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ABSTRACT

Paternal Depression and Infant Outcomes: the Rdixjpressed Emotion
Elena Netsi
Brasenose College, University of Oxford
Thesis submitted for the degree of Master of S@dhy Research) in Psychiatry
Trinity Term 2009

Introduction: The aim of this study was to examine expressed iemdEE) in
depressed fathers one year postpartum. Paternedssgm in the postnatal period
has been shown to place children at risk for emati@nd behavioural problems.
However, the mechanism through which the riskasgmitted remains unidentified.
EE, a measure of family environment, has been tmgaed in children and
adolescents and has been associated to child psfttivdogy. EE has also been
found to mediate the relationship between materdapression and child
externalizing behaviours. There exists no reselmiiever examining EE in the
context of paternal depression. The primary aimhefstudy were:

a) To examine differences in EE in depressed anedepressed fathers and

b) To investigate whether EE mediates the relatignbetween paternal depression
and child externalizing behaviours.

Methods: EE was examined in families of one year old infamisose fathers (n=24)
had experienced an episode of major depressionnwitie first postnatal year and
were compared to families whose fathers (n=79) iadistory of depression. EE
was measured using the preschool version of the-Hwmute Speech Sample
(pPFMSS). Both parents completed the EE assessmentha externalizing scale of
the Child Behavior Checklist.

Results: Depressed fathers expressed fewer positive comnt@mgsds their infants
than non-depressed fathers but did not differ imeotaspects of EE. Depression
predicted externalizing behaviours, but the refatiop was not mediated by EE.
Maternal EE revealed no differences in familieswatdepressed and non-depressed
father.

Discussion: This is the first study to examine EE in the eomtof paternal
depression and to report depressed fathers toseplasitive towards their infants.
The low rates of high EE in both mothers and fatherdicates that further
adaptations are necessary to the pFMSS for use am¢ghyear old infants. Even
though EE did not mediate the relationship betwpaternal depression and child
externalizing behaviours; the low rates of podyivn families of depressed fathers
may negatively impact on child development and dfwe warrant further
exploration.
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Introduction

1 |INTRODUCTION

1.1 Paternal depression in the postnatal period. Isit a significant problem?

Depression presents a significant worldwide healtbblem. Currently, it is the

leading global cause of years lost in disabilitLDj for both males and females
(WHO, 2004). Research indicates that approximai@yo of the male population

will be affected by depression over a lifetime (&les et al., 1994), a large portion of
which are fathers. Major depression, accordingh® Diagnostic and Statistical
Manual of mental disorders (DSM), is evident wheniadividual experiences a
minimum of two weeks of depressed mood or loss#rest, concurrent with other
symptoms such as psychomotor agitation, disrupifosppetite and sleeping habits,
feelings of worthlessness or suicidality (Ameridasychiatric Association, 1994).
Symptoms which have more specifically been assediatith male depression
include irritability, anger, sadness, difficulty kiag decisions and loss of interest in

the outside world (Bronte-Tinkew, Moore, Matthew&sCarrano, 2007).

1.1.1 Prevalence rates of paternal depression in the pastl period
Goodman (2004) reported rates of paternal depmegsithe postnatal period, to vary
in community samples as much as 1.2% to 25.5%, pamithd prevalence ranges
from 10.1% to 28.6% (Areias, Kumar, Barros, & Figado, 1996; Matthey, Barnett,
Ungerer, & Waters, 2000). Rates are likely to vémg much due to the different
measures and cut-offs used for assessment of deprediming of assessment is
also likely to have affected results as unlike mek postnatal depression, which

presents within the first weeks postpartum, patedepression has been shown to
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develop more gradually throughout the first posthgeear (Areias et al., 1996;
Matthey et al.,, 2000). Most of the studies howebawre relied on self-report
guestionnaires rather than clinical diagnosis, sl may have resulted in elevated
estimates of prevalence. Using a clinical diagnasigrevalence of 10% for the first
postnatal year was found in a large sample of fatrem the Fragile Families and
Child Wellbeing Study (Huang & Warner, 2005). Rautarly high levels of

depression were found in fathers whose partnere wegmselves suffering from

depression. Rates in this group range between 2é{&bodman, 2004).

1.1.2 Why is the postnatal period particularly important?
The early weeks and months of a child’'s life appeaie a period of critical
importance for development; the quality and sevigitof parenting during this time
may be crucial (Murray & Cooper, 1997). Researchhaternal depression in the
postnatal period, indicates profound effects on iti@ividual, the child and the
general well-being of the family. In terms of matlohild relations, it has been
shown to affect their interaction and to place digh at increased risk of
behavioural, emotional, cognitive and physical peais (Murray & Cooper, 1997).
More specifically, maternal postnatal depression theen associated to poorer infant
mental and motor development as assessed by tHeyBsgales (Lyons-Ruth, Zoll,
Connell, & Grunebaum, 1986). Furthermore, childendepressed mothers have
been shown to have more negative responses and tates of overall interactive
behaviours (Stein et al., 1991). They are also rikey to be rated as behaviourally

disturbed by their teachers at five years of agraset al., 1995).
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Children experiencing the effects of parental degien from a very early age are
more likely to suffer the negative effects not ohicause of the significance of the
postnatal period to development, but also becauseubsequent episodes of
depression. Parents who have suffered from depressithe postnatal period are
more likely to suffer from additional episodes awl children of depressed parents
are more likely to endure longer periods of paretgression (Goodman & Gotlib,

2002).

The effects however, of paternal depression inpib&tnatal period, remain largely
unknown. This may be in part because of the mothele in child development, as
the primary care-giver. Alternatively, higher priarece rates of maternal postnatal
depression might have raised concerns over thecteffef depression on child
development sooner than have possible effects térmel depression. A more
practical reason perhaps is the assumption thatanare more willing to participate
in research (Goodman, 2004). There is thus a dedrtesearch on the effects of

paternal depression, especially during the earygriatal period.

1.2 How does paternal depression in the postnatal period affect the

individual?

1.2.1 Symptoms of depression in men in the postnatal péri
There appear to be gender-specific factors, whicape the manifestation of
depressive symptoms in men. According to Buist, 3doand Durkin (2002) men
have more sparse support networks and are morgagtuto seek help for emotional

problems and so will more often resort to maladapttrategies such as substance
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abuse. The responsibility for providing materigbgort may also add to work stress
and marital conflict. Furthermore, young men mayeha more idealized view of

pregnancy, childbirth and parenthood than young amnand may experience more
difficulties adapting to life with a newborn (Buist al., 2002). Participants in the
study conducted by Condon et al. (2004) reportedmancy to be the most stressful
period with some improvement in the early postnp&alod. Expectant fathers drank
more alcohol, were more depressed and irritablifered more somatic symptoms

and had higher scores on negative affect. Resulther suggested increasing

deterioration in the couple relationship over tingt fpostpartum year.

1.2.2 Risk factors for development of depression in thesfnatal period
Certain factors may be especially important predsbf depression in fathers such
as personal history of depression and substandeugr abuse (Areias et al., 1996;
Huang & Warner, 2005; Matthey et al., 2000; Pilygu Swain, 2007; Pinheiro et
al., 2006). Couples relationship and functionirgpadeems to be an important factor
with married men reporting better mental healthntmon-married, and prenatal
distress predicting postnatal distress in both ammhwomen (Condon, 2006; Huang
& Warner, 2005). More specifically, disagreemenpaththe pregnancy or perceived
lack of supportiveness have been shown to preéiptedsion (Matthey et al., 2000;

Zaslow, Pedersen, Cain, Suwalsky, & Kramer, 1985).

Depression in the female partner during or afteagpancy has been identified as
possibly the strongest predictor of depressiomérhale partner (Ballard & Davies,
1996; Condon et al., 2004; Dudley, 2001; ZelkovéitMilet, 2001). Matthey et al.

(2000) found that 36% of mothers scoring high oprédssion had high scoring
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partners at six weeks postpartum and this rose 3% By the twelve month
assessment. First-time fathers exhibited higheeltewf anxiety than experienced

fathers during the early postnatal period (Goodr2804).

1.3 How does paternal depression affect child development?

Paternal depression seems to have long lastingtefte the child’s life, with the
child having a 26% greater likelihood of sufferifgm any psychiatric disorder
including alcohol dependence and a 45% increasdepression in the offspring
(Spector, 2006). A review by Kane and Garber (200dljcates that there is a
significant association between paternal depressiod child internalizing and
externalizing symptoms. Effect sizes reported wen@parable to those reported by
Beck (1999) for maternal depression. Data from Aven Longitudinal study of
Parents and Children (ALSPAC), a population-baséadys in the UK, has
demonstrated that paternal depression in the @mdynatal period is significantly
associated with increased emotional and behaviquoddlems at three years of age
with an increased risk of conduct problems for bolke effects remained even
when controlling for maternal depression (Ramchandstein, Evans, & O'Connor,
2005). Longitudinal data from the same sample mugid that paternal depression
was significantly associated to psychiatric diaghag age seven especially with
oppositional and conduct disorders, and socialadifies. This was true even after
adjusting for maternal depression and paternaladual level (Ramchandani et al.,

2008D).
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Kane and Garber (2009) examined the contributiopadérnal depression to child
internalizing and externalizing problems, in a higék sample of children with
mothers, with prior or current symptoms of depr@ssiPaternal depression was
associated with both child internalizing and exadiming symptoms. Father-child
conflict mediated the relationship above and beydhd effect of maternal
depression. Results here mirror findings from twaeo studies where conflict again
mediated the relationship between fathers’ depressymptoms and adolescents’
externalizing symptoms in a normative and high-ssknple respectively (Conger,
Patterson, & Ge, 1995; Kane, Garber, & KaminskQ20It has been hypothesized,
that parental depression may have a more advensactnon children of the same
sex, as the child is more likely identify with tleame-sex parent and model
maladaptive cognitions and behaviours (Connell &o@uoan, 2002). Thomas and
Forehand (1991) report an association between nadteepression and adolescent
functioning, which was equally strong to that ofteraal depression and adolescent
functioning. Paternal depression predicted intézivaj symptoms for sons and
accounted for 7% of unique variance in female caehgwoblems after controlling

for maternal depression, socioeconomic status dakkscent age.

In terms of early father-infant interactions a sty Field, Hossain and Malphurs
(1999) reported depressed fathers to interact thigir infants in a similar way to

non-depressed fathers. When compared to depresstbénsi interactions, depressed
fathers’ interactions were rated more positiveliiey¥yf demonstrated higher rates of
physical activity, facial expressions and vocalmad than depressed mothers.

Infants of depressed fathers also received morgiysatings in facial expressions,
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gaze and vocalizations. An interesting finding e partners of depressed fathers,
who were not themselves depressed, during interacetith their infants, received
lower ratings and so did their infants. In situaowhere both parents were
depressed, father-infant interactions seemed ndetaffected. Field et al. (1999)
suggest fathers may be coping with depressionrmee active way than mothers.
However, as the authors note, fathers in the stuehe not the primary caregivers
and thus, were not spending an equivalent amourtod with their infants to
mothers. Using depressed fathers who were the pricaaegivers may have yielded
different results. Similar results were reportedlopdy (2002) in a small sample of
fathers and their six month old infants. Paternaprdssive symptoms were not
associated to the quality of father-infant intei@ts. Other studies examining father-
child interaction in the context of paternal depres have found contradictory
results. In a low risk sample, McElwain and VollitR99) reported fathers to be
more withdrawn during interactions and less invdlv&orbes, Cohn, Allen and
Lewinsohn (2004) did not find current symptoms epression to relate to paternal
engagement in physical play, however, fathers wittistory of depression displayed
greater negative affect in the still face conditibnaddition, paternal depression led
to more conflictual and irritable interaction witthildren (Patterson & Dishion,
1988). Finally, Leinonen, Solantaus and Punamaki032 studied the effect of
depressive symptoms on parenting and found pateleymlession to be associated
with being more punitive towards their childrennRive parenting was also related
to boys internalizing and externalizing symptomsd ato girls internalizing

symptoms.
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1.3.1 Combined effects of maternal and paternal depression child
development
As aforementioned, a risk factor for depressiothim male partner is depression in
the female partner. This increases the possibiligt children will endure the
negative effects of two parents battling with degren and face problems greater
than anticipated. It still remains unclear, whettlepression in both parents affects
the offspring in an additive or interactive way. &m interactive model paternal
depression would exacerbate the risk of childrewveliping emotional and
behavioural problems only when the children wemeaaly at risk because of an
impaired mother. In anadditive model, each parent's symptoms contribute
differentially to the children’s risk. Studies laol at the combined effect of parental

depression in the postnatal period report mixedenge on this.

A study by Mezulis, Hyde and Clark (2004), foundittiin families of depressed
mothers, paternal depression exacerbated the affectaternal depression only
when the father had spent a significant amouniroé tcaring for the child during
infancy. Living with a non-depressed father, howewkd not buffer the effects of
maternal depression. Data from a large communitypéa illustrate that depression
in both parents is associated to a lower likelihobththers playing outside regularly
with the child and a lower likelihood of motherdlitey stories daily to the child

when only the father was depressed (Paulson, Daubeteiferman, 2006).

Interestingly, depression in the father was showrnnipact on the mother-infant
interaction as well, even when the mother was eo$dif affected by depression. In
the same sample, maternal depression alone watvedgassociated to enrichment;

when however, paternal depression was pronouncethems interacted at baseline



Introduction

level, which indicates a compensatory model. PalB@efe and Leiferman (2009)
report depressive symptoms in both parents posipatt have a negative impact on
parent-to-child reading frequency. Paternal depwassn particular, predicted
decrease in reading frequency and limited childresgive vocabulary up to 15
months postpartum. Finally, a study by Weinfieldgdrski and Moreau (2009),
supports an additive model for prediction of ex#dizing behaviours. A community
sample was assessed for symptoms of parental depresnd symptoms of
internalizing and externalizing behaviours in thimonth old children. Paternal and
maternal depression each accounted for unique naridn the prediction of
externalizing behaviours, however, paternal deprasdid not predict internalizing
behaviours. Finally, Carro, Grant, Gotlib and Comp@993) examined the
combined effect of maternal and paternal depressionchild internalizing and
externalizing behaviours at two to three yearsgse. &Paternal depression served as
an additional risk factor for increased behavioyedblems and interacted with

maternal depression to predict internalizing protde

1.4 Paternal depression impacts on the general functioning of the family.

So far paternal depression has been shown to melyaitinpact on the individual, the
child and their interaction. Studies have also shtmw, in the context of paternal
depression, the quality of the mother-child intémac may also deteriorate, even
when the mother is not suffering herself from syonps of depression. The study by
Field et al. (1999) demonstrated how in familieghva depressed father mothers and
infants received lower interaction ratings. Furthere, the study by Paulson et al.

(2006) reported mothers with a depressed partnieghbess likely to sing songs to
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their children and to play peek-a-boo with themntmaothers with non-depressed
partners. This suggests that in families with areleged father the general
functioning of the family deteriorates, with thetéraction between mothers and
children showing impairments even when the fatierot present. Further evidence
to support this comes from the influential studigslacob and Johnson on the effects
of paternal depression on family communication ¢bacl997; 2001; Johnson &
Jacob, 2000). They compared families with eithelepressed mother or depressed
father to controls in a video-taped problem solviagk. Overall, families with a
depressed parent displayed less positivity and exality during interaction
compared to families with no depressed parent. Aparison of communication
patterns between depressed fathers and mothemleduaothers were less positive
and more negative. Paternal depression predictiéd @bpression, and internalizing
and externalizing problems. This association wasdereted by father-child
interaction. Analysis of sequential patterns ohéatchild interactions exhibited what
the authors ternpositivity suppressignwhereby decreased rates of positivity were
evident following a positive communicatioRositivity suppressiomvas not always
initiated by the depressed individual as would Bpeeted; rather it was mostly
initiated from another family member. Effectspafsitivity suppressiowere evident
across intra-familial relationships; the interantlmetween mothers and children was
marked by a lack of affective expression and ardetdion in marital interactions

was also evident.

Another way in which parental depression impactdammily functioning is by the

decrease in successful marital adjustment thatnaganies depressive symptoms,

10
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which adds to an already stressful environmenttudlysby O’Leary, Christian and
Mendell (1994) reports a tenfold increase in thek rof depression in distressed
couples and 25-fold increase in the developmenepfession in unhappy marriages
(Weissman, 1997). It is suggested that the relakign between depression and
martial distress is bi-directional with each infheéng the other (Whisman, 2001),
possibly in a cyclical manner. Fincham, Beach, ithend Osborne (1997) report
husbands’ depression to predict marital distresls abthe time of assessment and at
an 18-month follow up. Marital conflict has beesafound to predict internalizing
and externalizing problems of children and impa&mts in social and academic
functioning (Cummings & Davies, 2002). A recentdstlby Kouros, Merrilees and
Cummings (2008) supports the contention that marmanflict and paternal
psychopathology interact to impact on children’gulatory processes to family
stress. The study reports marital conflict to besteong predictor of emotional
security for children whose fathers had clinicalels of depression compared to

children whose fathers had low levels of depressyeptomatology.

1.5 How dotheseincreased riskstrandateinto later development?

A lot of emphasis has been placed on the predicble of parental depression on
emotional and behavioural outcomes (Cicchetti &Tdi991; Connell & Goodman,
2002; Kane & Garber, 2004). What does this mean elvew for later child
development? Prevalence rates of behaviour probiernsth preschoolers and older
children range from 7-20% with the majority of seslreporting 10-15% (Campbell,
1995). Stability over a one to two year follow ugripd has been shown to be high

and longitudinal studies have indicated a relayivieigh stability for behavioural

11
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problems from the preschool age spanning a thresewen year follow up period.
Emotional and behavioural problems are most comyndiMided and measured as
two broadband syndromes of internalizing and exiézing behaviours.
Externalizing problems include symptoms of hypeavitgt and aggression, while
internalizing include anxiety, depression and sdmmatoncerns. Externalizing
problems have yielded a larger body of literatargj this may be in part because of
the controversy over the reliable identificationdalong term significance of
internalizing behaviour in childhood (Cicchetti &otfh, 1991). In terms of
externalizing symptoms, research indicates stgbditer time which is especially
true in children over 6 years old. Huesmann, LefkonwEron and Walder (1984)
measured aggression longitudinally at eight andntyeears of age and found
positive correlations to adult aggression. Simidability has been shown for
conduct problems, future emotional instability, idglency and continuity of
dysfunction in children as young as three yearq@ldchetti & Toth, 1991; Olweus,
1979). Externalizing behaviours in childhood haeer strongly associated to early
parenting. Lorber and Egeland (2009) have showrr-guoality parenting during
infancy to be associated with externalizing beharsat kindergarten and first grade
as well as at twenty-three and twenty-six years éld infancy is a particularly
sensitive period for development of emotion redafatinternal representations of
others and patterns of relating to others, whichtum are important to the
development of externalizing behaviours, infantsynt® more vulnerable to
environmental influences. Thus impaired parentthgjng this stage is suggested to
be a risk factor for the development of externafizbehaviours (Lorber & Egeland,

2009).

