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ABSTRACT—The postpartum period is associated with
many adjustments to fathers that pose risks for
depression. Estimates of the prevalence of paternal

postpartum depression (PPD) in the first two months
postpartum vary in the postpartum period from 4 to 25
percent. Paternal PPD has high comorbidity with maternal PPD
and might also be associated with other postpartum
psychiatric disorders. Studies so far have only used diagnostic
criteria for maternal PPD to investigate paternal PPD, so there
is an urgent need to study the validity of these scales for men
and develop accurate diagnostic tools for paternal PPD.
Paternal PPD has negative impacts on family, including
increasing emotional and behavioral problems among their
children (either directly or through the mother) and increasing
conflicts in the marital relationship. Changes in hormones,
including testosterone, estrogen, cortisol, vasopressin, and
prolactin, during the postpartum period in fathers may be
biological risk factors in paternal PPD. Fathers who have
ecological risk factors, such as excessive stress from
becoming a parent, lack of social supports for parenting, and
feeling excluded from mother-infant bonding, may be more
likely to develop paternal PPD. Support from their partner,
educational programs, policy for paid paternal leave, as well as
consideration of psychiatric care may help fathers cope with
stressful experiences during the postpartum period.

INTRODUCTION
Postpartum depression (PPD)

typically has been perceived as a
problem limited to women with
newborn babies and has not included
men. Indeed, research accumulated
over the past 50 years has focused
on the biological and environmental
features associated with maternal
PPD and the increasingly clear
deleterious impact on child
development.1,2 However, fathers also
experience significant changes in life
after childbirth, many of which are
similar to the experiences mothers.
Fathers must also adjust to an array
of new and demanding roles and

tasks during the early postpartum
period. This critically depends on the
level and quality of cooperation
between the mother and father.
Clearly, the postnatal experience
poses many challenges to men’s as
well as women’s lives and mental
health,3,4 and the timing and details
of paternal PPD are just recently
beginning to be recognized and
studied.5–7 Studies suggest that
paternal PPD has significant
prevalence and impact on a father’s
positive support for both mother and
baby during the first postpartum
year. Recent media attention on the
father’s mental health during the

postnatal year has also increased
public awareness of this issue.8,9

Given the growing body of
literature on paternal PPD, we have
set out to review current
understandings and discuss future
research directions. This will help us
to improve clinical insight, not only
for improving fathers’ mental health,
but also for helping the family,
including their partners and infants,
have a better quality of life. The
paper will review diagnostic criteria
and characteristics of the paternal
PPD and its impact on infants’ and
partners’ lives. The paper will also
posit biological and ecological risk
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factors for the paternal PPD and
make suggestions for prevention and
intervention. Last, the paper will
discuss questions for further
research. Please see Figure 1 for an
overview of paternal PPD, including
risk factors and outcomes.

CHARACTERISTICS
Diagnosis. Remarkably, there is

not yet one single official set of
diagnostic criteria for paternal
postpartum depression. Thus,
paternal PPD has been defined in
various ways. In research thus far,
paternal PPD had been assessed by
using measures developed for
maternal PPD. In the Diagnostic
and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-
IV), maternal PPD is defined as a
major depressive episode with onset
occurring within four weeks of
delivery.10 Depressive episodes
include depressed or sad mood,
marked loss of interest in virtually all
activities, significant weight loss or
gain, insomnia or hypersomnia,
psychomotor agitation or

retardation, fatigue or loss of energy,
feelings of worthlessness or guilt,
diminished ability to think or
concentrate, and recurrent thoughts
of death.10 A diagnosis of a DSM-IV
major depressive episode requires
that five of these symptoms be
present during a two-week period,
and that at least one of the
symptoms is either depressed or sad
mood or a markedly diminished
interest or pleasure in all or almost
all activities.10 However, these
diagnostic criteria have been defined
only for maternal postpartum
depression. The validation of similar
criteria for paternal PPD as a
diagnosis tool will be crucial as
considering differences in risk
factors for fathers and mothers. For
example, there are findings

suggesting that PPD develops more
slowly and gradually over the more
protracted course of a full year
postpartum among men.11 Thus, this
diagnostic criterion—onset of
episodes within one month
postpartum—may not be appropriate
for diagnosing paternal postpartum
depression. 

