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Abstract

Purpose The primary objective of this study was to report
on the occurrence of mental health difficulties for a large
national sample of Australian fathers of children aged
0-5 years (n = 3,471). Secondary objectives were to
compare fathers’ mental health against normative data for
the general male adult population, and to examine the
course of mental health problems for fathers across the
early childhood period.

Methods Secondary analysis of data from the infant
cohort of the Longitudinal Study of Australian Children at
three waves when children were 0—12 months, 2-3 and
4-5 years. Comparative data on the prevalence of psy-
chological distress in the Australian adult male population
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sourced from the National Survey of Mental Health and
Wellbeing.

Results  Approximately nine per cent of fathers reported
symptomatic or clinical psychological distress at each
wave, as measured by the Kessler-6. Approximately 30 %
reporting distress at wave 1 continued to report distress at a
similar or worse level across waves 2 and 3. Fathers not
living with their children also had high rates of distress
(14 % at wave 1 and 10 % at wave 2). Finally, fathers in
the present study had 1.38 increased odds (95 % CI
1.12-1.69) for psychological distress compared with the
Australian adult male population.

Conclusions Fathers are at risk of experiencing postnatal
mental health difficulties, which may persist across the
early childhood period for some fathers. The results sug-
gest routine assessment of fathers’ wellbeing should be
undertaken in the postnatal period with mental health
interventions and support provided across the early child-
hood period.

Keywords Fathers - Postnatal - Distress - Depression

Introduction

Fathers’ mental health across the early parenting years has
been associated with their children’s development and
wellbeing [1-6]. Yet our understanding of fathers’ mental
health during this period is limited. Estimates of the
prevalence of mental health problems in the first year fol-
lowing the birth of a child vary considerably; for depres-
sion they range from 1 to 25 % [5, 7, 8], with a recent
meta-analysis of 43 studies reporting a meta-estimate of
10.4 % [9]. For anxiety disorders, estimates range from 10
to 17 % [10-12]. It is not clear whether these rates differ
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from those for men in the general adult male population,
and little is known about how they vary within the popu-
lation and over time. To identify when and with whom
early interventions may be required, the following ques-
tions need to be addressed: What is the prevalence of
mental health problems in fathers of young children? Does
this differ from the prevalence of mental health problems
for men generally? Does the prevalence vary by family
living arrangements? What is the persistence of these
problems over time? The current study addresses these
questions using data from a large national sample of
Australian fathers participating in the Longitudinal Study
of Australian Children (LSAC) at three time points from 0
to 5 years after the birth of a child.

There is some evidence from Australian studies that
fathers’ psychological distress increases across the first
year postpartum [13, 14]. One study found the proportion
of fathers in the clinical range on the Edinburgh Postnatal
Depression Scale (EPDS) increased from 2.8 % at 6 weeks
postpartum to 3.2 % at 12 weeks, and 4.7 % at 12 months
[13]. A similar trend with slightly lower rates was docu-
mented in another study which found that 1.9 % of fathers
scored in the clinical range on the EPDS at 3 months,
increasing to 2.1 % at 6 months and 2.3 % at 12 months
postpartum [14].

While these studies provide important information about
fathers’ mental health during this first year, little is known
about the progression of mental health difficulties beyond
the postnatal period. In particular, it is unknown what
proportion of fathers go on to have sustained, and poten-
tially more serious, mental health difficulties beyond the
early postnatal period.

The mental health of fathers who are not living with
their children is an especially neglected area. Results from
the few studies in this field show that fathers living apart
from their children report more social and psychological
difficulties than other fathers [15-17]. For instance, in a
New Zealand study of 498 fathers in their mid 20 s, those
living only some or none of the time with their children
reported a lower threshold for negative emotions such as
fear and anger, more anxiety symptoms++-, and greater
alcohol or marijuana use than fathers living full-time with
their children [16]. In a more recent North American study
of 2,716 fathers of infants, the highest rates of depression
were reported by fathers not living with their children [17].
Twenty per cent of separated or divorced fathers and 12 %
of those who were romantically involved but not living
with the child’s mother were depressed compared with
7-9 % of those in married or cohabiting relationships.
Thus, studies that only examine fathers living in married
and cohabiting relationships may substantially underesti-
mate the true prevalence of mental health difficulties in the
broader population of fathers.

