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Abstract: In this study, we seek to clarify whether the present-day experience of psychological distress
among adults whose parents suffered from mental illness is related to their childhood experiences
of abuse and neglect and their provision of emotional care for their parents during their school-age
years. To this end, a web-based cross-sectional study was conducted. A total of 120 participants over
the age of 20 who attended a self-help group responded (50% response rate); of these, 94 had a parent
diagnosed with a mental illness, and these participants were included for data analysis purposes.
Of the 94 respondents, 65 (69.2%) were highly distressed, as measured by a Kessler (K) 6 measure
of ≥5. A logistic regression analysis revealed that the experience of providing emotional care for
parents during school-age childhood was significantly related to high levels of distress in adulthood
(OR = 3.48; 95% CI 1.21–9.96). For children of parents with mental illnesses, the effects of providing
emotional care for parents during childhood may include long-term psychological distress. For this
reason, mentally ill parents raising children need visiting community nurses or other professionals to
provide emotional care on behalf of their children.

Keywords: adverse childhood experiences; young carers; emotional care; mental disorders

1. Introduction

Early life experiences make an important contribution to the health of individuals
throughout their course of life. Adverse early life experiences such as child abuse and
neglect have been a topic of political and academic interest since the 1960s [1]. Child abuse,
neglect, and several other such experiences have been labeled as adverse childhood experi-
ences (ACEs), which are defined as potentially traumatic events that occur in childhood
(0–17 years). These include experiences of violence, abuse, or neglect; witnessing violence
in the home; or having a family member attempt or die by suicide [2]. The cumulative
effects of exposure to potentially traumatic events on the developing brain’s stress response
result in impairment in the development of brain structures and functions [3]. Decades of
research have identified a robust, dose–response relationship between child abuse, neglect,
and other forms of ACEs and an increased risk of physical and mental health problems
across the lifespan [4–7].

One of the earliest and largest investigations into ACEs was the CDC-Kaiser ACE
study [2], in which ACEs were categorized into three groups: abuse, neglect, and household
challenges [2]. The category of household challenges included violence towards mothers,
substance abuse in the household, mental illness in the household, parental separation or
divorce, and incarcerated household members [5]. In the present study, among the ACEs,
we focus on parental mental illness as a household challenge facing children, as well as
abuse and neglect. In Japan, studies of ACEs have been scarce to date; however, there
have been reports on the long-term effects of ACEs in adulthood in relation to self-harm
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ideation [8], inappropriate parenting by ACE-affected adults [9], and the onset of mental
illness [10]. Regarding the association of ACEs with the development of mental illness
in Japan, ACEs have been strongly associated with the development of mental illness in
childhood but only weakly with the development of such illness in adulthood [10]. In
Japan, the number of reports of child abuse and neglect and of patients with ACE-related
mental illness continues to increase [11]. Because little is known of any specifically Japanese
characteristics among the long-term effects of ACEs in adulthood, more research needs to
be undertaken in this regard.

In this study, among the household challenges category of ACEs, we focus on parental
mental illness. In western countries, a substantial amount of research has been conducted
on children of parents with mental illness (COPMIs). One meta-analysis revealed an
increased risk of developing a mental illness among the children of parents who suffer from
severe mental illness [12]. Parental mental illness does not in itself guarantee psychosocial
problems in their children. However, there is strong evidence that parents with mental
illness are more likely to abuse, neglect, or maltreat their children [13]. In Japan, between
one-third and one-half of child abuse cases where child protection is required involve
parents with mental health problems [14]. Parental mental illness is known to be a high-risk
factor for child abuse in Japan.

Nevertheless, the long-term effects on COPMIs that persist into adulthood have been
little studied in western countries to date [15]. Some qualitative studies have reported
long-term problems affecting COPMIs as adults, such as interpersonal problems [16],
psychological distress [16], and difficulties in raising their own children [15]. Similarly, in
Japan, there has been little research on long-term problems affecting COPMIs as adults,
although one recent qualitative study reported long-term effects such as psychological
distress, difficulties with emotions, an inability to trust people, and trauma persisting into
adulthood [17].

In recent years, the experience of being a young carer has been identified in Japan as
a particular ACE among COPMIs. In western countries generally, since the mid–1980s,
there has been an increased awareness of the concept of young carers [18]. Young carers
are defined as ‘children and young persons under 18 who provide or intend to provide
care, assistance, or support to another family member’ [18]. Three meta-syntheses of
qualitative studies describing children’s subjective experiences revealed a relationship
between children’s experiences of performing housework and providing emotional care
for their parents and feelings of distress among the children involved [16,19,20]. In a 2022
survey of Japanese high school students, high school students who cared for a family
member with a disability or illness were significantly more distressed than those without
such responsibilities [21].

This concept of young carers is especially relevant in the study of COPMIs. According
to a national survey of young carers conducted in the United Kingdom, 29% of people
who require care and 50% of mothers who require care have mental health problems [22].
Regarding young Japanese carers, the first national survey conducted in 2020 revealed that,
among parents being cared for by their children, 14.3% of those cared for by middle- school-
aged children (13–15 years) and 17.3% of those cared for by high-school-aged children
(16–18 years) suffered from a mental illness [23]. Taking on such a responsibility can have
physical, social, educational, and emotional impacts on the lives of children [24]. Among the
many roles played by young carers, the provision of emotional care is more common when
the person receiving the care has mental health problems [22], and this includes ‘observing
the care recipients’ emotional state, providing supervision, or trying to cheer them up when
they are depressed, etc.’ [22]. Because changes in the behavior and personality of persons
with mental illness can be distressing for close family members [25–29], the provision of
emotional care can lead to psychological distress for carers, resulting in a lower quality of
life [30]. For these reasons, in this study, we focus on the provision of emotional care by
COPMIs and on any psychological distress as a result. We sought to identify those factors
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most likely to lead to psychological distress and possible means to alleviate their effects to
improve the quality of life of carers.