In research on maternal PPD, the
Edinburgh Postnatal Depression
Scale (EPDS)12 has been widely
used. It was first developed for
assessing maternal postpartum
depression, and it also has been
most widely used in paternal PPD
studies.6 It consists of 10 self-report
items, eight addressing depressive
symptoms (e.g., sadness, self-blame)
and two inquiring about anxiety
symptoms (e.g., feeling worried or
anxious and feeling scared or
panicky). Responses are scored 0, 1,
2, or 3 according to increased
severity of the symptom. The period
6 to 12 weeks after childbirth is
often used to assess postnatal
depression, but many studies used
the EPDS for later postpartum mood

evaluation extend up to 12 months
postpartum. Cut-off scores for
depression vary from 9 to 13 points
out of a maximum of 30. The EPDS
has been well validated for woman in
the US and non-English speaking
populations in other countries12,13 and
it has been validated for men as
well.14 Other self-report measures
that PPD studies rely on are Beck
Depression Inventory (BDI),15,16

General Health Questionnaire
(GHQ),17 and the Center for
Epidemiological Studies-Depression
(CES-D).18

Some early studies used an
unstructured or structured interview,
such as the Schedule of Affective
Disorders and Schizophrenia
(SADS)19 and the Structured Clinical
Interview for DSM-II-R (SCID).20 The

studies using the structured or
unstructured interview often had
small sample sizes drawn from
limited populations. Although the
findings thus far may not yet be
applied to the general population,
the qualitative interviews plus
quantitative self-report measures do
support the idea that paternal PPD
may be a real and serious diagnostic
entity.11

Many of the recent paternal PPD
studies have relied on self-report
measures of depressive symptoms,
often using cut-off scores to
establish a diagnosis of depression
for women. The cut-off scores for
men still need to be validated for
different measures. There has been
only one study examining the
validation of the EPDS for men. The
findings from the study suggest that
the cut-off score to best identify
fathers who were depressed and/or
anxious is 5 to 6, which was two
points lower than the cut-off score
for mothers.14 Because lower cutoff
scores are often used to diagnose
minor PPD for women,21 there may
have been underestimations of the
significance of paternal PPD. Indeed,
men may be considered to be less
expressive about their feelings than
women, thus, fathers are like to
score lower in self-report
questionnaires, such as the EPDS,
than mothers even though they
might experience a same levels of
depression.14 Thus, the development
of measures and validation of cut-off
scores for paternal PPD are
important for more sensitive and
accurate diagnosis and efficient
treatments and interventions. 

Prevalence. Estimates of fathers’
depression during the first
postpartum year among US
community-based samples vary from
four percent (at 8 weeks, EPDS≥12)6

to 25.5 percent (at 4 weeks, CES-
D≥16).22 Considering most of the
studies have a relatively small
number of samples, the
Ramchandani and his colleagues’
finding6 is important because of its
large sample size (12,884 fathers).23

Internationally, the rate of paternal
PPD ranges from 1.2 percent (at 6

Remarkably, there is not yet one single official
set of diagnostic criteria for paternal postpartum
depression. 



[ F E B R U A R Y ] Psychiatry 2007 39

weeks, EPDS≥13, in Ireland)24 to 11.9
% (at 6–12 weeks, BDI≥10, in
Brazil).25 The wide range of estimates
of paternal PPD may be related to
the use of different measures,
different cut-off scores, different
timing of assessment between
studies, as well as social, cultural,
and economic differences. The
characteristics of different samples
might be also associated with
different rates of depression. For
instance, first-time fathers report
higher levels of anxiety during the
early postpartum period.26,27

