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Introduction

Abstract

AIM: The aim of this study was to investigate the mother-father differences in Postnatal
Psychological Distress (PPD) and its determinants among the parents with 8-weeks old children.

MATERIALS AND METHODS: In this cross-sectional study, applying simple random sampling, 306
postnatal parents with an 8-weeks old infant in Saggez County, Iran, were invited to answer the
General Health Questionnaire-28 (GHQ-28) items through the telephone interview. Fifty-eight
subjects declined to participate in the study (Response Rate = 81.04%). The data were analysed
using the SPSS Statistics v. 21.

RESULTS: About 16.9% of all the parents had PPD. The difference in the prevalence of PPD in
three dimensions between the two groups were statistically significant (p < 0.01): social dysfunction
(25.8% for fathers vs. 5.6% for mothers), somatic disorders (21% for fathers vs. 7.3% for mothers),
and anxiety (21% for fathers vs. 6.5% for mothers). The mode of delivery of the mothers and the
level of education, the number of children, monthly income, and being consent with pregnancy
among the fathers were significant predictors for PPD.

CONCLUSION: The level of PPD was more prevalent among the new fathers compared to the new
mothers. Among the fathers, but not the mothers, socioeconomic characteristics were contributed
to PPD. Considering the differences in risk factors for maternal and paternal PPD, our findings may
help family health care providers and policymakers in designing gender-specific intervention
programs and diagnosis tools aimed at PPD prevention among new parents.

mother with a major depressive episode requires
presenting five of these symptoms for two weeks, and
at least one of the symptoms is either depressed
mood or sadness or a remarkable decreased pleasure

Based on the Fourth Edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM-1V),
maternal PPD is the onset of a major depressive
episode occurring within the first month of delivery [1].
The depressive episodes may include marked loss of
interest in virtually all activities, fatigue or loss of
energy, depressed or sad mood, diminished ability to
think or concentrate, psychomotor agitation or
retardation, significant weight loss or gain, feelings of
worthlessness or guilt, insomnia or hypersomnia, and
recurrent thoughts of death. The diagnosis of a

or interest in all or almost all activities [1].

Kim and Swain [2] in a review study
categorized the risk factors of PPD in three domains
including biological risk factors (such as low level of
testosterone, estrogen, cortisol and prolactin),
ecological risk factors (such as change in lifestyle,
difficulties in developing attachment with infant and
changing in marital relationship) and lack of
prevention and intervention programs to support the
parents in transition to parenthood during the
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postpartum period. Therefore, the post-partum period
can be a high-risk time for the onset of severe mental
illness among mothers [3]. Post-partum depression is
one of the most common complications of childbirth
among new mothers [4], with the prevalence rate of
12 to 35% [5-8]. On the other hand, among new
fathers, postnatal negative somatic and psychological
symptoms have also been reported in previous
studies [9, 10].

Paternal postnatal depression among new
fathers may be considered as a familial health issue.
Edoka et al., in a study on the healthcare costs of
postnatal depression, found the paternal post-partum
depression to be associated with increased
community care costs such as primary care,
psychologist contacts, and more outpatient hospital
services utilisation [11]. Paternal postnatal depression
has negative impacts on family health including the
care of children [12]. It may, also, increase the level of

stress and tension in the family and result in
behavioural and emotional disorders including
hyperactivity, depression, anxiety and delayed

language development among children [13, 14].
Previous studies have shown that fathers with a good
level of psychological well-being can have a protective
effect against the maternal depression and its side
effects on the child [15, 16]. Moreover, children with
two depressed parents are at an elevated risk for
social, psychological and cognitive deficits [17, 18].

Previous studies have shown that the
postnatal depression among new fathers is prevalent
[19]. The rate of diagnosed anxiety or depressive
disorders during postnatal period among new fathers
has been estimated to be around 2-5% [20, 21].
Goodman reported a variant incidence rate (1.2% to
25.5%) for paternal postnatal depression among
different communities [10]. Recently, public
awareness about the psychological well-being of the
new fathers during the postnatal period has been
increased. However, this issue has not well been
examined, to date [12]. Despite the reports in the
literature on the associations between paternal
psychological well-being and the increasing rate of
post-partum depression among new mothers [10, 12,
22], the studies investigating the mother-father
differences in Postnatal Psychological Distress (PPD)
and its determinants are few.