12
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1.6 How aretheseriskstransmitted?

We have so far discussed paternal depression inptisénatal period and have
presented evidence of how it affects the individuhke child and the general
functioning of the family. Paternal depression baen shown to place children at
risk of developing externalizing behaviours. Theséurn have shown stability over
time with externalizing behaviours measured in gnesl years showing continuity
even in early adulthood. Here we now consider aehpdoposed to explain the

mechanisms through which the risk is transmitted.

Goodman and Gotlib (1999a) have proposed an irttegramodel for the
transmission of risk to children of depressed misthdlthough it was originally
developed to describe maternal depression, thedlppasameters can be applied to
explain transmission of risk from fathers to chéldr The model describes four
mechanisnis a) genetic contribution and heritability of degsi®n, b) innate
dysfunctional neuroregulatory mechanisms, c) pargrdand d) exposure to stressful

environments.

In terms of genetic contribution, Phares and Con{f892) pointed out that fathers
contribute 50% of the genetic material. In ternfsadult depression 26-42% of the
variance can be explained due to genetic effeaiti&n, Neale, & Kendler, 2000).

Similar estimates for younger ages have been reghdrtit seem to be more varied,
but this is also probably related to methodologicaltations. There is now a large

body of research that suggests vulnerability torelegion is genetically transmitted

! It is important to note that the temmechanisnis used by Goodman and Gotlib “consistently wita statistical
concept ofmediatiori (Goodman, 2007; Goodman & Gotlib, 1999b).
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in terms of cognitive, interpersonal and psychalmaal characteristics of the

individual (Goodman, 2007).

The prenatal environment has also been shown tg alamajor role in child
development. Maternal depression and anxiety dutiegprenatal period has been
associated to emotional and behavioural problents tanchildren’s intellectual
development, with lower scores on cognitive assess$srin the first two years of life
(O'Connor, Heron, Golding, & Glover, 2003; Pawlhdyay, Sharp, Waters, &
O'Keane, 2009; Sarkar P, Bergman K, O'Connor TGGl&ver V., 2008; Van den
Bergh & Marcoen, 2004). It has been suggested dhatety and depression will
impact on the development of the Hypothalamic Rityi Adrenal axis (Bergman,
Sarkar, O'Connor, Modi, & Glover, 2007). Materna¢mtal health is therefore, a
crucial determinant, however, the paternal roleuthanot be overlooked. Fathers
may play a key role in mothers’ well being. Prehattner relationship strain and
stress events during pregnancy have been founck teigmificant risk factors for
behaviour problems at age two and infant cognitind fearfulness scores (Bergman
et al.,, 2007; Robinson et al., 2008). Paternal aiemtalth during that period, or
increased marital conflict, will adversely affediet mother's mental state and
therefore, the infant as well. Furthermore, patedepression in the prenatal period
has been associated to increased infant crying @¢esmBerg et al., 2009) and to

behavioural and emotional outcomes (Ramchandaaii,2008a).

The third proposed mechanism of transmission & igparenting Parenting may
impact in two ways; firstly, through exposure talanodelling of maladaptive affect,
behaviour and cognitions or secondly, through inadée or impaired parenting. The

extensive exposure to these maladaptive copingegies, which children may adopt
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through observational learning or reinforcementy iplace them at increased risk of
developing depression themselves. Maternal critpeiceptions of their children
have been associated to children’s self blamingpattons for negative life events
and to lower perceived self worth (Goodman, AdamsRmiti, & Cole, 1994;
Radke-Yarrow, Belmont, Nottelman, & Bottomly, 199Q}reater criticism and
hostility expressed by the parent might contribtdethe emergence of coercive
strategies similar to those implicated in the depelent of externalizing behaviours
(Goodman, 2007). Furthermore, the depressed pdra@mntbeen described as an
inadequate social partner for the child. Unableatoways meet the social and
emotional needs, depressed parents have been tholenless responsive during
interaction, to provide less structure, monitorengd discipline (Cicchetti & Toth,
1998; Goodman, 2007). Parental symptoms of deedsive been associated to
more negative parenting practices such as disengageand low warmth (Downey
& Coyne, 1990). In particular for fathers, symptomf depression have been
associated to more psychological control, less larrand in being more punitive

towards their children (Cummings, Keller, & Davi@805; Leinonen et al., 2003).

The final proposed mechanism of transmission ok iis through exposure to
stressful environments. Examples of stressful emwirents for the child might

include inadequate parenting, the symptoms andseoof parental depression or a
decrease in the marital quality. These proposegthanismswill often co-exist

within a family environment, and will often inteta;n complex ways to create
pathways to disorders. Several theoretical modele fried to take into account how
these mechanisms interact to predict outcome, toatnalysis of those is beyond the

scope of this thesis.
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It is important to acknowledge that the proposediehdoy Goodman and Gotlib
(1999), describes a unidirectional impact of pakdepression on the developing
child. Research however, has shown that child facttay impact on parental mental
health and even exacerbate symptoms of depresSiah factors include difficult

temperament, gender and social and cognitive skBksardslee, 1987; Compas,

Langrock, Keller, Merchant, & Copeland, 2002; Caac Troutman, 1986).

The present study attempts to examine how patedegression impacts on
development of behavioural problems in infants dguking on one of the proposed
mechanismsparenting More specifically, this is attempted by determ@ihe role

of expressed emotion (EE), a measure of familyrenment, as a mediating factor

between paternal depression and child behavioutabmes.

1.7 Expressed Emotion (EE)

EE aims to tap into the emotional atmosphere of family by measuring the
intensity of attitudes from one member to anothed a@aims to capture routine
emotional features such as criticism, hostility amger-involvement, rather than
unusual patterns of interaction (Leff & Vaughn, 29&aughn & Leff, 1976). The
construct of expressed emotion emerged from relsemrcschizophrenia in the
1950’s. Brown and colleagues investigated 229 diggdd chronic male patients
who had been hospitalized for two years or moreo\iBr, 1985). Two findings
seemed noteworthy; firstly, patients suffering freohizophrenia, who returned to
live with parents or a wife, were more likely tolajgse and secondly, clinical

outcome was also related to whether one or botkedoat home or outside. This led
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to the hypothesis that specific elements in the ilfaranvironment might be

distinctively important for relapse in schizophi@enbince then, EE has been found
to be a reliable predictor of relapse in schizopltargButzlaff & Hooley, 1998).

Research in EE has now gone beyond the area afogtirenia to measuring the
importance of expressed emotion in depression, appobia and obsessive
compulsive disorder. More recently, research hdsnebed to child and adolescent
health in a variety of situations ranging from asthand diabetes to depression in

adolescents and conduct disorders.

The following sections aim to illustrate first, tk&rong link between EE and child
psychopathology, secondly, the role of EE as a atedibetween maternal
depression and child behavioural outcomes andlfintd examine studies which
have assessed EE in children of preschool agesdtteons provide evidence for the
rationale of this study to examine EE as mediatiwben paternal depression and
child behavioural outcomes one year postpartumoreproceeding it is important
to consider the concept of EE as it applies speifi to children and the advantages

of using this measure over others.

The measurement of EE in children is charactertzedour key features (Caspi et
al., 2004). Firstly, expressed emotions are spetifithe individuals experiencing
(the parent) and receiving (the child) the emoti@econdly, EE refers to the way in
which the individual perceives and experiencesdhiéd. The parent is given the
opportunity to refer to any aspect of the child&gonality and behaviour and is not
limited by closed-ended questions. Thirdly, ratofgEE utilizes both verbal and
vocal elementst¢ne of voicgfor coding. This allows the coders to take into@unt

a satirical or critical tone evident for example anpositive comment. Finally, it
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focuses on emotions about the child as an indiVidather than emotions on the

child’'s symptoms, which may for example, relat@hysical illness.

Evidence presented in the following sections dernatess how high EE is associated
with an increased risk of emotional and behaviograblems for the child. The

literature suggests that even from a very earlycigidren may be subjected to high
EE. Further understanding and investigation is s&mg as through interventions,
EE is modifiable, thus improving the parent-childteraction and the general

communication patterns within the family.

A variety of measures have been used for the assesf EE in children (Daley,
Sonuga-Barke, & Thompson, 2003; Leff & Vaughn, 198@gana et al., 1986; Scott
& Campbell, 2000), all of which measure slightlyffelient aspects. The most
common aspects areCritical comments,a scale which is common to all EE
measures, and refers to disapproval or resentnoevdrds the child. It involves
blaming or rejecting the individual and not meredxpressing dissatisfaction.
Hostility is evident when the child is rejected for who helee is rather than his/her
actions.Emotional over-involvemerfEOI) refers to marked concern. A high EOIl is
given when a parent exhibits behaviours of selfiaing or exaggerated emotional
responsesVarmthis assessed throughout the EE assessment basauakeoof voice,
spontaneity and concern about the chdsitivecommentsefer to praise, approval
or appreciation of the child. EE is usually exardirees a dichotomy with relatives
scoring high or low in EE. High EE, also sometimeferred to as negative EE is a
combination of the dimensions of hostility, cristmi and EOI. Measures for

assessment of EE are discussed in more detaikiméthods section.
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1.7.1 Association of EE with child psychopathology
High parental EE has been identified as a riskofabbr child internalizing and
externalizing problems. Studies supporting thisgearirom clinically referred to
normative children, from the preschool age to astece. In this section we
consider evidence which demonstrates the link bewegh parental EE and child

psychopathology.

Stubbe, Zahner, Goldstein and Leckman (1993) siuthe relationship between
parental EE and child psychiatric diagnosis in encmnity sample of 108 children.
The dimension of criticism in EE was associatedlissuptive behaviour problems,
while EOI was related to symptoms of anxiety. AsavnGoldstein, Tompson, and
Guthrie, (1993) demonstrated a strong associategwden EE, depressive disorder
and 1 year post-discharge clinical outcome in axt@ets. Recovery rates were
associated to EE levels at home, with adolescestisning to low EE homes
showing better recovery rates. This finding isimelwith the original findings by
Brown and colleagues in discharged patients saffefiom schizophrenia (Brown,
1985). EE predicted clinical outcome and depressiigorder at 1 year. A
comparison between groups of children with depvessiisorders, schizophrenia
spectrum disorders and controls, identified thegsa@f EE were higher in the group
of depressive disorders compared to the other fgarhow, Tompson, Hamilton,
Goldstein, & Guthrie, 1994). The highest rates wered in a subgroup of children
diagnosed with co morbid disruptive behaviour peofd. The results were replicated
in a sample of adolescents with depressive dissrdgtention deficit hyperactivity

disorder (ADHD) and controls. Results in the groap depressive disorders,
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indicated that combined EE ratings from both paremglded higher overall EE rates

and higher critical EE rates.

Vostanis, Nicholls and Harrington (1994) comparexkels of EE in three groups of
children with conduct disorder, emotional disorded controls. Maternal criticism
was higher in the conduct disorder group and wamifssantly associated to
externalizing behaviours. The component of warmds Wwigher in the control group
and lowest in the conduct disorder group. This ytisdthe first to underscore the
importance and potential protective role of warmtien examining EE in children.
In a follow up study, after nine months of psychattreatment, Vostanis and
Nicholls (1995) examined again EE in the groupscbfldren with emotional

disturbance and conduct disorder. They found hidéeels of warmth and lower

levels of criticism.

More recently, EE and child psychopathology weranexied in a large group of
monozygotic twins and their mothers (Caspi et 2004). Assessment of EE and
child internalizing and externalizing problems tqakce at two time points at ages
five and seven. Results indicated that maternaMBE significantly associated to
antisocial behaviours, as measured by the extemglscale on the CBCL, at both
time points. The twin receiving less warmth and enoegativity exhibited more
antisocial behaviour. One of the seminal papershentopic by Schwartz, Dorer,
Beardslee, Lavor and Keller (1990) investigated usihg the Camberwell Family
Interview in 273 participants aged 6-19 years ofdl dheir parents. The study
suggests higher maternal EE to be predictive afeamed risk for development of

disorder for the child, such as depression, substabuse or conduct disorder.
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In a sample of 100 school aged children EE was @&emin relation to ADHD,
conduct problems and emotional problems in childr@sychogiou, Daley,
Thompson, & Sonuga-Barke, 2007). The study alsesassl symptoms of maternal
psychopathology including ADHD, low mood and aggies. Higher EE was
present in mothers of children with conduct and &onal problems. The association
between maternal criticism and child emotional eadduct problems remained even
after controlling for maternal psychopathology. @oct problems were also
associated to decreased emotional-over involvemigiathers’ elevated ADHD
symptoms were associated to increased criticismelier, the association was no
longer significant when controlling for child synopts, which the authors suggest,

indicates that EE is driven more by child rathemtimaternal characteristics.

It is suggested that the sub-components of EE ibomér differentially to child
psychopathology. Criticism has been identified apasticularly important factor
contributing to the risk for later development o$yphopathology (Hirshfeld,
Biederman, Brody, Faraone, & Rosenbaum, 1997; KexrstCohen, & Coyne, 1996;
McCarty, 2004; Nelson et al., 2003; Peris & Bak2®00; Vostanis & Nicholls,
1995). Emotional over involvement on the other hamas been linked to child
separation anxiety and reduced metabolic activitghildren with diabetes mellitus
(Hirshfeld, 1997; Liakopoulou et al., 2001), butsh@eceived less support in the
predictive role it has to the development of psyethology. The above evidence
demonstrates the strong link that exists betweenaké child psychopathology,

especially for criticism and externalizing behav&u
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1.7.2 Parental Depression, Child outcome and EE

A substantial part of research in EE has also ewedhi how parental

psychopathology relates to EE. A number of stud@s have demonstrated the link
between maternal psychopathology and high EE, detbression being a frequently
noted diagnosis (Bolton et al., 2003; Brennan, HamniKatz, & Le Brocque, 2002;
Brennan, Le Brocque, & Hammen, 2003; Frye & Garl2805; Goodman et al.,

1994; Hilsman, 2001; Nelson et al., 2003; Rogodchl.e 2004; Stern, 2002). This
section discusses research on parental depressmrEBR and the evidence that
suggests that EE acts as a mediator between pladeptession and child outcome.
To date, there are five studies supporting the aileEE as mediator between
maternal depression and child outcome, three ofchvhhave incorporated

information on both parents’ psychopathology.

The most pertinent study to this thesis, due talésign, is the study by Rogosch,
Cicchetti and Toth (2004), investigating EE in nplé subsystems of the family of
toddlers of depressed mothers. The study by Roges@ht. (2004) and this study
have both collected EE from both mothers and fathewards their very young
children (20 month old for Rogosch and 12 month fad this study). EE was
collected from both parents for themselves, thpouses and their child. Families
with a depressed mother had higher scores on nahteEnregarding the child, their
selves and their spouse. The same families alsibigdh lower marital satisfaction,
higher trait negative affect and more negativedtiubd relationship representations
compared to non-depressed mothers. Criticism wasdfdo be prevalent at multiple
levels of the family system. Both parents were nlik&ly to express self-criticism

and criticism towards their partners, and theiddrbn were also more likely to be
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the recipients of more criticism from their depexssnothers. Fathers of toddlers
with depressed mothers were not found to be matieadr Findings support the role
of EE as a mediator between maternal depressiogtilttbehaviour problems. This
study has several strengths. It is one of the féwdiss to include fathers in
assessment of EE and the first to examine EE iniphailsubsystems in the family.
Furthermore, it has assessed a large number oéskgat mothers (n=101/155) using
clinical diagnosis and has included paternal mehilth. Assessment of EE
between the couple as well as assessment of matpistment has further
strengthened the study as it was possible to figage levels of criticism between

the couple, to which the child will be also be swaib¢d.

Another study to include fathers in assessment Bf Hvestigated maternal
depression, paternal psychopathology and adolesii@gmostic outcomes (Brennan
et al.,, 2002). Maternal and paternal depression dachdditive effect on youth
externalizing outcomes. Chronic family stress, peteEE and marital satisfaction
were also assessed to examine whether they megiatedtal psychopathology and
adolescent outcomes. Maternal depression interagitid paternal depression and
substance abuse in predicting youth depressioror@hfamily stress and paternal
EE appeared to mediate the relationship betweearnmdt psychopathology and

youth depression.

A study by Hilsman (2001) looking at prospectivevelepment of depressive
disorder in a high risk sample indicated that deged mothers were higher in critical
EE rates compared to mothers with no psychiatstohy. Criticism was associated
to the development of both externalizing and ireémmg problems. Rates of

criticism predicted development of depressive disorat one year. The results
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remained even when controlling for current matedegressive symptoms, mothers’
history of depression and children’s initial symp® Initial externalizing symptoms
and behaviour disorders predicted maternal expdess®tion over 2 years. Child
self-esteem mediated the relationship between melteritical EE and internalizing

symptoms.

Bolton et al (2003) examined the relationship bemveEE, spontaneous causal
attributions and depression in mothers of childreferred for problem behaviour.
Using the Camberwell Family Interview (CFl), mothexere interviewed and the
speech sample was coded for EE and spontaneousl edindbutions in relation the
child's behaviour. Further assessments of childblpro behaviour and maternal
depressive symptoms were collected through questices. Results indicated that
mothers high in EE, were more likely to attributeldo judge the cause of problem
behaviour to be personal to and controllable by ¢hédd. Mother’'s depressive
symptoms were associated to ‘child-blaming' attidns and higher levels of EE.
Attributions were not identified as a mediator lire trelationship between depression
and EE but EE was identified as a mediator betweaternal depressive mood and

child problem behaviour.

Nelson, Hammen, Brennan and Ullman (2003) lookeBEtin a large community
study of adolescents with mothers with varying degr of depression. Using
structural equation modelling (SEM) the study exaedithe role of maternal EE and
depression in adolescent outcomes. Results indtbatematernal criticism on EE
and maternal depression separately predicted aikgrnalizing problems and
functional impairment. EE criticism accounted f@22 of the indirect effect between

child outcomes and maternal depression and for b5%e association between
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maternal depression and youth functional outcora€d.on the other hand, was not
predictive of any child outcomes nor did it asstewmith maternal depression. This
study provides further support for the notion theternal depression has a direct
link to children’s outcomes as well as an indiréok, affecting child outcomes
through the quality of parenting which is impaire@onsistent with previous
literature, the study illustrates how the subcongmi® of EE contribute
differentially, with criticism being associated ¢hild functional impairment beyond

the effect of maternal depression, and EOI notiptieg child outcomes.

