.6% never sought
help and 12.0% saw non-mental health professionals only (159). The lack of medical

professionals, as well as the Chinese attitude and help-seeking behavior for CMD results in
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treatment gap (136). WHO's Mental Health Gap Action Program (mhGAP) (30) recommends

psychological treatments as first-line treatment for common non-psychotic mental disorders.

1.11 CHINESE SHIFT FROM ONE- TO TWO-CHILD POLICY

1.11.1 The One-Child Policy

The one-child policy was introduced in 1979 by the Chinese Government who considered
population restraint of birth numbers as essential to lift China out of severe poverty caused by
decades of economic mismanagement (160, 161). Between 1950 and 1970, the population had
increased from 540 million to more than 800 million (161). In response, the government
introduced the firstly voluntary “later-longer-fewer policy” in the 1970s, to encourage later
childbearing, longer gaps between children, and fewer children. This policy led to a large fall
in the total fertility rate from an estimated 5.9 births per woman in 1970, to 2.9 births per
woman by 1979. Despite the clear indicator of a downward trajectory in fertility, the threats of
overpopulation persisted. These fears are the base of the introduction of the one-child policy
(162). The consequences of the one-child policy are omnipresent in the Chinese society, such
as the debate around the effects of the one-child policy on the wellbeing of children. The effects
have been characterized by a stereotype of parents and grandparents overly emphasizing and
carrying for the only-child, creating spoiled, selfish, unsociable, and obese so-called little
emperors (163). The evidence is however mixed. Studies controlling for confounders showed
that only children have higher academic achievement, higher self-esteem, and greater
confidence (164, 165). These study results emphasize contributions to potentially better health
outcomes. These effects are partly attributed to families resources being directed towards the
only child with overall beneficial effects on education and health (166). There is however also
evidence for the contrary: studies in young adult soldiers have shown that soldiers with siblings
were significantly more motivated, hard-working, obedient, sociable, and mentally stable than
only children without experience of siblings (160).

The child policy shift in 2015, aimed to counterbalance the aging population, smaller number
of labor force, and screwed sex ratio (167). Already by the late 1990s the combination of
socioeconomic change and party-state effort had reduced China’s once high fertility to below-
replacement levels (168, 169). In 2000 the joint party and state decision authorized a significant
change to the state-centric family and birth planning toward client-centered health services. In

2001 the Chinese reproductive policy begun to define rights where previously there were only
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duties. The 2001 Law explicitly affirmed the right to reproduce (although only within the limits
of birth policy) (170).

China’s two-child policy significantly impacts the society, particularly women in reproductive
age. It results in changes in health care, education, and influences China’s economic growth
(171). The impact of the child policy has lasting consequences for family structures, norms,
and provide opportunity for new perspectives on family planning. Away from the one-child
generation norm of four-two-one to a new four-two-two (172). The change in child policy
raises concerns for women who have been under the one-child policy and mental health issues
need to be addressed. The Chinese government was prepared to increase perinatal health care
specialists, pediatricians, and mental health care professionals. During the one-child policy,
women avoided using important gynecological and obstetric checkups, resulting in increased
risk for mortality in women with pregnancies unapproved by the family planning institute
(173). The two-child policy impacts the use of prenatal and obstetric care utilization, towards
an increase in care-seeking behavior. More perinatal health care providers and services are
needed to meet the surge in perinatal health care, due to the child policy shift (174, 175). In
line with a United Nations calls call for gender equality, China’s Gender Fund for Research
and Advocacy investigated the impact of the two-child policy. Gender inequality and
disadvantages for female employees are essential to be understood in relation to the child policy
shift (176). The caretaking of two children puts a larger strain on women and the current
concept of family internal caregiving might not be sufficient to meet the needs. Governmentally
organized daycare taking systems would enable the couples to maintain in the labor market and
to reduce the strain on grandparents, as caretakers for their grandchildren. In Shanghai the
Municipal Commission of Health and Family Planning (177) provides parental leave, with a
128 days maternity and a 10 days paternity leave, in order encourage families to have a second
child (177). The Chinese government has increased the perinatal health care services and
granted 89 000 additional maternity hospital beds and aims to educate an additional 140 000

midwives and obstetricians (160).

1.11.2 Development of Two-Child Policy

Under the background of China’s previous one-child policy, many pregnant women preferred
caesarean delivery to avoid the potential risk of vagina delivery (178). The one-child policy is
seen as a potential factor for China’s high caesarean section rate. China’s new two-child policy
and women’s shared fertility intention of having a second child, are external factors affecting

women’s decision making of mode of delivery (139). With the implementation of the two-child
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policy, its presumed that the age group of women at high risk of stillbirth might shift to older
women (179). Several population-based studies showed that in women with previous caesarean
delivery, the risk of unexplained antepartum stillbirth at or after 39 weeks' gestation was about
double the risk of stillbirth or neonatal death from intrapartum uterine rupture (180). These
high-risk pregnant women and women who have had a previous caesarean delivery will entail
challenges for China’s health care system (181). Despite the expected birth rate rise after the
implementation of the two-child policy, the Chinese urban women’s birth rates dropped. The
Chinese government is now investing in strategies to encourage women to have more children
and analyze the reasons for the low birth rates. Women’s societal position and career security,
as well as lack of role models are factors contributing to the choice of number of children (137).
The effectiveness of the current two-child policy suggests that the threshold of fertility policy
is between one and two children. Implying that even with a fertility policy liberalized to a three-
child policy, the impact will not be substantial (182). Recent evidence showed that that the role
of the fertility policy is diminishing fast, and that fertility in contemporary China, as elsewhere,
is socioeconomically determined (183).

The Chinese government is trying to promote women having a second child, particularly in
urban areas such as Shanghai. Yet up until present, strategies have not been successful and they
are urged to find solutions rapidly to counteract the aging society (137). However, in order to
increase the number of children in China, fertility factors, related policies have to be initiated
with immediate action. Especially, to reduce childbearing costs, in terms of female costs in
order to influence fertility rates, such as reducing the cost of admission to kindergartens or
nanny fees, birth special subsidies, extending the number of hours taught by the school (182,
184). Under the universal two-child policy, given the state-driven privatization of childcare
services and the weakening of gender equity ideology (185). Women’s fertility autonomy, in
particular their ability to stop childbearing when they do not want any more children, has far-
reaching implications for gender equality in urban China (186). This has been shown in a
decrease in the birthrate after introduction of the two-child policy (137). Since the
implementation of the two-child policy 2015 birth rates declined by 2 million the second
consecutive year. China’s population expanded by 0.38 percent last year. A rate comparable

with western industrialized countries and Japan (187).
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1.12 CHINESE POSTPARTUM CARE “DOING THE MONTH”

In Chinese tradition it is custom to do a postpartum practice of "confinement" or "doing-the-
month". These traditional postpartum practices involve courteous social support and
recognition of the status of motherhood. These practices have been recognized by
anthropologists as protection from postpartum depression for both mothers of infants. It is
clearly a firmly-integrated holistic set of practices deeply imbedded in Chinese culture (188).
Three major reasons for Chinese women to carry out the confinement were identified. These
are: curing the pregnancy-induced imbalance, preventing future illness, and preventing future
misfortune to themselves and those with whom they interact (188, 189). The confinement
practice has several aspects that could contribute to or are not successful in protecting the
women against postpartum depression. These aspects include the generally weakened social
support in modern society, conflict with a mother-in-law, and the experienced tension by
modern women as they work to balance traditional with contemporary values (69). The
confinement practices are intended to increase social and practical support for the mother and
thereby intent to promote maternal mental and physical health (69). Doing the month involves
a series of practices related to the maternal role, physical activity, maintenance of body warmth,
and food consumption that are believed to restore maternal postpartum health and prevent
future disease. Strengths of these practices include acknowledgment of the woman's societal
and familial contribution to childbearing and the provision of consistent family support. There
is concern for the effect of some practices upon both maternal physical and psychological
health, particularly for postpartum depression (190).