Course. Paternal PPD tends to
develop more gradually than
maternal PPD. Longitudinal studies
suggest that the rate of depression
during the prenatal period decreases
shortly after childbirth, but increases
over the course of the first year. For
instance, 4.8 percent of first-time
fathers met criteria for depression
during pregnancy and 4.8 percent of
fathers were depressed at three
months postpartum, but 23.8 percent
of fathers were depressed at 12
months postnatal.28 A percentage
(5.3%) of first-time fathers were

screened positively for depression
prenatally, and the rate decreased to
2.8 percent at six weeks postnatally,
but increased again to 4.7 percent at
12 months postnatally.11 However,
there are findings suggesting that the
rate of paternal PPD is fairly
consistent throughout the
postpartum period. Deater-Deckard
and his colleagues28 found that 3.5
percent of men during pregnancy
and 3.3 percent at eight weeks were
depressed. In another study, 4.5
percent of first-time fathers were
depressed and the rate was steady at

Biological Risk Factors

• Low testosterone level
• Low estrogen level
• Low cortisol level
• Low vassopressin/oxytocin

level
• Low prolactin level

Ecological Risk Factors

• Change in lifestyles 
• Difficulties in developing

attachment with infant
• Lack of a good role model

and rewards
• Lack of social supports and

network
• Changes in marital

relationship
• Feeling excluded from

mother-infant bonding 
• Maternal postpartum

depression 

Paternal Postpartum
Depression

• Prevalence: 1.2 to 25.5%
• Symptoms: Low mood,

irritability, and feelings of
helplessness

• Comorbidity with anxiety
disorder and obsessive
compulsive disorder

• High comorbidity with
maternal postpartum
depression

Impacts on Family

• Increases children’s
emotional and behavioral
problems at later ages 

• Disturbs children’s
development of secure
attachment with fathers

• Increases conflicts in marital
relationship

• Mothers more vulnerable to
depression 

Prevention and Intervention

• Professional help for
treatment

• Support from partner
• Educational programs for

parenting
• Policy for paid paternal leave

FIGURE 1. Model of paternal postpartum depression
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four percent throughout three, six,
and 12 months postpartum.33

Correlates with maternal
postpartum depression. Most of
the data on paternal PPD come from
studies originally designed for
investigating maternal PPD. In all of
these studies, depression in one
partner was significantly correlated
with depression in the other.22,29,31,32 In
community samples, 32.6 to 47

percent of couples included at least
one parent who experienced
elevated depressive symptoms
during the first two months
postpartum.22,33 Moreover, it has been
shown that nearly 60 percent of
couples had at least one partner who
was depressed either late in
pregnancy or after the birth of their
child.33

Maternal depression has
consistently been found to be the
most important risk factor for
depression in fathers, both prenatally
and postnatally.29,31,34,37–40 The
incidence rate of paternal depression
among men whose partners are
having postpartum depression ranges
from 24 to 50 percent.3,6 Further,
Matthey and his colleagues11 found
that fathers whose partners also has
postpartum depression have a 2.5
times higher risk to be depressed
themselves at six weeks postnatal
compared to fathers whose partners
don’t have depression. 

Comorbidity. Although there are
few studies existing on this topic, the
high comorbidity of postpartum
depression with other psychiatric
disorders has been found among
men. The most common psychiatric
disorders co-occurring with
depression during postpartum period
are anxiety and obsessive compulsive
disorder (OCD). Studies
investigating fathers’ experience
during the transition to parenthood

found that around 10 percent of
fathers reported a significant
elevation of anxiety levels.7,36,38 In a
study by Matthey and colleagues7

with 356 fathers, the chance to have
a depression was increased by 30 to
100 percent for men when they have
anxiety problems. As for mothers, it
has been suggested that fathers
experience preoccupations akin to
those of obsessive compulsive

disorder39 during an initial critical
period of ‘engrossment’ with the
infant in which all other concerns
and realities assume a lesser role in
day to day life.40 This may include
the usual thoughts and activities that
contribute to mental health. In a
prospective longitudinal study of 82
parents, the course of early
preoccupations has been shown to
peak around the time of delivery.41

