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ABSTRACT
The perinatal period, which covers the time when a man’s partner becomes pregnant through to the first 
year after birth can be a time of great excitement, happiness, and joy. However, it can also be a time of great 
disruption and change. Despite the positive and protective long-term effect that fatherhood has on men’s 
health, a significant proportion of fathers’ experience depressive symptoms during the perinatal period. 
This paper aims to review studies that assessed symptoms of depression in fathers during the perinatal 
period and to describe the prevalence estimates, identify the risk factors and impact of depression, and 
establish if there are interventions that effectively reduce depression among fathers. A systematic search of 
relevant electronic databases including Medline, CINAHL, Cochrane Library, PsycARTICLES, PsycINFO, 
and Psychology and Behavioural Sciences Collection were searched using keywords related to paternal 
perinatal depression. Prevalence estimates of paternal perinatal depression varied widely between studies, 
ranging from 1 to 46%. Several sociodemographic variables that contribute to depression in fathers in the 
perinatal period were reported and these include paternal age, lower education levels, parity, an unplanned 
pregnancy, and maternal depression. Paternal perinatal depression is associated with morbidity within the 
father’s family, including depression in his partner, maladjustment to parenthood and future psychological 
problems in his children. In conclusion, evidence from this review adds further support for the need to 
review how we plan, provide and resource our health services, to recognize the influence that pregnancy, 
birth, and fatherhood in the perinatal period can have on men’s mental health.
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Fatherhood for the majority of men is an enjoyable 
and rewarding experience.1–8 However, the transition 
to fatherhood, or the arrival of subsequent children, 
can also be a time of great stress and anxiety.9 During 
the perinatal period, feelings of pride, happiness, and 
excitement can be diminished by a lack of sleep, dif-
ficulties in caring for an infant, financial concerns, and 
changes in emotional and sexual relationships.10,11

While most fathers will cope with and adapt to these
and other stressors, a small, but significant, proportion
will experience depressive symptoms.12 Due to the
possible negative effects of perinatal depression on
fathers and their families,13,14 it is important to
establish the prevalence of depression, identify the
risk factors and the impact of depression, and identify
interventions that reduce the father’s depression during
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the perinatal period. Knowing the risk factors that 
contribute to depression will help identify fathers who 
are likely to develop depression, while an examination 
of the impact of depression and effective interventions 
will help inform service development and lead to 
targeted supports for fathers and their families. This 
paper aims to provide a comprehensive summation 
of the research literature related to paternal perinatal 
depression (PPND) by identifying how symptoms 
of depression are measured; the levels/prevalence of 
depressive symptoms; the factors contributing to, and 
impact of depression symptoms on fathers concerning 
their health and social relationships; and intervention 
and strategies used to prevent and manage symptoms 
of depression. To achieve the aim outlined above, a 
narrative review was undertaken.

A narrative review is an appropriate method to 
use when the intention is to identify what has been 
accomplished previously in the research literature, and 
to provide the reader with a broad, comprehensive, 
up-to-date summation of a topic area.15 This type of 
review also provides researchers with an opportunity 
to identify areas where future research is needed. 
Given the potential impact of PPND, and the need 
for clinicians, policymakers and developers of clini-
cal guidelines to have access to targeted information 
to inform healthcare decision-making, a narrative 
review is both timely and warranted. For this review, 
paternal perinatal depression is taken to mean generic 
depression symptomatology, assessed by non-specific 
self-report inventories.

METHODS

Search Strategy and Study Selection
This review was informed by a systematic search

of Medline, CINAHL, PsycARTICLES, PsycINFO, 
and Psychology and Behavioural Science Collection, 
Cochrane Library for primary studies, systematic 
reviews, and meta-analyses. Backward and forward 
citation searches were also conducted. The search 
strategy included the Boolean terms “OR”/ “AND,” 
and truncation. The following keywords and their 
synonyms were combined (father* OR paternal OR 
dad* OR male OR men) AND (prenatal OR 
prepartum OR antenatal OR antepartum OR perinatal 
OR peripartum OR postnatal OR postpartum OR 
preg* OR childbirth OR birth OR

labour OR labor) AND (depress*). Relevant ‘Medical 
Subject Heading’ (MeSH) and CINAHL headings 
were also used. Studies for inclusion were published 
in English and researched paternal depression during 
the perinatal period. Studies that reported depression 
in couples were included when the data specific to 
fathers and mothers were reported separately.

The electronic search strategy yielded 1121 records. 
These records were exported to EndNoteX9 and there 
were 894 records after duplicates were removed. The 
titles and abstracts of these records were screened 
and a total of 753 papers were excluded for reasons 
such as the study was not assessing depression in the 
perinatal period, the sample did not include fathers 
or fathers and mother’s results were not reported 
separately. Following this process, 141 papers full 
text were reviewed. The final search output was 101 
papers. The selection process and output is presented 
in Figure 1.

FINDINGS

Defining Paternal Perinatal Depression 
Currently, there is no universal definition for 

PPND.16,17,18 Researchers and clinicians have gener-
ally used the term PPND when referring to depres-
sive symptoms occurring from the time of pregnancy 
through to the first year after birth.19 This includes both 
new-onset and relapse or reoccurrence of pre-existing 
depression.20 The majority of research to date on PPND 
has focused on symptoms of depression, assessed by 
non-specific self-report inventories such as the Edin-
burgh Postnatal Depression Scale (EPDS) and Becks 
Depression Inventory (BDI).17 The findings from this 
research,16,17 relate to symptoms of depression rather 
than a perinatal depression diagnosis as outlined by the 
Diagnostic and Statistical Manual of Mental Disorders.21 
The distinction between depression symptoms and 
disorders is not always explicit in the research literature 
and the terms ‘depression’ ‘depression symptoms’ and 
‘depression disorder’ are often used interchangeably. 
In the perinatal period, depressive responses in most 
cases are transitory and adaptive in nature22; however, 
they are associated with significant morbidity within 
the father’s family, including depression in his partner, 
maladjustment to parenthood and future psychological 
problems in his children.13,14 
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FIG. 1 Study selection flow diagram (PRISMA 2009) Moher et al.105

Many of the symptoms experienced by fathers in the 
perinatal period are the same as those experienced by 
men in the general population who are not fathers.16,17 
These include low mood, sense of hopelessness, fatigue, 
changes in appetite/weight, loss of interest in work, 
hobbies, and sex, intense worrying, negative thoughts, 
irritability, frustration, and anger.18 However, some 
symptoms are specific and unique to fathers in the 
perinatal period such as confusion in fathering roles, 
concerns about one’s ability to father and decreased 
engagement in infant caregiving activities.16,17 

Prevalence of PPND Across the Perinatal Period 
Globally, the total number of people with depres-

sion is estimated to exceed 300 million, equivalent to 
4.4% of the world’s population.20 Depression is ranked 
by WHO as the single largest contributor to global 
disability (7.5% of all years lived with disability).23 
Reported prevalence rates for symptoms of PPND 
have shown wide statistical variation.17 This wide 
statistical variation may be attributed to the lack of a 
clear definition, sample size, recruitment strategies, 
follow-up time-periods, inclusion and exclusion 
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criteria, the cultural setting of the study and the use of 
different measurement tools and cut-off scores.17 For 
example, a study by Dudley et al.21 assessed paternal 
perinatal depressive symptoms among 92 fathers 
between 1- 6 months postpartum using three dif-
ferent assessment tools (the EPDS≥ 12, the BDI≥ 
10, and the GHQ-30≥ 5). Dudley et al.21 reported 
varying prevalence rates depending on the tool used, 
11.8% on the EPDS, 17.4% on the BDI and 46.2% 
on the GHQ. While Dudley et al.24 reported varying 
prevalence rates using different measurement tools, 
the available literature highlights that using two differ-
ent cut-off scores for the same measurement tool can 
also result in varying prevalence rates.25 For example, 
Philpott and Corcoran25 (n=100) used an EPDS cut-off 
score of ≥ 12 for major depression and ≥ 9 for minor 
depression and reported prevalence rates of 12% and 
28% respectively.

