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Abstract
A history of child maltreatment (CM) can lead to poorer perinatal mental health and early parenting outcomes. New fathers
who experienced CM may have unique needs that could be addressed with trauma-specific fatherhood programs. This se-
quential mixed-methods study compares the intervention desires of fathers with and without a history of CM, explores trauma-
specific considerations for intervention development, and identifies barriers to participating in perinatal fatherhood programs.
We surveyed 371 first-time fathers of young children (birth - 30 months) online. One third (33%, n = 123) had a history of CM,
and we interviewed 15 of them. Participants desired basic parenting skills programs with optional trauma-specific add-ons.
Trauma-specific topics included managing relationships, sleep, and emotions like low mood, anger, or irritability. Many lacked
positive fathering role models and sought connections with other fathers who had experienced CM. Trauma-specific perinatal
interventions could support fathers with a history of CM in interrupting the intergenerational transmission of trauma.
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Background

Long-term Impact of CM

Child maltreatment (CM) causes chronic stress that can dis-
rupt the development of the brain, nervous system and im-
mune system. Later in life, those who experienced CM are at
higher risk for mental and behavioral health challenges in-
cluding posttraumatic stress disorder (PTSD), substance use
disorders, and depressive disorders (Centers for Disease
Control and Prevention [CDC], 2024b). Chronic life
stressors including financial stress, racism, and community
violence can also compound the impact of CM for individuals
from minoritized socioeconomic groups, potentially wors-
ening the burden of trauma sequelae over time (Bernard et al.,
2021).

Impact of Trauma on Fathers with a History of CM

Trauma-related mental health challenges (e.g. PTSD, de-
pression, and other complex sequelae) can make sensitive
parenting more challenging. For new fathers, a history of CM
is associated with less secure attachment to their child, lower
parenting confidence (Berthelot, Lemieux, et al., 2020), and

higher levels of parenting stress (Granner et al., 2023). Par-
enting stress refers to a set of adverse reactions when a person
adapts to the demands of parenthood, including parental
distress, parent-child dysfunctional interaction, and perceived
difficulty of the child (Abidin, 2012). A history of CM can
lead to an increased risk of fathers’ own children experiencing
CM (Berlin et al., 2011; McKenzie et al., 2021), likely related
to mental health challenges (e.g. PTSD or MDD), complex or
relational trauma sequelae, and higher parenting stress. Thus,
trauma can be passed from one generation to the next in
intergenerational patterns.
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Addressing Fathers’ Own Trauma to Prevent CM

Preventing CM and other Adverse Childhood Experiences
(ACEs) by promoting Safe, Stable, and Nurturing parent-child
relationships is a priority for the Centers for Disease Control
and Prevention (CDC, 2024b). They propose five strategies
for programs to prevent CM, including teaching parenting
skills and family relationship approaches. However, these
strategies to prevent CM are not targeted to address parent’s
own experiences of trauma. Because having a history of CM
can increase individuals’ risk of perpetrating violence (CDC,
2024a), targeted trauma-specific interventions may help
prevent CM by addressing any long-term behavioral health
sequelae. An estimated one in four people have a history of
CM (CDC, 2024b); trauma-specific parenting interventions
may be an opportunity to promote health at the population
level.

The Perinatal Period: An Opportunity for
Trauma-Specific Intervention

The perinatal period is an ideal time to intervene with both
mothers and fathers who experienced CM for several reasons.
First, if parents can be identified and supported during their
transition to parenthood—before CM can occur for their
children—intergenerational transmission of CM could be
interrupted. Second, when individuals who experienced CM
become parents themselves, there is a sudden increase in the
number and variety of environmental triggers surrounding
childhood. For example, a father might feel intense frustration
when his infant cries unconsolably, which could evoke
memories of his own experiences of CM when his parent felt
similar frustration or rage. Frustration with his crying baby
could also trigger intense feelings of shame and helplessness,
similar to how he felt as a child in an abusive context. In the
postpartum context of reduced sleep and sudden changes in
social relationships, triggers can lead to worsening symptoms
of PTSD related to fathers’ own experiences of CM (Price-
Robertson, 2012), and a greater need for support. Third,
perinatal interventions may be especially effective because the
major life transition provides an increased openness to change
for many new parents (Lindstedt et al., 2021). Lastly, child-
bearing people are often closely connected to the healthcare
system, which could provide an opportunity to engage fathers
alongside mothers. However, the scarcity of programs specific
to fathers makes it more difficult to engage them in perinatal
and pediatric spaces (Lee et al., 2018).

