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Abstract 

Paternal postpartum depression remains a critically under-recognised issue in 

Aotearoa/New Zealand, despite widespread rhetoric around whānau-centred care. This thesis 

examines the extent to which existing policies and services support fathers’ mental health 

during the perinatal period, arguing that the gap between policy and practice is demonstrated 

by the absence of policy altogether.  

This research was conducted in two stages. In the first stage, a policy and strategy 

analysis was undertaken to understand what guidance exists for supporting dads' mental 

health during the perinatal period in Aotearoa/New Zealand. This included reviewing national 

health frameworks, resources from non-governmental organisations and public-facing 

information. The second stage involved a qualitative study with seven dads, who participated 

in semi-structured interviews or an online focus group. Their experiences were analysed 

thematically and interpreted through Bronfenbrenner’s Ecological Systems Theory to 

understand how their wellbeing was shaped by multiple, interacting layers of context; from 

personal and relational dynamics to organisational systems and broader cultural norms. 

Findings reveal that while fathers experience significant emotional distress and identity 

disruption during early parenthood, they often feel invisible within a maternal-centric service 

landscape. At the micro-level, participants reported internalised masculine norms and role 

ambiguity. At the meso and exo-levels, they described inconsistent engagement by health 

professionals, limited access to formal support, and structural constraints such as unpaid 

partner leave. Macro-level norms further reinforced the expectation that fathers act as 

supporters rather than care recipients. Critically, no national policy or clinical pathways exist 

to guide routine recognition or support for paternal PPD, and whānau-centred frameworks 

rarely operationalise meaningful inclusion of fathers. 
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This thesis calls for targeted policy development, culturally inclusive service delivery, 

and routine, father-specific mental health screening to close this gap. Addressing paternal 

mental health is not only vital for the wellbeing of fathers but also for tamariki and whānau 

outcomes. The findings contribute to community psychology by highlighting how social, 

cultural, and systemic structures shape wellbeing and by advocating for structural 

accountability beyond individual resilience. 
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Chapter One: Paternal Postpartum Depression (PPD) 

The transition to parenthood is a major developmental and relational shift. While 

perinatal care systems have traditionally centred mothers and pēpi (baby), an expanding body 

of research indicates that fathers can also experience significant psychological distress during 

pregnancy and the first postnatal year, including symptoms consistent with depression and 

anxiety (Scarff, 2019). When paternal distress is overlooked, it can adversely affect not only 

the dad’s own wellbeing but also overall whānau (family) functioning, relationship quality 

and child development (Ramchandani et al., 2005). Prevalence estimates for paternal 

postpartum depression (PPD) vary widely, ranging from around 4% up to 25% of new 

fathers. These variations depend on factors like the timeframe of assessment and the 

measurement methods used (Kumar et al., 2018; Paulson & Bazemore, 2010). Despite 

growing awareness, paternal PPD remains poorly understood and underreported, largely due 

to persistent societal stigma, traditional gender norms, and insufficient clinical recognition 

(Ghaleiha, 2024). Many dads therefore downplay or fail to acknowledge their distress, 

leading to limited help-seeking and inadequate support (Searson et al., 2025). 

A complicating factor is the lack of an agreed upon definition of “paternal PPD”, with 

researchers and health professionals describing and measuring it in different ways (Scarff, 

2019).  As identified in recent work, paternal mental distress is often described using multiple 

overlapping terms, such as paternal depression, paternal postnatal depression, and paternal 

perinatal affective disorder which are inconsistently operationalised across the literature and 

services (Glynn & Dale, 2015). 

Diagnosing paternal PPD is a further challenge, as most assessment tools were 

originally developed for mothers. For example, the Diagnostic and Statistical Manual of 

Mental Disorders (fifth edition; DSM-5) defines maternal PPD as “major depression with 
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onset within four weeks after childbirth”, which some researchers simply extend to dads 

(Glynn & Dale, 2015; Scarff, 2019). In practice, assessment approaches often rely on 

measures developed for mothers, including the Edinburgh Postnatal Depression Scale (EPDS; 

(Cox et al., 1987). However, fathers may endorse some EPDS items differently than mothers, 

which can affect detection (Scarff, 2019; Cameron et al., 2017). Matthey and colleagues 

(2001a) found that fathers were less likely than mothers to endorse items reflecting overt 

emotional expression (e.g., crying) and consequently recommended the use of a lower EPDS 

cut-off score when screening men to improve detection sensitivity. There are also adaptations 

like the EPDS-Partner (EPDS-P), where the mother reports on the father’s mood, and 

alternative measures such as the Patient Health Questionnaire (PHQ-9) to screen fathers 

(Scarff, 2019).  

Notably, it remains unclear how routinely, if at all, such tools are used for dads in 

real-world practice in Aotearoa/New Zealand. For instance, well-child providers like Plunket 

reportedly use the PHQ-3 short screening, but only for mothers, with no validated equivalent 

for dads (Faulkner & Moir, 2023; Wainwright et al., 2023). Maternal guidelines require 

symptom onset within one month of birth, yet fathers’ depression often has a more gradual 

onset and can occur any time in the first year postpartum (Madsen & Juhl, 2007). Fathers also 

tend to display depression in distinctive ways; more irritability, anger, emotional withdrawal 

or increased substance use, rather than the typical sadness and tearfulness seen in mothers 

(Matthey et al., 2001b; Paulson & Bazemore, 2010). These gendered differences mean that 

many cases of paternal PPD might be missed by conventional screening, highlighting the 

need for better tools tailored to fathers’ symptom profiles (Matthey et al., 2001b).  

Local evidence, although limited, confirms that paternal depression is a real concern 

in Aotearoa/New Zealand. The large Growing Up in New Zealand longitudinal study (n = 

3,523) found about 2.3% of expectant dads had elevated depressive symptoms during 
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pregnancy, which increased to 4.3% at nine months postpartum (Underwood et al., 2017a). A 

smaller study of first-time fathers (n = 116) reported 12% met criteria for PPD by six months 

postpartum (Howarth & Swain, 2020). While these rates are lower than the 11-16% reported 

for maternal postnatal depression (BPJ, 2010), they clearly indicate that a meaningful 

minority of fathers experience significant depression after the birth of a child.  

Risk Factors and Impacts 

Research has identified a variety of risk factors that increase dads’ vulnerability to 

PPD. A history of mental illness is a major predictor. Fathers with prior depression or anxiety 

are at significantly higher risk of distress when adjusting to a new pēpi (Bergström, 2013; 

Deverick & Guiney, 2016; Kumar et al., 2018). 

Recent evidence suggests that biological factors may also contribute to paternal PPD. 

By analogy to maternal PPD (where hormonal shifts in oestrogen, prolactin and oxytocin, are 

linked to mood changes), it is now believed that new dads undergo notable hormonal changes 

during their partner’s pregnancy and after childbirth, which can affect their emotional 

wellbeing (Kim & Swain, 2007). For example, some studies indicate that dads can experience 

declines in testosterone levels postpartum, and these lower testosterone levels have been 

associated with heightened depressive symptoms in dads (Kim & Swain, 2007; Saxbe et al., 

2017). Changes in other hormones like cortisol, prolactin, and vasopressin have also been 

observed in new fathers, potentially influencing mood and caregiving behaviour (Kim & 

Swain, 2007; Rilling et al., 2025). While this research is still emerging, such biological 

adaptations may help explain why some fathers develop symptoms gradually over the first 

year, differing from the more immediate PPD timeline often seen in mothers. 

The impacts of paternal PPD extend beyond the individual father, affecting partners 

and tamariki (children). Depressed fathers often exhibit reduced engagement, sensitivity and 
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responsiveness in interactions with their pēpi; behaviours essential for secure attachment and 

healthy socio-emotional development (Ramchandani et al., 2005; Wilson & Durbin, 2010). 

Consequently, tamariki of fathers with mental health conditions like depression are more 

likely to experience emotional or behavioural difficulties. For example, one study found that 

children growing up with a father who has untreated mental health issues face a 33% to 70% 

higher likelihood of developing emotional or behavioural problems themselves (Wilson & 

Durbin, 2010). Another study also noted that higher levels of paternal depressive symptoms 

were associated with more aggressive behaviour in toddlers and preschoolers (Weitzman et 

al., 2011).  

Beyond tamariki outcomes, there are wider whānau impacts: paternal depression can 

contribute to increased couple conflict and lower relationship satisfaction, especially when 

combined with maternal depression. If the mother is also depressed, the father’s risk of PPD 

roughly doubles or triples (Paulson & Bazemore, 2010), and vice versa, paternal and maternal 

wellbeing are closely interlinked. Financial hardship can further compound these issues; dads 

facing serious economic pressure are about 1.5 to 2 times more likely to report depressive 

symptoms compared to those who are financially secure (Kumar et al., 2018; Paulson & 

Bazemore, 2010). In Aotearoa/New Zealand, while longitudinal data specific to dads is 

sparse, parallel evidence from maternal cohorts in highly deprived communities shows 

significantly higher rates of paternal depression (estimated 20-25%) in low-income areas, 

compared to 10 to 13% in more affluent areas (Ministry of Health, 2021). This socio-

economic gradient highlights how poverty and related stressors (e.g., insecure housing, work 

instability) can erode mental health and make it harder for affected fathers to seek help or be 

reached by services, an issue examined in greater depth later in this thesis.  

The quality of intimate partner relationships is another key contributor to paternal 

mental health. High levels of couple conflict, and/or low relationship satisfaction and support, 
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are strongly associated with paternal PPD (Underwood et al., 2017a). Moreover, fathers who 

separate or divorce shortly after a child’s birth appear especially at risk. One study reported 

that dads who were no longer in a relationship had substantially higher odds of experiencing 

moderate to severe psychological distress compared with partnered dads (Rusten et al., 2019).  

Taken together, these findings point to a persistent structural gap in perinatal care and 

reinforce the need for detection, prevention and intervention approaches that more explicitly 

centre paternal mental health, particularly for dads navigating multiple and intersecting 

stressors. 

Bronfenbrenner’s Ecological Systems Theory as a Conceptual Framework 

Understanding paternal perinatal mental health requires attention not only to 

individual psychological factors, but also to the broader social, organisational, and cultural 

contexts in which fathers are embedded (Eriksson et al., 2018). To support this broader 

perspective, this thesis is guided by Bronfenbrenner’s Ecological Systems Theory 

(Bronfenbrenner, 1979), which conceptualises wellbeing as shaped by multiple, interacting 

layers of influence rather than isolated individual processes. 
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Figure 1 

Bronfenbrenner’s Ecological Theory of Development Model  

 

 

Note. Bronfenbrenner’s ecological model depicted as concentric circles representing multiple 

contexts of influence. From Bronfenbrenner’s Ecological Theory of Development, Wikimedia 

Commons, 2012. 

(https://commons.wikimedia.org/wiki/File:Bronfenbrenner's_Ecological_Theory_of_Develop

ment_(English).jpg).  

As illustrated in Figure 1, Bronfenbrenner’s model focuses on four interrelated 

systems. The microsystem refers to settings in which the individual has direct, everyday 

contact, such as intimate partner relationships and interactions with pēpi. Other aspects of the 

microsystem include experiences of sleep deprivation, caregiving demands and emotional 

adjustment to parenthood. For dads, this level constitutes their internal emotional responses to 

becoming a parent, as well as day-to-day dynamics within the whānau.  

The mesosystem captures the relationships between these immediate settings. In the 

perinatal context, this includes interactions between fathers, partners, healthcare providers, 

and extended whānau or peer networks. For example, how fathers are included (or excluded) 

https://commons.wikimedia.org/wiki/File:Bronfenbrenner's_Ecological_Theory_of_Development_(English).jpg
https://commons.wikimedia.org/wiki/File:Bronfenbrenner's_Ecological_Theory_of_Development_(English).jpg
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in antenatal appointments, Plunket visits or parenting programmes reflects mesosystem 

processes that can either support or undermine paternal wellbeing. 

The exosystem encompasses contexts that indirectly shape dads’ experiences, even 

when they are not actively involved in them. This includes workplace policies, parental leave 

entitlements, service design decisions, and organisational priorities within health and social 

care systems. Although dads may have little control over these structures, they strongly 

influence access to time, support, and help-seeking opportunities during the perinatal period. 