This study aims to clarify whether the present-day experience of psychological distress
among adult COPMIs is related to their experiences of being abused and neglected and
of having provided emotional care to their parents during their childhood years, adjusted
for factors potentially associated with dependent and independent variables, as follows:
gender [31], age [32], presence or absence of siblings [32], personal experience of mental
illness [33], physical condition [34], separation from parents in their childhood [6], having
a parent without illness [22], the treatment status of their parents in their childhood [35,36],
and the absence of a parental spouse in their childhood [7].

2. Methods
2.1. Research Design

The present study involves the analysis of data from the web-based, cross-sectional
‘Survey of Children Raised by Parents with Mental Illness’ [37], previously conducted by
ourselves. This survey sought to obtain basic information to assess the support methods
of COPMIs of elementary and high-school age. Respondents were asked to report their
current life situation and to recall past childhood events.

2.2. Procedure

The survey was carried out among participants in the biggest self-help group in Japan
(KODOMO-PEER) for the adult children of parents with mental illness. A web-based
survey (URL supplied in the email) was emailed in October and November 2019. The
REDCap (Research Electronic Data Capture) system was used for the web survey.

2.3. Study Samples

The inclusion criteria for this survey were as follows: individuals who had partic-
ipated in KODOMO-PEER at least once in the past and who were at least 20 years old.
The exclusion criterion covered all individuals less than 20 years old. Those eligible to
participate in KODOMO-PEER are individuals whose parents have a mental illness that
may or may not have been diagnosed by a psychiatrist.

Of the 240 people invited to participate in the survey, 120 responded (response rate
50%). In order to limit our analysis to the experiences of young carers (those who had to
care for a parent when aged less than 18 years), two participants were excluded because
one reported that their parent’s mental illness began after they had graduated from high
school and another did not supply an onset time. In addition, to limit the analysis sample to
those whose parents had been diagnosed with a mental illness by a psychiatrist, we excluded
nineteen participants whose parents were undiagnosed and five participants whose parents’
diagnosis was unknown. In all, we included 94 respondents whose parents developed a
diagnosed mental illness before the respondents themselves reached the age of 18.

2.4. Measures
2.4.1. Psychological Distress

We used the Kessler (K) 6, a short screening questionnaire consisting of six items that
is used to screen for non-specific psychological distress [33]. The questions were designed
to ask about psychological distress over the previous 30 days. They include ‘Did you often
feel nervous’? and ‘How often did you feel hopeless’? as well as four other items. The
degree of psychological distress is measured on a 5-point Likert scale with the following
options: 0 (none of the time), 1 (a little of the time), 2 (some of the time), 3 (most of the
time), and 4 (all of the time); possible scores, therefore, range from 0–24. The reliability and
validity of the Japanese version of the K6 have previously been evaluated, and the two best
cut-off points have been estimated as follows: 4/5, as an optimal lower threshold cut-point
indicative of moderate mental distress; and 12/13, as a screening cut-off point indicative of
severe mental illness [38]. For this study, we chose the 4/5 cut-off point because we did
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not screen for mental illness. The Cronbach’s alpha was 0.92. The K6 score was used to
categorize respondents into two groups: those with high (K6 ≥ 5) and low (K6 ≤ 4) levels
of distress.

2.4.2. Independent Variables

We used three independent variables: exposure to aggressive acts, neglect, and emo-
tional care.

Exposure to aggressive acts included experiences of child abuse. However, the survey
did not ask about child abuse directly. Respondents were asked to consider the following
two items with respect to their school-age life experience: ‘There were constant fights
between the adults at home’ and ‘There was an attack from my parents on me or my
siblings’. These were operationally defined as ‘exposure to aggressive acts’. If one or
both items were selected, respondents were considered as having experienced exposure to
aggressive acts.

In terms of neglect, those who chose one or both of the following items—‘An adequate
amount of food was not provided’ or ‘The laundry and cleaning were not well done’—were
considered to have experienced ‘neglect’.

Emotional care is the most common care role carried out by COPMIs [37]. Those who
selected ‘I provided emotional care, such as being close to my parents’ as indicative of their
childhood experience were deemed to fall into the ‘emotional care’ category.

Regarding the three variables, respondents were asked to recall and answer in terms
of their childhood experience during their periods at elementary school, junior high school,
and high school at the ages of 7–12, 13–15, and 16–18 years, respectively.

2.4.3. Control Variables

The control variables of adult COPMIs included gender (male/female), age (20–29/
30–39/40–49/50 or older), having siblings (yes/no), suffering mental illness (suffered/not
suffered), physical condition (poor/not poor), and separation from parents (experienced/not
experienced). The variables related to the parents of respondents when the latter were of
school age included whether one or both parents had a mental illness (one or both), whether
the illness was treated (continued/discontinued or never treated), and the presence or
absence of a spouse (presence/absence).

2.5. Data Analysis

First, the frequency distribution of variables was confirmed. Next, the background
characteristics of high- and low-distress groups were compared using χ2 tests. Finally,
to examine the association between distress and the independent variables, a multiple
logistic regression was performed. The high- and low-distress groups, as established by
the K6 scores, were identified as the dependent variables. Exposure to aggressive acts,
neglect, and emotional care were identified as the independent variables. All others were
considered control variables after confirming variance inflation factors (less 2.0) due to
possible multicollinearity among the variables. When multiple logistic regression was
conducted, three independent variables and control variables were selected by the stepwise
method. A post hoc logistic regression analysis was performed with a power of 0.81 using
G*Power. All analyses, except for the power analysis, were performed in SAS Version 9.4
(SAS Institute Inc., Cary, NC, USA).

2.6. Ethical Approval

We explained in the text the purpose and method of the study, that participation in
the study was voluntary, and that participants could withdraw at any time if they felt dis-
comfort in recalling their past experiences while responding. Informed consent was given
by means of this written explanation; explicit consent was then obtained using a checkbox.
The anonymity and confidentiality of participants were maintained as researchers could
not determine the email addresses and answers of individual respondents. The Research
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Ethics Committee, Faculty of Medicine, Osaka University, approved the study protocol on
29 July 2019 (ID: 19152).