The aim of this study was to investigate the
mother-father differences in PPD and its determinants
among the parents with 8-weeks old children in
Saqggez County, Iran. The following questions guided
the study: (1) what is the prevalence of PPD among
the new parents? (2) What are the father-mother
differences in the domains of PPD among the new
parents? (3) Are the determinants of PPD and its
domains are different between the new mothers and
fathers?

Material and Methods

Study Design and Participants

A cross-sectional study was conducted on
248 postnatal parents with an 8-weeks old infant in
Saqgez County, Iran, from July to September 2015.
The couples were recruited from the maternity ward of
the Saggez Imam Khomeini Hospital.

The sample size was determined considering
the proportion of postpartum depression among the
new mothers (20%-40%) [23] and fathers (1.2- 25.5%)
[10]. Given a 95% of confidence level and the power
of 80%, in two-tailed tests using G-Power 3.1.2
software, the sample size was calculated to be, at
least, 306 subjects. From the total number of 306
parents selected through simple random sampling, 58
subjects declined to participate in the study
(Response Rate = 81.04%). Thus, 248 parents (124
mothers and 124 fathers) included in the study and
constituted the sample for the data analyses.

Those parents with a healthy 8-weeks old
infant, no severe cognitive impairment (according to
the participant's health records in the maternity
centres) and living in urban areas (to have home
phone number) were included in the study. Additional
eligibility criteria included being able to be interviewed
through telephone (with no hearing impairment), being
consent to participate in the study, and not too busy to
join the telephone interview.

The phone number of the home of
respondents was retrieved from the records in the
maternity ward-where the delivery took place. Eight
weeks after the birth of their child, the parents were
called by the head of maternity ward and invited to
participate in the study and all signed a consent form.
After the invitation, all the parents were called by
telephone at two different times (morning for mothers
and evening for fathers), and during the telephone
contacts, they were interviewed about 28 items of the
General Health  Questionnaire-28  (GHQ-28).
Therefore, all data including socio-demographic and
psychological wellbeing status were gathered by
telephone interview. This study was approved by the
Ethical Committee of Tabriz University of Medical
Sciences.

Measures

A two-section questionnaire was used to
collect data. The first section was related to the
demographic characteristics of the respondents
including age, occupation (employed/unemployed),
level of education (illiterate, elementary, high school,
diploma, university), number of children (1, 2, 3, more
than 3), level of monthly income (low, moderate, high),
type of delivery (Cesarean Section/ Natural Vaginal
Delivery) and being consent with pregnancy (Yes/No).
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The second part was the Iranian version of
General Health Questionnaire (GHQ-28) [24] used to
assess the psychological well-being among the
parents. This instrument, as one of the most widely
used questionnaires to measure psychological
distress in medical settings, was developed as a
screening tool to detect psychiatric disorders and
emotional distress among different populations. As
several previous studies have applied the different
versions of GHQ-28 in studies related to perinatal
psychological distress [25-27], we also chose to use it
for measuring postnatal psychological distress among
the parents in the present study. The GHQ-28
encompasses four mental health dimensions: somatic
symptoms, anxiety, social dysfunction, and
depression [28]. Each dimension consists of 7 items.
In the current study, the questionnaire was scored
according to the Likert-type scaling (0, 1, 2, and 3)
and the cut-off point = 23 was considered during data
analysis. Based on this scoring, the total score ranges
from O to 84, in which the higher score indicates, the
more symptoms of psychological distress. In a
previous study, the Persian version of GHQ-28 with
the cut-off score of 23 showed sensitivity, specificity
and overall misclassification rate of 70.5%, 92.3% and
12.3%, respectively [29]. The participants with the
GHQ-28 score less than 23 were classified as the
group with low psychological distress and the
participants with the GHQ-28 score more than 23
were classified as the group with high psychological
distress.

Data analysis

The data were expressed as number and
percentage for qualitative variables. The differences
between the two sets of data were evaluated using
Chi-square test. After splitting the data by gender,
simple linear regression analysis was conducted to
examine the demographic characteristics as
independent variables and the psychological distress
and its domains as dependent variables. The data
were analysed using the statistical software package
IBM SPSS Statistics v. 21. P-values less than 0.05
were considered as statistically significant.