Challenges in Engaging Fathers

Fatherhood programs often struggle to engage men
(Stahlschmidt et al., 2013), partly due to fathers’ lack of
awareness of father-specific programs (Lee et al., 2011). Many
fathers are employed full-time and report they do not have
time for a parenting program (Wade et al., 2023). They

emphasized that convenience of program’s timing is crucial
for their participation. Additionally, many fathers believe they
do not need outside help and prefer to rely on online searches
for information (Wade et al., 2023). Fathers may also perceive
that perinatal programs are—and should be—designed for
mothers, and strive to take a strong, supportive, and protective
role (Darwin et al., 2017; Stahlschmidt et al., 2013). Fur-
thermore, many men experience stigma around seeking help,
fearing it undermines their masculinity or would be seen as a
failure (Stahlschmidt et al., 2013).

Masculinity and Stigma

Experiences of CM and challenges with mental health are
particularly stigmatized for men, and openly discussing these
topics conflicts with some fathers’ view of masculinity
(Chamberlin, 2012; Darwin et al., 2017). Furthermore, avoid-
ance of reminders of trauma is a diagnostic criterion of PTSD
(Blevins et al., 2015). Thus, both avoidance symptoms and
stigma in the context of traditional norms of masculinity add to
the challenge of engaging fathers who experienced CM in
programs specific to trauma or mental health. Therefore, when
conceptualizing trauma-specific programs for fathers, it is
crucial to engage fathers who experienced CM early on in in-
tervention design to increase the likelihood that others will want
to engage in the future (Bellg et al., 2004; Israel et al., 2019).

Fathers’ Parenting Intervention Desires

For father-inclusive parenting interventions that are not spe-
cific to trauma, previous studies report that many fathers are
interested in learning about how to have a positive relationship
with their child (Sicouri et al., 2018). Specifically, they may
wish to learn how to understand their child’s emotions and
manage their child’s behavior and technology use. They may
also desire father-specific content, such as understanding their
role as a father and its importance in child development, self-
care as a father, and managing (as well as normalizing) their
emotions, including anger (Sicouri et al., 2018). Lastly, fathers
may be interested in learning practical decision-making
strategies and positive co-parenting or improving their rela-
tionship with their partner. These topics are likely relevant to
fathers who have a history of CM, but they may have addi-
tional trauma-specific needs.

Trauma-specific Perinatal Interventions and Gaps

Several trauma-specific interventions have been developed for
mothers who experienced CM, which show promising results.
For example, Survivor Moms’ Companion (SMC) is a psy-
choeducation and social support program that teaches skills
for managing PTSD symptoms and triggers, emotion regu-
lation, and interpersonal connecting (Seng et al., 2011;
Sperlich & Kabilamany, 2022). Seeking Safety is a cognitive
behavioral intervention designed to treat co-occurring trauma,
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PTSD, and substance use disorders (Salvador et al., 2020). A
literature search revealed no perinatal interventions specific to
fathers who experienced CM (Berthelot, Garon-Bissonnette
et al., 2020; Stephenson et al., 2018), due in part to the
significant barriers to recruiting and engaging fathers. Ef-
fective interventions for fathers likely need to target different
factors than interventions for mothers (Dayton et al., 2019).

Study Purpose and Aims

It is not known what fathers who experienced CMwould want
in a perinatal intervention. The purpose of this study is to
examine unmet perinatal needs of fathers who have a history
of CM and their intervention desires (i.e. content and format).
First, we aim to compare the intervention desires of fathers
who have a history of CM and those who do not. Second, we
aim to explore trauma-specific considerations for intervention
development, and explore barriers that fathers identify to
participating in perinatal fatherhood programs. Answering
these questions is a first step in creating interventions to meet
the needs of fathers who experienced CM and support them in
interrupting intergenerational transmission of CM.

Methods

Study Design

This study used a sequential mixed methods design, with an
anonymous internet survey of new fathers leading to purposive
sampling of fathers who had a history of CM for individual
interviews over online audio calls. The University of Michigan
Health and Behavioral Sciences Institutional Review Board
determined this study to be exempt from their oversight.

Sample

We recruited a convenience sample of 371 fathers whose first
child was under 30 months old on Prolific, a web-based platform
that connects survey researchers with eligible participants
(Prolific, 2024). Prolific contains tens of thousands of research
participants who participate in studies through the platform for
fair hourly compensation. The internet was our chosen setting for
this project to increase anonymity due to the stigma surrounding
CM and mental health challenges, especially for men
(Chamberlin, 2012). The survey allowed us to recruit an ade-
quately powered sample to compare responses of fathers who
experienced CMwith those who did not. However, we expanded
initial inclusion criteria of first-time fathers of children under
24 months, to under 30 months, to allow for a larger sample size.

For individual interviews, we purposively sampled a subset
of 15 survey participants who experienced CM from the pool
of survey respondents. At the end of the survey, we asked
participants who endorsed CM if they would be interested in
participating in a qualitative interview. From those who said
yes, we used purposive sampling with a sampling frame

(Table 1) to invite fathers diverse by probable PTSD andMDD
diagnoses, level of parenting stress, and self-identified race or
ethnicity (Table 4), all assessed during the survey. Figure 1
displays the mixed-methods study recruitment flowchart.
Survey respondents were paid approximately $9 per hour
(average survey duration: 38 minutes). Qualitative interview
participants were offered an additional $20 for completing the
interview (average interview duration: 53 minutes).