@ Springer

Another important consideration is the selection of
assessment tools used to measure fathers’ mental health. It
has been argued that men tend to under-report symptoms
when assessed by diagnostic interviews or self-report
measures specifically targeting depression [18, 19]. Aus-
tralian studies have shown that general measures of psy-
chological distress (e.g. the General Health Questionnaire)
yield higher reports of difficulties by fathers than specific
symptom measures of depression (i.e. EPDS, Beck
Depression Inventory) [14, 20]. Thus, it has been argued
that general symptom measures of stress, anxiety and
depression may provide a more accurate picture of fathers’
mental health than depression-specific measures [13].

The primary aim of the current study was to identify the
occurrence of mental health difficulties for a large sample of
fathers participating in the LSAC across three time points
when their children were aged 0-1, 2-3 and 4-5 years.
Fathers’ mental health is assessed using the Kessler-6 scale,
a general measure of psychological functioning that mea-
sures depressive, anxiety and stress symptoms. The study
reports on the mental health of fathers who live with their
child and those who live elsewhere and compares the
mental health of fathers in the current study against nor-
mative data for the general male adult population using the
2007 Australian National Survey of Mental Health and
Wellbeing (NSMHWB) [21]. Finally, it examines the
course of fathers’ mental health problems across the post-
natal and early childhood period.

Methods
Study design and sample

This paper uses data from waves 1 (2004), 2 (2006), and 3
(2008) of the nationally representative LSAC infant cohort.
Study design and sample information are detailed else-
where [22]. LSAC employed a two-stage clustered sample
design. Approximately 10 % of all Australian postcodes
were selected (stratified by state of residence and urban vs.
rural status). A sample of children proportional to popu-
lation size was then randomly selected from each postcode
using the Medicare database, which includes over 90 % of
all Australian infants. The infant cohort consisted of 5,107
children aged 3—12 months at wave 1 (54 % response rate),
4,606 2-3 year olds at wave 2 (90 % retention from wave
1) and 4,386 4-5 year olds at wave 3 (86 % retention from
wave 1).

Compared with the Australian population, children with
more highly educated parents were over-represented (by
10 %), while single-parent, non-English speaking families
and those living in rental properties were slightly under-
represented. There was slightly lower retention to wave 2
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for children with less highly educated parents, from non-
English speaking backgrounds, or living in rental proper-
ties [23], and to wave 3 for children who were Indigenous,
living in a less prosperous family, with less highly educated
parents, with non-English speaking primary carers, or liv-
ing in rental properties [24].

The sample for the current analyses was biological fathers
of children enrolled in the LSAC infant cohort for whom self-
report mental health data were available. At wave 1, LSAC
data collection was restricted to fathers who were residing
with the child as either the primary or the secondary carer. The
primary carer was the parent-figure in the household identified
has having the greatest day-to-day responsibility for the
child’s care. Resident fathers who were identified as primary
carers of the child were similar to secondary carers on all key
measures apart from work hours and income. Therefore, pri-
mary and secondary carers’ data were combined and referred
to as “resident fathers”. At waves 2 and 3, data were also
collected from fathers who were not resident in the same
household as the child.

For resident fathers who were secondary carers at waves 1,
2 and 3, mental health data were collected by self-report
questionnaire, left behind in the home after the study child’s
mother had completed a face-to-face interview. These were
either mailed back or collected by the interviewer at a later
date. For primary carer fathers these data were collected on a
self-complete questionnaire administered during the face-to-
face interview. Questionnaire response rates ranged from 71
to 85 % across the three waves, with over 90 % of responding
fathers providing complete mental health data [25].

Data were collected from non-resident fathers at waves
2 and 3 only. Mothers were asked to provide the contact
details for non-resident fathers who had at least yearly
contact with the study child. At wave 2, these fathers were
sent a mail-out questionnaire, of which 24 % were returned
[23], with 77 % providing complete mental health data. To
redress the poor wave 2 response rate, telephone interviews
were conducted with non-resident fathers at wave 3. This
resulted in a 67 % response rate [24], with 70 % providing
complete mental health data.

The available samples for the analyses were 3,471 resident
fathers at wave 1; 3,075 resident fathers, and 90 non-resident
fathers at wave 2; and 2,679 resident fathers and 255 non-
resident fathers at wave 3. A subset of resident fathers
(n = 2,079) with complete self-report data on the mental
health measure at all waves was identified for the analysis of
persistent psychological distress in the study population.