Although fathers and mothers
displayed a similar time course, the
degree of preoccupation was
significantly less for fathers. For
example, at two weeks after delivery,
mothers of normal infants, on
average, reported spending nearly 14
hours per day focused exclusively on
the infant, while father reported
spending approximately half that
amount of time. The mental content
of these preoccupations includes
thoughts of reciprocity and unity
with the infant, as well as thoughts
about the perfection of the infant.
Further, 73 percent of mothers and
66 percent of fathers reported having
the thought that their baby was
‘perfect’ at three months of age.41

These idealizing thoughts may be
especially important in the
establishment of psychological
resiliency and the perception of self-
efficacy during this time of stress
and reorganized priorities. As such,
their absence may be an indication of
problematic early bonding. These

parental preoccupations also include
anxious, intrusive thoughts about the
infant. In the few studies done so far,
it was found that 95 percent of
mothers and 80 percent of fathers
experienced recurrent thoughts
about the possibility of something
bad happening to their babies at
eight months of gestation. In the
weeks following delivery, this
percentage declined only slightly to
80 and 73 percent for mothers and
fathers, respectively, and at three
months these figures were
unchanged.41,42 After delivery and on
returning home, most frequently
cited concerns related to feeding the
baby, the baby’s crying, adequacy as
a new parent, and baby’s wellbeing.41

Such thoughts are more commonly
reported among parents of very sick
preterm infants, infants with serious
congenital disorders or
malformations, or infants with
serious birth complications.41 Parents
also endorse fantasies or worries that
they may in some way inadvertently
harm their infant, for example, by
dropping the baby in a time of
exhaustion or frustration or even
ignoring or injuring the baby.

Perhaps these intrusive thoughts
of injuring the child can beset some
at-risk new fathers and lead to
postpartum obsessive compulsive
disorder and/or depression. Indeed,
depression and anxiety during the
postpartum year can also be
correlated with OCD. Typical
symptoms of postpartum OCD
include intrusive thoughts (such as
harming their infant) and/or
compulsive behaviors (such as
checking babies).43 In the literature
on maternal postpartum depression,
41 percent of mothers with major
depression reported unwanted
intrusive thoughts of harming their
infant, compared to only seven
percent of nondepressed mothers.44

Although Abramowitz and his
colleagues45 did not find a significant
association between severity of
intrusions and depressive symptoms
among fathers, it might be that such
disturbing thoughts are not easily
disclosed and need to be asked
directly. In the same study, around

Maternal depression has consistently been
found to be the most important risk factor for
depression in fathers, both prenatally and
postnatally.
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45 percent of men reported worries
about whether their babies would be
suffocated, around 25 percent of
men reported worries about doing
intentional harm to babies, and
around three percent of the men
reported worries about losing their
babies. Fathers also often report a
range of somatic symptoms and
psychological problems related to the
postpartum period, such as more
fatigue, irritability, nervousness, and
restlessness36,46 that likely influence
the risk for depression.

These findings suggest that having
one psychiatric disorder makes
fathers more vulnerable to the other
psychiatric disorders. Moreover, the
presence of multiple comorbid
psychiatric disorders might have
cumulative or multiplicative
detrimental effects on men’s coping
skills during the postpartum period.
Questions, such as whether certain
risk factors are particularly common
across different psychiatric disorders
and whether the severity of
depressed symptoms are associated
with the presence of other disorders,
are waiting to be answered. Future
studies are required to understand
the full range of normal and
abnormal adjustments to becoming a
father coupled with possible
comorbidities of other psychological
problems that will clarify appropriate
interventions for our understanding
of fathers who suffer from paternal
PPD—especially as it appears
increasingly clear that paternal PPD
has many detrimental effects on the
family.

