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Abstract
Background. Postnatal depression affects between 6 and 13% of new parents, but only a small proportion of individuals who meet diagnostic criteria receive optimal treatment. One reason for this is poor mental health literacy of postnatal depression.
Aims. Studies have examined mental health literacy of maternal postnatal depression, but there are no similar studies of paternal postnatal depression, which we sought to rectify. 
Methods. A sample of 406 British adults were presented with vignettes describing cases of either maternal or paternal postnatal depression. Based on the vignettes, participants were asked to report if they thought anything was wrong with the targets and, if so, to describe what they thought was wrong. Participants also rated the targets on a range of attitudinal dimensions. 
Results. Participants were more likely to indicate that something was wrong when the target was female (97.0%) compared to male (75.9%). Of those who believed something was wrong, 90.1% of participants correctly described the female target as experiencing postnatal depression, but only 46.3% did so for the male target. Participants also held more positive attitudes toward the female target than the male target. 
Conclusions. There is a gender binary in symptom recognition of postnatal depression, which highlights the need for greater awareness of paternal postnatal depression. 
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Introduction
	Mental health disorders are highly prevalent globally, with close to a third of adults meeting criteria to be diagnosed with a mental health disorder at some point in their lives (Steel et al., 2014). Early help-seeking provides opportunities for early intervention and improved long-term outcomes (e.g., Boonstra et al., 2012; Dell’Osso, Glick, Baldwin, & Altamura, 2013), but a majority of people with symptoms of mental health disorders do not receive optimal help (Alonso et al., 2007). There are many reasons for low rates of help-seeking, including structural barriers (e.g., Gulliver, Griffiths, & Christensen, 2010) and person-level factors, such as mistrust of psychiatric services (e.g., Soorkia, Snelgar, & Swami, 2010), public, perceived, and self-stigmatising attitudes toward mental health disorders (for a review, see Clement, Schauman, Graham, & Maggioni, 2015), and poor mental health literacy. The latter refers to a person’s “knowledge and beliefs about mental disorders that aid the recognition, management, or prevention of these disorders” (Jorm et al., 1997, p. 143). 
Mental health literacy includes the ability to recognise and differentiate mental health disorders and symptoms, knowledge of how and where to seek information relating to mental health disorders, and cognitions that influence the ability to identify symptoms and seek appropriate help (Jorm, 2012, 2015; Jorm et al., 1997; Kelly, Jorm, & Wright, 2007), as well as competencies that improve mental health and self-management capabilities (Kutcher, Bagnall, & Wei, 2015; Kutcher, Wei, & Conioglo, 2016). Unfortunately, converging lines of evidence suggest that mental health literacy is generally poor (see Furnham & Swami, 2018). For example, lay participants have difficulty correctly identifying mental health disorders when presented in the form of case vignettes (e.g., Chen et al., 2017; Jorm et al., 2005; Swami, 2012), experience difficulty distinguishing real disorders from foils (Swami, Papanicolaou, & Furnham, 2011; Swami, Persaud, & Furnham, 2011), and often misunderstand psychiatric labels (e.g., Furnham, Daoud, & Swami, 2009; Swami & Knowles, 2014). 
	One mental health disorder that has received limited attention in mental health literacy research is postnatal (or postpartum) depression, a non-psychotic depressive disorder that occurs after the birth of a child (O’Hara & Wisner, 2014; Philpott, 2016), usually up to a year after delivery (Stuart-Parrigon & Stuart, 2014). Although prevalence estimates vary, meta-analytic work has reported an overall prevalence of maternal postnatal depression of 6 to 13% (Gaynes et al., 2005; O’Hara & Swain, 1996). Extensive evidence documents an association between postnatal depression and mother-child attachment both in the short- and long-term (e.g., Figueoredo, Costa, Pacheco, & Pais, 2009). Maternal postnatal depression also has a negative impact on child development outcomes (e.g., delayed cognitive and language problems, higher rates of behavioural problems; Murray et al., 2011; Netsi et al., 2018; Sanger, Iles, Andrew, & Ramchandani, 2015). In addition, maternal postnatal depression places a heavy burden on national economies (Bauer, Parsonage, Knapp, Iemmi, & Adelaja, 2014), but only a minority of mothers with depression are diagnosed and receive treatment (Fonseca, Gorayeb, & Canavarro, 2015; Ko, Farr, Dietz, & Robbins, 2012). 