To date, there has been one integrative review,26 

and two meta-analyses on PPND.16,17 Goodman26 

undertook an integrative review and identified 20 
studies reporting on PPND. All the studies were 
undertaken in the postnatal period, with assessment 
time points ranging from 3 days to 12 months. All 
the studies that assessed depressive symptoms in 
fathers were from community samples and used 
standard-ized self-report instruments.26 Estimates 
of paternal perinatal depression in the review 
ranged from 1.2 to 25.5%.26 Goodman26 suggested 
that the use of multiple measures for determining the 
presence of depression, differing sensitivities of the 
various instruments used to measure depression, 
and varying data collection times pose difficulties 
in comparing studies and may be the reason for the 
wide variation in prevalence rates.

The first meta-analysis of PPND was undertaken 
by Paulson and Bazemore16 who identified 43 studies, 
with 28,004 participants and reported a prevalence of 
10.8%. Six years later Cameron et al.17 undertook a 
meta-analysis, and identified 74 studies, with 41,480 
participants and reported a prevalence of 8.4% (95% 
CI, 7.2–9.6%). Between 2010 and 2016 there were 29 
additional studies. This would suggest that the topic 
of PPND is gaining interest among researchers. Both 
meta-analyses calculated prevalence rates across the 
perinatal period.16,17 Paulson and Bazemore16 reported 
the 3–6 months postnatal period as having the highest

prevalence estimate of depression at 25.6%, however, 
they recommend cautious interpretation due to the 
small number of studies measuring paternal depres-
sion during this period. Cameron et al.17 reporting the 
findings from their meta-analysis with 29 additional 
studies, were able to conduct more refined modera-
tion analysis, and they also found that the 3–6 months 
postnatal period had the highest prevalence estimate 
of depression, however, the rate was much lower at 
13.0%. Paulson and Bazemore16 reported relatively 
lower rates of depression during birth to the 3-month 
postnatal period at 7.7%. Similarly, Cameron et al.17 
reported lower rates of depression during this period 
at 7.8%. Both meta-analyses also reported on prenatal 
depression with Cameron et al.17 reporting a preva-
lence of 7%, which was lower than that reported by 
Paulson and Bazemore16 at 11%. 

Paulson and Bazemore16 and Cameron et al.17 in 
their meta-analyses urged caution when interpreting 
prevalence findings. Both Paulson and Bazemore16 
and Cameron et al.17 reported that the heterogene-
ity in the published rates of paternal depression 
was statistically significant and large in magnitude 
(Q=970.179, p<0.001, I2=92.476, τ2=0.346)16; 
(Q=825.081; P<.001;I2=94.910; τ 2=0.470).17 Paulson 
and Bazemore16 reported that there is a potential for 
bias in their results due to methodological weaknesses 
in the studies included in their meta-analysis.16 The 
majority of studies included in their meta-analysis 
were cross-sectional, descriptive studies that used 
convenience sampling thereby increasing the risk 
of selection bias and yielding a sample that is less 
representative of the target population.16,17,27 While 
the prevalence estimates from both meta-analyses 
suggest that depressive symptoms in fathers during 
the perinatal period are well above the estimated 4.7% 
prevalence rate in the male adult population, further 
research with more robust methods are needed before 
a definitive conclusion can be made. 16,17,28

Measurement Tools Used to Assess PPND
Currently, there is no measurement tool specifically 

designed to screen for PPND.18 This has lead clinicians 
and researchers to use measurement tools that have 
been developed for screening for the risk of depres-
sion in the general population outside the perinatal 
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period, and among women in the perinatal period.17 
Some of the tools used to screen for symptoms of 
PPND include the Edinburgh Postnatal Depression 
Scale (EPDS)30; Beck Depression Inventory (BDI)31; 
Centre for Epidemiological Studies Depression Scale 
(CES-D)32; General Health Questionnaire (GHQ)33 
Hospital Anxiety and Depression Scale (HADS)34; 
Gotland Male Depression Scale (GMDS)35; and the 
Depression Anxiety Stress Scales (DASS).36 

Using these measurement tools to screen for PPND 
symptoms exposes inherent diagnostic limitations and 
challenges.37 For example, measurement tools devel-
oped to screen for depression in the general population 
include items such as diminished sleep and increased 
fatigue, which are a normal part of fatherhood in the 
perinatal period. This may increase the risk of false 
positives during screening, which could result in un-
necessary additional diagnostic workups, potential 
adverse effects of labelling, and increased stress, 
anxiety and concern for fathers and their families.37 
On the other hand, measurement tools that have been 
developed specifically for women in the perinatal 
period focus on traditional depressive symptoms 
such as sadness and crying which are at odds with 
societal ideals of masculinity, and therefore men may 
be reluctant to report experiencing these symptoms.38 
Furthermore, men’s experiences of depression tends 
to manifest with symptoms such as anger attacks and 
acting out, acting abusively towards others, abusing 
alcohol/drugs, and risk-taking behaviour.39,40 These 
items are not currently included in the screening tools 
developed for women in the perinatal period.37 This 
may lead to the under detection of fathers who are 
experiencing symptoms of depression and can result 
in fathers not getting the supports that they need. 

The most commonly used measurement tool to 
assess for paternal perinatal depressive symptoms 
is the EPDS.17,18 Cameron et al.17 reported that 40 
of the 74 studies included in their meta-analysis used 
the EPDS. The EPDS was developed to screen for 
maternal postnatal depressive symptoms in the post-
natal period. Since its inception, the EDPS has also 
been used to assess antenatal depressive symptoms 
and anxiety symptoms across the perinatal period. 
The EPDS consists of 10 self-report items.41,42 Each 
item is scored from 0 to 3, yielding a total range of 

0–30.30 The cut-off score of the original EPDS for risk 
of depression was suggested as 12/13.30 Thorpe et al. 
(n=267)43 published the first reported study assessing 
PPND using the EPDS in 1991.

To further research in the area of PPND and to 
identify fathers who need psychological support, it is 
of paramount importance that the tools used to screen 
for PPND such as the EPDS are valid and reliable. 
Several validation studies of the EPDS for use with 
fathers have been undertaken.44,45 The first validation 
study was conducted in 2001.44 In the study, 208 fathers 
completed the EPDS, the CES-D and were interviewed 
in their own home, using the Diagnostic Interview 
Schedule (DIS). Correlation (Spearman’s r) between 
the men’s self-report forms (EPDS and CES–D) was 
0.62 (N=213, p<0.001; 95% C.I.=0.59 to 0.86) which 
would indicate that the EPDS is not measuring a mood 
construct in fathers similar to the CES–D. These find-
ings highlight the fact that the item content on older 
and more generalized scales may not be appropriate 
for clinical assessment or research on new fathers. 
Internal consistency (Cronbach’s standardized alpha) 
of the EPDS for men was 0.81, which is similar to 
that obtained by Cox et al.30 for the women (standard-
ized alpha=0.87).44 Receiver operating characteristics 
analyses indicated that when screening for major or 
minor depression, 9/10 is the optimum cut-off. At this 
score, 71.4% of depressed men and 93.8% of non-
depressed men are correctly classified, with only 7% 
of the sample being misclassified.44 

Edmondson et al.46 (n=189) conducted the second 
validation study of the EPDS. Seven weeks after the 
birth of their infant, fathers completed the EPDS. 
Approximately 4–5 weeks later, fathers who scored 
>10 on the EPDS were interviewed in their own home 
using the Structured Clinical Interview for DSM-IV 
(SCID — Depression and Anxiety Disorders Sections). 
Edmondson et al.46 found that fathers with depression 
(diagnosed by clinical interview) scored significantly 
higher on the EPDS than non-depressed fathers (de-
pressed group Mean score = 14.79, SD = 3.41; non-
depressed Mean score = 6.64, SD = 4.40; U = 258.00, 
p < 0.001). Using a cutoff score of >10, yielded a 
sensitivity (the proportion of true positives that are 
correctly identified by a screening test) of 89.5 and 
specificity (the proportion of true negatives that are 
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correctly identified by a screening test) of 78.2, giving 
an overall accuracy of 79.4 (Chi2 = 27.2; p < 0.01). 
When Edmondson et al.46 reran the analysis using an 
expanded database with more participants who scored 
≤10 on the EPDS, the >10 cutoff yielded a sensitivity 
of 77.3 and specificity of 92.9. The sensitivity and 
specificity of a test are dependent on the cut-off value 
above or below which the test is positive.

