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Background: In Japan, postnatal care is delivered through follow-up home visits conducted by mother–child 
nurses in the community employed by local governments. During these visits, the nurses are responsible for 
promptly assessing the family’s circumstances and mother’s mental health and determining appropriate directions 
for ongoing support. This study aimed to determine the characteristics of mothers and children assessed by mother–
child nurses in the community as needing ongoing support. Methods: In this qualitative study, participants were 
enrolled through convenience sampling. In total, 17 mother–child nurses in the community working at three 
Japanese local government health centres were surveyed through focus group interviews. Results: The 
characteristics of mothers and children requiring ongoing support generated 11 categories and 49 subcategories, 
which were organised into the following six classifications: physical factors of the mother, psychological and 
emotional factors, socioeconomic factors, social support factors, behavioural factors and physical factors of the 
child. Discussion: This study revealed that mother–child nurses in the community conducted comprehensive 
assessments of mothers and children. Understanding their multifaceted characteristics aids in early abuse detection, 
postpartum depression prevention and maternal mental health promotion. The findings reveal the importance of 
providing seamless support for mothers and infants, offering valuable insights for mother–child nurses in the 
community to consider in their care practices. 

 
INTRODUCTION 

The 2023 World Population White Paper published by the United Nations Population Fund (1) indicates that 
the global average total fertility rate was 2.3%, whereas that of Japan was 1.3%, which are relatively low values 
on a global scale. In this context, child abuse is a pervasive worldwide phenomenon (2). Child abuse poses a threat 
to the healthy growth and development of children. Even in Japan, where the birth rate is declining, child abuse 
constitutes a significant public health concern. 

Local postnatal support in other countries is provided by the USA Nurse–Family Partnership (NFP) (3) and 
the UK Family Nurse Partnership (FNP) (4), a programme based on the NFP. The latter provides support from 
early pregnancy until the child is 2 years old. Both programmes are offered from the early stages of pregnancy 
until the child is 2 years old and up to a maximum age of 19 years or younger in some regions. The programme 
entails the regular visits of specially trained nurses to first-time mothers (aged 20–24 years) who are eligible for 
the programme. The assistance is designed to provide support to mothers with emerging problems and to identify 
mothers at high risk of abuse. However, these programmes may not identify mothers and infants with latent 
problems. 
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Evidently, the implementation of an outreach programme targeting potential mothers and infants in Japan is 
needed. In Japan, postnatal support is provided by mother–child nurses in the community (MCNCs), who are 
employed by local governments to make follow-up home visits after birth. The following are some of the most 
common assessment tools of postnatal support in Japan by Suzumiya et al. (5): (i) a parenting support checklist; 
(ii) the Japanese version of the Edinburgh Postnatal Depression Scale (EPDS), which was developed by Cox et al. 
(6) and consists of 10 items (30 points in total); and (iii) a Japanese version of Mother-to-Infant Bonding Scale 
(MIBS) by Yoshida et al. (7). Okano et al. (8) and Yamashita et al. (9) tested the reliability and validity of the 
EPDS Japanese version and standardised the cut-off point at 8/9 points (sensitivity: 0.75–0.82; specificity: 0.93–
0.95). Mothers with an EPDS score of 9 or above on the three self-administered questionnaires are deemed to be 
at high risk of postpartum depression and are therefore offered continued support. Furthermore, the 2020 manual 
by the Japanese Society of Psychiatry and Neurology and the Japan Society of Obstetrics and Gynaecology (10) 
recommends using an EPDS cut-off score of 8/9 and emphasises on the importance of closely monitoring cases 
where item 10 scores ≥1. Matsunaga et al. (11) identified the MIBS as a valuable tool for screening attachment 
disorders, with an optimal cut-off of 4/5 points (sensitivity: 0.85–0.90; specificity: 0.79–0.90) at 1 month 
postpartum. Conversely, the parenting support checklist lacks a defined cut-off, making it difficult to determine 
clear criteria for continued support. Therefore, during home visits, Japanese MCNCs must promptly assess each 
family’s circumstances, maternal mental health and the appropriate course of ongoing support. The decision to 
continue is then left to the discretion of the MCNC. However, judgements may vary according to the MCNCs 
skills and experience. Tamura et al. (12) posited that public health nurses must possess the practical skills to 
‘capture the actual living conditions and health problems of the population from the perspective of public health 
and disease prevention’. In contrast, Wilson et al. (13) asserted that ‘home visits’ are highly crucial in assessing 
the mother–infant relationship. MCNCs must maximise the opportunity in home visits to anticipate potential health 
issues affecting mothers and infants and to provide interventions, as needed to identify mothers and infants in need 
of continued support at an early stage. Consequently, the mothers and infants that MCNCs support need to be 
identified to provide them continued assistance through home visits. 

Several studies have investigated the effectiveness of home visits (13–15). However, there is a paucity of 
national and international literature focusing on the assessment of MCNCs during home visits (16). In practice, 
decisions on continuing support during home visits are often based on MCNCs’ individual judgement, which may 
vary with their professional experience and skills. Although standardised screening tools such as the EPDS are 
widely used, they may not capture latent or multifaceted concerns observed during home visits. 

Experienced MCNCs can better integrate multiple cues—such as mothers’ behaviours, emotional expressions, 
family interactions and living environments—into their assessments. However, these nuanced perspectives have 
rarely been explicitly described or systematically organised. Therefore, this study qualitatively explored and 
clarified the characteristics of mothers and infants who required continued support, as assessed by MCNCs, 
including those at risk of losing access to support due to low EPDS scores. By making these assessment 
perspectives explicit and categorising them within a shared framework, this study contributes to the development 
of more objective and consistent assessments that are less dependent on individual experience or MCNCs’ skills. 
Reliable assessments will facilitate the accumulation of essential information and development of preventative 
interventions for mothers in need of continued support, thereby ensuring the seamless provision of parenting 
support services in Japan. 

