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Abstract
The purpose of this study was to identify the risk factors associated with paternal perinatal mental distress in a sample
of Australian men. A mixed-methods design was used. The qualitative component (N = 13) using thematic analysis

identified maternal depression, marital distress, masculine gender role stress, unplanned pregnancy, work—family
conflict, and sleep disturbance as risk factors for paternal perinatal mental distress. The quantitative component (N =
525) expanded on the qualitative findings and examined the associations between the identified risk factors and mental
distress of fathers in the perinatal period measured by Edinburgh postnatal depression scale. Hierarchical multiple
regression analysis revealed six significant predictors of paternal perinatal mental distress with masculine gender role
stress being the most significant risk factor for paternal perinatal mental distress. The results from this study provide
an insight into how masculine gender role may affect the expression and experience of mental distress in fathers within
the perinatal period. Implications of research findings are discussed.
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Introduction in Australia (Giallo et al., 2012), 9.8% in Germany (Gawlik
et al., 2014), and 12.5% in China (Mao et al., 2011). In the
meta-analysis on the prevalence of fathers’ perinatal depres-
sion, Rao et al. (2020) identified an overall prevalence of
8.75%. A systematic review on the prevalence of fathers’
perinatal anxiety reported that between 2% and 18% fathers
displayed perinatal anxiety symptoms (Leach et al., 2016).
This anxiety rate reflected the prevalence of father’s perina-
tal anxiety in Australia, Portugal, and China being 2.4-12%

with the arrival of a new baby, some men may not cope ropoi00 et al,, 2012), 10% (Figueiredo & Conde, 2011),
well. Unable to cope with the stress in the perinatal period 15 3 50, (Koh et al., 2015), respectively

may affect the mental health of fathers, leading to anxiety
and/or depression (Paulson & Bazemore, 2010).
Perinatal depression and anxiety have been studied 'Department of Psychology, College of Healthcare Sciences, James
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Chhabra et al., 2020). Mental health of fathers has not gar- Department of Medicine, College of Medicine and Dentistry, James
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nered research attention until the past few decades. Studies
have since identified that a significant proportion of fathers’
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Perinatal period, the period from first trimester of the
pregnancy up to 1 year after childbirth (American
Psychological Association [APA], 2018) can be a stressful
period for some fathers. The arrival of a new baby may
add to the responsibilities of parents and impact their
finances and lifestyle. Although most men effectively deal
with the new responsibilities and the stress associated
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Paternal perinatal anxiety and depression have sub-
stantial impact on the father’s health and the mental
health of his partner and newborn. For example, a
depressed or anxious father may be unable to communi-
cate his fears, anxieties, and stress associated with parent-
ing to his partner. This may affect the relationship between
partners and may contribute to the development of
depressive symptoms in both partners (Thiel et al., 2020).
Anxious and/or depressed fathers are less likely to engage
with their newborns, affecting the newborn’s cognitive
development (Davis et al., 2011). Children of perinatally
depressed fathers have a high risk of developing behav-
ioral and mental health problems, and poorer learning
capabilities (Ramchandani et al., 2005). Paternal perina-
tal anxiety and depression are likely to incur higher costs
associated with mental health services (Edoka et al.,
2011). To mitigate the impact of perinatal anxiety and
depression on fathers, their family, and the health care
system, identifying risk factors is important because it
can provide empirical evidence for the prediction and
prevention of paternal perinatal anxiety and depression
(Offord & Kraemer, 2000).

Previous research has identified few risk factors for
paternal perinatal depression and anxiety. Maternal
depression has been reported as the most common risk
factor for paternal perinatal depression and anxiety. The
systematic review and meta-analysis by Chhabra et al.
(2020) suggested that maternal depression increases the
risk of paternal perinatal depression and anxiety by more
than threefold. This finding is in line with the previous
research which suggests that fathers are 2.5 times more
likely to be depressed at 6 weeks postpartum if their part-
ner is also suffering from depression (Matthey et al.,
2000). Although the causal relationship between maternal
and paternal depression is unclear, the mental health of
each partner directly influences the other (Ansari et al.,
2021; Goodman, 2004) because a couple shares an envi-
ronment along with various interpersonal stressors (rela-
tionship, finances) that may contribute to the development
of depressive symptoms for both partners (Thiel et al.,
2020). It is also possible that mother’s mental distress in
the perinatal period is not only just a correlate of but also
a factor in the etiology of depression and/or anxiety in the
fathers. For example, depressed mothers may not be able
to take care of their infant properly, leaving the task of
infant care to fathers. This may be stressful and result in
anxiety/depression for fathers if they are unfamiliar with
the tasks of child care and cannot cope with the associ-
ated stress (Wang et al., 2021).

Marital distress has also been commonly cited as a risk
factor for paternal perinatal depression and anxiety (Ansari
et al., 2021; Chhabra et al., 2020). It is often difficult to
identify what comes first, depression or marital distress,
with the causality being difficult to determine (Burke,

2003). Marital distress may precede depression and may
cause significant distress and dysfunction. Alternatively,
depression may precede marital distress and may appear as
activator of marital distress (Coyne & Benazon, 2001).
Maternal depression may also contribute to marital dis-
tress. If the mother is depressed, she may be noncommuni-
cative and the father may experience difficulties
communicating their needs and experiences (Wang et al.,
2021). Also, mothers are the first source of social support
to the fathers (Bronte-Tinkew et al., 2007) and unable to
receive this support may affect their marital relationship
and result in paternal perinatal depression and anxiety.
Other risk factors such as low income (Bergstrom,
2013), lack of parenting skills (Zhang et al., 2016), age
(Bergstrom, 2013), history of psychiatric illness
(Ramchandani et al., 2005), and substance abuse (Bronte-
Tinkew et al., 2007) have been identified as risk factors
for paternal postnatal depression. Unplanned pregnancy
has also been reported to increase the risk of paternal
perinatal anxiety and depression by fourfold and three-
fold, respectively (Chhabra et al., 2020). An unplanned
pregnancy can be stressful for fathers due to lack of prep-
aration associated with taking care of an infant. The lack
of preparation may occur across several domains such as
emotions and finance. This can severely cause mental
distress in fathers, especially those from low socio-eco-
nomic status (Fisher et al., 2012; Gao et al., 2009).