To examine the effects of missing mental health data
(which ranged across waves and samples from 10 to 30 %),
included fathers were compared on a range of socio-
demographic variables with those excluded due to missing
mental health data. Substantial differences were observed.
Greater proportions of included fathers had completed year

12 at school, spoke English at home and worked full-time
or long full-time hours than excluded fathers. Included
fathers also earned more than excluded fathers. These
differences remained even when non-resident fathers were
excluded from the comparisons (data available upon
request).

Measures
Mental health

Fathers’ mental health was assessed using the Kessler-6
(K6) [26]. This screening tool provides a global measure of
psychological distress in the past 4 weeks based on par-
ticipants’ reports of the extent to which they have experi-
enced symptoms of feeling nervous, hopeless, restless or
fidgety, extremely sad, worthless and that everything was
an effort. The six items are rated on a five-point scale
(0 = “None of the time” to 4 = “All or most of the time”)
and summed to give a total score of 0-24, with higher
scores indicating greater psychological distress. A scaled
score was calculated for fathers who were missing no more
than two items. The K6 has been used in several national
surveys [27] due to its brevity, strong psychometric prop-
erties and ability to identify serious mood and anxiety
disorders against DSM-IV criteria with high specificity
(0.96) and robust total classification accuracy (0.92) [28].

Consistent with other Australian studies [29, 30], two
cut points were used to describe the level of severity of
distress. The symptomatic cut point was defined as a score
of 8 or more, indicating significant psychological distress.
The more stringent clinical cut point was defined as a score
of 13 or more, indicating probable clinical diagnosis of a
mental health condition.

Socio-demographic characteristics

The following socio-demographic characteristics were used:
education level (below year 12; year 12 and above),
employment status (unemployed/not in the labour force; part-
time work; full-time work; long full-timework), weekly
income, language other than English spoken at home
(yes; no), Aboriginal and Torres Strait Islander status (yes;
no), Socio-Economic Indexes for Area (SEIFA) (index of
neighbourhood disadvantage). Employment status and
income data were available for non-resident fathers at wave 3
only.

Comparative data from the National Survey of Mental
Health and Wellbeing

Comparative data on the prevalence of psychological dis-
tress in the Australian adult male population were sourced
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from the National Survey of Mental Health and Wellbeing
(NSMHWB). This is the only nationally representative
sample of Australian adult males with mental health data to
which LSAC data on fathers’ mental health could be
compared. The NSMHWB was conducted by the Austra-
lian Bureau of Statistics (ABS) in 2007 and information
collected from 8,841 Australians aged 16-85 years living
in private dwellings using a stratified multi-stage area-
based design. Full survey details have been published
elsewhere [31-33]. The survey included a range of mea-
sures of mental health including the Kessler 10 from which
the Kessler 6 score was derived considering the common
subset of questions.

Statistical analysis

The analysis of the NSMHWB and comparisons of LSAC
and NSMHWB data were conducted in SAS 9.2 (SAS
Institute Inc., Cary, North Carolina, 2008). All other
analyses were conducted using the survey method proce-
dures in Stata 11.0 (Statacorp, College Station, Texas,
2009). For LSAC analyses, descriptive statistics and
comparisons were weighted to account for the complex
survey design and non-response, and first-order Taylor
linearization was used to obtain estimates of standard
errors taking account of the sampling design. For
NSMHWRB, standard errors were calculated using Jack-
knife estimation using the provided replicate weights to
account for the complex survey design.

Unpaired ¢ test and Chi-square analyses were used
to explore differences in the socio-demographic char-
acteristics between resident- and non-resident fathers at
each wave. The prevalence of mental health difficulties
at each wave was estimated with 95 % confidence
intervals using the proportions of fathers with K6
scores indicating no distress (0-7), within the symp-
tomatic range (8—12) and in the clinical range (13-24).
Chi-square analyses were used to explore differences
in the proportions of resident- and non-resident fathers
in the three groups.