 
MATERIALS AND METHODS 

Design 
This study adopted a qualitative design. Focus group interviews were conducted as the most appropriate 

research method. Focus group interviews are relevant and applicable to exploratory research aimed at elucidating 
somewhat unknown concepts rather than measuring predetermined variables (17, 18). 

 
Participants 

The study was conducted using a convenience sampling method. The participants were selected based on the 
following criteria: 
i) Have conducted home visits with mothers and infants for at least 1 year; 
ii) Working as full-time or part-time public health nurse or midwife; and 
iii) Experienced in providing ongoing support through new-born follow-up visits. Individuals who did not meet 
the inclusion criteria were excluded from the study. 

A minimum of 1 year of experience in conducting home visits was established. This ensured that participants 
had sufficient exposure to a full annual cycle of maternal and child health services and had developed stable 
assessment practices based on accumulated experience, rather than immediate deployment during the initial period 
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following appointment or transfer. This criterion is consistent with qualitative research methodology, which 
emphasises the importance of participants’ experiential knowledge when exploring professional judgement (17, 
18). 

The managers of three local authority health centres were contacted and informed of the objectives and 
methodology of the study. They were then asked to refer for the study five to seven MCNCs (17 in total) who met 
the inclusion criteria. Note that research participants are assigned from A to Q. 

 
Procedure and data collection 

The study period commenced on 1 January, 2020 and concluded on 31 March, 2021. All participants were 
interviewed at their workplace. Each of the three focus group interviews lasted 60–90 minutes and were conducted 
by two researchers, with the primary interviewer consistently conducting the interviews and the deputy interviewer 
posing supplementary questions where necessary to ensure uniformity and transparency. The interviews were 
conducted either in person or remotely via video conferencing. The interviews were either recorded with an 
integrated circuit recorder or, in the case of online interviews, recorded and transcribed, with the consent of the 
participant. Each group participated in a single interview session. 

Six female researchers (HI, MS, RI, NS, YO and NK) conducted the interviews. The interviewers held doctoral 
degrees in various disciplines: HI (Doctor of Medicine); MS and RI (Doctor of Health Sciences); NS (Doctor of 
Nursing Science); YO (Doctor of School Education) and NK, a maternal nursing researcher from Niimi University. 
HI and MS brought substantial experience in facilitating focus group interviews, whereas the remaining 
researchers, though less experienced, underwent thorough training and received detailed guidance before 
conducting sessions. None of the researchers had pre-existing relationships with the participants, and no 
characteristics were identified that may have influenced participant responses. No conflicts of interest were 
reported. 

Semi-structured interview guide was developed to facilitate the focus group interviews. The interview guide 
consisted of a series of conversational statements, including an introduction, a description and practicalities of the 
group interview, precautions and key and concluding questions. The interviews were conducted in accordance 
with the following protocol: (Appendix) 
i) Please recall a mother and infant who had an EPDS score <9 at the time of the visit but continued to receive 
support. What specific aspects were of concern? 
① What were the mother’s behavioural, linguistic and facial expressions? 
② What are your thoughts on the child’s condition? 
③ How are the infant’s older siblings doing? 
④ What concerns do you have about the inside and outside of the house? 
ii) What factors are most important to you in determining whether to continue providing support during the visit? 

Notably, at the commencement of the interview, a questionnaire was administered to ascertain the MCNC’s 
age, sex, qualifications obtained, years of experience in nursing, years of experience as a MCNC and the number 
of visits to the new-born in the previous year. 

 
Ethical considerations 

The purpose of the study was clearly articulated in writing and verbally to the management of the health centres. 
After consent to participate in the study was obtained from the manager, subjects were referred to the study by the 
manager. Those who consented to participate in the study were provided with written information about the 
purpose of the study, their right to refuse and the protection of their privacy. This study was approved by the 
research ethics committee of the Okayama Prefectural University, with which the first author has been affiliated 
since 22 November, 2019 (Number: 19–73). 

 
Data analysis 

Qualitative data were analysed inductively through a three-stage process to ensure the trustworthiness of the 
findings, following established qualitative research methodology (17, 18). 

In the first stage, interviewers from three teams (HI & NK, MS & SN and YO & RI) reviewed the interview 
transcripts and extracted sentences and phrases that reflected ‘characteristics of mothers and children that MCNCs 
care about’. In the second stage, the extracted content was grouped into subcategories and broader categories based 
on similarities and differences in meaning. All researchers engaged in repeated discussions to maintain consistency 
and rigour in the coding process. Categories and subcategories were continuously refined, and data saturation was 
considered reached when no new themes emerged. In the third stage, the finalised categories were further organised 
into higher-order classifications to reflect the broader conceptual domains underlying MCNCs’ assessments. These 
classifications were developed through iterative discussions within the research team to enhance conceptual clarity 
and analytical coherence. To enhance reliability, member checks were conducted with all participants. No 
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significant changes or additional feedback were received, and participants confirmed agreement with the analysis. 
Finally, NK applied the finalised subcategories, categories and classifications across the entire dataset, with 
verification performed by HI. 

 
RESULTS 

Demographics 
The attributes of the research participants are shown in Table Ⅰ. The 17 participants in this study were women 

in their 20s–50s, with most of them (52.9%) in their 40s. Eleven (64.8%) participants were public health nurses, 
three (17.6%) were midwives and three (17.6%) were midwives and public health nurses. 