Theoretical Framework

Although the above-mentioned risk factors are important
predictors of paternal perinatal mental distress, the
research into these risk factors has been predominantly
influenced by maternal perinatal depression research.
Research into identifying risk factors for paternal perina-
tal mental distress using a gendered context is lacking,
especially when existing research suggests that men and
women may express and experience depression differ-
ently (Addis, 2008). Both men and women may display
some symptoms of depression similarly such as low mood
with reduced activity, but men are more likely to express
depression through externalizing symptoms such as anger,
violence, and substance abuse. This phenomenon is also
known as masculine depression (Addis, 2008). It has been
suggested that men who strongly adhere to traditional
masculine gender norms may feel uncomfortable in dis-
playing depressive affect (sadness, guilt) as it challenges
their masculinity and instead display behaviors, which
showcase their masculinity (Chuick et al., 2009).
Significant gender differences have also been noticed
in the way men and women appraise situations being
stressful. The socio-cultural practices that reward mascu-
line attitudes and behaviors (e.g., breadwinner, hard
worker) while punishing nonmasculine attitudes and
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behaviors (e.g., care taking) result in the development of
masculine gender role cognitive schemas in the majority
of men (Arrindell, 2005). Rigid masculine gender social-
ization and strong adherence to traditional masculine
gender norms may also result in development of restric-
tive coping mechanisms in men. Men who find them-
selves in situations that threaten their culturally approved
masculine schemata (e.g., being unemployed, being with
a successful woman), may experience masculine gender
role stress (MGRS; Eisler & Blalock, 1991; Eisler &
Skidmore, 1987). Thus, MGRS is the stress men experi-
ence when they are unable to perform or display the mas-
culine gender traits which are culturally approved (Eisler
& Blalock, 1991). The rigid adherence to masculine gen-
der roles seen within MGRS may also increase vulnera-
bility of men to depression and anxiety (Arrindell, 2005;
Paredes & Parchment, 2021). The impact of MGRS on
mental health of fathers has also been noticed with
research suggesting the risk of perinatal depression and
anxiety increasing by fourfold and threefold, respectively
(Chhabra et al., 2020). These rates imply the heavy
impact of MGRS on fathers’ mental health. However, it is
important to mention that only few studies have explored
the role of masculinity and MGRS as a risk factor for
mental distress in fathers during the perinatal period.

Similarly, work—family conflict that is the conflict due
to incompatible demands from works, family or both
domains’ (Huffman et al., 2014) has been identified as a
risk factor for paternal perinatal mental distress. But the
existing research has not explored “how” this conflict is a
risk factor for paternal perinatal mental distress using a
gendered context. For example, an employed father with
high levels of traditional gender role beliefs will identify
his role as a breadwinner more than his role as a father.
However, with changing gender roles, fathers are expected
to share household and caregiving responsibilities
(Bocchicchio, 2007). The inability to perform well in
both, work and family life domains may be stressful for
some men and impact their mental health negatively,
resulting in depression (Kido et al., 2020).

Current Study

The identification of risk factors associated with paternal
perinatal depression and anxiety is crucial toward the
development of prevention programs. However, the
majority of the studies investigating risk factors are quan-
titative studies. There is little attention given to a mixed-
methods approach that integrates quantitative and
qualitative studies to build a strong and useful investiga-
tion into paternal perinatal depression and anxiety
(O’Cathain et al., 2017). The available research has not
explicitly explored the gendered context to risk factors
for paternal perinatal depression and anxiety. The current

study uses an explanatory sequential mixed-method
design to examine the risk factors associated with perina-
tal depression and anxiety in Australian fathers. The
emphasis of the mixed methods design is placed on seek-
ing convergence, corroboration, and confirmation
between the qualitative and quantitative data (Bryman,
2006; Denzin, 1978; Johnson et al., 2007). In doing so,
the mixed-methods design can compensate for the weak-
ness of a single strategy, either quantitative or qualitative
research and result in richness of data, augmenting inter-
pretation and usefulness of findings (Creswell & Plano
Clark, 2018; Johnson et al., 2007; Ramprogus, 2005).
The current study integrated qualitative and quantitative
phase at the level of interpretation and reporting and the
final inferences were based on the results of both phases
of the study (Johnson et al., 2007).

In the current study, the qualitative phase explored the
risk factors for paternal perinatal depression and anxiety in
a sample of Australian fathers. The results from the qualita-
tive phase were used to design and develop measures used
in the quantitative phase. The quantitative phase investi-
gated which factors identified in the qualitative phase of the
current study are predictive for perinatal depression and
anxiety in a larger sample of Australian fathers. Accordingly,
the purpose of this explanatory study was to (a) identify the
risk factors associated with paternal perinatal depression
and anxiety in a sample of Australian fathers; (b) quantita-
tively determine if the risk factors identified in the qualita-
tive inquiry of the current study are predictive of perinatal
depression and anxiety in the current sample of Australian
fathers; and (c) examine the associations between depres-
sive and anxiety symptoms and the identified risk factors.

Method
Ethics

The qualitative phase took place following approval by the
Human Research Ethics Committee, James Cook Univer-
sity, Australia (Ref: H7869). The quantitative phase took
place following approval by the Human Research Ethics
Committee, James Cook University, Australia (Ref: H8038).

Participants

The inclusion criteria for participants were men 18 years of
age and older, with a pregnant partner and/or an infant
under the age of 12 months, who spoke and comprehended
Basic English and were currently residing in Australia.