The prevalence of mental health difficulties among
LSAC fathers was compared with the estimated prevalence
in the Australian adult male population using data from the
NSMHWB. Fathers from LSAC and men from the
NSMHWB were grouped by age (16-29; 30-39; 40-49;
>50) and SEIFA quintile, and the proportions of individ-
uals in the symptomatic and clinical ranges (K6 score 8—12
and 13-24) were estimated for each group. A logistic
regression analysis was used to explore differences
between LSAC and the NSMHWB in the proportions of
individuals above the symptomatic and clinical cut points,
whilst also taking into account SEIFA quintile and age-

group.
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Finally, the course and persistence of psychological
distress for fathers was examined using LSAC resident
fathers with complete data across all three waves. Pro-
portions were estimated of fathers with psychological dis-
tress across multiple data collection waves, and for those
with symptoms at waves 2 or 3, according to their symp-
toms at previous waves.

Results

Socio-demographic characteristics of fathers
participating in LSAC

Socio-demographic characteristics of the included resident
(waves 1, 2 and 3) and non-resident fathers (waves 2 and 3)
are shown in Table 1. Non-resident fathers were more
socio-economically disadvantaged than resident fathers.
They were more likely to have failed to complete year 12,
be unemployed, have lower incomes and live in a disad-
vantaged neighbourhood. Non-resident fathers were also
more likely to be Indigenous than resident fathers.

Father mental health across the three waves

Proportions of fathers with a K6 score in the symptomatic
(K6 score 8—12) and clinical (K6 score 13-24) ranges are
shown in Table 2. For resident fathers, the proportions in
these two groups were similar across the waves of data
collection. For non-resident fathers, a greater proportion
were in the symptomatic and clinical ranges; however,
given the low response rates, relatively small sample size
and the wide confidence intervals for the non-resident
fathers group, the statistical significance of this difference
could not be reliably ascertained.

Comparisons with NSMHWB data on prevalence
of mental health difficulties in study population

The proportions of fathers in LSAC and men in the
NSMHWB with psychological distress are shown in
Table 3 by age and neighbourhood disadvantage (SEIFA).
The logistic regression analysis (Table 4) shows that after
taking into account age grouping and SEIFA, LSAC fathers
had 1.38 increased odds (95 % CI 1.12-1.69) for psycho-
logical distress compared with men in the NSMHWB.
While not a focus of the current study, the regression also
showed a clear linear gradient for psychological distress by
neighbourhood disadvantage. Across both study samples,
men from the most disadvantaged neighbourhoods had
1.73 increased odds (95 % CI 1.26-2.37) for psychological
distress compared with men from the most advantaged
neighbourhoods.
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Table 1 Demographic characteristics for resident and non-resident fathers at wave, wave 2, and wave 3

Wave 1 Wave 2 Wave 3
Resident® (%) Resident® (%) Non-resident® (%) p Resident® (%) Non-resident® (%) p
n = 3,471 n = 3,075 n =90 n = 2,679 n =255
Education level: year 12 and 60.9 62.7 44.9 0.001 629 46.3 <0.001
above
Employment status
Unemployed/not in the labour 5.6 4.6 n/a n/a 43 11.4 <0.001
force
Work part-time (1-34 h/week) 7.3 5.7 n/a n/a 6.0 9.0 0.055
Work full-time (35-44 h/week) 36.9 39.1 n/a n/a 36.0 39.2 0.305
Work long full-time 50.3 50.6 n/a n/a 53.7 40.4 <0.001
(45+ h/week)
Language other than 10.6 10.8 7.9 0.378 9.7 7.8 0.345
English at home
Aboriginal or Torres Strait 1.4 1.2 3.4 0.079 1.1 4.7 <0.001
Islander
SEIFA
1 Least disadvantaged 224 21.0 10.0 0.011 233 8.2 <0.001
2nd quintile 18.3 20.9 14.4 0.135 20.2 16.9 0.203
3rd quintile 20.1 19.9 18.9 0.811 22.0 22.7 0.801
4th quintile 224 18.8 24.4 0.178 17.1 25.1 0.001
5 Most disadvantaged 16.8 19.4 322 0.002 174 27.1 <0.001
Weekly income from 1,021.7 1,246.0 n/a n/a 1,492.6 1,058.1 <0.001
all sources’ (749.0) (877.4) (1,206.9) (638.1)
Age last birthday" 31.6 (5.0 34.0 (4.8) 34.7 (7.7) 0.390 36.1 (4.8) 36.9 (7.2) 0.107
Age of child in months 8.8 (2.5) 33.8 (2.8) 343 (2.3) 0.078 57.4 (2.7) 57.9 (3.0) 0.017

n/a not available
* Sample size ranged from 3,431 to 3,471 due to missing data
° Sample size ranged from 2,989 to 3,075 due to missing data