Parents or parents-in-law highly influence new mothers to adhere to traditional practices (191-
193). With rapid cultural, economic, and educational development in China, however, some
urban and suburban women are now beginning to question and modify traditional postpartum
practices (192, 194, 195). Traditionally mothers-in-law exercised significant power in Chinese
households and had a major influence on the postpartum care of new mothers (29). Women
experiencing postpartum depression reported conflict in attempting to conform to the Chinese
tradition of being compliant and submissive wives, which is necessary to maintain family
harmony while desiring to assert their modern values of individuality and independence (112,

137, 196).
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1.13 CHINESE ANTENATAL HEALTHCARE

In China, maternity healthcare is an obstetrician-led model (175). Chinese obstetricians are the
primary providers of antenatal care for all childbearing women (175), leading to an over
medicalized and more expensive approach of providing such services (197). Midwives have a
long history in China. They used to endure a sustained denigration from the male literati and
later from the medical profession during dynastic China (198). Today, Chinese midwifery as a
profession has been marginalized (199). Midwifery care was regarded as unprofitable and
disposable, as it was perceived historically as a lower-class occupation. Pregnant women
usually lack individualized continuity of care from midwives during the perinatal period. The
marginalization of midwives, over medicalization, and the one-child policy led to high rates of
cesareans, as data from WHO indicated. The prevalence of cesarean sections in the past 10
years in China was significantly higher than WHO’s (200, 201) recommended proportion. The
one-child policy might have contributed indirectly to this increase. Parents who can have only
one child might opt for what is perceived to be the safest delivery option (201, 202). There is
great concern about the growing proportion of women giving birth by caesarean section in
China. As the proportion of caesarean deliveries continues to rise, the number of vaginal
deliveries is becoming a less common proportion of total births in China, although midwives
retain authority over normal birth in some settings (198). In some urban hospitals, caesarean
section rates reached 100% (199). The high cesarean section rates are a call for the Chinese
Government to enhance the quality of antenatal care for pregnant women who had one previous
caesarean delivery, particularly for older parturient women (179). The child policy shift
increased the number of births and raised the pregnant women with advanced age, therewith
increased the risk for women with complicated pregnancies. Women with complications during
pregnancy are known to be more vulnerable, because of higher level of average risk of adverse

outcomes, resulting in greater physiological and psychological stress exposure (58).
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2 RATIONAL OF THE THESIS

Perinatal mental health disorders are common and affect every 10th woman. They have long-
term consequences for both mother and child, yet recognition and treatment in China is limited.
Perinatal mental health disorders are therefore of importance for public health outcomes and
long-term health of societies. Currently, there are no national guidelines for perinatal mental
health screening and no national requirements for perinatal mental health interventions in
China. In 2016 China legislated a new child policy, allowing couples to have two children, to
counterbalance the ageing populations. The two-child policy has significant impact on multiple
levels of society and health care infrastructure. To date, it is still not known how different
groups view mental health problems, where women would seek help for perinatal mental health
problems, and who they would trust and turn to. To improve long-term health outcomes of
young women in urban China, it is essential to gain information from both professionals and
women during the perinatal period regarding mental health care and suggestions to reduce the

treatment gap.

21 PURPOSE

The overall aim of the thesis project was to explore how women and health care providers
perceive mental health problems during the perinatal period in urban China.
1. Comprehend Chinese women’s judgement, decision-making, and stress regarding a

second child, in light of the two-child policy shift (I).

2. Investigate key informants’ and women’s perceptions of the acceptance for and

awareness of perinatal mental health in China (11, IIT)

3. Understand Shanghai women’s care-seeking behavior for common mental health

disorders, perception and accessibility of health care, and to whom they disclose (IV).
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3 MATERIAL AND METHODS

Four studies, with four different data collections are included in the thesis. The methods are

shown in Table 1.

Table 1: Overview of Material and Method of all Papers

Paper | Approach | Focus Participants | Point of Method of | Method of

data data analysis
collection collection

I Qualitative | Urban women’s 37 Shanghai | August- Semi- Content
judgment and and September | structured analysis
decision-making | Hangzhou 2016 interviews
regarding a women
second child in
light of the two-
child policy.

II Qualitative | Key informant’s | 15 key health | June 2018 Semi- Content
perception of care structured analysis
perinatal mental informants, interviews
health care in public health
urban China professionals,

policy makers

I Qualitative | Shanghai 16 Shanghai | December Semi- Thematic
women’s women with | 2018 structured Analysis
perception of experience of interviews
perinatal mental | pregnancy
health and/or

childbirth

v Quantitative | Shanghai 487 Shanghai | Spring 2019 | Online Descriptive
women’s care- women with survey statistics and
seeking behavior | experience of comparative
for perinatal pregnancy analysis
mental health and/or

childbirth

3.1 DESIGN AND DATA COLLECTION

The studies I, II and III included qualitative data analysis of interview material collected in
urban China. The interviews in study I were completed with the aim to comprehend Chinese
women’s decision-making and stress surrounding a second child in light of the two-child policy
introduced in 2016, and analyzed using content analysis. In order to gain insight in the health

care professionals’ conceptualization of perinatal mental health care services in urban China,
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interviews in study II with key informants were conducted and analyzed using content analysis.
The interviews in study III aimed to gain insight in Shanghai women’s care-seeking behavior
for mental health problems during the perinatal period and analyzed by means of thematic
analysis. With the information and overview gained through the qualitative studies, a survey
was developed to get a quantification of the results from the interview studies with health care
professionals and Shanghai women. The online survey with Shanghai women provided
valuable information on care-seeking behavior and to whom the women would disclose their

perinatal mental health problems.

3.1.1 Study |
Urban Chinese women above 18 years, who spoke Mandarin Chinese, were invited to

participate in the study. The participants were recruited through flyers on Hangzhou Normal
University Campus and via WeChat, the Chinese primary social media platform. ocial Work
and Counseling master students from Hangzhou Normal University recruited the participants
throughout August and December 2016. A 26-item interview guide was developed by the
research team based on the pregnancy interview and suggestions by Slade (203). It was tested
by both American Chinese researchers at Columbia University as well as Hong Kong and
Mainland Chinese women, and refined prior to the study. The interview questions addressed
questions related to two-child policy, such as women’s expectations and decision-making
regarding a second chlild. Master students in Social Work and Counseling were introduced to
the content of the interview guide and provided with supervision from the research team to
conduct the interviews in the best manner. Informed consent was obtained from all participants.
The qualitative study was set up as content analysis. The method was chosen with reference to

the purpose of this study to investigate experiences.

3.1.2 Study Il
15 Shanghai key informants in perinatal health, government representatives, medical staff

(obstetricians, psychiatrists, midwives, nurses), and public health experts were interviewed on
their perception on perinatal mental health in urban China. The 11-items interview guide on
key people’s perceptions and attitudes on CMD, especially in the perinatal period in China,
was developed by the research team. It was tested on key informants and by Chinese members
of research team prior to first interview. The informants were asked to provide their own
perspective on different influential aspects on perinatal mental health care, governmental,

societal, family, individual, and health care. All interviews were conducted in English.
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Informed consent was obtained from all participants. Content analysis with inductive approach

was chosen to gather the individuals’ views unconditioned and neutral with regards to the topic.

3.1.3 Study lll

16 Shanghai women were interviewed on their perceptions of perinatal health care services in
urban China. The 9-items interview guide on Shanghai women’s perceptions and attitudes on
CMD, especially during the perinatal period in China, was developed by the research team. It
was tested on Shanghai women by Chinese members of the research team, prior to the first
interview.

Informed consent was obtained from all participants. Interviews were conducted in English,
with Chinese translator. Thematic analysis with inductive approach was chosen to gather the

individuals’ views unconditioned and unprejudiced with regards to the topic.