Lai et al.47 (n=551) compared the psychometric 
properties of the EPDS, the BDI, and the Patient Health 
Questionnaire — Depression Module (PHQ-9) in 
screening for PPND among Chinese fathers in Hong 
Kong. At 8 weeks, postpartum fathers completed the 
assessment tools. Clinical diagnosis of depression was 
established with the Structured Clinical Interview. 
The criterion validity of the instruments was evalu-
ated against this clinical diagnosis. The EPDS had a 
diagnostic accuracy superior to the BDI and PHQ-9 in 
detecting PPND among Chinese men. With a cut-off 
score of ≥10, the EPDS had a sensitivity of 91%, a 
specificity of 97%, a positive predictive value of 57%, 
and a negative predictive value of 99%. Cronbach’s 
standardized alpha of the EPDS was 0.87. Split-half 
reliability as measured by the Spearman–Brown 
coefficient was 0.84. These results are similar to the 
coefficients reported by Cox et al.’s (1987) validation 
study for women (α 0.87, Spearman–Brown = 0.88).47

Finally, Massoudi et al.42 (n=882) assessed the 
validity of the EPDS and showed a good internal 
consistency of the test (α=.81). In this study, all 
fathers who returned a questionnaire with an EPDS 
score ≥10 (n = 215), as well as 112 controls with low 
EPDS scores, were invited to be interviewed by tele-
phone. The control group was selected by including 
one low-scoring father (EPDS score 0–9), for every 
two fathers scoring high on the EPDS. Telephone 
interviews using the Primary Care Evaluation of 
Mental Disorders (Prime-MD) were performed by 
two experienced licenced clinical psychologists who 
were both blind to the fathers’ questionnaire results. 
The Prime-MD is a short, structured interview sched-
ule aimed at diagnosing mental disorders in primary 
healthcare. It conforms to the DSM-IV criteria and 
can be conducted by telephone. Massoudi et al.42 

reported that the weighted analyses showed that 
the optimal cut-off score when screening for major 

depression was ≥ 12, yielding a sensitivity of 100% 
(CI 63–100%), a specificity of 94.9% (CI 90–99%) 
and a positive predictive value (the probability that 
subjects with a positive screening test truly have the 
condition) of 20.0%. For major or minor depression, 
a cut-off score of ≥ 9 yielded a sensitivity of 66.0% 
(CI 52–74%), a specificity of 86.3% (CI 78–94%) 
and a positive predictive value of 23.8%.42

While there have been several EPDS validation 
studies for use with fathers, there have been different 
recommendations regarding the optimal cut-off score 
for detecting the risk of depression.45 For example, Ed-
mondson et al. (n=192)46 recommended a cut-off score 
of 10/11. Similarly, an Asian by Lai et al. (n=551)47 
also recommended a score of 10/11 for detecting the 
risk of depression. More recently, two studies from 
Europe recommended higher cut-off scores. Massoudi42 
in their study of 882 Swedish fathers recommends 
an EPDS cut-off score of ≥12 for detecting the risk 
of depression, while an Italian study by Loscalzo et 
al. (n=102)45 recommended a cut-off score of 12/13. 
Cameron et al.17 in their meta-analysis reported that 
6 different EPDS cut-off scores were used in the 
studies that they reviewed. Even though the EPDS is 
based on conventional depression symptoms, which 
are centered45 on the prototypical female depressive 
experience, the evidence from the studies outlined 
above suggest that is both reliable and valid for use 
with fathers.44–47 

Factors associated with PPND 
Several sociodemographic variables such as paternal 

age,48,49 lower education levels,25 parity,50 unplanned 
pregnancy,14 and a history of depression51 have been 
reported as risk factors for PPND, however, there is 
conflicting evidence.16 Cameron et al.17 in their meta-
analysis reported that PPND was not conditional on 
the sociodemographic variables outlined above. They 
suggest that these findings may be due to the limited 
number of studies that reported sociodemographic 
factors in a way that allowed them to be used in their 
metanalysis.17 For example, paternal depression has 
been reported to vary with age,45 however, Cameron 
et al.17 found that this was not the case in the studies 
included in their meta-analysis.17 They examined the 
mean and median for age both as categorically and 
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continuously variables, however, extreme age ranges 
within studies could not be evaluated due to reporting 
discrepancies. There was a lack of consistency in how 
ages were reported (e.g., >40, >45) and as a result, no 
value for older fathers could be calculated.17

Maternal perinatal depression has been reported as 
the most common predictor for PPND.51,52,53,54 Matthey 
et al. (n=356)55 was the first study to highlight and 
focus on the correlation between maternal and pater-
nal depression when they reported that fathers whose 
partners have perinatal depression have a 2.5 times 
higher risk of been depressed when compared to fathers 
whose partners do not have depression symptoms. The 
correlation between mothers’ and fathers’ depressive 
symptoms may be because a couple’s life activities 
are intertwined, with each partner’s attributes such 
as mood, attitudes, behaviour, health, anxieties, and 
lifestyle affecting each other.56 The correlation be-
tween maternal and paternal postpartum depression 
may also be due to common causal factors outside 
the family, such as social stressors, or it may be fact 
that men and women who are more vulnerable to 
depression are more likely to form relationships.26 It 
may also be a case that the couple could be exposed 
to similar depressive risk factors such as an unplanned 
pregnancy.26 When a father’s partner is depressed, he 
experiences helplessness, confusion, frustration and 
uncertainty about the future, which increases the 
risk of perinatal depression.57 Furthermore, when a 
mother is experiencing perinatal depression she may 
be physically and emotionally unavailable to both her 
infant and partner, which can result in fathers taking 
on extra responsibility for infant care, partner support, 
and management of the household.58,59 Despite the 
strong evidence of the correlation between maternal 
and paternal depressive symptoms, Cameron et al.17 
did not find that maternal depression was a significant 
moderator of paternal depression across the perinatal 
period. 

Many of the reported risk factors for PPND could 
be experienced by men in the general population who 
are not fathers, and these include unemployment,25 
lower income levels,51 lower levels of perceived social 
support60 and increased alcohol use.61 However, it has 
been suggested that fathers in the perinatal period 
are more susceptible to these factors.62 For example, 

living in rented accommodation has been identified 
as a risk factor for PPND,25,63 and it is a risk factor 
for depression in the general population.64,65 However, 
the problems of rented accommodation may be more 
pronounced during the perinatal period. The rental 
market is associated with poor housing conditions 
and a lack of stability of tenure66 and the birth of an 
infant may highlight these problems and exacerbate 
concerns about the infant’s health in poor housing, 
and increase stress and anxiety related to the insecure 
nature of renting.66 Those living in rented accommoda-
tion are five times more likely to live in unfit housing 
than those in owner-occupied housing.66,67 The findings 
from this review suggest that the factors associated 
with PPND are related to a complex interplay of indi-
vidual, relational, social and environmental factors.48 
However, further research is needed to confirm many 
contributing factors such as parity, age, education and 
a history of depression,16,17as there are conflicting 
findings and the evidence is inconclusive.