¢ Sample size ranged from 89 to 90 due to missing data

4 Sample size ranged from 2,583 to 2,679 due to missing data
¢ Sample size ranged from 250 to 255 due to missing data

f Mean (SD)

Table 2 Prevalence of psychological distress in fathers at wave 1, wave 2, and wave 3

Psychological distress Wave 1 Wave 2 Wave 3
Resident Resident Non-resident Resident Non-resident
n = 3,471 n = 3,075 n=90 n=2,679 n = 255

%o O5%CIH % O5%ChH % 95 %CI) % O5%CI) % (95 % CI)

No distress 90.3 (89.2-91.4) 91.8 (90.7-92.8) 82.5 (72.7-89.3) 90.2 (88.8-91.5) 86.2 (80.8-90.3)
Symptomatic range (K6 score 8-12) 7.8 (6.8-8.8) 6.8 (5.8-7.8) 13.8 (7.8-23.1) 7.6 (6.5-8.9) 104 (6.8-15.6)
Clinical range (K6 score 13-24) 19 (1.4-2.5) 14 (1.0-1.9) 37 (1.2-107) 22 (1.6-2.9) 34 (1.8-6.1)

Prevalence of persistent mental health problems in the postnatal period (wave 1). Of these, 47.1 % were

distressed at wave 1 only, reflecting fathers with psycho-
The persistence of psychological distress across waves is  logical distress which then resolved over time; 34.5 %
shown in Table 5. Overall, 17.3 % of fathers had a K6  stayed above the cut points at least into wave 2, reflecting
score above the symptomatic or clinical cut points at one or ~ fathers with a history of recurring periods of or sustained
more waves. Half (50.3 %) reported psychological distress  psychological distress; and 18.4 % were above the cut
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Table 3 Prevalence of psychological distress in LSAC fathers and NSMHWB men

Age group NSMHWB SEIFA quintile Symptomatic range (K6 score 8-12) Clinical range (K6 score 13-24)
LSAC fathers® (%) NSMHWB men® (%) LSAC fathers® (%) NSMHWB men® (%)
<30 years 1 Least disadvantaged 12.4 (2.3-22.6) 6.2 (2.2-10.3) - 0.4 (0.0-1.1)
2 6.2 (1.0-11.4) 1.9 (0.1-3.7) 3 (0.0-6.2) 1 (0.0-3.2)
3 5.9 (3.2-8.6) 5.6 (1.1-10.3) 2.7 (0.8-4.7) 0.6 (0.0-2.0)
4 9.3 (5.5-13.2) 2.8 (0.8-5.0) 2.8 (0.8-5.0) 2.5 (0.0-5.6)
5 Most disadvantaged 4.5 (0.0-10.9) 7.1 (0.0-14.4) - 1.6 (0.1-3.3)
30-39 years 1 Least disadvantaged 6.4 (3.4-9.4) 5(1.1-8.9) 0.9 (0.0-1.9) -
2 7.5 (5.5-9.6) 6.8 (0.1-13.5) 1.3 (0.4-2.3) 2.8 (0.0-6.8)
3 8.4 (5.6-11.3) 2.6 (0.0-5.6) 1.7 (0.7-2.8) 1(0.0-2.4)
4 7.9 (5.9-10.1) 4.7 (0.4-9.0) 2 (0.9-3.2) 3.4 (0.1-6.8)
5 Most disadvantaged 5 (1.8-8.2) 12 (4.4-19.8) 3.1 (0.1-6.2) 1.5 (0.0-3.7)
40-49 years 1 Least disadvantaged 12.3 (5.9-18.9) 2.7 (0.5-5.0) 1.8 (0.0-5.3) 0.5 (0.0-1.6)
2 6.1 (1.9-10.4) 5.9 (1.0-10.9) 4 (0.5-7.6) 1.6 (0.0-3.5)
3 12.2 (7.4-17.1) 3.6 (0.9-6.5) 1.7 (0.0-3.7) 0.1 (0.0-0.6)
4 12.5 (6.7-18.3) 10.2 (1.8-18.7) 2.2 (0.1-4.5) 9.7 (0.0-21.5)
5 Most disadvantaged - 4.7 (0.5-9.1) - 5.9 (0.5-11.3)
>50 years 1 Least disadvantaged 9.7 (0.0-25.3) 3.7 (1.0-6.5) - 1.3 (0.0-3.3)
2 - 2.1 (0.5-3.8) - 1 (0.0-2.2)
3 18.6 (0.0-49.8) 3.8 (1.2-6.4) - 1.7 (0.0-3.9)
4 9.1 (0.0-20.7) 4.2 (1.3-7.2) - 2.3 (0.6-4.0)
5 Most disadvantaged - 5.4 (2.9-8.0) - 2.3 (0.8-3.9)