Finally, parental EE from both parents was examimed group of children with

obsessive compulsive disorder, disruptive behaviaisorder and normal controls
(Hibbs et al., 1991). This is the earliest studjotuk at parental psychiatric disorders
and expressed emotion in children while includimghbparents. Parental psychiatric
diagnosis was significantly related to EE status lb@th mothers and fathers.
Absence of parental psychiatric diagnosis was @ssutto low EE status. Parental
psychopathology and frequency of high EE status siaslar for children with

obsessive compulsive disorder and disruptive bel@aproblems. This was not the
case for normal controls. The strongest predictur paternal EE status was

psychiatric diagnosis, while for mothers’ EE statusas child diagnosis.

The studies above highlight three important findinglaternal depression was
associated to high EE, the crucial factor iderdifie EE was criticism rather than
emotional over involvement and finally EE was fouadmediate the relationship

between maternal depression and child outcome.
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1.7.3 Assessment of EE in preschool-aged children
The focus of this section has been to describecthrestruct of EE. Increasingly,
evidence from research in EE and child and adotesgepulations indicates that
certain adaptations to the original measures ohEEnecessary to take into account
developmental issues especially for use with caeggiof children of preschool age.
As this study measures parental EE towards tha&ryaar old infant, it is important,
to consider other studies which investigate EE aang children and discuss the
findings and adaptations to the EE measures pedemhis section will focus on

studies collecting EE for children up to four yeala.

To our knowledge, the youngest sample of infantgatds which EE was collected
was three months old. The study by Barnes et d&07R investigated factors
associated with negative EE. The sample considtéd® mother-infant dyads from
the Families, Children and Child Care study (FCC&)longitudinal community
sample. A modified version of the Five Minute Sge&ample (FMSS; Magana et
al., 1986) was used. Mothers were asked to talkvior minutes about adapting to
life with a baby and about their well being. Unlikkge original FMSS which only
measures EE towards the child, this version ha®rporated comments on
pregnancy, birth and coping with a newborn. Thisdgtonly measured negative
remarks. Factors which predicted negative EE iredudmaternal depression
symptoms, child illness and fussy temperament. duteors report that almost half
of the speech samples did not exceed duration ®hainute. They suggest this may
be because the mothers did not feel comfortableessmg themselves freely which

could present as a limitation to the study.
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In a slightly older sample, 83 mothers completedwased version of the FMSS (R-
FMSS) towards their low birth weight infants at smonths of age (St Jonn-Seed &
Weiss, 2002). In relation to the FMSS this measuas different in four ways, it
included verbal as well as non verbal elements fhysical contact and facial
expressions in coding, it included ratings of positive remsrnd warmth and
finally, for a mother to be classified as negativ&E hostility or criticism must have
been expressed for more than 50% of the speechlsaBEp was categorized into
negative, positive or over-involved. The study mepomaternal EE to predict
internalizing problems measured at two years of ag#h negative EE having the
most debilitating effect for children who were lestaptable and persistent (St Jonn-
Seed & Weiss, 2002). For persistent children pasi&E did act as a protective
factor by decreasing rates of internalizing prolde@hild temperament was found to
moderate the effect of maternal EE. Especially etdble were infants with short

attention spans and more difficulty pursuing tasks.

Kaugars and colleagues (2007) investigated EEdamaple of English and Spanish
speaking mothers from low income, minority backgms: EE was collected for 169
infants, six to twenty-four months old. The purpaxfethe study was twofold; to
demonstrate the use and coding of EE in Spanishtaneixamine associations
between EE and a measure of the home environmestHome observation for
Measurement of the Environment (HOME). The samps wart of a larger cohort
investigating wheezing during infancy. A slightlgiagpted version of the FMSS was
also used here. EE consisted of two scales, sntiéind positive affect. Parents were
classified as critical even when borderline crigiwas present. The positive affect

scale consisted of the frequency of positive remsiarklationship and the initial
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statement. Analysis was divided based on whetreaisessment was conducted in
English or Spanish. There was a trend for Englpaking participants to have more
positive comments than Spanish speaking particspaRbsitive comments were
positively correlated to cognitive functioning. Tl&thors suggest as language is
confounded with cognitive functioning it may be pitde that this difference in
positive comments reflects the low educational lle¥some of the Spanish speaking
participants. The study finally reports positivaracoents to be associated to scores

on the HOME for the English but not for the Spargpkaking participants.

A seminal paper examining toddlers of depressedenstand EE by Rogosch et al.
(2004) was discussed in the previous section &f tinesis and therefore, findings
will not be replicated here. It is important howete note here that the study used
the FMSS for assessment of EE and adopted a tratmary system ofow,

borderline and highor classification of criticism and emotional ovarolvement.

In a sample of 100 mother-child dyads Daley et @003) examined the

psychometric properties of a revised version of RMSS, targeted specifically for

use with children of preschool age (pFMSS). The @anconsisted of 80 children

with AD/HD and 20 without. The adaptations to theeasure as well as its
psychometric properties are discussed in detaithen methods section (section
2.3.2.2, p.43-44). The authors report that dimarssiof the pFMSS such as lower
warmth and less positive relationship correlatédhwitore negative and less positive
feelings on parenting as measured by the Familyath@uestionnaire. The pFMSS
also correlated with mother-child interactions. Nt who demonstrated more
affection during play had a more positive relatldps exhibited higher warmth and

fewer critical comments on the pFMSS.
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Finally, two sets of analyses from another stugyoreon the stability of preschool
EE and it association to internalizing and extemnrad symptoms (Baker, Heller, &
Henker, 2000; Peris & Baker, 2000). The sample di@svn from a longitudinal
study investigating cognitive, emotional and socdiavelopment from preschool to
3 grade. A modest stability was found in EE fromsgteol to i grade using the
FMSS. Preschool EE was only related to meetingndistic criteria for ADHD at '3
grade. Within this subgroup, symptom scores weghdri for children of mothers
classified as high EE at preschool age than cimldfemothers low in EE (Peris &
Baker, 2000). When criticism and over-involvememrevexamined separately for a
sub-sample, critical remarks were associated terealizing but not internalizing
scores (Baker et al., 2000). Emotional over-involeat was not related to either

externalizing or internalizing behaviours.

1.8 How EE relatesto other measures of family functioning.

The construct of EE emerged as researchers redhaedome factors in the family
environment contributed to relapse in schizophremi@ depression. It remains
unclear why some parents will express more hostdind criticism towards their

children (Bolton et al., 2003; Hibbs et al., 198iirshfeld et al., 1997; Nelson et al.,
2003; Schwartz et al., 1990). Research in thiseespas been divided into exploring
primarily “what sort of factors make a particulatative high or low in EE” (Hooley,

1985) as these pertain to personality charactesisind to a lesser extent family

factors that contribute to high EE status.
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There is increasing evidence to indicate that tlaeeedifferences in the beliefs that
relatives high and low in EE may hold about theiiial and the source of the
problem. Relatives high in EE tend to perceive pineblem or illness as being
internal to the patient and controllable by theigrdat whereas relatives low in EE
tend to see the problem as external and do not thelgatient responsible for the
situation (Barrowclough & Hooley, 2003). High EHatives are also less flexible
and less tolerant, are rated lower on empathy amieeement and appear more
conventional in their behaviour. Heikkila and caligies (2006) found an association
between good cognitive functioning in patients dmgher EE ratings in relatives.
The authors suggest that the better cognitive fomictg the patient exhibits the more
relatives are primed to higher expectations from patient and the subsequent

disappointments experienced are expressed thraggEk (Heikkila et al., 2006).

In relation to children and EE particularly, thésevery little work examining factors

within the family environment which contribute tohéigh EE status and only one
study which has included fathers. In a sample dfidn with disruptive behaviour

disorder, obsessive compulsive disorder and cantitibbs, Hamburger, Kruesi and
Lenane (1993) examined the association betweent&ibss a measure of family
environment, the Family Environment Scale (FES)d an measure of marital
adjustment, the Dyadic Adjustment Scale (DAS). Eetthigh and low in EE did not
differ in their description of family environment onarital adjustment. Mothers
however, seemed to differ in the dimensions of qeak growth and systems
maintenance on the FES and on the cohesion, carsand satisfaction dimensions
of the DAS. Mothers of controls scored significgnthigher on all the

aforementioned dimensions. A similar investigatieass carried out by Vostanis and
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Nicholls (1992) using the Camberwell Family Intewiand the Family Environment
Scale, where scales which measured similar concept® compared (critical

comments-conflict, warmth-cohesion, positive comtea@xpressiveness, emotional
over involvement- control). This study however, didt replicate findings from

Hibbs et al. (1993). In a sample of 112 preschgeadachildren, Baker, Heller and
Henker (2000) showed maternal stress and qualitpapéntal relationships to be
significantly correlated to criticism towards thaild. A similar association was

shown by Calam, Bolton, Barrowclough and Rober@2} in a sample of children
referred for behaviour problems. Parenting stresstipely correlated to criticism

and negatively to warmth. St Jonn-Seed and WeiS95)2 extracted expressed
emotion from video-taped mother-infant interactiomd demonstrated an
association between family interactions and EE.Hdrg, who felt better about their
family interactions, expressed less criticism anorenpositive comments towards
their six month old infants. Furthermore, matesta¢ss predicted hostility and over-

involvement.

A more recent study by Boger, Tompson, Briggs-Gowravlis, and Carter (2008)
investigated levels of EE in a socioeconomically athnically diverse sample of
parents and the relationship between socio-dembgrdpctors and EE. EE was
collected from 276 participants who were part ¢hr@er longitudinal investigation
of emotional and behavioural problems in childr@ime sample here represents
children at elevated risk for emotional and beharab problems. EE was assessed
using the FMSS when the children were on average ysars old. Family

expressiveness was the only consistent predictbrigif EE over time, with lower
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family expressiveness associated to high EE. Thisdys indicates that

communication between family members is the factost related to maternal EE.

The above evidence suggests that EE may represaniportant dimension of the
family environment but also it may reflect otheméinsions such as stress, marital
adjustment, hostility and conflict. The family eromment will play an important
role in providing support for the parent and diffices found within that are likely to

affect EE towards the child as well.

19 Summary

In conclusion, major depression is a life-long dlgay psychiatric disorder and the
impact of parental depression on infant developraadtfamily well being has been
widely established. The postnatal period specifidas received a lot of attention as
it is an important developmental stage where thaityuof care and sensitivity are
crucial. Elevated symptoms of depression for botith@rs and fathers at this time
place the infant at risk of emotional, behaviowadl cognitive problems. While the
effects of maternal postnatal depression have brtmsively researched, the effects
of paternal postnatal depression remain to datekeewn. Research so far points to
an increased risk of emotional and behavioural lprob at age three and seven.
Boys seem to be more affected, with an increasddai conduct problems at age
three. The above average likelihood of fathers ligieg postnatal depression when
their partners are suffering raises concern owerctimbined effects of maternal and
paternal depression on child development. The ‘shilifle seems to be further

affected by the deterioration of marital interantoin families with a depressed
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individual and a decrease in the quality of intecacwith their mother even when
the father is not present. How this increased fmk adverse outcome may be
transmitted is discussed in a model proposed byd@an and Gotlib (1999). One of
the key modifiable mechanisms explored is parentimgre specifically negative and
hostile parenting behaviours such as criticism. eéxplore the role of negative
parenting in the context of paternal depressiomeasure of family environment is
used here, EE. EE has been strongly linked to gbslgchopathology and more
specifically, increased criticism in the family hbsen linked to the presence of
externalizing behaviours. Research examining tie @b parental psychopathology
on EE status has identified that depressed paegatsnore likely to be high in EE
than low. Furthermore, EE has been shown to medieerelationship between
maternal depression and child outcome. Few studigs investigated EE in fathers
but none have done so in a sample of fathers véirassion in the postnatal period
and one year old infants. This study aims to ineeeaur understanding of how
paternal depression in the postnatal period impactschild development by
examining the role of EE. It further aims to expamdcurrent research by examining
maternal EE towards infants in families with a @sged partner. Finally, although
paternal depression has been shown to impact ar atieas of family functioning
such as marital quality there is little researchreixing the association between EE
towards children and other measures of family fiemotg including marital quality.

This study will consider some of these issues.
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1.10 Aims & Hypotheses

Aim 1. To investigate father's EE towards their one yelar child, and examine

differences between depressed and non-depressedsfat

It is hypothesized that depressed fathers will esprmore negativity (High EE)

toward their children than non-depressed fathers.

Aims 2 & 3: To examine whether EE mediates the relationskeigvéen paternal

depression and child behavioural outcomes at oae ye
It is hypothesized that paternal depression wéldget externalizing problems.

It is hypothesized that EE will mediate any relasbip between paternal depression

and child behavioural outcomes at 1 year.

Aim 4: To investigate maternal EE towards their one yadrchild and examine
differences between mothers with a depressed paané mothers with a non-

depressed partner.

It is hypothesized that mothers’ EE will be affettey paternal depression such that,
mothers with a depressed partner will express megativity (High EE) toward

their children.

Aim 5: To examine whether paternal EE relates signiflgan a measure of marital
adjustment, the Dyadic Adjustment Scale (DAS) andneasure of Perceived

Criticism (PC) completed by the father.

It is hypothesized that EE will be significantlysasiated to both the Dyadic

Adjustment Scale (DAS) and Perceived Criticism.
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2 METHODS

2.1 Design

This was a cross sectional cohort study nestedrwith ongoing longitudinal study

examining the influence of paternal depressiontold development.

2.2 Sample

The sample of the study originally consisted of I8@ilies (father-mother-infant
triads) recruited by the Oxford Fathers Projecticiwhcompleted the first home
assessment. The process of recruitment is deschib@tbre detail in section 2.4
(p.49). Due to attrition and time constraints 1&thilies completed the second phase
of the study. Participants were then allocated thtee groups according to paternal
diagnosis of depression. Seventy nine participamth no current episode of
depression or history of depression formed the ngl@up. Twenty four fathers
were found to have suffered an episode of depnessithe first postnatal year and
formed the depressed group. Fifty seven fathersahadtory of depression and were
excluded from the present study. Demographic clheratics of the sample are
presented in Table 1. The sample consisted ofialbdical parents residing with
their children, with the exception of one fatheromtid not live with his child but
had regular contact. In terms of co morbid diagndiee fathers in the depressed
group were diagnosed with current Generalized Agxi2isorder (GAD) and one
father was diagnosed with borderline GAD. In theatod group one father was
diagnosed with current GAD and one with borderl@B&D. Mothers were also

interviewed for symptoms of depression. Thirteerirgas of depressed fathers either
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suffered from major depression (n=5, 21%) or halistory of depression (n=8,
33%). Partners of controls were also found to eithdfer from depression (n=7,

9%) or had a history of depression (n=16, 20%).

2.2.1 Differences between families with a depressed vsn rdepressed
father

Differences in demographic characteristics werenemad for the two groups. In
terms of parental characteristics, statistical ysislrevealed no differences between
the depressed and control groups in terms of pateand maternal educational
qualification,y*(3)=5.97, p=.113,%(3)=0.28, p=.965, paternal age, U=847, p=.430 or
length of relationship, U=640.5, p=.167. In ternfseducational qualification over
2/3 of the sample had a degree or postgraduateeleghich indicates the sample
may not be representative of the general populatiathis respect. No differences
were evident in paternal or maternal ethnicify3)=1.05, p=.789;%(3)=1.5, p=.683,
marital statusy?(2)=0.41, p=.816, paternal employment stafi{$)=0.21, p=.650, or
paternal socioeconomic staty§2)=3.38, p=.184. Significant differences however,
were evident in maternal age, U=574.5, p=.003; witbthers with a depressed
partner (m=35.58+4.0&)eing significantly older than mothers with a n@pressed
partner (m=32.35+4.94). In terms of infant charasties no significant differences
were evident in infant gendeg® (1) =0.01, p=.982, gestational age, U=878.5,
p=.582, or birth weight t (101) =-0.26, p=.795. 8fgant differences however, were
evident in birth order where controls were 2.6 smeore likely to have a first born,

v¥(1)=3.99, p=.046, (OR 2.55, 95%Cl 1-6.48) and ifamh age. At the time of
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assessment, infants of depressed fathersn(r12.67 £1.01) were younger than

controls (m=13.29+1.41), U=688, p=.041.

All participants were fluent in English. 93% of thendicated English as the main
language they were using with their infants, 5%dated French and German (3%
and 2% respectively) and the remaining 3% indic&eedish, Turkish and Yoruba

as the main languages.
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Table 1: Demographics characteristics of the sample

Methods

Controls Depressed Total
(n=79) (n=24) (n=103)
Fathers
Age 34.86+5.82 36.17+5.39 35.1745.72
(range) (19-50) (28-48) (19-50)
Ethnicity N (column %) N (column %) N (column %)
White 62(95.4) 22(100) 84(96.6)
Mixed race 1(1.5) - 1(1.1)
Black African 1(1.5) - 1(1.1)
Other 1(1.5) - 1(1.1)
Educational Qualification
No qualification 2(2.6) - 2(2)
GCSE 8(10.3) - 8(7.8)
Alevel 8(10.3) 1(4.2) 9(8.8)
Diploma or equivalent 13(16.7) 6(25) 19(18.6)
Degree 20(25.6) 10(41.7) 30(29.4)
Postgraduate Degree 27(34.6) 7(29.2) 34(33.3)
Employment status
Full Time 77(97.5) 22(95.7) 99(97.1)
Part Time 2(2.5) 1(4.3) 3(2.9)
Socioeconomic status
Routine and Manual 11(14.9) 4(17.4) 15(15.5)
Intermediate occupations 20(27) 2(8.7) 22(22.7)
Managerial and Profession 43(58.1) 17(73.9) 70(61.9)
Mothers
Age 32.35+4.94 35.58+4.06 33.11+4.92
(range) (18-42) (27-43) (18-43)

(Table continued- p.39)
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Controls Depressed Total

(n=79) (n=24) (n=103)

Mothers
Ethnicity
White
Mixed race
Other Asian

Chinese

Educational Qualification

GCSE
A Level

Diploma or equivalent

Degree

Postgraduate Degree

Marital Status
Single
Married
Living Together
Yearsin Relationship
(range)
Infants
Gender
Boy
Girl
Birth Order
First Born
Not First Born

Infant Age (in months)

(range)

Gestational Age (in weeks)

Birth Weight (in kg)

N (column %) N (column %) N (column %)

63(94) 24(100) 87(95.6)
2(3) - 2(2.2)
1(1.5) - 1(1.1)
1(1.5) - 1(1.1)
6(8) - 6(6)
5(6.7) 3(12.5) 8(9.9)
14(18.7) 4(16.7) 18(17)
26(34.7) 8(33.3) 34(36.8)
24(32) 9(37.5) 33(30.2)
1(1.3) - 1(1)
62(79.5) 20(83.3) 82(80.4)
15(19.2) 4(16.7) 19(18.6)
8.6+3.97 10.11+4.24  8.98+4.08
(2-17) (3-20) (2-20)

N (column %) N (column %) N (column %)

36(45.6) 11(54.4) 47(45.6)
43(45.8) 13(54.2) 56(54.4)
51(64.6) 10(41.7) 61(59.2)
28(35.4) 14(58.3) 42(41.8)
13.29+¢1.41  12.69+1.01  13.15+1.35
(10-18) (11-15) (10-18)
39.5¢1.74  39.29+1.78  39.46+1.74
3.45+.59 3.49+.52 3.46+.57
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2.3 Measures

2.3.1 Measure for Depressive Symptoms

2.3.1.1 The Edinburgh Postnatal Depression Scale (EPDS).
This is a ten-item self-report scale developed by,&olden and Sagovsky (1987b)
to measure mood disturbances in women during thingial period. The scale
consists of eight questions addressing depressingtems and two addressing
anxiety symptoms. Scores on each question range @8, the highest possible
score being 30. A higher score on the scale ineicgteater severity of depression.
The scale has been validated for English speakiognem in the antenatal and
postnatal periods (Boyce, Stubbs, & Todd, 1993;,Gtdden, & Sagovsky, 1987a;
Cox, Chapman, Murray, & Jones, 1995; Harris, HucRleomas, & Johns, 1989;
Murray & Cox, 1990; Murray & Carothers, 1990). Ugia cut-off score of 12/13 has
yielded a specificity of 80-100% (Cox, Chapman, Myr & Jones, 1996). Matthey,
Barnett, Kavanagh and Howie (2001) validated treestor men and suggested the
optimum cut-off is 9/10 with specificity being 9%8and sensitivity 71.4%. Fathers
completed the questionnaire seven to ten weekpgast. The EPDS was used for

initial screening of paternal depressive symptotris\weeeks postpartum.

