Idealisation and stigmatisation of parenting in families with parental mental illness

Abstract
There has been growing recognition of the impacts of stigma for families where a family member has a mental illness, with findings suggesting families experience prejudice, discrimination and courtesy stigma, that judgments of blame for the development of the illness are applied especially to parent with unwell children, and that isolation and concealment of the illness is a common response. There is however relatively little work exploring presentation and manifestations of stigma specifically in families where a parent has a mental illness.
In this paper we respond to calls for a broader consideration on stigma potentially spanning multiple domains of life by applying such a focus to exploring stigma in families where a parent has a mental illness. We present the results of reflexive thematic analysis of in-depth qualitative interviews and focus groups with families in the UK and multi-agency professionals who work with them to explore stigma is relation to the whole family. 
Our findings suggest that mental health stigma directed at and internalised by the ill parent is only one element of a complex set of manifestations of stigmatisation for families with a parent with mental illness. The majority of manifestations of stigma in our study are rooted not directly in mental health stigma, but in reflections on specific examples where a parent is perceived to have failed to perform a desired and normative parental role, even in relation to factors orthogonal to mental illness and its symptoms. This is directed at the unwell parent by other members of the family and is also the source of ruminative self-criticism by the ill parent themselves. The implications of these findings for conceptualising stigma in the broad context of families lives and social sources of parental normativity and stigma are explored.
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Introduction
The stigma attached to mental illness is a significant problem in elevating distress, discouraging social interaction and the seeking of help, and hindering recovery. Link and Phelan (2001, 2014), for instance, draw upon social psychological labelling and stereotype theories to connect together a wide range of evidence suggesting that people commonly hold negative conceptions and lay theories of what it means to have a mental illness, and that these beliefs become personally salient for people with mental health conditions in ways that negatively impact their self-esteem and lead them to expect and fear devaluation, social rejection and negative interactions with stigmatising others.
Goffman’s (1963) classic elucidation of stigma conceptualised it as the social devaluation of individuals and groups on the basis of attributes they possess that mark them as discredited along specific axes of social desirability. Goffman emphasised that this devaluation is not merely an individual attribute, but a relational process and can exist only in relation to socially produced norms that vary across social roles. Other literature (e.g. Link and Phelan, 2014; Ola et al, 2016) has taken up and expanded this framing to explore the various ways in which stigmatisation operates on specific groups of people to produce forms of social rejection and in which relatively powerful groups can cultivate strategies for excluding and devaluing those who are stigmatised.
Classifications of stigma generally differentiate between public stigma, in which stigmatised individuals become the target of socially endorsed negative stereotypes and discrimination; self-stigma, in which stigmatised individuals internalise negative evaluations of themselves; “associative” or “courtesy” stigma, in which individuals become stigmatised due to their association with stigmatised others (see, for example, Reupert et al., 2021); and anticipated stigma, in which individuals’ interactions are impacted by the belief that stigma will be directed at them in the future (e.g. Earnshaw et al, 2013)
For people with mental illness, the stereotype content of stigmatisation most strongly frames them as dangerous and unpredictable, as lacking in responsibility, as weak (and being personally to blame for their illness and for failing to “get over it”), and as incompetent (with an inherent inability to work, to pursue the same goals and live the same lives as others) (Corrigan & Kosyluk, 2013). Self-stigmatisation is noted as particularly pernicious in relation to mental illness, leading to diminished hope, confidence and self-esteem, encouraging social withdrawal and isolation and hampering help-seeking and recovery (e.g. Hinshaw 2005; Moses, 2013). Self-stigmatisation is also associated with excessive self-criticism (da Luz Vale-Dias et al, 2016) and rumination (Hatzenbuehler & Pachankis ,2016). That is, repeated exposure to stigma triggers can lead to a repeated focus on the stigmatised attributes and their negative evaluations, which is in turn associated with negative psychosocial outcomes (Hatzenbuehler & Pachankis, 2016).
In relation to mental health in families, research has shown a harmful combination of “blame, shame and contamination” (Larson & Corrigan, 2008), in which parents are stigmatised as being at fault for the development of illness in their children (Milliken, 2001; Moses, 2010), children are ‘fearful of being contaminated by the mental illness of their father or mother’ (Corrigan & Miller, 2004), and family members experience prejudice, discrimination and courtesy stigma through association with their mentally unwell relatives (Larson & Corrigan, 2008). Kumar et al (2009) have also demonstrated ways in which women are stigmatised through being marked as deficient in relation to ideals of womanhood that include appropriate performances of motherhood.
However, there remains relatively little research that attempts to consider the manifestations of stigma in families where a parent has a mental illness (Reupert et l, 2021). The emerging literature here has shown important evidence for parental experiences of shame and guilt for being a parent with mental illness and concealment of the illness from services (e.g. van Doesum et al., 2016), self-doubt and worries about ability to parent in comparison with other parents (Chan et al, 2019), and self-stigmatisation by parents through internalising the view that having a mental illness means one cannot be a good parent (Price-Robertson et al, 2015). 
There is a need, as noted in Reupert et al (2021), for further explorations of the manifestations of stigma in families with a mentally unwell parent that draw on recent sociological developments of stigma and consider it in the broader context of parenting and family life.
Recent work has argued that there has been a tendency in most previous stigma studies to focus fairly narrowly on specific stigmatised identities in isolation (Taylor, Dehovitz, & Hirshfield, 2020), and a failure to account for the fact that people can display more than one stigmatised identity at a time (and thus a form of intersectional stigma)  (Turan et al, 2019). Such realisations push us to consider the intersection and interaction of stigma with different life domains and axes of marginalisation (such as gender, disability, class and ethnicity) and to analyse it in the context of larger concerns for identity, social relationships and power to (Whittle et al ,2017; Jackson-Best & Edwards, 2018),
Such work is yet to be developed in the area of families with parental mental illness (PMI). In this paper, we present and analyse findings from recent in-depth qualitative research with families with parental mental illness and professionals who work with them that seeks to answer questions pertaining to this gap in existing research, specifically, how does stigma affect families with PMI? And, how does stigma interact with the impacts of the illness and with other domains of life? The study takes a broad focus on the potential manifestations of stigma in the lives of families through interviews and focus groups that, rather than focusing on a pre-determined notion of mental health stigma, explore how families see themselves and perceive they are seen by others in the context of being or having an unwell parent.
This research demonstrates that mental health stigma interacts with rumination, criticism and self-criticism within families around evaluations of their lives against idealised notions of parenthood against which they negative evaluated their own parenting and their own family life. This has impacts on mental health and emotional well-being, self-concept and self-esteem, family and peer relationships, and engagement with treatment and support services. Importantly, these findings show that these factors impact not only families themselves, but also have implications for how professionals engage with them and impose challenges for services in providing effective support. 