Finally, the macrosystem refers to the broader cultural, societal, and policy 

environment. This includes dominant norms around masculinity, expectations of fathers as 

supporters rather than care recipients, and national policy frameworks that shape how 

perinatal mental health is conceptualised and resourced. Cultural narratives that value 

stoicism, self-reliance and emotional restraint among men operate at this level, often shaping 

how fathers interpret their own distress and whether they feel entitled to seek support. 

An ecological framework is particularly well suited to the study of paternal perinatal 

mental health because it highlights how distress can be produced, maintained or alleviated 

across multiple interacting layers (Edmondson et al., 2010). Rather than locating 

responsibility solely within individual fathers, draws attention to how relational dynamics, 

service structures, and sociocultural expectations interact to influence wellbeing (Pilkington 

et al., 2015). This holistic perspective also aligns with Indigenous worldviews. One prevalent 

Māori model of health, Te Whare Tapa Whā conceptualises this, describing wellbeing as the 

balance of interconnected dimensions, tinana (physical), hinengaro (mental and emotional), 

wairua (spiritual), and whānau. Within this model, wellbeing depends on the balance and 

interdependence of all four walls; if one dimension is compromised, overall wellbeing is 
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affected. This framing reinforces the importance of relational and collective contexts in 

understanding paternal wellbeing (Meredith et al., 2024). 

In this thesis, Bronfenbrenner’s ecological framework is used as a conceptual lens 

rather than a rigid analytical template. It provides a way of organising and interpreting both 

policy and qualitative findings, supporting my analysis of how fathers’ lived experiences are 

influenced by wider systemic conditions. I introduce this framework here because it provides 

a conceptual lens that I will continue to draw on to analyse risk, barriers, prevention and 

intervention across interconnected ecological levels rather than as isolated factors. 

Barriers to Recognition and Help-Seeking  

Despite a clear need for greater recognition and support, fathers continue to 

experience several barriers to accessing support. One crucial factor is mental health literacy 

(MHL): the knowledge and beliefs about mental health that aid recognition, treatment and 

prevention (Seidler et al., 2018). Among fathers themselves, awareness that PPD can affect 

men remains limited, which can hinder self-recognition of symptoms and delay help-seeking 

(Scarff, 2019). Compounding this, some healthcare providers may also have limited 

awareness of paternal PPD or may rely on screening tools that may not adequately capture 

the “atypical” presentations in men (Paulson & Bazemore, 2010). The combined effect is that 

fathers’ postpartum mental health difficulties often remain under-recognised, with men less 

likely to self-identify their distress and providers less likely to detect it in routine care. 

Beyond awareness, powerful societal and cultural expectations regarding masculinity 

also play a role in suppressing fathers’ help-seeking. In Aotearoa/New Zealand (as in many 

cultures), dominant masculine norms emphasise stoicism, self-reliance and the expectation 

that men should remain emotionally strong, particularly during whānau transitions (Schuppan 

et al., 2016). Men may feel pressure to appear unfazed and to prioritise their partner’s and 
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pēpi’s needs over their own. Many dads internalise the belief that seeking emotional support 

is a sign of weakness or failure to fulfil the provider/protector role (Copland & Hunter, 2025). 

Corrigan and colleagues (2006) demonstrated that individuals who internalise public stigma 

are more likely to experience shame and reduced help-seeking intentions. In the context of 

fatherhood, this dynamic may lead fathers to feel ashamed of not coping, prompting them to 

hide symptoms or avoid seeking support. Consistent with this, Seidler et al. (2018) found that 

adherence to traditional masculine norms and fear of being stigmatised significantly reduce 

men’s willingness to access mental health services. Qualitative studies with new dads further 

illustrate this, with many fathers describing efforts to suppress anxiety or sadness to avoid 

burdening their partner, even when doing so harms their own mental health (Copland & 

Hunter, 2025; Staiger et al., 2020). 

Research with postpartum dads highlights a recurring theme of ‘fathers not being the 

priority’, for instance Searson et al. (2025) found that services were being experienced as 

predominantly mother-focused, with fathers reporting limited direct engagement from health 

professionals regarding their own wellbeing. Collectively, multiple levels of influence, from 

personal beliefs to healthcare practices to societal norms, interact to keep paternal PPD 

hidden and untreated. These barriers operate across ecological levels, reinforcing the 

importance of multi-level approaches to recognition and support (Ghaleiha, 2024). 

Prevention and Support Strategies 

Recognising paternal PPD is an important first step. The next challenge is identifying 

and implementing effective strategies for prevention, support, and treatment that fathers are 

willing and able to engage with. Evidence-based treatments for depression, such as cognitive-

behavioural therapy (CBT) and interpersonal psychotherapy (IPT) have been proposed as 

promising approaches for fathers (Cameron et al., 2017; Paulson & Bazemore, 2010; Seidler 
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et al., 2018), although empirical evidence specific to paternal populations remains limited 

(Habib, 2012). However, research indicates that fathers often encounter gendered and 

service-level barriers to engagement, including perceived mismatch between fathers’ needs 

and the design of available supports (Cameron et al., 2017; Seidler et al., 2018). 

Moreover, practical, emotional, and informational support from one’s partner, whānau 

friends, or community significantly reduces stress and helps new dads cope (Singley & 

Edwards, 2015). Fathers who feel supported and understood report fewer depressive 

symptoms and greater resilience, whereas those with limited support are more prone to 

isolation and despair (Letourneau et al., 2012).  

Pre-birth programmes such as antenatal classes and parenting education can provide 

opportunities for expectant dads to build social support networks and prepare for the 

emotional aspects of parenthood. However, research recommends a more continuous support 

framework that integrates fathers, rather than isolated or one-off interventions (Fletcher et al., 

2019), such as routine check-ins for dads during early postnatal visits by maternity services 

or referral to father-focused support groups.  

Group-based and peer support interventions hold particular promise. Fathers have 

reportedly responded well to peer support groups; safe, non-judgmental spaces (in person or 

online) where dads can share experiences, realise they are not alone and learn coping 

strategies from each other (Shorey et al., 2017). Such groups can reduce feelings of isolation 

and normalise the challenges of new fatherhood. Community-based organisations in 

Aotearoa/New Zealand like Kidz Need Dadz, Father & Child Trust, and the national charity 

Perinatal Anxiety and Depression Aotearoa (PADA) have begun to fill service gaps by 

providing father-specific resources, support groups, helplines and online forums. 
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Taken together, the literature suggests that the mere availability of services is 

insufficient; rather, questions remain regarding how perinatal systems can more effectively 

recognise, engage, and respond to fathers’ mental health needs.  

Within this context, cultural and whānau-centred approaches have been identified as 

particularly important for effective engagement. Research indicates that interventions tend to 

be more effective when they are accessible and culturally relevant (Abel et al., 2005; Durie, 

2004). This means offering support in culturally safe ways (e.g., via iwi-based providers for 

Māori dads) and framing messaging around collective wellbeing so dads see that caring for 

their own mental health is part of caring for their whānau (Cammock et al., 2014; Seidler et 

al., 2018). These considerations are particularly important in the Aotearoa/New Zealand 

context, where Indigenous and Pacific frameworks offer critical insights into paternal 

wellbeing. 

Cultural Frameworks and Equity Considerations 

Research focused on engaging Māori fathers highlights the central and relational role 

that pāpā have traditionally held within whānau. Prior to colonisation, Māori fatherhood was 

embedded within collective systems of care, responsibility, and nurturing, rather than being 

confined to narrowly defined provider roles (Jenkins & Hart, 2011). However, colonial 

processes and the imposition of Western whānau norms disrupted these roles, contributing to 

the marginalisation of Māori dads within both social policy and service delivery.  

Contemporary literature indicates that many Māori fathers continue to seek support 

that is culturally grounded, relational and aligned with te ao Māori, rather than individualised 

or deficit-focused approaches (Angeli-Gordon, 2025). Effective engagement with Māori dads 

therefore requires services to prioritise trust, partnership and whānau-centred practice that 

recognises the broader historical and structural contexts that shape paternal experiences (Abel 
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et al., 2005; Kara et al., 2011). These insights emphasise the importance of paternal mental 

health supports that affirms cultural identity and collective wellbeing, rather than reproducing 

models that isolate dads from their cultural and relational foundations. 

Similarly, Pacific health frameworks offer a broader understanding of paternal 

wellbeing that extends beyond Western, individual-focused paradigms. The Fonofale model 

conceptualise wellbeing as inherently relational, spiritual, and embedded within family and 

community contexts, emphasising the interconnectedness of mental, physical, spiritual, and 

social dimensions of health (Cammock et al., 2014). Within these frameworks, dad’s 

wellbeing is understood as inseparable from the wellbeing of their wider ‘aiga (family) and 

community.  

Pacific dads may experience distinctive cultural expectations and pressures related to 

familial roles, leadership and responsibility (Pulotu-Endemann, 2001). Supports that fail to 

recognise these collective influences risks overlooking key determinants of wellbeing for 

Pacific fathers. As such, these frameworks enrich the macro-level analysis of paternal mental 

health by illustrating the need for culturally inclusive models that acknowledge extended 

whānau networks, spiritual dimensions and collective responsibility, rather than relying solely 

on individualised clinical approaches (Abel et al., 2005; Pulotu-Endemann, 2001). 

The present study 

The literature suggests that paternal PPD is a consequential public health issue that 

has been under-addressed, both globally and in Aotearoa/New Zealand. Fathers’ postnatal 

mental health is influenced by a combination of individual, relational and systemic factors, 

and current support systems may not adequately meet their needs. This study aims to help 

bridge the gap between policy and practice by foregrounding fathers’ own voices and 

experiences. Guided by an ecological, whānau-centred perspective, the research will explore 
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how well current policies and services in Aotearoa/New Zealand are supporting paternal 

mental health, and how dads themselves navigate and perceive the available supports. 

Chapter Two: Methodology 

This chapter outlines the research aims, design and methods used to examine paternal 

perinatal mental health support in Aotearoa/New Zealand. The study had two linked 

components: a qualitative study exploring fathers’ lived experiences during the perinatal 

period, and a policy analysis mapping current provisions for fathers’ perinatal mental health. 

Bringing these strands together enabled the thesis to examine how formal policy intent is 

translated (or not) into everyday practice for dads and whānau. 

Research Design 

The overall design was qualitative, including the collection and analysis of policy and 

practice guidelines for PPD with semi-structured interviews and a focus group involving 

fathers in Aotearoa/New Zealand. First, semi-structured interviews and a focus group with 

dads from Aotearoa/New Zealand were analysed using reflexive thematic analysis. Second, 

policy and practice documents were analysed to identify what is currently stated, implied and 

absent in relation to paternal perinatal mental health. The two datasets are then integrated in 

the results chapter through an ecological lens, enabling a direct policy-practice comparison. 

Theoretical and Methodological Orientation 

The study was informed by community psychology values, particularly context, 

voice, and systems-level understanding, to understand the systemic conditions that shape 

wellbeing (Collins, 2025). Bronfenbrenner’s Ecological Systems Theory (Bronfenbrenner, 

1979) provided a structure for understanding how dads experiences are shaped across 

interacting layers of context (micro, meso, exo, and macro). This approach supports analysis 
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of feedback loops between individual experience and broader systems, aligning with 

community psychology’s attention to context, power, and the conditions that enable or 

constrain wellbeing (Trickett, 2009). 

Methodologically, the qualitative component used reflexive thematic analysis, which 

treats themes as interpretive patterns generated through an active, reflexive engagement with 

the data (Braun & Clarke, 2006, 2021). Reflexivity was foregrounded throughout analysis, 

including ongoing attention and consideration to how my positioning and assumptions shaped 

interpretation. 

Part One: Qualitative Study 

Participants 

Participants were fathers living in Aotearoa/New Zealand who had experienced the 

perinatal period and were willing to reflect on support, distress, and help-seeking as they 

adjusted to early fatherhood. A total of seven participants took part: four fathers participated 

in one online focus group, and three fathers completed individual semi-structured interviews. 

Participants ranged in age from 32 to 55 years and were based across both the North Island 

and South Island. 

The group included one Cook Islands/Pacific father, two Māori fathers and the 

remaining participants identified as Pākehā/European. Participants were dads to between one 

and three tamariki. Most were in paid employment at the time of their perinatal experiences, 

with two identifying as stay-at-home dads. The dads described experiences of postnatal 

distress and/or depressive symptoms occurring in relation to their first or second child. 