Results

Table 1 shows the distribution of PPD among
the respondents based on the demographic variables.
In total, 26 (21%) fathers and 16 (12.9%) mothers had
GHQ > 23, but there was no statistically significant
difference between the two groups. More than two-
thirds of the participants were less than 39 years old
(89.5%). The most of the parents with psychological
distress were older than 39 years (GHQ>23). Forty-
eight percent of the parents had a primary level of

education, who, mostly, had PPD (p = 0.038). More
than two-thirds (87.5%) of the parents had a
maximum of two children. Significant differences were
found in PPD of the parents by their level of education
(p = 0.036) and their number of children (p = 0.036).

Table 1: Psychological distress among the parents by their
demographic characteristics

Low Psychological High Psychological Total

Variable Distress Distress P-value
No. (%) No. (%) No. (%)

Parent
Father 98 (79%) 26 (21%) 124 (50%)  0.127
Mother 108 (87.1%) 16 (12.9%) 124 (50%)

Age
18-28 88 (83%) 18 (17%) 106 (42.7%) 54q
29-39 98 (84.5%) 18 (15.5%) 116 (46.8%)
Older than 39 20 (76.9%) 6 (23.1%) 26 (10.5%)

Job
Employed 98 (47.6%) 25 (59.5%) 123 (49.6%) 0.178
Unemployed 108 (52.4%) 17 (40.5%) 125 (50.4%)

Education level
Iliterate 18 (8.7%) 5 (11.9%) 23 (9.3%)
Elementary 94 (45.6%) 25 (59.5%) 119 (48%) ) joas
High school 26 (12.6%) 8 (19 %) 34 (13.7%) -
Diploma 48 (32.3%) 4 (9.5%) 52 (21%)
University 20 (9.7%) 20 (8.1%)

Number of Children
1 93 (45.1%) 17 (40.5%) 110 (44.4%)
2 91 (44.2%) 16 (38.1%) 107 (43.1%) 0.036*
3 19 (9.2%) 5 (11.9%) 24 (9.7%)
More than 3 3 (1.5%) 4(9.5%) 7 (2.8%)

Monthly Income
Low 63 (30.6%) 17 (40.5%) 80 (32.3%) (7
Moderate 143 (69.4%) 25 (59.5%) 168 (67.7%)
High - - -

Delivery type
cst 96 (46.6%) 14 (33.3%) 110 (44.4%) 0.128
NVD* 110 (53.4%) 28 (66.8%) 138 (56.6%)

Being Consent with

Pregnancy 175 (85%) 35 (83.3%) 210 (84.7%) 0.817
N‘Z)S 31 (15%) 7 (16.7%) 38 (15.3%)

* GHQ<23;** GHQ>23; 1CS: Cesarean Section; ¥NVD: Normal Vaginal Delivery.

Table 2 shows the father-mother differences
in PPD and its four dimensions between the two
groups of parents. About 16.9% of all the parents had
PPD. The difference in the prevalence of PPD in three
dimensions between the two groups were, statistically,
significant (p< 0.01): social dysfunction (25.8% for
fathers vs. 5.6% for mothers), somatic disorders (21%
for fathers vs. 7.3% for mothers), and anxiety (21% for
fathers vs. 6.5% for mothers).

Table 2: Father-mother differences in psychological distress and its
dimensions among the parents

Fathers Mothers Total

Variables No. (%) No. (%) No. (%) P-value
Somatic Disorder 0.003
Yes 26 (21%) 9 (7.3%) 35 (14.1%) .
No 98 (79%) 115 (92.7%) 213 (85.9%)
Anxiety
Yes 26 (21%) 8 (6.5%) 34 (13.7%) 0.001
No 98 (79%) 116 (93.5%) 214 (86.3%)
Social dysfunction
Yes 32 (25.8%) 8 (6.5%) 40 (16.1%) 0.000
No 92 (74.2%) 116 (93.5%) 208 (83.9%)
Depression
Yes 14 (11.3%) 16 (12.9%) 30 (12.1%) 0.846
No 110 (88.7%) 108 (87.1%) 218 (87.9%)
Psychological distress
Yes 26 (21%) 16 (12.9%) 42 (16.9%) 0.127
No 98 (79%) 108 (87.1%) 206 (83.1%)