	To date, only a handful of studies have examined mental health literacy of postnatal depression. One survey of Australian adults (N = 1201), in which participants were asked to indicate what they considered to be major health problems experienced during the postnatal period, found that depression was the most frequently cited problem (43.6% of spontaneous responses), although just over half the sample (52.0%) also viewed postnatal depression as “normal” (Highet, Gemmill, & Milgrom, 2011; see also Kingston et al., 2014). In another study, Australian adults (N = 500) were randomly assigned to one of three conditions in which they were presented with case vignettes designed to represent women who met diagnostic criteria for major depression, maternal postnatal depression with reference to attachment problems, and maternal depression with reference to positive mother-child attachment (Thorsteinsson, Loi, & Moulynox, 2014). Analyses indicated that most participants were able to correctly identify the cases as representing depression (74.0%) and postnatal depression (77.5%), respectively, although the latter identification was more common when the vignette referred to poor mother-child attachment. Finally, a study of Australian experts (i.e., midwives) found that correct identification of a vignette presenting a case of maternal postnatal depression was very high (93.9%; Hauck, Kelly, Butt, Whittaker, & Badcock, 2015).
	Although the aforementioned studies suggest that recognition of postnatal depression is relatively high among the general public, it is important to note that they have either implicitly (Highet et al., 2011) or explicitly (Kingston et al., 2014; Thorsteinsson et al., 2014) referred to maternal postnatal depression. In contrast, the emergence of a psychosocial framework for understanding the aetiology of postnatal depression (e.g., Kim & Swain, 2007; Philpott, 2016; Veskrna, 2010) highlights the possibility of new fathers experiencing depression in the postnatal period. Indeed, studies have reported prevalence estimates of between 8 and 11% for paternal postnatal depression (Cameron, Sedov, & Tomfohr-Madsen, 2016; Glasser & Lerner-Geva, 2018; Paulson & Bazemore, 2010). Paternal postnatal depression is associated with negative outcomes in fathers (e.g., increased suicide risk; Quevedo et al., 2011) and father-child bonding (Wilson & Durbin, 2010), but also has a negative impact on the well-being of the mother (e.g., increased likelihood of maternal postnatal depression; Goodman, 2004) and child (e.g., conduct disorders and hyperactivity; Ramchandani et al., 2013; Sweeney & MacBeth, 2016). 
	This makes it important to more fully understand public awareness of both maternal and paternal postnatal depression, particularly as new fathers are frequently underdiagnosed and untreated for perinatal mental health problems (Musser & Foli, 2013; Philpott & Corcoran, 2018). Indeed, there are reasons to think that non-experts may be less likely to recognise cases of paternal compared to maternal postnatal depression. First, some evidence suggests that lay individuals tend to perceive postnatal depression as being caused by gender-specific factors (e.g., pregnancy- or postpartum-induced hormonal changes, delivery complications, unsuccessful breastfeeding; Chew-Graham, Sharp, Chamberlain, Folkes, & Turner, 2009; McIntosh, 1993; Ugarriza, 2002), which in turn may mean that they also erroneously believe that fathers are immune or less susceptible to postnatal depression (Oxley, 2017). More broadly, lack of awareness of the range of psychosocial factors that contribute to postnatal depression may mean that men remain “invisible” in terms of public perceptions of depression following childbirth (Veskrna, 2010). 
	In addition, Swami (2012) has suggested that mental health literacy is shaped, in part at least, by gender role ideologies. More specifically, he highlighted evidence that hegemonic masculinity constructs men as tough, stoic, and self-reliant (e.g., Courtenay, 2000; Connell & Messerschmidt, 2005), whereas the sociocultural feminisation of women constructs them as fragile and requiring of care (Oute, Tondora, & Glasdam, 2018). In this view, perceptions of men as experiencing symptoms of mental health disorders are posited to be inconsistent with normative expectations and expressions of masculinity (Krumm, Checchia, Koesters, Killiam, & Becker, 2017; Swami, 2012). In line with this perspective, content analyses have indicated that media portrayals reinforce hegemonic masculinities with regards to men’s mental health, with men being less likely than women to be portrayed as experiencing symptoms of mental health disorders (e.g., Clarke & Miele, 2016). In addition, studies of mental health literacy suggest that male targets are less likely to be perceived as experiencing a mental health disorder, especially depression, compared to women (Gibbons, Thorsteinsson, & Loi, 2015; Swami, 2012). This gender binary may contribute to perceptions that men are less likely than women to experience postnatal depression. 