Pseudonyms were used for all participants, and identifying details were removed or 

generalised to protect confidentiality. 
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Recruitment 

Fathers were recruited through community networks and word-of-mouth channels 

relevant to early parenting and father support. These networks and channels included social 

media platforms like Facebook and LinkedIn, in play and well child centers (with permission; 

see Appendix A). This informal snowball method helped reach fathers who may not be active 

in formal support groups or online communities. The recruitment flyer (Appendix B) invited 

dads to participate regardless of whether they had accessed formal mental health services, to 

capture a range of experiences, including those who had managed distress privately or 

through informal supports. Interested dads contacted the researcher directly via the email 

address provided on the flyer. This self-selection approach supported voluntary participation 

and enabled fathers to engage confidentially without gatekeeper mediation. 

Data Collection 

Data was collected through semi-structured interviews and one focus group with dads 

from Aotearoa/New Zealand. The interview and focus group schedules (Appendix C-D) 

explored dads’ experiences of the transition to fatherhood, emotional wellbeing, support 

needs, encounters with perinatal services and barriers to help-seeking. Interviews and the 

focus group ranged from approximately 60 to 90 minutes and were audio-recorded with 

informed consent before being transcribed verbatim for analysis. The semi-structured format 

enabled consistent coverage of core topics while allowing participants to emphasise what 

mattered most to them. 

Prior to participation, fathers who expressed interest were emailed a participant 

information sheet (Appendix E), consent form (Appendix F), and debrief sheet (Appendix G) 

approximately one week before the scheduled interview or focus group. This allowed 

participants time to review the study information and consider their involvement. 
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At the beginning of each interview or focus group, I briefly revisited the key points of 

the information sheet and confirmed consent. For participants who had not returned a signed 

consent form in advance or who required clarification, the consent form was read aloud, and 

verbal consent was audio-recorded prior to commencing data collection. This process ensured 

informed consent was obtained in line with ethical requirements. 

Data Analysis 

Transcripts were analysed using reflexive thematic analysis (Braun & Clarke, 2021). 

Analysis began with familiarisation through repeated reading and note-tracking. Initial codes 

were generated inductively across the full dataset and then refined through iterative 

comparison between and across participants. The main themes were developed by identifying 

patterned meanings and relationships between codes and were then reviewed and reworked to 

ensure internal coherence and clear distinction between themes. Final themes were written as 

analytic narratives supported by illustrative quotes from the dads. 

Qualitative findings were subsequently organised across micro, meso, exo, and macro 

levels to reflect how individual experiences were shaped by relational, organisational and 

sociocultural contexts. This ecological organisation of data was applied after theme 

development to support interpretation and integration with the policy analysis, rather than 

being used as a rigid coding framework. 

Reflexivity 

Themes were developed through a recursive process that involved returning to the 

transcripts to check interpretive fit and to seek disconfirming instances. Thick description and 

extended participant quotes were used in the results chapter to support transparency of 

interpretation. Reflexivity was ongoing, including attention to how my positionality shaped 
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the questions asked, how participants responded and how meanings were constructed during 

analysis (Braun & Clarke, 2021; Kara et al., 2011). 

Ethical Considerations 

Ethical approval was obtained through the University of Waikato Health Research 

Ethics Committee (HREC[Health]2025#42). Participants received an information sheet (see 

Appendix E) and provided informed consent prior to participation (see Appendix F). 

Confidentiality was protected through de-identification and the use of pseudonyms. Audio 

files and transcripts were stored securely, with access limited to the researcher and 

supervisors.  

At the conclusion of each interview and focus group, the debrief information was 

summarised verbally, including available support resources should participation raise any 

distress. The debrief sheet was also emailed to all participants following their involvement to 

ensure continued access to support information. Participation was voluntary, and fathers were 

reminded of their right to withdraw prior to analysis without penalty. Where organisational 

materials were provided with conditions (e.g., requests for anonymity), these conditions were 

respected in reporting.  

Part Two: Policy Analysis 

Design and Scope 

The policy component of this study used qualitative document analysis to describe 

and interpret the current policy and practice guidance documents relevant to paternal perinatal 

mental health in Aotearoa/New Zealand (Bowen, 2009). The aim was not to evaluate policy 

‘success’ but to map what guidance exists, what is framed as standard practice and what is 

left unspecified. This analysis focused on what policies and resources say about dad’s mental 
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health and support pathways, how this relates to dad’s reported experiences, and where gaps 

remain. 

Document Identification and Selection 

Materials were collected by reviewing references within national frameworks, where I 

searched relevant organisational websites for paternal or father-related content, and 

requesting information directly from organisations where policy or guidance was unclear. 

Inclusion criteria were that materials needed to (a) relate to the perinatal period or early 

parenting support in Aotearoa/New Zealand, and (b) include explicit or implicit reference to 

dads, partners or whānau wellbeing where paternal mental health could reasonably be 

considered. International public health resources were included only where they were actively 

used in Aotearoa/New Zealand-facing information environments (e.g., widely circulated 

breastfeeding materials directed at dads). 

Data Sources 

Guidelines, policies and materials were requested from six sources via email (see 

Appendix H), four organisations and services responded. First, national frameworks and 

strategies relevant to perinatal, early years and mental health care were reviewed. Second, 

organisational materials from key perinatal and early parenting providers were sourced, 

including internal clinical guidance shared in response to a direct enquiry. At the request of 

one major well-child provider, identifiable details of their internal guidance and public 

information pages are anonymised in this thesis. Third, Official Information Act (OIA) 

responses were used to clarify the presence or absence of national policies and pathways 

within Te Whatu Ora/Health NZ. Fourth, community and non-government organisation 

resources (e.g., father-focused organisations and public-facing breastfeeding resources 
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directed at dads) were included to capture the wider information environment that fathers 

may encounter outside statutory services. 

Analytic Approach 

Analysis proceeded in three steps. First, each document was summarised in an 

extraction table capturing its purpose, audience and any direct statements about paternal 

mental health, screening or support pathways. Second, documents were coded for recurring 

patterns of inclusion and omission (e.g., whether dads were treated as care recipients, 

supporters, or absent), and for the presence of operational guidance (e.g., expectations for 

screening, referral, follow-up, or workforce training). Third, coded findings were synthesised 

into narrative results organised around key policy domains, such as national policy and 

pathways, whānau-centered frameworks, organisational guidance, NGO supports, and macro-

cultural messaging. This synthesis formed part one of the results chapter and provided the 

reference point for later policy-practice integration. 

Summary 

In summary, I have undertaken a qualitative research project that integrates a policy 

analysis on fathers’ perinatal experiences, combining policy analysis with reflexive thematic 

analysis of the fathers’ accounts. An ecological framework supported interpretation across 

interacting layers of context, and the final integration enabled a direct comparison between 

policy intent and dads lived experiences.  

Chapter Three: Results 

This chapter presents findings from two components of the study: (1) a reflexive 

thematic analysis of interview and focus group data, and (2) a policy analysis examining 

current paternal perinatal mental health provisions in Aotearoa/New Zealand. Qualitative 
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findings are organised across the micro, meso, exo, and macro ecological levels 

(Bronfenbrenner, 1979; Trickett, 2009). 

Part One: Dads’ Experiences 

Part one presents interview and focus group themes which were generated through 

reflexive thematic analysis and deductively mapped to the level where each experience was 

primarily situated (micro, meso, exo, macro). While presented by level, dads’ accounts often 

reflected cross-level interaction.  

Micro-Level: Individual Experiences of Early Fatherhood 

At the micro level, fathers’ accounts centred on the internal emotional and cognitive 

adjustments associated with early fatherhood. Three interrelated themes were identified: 

identity disruption following the transition to fatherhood, cognitive overload and loss of 

mental space, and role ambiguity and perceived “uselessness” in early caregiving. 

Identity shift: “Nothing will be the same”. Across interviews and the focus group, 

dads described the transition to parenthood as a profound disruption to their sense of self. 

Becoming a dad, whether for the first or subsequent time, required a psychological re-

orientation that many found confronting. Participants spoke of an abrupt realisation that life 

had fundamentally changed, often without clear guidance or preparation for what this shift 

would entail: Liam described a moment of recognition that captured this sense of rupture; 

“Driving home one night I realised life had changed and I had to reset who I was as a dad”. 

Similarly, Noah reflected on identity loss as an extended process rather than a single moment, 

explaining:  

I equate a lot of it to loss of identity, like you lose yourself a lot… My wife talks 

about that as well, because she feels like she lost herself a bit… you’re still in the 
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thick of it… and friends said ‘we were ourselves again’… and I was like, when did 

that come in? 

These accounts reflect the internal renegotiation of identity that occurs as dads take on 

new roles and responsibilities. While participants expressed pride and commitment to being 

involved fathers, this was often accompanied by uncertainty, self-doubt and a sense of being 

emotionally unprepared. “No one really prepares you for how hard it is mentally. You expect 

the tiredness and all that, but not the emotional side of it” (Wiremu). The absence of spaces in 

which dads’ emotional transitions were acknowledged or normalised intensified this 

experience, leaving many to navigate the shift largely on their own. Wiremu explained that; 

“it felt very isolating and overwhelming.” 

Cognitive overload and loss of headspace. Many of the dads described persistent 

mental fatigue resulting from the combined demands of paid work, disrupted sleep and caring 

for a newborn. Participants frequently referred to a sense of constant cognitive pressure, 

characterised by racing thoughts, irritability, and diminished emotional capacity. Several dads 

noted that even brief periods away from caregiving responsibilities provided noticeable relief. 

Noah explained how small windows of respite restored his sense of clarity; “If you have 

space away, you get headspace… my brain works again. Even short kindergarten days gave 

me some headspace.” 

These accounts highlight how dad’s capacity to cope was closely tied to their 

immediate environments and access to restorative time. When opportunities for rest or 

psychological distance were limited, distress intensified. Participants became more self-

critical, emotionally reactive and overwhelmed, suggesting that individual wellbeing was 

strongly shaped by broader contextual pressures rather than personal resilience alone. 
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Role ambiguity and perceived “uselessness”. A common word used by the dads to 

describe their perceptions of the infant months was “useless”, often referring to not knowing 

how to contribute in meaningful ways. This was not described as a lack of care or 

willingness, but as uncertainty about what they could do as dads, particularly when their 

partner was distressed, recovering from birth or struggling emotionally. Eli captured the 

shared nature of this experience through humour, noting, “We had this dad group called the 

Useless Nipples,” while also acknowledging that fathers can “feel lost and just struggle.” For 

several participants, the emotional impact stemmed from recognising that practical support 

could not always relieve what their partner was experiencing internally. As Hemi reflected, 

“you can’t fix what’s actually going on inside them and… that… can make you feel 

incredibly helpless.” Allan echoed this sense of limited efficacy, explaining,  

I wouldn’t know how to really help… like yes, I can help with the baby and do the 

practical things around the house, but there’s nothing I can really do to… shift the 

way that she feels… when she’s struggling, and that’s the part that makes you feel 

quite helpless as a dad. 

This perceived helplessness was often heightened around the birth itself and the 

immediate postnatal period, where dads described feeling emotionally overwhelmed and 

unprepared for the magnitude of change. Wiremu described how “you’re never really quite 

prepared for that day when the new arrival comes along,” and how the reality of birth made 

the transition feel “pretty daunting,” particularly amid a “very traumatic” and challenging 

birth experience. The broader adjustment to parenthood was similarly described as 

experiential and uncertain; as Noah put it, “you don’t know how to be a parent until you’re a 

parent.” Together, these accounts highlight the steep learning curve fathers described during 

early parenthood. 
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A small number of accounts also highlighted that guidance for dads was not always 

readily available, which contributed to uncertainty about what supportive involvement looked 

like in the early months. 

Meso-Level: Relational and Interpersonal Contexts of Support 

At the meso level, dads’ experiences were influenced by their immediate relational 

environments, particularly interactions with partners, whānau, peers and health professionals. 

Three interconnected patterns were evident: emotional self-silencing within partner 

relationships, limited direct engagement by health professionals, and reliance on informal 

peer support. Together, these dynamics influenced how dads’ distress was expressed, 

contained, or supported in everyday relational contexts. 