# Biological fathers: in the symptomatic (n = 341) and clinical (n = 63) ranges

® NSMHWB men: in the symptomatic (n = 274) and clinical (n = 76) ranges

Table 4 Odds ratios and (95 %) Cls of experiencing psychological
distress (K6 score 8-24), by data source, SEIFA quintile and age

group

OR (95 % CI) p

Data Source (c.f. NSMHWB)

LSAC 1.38 (1.12, 1.69) 0.002
Age group (c.f. 31-29 years)

<30 years 1.43 (1.13, 1.81) 0.003

40-49 years 0.79 (0.60, 1.05) 0.100

50+ years 0.95 (0.76, 1.20) 0.674
SEIFA quintile (c.f. Quintile 1, most advantaged)

Quintile 2 1.01 (0.75, 1.36) 0.955

Quintile 3 1.23 (0.92, 1.63) 0.157

Quintile 4 1.44 (1.10, 1.89) 0.009

Quintile 5 (most disadvantaged) 1.73 (1.26, 2.37) 0.001

points at waves 1 and 3, reflecting fathers with recurring
periods of psychological distress that were not sustained
consistently over time. Of fathers reporting symptomatic
or clinical distress at any wave, 49.7 % reported distress
only at waves 2 and/or 3, reflecting fathers who were not
distressed during the child’s infancy period, but who

@ Springer

experienced one-off or recurring symptoms of distress in
the following years.

The persistence of K6 scores within the symptomatic
and clinical ranges from wave 1 into wave 2 and wave 3
are shown in Table 6. Only 30.4 % of fathers who were
within the symptomatic range at wave 1 were also in the
symptomatic or clinical ranges at wave 2. In contrast, more
than half (53.5 %) of the fathers who were in the clinical
range at wave 1 were also in the symptomatic or clinical
ranges at wave 2. In addition 60 % of fathers who were
above either cut point at both waves 1 and 2 experienced
symptomatic or clinical distress into wave 3. This was in
contrast with <30 % of fathers in the symptomatic or
clinical ranges at either wave 1 or wave 2 only.

Discussion

This study is the first to report on the mental health of a
large national sample of Australian biological fathers
across the early childhood period from their child’s birth to
age 4-5 years. While the majority of fathers reported good
overall mental health, approximately ten per cent of resi-
dent fathers reported psychological distress during the
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Table 5 Persistence of psychological distress (K6 score 8—24) in resident biological fathers across waves

Timing of distress Wave(s) Proportion of all fathers Proportion of Proportion of those
those above symptomatic above symptomatic
cut point at any wave cut point at wave 1
n = 2,079 n = 345 n=174
% (95 % CI) % (95 % CI) % (95 % CI)
Early infancy period only 1 4.1 3.3-5.1) 23.7 (19.3-28.5) 47.1 (38.9-54.9)
Extended beyond early infancy 1+20rl14+2+4+3 3.0 (2.3-3.9) 17.3 (13.5-21.9) 34.5 (27.2-42.3)
Mixed 1+3 1.6 (1.1-2.5) 9.2 (6.4-13.9) 18.4 (12.9-26.7)
Late onset 2,3,0or2+3 8.6 (7.3-10.0) 49.7 (44.2-55.0) -
No distress 1+2+3 82.7 (80.8-84.5) - -

Table 6 Proportions of fathers
with no distress, in the
symptomatic range, and in the

No distress In the symptomatic range

(% with K6 score 8-12)

In the clinical range
(% with K6 score 13-24)

clinical range into waves 2 and
3 (n=2,079)

Distress at wave 1

No distress
* Above the symptomatic or
clinical cut points at wave 1;
no distress at wave 2

