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Abstract 

Background Approximately 15% of women in low‑and middle‑income countries experience common perinatal 
mental disorders. Yet, many women, even if diagnosed with mental health conditions, are untreated due to poor qual‑
ity care, limited accessibility, limited knowledge, and stigma. This paper describes how mental health‑related stigma 
influences pregnant women’s decisions not to disclose their conditions and to seek treatment in Vietnam, all of which 
exacerbate inequitable access to maternal mental healthcare.

Methods A mixed‑method realist study was conducted, comprising 22 in‑depth interviews, four focus group discus‑
sions (total participants n = 44), and a self‑administered questionnaire completed by 639 pregnant women. A parallel 
convergent model for mixed methods analysis was employed. Data were analyzed using the realist logic of analysis, 
an iterative process aimed at refining identified theories. Survey data underwent analysis using SPSS 22 and descrip‑
tive analysis. Qualitative data were analyzed using configurations of context, mechanisms, and outcomes to elucidate 
causal links and provide explanations for complexity.

Results Nearly half of pregnant women (43.5%) would try to hide their mental health issues and 38.3% avoid hav‑
ing help from a mental health professional, highlighting the substantial extent of stigma affecting health‑seeking 
and accessing care. Four key areas highlight the role of stigma in maternal mental health: fear and stigmatizing 
language contribute to the concealment of mental illness, rendering it unnoticed; unconsciousness, normaliza‑
tion, and low literacy of maternal mental health; shame, household structure and gender roles during pregnancy; 
and the interplay of regulations, referral pathways, and access to mental health support services further compounds 
the challenges.

Conclusion Addressing mental health‑related stigma could influence the decision of disclosure and health‑seeking 
behaviors, which could in turn improve responsiveness of the local health system to the needs of pregnant women 
with mental health needs, by offering prompt attention, a wide range of choices, and improved communication. 
Potential interventions to decrease stigma and improve access to mental healthcare for pregnant women in Vietnam 
should target structural and organizational levels and may include improvements in screening and referrals for perina‑
tal mental care screening, thus preventing complications.
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Background
Approximately 15% of women in low-and middle-income 
countries experience common perinatal mental disorders 
(CPMDs) antenatally and 20% postnatally [1]. CPMDs 
include depression, anxiety, and psychosis during preg-
nancy or in the first year of postpartum [2]. Risk fac-
tors include a history of illness, significant life stressors, 
poor marital relationships, and poor social support [3, 
4]. These CPMDs can significantly impact the mother 
including various aspects of mother’s lives (obstetrics 
outcomes such as preterm birth and low birth weight, 
preterm delivery and economic outcomes [5, 6] and have 
long-lasting consequences on the child’s brain develop-
ment and birth weight, impairing growth and increasing 
infection susceptibility [6–9]. Yet, many women, even if 
diagnosed with mental health conditions, are untreated 
due to poor quality care, limited accessibility, limited 
knowledge, and stigma [10].

Stigma, a key neglected and under-researched barrier 
to accessibility of care, refers to problems of knowledge 
(ignorance), attitudes (prejudice) and behaviour (discrim-
ination) [11]. Stigma related to mental health is univer-
sal, extending across cultures [10]. This includes stigma 
by association, which is the attribution of stereotypes and 
discrimination against family members or mental health 
workers. Stigma threatens well-being and health through 
adverse impacts on mental healthcare seeking, utiliza-
tion, and health outcomes [12]. Stigma operates across 
micro and meso contexts of health services delivery in 
some illnesses such as mental conditions and infectious 
diseases, thus affecting the ability of a health system to 
be responsive – “…being cognisant and respond appro-
priately to the universally legitimate expectations of indi-
viduals” ([13] p.3) – constraining interactions between 
policymakers, managers, and services providers [14]. Dif-
ferent manifestations of stigma prevent individuals from 
seeking help and formal health care [15–20]. However, 
the specific impacts of stigma can vary across illnesses 
and cultural contexts [18, 21] and its intersections with 
ethnicity, gender, disability and class [18, 19]. 

The Government of Vietnam approved the National 
Strategy on People’s Care and Protection (2001, 2011 
to 2020 and the vision towards 2030) with a commit-
ment to ensuring access to essential health services to 
promote good physical and mental health. Vietnam 
also endorsed the WHO Mental Health Action Plan 
2013–2020 and, in 2015, ratified the United Nations 
Convention on the Rights of Persons with Disabilities, 

committing to the fundamental human rights of citi-
zens with disabilities, including those with mental con-
ditions [22]. Although the government has attempted 
to establish community-based mental healthcare since 
1998, mental healthcare in Vietnam still has a narrow 
focus on severe conditions (e.g. schizophrenia), with no 
integration of mental health at the primary care level 
and limited funding [16]. Arguably, this further con-
tributes towards the structural stigmatisation of indi-
viduals with mental health illnesses.

The prevalence of CPMDs in Vietnam ranges from 
16.9% to 39.9% [8, 23–25]. Most of the existing research 
has concentrated on the causes of CPMDs, such as inti-
mate partner violence, emotional abuse, and both physi-
cal and sexual violence. These studies have noted an 
increase in symptoms of CPMDs among women dur-
ing and after pregnancy [24, 26–28]. Despite this, there 
has been a noticeable gap in the literature regarding the 
effects of mental health-related stigma on the likelihood 
of pregnant women to seek out healthcare services. Fur-
thermore, the voices, and perspectives of these preg-
nant women and healthcare stakeholders concerning 
the healthcare system remain largely unexplored. In this 
paper, we bridge this knowledge gap by exploring both 
the impact of stigma on pregnant women’s engagement 
with the healthcare system and the perceptions of the 
system held by these women and healthcare providers.