2.3.1.2 SCID
The Structured Clinical Interview for DSM-IV AxisDisorders (SCID-I) is a semi-
structured psychiatric interview for making the oraPSM-IV Axis | diagnoses
(First, Spitzer, Gibbon, & Williams, 2001). Admitigtion of the SCID may take

from 15 minutes up to a few hours depending onpechiatric co-morbidity of a
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participant. The interview focuses on diagnosiheatthan symptomatology. It is
designed hierarchically with decision trees thaidguthe researcher when to
terminate administration of each module (#¢mendix 3 Symptoms are rated as
absent (1), sub threshold (2) or threshold (3; ceterion is met). To meet criteria
for diagnosis of depression the participant musttntiereshold criteria in 5 out of 9
symptoms as well other diagnostic factors suchngsairment in social or family
functioning. Trained researchers administered3@G¢D to both mothers and fathers
at two time points at 3 months and 1 year. Paneate allocated in the depressed or
control groups based on whether they had sufferedeisode of depression

throughout the first postnatal year.

2.3.2 Expressed Emotion
For the assessment of EE this study used the melsearsion (pFMSS) of the Five
Minute Speech Sample (FMSS). The measure has Ipeeifisally adapted for use
with children of preschool age, however it is intpot to first consider the measure

from which it was adapted.

2.3.2.1 Five Minute Speech Sample (FMSS)

The Five Minute Speech Sample (FMSS) is a briefhoetdeveloped by
Magana and colleagues (1986) to assess expressetiben(EE). The EE rating
based on the FMSS is derived in a similar way ® Hi rating from the original
measure for assessment of EE, the Camberwell Faméwiew (CFl). The CFl is a

long and detailed tape-recorded semi- structurézhiiew. It is a highly valid and
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reliable predictor of poor clinical outcomes amorgatients with major

psychopathology. Parents or carers are classiedigh if they make more than a
specified number of critical comments or show sigsfs hostility or marked

emotional over-involvement (Tienari & Wahlberg, 3)0The FMSS sub-categories
are similar to those of the CFl and include criticj emotional over-involvement,
quality of initial statement and quality of relaighip. Unlike the CFI, the FMSS
only requires five minutes for administration anbloat 20 minutes for coding
(Magana et al., 1986). The instructions invite theily member to talk about their

thoughts and feelings about the individual for fnterrupted minutes.

Concurrent validity has been examined in a serfestudies yielding comparable
results to the CFl. Magana and colleagues (198éintified rates of 65.2% for
sensitivity and 88.2% for specificity in the originstudy. Comparable results were
found in a Spanish speaking population (sensitigi®9bo, specificity 90.9%) and a
German speaking population (sensitivity 80%, spatif 71%) (Leeb et al., 1991).
Overall agreement between the CFl and the FMSShkas identified within the
range of 73-75% (Leeb et al., 1991; Magana etlaB6). A limitation of the FMSS
is that relatives high in EE tend to be under idiemt, that is to say that relatives
identified as high EE on the CFI were not idendifees high on the FMSS. This was
true for about 20% of participants who has beerciassified as low in EE, when
using the FMSS. Sensitivity rises significantly whsorderline low EE relatives are
added to the high EE group. In terms of predictiaédity of the FMSS, evidence
seems to be unclear. The measure has failed taccpmdcome over 1 or 2 years in
cases of patients with schizophrenia and patieritis kipolar disorder. However,

clinical outcome has been predicted in cases ofedsjpye symptoms in youth
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(Asarnow et al., 1993). Reviews on the assessmeasunes of expressed emotion
emphasize both the advantages and limitationsinguke FMSS (Hooley & Parker,
2006; Van Humbeeck, Van Audenhove, De Hert, Piet&rsStorms, 2002). The
FMSS is an easy and short instrument to administearmation can be provided by
relatives that may not be as informed and awatbea&€FI| would require in order for
them to be able to answer all questions. On therdtand, the FMSS still requires
well trained raters for the coding, it under-idéas relatives high in EE and its

predictive validity remains unclear.

2.3.2.2 Preschool Five Minute Speech Sample (pFMSS)

An adapted version of the FMSS has been develogpécally for use with

preschool children, the pFMSS (Daley et al., 200Bhe authors identified
problematic areas in the FMSS when this was appbechildren of younger age.
Firstly, a high level of involvement is quite nornfier young children and therefore,
emotional over involvement (EOI) in terms of seltgficing behaviour and over-
involvement were difficult to identify and rate. ®adly, parents with children of
young age are less likely to criticize them in aywlaat would qualify as a critical
comment in the FMSS. Finally, warmth has been ifledtas a category missing
from the FMSS which presents however, as an impbeaad potentially protective
factor for children of young age (Tully, Arsenea@aspi, Moffitt, & Morgan, 2004;

Vostanis et al., 1994). The pFMSS takes into accolese shortcomings of the
FMSS. It consists of 6 subscales (Daley, 2001)r lgtnbal scales; Initial Statement
(IS), warmth (W), Relationship (R) and Emotionalgdinvolvement (EOI) and two

frequency counts Critical Comments (CC) and Pasi@omments (PC)qr more
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details on coding see Appendix)4EOI, as aforementioned, is difficult to identify
and rate in young children and this was confirmedesults by Daley et al. (2003),
where the EOI component exhibited very low religypiand did not successfully

discriminate between parents of children with AD/ldBd without. For this reason
coding of EOI was excluded in the present studythemmore, two subscales were
added Intermediate Critical Comments (ICC) andrintaliate Positive Comments
(IPC). These were added with the intention of capgu more subtle forms of

criticism and positivity addressed towards the nitgsa which would not qualify as

critical and positive comments. For example phraeagsh as “she is fairly easy-
going” or “he is pretty bright”, which would not glify as positive comments, were

added to the intermediate categories.

Psychometrics of the pFMSS were examined by Daleal. 2003). Code —recode
reliability on the scales presented with good arkptable values with the exception
of EOI which was found to be low (Daley et al., 3D0Test —retest reliability was
lower compared to the previous forms of reliabjlibut results here mirror results
examining the stability of EE over a period of tirmeen on the CFI (Vostanis &
Nicholls, 1995). Correlations between the pFMSS abskervations of mother-child
interaction revealed that more maternal affectioas welated to positive initial
statements and relationship ratings, higher waamthfewer critical comments. The
psychometric properties of the pFMSS were also destnated in a study examining
EE in child-to-child sibling relationship where theeasure exhibited good code re-
code reliability. The measure further displayed dy@mncurrent and discriminant

validity with siblings high in EE scoring higher @onflict and rivalry and lower and
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the dimensions of warmth and closeness on thengiliielationship Questionnaire

(Yelland & Daley, 2009).

The pFMSS was collected from both parents twelventim postpartum and was
tape-recorded for coding. Parents were asked to abbut their child for five
uninterrupted minutes. They were asked to deseviie sort of child they were and
how the two of them had been getting along over l&s¢ six months. The full

instructions and coding sheet can be found in Adpe

2.3.2.3 Inter-rater reliability
Coding of the PFMSS was done by a trained coder) (Eho was blind to the
depression status of the participants. The codet teeived training by an
experienced coder and joint coding was conducted. @ of the sample before
proceeding alone. 25% of the sample was then ralydsatected and rated by both
coders to establish inter-rater reliability leveister-rater reliability was examined
using Cohen’'sc for IS, W and R and Spearman’s rho for CC, ICC, &d IPC.

Results are presented in Table 2.
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Table 2: Inter-rater reliability of EE components measured using the pFMSS

Inter-rater reliability

K
Initial Statement 0.90**
Warmth 0.76 **
Relationship 0.81*
p
Critical Comments 1**

Intermediate Critical Comments 0.87**

Positive Comments 0.94**

Intermediate Positive Comments 0.96**

Overall (average) 0.89

Notes: (n=40), (**) p<.001

2.3.2.4 pFMSS categorization into High and Low EE
Conventionally EE is coded using a dichotomous alde, which distinguishes
between High and Low. The literature has used miffeways of assigning a high
classification. This is the first time the pFMSSsHaeen used with infants only 12
months old and so the levels of High and Low EEehawot been documented
elsewhere. For this reason, three different graypiwere examinedsrouping 1
follows the guidelines by Daley, Sonuga-Barke armbripson (2003) whereby a
negative score on one of the global measures ahdyreer number of Critical
Comments CC) than Positive Comment®C) is indicative of high EEGrouping 2

adopts a broader approach whereby high EE is assigased on a negative score on
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one of the global measures and at least ongr&fer than a ratio of more CC than
PC. Finally,Grouping 3follows guidelines by Magana-Amato (1993) wheredy,
High EE is assigned when there is either a negatreee on a global measure or at

least one CC.

2.3.3 Child Behaviour Checklist (CBCL)

The Child Behaviour Checklist for ages 1 % to 5H{@abach & Rescorla, 2000) was
used to assess externalizing behaviours at 12 morithis is a parent report
guestionnaire and is widely used in clinical andesrch setting to assess child
functioning. The questionnaire measures two broadtsyndromes of internalizing
and externalizing symptoms. The CBCL was complétedoth mothers and fathers.
Only the externalizing scale of the questionnairaswised as its use has been
validated for infants younger than 18 months (vamjl 2t al., 2006). The scale
consists of 31 items and parents were asked tothate infants behaviour on a 3
point scale (Onot true 1 somewhat or sometime tru2 very true or often true
Higher scores indicate greater problems. The ealeing syndrome can be
subdivided into Overactive (5 items), Oppositiofa¥ items) and Aggressive (9
items), (Koot, van Den Oord, Verhulst, & Boomsm&97) (seeAppendix ».
Internal consistencies (Cronbach’s alpha) for mattaand fathers were high for the
externalizing symptoms (.89/.87) and oppositiongimgtoms (.86/.83), and

acceptable for the overactive (.70/.66) and aggresymptoms (.72/.56).
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2.3.4 Marital Quality

2.3.4.1 Dyadic Adjustment Scale

Parental perceptions of marital quality were asstssing the Dyadic Adjustment
Scale (DAS), (Spanier, 1976), (sAppendix &. This is a widely used self report
measure consisting of 32 items assessing mariteifaztion, cohesion, consensus
and affectional expression. The scale yields scimesach of these subscales and a
total score of marital quality with a theoreticahge of 0-151. Overall scores below
100 typically indicate marital distress. Numerousdgées have demonstrated the
psychometric validity and reliability of the DAS.Has also been shown to correlate
well with other measure of marital quality, anddigtinguish between married and
divorced couples and distressed and normal coyfieanier & Thompson, 1982).
The questionnaire was completed by fathers at 1#tmsopostpartum. Internal
consistency ranged from .73 to .88 in the subsdalifsctional expressiorn€.73),
cohesion ¢=.75), consensus a$.87), satisfaction o=.88). Overall internal

consistency for the DAS was high (.91).

2.3.4.2 Success of relationship
An additional item was measured along with the Cel@ perceived criticism. The
likert-type question asked participants: “How cdefit are you that your relationship
will succeed”. The scale ranged from 0 (not atcahfident) to 10 (completely

confident it will succeed).
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2.3.4.3 Perceived Criticism Scale

A measure of perceived criticism was added for thgear assessment. It was
collected concurrently with marital quality and t@BCL. Hooley and Teasdale
(1986) first assessed perceived criticism in refato risk of relapse in a sample of
depressed patients and their partners. The scalsist® of the two likert-type
guestions: a) “How critical do you think you are ydur partner” and b) “How
critical do you think your partner is of you”, (sAppendix % Answers range from 1
(not at all critical) to 10 (very critical indeed)n the original study, scores on
perceived criticism correlated r=.51 to scores woressed emotion as measured by
the Camberwell family Interview (CFl). Patients’rpeption of criticism was highly
predictive of relapse in a 9 month follow up. Patteewho assigned their partners a
score on perceived criticism below 2 did not reggpsowever, all patients who
assigned their partners a score above 6 had asestaer the following 9 months.
The scale has shown a good test-retest relialbibiy initial assessment to 3 month

follow up (r=.75 for patients, r=.60 for partne(sooley & Parker, 2006).

2.4 Procedure

This study is part of a larger ongoing longitudipadject, the Oxford Fathers Project
(OFP), which aims to examine the effects of paterdepression on child
development. The OFP contacted participants at fdime points; 7 weeks, 3
months, 1 year and 2 years postpartum. This sttilyes data collected from the

second and third time points.
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2.4.1 Process of recruitment
Participants (fathers and mothers) were recruitechfthe maternity wards of the
John Radcliffe Hospital in Oxford and Milton Keynetospital from July 2006 to
August 2008. The inclusion criteria for recruitipgrents were: being 18 years of age
or older and speaking English fluently. Inclusionteria for the infant included:
gestation of 36 weeks and over and no serious temg-medical condition. When
fathers were absent at the point of recruitmenthest provided the information
necessary to contact the fathers. A flow diagrarthefstages of a) recruitment and

b) screening for symptoms of depression is predant&igure 1 (p.54).

Fathers, the primary participants of the studyrewiaitially contacted via a
postal questionnaire 7-10 weeks postpartum, whictiained an information leaflet,
an invitation letter to participate in the studydaa questionnaire. They completed
information on symptoms of depression (EPDS) ardnintemperament (ICQ) as
well as information on marital status and occupatiOriginally, 4,107 fathers were
contacted at 7 weeks of which 3,192 received andemni pack at 10 weeksee
Figure 1).In total, 1,562 fathers returned the questionnaidé&ating a response rate

of 38%.

On average, fathers who returned the questioni(sire4.45, SE=.18), were older
than those who did not respond (M=31.76, SE=.2B¢ difference was found to be
significant, t (1957)=-9.621p<.001. Furthermore, there was a significant astocia
between fathers responding to the questionnairevdrather they were present or
absent at the maternity ward during recruitmef{tl)=38.72, p<.001, (OR 1.5,
95%Cl 1.32-1.7). If fathers were present at theemmgty ward at the time of

recruitment they were 1.5 times more likely to s to the questionnaire. A
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significant association was also found between efsthresponding to the
questionnaire and whether this was their firstctbil noty? (1) =21.59,p<.001, (OR
1.35, 95%CI 1.19-1.54). Fathers were 1.4 times nlikkely to respond to the

guestionnaire if this was their first child.

2.4.2 Allocation to Home Visit at 3 months

The sample was then divided into a High and Lowrelggion group based on
fathers’ scores on the EPDS. Fathers scoring l1lCalmve on the screening
guestionnaire formed the High Depression group 9851and the rest formed the
Low depression group (n=1,334). Questionnaires f2é8tfiathers were excluded due
to missing information. Fathers scoring high onrdgpion and a random selection of
those scoring low were invited to take part in gtedy. The EPDS was used as a
screening tool to maximize recruitment of fatherhwlepression. Final allocation to
the study groups (depressed vs. non depressediiavesusing a clinical diagnosis
and not scores obtained from the screening questiea No analysis is conducted

using scores from the EPDS.

From the High Depression Group 74 families receiedvisit at 3 months.

Differences were examined for those assessed anadssessed in terms of fathers’
age and socio-economic status. Fathers who recaiveaine visit (35.36+5.87) were
significantly older than those who refused to tpleet in the study (33.01+6.87), t
(178) =-2.36, p=.02. No significant differences wefound in terms of

Socioeconomic statug (2) =3.64, p=.162In total, 126 fathers did not take part in
the study; and we examined whether this could loewtted for by elevated EPDS

scores, however, there were no significant diffeesnbetween the scores of those
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who participated (12.87+2.85) and those who didpérticipate (12.44+2.73),

t(196)=-1.068, p=.287

From the Low Depression Group (n=1335), 266 famileere randomly
selected and contacted for a home visit and 11& wempleted successfully. When
examining for differences in age between those wdidoreceive a visit (Mdn=35)
and those who did not take part in the study (Md&)=30 significant differences
were found, U =63767, p=.954. No significant diffieces were found in terms of

Socioeconomic statyg (2) =1.78,p=.412.

In total, 274 fathers were contacted and did nke tpart in the study, of
which 79 could not be contacted, 41 infants weie dldl to take part, 6 families

moved home and 118 refused with no further reason.

The final sample consisted of 192 families. Durtheg 3 month home visit both
parents were administered the SCID and informatioiemographics was collected
(seeAppendix 2 Other data collected from this home visit is nséd in this study.
Families were again contacted when their baby \Bamdnths old for a second home

visit.

2.4.3 Home Visit at 12 months

For the second home visit 58 visits were completeccessfully from the
High Depression group (n=72) and from the Low Degpi@n Group (n=118) 102
visits were completed successfully, resulting total of 160 families. Data collected
during the clinical interview indicated that frornese 160 families 79 fathers had

never experienced an episode of depression, 24elkpdrienced an episode of
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depression within the first postnatal year and &@ & history of depression. Those

with a history of depression were excluded fronthfer analysis.