 
Table Ⅰ. Characteristics of mother–child nurses in the community (n = 17) 

 n (%) Mean [range] 

Age (years)  20s 2 (11.8)  
 

 30s 2 (11.8)  
 

 40s 9 (52.9)  
 

 50s 4 (23.5)  

Qualifications acquired Public health nurse 11 (64.8)  

  Midwife 3 (17.6)  

  Midwife and public health nurse 3 (17.6)  

MCNC experience (years)  6 [1–19] 

Nursing experience (years)  16 [3–31] 
Total number of visits last year (cases)  30 [4–150] 
MCNC, mother–child nurses in the community. 

 
Overview of qualitative findings 

Analysis of the interviews yielded 49 subcategories and 11 categories, which were then sorted into 6 
classifications (Tables II-1–II-6). Detailed subcategories and representative quotations are presented in 
Appendices A–F. Although most subcategories were reflected in the accounts of multiple participants, some were 
represented by a single quotation that reflected analytically important perspectives, even though they were 
mentioned infrequently. Notably, these subcategories emerged through systemic coding and comparative analysis 
of multiple data segments and were subsequently validated through member checking. 

 
Classification 1: Physical factors of the mother 

One category of physical factors for mothers of concern was generated from four subcategories. 
Category 1: Concerns about the mother’s health 

This category was generated from four subcategories: ‘advanced maternal age’, ‘poor postpartum health’, 
‘insufficient rest or sleep’ and ‘inadequate nutrition’. 

 
Classification 2: Psychological and emotional factors 

The three categories of psychological and spiritual factors of concern were generated from 19 subcategories. 
Category 1: Possessing qualities that predispose them to unstable mental states 

This category consisted of seven subcategories: ‘history or current mental illness (including suspected mental 
illness)’, ‘suspected intellectual or developmental disabilities’, ‘emotional instability’, ‘low self-esteem’, ‘strong 
childcare anxiety’, ‘nervous disposition’ and ‘overworking personality’. 
Category 2: Not expressing their feelings 

This category was generated from three subcategories: ‘unable to express their feelings’, ‘discrepancies in 
EPDS scores’ and ‘poor facial expressions and responses’. 
Category 3: Negative views of pregnancy, childbirth and childcare 

This category was generated from nine subcategories: ‘unplanned pregnancy’, ‘low satisfaction with 
childbirth’, ‘negative birth experience’, ‘aversion to breastfeeding’, ‘gap between ideal parenting beliefs and 
reality’, ‘difficulty with raising their infants’, ‘lack of enjoyment in childcare’, ‘difficulty caring for the infant 
alongside older siblings’ and ‘child-rearing stress because of the infant’s older siblings’. 
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Regarding parenting, MCNCs frequently identified mothers’ negative feelings stemming from a discrepancy 
between idealised expectations formed during pregnancy—such as ‘babies are cute’ or ‘breastfeeding will 
naturally be established after birth’—and the reality of postnatal child-rearing. When these expectations were not 
met, they were perceived as contributing to maternal distress and difficulties in child-rearing. 

 
Classification 3: Socioeconomic factors 

A single category under socioeconomic factors of concern was generated from seven subcategories. 
Category 1: Social high-risk factors 

This category was generated from seven subcategories: ‘high educational attainment’, ‘economic constraints’, 
‘lack of family registration’, ‘young maternal age’, ‘foreign citizenship’, ‘abused’ and ‘lost relatives’. 

 
Classification 4: Social support factors 

The two categories of social support factors of concern were generated from seven subcategories. 
Category 1: Concerned about support from partner or family 

This category was generated from three subcategories: ‘lack of partner and family support’, ‘dissatisfied with 
partner or family support’ and ‘poor relationship with partner, biological parents or parents-in-law’. 
Category 2: Not receiving or asking support from others 

This category was generated from four subcategories: ‘difficulty asking for support’, ‘not accepting support’, 
‘difficulty socialising’ and ‘lack of friends or someone to consult’. 

 
Classification 5: Behavioural factors 

The three categories of behavioural factors of concern were generated from eight subcategories. 
Category 1: Uncomfortable with mother’s parenting behaviour 

This category was generated from three subcategories: ‘clumsy parenting behaviour’, ‘inappropriate parenting 
behaviour’ and ‘inadequate parenting behaviour towards the infant’s older siblings’. 
Category 2: Inappropriate motherly behaviour 

This category was generated from three subcategories: ‘unable to provide a nurturing environment’, 
‘uncomfortable in behaviour and dress’ and ‘prioritising pets over the infant’. 
Category 3: Inability to maintain personal appearance 

This category was generated from two subcategories: ‘mother’s inability to take care of her own personal 
appearance’ and ‘appearance suggesting financial strain’. 

 
Classification 6: Physical factors of the child 

One category of physical factors for children of concern was generated from four subcategories. 
Category 1: Concerns about the child’s health 

This category was generated from four subcategories: ‘the infant has (or is suspected of having) a disease’, 
‘preterm and low-birth-weight infants’, ‘not gaining weight’ and ‘the infant’s older sibling has developmental 
delays’. 
 
 

Table Ⅱ-1. Characteristics of the mothers and children of concern identified by MCNCs (physical factors of the mother) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Physical factors of the 
mother 

Concerns about the 
mother’s health 

Advanced maternal age C, O 
Poor postpartum health A, N 
Insufficient rest or sleep P, Q 
Inadequate nutrition M 

MCNCs, mother–child nurses in the community. 
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Table Ⅱ-2. Characteristics of the mothers and children of concern identified by MCNCs (psychological and emotional factors) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Psychological and 
emotional factors  

Possessing qualities 
that predispose them to 
unstable mental states 

Previous or current mental 
illness (including suspected 
mental illness) 

A, D, M  

Suspected intellectual or 
developmental disabilities 

B, C, D, F, G, I, J  

Emotional instability B, C, D, F, L, M, N, P  
Low self-esteem P, Q  
Strong child care anxiety A, B, C, D, G, I, J, L, M, N, O 
Nervous disposition B, M, N, P, Q 
Overworking personality I, O, P 

Not expressing their 
feelings 

Unable to express their feelings G, H, I. K, P  
Discrepancies in EPDS scores I, J, K, L 
Poor facial expressions and 
responses 

C, D, L, M, O, P, Q 

Negative views of 
pregnancy, childbirth 
and childcare 

Unplanned pregnancy D, E, I 
Low satisfaction with childbirth O, P 
Negative birth experience O, P, Q 
Aversion to breastfeeding C, D 
Gap between ideal parenting 
beliefs and reality 

I, O  

Difficulty with raising their 
infants 

J, M, O  

Lack of enjoyment in childcare F, M 
Difficulty caring for the infant 
alongside older siblings 

M, O 

Child-rearing stress because of 
the infant’s older siblings 

A, F  

MCNCs, mother–child nurses in the community; EPDS, Edinburgh Postnatal Depression Scale. 
 
