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Summary

To write once intro/discussion finalised

Data come from a prospective intergenerational cohort study (VIHCS: The Victorian
Intergenerational Health Cohort) which assessed anxiety and depression 9 times from age 14-29
years, and then in the third trimester of subsequent pregnancies to age 36 years (N=295 pregnancies

to 214 men).

Men with a history of mental health problems from adolescence are at increased risk of mental
health problems during the perinatal period and may therefore benefit from support when planning

pregnancies and throughout the perinatal period.
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Introduction\

There is increasing fecus-interest in er-men’s perinatal mental health-perinatatlyandinthe
transition-to-parentheod. Recent studies suggest that one in ten fathers experience mental health
problems during pregnancy ane-in-thefirstyyearpostparturm-(1, 2). These problems are significant
because of their effects onren. their relationships with partrers_and care-giving responsivene
Eheimn R e s e de s ressenesa-tintenatal paternal sreriHaealEh

problemsmental health probems -are risk factors for postnatal paternal depression (3), father-child

relational difficultiess and offspring emotional and behavioural problems (4). Little is known about

risk factors for antental mental health problems in fathers because studies with p;-buthavereceived

prospective data onstudies-ef-preconceptionrisk-factors-are-searee—men prior to prior to

conception are scarce. Drawing on data from a 20-year 2-generation study that followed young men

and women from adolescence to parenthood, we aimed to examine the extent to which a history of
depression and anxiety in the decades prior to conception predicts the risk of antenatal mental

health problems.
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Method

Participants

The Victorian Intergenerational Health Cohort Study (VIHCS) is a prospective intergenerational study
of preconception predictors of infant and child health. It arose from a nine-wave cohort study
commencing in 1992 in Victoria, Australia (VAHCS; The Victorian Adolescent Health Cohort), as
described previously (5). Briefly, a close-to-representative sample of 1943 mid-secondary school
students (1000 male) was selected using a two-stage cluster sampling procedure. Participants were
assessed six-monthly during adolescence (Waves 1-6, mean age 14.9-17.4) and three times in young

adulthood (Wave 7: 20.7 years; Wave 8: 24.1 years; Wave 9: 29.1 years).

Between 2006 and 2013, the 1638 study members (766 male) still active in VAHCS were screened for
participation in VIHCS (The Victorian Intergenerational Health Cohort) via 6-monthly contacts. Study
members who reported that they or their partner were pregnant, or had recently had a child, were
invited to complete telephone interviews in trimester three (Wave 1), 2 months’ postpartum (Wave
2), and 12 months postpartum (Wave 3). Study members were invited to participate for every child

born during the recruitment phase, and many participated with more than one child.

Appendix A shows the flow of male participants in VAHCS and VIHCS. In the present analyses, we
used data from 214 male VAHCS participants who participated in VIHCS with 295 pregnancies
(response 65% of men with 55% of pregnancies). Participants’ parents or guardians provided
informed written consent at recruitment for VAHCS, and participants provided informed verbal
consent at subsequent VAHCS and VIHCS waves. Data collection protocols were approved by the

human research ethics committee at the Royal Children’s Hospital, Melbourne.



Measures

Exposures: Preconception mental health problems were measured at VAHCS Waves 1-7 using the
Revised Clinical Interview Schedule (CIS-R; 6), and at Waves 8-9 using the 12-item General Health
Questionnaire (GHQ-12; 7, 8). Continuity of mental health problems from adolescence to young
adulthood was defined as none, adolescent-only, young adult-only, or both adolescent and young
adult problems. Adolescent risky behaviours (>=20 drinks on a single day in the past week, daily
smoking, and weekly cannabis use) were assessed in VAHCS Waves 1-6. Summary variables were
defined as the presence of each risky behaviour at one or more adolescent waves. Participants also
reported on country of birth, their parents’ highest level of education, and their parents’ separation

or divorce.

Outcomes: Paternal antenatal mental health was assessed at VIHCS Wave 1, in the third trimester of

pregnancy, using the 12-item General Health Questionnaire (GHQ-12; 7, 8).

We used two-sample tests of proportion to compare characteristics of a) VAHCS men available for
VIHCS screening with those who had died, withdrawn or been lost to contact, and b) VIHCS
participants with those who reported pregnancies but did not participate. We estimated the
prevalence of paternal antenatal mental health problems in the analysis sample of 214 men with 295
pregnancies, stratified by continuity of preconception mental health problems. Associations were
estimated as unadjusted and adjusted risk ratios, using generalised estimating equations with robust

standard errors due to within-family clustering.