In the symptomatic range
In the clinical cut point

. Distress across waves 1 and 2
® No distress at wave 1; above

symptomatic or clinical cut
points at wave 2

No distress
Resolved®
¢ Above symptomatic or Late onset”
clinical cut points at both wave
1 and wave 2

Persistent®

Distress at wave 2

94.9 4.6
69.6 23.0
46.5 31.7
Distress at wave 3

95.5 3.8
71.3 22.5
70.3 20.1
41.3 41.5

0.5
7.4
21.8

0.7
6.3
9.6
17.3

postnatal period (wave 1), consistent with estimates of
postnatal depression reported in previous studies [34]. The
proportions of resident fathers reporting distress was also
similar across the three waves, highlighting that mental
health difficulties extend beyond the postnatal period of
fatherhood.

Importantly, this study also reported on the mental
health of fathers not living with their children, who rep-
resented a small proportion of all LSAC fathers at waves 2
(n =90, 2.9 %) and 3 (n = 255, 9.5 %). Rates of symp-
tomatic and clinical distress among these fathers were high
at approximately 17 and 14 % at waves 2 and 3, respec-
tively. Although it was not possible to make comparisons
between fathers living and not living with their children
due to the small sample of non-resident fathers in the
present study, these findings are generally consistent with
previous research [16, 17, 35] suggesting that fathers who
are not living with their children are at particular risk of
mental health difficulties in the early childhood period.

A range of factors unique to non-resident fathers may
influence their mental health such as conflict with the
child’s other parent and parenting difficulties. Several
studies have documented an association between parenting
and psychological distress for non-resident fathers.
Divorced fathers report higher parental role strain than
married fathers, with this strain predicting increased

psychological distress [36]. Higher parental involvement is
also positively associated with wellbeing for divorced but
not for married fathers [37]. Non-resident fathers who
engage with their children on a mainly recreational basis
may be at particular risk of distress, as these fathers report
less satisfaction with their parenting roles [38]. Further
research with larger, representative samples of non-resident
fathers is needed to explore how factors such as inter-
parental conflict and parenting roles impact on their mental
health.

The second aim of this study was to compare the rate of
psychological distress for LSAC fathers with rates in the
general male adult population using normative data from
the National Survey of Mental Health and Wellbeing
(NSMHWB). Rates of psychological distress were higher
for fathers in the LSAC study with infants (at wave 1) than
for men in the NSMHWRB. Despite the limitations imposed
by differences in the studies, these findings provide an
indication that the postnatal period may be a time of
increased risk for mental health difficulties in men. As the
birth of a baby can result in profound changes to lifestyle
and recreation, sleep patterns, couple relationships and
identity [14], it is not surprising that adjustment difficulties
may arise for fathers at this time. Even for fathers with
other children, a new baby often results in increased
demands associated with infant care, sleep disruption and

@ Springer



WIT.0009.001.0040

Soc Psychiatry Psychiatr Epidemiol

the need to renegotiate the balance between work, parent-
ing, family roles and responsibilities.

While these are normal and expected challenges, some
fathers may be particularly vulnerable to psychological
distress at this time. A small but growing body of research
has shown greater risk of postnatal depression among
fathers with a past history of depression, who have a
partner with mental health difficulties, who are experi-
encing relationship difficulties, and/or who have a child
with a difficult temperament [6, 9, 20]. It is likely that
many other factors (such as sleep deprivation and fatigue,
limited social and professional supports, and employment
related factors) may contribute to mental health difficulties
at this time, and further research in this area is needed.

Finally, the course and persistence of psychological
distress for fathers across the early childhood period was
examined using data from fathers who lived with their
children across all three waves. It was found that postnatal
psychological distress had resolved by wave 2 for
approximately two-thirds of fathers scoring in the symp-
tomatic range and for approximately half the fathers scor-
ing in the clinical range at wave 1. This is further evidence
that for some fathers the postnatal period is a significant
time of increased risk and that many fathers may experi-
ence a short period of significant distress as they adjust to
the life changes brought about by the addition of a new
baby to the family. However, we also found that 9 % of
fathers experienced late onset psychological distress (dis-
tress which commenced after wave 1), indicating that being
a parent to a younger child, not just in infancy, represents
an increased risk of psychological distress.