Procedure

Qualitative Phase. The study was advertised using James
Cook University panel, social media, and the research
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team’s networks. Eligible potential participants were pro-
vided with an information sheet and a consent form. Once
the first author received signed consent, the participants
were contacted by the first author to discuss their queries
and to discuss time and place for the interview. The partici-
pants were interviewed twice with an interval of 6 weeks
between the two interviews. The second interview was to
assess any changes in views and experiences of fathers dur-
ing the interval. The two-interview structure also helped to
check if the narratives were consistent across two inter-
views (W. W. Li, 2013). All interviews were digitally
audio-recorded, with the interviews lasting between 45 and
60 min. The participants were also given an AUS$20 gift
card as a token of appreciation at the end of the interview.
A total of 13 participants took part in the first interview and
five participated in the second interview. The main reason
for not participating in the second interview was unavail-
ability. The two interviews took place between September
and December 2019. A total of nine participants were
recruited from a regional city in Queensland, and four par-
ticipants were recruited from a capital city in Victoria,
Queensland.

Quantitative Phase. An online cross-sectional survey
using Qualtrics (Qualtrics, 2020) was employed to col-
lect data in Australia between March and October 2020.
Participants were recruited through two methods, First,
the online survey was advertised on James Cook Uni-
versity’s social media, research team’s network, and
social media sites such as Facebook and Twitter. Sec-
ond, Online-Access-Panel-based survey was distributed
through Qualtrics platform (Callegarol et al., 2014; Mat-
thijsse et al., 2015). An online access panel is a pool
of people who have agreed to take part in web surveys
(Gritz, 2004). Research suggests that online access panel
data have similar psychometric properties and produced
criterion validities similar to conventionally sourced data
(Behrend et al., 2011; Blom et al., 2015; Walter et al.,
2019). To ensure that the participants meet the specific
requirements of the survey (inclusion criteria), Qualtrics
employs internal checks such as asking additional ques-
tions prior to survey entry (e.g., demographics, location,
etc.). If the participant does not meet the specified survey
criteria, the response is not recorded (ESOMAR, 2019).
A total of 660 participants participated in the online sur-
vey. Participation in the study was voluntary. The first
page of the survey included information sheet and start-
ing the survey meant informed consent was provided.

Measures

Interview Guides. Interviews were semi-structured. All
participants were asked the same stem questions, but the
interview retained flexibility to explore the views and

experiences of participants in detail. Examples of the
stem questions included, “What has been your day like
since you brought your baby home?” and, “How were
you and your partner doing during and after pregnancy?”’
Prompts such as “Can you tell me more about this or that”
or “What do you mean by this?” were used to probe and
explore participants’ accounts more deeply.

Demographic Variables. Demographic variables included
age, highest level of education, marital status, occupa-
tion, and annual income. This section also collected
information about the participant’s history of mental
health, whether the pregnancy was planned, and if par-
ticipants had any previous children.

Paternal Perinatal Depression and Anxiety. Paternal perinatal
depression and anxiety were assessed using the 10-item
Edinburgh postnatal depression scale (EPDS; Cox et al.,
1987). EPDS is scored on a four-point (0-3) Likert-type
scale from 0 (yes, most of the time) to 3 (no, never) and
consists of items such as “I have blamed myself unneces-
sarily when thing went wrong” and “I have felt sad or mis-
erable,” with higher scores indicating high levels of
depression and anxiety. Although EPDS was originally
developed to assess perinatal anxiety and depression in
mothers (Cox & Holden, 2003), it has been validated by
researchers to assess perinatal depression and anxiety in
fathers as well (Edmondson et al., 2010; Matthey et al.,
2001, 2003, 2020). A cut-off score of 10 and more has been
suggested to screen for depression in Australian fathers.
Although a cut-off score of 4 from Items 3, 4, and 5 on
EPDS (EPDS 3-A) has been suggested to screen for anxi-
ety in fathers, further validation is recommended as anxi-
ety factor structure in men may not be similar to women
(Matthey, 2007; Matthey et al., 2003). Moreover, the over-
lapping of symptoms between depression and anxiety in
men makes it harder to distinguish between the two disor-
ders on the EPDS scale (Matthey et al., 2020). Hence, a
cut-off score of 6 and more on EPDS has been suggested as
an optimum score to screen for both depression and anxi-
ety (mental distress) in Australian men (Edmondson et al.,
2010; Massoudi et al., 2013; Matthey et al., 2003; Tran
etal., 2012). Since the focus of the study is on both anxiety
and depression (mental distress) in men, a cut-off score of
6 and more on EPDS has been used in this study. In the
current study, the Cronbach’s alpha was .87.

Maternal Depression. Maternal depression was measured
by one-item father self-report scale “Did your partner
experience or was diagnosed with depression during the
perinatal period?”.

Marital distress. Marital distress was assessed using the
7-item dyadic adjustment scale (DAS-7; Hunsley et al.,
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2001). The first three items measure the approximate
extent of agreement or disagreement between couples on
a six-point Likert-type scale with responses ranging from
0 (always disagree) to 5 (always agree), with lower scores
indicating marital distress. Items 4-6 measure the fre-
quency of an event between couples on a six-point Likert-
type scale with responses ranging from 0 (never) to 5 (more
often). The last item measures the degree of happiness in
the couple’s relationship on a seven-point Likert-type scale
with responses ranging from 0 (extremely unhappy) to 6
(perfect). Examples of sample items are “how often you
and your partner work together on a project” and “rate the
extent of agreement or disagreement between you and your
partner on philosophy of life.” In the current study, the
Cronbach’s alpha was .83, which is similar to .82 obtained
by Hunsley et al. (2001).

Masculine Gender Role Stress. MGRS was measured using
40-item MGRS scale (Eisler & Skidmore, 1987). MGRS is
scored on a six-point Likert-type scale with responses rang-
ing from O (not stressful) to 5 (extremely stressful) with
higher scores indicating physical and mental health difficul-
ties (Buist et al., 2003). Examples of some of the items are
“being compared unfavorably to other men” and “getting
fired from your job.” The scale shows high level of reliabil-
ity with Cronbach’s alpha being .93 (Swartout et al., 2015).
In the current study, the Cronbach’s alpha was .98.

Work—Family Conflict. Work—family conflict was mea-
sured by the 10-item work-family conflict scale (Haslam
et al., 2015) which scores on a seven-point Likert-type
scale from 1 (strongly disagree) to 7 (strongly agree). The
scale has two subscales: work—family conflict (conflict
due to work interfering with family) and family—work
conflict (conflict due to family interfering with work).
Sample items include, “Due to work-related duties, I
have to make changes to my plans for family activities”
and “The demands of my family or partner interfere with
work-related activities.” The Cronbach’s alpha for work—
family conflict and family—work conflict in the current
study are .92 and .94, respectively. These values are simi-
lar to that obtained by Skoufi et al. (2017), that is .91 for
work—family conflict and .90 for family—work conflict.