]Result#

When compared to the 766 men screened for pregnancies, the 177 men who were no longer active
in VAHCS when VIHCS screening commenced were less likely to be born in Australia (p<.001) and
have completed secondary education (p=0.016). There was no difference between groups in
adolescent mental health problems. Measurements of mental health problems and background
demographics gathered at the commencement of VIHCS recruitment did not differ between men

who participated in VIHCS and those who reported a pregnancy but did not participate.

Insert Table about here

In total, 95 (39.7%) of the 214 men in the analysis sample reported preconception mental health
problems at least once: 35 (16.4%) during adolescence only; 25 (11.6%) during young adulthood
only; and 25 (11.[7’%) during both adolescence and young adulthood (Appendix A). Antenatal mental
health problems were reported -#-31 (10.5%, Cl 7.0-14.0) of the 295 pregnancies-a-the-analysis

sample.

-Expectant fathers with no history of mental health problems reported antenatal depressive

symptoms in one in twenty pregnancies, while men with a history of mental health problems in

adolescence and young adulthood reported antenatal mental health problems in one in four

pregnancies.

Men with preconception mental health problems in both adolescence and young adulthood had the

greatest risk of antenatal mental-health-preblemsdepressive symptoms (Table 1). Those with mental

health problems in young adulthood only were also at increased risk of antenatal mentalhealth

preblemsdepressive symptoms. Tr-white-there was no evidence of increased risk for antenatal

mentalhealth-preblemsdepressive symptoms in men whose previous history of mental health

problems was limited to adolescence.
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Nonetheless, a sizeable proportion reported new onset of depressive symptoms during the

antenatal period; nearly one in three pregnancies where fathers reported mental health problems

had no preconception history.
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We have previously feund-reported that over 80% of women with a history of mental health

problems prior to conception are-reportedatinereasedriskfor perinatal mentalhealth

preblemsdepressive symptoms (10). Findings from -aa€-the current study ineicatessuggest that a

similarly sizeable proportion of men, over 60%, smen-with a persistent or recent preconception

history are similarly-at risk going into pregnancy. Fhese-findingsalign-with-previeusreporisthat
men’s-histeryefdepressionisariskfactorforpostpartum-diserder{3}-Our finding that one third of
men with antenatal mental-health-problemsdepressive symptoms had no prior history may-be-due-in

partto-underestimation-of preconception-prevalencebutalse-suggests that this-the antenatal may

be a_unique time of heightened risk too.

We also found that the majority of men with a history of preconception mental health problems did

not go on to experience antenatal mentathealth-preblemsdepressive symptoms-ferthemajerity-of

pregnaaneies. This may reflect the natural resolution of mental health problems for some men during
young adulthood (5). It also suggests that other factors operating prior to or during pregnancy may
mitigate risk for vulnerable men; for example, previeusresearch-hasindicated-that-partner mental
health-(REF}, relationship quality-{REF} and social support-{REF-during the perinatal-periodare

Strengths of this study include the prospective two-generational design, and assessment of mental

health at multiple time-points across adolescence and young adulthood.-Nenethelesseach

Nonetheless, aAttrition and non-response may also have affected results. We used multiple

imputation to address biases due to missing VAHCS data, but this would not have addressed the

issue of differential recruitment to VIHCS: i ici 9




VAHES Wave 9).-Our sample size was small, and future investigation in a larger sample is warranted.

Our finding that most antenatal mental health problems were a continuation or recurrence of
preconception problems suggests that men with a history of mental health problems would benefit
from increased support going into pregnancy and across the perinatal period. Given that most men
with mental health problems across adolescence and young adulthood did not go on to experience
antenatal mental health problems, but that pregnancy was a time of heightened risk for men with no
preconception history, future research identifying modifiable preconception and perinatal risk

factors would provide targets for clinical and preventative intervention.
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Table 1. Estimated associations between preconception continuity of common mental disorder and
mental health problems in the third trimester of 295 pregnancies to 214 men.

Antenatal mental health problems

Preconception mental health problems Unadjusted model Adjusted model
N n % (95% Cl) RR (95% Cl) p RR (95% C1) p
None 183 10 535 (1.98 -872) ref ref
Adolescent only 46 4 951 (035 -18.67) 1.61 (048 -536) 0.437 139 (041 -4.64) 0.594
Young adult only 34 8 2277 (734 -3821) 3.89 (1.38 -10.98) 0.010 354 (1.28 -9.76) 0.015
Adolescent and young adult 32 9 2817 (1124 -45.09) 540 (218 -13.35) <0.001  4.48 (1.69 -11.91) 0.003
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