The Present Study
	As a contribution to the extant literature, the present study examined the mental health literacy of maternal and paternal postnatal depression in a sample of British adults, which was operationalised through the use of symptom recognition in case vignettes. Our first hypothesis was that there would be significant differences in participants’ ability to correctly identify the mental health disorder in the case vignettes as a function of the target gender, with maternal postnatal depression expected to be more frequently identified correctly than paternal postnatal depression. In addition, based on reports that men have poorer mental health literacy than women, including poorer ability to correctly identify case vignettes (e.g., Gibbons et al., 2015; Holzinger, Floris, Schomerus, Carta, & Angermeyer, 2012), we also predicted that women would be more likely to correctly identify cases of postnatal depression than men, irrespective of the target gender. Furthermore, we examined the impact of target and participant gender on attitudes toward cases of maternal and paternal postnatal depression (i.e., perceived distress, treatment difficult, sympathy, and likelihood of recommending the target seek help). Here, we hypothesised that participants – particularly men – would evidence more negative attitudes toward a male case of postnatal depression compared to a female case of postnatal depression. 
Method
Participants
The sample consisted of 406 British citizens (204 women, 202 men) ranging in age from 18 to 70 years (M = 39.55, SD = 11.64). The majority of participants self-reported as being of British White ethnicity (92.1%), while 4.9% self-reported as being of Asian descent, and 3.0% as being from another ethnic group. In terms of marital status, 23.2% were single, 6.2% were partnered but not cohabiting, 26.8% were partnered and cohabiting, 43.8% were married, and the remainder were of other status. In terms of educational qualifications, 38.0% had completed minimum secondary schooling, 36.0% had an undergraduate degree, 20.9% had a postgraduate degree, 0.7% were in full-time higher education, and the remainder had some other qualification. The mean number of children reported by participants was 1.16 (SD = 1.35). 
Materials
	Case vignettes. Two case vignettes of postnatal depression were created for the present study, with both vignettes being identical with the exception of the target gender (i.e., maternal or postnatal depression). The vignettes were adapted from those used in a previous study (Swami, 2012) that met the diagnostic criteria for major depression in the Diagnostic and Statistical Manual-IV-Text Revision (American Psychiatric Association, 2000). Because the Diagnostic and Statistical Manual-5 (DSM-5; American Psychiatric Association, 2013) does not recognise postnatal depression as a condition in its own right, we modified the major depression vignettes to refer to the onset of difficulties following the birth of a child in the preceding four weeks, which is consistent with DSM-5 diagnostic criteria for the perinatal-onset specifier. The final case vignettes describe individuals with symptoms of major depression following the birth of a child, without the use of clinical terminology (see Appendix for case vignettes). 
	Following presentation of the vignettes, participants were asked if they believed “anything was wrong” with the individual described (1 = yes, 2 = no). The framing of the question in this way is consistent with previous research (e.g., Thorsteinsson et al., 2014) and minimises socially desirable responding (which would presumably be increased by asking if participants believed the individual described “suffered from a mental health disorder”). If participants provided an affirmative answer, they were asked (using an open-ended question) to indicate what they believed was wrong. Following Swami (2012), responses to this item were coded using maximal response coding by two independent judges (the first author and an independent judge unaffiliated with the study and naïve to the study aims). In practise, this meant scoring responses as correct if they mentioned postnatal depression, postpartum depression, or depression, irrespective of spelling variations, the use of abbreviations (e.g., “PND”), or qualifiers (e.g., “possible postnatal depression”, “male postnatal depression”, “male version of postnatal depression”). On the other hand, we scored as incorrect responses that mentioned “baby blues”, because this is distinguished from postnatal depression (O’Hara, Schlechte, Lewis, & Wright, 1991) and is usually limited to the first week or so after delivery (O’Hara & Wisner, 2014). Inter-judge reliability was .94, indicating a high degree of agreement. In addition, participants were asked to rate, on 7-point scales taken from Swami (2012), how distressing they believed the conditions described in the vignettes were (1 = not at all distressing, 7 = extremely distressing), how difficult they believed it would be to treat the conditions (1 = not at all difficult, 7 = extremely difficult), and how sympathetic they felt toward the persons described in the vignettes (1 = not at all sympathetic, 7 = extremely sympathetic). They were also asked to indicate, assuming they were friends with the persons describe, how likely they would be to suggest that the targets seek help for their problems (1 = not at all, 7 = definitely).  