Global Sleep Assessment Questionnaire. Global sleep assess-
ment questionnaire (GSAQ; Roth et al., 2002) is an 11-item
self-report scale used to assess sleep disturbances in general
population. The scale is a four-point Likert-type scale with
responses ranging between 0 (Never) and 3 (Always) with
higher scores indicating higher levels of difficulty in sleep-
ing. Some of the items are “Did you have difficulty falling
asleep, staying asleep, or feeling poorly rested in the morn-
ing?” and “Did you feel sad or anxious?.” In the current
study, the scale displayed a Cronbach’s alpha of .92.

Data Cleaning

A total of 660 responses were received. Sixty responses
had more than 10% missing data and were removed. A
further 64 responses were removed due to incomplete
GSAQ and EPDS scale, and infant’s age over 12 months.
Using Mahalanobis distance figures (using criterion o =
.001, critical 2 =27.75; Tabachnick & Fiddel, 2013,
p-99), 11 multivariate outliers were removed resulting in
a total of 525 participants. Pairwise deletion method was
used to deal with the missing data.

Multiple strategies were used to test normality of the
scales. Results showed that while Kolmogorov—Smrinov
test of all scales were significant (p<<.001; suggesting
violation of the assumption of normality), histograms and
Normal Q—Q plots for all scales suggested that the scales
were reasonably normally distributed.

Data Analysis

Thematic Analysis. Interviews were transcribed verbatim by
the first author and then checked for accuracy by second and
third authors. A narrative thematic analysis was employed to
analyze the data following five steps (Cao et al., 2020; W.
W. Lietal., 2014) and NVivo (version 11) was used to orga-
nize and code data and develop themes. First, each partici-
pant’s narrative was chronologically rearranged. The
process produced 13 chronological biographical narratives
which were transcribed verbatim. This resulted in primary
author getting familiarized with the data. Second, initial
codes were generated in NVivo and a deductive approach
was used. Third, analytic themes were developed by work-
ing with the chronological biographical narratives and the
initial codes. Fourth, all themes were reviewed and refined
by the authors to ensure the appropriateness of each theme
and search for any deviant cases. Fifth, cases were selected
to illustrate the themes and highlight key points.

Statistical Analysis

Data analysis was performed using IBM’s SPSS version
26. A six-step hierarchical multiple regression was con-
ducted. The risk factors identified in the qualitative analy-
sis were entered into the model. The order in which
variables were entered is dummy-coded demographic fac-
tors, control variables (maternal depression and marital
distress), and variables of interest (MGRS, work—family
conflict, family—work conflict, and sleep disturbances).

Results

Participants’ Characteristics

The participant characteristics for qualitative phase are
presented in Table 1. The participants have been referred
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Table |. Father Characteristics (N = 13)—Study I.

Perinatal period

Marital Highest Previous at the time of Unplanned  Partner
Pseudonym Age  Ethnicity status education ~ Employment  children interview pregnancy depression
Paul 21 Australian Defacto  Undergraduate Part-time 0 Postnatal Yes No
Jim 25 Australian Married  Undergraduate Part-time 0 Postnatal No No
Dave 27 Australian Defacto  Postgraduate  Part-time 0 Postnatal Yes No
Raj 28 Indian Married  Undergraduate Full-time 0 Postnatal Yes Yes
Phil 30 African Married  Postgraduate  Part-time 0 Postnatal Yes No
Mark 32 Australian Married  Postgraduate  Full-time 0 Prenatal No No
Jax 35 Australian Married  Undergraduate Full-time 0 Postnatal Yes Yes
John 35 Australian Separated Undergraduate Unemployed 0 Postnatal Yes No
Matt 35 Australian Defacto  Undergraduate Full-time 0 Prenatal No No
Chad 35 China Married  Postgraduate  Full-time | Postnatal No No
Anand 38 Indian Married  Undergraduate Part-time 0 Postnatal Yes No
Alex 40 Brazilian Married  Postgraduate  Full-time 0 Postnatal Yes No
Pablo 45 Portuguese Married  Undergraduate Full-time 0 Prenatal Yes No

using a pseudonym throughout the “Results” section and
Table 1. The participant characteristics for the quantita-
tive phase are presented in Table 2.

Qualitative Phase

Findings and Interpretation. All participants in the current
study expressed excitement in welcoming their new fam-
ily member, particularly the first-time fathers (N = 11).
They also expressed worries and anxiety in their role as a
future father or a father of a newborn. The following
themes reflect the experiences of fathers during the peri-
natal period while highlighting the risk factors sleep dis-
turbances, unplanned pregnancy, work—family conflict,
MGRS, marital distress, and maternal depression. The
themes (risk factors) were organized according to their
frequency.

Sleep Disturbance. Ten participants expressed that
sleep disturbances caused them mental distress dur-
ing the perinatal period. For instance, Dave stated that,
“You are not prepared how often you have to get up. .
.to feed the baby or change the baby. In first two weeks
I slept for only three to four hours a day and I was con-
stantly irritable and angry.” This finding mirrors Saxbe
et al.’s (2016) study reported that fathers with sleep
disturbances at 6 months postpartum were more likely
to develop depressive symptoms at 12 months postpar-
tum. Sleep disturbance is one of the factors that results
in mental distress as stated in the excerpt of Dave who
was constantly irritable and angry. Another participant,
Phil stated that,

I am not getting enough sleep at the moment. I wake up
tired. . .when I come back home [from work], [ am tired. [
feel like because I am so exhausted throughout the day, [ am

not giving her [the baby] the attention she requires which
make me feel guilty.