3.1.4 Study IV
The survey was released in Spring 2019. The study-specific questionnaire was developed by

the research team and based on the results from the qualitative research studies with key
perinatal health professionals and Shanghai women in child bearing age, as well as prior
research in childbirth and maternal health, using self-report questionnaires to get information
about women’s experiences in the perinatal period (204). The study-specific questionnaire was
developed based on the literature and a previous interview study with 16 women (94). The use
of a global mental health status retrospective 12-months assessment is globally used by WHO,
using the International Diagnostic Interview (CIDI) (205, 206). A prevalence study of CMD in
urban China by Shen and colleagues (2005) used the WHO CIDI for their evaluation of the
urban Chinese mental health status. These self-ratings, next to the research group’s qualitative
interview outcomes, inspired the development of the online survey with 20 closed questions
and one open-ended question (205). The closed questions were rated on a 1-5 Likert scale,
including questions such as: What life events happened in the past 12 months that influenced
their emotional or mental health status; If being pregnant or giving birth changed their mental
health status; How they would resolve potential emotional problems or mental distress; and
Who would be their first contact to resolve their emotional problems or mental distress. We
asked the women to rate their mental health status during the past 12 months on a scale from 1
to 10, from “very bad” to “very good”. This global measure of the women’s mental health
status was used to dichotomize the sample into two groups, based on their feelings of being
mentally healthy or unhealthy. The dichotomization into a “healthy” and “unhealthy” group

followed previous research using women’s self-reports on pregnancy and birth outcomes (204).
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The informants were recruited via Fudan University Redhouse Hospital, Shanghai Women’s
and Children’s Health Center, and Chinese American Psychoanalytic Alliance (CAPA), by
members of the listed institutions and research collaboration partners. The survey was sent out
to the participating women via a WeChat survey. WeChat is a Chinese mobile messaging app,
released in 2011. In its home market of China, WeChat is one of the leading social networks
worldwide, placing fifth in number of active users. In 2018, WeChat had almost 1.1 billion
monthly active users (207). WeChat requires its users to verify an account including personal
information and verification. The extension and popularity of the app made it a very useful tool
to reach the vast majority of the potential study participants and guaranteed the security of their

personal information.

3.2 DATA ANALYSIS

3.2.1 Study|

The study was designed a content analysis and the method chosen to serve the purpose of
investigating the women’s experiences. All 37 interviews were conducted with urban Chinese
women from Hangzhou and Shanghai. The women ‘s average age was 29.5 years and all were
well-educated. Rural areas were not included in the study, nor women post reproductive age.
Transferability of the findings is difficult due to sample selection. The uniqueness of the study
is its timing right after the initiation of the two-child policy. It apprehends the decision-making
surrounding a second child, family choices, and its impact on women’s career. Interview
questions referred to women’s concerns at an instance of a major societal shift. The restrictions
to reproductive freedom as a consequence of the child policies have been controversially
discussed at the United Nations and western societies (208-210). The analysis of the
consequences of the child-policy shift with respect to women’s decision-making regarding a
second child is an important societal and public health discourse. The Chinese research team
members received a training by project leaders to conduct the interviews and be self-aware of

biases.

3.2.2 Study ll
A qualitative study design with inductive content analysis approach was chosen, according to

Elo and Kyngas (211). This qualitative research approach provides well-grounded and rich
descriptions of processes in local contexts from the perspective of the informants. The number
of 15 interviews was considered sufficient for the study aim and the material provided a unique

insight into the Chinese health care system and attitudes of professionals in the perinatal health
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care field on mental health services in in Shanghai. The interviewer is part of the research group
and was specifically selected to conduct the interviews. In accordance with (211), the strategy
to ensure trustworthiness of our content analysis started by choosing the best data collection
method to answer our research questions. Content analysis was chosen because the data was
collected by semi-structured interviews. We assured transferability by carefully selecting our
interview participants according to our selection criteria. This enhances the opportunity to

transfer the results to other urban Chinese contexts (212).

3.2.3 Study lll
A qualitative research approach with inductive approach provides well-grounded and rich

descriptions of processes in local Chinese contexts from the perspective of the informants
(211). The number of 16 interviews was considered sufficient for the study aim and the material
provided a unique insight into urban Chinese women’s perceptions and attitudes towards
perinatal mental health and care seeking-behavior. The interviewer and translator into
Mandarin Chinese are part of the research group and were specifically selected to conduct the
interviews. Thematic analysis was chosen to analyze the semi-structured interviews. In
accordance (213) to ensure trustworthiness of the thematic analysis, we selected an optimal

data collection method to answer our research questions.

3.2.4 Study IV
The online cohort survey in Shanghai included 20 closed questions related to women’s

perinatal and current mental health status, help-seeking behavior, and requests for mental
health care. Statistical analysis was carried out using SPSS Statistics Version 25.0 (SPSS, Inc.,
Chicago, USA). Continuous variables were analyzed by means and standard deviations, and
categorical variables were analyzed by number and frequency. Statistical significance was set
at a p value <0.05. Binary logistic regression analysis was performed to identify the association
between explanatory variables and overall mental health status dichotomized into healthy and
unhealthy. The women’s overall mental health statuses were estimated by a range from score
1 to 10. The overall mental health status was dichotomized into healthy and unhealthy with a
cut off at 4, meaning that women scoring between 1 to 4 felt mentally unhealthy and women

scoring 5 to 10 felt mentally healthy.

28



4 ETHICS

The studies included in the PhD thesis were all conducted according to the principles of Good
Clinical Practice and have been approved by the ethical review board in Stockholm, Fudan
University Public Health Department, and affiliated University ObGyn Hospital. Results were
disseminated at national and international scientific conferences, published in peer-reviewed
journals, and spread to the public through social media. According to the Declaration of
Helsinki ethical guidelines, research must adopt and follow fundamental ethical principles.
These ethical principles entail special respect and understanding of the individual and the
population. The guidelines apply not solely to the study participants, but to all individuals
whose health can be preserved or improved by applying the research results. The research
conducted in this thesis has given consideration and followed the notion that the research
should have a beneficial effect on the entire population. Study I: The two-child policy study
was granted ethical approval from Fudan University, School of Public Health IRB #00002408.
Participation was voluntary and discontinued at any time. Participants signed written consents.
Ethical questions were asked, such as whether the interview could potentially harm the
participating women and cause negative affect and memories. We consider it to be of minimal
risk. The benefits outweigh the risks, due to gaining an understanding of the impact of the child
policy shift for families and the society of the PRC on multiple levels. Due to the primary center
of the Chinese society being the family, the child policy shift impacts all areas of society and
has both short-term and long-term consequences on socio-cultural, political, public health,
perinatal health, educational, as well as labor market aspects. Study II & III: The interview
study with key people in perinatal health and women in Shanghai received ethical approval in
Stockholm IRB #2018/1041-31 and at Fudan University, Redhouse Hospital IRB #2018-51.
Participation was voluntary and participants signed informed consents. Ethical questions were
asked, such as whether the interview could potentially harm the participating people and evoke
negative affect in relation to the questions about perinatal mental health in China. We consider
the advantage for research and education to outweigh the disadvantage and consider the insight
in Chinese key peoples’ perceptions of perinatal mental health in China important. Study IV:
Who do I turn to...? The online survey with 500 women in Shanghai regarding mental health
care-seeking behavior and disclosure received ethical approval in Stockholm IRB #2018/1041-
31 and at Fudan University, Redhouse Hospital IRB #2018-51-X1. The ethical question thus
asked was: Is it ethically justifiable to expose women to Shanghai for such a survey study? The

advantage of including a survey study was that we had access to a larger data group of women
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with mental health concerns, whom, in an anonymous area, are more willing to describe the
situation they are in. The large amount of data could be a substitute for specific prevention,
interventions, and allocation of resources in the form of education, staff, and easily accessible
access to information. The disadvantage of web survey was that it could trigger negative
memories of women, questions about reproductive freedom, and a child policy, as well as feel
inconvenient to answer because of its political significance in China. Women were guaranteed
that their answers were anonymous, participation is voluntary, and that they could discontinue
at any stage of the study. However, the risk of this was considered to be small according to

previous studies (137, 139).

5 RESULTS

The findings stress the need to improve professionals’ and non-mental health professionals’
mental health literacy in order to identify common mental health problems, take appropriate
actions when needed, and provide well-founded support and advice to patients in need. Policies
to support families and young mothers should put in place, and health professionals and

community workers should be educated to provide psychosocial support.