	Demographics. Participants were asked to provide their demographic details consisting of gender, age, relationship status, educational attainment, ethnicity, and number of children. 
Procedures
The project was approved by the relevant departmental ethics committee (approval number: EHS17-024). Data were collected via the Prolific Academic website, a crowdsourcing Internet marketplace that allows individuals to complete academic surveys for monetary compensation, on September 18-19, 2018. The project was advertised as a study on “understandings of health and illness” in order to mask the study hypotheses. Participation was limited to British citizens of adult age and fluent in English, so as to achieve a relatively homogeneous sample in terms of national and cultural identity. In addition, participation was limited to those who had an Academic Prolific score of ≥ 97 and Academic Prolific ID codes, along with IP addresses, were examined to ensure that no participant took the survey more than once. After providing digital informed consent, participants were randomly directed to either the vignette of female (women n = 98, men n = 105) or male target (women n = 106, men n = 97). They then completed the items based on the vignettes and demographic items. The questionnaire was anonymous and, in exchange for completion, participants were paid £1.00, which is commensurate with Academic Prolific recommendations based on questionnaire completion times. All participants received debriefing information at the end of the survey. 
Results
	To test the primary hypothesis, we first examined whether participants thought “anything was wrong” with the targets presented in the vignettes. Participants were significantly more likely to indicate that something was wrong with regards to the female target (97.0%) compared to the male target (75.9%), χ2(1) = 38.89, p < .001. Both women and men were equally likely to indicate that something was wrong with regards to the female target, χ2(1) = 2.47, p = .116, and male target, χ2(1) = 0.63, p = .428. Of those who believed there was something wrong with the female target, the most common descriptions of what was wrong were postnatal/postpartum depression or depression (92.9%) and baby blues (5.6%; stress, tiredness/exhaustion, and anxiety = 0.5% each). These responses did not vary as a function of participant gender, χ2(4) = 5.50, p = .240. Of those who believed there was something wrong with the male target, the most common responses were postnatal/postpartum depression or depression (61.0%), stress (20.8%), and tiredness/exhaustion (11.0%; baby blues = 1.9%, anxiety = 3.2%, feeling neglected = 1.9%). These responses did not vary as a function of participant gender, χ2(5) = 9.30, p = .098. Overall, our data indicated that 90.1% of participants correctly described the female target as experiencing postnatal depression or depression, whereas only 46.3% of participants correctly described the male target as experiencing postnatal depression or depression. 
	To test the hypothesis that participants would evidence more negative attitudes toward a male case of postnatal depression, we conducted a set of 2 x 2 analyses of variance (ANOVAs), with target gender and participant gender as the independent variables, and ratings of perceived distress, treatment difficulty, sympathy, and likelihood of recommending help, respectively, as the dependent variables (see Table 1 for descriptive statistics). The first ANOVA with ratings of distress indicated that there was no significant interaction, F(1, 402) = 1.26, p = .262,p2 < .01,and no main effect of participant gender, F(1, 402) = 0.01, p = .971,p2 < .01. There was, however, a significant main effect of target gender, F(1, 402) = 33.47, p < .001, p2 = .08, with the female target’s condition being rated as significantly more distressing than the male target’s condition. The second ANOVA with ratings of treatment difficult indicated no significant interaction, F(1, 402) = 0,18, p = .602, p2 < .01. There was, on the other hand, a significant main effect of target gender, F(1, 402) = 7.31, p = .007, p2 = .01 (the female target’s condition was rated as significantly more difficult to treat than the male target’s condition), and a main effect of participant gender, F(1, 402) = 15.70, p < .001, p2 = .04 (men rated the targets’ conditions as significantly more difficult to treat than women). The ANOVA with ratings of sympathy showed no significant interaction, F(1, 402) = 1.94, p = .160, p2 < .01, and no main effect of participant gender, F(1, 402) = 1.27, p = .261, p2 < .01. There was a significant main effect of target gender, F(1, 402) = 47.01, p < .001, p2 = .11, with participants expressing significantly greater sympathy for the female target. Finally, the ANOVA with likelihood of recommending the target seek help indicated no significant interaction, F(1, 402) = 0.58, p = .448, p2 < .01, and no main effect of participant gender, F(1, 402) = 0.13, p = .717, p2 < .01. There was, however, a significant main effect of target gender, F(1, 402) = 45.42, p < .001, p2 = .10, with participants being significantly more likely to recommend that the female target seek help compared to the male target. 