Table 3 shows demographic variables as
predictors for PPD and its dimensions among the
parents. Adjusted linear regression showed that the
mode of delivery among the new mothers predicted
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8% of somatic disorders, 5% of anxiety/insomnia, 2%
of severe depression and 12% of the total PPD. On
the other hand, the level education, the number
children and monthly income predicted 37% of
anxiety/insomnia among the new fathers. Moreover,
the level of education and monthly income predicted
6% of social dysfunction. Again, among the fathers,
the level of education and being consent with
pregnancy predicted 7% of severe depression, and,
also, the level of education and the number of children
predicted 18% of total PPD.

Table 3: Differences in predictors of psychological distress
and its dimensions among the parents

Dependent

Independent p
" B
variables

- - 95% ClI
variables value

Parents Adj;gted

Somatic Fathers -

symptoms Mothers Mode of Delivery  -1.27 0.002 -2.05to -0.49 0.08

Education level -0.96 0.001 -1.26to-0.66
Anxietyi . Fathers Children number 0.79 0.01 0.18t0 1.4 0.37
nxietylinsomnia Income status 111 0.003 -1.83t0-0.39
Mothers Mode of Delivery  -1.09  0.01 -1.92to -0.27 0.05
. Education level 0.40 0.047 0.53t00.80
Social Fathers |come status 097 0049 041to193 006
dysfunction
Mothers - e
Education level -0.20 0.046 -3.99to-0.003
s Fathers Being Consent -0.80 0.015 -0.16to-1.44 0.07
evere with Pregnancy
depression

Mothers Mode of Delivery  -0.91 0.004 -1.53to -0.300 0.02

Education level -0.787 0.001
Number of 1.46 0.002
children

-1.22t0-0.34

Fathers 0.55t0 2.36 0.18

Psychological
distress

Mothers Mode of Delivery  -3.69 0.001 --5.31to-2.07 0.12

Discussion

The purpose of this study was to investigate
the father-mother differences in PPD and its
determinants among Iranian parents with 8-weeks old
children. Somatic disorders, anxiety and social
dysfunction, were more prevalent among the new
fathers, compared to the new mothers. Among the
mothers, the mode of delivery was contributed to
psychological distress and all its dimensions, except
for social dysfunction. In contrast, among the fathers,
the level of education was associated with PPD and
all its dimensions, except for somatic symptoms.
Moreover, among the fathers, but not mothers, the
number of children and monthly income predicted
some domains of psychological distress. Being
consent with pregnancy was, also, contributed to
severe depression among the new fathers.

The findings of the present study showed that
PPD (GHQ-28 score = 23) was more prevalent among
the new fathers (21%), compared to the new mothers,
which was higher than those reported (2.1% to 12.4%)
in the previous studies [14, 21, 30, 31]. In contrast, a
frequency of 12.9% was found for PPD among the
new mothers who were similar to those reported in
previous studies (3.2% to 27.5%) [27, 32]. These
different frequencies found in literature may be due to

the different times of conducting the studies after
delivery, the different instruments (or different cut-off
points) utilised, and different cultural and ethnic
groups explored in the different studies. In Japan, the
prevalence of PPD among mothers four months after
delivery was 7.7% [27]. In ltaly, 6 to 8 weeks after
delivery, the prevalence was 13% [26], and in
England, this amount, 3—6 months after that delivery,
was 23.46% [32]. Also, postpartum depression among
the new fathers in a US community-based sample
was 4 to 25% [33] and in a population-based
longitudinal study in Bristol was 1.2 to 11.9% [14]. In
agreement with those reported in a previous study
[34], the new fathers may be faced with PPD as a
result of their unpreparedness for the speed changes
taking place in their family life and, also, their
unawareness from the range and depth of the
demands they will face. Another reason may be due
to difficulties in playing the paternal role, as a new role
is being added to the other routine roles a father may
have in his daily life. For instance, fathers in Iran have
the least contact with the health system during the
pregnancy period of their wives, when the mothers are
provided with prenatal health care. This may prepare
the mothers, but not the fathers, for gradually adopting
the parental role. Consequently, after childbirth,
fathers are come across with an unknown new role
resulting in a level of psychological distress.