IMPACT ON FAMILY
The transition to become a new

parent is a stressful experience for
both men and women. Gjerdingen
and Carter26 found that fathers and
mothers both reported decreasing
marital satisfaction due to the lack of
supports and unstable mental states
during the first six months after a
child was born. The father’s anxiety
and depression may even translate
into violent behaviors toward his
partner. Among mothers in the
postpartum period, an alarming one-
fourth reported violence from their

partners with 69 percent being the
first occurrence.47 Given the
importance of the partner’s
psychological support as a protective
factor for postpartum depression,3

the low supports from fathers who
experience PPD may cause a mother
to become more vulnerable to stress
and psychopathology.48

The poor mental health of the
partner of a father with PPD might
also affect an infant’s development.
In fact, the high comorbidity rate
between maternal and paternal PPD
(from 24 to 50%) suggests a high
chance for an infant to be in a
situation where both parents are
depressed. An infant’s development
is more severely disrupted when
both parents are depressed than
when only one parent is depressed.5

The protective role of paternal care
may become more important when a
mother is depressed. One study
shows that responsive care provided
by the father can actually buffer an
infant from being negatively
influenced by the maternal PPD
during development.49

In contrast to a large body of
literature on maternal care and child
development, the relationship
between quality of paternal care and
child development alone has been
less well documented. However, an
increasing number of recent studies
suggest that fathers exhibit

capabilities to interact with their
infants almost as well as mothers.50–52

The quality of the paternal care is
clearly important for a child’s
cognitive, emotional, and social
development during the first years
and likely beyond.6,53

For each infant, the first year is a
critical period of forming basic
biological and behavioral regulatory
patterns through interactions with
primary caregivers.54 An infant’s

heightened levels of the stress
hormone cortisol resulting from
unresponsive or chaotic parenting,
can hamper normal brain growth and
self-regulatory ability in the early
life.55 Also, a chronic elevation of
basal cortisol levels affects an infant’s
physiological growth and immune
system.56 For example, negative
interactions between a depressed
parent and infant might interrupt the
maturation of the infant’s
orbitofrontal cortex, which plays an
important role in cognitive and
emotional regulation throughout
life.57

The first year is also an important
time for an infant and parents to
establish a secure attachment.
Depressed parents tend to exhibit
negative emotions and helplessness,
which can influence their
interactions with the infant. For
instance, depressed mothers exhibit
more irritability, apathy, and hostility
to their infants.58 Remarkably,
parenting styles of depressed fathers
have not yet been studied in great
detail. Some findings suggest the link
between irresponsive and
unaffectionate parenting of both
mothers and fathers make infants
and the development of insecure
attachments.59 An insecure
attachment between a depressed
mother and her child can cause the
child to develop emotional and

behavioral problems as well as
increase the risk of
psychopathology.58 Similarly, one
might expect that a father who
experienced PPD might fail to build
a secure attachment with his infant
child, which in turn may have similar
negative effects on the infant’s
development. The effects of the
paternal PPD on an infant seem to
interact with maternal mood and
may indeed be long-term. A recent

A recent study found that children with fathers
experiencing postpartum depression tend to
exhibit greater behavioral problems, such as

conduct problems or hyperactivity.
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study found that children with
fathers experiencing postpartum
depression tend to exhibit greater
behavioral problems, such as
conduct problems or hyperactivity.6

Such negative impacts of paternal
PPD on behavioral regulation were
found to be stronger among boys

than girls.6 In another study, paternal
depression during the first year
postpartum was shown to aggravate
the negative impact of maternal
depression on children’s
development only when a father
interacts with an infant for medium
to high amount of time.60 Finally, in
an attempt to address the long-term
outcomes, one recent study showed
that paternal major depression was
associated with lower psychosocial
functioning, elevated suicidal
ideation and attempt rates in sons in
young adulthood, and depression in
daughters.61

Further, paternal PPD is a risk
factor for child maltreatment and
infanticide. According to the
literature on maternal PPD
literature, one of the greatest risk
factors for a child to be a victim of
maltreatment and infanticide is
mother’s depression.62 Thus, it is
conceivable that a depressed father
in an unstable mental state may
expose his infant child to a greater
risk of such unfortunate events.