Reasons for uncompleted visits include; contacticcowt be established (n=2),
refused with no further reason (n=21), one babyl diethe infants were too young

(n=8) at the time of assessment.

During the second home visit both parents complétedpFMSS and completed
guestionnaires on, marital conflict (DAS), perceiwaiticism and the externalizing
scale of the Child Behaviour Checklist (CBCL). Rasewere again administered the
SCID. Collection of the pFMSS was always condugigdr to the SCID to ensure
that issues discussed during the clinical intervidid not interfere with their

comments about their children.

Participants were reimbursed with a 15 pounds veuah each home visit for their
time. During both home visits participants sign@shsent forms. In circumstances
where the researchers found elevated symptoms mresison or other psychiatric
diagnosis, they requested permission from the qipaints’ to contact their GP. All

information was entered on SPSS16.0 and analyssscmaducted using the same

statistical package.

2.5 Ethical Approval

Ethical approval was obtained from the Oxfordsliesearch Ethics Committee A

(06/Q1604/63) and the Milton Keynes Research EtGmsimittee.
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Recruited & sent a
guestionnaire at 7
weeks (n=4107)

resl\;)?)rr]{ders Responders
(n=2545) (n=1562)
Excluded EPDS <10
(n=28) (n=1335)
EPDS >10
_ Random
(n=199) selection
(n=266)
Not | —
Assessed Not Assesse
(n=125) (n=148)

Assessed at
Assessed at months

months (n=74 (n=118)

Not
Assessed

Not Assesse
(n=16)

Assessed at 1
year (n=58) Assessed at 1
year (n=102)

Figure 1: Flow diagram to illustrate the stages @f} recruitment at the John Radcliffe
Hospital in Oxford and the Milton Keynes Generalsdital and b) screening for depression
using the EPDS.

The participants (n=160) were then allocated togwe based on a clinical interview into a
control group (n=79), depressed group (n=24) anldistory group (n=57).
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2.6 AnalysisPlan

Analysis presented in the results section followesdrder of the aims and hypotheses

presented earlier.
Aim1

The study’s first aim was to examine differencesween depressed and non-
depressed fathers in Eff.tests were computed to study differences betweeivih
groups when using groupings 1, 2 and 3. Differeroetsveen groups were also
examined for the pFMSS subscales separatétgsts were used to study differences
in the three global measures (Initial Statementridtla and Relationship) and Mann-
Whitney tests for the four continuous scales meaguritical (CC), positive PC)
and intermediate criticallCC) and positive commentd RC). Finally, a linear

regression was then computed to control for patemhacation and infant age.
Aims2& 3

The second and third aims of the study were to examvhether paternal depression
predicted externalizing behaviours and whether Edliated this relationship. For
the second aim, differences in externalizing behagi were examined between
depressed and non depressed fathers and intertgdasgmeement was examined
using correlations. To address the third aim arettordance to guidelines by Baron
and Kenny (1986) for testing meditational modelsyltiple regressions were
computed to test the mediating role of EE betweaterpal depression and child
outcome at 1 year. First, paternal depression dmid outcome were entered to
establish there was a relation to be mediated. rirdtalepression was already

established as a predictor of EE in the first dtinally both paternal depression and
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positive comments were entered as predictors dfl dutcome. If EE did mediate
the relationship between paternal depression aild chtcome when added to the
model it is expected that the initial predictor lwib longer be significant and a
decrease in th@ value from step 1 to step 2 will be noted. Finadigrrelations of EE

and externalizing behaviours were examined to &srtimvestigate how the two

relate.

Aim 4

The fourth aim of the study was to examine EE inhas with a depressed and non-
depressed partner. As in Aim 1, EE was classifieo High and Low using all three
groupings that were used for fathers. Differencesewexamined usingf tests. EE
subscales were also examined separately. For the gfiobal measured tests were
used and for the continuous scales Mann-Whitndg.t€orrelations of maternal and

paternal EE were then examined.

Aim5

Associations between EE and measures of maritatifuming were examined in two

ways. Firstly, differences were investigated by panng fathers high and low in EE

against the measures of marital functioning. Thas Wone using only grouping 1, as
this is the classification which has been validatgth the pFMSS. Associations

between the EE subscales and the measures of Infantgioning were further

explored through correlations.
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3 RESULTS

3.1 Differencesbetween depressed and non depressed fathersin EE

3.1.1 Highvs. Low EE
Participants were categorized in High vs. Low EBRtust based on the criteria
described previously in the methods section (p.aft) differences were examined
between depressed and non depressed fatBarscriptives foGroupingsl, 2 and 3

are presented ihable 3

Table 3: High vs. Low EE in depressed and non-desae fathers

Controls (n=79) Depressed(n=24) Total (n=103)

High Low High Low High Low

Groupings

N (%row)

Groupingl  5(6.3) 74(93.7)  2(8.3) 22(91.7) 7(6.8) 96(93.2)
Grouping2  6(7.6) 73(92.4) 1(4.2) 23(95.8) 7(6.8) 96(93.2)
Grouping 3  25(68.4) 54(31.6) 16(66.7) 8(33.3) 43(32) 60(68)

Grouping 1

There were no significant associations betweenrpaltedepression (controls vs.

depressed) and EE (High vs. Loyf)(1) =0.12, (OR 1.35, 95%CI 0.24-7.42).

Grouping 2

2 In line with APA guidelines, all statistics argooeted to 2 decimal points, with the exceptiorpafvhere the
exact value is reported.
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There were no significant associations betweenrpaltedepression (controls vs.

depressed) and EE (High vs. LO)&)(l) =0.34, (OR 0.53, 95%CI 0.06-4.63).
Grouping 3

There were no significant associations betweenrpalttedepression (controls vs.

depressed) and EE (High vs. Loyf)(1) =.02, (OR 1.08, 95%CI 0.41-2.86).

With Grouping 1only 7 fathers scored high in EE. This probablgicates that
Grouping 1does not distinguish well between fathers High hodr EE when this
refers to 1 year old infant§&roupings 2and3 only require one critical comment to
be classified as High EE, failing thus, to distiisjubetween parents who only make

one critical comment and those with multiple caticomments

3.1.2 pFMSS subscales

The pFMSS was examined in more detail by looking ddferences between

depressed and non-depressed fathers in the subsesdarately. This was done for
two reasons. Firstly, no differences were founaaisi dichotomous classification of
High vs. Low EE. As the pFMSS has not been usediqusly with depressed

fathers or with infants this young, the above gingp may not represent the most
appropriate way to classify this group. Secondftjcal comments have been used
in the past as a separate continuous variablesesa®verall criticism or the absence
of it. In this case, in addition to the criticaldapositive comments, intermediate
critical and positive comments were coded. Diffesmn between the latter groups
might have detected a more subtle form of criticthrat was directed towards the

infants. Descriptives of the subscales are predenf€able 4.
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Depressed fathers were not significantly diffefenhon-depressed fathers in any of
the global measures of EES ¥ (2) =3.94, p=.139W »* (2) =0.84, p=.656, oR y°

(2) =4.11, p=.128.

A Kolmogorov-Smirnov test was performed on the faantinuous variables to
examine whether data were normally distributed. s&lhles were found to be non-
normally distributed: critical comments, D (15618, p<.001, intermediate critical
comments, D (156) =.43, p<.001, positive commebBtg(156) =.15, p<.001 and
intermediate positive comments, D (156) =.27, p%.00ann-Whitney tests were
used to examine differences between depressed @mdiapressed fathers in the
remaining subscales. Controls did not differ frorpekssed fathers in critical
comments, U=872.5, p=.336, or intermediate criticaimments, U=899, p=.614.
However, depressed fathers (Mdn=2) on average dadrfpositive comments than
controls (Mdn=3), U=697, p=.04&igure 2. The two groups did not seem to differ

in intermediate positive comments U=943.5, p=.971.
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Figure 2: Comparison of mean positive commentslépressed vs. non- depressed fathers.

4

Fathers' Positive Comments

Controls Depressed
Paternal Depression

Notes: *p<.05

A linear regression was computed for the only salesehere significant differences
were found between depressed and non-depresseasfath examine whether this
relationship could be explained by a differenc@aternal education and infant age.
Paternal depression was entered as a predictorpasidive comments as the
dependent variable. The relationship was significB,100)=4.41,p=.038 Paternal
education and infant’s age were entered in therskstep. The model was no longer
significant, F=@, 97) 1.72, p=.168. There was no longer strong evidence of an
association between paternal depression and pos@bmments, t (97) =-1.95,
p=.054 (Table 5)although a p value of 0.054 is perhaps suggestia® association
despite controlling for these confounding variaplegrticularly as the beta value is

not substantially reduced.
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Table 4: Descriptives of pFMSS subscales in depreaad non-depressed fathers

Controls Depressed Total
(n=79) (n=24) (n=103)
N(%column)
" Positive 36 (45.6) 6 (26.1) 42 (41.2)
Initial StatementI®)
Neutral 41 (51.9) 15 (65.2) 56 (54.9)
Negative 2 (2.5) 2 (8.7) 4 (3.9)
High 22 (27.8) 6 (25) 28 (27.2)
Warmth V) Moderate 41 (51.9) 11 (45.8) 52 (50.5)
Low 16 (20.3) 7 (29.2) 23 (22.3)
Positive 59 (74.7) 15 (62.5) 74 (71.8)
Relationship R) Neutral 20 (25.3) 8 (33.3) 28 (27.2)
Negative 0() 1(4.2) 1(1)
Median Median Median
M SD Range M SD Range M SD Range
Critical CommentsGC) 029 0.9 0(0-6) 0.13 048 0(0-2) 025 0.81 0(0-6)
Intermediate CCICC) 0.32 0.63 0(0-3) 038 065 0(0-2) 033 0.63 0(0-3)
Positive Comment<C) 32 28 3(0-10) 192 2 2(0-8) 29 268 2(0-10)
Intermediate PCIPC) 1.19 134 1(0-6) 1.08 1.06 1(0-4) 1.17 1.28 1(0-6)
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Table 5: Hierarchical Multiple Regression AnalyseBowing the association between
Positive Comments and Paternal Depression and otiimy for paternal education and

infant age.

Positive Comments

B SEB B

Step 1
Constant 453 .819
Paternal Depression (controls=1, depressed=2)1.30 .621 -.206* p=.038
Step 2
Constant 225 297
Paternal Depression -1.25 .65  -.197,p=.054
Paternal Education .08 .20 .04,p=.615
Infant Age -.15 .20 .07,p=.479

NoteR’.=.033 for Step 1AR,,=-.02 for Step 2, *p<.05

3.1.3 pFMSS Inter-correlations

Inter-correlations between components of the pFM&&aled several significant

correlations(Table 6). Correlation coefficients did not exceed the moderainge

suggesting that while tapping into the same coosteach of the pFMSS

components provides with useful and separate irdton. All correlations were in

the predicted direction.
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Table 6: Intercorrelations of paternal pFMSS comgiats

1S 2w 3.R 4.CC 5.ICC 6.PC 7.1PC
1. 1S(p) - .11(.258) .317(.001) .14(.159) .06(.564) .21 (.039) -.14(.168)
2. W(p) - 447(.000) .20 (.046) .12(.218) .417(.000) -.08(.404)
3. R(p) - .139(184) .09(.345) -.18(.062) -.12(.218)
4. CC(p) - .09(.353) -.05(.646) -.01(.906)
5. ICC(p) - -.20(.040) -.04(.668)
6. PC(p) - .16(.105)

7. IPC(p) -

Notes: *p<.05, **p<.01 (two- tailed tests). IS=lig Statement, W=Warmth,
R=Relationship, CC=Critical Comments, ICC=Intermatdi Critical Comments,
PC=Positive Comments, IPC=Intermediate Positive @Gemnts.

3.2 Paternal depression and Child Outcome

Children’s externalizing symptoms were assessatjulie CBCL, which consists of
3 subscales; oppositional, aggressive and oveeaddl four scales (the total score
and the three subscales) were examined separBetgriptive analysis was carried
out for the CBCL (Table )7and differences between the two groups (depressed
non-depressed) were examined. Scores on the CB@ faend to be non-normally
distributed when reported by fathers D(100) =.¥.0p and by mothers D(101)=.09,

p<.05. Tests for non-parametric data were used.
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Father’s report on CBCL

Mann Whitney tests comparing fatl-reported CBCL scores between depressec
nondepressed fathers showed significant differencesvdsn the two group:
Depressed fathers rated their infants as having ragternalizing problems in thr
CBCL scales. Diffeences were significant for the externalizing, U8&4p=.033
r=.210 oppositional, U=651.5p=.035 r=.208 and overactive scales, U=64
p=.03, r=.214(Figure 3. There was no evidence for a difference on the agore

scale, U=838.5)=.544r=.06.

Figure 3 Mean scores on the CBCL scales of depressed an-depressed fathe

18 +

16

14

12

10

Mean Score

H Controls

B Depressed

Oppositional Aggressive Overactive Externalizing

CBCL scales

Notes: *p<.05
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Mother’s report on CBCL

Mothers with a depressed partner rated their isfast having more externalizing
symptoms on all the scales (Table 7) however, Ma#iminey tests indicated that
these differences were not significant for anyef scales: externalizing U=782.5,
p=.258 r=-.113, oppositional U=801.5p=.327, r=-.098 overactive U=819.5,

p=.397, r=-.084 and aggressive U=850p5;.544, r=-.06.

3.2.1 Occurrence of externalizing symptoms
The occurrence of externalizing symptoms in 12 naid infants, using the CBCL,
has only previously been documented in a studydoy Zeijl et al. (2006). Presence
of externalizing symptoms was examined in this danpinvestigate whether rates
were similar to the aforementioned study. The CB&Ziores as reported by the
mother will be used for this analysis for two reasd-irstly, to avoid elevated scores
due to rater bias, especially in the case of depredathers and secondly, as the
mother is considered to be the primary care-givix likely that she may be a better
informant of the infant’s behaviour. PercentagealbiCBCL items are reported in
Appendix 5. Over two-thirds if the items occurredniore than 25% of the sample.
The most prevalent items were “Gets into everythii@$%), “Quickly shifts from
one activity to another (78%), “Can’t stand waitivgants everything now (76%),
“Wants a lot of attention (73%), “Easily frustratg@9%). Only five items occurred
in less than 10% of the sample. Analysis of meamescand frequencies illustrates,
that rates of externalizing symptoms found in 8tigdy are similar to those reported

in the study by van Zeijl et. .g2006).
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Table 7: Parent-reported mean scores for exteriaiZZBCL symptoms at 12 months

Results

Controls Depressed Overall
M edian Median Median

M SD Range M SD Range M SD Range
Father reported
Externalizing 12.32 7.01 11(0-27) 15.67  5.93 15(6-31) 13.13 6.9 13(0-31)
Oppositional 7.88 4.66 8(0-18) 10.29 4.34 10(4-22) 8.46 4.69 8(0-22)
Aggressive 1.77 1.8 1(0-7) 1.86 1.57 2(0-6) 1.8 1.74 1(0-7)
Overactive 2.68 1.84 3(0-7) 3.5 1.35 3(1-6) 2.89 1.77 3(0-7)
Mother Reported
Externalizing 12.07 75 0-34 14.2 7.7 4-33 12.58 7.57 12(0-34)
Oppositional 7.9 5.23 0-27 9.08 5.01 3-21 8.17 5.18 8(0-27)
Aggressive 1.57 1.88 0-9 1.95 2.21 0-7 1.66 1.96 1(0-9)
Overactive 2.61 1.86 0-8 3.2 2.21 0-8 2.74 1.96 2(0-8)
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3.2.1 Inter-parent agreement

Agreement between mothers’ and fathers’ reporth@ @BCL is summarized in
Table 7. Results indicate significant correlatiorsnging from .21 to .29.
Correlations between parents were significant irbat the aggression scale. They

were in the predicted direction but did not excéexlsmall range.

Table 8: Inter-parent agreement on the CBCL

Mother CBCL OPP AGG OVE EXT

Father CBCL
OPP (p) 2€(.010) .1(.345) .25(.014) .2€ (.006)
AGG (p) .13(.184) .1€(.080) .14(.155) .2(.052)
OVE (p) -.03 (784) -.03(.751) .25 (.014) .05.605)
EXT (p) 21(.039) .11(.280) .2€7(.004) .2€ (.009)

Notes: OPP=0ppositional, OVE=0Overactive, AGG= Aggpiee, EXT=Externalizing,
(Spearman’s Correlations), two- tailed tests, *ps;,.0*p<.01.

3.3 Mediational models of the relations between pater nal depression and child

behaviour symptoms.

3.3.1 Externalizing scale
As was shown earlier, there was no evidence forifference in externalizing
behaviours when maternal reports were used. Toeprbovith the mediational
analysis paternal reports of externalizing behagowere used. A multiple
regression was computed where in the first steprpal depression was entered as a
predictor and child externalizing symptoms as tepehdent variable. The model
was found to be significant qfos=4.44, p=.038 In the second step positive

comments was added in the regression and thearedaip was no longer significant
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Fe,0772.4, p=.097. In step 2 paternal depression no longer predietedrnalizing
symptoms t(97)=1.95=.054 A slight decrease was noted in fhealues from step
1 (B=.208) to step 2p.196). In accordance with the guidelines by Baand Kenny
(1986) the values have changed in a direction wiichld be indicative of a partial
mediation, however the change in the beta mwvdlues is so small that a claim of
partial mediation can not be made. Therefore, tesuiggest that positive comments
did not mediate the relationship between paterregreéssion and externalizing

symptomgTable 9)

Table 9: Hierarchical Multiple Regression Analygeedicting Externalizing symptoms from
Paternal Depression and Positive Comments

Externalizing Symptoms

B SEB

Step 1
Constant 8.98 2.08

Paternal Depression (controls=13.34 1.59 .208* p=.038
depressed=2)

Step 2

Constant 9.67 2.37

Paternal Depression 3.16 1.62 .196,p=.054
Positive Comments -16 .27 -.06,p=.54

NoteR’.q=.034 for Step 1AR,q=-.007for Step 2, *p<.05
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Similar analysis was computed for the two subscafethe CBCL (overactive and

oppositional) which were significantly associategaternal depression.