 

Table Ⅱ-3. Characteristics of the mothers and children of concern identified by MCNCs (socioeconomic factors) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Socioeconomic factors Social high-risk 
factors 

High educational attainment I, O 
Economic constraints B, C, D, N 
Lack of family registration D, E 
Young maternal age C, D, G 
Foreign citizenship D, F, H 
Abused D, M 
Lost relatives B 

MCNCs, mother–child nurses in the community. 
 
 

Table Ⅱ-4. Characteristics of the mothers and children of concern identified by MCNCs (social support factors) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Social support factors Concerns about 
support from partner or 
family 

Lack of partner or family support A, B, D, E, K, M, N 
Dissatisfied with partner or 
family support 

M, N, O, P 

Poor relationship with partner, 
biological parents or parents-in- 
law 

G, M, Q 

Not receiving or 
asking support from 
others 

Difficulty asking for support O, P, Q 
Not accepting support A, B, C 
Difficulty socialising A, C, D, E, F, J, K, L, O, Q 
Lack of friends or someone to 
consult 

E, K, P 

MCNCs, mother–child nurses in the community. 
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Table Ⅱ-5. Characteristics of the mothers and children of concern identified by MCNCs (behavioural factors) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Behavioural factors  Uncomfortable with 
mother’s parenting 
behaviour 

Clumsy parenting behaviour A, B, D, F, H, M, N, O, P, Q 
Inappropriate parenting 
behaviour 

A, B, C, D, F, H, K 

Inadequate parenting behaviour 
towards the infant’s older 
siblings 

F, J 

Inappropriate 
motherly behaviour 

Unable to provide a nurturing 
environment 

A, C, D, E, F, H, I, J, K, L, M, Q 

Uncomfortable in behaviour and 
dress 

A, B, C, D, F, J, L  

Prioritising pets over the infant C, F  
Inability to maintain 
personal appearance 

Mother’s inability to take care of 
her own personal appearance 

H, I, M 

Appearance suggesting financial 
strain 

I, M 

MCNCs, mother–child nurses in the community. 
 
 

Table Ⅱ-6. Characteristics of the mothers and children of concern identified by MCNCs (physical factors of the child) 

Classification Category Subcategory Representative data (Study 
participant IDs) 

Physical factors of the 
child 

Concerns about the 
child’s health 

The infant has (or is suspected of 
having) a disease 

F, I, J, K, L 

Preterm and low-birth-weight 
infants  

J, M 

Not gaining weight C, D, F, G, L, M, O 
Concern about developmental 
delays in the infant due to delays 
in an older sibling 

C, M 

MCNCs, mother–child nurses in the community. 
 

DISCUSSION 
This study has shown that MCNCs provide ongoing support to mothers and children of concern by assessing 

not only the risk of postpartum depression with an EPDS score cut-off of 9 or higher, but also information on the 
mother’s physical factors, behavioural factors, socioeconomic factors, social support factors, psychological and 
emotional factors and the child’s physical factors from multiple perspectives. 

The NFP (3) and FNP (4) implemented in other countries provide continuous support to young first-time 
mothers aged <19 years and socioeconomically disadvantaged mothers under aged <24 years (low income, 
homeless, etc.) and for their new-born, from birth up to 2 years of age. Similarly, in Japan, MCNCs conduct 
antenatal interviews in early pregnancy in order to distribute the Maternal and Child Health Handbook (Ministry 
of Health, Labour and Welfare). The antenatal interview aims to provide seamless support from pregnancy to 
childcare, and MCNCs use the information collected during the antenatal interview and postnatal home visits to 
determine whether further support is needed, focusing on various social risks (unplanned pregnancy, foreign 
nationality, etc.) and various socioeconomic factors to determine whether or not further support was needed. 

In particular, Japanese MCNCs focus primarily on social support status. In Japan, although fathers have been 
encouraged to participate in childcare in recent years, childcare within the family is often the responsibility of the 
mother (19). Webster et al. (20) and Iliadis et al. (21) found that fathers and mothers who receive less support from 
their families are at higher risk of postpartum depression. Less support also means that mothers are more likely to 
experience physical and emotional exhaustion and negative emotions since they take on many roles. Therefore, 
social support that satisfies mothers’ needs must be present, such as those from their husbands and family members. 
The MCNCs were also concerned about mothers who were unable to ask for support because of concern for their 
children’s fathers, mothers who did not accept social support and mothers who had difficulty socialising with 
others. Iwata et al. (22) found that assessing mothers’ difficulties in asking for help could help increase social 
support. The current state of social support and mothers’ perceptions of social support must be assessed. 