Sleep disturbance often results in tiredness and fatigue,
which is likely to disrupt day-to-day parent—child interac-
tions and have adversely impact the father’s well-being
(Goodman, 2004). For instance, Phil felt guilty about lack of
interaction with his baby. Lack of interaction between the
father and the infant may also affect the bonding between
them and negatively impact the behavioral, cognitive, and
mental development of the infant (Ramchandani et al., 2005).

Unplanned  Pregnancy. Unplanned pregnancy was
noticed to cause mental distress to ten participants. Alex
said that “I remember being more stressed than happy
when she [partner] told me we were expecting [a child]. It
was not planned, and we were not financially prepared.”
John also shared his experience of an unplanned preg-
nancy, “It was completely unplanned. I got to know about
pregnancy while I was being laid off from my work. I had
no job to support us at that time. It was very stressful.”

Having a baby often leads to increase in financial expen-
diture. An unplanned pregnancy can further add to the
financial stress if fathers have not had the chance to prepare
for the pregnancy, causing them stress and anxiety during
the perinatal period. Moreover, the financial stress is likely
to be higher in individuals who are unemployed and/or
belong to low socio-economic group (Philpott et al., 2020).
Both Alex and John felt that since they were not financially
prepared for a baby, an unplanned pregnancy was the cause
of mental distress to them during the perinatal period.

Work—Family Conflict. Eight participants experienced
stress while juggling both work and family expectations.
Matt stated that,
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Table 2. Father Characteristics (N = 525)—Study 2.

Characteristics N (%)
Age
18-25 years 82 (15.6)
26-35 years 199 (37.9)
3645 years 122 (23.2)
46-55 years 35(6.7)
>55 years 86 (16.4)
Missing 1 (0.2)
Marital status
Single 50 (9.5)
De facto 183 (35)
Married 262 (50)
Divorced/separated 29 (5.5)
Education
High school/diploma 179 (34.1)
Undergraduate 227 (43.2)
Postgraduate 119 (22.5)
Ethnicity
Caucasian 354 (67.4)
Aboriginal and Torres 17 (3.2)
Strait Islander
Asian 96 (18.3)
South Asian 22 (4.2)
Latino/Hispanic 10 (1.9)
African 7 (1.3)
Other 19 (3.4)
Employment
Casual 15 (3)
Part-time 79 (15)
Full-time 282 (53.7)
Missing data 149 (28.3)
Annual Income
AU $0-$18,200 88 (16.8)
AU $18,201-$37,000 92 (17.5)
AU $37,001-$80,000 173 (33)
AU $80,000-$120,000 90 (17.1)
>AU $120,000 82 (15.6)
Unplanned pregnancy
Yes 151 (28.8)
No 361 (68.8)
Missing data 9 (2.4)
Previous children
Yes 241 (45.9)
No 283 (53.9)
Missing 1(0.2)
History of mental health
Yes 132 (25.1)
No 393 (74.9)
Partner’s (maternal) depression
Yes 188 (35.8)
No 337 (64.2)

I am a shift-worker. . . I have irregular shifts . . .it can be
challenging to spend quality time with her [partner]. . . She
[partner] has already raised concerns about how my work is
impacting our relationship. . .I feel like when the baby
comes, it will be very hard for me to spend time with my
family. . .if I don’t strike a work-family balance.

Active involvement in both work and family are cru-
cial for both well-being and quality of life (Zhao et al.,
2020). Unable to strike a balance between work and fam-
ily commitments can lead to work-family conflict which
can be detrimental for some individuals and their families
(Allen et al., 2019; Nilson et al., 2017). This was notice-
able in Matt’s narrative when he talked about the impact
of his work on his romantic relationship. Moreover, he is
fearful that the imbalance between his work and family
will also impact his involvement with his baby.

Masculine Gender Role Stress. MGRS was experienced
by six participants within the perinatal period. One par-
ticipant, Raj shared that,

I was back at work a week later [after birth] . . .I wanted to
take some more time off, but I had no choice. During my off
week, [ was continuously reminded [by family] how I am the
only one working. . .the typical conversation of how a man
should make sure there is always food at home. . .so I went
back [to work] a week early. . .I am unhappy. . . but [ have to
fulfil my financial responsibility to my family. . .like every
man has to do.

Being financially responsible for one’s own family
aligns with the traditional masculine trait of “breadwin-
ner” (Addis, 2008). Unable to fulfill this role may lead to
MGRS in some men through their perceptions of not
meeting the expectations of the society (Buist et al.,
2003). Raj’s narrative demonstrates his experience of
MGRS when he found himself in a situation (becoming a
father) where his culturally approved male schemata was
being challenged (caregiving vs. breadwinner) leading
him to experiences MGRS.

Marital Distress. Five participants experienced diffi-
culties in their marital relationship during the perinatal
period. For instance, Mark expressed that, “Since the
birth of our baby, our relationship has become a bit shaky.
We have been constantly fighting and arguing. I feel like
I walk on eggshells around her so as to not say anything
which will upset her.”

Mark excerpt suggests that transition to parenthood
comes with changes in marital relationship. As partners
adjust with the addition of new being in their dyadic rela-
tionship, it is possible that partners are unable to spend
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Table 3. Intercorrelations.

Variable | 2 3 4 5 6 7 M SD Theoretical range
EPDS | 57 -l 38k AgHE 67Fk 26%F 11.97 646 0-30
MGRS | .08 A49%* 54wk 64F* 28+ 7253  47.80 0-200
DAS-7 | 2% .02 -.04 .08 31.62  6.47 0-36

WEFC I 82+ S 25%F 1895  7.60 5-35

FWC I 58%* 24%F 17.71 7.93 5-35
GSAQ | .30%* 1048  7.25 045

Mat. Dep |

Note. SD = standard deviation; EPDS = Edinburgh postnatal depression scale; MGRS = masculine gender role stress; DAS-7 = dyadic adjustment
scale; WFC = work—family conflict; FWC = family—work conflict; GSAQ = global sleep assessment qMatuestionnaire; .Dep = maternal depression.

*Point-biserial correlations with no = 0 and yes = |.
*p < .001 (two-tailed).

time together and communicate their difficulties. The gap
in communication, lack of affection, and reduced dyadic
satisfaction is likely to result in marital distress (Darwiche
et al., 2015). High levels of marital distress may lead to
psychiatric distress (depression and/or anxiety) in fathers
during the perinatal period (Mangialavori et al., 2021).