51 STUDYI

The qualitative research study discovered main decision-making processes and factors
contributing to Chinese women’s reasoning of having a second child. The women’s answers.
particularly underlined factors and necessary requirements, and less on the main decisions. The
factors subsidizing their decision-making act as an initial stage towards a better understanding
of the women’s prerequisites. The study resulted in six themes and associated subthemes which
evolved from the analysis: (1) Women'’s status, (2) Career, (3) Challenges and benefits of two
children, (4) One-child-policy generation, (5) Incentives for second child by the governmental
support (6) Restrictions of reproductive freedom. Women’s decision-making on having a
second child or not, is predisposed by these six areas. These considerations further emphasize

the impact of the child policy on societal, perinatal health, and economic changes.
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5.2 STUDYII

The experts’ reports emerged with three themes. The first theme, Perinatal mental health
influenced by tradition, describes family tradition affecting the perception of mental health in
both society and the individual. Causes and contributions of perinatal mental health, refers to
the rapidly changing country, vast economic growth and related stress that may contribute to
mental health problems. Third main theme, Existing and required resources, shows the lack of
professional training, staff, and resources available to provide adequate care for patients with
mental health problems.

The theme Perinatal mental health influenced by tradition showed that the experts described
how culture and traditions influenced the perception of mental health in general and perinatal
health specifically. Due to the limited availability of treatment for both common and severe
mental health disorders, the distinction between overall mental health and perinatal mental
health problems was blurred. Many of the interviewees considered stigma a main issue
hindering patients from seeking help. The dimensions of the stigma of MHP were shown in an
informant’s description of her patients’ behaviors to avoid potential records.

The theme Causes and contributions of perinatal mental health, shed light on how the
informants identified the inadequate health services for mental health care in China. It was
common sense among experts to raise awareness of mental health and develop new policies. A
vivid discourse took place around causes of MHP, such as requirements for women to maintain
careers, family and beauty expectations. The experts also noted structural problems in the
healthcare system. Several experts emphasized the importance of providing special attention
to women’s mental health throughout life and during times of vulnerability. Lack of awareness
of MHP, especially during childbearing age, is causing significant problems for individuals
and society at large. MHP, if chronic and not properly treated, will result in productivity losses.
The theme Existing and required resources revealed the experts’ understanding of the kind of
services they considered most urgent. Creative suggestions were discussed regarding a lack of
resources, the need for expanding proficiency, and the scope of health care providers. The
experts collectively agreed that he perinatal health care services currently offered are not
sufficient at all. Obstetricians have a patient flow of over 100 patients a day and because they
have no time for conversations outside the routine physical checkups, would not mention
mental health care. The experts mentioned the lack of professional staff and resources in mental
health care services. The experts also discussed the necessity to educate health professionals

about mental health, in order for them to be the first source of knowledge for pregnant women.
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They pressed on the importance of informing women about mental health and encouraging
them to seek support or treatment. It was frequently mentioned how health professionals play

a crucial role in providing said information.

Table 2: Themes and Categories

Themes

Categories

Subcategories

Mental health problems
influenced by tradition

1.) Attitudes / tradition
regarding mental health care

Stigma

Attitudes, society, people
The month

Don’t talk about it
Urban vs. rural

Family Traditions

2.) History / Politics and
Society’s impact on
women’s mental health and
care

Cultural History
2-Child Policy
Societal Problems

Societal changes contributing
to perinatal mental health
problems

3.) Consequences and causes
of mental health problems in
China

Sources and Causes
Problems in Health Care

4.) Relatives Support and
impact on women’s mental
health

Mother/parents in law
Husband
Family

Existing and required

5.) Women’s, environment’s

Solutions available

resources and hospital’s resources Empowerment of women

6.) Staff and resources: Suggestions for the government

problem identified and Staff and resources missing

suggestions for solutions

7.) Knowledge leads to Suggestions to educate health

increased awareness about professionals

mental health
Suggestions to improve (mental)
health care

5.3 STUDYIII

The women’s statements emerged in three main themes: Urban Chinese women’s transition
into motherhood, Family’s support and struggle with tradition, and Modern society in the
shade of the past. Women stated the transition of generations as source of conflict and negative
impact of mental health. Loneliness, not feeling understood, parental generation, and health

care providers’ illiteracy are gridlocks for providing access to care for urban Chinese women.
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Under the theme Urban Chinese women’s transition into motherhood, the Shanghai women
described their experiences of transitioning into motherhood and discussed strategies and
activities to improve their status quo. The women openly shared their challenges dealing with
perinatal mental health problems, including causes for their problems, and whom to turn to for
support. They described their need to take time on own and to take responsibility and action
for themselves. The women took initiatives such as leaving the house earlier than parents or
in-laws. Many women emphasized the importance of connecting with the outside world and
returning to work. The women shared personal and acquaintances’ stories of perinatal mental
health problems in urban China. There was a sense of being left alone with the situation and a
neglect of mental health awareness from family members. The women struggled with their role
in between generations, as well as the loneliness and isolation they felt among family members.
The women described how the histories of their own mothers and the desire to have a sibling
affected them. They expressed fantasies and ideas surrounding family norms.

Throughout the theme Family’s support and struggle with tradition, the women described
China as a relationship-oriented society. Individuals have to reflect on their status cautiously
and retain in interpersonal harmony. Harmony is related to personal and family happiness. In
China, family is regarded as the most important entity. In the collectivistic understanding of an
individual is defined by its relationships on all societal levels. In Chinese parenting, several
generations care for the newborn infant. Especially, because of the one child-policy, all the
attention of the grandparents and parents are put on the newborn. This collective parenting and
involvement of several generations can result in collective anxiety around one child. All
interviewed women agreed on the essentialness of the husband’s support for the women’s
mental health. His involvement into childrearing and family dynamics was described as very
important for their mental health wellbeing.

In the third theme, Modern society in the shade of the past, the women described how they
were aware of the focus on physical rather than mental health care education in China. A
glimpse of a shift from traditional perceptions of mental health towards a modern
understanding and its impact on women’s health was evident. Interviewees emphasized the
importance of raising societal awareness of mental health problems. Initially focused on the
Chinese discourse of mental health, the women later shifted to share their own attitudes and

perceptions, highlighting the transition of their understanding of mental health in urban China.
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5.4 STUDYIV

The online cohort survey resulted in 529 women successfully completing answers, out of which
487 women met inclusion criteria (Table 1). The participants’ ages ranged from 19 to 57 years,
with the average age of (35.15 + 5.42) years. The majority of the Shanghai women were
between 25 and 35 years (53.6%). The majority of the women had one child (77.6%), and
almost all women (95.7%) had a university degree. The education level significantly differed
between the healthy and unhealthy group (p=0.002) with the healthy group having a higher
education, tertiary level (96.6%) compared to the unhealthy group (88.5%). The healthy group
further earned significantly more (p=0.024), which could be expected, considering the higher
education level of that group. There was a statistically significant association between age and
mental health status (p=0.013). The age group between 25 and 35 years rated their mental
health lower compared to the other age groups.

The vast majority of all the participating women (82.2%) would seek help from online
resources and over 70% of the participants would seek help primarily at community health
centers. The majority of the women trusted their friends and husband as the first contact to
share their mental health problems. None of the participants would reach out for help to their
mother-in-law. The mother-in-law was the person the women trusted the least and women with
mental health problems distrusted their mothers-in-law to an even larger extent.

Participants with lower mental health status (score 1-4) considered that pregnancy/giving birth
affected their mental health status more (p=0.008) (adj OR 2.59; 95%; 1.28-5.24). They further
were significantly much less likely to seek help for their mental health problems (p=0.003) (adj
OR 0.29; 95%; 0.13-0.66) and had a higher likelihood to seek help from professionals
(p=0.001) (adj OR 2.98; 95%; 1.59-5.58) (Table 3).