Methodology
This study was a follow-up study to a project delivering a programme of awareness-raising and whole-family support training for multi-agency professionals who work with families with PMI. 203 professionals had been recruited for training from across frontline healthcare, family support, education and mental health services in the midlands of the UK in response to a call distributed via service managers for volunteers to receive awareness-raising and training sessions around working with families with PMI (for full details, see authors, xxxx). Professionals were asked to identify one family from their caseload to consider for follow-up exploration of the impacts of PMI and their work with them. Families themselves made a joint decision as to what would constitute “family” for this work as the most meaningful social unit for them. For most this was the nuclear family unit, some participants included a partner they were separated from or the parent(s) of the unwell parent, and two families included close family friends.
For this study, trained professionals and the families they worked with were invited to take part in interviews and focus groups with the research team through providing their details on expression of interest forms administered by their designated professional worker for families and by the authors for professionals. As recruitment of families to in-depth discussions of issues around mental health is a sensitive and challenging undertaking and a low response rate was anticipated, the only inclusion criterion for this study was that the consenting family include a parent with an identified mental illness who had at least one dependent child under 18. The study aimed to include all families responding positively to the call for expressions of interest to participate and the trained professional who had worked with them. 
Twenty-two families opted into the follow-up research, and the authors followed up these contacts with the aim to conduct interviews with parents, any other family members who gave consent, and with the professional who had worked with the family. Professionals were also invited to focus groups to discuss their experiences and the challenges of working with families with PMI. Of the 22 who initially opted in, neither professionals nor family members for three of the families responded to subsequent follow-up contacts for data collection and they were removed from the study. 
For the remaining 19 family cases, 18 interviews were conducted with the professional who had worked with the family, and 18 professionals also took part in five focus groups. At point of data collection, 10 of the families gave consent for one-to-one interviews with family members. Across these families 18 interviews were conducted with family members: nine parents with mental illness, one spouse of a mentally unwell parent, and eight children between 12 and 18 years of age. All professional interviews were on a one-to-one basis with the first author, and family interviews with first and second authors. Focus groups were facilitated by both authors. The first author is an experienced qualitative researcher and the second author a practising psychiatrist. Both authors had been part of the team delivering training to professionals but neither had any contact with the families prior to the research.
[bookmark: _Hlk85288460]Overall, this provided in-depth information on the experiences of 19 families. Eleven were single-parent families with an unwell mother, four were dual-parent families with an unwell mother, two were dual-parent families with an unwell father, and two were dual-parent families where both parents were unwell. In all cases where we were able to interview family members, it was the unwell mother (in four cases both mother and one to three children) who consented to interview, except for one family where it was the father (and spouse of an unwell mother) who was interviewed. Participant information is summarised in table one, below.
	Family 
	Single or dual parent family
	Unwell parent
	Ages of children in family
	Family members interviewed
	Professional interview conducted
	Professional took part in focus group