Mental health difficulties can be persistent and unre-
lenting for some fathers. Of the resident fathers who
reported symptomatic postnatal psychological distress,
approximately 30 % reported continued distress at a simi-
lar or worse level over time. The persistence of distress was
greater for resident fathers scoring in the clinical range,
with 40-60 % reporting continued distress at waves 2 and
3. Given these large proportions with persistent distress,
research is needed to identify factors influencing the
adjustment process that follows the postnatal period.

There are several limitations of the study, primarily the
rates of missing data for father’s mental health. Although
weighting methods are used to ensure LSAC is represen-
tative of the Australian population [23, 24], within the
survey there are substantial differences between fathers
included in the present analysis and those excluded due to
missing data, with included fathers being more socioeco-
nomically advantaged than excluded fathers. The relevance
of these results to fathers of lower socioeconomic position
remains to be confirmed. Given the well-established asso-
ciation between lower socioeconomic status and poor
mental health (also illustrated here by the linear trends
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between neighbourhood disadvantage and distress in the
analyses comparing the LSAC and NMHWB samples), it is
likely that these results under-estimate the prevalence of
symptoms of psychosocial distress among Australian
fathers with young children.

The sample of non-resident fathers was particularly
limited and not likely to be representative of all fathers
who are not living with their children. The recruitment
method for non-resident fathers was changed between
waves 2 and 3 to maximise the number of non-resident
fathers participating at wave 3. Thus, the comparisons
between resident and non-resident fathers at the third wave
may be the most reliable. As the proportion of non-resident
fathers in LSAC increases over time, it will be possible to
extend such comparisons.

Further, data on past history of mental health difficulties
were not collected in the questionnaire for secondary carers
which included most of the fathers. Therefore, it was not
possible to compare fathers who had history of mental
health difficulties with those with a new onset of distress
after their child was born. Finally, whilst it was possible to
control for the effects of neighbourhood disadvantage
(SEIFA) and age-grouping in analyses comparing the
LSAC and NSMHWB data, there are a number of differ-
ences between the studies that we could not control. In
particular, the studies differ in timing, scope and context
(i.e. one was a broad study of childhood, parenting and
family functioning; the other was a study of mental health),
and the response rate for fathers participating in LSAC was
lower than males participating in NSMHWB. It is
acknowledged the NSMHWB male population included
both men with and without children, and it is therefore not
possible to draw definitive conclusions about differences
between LSAC fathers and fathers in the general Australian
population. Furthermore, due to differences in the survey
designs between the LSAC and the NSMHWRB, it was not
possible to take into account complex survey design fea-
tures (stratification and clustering) in analyses directly
comparing the two studies, leading to probable slight
under-estimation of standard errors. However, past expe-
rience with LSAC has shown that adjusting for the com-
plex survey design typically has a limited impact on
statistical analyses provided that the study weights are
correctly accounted for as they were in this comparison
[39, 40].

Despite these limitations, this study of the mental health
of a large national sample of Australian fathers has iden-
tified some key areas for future research. Research is
needed to understand why some fathers experience distress
in the postnatal period and across the early childhood
period and others do not. A better understanding of the
factors associated with the persistence of psychological
symptoms beyond the postnatal period, as well as what
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precipitates the onset of distress for some fathers as their
child gets older is also needed. Importantly, research into
the relationship between fathers’ mental health, fathering
and child outcomes in the early parenting period will
complement the large body of work available on maternal
mental health. Finally, this study included both fathers who
live with their child and fathers who live elsewhere which
provides a more inclusive sample of fathers than has pre-
viously been available. Future work is needed to gain a
better understanding of the factors associated with distress
for non-resident fathers, how their parenting may be
affected, and how this relates to child outcomes.

This study also has important implications for pro-
fessionals working with families of young children. In
Australia and other countries, much work has gone toward
the early identification of maternal postnatal depression
through routine screening in universal settings such as
maternal and child health services and enhancing access to
a range of support options. The current study highlights
that there is also a need to increase awareness of fathers’
mental health issues in the early childhood period. This
may include public health messages about father wellbeing
to normalise and promote help-seeking during this time of
significant adjustment. It is recommended that routine
screening for mental health difficulties also be extended to
fathers in the postnatal period and the capacity of practi-
tioners working in early parenting settings strengthened to
respond to the specific needs of fathers. This is an impor-
tant step toward supporting and promoting the wellbeing of
the whole family during the early childhood period.
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