The women primarily trusted their trusted their friends to seek help for their emotional
problems and mental distress 181 (37.2%). The healthy women turned to their husbands more
often 163 (37.5%), compared to the unhealthy group 13 (25%). The women in the unhealthy
group sought significantly less help 11 (21.2%) compared to their healthy counterparts.

The majority of the women had a clear preference to primarily reach out to community health
centers for their mental health problems 347 (71.3%). Their second choice was a general
hospital for 56 (11.5%) of all women’s answers. The choice to attend a mental health hospital
37 (7.6%) or an obstetric hospital 28 (5.7%) was comparable.

The Shanghai women had a high preference to access internet resources 403 (82.8%). The

women had a clear preference for WeChat subscriptions 205 (42.1%) as form of online support.
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The second choice was online consultations that a third 145 (29.8%) of all women would

access, if available.

6 DISCUSSION

6.1 DISCUSSION OF RESULTS

The overall aim of the thesis project was to explore how women and health care providers
perceive mental health problems and care seeking behavior during the perinatal period in urban
China in the light of the two-child policy. The results will be discussed based on urban Chinese
women’s and key health care informants’ perspective in the context of perinatal mental health

care and care-seeking behaviour in urban China.

Women’s societal status is an important factor with regards to their decision-making on a
second child. The urban Chinese women considered gender inequality and access to women-
centered health as an important concern for decisions regarding their reproductive life.
Traditional and modern societal concepts and values are competing with each other. Women
were torn between traditional domestic caretaking and family-centered duties vs career
perspectives and related financial security of the woman’s jobs (Study I). We found that
Chinese women struggled with their transition into motherhood, tension within family and
balancing tradition and modern society. Factors the women associated with their mental health
status (Study III). The Shanghai women described the generation gap between their own
generation and their parental generation, which manifests in frequent situations with the
mother-in-law moving into the young couples’ house and causing increased conflict potential
(Study III). The key health informants described similar observations among their patients.
Such as the number of grandparents on the NICU ward or the postpartum outpatient check-ups
(Study II). In an overview of the overall mental health status of the 487 survey participants, the
women from the one-child generation had significantly lower overall mental health status

(Study 1V).

6.1.1 The Child Policy and Mental Health
The implementation of the two-child policy may cause some potential risk for women’s
employment and career development, which makes them less likely to conceive a second child

(Study I). These results were supported by the interviewed Shanghai women that were in the
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majority not considering to have a second child (Study III). The results are further maintained
by the resent birth rates in Shanghai, that after an initial rise because of the relaxation of the
one-child policy, women with advanced maternal age gave birth to a second child. In 2016 the
percentage of multiparous births rose due to the two-child policy (from 34.1% in 2012 to
46.7%) (214). Assisted fertilization and surrogate motherhood as a result of women above
fertile age with a desire for a second child (215).

Despite the implementation of the two-child policy, the birthrates in Shanghai dropped
however by 2 million in 2018. The second consecutive year of decline since China repealed
the one-child policy in 2015, to a level lower than before the implementation of the two-child
policy (187). China’s population expanded by 0.38 per cent in 2018, a rate comparable with
western European countries (216). The pace of population growth in 2018 was the slowest
since 1961, when the country was struggling with the aftermath of a famine that killed about
40 million people (187). The interviewed women, members of the Chinese one-child
generation described a sense of loneliness and isolation, lack of sibling to talk to, and the burden
of taking care of several generations (Study III). The results of our survey support these
women’s experience. The one-child generation was proportionally suffering more from mental
health problems, comparing to younger and older generations (Study IV). The mental health
status of the one-child generation has been discussed in previous studies with similar results.
A recent systematic review by Mu and colleagues 2019 and further studies by Xiong and
colleagues (2011) found the one-child generation more frequently experienced PPD and
anxiety (7, 26). The desire of a perfect baby continues to be reinforced as a result of the
establish societal standards for singleton families (137). A consequences of the one-child policy
to reassure the perfect baby is the extraordinarily high selected CS rates in China, comparing
to international standards (139). In order to remain competitive parents to other invest a lot of
financial capital into their children’s education (Study I and Study III). The financial burden
for each child is one of the main factors why urban families do not to consider a second child.
The Chinese parents’ emphasis on education has further consequences, such as ‘birth tourism’
to the US, for an easier entrance into the US education system, as has been described by health
care professionals and Shanghai women (Study II and Study III). The birth tourism has mental
health consequences on the Chinese women, that often are alone without their social network
in the US, not accompanied by their husband, as one of the health care professionals reported
on a case she supported via, WeChat calls (Study II). The practice of birth tourism and
anchoring babies has been reported and is increasing for Chinese families considering this step

(217). The burden on the one-child generation and their future children is complex and
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multifaceted, with consequences on their mental health. The development of PPD in women

from one-child families is an important public health concern (118).

6.1.2 Women’s Trust to Share Mental Health Problems

The experts interviewed in study II stressed the necessity to involve the new fathers more,
rather than the grandparents. Father involvement and the positive impact on the family’s mental
health is well-recognized in western societies, particularly Scandinavia (218, 219). Even in
Japan with its long working hours, younger Japanese fathers have become more aware of the
importance of paternal involvement to their families (220). The Japanese government is
supporting father involvement to increase Japanese birth rate. The importance of father
involvement in China was supported by the outcomes of the interviews with Shanghai women
that emphasized the important role of an attentive and involved husband. The husband as a
source of trust and mediator among the generations. A supportive husband was considered to
be a protective factor to reduce the risk of developing perinatal depression, anxiety, and reduce
conflicts with the parental generation, particularly the mother-in-law (Study III). The question
of whom to trust regarding the mental health problems became even more important with
regards to the limited number of children being born. The survey study highlighted further how
clear the trust-distrust is manifested among the participants (Study IV). The mother-in-law as
central cause of perinatal mental health problems was addressed both by the key health care
informants (Study II), the interviews with Shanghai women (Study III), and resulted in a
significant outcome in our survey (Study IV). Shanghai women, reported that they distrusted
their mother-in-law significantly the most with regards to their mental health problems (Study
IV). In addition, none of the women would trust their mother-in-law regarding their mental
health problems. This is a striking outcome and goes along with the results from our interview
studies (Study II & III) and are in line with previous research describing the role of the mother-
in-law in China and her consequences for the new mothers’ mental health (221, 222).

The majority of the women clearly preferred talking to their friends and their husband about
their mental health problems. Results we found both in the interview study with Shanghai
women (Study III) and the survey (Study IV) supporting each other. There was an interesting
outcome in the survey; a significant difference in the “healthy” vs.” unhealthy” population with
regards to trust. The unhealthy group had a significantly lower trust in their husbands
comparing to the healthy group (Study I'V). This could potentially be explained by the couple
relationship, which was discussed in the interviews with Shanghai women (Study III). The

women emphasized how a supportive husband was protective for their mental health and if the
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husband was not present, their mental health would be considerably worse (Study III). The key
health informants also stressed the importance to integrate and get the husbands engaged in the
perinatal health care services. To emphasize on the young parents, the couple in both antenatal
education and postnatal engagement with the infant (Study II). Similar results have been found
in other studies, where couple relationship and social support of the partner was an important

indicator for perinatal mental well-being (92).

6.1.3 Preference for Type of Professional Mental Health Care

A majority of the women in the survey (71.3%) emphasized that their preference for
professional care would be to visit a community health center. Only a minority (11.5%) would
attend a general hospital and an even smaller number visit a mental health hospital (7.6%) or
an obstetric hospital (5.7%) (Study IV). These results are essential for resource allocation and
training of both community care workers and medical staff at general hospitals. The findings
follow the WHO Millennium Development Goals 4 and 5 emphasizing the importance for
evidence-based research and clinical practice in perinatal mental health, in order to achieve the
goals (8, 9).

The findings of key health informants stressing the need for community based “bottom up”
(Study II) and the outcomes of the survey (Study IV) are supported by Patel and colleagues
2009 research “where there is no psychiatrist” and WHO “thinking healthy” approach on
developing programs for community health workers to provide psychosocial support (25, 223).
Emphasizing on the community level services and primary physicians, rather than focus
education and resources on high professionalized tertiary hospitals. The Shanghai women
would only in 5% of the cases visit a tertiary hospital (psychiatric or obstetric hospital
respectively) for their mental health problems (Study IV). This is in line with previous research
analyzing mental health literacy and stigma towards mental disorder among hospital staff
(224).