This paper contributes to the current literature on men-
tal health-related stigma through reporting results from a 
mixed-methods realist study [29] examining how preg-
nant women with mental health conditions interact with 
the Vietnamese health system. Additionally, it increases 
understanding of the crucial contextual factors that 
enable or constrain those interactions, while providing 
a theoretically-based explanation of aspects of the sys-
tem that impacted women’s help-seeking behavior across 
individual, organisational, and societal levels. Moreover, 
this paper responds to the call for evidence on health sys-
tems barriers to achieve health equity on underserved 
populations such as young women from low-and-middle 
income countries [30]. It is anticipated that this study will 
hold significant interest and relevance for policymak-
ers, practitioners, and academics dedicated to advancing 
knowledge about and combating stigma associated with 
perinatal mental health at primary healthcare facilities. 
Ultimately, this will enhance health systems responsive-
ness to maternal mental health needs in Vietnam and 
other similar low-and middle-income countries.

Keywords Stigma, Maternal health, Realist evaluation, Disclosure, Health system responsiveness, Perinatal mental 
disorders, Vietnam
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Methods
This paper reports phase one Vietnam findings of a col-
laborative three-phase realist evaluation of health system 
responsiveness to the maternal mental health needs in 
Vietnam and Ghana [30]. Phase one focused on under-
standing the local context of maternal mental health-
care provision and utilisation. In Phase two and three 
an intervention to improve system responsiveness was 
co-produced with the local stakeholders in Vietnam and 
Ghana and evaluated.

Realist evaluation is a theory-driven methodological 
approach that focuses on understanding what works, how 
it works, under what conditions, and for whom it works. 
It does so by analysing causal pathways through the con-
text-mechanism-outcome configurations (CMOs). Con-
text encompasses the conditions surrounding programs, 
including political and economic conditions, cultural 
norms, and beliefs. Mechanisms involve the reasoning 
process through which individuals interpret and respond 
to programs or interventions within their specific con-
text, as well as their interaction with available resources. 
Outcomes are the patterns of intended and unintended 
consequences resulting from mechanisms triggered in 
varying contexts [31–33]. Realist evaluations work with 
program theories (hypotheses about how programs are 
supposed to work) at their centre, typically including 
phases of theory gleaning, development, testing, refining 
and consolidation [30].

In our study, iterative rounds of literature reviews were 
conducted from June 2020 to November 2022 to identify 
and examine empirical studies on health systems respon-
siveness and the policies on maternal and mental health 
in Vietnam. The survey and qualitative data collection 
took place from April to October 2022, and it aimed to 
refine the initial hypotheses (program theories) inferred 
from the reviews. The researchers engaged in regular 
discussions throughout the process, and a stakeholder 
workshop was organized in November 2022 to review the 
initial findings.

Study setting
Bac Giang province was purposively selected to facilitate 
the inclusion of urban and rural communities. Situated in 
Northeast Vietnam in the Red River Delta region, it has 
approximately two million inhabitants across ten districts 
and 209 communes. The province’s industrial zones are 
rapidly developing, attracting migrants from neighbor-
ing provinces [34]. Two districts were purposely selected 
to represent urban and rural settings (population of each 
district is about 240,000 inhabitants, the urban district is 
300 km square while the rural district is 600 km square), 
within each district, three communes were randomly 

selected to ensure participant heterogeneity for the devel-
opment our program theory and intervention design.

Data collection
Data was collected using quantitative and qualitative 
methods. For quantitative part, we recruited all preg-
nant women who were above 12  weeks gestation, were 
living within the study area from June–September. Lists 
of pregnant women in each commune were provided 
by local commune health centers. A self-administrated 
questionnaire comprising basic demographic informa-
tion and four items assessing attitudes towards mental 
health illness was administered to 639 pregnant women 
from six random communes of two selected districts 
(commune is a local sub-district tier of Vietnamese health 
system) in Bac Giang province. Women self-administer 
the paper-based questionnaireat their homes, under the 
supervision of the researchers. The aim to understand 
their views on maternal mental health and the resulting 
health-seeking behaviors. The items were adopted from 
the Mental Health Literacy Scale of O’Connor et al. [35], 
translated and culturally adapted in Vietnam [36]. Items 
are rated on a 5-point Likert scale, ranging from “very 
likely” to “very unlikely”.

The qualitative data collection included face-to-face 
in-depth interviews (IDIs n = 22) and focus group discus-
sions (FGDs n = 4, each groups consisting of 5–6 persons 
and total participants of focus group discussion partici-
pants n = 22), with a total of 44 participants (Table  1). 
These were conducted with purposefully identified key 
health systems actors (policymakers, managers, provid-
ers, service users, and collaborators from community 
groups), using the realist interviewing technique [31–33].

The qualitative data were collected using semi-struc-
tured topic guides designed to explore the initial program 
theories identified in the realist literature reviews con-
ducted in parallel [30]. The topic guides were tailored to 
individual respondents and allowed for in-depth explo-
ration of issues. The semi structured combines a pre-
determined set of open questions (questions that prompt 
discussion) with the opportunity for the interviewer 
to explore particular themes or responses further. For 
instance, from healthcare providers, we sought insights 
on the structural and organizational levels of mater-
nal mental healthcare provision and its management 
at health facilities. With pregnant women and commu-
nity health workers, we focused on understanding their 
views on mental health issues, their experiences, and 
the healthcare seeking by pregnant women. Interviews 
and focus groups were conducted in Vietnamese, audio 
recorded, and lasted approximately 60 to 90  min. To 
ensure privacy and confidentiality, they were all held in 
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a reserved place and were conducted by four experienced 
female researchers.