In the present study, social dysfunction,
somatic disorders and anxiety were more prevalent
among the new fathers in comparison with the new
mothers. In other words, eight weeks after delivery,
fathers were more nervous, worried, helpless,
anxious, and less energetic and self-confident in
proportion to the mothers. These findings are in line
with those reported by Matthey et al. [20]. Similarly,
Morse et al., in a study on first-time parenthood found
that the predictors of distress among the new fathers
was low emotional support from partner, high negative
affect, low dyadic adjustment, as well as high gender
role stress, resulted from fears of performance failure
[31].

The findings of the present study along with
those reported, previously, showed remarkable
differences in PPD between the new fathers and the
new mothers. This difference manifests the different
needs of fathers from those of mothers which urge the
need for different studies with, probably, different
methodologies to detect and measure the differences
[35]. Separate studies with different approaches will
help in designing different interventional programs
with different strategies for them. For example,
qualitative studies on how different the new fathers
experience postnatal parenthood from the new
mothers and why such differences may exist may be
helpful in providing a more diverse findings for better
evidence-based practice.

In the present study, having a lower level of
education and having three children and more were
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associated with PPD among the new fathers.
Similarly, Deater-Deckard et al., also, found that lower
level of educational qualifications and older age were
associated with higher levels of depressive symptoms
among the fathers after child birth [36]. Similar
associations have been reported in several previous
studies [6, 25, 37]. As it can be expected, with an
increase in the number of children for a less-educated
father, he may be confronted with more complex
issues which may be difficult to manage due to a low
level of education. Such situations may result in a
higher risk for PPD.

The findings showed that the mode of
cesarian section (CS) delivery among the mothers
was associated with the higher rates of somatic
symptoms, anxiety/insomnia, and severe depression,
as well. This result is in line with those reported by
Borders, who noted that mothers with CS after seven
weeks had significantly worse levels of physical
functioning, mental health, pain, social functioning,
and daily activities [38, 39]. The mothers with CS
experience more depression and PPD by 3.58 times
compared to the mothers with Normal Vaginal
Delivery (NVD) [34]. As a result, women with CS may
have more long-term morbidity compared to the
mothers with NVD [38, 40].

In the present study, the level of education,
the number of children and monthly income predicted
about 37% of anxiety/insomnia among the fathers.
Moreover, among the fathers, but not the mothers, the
level of education and monthly income, as well as the
level of education and being consent with pregnancy,
were significantly associated with social dysfunction
and severe depression, respectively. In consistent
with these findings, up to one-third of the new fathers
may experience depressive symptoms or have PPD
after their baby’s birth [41, 42]. The lack of job
opportunities in marginal areas like Saqgez County,
forces fathers to migrate to other prosperous cities to
look for work which results in worries about
disruptions in the family structure [43]. Moreover, in
such underprivileged marginal communities with the
low level of employment, giving birth to a child may
cause anxiety to the new fathers who may, in turn,
results in somatic disorders, insomnia and social
dysfunction, as well.

The number of studies investigating the
mother-father differences in PPD and its determinants
is scarce. However, there were limitations to the
present study. Data collection was via phone call, and
it was not possible for the researchers to invite the
parents for face to face interview. Moreover, as the
PPD of the new parents may be associated with the
health status of their new infant [44], the authors had
to investigate the health status of their new born
infant.

The findings of the present study may be
considered as evidence for differences in PPD and its
determinants between the new parents. It was

concluded that the level of PPD is more prevalent
among the new fathers compared to the new mothers.
Among the new fathers, but not the new mothers,
socioeconomic characteristics were contributed to
PPD. Family health care providers, midwives and
family physicians should better understand the
differences in PPD among the new parents.
Considering the differences in risk factors for maternal
and paternal PPD, our findings may help family health
care providers and policymakers in designing gender-
specific intervention programs and diagnosis tools
aimed at PPD prevention among new parents. A
routine screening program for PPD among the new
fathers is, also, recommended.