Since a larger number of patients with CMD seek help in general hospitals, including the
women in our survey (Study V), medical staff at general hospitals should be trained to provide
adequate diagnosis and care for patients with CMD. As Phillips and colleagues 2013 found that
health professionals lack mental health literacy, causing underdiagnoses of CMDs and
contribute to the unexpectedly high treatment gap in China (4, 36, 159). The current issues with
mental health care services in China is the absence of specific efforts to systematically address
mental health disorders, slow development of specialized training, treatment (45, 225). The

development of mental health care services is left behind the vast modernization of other areas
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of medical science and the rapid growth of the Chinese economy.

6.1.4 Organizational Aspects of Perinatal Mental Health Care

In Study II, the key health care professionals, policy makers, and public health professionals
envisioned lack of resources and organizational barriers as causing factors for the deficiency
of introducing accessible perinatal mental health care services. This interpretation of the ‘status
quo’ of China’s mental health care services by the key informants, is in line with the ‘call for
action’ by WHO and the Lancet Global Mental Health Group (33, 36). All informants in our
studies, as well as the consumers, the Shanghai women highlight the urgent need for better
access to mental health care resources (Study II and III). The suggestion and need to provide
more comprehensive services on all levels of care, from community-based programs, to
outpatient clinics, education and training of health care professionals in primary care facilities,
and tertiary specialized hospitals is core to improve the mental health care in China and bridge
the largest treatment gap for mental health services worldwide (5, 226, 227). The Lancet Global
Mental Health commission proposes that the global mental agenda should be expanded from a
focus on reducing the treatment gap to improving the mental health of whole populations and
reducing the global burden of mental disorders by addressing gaps in prevention and quality of
care (228). Principles of the Lancet Global Mental Health Committee are quality and
prevention to reduce treatment gap. In addition, it is essential to include mental health in policy
and guiding policies (229). It is pivotal to formulate policies designed to improve the mental
health of populations, assuring universal access to appropriate and cost-effective services,
including mental health promotion and prevention services
(https://www.who.int/whr/2001/en/).

Through our survey (Study IV) we got a clear understanding of Shanghai women’s care-
seeking behavior for perinatal mental health problems. We gained insight in the Shanghai
women’s clear preference for community health care services and online resources or visits at
general hospital facilities, much rather than attending tertiary hospitals. These are important
findings, emphasizing the need for resource allocation with a ‘bottom up’ approach. Extending
services in the community, educate community health workers and general hospital staff to
provide psychosocial support and act as referral contacts to specialized centers. Such a bottom
up approach is cost-effective and in-line with the women’s needs. An approach that has been
proposed and encouraged by WHO ‘thinking healthy’ (223) and Patel and colleagues (2009)
‘where there is no psychiatrist’, emphasizing on the necessity to educate people in the

community, to established low cost and accessible trained community health workers (25, 230).
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The resource allocation for mental health disorders is put into mental health hospital, not a very
effective way, since most people seek help primarily in the results for the survey and similar

results also claimed by Britto and colleagues (2018) the Lancet Series (231).

6.1.5 Attitude Toward Internet Mental Health Care Services

The Shanghai women preferred online resources in over 80% of the cases (Study IV). This was
one of the strongest and clearest finding in our survey study and emphasizes the significance
for the government and policy makers to allocate resources to expand professional, hospital
maintained online services to reassure high quality. With the current day’s accessibility and
dependency on technology, help-seeking behaviors tend to favor towards online resources. Due
to the lack of treatment accessibility, perception and level of health professional illiteracy, and
cultural stigma of CMD (73, 232, 233), professional online resources for mental health may
benefit the urban China population (234). But while there may be a high need for these
resources, there will be challenges with maintaining trustworthiness and accuracy online. It is
also pertinent that these resources include the proper information for those who are truly in
need of in-person acute mental health care. Referrals to mental health care in-person services
must be guaranteed. By first addressing the issues surrounding common mental health, in urban
China, these results may optimistically be translated to mental health care in rural China (3).
Since mental health disorders in rural China are even higher than in urban China, yet accessible
resources even more sparse (235). The notion that mental disorders are problems of
industrialized and relatively richer parts of the world is simply wrong. The belief that rural
communities, relatively unaffected by the fast pace of modern life, have no mental disorders is
also incorrect. Recent analyses done by WHO show that neuropsychiatric conditions are rising
particularly in rural areas (236). In China, there are more suicide deaths among women than

men, with the highest prevalence in rural women aged 19 to 35 (153).

6.2 METHODOLOGICAL CONSIDERATIONS

6.2.1 Study I-lll

The qualitative studies I-III were analyzed using content analysis, Systematic Text
Condensation (STC), and thematic analysis (211, 213, 237). The data in all three studies was
collected using semi-structured interviews developed by the research team. Prior to study
initiation, the interviews were tested for compatibility with Chinese members of the research

team and urban Chinese women.
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Transferability was assures by carefully selecting the interview participants according to
selection criteria (238). To ensure trustworthiness of content and thematic analysis (237) we
selected an optimal data collection method to answer our research questions. The research team
considered content and thematic analysis as appropriate expressive analysis of the interview
data. While maintaining a responsible level of methodologic thoroughness, the approach
provides reflexivity and feasibility.

Content and thematic analysis allowed for collaboration between authors to validate the data
evaluation. The number of interviews in each study was considered sufficient for the study
aims (212, 239). We considered to have met optimal sample depending on the purpose of the
study, research questions, and richness of the data (240). The sample size was considered
sufficient due to the richness of the data containing 45min to 90min long interviews and the
homogeneity of the study participants (241).

Credibility was provided by a through descriptions of different analysis steps in the research
procedure, from recruitment process to data analysis. Every step of the analysis (HL, EA, SES)
was described and read interviews independently, used quotations to illustrate the themes and
provide transparency (211). Each researcher analyzed the data independently and discussed the
analysis until consensus was achieved. Content and thematic analysis allowed for cooperation
among the authors, in order to validate the data analysis and emerging themes. All authors
independently read the transcripts and later considered the compound themes to form final
themes and subthemes, to achieve dependability. Continuous dialogues and discussions
between authors were attained to ensure the results and conclusions being supported by the
empirical data. To ensure credibility of the results, it was important to evaluate how well
categories covered the data and identify similarities within and differences between categories
(211). The data from the interviews truthfully represents the information that the participants
provided and the interpretations of the data quotes exemplify the interviewees contributions
(242). We strived for dependability by verifying consistency of the findings with the collected
raw data (238).

Confirmability is a matter of the results and conclusions in a study being consistent with the
purpose and not being based on the researcher's interpretations and understanding.

There are several strength and weaknesses with the studies. Strength include the specificity of
the study population of study I-III can be interpreted a strength, due to the large number of
women in urban areas, facing similar life situations. The child-policy shift is a unique and
timely study, conducted shortly after the announcement of the two-child policy. It captures

women’s decision-making on getting pregnant with a second child, their considerations
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regarding their career and family options, and concerns. The studies highlight the consequences
of the child-policy on the maternal health care system, including mental health care, especially
for the professional women in cities. The focus on an urban study sample could be considered
a strength, due to the modernization and recognition of mental health in the urban citizens.
Maternal mental health care receives growing attention primarily in the cities, due to access of
information and services provided. Therewith one of the strengths of the studies I-III lies in
the fact that the sample of respondents came from urban cities with similar geographical and
socio-economic background that both are representative for being considerably affected by the
two-child policy. Due to the urban study samples there is a possibility to include points of view
of the transition of the child-policy right at its initiation. The urban Chinese women face
different challenges with regards to the policy shift including family conflicts, as a consequence
of limited housing space and multiple roles as mother and business women.