	1 
	Single
	Mother
	2 aged 4-8
1 under 4
	
	√
	√

	2 
	Single
	Mother
	2 aged 9-12
	Mother
	√
	√

	3 
	Dual
	Both
	1 aged 4-8
	
	√
	√

	4 
	Single
	Mother
	1 aged 4-8
1 under 4
	Mother
	√
	√

	5 
	Dual
	Both
	1 aged 9-12
1 aged 4-8
	
	√
	√

	6 
	Single
	Mother
	2 aged 13-18
	Mother, child
	√
	

	7 
	Dual
	Mother
	1 aged 9-12
1 aged 4-8
	Father
	√
	√

	8
	Single
	Mother
	1 aged 9-12
1 aged 4-8
	
	√
	√

	9 
	Dual
	Mother
	1 aged 4-8
2 under 4
	Mother
	√
	√

	10
	Dual
	Mother
	3 aged 13-18
1 aged 9-12
	Mother, child x3
	√
	√

	11  
	Single
	Mother
	2 aged 13-18
1 aged 9-12
	Mother, child x2
	√
	√

	12 
	Single
	Mother
	1 aged 13-18
1 aged 9-12
	Mother, child x2
	x
	√

	13 
	Single
	Mother
	2 aged 9-12
	
	√
	√

	14 
	Single
	Mother
	1 aged 4-8
	Mother
	√
	√

	15
	Dual
	Father
	1 aged 9-12
1 aged 4-8
	
	√
	√

	16 
	Single
	Mother
	1 aged 13-18
	Mother
	√
	√

	17 
	Dual
	Mother
	1 aged 9-12
1 aged 4-8
	
	√
	x

	18 
	Dual
	Father
	1 aged 13-18
	
	√
	√

	19 
	Single
	Mother
	3 aged 13-18
	
	√
	√



Focus groups and interviews followed a semi-structured format, with questioning prompts used to guide the discussion, whilst allowing participants space to relate their own issues of concern. Family interviews were guided by prompts to explore the families’ backgrounds and the development of their illness (e.g. When did the illness start? Do you think anything triggered it?), how they communicated with their family and other people about their illness, how stigma and other issues affected their lives (e.g. How has the illness affected your family life? Do you think other people look at you/your family differently because of the illness?) and what they need to help them move towards recovery. Focus groups were facilitated to encourage conversational reflection between professionals on the issues facing families with PMI (What are the major issues you encounter working with families with PMI? What role does stigma play?) with and how services can support them (What are the main challenges to helping these families recover?). Focus group participants were asked to illustrate their reflections with examples from the families each of them worked with. Discussion in Professionals’ interviews was more focused on each family case, with participants asked to reflect on their perceptions of the development of the illness and the main challenges each family faced (e.g. When did the illness develop? How was it affecting family life?), with specific focus on communication, stigma and other domains of life (e.g. Did the family experience stigma? What else was going in their lives? Did it affect their experiences of work and school?).
The interviews and focus groups were transcribed in full by the research team and analysed using reflexive thematic analysis (Braun & Clarke, 2021). The theoretical orientation driving the inquiry came from a critical realist depth ontology, which sees the issues at stake – of stigma, its impacts, and families’ illness progression and recovery – as manifest in and shaped by a complex entanglement of individual biography and experience, social relationships, material circumstances and interactions with social institutions (on this, see, for example, Layder, 2021). This underpinning encouraged us to read the transcripts for insight into how stigma manfiested in participant’s lives, its sources (where or from whom it originated), where and how it operated, its targets, the domains of life it affected, the outcomes associated with it and how they came about. 
From this orientation, the thematic analysis steps of familiarisation, initial coding and generation of themes were followed. At this point, a memoing process was incorporated into the analysis to bring together the family cases that were discussed across the interviews of different participants. Initial memoing was undertaken by the first author, and the memos shared with the second author for corroboration and revision. These coding and analytic memos (Birks et al, 2008) – aiming to aid the exploration of the data during coding and to explore relationships between different elements of the data – noted how initial themes were represented across the cases and how they related to and potentially helped to make sense of the overall situation of each family, noting intersects between stigma, identity and self-concept, interactions with services and institutions, social and relational circumstances, and impacts on wellbeing. 
This process informed the re-reading, reviewing and refinement of themes across the whole dataset. This final process was iterative, involving repeated back-and-forth re-readings of both themes and memos against the individual cases. Both the memos and the emergent themes were refined and revised through this iterative process to produce a final thematic structure for the analysis. The research received ethical approval from XXX University Research Ethics Committee.

Findings
Five themes were identified for exploration around the topic of stigma, three categorised as relating to the characteristics of stigma for families and two relating to the outcomes of stigma on families’ lives. Themes relating to the manifestations of stigma are:  mental health, self-stigma and parenting; self-stigma and other domains of life; and intra-familial stigma. Themes relating to the impacts of stigma were impacts on families’ wellbeing, illness and recovery; and implied criticism and resistance to support. These are further explored below.