Discussion
	The main finding of the present study is that British participants may experience greater difficulties accurately recognising symptoms of paternal compared to maternal postnatal depression. Indeed, our findings suggest that participants were significantly more likely to indicate that something was “wrong” when the target was female and they were also significantly more likely to correctly label the condition as postnatal depression or depression when the target was female. Even when participants correctly identified a problem with the male target, they were more likely to ascribe the problem to stress and tiredness or exhaustion as compared to ascriptions made of the female target (although a minority did correctly label the condition as postnatal depression or depression). These findings suggest that our participants may have been less likely to view the difficulties faced by the male target as one of mental ill-health and more likely to emphasise factors that are common to most new parents (e.g., a lack of sleep). 
There may be a number of reasons for this gender binary, such as the stereotype that postnatal depression only or disproportionately affects women due to gender-specific factors, such as pregnancy- or postpartum-induced hormonal changes, delivery complications, or unsuccessful breastfeeding (Chew-Graham et al., 2009; McIntosh, 1993; Ugarizza, 2002). In addition, although there has been greater media attention on the mental health of fathers in the postnatal year, at least in Britain (see Kim & Swain, 2007), it is possible that public awareness of paternal postnatal depression remains at a relatively low level. Another likely explanation is based on gender role ideologies (Swami, 2012), with men being perceived as less likely than women to experience symptoms of mental health disorders. Such gendered constructions may contribute to a perception among the British public that postnatal depression is a “women’s issue” or that men, particularly men that strive toward, or who have attained, hegemonically masculine ideals are less likely to experience postnatal depression.
	Conversely, our results suggested a very high rate of accuracy in symptom recognition when the target was female. Indeed, the proportion of participants who correctly identified postnatal depression in the female target in the present study (90.1% overall) was comparably higher than that reported in an earlier study of Australian adults (77.5%; Thorsteinsson et al., 2014) and was closer to that reported in a study of Australian midwives (93.9%; Hauck et al., 2015). Of course, sampling differences mean that comparisons should be made with caution. Furthermore, it is important to bear in mind that the ability to correctly identify symptoms of postnatal depression in a vignette may not necessarily transfer to real-life situations, particularly when the “target” is the self. For example, qualitative studies have suggested that women sometimes experience difficulty recognising symptoms of postnatal depression (Abrams, Dornig, & Curran, 2009; see also Letourneau et al., 2007) or use abstract terminology to communicate their postnatal depressive symptoms (Guy, Sterling, Walker, & Harrison, 2014), which may be suggestive of poor mental health literacy. 
	We also examined attitudes toward the case vignettes. Overall, this portion of our study suggested that attitudes were significantly more negative when the target was male compared to when the target was female. More specifically, we found that participants reported significantly lower perceived distress vis-à-vis the male target’s condition, believed that the male target’s condition would be easier to treat, expressed less sympathy for the male target, and were less likely to suggest that the male target seek help. These attitudes may both stem from and compound the poorer symptom recognition discussed earlier. For example, participants may have been less likely to feel sympathy for the male target or believe that his condition would be easier to treat precisely because they were less likely to view his condition through the lens of a mental health disorder. In turn, such attitudes may translate into lower perceptions of distress caused by the condition or lower likelihood of recommending that the target seek help. 
	One important point to note is that we generally did not find significant gender differences in the present study (with the exception that men were significantly more likely than women to believe that postnatal depression is difficult to treat), which contradicts our hypothesising. Previous studies have not examined gender differences in symptom recognition of postnatal depression, but there is some evidence that men are more likely than women to view maternal postnatal depression symptoms as externally identifiable (e.g., anger, irritability; Highet et al., 2011). More broadly, there is evidence to suggest that men have poorer mental health literacy compared to women, including poorer ability to correctly identify case vignettes of depression (e.g., Gibbons et al., 2015; Holzinger et al., 2012; Swami, 2012). In contrast, the present results generally point to a lack of gender differences, which may suggest that British women and men have similar symptom recognition abilities and attitudes toward cases of postnatal depression.