Emotional silencing within partner relationships. Several fathers described 

deliberately suppressing their own emotional needs in order to prioritise their partner’s 

wellbeing during the postnatal period. This pattern was often framed as protective or 

necessary, particularly when partners were experiencing visible distress or recovering 

physically from childbirth. Dads spoke of an implicit understanding that their role was to 

“hold things together,” which limited opportunities to voice their own struggles. As Hemi 

reflected “I didn’t want to add anything to what she was already dealing with. She was 

exhausted and emotional, so I just kept my stuff to myself”.  

Moreover, Allan reflected on how this dynamic became entrenched over time; “You 

just kind of get into that mindset where you think, ‘She’s got it harder, so I shouldn’t 

complain.’ And then you stop talking about how you’re actually feeling”. While participants 

expressed empathy for their partners, this relational pattern often resulted in emotional 

isolation, even where communication was otherwise described as strong. Eli described how 

attempts to express the difficulty of the transition were sometimes met with frustration, 
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“When I said, ‘holy fuck this is so hard’, she kind of didn’t respond very well… it made her 

mad sometimes that I was being negative, and she said it made her doing her job harder”. 

Over time, this silencing reduced opportunities for mutual support and contributed to 

internalised distress. 

Limited recognition by health professionals. Dads highlighted a lack of consistent 

engagement from health professionals across antenatal and postnatal interactions. While 

many participants attended appointments and were physically present during care, they often 

described feeling peripheral to the interaction, with attention directed primarily towards mum 

and baby. Hemi captured this sense of marginality succinctly, noting, “So I did go along to 

them but often felt like the odd wheel.” He elaborated that although he did not resent the 

mother-centred focus, there was “definitely not anything I recall in terms of… here’s some 

things for you to be considering,” describing an absence of guidance directed towards the 

dads’ experiences or needs. Liam similarly described attending appointments where a 

“midwifery partnership” model was used, yet despite consistent involvement, he recalled 

limited engagement with him beyond practical questions, “one of them might pay me a little 

bit of attention… I don’t remember hearing anything about my role as a support.” 

For some dads, this lack of recognition extended to wellbeing and mental health. Eli 

described that postnatal conversations frequently included mental health check-ins for his 

partner, while he remained largely unacknowledged: 

I did notice that they asked my partner about her mental health a few times, but they 

didn’t ask me. Even when my partner raised that I was struggling, I didn’t get asked 

about it post that at all. They don’t ask dads about that stuff. 

When he attempted to raise concerns, he described limited response: “Like I said, I 

tried to talk to them, but I didn’t really get… any kind of feedback.”  
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In some cases, dads contrasted this with the relative safety of other support contexts. 

Eli, for example, described therapy as a space where he could voice distress without 

judgement, “At the early stage, I was in therapy… I can say really… dark stuff… and she 

wouldn’t judge me, whereas I didn’t feel I could tell my partner.” While this excerpt speaks to 

relational safety, it also highlights how fathers’ emotional support often occurred outside 

perinatal care, rather than being invited within it. These accounts indicate that fathers were 

not consistently engaged within routine perinatal interactions. 

Reliance on informal peer support. In the absence of consistent recognition within 

formal perinatal interactions, many dads described relying on informal support networks to 

make sense of early parenthood and manage distress. Peer connection was valued less as 

“formal support” and more as a way to vent, normalise experiences and feel understood by 

someone outside the immediate pressures of the household. Noah, for example reflected that: 

…[Things] would have been worse without someone to talk to… it was difficult to 

talk [to his partner because] she was busy… and also doing mornings, evenings and 

sometimes a lot during the night as well… [It would have helped] to be able to vent to 

someone and just have a bit of banter… someone outside of the situation. 

He also described the temporary relief that came from knowing other parents were 

experiencing similar struggles: “it would have helped… to know that someone else is doing 

the same things and struggles… different struggles, but same sort of idea with being a 

parent.” 

For Eli, peer connection emerged through an antenatal group that continued via a 

group chat. Although the chat was not framed as a mental health space “none of the… dark 

stuff,” it still enabled sharing of difficulties and offered reassurance through comparison. He 

further explained that “reading other people’s experiences helped a little bit”, particularly 
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because it affirmed that “your experience is normal” and that “it’s okay to have a hard time… 

other people also suck at this.” Collectively, these accounts show that peer connection helped 

normalise early parenting challenges. However, peer support remained contingent on fathers’ 

access to appropriate networks and was not consistently available in structured or proactive 

ways. Eli explicitly noted the absence of local options: “it would have been nice if there was 

something, like, local… like, actually talking to people…but Reddit was good in that 

respect.”  

Exo-System Level: Services, Workplaces, and Structural Conditions 

At the exo-system level, dads’ experiences were influenced by organisational and 

structural contexts that sat outside their immediate relationships but had a direct impact on 

their wellbeing. Three interrelated themes were identified: limited access to perinatal services 

for dads, workplace constraints and early return to employment, and reliance on self-

navigation through fragmented support systems. Together, these themes describe the 

structural conditions fathers reported as shaping their access to support. 

Limited access to perinatal and postnatal services. In this study, dads consistently 

described perinatal and postnatal services as oriented primarily toward mums and infants, 

with limited invitation for dads to participate as parents with their own needs. Even when 

dads attended appointments and were physically present, they often experienced themselves 

as outside of the interaction. Allan stated, “everything’s set up for mum and baby. You’re 

there, but it doesn’t feel like the services are actually for you.” 

Fathers described limited system-level entry points that signalled services were also 

“for dads,” and several noted uncertainties about where they could go if they needed support 

themselves. Noah, when reflecting on the idea of seeking father-specific support, he stated 

“there’s not really anything in town” adding that he “wasn’t going to look up people online”, 
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and that even when he tried to connect informally “I didn’t really get… any kind of… 

guidance.” Similarly, Wiremu shared that he “didn’t know where I’d even go if I needed help. 

There wasn’t anything obvious that said: This is for dads too.” 

Overall, these accounts indicate that dads’ access to support depended heavily on the 

visibility of father-specific entry points within services. Where this was missing, dads 

described falling back on self-directed and informal routes (e.g., online forums), leaving 

paternal distress easy to overlook within routine perinatal care. 

Workplace pressures and early return to employment. Limited partner leave 

emerged as a significant constraint on fathers’ wellbeing and access to support. In the focus 

group, one dad described having “a funny job” and being unable to take time off, explaining 

that he “had to get back to work” after only a few days and was starting at “4am” most 

mornings (Liam).  Another participant described the trade-offs of attending appointments, 

noting he “couldn’t really take time off and not get paid,” and worried about “a bad rep at 

work” or resentment from colleagues if he prioritised antenatal visits (Allan). Majority of the 

dad’s interviewed returned to paid employment within days or weeks of their child’s birth, 

often while still adjusting emotionally and physically to disrupted sleep and new caregiving 

responsibilities. 

Dads also spoke about how limited partner leave and unpaid time off made sustained 

involvement difficult. As one participant explained “I was back at work pretty much straight 

away. You’re exhausted, but you don’t really have a choice” (Allan). In the focus group, 

participants contrasted Aotearoa/New Zealand with contexts where leave is more clearly 

allocated to fathers; “we know in some countries like Denmark and Sweden or something 

they make it a month or more for dad and a year or three for mum” (Liam). Participants are 

all agreed this kind of parental leave is ideal “Boy do I wish we had something like that” 
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(Liam, Wiremu), and extended paid leave would’ve made the transition to parenthood a lot 

easier. Wiremu noted: 

I think… parental leave is a significant thing because… that's a period that I 

experienced with baby blues and the need to be present and around… your world's 

turned upside down at home and everything, so you need to be there [home with 

whānau] to offer support in a practical sense and an emotional sense so, for me 

[extended] parental or dad parental leave would have made things significantly 

different. 

Eli was particularly blunt about how the current settings communicate expectations, 

describing the situation as “bullshit” and arguing that it effectively signals that “one parent 

takes care of the baby and the other goes back to work”. Alongside these constraints, several 

dads described the anxiety that came with trying to hold employment, income, and family 

wellbeing at once. One father reflected that he was “worried about losing my job and losing 

my income,” and described ongoing “money worries” alongside the emotional strain of the 

first year (Liam).  Taken together, these accounts suggest that dad’s participation and help-

seeking were shaped not just by motivation, but by the practical realities of work, leave 

settings and financial insecurity that limited both time at home and access to support. 

Self-navigation and fragmented support pathways. In the absence of clear, dad-

inclusive pathways, dads often described having to “piece together” (Eli) support themselves, 

with access shaped more by chance and personal capacity than by routine service provision. 

In the focus group, when asked whether they had heard of any supports for new dads, 

Wiremu responded emphatically: “None. No, not for me. I didn’t about hear anything, really.” 

Wiremu also shared how overwhelming the process of seeking support was, “There are bits 
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of support out there, but you have to stumble across them. No one really points you in the 

right direction”. 

For some, informal online spaces became a substitute for local or professional 

support. For example, Allan shared: “you end up googling stuff at two in the morning, trying 

to work out what’s normal and what’s not.” Eli described reaching a point: 

[I] posted on Reddit once… [because I] just didn’t know how [I] could do it… and it 

had like 120 replies from other dads… the helpful part was I felt like I was normal… 

I’m not, like, evil or anything. 

Where dads did approach primary care, the support they received was described as 

inconsistent and sometimes superficial. Eli framed this as highly practitioner-dependent, 

stating that “sometimes you’ll get a GP who’ll run you through… all the options… 

Sometimes you get a GP who’ll be like, take this Lorazepam and leave now.” He added that 

some practitioners “don’t put a whole bunch of effort into… being real thorough” and 

described the discussion as having “not a whole lot of depth”, “not very specific to… 

parenting”, with no questions about “being a dad or how my kid was going.” 

Where support was accessed, it was frequently experienced as contingent on 

individual capacity, time, and awareness. Overall, dads’ accounts suggested that locating 

support often relied on personal initiative and informal pathways rather than clear, routinely 

signposted options. 

Macro-Level: Cultural Norms, Public Discourse, and Systemic Framing of Fatherhood 

At the macro level, dads’ experiences were shaped by wider cultural narratives and 

public-facing messaging that influenced how fatherhood, masculinity and perinatal wellbeing 

were understood. Two interrelated themes were evident: first, the persistence of gendered 
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expectations that dads should remain steady, self-reliant and emotionally contained; second, 

the positioning of dads primarily as supporters of mums and babies rather than as parents 

with their own support needs. Together, these themes help illustrate how fathers’ emotional 

strain can become normalised, minimised or rendered less visible within the broader perinatal 

landscape, even when dads are highly involved in day-to-day caregiving. 

Gendered expectations of masculinity and emotional restraint.  In this study, dads’ 

felt impacted by gendered expectations that men should be steady, capable and emotionally 

contained, especially when their partners were recovering from birth or visibly struggling. 

Several dads described a “fix-it-myself” stance toward distress, where emotional difficulty 

was approached as a problem to solve rather than something to share. As Hemi put it, “I think 

guys generally have this sort of fix-it-myself mentality… we want to fix it and often we 

can’t”. Hemi then linked this to broader social learning, “the culture of the time was very 

much, you get on with it, do it yourself, asking for help is a sign of weakness”. In practice, 

this meant distress was often managed privately, with fathers trying to stay functional and 

useful rather than naming what they were carrying. 

The experience of silencing mental distress was not only felt internally but reinforced 

externally. Noah described a clear “barrier” when trying to talk with mothers in parenting 

spaces, where women could vent to each other, but when he spoke up the response was, 

“what have you got to complain about? You’re just the dad”. He pushed back on this framing 

by emphasising the extent of his caregiving, “I’m doing it day in, day out… I’m here doing 

the exact same thing as you. I’m just not breastfeeding” (Noah). This kind of dismissal 

mirrors the wider socio-cultural message that fathers’ emotional strain secondary, or less 

legitimate, even when they are deeply involved. It also helps explain why some dads 

described a quick retreat into emotional self-management, keeping quiet, minimising and 

pushing through. As one participant put it “I just kept my stuff to myself” (Hemi). For some, 
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the expectation to “just keep going” became a kind of internal script during the hardest 

periods. When reflecting on whether he would have used an online dad support group, Noah 

answered that: 

[I] knew [I was] struggling… but also felt like there isn’t really a way out… so I just 

kind of got to keep going forward… I lasted about five months… I wasn’t built that 

way. I’m just doing it. It’s necessary. 