Characteristics
Mental health self-stigma and parenting 
The most commonly identified theme was self-stigma and parenting. This refers to cases in which parents with a mental illness internalise a negative conception of themselves that frames them as failing to live up to presumed required ideals of parenting competence, and as responsible for negative outcomes for their children as a result. This is linked to an often intense self-criticism and negative self-evaluation in relation to themselves as parents and their ability to raise their children.
This form of self-stigmatisation manifested in two distinct ways across the sample. For some (i) there was an axiomatic link between having a mental illness and being an inadequate parent; for others(ii) self-stigmatisation was fuelled by self-criticism for specific ways that they perceive themselves as having failed in their parenting role.
The first of these forms of self-stigmatisation is illustrated in the following extracts, the first in which a mother reflects on her experiences of depression and the second in which a Community Psychiatric Nurse discusses her work with a family where the mother was experiencing anxiety and depression.
“I thought if I told [family support worker] or anybody that I was depressed, uh, it wasn’t until we build a friendship through being our worker that I opened up to him and said that, yes I am on medication, am I a bad parent for being on it?
I: What is different now? What made things different for you [after whole family intervention]?
I think accepting, I accepted that I was depressed and that I wasn’t a bad mum for being depressed.”
(“Meghan” – mother with depression)

“Mum’s level of anxiety about her parenting was quite high and actually what came out of it was that actually the daughter was quite happy, hadn’t really sort of been hugely impacted by her mum’s mental health issues because mum has worked so hard to protect her, and… she was convinced that the little girl was quite severely affected by her illness somehow… it impacted on mum’s perceived ability to look after her daughter.”
(“Edwina” - CPN)

These discussions were typical of a set of cases in which parents essentially conceptualise a linear and axiomatic connection between having a mental illness and being “a bad parent.” Mental illness in these cases is conceived as necessarily disqualifying one as an appropriate parent, and parents in these cases have internalised this negative conceptualisation that it inevitably – even in the absence of specific evidence – disqualifies them as seeing themselves as good parents. Their conceptualisation of their own worth and competence as a parent is directly impacted by their status as having a mental illness.
For other parents, the trigger for negative self-evaluations of their parenting ability lay in their reflection on specific instances or outcomes that for them that demonstrate their lack of parental capacity and competence. This also leads them to internalise a stigmatised self-identity as an inadequate parent. 
In the following example, a mother ruminates on the ways that her interactions with her children were impacted by her illness, and it is specifically her failure to interact with them appropriately that drives her negative self-evaluation:
I don’t think it is easy for the kids seeing you constantly too tired to do anything… I was constantly having to ask for help, I was getting very snappy and very moody.  It was one of those things where you knew you were doing it, but you couldn’t stop it.  Yes, so the kids probably did take the brunt of it sometimes… It could cause a lot of arguments.  It could cause strained atmospheres. I had got no patience sometimes. It is bound to have a knock-on effect.  You can only be sympathetic and understanding for so long before it’s like, ‘get over yourself, I don’t care what’s the matter with you but stop it.’
(“Tina” – mother with depression)
Another common form for such rumination to take was for parents to focus on ways that their experiences of poor mental health restricted the opportunities they were able to provide for their children, particularly in the areas of social engagement and education:
Well, I say I couldn’t take them anywhere, I couldn’t take them down town… I didn’t think I could do anything on my own with them really and that made me feel down. Even just take them somewhere where it was crowded or even to the pictures or somewhere… they missed out on no end of things because I didn’t have the confidence and stuff.  So obviously it was a vicious circle going round because that made me feel downer.
(“Michaela” – mother with bipolar disorder)

Here, “Michaela” describes a negative feedback cycle in which her lack of confidence and energy stemming from her illness would restrict the activities she could engage in with her children and this negative rumination on her parenting itself further contributed to her low mood. For another family, the worker from the Supporting Families Team discusses how similar negative ruminations were associated with negative self-evaluations and self-criticism for the mother in the family she worked with:
They wouldn’t allow any friends to go around the house because of mum, of mum’s condition.  She herself voiced to me that she felt that they were missing out on some things because of the way she was. From her point of view, that it is her fault, as she might perceive it, that things are the way they are, if the family are struggling then it is very easy for that to affect your own self-esteem.  
(“Sarah” – Supporting Families Team)

For other families it was behaviours of or outcomes for their children that were the source of rumination and negative self-evaluation:
She felt quite alienated because of the way the children were behaving in the playground, she felt other parents were judging her and looking at her. And she did tend to isolate herself and keep herself shut away…. in school there was no actual issues at all but she felt she was being judged and if they were walking to school and they were playing up.
(“Gina” – School nurse)

As these last examples demonstrate, there is potential for this form of self-stigmatisation also potentially to extend to self-blame for problems in the family even where there is no clear evidence of any impact of the illness on the children. “Sarah” thus discussed the mother in her family internalising blame for the family’s struggles in an generalise way, and in “Gina’s” account the fact that the children were not actually having any problems at school did not mitigate the mother’s feeling of negative judgement for her parenting.