Data analysis
A parallel convergent model for mixed-methods analy-
sis was used, with quantitative and qualitative data being 
collected simultaneously and analysed autonomously 
before being triangulated during the interpretation phase 
guided by our initial program theory (see Table 2).

Data were analyzed using the realist logic of analysis, 
an iterative process aimed at refining identified theo-
ries. Survey data underwent descriptive analysis with 
the support of SPSS 22. Descriptive analysis was used to 
describe the frequency distribution of pregnant women’s 
perceptions of mental illness and stigma variable. The 
IDIs and FGDs were transcribed, and transcripts were 
initially coded for themes related to the program theory, 
with the support of NVIVO 11 and Mindjet Manager 
software [37]. To generate the initial codes, the research 
team commenced with themes  according to Cook and 

colleagues (2014) framework on a multilevel approach 
to stigma and public health [38] and program theory 
guiding data collection. Qualitative data were further 
analyzed using realist context-mechanism-outcome con-
figurations to elucidate causal links and provide explana-
tions for complexity.

The revised program theory presented in this paper 
draws on Cook’s et  al.’s stigma theory to elucidate how 
stigma influences interactions of pregnant women with 
mental health conditions with health services in Vietnam 
[38]. Cook et  al. (2014) proposed that mental health-
related stigma in healthcare operates across three inter-
related levels: intrapersonal, interpersonal, and structural 
[38]. Intrapersonal stigma refers to the person’s values 
mindset, literacy level and resultant behaviors [38]. Inter-
personal stigma extends to include prejudices against 
people facing stigma, their families, and professionals 
providing relevant services. Structural stigma encom-
passes health system-related factors contributing to 
stigma, including insufficient priority given to mental 

Table 1 Qualitative data collection

Participants Method

Interviews Focus Groups

National level 4

Policymakers on mental health services and maternal and child health care services at the Ministry of Health 3

Mental health care provider 1

Provincial level 8

Health managers at the Centres for Disease Control and Prevention 2

Health managers in the provincial obstetric gynaecology (OBGYN) public hospital, a private hospital, and a psy‑
chiatric hospital

3

Health providers in the provincial public hospital, a private hospital, and a psychiatric hospital 3

District and commune level
Health managers in district hospitals 2

Health providers in district hospitals 2

Health providers in commune health centers (2 groups, each group n = 5) ‑ 10 (2 × 5)

Representative of Women Union, Youth Union, village health workers (Collaborators) (2 groups, each group 
n = 6)

‑ 12 (2 × 6)

Pregnant women 6

Total 22 IDI 4 FGDs [22 participants]

Overall number of participants 44

Table 2 Initial program theory guiding data collection

IF in the communities and health facilities, there is low priority, low Mental Health (MH) literacy of Maternal Mental Health (MMH), strong stigma 
towards MH (reflected in shame, lack of support for MMH, hiding the MMH symptoms/cases), THEN there will be likely low demand to clinical care, 
delay to seeking/receiving care and adherence to clinical care, lack of support to MMH care. IF there is a lack of trust in clinical MMH services, lack 
of privacy and confidentiality services, beliefs on alternative care, IF there are barriers to access MMH (such as poverty, ethnicity, disadvantaged areas), 
lack of health insurance coverage for mental health services at Primary Health Care (PHC) level, THEN there will be likely low demand to clinical care, 
delay to seeking care, receiving care and adherence to clinical care, lack of support to MMH care. IF there are high risk groups to MMH (such as those 
suffering from miscarriage, in high‑risk pregnancy, victim of violence), there will be likely high demand to clinical care, THEN the health workers will be 
likely to pay timely attention to these groups (thus addressing issues of communication, screening, counselling and referrals).



Page 5 of 14Thi et al. International Journal for Equity in Health          (2024) 23:163  

healthcare by policymakers and providers, limited staff 
expertise, inadequate care practices, and over-reliance 
on institutionalised care [18, 19, 38]. These three levels of 
stigma are interrelated and collectively influence stigma 
consequences, such as delays in health-seeking, self-
treatment, pursuing of alternative care and, consequently, 
decreased health system responsiveness to perinatal 
mental health.

Results
Characteristics of participants involved in the quantitative 
study
Six hundred thirty-nine pregnant women were enrolled 
in the study. Participant characteristics by health facility 
are shown in Table  1. The largest age group was 25–29 
(28.3%). The majority were of Kinh ethnicity (89.7%) and 
had no religion (90.9%). The majority of participants were 
factory workers (64.6%). More than half were in the sec-
ond trimester (52.3%), about one-third in the third tri-
mester (34.2%), and 13.5% in the first trimester. About 
80% of women have an average income of 2–6 million 
VND (about 90 to 250 USD). Over a third had one child 
(35.4%), 28.8% were experiencing their first pregnancy, 
and few had more than three children.

Findings
Four key areas highlight the influence of stigma in mater-
nal mental health: fear and stigmatizing language con-
tribute to the concealment of mental illness, rendering 
it unnoticed; unconsciousness, normalisation and low 
literacy of maternal mental health; shame, household 
structure and gender roles during pregnancy; and the 
interplay of regulations, referral pathways, and access to 
mental health support services further compounds the 
challenges.