3. Results
3.1. Respondents’ Demographics

As shown in Table 1, of the 94 respondents, 84.0% were female and 16.0% were male.
In terms of age, those in their twenties formed the largest group, comprising 37.2% of
the total. Of the remainder, 22.3% were in their thirties, 17.0% were in their forties, and
23.4% were aged fifty or more; 57.4% of respondents had siblings, and 42.6% did not.
Concerning their present state of health, 24.5% stated that they suffered from mental illness,
and 41.5% reported being in poor physical condition. Forty-one respondents (43.6%) had
been separated from their parents for more than one month before graduating from high
school; of these, twenty-eight (29.8%) reported that their parents had been admitted to
psychiatric hospitals. None of the respondents reported that they had been under the child
protection system as children.

Table 1. Demographic data of adult children from the high- and low-distress groups.

All Low-Distress
Group (K6 ≤ 4)

High-Distress
Group (K6 ≥ 5)

n = 94 n = 29 n = 65

n (%) n (%) n (%) x2 p

Adult children

Gender Male 15(16.0%) 4 (13.8%) 11 (16.9%)
0.147 1.000Female 79(84.0%) 25 (86.2%) 54 (83.1%)

Age (years) 20–29 35 (37.2%) 6 (20.7%) 29 (44.6%)

9.190 0.027 *
30–39 21 (22.3%) 7 (24.1%) 14 (21.5%)
40–49 16 (17.0%) 4 (13.8%) 12 (18.5%)

50 or older 22 (23.4%) 12 (41.4%) 10 (15.4%)

Have siblings Yes 54 (57.4%) 20(69.0%) 34 (52.3%)
2.276 0.131No 40 (42.6%) 9 (31.0%) 31 (47.7%)

Mental illness Suffered 23 (24.5%) 4 (13.8%) 19 (29.2%)
2.586 0.108Not suffered 71 (75.5%) 25 (86.2%) 46 (70.8%)

Physical Poor 39 (41.5%) 4 (13.8%) 35 (53.8%)
13.252 <0.001 *condition Not poor 55 (58.5%) 25 (86.2%) 30 (46.2%)

Separation from Experienced 41 (43.6%) 14 (48.3%) 27 (41.5%)
0.370 0.543parents Not experienced 53 (56.4%) 15 (51.7%) 38 (68.5%)

Parents with mental illness

Parents with One 79 (84.0%) 25 (86.2%) 54 (83.1%)
0.146 1.000mental illness Both 15 (16.0%) 4 (13.8%) 11 (16.9%)

Treatment Continued, 49 (52.1%) 15 (51.7%) 34 (52.3%)
0.003 0.958Discontinued or never treated 45 (47.9%) 14 (48.3%) 31 (47.7%)

Spousal Presence 60 (63.8%) 17 (58.6%) 43 (66.2%)
0.493 0.483presence Absence 34 (36.2%) 12 (41.4%) 22 (33.8%)

p-values were calculated for the differences between high- and low-distress groups using the χ2 test. * p < 0.05.

With regard to which of their parents had been diagnosed with mental illness by a psy-
chiatrist, 67.0% stated only their mothers and 17.0% stated only their fathers, while 16.0%
said both parents had been diagnosed. The parents’ diagnoses included schizophrenia
(61.7%), depression (22.3%), anxiety disorder (12.8%), bipolar disorder (14.9%), develop-
mental disorders (8.5%), personality disorders (9.6%), alcoholic addiction (5.3%), and others
(14.9%) (duplicated). Seventy (74.5%) respondents estimated that the onset of their parents’
illness was when they were younger than elementary-school age (6 years or younger),
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while eighteen (19.2%) stated that it began when they were at elementary school (age 7–12)
and six (6.4%) recalled that it started when they were in junior high school (age 13–15).
Concerning treatment for mental illness, 52.1% of respondents recalled that their affected
parents were under continuous medical treatment, while 47.9% recalled either discontinued
treatment or the absence of treatment. A total of 36.2% of respondents recalled the absence
of a parental spouse due to divorce or other reasons. Control variables are shown in Table 1.

3.2. Psychological Distress

The average K6 score of the 94 respondents was 9.38 (SD 6.75). A total of 65 respon-
dents (69.2%) reported K6 scores of over 5 (high-distress group), while 29 (30.9%) reported
scores of 4 or less (low-distress group).

3.3. Independent Variables

As shown in Table 2, a total of 78.7% of respondents were exposed to aggressive acts
when they were of school age, with 70.2% being exposed during their elementary school
period, 71.3% when in junior high school, and 53.2% when in high school.

Table 2. Adverse experiences in childhood in the high- and low-distress groups.

All Low-Distress
Group (K6 ≤ 4)

High-Distress
Group (K6 ≥ 5)

n = 94 n = 29 n = 65

n (%) n (%) n (%) x2 p

Exposure to
aggressive acts

Elementary 66 (70.2%) 16 (55.2%) 50 (76.9%) 4.536 0.033 *
Junior high 67 (71.3%) 17 (58.6%) 50 (76.9%) 3.281 0.070

High 50 (53.2%) 15 (51.7%) 35 (53.9%) 0.036 0.849

Ever 74 (78.7%) 18 (62.1%) 56 (86.2%) 6.945 0.008 *

Neglect Elementary 31 (33.0%) 7 (24.1%) 24 (36.9%) 1.483 0.223
Junior high 35 (37.2%) 7 (24.1%) 28 (43.1%) 3.078 0.079

High 25 (26.6%) 4 (13.8%) 21 (32.3%) 3.521 0.061

Ever 46 (48.9%) 8 (27.6%) 30 (46.2%) 2.871 0.090

Emotional care

Elementary 56 (59.6%) 12 (41.4%) 44 (67.7%) 5.765 0.016 *
Junior high 57 (60.6%) 11 (37.9%) 46 (70.8%) 9.060 0.003 *

High 57 (60.6%) 13 (44.8%) 44 (67.7%) 4.392 0.036 *

Ever 69 (73.4%) 16 (55.2%) 53 (81.5%) 7.141 0.008 *

p-values were calculated for the differences between high- and low-distress groups using the χ2 test. * p < 0.05.