Correlates of PPND 
Depression experienced during any stage can 

be correlated with mental health, physical health, 
and relationships.12,68 Fathers who are experiencing 
PPND also have the additional responsibility of car-
ing for a dependent infant. Research among men in 
the general population, and in the perinatal period 
indicates that the onset and existence of mental health 
problems such as stress and anxiety are associated 
with depression.69,70 For example, depression leads to 
decreased serotonergic activity and increased cortisol 
levels, which has been linked to stress and anxiety.71,72 
PPND also affects physical health. Loutzenhiser et 
al. (n=108)73 reported that PPND leads to fatigue 
through a lack of sleep and emotional exhaustion. 
Parental fatigue is associated with lower parental 
competence (β=−0.17, P < 0.005), greater parent-
ing stress (β= 0.21, P < 0.005) and more irritability 
in parent-child interactions  (β= 0.11, P < 0.005).74 
Symptoms of fatigue can further compound the ef-
fects of depression by impairing physical, cognitive, 
and emotional function, disturbing social and family 
relationships, and increasing healthcare utilization.75 

As well as the association between PPND and 
a father’s well-being, there are numerous potential 
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associations between PPND and the health and well-
being of his partner and infant.50 Approximately half 
of all fathers with perinatal depression have partners 
with perinatal depression.41 One of the protective 
factors against perinatal depression is a partners 
support,25 and low levels of support from her partner 
may cause a mother to become more vulnerable to 
depression.76 This may be further compounded by the 
symptoms of the male depressive syndrome such as 
aggression/violence and alcohol and/or drug abuse.77 
Depressed fathers display less positive behaviours 
such as sensitivity, warmth and responsiveness and 
increased negative behaviours such as hostility and 
disengagement,78 which all could increase the risk of 
mothers experiencing perinatal depression. 

PPND is also associated with infant and child 
wellbeing and development.79 Davis et al. (n=1746)80 
examined the association between PPND and parent-
ing behaviours in fathers of 1-year-old children and 
reported that depressed fathers were more likely than 
non-depressed fathers to spank their child in the previ-
ous month (41% compared with 13%; P <.01), and less 
likely to read to their child ≤3 days in a typical week 
(adjusted odds ratio: 0.38 [95% confidence interval: 
0.15–0.98]). Paulson et al. (n=4,109)81 assessed PPND 
and language development and reported an associa-
tion between PPND and subsequent later expressive 
vocabulary development (t= 2.34,  p= .02, b = .11). 
Finally, van den Berg et al. (n=4426)82 reported that 
infant crying behaviour at 2 months was associated 
with PPND. After adjustment for depressive symp-
toms of the mother and relevant confounders, van den 
Berg et al.82 found a 1.29 (95% confidence interval: 
1.09–1.52) higher risk of excessive infant crying as-
sociated with paternal depression.

PPND is also associated with economic costs.83 
In Australia, PPND is estimated to cost the govern-
ment $16 million annually.84 This cost is driven by 
hospital and primary service usage, other medical 
costs such as pharmaceuticals, disrupted employment 
and the impact of father’s mental health difficulties 
on the family system.85 However, the true economic 
burden is likely to be even greater as PPND is un-
derscreened, underdiagnosed, and undertreated.86 The 
fact that studies were undertaken in the United States, 
the Netherlands, Canada, the United Kingdom, and 

Australia demonstrates the universality of the findings, 
at least in Western countries.17 The findings from this 
review show concordant evidence that the impact of 
PPND has serious consequences not only for fathers 
but also for his family and wider society.16 

Interventions and Treatment Options for PPND 
Most intervention studies and health services aimed 

at improving mental health in the perinatal period 
have targeted women.48 Consequently, information 
on the effectiveness of these interventions is mother-
focused.85 Rominov et al.85 undertook a systematic 
review of interventions targeting paternal perinatal 
mental health and identified 11 studies. Five stud-
ies reported on interventions to reduce and prevent 
PPND.87–91 Only one of the five interventions showed a 
significant reduction in PPND.85 Field et al. (n=156)90 
reported that fathers who undertook a partner massage 
programme, beginning in the 2nd trimester and lasting 
over 16 weeks had significantly reduced depression 
levels. In the intervention, expectant mothers received 
20-minute massages twice per week, at home, from 
their partners. Post-intervention data collected at 
32 weeks’ gestation indicated that fathers in the mas-
sage intervention group had significantly reduced 
depression levels, as compared to the control group. 
Given men’s lack of engagement with health services 
and the substantial barriers to care for fathers who 
experience perinatal depression, a focus on preven-
tion rather than treatment as addressed in this study 
holds great potential for clinical effectiveness. The 
study also showed improved relationships between 
fathers and their partner and a decline in anger scores 
for fathers in the intervention group. These findings 
are of importance as decreased anger and improved 
relationships may be the result of decreased depres-
sion in fathers.90 The other 4 interventions showed 
no statistical evidence of reducing or preventing 
PPND.85 These interventions included childbirth 
classes,87 antenatal psychosocial interventions on 
postnatal adjustment,84 and father-inclusive/couple-
based antenatal programs.89,90 The limited success of 
interventions targeting PPND may be related to the 
fact that the majority of studies failed to consider 
the co-existence of mental health problems such as 
stress, anxiety, and depression. 85 
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While there is increasing recognition of PPND,92 
there is a paucity of literature on the specific treat-
ment needs of fathers. O’Brien et al.41 undertook an 
integrative review of treatment options for PPND 
and identified 13 studies. Evidence from the review 
suggests that there is a lack of supports and treatment 
options tailored specifically for PPND. The research 
literature relating to the treatment of depression in men, 
and the challenges that fathers face in the perinatal 
period, points to a model of care and treatment op-
tions that adopt a father-inclusive and father-specific 
focus.41 Treatment options need to creatively inspire 
help-seeking behaviour in an extremely hard-to-engage 
population, offer flexible delivery options that do not 
overburden already distressed men, and provide a 
safe and informal environment for men to share their 
experiences and concerns.41 Such interventions can 
provide support networks for fathers who may feel 
isolated and marginalized from the maternal focused 
health services provided at present. O’Brien et al.41 
concluded their integrative review by reporting that 
cognitive behavioural therapy, group work, and blended 
delivery programs, including e-support approaches 
were the most effective treatment options for fathers 
with perinatal depression. The findings from this re-
view suggest that there is a lack of empirical evidence 
regarding effective interventions and treatment options 
for PPND, which limits the conclusions that can be 
made at this time. The review highlights the need for 
the development of evidence-based interventions that 
reduce the risk of PPND and provides fathers with treat-
ments that are timely, gender-sensitive and acceptable. 

Future Research
The findings from this review suggest that PPND 

contributed to and impacted on other areas of mental 
health issues such as stress and anxiety. The co-
existence of depression and anxiety is recognized 
in the general population93 and fathers during the 
perinatal period.94 There is also research reporting the 
co-existence of depression and stress in the general 
population95,96 and fathers in the perinatal period.9 
Currently, there is a paucity of research investigating 
the triple co-existence of paternal stress, anxiety, and 
depression in the perinatal period.9,94 Research seeking 
to understand if the co-existence of stress, anxiety, and 

depression occurs and establishing its prevalence is 
important and necessary, as fathers may present with 
complex and mixed symptoms, making it challenging 
to identify and manage.97,98 Also, the coexistence of 
stress, anxiety, and depression during the perinatal 
period may lengthen the course of each, sustain the 
existence, and result in the elevated intensity of distress 
and/or impact on fathers, and their families94 

There is a lack of evidence related to interventions 
that reduce the risk of depression for fathers in the 
perinatal period.41 Therefore, research is needed to 
establish which interventions are effective, and what is 
the best time during the perinatal period to implement 
them. However, caution needs to be taken when look-
ing at interventions to reduce the risk of depression as 
Rominov et al.85 in their systematic review suggested 
that the limited success of the interventions that they 
reviewed may be primarily a result of the included 
studies failing to consider the co-existence of mental 
health issues such as stress, anxiety, and depression. 