References

1. Association AP. Diagnostic and Statistical Manual of Mental
Disorders. Fourth Edition ed. Washington, DC: American
Psychiatric Press, Inc., 2004.

2. Kim P, Swain JE. Sad dads: paternal postpartum depression.
Psychiatry (Edgmont). 2007;4(2):35-47.

3. Viguera AC, Nonacs R. Managing bipolar disorder during
pregnancy: weighing the risks and benefits. Canadian Journal of
Psychiatry. 2002; 47(5): 426-436. PMid:12085677

4. Kendall-Tackett KA. Depression in new mothers: Causes,
consequences, and treatment alternatives. Routledge, 2009.

5. Beck CT, Gable RK. Further validation of the postpartum
depression screening scale. Nursing Research. 2001;50(3): 155-
164. https://doi.org/10.1097/00006199-200105000-00005

6. CDC, Prevalence of self-reported postpartum depressive
symptoms--17 states, 2004-2005. MMWR Morbidity and mortality
weekly report. 2008; 57(14):361. PMid:18401329

7. Moses-Kolko EL, Roth EK. Antepartum and postpartum
depression: healthy mom, healthy baby. Journal of the American
Medical Women's Association (1972). 2003;59(3): 181-191.

8. Rapkin AJ, et al. The clinical nature and formal diagnosis of
premenstrual, postpartum, and perimenopausal affective disorders.
Current Psychiatry Reports. 2002;4(6): 419-428.
https://doi.org/10.1007/s11920-002-0069-7 PMid:12441021

9. Ahmadi Z, Hajkazemi E, Jan-Mohammadi S. Prevalence of
Parental Postnatal Depression in Fathers and Its Relationship with
Demographic Characteristics, 2015.

10. Goodman JH. Paternal postpartum depression, its relationship
to maternal postpartum depression, and implications for family
health. Journal of advanced nursing. 2004;45(1): 26-35.
https://doi.org/10.1046/}.1365-2648.2003.02857.x PMid:14675298

11. Edoka IP, Petrou S, Ramchandani PG. Healthcare costs of
paternal depression in the postnatal period. Journal of affective
disorders. 2011; 133(1): 356-360.
https://doi.org/10.1016/j.jad.2011.04.005 PMid:21561664
PMCid:PMC3161179

12. Paulson JF, Bazemore SD. Prenatal and postpartum
depression in fathers and its association with maternal depression:
a meta-analysis. Jama. 2010;303(19): 1961-1969.
https://doi.org/10.1001/jama.2010.605 PMid:20483973

13. Paulson JF, Dauber S, Leiferman JA. Individual and combined
effects of postpartum depression in mothers and fathers on
parenting behavior. Pediatrics. 2006;118(2): 659-668.
https://doi.org/10.1542/peds.2005-2948 PMid:16882821

14. Ramchandani PG, et al. The effects of pre-and postnatal
depression in fathers: a natural experiment comparing the effects
of exposure to depression on offspring. Journal of Child
Psychology and Psychiatry. 2008; 49(10): 1069-1078.
https://doi.org/10.1111/j.1469-7610.2008.02000.x PMid:19017023

Open Access Maced J Med Sci. 2017 Feb 15; 5(1):91-96.

95


https://doi.org/10.1097/00006199-200105000-00005
https://doi.org/10.1007/s11920-002-0069-7
https://doi.org/10.1046/j.1365-2648.2003.02857.x
https://doi.org/10.1016/j.jad.2011.04.005
https://doi.org/10.1001/jama.2010.605
https://doi.org/10.1542/peds.2005-2948
https://doi.org/10.1111/j.1469-7610.2008.02000.x

Public Health

PMCid:PMC2737608

15. Albertsson-Karlgren U, Graff M, Nettelbladt P. Mental disease
postpartum and parent-infant interaction—evaluation of videotaped
sessions. Child abuse review. 2001;10(1): 5-17.
https://doi.org/10.1002/car.646

16. Edhborg M, et al. The parent-child relationship in the context of
maternal depressive mood. Archives of women's mental health.
2003;6(3): 211-216. https://doi.org/10.1007/s00737-003-0020-x
PMid:12920619