Understanding invisibility: Fear and stigmatizing language
Stigmatizing terminology in the Vietnamese constructs 
of mental health and illness differ from Western cul-
tures conceptually and semantically. Conceptualization 
of psychiatric illness in traditional Vietnamese medi-
cine is related to the blurring of psychic and physical 
health concepts in the term ‘tam than’ [39]. Mental 
illness, or ‘benh tam than’, is referred to as “madness” 
in Vietnamese, including severe psychiatric disorders 
such as schizophrenia. Benh tam than carries stereo-
typed connotations of wildness, unpredictability, and 
danger, often leading to avoidance and operating as a 
taboo word [40, 41]. There is a belief that ‘’madness’’ is 
a consequence of one’s improper behavior in a previous 
life, for which the person is now being punished [42]. 
This could explain why 28.8% of the pregnant women 
we surveyed considered people with mental illnesses to 

be dangerous (Tables  3 and 4). This was corroborated 
by a manager from a provincial centre for disease con-
trol who explained:

“Tâm thần” [mental health] means “điên” [mad-
ness]. This means a very severe condition; people 
have to go to a psychiatric hospital for treatment, 
so people are terrified. Folks called it “thần kinh” 
[madness]. This has been stigmatized and carries a 
bad reputation (CDC Manager).

Table 3 Characteristics of pregnant women

Characteristics

Total 639 (100%)
Age group
16–19 30 (4.7%)

20–24 161 (25.2%)

25–29 181 (28.3%)

30–34 160 (25.0%)

35‑ 43 107 (16.7%)

Marital status
Unmarried/others 27 (4.2%)

Married 612 (95.8%)

Education
Illiteracy /Primary 19 (2.3%)

Secondary 158 (24.7%)

High School 336 (52.6%)

College + 126 (19.8%)

Ethnicity
Kinh 573 (89.7%)

Others 66 (10.3%)

Religion
No 581 (90.9%)

Yes 58 (9.1%)

Occupation
Farmer 48 (7.5%)

Factory worker 413 (64.6%)

Public officer 42 (6.6%)

Freelancer 111 (17.4%)

Others 25 (3.9%)

Economic income
 < 2 VND mil/month 87 (13.6%)

2–4 VND mil/month 374 (58.5%)

4–6 VND mil/month 131 (20.5%)

 > 6 VND mil/month 47 (7.4%)

Gestational age
1st trimester 86 (13.5%)

2nd trimester 334 (52.3%)

3rd trimester 219 (34.2%)
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This stereotype has a long history and has profoundly 
impacted contemporary cultural beliefs on mental health 
illness [43]. To avoid the fear associated with mental 
health stigma, many people prefer to use other words 
“tinh than/mind” or “tam ly/ psychology” instead of “tam 
than/mental health”. This includes healthcare staff who 
are aware of the impact that these words may have on 
their clients, especially when the initial common men-
tal health symptoms are normalized since they are not 
severe such as anxiety and stress, as explained by one of 
the district health providers we interviewed:

If that was the case, anxiety, stress, I think using the 
word “tam than” would be a little difficult. Using the 
words “tinh thần” or “tam ly” would be much better 
(District 2, Health Provider).

These connotations impact people’s interactions with 
mental health institutions as people also preferred to 
access the general hospital instead of the psychiatric hos-
pital or the department named ‘psychology’ instead of 
‘psychiatry’. Additionally, stigma by association expands 
not only to families but also to healthcare staff. Psychia-
trists were referred to as bac si tam than, which means 
“doctors who treat madness”, which implies a dismissive 
attitude towards those entrusted to their care [44]. These 
perceptions shaped peoples’ attitudes toward mental 
health professionals. Psychiatrists often felt that they 
were looked down upon by other health staff and com-
munity members, leading them to conceal their employ-
ment at psychiatric hospitals:

Mental health is very stigmatized. The community 
does not only stigmatize people with mental health 
conditions but also health staff at provincial psy-
chiatric hospitals. We state that we are doctors 
and nurses, but we will not confess that we work in 
psychiatric hospitals. Psychiatry does not receive 
respect from the community. Very few people want 
to learn this specialty. Our salary is very low, and 
because we meet psychiatric patients, people think 
we also will have psychiatric problems [laughed] 

(Provincial Mental Hospital Manager).

This central manager also corroborated plans to change 
the name of the psychiatric hospital to mental health 
hospital to avoid misunderstanding and stigma towards 
mental health.

In summary, using stigmatizing language contributed 
to public stigma—stereotypes, attitudes, and discrimina-
tion towards the stigmatized group [45]—and the con-
cealment and invisibility of mental health conditions.

Unconsciousness, normalisation and low literacy 
of maternal mental health
Alongside language barriers, religious and societal 
beliefs, such as Confucianism and Buddhism, influence 
Vietnamese perceptions of mental health, due to their 
holistic view of the mind–body relationship. In this per-
ception, psychological disturbance was often associated 
with physical disruptions, differing from the typology of 
independent mental disorders found in Western psychia-
try [46]. Mental health-related conditions during preg-
nancy such as anxiety and stress were considered natural 
phenomena [39] by both healthcare staff and women par-
ticipants. These mild symptoms could be overcome after 
pregnancy and thus were often overlooked contribut-
ing to women’s delayed help-seeking. This view is illus-
trated by this quote from one of the health managers we 
interviewed:

Anxiety and stress during pregnancy are mainly due 
to hormonal changes and other vulnerabilities such 
as family conflict, financial difficulties, etc. There-
fore, we mostly focus on physical condition and skip 
other conditions (Central Manager).