CLINICAL IMPLICATIONS

In contrast to previous generations, fathers are 
expected to be actively involved in the various phases 
of pregnancy, birth, infant care, and child-rearing.99 
With these shifts in contemporary fathering roles, it 
is important to consider how healthcare professionals 
(HCP) can promote the health of fathers. HCPs have 
many opportunities to include and involve fathers during 
antenatal consultations, scans, education classes, the 
birth of their infant and postnatal visits and clinics,100,101 
however, the available research suggests that they are slow 
to include and involve fathers.102,103 This has resulted in 
fathers lacking information which in turn can increase 
their stress and anxiety.8 In other areas of healthcare, 
there is evidence to suggest that providing information 
can significantly reduce emotional distress and improve 
psychological adjustment.104 Therefore, HCPs should 
focus on including fathers in the perinatal period and 
providing them with the necessary information. 

Traditionally the focus of antenatal care programs 
has been primarily on the mother’s needs and concerns, 
which has resulted in fathers not feeling fully part of 
these programmes and not getting the information 
that they require.48 To address this issue, antenatal 
classes exclusively for fathers have been developed.105 
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Fathers value these classes as they provide an oppor-
tunity to discuss fears and roles, learn from others’ 
experiences and ask questions that they would feel 
too embarrassed to ask in the company of women.105 

HCPs are well-positioned to advocate and initiate 
antenatal classes exclusively for fathers and include 
information about PPND into existing programmes.

Based on the research critiqued in this review there 
are several probable risk factors for PPND, however, 
the most significant risk factor is having a partner who 
is experiencing perinatal depression. 51,52,53,54 These 
findings should alert HCPs to be vigilant for fathers 
whose partner is depressed or who have screened 
positive on the EPDS, and when warranted assess 
her partner’s mental health and general wellbeing.48

CONCLUSION
This paper provided a broad and comprehensive

summation of the research literature related PPND.

The findings from the review indicated that fathers

experience depressive symptoms during the perinatal

period, with prevalence estimates of nearly twice the

rate in the adult male population. Research findings

suggest that fatherhood in the perinatal period

places men at a heightened risk of developing

depression; however, further research with more 

robust methods are needed before a definitive 

conclusion can be made. While several probable

risk factors for paternal perinatal depressive

symptoms have been reported, the evidence is

inconclusive concerning many of these factors such

as paternal age, education level, parity, and history

of depression. Maternal depression has been

reported as the most common predictor for paternal

depression, with fathers whose partners have

depression themselves having a significantly higher

risk of been depressed when compared to fathers

whose partners do not have depression. The

literature included in the review indicated that

depression for men in the perinatal period harms

fathers, their partner, and their infant. Higher levels 

of PPND contributed to mental health issues such as

stress, anxiety, depression, and physical health

issues such as fatigue. The review also highlighted

that there is a lack of studies assessing the co-

existence stress, anxiety, and depression of men in

the perinatal period. In conclusion, the review

points to a need to examine how we plan, provide

and resource our health services for fathers in the

perinatal period, to recognize the influence that
pregnancy, birth, and fatherhood can have on men’s
mental health during this life stage.

DISCLOSURES

There is no conflict of interest.
No funding was received for this research. 
Ethical approval was not required for this review.

REFERENCES

1. Baker P, Dworkin SL, Tong S, et al. The men’s health 
gap: men must be included in the global health equity 
agenda. Bull World Health Organ 2014;92:618–20. 
doi: 10.2471/BLT.13.132795.

2. Richardson N, Building momentum, gaining traction: 
Ireland’s national men’s health policy – 5 years on. 
New Male Studies 2013;2:93–103.

3. Department of Health. Health in Ireland Key Trends 
2018. Available at: https://health.gov.ie/wp-content/ 
uploads/2018/12/Key-Health-Trends-2018.pdf.

4. Garfield CF, Isacco A, Bartlo WD, et al. Men’s health 
and fatherhood in the urban Midwestern United States. 
Int J Men’s Health 2010;9:161–74.

5. Mokdad AH, Marks JS, Stroup DF, et al. Actual 
causes of death in the United States. J Am Med Assoc 
2004;291:1238–45.

6. Pattyn E, Verhaeghe M, Bracke P, The gender gap in 
mental health service use. Soc Psychiatry Psychiatr 
Epidemiol 2015;50:1089–95.

7. Parent MC, Gobble TD, Rochlen A, Social media 
behavior, toxic masculinity, and depression. Psychol 
Men Masculin 2019;20:277–87.

Philpott_173823.indd   10Philpott_173823.indd   10 14/02/20   3:27 PM14/02/20   3:27 PM

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.



Paternal Perinatal Depression: A Narrative Review

e11

8. Darwin Z, Galdas P, Hinchliff S, et al. Fathers’ 
views and experiences of their own mental health 
during pregnancy and the first postnatal year: a 
qualitative interview study of men participating in 
the UK born and bred in Yorkshire (BaBY) cohort. 
Available at: https://
bmcpregnancychildbirth.biomedcentral.com/ track/
pdf/10.1186/s12884-017-1229-4.

9. Philpott LF, Leahy-Warren P, FitzGerald S, et al. 
Stress in fathers in the perinatal period: A systematic 
review. Midwifery 2017;55:113–27.

10. Giallo R, D’Esposito F, Cooklin A, et al. 

Psychosocial risk factors associated with fathers’ 
mental health in the postnatal period: results from a 
population-based study. Soc Psych and Psych Epi 
2013;48:563–73.

11. Shorey S, Dennis CL, Bridge S, et al. First-time 
fathers’ postnatal experiences and support needs: a 
descriptive qualitative study. J Adv Nurs 
2017;73:2987–996. doi: 10.1111/jan.13349.

12. Schulz A, Fatherhood and Psychological Distress: 
Paternal Depression, Anxiety, and Stress in the Peri-
natal Period. 2016. Available at: https://dro.deakin 
.edu.au/eserv/DU:30084235/schulz-fatherhoodand-
2016A.pdf.

13. Haller H, Cramer H, Lauche R, et al. The prevalence and 
burden of subthreshold generalized anxiety disorder: 
A systematic review. BMC Psych 2014;14:128–40.

14. Koh YW, Lee AM, Chan CY, et al. Survey on examining 
prevalence of paternal anxiety and its risk factors in 
perinatal period in Hong Kong: A longitudinal study. 
BMC Pub Health 2015;15(1):1131. Doi: 10.1186/ 
s12889-015-2436-4.

15. Green BN, Johnson CD, Adams A, Writing narrative 
literature reviews for peer-reviewed journals: secrets 
of the trade. J Chiropractic Med 2006;5(3):101–17.

16. Paulson JF, Bazemore SD, Prenatal and postpartum 
depression in fathers and its association with maternal 
depression: A meta-analysis. JAMA 2010;303:1961–69. 
doi:10.1001/jama.2010.605.

17. Cameron EE, Sedov ID, Tomfohr-Madsen LM, 
Prevalence of paternal depression in pregnancy and 
the postpartum: an updated meta-analysis. J Affect Dis 
2016;206:189–203. doi: 10.1016/j.jad.2016.07.044.

18. Philpott LF, Paternal postnatal depression: an overview 
for primary healthcare professionals. Prim Health 
Care 2016;26:23–27. doi: 10.7748/phc.2016.e1120.