17. Burke L. The impact of maternal depression on familial
relationships. International review of psychiatry. 2003;15(3): 243-
255. https://doi.org/10.1080/0954026031000136866
PMid:15276963

18. Carro MG, et al. Postpartum depression and child
development: An investigation of mothers and fathers as sources
of risk and resilience. Development and Psychopathology.
1993;5(04): 567-579. https://doi.org/10.1017/S0954579400006167

19. St John W, Cameron C, McVeigh C. Meeting the challenge of
new fatherhood during the early weeks. Journal of Obstetric,
Gynecologic, & Neonatal Nursing. 2005;34(2): 180-189.
https://doi.org/10.1177/0884217505274699 PMid:15781595

20. Matthey S, et al. Diagnosing postpartum depression in mothers
and fathers: whatever happened to anxiety? Journal of affective
disorders. 2003;74(2): 139-147. https://doi.org/10.1016/S0165-
0327(02)00012-5

21. Matthey S, et al. Paternal and maternal depressed mood during
the transition to parenthood. Journal of affective disorders. 2000;
60(2): 75-85. https://doi.org/10.1016/S0165-0327(99)00159-7

22. Nazareth I. Should men be screened and treated for postnatal
depression? 2011.

23. McCoy SJB, et al. Risk factors for postpartum depression: a
retrospective investigation at 4-weeks postnatal and a review of the
literature. Journal-American Osteopathic Association. 2006;106(4):
193. PMid:16627773

24. Noorbala A, et al. Mental health survey of the adult population
in Iran. The British Journal of Psychiatry. 2004;184(1): 70-73.
https://doi.org/10.1192/bjp.184.1.70 PMid:14702230

25. Assarian F, et al. The association of postpartum maternal
mental health with breastfeeding status of mothers: a case-control
study. Iranian Red Crescent Medical Journal. 2014;16(3).
https://doi.org/10.5812/ircmj.14839 PMid:24829776
PMCid:PMC4005438

26. Grussu P, Quatraro R.M. Prevalence and risk factors for a high
level of postnatal depression symptomatology in Italian women: a
sample drawn from ante-natal classes. European Psychiatry. 2009;
24(5): 327-333. https://doi.org/10.1016/j.eurpsy.2009.01.006
PMid:19328659

27. Yamamoto N, et al. Mental health problems and influencing
factors in Japanese women 4 months after delivery. Journal of
physiological anthropology. 2014;33(1): 32.
https://doi.org/10.1186/1880-6805-33-32 PMid:25351243
PMCid:PMC4228093

28. Goldberg DP, Hillier VF. A scaled version of the General Health
Questionnaire. Psychological medicine. 1979;9(01): 139-145.
https://doi.org/10.1017/S0033291700021644

29. Noorbala A, Mohammad K. The validation of general health
questionnaire-28 as a psychiatric screening tool. Hakim Research
Journal. 2009;11(4): 47-53.

30. Condon JT, Boyce P, Corkindale CJ. The first-time fathers
study: A prospective study of the mental health and wellbeing of
men during the transition to parenthood. Australian and New

Zealand Journal of Psychiatry. 2004;38(1-2): 56-64.
https://doi.org/10.1111/j.1440-1614.2004.01298.x PMid:14731195

31. Morse CA, Buist A, Durkin S. First-time parenthood: influences
on pre-and postnatal adjustment in fathers and mothers. Journal of
psychosomatic obstetrics & gynecology. 2000;21(2): 109-120.
https://doi.org/10.3109/01674820009075616

32. Van Bussel JC, Spitz B, Demyttenaere K. Women's Mental
Health Before, During, and After Pregnancy: A Population-Based
Controlled Cohort Study. Birth. 2006;33(4): 297-302.
https://doi.org/10.1111/j.1523-536X.2006.00122.x PMid:17150068

33. Soliday E, McCluskey-Fawcett K, O'Brien M. Postpartum affect
and depressive symptoms in mothers and fathers. American
Journal of Orthopsychiatry. 1999; 69(1): 30.
https://doi.org/10.1037/h0080379 PMid:9990434