3.3.2 CBCL subscales — Overactive and Oppositional Symyso
A multiple regression was computed to examine thediating role of positive
comments between paternal depression and overastim@toms. In the first step
paternal depression was entered as the predictbrogeractive symptoms as the
dependent variable. The model was found to be f&ignk, F; 9s=4.05, p=.047 In
the second step positive comments were added asdictor. The model was no
longer significant,F ¢772.02, p=.138 In the second step depression no longer
predicted overactive symptort(®7)=1.94, p=.056 A marginal drop in th@ values
was noted from step B£.199) to step 2p.196). The results indicate that positive
comments did not mediate the relationship betweeaterpal depression and
overactive symptomsTéble 10) Results here are very similar to the statistics
reported in the previous meditational model. Changgre in the statistics are again

so small that partial mediation can not be supporte

Finally, a multiple linear regression was computedexamine whether positive
comments mediated the relationship between patelgalession and oppositional
symptoms. First, as in the previous analysis, patedepression was entered as a
predictor of oppositional symptoms and the modebk s&@nificant, k,9s=5.05,
p=.027, depression did predict oppositional symptoms)¥225, p=.037. Positive
comments were then added in the second step andntuel was no longer
significant, Fx972.6, p=.079. However, depression continued to significantly
predict oppositional symptoms, t(97)=2.1%.037. A small decrease was noted in

the p values from step 1B€ .221) to step 2p€.213). Results suggest that positive
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comments did not mediate the relationship betweeaterpal depression and

oppositional symptomgTable 10.
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Table 10: Hierarchical Multiple Regression Analyggedicting a) Overactive symptoms
and b) Oppositional symptoms from Paternal Depmssind Positive Comments

A. Overactive Symptoms

B SEB B
Step 1
Constant 1.86 .54
Paternal Depression (controls=182 41 .199* p=.047
depressed=2)
Step 2
Constant 1.9 .61
Paternal Depression .81 42 .196,p=.056
Positive Comments -01 .07 -.02,p=.87

NoteR’,=.030 for Step 1AR’,,=-.01 for Step 2, *p<.05

B. Oppositional Symptoms

B SEB B
Step 1

Constant 546 141

Paternal Depression (controls=12.42 1.08 .221* p=.027
depressed=2)

Step 2

Constant 5.8 1.61

Paternal Depression 233 1.1 .213*, p=.037
Positive Comments -.08 .18 -.04,p=.663

NoteRP,4=.039 for Step 1AR,;=-.008 for Step 2, *p<.05

3.4 Child Outcome and EE

In order to examine in more detail the relationgbgiween child outcome and EE,

Spearman’s correlations were computed between BfeLGcales and the pFMSS
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subscales. Table 11 summarizes the results. Asiderd, there are no significant

correlations between paternal EE and CBCL scores.

Table 11: Spearman’s Correlations between pFMSScalés and father reported CBCL.

IS W R CC ICC PC IPC

OPP(p) .14 (171) .05(626) .02 (870) -.02 (846) .15 (146) -.07 (520) .01 (926)
AGG (p) .07 (503) .13 (198) -.10(307) .11(259) .07 (473) -.16 (103) .08 (406)
OVE (p) -.01(964) .10 (314) .00(996) .00 (983) .10 (332) -.08 (425) -.01 (936)
EXT (p) .12(236) .08 (429) -.03 (789) .01(993) .13(183) -.10(320) .02 (858)

Notes: OPP=0ppositional, OVE=0Overactive, AGG= Aggpiwe, EXT=externalizing,
IS=Initial Statement, W=Warmth, R=Relationship, QQritical Comments,
ICC=Intermediate Critical Comments, PC=Positive Guents, IPC=Intermediate Positive
Comments

3.5 Maternal EE in familieswith a depressed father

3.5.1 Highvs. Low EE
Mothers were categorized in high vs. low EE statssg the criteria previously
used, outlined in the methods section (p.46). Cospa was made between mothers

with a depressed and non-depressed parfhiabld 12.

Table 12: High vs. Low maternal EE in families watkepressed father

Controls (n=79) Depressed (n=24) Total (n=103)
High Low High L ow High Low
Groupings
N (% Row)
Groupingl  3(3.9)  74(96.1  2(1.2)  22(91.7) 5(5) 96(95)
Grouping 2  4(5.2)  73(94.8)  1(4.2) 23(95.8) 5(5) 96(95)

Grouping 3 16(20.8) 61(79.2) 7(29.2)  17(70.8) 23(22.8) 78(77.2)
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Grouping 1

There were no significant associations between maltgroup status (living with a
depressed vs. non depressed father) and EE (Higtovs, ¥*(1)=0.38, p=.59, (OR

2.24, 95%CI 0.35-14.28).
Grouping 2

There were no significant associations between mmaltegroup status and EE,

v*(1)=0.84, p= 1, (OR 0.8, 95%CI 0.08-7.46).
Grouping 3

There were no significant associations between mmaltegroup status and EE,

72(1)=0.39, p=.412, (OR 1.57, 95%Cl 0.56-4.43).

3.5.2 Maternal EE subscales
Maternal EE was examined in more detail by exptpdifferences between the two

groups in the pFMSS subscales (Table 13).

Statistical analysis revealed no differences betweethers with a depressed partner
vs. a non depressed partner in the subscales pFIM&S, for 1S%(2)=2.16, p=.341,
W %4(2)=3.65, p=.162, R?*(2)=3.34, p=.188, CC U=918.5, p=.929, ICC U=889.5,

p=.742, PC U=756, p=.176, IPC U=846.5, p=.52.
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Table 13: Descriptives of pFMSS subscales in msthedepressed and non depressed partners.

Controls Depressed Total
(n=79) (n=24) (n=103)
N (% column)
Initial Positive 36(45.6) 6(26.1) 42(51.5)
Statement
(IS) Neutral 41(51.9) 15(65.2) 56(46.5)
Negative 2(2.5) 2(8.7) 4(2)
High 22(27.8) 6(25) 28(27.7)
Warmth (W)  Moderate 41(51.9) 11(45.8) 52(55.4)
Low 16(20.3) 7(29.2) 23(16.8)
Positive 59(74.7) 15(62.5) 74(71.3)
Re'a(tg)”smp Neutral 20(25.3) 8(33.3) 28(25.7)
Negative 0(-) 1(4.2) 1(3)
M SO Range M SO Range M SD  Range
Critical Comments (CC) 0.14 056 (0-4) 0.17 064 (0-3) 0.15 0.57 (0-4)
Intermediate CC (ICC) 055 088 (0-3) 058 088 (0-3) 0.55 0.88 (0-3)
Positive Comments (PC) 3.68 2.26 (0-10) 4.38 2.7 (0-10) 3.84 2.37 (0-10)
Intermediate PC (IPC) 129 139 (05 167 183 (0-6) 138 15 (0-6)
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3.5.3 Maternal EE Intercorrelations
Several significant correlations were evident; all the predicted direction.
Correlation coefficients ranged from .21 to .49islinteresting perhaps to note that
the added subscale of ICC correlated to four measof the pFMSS: IS, R, W and

CC. This perhaps can be interpreted as evidence @@ taps into the same

construct with the other categories.

Table 14: Intercorrelations of maternal pFMSS subss.
11s 2.wW 3.R 4.CcC 5.ICC 6.PC 7.IPC

1. 1S(p) - -
2. W(p) .17(.098)

3. R(p) .21(.036) .497(.000) -

4. CC(p) .08(421)  .21(.033) .37°(.000) -

5. ICC(p) .32°(.001) .35°(.000) .40°(.000) .25(.013) -

6. PC(p) -08(427) -337(001) -.16(112) .1(328) -.07(482)

7. IPC(p) -18(070) -18(078) -.12(244) -.05(610) -.11(287) -.01(899) -

Notes: two tailed tests, *p<.05, **p<.01, m=matetraport, f=paternal report, IS=Initial
Statement, W=Warmth, R=Relationship, CC=Criticalnduents, ICC=Intermediate
Critical Comments, PC=Positive Comments, IPC=Intediate Positive Comments

3.5.4 Correlations of maternal and paternal EE scales
Correlations of maternal and paternal EE were emadcito investigate levels of
positivity and negativity within the family irrespgve of the depression status.
Evidence from this table is mixed. A number of etations point towards an
additive model of interaction with levels of negdfi in the mother correlating

positively to levels of negativity in the father I@C x fIS, mICC x fICC, mICC x
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fPC, mR x fICC). From the same table though, twoeations (mIPC x flICC, mPC
x fCC) point towards a compensatory model with mrak positivity rising as

paternal negativity is rising as well.

Table 15: Correlations of maternal and paternal &fales

fIS fw fR fCC flcC fPC flPC
mIS (p) 2(.052) .11(.295) -.04(.661) -.05(.634) .02(.811) -.02.866) -.12(.247)
mW (p) .08(.434) .18.067) .13.181) .05.604) .16.112) -13.202)  .08.431)
mR (p) -07(.469)  .12(.254)  .02.846)  .09.388) .22(.031) .07%(.517) -.0§.552)
mCC(p) -14(.168)  .04.695) -.05.599) .00(.977) .08(.421) 1(.327)  .05.625)
mICC(p)  .24(.017) .15.137) .10(.303) .01(.936) .25(.011) -.22(.028) -.18.078)
mPC(p) .04(.726)  .08.428)  .17(.083) .287(.005) -.05.617) -.07(.467) -.05.638)

mIPC (p) 12(.255) -.08(.428)  .11(.290) -.05(.643) .20(.045) -11(.283)  .03.760)

Notes: two tailed tests, *p<.05, *p<.01, m=mateirraport, f=paternal report, IS=Initial
Statement, W=Warmth, R=Relationship, CC=Criticaln@oents, ICC=Intermediate
Critical Comments, PC=Positive Comments, IPC=Intediate Positive Comments

3.6 EE and other measures of family functioning

Associations between EE and other measures of yfdomictioning were explored.
As stated in the methods, three measures were tlsed)AS, a question on the
success of the marital relationship and a meadyperoeived criticism. Descriptives

for the measures are presentedale 16

Firstly, associations were examined in terms of hHies. Low EE and then

associations between the EE subscales and meaddaasily functioning.
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3.6.1 Highvs. Low EE
While the previous sections in this chapter exptifeerent ways of categorizing EE
into high and low this section will only utilizeglguidelines set out originally for the

pFMSS by Daley et al. (2003).

As is evident from the following table fathers dogr high on EE were only
significantly different to fathers scoring low oneitem “How critical do you think
you are of your partner”. The direction of thisding however, is contrary to what
the literature indicates. Previous literature iatks parents high in EE to be high
also towards their partners. In this sample howefathers scoring high on EE
perceived themselves as significantly less critioalards their partners compared to
those scoring low (Table 16). This finding howewrould be interpreted with

caution since the High EE category only contaifatfiers.

3.6.1 pFMSS subscales

Correlations between the EE and measures of famigtioning were computed. It
is evident from the correlationfTable 17)that several significant associations
emerged, all of which were in the predicted dimttiCC emerged as an important
factor with fathers reporting lower marital qualityffection and satisfaction,
expressing more critical comments towards the infémterestingly, questions on
perceived criticism did not correlate to any of tB& subscales. Success of
relationship significantly correlated to positivenements, indicating that fathers less
confident about their relationship succeeding absxpressed fewer positive

comments towards their infants.
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Table 16: Descriptives of the DAS, PC and “sucadgglationship”, and test statistics based on E&tss

Results

High EE Low EE Overall
(n=7) (n=96) Test Statistic (n=103)
M SD M SD

DAS
Consensus 45.29 8.32 49.34 5.88 U=231.5, p=.191 49.1 3.12 28-65
Satisfaction 39.43 7.37 40.86 4.71 U=307, p=.768 40.8 4.9 23-48
éjs;:éls?sr:gll’] 8.57 1.9 8.9 1.81 U=302, p=.713 8.88 1.8 4-12
Cohesion 14.14 4.22 14.89 3.15 U=287, p=.572 14.84 3.21 7-24
DAS Total 107.43 19.29 114.32 11.81 U=280.5, p=.571 113.83 12.47 67-144
Success of the
relationship 8.57 1.9 8.89 1.14 U=323, p=.933 8.87 1.2 3-10
Per ceived
Criticism
Critical of partner 2.57 1.72 4.76 2.59 U=162, p=.025* 4.6 2.59 1-10
Critical partneris of 5 1, 227 4.86 2.38 U=310, p=.798 4.88 2.37 1-10

you

Notes:*p<.05
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Table 17: Summary of correlations for scores on t8E,DAS, Perceived Criticism and Success of wiatip

IS W R CcC ICC PC IPC
DAS

Consensugp) -23%(.023)  -.13(.193)  -.17(.088)  -.27*(.006)  .07(485)  -.03(.734)  -.07(.472)
Satisfaction(p) -.04(.727) -19(.055)  -.05(.618)  -.22*(.031) .00(.981) 13(.183)  -.08(.455)
Affectional Expressioifp) -.02(.830) .06(.581)  -.03(.769)  -.07(.487)  -.04(.706)  .02(.832)  -.05(.633)
Cohesior(p) -15(.145)  -.17(.093)  -.09(.384)  -.08(.424) .09(.349) .07(.473) .09(.386)

DAS Total(p) -14(174)  -11(261)  -.09(.397)  -.20*(.045)  .05(.639) .04(.7) -.03(.8)
Success of the relationsh(p) -.12(.24) -.09(.374) -.19(.054) .06(.572) .03(.737) .20* (.041) -.01(.917)

Per ceived Criticism

Critical of partnei(p) .07(.506) -.04(.67) -.07(.472) -.01(.923) -.09(.352) .05(.619)  -.06(.584)
Critical partner is of yo(p) .07(.464) .14(.156) .06(.562) .04(.696) -.15(.141) .1(.332) -.06(.533)

Notes: two tailed tests, *p<.05
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4 DISCUSSION

The overall aim of the study was to examine EE he tontext of paternal
depression. The main finding of the study is tHdtoaigh depressed fathers did not
show higher levels of overall expressed emotiory tHid express fewer positive
comments towards their infants than non-depresatditefs. Furthermore, paternal
depression was shown to predict externalizing sgmptat one year; however, this
relationship was not substantially mediated by HEnally, increased paternal
criticism was associated with a decrease in masa#ikfaction and affection, while
positive comments were associated with greater idemée that the marital

relationship will succeed.

This study makes a unique contribution to existesgarch by investigating a novel
set of questions. To our knowledge, this is thst ftudy to look at EE and paternal
depression in one year old infants and examinentadiating role of EE between
paternal depression and infant outcome. Furthermtbiis is the first study to

examine maternal EE in the context of paternal elegpon, and associations of

paternal EE to other measures of family functior(gwgch as marital quality).

This section proceeds with a more detailed presientaf the findings of this study,
followed by a discussion of the strengths and &tions, clinical implications and

suggestions for future research.
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4.1 Differences between depressed and non depressed fathersin EE

Examination of EE in depressed and non-depressbdrfarevealed a difference in
only one dimension; depressed fathers were legieothan non-depressed fathers

towards their children.

As the preschool Five Minute Speech Sample (pFM&S)not been previously used
with fathers or infants one year old, three differgroupings were used to classify
fathers into High vs. Low EE. Statistical analyssealed no significant differences
in depressed and non depressed fathers. It is targdp note that the measure of EE
used here did not include a scale of emotional-owelvement (EOI) and therefore,
discussion of High/Low EE is limited to the scalé aiticism. The lack of
differences in the High/Low classification may esgfl different communication
patterns between mothers and fathers towardschgdren. The limited inclusion of
fathers in EE research and the variety of measused to collect EE data make it
difficult to directly compare the rates found héoeother studies. In addition, this
study hypothesized that depressed fathers woulde shigher on EE than non
depressed fathers, an assumption which stemmedanlgmfrom research on
depressed mothers. Research from depressed fathweser, suggests that they may
cope differently than mothers with depression.d-&tl al. (1999) report interactions
of depressed fathers with their infants to be sintib those of non-depressed fathers
and significantly different to those of depresseathars, with depressed fathers not
displaying impaired interactions. That is to s@atta lack of differences in EE might
be attributed to paternal depression not impactingntruding in the interaction
between father and child. As Field et al. (1999)yehasuggested the lack of

differences can also be interpreted due to the kaaiffathers recruited, the majority
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of which were not the primary care-givers. In tmegent sample some fathers were
the primary care-givers of their children, howevarthe majority of families it was
mothers who had more responsibility. It is possiblerefore, that fathers may not
have had the opportunity to interact and form argfrbond with their children
compared to mothers and this might have affectesir tassessment of EE.
Unfortunately, the study did not include a measofefather involvement or
attachment which would have provided us with furtbaderstanding of how this
could have affected EE. Interestingly, in this gtum systematic differences were

found in the assessment of EE between mothersatner§.

Additional analysis was performed using the sulescaf the pFMSS separately, for
two reasons. Firstly, two additional scales werdealdto the coding of the pFMSS to
detect more subtle forms of positivity and negétivin part because of the younger
age of the children in the study. Examination oé thubscales could provide
information on how well these two additional scaledate to the remaining

subscales. Secondly, the subscales of criticapasdive comments have previously
been used, as measures of positivity and negafiRityllips-Sisson, 2005; St Jonn-
Seed & Weiss, 2002). Examination of the subscabedcprovide insight into more

specific differences between depressed and noressgul fathers not evident in the

High/Low dichotomy.

Examination of the pFMSS subscales individually eaded one difference.
Depressed fathers expressed significantly feweitipesomments compared to non
depressed fathers. The hypothesis of this studydipressed fathers would be more

critical was not confirmed.
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Existing research in EE overwhelmingly supports pinesence of high criticism in
the context of maternal depression (Bolton et2003; Hirshfeld, 1997; Nelson et
al., 2003; Rogosch et al., 2004), but there itelittsearch on the role of positivity
and more specifically decreased positivity. Deadasositivity should not be taken
as an equivalent to increased negativity. Thesoise evidence to suggest that this
decrease in positivity might be a characteristisoamted to paternal depression
specifically. The influential studies by Jacob alahnson (1997; 2001) report the
phenomenon of positivity suppression whereby family interactions were
characterized by decreased rates of positivityovalhg a positive communication
from other family members. The authors also reploat the degree gbositivity
suppressiorcorrelated to the severity of depression with fessiwith more severely

depressed fathers exhibiting greater positivitypsagsion.

If decreased positivity is a characteristic prirtyaoif paternal depression then further
research is necessary to establish its effectshdd development. Studies in EE
primarily focus on the negativity, hence levels mafsitive communication have
received less attention. According to the guidaliby Daley (2003) and Magana
(1993) in order to be classified as high in EE onest have a negative rating on one
of the global scales and a ratio of more critidedrt positive comments for the
pFMSS or at least one critical comment for the FMB8s however, ignores parents
who while not critical i(e. no critical comments) also fail to express anyitpes
comments. In this sample, one in four depresseuefsatshowed no evidence of
criticism and no evidence of positivity. The img@orte of positive communication is

reiterated by Hooley and Hahlweg (1986) who reploat what differentiated High
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vs. Low EE relatives of depressed patients wasatheence of sustained positive

communication rather than the presence of criticism

Decreased positivity or positivity suppression mhagve implications in the
maintenance of depression. When this decreasedwigsis evident across intra-
familial relationships as was evident in the stadig Jacob and Johnson (1997) the
depressed individual might find it increasingly fdifilt to disengage from this
pattern of communication. There are a few theonbgh focus on the absence of
positive affect rather than negative affect (ClaMkatson, & Mineka, 1994). More
specifically positivity has been defined as a stabkritable dimension, which
includes traits such as positive emotionality, ggeand dominance. It has been
linked both theoretically and empirically with depsion phenomena and has been
shown to negatively correlate to depressive symptooognitions, biology and
behaviour. People scoring low on positive affectehalso shown slower response

rates to treatment (Clark et al., 1994).