A total of 48.9% of respondents had experienced neglect, with 33.0% recalling neglect
during their elementary schooling, 37.2% experiencing it while in junior high school, and
26.6% during high school.

Most respondents (73.4%) recalled providing emotional care for parents during their
school-age childhood, with 59.6% providing such care during elementary school, 60.6%
during junior high school, and 60.6% during high school.

3.4. Comparisons between the High-Distress and Low-Distress Groups

As shown in Table 1, compared to the low-distress group, respondents in the high-
distress group were significantly younger (p = 0.027) and more likely to be in poor physical
condition (p < 0.001). There were no other significant differences between respondent
groups in terms of their gender, the presence or absence of siblings, their own experiences
of mental illness, experiences of separation from parents, whether one or both parents
had a mental illness, whether the parental illness was treated or not, or whether there was
parental spousal absence.

As shown in Table 2, upon comparing independent variables between the high-distress
and low-distress groups, we found that individuals in the high-distress group were signifi-
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cantly more likely than those in the low-distress group to have been exposed to aggressive
acts while in elementary school (p = 0.033) and throughout their school-age childhood
(p = 0.008). They were also more likely to have provided emotional care while in elementary
school (p = 0.016), junior high school (p = 0.003), high school (p = 0.036), and throughout
their school-age period (p = 0.008).

3.5. Independent Variables and Distress

As a result of multiple logistic regression with three independent variables and control
variables selected via the stepwise method, we found significantly more respondents
who had provided emotional care (OR = 3.48; 95% CI 1.21–9.96) among the independent
variables and significantly more respondents in poor physical condition (OR = 7.15; 95%
CI 2.17–23.58) among the control variables in the high-distress group (Table 3). The other
independent variables, i.e., exposure to aggressive acts and neglect, were not significantly
associated with psychological distress. Similarly, the other control variables, i.e., gender, age,
having siblings, suffering mental illness as a COPMI, experiences of separation from parents,
having one or both parents with mental illness, parental treatment or lack of treatment, and
parental spousal presence, were not significantly associated with psychological distress.

Table 3. Risk factors for adult children with high distress (K6 ≥ 5).

OR 95% CI p

Provide emotional care Never experienced 1.00 Reference
Ever experienced 3.48 1.21–9.96 0.020 *

Physical condition Not poor 1.00 Reference
Poor 7.15 2.17–23.58 0.001 *

CI: confidence interval. * p < 0.05. Multiple logistic regression: The following variables were selected via stepwise
method from exposure to aggressive acts, neglect, emotional care, gender, age, having siblings, suffering mental
illness, physical condition, separation from parents, parents with mental illness (one or both), parental treatment,
and the parental spousal presence.

4. Discussion

In this study, we sought to clarify whether any present-day psychological distress
experienced by adult COPMIs is related to their experiences of being abused and neglected
and of having provided emotional care for their parents during their school-age years. The
main finding of this study is that the experience of providing emotional care to parents
during childhood is significantly related to high levels of distress in adulthood.

4.1. Study Respondents’ Demographics and Distress

The parents of most respondents (93.7%) experienced the onset of their mental ill-
ness before the respondent had graduated from elementary school. As a result, many
respondents grew up experiencing their parents’ illness. In terms of gender, the majority of
the parents with mental illness were mothers (83.0%) and most of the respondents were
daughters (84.0%). In Japan, primary carers for persons with mental illness are mostly
women [39]. A Japanese national survey of junior high and high school students found
that girls spend more time caring for other family members and bear a greater burden than
boys [23]. In Japan, care roles are not only for adults but also for children, where a gender
bias has arisen. It is thought that women who have more experience caring for their parents
participate more in self-help groups to share their caregiving experiences.

In our survey, more than half of the respondents had parents who suffered from
schizophrenia (61.7%), and 47.9% of the respondents reported that their parents’ mental
illness was untreated during the respondents’ childhood. In general, only 21.9% of individ-
uals with a mental illness seek treatment [40], and over three-quarters of children (78.5%)
have parents who suffer from a mental illness but do not receive mental health care [41];
these findings are similar to those of the present study. The emotional care for untreated
parents provided by COPMIs can be a heavy burden, and support for such caregivers is
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needed. However, none of our respondents reported being taken up by the child protection
system, even when they had been neglected or exposed to mildly aggressive acts. In such
cases, it can be difficult to identify children who need support because they are not being
severely—and, thus, obviously—abused.

In the present study, the average K6 score among respondents was 9.38 (SD 6.75)
and 65 (69.2%) respondents produced a K6 score of over 5 (high-distress group), which
is higher than in the general population (3.6, SD 3.9) [42] or among carers for the elderly
(4.29, SD 4.46) [43] or among general high school students (6.51, SD 5.87) [21]. In this study,
24.5% of respondents themselves suffered from a mental illness, which is higher than in
the general population (7.6% in 12-month prevalence) [40], and there was no significant
relationship between their diagnosis and their level of distress. One meta-analysis found
that children of parents with severe mental illness had a 32% probability of developing
severe mental illness by adulthood (age > 20) [12]. Regarding the association of parental
mental illness with the development of mental illness in their children, in Japan, there
appears to be a strong association with the development of such illness during childhood
but not in adulthood [10]. A high prevalence of mental illnesses has also been reported
among COPMIs under the age of 18, with a significantly higher risk of socioeconomic
adversity as a background [44]. It may be that the parent’s mental illness does not itself
lead to the development of mental illness in their child. Rather, it is the deterioration
of the domestic environment accompanying the onset of the parent’s mental illness that
negatively impacts the child’s mental health.

