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Postpartum depression in mothers and fathers 
– an underestimated diagnosis
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ABSTRACT
Postpartum depression remains a significant healthcare priority due to the social and family consequences. 
Research has shown that both mothers and fathers experience significant psychological changes during 
pregnancy and postnatally, including depressive disorders. Underdiagnosed in most cases, the short and 
long-term consequences involve infant and child development, family’s life and social disruption. Because 
this pathology may lead to deviation from behavioural and social norms, we want to emphasize that timely 
and appropriate diagnostic can improve the effectiveness of treatments and avoid complications.This may 
contribute to optimal social, emotional and behavioural child development that may occur consecutively to 
family members” emotional and psychological manifestations.
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BACKGROUND

Depression remains a major healthcare priority 
due to the social and family consequences, as well 
as increased medication use and psychotherapy 
treatments required. The reported prevalence of 
major depressive disorders is higher in female at 
5.8% and 3.5% in males. Regional differences 
range depending on the economic situation, cate-
gories of age, conflict situation related to war or 
possibilities of registration (1,2). 

Postpartum depression (PPD) is considered 
when depressive episodes and manifestations oc-
cur one year after giving birth (3). PPD is different 
from the transient maternal “postpartum blues” in 
postpartum, a milder reversible mood disruption 
within the first weeks after giving birth (4). Post-
partum depression has been perceived over time as 
a problem for women, but recent research has 
shown that fathers also experience significant 
changes during pregnancy and postnatally (5).  
Although pregnancy and childbirth are typically 

framed as positive life events, parents must adapt 
to their new status. The immediate birth period is 
emotionally stressfully for both mother and father. 
To this is added the pressure of families, grand-
mothers and grandfathers from different genera-
tions, all these becoming emotionally conflicted 
states that can overexpress the natural capacity of 
adaptation. Most couples and most societies are 
not prepared for managing stress in parenthood. 
Nowadays, society is conflictual and violent. Soci-
ety is in a state of perpetual conflict and a drastic 
increase of violence because of globalisation and 
competition for limited places and resources. 
COVID-19 pandemics and social isolation were 
changing people’s lives and are an important trig-
ger to depressive disorders.

The prevalence of maternal PPD ranges from 
around 10–15% but can be as high as 30% depend-
ing on the criteria operated for diagnosis and for 
the time period to follow-up (6,7). 

Postpartum paternal depression is described 
mainly in the literature, not being classified as part 
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of a syndrome, is little understood by the general 
population. Postpartum paternal depression is no 
taught in university. 

Some studies have shown that 32.6-47% of 
couples included at least one parent who had major 
depression symptoms in the first two months post-
partum, while 60% of couples had at least one 
partner who had a depressed state during pregnan-
cy or after childbirth (8). 

In the United States, a large study of 12,884 
men ranges father depression in the first-year post-
partum from 4% to 25.5%. The prevalence of de-
pression varies from 1.2% in Ireland to 11.9% in 
Brazil. Also, the different percentage worldwide 
may be related to the use of different scores to 
measure paternal postpartum depression, cultural, 
social and economic differences between states 
(9). The incidence rate of depression among men 
whose partners have postpartum depression varies 
from 24% to 50% (10). 

Psychiatrists have agreed that antenatal depres-
sion and/or depression before pregnancy are the 
leading risk factors for developing PPD (11,12). 

Stressful and emotional events in daily life or 
perception of a stressful life can affect people’s 
mental health, but those prone to depression or 
other disorders need to understand when they are 
at risk. Also, doctors may play an essential role in 
understanding the importance of timely diagnosis 
and treatment.

MEDICAL, SEXUAL, BEHAVIOURAL 
CHANGES DURING PREGNANCY AND 

AFTER CHILDBIRTH 

Pregnancy is associated with anatomical and 
hormonal changes, birth-related trauma percep-
tion( pain during labour, episiotomy), social and 
partner relationship changes, and it is somewhat 
easy to understand the consequences for women’s 
mental health, but also for his partner. Birth can 
also be a stressful experience for the mother and 
the father. 

Researchers have been proved hormonal chang-
es during pregnancy and postpartum for both 
mother and father.

We already know that hormonal fluctuations 
largely trigger postpartum depression in mothers, 
but studies show that a man’s hormones also 
change during pregnancy and after birth. The rea-
sons are still unknown. A study of 193 women has 
suggested a positive association between testoster-
one level and the occurrence of PPD symptoms 
within the first three postpartum days (13). A de-

crease and suppressed cellular immunity are 
founded among depressive mothers(14). Testoster-
one levels begin to fall few months before giving 
birth and remain low a few months after birth. 
However, estrogen levels are low in women after 
childbirth (15). 