In terms of psychological and emotional factors for mothers, support is provided in countries other than Japan 
as there is a risk of postpartum depression if above the EPDS cut-off. Netsi et al. (23) found that children of 
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mothers with severe and persistent postpartum depression have negative developmental outcomes. In Japan, 
ongoing support is provided if the mother scores above the EPDS cut-off. MCNCs judged the mental health status 
of mothers not only based on their history and current mental illness (including suspected mental illness), but also 
on the presence of their psychological and emotional characteristics, their views of pregnancy, childbirth and 
childcare as a negative experience and whether they needed further support. MCNCs therefore need to focus on 
psychological and emotional factors other than the risk of postpartum depression. Tanabe (24) reported that vaginal 
birth is broadly classified as ‘natural birth’ and obstetric interventions, such as caesarean section and painless birth, 
as ‘unnatural birth’. According to Japan’s Ministry of Health, Labour and Welfare (25), approximately 70% of 
mothers underwent a ‘natural birth’ in 2020. Therefore, presumably, if a birth in Japan had had obstetric 
intervention, the experience would have been negative and the birth would have been considered unnatural. 
Regarding parenting, negative feelings clearly arose from the gap between ideal parenting beliefs held during 
pregnancy and actual parenting experience, such as ‘babies are cute’ and ‘breastfeeding can be done after the baby 
is born’. Multiparous mothers were also assessed for difficulties and stress in caring for the infant’s siblings since 
they had to care for their other children in addition to caring for their new-born. The mother’s inability to 
adequately care for her infant’s siblings, which she had been able to do in the past, may have contributed to her 
negative feelings. Kimura, N. and Hotta (26) reported that self-affirmation is increased by, for example, making a 
gentle effort for the sake of the child and the family, which further promotes the maternal role. Regardless of 
whether mothers are primiparous or multiparous, MCNCs should check that mothers do not view childbirth and 
childcare as a negative experience. If mothers do see childbirth and childcare negatively, MCNCs should consider 
recognising mothers who are doing their best in their ongoing involvement, working with them to increase their 
sense of self-worth and creating opportunities for peer support. 

MCNCs also assess the mother’s physical factors, such as her health and whether she was getting enough rest 
and sleep. In Japan, 54.4% of mothers sleep with their children at home (27). Problems with mothers experiencing 
sleep problems due to infant night waking and their responses have also been noted (28). Thus, MCNCs must 
identify and help alleviate fatigue resulting from maternal postpartum health and accumulated sleep deprivation. 

Herein, Japanese MCNCs were also concerned about maternal behavioural factors, such as their parenting 
behaviour towards their infants and siblings and the parenting environment. In recent years, the declining birth 
rate and the shift to nuclear families in Japan have resulted in fewer opportunities for mothers to interact with 
infants, and the number of mothers with no parenting experience is increasing. Such Mothers have little parenting 
knowledge, making it difficult for them to change their parenting practices according to their children’s 
development. Yokoyama et al. (29) noted that some mothers feel that parenting practices should be improved, but 
give up or experience difficulties and say that they do not implement them because they are too tedious. Moreover, 
in the present study, for mothers who did not raise their infants or other children well or did not provide a nurturing 
environment, the mother’s temperament, in addition to her lack of knowledge and experience, possibly hindered 
her ability to provide care accordingly. Takeda and Kobayashi, (30) found that the temperament of mothers were 
crucial to proper childcare, and MCNCs need to view the mother’s temperament as an indicator of judgement. 

Japanese MCNCs were also concerned about the infant’s physical factors. Ueda et al. (31) noted that infant 
health problems can be a stressor for the mother. They suggest that if the infant’s condition deviates from normal 
expectations, such as hospitalisation, this may increase maternal anxiety and lead to the emergence of depressive 
symptoms. MCNCs therefore need to identify potential problems in the child and intervene early. 

The results of this study have shown that MCNCs assessed mothers and infants from multiple perspectives and 
decided to support their mental health and their infant’s growth and development. The characteristics of mothers 
and infants of concern identified in this study will facilitate the assessment of mothers and infants with potential 
problems and those who are vulnerable to interruptions in support. These characteristics are important when 
considering ‘seamless support’, which is expected promote healthy infant growth and development. 

Furthermore, the cases identified in this study as mothers and children of concern could not simply be 
categorised between postpartum depression and abuse; rather, the categorisation is multifaceted, capturing the 
characteristics of both mothers and children. We believe that home visits by MCNCs in Japan supports not only 
the early identification of abuse but also the prevention of postpartum depression and declining maternal mental 
health. 

Apart from young first-time mothers aged <19 years and socioeconomically disadvantaged mothers aged <24 
years (low income, no housing, unmarried or not living with a partner for more than 1 year, low education, etc.), 
who are the target of NFP, FNP and other programmes in other countries, the mothers and infants identified by the 
MCNCs as needing continued support in this study were assessed from a multifaceted perspective. However, this 
study has several limitations. First, the study only surveyed 17 MCNCs, which may not be sufficiently 
representative of MCNCs in Japan. Second, the MCNCs had a wide range of experience, from 1 to 19 years, which 
may have influenced the participants’ responses. Further investigation involving larger datasets is necessary to 
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develop an assessment tool for MCNCs to objectively assess the need of new mothers and infants for continued 
support in their local communities. 

 
ACKNOWLEDGEMENTS 

This work was supported by a Grant-in-Aid for Scientific Research (FY2018) Fundamental Research C 
(General) ‘Development of an assessment tool for preventive support postpartum depression groups in community 
maternal and child health’ (Project 18K10612). The research group acknowledges the contributions of the MCNCs 
who participated in this study. Part of the results was presented at the 27th East Asia Forum of Nursing Scholars 
in 2024. We would also like to thank Enago (https://www.enago.jp/) for English language editing. 

 
AUTHOR CONTRIBUTIONS 

N.K., M.S., R.I., S.N., Y.O., A.Y. and H.I. contributed to conceptualization, methodology, formal analysis, 
investigation and data curation. N.K., A.Y. and H.I. wrote the original draft. all authors contributed to reviewing 
and editing the manuscript. N.K. handled Project administration and funding acquisition. H.I. supervised all the 
stages of the work. All authors met the authorship criteria of the International Committee of Medical Journal 
Editors, approved the final version of the manuscript, and agree to be accountable for all aspects of the work. 