4.2. Relationship between Aggressive Acts, Neglect, and Provision of Emotional Care and Levels
of Distress

In our high-distress group, we found significantly more respondents who had pro-
vided emotional care. There was no significant relationship between childhood exposure
to aggressive acts or neglect and present-day levels of distress. Studies on ACEs have
identified significant relationships between child abuse or neglect and an increased risk
of psychological health problems throughout the lifespan of affected children [6,45]. In
our study, many respondents were exposed to aggressive acts (78.7%) and neglect (48.9%)
from their elementary to high school periods. Because the cognitive dysfunction associated
with many mental disorders impairs functionality, this may have impaired the parental
performance of household chores [46], leading to neglect of their children. In Japan, physi-
cal violence toward family members occurs in 60% of schizophrenia sufferers [39]. Severe
direct violence or neglect is categorized by the child protection system as abuse, but none
of the respondents in this study were placed under child protection. Because they were
considered insufficiently exposed to significant levels of violence or neglect, these experi-
ences seemed to be unrelated to distress in the current study. However, these results do not
mean that neglect or exposure to aggressive acts has no serious impact on children. The
results merely suggest that for COPMIs, the long-term effects of emotional caregiving upon
psychological distress are more significant compared with experiences of abuse or neglect.

In the current study, 73.4% of the respondents had the experience of providing emo-
tional care to their parents. Mental illness requires families to become emotionally involved
with the patients. Earlier qualitative studies have shown that children observe and react to
the unpredictability of their parents’ illness-related behavior [19,47]. As a result, children
carefully monitor their parents for signs of change [48] and try to manage these behaviors
to maintain a safe home environment [19]. The consequences of providing long-term
emotional care may continue to affect children later in life. As adults, young carers may
find it difficult to establish trust with others [49]. In their own childhoods, the normal roles
of parent and child in care provision were reversed as they often had to provide care for
their parents [20]. Therefore, they were never able to truly live as children. Such childhood
experiences have been described in previous studies carried out in other countries and are
often shared during KODOMO-PEER meetings in Japan.
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4.3. Implications for Practice

The results of this study suggest that providing emotional care for parents with mental
illness has long-term effects on the psychological health of the children involved. Many
of our survey respondents grew up experiencing their parents’ illness and providing
emotional care for them. In Japan, although support for victims of child abuse is well
established [11], support for young carers has only just begun. The findings reported here
suggest a need to reduce the burden of emotional care in particular. Emotional care should
not be provided by children but by visiting community nurses or other professionals on be-
half of children. When health professionals support parents with childcare responsibilities,
they also need to keep in mind that when children take on care roles, the burden typically
falls most heavily on girls. However, whether COPMIs are caring for their parents or
struggling in other ways with family matters, they are often reluctant to seek help because
of stigma [50]. In Japan, more than 80% of COPMIs did not consult their schoolteachers
about conditions at home [37]. When mentally ill parents are raising children, it is desirable
for the treating medical facility to proactively assess the family’s situation and link them to
appropriate home-visiting services.

Finally, because many COPMIs continue to experience psychological distress in adult-
hood and need assistance, more support for such individuals is also needed.

4.4. Research Limitations and Future Research

The limitations of this study include the following: First, the sample may be un-
representative of the general population because of its small size, the low response rate
(50%), and its recruitment through a specific group. Nevertheless, this survey involved the
largest sample size of adult children of parents with mental illness of any study carried
out in Japan. In addition, respondents with high levels of distress may have been unable
to respond due to poor health, and there may also have been bias among respondents.
Respondents often find KODOMO-PEER through the internet, and this itself may reflect
their awareness of concerns and difficulties originating in childhood and persisting into
adulthood. Therefore, it is unclear if the respondents fairly and accurately represent all
of the children of parents with mental illness. Secondly, we were unable to determine
any economic circumstances in childhood that might have affected current psychological
distress [6,44] because this study used variables from a previously conducted study. Thirdly,
the memory of individual respondents may also serve as a source of bias. Our survey
used a self-reporting questionnaire, and the accuracy of responses could not be guaranteed.
Lastly, we did not explore any experiences of childhood prior to elementary school because
this survey’s main purpose was to focus on school-aged children.

Future research methods need to be more broadly based and not limited to self-help
groups in order to reduce subject bias. In addition, prospective longitudinal surveys and
interviews should be used to ensure accurate study information.

5. Conclusions

In this study, we sought to clarify whether the present-day experience of psychological
distress among adult COPMIs is related to their experiences of being abused and neglected
and of having provided emotional care for their parents during their childhood years,
adjusted for factors potentially associated with dependent and independent variables. A
logistic regression analysis revealed that the experience of providing emotional care for
parents during childhood was significantly related to high levels of distress in adulthood.
For children of parents with mental illnesses, the effects of providing emotional care for
parents during childhood may include long-term psychological distress. The findings
suggest a need to reduce the burden of emotional care provided by children.



Healthcare 2023, 11, 214 10 of 12

Author Contributions: Conceptualization, M.K., T.S., A.K., A.H., H.T. and K.Y.; methodology, M.K.;
software, M.K.; validation, M.K. and K.Y.; formal analysis, M.K. and K.Y.; investigation, M.K., T.S.,
A.K., A.H., H.T. and K.Y.; resources, M.K., T.S., A.K., A.H., H.T. and K.Y.; data curation, M.K.;
writing—original draft preparation, M.K.; writing—review and editing, M.K.; visualization, M.K.;
supervision, M.K. and K.Y.; project administration, M.K.; funding acquisition, M.K. All authors have
read and agreed to the published version of the manuscript.

Funding: This research was funded by the JSPS KAKENHI Grant Number JP 19H03960. The APC
was funded by the JSPS KAKENHI Grant Number JP 19H03960.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Research Ethics Committee of Faculty of Medicine,
Osaka University (protocol code 19152; date of approval: 29 July 2019).

Informed Consent Statement: Informed consent was obtained from all participants involved in the
study by using a checkbox before answering the questionnaire.

Data Availability Statement: The data of this study are not publicly available to protect the partici-
pants’ privacy.

Acknowledgments: We would like to thank the research participants of KODOMO-PEER.

Conflicts of Interest: The authors have no conflict of interests to declare.