BIOLOGICAL RISK FACTORS
There is very little research on

biological factors for paternal PPD
despite a large body of literature on
maternal PPD and how it is
associated with the levels of
hormones, such as estrogen,
oxytocin, or prolactin, to understand
a biological mechanism of mood
dysregulation during the postpartum

period.2 Based on the existing
knowledge of maternal PPD, we
conjecture that PPD experienced by
a father might be caused by
hormonal changes occurring during
his partner’s pregnancy and
postnatal period. We will propose
several biological factors for the

onset and development of the
paternal PPD. 

First, paternal PPD might be
related to changes in his
testosterone level, which decreases
over time during his partner’s
pregnancy and postpartum period.63,64

Testosterone levels started to
decrease at least a few months
before the childbirth and maintain
low levels for several months after
the childbirth among most of
fathers.65 Several researchers suggest
that such decrease leads to lower
aggression, better concentration in
parenting, and stronger attachment
with the infant.65,66 Fathers who have
lower testosterone levels expressed
more sympathy and need to respond
when they heard infants’ cry.61

Interestingly, recent studies on older
men show a significant correlation
between low testosterone levels and
depression.67 Men aged 45 to 60 who
are clinically depressed also exhibit
lower testosterone levels than
normal men.68

Further studies are needed to
show whether such correlations can
be extrapolated to all fathers during
the postpartum period and if they
might be part of an excessive
adjustment. If proven, testosterone
levels might contribute to a biological
explanation of paternal PPD and
even point toward a means of testing
and prevention.

Second, paternal PPD might be
related to lower levels of estrogen.

Among men, the estrogen level
begins to increase during the last
month of his partner’s pregnancy
until the early postpartum period.69

Given findings on the relation
between increased levels of estrogen
and maternal behaviors,70 the
increase in estrogen in a father might
enhance more active parenting
behaviors after the birth of his child.
Fleming and colleagues63 also found
that the more involved the father is
in parenting, the higher the level his
estrogen is compared to other
fathers. In rats, increased numbers of
estrogen receptors in brain areas
important for parental behaviors,
including the medial preoptic area,
are associated with parental
experience with pups.71 Perhaps then
dysregulation of paternal estrogen
may disturb paternal behaviors and
constitute another important risk
factor for any depressed mood in
fathers.

Third, paternal PPD might be
related to lower levels of cortisol, a
hormone that regulates the
physiological responses to stressful
events.72 High cortisol levels are
generally associated with high stress
levels. However, for a mother, during
the early postpartum period, high
cortisol levels are associated with
increased sensitivity toward her
infant73 and with less depressed
mood.74 Thus, the lower levels of
cortisol among certain fathers might
be related to difficulties in father-
infant bonding and associated
depressed mood.

Fourth, paternal PPD might be
related to low vasopressin levels,
which increase after the birth of the
child in a way analogous to the
oxytocin level of the mother.75 Based
on research in prairie voles,
vasopressin appears to play an
important role in enhancing the
development of parent-infant
bonding for fathers.76 A recent
primate study reported on marmoset
fathers, which are noted for their
extensive involvement in parenting,
particularly early postpartum period
with behaviors such as carrying,
protecting, and feeding their
offspring.77 These paternal behaviors

Based on the existing knowledge of maternal
PPD, we conjecture that PPD experienced by a
father might be caused by hormonal changes
occurring during his partner’s pregnancy and
postnatal period. 
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during the first month of the infant’s
life are associated with a rapid
increase of vasopressin receptors in
the prefrontal cortex of the brain.
This particular brain area is
important for planning and
organizing appropriate parental
behavior.78 Perhaps then, human
fathers with low levels of vasopressin
may have difficulties with parenting
behaviors and so again be more
vulnerable to depression.

Fifth, paternal PPD might be
related to changes in prolactin levels.
Prolactin is important for the onset
and maintenance of parental
behaviors.64 Prolactin levels in men
rise during pregnancy and continue
to rise during the first postnatal
year.64 High prolactin levels are
related to greater responses to infant
stimuli among new fathers.64 Thus, a
lower prolactin level could cause a
father to experience difficulties in
adapting to parenthood and thus
exhibit more negative moods.