The tendency to normalize mental health problems as 
being temporary (linked to the hormone cycle during 
pregnancy) is a possible explanation for the underutiliza-
tion of mental health services. Nevertheless, in our study, 
women who experienced perinatal mental health condi-
tions described common symptoms including anxiety, 
low mood, and behavioral changes such as irritability, 

Table 4 Survey of pregnant women’s perceptions of mental illness and stigma

Item Mental health-related stigma Number (N = 639] Percent

1 People with a mental illness
are dangerous

184 28.8

2 It is best to avoid people with a mental illness so that you don’t develop this 
problem

244 38.2

Hiding information on mental health-related illness
1 If I had a mental illness, I would not tell anyone 278 43.5

2 If I had a mental illness, I would not seek help from a mental health profes‑
sional

245 38.3



Page 7 of 14Thi et al. International Journal for Equity in Health          (2024) 23:163  

sleep, and eating disorders [46–48]. Most women expe-
rienced these symptoms during pregnancy only and did 
not relate them to a mental health condition. This unper-
ceived health need was also noted by one of the village 
health workers reflecting on her own experience of preg-
nancy and her mental health:

When I was pregnant, I didn’t understand why I was 
so hot-tempered. No matter what anyone said to me, 
no matter how small it was, I felt furious. Mean-
while, even though my family was very comforting, I 
still couldn’t help but feel anxious, restless, and very 
uncomfortable. At that time, I got angry very eas-
ily. Before getting pregnant, I never got angry about 
those things. But when I was pregnant, my mentality 
changed. I felt distressed every time, so even a small 
incident could make me uncomfortable and angry. 
Fortunately, I have my husband, who is always car-
ing and close to me. So, it wasn’t so bad (District 2, 
Village Health Worker).

When experiencing these symptoms, pregnant women 
would seek help from various sources, including infor-
mation from the internet, support from friends, family 
members, traditional healers, spiritual ceremonies, or 
other health services, but not formal healthcare institu-
tions, highlighting a potentially stigmatising experiences 
of seeking healthcare from health facilities. This pattern 
of behavior was confirmed by our survey findings, where 
over one-third of pregnant women (38.3%) stated they 
would not seek health professionals help, if they had a 
mental illness (Table 4).

Even if diagnosed with a mental health condition, preg-
nant women avoided mental health medication during 
pregnancy due to the belief that this could affect fetus 
growth, especially if they were identified as high-risk 
pregnancies. They preferred instead to take vitamins 
and practice yoga. This was explained by one of our par-
ticipants who had a mental health condition and carried 
twins:

During pregnancy, I do not want to have medication. 
I only take vitamins. There is yoga exercise which is 
good for breathing. I do not take sleeping tablets. I 
do not want to affect the fetus (District 2 Hospital, 
Woman with mental health condition).

If pregnant women were able to recognize these men-
tal health symptoms, our quantitative results (Table  4) 
showed that 43.5% of our sample of pregnant women 
will not tell anyone. Concealing one’s illness is a behav-
ior associated with stigma and serves as a mechanism 
with numerous unintended consequences, as the risk of 
the stigma being exposed persists [49]. The fear of being 
discovered acts as a source of psychological distress for 

all those actively concealing their stigmatized condi-
tion or profession [50], as women endure the anxiety of 
potentially being discovered and mental health workers 
being ‘discredited’ [51]. Thus, stigma can also infiltrate 
the provision of health services, potentially undermining 
health systems responsiveness, as one hospital manager 
reflected:

I think most general health providers... are reluctant 
to work with mental health because of the stigma 
(Central Hospital Manager, Provider)

Nevertheless, social distancing and other preven-
tive measures for COVID-19 posed a risk of exacerbat-
ing psychological disorders in Vietnam. Women faced 
a double and unequal burden of work and family duties 
[52], which increased their social isolation and exposing 
gender inequality issues. Mental illness received more 
attention after COVID19 when the media highlighted 
more deaths related to postnatal depression. This aware-
ness was confirmed by a manager in a provincial mental 
hospital:

After COVID-19, the post-covid condition with 
death cases related to depression are complicated, 
especially among pregnant women. They worry too 
much; they come more to hospitals to ask about 
their condition. In the past, few people were thinking 
about mental illness (Provincial Mental Hospital 
Manager).

Shame, household structure and gender roles 
during pregnancy
The tradition of relocation closer to or with in-laws after 
marriage, coupled with the belief that children belong to 
their father’s lineage, could potentially risk gender-based 
emotional and physical interpersonal violence [26]. In 
addition, there is a strong cultural preference for male 
children, which could affect women who were known to 
carry female fetuses [53]. Consequently, family relation-
ships were identified both as potential risk factors for 
CPMDs and as essential sources of support [23]. The data 
from our study suggested that relationships with parents-
in-law could be particularly stressful during pregnancy in 
some families, and pregnant women did not always find 
the support they needed. One of the pregnant women 
we interviewed explained how these family conflicts 
impacted her friend’s mental health during pregnancy:

My sister-in-law was very stressed because her 
mother-in-law did not sympathize with her. She 
lost her appetite and only wanted snack food, which 
costs some money. She could not buy food because 
she feared her mother-in-law scolding her. She lost 
weight and was very stressed (District 2 Hospital 
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Woman).