Self-stigma and other domains of life
Although there are differences in the ways that it manifests for different families, the stigma in the above examples have a commonality in their relation to the intersection of ideals of appropriate parenting and negative conceptions of the impacts of mental health on parenting competence. Across many of the cases in this study, we also found evidence of self-stigmatisation in which the stigma was attached to other domains of life than the mental illness, although the manifestations of this were no less impactful on the parents’ self-evaluation of themselves as a parent and their sense that they bear the stigma of being an inadequate parent.
The most commonly occurring instances of this stigma from other domains was self-stigmatisation relating to the perceived failure to provide a positive role model for their children because of status loss or the receipt of welfare benefits. First, “Susan” discusses how the loss of her job after the worsening of her depression impacted her identity, self-esteem and confidence in her parenting:

I’d gone through that [Early Years Professional] assessment at work.  So, we’d gone from thinking quite academically and knowledgably too, and working with lots of children and doing lots of interventions with them to then struggling on a daily basis.  So, I think that has a massive impact on your self-esteem and your confidence, especially when you’re then, well, it’s linked in with parenting and children. Not being good enough.
(“Susan” – mother with depression)

“Maxine”, a worker with the Child Behaviour Intervention Initiative, gives a detailed account of the ways in which job loss, associated status loss and the need to rely on welfare benefits impacted a mother’s self-esteem, and how this also became the focus of negative judgment of her fulfilment of the parenting role:
But she was made redundant and this is the point I’m getting to… All of a sudden she found herself at home without her status, she was the bread winner, the main provider for this family. And then she was made redundant because they said they couldn’t afford her anymore. So she felt very let down there and then she was very resentful she had to go on benefits because she had worked all her life. And this is what she told me, it wasn’t what I assumed. There was some, she didn’t want to be on benefits which is why she had pursued the education herself. She really didn’t want to be on benefits and she didn’t want her children to grow up to think that you came out of school and went on to benefits, that was another strong value base of hers.
(“Maxine” – Child Behaviour Intervention worker)

In these cases, it appears that the stigma of unemployment and benefits intersects with that of mental health stigma to produce a specific experience of intersectional stigma for parents in this position. Another mother echoed this sentiment almost exactly in relation to her own experience:
I just don’t like the fact that I am on benefits, I want to earn my own money and make sure [daughter] knows the difference. I don’t want her to ever be on benefits.
(“Georgina” – mother with bipolar disorder)

Aside from cases where stigma manifested in relation to benefits and status, there was significant variation in this theme as to the domain of life to which stigma attached depending on families’ circumstances, but they were still connected to ideals of parenting and the parent’s perceived inability to live up to them. Cases spanned discussions of self-stigmatisation relating to bodyweight (and hiding oneself away, leading to fewer social opportunities for children), teenage parenthood, and the symptoms of chronic physical health conditions and their impact on family life. One powerful example came from a mother’s detailed account of her attempts to protect her children from the stigma of domestic abuse and family breakdown, and how this became a new ideal for her as a parent that she eventually felt incapable of living up to:
I promised [daughter] that we wouldn’t make everything public, that I would do everything I could to protect her. She was very scared about being stigmatised… We went through the whole trauma… without anybody knowing. 
A lot of it was around the stress of keeping up a front and putting on a happy smiley face.  But I think it was very difficult for me because I felt very hurt and abandoned, that nobody was there supporting me.  But nobody knew that I needed support, there was no outward signs of anything.
And it is like if you put all of your emotions in a dustbin, if you keep piling it in eventually it is going to spill out, but you don’t know what is going to spill out and when.  I think that is probably the point I reached. As a mother, looking back to how bad I was… no child should ever see a mother in that state I don’t think. When they were in the process of losing contact with their father, when I needed to be the one that was strong, I think it was very traumatic for the children to see me probably falling apart at the time.
(“Charlie” – mother with depression)

In all of these cases there is some characteristic of the parent or some event that has happened to the family that is stigmatising in its own right. The key impact for the families identified in the accounts is the perception that the failure to manage this stigma and to protect their children from it reflects a failure of parenting – and become another source of negative self-evaluation and self-stigmatisation in relation to their parenting competence.

Intra-familial stigma
The above cases all concern various forms of self-stigmatisation by parents rooted in self-criticism and negative ruminations on their performance of their parenting role and their capacity as parents. Whilst there was some limited evidence in our study of enacted stigma from outside the family (from the workplace and neighbourhood), the most noteworthy evidence related to stigma within the family and directed from other family members towards the mentally unwell parent.