Taken together, these excerpts show how macro-level masculine norms (endurance, 

self-reliance, emotional restraint) can translate into self-silencing at the very time fathers may 

most need proactive, normalising support. 

Fathers positioned as supporters - not care recipients. Dads were commonly 

positioned as the practical supporters of mums and babies rather than as parents whose own 

adjustment and wellbeing might also need attention. This framing tended to emphasise 

“helping” through concrete tasks and logistical support. One participant, Liam who had 

worked in a dad-support role, described how support messages to dads were often 

communicated as a list of practical actions and prompts to “help mum” before and after birth, 

such as encouraging dads to be “right there and helping heaps straight after baby” and 

offering examples like making cups of tea for breastfeeding or helping with infant care. 

While these kinds of messages can be useful, they also reflect a broader assumption that dad’s 

primary contribution is instrumental. 

This supporter framing was echoed in how dads experienced routine care interactions. 

Noah described feeling positioned at the edge of professional conversations:  

It’s like dad is like [I’m the] support staff or something… like sit in a chair over here 

and then it’s like mum and baby talking to the [well-child provider], talking to the 

doctor… sometimes [that] is the right thing. 
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In this sense, dads were present, but their presence did not necessarily translate into 

being actively engaged as parents with their own needs or questions. 

Several dads described how this dynamic became internalised in the early months, 

shaping what they felt they should prioritise. Eli explained that “in the first six months… it is 

the dad’s job to… keep the house working and… keep mum fed so she can breastfeed,” 

reflecting that within this arrangement “it wasn’t as important for me to get help.” This 

captures how the supporter role can quietly become a hierarchy of needs, where mums’ 

wellbeing is understandably centred, but dads distress becomes easier to minimise or 

postpone. 

At the same time, dads’ accounts show that being placed in a “helper” role did not 

necessarily make the experience feel more straightforward or empowering. Several described 

feeling uncertain about what meaningful support looked like when their partner was 

struggling emotionally. Taken together, these accounts help clarify how fathers can be 

simultaneously included and overlooked; included as supporters, yet less visible as people 

who might also need support.  

Dads’ accounts across ecological levels illustrate how early parenthood was navigated 

within relational, organisational and sociocultural contexts that were not always experienced 

as explicitly father inclusive. While the qualitative findings highlight how distress, role 

ambiguity and help-seeking were managed in practice, they also raise questions about the 

broader policy and service environment within which these experiences occurred. The 

following section therefore examines the current policy and practice landscape relating to 

paternal perinatal mental health in Aotearoa/New Zealand to consider how system-level 

settings may shape the visibility, recognition, and support of fathers’ wellbeing during the 

perinatal period. 
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Part Two: Policy Findings 

This section outlines the current policy and practice guidelines relating to paternal 

perinatal mental health in Aotearoa/New Zealand. It examines national policies, 

organisational guidance, and community resources to assess how fathers’ mental wellbeing is 

recognised and supported within the perinatal system.  

Absence of Dedicated Paternal Mental Health Policy 

An Official Information Act (OIA) response from Te Whatu Ora/Health NZ confirms 

that Aotearoa/New Zealand does not have any national policies, guidelines or clinical 

pathways relating specifically to paternal mental health. At present, there are no requirements 

for health professionals to screen dads, nor are there any validated assessment tools formally 

adopted for paternal mental health within the public system. Likewise, there are no 

established protocols outlining how providers should respond to dads who show signs of 

distress and no dedicated referral pathways that support fathers in accessing mental health 

care during the perinatal period. Te Whatu Ora/Health NZ stating, “Health NZ holds no 

formal service protocols, pathways, or targeted policies for paternal mental health around 

childbirth”. This absence also extends to the workforce, with no mandated training for 

practitioners on how to recognise, assess, or support PPD. 

In contrast, maternal perinatal mental health is supported by established national 

guidance and routine screening practices. Midwives, GPs, and Well Child providers 

commonly screen mothers using the EPDS (Cox et al., 1987). 

Whānau-Centred Frameworks: Implicit, not Explicit 

Aotearoa’s perinatal system is guided by a range of strategic and service frameworks 

that emphasise whānau-centred care, including Well Child Tamariki Ora (Cutfield et al., 
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2019), Kahu Taurima (Asher et al., 2023), the Child and Youth Strategy 2024-2027 (Ministry 

of Social Development, 2024), and broader national mental health and addiction strategies. 

This positioning is also reflected in the New Zealand Health Plan/Te Pae Waenga (Health 

New Zealand, 2025), which emphasises equity, improved access to care, and responsiveness 

to populations with greater needs across the health system. 

Although these frameworks prioritise whānau wellbeing, early intervention and 

culturally responsive practice, dads are mentioned only indirectly as part of the wider 

whānau. Importantly, none of these documents provide guidance on how to assess or support 

fathers’ mental health, nor do they outline any expectations for midwives, nurses, or general 

practitioners to check in with fathers regarding their emotional wellbeing. In practice, the 

whānau-centred rhetoric does not translate into father-specific action. While Kahu Taurima 

identifies the whānau as the central unit of support, it offers no operational detail on how 

paternal mental health should be identified or addressed (Asher et al., 2023). As a result, 

these frameworks create the potential for inclusive practice but provide no structural 

mechanisms to ensure that dads’ mental health needs are recognised or met. 

Parental Leave Policy and Structural Constraints 

In Aotearoa/New Zealand, paternity leave settings create a structural context that 

makes it difficult for fathers to remain present and supported during the early postnatal 

period. Partners are currently only entitled to up to two weeks of unpaid parental leave, which 

means many dads return to work almost immediately after the birth of their pēpi (Ministry of 

Business, Innovation and Employment, 2025). This early return to paid employment often 

occurs during a period when emotional adjustment is still unfolding and when vulnerability to 

postnatal distress is known to increase for fathers. Limited leave reduces opportunities for 

bonding, contributes to ongoing fatigue and financial pressure, and restricts contact with 
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perinatal services, many of which operate during standard working hours (OECD, 2023). As a 

result, dads are less visible within the health system and are unlikely to be identified or 

supported unless they actively seek help themselves. 

This absence stands in contrast to international approaches. In the United Kingdom, 

recent reforms mean that partners of women receiving perinatal mental health care are offered 

mental health assessments and support through the National Health Service (NHS), reflecting 

an explicit recognition that fathers’ wellbeing is integral to family outcomes (Boseley, 2018; 

Huang et al., 2020; Williams, 2019). Australia has targeted initiatives such as the SMS4dads 

programme and father-specific counselling services during the perinatal period, reducing 

barriers to help-seeking (Fletcher et al., 2019; Gidget Foundation Australia, 2024). Nordic 

regions provide extended paid partner leave, which supports fathers to stay involved in 

caregiving and remain connected with health and support services during the postnatal 

months (OECD, 2023). These international exemplars highlight how different policy settings 

can create supportive conditions for paternal wellbeing.  In contrast, paternal leave policies in 

Aotearoa/New Zealand position dads primarily as workers rather than caregivers. 

Organisational Guidelines and Practice 

In response to a direct enquiry regarding paternal mental health, one of the primary 

tamariki and whānau providers in Aotearoa/New Zealand confirmed that it “does not have a 

specific policy relating to the screening or support of paternal mental health or postnatal 

depression”. The organisation explained that, rather than operating under a formal policy 

framework, it currently relies on a small number of non-policy resources to address dads’ 

involvement during the perinatal period. These include a publicly accessible information page 

intended for dads and an internal clinical guidance resource available to staff. This guidance 

explicitly acknowledges that dads may be overlooked when practitioners focus primarily on 
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the mother and encourages staff to engage the dads more intentionally during contacts with 

whānau. It advises practitioners to include fathers in conversations, to remain attentive to 

potential concerns raised informally during interactions, and to use existing screening tools 

such as the PHQ-3 or the EPDS if concerns are identified. The guidance also recommends 

that practitioners provide appropriate support through sharing resources, facilitating 

connections with community groups or services, and encouraging contact with a general 

practitioner when needed.  

While this guidance represents an important attempt to mitigate the inadvertent 

exclusion of fathers, it remains advisory rather than policy-driven and does not establish a 

systematic or routine approach to paternal mental health care. Screening is discretionary 

rather than universal, relies on concerns being raised during conversation, and is not 

embedded as a standard component of perinatal or postnatal contacts with fathers. 

Furthermore, the guidance does not outline formal referral pathways specific to paternal 

mental health, nor does it specify expectations for follow-up or monitoring of fathers’ 

wellbeing over time. As such, paternal mental health support remains contingent on 

individual practitioner awareness and initiative, reinforcing the broader policy-practice gap 

identified across the perinatal system. 

Non-Governmental Organisations Supports and Community-Level Engagement 

In the absence of a national policy framework for paternal postnatal mental health, 

much of the existing support for dads in Aotearoa/New Zealand is provided through non-

governmental and community-based organisations. Perinatal Anxiety and Despression 

Aotearoa (PADA) organisation plays a central role in this space by producing educational and 

policy-oriented resources that explicitly acknowledge dads’ vulnerability to anxiety and 

depression during the perinatal period. Drawing on evidence from the Growing Up in New 
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Zealand longitudinal study (Underwood et al., 2017b), PADA highlights that a meaningful 

proportion of fathers experience depressive symptoms during pregnancy and the postnatal 

period, with prevalence increasing in the months following birth (PADA, 2025a).  

PADA indicates that it relies on publicly available information, noting one specific 

resource available online, and use this alongside other public information which are intended 

to help both professionals and whānau recognise the signs of paternal distress. On PADA’s 

main website (PADA, 2025b), they describe the EPDS as a tool developed to identify women 

who may be experiencing postpartum depression. The accompanying screening questionnaire 

is presented as a measure of mood during pregnancy and the first 12 months following birth. 

While the EPDS questionnaire is made available online and can be completed anonymously, 

PADA explicitly states that the tool is not intended to provide a diagnosis and only trained 

health professionals should undertake clinical assessment. When elevated scores are 

identified, users are advised to seek support through general practitioners, midwives, Well 

Child Tamariki Ora providers, or national helplines.  

Although this health awareness-raising approach may increase awareness and 

encourage help-seeking, it relies on self-identification and individual follow-up rather than 

routine or proactive engagement. Consequently, while the availability of the EPDS on 

PADA’s website represents an important informational and awareness-raising resource, it 

does not constitute a formal or systematic approach to screening, assessment, or ongoing 

support for paternal postnatal mental health, particularly given its framing within maternal 

perinatal care. Dads’ access to such supports therefore remains largely informal and self-

directed, often dependent on individual help-seeking after exposure to information, rather 

than routine referral through perinatal services. 

Macro-Cultural Framing of Fatherhood 
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Public-facing breastfeeding resources directed at dads offer a revealing insight into 

the broader macro-cultural framing of fatherhood within perinatal health promotion. While 

these materials are situated within breastfeeding promotion, similar positioning of fathers as 

supporters rather than care recipients has been noted across wider perinatal health messaging. 

Across a range of materials, including international public health graphics and dad-focused 

breastfeeding support resources, dads are positioned primarily as the supporters of mothers. 

These resources emphasise what dads can do as practical contributions, such as assisting with 

infant care, protecting mums’ wellbeing and how to reduce maternal stress. All while 

implicitly positioning mums as the primary parent and emotional centre of the caregiving 

relationship (Great Fathers, 2021b; WHO, 2023a, 2023b). 

At the same time, some father-focused organisations provide separate resources that 

directly acknowledge PPD and encourage help-seeking, including guidance on recognising 

distress and accessing support (Great Fathers, 2021a). Taken together, these resources suggest 

that dads’ mental health is not entirely absent from the broader parenting-information 

landscape, but it is often addressed in standalone pages rather than being integrated into 

mainstream perinatal health promotion materials. This separation matters analytically, 

because it means that dads’ emotional wellbeing may remain peripheral in routine maternal-

infant health messaging, even when father-specific resources are available elsewhere. 