	The main limitation of the present study is the use of vignettes to describe cases of postnatal depression. Although this methodology is widely-used (Wei, McGrath, Hayden, & Kutcher, 2015), there is concern that the presentation of case vignettes may have low ecological validity (Furnham & Swami, 2018). For example, in real-life situations, it is unlikely that individuals receive clear presentation of symptomatology; rather, patient narratives are likely more discursive, “messy”, and negotiated (Guy et al., 2014). One way to improve the ecological design of studies of mental health literacy would be through the use of short films presenting patient narratives of their condition or face-to-face conversations with actors. Another limitation of the present study was the recruitment of an online sample of British adults, which means that our findings are not generalisable to the wider British public or to other cultural contexts. For example, there is evidence of significant gaps in knowledge of postnatal depression in low-income sites (Nakku et al., 2016). Replicating the present work, ideally with improved vignette designs, in different cultural contexts would make for an important step forward.
	Based on the present findings, it might be suggested that, while recognition of symptoms of maternal postnatal depression is relatively good, recognition of paternal postnatal depression remains at a relatively low level. Although there is now much wider scholarly and public recognition of the burden of mental health disorders in men in the perinatal period (e.g., May & Fletcher, 2013; Wong et al., 2016), it would seem that much more can be done to promote better understanding of paternal postnatal depression in the British public. This is particularly important as many men who experience symptoms of depression in the postnatal period may not be confident about asking for help or may be missed by healthcare professionals in routine assessments of new parents (Swami, 2018). In turn, the invisibility of depressive symptoms in new fathers may force them to cope on their own, rather than seeking professional help. Fortunately, the available evidence suggests that educational programmes about maternal postnatal depression bring substantive improvements in mental health literacy (Buist et al., 2007). Similarly rigorous programmes to support new fathers and raise awareness of paternal postnatal depression are now urgently required (Rominov, Pinkington, Giallo, & Whelan, 2016; Suto, Takehara, Yamane, & Ota, 2017). 
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Table 1. Descriptive Statistics of the Impact of Target Gender and Participant Gender on Attitudes toward Postnatal Depression. 
	Item
	Female Vignette
	Male Vignette

	
	Female participants
	Male participants
	Female participants
	Male participants

	
	M (SD)
	M (SD)
	M (SD)
	M (SD)

	Distress
	6.07 (1.17)
	5.94 (1.08)
	5.39 (1.11)
	5.25 (1.37)

	Difficulty of treatment
	3.78 (1.52)
	4.34 (1.24
	3.48 (1.17)
	3.94 (1.27)

	Sympathy
	6.47 (0.83)
	6.16 (1.07)
	5.46 (1.50)
	5.49 (1.39)

	Likelihood of recommending help
	6.66 (0.76)
	6.50 (0.86)
	5.60 (1.96)
	5.66 (1.70)









Appendix
Maternal Postnatal Depression Vignette
Kate is 30 years old. She and her partner had a baby 4 weeks ago. Since then, she has been feeling really down. She has not enjoyed things the way she normally would. In fact, nothing gives her pleasure. Even when good things happen, they don't seem to make Kate happy. She has to force herself to get through the day, and even the smallest things seem hard to do. She finds it hard to concentrate on anything and has no energy at all. Even though Kate feels tired at night, she still can’t sleep, and wakes up too early in the morning. Kate feels worthless and feels like giving up. Her family has noticed that she hasn’t been herself since the baby was born. She doesn’t feel like talking and isn’t taking part in things like she used to.
Paternal Postnatal Depression Vignette
Adam is 30 years old. He and his partner had a baby 4 weeks ago. Since then, he has been feeling really down. He has not enjoyed things the way he normally would. In fact, nothing gives him pleasure. Even when good things happen, they don't seem to make Adam happy. He has to force himself to get through the day, and even the smallest things seem hard to do. He finds it hard to concentrate on anything and has no energy at all. Even though Adam feels tired at night, he still can’t sleep, and wakes up too early in the morning. Adam feels worthless and feels like giving up. His family has noticed that he hasn’t been himself since the baby was born. He doesn’t feel like talking and isn’t taking part in things like he used to.