Maternal Depression. Two participants reported that
their partners had been formally diagnosed with postnatal
depression. For these two participants, the perinatal period
was challenging. One participant, Jax stated that “She
[partner] was diagnosed with postnatal depression. . .it has
been very stressful. . .All of a sudden I had to take care of
her and the baby. . . I couldn’t ask her to help me. . .[1] felt
stressed, sad, and angry, all at the same time.”

Maternal perinatal depression has been reported as the
most common predictor of paternal perinatal mental dis-
tress (Matthey et al., 2000; Philpott & Corcoran, 2018;
Philpott et al., 2020). This connection between paternal
and maternal mental health may be because a couple’s
environment is intertwined. Hence, they are likely to
share stressors including depressive symptoms (Kiecolt-
Glaser & Wilson, 2017). Moreover, maternal depression
has been linked with reduced involvement with child care
activities, which can result in fathers taking extra respon-
sibilities for infant care and partner support (Olatunde &
Lasebikan, 2019; Reid et al., 2017) and can be stressful
for some men. Jax’s narrative indicates the stress of tak-
ing care of his depressed partner and the newborn led to
his mental distress symptoms.

Quantitative Phase

Preliminary Analysis. There were significant differences in
EPDS total score and of age, F(4, 519) = 5.277, p = .000,
n? = .04; marital status, F(4, 519) = 2.667, p = .032, n*
= .02; and income, F(4, 520) = 2.971, p = .019,n? = .02.
A point biserial correlation was run to determine the rela-
tionship between EPDS and unplanned pregnancy, which

Table 4. Prevalence of Depression, Anxiety, and Mental
Distress.

Perinatal Disorder N %

Depression

Normal 191 36.4
Depression 334 63.6
Anxiety*

Normal 147 28.0
Anxiety 378 72.0
Mental distress

Normal 95 18.1
Mental distress 430 81.9

Note. EPDS = Edinburgh postnatal depression scale.
*Anxiety was screened using EPDS-3A (Items 3, 4, and 5).

was positive but not statistically significant, r, = .024, N
= 519, p = .525. Similarly, point biserial correlation
between EPDS and previous children was negative and
not statistically significant, —.003, N = 524,
p = .947.

Table 3 presents the intercorrelations between continu-
ous variables. MGRS positively correlated with EPDS,
work—family conflict, family work—conflict, and sleep
disturbance, but showed no correlations with marital dis-
tress. Marital distress negatively correlated with EPDS
but did not correlate with MGRS, family—work conflict,
and sleep disturbance. Work—family conflict showed sig-
nificant positive correlation with EPDS, MGRS, marital
distress, family—work conflict, and sleep disturbance.
Both family—work conflict and sleep disturbance showed
positive significant association with EPDS, MGRS, and
work—family conflict. The point-biserial correlations
between EPDS and maternal depression showed signifi-
cant positive association.

Prevalence of depression, anxiety, and mental distress
was estimated and presented in Table 4. The analysis
indicated that more than half (63.6%) of the participants

Top =
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Table 5. Summary of Hierarchical Regression Analysis for Variables Predicting EPDS.

Unstandardised
coefficients

Standardized
coefficients

Model Variable B SEB B R? AR?

| (Constant) 6.25 2.39%*
Age
18-25 years .07 .84 .00
26-35 years 32 .66 .02
3645 years .0l 71 75
46-55 years .69 92 .02
Marital status
Single 1.24 2.10 .08
De Facto |.64 2.12 .09
Married .92 2.08 .07
Divorced 1.63 2.26 .05
Income
AU $0-$18,200 44 79 .02
AU $18,201-$37,000 .65 77 .03
AU $37,001-$80,000 -.29 .67 -.02
AU $80,000-$120,000 -.87 72 -.05
Maternal depression .80 45 .06
DAS-7 -.14 .03 —. | 4
MGRS .03 .01 267
WEFC -.05 .04 -.06
FWC .09 .04 1
GSAQ .39 .04 A4pE .526 .092

Note. Age, marital status and income were represented as dummy variables with age>55 years, Widowed, and >AU $120,000 serving as reference
groups, respectively. SEB = Standard Error of B; EPDS = Edinburgh postnatal depression scale; DAS-7 = Dyadic adjustment scale; MGRS =
Masculine gender role stress; WFC = Work—family conflict; FWC = Family—work conflict; GSAQ = Global sleep assessment questionnaire.

*p < 05, *p < 0. #5p < 001

had screened for depression. Similarly, a large proportion
of the sample screened for anxiety (72%) and mental dis-
tress (81.9%).

Hierarchical Multiple Regression

Table 5 displays hierarchical multiple regression to test
RQ2 and RQ3. Preliminary analysis was completed to
ensure no violation of the assumptions of normality, lin-
earity, multicollinearity, and homoscedasticity. When
age, marital status, and annual income were entered in
step 1, the model was significant, explaining 8.3% of the
variation in EPDS, F (12,512) =3.87, p=.000. In Step 2
of the model, maternal depression was entered. The
model remained significant, explaining 13.2% of the
variation in EPDS, F (1, 511) = 28.78, p=.000, maternal
depression accounted for 4.9% variation in EPDS. At
Step 3 of the model, DAS-7 was entered into the model.
The model was significant and accounted to 15.9% of
variation in EPDS, F' (1, 510) = 16.155, p=.000. DAS-7
accounted for 2.7% variation in EPDS. MGRS was

entered at step 4 of the model. The model remained sig-
nificant, explaining 40.6% of variation in EPDS, F (1,
509) = 212.169, p=.000. MGRS was accounted for
24.8% variation in EPDS. At Step 5 of the model work—
family conflict and family—work conflict were entered
into the model. The model remained significant, explain-
ing 43.4% of variation in EPDS, F (2, 507) = 12.421,
p=.000. Work—family conflict and family—work conflict
collectively accounted for 2.8% variation in EPDS with
work—family conflict being a nonsignificant predictor
for EPDS. GSAQ was entered into the model at Step 6.
The model was significant and explained 52.6% of the
variation in EPDS, F' (1, 506) = 98.096, p=.000. GSAQ
was accounted for 9.2% variation in EPDS. The results
from this quantitative inquiry are similar to that of quali-
tative phase and indicate that maternal depression, mari-
tal distress, MGRS, family-work conflict, and sleep
disturbances are significant risk factors for paternal peri-
natal mental distress. Moreover, these results indicate
MGRS as the strongest predictor of perinatal distress in
fathers followed by sleep disturbances.
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Discussion