In the following example, we see a mental health worker reflecting on the anger a child directed at his mother for not fulfilling what he saw as the expected parental role:
Mum worked really hard in creating a good environment for them to be able to sit and listen and share actually because I think there was a lot of anger from the younger boy especially towards mum. He was very angry with mum because she wasn’t what I think he’d hoped that she’d be.
(“Pritti” – Primary Mental Health worker)

And here, “Terry”, the husband of a mother with depression, expresses his concerns about others outside the family knowing about his wife’s illness and his perception that the illness has changed her role in their relationship:
I had a customer the other day, he said “oh is your wife alright?” He says, “when I rang up and I had to keep repeating myself and repeating myself on the telephone.” “Oh yes, she’s got…,” ah, d’you know what I mean? So, he’s having a conversation about it. So, that gets me down.
So what is the biggest issue (with that)?
The biggest issue is my wife’s not the same wife, is she? My wife’s not my wife anymore. I mean she’s my wife, but she’s turned into a younger sister. Does it sound stupid?
(“Terry” – father, and husband of mother with depression)
A somewhat gentler negative judgement of another unwell mother is presented by her son:
Normally she would start really happy or something like joking, but then she’d be quiet.  It was boring because she used to make little jokes and stuff, but then it stopped… it was like the house went quiet and it was like nothing to do really.  You would be sitting here watching TV, and that would be it, it would just be boring.
(Tommy (12), son of mother with depression)
This can be read as a child struggling to make sense of his mother’s changes in behaviour, and changes in her performance of motherhood as a result of her illness. Although lacking direct critique, it does imply expectations of motherhood that she is noted as falling short of. In a more pointed example, a psychiatric nurse recounts her experience of working with a family in which the teenage sons would exhibit enacted stigma towards their ill father, rejecting his parental authority and disrespecting him on the basis of his illness:
If dad started to ask them to do anything they’d be quite rude, they were quite disrespectful … There weren’t major behavioural difficulties at school or anywhere else, they didn’t get themselves into trouble but in the home situation they would very much do as they were told to a degree…  for mum, but when dad tried to sort of lay down any boundaries they would very much buck against that, refused to do it or they would talk to dad in a very disrespectful way. So, and shout at him and actually bring up his, I suppose his past behaviour and use it against him.
(“Elizabeth” – Psychiatric nurse)
Even when not enacted or expressed by other family members, there can be harmful impacts when stigma is anticipated in family interactions, which can lead to the unwell parent fearful of negative responses should some of their symptoms or behaviour (in this case self-harm) be discovered:
I was a bit worried, actually, because I didn’t know what my mum was going to say [in family support sessions]. Mum’s always supportive but I think some people don’t understand really.  I daren’t tell her, sometimes, if I felt really low and I wanted to hurt myself I couldn’t tell her things like that. 
(“Michaela” – mother with bipolar disorder)


Impacts of stigma
Impacts on families’ wellbeing, illness and recovery
The self-criticism evidence in the above extracts in relation to parents’ conception of their performance of the parenting role, the negative ruminations that develop out of this and the stigmatizing attitudes from other family members are seen by families and the professionals who work with them as having a direct role in the maintenance of the illness and impeding recovery. This is hinted at in many of the extracts above. For example, it the first quotation above (“Meghan”) in which the participant says that their recovery from depression only became possible once she was able to find release from self-criticism through accepting that being depressed did not mean she was necessarily a bad mother. Edwina’s account of her work with a family also notes the negative effects on the mother’s self-esteem, and she also went on to discuss the improvements in the mother’s wellbeing and family life after working with her to encourage her to reflect on the positive aspects of her parenting and her relationship with her daughter:
[The family intervention] actually allowed her to actually say I’m good enough actually, I’m not perfect but I’m good enough.  And it actually meant that she could relax a little, so it meant that it’s more of a relaxed household.  And that’s what I’ve noticed, that she’s not as upset as she was, not as easy to feel like she’s doing something wrong so not as easy to snap.
(“Edwina” - CPN)
In these cases, it is not mental health stigma directly that is framed as the key problem in itself, but specifically the ways in which it relates to self-criticism and negative rumination for parents. In the above quote, the impact of this on the parent’s recovery and the whole family’s wellbeing is made clear, with the mother’s anxiety abating, and family relationships benefiting from a more relaxed interaction.
There is also evidence in the extracts presented under the theme “stigma within the family” of ways in which the stigma around parenting with the mental illness can impact family relationships, with both parent-child and spousal relationships impacted by intra-family stigma. One other way that this stigma was discussed as impacting family wellbeing was through the children picking up on their parents’ distress and self-stigmatising and taking on the burden of trying to protect the parent from its impacts:
She (mother with depression) thought people would come up and say, have a go at her in the street about her mental health problems and it was like the child or somebody would be like a shield… from these negative thoughts.
(“Lisa” – Health visitor)
This is a form of anticipatory stigma that has impacts not only for the parent, who experiences anxiety and social isolation, but also for the child who is drawn into attempts to manage this and take on a difficult role of protecting their parent from anticipated stigma.
We also saw mental health stigma impacting the wellbeing of children more directly, as illustrated the following example:
I don’t want her to think she can’t speak to us.  I worry about her. I don’t want her to feel like she is on her own, because she isn’t, she has got lots of family round her…  there are some things that they just keep to themselves, mum and dad, they don’t like us to know.  But I want to know. To talk more, definitely talk more about it, if there is any problem.
(Emily (14), daughter of mother with depression)
Here, Emily is aware that her mother feels unable to speak about her illness and that both her parents keep it hidden, with the result that she struggles with feeling uninvolved and with wanting to support her mother but being unable to.