Gaps between Policy and Practice 

Our analysis of the current policy landscape in Aotearoa/New Zealand reveals a 

critical issue, which is that no formal policy exists in relation to paternal postnatal mental 

health. There is no nationally mandated approach to screen dads for mental health difficulties 

during the perinatal period, nor are there established referral pathways specifically designed 

to support dads who experience PPD or anxiety. Additionally, there is no requirement for 
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professional training focused on recognising or responding to paternal mental health 

concerns, and no national guidelines outlining expectations for paternal wellbeing support. 

The absence of policies and provisions means that paternal mental health is neither monitored 

nor supported at a national scale. 

In other areas, relevant policy frameworks exist but are not consistently enacted at the 

level of routine service delivery. Whānau-centred models of care are embedded across 

perinatal and early childhood services and explicitly position whānau wellbeing as a core 

principle. However, these frameworks rarely translate into routine, or systematic engagement 

with dads, as individuals with their own mental health needs. Similarly, while some 

organisations have developed guidance encouraging engagement with dads, it does not ensure 

consistent implementation across services. Commitments to equity are also evident at a 

strategic level, yet these commitments are rarely implemented in ways that explicitly address 

the experiences and needs of dads during the perinatal period (PADA, 2025b, 2025a). 

At the same time, there are areas where practice exists in the absence of policy, 

particularly within the community and non-government sectors. A range of father-focused 

initiatives, peer support groups and online communities have emerged to support dads 

navigating early parenthood and PPD. These initiatives often provide practical, emotional and 

relational support that are valuable and accessible. However, because they operate outside 

formal policy frameworks, their availability is uneven and frequently dependent on 

geographic location, funding and informal referral routes.  

These policy gaps are further reinforced by broader structural conditions that shape 

the way dads engage with perinatal services. Government policies in Aotearoa/New Zealand, 

which allow for limited partner parental leave, hinder opportunities for dads to remain present 

during the early postnatal period and reduce opportunities for contact with health providers 
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(Ministry of Business, Innovation and Employment, 2025). Traditional gender expectations 

continue to frame fathers primarily as supporters and providers, rather than as caregivers or 

potential recipients of care, a narrative that is reinforced through public mother-centric health 

messaging. As a result, dads often have limited routine contact with postnatal support 

services, reducing opportunities for early identification of distress and contributing to the 

ongoing invisibility of paternal mental health within service systems (OECD, 2023). 

Summary of Policy and Practice Guidelines 

Taken together, the policy analysis suggests that while Aotearoa/New Zealand’s 

perinatal system reflects strong whānau-centred intent, explicit mechanisms to support 

paternal mental health appear limited. Dedicated national policy, routine screening 

expectations, clear referral pathways, and consistent workforce guidance remain largely 

absent. Where supportive activity does exist, it is typically advisory, locally variable, or 

located within the non-government sector. In this context, paternal wellbeing may be 

acknowledged in principle but is not yet systematically embedded within routine perinatal 

care. 

Chapter 4: Discussion 

This research set out to examine how paternal PPD is supported in Aotearoa/New 

Zealand, and whether gaps between policy and practice might be contributing to fathers’ 

needs being overlooked. The findings indicate that this is not simply a problem of 

implementation but reflects a broader absence of explicit policy. An Official Information Act 

inquiry confirmed that no national policies, guidelines or clinical pathways exist in 

Aotearoa/New Zealand specifically for paternal mental health; there are no requirements to 

screen fathers, no standard assessment tools adopted and no dedicated referral protocols for 
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dads in the perinatal period. This vacuum at the policy level means that it’s impossible to 

“bridge” a policy-practice gap, because the policy side of the bridge is missing entirely. 

Compounding this issue is a stark contrast between the rhetoric of Aotearoa/New 

Zealand’s whānau-centred service ideals and the reality of service provision. National 

strategies repeatedly espouse whānau-centric and inclusive care, implying that fathers are part 

of the equation (Ministry of Health, 2021; Ministry of Social Development, 2024). In 

practice, however, these frameworks only mention dads in passing and offer no explicit 

guidance on how to include or support their mental wellbeing. As a result, the well-

intentioned commitment to “whānau wellbeing” does not translate into father-specific action 

or accountability. The present study’s findings vividly illustrate this disconnect, with fathers 

describing feeling “in the room but not seen” by professionals. Participants of the present 

study also noted that health providers almost exclusively directed mental health questions to 

mothers, implicitly positioning dads’ emotional state as irrelevant, unless a crisis arose. Any 

support fathers did receive was ad hoc and dependent on individual practitioners’ personal 

initiative. Thus, dads’ experiences were highly variable, where some dads encountered 

empathetic staff who offered practical advice, while others were completely ignored. Such 

missed opportunities in routine care are a predictable outcome of the lack of structural 

expectations, with no policy or training in place, many providers simply do not consider 

paternal mental health part of their roles. In short, despite all the talk of holistic, whānau-

centred care, the lived reality for many fathers was that their wellbeing remained peripheral 

to the healthcare system. 

Bringing the Findings Together 

When considered together, the policy analysis and qualitative findings point to a 

consistent pattern: Aotearoa/New Zealand’s perinatal system contains strong whānau-centred 

intent, but few explicit mechanisms that make paternal wellbeing visible, acknowledged or 
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routinely supported. Nationally, the policy analysis identified no dedicated paternal perinatal 

mental health policy, clinical pathways, training expectations or father-specific referral 

guidance. Where dads appear in broader frameworks, they are usually referenced indirectly as 

part of whānau rather than as service users, leaving inclusion possible in principle but uneven 

in delivery.  

This gap is reflected across ecological levels through my qualitative analysis of dads’ 

experiences. At the micro level, early fatherhood was described as involving identity 

disruption, cognitive overload and role ambiguity, expressed through feelings of helplessness 

and uncertainty, particularly when partners were distressed or recovering. In the policy and 

information landscape, fathers are most consistently addressed through practical “supporter” 

messaging. While explicit acknowledgement of paternal mental health tends to sit in separate 

father-focused resources rather than being integrated into mainstream perinatal promotion. 

The micro-level findings suggest why this matters: practical guidance can support “what to 

do,” but does not necessarily prepare dads for what they may feel or legitimise their need for 

support.  

At the meso level, dads’ experiences show how distress can be constrained within 

close relationships and routine care interactions. Many dads described self-silencing to avoid 

adding to their partner’s emotional load. In antenatal and postnatal settings, they often felt 

sidelined, with limited guidance directed toward their role or wellbeing. This sits alongside 

the policy finding that at least one major provider has internal guidance encouraging staff to 

include dads and use brief screening tools if concerns arise, yet dads’ accounts indicate that 

wellbeing check-ins remained largely directed towards mums, with paternal distress was 

rarely invited into view unless an individual practitioner noticed and followed up. 
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At the exo-system level, dads described structural barriers that limited access even 

when support existed in theory. This included unclear entry points, patchy local options, 

variable experiences in primary care and heavy reliance on self-navigation (including online 

spaces). These accounts mirror the policy analysis, which showed that whānau-centred intent 

is not matched by explicit father-specific pathways; consequently, dads often described 

having to “stumble across” help rather than being routinely signposted. Workplace pressures 

and limited partner leave compounded this, reducing time at home during the most intense 

adjustment period and limiting contact with services operating during work hours. 

At the macro level, dads’ narratives sat within wider gendered expectations that men 

should be steady, self-reliant, and emotionally contained. Public-facing resources often 

reinforced a ‘helper’ framing, positioning dads as supporters of the mums and babies, while 

paternal mental health information, when available, was often housed separately. These 

societal messages and system silences created reinforcing conditions for distress to be 

minimised or managed privately. 

Overall, the integrated findings suggest the policy-practice gap is less about the 

complete absence of support and more about the absence of system signals, routine questions, 

clear entry points and consistent pathways that legitimise dads’ wellbeing needs during the 

perinatal period. These patterns set up the next chapter, which interprets how whānau-centred 

policy intentions are mediated by organisational realities and macro-cultural norms, and 

considers what changes would be needed for paternal mental health support to become 

visible, consistent, and equitable in everyday perinatal care. 

Policy Implications and Service Gaps 

These findings have significant implications for policy and practice. Foremost, there 

is an urgent need to develop explicit policies or guidelines for paternal PPD at the national 
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level. Establishing a formal policy framework would set clear expectations for dads to be 

included in perinatal mental health screening, assessment, and support (Searson et al., 2025; 

Wainwright et al., 2023). Currently, midwives, GPs, and Well Child providers universally 

screen mothers (e.g., using the EPDS questionnaire) as part of standard care, but no 

comparable requirement exists for fathers (Cox et al., 1987; Faulkner & Moir, 2023). Closing 

this gap will likely involve mandating similar check-ins or screenings for dads and creating 

referral pathways for those who need support.  

It is telling that one of the country’s major whānau health organisations acknowledged 

it has no specific policy for paternal mental health, relying only on a general information 

webpage and an internal “clinical guidance” for staff as a stopgap. While that internal 

guidance is a step in the right direction, it remains advisory and not embedded into standard 

practice. Screening fathers is left to discretion and happens only if a provider happens to 

notice a problem. No formal training, routine inquiry, or follow-up for dads is ensured by this 

approach. Consequently, paternal PPD care continues to hinge on individual awareness rather 

than a systematic response. A national policy would legitimise fathers’ mental health as a core 

component of perinatal care, moving it from an optional extra to an expected part of whānau-

centred practice. 

In addition to high-level policy change, this study highlights several service-level 

gaps that need addressing. Even without a national policy, there are immediate improvements 

services can implement to better support fathers. For example, perinatal healthcare providers 

(midwives, nurses, doctors) can be trained to engage with fathers during appointments. 

Simple actions like asking the dads how they are feeling, educating them about PPD 

symptoms and inviting their questions can make a meaningful difference (Fletcher et al., 

2019). Dads in the present thesis were never asked about their own wellbeing. Developing 

standard clinical protocols or checklists that include fathers, such as ensuring both parents are 
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queried about mental health and adjustment at postpartum check-ups, would help normalise 

father-inclusive practice (Seidler et al., 2018). Likewise, referral pathways should be 

established so that if a dad does present with signs of depression or anxiety, practitioners 

know how and where to direct him for help (Singley & Edwards, 2015). Currently, this is 

largely absent, a dad identified as struggling might simply be told to see his GP, since there 

are little to no specialised support systems in place.  

Another gap of note for new dads is tailored services, resources and support 

programmes for new dads. Due to the absence of robust public services, much of the support 

for dads has come from community or non-governmental organisations. For instance, PADA 

has developed informational resources that acknowledge fathers’ vulnerability to PPD and 

even provides an online self-screening tool (the EPDS questionnaire) on its website (PADA, 

2025a, 2025b). However, while these are valuable efforts, they rely on fathers first 

recognising their own distress and seeking help. PADA’s own website cautions that the 

screening tool is not for diagnosis and advises high-scoring dads to contact professionals, 

effectively shifting the next step back onto the individual. In practice, this means many dads 

will only get support if they actively reach out or stumble across an online resource. Such an 

approach will inevitably miss a large proportion of fathers who need help, particularly those 

who are less proactive or lack awareness of PPD.  

Integrating resources like the EPDS into the mainstream health system could greatly 

expand their reach. Fathers interviewed in the present study even suggested that well-child 

providers could routinely distribute father-focused mental health pamphlets or encourage 

dads to use self-assessment tools during visits, rather than hoping they find them on their 

own. Additionally, establishing peer support groups, father-specific parenting classes, or 

helplines under the umbrella of existing family services could provide dedicated spaces for 

dads to seek help. The key point is that support for fathers should shift from informal and 
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incidental to structured and accessible (Singley & Edwards, 2015). The current patchwork of 

goodwill efforts and online tips is not an adequate substitute for a systematic support system. 

It is also important to recognise the cultural dimensions of these service gaps. A truly 

whānau-centered policy for paternal mental health must incorporate Māori and Pasifika 

perspectives on whānau wellbeing. Historically, Māori models of health view fathers as an 

integral part of the whānau unit with important caregiving and relational roles (Cram, 2017; 

Kara et al., 2011). Colonisation and Western-centric social policies have disrupted these 

roles, often marginalising Māori fathers in health services (Moewaka Barnes & McCreanor, 

2019). Similarly, Pasifika health frameworks, such as the Fonofale model, emphasise that an 

individual’s wellbeing is inseparable from whānau and ‘aiga (community) support structures 

(Southwick et al., 2013). Many Pasifika dads face distinct cultural expectations and pressures, 

and they benefit from approaches that are communal and inclusive rather than individualistic 

(Tamasese et al., 2005). Neglecting fathers’ mental health not only contradicts the principles 

of whānau wellbeing but also risks failing Māori and Pasifika families in culturally specific 

ways. Therefore, any new policies or programmes targeting paternal PPD should be 

developed in consultation with Māori and Pasifika communities to ensure they uphold 

cultural values and strengthen whānau networks. In practice, this could mean providing 

kaupapa Māori parenting support options or ensuring that services for dads are delivered in 

culturally safe, responsive ways (Reweti, 2023). Addressing the paternal PPD gap is not just 

a matter of equity between mothers and fathers, but also equity across cultures. A one-size-

fits-all approach will not be effective for all Aotearoa/New Zealand whānau. 