Family dynamics could thus suppress women’s emo-
tions and created social isolation and discrimination. 
This may influence health-seeking behaviors from family 
members or health services, especially considering the 
additional pressure of being disloyal by bringing shame 
(associated stigma) to their family and community [26]. 
This is significant because our interviews revealed that 
families, including husbands and parents, are crucial 
sources of support for pregnant women with CPMDs and 
many of them do, as explained by one of our participants:

My parents also encourage me; my parents-in-law 
also support me. My husband also takes care of me, 
changes the nutrition, so I felt easier, not so stressed 
(Pregnant woman with mental health condition).

In our survey data, 38.2% of women responded that it 
is best to avoid people with mental illness because they 
may develop this condition. In Vietnam, beliefs regard-
ing the causes of mental disorders hover between the 
natural and the supernatural. They vary according to an 
individual’s level of education and socioeconomic class. 
Spiritual beliefs related to ancestors, reincarnation, and 
karma provide cultural explanations where deities and 
ancestors could influence a person’s fate [54]. This high-
lights the reasoning for considering a person with mental 
illness as punishment for their previous sins or the sins of 
their entire family, or insanity could be considered pos-
session by angry ancestral spirits [44] and could therefore 
condemn the honor of the whole family along with the 
individual [43]. Our qualitative data also suggested that 
families of pregnant women with mental illness often 
were blamed. This pattern was observed by one the hos-
pital providers interviewed:

The families-in-law often blamed pregnant women 
as they did something wrong so this [mental illness] 
could happen to them. This creates more pressures 
on pregnant women (Provincial Obstetrics and 
Gynecology Hospital Provider).

Pregnant women’s family members not only serve as 
caregivers for individuals with mental health conditions 
but are also likely to encounter stigma by association, 
occasionally experiencing self-stigma [17].

The interplay of low prioritisation, referral pathways 
and access to health care
The lack of a dedicated mental health law has been a 
continued problem in Vietnam, resulting in insufficient 
protection of the fundamental human rights of people 
with mental illnesses [43]. Moreover, there have been 
few advocacy groups for mental health patients in 

Vietnam, and little opportunity for their representation 
in policy-making structures [55]. The lack of advocacy 
and prioritisation for establishing a national mental 
health policy was confirmed by participants as a signifi-
cant barrier to long-term solutions to mental health.

I must say that I am not satisfied with the men-
tal health program, especially the leadership of the 
national psychiatric hospital. They are not fully 
devoted to mental health programs and have no 
advocacy for mental health on the health policy 
agenda (Central Manager).

In our study, the needs of women with CPMDs went 
largely unrecognized, and virtually no services address 
these conditions [56]. Most pregnant women with 
mental health conditions were referred to the provin-
cial hospital instead of direct referrals to a provincial 
psychiatric hospital. Almost no pregnant women were 
referred to provincial psychiatric hospital from the 
Obstetrics and Gynecology network, except in cases 
with prior history of schizophrenia or severe depres-
sion. This was corroborated by mental hospital manag-
ers, as illustrated below:

Only severe patients with existing mental illness 
will be referred to psychiatric hospitals. This is 
because those patients did not cooperate well dur-
ing antenatal check-ups in the Obstetrics hospital. 
Those are with very severe depression, epilepsy, so 
they came. (Provincial Mental Hospital Manager)

The referral pathway reflected fragmented service pro-
vision and a lack of collaboration between maternal and 
mental health providers [57], contributing to a lack of 
choice of mental healthcare services at the PHC level and 
only a few women receiving care at psychiatric hospitals.

Additionally, there is also shortage of mental health 
staff with high workload and low salaries coupled with 
lack of knowledge about maternal mental health in con-
tinuous medical education programs. Furthermore, 
psychiatrists worked in hospitals in big cities such as 
Hanoi and Ho Chi Minh, rather than in rural health 
services [58]. This was reflected in the significant gap 
between psychiatrists in provinces and was evident in 
the fieldwork, where, in some provinces, the only psy-
chiatrist available was retiring.

So firstly, the number of specialist doctors [psychi-
atrist] is declining; they are very few. I have visited 
several provinces and evaluated non-communica-
ble diseases and mental health programs. Some 
provinces had only one psychiatric doctor, and 
some are retiring, so, no more any psychiatrist in 
the province (Central Manager).
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The scarcity of psychiatrists constrained mental health-
care accessibility, with only half of the provinces hosting 
provincial psychiatric hospitals, and half had only psy-
chiatric wards in provincial hospitals in Vietnam [59]. In 
addition, the Vietnamese healthcare system has a distinct 
vertical division between maternal healthcare and mental 
health care. While maternal healthcare has a comprehen-
sive four-tier vertical system, mental health care is pri-
marily developed only at the provincial and central levels. 
Consequently, the primary healthcare level lacks health-
care workers specialized in mental health within the 
system [60]. Ultimately, this structural stigma towards 
mental health profession and professionals is likely to 
further contribute to a lack of recognition of maternal 
mental healthcare as a policy priority at the PHC level.

Discussion
This study has shown that, in Vietnam, stigma operates 
at three levels, influencing the interactions between preg-
nant women and healthcare services. Consequently, it 
impacts the responsiveness of health systems to maternal 
mental health needs, as well as women’s decision-making 
regarding disclosure of perinatal mental health problems 
and help-seeking behavior. The program theory we exam-
ined focused on increasing understanding of how contex-
tual interconnected issues relate to individuals (perinatal 
women), relationships between individuals and others, 
and barriers in their environment (micro-meso-macro 
contexts). Using Cook’s [38] taxonomy of interpersonal, 
intrapersonal and structural stigma to guide data analysis 
led to the development of a revised theory (see Table 5) 
that increased our nuanced understanding of the context 
in which women experience mental health conditions, 
and the mechanisms operating in health systems inter-
actions. This revised program theory will support our 
study co-produced intervention to increase overall health 
systems responsiveness for maternal mental health in 
Vietnam.