Limitations of the studies include transferability of the study outcomes needs to be addressed
due to the homogenous population of well-educated Chinese women from urban cities. The
study sample of Shanghai key informants can be considered as a limitation to transfer the
results to more rural regions in China. This is a potential limitation of the studies, as is does
not take rural areas into consideration and therewith not representational for the entire People’s
Republic of China.

The study population’s high educational level and the focus on solely Shanghai women and
health care professionals, policy makers, and public health professionals from Shanghai, may
be considered as a limitation, at the same time it is representative for urban China. A growing
population with increasing power in the economy of future China lives in an urban environment
in a medium to large city. Due to the specific cultural situation, results cannot be transferred
from urban to rural China.

The sampling technique is another limitation of the three studies. Using snowball technique of
recruitment reduces the replication of the studies and may contributed to potential over- or
underrepresentation of different participant groups. However, the urban study sample can at
the same time be considered to enhance the opportunity to transfer the results to other urban

contexts (212).

6.2.2 Study IV
The major strength of this study is its high number of respondents, increasing validity and
reliability of the outcomes. The rigorous data collection provided a study sample of over 500

Shanghai women responded within the one-month long recruitment period. The study
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outcomes generated a reliable source of information of the current situation of perinatal mental
health care services and help-seeking behavior in Shanghai. We received detailed information
about women’s preferences for their care-seeking behavior when confronted with perinatal
mental health problems. The large sample size, without missing data, provides generalizable
results and important information for future policy planning, resource allocation, and training
of health care professionals at different levels of care (232).

There are several limitations, firstly, our study population consisted of participants exclusively
from Shanghai, limiting its generalizability to other groups of women in other urban as well as
more rural areas. The limitation of exclusively focusing on a Shanghai sample is reducing
reliability of the study outcomes to a larger population, yet Shanghai is a cosmopolitan city,
with over 25 million inhabitants, the economic capital of China, a region of its own unique
characteristics (58). Secondly, the socio-demographic characteristics of our study sample
reviled highly educated women, with a wide age range among several generations from 19 to
57 years. The socio-demographic characteristics of our study can however be considered
representative for urban Chinese population demographics. The validity of our study
population is supported by similar study population characteristics in prior research in the field
(117, 214). Thirdly, our study sample was collected using snow-ball technique. Snowball
sampling is a non-probability sampling method. This data collection method limits the
replication of the study, increases risk for selection bias, and therewith lowers the validity and
reliability of the study data (243). It does not involve probability, such as simple random
sampling, where the odds are the same for any particular participant being chosen. Rather, the
researchers own judgment to choose participants is involved. Snow-ball sampling cannot
guarantee a representative spread over the Shanghai population community, due to the aspects
listed above. Snowball sampling has a major disadvantage, it makes it impossible to determine
the sampling error or make inferences about populations based on the obtained sample (243,
244). Reason for choice of snowball sampling in our study was the challenge, near
impossibility to find sufficient participants, as well as the increased risk for selection bias.
Fourthly, the self-constructed questionnaire, lacks prior validation and therewith limits the
methodological rigor. It was however essential to develop a tool that would take the attitudes,
beliefs and customs about pregnancy and child- birth in the Chinese culture into consideration.
The specific characteristics of the Chinese health care systems, health care professionals, and
material resources differ widely across the countries, as do the pathways to both mental health
and maternity care (245). Using an already established instrument would not have made it

possible to make meaningful comparison and interpret the results.
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Furthermore, although we attempted to control some of the confounding factors, we were still
possibly unable to identify all the additional confounders affecting women’s help seeking
behavior for mental health problems.

To use a global mental health status retrospective 12-months assessment is internationally used
by WHO, using the International Diagnostic Interview (CIDI) (205, 206). A prevalence study
of CMD in urban China by Shen and colleagues (2005) used the WHO CIDI for their evaluation
of the urban Chinese mental health status. These self-rating, next to the research group’s
qualitative interview outcomes inspired the development of the survey (205).

The global measure of the women’s mental health status was used to dichotomize the sample
into two groups, regarding their feeling of being mentally healthy or bad well-being. The
dichotomization into a “healthy” and “bad well-being” group followed previous research using
women’s self-report on pregnancy and birth outcomes (204). The global score of mental health
status is a within subject even-related approach, a sensitive method of assessing perceived
psychosocial distress (246). Though a composite value approach (102) or a method tracking
mood-based differences in biological trajectories over the perinatal period (247), and not using
a global score such as ours, may be needed to characterize the co-variation of mood and help-
seeking behavior. Despite these limitations, the strengths of the study include the notably large
sample size, that representing and reflecting the urban Shanghai women accurately. The age
range further provides a wide spectrum of concepts and attitudes towards help seeking behavior

from different generations of women.

6.3 CONCLUSION AND IMPLICATIONS

Perinatal mental health in Shanghai is a crucial example of the future direction of mental health
provision in China, including the extension of public mental health reform and population
control policy reform. The results of this thesis may create a significant contribution to the
studies of mental health in urban China—a field still in its infancy despite the size and
complexity of the country.

Discounting the relatively small sample and focus on Shanghai women, our results provide
epidemiological information on the state of mental health in China, which has hitherto been
limited. Basic data on many mental disorders, populations, or regions are still missing. Our
studies provide insight into the current situation in Shanghai and attempt to close a knowledge

gap in mental health care in China. It provides novel information regarding urban Chinese
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women’s current mental well-being, care-seeking behavior, and preference for the type of
professional care for mental health problems. The studies gained insight into the social support
systems of urban Chinese women, primarily including friends and their husbands. Our results
highlight the situation and challenges of the Chinese one-child generation including higher
levels of psychological vulnerability.

Our insights may facilitate training opportunities for health professionals and community
workers, by targeting policy and decision-makers to increase awareness of perinatal mental
health problems. Healthcare providers need to identify women at risk of developing common
mental health disorders during the perinatal period so that tailored interventions focusing on
increased support from family, friends, community health workers, and clinicians can be
introduced in a timely manner.

Considering the high demand and clear preference for online mental health services among
younger Chinese pregnant women and new mothers, it would be appropriate to allocate
resources to support expanding web-based services and integrating them in primary care.
Together with peer support, this could bridge the gap in accessibility to mental healthcare,
especially for common mental disorders. Strengthening familial and social support systems is

cost-effective and may have a synergistic positive effect on perinatal mental health.

6.4 FURTHER RESEARCH

This thesis focused on women's experiences of perinatal mental health in urban China.

From a public health perspective, there is much to be accomplished in reducing the burden of
mental disorders in China. Further research is needed regarding Shanghai women’s care-
seeking behavior for mental health problems during the perinatal period, what kind of services
the women would seek, and whom they would trust and distrust.

Research focusing on women from the one-child generation is important as they face specific
challenges and are at higher risk for developing mental health disorders. The unique family
structures of the one-child generation have to be considered with regards to social support.
More research on fathers’ and husbands’ central role and their social support is pivotal. There
is an urgency to conduct research on online resources. Investigate type and access, quality, as
well as large demand of online resources. Research on internet services is important to promote

high quality of services and reach more people in need. At last research and knowledge on
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mental health with regards to stigma is important due to its gridlock effect to access and provide
proper care.

Online resources and their benefits to address the urgent need for mental health care services
should be researched, in order to develop cost-effective, largely accessible services that reach

a large population, and are in line with the modern society, and women’s needs.
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8 APPENDIX

8.1.1 Appendix I: Questionnaire Study |
China Child Policy Interview (CCPI)

The China Child Policy Interview (CCPI) 26-item semi-structured interview on the pregnant
woman’s relationship and fantasies to her child, her own parents and her partner, the woman’s
anticipations to motherhood and questions related to the decision-making of having a second-
child are discussed. Emphasis is put on different aspects of decision-making with regards to
the child policy shift and its impact on families. Further questions concerning psychological
health, family dynamics with respect to childcare, domestic vs. labor work, and financial
considerations are discussed.

Before we get started, could you give me a bit of an overview of your family situation, where
you’re living, whom you’re living with? Do you have siblings? Do you have children? Do you
both work?

Ok, thank you for this overview.