 
REFERENCES 

1. UNFPA [Internet]. State of World Population; c2023 [cited 2023 Jul 7]. Available from: 
https://tokyo.unfpa.org/sites/default/files/pub-pdf/swop2023-english-230329web_0.pdf 

2. Wadji DL, Oe M, Cheng P, Bartoli E, Martin-Soelch C, Pfaltz MC, et al. Associations between experiences 
of childhood maltreatment and perceived acceptability of child maltreatment: a cross-cultural and 
exploratory study. Child Abuse Negl. 2023;143:106270. 

3. Nurse-Family Partnership [Internet]. [cited 2025 Apr 24]. Available from: 
https://www.nursefamilypartnership.org/. 

4. Office for Health Improvement and Disparities, 2024 [Internet]. Family Nurse Partnership. [cited 2025 Apr 
29]. Available from: https://www.gov.uk/guidance/family-nurse-partnership-programme. 

5. Suzumiya H, Yamashita H, Yoshida K. Baby care support and intervention using the self-report 
questionnaires to the postnatal mothers. J Child Health. 2008;67(4):641–7. (Abstract in English) 

6. Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. Development of the 10-item 
Edinburgh Postnatal Depression Scale. Br J Psychiatry. 1987;150:782–6. 

7. Yoshida K, Yamashita H, Conroy S, Marks M, Kumar C. A Japanese version of Mother-to-Infant Bonding 
Scale: factor structure, longitudinal changes and links with maternal mood during the early postnatal period 
in Japanese mothers. Arch Womens Ment Health. 2012;15(5):343–52. 

8. Okano T, Murata M, Masuji A, Tamaki R, Nomura J, Miyaoka H, et al. Validation and reliability of a 
Japanese version of the EPDS. Arch Psychiatr Diagn Clin Eval. 1996;7(4):525–33. (Abstract in English) 

9. Yamashita H, Yoshida K, Nakano H, Tashiro N. Postnatal depression in Japanese women. Detecting the 
early onset of postnatal depression by closely monitoring the postpartum mood. J Affect Disord. 
2000;58(2):145–54. 

10. The Japanese Society of Psychiatry and Neurology, The Japan Society of Obstetrics and Gynecology; 
c2020 [cited 2025 Apr 29]. Clinical guide for women with mental health problems during perinatal period. 
Available from: https://www.jsog.or.jp/news/pdf/20200601_guide.pdf. 

11. Matsunaga A, Takauma F, Tada K, Kitamura T. Discrete category of mother-to-infant bonding disorder and 
its identification by the Mother-to-Infant Bonding Scale: a study in Japanese mothers of a 1-month-old. 
Early Hum Dev. 2017;111:1–5. 

12. Tamura S, Uesugi E, Sone S. The characteristics of community-oriented nursing practice used to develop 
public health programs manifested to illuminate. J Jpn Acad Community Health Nurs. 2007;10(1):85–92. 
(Abstract in English) 

13. Wilson P, Barbour RS, Graham C, Currie M, Puckering C, Minnis H. Health visitors’ assessment of parent-
child relationships: a focus group study. International Journal of Nursing Studies. Int J Nurs Stud. 
2008;45(8):1137–47. 

14. Barlow J, Davis H, McIntosh E, Jarrett P, Mockford C, Stewart-Brown S. Role of home visiting in 
improving parenting and health in families at risk of abuse and neglect: results of a multicentre randomised 
controlled trial and economic evaluation. Arch Dis Child. 2007;92(3):229–33. 

15. Christie J, Bunting B. The effect of health visitors’ postpartum home visit frequency on first-time mothers: 
cluster randomised trial. Int J Nurs Stud. 2011;48(6):689–702. 

https://www.enago.jp/
https://www.nursefamilypartnership.org/
https://www.gov.uk/guidance/family-nurse-partnership-programme


MOTHERS AND INFANTS RECEIVING SUPPORT 

E47 

16. Appleton JV, Harris M, Oates J, Kelly C. Evaluating health visitor assessments of mother-infant 
interactions: a mixed methods study. Int J Nurs Stud. 2013;50(1):5–15. 

17. Smithson J. Using and analysing focus groups: limitations and possibilities. Int J Soc Res Methodol. 
2000;3(2):103–19. 

18. Wilkinson S. Focus groups. In: Smith JA, editor. Qualitative Psychology: A Practical Guide to Research 
Methods. London: Sage; 2008. 

19. Gender Equality Bureau Cabinet Office, 2023 [Internet]. The White Paper on Gender Equality 2023 [cited 
2023 Sept 6]. Available from: 
https://www.gender.go.jp/about_danjo/whitepaper/r05/gaiyou/pdf/r05_gaiyou_en.pdf. 

20. Webster J, Nicholas C, Velacott C, Cridland N, Fawcett L. Quality of life and depression following 
childbirth: impact of social support. Midwifery. 2011;27(5):745–9. 

21. Iliadis SI, Skalkidou A, Ranstrand H, Georgakis MK, Axfors C, Papadopoulos FC. Self-Harm Thoughts 
Postpartum as a Marker for Long-Term Morbidity. Front Public Health. 2018;6:34. 

22. Iwata H, Mori E, Tsuchiya M, Sakajo A, Maehara K, Ozawa H, et al. Predictors of depressive symptoms in 
older Japanese primiparas at 1 month post-partum: a risk-stratified analysis. Jpn J Nurs Sci. 
2016;13(1):147–55. 

23. Netsi E, Pearson RM, Murray L, Cooper P, Craske MG, Stein A. Association of Persistent and Severe 
Postnatal Depression With Child Outcomes. JAMA Psychiatry. 2018;75(3):247–53. 