Implied criticism and resistance to support
There is significant evidence from other research regarding the prevalence of strategies for managing stigma based on concealment and social isolation, and this was also evident across the cases analysed in this study. What is more noteworthy about the ways in which families and professionals discussed these issues is the specific ways in which a suspicion of and resistance to support around PMI is shaped by forms of stigmatisation and self-criticism that degrades the parent’s presumed ability to fulfil their parenting role.
For some families this resistance was based in prior experiences of services that they had interpreted as judgemental and stigmatising:	
They made me feel inadequate, they made me feel like I was no good as a mother whatsoever, that I didn’t know my children, that I didn’t know how to bring my children up.  And I have always in the main part I have been mother and father to my children. For somebody to come along just because we have gone through, sort of eight or ten months of [daughter] playing up and tell me I am doing a really crap job at bringing my kids up, it got my hackles up, it got my defences up.
(“Tanya” – mother with depression)
This concern was held by children as well as parents, as James’ account shows:
I was looking forward to actually seeing if [family intervention] would actually work with us.  Like see if we build up the communication and things like that.... but the first week or so I was really concerned that [family worker] would judge us.
(James (13), son of mother with depression)
Both of these accounts relate hesitancy to engage with support due to anticipation of being judged negatively by services – the mother for being judged to be deficient as a parent, and the child for having negative judgements applied to the family and how they function. Another point of resistance for children was the fear of hearing negative things about their parent’s mental health in family interventions:
I didn’t want to hear something like seeing mum say she was really down.  I was worried about what she was going to say, and that was you know, like how low she was…if she was really, really depressed then I didn’t want to hear things like that. 
(Maisie (16), daughter of mother with depression)
Professionals were also aware of these feelings of criticism, judgment and self-criticism that made engagement for families in these situations difficult, and this was frequently referenced as a challenge to be overcome in the attempt to engage families in supportive work on their mental health:
Mum was very delicate so to be honest you couldn’t crit-…  there couldn’t be a hint of criticism for mum because she was very sensitive to feeling like she was rubbish anyway. But I think she was actually a Nursery Nurse trained years ago and we were trying to really build on that. She was their primary carer so everything they learnt about, they knew about empathising and understanding people was from her.  And she, it gave her faith in her own parenting actually because she couldn’t see that it was the impact of her parenting that had made these remarkable, and they were remarkable, young men.  But because of her low mood and depression and irritability she hadn’t seen it before, she couldn’t see it.
(“Pritti” – Primary Mental Health Worker)
For almost all of the professionals in the study, there was an explicit awareness of parents’ tendency to self-criticism in respect of their roles as parents and for this to be a risk factor for them and their families refusing support or disengaging from it. Further, the task of ameliorating this self-criticism and the negative ruminations that accompany it was conceptualised as a key underpinning of successful interventions.