References
1. Connell-Carrick, K. A Critical Review of the Empirical Literature: Identifying Correlates of Child Neglect. Child Adolesc. Soc.

Work. J. 2003, 20, 389–425. [CrossRef]
2. Center for Disease Control and Prevention Preventing Adverse Childhood Experiences (ACEs): Leveraging the Best Available

Evidence. Atlanta, GA: National Center for Injury Prevention and Control, Centers for Disease Control and Prevention. 2019.
Available online: https://www.cdc.gov/violenceprevention/pdf/preventingACEs.pdf (accessed on 14 December 2022).

3. Anda, R.F.; Felitti, V.J.; Bremner, J.D.; Walker, J.D.; Whitfield, C.; Perry, B.D.; Dube, S.R.; Giles, W.H. The Enduring Effects of
Abuse and Related Adverse Experiences in Childhood: A Convergence of Evidence from Neurobiology and Epidemiology. Eur.
Arch. Psychiatry Clin. Neurosci. 2006, 256, 174–186. [CrossRef] [PubMed]

4. Bellis, M.A.; Hughes, K.; Leckenby, N.; Hardcastle, K.A.; Perkins, C.; Lowey, H. Measuring Mortality and the Burden of Adult
Disease Associated with Adverse Childhood Experiences in England: A National Survey. J. Public Health United Kingd. 2015, 37,
445–454. [CrossRef] [PubMed]

5. Felitti, V.J.; Anda, R.F.; Nordenberg, D.; Williamson, D.F.; Spitz, A.M.; Edwards, V.; Koss, M.P.; Marks, J.S. Relationship of
Childhood Abuse and Household Dysfunction to Many of the Leading Causes of Death in Adults: The Adverse Childhood
Experiences (ACE) Study. Am. J. Prev. Med. 1998, 14, 245–258. [CrossRef] [PubMed]

6. Hughes, K.; Bellis, M.A.; Hardcastle, K.A.; Sethi, D.; Butchart, A.; Mikton, C.; Jones, L.; Dunne, M.P. The Effect of Multiple
Adverse Childhood Experiences on Health: A Systematic Review and Meta-Analysis. Lancet Public Health 2017, 2, e356–e366.
[CrossRef]

7. Scully, C.; McLaughlin, J.; Fitzgerald, A. The Relationship between Adverse Childhood Experiences, Family Functioning, and
Mental Health Problems among Children and Adolescents: A Systematic Review. J. Fam. Ther. 2020, 42, 291–316. [CrossRef]

8. Doi, S.; Fujiwara, T. Combined Effect of Adverse Childhood Experiences and Young Age on Self-Harm Ideation among Postpartum
Women in Japan. J. Affect. Disord. 2019, 253, 410–418. [CrossRef]

9. Isumi, A.; Fujiwara, T. Association of Adverse Childhood Experiences with Shaking and Smothering Behaviors among Japanese
Caregivers. Child Abus. Negl. 2016, 57, 12–20. [CrossRef]

10. Fujiwara, T.; Kawakami, N. Association of Childhood Adversities with the First Onset of Mental Disorders in Japan: Results from
the World Mental Health Japan, 2002–2004. J. Psychiatr. Res. 2011, 45, 481–487. [CrossRef]

11. Public Health of Japan 2021; Japan Public Health Association: Shinjuku, Japan, 2021.
12. Rasic, D.; Hajek, T.; Alda, M.; Uher, R. Risk of Mental Illness in Offspring of Parents with Schizophrenia, Bipolar Disorder, and

Major Depressive Disorder: A Meta-Analysis of Family High-Risk Studies. Schizophr Bull 2014, 40, 28–38. [CrossRef]
13. NSW Department of Community Services. Parents with Mental Health Issues: Consequences for Children and Effectiveness of

Interventions Designed to Assist Children and Their Families Literature Review; NSW Department of Community Services: Ashfield,
Australia, 2008.

14. Matsumiya, Y. Jido Gyautai to Oya No Mentaruherusu Mondai No Setten [A Review of Previous Research on the Relationship of
Child Abuse and Parents with Mental Health Problems]. J. Fac. Health Welf. Prefect. Univ. Hiroshima 2012, 12, 103–115.

15. Patrick, P.M.; Reupert, A.E.; McLean, L.A. We Are More than Our Parents Mental Illness: Narratives from Adult Children. Int. J.
Env. Res. Public Health 2019, 16, 839. [CrossRef] [PubMed]

16. Murphy, G.; Peters, K.; Jackson, D.; Wilkes, L. A Qualitative Meta-Synthesis of Adult Children of Parents with a Mental Illness.
J. Clin. Nurs. 2011, 20, 3430–3442. [CrossRef] [PubMed]

http://doi.org/10.1023/A:1026099913845
https://www.cdc.gov/violenceprevention/pdf/preventingACEs.pdf
http://doi.org/10.1007/s00406-005-0624-4
http://www.ncbi.nlm.nih.gov/pubmed/16311898
http://doi.org/10.1093/pubmed/fdu065
http://www.ncbi.nlm.nih.gov/pubmed/25174044
http://doi.org/10.1016/S0749-3797(98)00017-8
http://www.ncbi.nlm.nih.gov/pubmed/9635069
http://doi.org/10.1016/S2468-2667(17)30118-4
http://doi.org/10.1111/1467-6427.12263
http://doi.org/10.1016/j.jad.2019.04.079
http://doi.org/10.1016/j.chiabu.2016.05.002
http://doi.org/10.1016/j.jpsychires.2010.08.002
http://doi.org/10.1093/schbul/sbt114
http://doi.org/10.3390/ijerph16050839
http://www.ncbi.nlm.nih.gov/pubmed/30866578
http://doi.org/10.1111/j.1365-2702.2010.03651.x
http://www.ncbi.nlm.nih.gov/pubmed/21518057


Healthcare 2023, 11, 214 11 of 12

17. Kosaka, H.; Kageyama, M. Seishin Shikkan No Oya o Motu Kodomo No Seijingo No Ikidurasa Ni Kansuru Situteki Kijututeki
Kenkyu [A Qualitative Descriptive Study about the Living Difficulties of Adult Children of a Parent with a Mental Illness:
Focused on Mother with Schizophrenia-Spectrum Disorder]. J. Jpn. Acad. Nurs. Sci. 2023.