24. Tanabe-Nishino K. A medical anthropological discussion of “natural childbirth.” Jpn J Health Behav Sci. 
2008;23:89–105. 

25. Ministry of Health, Labor and Welfare [Internet]. [cited 2023 Sept 6] Available from: 
https://www.mhlw.go.jp/english/. 

26. Kimura N, Hotta N. Positive psychological factors affecting self-affirmation to promote the maternal role. J 
Jpn Soc Maternal Health. 2020;61(2):322–31. (Abstract in English) 

27. Mileva-Seitz VR, Bakermans-Kranenburg MJ, Battaini C, Luijk MP. Parent-child bed-sharing: the good, 
the bad, and the burden of evidence. Sleep Med Rev. 2017;32:4–27. 

28. Teti DM, Crosby B. Maternal depressive symptoms, dysfunctional cognitions, and infant night waking: the 
role of maternal nighttime behavior. Child Dev. 2012;83(3):939–53. 

29. Yokoyama A, Imazeki S, Niino Y. Children experiences of mothers caring for 4-month-old babies: a focus 
on the health management. The Bulletin of Science-of-nursing Research. 2017;5(1):1–14. (Abstract in 
English) 

30. Takeda E, Kobayashi Y. The relationship between the temperament of child-rearing mother and attachment-
caregiving balance scale. Japan Academy of Midwifery. 2017;31(2):165–75. (Abstract in English). 

31. Ueda M, Yamashita H, Yoshida K. Impact of infant health problems on postnatal depression: pilot study to 
evaluate a health visiting system. Psychiatry Clin Neurosci. 2006;60(2):182–9. 
 
  



N. KAWASHITA et al. 

E48 

Appendices 
 
A. Physical factors of the mother 

Category Subcategory Participant Voice 
Concerns about 
the mother’s 
health 

Advanced maternal age Being an older mother was something that stood out during the visit. 
(Participant C) 

Poor postpartum health One mother still had an open perineal wound after childbirth, and she 
seemed physically quite vulnerable. (Participant A) 

Insufficient rest or sleep She looked very tired because she was waking up many times at night 
and was not getting enough rest. (Participant Q) 

Inadequate nutrition One mother said she was not really eating proper meals because she was 
too busy. (Participant M) 

 
 
B. Psychological and emotional factors 

Category Subcategory Participant Voice 
Possessing 
qualities that 
predispose them to 
unstable mental  
states 

Previous or current mental 
illness (including 
suspected mental illness) 

Mothers who had experienced mental difficulties before pregnancy or 
had a history of mental illness were mentioned. Some had seemed fine 
during pregnancy, but after childbirth, things appeared to have become 
very difficult for them. (Participant M) 

Suspected intellectual or 
developmental disabilities 

Some mothers did not have a formal diagnosis, but I felt they might have 
developmental disabilities or otherwise found communication difficult. 
(Participant D) 

Emotional instability One mother said that when she looked at social networking sites, she 
wondered why everyone else seemed to be managing well while she felt 
exhausted. (Participant N) 
During one visit, I witnessed clear mood swings within a short time. 
(Participant L) 

Low self-esteem One mother said she had very low self-esteem and always put her 
husband and family before herself. (Participant Q) 

Strong childcare anxiety Some mothers repeatedly searched online for childcare information and 
appeared unable to manage their anxiety. (Participant M) 
Even after I explained things, she still seemed anxious and continued 
asking questions. (Participant D) 

Nervous disposition One mother repeatedly told me exactly how much breast milk she had 
expressed and how much the baby had taken. She kept checking the 
baby’s weight for months. (Participant B) 
Another mother seemed very worried about disturbing the neighbours if 
her baby cried. (Participant Q) 

Overworking personality Some mothers said they felt they had to do everything by themselves and 
ended up sacrificing sleep. (Participant P) 
One mother said she had a clear idea of how parenting should be done 
and felt like she was failing when things did not go that way. (Participant 
O) 

Not expressing 
their feelings 

Unable to express their 
feelings 

Some mothers said they were fine and were not having any problems, 
but actually they seemed unable to talk about what was really troubling 
them. (Participant H) 

Discrepancies in EPDS 
scores 

Some mothers had low EPDS scores, and I wondered whether they were 
marking them lower than how they really felt. (Participant I) 
Mothers who scored zero also worried me because I felt they might not 
have been expressing their anxiety appropriately. (Participant K) 

Poor facial expressions 
and responses 

One mother rarely smiled and showed very little reaction during our visit. 
(Participant D) 
One mother watched from a distance while I interacted with her baby. 
She looked like as if she was watching as a detached third person. 
(Participant C) 
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B. Psychological and emotional factors (Continued) 
Category Subcategory Participant Voice 
Negative views of 
pregnancy, 
childbirth and 
childcare 

Unplanned pregnancy Some mothers said the pregnancy had been unwanted, and I felt we 
needed to follow them more closely. (Participant I) 
In some cases, the pregnancy had not been reported. (Participant D) 

Low satisfaction with  
childbirth 

Some mothers talked about feeling disappointed with their childbirth 
experience, such as not being able to share the moment with their partner. 
(Participant P) 

Negative birth experience Some mothers expressed guilt about obstetric procedures or premature 
birth, even though they had been told it was not their fault. (Participant 
Q) 

Aversion to breastfeeding One mother said she felt uncomfortable holding or breastfeeding her 
baby. (Participant C) 

Gap between ideal 
parenting beliefs and 
reality 

Some mothers said they thought everything would go smoothly, and they 
were confused when it did not. (Participant O) 

Difficulty with raising 
their infants 

Some babies slept very little, cried often or resisted being held, and their 
mothers looked exhausted (Participant J) 