As the pFMSS has not been previously used withefatlor with twelve-month old

infants it is unclear why only a very low numberfathers scored high in EE. Earlier
we discussed how this may be a finding specifimem. To further explore this it is
important to look at other studies firstly, wititHars and secondly, with EE towards
infants. As was discussed in the introduction, anlfew studies have collected EE
data from fathers. In the study by Rogosch et 2004) overall rates of paternal
critical comments towards the infant using the FM&8e similar to rates found in
this study. The study by Hibbs et al. (1993) thqu@gports 30% of fathers of non-
referred children as high in EE. Using the clasaiion of EE into High/Low

according to Daley et al. (2003) this study onlpags 7% of fathers high in EE.
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Using the classification according to Magana (1984)study did find a rate of 30%
of fathers high in EE, however, this classificatitaled to differentiate between
depressed and non depressed fathers. Vostanis ehadllsl (1992) attempted to
establish rates of EE in mothers and fathers ofreferred children aged six to
eleven years. Rates of critical comments reporteetet are slightly elevated
compared to the present study, however rates dgfiy@msomments are very similar.
Maternal EE toward infants was examined by Barries.g2007) at three months
and by St Jonn-Seed and Weiss (2002) at six m@u$tpartum. Both studies report
slightly elevated levels of critical comments anelgative EE compared to the

present study.

One of the core symptoms of depression is increasgativity. While decreased
positivity is not synonymous to negativity, it ise of the symptoms of depression.
An important question is raised of whether the lewd positivity will rise when
mood elevates and no longer pose any risk to tlld end the family. However
research in EE and maternal depression indicatentsrEE to be relatively stable
over time even after depression remits (HilsmarQ12@eris & Baker, 2000) and
there is no reason to suggest this would not keforuthe present sample. As EE is a
measure of the emotional atmosphere and captugaattmsity of attitudes from one
individual to another it is possible that severitly depression specifically might
impact the way in which an individual scores on BE this was not measured in this
study it is not possible to assess how severityepfression might have impacted on

EE assessment.
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4.2 Paternal depression and Child outcome

Paternal depression was found to predict extelinglibehaviours at one year. This
finding is consistent with previous research whieports paternal depression in the
postnatal period to be significantly associatedhwigéhaviour problems at three years
of age and with oppositional and conduct problemseaen years of age (Carro et
al., 1993; Middleton, Scott, & Renk, 2009; Ramcharicet al., 2005; 2008b). The
same finding has been reported with children oéoke in a range of studies (Kane
& Garber, 2004, 2009; Kane et al., 2002; Middle&tral., 2009). This however, is
the first study to report this association at sacjpung age. This finding however,
should be interpreted with caution due to the ubeaiernal reports for infant

behaviour.

The use of only the externalizing scale of the CR@h be justified by three reasons.
First, only the externalizing scale has been véiddor use with infants as young as
one year old before (van Zeijl et al., 2006). Seitpntaking into account the age of
infants, externalizing behaviours are more likelybe observable and evident than
internalizing behaviours at this age. Finally, sesl has consistently shown high
EE, when using the criticism scale, to be beemgtyocorrelated to externalizing

rather than internalizing behaviours (Hirshfeldakt 1997; Kershner et al., 1996;
McCarty, 2004; Nelson et al., 2003; Peris & Bak2®00; Vostanis & Nicholls,

1995).

Reports of externalizing behaviours were collectexin both parents, and inter-
parental agreement was shown to be of a moderage ranter-parental agreement
on the CBCL has been consistently shown to be gl hange (r >.70; Walker &

Bracken, 1996). The much lower coefficients presgrtere might be attributed to
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the very young age of the infants, with some of bledaviours on the scale being
difficult to observe. It was hypothesized that diein’s externalizing behaviours
would be higher in families with a depressed fatt@ifferences between the two
groups (children of depressed and non depresskér§atwere examined using both
paternal and maternal reports. Maternal reporteal®d no significant differences,
paternal reports however, were different in theegudlizing scale as well as the
oppositional and overactive subscales. Paternaledsjpn predicted externalizing

symptoms only when paternal reports were used.

Research that has employed parental reports fesasent of child behaviour has
often been criticized for possible rater bias dugdrental psychopathology. This, it
is argued, may result in elevated levels of behavyoblems being reported. This
was the reason why report of child externalizinmptoms was collected from both
parents to avoid rater bias by using a more inddgetrater. However, it should be
noted that in this sample, depression was founbet@resent in both mothers and
fathers as was discussed in the methods secti@nefdne, rater bias due to parental
depression might have affected both the maternal paternal ratings. A

comprehensive review though by Richters (1992) lehgkes the evidence of

distortion due to depression and reports thathefstudies reporting the depression
distortion bias none met the necessary criterids limportant to note here that
parental reports highlight the caregiver’s vantagent in providing information on

their child’s behaviour as they are assumed to ktloem best and are able to
provide insight on behaviour that is not necesgalilservable in a laboratory setting.
Rothbart and Hwang (2002) further pointed out tt@ivergence between parental

reports and observations is also dependent on #@sumes being used. The lack of
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difference in maternal reports on the CBCL perhdpss indicate a need to further
investigate this, however, a report by an addiliaaéer was not possible in the

present study to resolve this.

If this association is partly found to be signifitdere due to a depression distortion
bias it is important to also consider how that nmapact on the child. As indicated
by Whiffen and Gotlib (1989), in congruence witheithmood, individuals will
present negatively distorted perceptions and so mpexceive their parenting
behaviour or that of their infants in a more negativay. In order to test this
hypothesis, researchers compared their assessrhergonates to that made by
mothers at delivery and one month post-partum. &@d mothers rated their
neonates as more negative than researchers anaanmtb later researchers’ ratings
were as negative as those of the mothers. Non-siegule mothers were more
favourable in their infants’ ratings than depresssathers and researchers. At one
month researchers’ ratings were equivalent to thafsthe non-depressed mothers
(Hart, Field, & Roitfarb, 1999). This illustrateewa negative expectations of infant
behaviour were mirrored and expressed by the infapplied to this context this
would imply that if fathers perceive their childieribehaviour as more negative or

disruptive, children in turn may adapt to fit tipsrception or expectation.

4.3 Mediational Models

The role of EE as a mediator between paternal dsjane and child behavioural
outcomes was examined. As no differences were faurtle original classification
of parents in High/Low EE, positive comments werdeeed as a mediator and

paternal report of child externalizing behaviour the dependant factor. Three
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mediational models were calculated using the eatming scale as the dependent
variable for the first model and the oppositionatl eoveractive subscales for the
second and third models. In all three models pasiiomments did not act as a

substantial mediator.

This finding contradicts previous research lookeigEE as a mediator between
parental psychopathology and child internalizingl axternalizing behaviours. It
may be interpreted in two ways. Firstly, positivemenents may not be a strong
enough factor to mediate the relationship. So fadence from fathers suggests
conflict to be a more important factor in the comtef paternal depression (Kane &
Garber, 2009). In the previously discussed studiesacob and Johnson (1997;
2000) positivity suppressiordid not mediate or moderate the effects of paterna
depression on child depression and did not achasdependent risk factor for child
depression. It is possible that decreased pogitiaity have an effect on the father-
child interaction but does not mediate the relatimiween depression and child

externalizing behaviour.

Secondly, the lack of significant findings might thee result of a methodological
limitation. The study consists of two groups depegsand non depressed fathers, the
former of which included fathers who had sufferedepisode of depression at some
point during the first postnatal year. The dataki#hand the CBCL were collected
twelve months postpartum. So at the time of datéeciion some fathers were
depressed whereas others might have been depresgbdhave subsequently
remitted. Current symptoms of depression may hayegacted more negatively on
their scores and EE speech sample. Furthermoregfotie requirements necessary

to establish mediation is to establish a time framethis case between paternal
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depression and occurrence of externalizing behaviduring which EE would have
mediated the relationship. This time frame could he established due to the

predominantly cross-sectional nature of the dataéhe present study.

Further investigation of the EE subscales revealedignificant correlations with
paternal reports of CBCL. In particular, what théga indicates is that the amount of
caregiver’s positive EE did not correlate to bebaval outcomes. St John-Seed and
Weiss (2002) report similar results and discuss$ pla@ental positivity and warmth
may not be essential for infants as long as thegbaers express sensitive and
responsive care to the infants’ cues. In a diffesatting, Vaughn and Leff (1976)
examined positive remarks and warmth as predictdrselapse of psychiatric

symptoms but found no evidence of an association.

4.4 Maternal EE in familieswith a depressed father

Maternal EE was investigated in the context of petedepression. Most studies in
EE have largely ignored the role not only of thénéa but of other family members.
This is one of the few studies of EE to date tdude both parents. Research on
family systems re-iterates the importance of stoglyihe family as a whole as
depression will not only impact on the individuaitbwill also affect subsystems in

the family.

In the present study no differences were foun&fnin mothers with a depressed
and non-depressed partner. EE was examined baémirs of High/Low EE and in

terms of the subscales separately. The very lowbeuraf mothers scoring high on
EE indicates that perhaps further adaptations acessary to the FMSS to detect

differences in very young children. This could sesfgthat the lack of differences in
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depressed and non depressed fathers previouslysdet is not related to fathers
specifically but to the young age of children. Isimilar way that paternal EE was
compared to results of other studies, maternal BE also examined in terms of rates
reported elsewhere. As pertains to High/Low EE,present study found lower rates
of High EE compared to Wamboldt et al. (2000) igraup of young children with
asthma, Rogosch et al. (2004) in a group of preder® with depressed and non
depressed mothers and Hibbs et al. (1993) in a Isaofpnon-referred children.
Similar rates of High/Low EE were found when usihg guidelines by Magana
(21993), with St Jonn-Seed and Weiss (2002) in isfanth low birth weight, six
months postpartum. Lower scores on critical comsemtre found in this study
compared to Vostanis and Nicholls (1992) and Barteal. (2007). In terms of
positive comments the study found similar resutshiose reported in Vostanis and

Nicholls (1992) and Wamboldt et al. (2000).

From the comparison of both maternal and paterBasd&ores to other studies several
conclusions can be drawn. Rates of High EE in tleegnt study are lower compared
to those reported elsewhere. In terms of the EBcalbs positive comments were at
a similar level to others studies, however, crit@m@nments were consistently lower.
Comparison was limited to studies qualifying in avfetwo criteria: EE data was

collected from fathers or EE was collected for @tgh of preschool age. The
comparison was further limited due to studies prgsg results in a way where

direct evaluation was not possible. The rates sftpe comments did not seem to be
affected by the very young age of infants but caiticomments were. This could be
interpreted as a reluctance of the parents to egpgtical comments towards their

young infants. The infant's behaviour at this yowagg might be interpreted by the
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parents as involuntary to a certain degree. Asdddnl grow older and gain more
autonomy, the more pronounced behavioural problerag be construed as more

intentional behaviours and therefore, trigger nwitical comments.

The addition of intermediate comments for the caieg of positivity and negativity
in the present study were included to detect p@tefurms of more subtle criticism
and positivity. The inter-correlations of mater&# reveal strong associations of the
intermediate critical comments to the other sulescaowever, they failed to show
differences in the depressed vs. non depressedotegs. Further research is needed
to examine whether alternative guidelines are rszags for classification of

High/Low EE when this refers to children of veryuymy age.

While no significant differences were found in terof maternal EE in families with

a depressed and non depressed partner some irderea0 be made about the
associations of positivity and negativity in a finfrom the correlations of maternal

and paternal EE. It is not possible to establisktiver they are initiated as a reaction
to their partner’s positivity or negativity, or asreaction to child characteristics,
which are not measured here, however results seemdicate that as maternal
intermediate critical comments increase, patemiéibl statement is more negative,
intermediate critical comments also increase armhitipe comments decrease.
Furthermore, as paternal intermediate critical cemi® increase maternal
relationship scores decrease. This seems to iredaratadditive effect of negativity

towards the child. However, maternal positive comtaepositively correlated to

paternal expressed negativity. That is to say,lt®|suggest as maternal positive
comments increase so do paternal negative commniergglifficult to infer what this

might mean for the child as the correlations shothta compensatory and additive
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model of interaction; this is likely to reflect araplex set of interactions within the

family system.

4.5 EE and other measures of family functioning

Finally, the present study examined how EE relatesther measures of family
functioning. The measures used assessed maritditygaad perceived criticism
expressed towards partners. Only paternal repcete wsed here as the main aim
was to examine how paternal EE might relate to omeasof marital quality. The
rationale behind this aim lies with research logkatt what characteristics contribute
to a parent being high in EE. Research so far hasused on parental
psychopathology and individual characteristics; @esv, very little research has
focused on aspects of the family environment whitgdy impact on EE. For this
purpose fathers high and low in EE were comparedmigasures of family
functioning. The only item with significantly diffent scores was the question on
“How critical you are of you partner”. This was anexpected finding because of the
direction of the results. Fathers in the high EEegary scored significantly lower on
the question than fathers low in EE. That is to, shgy perceived themselves as
significantly less critical of their partner. Besauwf the small number of participants
in this category the findings should be interpretath caution. Nevertheless, it is
very interesting to consider why this is the caBerhaps high EE fathers do not
perceive themselves to be critical or are attergptinmask this negativity in their
responses. Items on marital functioning were alswetated to the EE subscales.
Several significant correlations revealed thattthe aspects, EE towards the child

and marital functioning are related. Critical comnmisein particular, negatively
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correlated to satisfaction and affectional expmssin the DAS, with fathers who
reported more dissatisfaction and less affectioso agéxpressing more critical

comments towards their children.

To our knowledge, this is the first study to repsuch associations. The role of
marital quality in child development has receivetbaof attention. Research has
shown marital conflict to have deleterious effects child development and
behaviour (Cummings & Davies, 2002; Kouros et &008). Depression and
deterioration in marital quality will commonly codet in families especially in the
early postnatal year. Further research is necedsagxamine how marital quality

contributes to negative EE.

4.6 Strengthsand Limitations

This study has several strengths. To our knowletlgs,is the first study to look at
EE and paternal depression. Research in paterpatsion and particularly in the
postnatal period has only recently started to emefs it has been shown to be a
particularly important and sensitive period foranf development, further research is

necessary to explain the mechanisms of transmisdidaek from parent to child.

To date, research in EE has focused primarily anicdl child samples or on
children at high risk of developing emotional anghavioural problems. This is
likely to have resulted in elevated high EE rated behavioural problems reported.

An advantage of this study is the use of a commiample.

The inclusion of both fathers and mothers in assess of EE presents as a strength
to the study. Most research tends to ignore fathete as a source of information

and as a source of impact on child developmentexXfdore EE in fathers and their
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infants while excluding mothers would have limitear understanding of the family
environment. Increasingly research provides us witidence indicating that in the
presence of a depressed individual in the familfpsgstems, such as mother-child

relations, will also be affected either directlyindirectly.

The use of clinical diagnosis for the allocationpafrents in the depressed and non-
depressed categories presents as an additionad gioint of the study. The majority
of studies looking at paternal depression have sseeening questionnaires which
invariably will have included fathers who were mtihically depressed. Assessment
of depression with the SCID further strengthens shely as it allowed for the
formation of two groups depressed and non-depresbéd excluding fathers with a
history of depression from the control group. Rese#&n EE has suggested that high
levels of criticism remain even after depressios temitted (Hilsman, 2001). If this
were true in the present sample, the inclusioratifdrs with a history of depression
in the non-depressed group may have altered EHsle#s it was unknown, how
history of depression would exactly impact on EI throup was excluded from

analysis.

Assessment of EE presented as both a strengthimitdtion to the study. The
pFMSS has been shown to correlate with data fronthemechild interactions and
was the most appropriate measure to be used gihee ibeen adapted for use with
children of preschool age (Daley et al., 2003)ethnater reliability which was
examined in this study was shown to be high ansl pinesents as strength of the
study. However, further assessments of the psyctimm@operties of the pFMSS
are necessary in terms of both the validity anhbéity of this measure when used

with infants 1 year old. Possible ways to addréss in the future would include
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examining associations of the pFMSS with parenidcimteractions in terms of
validity, as well as to examine the test-retest ande-recode reliability of the
measure. In the present study conclusions shouldrénen with caution until the

psychometric properties are more fully established.

In addition, EE does not provide us with a diresgesssment of family interactions.
The fundamental concept is that EE measures undgmegative attitudes towards
the child, which are also expressed during intevactThis is supported by studies
where EE is associated to observational measureseter, assessment of EE is
unidirectional as the individual in question (theild) is not present. In an actual
interaction, it would be possible to observe theepts reaction to the child’'s

behaviour. In terms of coding of the pFMSS the w$ea coder blind to the

depression status of the parents is a strong pbitite study. As examination of EE
was conducted when children were very young, dbildarent effects are likely to be
less significant compared to studies examining rotdédren and adolescents where
EE may reflect more of a reciprocal pattern of iat¢ion. Assessment of EE usually
focuses on negative aspects such as criticismilityosind over involvement. The

measurement of EE does include positive attribbhtasever; only limited work has

been done to examine the beneficial effects todchgvelopment. Vostanis and
Nicholls (1994) were the first to highlight warmdis a protective factor of EE when
assessing children. Research in adults has shatrathemotionally expressive and
supportive environment is predictive of improvemamtpatient psychopathology

(Halford, Schweitzer, & Varghese, 1991).

There are a number of limitations to consider. tFitise use of the externalizing

symptoms scale of the CBCL has only been validetege with one year old infants
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in one previous study and this may present as ialion. Also the extent to which
these behaviours reflect actual externalizing ol and the strength of their
association to later externalizing problems stds to be established. However, the
measure, when used in older populations has shtwngspredictive validity and

high inter-parental agreement (Walker & Bracker@)9

Second, the small number of fathers in the depdegegup may have impacted on
the power of the study to detect differences. Tisot the only research to report
small numbers of depressed fathers (Dave, Naza®étxr, & Senior, 2005; Field,

1999). It has been reported as harder to engabgerfain research. In this sample,
attrition rate and willingness to participate diot seem to be affected by severity of
symptoms on a screening questionnaire; howeversitiedl numbers indicate they
might be masking their symptoms or have avoidetigigating in the study from the

very first point of contact.