An Integrated Ecological Approach 

Ultimately, bridging the support gap for fathers will require an integrated approach 

that operates across multiple levels of the system. This study adopted an ecological lens to 
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map how influences at the personal, interpersonal, community and policy levels interact to 

shape dads’ experiences. The ecological perspective reveals that the many challenges faced 

by fathers are not isolated to one domain, they are the product of interdependent factors 

spanning from the micro-level (individual mental health and whānau dynamics) to the macro-

level (health system structure and societal norms). For instance, at the individual level a dad 

may struggle to articulate his emotions (perhaps due to stigma or gender norms), at the 

interpersonal level he may lack support or communication within his whānau, at the 

organisational level health services may overlook him, and at the policy level there is no 

mandate ensuring he is noticed at all. These layers interact dynamically across time, feeding 

back into each other and shaping individual development (Bronfenbrenner, 1979).  

Since the issue is multi-leveled, the solution must be ecological as well. Policymakers 

should officially recognise paternal PPD in strategies and allocate resources to father-

inclusive initiatives at the macro level. This could include extending partner leave provisions 

and ensuring mental health services are funded to deliver dad-specific services. Notably, 

other countries have begun to move in this direction, for example, the UK’s NHS recently 

introduced mental health checks and support for new dads as part of its family services 

(Boseley, 2018), and Australia has rolled out programs like SMS4dads and free dad-focused 

counselling via the Gidget Foundation (Fletcher et al., 2017). These international examples 

show that formal recognition of fathers’ mental health needs is feasible and effective.  

At the service level, healthcare organisations in Aotearoa/New Zealand (hospitals, 

Well Child/Tamariki Ora providers) should integrate dads into their standard protocols. 

Providers should routinely invite fathers into conversations, screen them with appropriate 

tools (adjusted for male presentations of depression), and refer them to support when 

necessary (Seidler et al., 2018). Practitioners need the skills and confidence to engage fathers 



56 
 

empathetically and the knowledge of where to get a dad further help if needed (Scarff, 2019), 

therefore the workforce would also need to engage in greater training.  

At the community level, strengthening peer support networks and public awareness is 

vital. Normalising the conversation around paternal PPD,  through antenatal classes, 

parenting groups, and media can reduce stigma and encourage dads to seek help early 

(Searson et al., 2025). Community organisations, including Māori and Pasifika-led services, 

have a role to play in creating father-friendly spaces and resources. At the whānau level, 

interventions can encourage open communication between partners and empower whānau to 

look after both parents’ mental health after a baby arrives (Das & Hodkinson, 2019; Singley 

& Edwards, 2015). 

Limitations 

Despite its contributions, this study has several important limitations that must be 

acknowledged. Notably, none of the participating fathers had a child under one year old at the 

time of interviewing. This means the study did not capture the perspectives of dads in the 

immediate postpartum period (Paulson & Bazemore, 2010). 

Fathers were reflecting on past experiences, which may introduce recall bias 

(Sedgwick, 2012). Their recollections might differ from real-time experiences, so the 

intensity or nature of early postnatal challenges could be diluted in hindsight.  

In this study, participants were all self-selected volunteers willing to discuss paternal 

mental health; as such, they may share characteristics (e.g., a willingness to reflect or seek 

support), which is likely not representative of all new fathers. The cultural mix (primarily 

Pākehā/European, with two Māori and one Pasifika dad) provided some diversity, yet other 

groups (for example, Asian New Zealanders or single fathers) were not represented. The 

accounts presented here are most applicable to dads in circumstances similar to those 
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interviewed and should be interpreted as contextually situated rather than representative of 

the wider paternal population, particularly given the limited representation of some cultural 

groups. 

Related to the above points, the recruitment challenges in reaching fathers of very 

young infants highlight a limitation in scope. It’s possible that dads in the first year 

postpartum were less available or willing to participate, perhaps due to time pressures or not 

identifying their feelings as “PPD” yet. This absence is itself telling, those most in need 

might also be the hardest to involve in research, but it means this study captures more of the 

retrospective reflections on PPD rather than contemporaneous accounts (Baxter et al., 2008). 

The support needs or emotional states could evolve over time, so the data may understate the 

urgency or crisis that can occur in the earliest phase of fatherhood. Future research could 

specifically target fathers with infants under 12 months to fill this gap. 

The study design provides a snapshot of fathers’ experiences and policy context at 

one point in time. Paternal postpartum depression and support systems are evolving issues; 

policies may change and individual coping can fluctuate. The qualitative interviews captured 

perceptions after the fact, not a longitudinal follow-up. As such, we cannot determine how 

fathers’ wellbeing or support utilisation might change over a longer period, which limits our 

understanding of long-term trajectories or outcomes (Lewis, 2015). Moreover, because this 

research combined policy analysis with personal accounts, differences in timing between 

when policies were in effect and when fathers experienced PPD could influence findings. 

Some participants might have gone through their postpartum period before recent policy 

changes or initiatives, so their experiences might reflect past policy environments.  

Additionally, as a researcher, I have been continually mindful of how my own 

background and assumptions could influence the study and its outcomes. I do not share the 

exact experience of being a father with PPD, and as a female researcher, I had to consider 
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how my gender and perspective might affect participants’ comfort in sharing or my 

interpretation of their stories. Throughout the project I engaged in reflexive practices, for 

instance, discussing interpretations with my supervisors to acknowledge and mitigate 

personal bias. Nonetheless, complete elimination of researcher influence is impossible (Braun 

& Clarke, 2021). My positionality, including my cultural lens, professional interest in mental 

health policy, and personal values inevitably influenced the questions I asked and how I 

understood the data. This self-awareness is important to disclose, I recognise this limitation 

does not invalidate the findings, but it underlines that the themes identified are co-constructed 

between participants’ accounts and my interpretation. Ultimately, I acknowledge that the 

analysis is shaped by my interpretive positioning within this research context. 

Future Directions 

This research set out to map the disconnect between policy intentions and fathers 

lived experiences, and it became evident that fathers’ marginalisation in perinatal mental 

health care is a systemic issue. The lack of any formal paternal mental health policy is both a 

cause and a consequence of societal blind spots regarding dads in Aotearoa/New Zealand. It 

is not enough to assume that because the whānau is mentioned in policies, dads will be cared 

for by default. Clarity in policy is needed to drive clarity in practice. Until fathers are 

explicitly included at the policy level, their inclusion on the ground will remain inconsistent 

and optional. The implications of continuing with the status quo are significant are that many 

dads will go on struggling in silence, with ripple effects on partners, tamariki, and wider 

whānau. Research shows that when a father’s mental health goes unaddressed, it can 

contribute to poorer outcomes for tamariki, such as behavioural or emotional difficulties, and 

heighten whānau stress (Ramchandani et al., 2005; Wilson & Durbin, 2010). Thus, ignoring 

dads is not a benign oversight, it actively undermines whānau wellbeing, ironically the very 

thing that whānau-centred care seeks to promote. 
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On a positive note, the growing discourse and the fathers’ voices in this study indicate 

a readiness for change. The participants’ courage in sharing their experiences is itself a call to 

action. They have illuminated the cracks in the system and pointed to what supportive care 

could look like: where a dad can say someone asked how I’m doing too, or I felt part of the 

process. Responding to this call will require commitment from policymakers, health services 

and communities alike. This discussion emphasises that bridging the gap for paternal mental 

health involves building something new, a foundation of policy, training and cultural 

recognition that dads need and deserve support. By doing so, Aotearoa/New Zealand can 

honour its whānau-centred values in practice, ensuring that men who become fathers are not 

left to walk the postnatal journey alone, but are instead met with understanding, resources, 

and aroha (love) at every step. The outcome of such change stands to benefit not only fathers 

themselves, but also mothers, tamariki, and the collective wellbeing of our communities. 

Truly embodying the proverb “He tāngata, he whānau, he hapori” (the person, the family, the 

community) in our approach to perinatal care (He Tāngata Principle, 2025). 
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Appendix A – Permissions 

 

Sample Observation/Permission Request Email (e.g., to Kidz Need Dadz) 

Subject: Request for Permission to Observe and Co-Facilitate Existing Support Group – 

Thesis Research 

Mōrena/Kia ora [Organisation Name] team, 

Ko Jessica tōku ingoa and I am a master's student in Community Psychology programme at 

the University of Waikato. I am currently undertaking a thesis project that explores the 

policy-practice gap in support services for fathers experiencing postpartum depression in 

Aotearoa New Zealand (please see recruitment flyer attached). 

As part of this project, I hope to attend and (if appropriate) observe one of your existing 

support group sessions for fathers. This observational component is intended to help me 

better understand the practical support offered, the accessibility of services, and the lived 

experiences of participating fathers. My observations of the group dynamics will NOT be 

turned into a focus group and will remain under the organisations (your) control.  

Observations are for contextual understanding only, not for data collection. 

Moreover, we can utilise this group setting as a recruitment point for potential participants 

who may wish to take part in focus groups or interviews - not to conduct research on the 

group itself. 

All participation would be voluntary, and no identifying information would be recorded 

during the observation. Any participants interested in attending the focus group will give 

informed consent separately through contact with myself.  



72 
 

Debrief sheets and information about the project can be provided upon request. A summary 

of the research can be shared with your team, and I am happy to work with you to ensure that 

any involvement aligns with your expectations and group values. 

The project has ethics approval from the University of Waikato Human Research Ethics 

Committee (HREC(Health) Approval Number: 2025#42). Please let me know if you would 

be open to discussing this further or require any additional documentation. 

 

Ngā mihi nui, 

Jessica Hausser-See 

 

Jh824@students.waikato.ac.nz 

Master of Applied Psychology (Community) 

University of Waikato 
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better understand the practical support offered, the accessibility of services, and the lived 
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turned into a focus group and will remain under the organisations (your) control.  

Observations are for contextual understanding only, not for data collection. 

Moreover, we can utilise this group setting as a recruitment point for potential participants 

who may wish to take part in focus groups or interviews - not to conduct research on the 

group itself. 

All participation would be voluntary, and no identifying information would be recorded 

during the observation. Any participants interested in attending the focus group will give 
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Debrief sheets and information about the project can be provided upon request. A summary 
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The project has ethics approval from the University of Waikato Human Research Ethics 

Committee (HREC(Health) Approval Number: 2025#42). Please let me know if you would 

be open to discussing this further or require any additional documentation. 

 

Ngā mihi nui, 

Jessica Hausser-See 

 

Jh824@students.waikato.ac.nz 

Master of Applied Psychology (Community) 

University of Waikato 
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Appendix B – Recruitment Flyer 
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Appendix C – Interview Schedule 

Opening: 

• “Thank you for taking the time to speak with me today. I really appreciate your 

willingness to share your story in more depth. As we discussed, I’ll be asking about 

your experience around the time your child was born and afterward, especially in 

relation to accessing support and services. 

 There are no wrong answers – I’m here to learn from you. We may go over some sensitive 

topics, but you’re always in control of what you share. If anything distressing comes up or 

you need a break, that’s absolutely fine. I also have some support contacts to offer if you’d 

like them afterwards.” 

• Ask if they would like to open this space with a Karakia. 

• Whakawhanaungatanga (relationship building): such as a quick recap of participant’s 

background (e.g., “Last time we met you mentioned you have a 18-month-old son, 

right?”). Possibly a light first question: “How are you and your family doing this 

week?” (to ease in). 

Safety Plan Statement: 

“If at any point during the interview you disclose serious distress, or risks to yourself or 

others (including family harm, suicidal thoughts, or violence), I may pause the interview and 

gently check in on your safety. 