Lack of enjoyment in 
childcare 

When mothers said childcare was ‘rarely’ or ‘almost never’ enjoyable, I 
felt concerned. (Participant F) 

Difficulty caring for the 
infant alongside older 
siblings 

Some mothers said they did not know what to do when both their infant 
and older child needed them at the same time. (Participant M) 

Child-rearing stress 
because of the infant’s 
older siblings 

The mother appeared affectionate toward the baby but sometimes 
seemed irritated with the older sister. (Participant A) 
I sometimes saw mothers speak harshly to older children when they were 
under a lot of stress. (Participant F) 

 
 

C. Socioeconomic factors 
Category Subcategory Participant Voice 
Social high-risk 
factors 

High educational 
attainment 

Some highly educated mothers could not easily admit they were having 
difficulties. (Participant I) 

Economic constraints Some mothers said they had housing loans and felt the added burden. 
(Participant N) 

Lack of family registration Some mothers were having trouble with registration. (Participant D) 
Young maternal age Some young mothers became unreachable after pregnancy, even though 

they had responded during earlier interviews. (Participant C) 
Foreign citizenship Differences in childcare practices related to cultural background 

sometimes created further communication difficulties. (Participant F) 
Abused Some mothers had experienced abuse themselves, and I sometimes saw 

them speaking harshly to their children. (Participant M) 
Lost relatives Some mothers were still grieving the loss of a close relative, and this 

seemed to visibly affect their postpartum state. (Participant B) 
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D. Social support factors 

Category Subcategory Participant Voice 
Concerns about 
support from 
partner or family 

Lack of partner or family 
support 

Some mothers were caring for their babies mostly on their own and were 
not getting enough rest. (Participant M) 
Some said their partners did not really understand how distressed they 
felt. (Participant N) 

Dissatisfied with partner 
or family support 

When family members gave advice, some mothers seemed to feel more 
anxious. (Participant O) 

Poor relationship with 
partner, biological parents 
or parents-in-law 

Some partners and parents would say, ‘Tell me and I’ll do it’, and did 
not act unless they were told what to do. This left the mothers exhausted 
and frustrated. (Participant Q) 
One mother said that her relationship with her birth mother was not going 
well. She had told her that she had given birth but did not allow her to 
meet the baby. (Participant M) 

Not receiving or 
asking support 
from others 

Difficulty asking for 
support 

Some mothers said that when their partners came home tired from work, 
they felt bad about talking about their own concerns. (Participant P) 

Not accepting support One participant said that although family members—such as the 
mother’s own mother, father and grandmother—or members of the 
community who could support her were present, she did not accept their 
support. (Participant C) 

Difficulty socialising I thought that those who could build connections on their own would 
probably be fine. I was concerned about those who could not actively do 
so. (Participant O) 

Lack of friends or 
someone to consult 

I was concerned about mothers who seemed isolated or who said they 
had no friends around them. (Participant K) 
When I visited one mother, she said it had been a long time since she had 
spoken with another adult, and she talked nonstop as if a dam had burst. 
She said there was no one around who would fully listen to her. 
(Participant P) 
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E. Behavioural factors 
Category Subcategory Participant Voice 
Uncomfortable 
with mother’s 
Parenting 
behaviour 

Clumsy parenting 
behaviour 

I was concerned about mothers who were unable to adjust their child care 
strategy as their infant grew or adapt to the situation. (Participant P) 

Inappropriate parenting 
behaviour 

I saw cases where mothers did not change their child’s clothes after 
vomit or other stains or did not replace towels that were wet with urine. 
(Participant K) 

Inadequate parenting 
behaviour towards the 
infant’s older siblings 

I noticed that some siblings were wearing clothes that were out of season 
or dirty or were dressed only in their underwear. (Participant F) 

Inappropriate 
motherly 
behaviour 

Unable to provide a 
nurturing environment 

One mother was nicely made up, but her house was not tidy. Things were 
left on the table. (Participant H) 

Uncomfortable in 
behaviour and dress 

The mother appeared very clean, but the child had dirt on her. I observed 
a difference between the appearance of the mother and that of the infant. 
I was concerned that her daily life might not be centred on the infant. 
(Participant F) 
I was worried about how she would care for her infant with such 
decorative nails. (Participant L) 

Prioritising pets over the 
infant 

They did not seem focused on the infant and appeared worried about their 
pets. They worried more about how to care for their pets postpartum. 
(Participant C) 

Inability to 
maintain personal 
appearance 

Mother’s inability to take 
care of her own personal 
appearance 

I was concerned about mothers who came out wearing clothes that 
looked like pyjamas when visitors arrived. (Participant I) 

Appearance suggesting 
financial strain 

She seemed busy every day and looked like she did not have much room 
to relax. Her facial expression looked tired. She was not rejecting her 
child, but she seemed busy and was sometimes difficult to reach even 
when we contacted her. (Participant M) 

 
 
F. Physical factors of the child 

Category Subcategory Participant Voice 
Concerns about 
the child’s health 

The infant has (or is 
suspected of having) a 
disease 

The infant did not move their arms and legs much. They appeared vacant 
or did not cry. Mothers were often told that the baby was ‘easy’ because 
they did not cry, but the baby’s whole body felt soft and listless. 
(Participant L) 

Preterm and low-birth- 
weight infants  

Some infants were born prematurely and had been in the hospital for 2 
months. The mother also appeared to be carrying a heavy burden. 
(Participant M) 

Not gaining weight The infant did not drink breast milk or formula well. Because of this, 
weight gain was not evident, and the mother was worried. She was trying 
her best to breastfeed, but the baby did not drink much. In those cases, I 
was concerned. (Participant O) 

The infant’s older sibling 
has developmental delays 

It might have been due to inexperience, but the infant’s older siblings 
seemed to speak slowly. I was concerned that this baby might also have 
developmental delays. (Participant M) 
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