This mixed-methods study aimed to first qualitatively
examine the risk factors for paternal perinatal mental dis-
tress in Australian fathers. The quantitative phase was
then used to investigate if the qualitative findings were
supported in a sample of 525 Australian fathers. Maternal
depression, marital distress, MGRS, and work—family
conflict were identified as risk factors by both qualitative
and quantitative studies. A novel finding in both qualita-
tive and quantitative data is that sleep disturbance was
identified as a risk factor for paternal perinatal depression
and anxiety as it has been rarely discussed previously.
Unplanned pregnancy was found as a risk factor only in
the qualitative component of this study.

Consistent with previous research, the current study
identified MGRS as a risk factor, with the quantitative
analysis confirming MGRS being the greatest predictor for
paternal perinatal depression and anxiety. Rigid adherence
to traditional masculine gender roles and role conflict has
been reported to negatively influence a father’s mental
health (Paredes & Parchment, 2021). Men who strongly
adhere to traditional gender norms are likely to experience
MGRS when they are unable to display traditional mascu-
line gender norms (Arrindell, 2005) and may perceive
themselves to be a failure (Connell, 2005). Fatherhood has
shifted over the past few decades from primarily being a
breadwinner for the family to being a father who is more
involved with their family and children (Marsiglio & Roy,
2012). Hence, the participants in the study who strongly
adhered to traditional masculine norms may find it difficult
to transition to an egalitarian fatherhood and, hence, may
experience high levels of MGRS.

The findings from the current study also suggested
that sleep disturbances increased mental distress in
fathers during the perinatal period. Sleep disturbance as a
risk factor for paternal perinatal mental distress is unsur-
prising. During the first few weeks after birth, parents
must adjust their sleep pattern to accommodate their baby
and parents may experience sleep disturbances such as
poor sleep quality, interrupted sleep or no sleep at all
which may result in potential mood disorders such as
depression and anxiety (Mayers & Baldwin, 2006; Saxbe
et al., 2016). Low quality of sleep and fatigue in fathers
has also been linked with postpartum depression (Hall
et al., 2017; Saxbe et al., 2016). However, a dearth of
studies has explored this link in fathers in the perinatal
period. Including fathers in the field of postpartum sleep
study is important as they are not only at the risk of devel-
oping depressive symptoms, but sleep disturbance may
also adversely affect their day-to-day interactions with
their family (Kalogeropoulos et al., 2021).

In concordance with previous research, maternal
depression was identified as a risk factor for paternal

perinatal distress in the current study (Ansari et al., 2021).
Existing literature suggests that depression affects not
only the person but also the people living with them
(Goodman, 2004). When mother suffers from anxiety or
depression, the father is likely to be affected (Thiel et al.,
2020). It is pertinent to point out that only two partici-
pants reported their partners as depressed in the qualita-
tive phase of the current study. It is possible that other
participants may have missed signs of anxiety and depres-
sion in their partners. Fathers’ inability to recognize the
signs and symptoms of maternal depression has been
documented in the literature (Henshaw et al., 2016;
Letourneau et al., 2011). Being oblivious to maternal
mental health may result in worsening of the mothers’
symptoms in future and contribute to mental distress of
fathers during the perinatal period (Ng et al., 2021).

Both qualitative and quantitative analysis suggested
that marital distress was identified as a risk factor for
paternal perinatal depression and anxiety. Research sug-
gests that perinatal period is a very crucial period for new
parents as many couples report a decline in their relation-
ship following childbirth (Da Costa et al., 2019). Decline
in spousal relationship also means decline in social sup-
port from spouse, which may be detrimental for fathers’
mental health as often their primary social support is their
partner or spouse (Garfield & Isacco, 2009). This decline
in marital relationship and social support can be exacer-
bated if the mother is depressed. The onset of maternal
depression often leads to the transition of fathers taking
more child care and domestic duties in addition to main-
taining their roles as breadwinners (Ierardi et al., 2019). A
combination of all these factors may lead to fathers expe-
riencing mental distress in the perinatal period.

The analysis of the qualitative data suggested that the
conflict between work and family responsibilities is a
contributing factor for paternal perinatal anxiety and
depression. Interesting, when separating the conflict
between work and family into work—family conflict
(family conflict caused by work) and family—work con-
flict (work conflict caused by family responsibilities) in
the quantitative analysis, only family—work conflict was
a significant, positive predictor for paternal perinatal anx-
iety and depression. Although the changing socio-politi-
cal environment of the world has seen an increase in the
almost equal distribution of men and women in the work-
force (Huffman et al., 2014), men are more likely to be
engaged in paid work during the perinatal period. This
reinforces the expectations of fathers being a breadwin-
ner while shedding light on the gendered expectations
related to work and family. According to traditional mas-
culine gender norms, fathers who identify with traditional
gender roles may place more expectations in their work
responsibilities than their home responsibilities and often
experience work—family conflict (Zhao et al., 2020).
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They might accept the family conflict caused by work
responsibilities, but not the work conflict caused by fam-
ily responsibilities. During the perinatal period, the
increasing responsibilities for men are likely to lead to
reduction of their work responsibilities. This may chal-
lenge their masculine identity and make them feel unsuc-
cessful or incompetent in their work domain, which, in
turn, leads to their mental distress (Kido et al., 2020; Koh
etal., 2014).