Washington: American Psychiatric  Association; 2013.
22. Martin LA, Neighbors HW, Griffith DM, The experi-

ence of symptoms of depression in men vs women: 
Analysis of the national comorbidity survey replication. 
JAMA Psych 2013;70:1100–106.

19. Leach LS, Poyser C, Cooklin AR, et al. Prevalence 
and course of anxiety disorders (and symptom 
levels) in men across the perinatal period: a 
systematic review. J Affect Dis 2016;190:675–86.

20. Health Service Executive. Specialist Perinatal 
Mental Health Model of Care. 2018. Available at: 
https:// www.hse.ie/eng/services/list/4/mental-health-
services/ specialist-perinatal-mental-health/specialist-
perinatal-mental-health-services-model-of-care-
2017.pdf.

21. American Psychiatric Association. The Diagnostic 
and Statistical Manual of Mental Disorders, 5th 
Edition. Washington: American Psychiatric  
Association; 2013.

22. Martin LA, Neighbors HW, Griffith DM, The 

experi-ence of symptoms of depression in men vs 
women: Analysis of the national comorbidity survey 
replication. JAMA Psych 2013;70:1100–106.

23. World Health Organisation. Depression and Other 
Common Mental Disorders: Global Health 
Estimates. 2017. Available at: https://apps.who.int/
iris/bitstream/ handle/10665/254610/WHO-MSD-
MER-2017.2-eng .pdf;sequence=1.

24. Dudley M, Roy K, Kelk N, et al. Psychological 
correlates of depression in fathers and mothers in 
the first postnatal year. J Reprod Infant Psychol 
2001;19:187–202.

25. Philpott LF, Corcoran P. Paternal postnatal depres-
sion in Ireland: Prevalence and associated factors. 
Mid 2018;56:121–27. http://dx.doi.org/10.1016/j 
.midw.2017.10.009

26. Goodman JH, Paternal postpartum depression, its 
relationship to maternal postpartum depression, and 
implications for family health. J Adv Nurs 2004;45:26–35. 
doi: 10.1046/j.1365-2648.2003.02857.x

27. Higgins JPT, Thomas J, Chandler J, et al. (editors). 
Cochrane Handbook for Systematic Reviews of Inter-
ventions version 6.0 (updated July 2019). Cochrane, 
2019. Available from: www.training.cochrane.org/ 
handbook.

28. National Institute of Mental Health. Major depression 
among adults. 2015. Available at: https://www.nimh 
.nih.gov/health/statistics/major-depression.shtml.

29. Veskrna L, Peripartum depression—Does it occur in 
fathers and does it matter? J Men’s Health 2010;7:420–30. 
https://doi.org/10.1016/j.jomh.2010.10.004.

Philpott_173823.indd   11Philpott_173823.indd   11 14/02/20   3:27 PM14/02/20   3:27 PM

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.



Paternal Perinatal Depression: A Narrative Review

e12

30. Cox JL, Holden JM, Sagovsky R, Detection of post-
natal depression: Development of the 10-item Edin-
burgh Postnatal Depression Scale. The Brit J Psych 
1987;150:782–86. doi:10.1192/bjp.150.6.782.

31. Beck AT, Ward CH, Mendelson M, et al. An inven-
tory for measuring depression. Arch Gen Psych 
1961;4:561–71.

32. Goldberg DP, Blackwell B, Psychiatric illness in general 
practice: A detailed study using a new method of case 
identification. BMJ 1970;1:439–43.

33. Radloff LS, The CES-D scale: A self report depres-
sion scale for research in the general population. App 
Psych Meas 1977;1:385–401.

34. Zigmond AS, Snaith RP, The Hospital Anxiety and De-
pression Scale. Acta Psych Scand Acta 1983;67:361–70. 

35. Zierau F, Bille A, Rutz W, et al. The Gotland Male 
Depression Scale: A validity study in patients with 
alcohol use disorder. Nordic J Psychiatr 2002;56:265–71.
doi:10.1080/08039480260242750.

36. Lovibond SH, Lovibond PF, Manual for the Depres-
sion Anxiety & Stress Scales, 2nd edition. Sydney: 
Psychology Foundation; 1995.

37. Matthey S, Agostini F, Using the Edinburgh Postnatal 
Depression Scale for women and men-some cautionary 
thoughts. Arch Wom Men Health 2017;20:345–54. 
https://doi.org/10.1007/s00737-016-0710-9.

38. Call JB, Shafer K, Gendered manifestations of depres-
sion and help seeking among men. Am J Men’s Health 
2015;12:41–55. doi:10.1177/1557988315623993.

39. Azorin JM, Belzeaux R, Fakra E, et al. Gender dif-
ferences in a cohort of major depressive patients: 
further evidence for the male depression syndrome 
hypothesis. J Aff Dis 2014;167:85–92. http://dx.doi 
.org/10.1016/j.jad.2014.05.058

40. Psouni E, Agebjorn J, Linder H, Symptoms of depression 
in Swedish fathers in the postnatal period and develop-
ment of a screening tool. Scand J Psych 2017;58:485–96.

41. O’Brien AP, McNeil KA, Fletcher R, et al. New fathers’ 
perinatal depression and anxiety—treatment options: an 
integrative review. Am J Men’s Health 2016;11:863–76. 
https://doi.org/10.1177/1557988316669047.

42. Massoudi P, Depression and distress in Swedish 
fathers in the postnatal period.2013. Available at: 
https://gupea.ub.gu.se/bitstream/2077/32509/1/ 
gupea_2077_32509_1.pdf.

43. Thorpe K, Dragonas T, Golding J, The effects of psy-
chosocial factors on the mother’s emotional well-being 
during early parenthood: a cross-cultural study of 
Britain and Greece. J Rep Inf Psych 1991;10:205–17.

44. Matthey S, Barnett B, Kavanagh DJ, et al. 
Validation of the Edinburgh Postnatal Depression 
Scale for men, and comparison of item endorsement 
with their partners. J Affect Dis 2001;64:175–84. 
doi: 10.1016/ s0165- 0327(00)00236-6.

45. Loscalzo Y, Giannini M, Contena B, et al. The 
Ed-inburgh Postnatal Depression Scale for 
fathers: A contribution to the validation for an 
Italian sample. Gen Hosp Psychiatr 
2015;37:251–56. doi: 10.1016/j. 
genhosppsych.2015.02.002.

46. Edmondson OJ, Psychogiou L, Vlachos H, et 
al. Depression in fathers in the postnatal period: 
assess-ment of the Edinburgh Postnatal Depression 
Scale as a screening measure. J Affect Dis 
2010;125:365–68. doi: 10.1016/j.jad.2010.01.069.

47. Lai BPY, Tang AKL, Lee DTS, et al. Detecting post-
natal depression in Chinese men: A comparison of 
three instruments. Psych Res 2010;180:80–85. doi: 
10.1016/j.psychres.2009.07.015.

48. Habib C, Paternal perinatal depression: An overview 
and suggestions towards an intervention model. J 
Fam Stud 2012;18:4–16. doi:10.5172/jfs.2012.18.1.4.

49. Bielawska-Batorowicz E, Kossakowska-Petrycka K, 
Depressive mood in men after the birth of their offspring 
in relation to a partner’s depression, social support, fathers’ 
personality and prenatal expectations. J Rep Inf Psych 
2006;24:21–29. doi: 10.1080/02646830500475179.

50. Glasser S, Lerner-Geva L, Focus on fathers: pater-
nal depression in the perinatal period Perspectives 
in Public Health. 2018. Available at: https://doi 
.org/10.1177/1757913918790597.

51. Wee KY, Skouteris H, Pier C, et al. Correlates of 
ante- and postnatal depression in fathers: A systematic 
review. J Affect Dis 2011;130:358–77. doi: 10.1016/j. 
jad.2010.06.019.