Cook’s conceptual framework enabled in-depth 
understanding of this complex area (Fig.  1). At the 
interpersonal level, the local cultural context shapes 
stigma and discrimination in mental health [6, 21]. This 
context often leads to the normalization of CPMDs, 

perpetuates stereotypes of mental illness as danger-
ous, and fosters biases towards mental health patients 
among communities, some family members, and even 
mental health professionals. These finding echoes other 
studies from similar Asian contexts, such as China, 
Hongkong, and Singapore, where severe mental ill-
nesses are often perceived as dangerous and aggressive, 
and the stigma experienced by family members is per-
vasive [61]. In our study, gender appeared to discrimi-
nate further for mental health conditions, a finding 
consistent with other research indicating that gender 
intersects with mental health-related stigma and influ-
ences its severity [19].

At the intrapersonal level, in rural Vietnam, stigma 
manifested with common cultural beliefs that mental 
diseases should not be healed medically but rather with 
traditional and religious practices [46, 62, 63]. The psy-
chiatric hospitals and psychiatrists were seen as not 
helpful or even worsening the situation [46, 62]. Our lit-
erature review identified that in certain rural areas, the 
use of fortune tellers for spiritual healing is quite com-
mon due to low cost and reduced stigma [44]. If their 
condition does not improve, women may access health 
facilities later. However, our findings did not encounter 
this phenomenon. Instead, women with mental health 
conditions, especially those with high-risk pregnancies, 
reported a reluctance to engage with prescribed medica-
tion, prioritizing the health of their fetus over their men-
tal health needs.

In our study, more than one-third of pregnant women 
with symptoms of mental health conditions were reluc-
tant to seek care from health professionals. Self-stigma 
contributed to fear of acknowledging mental health con-
ditions, possibly leading to shame, avoidance of sharing 
information, and delays in seeking healthcare, with only 
the severely ill coming to psychiatric hospitals. In China, 
similar results were reported, where stigma on mental 
health also led to avoidance of seeking mental healthcare 
and medication during pregnancy [64]. This similarity 
could be due to similar Confucian culture and political 
and administrative management systems. In addition to 
cultural issues, socio-economic contexts of poverty and 
access to healthcare are also associated with outcomes of 

Table 5 Refined program theory after data collection and analysis

In a socio‑cultural context based on gender norms during pregnancy where often the fetus takes priority over women’s needs from families 
and women’s themselves, and in a society where maternal mental health is normalised as not seen as pathological; and where there is low literacy 
of maternal mental health, women are often unconscious of the relevance of their own symptoms. Since mental illness language also operates 
as a taboo, the fear of discrimination and family shame influence self‑referral, family referrals and maternal services referral pathways and overall 
access to health care for pregnant women. Because of the fear of disclosure, women often self‑care using alternative therapies instead of seeking sup‑
port from health services and engaging with healthcare institutions, which in turn offer insufficient coverage for maternal mental health. Health care 
providers’ focus when engaging with women’s in high‑risk groups for MMH (miscarriage, high risk pregnancy, victim of violence, etc.) appears to be 
primarily on the fetus and women’s physical health outcomes with little attention to their emotional and psychological needs.
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mental illness and determine the environment in which 
stigma is enacted and experienced [21].

While women in our study were able to identify com-
mon mental symptoms such as worry, anxiety, and stress, 
they did not associate these with mental health. The lim-
ited knowledge of mental health among Vietnamese peo-
ple in Vietnam and among Vietnamese immigrants in US 
is reported [46, 48]. Attitudes and beliefs surrounding 
mental health in Vietnam are shaped by a combination 
of limited knowledge and a blend of traditional and mod-
ern perspectives [46]. There exists a particular negative 
attitude towards mental illnesses associated with socially 
disruptive and dangerous behavior [46, 65]. The popula-
tion’s awareness of mental disorders is somewhat limited 
in Vietnam compared to Western countries, possibly 
leading to a higher risk of stigma in Vietnam [59].

At the interpersonal stigma, stigma towards mental 
health professionals is particularly challenging in Viet-
nam. Mental health professionals were devalued and 
perceived as incompetent, unskilful, and unhelpful. The 
social standing of psychiatrists is relatively low com-
pared to other medical specialties, contributing to very 
few students choosing to study psychiatry [62, 63]. Our 
qualitative and quantitative data confirmed this obser-
vation: maternal health workers within obstetrics and 

gynecology networks did not refer pregnant women 
with mental health conditions to psychiatric hospitals, 
and psychiatrists were reluctant to disclose that they 
worked in psychiatric hospitals.

This stigma and low social position have been linked 
to shortages and low retention of mental health pro-
fessionals [59], contributing to a lack of choices in 
maternal mental healthcare at the PHC level, which 
underlines the lack of support for mental health in 
Vietnam [62]. These negative attitudes towards mental 
health professionals are similar elsewhere in Asia [64, 
66]. Therefore, the intervention in the community in 
the future in Vietnam may face challenges. Whilst this 
change takes time, similar programs have been success-
ful in India [67] and Malawi [68] and Vietnam can learn 
from these examples.

Stigma is rooted in cultural values and stereotypes, 
and this was reflected in studies examining Vietnamese 
American and other Asian American backgrounds [48, 
69]. Despite residing in the United States, they remain 
dismissive of mental health concerns. They prioritized 
“saving face”, and keeping problems inside rather than 
discussing them openly, leading women to seek coping 
mechanisms independently. This highlights the poten-
tial to enhance engagement in mental health services 

Fig. 1 Interpersonal, Intrapersonal, and Structural Stigma in pregnant women’s mental health
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by providing cultural sensitivity training for healthcare 
professionals.