34. Lydon-Rochelle MT, Holt VL, Martin DP. Delivery method and
self-reported postpartum general health status among primiparous
women. Paediatric and Perinatal Epidemiology. 2001;15(3): 232-
240. https://doi.org/10.1046/}.1365-3016.2001.00345.x
PMid:11489150

35. Tammentie T, et al. Family dynamics and postnatal depression.
Journal of Psychiatric and Mental Health Nursing. 2004; 11(2):
141-149. https://doi.org/10.1111/].1365-2850.2003.00684.x
PMid:15009488

36. Deater-Deckard K. Parenting stress and child adjustment:
Some old hypotheses and new questions. Clinical Psychology:
Science and Practice. 1998;5(3):314-32.

https://doi.org/10.1111/j.1468-2850.1998.tb00152.x

37. Rahman A, Creed F. Outcome of prenatal depression and risk
factors associated with persistence in the first postnatal year:
Prospective study from Rawalpindi, Pakistan. Journal of affective
disorders. 2007;100(1-3): 115-121.
https://doi.org/10.1016/j.jad.2006.10.004 PMid:17098291
PMCid:PMC1894757

38. Borders N. After the afterbirth: a critical review of postpartum
health relative to method of delivery. Journal of Midwifery &
Women's Health. 2006; 51(4): 242-248.
https://doi.org/10.1016/j.jmwh.2005.10.014 PMid:16814217

39. Sydsjo G, et al. Psychiatric iliness in women requesting
caesarean section. BJOG: An International Journal of Obstetrics &
Gynaecology. 2015; 122(3):351-358. https://doi.org/10.1111/1471-
0528.12714 PMid:24628766 PMCid:PMC4322480

40. Mangoli M, Zare Mobini F, Ramezani T. Impact of delivery
method on postpartum mental health. Bimonthly Journal of
Hormozgan University of Medical Sciences, 2011. 14(4): p. 326-
334.

41. Bradley R, Slade P. A review of mental health problems in
fathers following the birth of a child. Journal of reproductive and
infant psychology. 2011; 29(1): 19-42.
https://doi.org/10.1080/02646838.2010.513047

42. Kvalevaag AL. Fathers' mental health and child development:
The predictive value of fathers' psychological distress during
pregnancy for the social, emotional and behavioral development of
their children, 2014.

43. Wilson F. On being a father and poor in southern Africa today.
Baba. 2006: 26-37. PMCid:PMC1876703

44. Murray L, Cooper P, Hipwell A. Mental health of parents caring
for infants. Archives of women's mental health. 2003; 6(2): s71-
S77. https://doi.org/10.1007/s00737-003-0007-7 PMid:14615925

96

http://www.mjms.mk/
http://www.id-press.eu/mjms/


https://doi.org/10.1002/car.646
https://doi.org/10.1007/s00737-003-0020-x
https://doi.org/10.1080/0954026031000136866
https://doi.org/10.1017/S0954579400006167
https://doi.org/10.1177/0884217505274699
https://doi.org/10.1016/S0165-0327(02)00012-5
https://doi.org/10.1016/S0165-0327(02)00012-5
https://doi.org/10.1016/S0165-0327(99)00159-7
https://doi.org/10.1192/bjp.184.1.70
https://doi.org/10.5812/ircmj.14839
https://doi.org/10.1016/j.eurpsy.2009.01.006
https://doi.org/10.1186/1880-6805-33-32
https://doi.org/10.1017/S0033291700021644
https://doi.org/10.1111/j.1440-1614.2004.01298.x
https://doi.org/10.3109/01674820009075616
https://doi.org/10.1111/j.1523-536X.2006.00122.x
https://doi.org/10.1037/h0080379
https://doi.org/10.1046/j.1365-3016.2001.00345.x
https://doi.org/10.1111/j.1365-2850.2003.00684.x
https://doi.org/10.1111/j.1468-2850.1998.tb00152.x
https://doi.org/10.1016/j.jad.2006.10.004
https://doi.org/10.1016/j.jmwh.2005.10.014
https://doi.org/10.1111/1471-0528.12714
https://doi.org/10.1111/1471-0528.12714
https://doi.org/10.1080/02646838.2010.513047
https://doi.org/10.1007/s00737-003-0007-7