In men, fathers involved in parenting registered 
high levels of estrogen. Prolactin and cortisone 
also have low values. Decreased estrogen, vaso-
pressin and cortisone cause attachment difficulties 
between father and child (16). 

Prolactin hormone is an anxiolytic with stress-pro-
tective properties. A high level of prolactin during 
breastfeeding may diminuate the stress (17). 

In some men, symptoms such as nausea and 
weight gain also sleep deprivation may be somatic 
markers for anxiety and depression. The hormonal 
changes associated with neurochemical changes 
may determine the perfect context for the onset of 
postpartum male depression. These are added the 
anatomical changes of the woman’s body that are 
perceived differently by the two partners.

Several factors are independently linked to an-
tenatal and postpartum depression. Living with 
parents, socioeconomic difficulties, marital con-
flicts, and alteration in sexual activity combined 
with a history of depression and perception of life 
as stressful largely contributed to depression (18-
22). One prospective study has hounded that one in 
five women related deterioration of sexual life and 
a decline of sexual activity in the 18 months after 
delivery (23). Depression is largely correlated with 
negative sexual interest and needs, lack of pleasure 
and of feelings, and lack of coital activity (24). 
Dysfunctional sexuality involves not only the de-
pressed patients but their partners as well (25). 

All these predisposing factors can be added 
partners’ medical problems, history of abortions, 
alcohol and drug addiction, or an infant with ab-
normalities. 

CONSEQUENCES OF PPD 

Many studies indicated a significant association 
between maternal and paternal PPD and negative 
health concerns in infants (26,27). Maternal de-
pressive symptoms in the first months seemed to 
predict more overall physical health concerns for 
infants at one year (28,29), proving that is true for 
all diseases associated with pregnancy, including 
psychiatric problems, that the mother’s health will 
be reflected in the evolution of the child’s health. 

Mothers with depressive symptoms were sig-
nificantly more likely to discontinue breastfeed-
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ing, interrupt exclusive breastfeeding in the first 
month (30,31), and manifest dissatisfaction with 
their infant feeding method (32). 

Also, it was founded a potential effect of mater-
nal PPD on the birth weight; infants of depressed 
mothers presented low-birth weight than infants of 
nondepressed mothers (28,33,34).

Infant diarheea occurring in the first three 
months of life was associated more with maternal 
depression (35,36). 

The emotional state of a father is also vital in 
the development of the father-child, father-mother 
relationship and infant development. Depressed 
fathers have a higher predisposition to hit their 
children and cannot play, sing, colour, read or eat 
with their little ones. Thus, a father with such be-
haviour can negatively influence the child: when 
the infant grows up, emotional problems or even 
developmental delays may occur.

A depressed father makes the mother even more 
vulnerable in the postpartum period, but if the fa-
ther participates in the family life, he can help 
them from experiencing the harmful effects of 
their mother’s depression.

A meta-analysis found that children living with 
a father suffering from depression or other disor-
der have a 33-70% increased risk of developing 
emotional or behavioural problems. Paternal de-
pression causes increased aggression in children 
aged 0 to 4 years (37). 

The best prediction factor of a man’s risk of de-
pression is if his wife is depressed. Studies show 
that if mothers have postpartum depression, half of 
their partners will develop some form of postpar-
tum depression. Depression in both parents can 
lead to devastating consequences for the family 
and especially for their children. 

There is a major difference between women 
and men, as the latter feel more anxious when they 
find that the situation has gotten out of control. 
Men shut themselves out and do not seek help. On 
the other hand, women tend to socialize, share sto-
ries, situations they overcame during pregnancy, 
and their experiences as mothers.

Men who become fathers for the second time 
report lower anxiety than those they experienced 
the first time. Paternal postpartum depression 
tends to develop more slowly than maternal post-
partum depression. Current studies suggest that the 
rate of depression decreases shortly after birth but 
increases during the first year. The partner’s de-
pression was significantly correlated with the oth-
er’s depression.

Experts in the field believe that paternal post-
partum depression is becoming more common 

nowadays because this generation of fathers is 
subjected to social, psychological, and economic 
stress when deciding to stay home with the baby 
while the mother goes to work. Traditionally, rais-
ing and educating children is a responsibility of the 
mother, but more recently, fathers want to cese the 
work to take care of the children and the household 
chores. A little sleep plus stress and hormonal 
changes can lead to depression. We must keep in 
mind that depression is a condition and not a weak-
ness of character.