Structural stigma contributed to the lack of inte-
grated perinatal mental healthcare [70] and train-
ing and knowledge on mental health among maternal 
health providers at the PHC level. This finding is con-
firmed by another study from Vietnam, where almost 
none of the CPMDs were detected at the PHC level, 
and no referrals were sent [23]. Most care was given 
by counseling on rest or nutrition without attention 
and communication on mental health conditions dur-
ing antenatal checkups [71]. Healthcare providers often 
overlook mental health concerns, resulting in a failure 
to initiate communication about mental health issues. 
This contributes to a lack of mental healthcare, poten-
tially increasing delays in accessing and receiving the 
necessary mental healthcare services.

The recent three-year “National Plan for Prevention 
and Control of non-communicable diseases and mental 
disorders for 2022–2025” establishes that 100% of med-
ical staff that implement the prevention and control of 
mental disorders at all levels should receive training in 
the prevention, supervision, detection, management, 
diagnosis, and treatment of common mental disorders. 
All pregnant women should receive screening, coun-
seling, and prevention for mental health disorders. 
However, the plan was promulgated without financial 
commitments from the government and did not pro-
vide sufficient guidance for provincial health depart-
ments to develop local mental health plans. This may 
echo the low priority of mental healthcare at the policy 
level in Vietnam [58]. In 2020, the National Health Tar-
get Program on Mental Health was stopped due to a 
change in government policy, and no funding mecha-
nisms were given for mental health programs at the 
local levels.

Our study demonstrates that maternal mental health 
stigma operates at three levels: interpersonal, intraper-
sonal, and structural. Stigma is rooted in cultural values 
and stereotypes and gender intersects with stigma and 
affects pregnant women’s access and choice to men-
tal healthcare because of the fear and shame embedded 
in the micro-meso-macro contexts in which they live. 
Maternal mental health in Vietnam has commonly been 
studied focusing on interpersonal violence [26, 28, 72] or 
child health [8]. To our knowledge this is the first study 
that incorporates the voices of pregnant women with 
mental health conditions and healthcare staff in Vietnam. 
Stigma associated with some illnesses (e.g., infectious 
diseases, mental disorders) have direct negative effects 
in people’s interactions with health systems across the 
world. Our results help advance the understanding of 
mental health stigma and its manifestations, shaping the 

health system’s responsiveness to maternal mental health 
[73].

We found that barriers to prevention, screening, diag-
nosis, and treatment of mental health conditions are 
enabled by the dangerous mix of unconsciousness and 
reluctance to label mental health due to fear of stigmati-
sation by women themselves but also healthcare services. 
This manifests into oscillating unperceived unmet need 
(when women do not perceive they need health care) 
and subjective chosen unmet need (women choosing 
not to demand healthcare) [74]. This has implications for 
women-centred, equity-oriented interventions and the 
measurement of unmet needs in health policy and sys-
tems studies.

Women’s antenatal visits should allow time for commu-
nication, ascertain patients’ concerns, and discuss mental 
health issues. The trust and continuity of mental health 
services from primary to tertiary care with a horizon-
tal referral at each level should be linked to the concept 
of ‘choice’ of service, as reported in Germany [75] and 
Iran [76]. Our findings also reaffirm that health systems 
responsiveness entails a socially constructed set of inter-
actions between people and their health system, shaped 
by their initial expectations rooted within respective 
cultural contexts [14]. Therefore, strategies to improve 
health systems responsiveness should address both the 
‘people’ and the ‘systems’ sides of such interactions [30]. 
Broadly, such strategies contribute towards improving 
health equity and justice among vulnerable populations 
such as women in low- and- middle income countries.

Limitations of the study
This study provides valuable insights into the barriers 
affecting women’s decision to disclose and access treat-
ment for perinatal common mental health needs in the 
context of a low- and middle-income country. Yet, the 
study has some limitations. Firstly, the use of selection 
of one province may have constrained broader general-
izability. Secondly, the representation of various stake-
holders at different levels may not have fully captured the 
diversity of perspectives and experiences across groups. 
Nonetheless, we are confident that these limitations did 
not undermine the validity of our findings.

Conclusion and recommendations
Mental health is a complex issue, and improving access 
to maternal mental healthcare requires multiple efforts 
to address stigma across interpersonal, structural, and 
intrapersonal levels. Stigma is a significant deterrent 
to mental healthcare seeking. Its reduction will help 
improve the health system’s responsiveness by provid-
ing services closer to the people, offering prompt atten-
tion, and better communication. Addressing stigma 
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can enhance awareness of mental health services, help 
reduce delays in care-seeking and transform services to 
be truly responsive to maternal mental health needs.

Therefore, it is essential to have psychoeducational 
programs in communities to enhance awareness of 
common mental disorders and reduce the negative 
attitudes towards mental healthcare systems and men-
tal health professionals. Improvements in perinatal 
mental care, including early screening mental health 
problems and intervention, could help prevent compli-
cations. Long-term interventions targeted at structural 
and organizational levels and directed to health profes-
sionals and the community to decrease the stigma on 
mental health in Vietnam are needed. One could advo-
cate for national policy, shifting from hospital care to 
community-based mental healthcare and anti-stigma 
training [77]. Future studies should explore the spe-
cific and unique needs of pregnant women in these 
communities.
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