18. Becker, S.; Dearden, C.; Aldridge, J. Young Carers in the UK: Research, Policy and Practice. Res. Policy Plan. 2000, 18, 13–22.
19. Gladstone, B.M.; Boydell, K.M.; Seeman, M.V.; Mckeever, P.D. Children’s Experiences of Parental Mental Illness: A Literature

Review. Early Interv Psychiatry 2011, 5, 271–289. [CrossRef]
20. Yamamoto, R.; Keogh, B. Children’s Experiences of Living with a Parent with Mental Illness: A Systematic Review of Qualitative

Studies Using Thematic Analysis. J. Psychiatr. Ment. Health Nurs. 2018, 25, 131–141. [CrossRef]
21. Miyakawa, M.; Hamashima, Y.; Minami, T. Yangu Keara No Seisinteki Kutu: Saitama Kenritu Koko No Seito o Taisyo to Sita

Situmonsi Chosa [Psychological Distress of Young Carers: A Questionnaire Survey among Saitama Prefectural High School
Students]. Nihon Koshu Eisei Zasshi 2022, 69, 125–135.

22. Dearden, C.; Becker, S. Young Carers in the UK: The 2004 Report; Carers UK: London, UK, 2004.
23. Mitsubishi UFJ Research and Consulting. Yangukearano Jittainikansuru Chosahokokusyo. In Research Report on the Actual

Situation of Young Carers; Mitsubishi UFJ Research and Consulting: Osaka, Japan, 2021.
24. Thomas, N.; Stainton, T.; Jackson, S.; Cheung, W.Y.; Doubtfire, S.; Webb, A. “Your Friends Don’t Understand”: Invisibility and

Unmet Need: In the Lives of “Young Carers”. Child Fam. Soc. Work 2003, 8, 35–46. [CrossRef]
25. Chaturvedi, S.K.; Hamza, A.; Sharma, M.P. Changes in Distressing Behavior Perceived by Family of Persons with Schizophrenia

at Home—25 Years Later. Indian J. Psychol. Med. 2014, 36, 282–286. [CrossRef]
26. Vaddadi, K.; Soosai, E.; Gilleard, C.J.; Adlard, S. Mental Illness, Physical Abuse and Burden of Care on Relatives: A Study of

Acute Psychiatric Admission Patients. Acta Psychiatr. Scand. 1997, 95, 313–317. [CrossRef] [PubMed]
27. Martens, L.; Addington, J. The Psychological Well-Being of Family Members of Individuals with Schizophrenia. Soc. Psychiatry

Psychiatr. Epidemiol. 2001, 36, 128–133. [CrossRef] [PubMed]
28. Barrowclough, C.; Parle, M. Appraisal, Psychological Adjustment and Expressed Emotion in Relatives of Patients Suffering from

Schizophrenia. Br. J. Psychiatry 1997, 171, 26–30. [CrossRef] [PubMed]
29. Lasebikan, V.O.; Ayinde, O.O. Family Burden in Caregivers of Schizophrenia Patients: Prevalence and Socio-Demographic

Correlates. Indian J. Psychol. Med. 2013, 35, 60–66. [CrossRef]
30. Awad, A.G.; Voruganti, L.N.P. The Burden of Schizophrenia on Caregivers: A Review. Pharmacoeconomics 2008, 26, 149–162.

[CrossRef]
31. Amirkhanyan, A.A.; Wolf, D.A. Parent Care and the Stress Process: Findings from Panel Data. J. Gerontol. Ser. B Psychol. Sci. Soc.

Sci. 2006, 61, 248–255. [CrossRef]
32. Aldridge, J.; Becker, S. Children Caring for Parents with Mental Illness:Perspectives of Young Carers, Parents and Professionals; Policy

Press: Bristol, UK, 2012.
33. Kessler, R.C.; Andrews, G.; Colpe, L.J.; Hiripi, E.; Mroczek, D.K.; Normand, S.L.T.; Walters, E.E.; Zaslavsky, A.M. Short Screening

Scales to Monitor Population Prevalences and Trends in Non-Specific Psychological Distress. Psychol. Med. 2002, 32, 959–976.
[CrossRef]

34. Breitborde, N.J.K.; López, S.R.; Chang, C.; Kopelowicz, A.; Zarate, R. Emotional Over-Involvement Can Be Deleterious for
Caregivers’ Health. Soc. Psychiatry Psychiatr. Epidemiol. 2009, 44, 716–723. [CrossRef]

35. Ohaeri, J.U. The Burden of Caregiving in Families with a Mental Illness: A Review of 2002. Curr. Opin. Psychiatry 2003, 16,
457–465. [CrossRef]

36. Friedman, S.H.; Mcewan, M.V. Treated Mental Illness and the Risk of Child Abuse Perpetration. Psychiatr. Serv. 2018, 69, 211–216.
[CrossRef]

37. Kageyama, M.; Yokoyama, K.; Sakamoto, T.; Kobayashi, A.; Hirama, A. Previous Experiences of Japanese Children with Parents
Who Have a Mental Illness, and Their Consultation Situation at School: A Survey of Grown-up Children (in Japanese). Jpn. J.
Public Health 2021, 68, 131–143.