1. China has changed its policy, with regards to how many children a family can have.
How does the policy shift affect you as a woman?

2. Does the policy shift impact your decision-making on whether to get children, and if so to
getting one or two children?

3. Can you imagine yourself having more than one child?
4. Do you have any preference on if the child is a girl or a boy?
5. What other aspects do you take into consideration, with respect to your family planning?

6. Which aspects do you consider most important in your decision on whether to have one or
two children in your family?
Prompts:
- A) Inter-family situation
- B) Social aspects (i.e. status, social bias of age)
- () School competitiveness
- D) Financial situation
- E) Career
- F) One-child policy generation
- G) Medical aspects (i.e. age)
- H) Governmental incentives for second child (i.e. parental leave)
- I) Education (education payment and the ability to help children in school)
- J) others

A) Inter-Family Situation

7. Who will be included in the decision-making on a second child in the family?

8. What are the expectations of the maternal and paternal parents on how many children
you should have?
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9. Who will care for second the child?

B) Social Aspects
10. How important is the social status of having a second child?
11. What do you see as the pro /cons of having a second child?

C) School Competition
12. What are your thoughts around school competition and having two children?

D) Financial Situation
13. What are the financial concerns regarding the second child?

E) Career
14. How do you consider your career will change with regards to the number of children?
15. Are you concerned about the changes in your career?

F) One Child-Policy Generation
16. Does being a child from the one-child-policy generation influence your decision-making?
17. When you were a child, did you wish yourself siblings?

18. How does it affect you that people around you choose to only have one child?
- Does that have an impact on your own decision on the number of children you want?
- Do you see it as an advantage for your children in future to be two children?
- or a disadvantage for them because you cannot dedicate the same amount of time to
them?
19. How did you experience giving birth when knowing it's the only time in life you will
experience it?

20. Did you / will you breastfeed your child?

G) Medical Aspects
21. How does you think about the age of a woman to get her second child?
- do you think age has an impact on your decision-making?
22. Would your consider invitro fertilisation (IVF) treatment to get a second child?
- if'so, do you think the government should financially support IVF treatments?

H) Governmental Incentives for Second Child
23. How could the government support you in having a second child (i.e. parental leave)?

24. What do you think about the restriction by the government on the amount of children you
are allowed to have?

25. How do you experience these restrictions, fees, and incentives for single-child families
during the one-child-policy?

26. Would you like to add anything more on your position as a woman in China, faced with the
child policy shift?
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8.1.2 Appendix II: Questionnaire Study Il
Understanding of Mental Health Issues surrounding childbirth

The Perinatal Mental Health Interview is a 11-item semi-structured interview on key people’s
and uniparous women’s perception, opinion, and experience on mental health, especially
in the perinatal period in China. Emphasis is put on different aspects of mental health in
China from a governmental, societal, family, individual, and health care perspective. The
interview will take approximately 20-30min.

Before we get started, could you give me a bit of an overview of your professional identity?

Understanding of mental health issues and psychiatric disorders surrounding child birth
in China

1. Could you please describe Chinese people’s attitude to mental health?
2. What is your personal understanding of mental health in China today?

3. What do you consider causes mental health problems in women (probe causes
awareness, etiology, of each condition)?

4. How often do you encounter pregnant women with mental health problems?
Health service response

5. Have you’ve been involved in policy making, teaching/ training or intervention
programs for pregnant women?

6. What health services should be provided for women with mental health problems (i.e.
What would provide happiness in women?)?

7. Do you think the local services are adequate and satisfactory for the (detection,
prevention and management) of maternal mental health problems?

8. What are the difficulties and opportunities of maternal mental health treatment in
China?

9. Who should be responsible for education and clinical training of mental health for
health care professionals?

Family

10. What are the expectations of the father, grandparents in the treatment of maternal
mental health?

Stigmatization

11. How do you experience stigmatization of mental health in China?
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8.1.3 Appendix lll: Questionnaire Study Il
Understanding of Mental Health Issues surrounding childbirth
Overview of your current life situation?

- Age

Married/living together/living with partner/living with family/other

- Do you have a workplace/are you working now. If not, are you studying/on sick leave/
unemployed/ other reason

Year in school?

Ok, thank you for this overview.

Understanding of mental health issues and problems/ psychiatric disorders surrounding
childbirth in Shanghai, China

1. Describe how you would define not feeling mentally healthy related to childbirth?
(prompt what this means to you...can give examples)

2. Have you ever heard that some pregnant women or new mother have mental problems?
If yes, what kind of problems you heard?

3. Have you experienced not feeling well or having mental health problems?

4. When a woman is emotionally unwell during pregnancy and the post-partum period,
what do you think can be done to help her? [What can be done to help you Probe for
health/help seeking behavior]

5. Where would you turn to seek help for mental health problems?
(Who would you trust? How easy accessible is it? Do you have experience of
someone you know that sought help?)

6. What do you think that other people, such as friends, colleagues, would think if you
had mental health problems?

7. What will the family think about this? Such as the husband, parents-in-law?

8. What suggestions do you have for improving health care for these mental health
concerns?

9. What do you think is the impact of the restricted child policy on women’s mental
health?
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8.1.4 Appendix IV: Questionnaire Study IV
Survey Mental Health Care in Urban China

1. How would you describe your overall mental health status in the past 12 months?
(Likert Scale 1-10, very good=10 to very bad=1)

2. What things or events happened in the past 12 months that influenced your
emotional or mental health status? (a. pregnancy, b. birth, c. marriage d. divorce, e. death in
family, f. career change, g. exam, h. unemployment, i. sickness in family, j. other)

3. Did being pregnant or giving birth change your mental health status? Yes/no

4. How would you resolve your potential emotional problems or mental distress?
Seek help from a. family (al husband, a2 siblings, a3 mother, a4 father, a5 mother in laws, a6
father in law, a7 other relatives), b. Friends, c. Medical doctor/general practitioners, d.
psychiatrist e. psychologist f. Community health worker g. Nurse h. Hospital i. Other j. I would
not seek help

5. Which would be your first contact to resolve your emotional problems or mental
distress? a. family (al husband, a2 siblings, a3 mother, a4 father, a5 mother in laws, a6 father
in law, a7 other relatives), b. Friends, c¢. Medical doctor/ general practitioners, d. psychiatrist
e. psychologist f. Community health worker g. Nurse h. Hospital i. Other.

6. Who would you trust to talk to about your emotional problems or mental
distress? a. family (al husband, a2 siblings, a3 mother, a4 father, a5 mother in laws, a6 father
in law, a7 other relatives), b. Friends, c. Medical doctor/ general practitioners, d. psychiatrist
e. psychologist f. Community health worker g. Nurse h. Hospital i. Other.

7. Who would you not trust and not ask for help? a. family (al husband, a2 siblings,
a3 mother, a4 father, a5 mother in laws, a6 father in law, a7 other relatives), b. Friends, c.
Medical doctor/ general practitioners, d. psychiatrist e. psychologist f. Community health
worker g. Nurse h. Hospital i. Other

8. Have you ever sought help for emotional problems or mental distress from any
mental health professionals (e.g., psychiatrists, psychologists, psychotherapists, social
workers)? (Yes: a. psychiatrists, b. psychologists, c. psychotherapists, d. social workers, e.
other) No

9. If not, have you ever thought of seeking help from these mental health
professionals? Yes/No Comments:
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10. Do you know of anyone (friend, relative etc) who has suffered from emotional
problems or mental distress? Yes/No

11. Do you know of anyone (friend, relative etc) who sought professional help for
emotional problems or mental distress? Yes/No

12. If mental health related services are to be provided in your residential neighbor-
hood or the nearby area, what kind of services do you expect to have? (a. General hospital, b.
Mental health hospital, c¢. Obstetric hospital, d. Community health center with mental health

specialist e. other, specify )
13. If mental health related services are to be provided via the Internet, would you
access them and about what kind of online help you would like to achieve a. wechat

subscription b. wechat group c. QQ group d. online consultation e. other, specify

14. Any other thoughts or suggestions that you have about mental health related
services? Open question
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