ECOLOGICAL RISK FACTORS
An ecological model can provide a

perspective to understand how
different levels of environment, such
as family, community, work, society
and culture, interact and influence
an individual’s development.79 New
demands and responsibilities during
the postpartum period often cause
major changes in a father’s life. Thus,
it is important to understand how
stress factors in a father’s
environment affect the development
of depression during the postpartum
period.

Fathers often experience more
difficulties in developing emotional
bonds with their children than
mothers, who tend to develop an
attachment almost immediately after
a child is born. The father-infant
bond appears to develop more
gradually over the first two months
postpartum.80 Before then, fathers
have more difficulties than mothers
with emotional bonding with their
infants.81 The relative slow
development of attachment might be
related to the father’s feeling of
helplessness and depression for the
first few postpartum months.

One of the factors that may make
parenting difficult for many fathers is
the absence of a good role model. In
recent years, we see a dramatic
increase in society’s expectation for
fathers to have greater involvement
in parenting, yet many fathers report
that they did not learn appropriate
parenting skills from their own
fathers or other male seniors.82

Competence in parenting among
fathers is significantly associated
with the father’s sense of mastery in
his role and family functioning.83 The
lack of understanding of what is
expected of a father might cause
anxiety, especially the first-time
fathers, and lead to a greater risk of
paternal PPD.30

Lack of rewards in parenting
might also contribute to the
development of paternal PPD.
Fathers report positive feedbacks,
such as smiles from their infants, as
the most significant reward in
parenting.80 However, a father’s lack
of experience in parenting and fewer
hours with an infant may tend to
make interactions more distressing
for the infant. Fathers also report
being isolated from mother-infant
bonding and feeling jealous about
their partners’ dominance in
spending intimate time with babies,
especially through breastfeeding.3

Interestingly, fathers may report
feelings of jealousy toward their
babies because the babies occupy a
great amount of their partner’s
attention.84

Furthermore, the stress from the
relationship with their partners
might influence fathers’ moods
during the postpartum period.
Because of sudden life changes,
marital relationships often are
threatened during the early postnatal

period time.80 Fathers report
increased dissatisfaction with their
relationships with their partners,
including lack of intimacy85 and the
partner’s loss of interest in sexual
relationship.30 Some studies found
that the quality of relationship not
only with their partners but also with
their in-laws, especially mothers-in-
law, can influence fathers’
involvement in parenting.50

In marital relationships, fathers’
parenting stress during the
postpartum period can be further
complicated by the differences in
and perceptions of distinct gender
roles of fathers and mothers. The
emphasis on the man’s role as the
breadwinner may be increased due
to the increased financial burdens
after the birth of the child, and, in
turn, may prevent fathers from being
more involved in parenting. A greater
feeling of failure in performance in
both work and sex as a part of the
emphasized male gender role is
significantly related to psychological
distress among fathers.86

PREVENTION AND INTERVENTION
For fathers, different types of

support may ease the transition
process to fatherhood during the
postpartum period. The most
effective supports likely come from
their partners because paternal PPD
is closely related to partners’ mental
health and their relationship with the
fathers. More encouragement from a
mother and active discussion in each

couple as they await and prepare for
their baby may help the father’s
involvement in parenting and ease
the stress as a new father. Mothers
sharing parenting roles with fathers
may also lower fathers’ feelings of
isolation from the relationship

The emphasis on the man’s role as the
breadwinner may be increased due to the

increased financial burdens after the birth of the
child, and, in turn, may prevent fathers from

being more involved in parenting. 
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between mother-infant, as well as
difficult feelings, such as jealousy
toward the infant. Furthermore,
support and acknowledgement from
other family members about the
father’s role and understanding the
difficulties the fathers may
encounter may have a positive effect
on fathers. 

Educational programs in the
community help fathers understand
their expected roles. Findings
suggest that a program for PPD
mothers and their partners is more
effective then a program with PPD
mothers alone.87 For the same
reason, a program for both PPD
fathers and mothers could be more
effective to alleviate paternal PPD. In
addition, because anxiety and
depressed mood might start during
the partner’s pregnancy, earlier
intervention for both parents would
be more effective before the
symptoms become serious.