PPD rates are low, and symptom onset is de-
layed in countries and cultures that emphasize 
family support, even during the first weeks in post-
partum (38). Also, education, beliefs, personal val-
ues have an essential role in forming the family 
and the role we must have when becoming parents. 

SIGNS AND SYMPTOMS FOR PPD 

The symptoms of postpartum depression can be 
present for weeks or months, and if they are ig-
nored, severe complications may occur. Mother 
and father manifest the same signs and symptoms, 
but their expression is different. 

Depressed mothers appeared with less estime 
for the maternal role; they are described as more 
likely to engage in less-healthy practices with their 
infant compared to nondepressed mothers, more 
likely to place their infant in the back-to sleep po-
sition, more likely to tell their child stories every 
day or to participate in activities with them. As de-
pression increased, mothers manifest less favoura-
bly their positive affect and are subject to contin-
gent responsiveness, physical intrusiveness, 
punitive tone, verbal content, and general verbal-
ness (39). High discipline scores are manifested by 
depressed mothers (40). Also, depressive mothers 
had negative perceptions of infant patterns to be-
lieve that the baby crieses more, sleeps bad, or be-
comes ill. 

Postpartum depressive symptoms appear to 
lead to negative maternal perceptions of infant pat-
terns, more inclined to report infant crying/fuss-
ing, sleeping and temperament problems (41,42). 

Depressed fathers are less involved in their 
children’s lives, and this can affect the infants, 
who may have a mild language delay, disruptive 
behaviour with social and emotional problems that 
may manifest later. Men may have different signs 
of depression. They may not cry, but they may feel 
frustrated and upset. Fathers may attempt at dis-
couraging their partner from breastfeeding. Lack 
of sleep and circadian rhythm disturbances, which 
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have been associated with symptoms of depression 
in women, may also increase the risk of postpar-
tum depression in men. Among the symptoms, we 
also mention sadness, agitation, anger, irritability, 
violent behaviour, parent-child closeness distance 
from the partner and the child. He feels worthless, 
excessive and unjustified guilt or shares suicidal 
thoughts, presents forgetfulness, difficulty concen-
tration and motivation, decreased libido, weight 
gain or loss without following any diet. Depressed 
father has a decreased interest in usual activities or 
present weakness for certain activities. Moreover, 
he starts excessive alcohol consumption, drug 
abuse, gambling, extramarital affairs or other ad-
dictive behaviour. He spends more time than usual 
at work (43). The anxiety and depression can also 
be translated into violent behaviour towards their 
partner. Thus, 15% of women reported violence 
from their partner, and 69% of them claimed that 
this violence was manifested for the first time. Pa-
ternal postpartum depression is a risk factor for 
child abuse and infanticide (9). 

The incidence of generalized anxiety disorders 
ranged from 3.5 to 4.3%, and 5% of men showed 
symptoms for five months after birth (44). 

The most common psychiatric disorders that 
occur in postpartum depression are anxiety and ob-
sessive-compulsive disorder. Some studies have 
found that 95% of mothers and 80% of fathers 
have recurring thoughts about the possibility of 
harming their children up to the age of 8 months. 
In the same study, 45% of fathers reported a con-
cern that their babies could suffocate, about 25% 
had a concern about feeding their babies, and 3% 

of men reported a concern about losing their ba-
bies. These findings suggest that a psychiatric dis-
order makes fathers more vulnerable to other psy-
chiatric disorders (45,46). 

PPD may be different from puerperal psychosis 
(PP), a severe psychotic disorder that requires psy-
chiatric management. Low ranging of PP are re-
ported, from 0.89 to 2.6 in 1,000 women (47). Pu-
erperal psychosis is usually manifested in patients 
known to have bipolar disorder and have deviated 
from treatment. 

PPD may be differentiated from depression that 
occurred in hypothyroidism. This is not a usual 
manifestation of hypothyroidism. Therefore the re-
ported rate of 23 % of women with hypothyroid-
ism manifest symptoms of depression (48), routine 
screening for thyroid disorders in postpartum is 
not recommended (49).

PPD may be differentiate from minor depres-
sive symptoms of neurosis, which is actually due 
to adapting to the new situation. The person with 
neurosis is aware of his/her problems and difficul-
ties and request to be treated. 

CONCLUSIONS 

The diagnosis of postpartum depression re-
quires careful observation of the symptoms and 
their frequency of occurrence. Also, it may be of 
maximal importance information about daily be-
havioural habits, including alcohol, drugs or med-
ication use. Clinicians are encouraged to detect 
and treat postpartum depression, improving fami-
ly’s behavioural and emotional problems.
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