An additional limitation of the study is the meamment of EE and externalizing
symptoms concurrently. This does not allow for aacltime sequence to be
established within which EE would have mediatedrtiationship between paternal
depression and externalizing symptoms. One aimhef dtudy was to examine
whether EE acted as a mediator. However, previessarch has shown a different
relationship in which externalizing and internalgisymptoms actually mediated the
relationship between maternal depression and natenticism (Frye & Garber,

2005). History of maternal depression and adoldseeternalizing and internalizing

symptoms were examined at two time points, sixtt @ighth grade. Interestingly in
this sample maternal criticism was not found to imedthe relationship between

history and severity of depression, and adolesegt#rnalizing and internalizing
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symptoms. In contrast, it was the externalizing aridrnalizing symptoms which
mediate the relationship between maternal depressml criticism in sixth grade.
This is one of the few studies to take into accamld effects and investigate the
transactional nature of family relations. The aboesearch provides clear evidence
for the effects of child behaviour on EE. Due te ttoncurrent assessment of EE and
externalizing behaviours in this study it would rwve been possible to further
investigate whether decreased positivity which i@snd is associated to child

characteristics and behaviour.

4.7 Clinical Implications

This study provides evidence that fathers’ depoess$s associated with reduced
positive comments towards their child; a findingiethhad not been demonstrated
previously for very young children. This decreageuitivity which seems to be
specifically associated to paternal rather thanemal depression underscores the
importance of studying the specific effects of pa& depression rather than
generalizing findings from maternal depression. sTHiurther highlights, that
interventions should consider both mothers andefathand target interventions
appropriately. Furthermore, the study confirms avjmusly reported association
between paternal depression and externalizing symspt Whether this reflects
actual elevated levels of externalizing symptoms onore negative perception of
infant behaviour, there is a clear need to cangftdinsider this issue. Two steps can
be implemented. First, including screening of dssi@n for fathers in routine
practice will help identify children more at risk adverse outcomes. Secondly,

interventions in the early postnatal period coutdimtroduced to alleviate paternal
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symptoms of depression and increase positive pagenParents could thus be

identified by health professionals and referred tange of support strategies.

4.8 FutureResearch

The majority of existing research in this field héscused on mother-infant
interaction, while ignoring the possible effecttioé father and other family members
on both the mother-infant interaction and the wading of the family. Future
research should centre around two areas; firstintlasion of the whole family in
research and secondly, the study of how family memnbnteract to produce a
complex structure of interactions. Research thatticoes to isolate and study
subsystems within a family can provide only a leditunderstanding of family
interactions. Future research should also aimdlude assessment of child-to-parent
effects. In line with systems theory, and with eatrresearch child characteristics
such as temperament, gender and cognitive skillsimpact on the nature and

course of an interaction with the potential to eegacerbate depression symptoms.

In terms of EE, further research is required talggh the use of the pFMSS with
parents of young children. More specifically, assasnt of the psychometric
properties of the pFMSS is necessary before draviing conclusions from the

results.

Some changes to the coding may be required in ¢dn@gest children. In addition,
further investigation is necessary to examine e of EE across different cultures.
Finally, in circumstances where both parents apretsed it would be interesting to

study whether an additive model or compensatoryi®eegident.
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49 Conclusion

The current study found depressed fathers to eggesger positive comments than
non-depressed fathers. It further showed paterregression to predict child
externalizing outcomes at one year. The study ptswides evidence of paternal
criticism expressed towards their child to be lehke marital dissatisfaction and
affection. The study is the first to examine EBEhe context of paternal depression
and has given insight into possible methodologilialitations of the current
measures when applied to very young infants. Thauliee may contribute to
identifying depressed parents early in the postnatariod and designing

interventions to promote positive parenting.
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1. Consent Form
University Department
Park Hospital

Oxford

OX37LQ
Tel: 08165-226202
CONSENT FORM

Oxfordshire Resear ch Committee A

OXFORD FATHERS PROJECT

Fathersand their children in the postnatal period

Please circle Pleaseinitial

Yesno boxes
Have you read the information sheet? Yes / No
Have you had the opportunity to ask questions
and discuss the study? Yes / No
Have you received satisfactory answers to all
of your questions? Yes / No
Do you understand that you are free to withdrawnfthe study,
at any time, without having to give a reason antheuit it Yes / No

affecting your future medical care

Do you agree to your GP being informed of

112
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your involvement in this study?

Do you agree to the audio-taping of our convers&tio

Do you agree that words and phrases you say can

be used anonymously in the presentation of thisame

We would like to video-tape you and your baby phayi

Do you agree to us videotaping you and your balytamus

keeping the video for the duration of this study?

Do you agree to take part in this study?

Y ourRNAME (MOTHER) Signature

RESEARCHERS NAME Signature

Oxfordshire REC A. No.: 06/Q1604/63

Appendices

Yes/ No

Yes/No

Yes/ No

Yes / No

Yes/N

Date

Version 2, 26-May-06
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2. Demographics Sheet

Your baby

1 Baby's birth weight ...,

2 Gestational age s

3 Problems with delivery?

No [ ved ]
4 Was your baby in SCBU?

No [ Yed ] If yes, for how long? .........ccooiiiiiiiiins

5 Has your baby visited the GP or hospital sincthBir

No [ Yed ] If yes, how many times?......................

6 How is your baby being fed?

Breastfed [] Bottle-fed] Both[]

7 When did you stop breastfeeding?  .......cooooiiiiine.n.

Your family details

8 What is your first language? ...............ccceeenne.

11 Marital Status: Singla Married [ Living togetherD Stable relationshiD

12 Length of time of your relationship: ...............c.c.ee.

13 Your highest qualification: ..........................

115



Appendices

14 Are you currently on maternity leave?

Yes[] No

15 Past employment status

Full-time[] Part-time[] Student_] No job|:|

16 Are you currently: Self employéE Employed|:|

17 Your current or last job Hiot current: date of last jo

18 Are you going back to work?

Yes[] No [ Ifsjavhen will you return? ...........ccoveeeeeen,

Family structure
Household constitution

Do you have other children residing with you?

Yes[] No [

If yes, how many? .............coceviinnn.

Sibling 1., Date of Birth.....................
Sbling2 ....cooovviviiiii Date of Birth..................cew.
Sibling3 ..o Date of Birth.....................

Do you have any other family members residing wih?

Yes[] No ]

If yes, how many? .............cccoveeeenn
Relationship to mother: ...................ccco..
GP contact details
Name:
Address & telephone details: ... i ————
Telephone numbers

Y Lo] o1 F=N 10T a1 011 67 =] 14 T= L1 P
ATAY 0T S 10T 41 o1 3P
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3. SCID screening questions

| would now like to ask you some questions. | rdam out to you last time — they
are questions about thoughts, feelings and expmr¥egou may have been having.
I'd like to read you them again to see whetherghiare the same or different, more
of a problem or less of a problem, or whether the@nything new you'd like to tell
me. Please bear with me, as not all the questiasbe relevant to you, but | have
to read the questions to everybody.

B1l. | asked you if you have ever had a panic kftachen you suddenly felt
frightened or anxious, or suddenly developed aliqgihysical symptoms. Last time
you said:

Has anything changed?

C1. | asked you were you ever afraid of going outhe house alone, being in
crowds, standing in a queue, or travelling on busdgins. Last time you said:

Has anything changed?

D1. | asked is there ever anything that you haeenbafraid to do, or felt
uncomfortable doing in front of other people sushspeaking, eating, or writing.
Last time you said:

Has anything changed?

El. | asked are there other things that you haems lespecially afraid of like flying,
seeing blood, getting an injection, heights, clogkedtes, or certain kind of animals
or insects. Last time you said:

Has anything changed?

F1. | asked have you been bothered by thoughtsliia’t make any sense but kept
coming back to you even when you tried not to itheen. Last time you said:
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Has anything changed?

F5. | asked was there ever anything that you leadot over and over again and
couldn’t resist doing like washing your hands agaimd again, counting up to a
certain number, or checking something several titnesiake sure you had done it
right. Last time you said:

Has anything changed?

G1. | said that sometimes things happen to pethiale are extremely upsetting —
things like being in a life-threatening situatidkel a major disaster, very serious
accident or fire; being physically assaulted oredpseeing another person killed or
dead, or badly hurt or hearing about something itlerrthat has happened to
someone you are close to. Since the last visie laay of these things happened to
you? Last time you said:

Has anything changed?

H1. | asked if, in the six months before my vigitu had been particularly nervous
or anxious or worried a lot. Last time you said:

Has anything changed?

Al. Lasttime | asked if, in the month before nisity you had had a period of time
when you were feeling depressed or down most ofithye nearly everyday, or how
about losing interest or pleasure in things yowaligenjoyed. Last time you said:

Has anything changed?
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4. pFMSS

a) Instructions

Instructionsfor Five Minutes Speech Sample (FM SS)

I would like to hear your thoughts and feelingsw@i{ohild’s name)over the last six months.
When | ask you to begin | would like you to talk five minutes without me interrupting

1%

you with any questions or comments. | would likeiyto talk for five minutes telling m
what sort of childchild’s name)is and how the two of you have been getting aloggther

over the last six months. But before we begin do lyave any questions?
Notes:
1. Please ensure that you collect the Five Min8fesech Sample befotiee interview.

2. During the Five Minutes Speech Sample, try midieye contact with the parent.

11

3. If there are long pauses, you can say to thenpdyou have x minutes left” or “tell m

your thoughts and feelings about (child’s name).
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The coding of the pFMSS here follows the exact glings from Daley (2001).

Description of scale Type of data Examples
Global scales
Initial Statement Positive and negative initial Categorical:
The first thought stateme_nts_ fall und?r two 0 = positive She is a bright child
categoriesi)description or
expressed by the irelationshi 1 = neutral Jack is th Id
parent which is p ack is three years o
specifically about | Neutral initial statements provide 2 =negative | dread it when it is just
the child. descriptive or factual him and me together
information. They can be
subcategorized as follows:
neutral description, neutral
relationship, conditional
statements, statements of
improvement, statements in the
past, positive and negative
statements
Warmth when coding it is important to Categorical:
The intensity of consider: 0=Low
sentiment or ) tone of voice 1 = Moderate
feelings which this is the most important
parents express ( P 2 = High

about their child.

criterion- interpretation of

warmth is based solely on contgnt

of speech rather than non-verbal
behaviour)

i) spontaneity
iii) concern and empathy

(the ability to demonstrate
concern for the child and the
ability to see things from the
child’s point of view)

=

Caveats relevant to the coding ¢
warmth:a)the frequency of
critical comments should not
influence ratings of warmth,
b)stereotyped endearments (eg
love, poppet etc) should not
necessarily be interpreted as
evidence of warmth, c) even if
rater knows participant is

depressed, this knowledge should

be discounted when rating
warmth
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Relationship if the relationship isn’'t addressefd Categorical: We get along very well
The quality of a neutral rating is assigned 0 = positive We get on fairly well
relationship and when coding it is important to _ together
joint activities consider: 1= neutral
J ) We don’t seem to get alon
undertaken between )] arents’ report of their
parent and child P lationshi P ith thei 2 —negative
over the previous ri_ritdmns P Wi elr —neg
six months .. chi ren,

i) parents’ reports that they

enjoy and value time
spent with their children

Frequency Counts
Critical (scored on the basis of: Freguency
Comments )] tone She is a horrible girl
Negative comments i) critical phrase$ ,
about the child’s _ He is very hard work
behaviour and/or | 90 notinclude stereotyped
personality description_s unless thgy are

accompanied by a critical tone

critical comments must be the

opinion of the respondent
Positive (scored on the basis of: Frequency
Comments )] tone She is very intelligent
Statements of i)  positive phrasgs . .
praise, approval ord includ lified He is very loving
appreciation o not mcy e qua |”|ec

comments i.e. “pretty good” ar

“fairly bright”

do not rate positive comments

coined in the negative (ie he ig a

great kid, not)
Additional scales
Intermediate To include qualifiec|  Frequency She is sometimes very
Positive comments social
Comments .

_ Examples of qualifiers (e.g B
Int_qmedlate pretty, fairly, seems, quite, Frequency He is quite a grumpy boy
grmcal . probably, sometimes, usually,
omments when, occasionally, most of
the times
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FMSS Coding Sheet For data entry:
Participant: IS
w
Mother Father R
Date of coding: cC :
Intermediate CC
Counterbalance order: PC
Coded by: Inte.rmedlate PC
Ratio of P/N
Other notes: *0=positive
1=neutral
2=negative
Initial Statement
Positivep, Neutral ; Negativey,
Description Description Description
Relationship Relationship Relationship
Conditional statement
Statements of improvement
Statements in the past
Positive & negative statements
Warmth
Highg | Moderates) | Low

1. Tone of Voice
(*most important aspect)

2.

Spontaneity

Concern and Empathy

Laughter

Monotonous

o O B ®

Lots of detail
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Relationship(R)

* quality of R and joint activities, if there is moention of R give neutral rating

**consider parent's reports on R with the childveall as that they enjoy and value time spent tagreth

Positivey

Neutraly

Negative,
SRR
2 e
B e

Critical Commentgscored on the basis of eitliBone or Critical phrases)

Frequency:

Intermediate Critical Commentsvords like: seems, quite, sometimes)

Frequency:

Positive Comment&cored on the basis of eitliEone or Positive phrases)

Frequency:

Intermediate Positive Comments

Frequency:
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Maternal CBCL report
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Sometimes or somewhat

Very trueor Often

CBCL questions True (%) True (%) Total
Oppositional

;er;ﬁinn’; ncs);tsnd waiting; wan 618 14 75 8
5. Cries alc 22.% 5.1 27.2

7. Demands must be met immediately 60.5 6.4 66.9
11. Easily frustrated 58 10.8 68.8
12. Easily jealous 25.5 5.1 30.6
13. Feelings are easily hurt 22.7 3.2 25.9
15. Gets into everything 37.6 50.3 87.9
18. Angry moods 28.7 0.6 29.3
22. Screams a | 21.7 2.5 24.2

23. Selfish or won’shart 21 0.€ 21.¢

24. Stubborn, sullen, or irritat 23.€ 1.¢ 25.t
f285e.|in?;zdden changes in mood 346 19 36.5
26. Sulks a lot 4.5 0 4.5
27. Temper tantrums or hot temper 42 3.8 45.8
28. Uncooperative 31.2 0.6 31.8
30. Wants a lot of attention 56.7 16.6 73.3
31. Whining 44.2 1.9 46.1
Aggressive

6. Cruel to anima 2.t 2.5

8. Destroys his/her own thin 14 14
Histher famiy of other chicren 145 0 146
10. Disobedient 39.7 1.3 41
14. Gets in many fights 3.2 1.3 4.5
16. Hits others 19.7 0.6 20.3
#7éalr—]|itrj]réstoan|mals or people without 312 25 33.7
19. Physically attacks peo| 4.t 0.€ 5.1
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29. Unusually lou
Overactive

1. Can’t concentrate, can't pay

attention for long

2. Can't sit still, restless, d
hyperactive

4. Constantly seeks help

20. Quickly shifts from one activit
to another

21. Refuses to play active gar

=

18.t

47.8

40.1

29.3

55.8

10.2

12.7

3.2

21.8

24.2

58

52.8

32.5

77.6
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5. Marital Quality

a. Dyadic Adjustment Scale (DAS)

Appendices

Always | Almost | Occa- | Frequently | Almost | Always
agree | always | sionally disagree always | disagree
agree | disagree disagree

1 | Handling family
finances

2 | Matters of
recreation

3 | Religious
matters

4 | Demonstrations
of affection

5 | Friends

6 | Sexrelations

7 | Conventionality
(correct and
proper
behaviour)

8 | Philosophy of
life

9 | Ways of dealing
with parents or
in-laws

10 | Ways of
bringing up
children

11| Aims, goals and
things believed
to be important

12 | Amount of time
spent together

13| Making major
decisions

14 | Household tasks

15 | Leisure time
interests and
activities
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16 | Career decisions
17| Child discipline
All the | Most More | Occasionally | Rarely Never
time of the often
time | than not
18 | How often do

you discuss or
have you
considered
divorce,
separation, or
terminating your
relationship?

19

How often do
you or your
partner leave the
house after a
fight?

20

In general, how
often do you
think that things
between you ang
your partner are
going well?

21

Do you confide
in your partner?

22

Do you ever
regret that you
married/lived
together/began
the relationship?,

23

How often do
you and your
partner quarrel?

24

How often do
you and your
partner “get on
each others’
nerves”?
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Most persons have disagreements in their relatipashPlease indicate below the
approximate extent of agreement between you and padner for each item on the
following list. (pleaseick the answer the most applies to you)

25| Do you kiss your Every | Almost Occasionally Rarely Never
partner? day | every
day

26| Do you and your partner All of | Most of | Someof | Very few | None of
engage in outside intereststhem them them of them them
together?

How often would you say the following events ocbetween you and your partner?

Never | Lessthan Onceor Onceor Once | More
oncea twicea twicea | aday | often
month month week

27 | Have a
stimulating
exchange of ideas

28 | Laugh together

29 | Calmly  discuss
something

30| Work on a project
together

These are some things about which couples sometagese and sometimes disagree.
Indicate if either item below caused differencesopinion or were problems in your
relationship during the past few weeks

31. Being too tired for sex
Yeso Na
32. Not showing love
Yeso Na

33. The dots on the following line represent défar degrees of happiness in your
relationship. The middle point,h&ppy” represents the degree of happiness of most
relationships. Pleasercle the dot which best describes the degree of hagpioé your
relationship.

Extremely Fairly A little Happy Very Extremely  Perfect
unhappy unhappy  unhappy happy happy
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34. Which of the following statements best desaibew you feel about the future of your
relationship?

—

| want desperately for my relationship to succesd| would go to almost any length to see that
does

| want very much for my relationship to succeed] ®ill do all that | can to see that it does
I want very much for my relationship to succeed] il do my fair share to see that it does

It would be nice if my relationship succeeded, boan't do much more than | am doing now|to
help it

succeed

It would be nice if it succeeded, but | refuse t ahy more that | am doing now to keep th
relationship

going

My relationship can never succeed, and there imo@ that | can do to keep my relationship goﬁ;

On a scale of 0 to 10, please indicatecivgling

How confident you are that your relationship wiltseed.

35
0 1 2 3 4 5 6 7 8 9 10
Not at all Completely
confident confident it will
succeed

b. Perceived Criticism

1  How critical do you think you are of your partner?

0 1 2 3 4 5 6 7 8 9 10
Never Very critical
Critical indeed

2  How critical do you think your partner is of you?

0 1 2 3 4 5 6 7 8 9 10
Never Very critical
critical indeed
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