38. Prochaska, J.J.; Sung, H.Y.; Max, W.; Shi, Y.; Ong, M. Validity Study of the K6 Scale as a Measure of Moderate Mental Distress
Based on Mental Health Treatment Need and Utilization. Int. J. Methods Psychiatr. Res. 2012, 21, 88–97. [CrossRef] [PubMed]

39. Kageyama, M.; Yokoyama, K.; Nagata, S.; Kita, S.; Nakamura, Y.; Kobayashi, S.; Solomon, P. Rate of Family Violence among
Patients with Schizophrenia in Japan. Asia Pac. J. Public Health 2015, 27, 652–660. [CrossRef]

40. Ishikawa, H.; Kawakami, N.; Kessler, R.C. Lifetime and 12-Month Prevalence, Severity and Unmet Need for Treatment of
Common Mental Disorders in Japan: Results from the Final Dataset of World Mental Health Japan Survey. Epidemiol. Psychiatr.
Sci. 2016, 25, 217–229. [CrossRef] [PubMed]

41. Bassani, D.G.; Padoin, C.V.; Philipp, D.; Veldhuizen, S. Estimating the Number of Children Exposed to Parental Psychiatric
Disorders through a National Health Survey. Child Adolesc. Psychiatry Ment. Health 2009, 3, 1–7. [CrossRef]

42. Sakurai, K.; Nishi, A.; Kondo, K.; Yanagida, K.; Kawakami, N. Screening Performance of K6/K10 and Other Screening Instruments
for Mood and Anxiety Disorders in Japan. Psychiatry Clin. Neurosci. 2011, 65, 434–441. [CrossRef]

43. Oshio, T. The Association between Involvement in Family Caregiving and Mental Health among Middle-Aged Adults in Japan.
Soc. Sci. Med. 2014, 115, 121–129. [CrossRef]

http://doi.org/10.1111/j.1751-7893.2011.00287.x
http://doi.org/10.1111/jpm.12415
http://doi.org/10.1046/j.1365-2206.2003.00266.x
http://doi.org/10.4103/0253-7176.135381
http://doi.org/10.1111/j.1600-0447.1997.tb09637.x
http://www.ncbi.nlm.nih.gov/pubmed/9150825
http://doi.org/10.1007/s001270050301
http://www.ncbi.nlm.nih.gov/pubmed/11465784
http://doi.org/10.1192/bjp.171.1.26
http://www.ncbi.nlm.nih.gov/pubmed/9328490
http://doi.org/10.4103/0253-7176.112205
http://doi.org/10.2165/00019053-200826020-00005
http://doi.org/10.1093/geronb/61.5.S248
http://doi.org/10.1017/S0033291702006074
http://doi.org/10.1007/s00127-008-0492-0
http://doi.org/10.1097/01.yco.0000079212.36371.c0
http://doi.org/10.1176/appi.ps.201700120
http://doi.org/10.1002/mpr.1349
http://www.ncbi.nlm.nih.gov/pubmed/22351472
http://doi.org/10.1177/1010539515595069
http://doi.org/10.1017/S2045796015000566
http://www.ncbi.nlm.nih.gov/pubmed/26148821
http://doi.org/10.1186/1753-2000-3-6
http://doi.org/10.1111/j.1440-1819.2011.02236.x
http://doi.org/10.1016/j.socscimed.2014.06.016


Healthcare 2023, 11, 214 12 of 12

44. Pierce, M.; Abel, K.M.; Muwonge, J.; Wicks, S.; Nevriana, A.; Hope, H.; Dalman, C.; Kosidou, K. Prevalence of Parental Mental
Illness and Association with Socioeconomic Adversity among Children in Sweden between 2006 and 2016: A Population-Based
Cohort Study. Lancet Public Health 2020, 5, e583–e591. [CrossRef]

45. Gilbert, L.K.; Breiding, M.J.; Merrick, M.T.; Thompson, W.W.; Ford, D.C.; Dhingra, S.S.; Parks, S.E. Childhood Adversity and
Adult Chronic Disease: An Update from Ten States and the District of Columbia, 2010. Am. J. Prev. Med. 2015, 48, 345–349.
[CrossRef]

46. Trivedi, J. Cognitive Deficits in Psychiatric Disorders: Current Status. Indian J. Psychiatry 2006, 48, 10. [CrossRef]
47. Tanonaka, K. Seishin Shikkanno Oyaomotsu Kodomono Konnan [Difficulties Encountered by Children of a Parent with Mental

Illness]. Jpn. J. Public Health Nurs. 2019, 8, 23–32. [CrossRef]
48. Simpson-Adkins, G.J.; Daiches, A. How Do Children Make Sense of Their Parent’s Mental Health Difficulties: A Meta-Synthesis.

J. Child Fam. Stud. 2018, 27, 2705–2716. [CrossRef] [PubMed]
49. O’Connell, K.L.C. What Can We Learn? Adult Outcomes in Children of Seriously Mentally Ill Mothers. J. Child Adolesc. Psychiatr.

Nurs. 2008, 21, 89–104. [CrossRef] [PubMed]
50. Davies, G.; P. Deane, F.; Williams, V.; Giles, C. Barriers, Facilitators and Interventions to Support Help-Seeking amongst Young

People Living in Families Impacted by Parental Mental Illness: A Systematized Review. Early Interv Psychiatry 2022, 16, 469–480.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1016/S2468-2667(20)30202-4
http://doi.org/10.1016/j.amepre.2014.09.006
http://doi.org/10.4103/0019-5545.31613
http://doi.org/10.15078/jjphn.8.1_23
http://doi.org/10.1007/s10826-018-1112-6
http://www.ncbi.nlm.nih.gov/pubmed/30147287
http://doi.org/10.1111/j.1744-6171.2008.00136.x
http://www.ncbi.nlm.nih.gov/pubmed/18429839
http://doi.org/10.1111/eip.13194
http://www.ncbi.nlm.nih.gov/pubmed/34254436

	Introduction 
	Methods 
	Research Design 
	Procedure 
	Study Samples 
	Measures 
	Psychological Distress 
	Independent Variables 
	Control Variables 

	Data Analysis 
	Ethical Approval 

	Results 
	Respondents’ Demographics 
	Psychological Distress 
	Independent Variables 
	Comparisons between the High-Distress and Low-Distress Groups 
	Independent Variables and Distress 

	Discussion 
	Study Respondents’ Demographics and Distress 
	Relationship between Aggressive Acts, Neglect, and Provision of Emotional Care and Levels of Distress 
	Implications for Practice 
	Research Limitations and Future Research 

	Conclusions 
	References