52. Gao L, Chan SW, Mao Q, Depression, perceived stress, 
and social support among first-time Chinese mothers 
and fathers in the postpartum period. Res Nurs Health 
2009;32:50–58.

53. De Magistris A, Carta M, Fanos V, Postpartum depression 
and the male partner. J Ped Neo Indiv Med 2013;2:15–27. 

54. Zhang YP, Zhang LL, Wei HH, et al. Postpartum de-
pression and the psychosocial predictors in first-time 
fathers from north western China. Mid 2016;35:47–52. 

55. Matthey S, Barnett B, Howie P, et al. Diagnosing post-
partum depression in mothers and fathers: whatever
happened to anxiety? J Affect Dis 2003;74:139–47. 

Philpott_173823.indd   12Philpott_173823.indd   12 14/02/20   3:27 PM14/02/20   3:27 PM

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.



Paternal Perinatal Depression: A Narrative Review

e13

56. Kiecolt-Glaser J, Wilson S, Lovesick: how  
couples’ relationships influence health. Ann Rev Clin 
Psychol 2017;13:1–23.
57. Schumacher M, Zubaran C, White G, 

Bringing birth-related paternal depression to the 
fore. Wom Bir: J Aus Coll Mid 2008;21:65–70. 
doi: 10.1016/j. wombi.2008.03.008.

58. Reid H, Wieck A, Matrunola A, The experiences 
of fathers when their partners are admitted with 
their infants to a psychiatric mother and baby 
unit. Clin Psych Psych 2017;24:919–31. doi: 
10.1002/cpp.2056.

59. Olatunde A, and Lasebikan VO, Factors 
associated with paternal perinatal depression in 
fathers of newborns in Nigeria. J Psych Obs Gyn 
2017; doi: 10.1080/0167482X.2017.1398726.

60. Kim P, Swain JE, Sad dads: paternal postpartum 
depression. Psychiatry 2007;4:35–47.61. Alibekova 

R, Huang JP, Lee TS, Effects of smok-ing on 

perinatal depression and anxiety in mothers and 

fathers: a prospective cohort study. J Affect Dis 

2016;193:18–26.

62. Genesoni L, Tallandini MA, 2009. Men’s psychological 
transition to fatherhood: an analysis of the literature, 
1989–2008. Birth 2009;36:305–17.

63. Anderson EA, Kohler JK, Letiecq BL, Predictors of 
depression among low-Income non-residential fathers. 
J Fam Iss 2005;26:547–67.

64. McMunn A, Nazroo J, Breeze E, Inequalities in health 
at older ages: a longitudinal investigation of the onset 
of illness and survival effects in England. Age Ageing 
2009;38:181–187. doi: 10.1093/ageing/afn236.

65. Szabo A, Allen J, Alpass F, et al. Longitudinal tra-
jectories of quality of life and depression by housing 
tenure status in the New Zealand Health, Work and 
Retirement study. The J Ger Ser B: Psych Sci Soc Sci 
2017;72(6):1–10. doi:10.1093/geronb/gbx028.

66. Barnes M, People Living in Bad Housing – Numbers 
and Health Impacts. 2013. Available at: http://eng-
land.shelter.org.uk/data/assets/pdffile/0010/726166/ 
PeoplelivinginbadhousingPdf.

67. Barnes M, Lyon N, Conolly A, The Living Standards of 
Children in Bad Housing: evidence from the Families 
and Children Study. 2006. Available at: http://www 
.natcen.ac.uk/media/492166/living%20standards%20 
kids%20in%20bad%20housing%20report.pdf.

68. Quevedo L, da Silva RA, Coelho F, et al. Risk of 
suicide and mixed episode in men in the postpartum 
period. J Aff Dis 2011;132(1–2):243–46. doi: 10.1016/j. 
jad.2011.01.004.

69. Wee KY, Skouteris H, Richardso B, et al. The inter- relationship 
between depressive, anxiety and stress symptoms in 
fathers during the antenatal period. J Rep Inf Psych 
2015;33:359–73. doi: 10.1080/02646838.2015.104819.

70. Pinto TM, Figueiredo B, Pinheiro LL, et al. Fathers’ 
parenting self-efficacy during the transition to parent-
hood. J Rep Inf Psych 2016;34(4):343–55. http://dx.doi 
.org/10.1080/02646838.2016.1178853.

71. Albert, PR, Vahid-Ansari F, Luckhart C, Serotonin-
prefrontal cortical circuitry in anxiety and depression 
phenotypes: pivotal role of pre- and post-synaptic 
5-HT1A receptor expression. Front Behav Neuro 
2013;8(199):1–13. doi: 10.3389/fnbeh.2014.00199.

72. Zorn JV, Schur RR, Boks, et al. Cortisol stress reactivity 
across psychiatric disorders: a systematic review and 

meta-analysis. Psychoneuroendocrinology 77:25–36. 

https://doi.org/10.1016/j.psyneuen.2016.11. 036.

73. Loutzenhiser L, McAuslan P, Sharpe DP. The trajectory 
of maternal and paternal fatigue and factors associ-
ated with fatigue across the transition to parenthood. 
Chil Psych 2015;19:15–27. doi: 10.1111/cp.12048.

74. Cooklin AR, Giallo R, Rose N, Parental fatigue and 
parenting practices during early childhood: an Aus-
tralian community survey. Child Care Health Dev 
2011;38(5):654–64. doi:10.1111/j.1365-2214.2011.01333.x.

75. Targum SD, Fava M, Fatigue as a residual symptom 
of depression. Innov Clin Neurosci 2011;8(10):40–3. 

76. Oladosu T, Paternal Postnatal Depression. 2012. 
Available at: http://www.google.ie/url?sa=t&rct=j& 
q=&esrc=s&frm=1&source=web&cd=1&ved=0CB 
4QFjAA&url=http%3A%2F%2Fwww.rcpsych.ac.u 
k%2Fdocs%2FPaternal%2520postnatal%2520depre 
ssion.doc&ei=muLrU7fDL_Db7Aa454HIDg&usg= 
AFQjCNHUnKl5MTDRoYbD9d5lnAUh7Ti1uA&s
ig2=6EY-04pXO1Y-gkv4UmG6eA.

77. McCoy SJB, Postpartum depression in men. 2012.
Available at: http://cdn.intechopen.com/pdfs/26577/ 
InTech-Postpartum_depression_in_men.pdf.

78. Wilson S, Durbin CE, Effects of paternal depression on 
fathers’ parenting behaviours: a meta-analytic review. 
Clin Psych Rev 2010;30(2):167–80. doi: 10.1016/j. 
cpr.2009.10.007.

Philpott_173823.indd   13Philpott_173823.indd   13 14/02/20   3:27 PM14/02/20   3:27 PM

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.



Paternal Perinatal Depression: A Narrative Review

e14

79. Ramchandani P, Stein A, O’Connor TG, Heron, et 
al. Depression in men in the postnatal period and 
later child psychopathology: A population cohort 
study. J Am Acad Child Adolesc Psychiatr 
2008;47(4):390–98. doi: 10.1097/
CHI.0b013e31816429c2.

80. Davis RN, Davis MM, Freed GL, et al. Fathers’ 
depression related to positive and negative parenting 
behaviours with 1-year-old children. Ped 
2011;127(4):612–18. doi: 10.1542/peds.2010-1779.

81. Paulson J, Keefe H, Leiferman J, Early 
parental depression and child language 
development. J Child Psychol Psychiatr 
2009;50(3):254–62. doi: 10.1111/j.1469-
7610.2008.01973.x.

82. van den Berg M, van der Ende J, Crijnen A, et al. 
Pater-nal depressive symptoms during pregnancy are 
related to excessive infant crying. Ped 
2009;124(1):96–103. doi: 10.1542/peds.2008-3100.