If risk appears imminent or concerning, I am ethically obliged to ensure safety – which may 

mean referring you to appropriate services such as 1737, crisis mental health, or family 

violence support services. 
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I will also consult with my academic supervisor (Ririwai Fox) who provides professional 

oversight for this research. Any issues requiring follow-up will be handled with care and in 

confidence.” 

• In case of imminent risk: “I really appreciate you being open with me about this. 

From what you’ve said, I’m concerned about safety. I’d like to support you in getting 

some help — can we call or text a service together, like 1737?” 

• Consult supervisor within 12–24 hours if a disclosure of violence, suicidal ideation, 

or potential harm to others is made. 

1. Early Experiences as a Father: 

• “Can you tell me a bit about your family and life around the time your baby was 

born?"(Prompts: number of children, living/work situation, general stressors.) 

• “What stands out about the early days of becoming a dad?” 

• “Were there any challenges in adjusting to this new role?” (Prompts: time off work, 

changes in daily routine, sleep, relationships.) 

2. Support Seeking:  

• “When did you first notice that you were feeling not quite yourself, in terms of mood 

or mental health, after becoming a dad?” 

• “What do you think might have contributed to you feeling this way? Any particular 

stressors or triggers?” 

(Could be baby’s health issues, relationship strain, financial pressure, past mental 

health history, etc.) 

• “When you needed support, did you know where to go or who to talk to?”  

• “Did anyone talk to you about your own wellbeing, or offer support? For example, 

did you talk to a doctor or counsellor at any point?” 

3. Impact on Daily Life and Relationships: 
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• “How did these things going on at the time impact your daily life and your role as a 

father?” 

• “How about your bonding with your baby – do you think it was affected? If so, in 

what way?” 

• “Did anyone in your whānau/family or friend circle notice something was going on? 

What did they do?” 

4. Experiences with Services:  

• “Can you walk me through the journey of any help or support you sought? For 

example, did you talk to a doctor or counsellor at any point?” 

• “What prompted you to seek help, or what held you back from seeking help earlier?” 

• (For those who sought help: maybe partner insisted, or saw a pamphlet, or reached 

breaking point, etc. For those who delayed: thought it would pass, felt embarrassed, 

didn’t know where to go.) 

• “What services did you engage with (if any) around the time of your baby’s birth?”  

• “What was helpful or unhelpful about those services?” (Prompts: Plunket, GP, 

counsellor, NGO or peer support groups.) 

“Were they understanding? Did they provide any useful advice or referral?” 

5. Barriers to Support: 

• “What got in the way of getting the support you needed?” 

• (Prompts: stigma, work hours, not feeling included, cost, location.) 

• “Did you have a preference over in-person or zoom/virtual services?” 

• “What was it like going the first time? Were you nervous? What made you stick with 

it (or not)?” 

• “Do you think being a man affected how you dealt with this, versus if a mother has 

PPD? In what way?” 
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• “Were you ever concerned about what people would think if they found out you were 

struggling?” How did you handle that concern?” 

6. Peer Support: 

• “Have you been part of any support groups for dads?” 

o “If yes, what was your experience like?”  

o If not, “is it something you would consider?” 

7. Cultural Relevance of Support: 

• “Did your culture or community shape the kind of support you sought or received?” 

o “For example, sometimes culture shapes whether we talk about mental health 

or who we turn to for help. Was that the case for you?” 

• “Were there cultural practices, whānau, or networks that helped?” 

• “Is there anything that could have made the support you got more culturally 

appropriate or comfortable for you?” 

8. Service Improvement: 

• “If you interacted with any services (like Plunket or a parenting class), did they ever 

give you information on father’s mental health or ask you how you were doing?” 

• “What could services do better to support new dads?” 

• “If you could design a service for new fathers, what would it include?” 

9. Policy Inclusions: 

• “Did you feel included by the maternity or postnatal care system as a father? For 

instance, during antenatal classes or Plunket visits?” 

• “What’s your perspective on paternity leave or support for fathers at workplace – did 

you get any time off or flexibility? If not, do you think that impacted your mental 

well-being?” 

(This can indirectly speak to policy support for dads.) 
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Anything Else: 

o “Is there anything we haven’t covered that you feel is important about your 

experience or that you want to add?” 

o “Any message you’d like to send to policymakers or healthcare providers 

about fathers’ mental health?” 

Closing: 

• Open space for positive reflection of their parenting journey. 

• “Thank you for sharing today. Your insights are really valuable.” 

• Reminder: confidentiality is essential – “what’s shared here stays here.” 

• Provide debrief sheet and walk through key support contacts. 

• Offer an opportunity: “After this, if you remember something later or feel you want to 

add or change anything, you can contact me, and we can include that.” 

• If they indicated interest in seeing their transcript or a summary: “I will send you 

[transcript/summary] when it’s ready, and you can let me know if you have any 

corrections or concerns.” 

• Debrief: “How are you feeling right now after talking about all this?” (If signs of 

distress, engage in a longer debrief and ensure they have support; if they seem okay, 

still encourage self-care: “Do something nice for yourself today, you’ve done a big 

thing talking about this.”) 

• End on a positive note and close with a Karakia. 

(End of Interview Guide. The interviewer will adjust language and depth based on each 

participant’s comfort and narrative. The goal is to let the participant lead as much as 

possible in telling their story, with the above questions as gentle guidance.) 
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Appendix D – Focus Group Schedule 

Introduction/Warm-up: (Facilitator will begin with mihimihi/introductions) 

• “Let’s start by getting to know each other a bit. Can you share your first name, how 

many kids you have and their ages, and maybe one thing you enjoy about being a 

dad?” 

(This helps break the ice and get everyone comfortable talking.) 

• “Today we’re here to talk about dads' experiences with postnatal support – what 

helped, what didn’t, and what could be improved. You don’t need to share anything 

deeply personal. This is about what services and systems are doing well or could do 

better. We’ll keep things confidential here.” (Reminder of ground rules: respect, 

confidentiality, taking turns, etc.) 

o Note: Reinforce voluntary participation and confidentiality expectations. 

o Note:  that this is NOT a therapy group and if any topic becomes 

uncomfortable, anyone can leave the room/take a break or pass on the 

question/topic. 

• Ask if anyone wants to start with a Karakia, if not I will say one.  

Key Questions (Policy & Support-Oriented):  

2. Transition to Fatherhood 

o “Think back to when your child was born or the early months afterward. Lets 

all say one or two words that would sum up that period for you” 

(Possible prompts: sleep deprivation, adjusting to new responsibilities, 

supporting partner, work-life balance, etc.) 

3. Support Pathways & Access  

o “How did you first hear about any kind of support for new dads?”  
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o “What types of support did you know were out there – or not know about?” 

o “Did anyone ever talk to you directly about your mental wellbeing as a dad?” 

o If someone didn’t seek help: “What kept you from seeking help, if you 

didn’t? (e.g., didn’t know where to go, felt you should ‘tough it out’, stigma, 

etc.)” 

4. Experience with Support Services/Groups 

o “Were services like Plunket or your GP helpful in supporting you as a dad?” 

o “Do you feel fathers are included or acknowledged by the health system 

during the postnatal period? Why or why not? Any examples?” 

(Encourage sharing of any instances where they felt included vs. overlooked 

by professionals.) 

o “Did you feel included in those conversations, or were they mainly directed at 

mum and baby?” 

o  “Are there any specific things that the group or service did seem especially 

good/helpful? Conversely, anything that you wish they did differently?” 

(Possible discussion: the importance of meeting other dads, peer support, any 

structured program or just talking, cultural appropriateness, convenience, 

etc.) 

5. Support Groups and Community Resources 

o “Have you ever attended a dad’s group or parenting programme? If yes – how 

did you find it?” 

o “What made you stay or leave?” 

o “What would make those groups more inviting or relevant to you?” 

6. Barriers and Stigma 
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o “What kinds of things might stop dads from reaching out for support?” 

(Prompts: time, stigma, work schedules, lack of information.) 

o “Did any of you feel hesitant to talk about what you were going through with 

friends or family? What made it hard or easier to open up?” 

7. Cultural Factors and Identity Considerations (if appropriate based on group 

composition) 

o “Do you feel your cultural background influenced your experience with 

parenting support?” 

(This could bring up things like: traditional roles, expectations from family, 

use of traditional support networks, etc. For Māori participants, they might 

discuss whānau or taha wairua; for Pasifika, concepts of family support, etc.) 

o  “Are there community supports that work well for you or your whānau?”  

(e.g., church, marae, elders) 

8. Ideas for Improvement: 

o “If you could design the ideal support system for new fathers, what would it 

include?”  

o “What’s one thing health services or parenting organisations should do 

differently?” 

(Encourage concrete ideas: e.g., “screen dads at postnatal visits”, “advertise 

dad-specific support”, “more flexible work leave for fathers”, “couples’ 

postnatal check-ins”, etc.) 

9. Policy Awareness (light touch): 

o “Have you ever heard of any official policies or campaigns about fathers’ 

mental health? (For example, did you see any info pamphlets for dads or 

anything in antenatal classes?)” 
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o “Do you feel there is enough public awareness that dads can get PPD too?” 

Wrapping Up: 

• “Is there anything we haven’t talked about that you feel is important to mention about 

your experience as a father dealing with these challenges, or about support for dads?” 

 

Risk Management Strategy (Verbal & Procedural) 

Before the group begins: 

• Reinforce voluntary participation and confidentiality expectations. 

• Note that this is not a therapy group. If any topic becomes uncomfortable, anyone can 

pass or take a break. 

If a participant becomes distressed: 

• Acknowledge with care and offer a break or quiet space. 

• Gently redirect the discussion toward neutral or strengths-based themes. 

• Offer debriefing space afterwards and remind them about the support contact sheet 

(attached to debrief). 

If a participant discloses risk of harm to self or others: 

• The facilitator will pause the group and follow internal protocol: 

o Listen calmly without judgment. 

o If imminent risk is disclosed, advise the participant that confidentiality may be 

broken to ensure safety. 

o Provide them details for appropriate support (e.g., 1737, family violence 

services, or crisis mental health team). 

o Consult supervisor (Ririwai Fox) within 24 hours for any escalation or follow-

up. 
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Conclusion: 

• “Thanks for sharing your whakaaro. It takes courage to speak, and your insights are 

deeply appreciated.” 

• Reminder: confidentiality is essential – “what’s shared here stays here.” 

• Provide debrief sheet and walk through key support contacts. 

• End on a hopeful note: “Let’s go around one last time – what’s something positive 

about being a dad that you’d like others to hear?” 

• Offer Karakia and group Koha. 

(End of Focus Group Guide. The facilitator will remain flexible and attentive, 

following up on interesting points participants raise and managing time to cover key 

topics.) 
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Appendix E – Participant Information Sheet 
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Appendix F – Participant Consent Form 

 

 

 

 



89 
 

Appendix G – Participant Debrief Sheet 
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Appendix H – Recruitment Email 

Recruitment Email to Organisations (e.g., Plunket, Te Whatu Ora) 

Subject: Request for Support with Participant Recruitment – Thesis Research on Male 

Postpartum Depression 

Mōrena/Kia ora [Organisation Name] team, 

Ko Jessica tōku ingoa and I am a master’s student in Community Psychology programme at 

the University of Waikato. I am currently undertaking a thesis project that explores the 

policy-practice gap in support services for fathers experiencing postpartum depression in 

Aotearoa New Zealand (please see recruitment flyer attached). 

The research focuses on identifying current organisational policies and support pathways and 

understanding how these are experienced by fathers (HREC Approval Number: 2025#42). 

I am reaching out to seek your support with recruitment. I am looking to connect with fathers 

who: 

• Are aged 18 or over 

• Have recently had a child 

• Have experienced symptoms of postnatal depression or mental distress 

• Have accessed (or considered accessing) support services 

Participants would be invited to take part in a focus group or individual interview, with all 

ethical and confidentiality considerations in place. I would be happy to provide further 

information, including the Participant Information Sheet and consent materials. 

I would greatly appreciate your advice on whether recruitment through your organisation 

would be possible, and if so, what process you would recommend. 
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Ngā mihi nui, 

Jessica Hausser-See 

 

Jh824@students.waikato.ac.nz 

Master of Applied Psychology (Community) 

University of Waikato 

 

 

 

 