Support from society, such as paid
paternity leave, would help fathers
adapt to changes during the
postpartum period. The US has no

policy for paid paternity or maternity
leave.88 Globally, there are 45
countries with policies for paid
paternity leave or parental leave
(leave used as maternity or paternity
leave), and 27 countries guarantee
paid paternity leave. In the case of
Finland, 68 percent of fathers use a
three-week leave with part pay.89

Policy for paternity leave in Sweden
has experienced changes to
encourage fathers to exercise their
right to paternal leave.78 “Father’s
quota” allocates 30 days among 450
days of parental leave for paternal
leave. This means if fathers do not
use 30 days for paternal leave, the
days of parental leave will be lost. In
addition to ‘Father’s quota,’ fathers in
Sweden have 10 days of paternity

leave and allowance to take care of
their families at home. This parental
leave can be used any time until a
child becomes 18 months old. There
is accumulating evidence that there
are benefits to child outcomes of
positive paternity leave. For
example, Feldman and colleagues90

showed that longer paternal leave is
associated with a more positive
attitude toward parenting. On the
other hand, the shorter paternal
leave is associated with low quality of
child care and less adaptation at
work among fathers.

Lack of understanding and lack of
a supportive network for new fathers
is common.28 Traditionally, fathers
have been largely recognized only as
support providers for their partners.
However, given a recent increase in
fathers’ involvement in parenting,
proper supports from the society
that focus on the active roles of
fathers would help new fathers ease
their stress in the early postpartum
period. For instance, encouraging
fathers to seek help from health
professionals for complete

assessments and consideration of
psychotherapy or antidepressants
might significantly improve their
family health.

Suggestions for future
research. Paternal postpartum
depression has only been studied by
a small number of researchers, so it
is not surprising that there is a long
list of questions yet to be addressed.

Because the existing studies focus
heavily on Caucasian, middle-class,
married fathers, we have a serious
lack of understanding about
depression of fathers of different
cultural and socioeconomic
backgrounds. It is important to
identify at-risk groups of fathers for
paternal PPD, such as fathers with
lower incomes, fathers of very young

or old age, or ethnic minority
background. It is also important to
study fathers in non-traditional
settings, such as stay-at-home
fathers, nonbiological fathers (e.g.,
stepfathers) or single fathers, in
order to understand unique risk
factors that may increase the risk for
paternal PPD. Furthermore, we need
to further investigate risk factors not
only in fathers but also in their
families, such as physical or mental
health status with their partner or
infant.

Besides the homogeneous
samples in paternal PPD studies, the
single time point observation limits
our understanding of the long-term
effects of postpartum depression.
Because the experience of fathers
changes in the course of the first
postpartum year, we need a
prospective study, with multiple
sampling points, that allows follow-up
of fathers at risk starting from their
partners’ pregnancies. The study
would provide much information
about the developmental course of
paternal postpartum depression.
Longitudinal studies would help us
understand the long-term effects of
paternal PPD on fathers’ lives as well
as on their families, including
development of their children.
Conducting international and cross-
cultural studies would determine if
there are similarities and differences
in paternal PPD in different cultures
and countries. It would provide us
with a better picture to develop more
accurate diagnostic tools and
treatment programs for fathers with
different backgrounds. 

Most of the studies on paternal
PPD have been done by using self-
report questionnaires. Studies on
hormonal and physiological changes
during the postpartum period among
fathers would provide information on
biological factors of depression and
biological mechanisms of father-
infant attachment. In addition, brain
imaging studies of paternal PPD will
enrich our understanding of different
brain circuits and neurohormonal
systems that govern the processes of
parenting in health and, in particular,
among fathers with PPD.91

It is important to identify at-risk groups of
fathers for paternal PPD, such as fathers with
lower incomes, of very young or old age, or of
ethnic minority background. 
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