83. Edoka IP, Petrou S, Ramchandani PG, Healthcare 

costs of paternal depression in the postnatal period. J 
Affect Dis 2011;133:356–60. doi: 10.1016/
j.jad.2011.04.005.

84. Beyondblue.org.au. Valuing perinatal health: The 

consequences of not treating perinatal depression 

and anxiety. 2019. Available from: https://

www.beyondblue.org.au/docs/default-source/

8.perinatal-documents/bw0079-report-valuing-

perintal-health.pdf?sfvrsn=2.

85. Rominov H, Pilkington PD, Giallo R, et al. A system-
atic review of interventions targeting paternal mental 
health in the perinatal period. Infant Ment Health J 
2016;37(3):289–301. doi: 10.1002/imhj.21560.

86. Musser AK, Ahmed AH, Foli KJ, et al. Paternal post-
partum depression: what health care providers should 
know. J Pediatr Health Care 2013;27(6):479–85. doi: 
10.1016/j.pedhc.2012.10.001.

87. Hung CH, Chung HH, Chang YY, The effect of childbirth 
class on first-time fathers’ psychological responses. 
Kaohsiung J Med Sci 1996;12(4):248–55.

88. Matthey S, Kavanagh DJ, Howie P, et al. Prevention of 
postnatal distress or depression: An evaluation of an 
intervention at preparation for parenthood classes. J 
Affect Dis 2004;79(1–3):113–26. doi: 10.1016/s0165 
0327(02)00362-2.

stress and disease. JAMA 2007;298:1685–87.

 

89. Feinberg ME, Kan ML, Establishing family founda-
tions: Intervention effects on coparenting, parent/
infant well-being, and parent-child relations. J Fam 
Psychol 2008;22(2):253–63. doi: 10.1037/0893-
3200.22.2.253.

90. Field T, Figueiredo B, Hernandez-Reif M, et al. 
Massage therapy reduces pain in pregnant women, 
alleviates ante depression in both parents and 
improves their relationships. J Bodyw Mov Ther 
2008;12(2):146–50. doi: 10.1016/
j.jbmt.2007.06.003.

91. Tohotoa J, Maycock B, Hauck YL, et al. Can 
father inclusive practice reduce paternal postnatal 
anxiety? A repeated measures cohort study using 
the hospital anxiety and depression scale. BMC 
Pregnancy Child-birth 2012;12(75). doi: 10.1186/
1471-2393-12-75.

92. Edward KL, Castle D, Mills C, Davis, et al. An in-
tegrative review of paternal depression. Am J Mens 
Health 2015;9:26–34.

93. Wittchen HU, Jacob F, Rehm J, et al. The size and 
burden of mental disorders and other disorders of the 
brain in Europe 2010. Eur Neuropsychopharmacol 
2011;21:655–79.

94. Philpott LF, Savage E, FitzGerald S, et al. Anxiety 
in fathers in the perinatal period: A systematic 
review. 2019. Midwifery. doi: https://doi.org/
10.1016/j .midw.2019.05.013.

95. Cohen S, Janicki-Deverts D, Miller GE, Psychological 
stress and disease. JAMA 2007;298:1689. Feinberg 

ME, Kan ML, Establishing family founda-tions: 

Intervention effects on coparenting, parent/infant well-

being, and parent-child relations. J Fam Psychol 

2008;22(2):253–63. doi: 10.1037/0893-3200.22.2.253.

96. Cohen S, Janicki-Deverts D. Who’s stressed? 
Distri-butions of psychological stress in the United 
States in probability samples from 1983, 2006, and 
2009. J Appl Soc Psychol 2012;42:1320–34.

97. Yelland J, Sutherland G, Brown SJ, Postpartum 
anxiety, depression and social health: findings from 
a population-based survey of Australian women. 
BMC Public Health 2010;10:771. doi: 10.1186/1471 
-2458-10-771.

room: what are they expecting and experiencing? A 
phenomenological study. Midwifery 2011;27:588–94. 
doi: 10.1016/j.midw.2010.06.013.

103. Widarsson M, Engstrom G, Tyden T. Paddling up-
stream’: Fathers’ involvement during pregnancy as 
described by expectant fathers and mothers. J Clin Nurs 
2015;24(7–8):1059–068. doi: 10.1111/jocn.12784.

104. Jacobsen PB, Jim HS, Psychosocial interventions 
for anxiety and depression in adult cancer patients: 
achievements and challenges. CA Cancer J Clin 
2008;58:214–30.

105. Nash M. “It’s just good to get a bit of man-talk out in 
the open”: men’s experiences of father-only antena-
tal preparation classes in Tasmania, Australia. 2017. 
Available at: http://dx.doi.org/10.1037/men0000102.

106. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred 
reporting items for systematic reviews and meta-
analyses: the PRISMA statement. Ann Intern Med 
2009;151:264–69.

tal preparation classes in Tasmania, Australia. 2017. 
Available at: http://dx.doi.org/10.1037/men0000102.

106. Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred 
reporting items for systematic reviews and meta-
analyses: the PRISMA statement. Ann Intern Med 
2009;151:264–69.

Philpott_173823.indd   14Philpott_173823.indd   14 14/02/20   3:27 PM14/02/20   3:27 PM

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.



98. Agius A, Xuereb RB, Carrick-Sen D, The co-
existence of depression, anxiety and post-
traumatic stress symptoms in the perinatal period: a 
systematic review. Midwifery 2016;36:70–79.

99. Beaupré P, Dryburgh H, Wendt M, Making fathers 
“count”. Statistics Canada. 2014. Available at: 
http:// www.statcan.gc.ca/pub/11008-x/2010002/
article/11165-eng.htm#bx2n1.

100. Redshaw M, Henderson J, Fathers’ engagement 
in pregnancy and childbirth: evidence from a 
national survey. BMC Pregnancy Childbirth 
2013;13:1–15. https://doi.org/10.1186/1471-2393-
13-70.

101. Yogman M, Garfield CF, and the Committee 
on Psychosocial Aspects of Child and Family 
Health, American Academy of Pediatrics. Fathers’ 
roles in the care and development of their 
children: the role of paediatricians. Pediatrics 
2016;138(1);1–15. doi: 10.1542/peds.2016-1128.

102. Longworth HL, Kingdon CK, Fathers in the 
birth room: what are they expecting and 
experiencing? A phenomenological study. 
Midwifery 2011;27:588–94. doi: 10.1016/
j.midw.2010.06.013.

103. Widarsson M, Engstrom G, Tyden T. Paddling 
up-stream’: Fathers’ involvement during 
pregnancy as described by expectant fathers and 
mothers. J Clin Nurs 2015;24(7–8):1059–068. doi: 
10.1111/jocn.12784.

104. Jacobsen PB, Jim HS, Psychosocial 
interventions for anxiety and depression in adult 
cancer patients: achievements and challenges. 
CA Cancer J Clin 2008;58:214–30.

105. Nash M. “It’s just good to get a bit of man-talk out 
in the open”: men’s experiences of father-only 
antena-tal preparation classes in Tasmania, 
Australia. 2017. Available at: http://dx.doi.org/
10.1037/men0000102.

106. Moher D, Liberati A, Tetzlaff J, Altman DG. 

Preferred reporting items for systematic reviews 
and meta-analyses: the PRISMA statement. Ann 
Intern Med 2009;151:264–69.

DOI: 10.22374/ijmsch.v3i1.22
Int J Mens Com Soc Health Vol 3(1):e1-e15; March 6, 2020

This article is distributed under the terms of the Creative Commons Attribution-Non 
Commercial 4.0 International License. ©Philpott, et al.

e15

Scott
Paternal Perinatal Depression: A Narrative Review