Discussion
These findings presented here address specific research questions relating to how stigma affected whole families where a parent has a mental illness and how it interacts with the impacts of the illness and with other domains of family life. The findings go beyond existing literature in demonstrating the various ways that stigmatisation attaches to evaluations of the parenting of the ill parent, both for parent and others in the family. This is not limited to mental health stigma, but interacts with stigma attached to other domains of life. These forms of stigmatisation are apt to be internalised as self-stigma by the ill parent, to be the foundation of negative judgements directed at them from other family members, and the negative impacts form these processes are harmful to family relationships, family wellbeing, recovery and engagement with support.
Although the term “stigma” is seldom used in the accounts of family members or professionals, they clearly describe stigmatisation through the relation of ways that the ill parent is negatively judged, and socially and personally devalued, by self and others. The focus of this devaluation on the failure of self qua parent (and in some cases partner or spouse) fosters severe self-criticism and impacts self-esteem on a dimension central to self-concept.
Previous research in relation to stigma in families with mental health problem has largely focused on stigmatisation by others directed towards an unwell parent or the parent of an unwell child (e.g. Larson & Corrigan, 2007; Jeffery et al, 2013). In these situations, parents are liable to be blamed by others as being responsible for their child’s mental illness or perceived as an unfit parent by virtue of having a mental illness.
A smaller number of studies have noted the negative effects of the internalisation of negative evaluations of self, grounded in mental health stigma, especially around parenting capacity, such that parents come to see themselves as axiomatically unfit as a parent due to having a mental illness (e.g. Reupert & Maybery, 2015; Chan, Ho & Bressington, 2019) – as Reupert & Maybery (2015) put it ‘because I have a mental illness I am a terrible mother.’
This form of self-stigmatisation was noted in this study, but another process was also noted by which self-stigmatisation takes place and self-criticism develops. More common in this study than the necessary connection between mental illness and inadequate parenting were forms of rumination and self-criticism focusing on specific ways that parents perceived themselves as falling short of the ideals of the parenting role. These perceived failures are often related to the ways that mental ill health has affected their lives through lack of energy, lack of focus, anxiety or lack of confidence, but it is rumination on specific examples of perceived poor parenting that fuel self-stigmatisation rather than the fact of having mental illness itself. Rather than “I must be a terrible parent because I have a mental illness” this can be framed as “these are the ways that I have failed to be a good parent due to being unwell, therefore I am a terrible parent.” Parents reflected on a diminished capacity they saw in themselves to provide the emotional, social and educational inputs into their children’s lives that are normatively expected. 
There emerged also reflection on forms of stigmatisation and idealised parenting standards in relation to other areas of life than mental health that were additionally liable to act as sources negative self-evaluation and self-recrimination for parents and to have similar impacts to those stemming from mental ill health and its symptoms. Job loss and loss of status as family provider, being in receipt of welfare benefits and thus being a poor role model and failing to protect children from negative life events were thus seen as by unwell parents as ways they failed to fulfil their parenting role, creating a form of intersectional stigma (e.g. Whittle et al, 2017) in which concurrently they experience mental health and benefits stigma. We saw evidence of impacts of this negative rumination on self-concept and self-stigmatisation similar to those experienced with mental health stigma itself. 
One notable aspect of the participants’ reflections on these issues is the consistency with which they focus on the childcare roles of mothers, who are individually taking on responsibility for ensuring positive outcomes for their children along these educational, social and emotional axes. This has parallels to Kumar et al’s (2009) work noting that violation of normative ideals of womanhood often form the basis of stigma directed at mothers, and Dyson et al’s (2016) study of presentations of parenting in a medical setting, in which the performance of normative family roles takes on heightened importance in situations rendered extra-normative (that is, in which there are existing social expectations of reduced competence).
Although a significant portion of the findings related in one way or another to self-stigmatisation of unwell parents, the study also noted that stigma within the family could operate in similar ways. That is, through stigma directed by family members at the unwell parent not from a straightforward association of mental illness with incapacity, but from reflections on specific ways they perceive them as failing to fulfil an important family role (most usually parent, but also spouse) or being rejected from that family role because of their perceived past shortcomings. 
The predominance of self-stigmatisation and stigma from within the family should not, however, imply blame or responsibility for parents and families themselves to overcome the impacts of the stigma. Idealised constructions of parenting and negative judgments for failure are not be made by families ex nihilo. The stigmatisation observed around these issues has the power that it does to the extent that families internalise ideals of parenting them from their social environment.

Limitations
Several limitations must be acknowledged when evaluating the findings of this study. First, findings are derived from a small, self-selected sample of 19 families who voluntarily opted into the family intervention and then the follow-up research. There were no cases with more severe acute phase conditions that carried a risk of hospitalisation, and families who opted into both elements may have created a sample of those already more open to discussing stigma and mental health. We can thus not claim this a as universal representation of the manifestations of stigma for all families with PMI, particularly those with more severe conditions. 
Despite attempts to recruit across families, there was a lack of spouse and partner voices in the study as only one spouse opted into the research element of the work. The goal of allowing families to define for themselves who would count as “family” for the purposes of the work may also be connected to the lack of voice from and perspectives of extended family, who were only rarely included in this self-definition. There are some potentially important voices missing from this study, and this may explain to some degree the relatively strong focus on parental self-stigma in the findings. 
Future research drawing on a wider sample of participants in and around families as well as families with a broader set of mental health experiences will be valuable in expanding on the findings presented here.
Suggestions for future work
Despite the noted limitations, this work does suggest some reconsiderations of strategies for combatting mental health stigma tend to focus on psychoeducation and encouraging more open talk and disclosure about mental illness to ensure those affected have appropriate mental health literacy and access support (e.g. Henderson et al, 2018; Shahawan et al., 2020). Mental health literacy and insight into the nature of the illness affecting families have been shown to be useful for those cases where stigmatisation is grounded in the axiomatic association of having mental illness with poor parenting. The findings presented here, however, raise questions as to whether an additional focus to anti-stigma campaigns might be needed to address intra-familial stigma and parents’ self-stigmatisation that is based not directly on mental ill health, but grounded in rumination and (self-)criticism for specific ways parents are held to have failed to live up to ideals of parenting. Such anti-stigma work should also consider the impacts of stigma from other domains of families’ lives than mental health, how these various forms of stigma interact and how they impact whole family wellbeing, family relationships and illness and recovery.
The work also suggests the importance of family interventions attending to negative evaluations of self and others, and of working to mitigate criticism and self-criticism and judgement within families. The presence of these issues in families heightens resistance to engagement, suggesting the need for supportive and voluntary engagement. The reframing of negative evaluations of parenting was identified as the keystone for recovery in the family and professionals accounts here. This suggests an impetus for developing interventions that enable families to see positive outcomes as well as less negative ones, to accept their parenting as “good enough” and to suspension of negative self-evaluations, and where appropriate redirect blame away from the parent and onto challenging external stressors that have contributed to their ill health. 
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