The qualitative but not the quantitative analysis of the
data indicated that unplanned pregnancy was a risk factor
for paternal perinatal depression and anxiety. A reason for
this could be that the sample size of qualitative data was
very small and most of the participants had unplanned
pregnancy. Within the qualitative data, unplanned preg-
nancy as a risk to perinatal mental health was expressed in
terms of financial distress due to unpreparedness by par-
ticipants. An unplanned pregnancy can be stressful for
fathers if they did not have sufficient time to prepare for
increase in expenses (Chhabra et al., 2020). The financial
stress due to unpreparedness is likely to be experienced by
fathers who are from low socio-economic group and do
not have full-time jobs. The traditional gender roles which
portray men as the main financial provider for the family
may further cause distress in fathers with the unplanned
pregnancy due to their perception of not meeting the
expectations of other males (financially strong; Arrindell,
2005; Paredes & Parchment, 2021). Also, the pool of par-
ticipants in the qualitative study consisted of five part-
time working fathers and one unemployed father,
accounting to 46% of the sample. Thus, it is possible that
within this unequal presentation of low socio-economic
fathers, the financial stress due to unplanned pregnancy
was magnified. Whereas 54% of the participants in the
quantitative study were working full-time and 65.7% of
the participants were within the middle to high-income
bracket. Therefore, it is possible that even though some of
these participants experienced stress associated with
unplanned pregnancy, their full-time job, and secure
income provided them with financial reassurance.

It is also important to mention that the preliminary
analysis suggested high prevalence of depression, anxi-
ety, and mental distress in the current sample when apply-
ing the cut-off scores of 10 and more for perinatal
depression, 6 for mental distress, and 4 or more for anxi-
ety (EPDS 3A) in Australian fathers (Massoudi et al.,
2013; Matthey et al., 2001, 2003, 2020). Several factors
may attribute to the higher prevalence of distressed
fathers in the current study. First, applying the cut-off
scores of depression and mental distress as suggested in
Matthey et al.’s (2001) study to the current study, there is
a gap of more than 20 years between the studies. In the
last 20 years, changes within the socio-economic envi-
ronment such as higher level of work demands, higher

living costs, increased house pricing, etc., may contribute
to higher level of challenges to new fathers today. Second,
the majority of the data collection for this study was dur-
ing the period when Australia was going through its first
and second wave of coronavirus disease 2019 (COVID-
19) infections. The timing of the study may be an influ-
encing factor as the psychological impact of the
COVID-19 pandemic is likely to be more intense at the
beginning of the pandemic due to the lack of information
and knowledge about the disease (Alyami et al., 2021).
Furthermore, social isolation during COVID-19 has also
been identified as a contributing factor to perinatal
depression in women (J. Li, 2021). The combination of
public fear due to sudden shutdown of services (health,
entertainment, etc.), lockdowns, social isolation, lack of
social support from family and friends due to restrictions
during COVID-19, and the fear of infection and losing
loved ones may collectively contribute to mental distress
or exacerbate symptoms of anxiety and depression in
fathers during the perinatal period. Moreover, financial
distress due to loss of job or reduced working hours dur-
ing COVID-19 may also contribute to higher mental dis-
tress in fathers, especially those who strongly adhere to
masculine gender role (e.g., breadwinner). The high prev-
alence levels of depression, mental distress and anxiety
suggest that the cut-off scores for father in the literature
may not be applicable in the time of a public health crisis.
Consequently, the generalization of the prevalence in the
current study must be applied with a great level of
caution.

In this mixed-methods study, the qualitative and quan-
titative data provide convergent and discriminant results
of risk factors for paternal perinatal mental health. This
empirical study has valuable clinical implications. The
current study demonstrated that fathers may not necessar-
ily share the same risk factors for perinatal depression
and anxiety as mothers. This is of great clinical signifi-
cance. If clinicians are unaware of the risk factors that are
unique to the fathers, they may misdiagnose or underdi-
agnose fathers with perinatal depression and anxiety. This
can be detrimental not only to the father himself, but his
family as well. The results from this study present a
unique opportunity to develop father-specific diagnostic
and intervention tools which will be the key for early
detection and treatment of paternal perinatal depression
and anxiety.

This study has several limitations. First, the study was
available only to male participants. Hence, maternal
depression was assessed using participants’ response to the
question related to their partner’s mental health. Second,
paternal perinatal depression and anxiety were assessed
using EPDS. EPDS is the most common tool used to assess
perinatal depression and anxiety in women (Philpott &
Corcoran, 2018). Although it has been validated to
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measure depression and anxiety in men (Matthey et al.,
2013), caution should be exercised when interpretating the
results. Masculine gender norms may also come into play
as to how men express depression (violence, anger, sub-
stance abuse; Chhabra et al., 2020), and thus, EPDS may
not fully capture these symptoms. Third, the participants
for quantitative phase of this study were recruited online.
As this was an anonymous survey, it provides limited
opportunity to collect detailed information about the par-
ticipants, making it difficult to know how generalizable the
findings are. Last, the current study is a cross-sectional
study, which limits the understanding of how depressive
symptoms change over time and is unable to test the causal
relationship between the risk factors and EPDS. Despite
these limitations, the findings from this study provide a
foundation for future studies to engage in research about
the risk factors for depression and anxiety in men during
perinatal period. The study should be replicated in future to
determine whether these findings are generalizable to
fathers outside Australia.

Conclusion

In conclusion, this mixed-methods study fills an impor-
tant gap in the literature and suggests that fathers during
the perinatal period should be screened for anxiety and
depression within a clinical setting. Fathers share cer-
tain risk factor such as maternal depression, marital dis-
tress, unplanned pregnancy with mothers during the
perinatal period. Although work—family conflict has
been identified as a risk factor for maternal perinatal
mental distress, in fathers it has shown to affect their
mental distress due to underlying gendered context.
MGRS a unique risk factor to men during perinatal
period was found to be the most significant predictor of
paternal perinatal anxiety and depression and hence,
should be examined closely in future studies. Clinicians
in medical and family settings should be made aware
that men with dominant masculine norms may express
depressive symptoms differently and are less likely to
seek medical treatment and counseling (Chuick et al.,
2009). Finally, sleep disturbance was a novel risk factor
identified in this study. But it was one of the most com-
mon risk factors reported by interview participants and
showed significant associations with EPDS, and thus
should be examined more closely in future research.
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