Data Collection

Survey. The survey component assessed CM exposure using the
ACEs questionnaire (Felitti et al., 1998;Murphy et al., 2014).We
considered fathers who endorsed any of the first five ACEs
assessing physical, emotional, or sexual abuse and physical or
emotional neglect to have a history of CM. The survey also
contained 11 study-specific items about perinatal program desires
in terms of content and format. These items were investigator-
generated based on elements of behavioral interventions found in
the literature (e.g., type of interventionist, group or individual,
mode of delivery, etc.). We report all available data for each item,
including the sample size to reflect missingess. To inform our
qualitative sampling frame, the survey included validated, gold-
standard clinical assessment tools to assess PTSD (PTSD
Checklist for DSM-5 [PCL-5], internal consistency reliability
Cronbach’s α = .95), Major Depressive Disorder (Patient Health
Questionnaire [PHQ-9], α = .92), and parenting stress (Parenting
Stress Index-Short Form [PSI-SF]; α = .91). Survey measure-
ment is described in more detail elsewhere (Granner et al., 2023).

In-Depth Interviews. After the survey, we conducted in-depth
individual interviews with 15 first-time fathers who had a
history of CM. A third of survey participants (n = 123) were
asked if interested in participating in an individual interview
because they experienced at least one form of CM. Of those,
83 indicated interest on the survey, 42 responded to the in-
vitation on Prolific, and 15 completed the interview (Figure 1).
After consenting, interview participants were sent a Zoom link
via Prolific, and asked to turn off their camera and change their
name to a pseudonym before joining.

Interviews were semi-structured, following an interview
guide based in narrative storytelling methodology. The inter-
view guide was modeled after a similar study interviewing
mothers who had a history of trauma conducted by the senior
author (Seng et al., 2002). First, we asked participants if and
how they saw their childhood experiences affecting them as
they became a father. Then, we asked about any unmet needs
that they have had at any point in their early parenting journeys,
and what could have helped meet those needs. Lastly, we asked
about what they thought an ideal program for fathers who had
experienced CMor childhood traumawould look like, andwhat
barriers they would anticipate to participating. The interviewer
included additional probes on an individual basis. All inter-
views were conducted by the first author, and were audio
recorded and professionally transcribed.
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Table 1. Qualitative Sampling Frame (n = 15).

Note. Participants are listed as Pseudonym (Self-identified race and/or ethnicity).
aPerson of Color.

Figure 1. Mixed methods recruitment flowchart of fathers with children under 30 months old.
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Data Analysis

Survey. We used descriptive statistics (frequencies and Chi-
Squared tests) to examine survey responses for any significant
differences between the preferences of fathers with and
without a CM history (Table 2; Table 3). Responses from
fathers without a CM history may meaningfully inform on-
going attempts to make universal programming more

acceptable and increase uptake. We conducted all statistical
analyses using Stata 17 (StataCorp, 2021).

In-Depth Interviews. We analyzed interview transcripts with a
content analysis. The qualitative coding team included three
analysts—two line-by-line coders (a PhD candidate in nursing
science and a family practice resident physician), and a su-
pervising auditor (a content expert with over 30 years of

Table 2. New Fathers’ Desired Intervention Format by Child Maltreatment (CM) Status.

No CM (n = 110) CM+ (n = 78) Total (n = 188)*

% % %

Who should run the program? (Select all that apply)
More experienced dad 80.9 69.2 76.1
Nurse 53.6 33.3** 45.2
Social worker 42.7 41.0 42.0
Community health worker 30.9 38.5 34.0
Home visitor/health visitor 20.0 18.0 19.2
Other 0.9 11.5** 5.3
‘Other’ responses included therapist, psychiatrist/psychologist, minister, a dad who had outlived trauma and its effects, and group-led

What gender of person should run the program? (Select all that apply)
Doesn’t matter 60 46.2 54.3
Man 30.9 44.9 36.7
Woman 8.2 9.0 8.5

Who would you like to do the program with? (Select all that apply)
With a group of other dads 80.0 65.4** 73.9
Sometimes with the baby’s mom, sometime not 40.9 43.6 42
One-on-one with a ‘tutor’ 37.3 41.0 38.8
With the baby’s mom 40.0 35.9 38.3

How would you like to participate in a program? (Select all that apply)
In person 83.6 82.1 83.0
Online 50.9 59.0 54.3
Watching videos 35.5 32.1 34.0
Video calls 30.0 32.1 30.9
Using a workbook 8.2 7.7 8.0
On the phone 5.5 5.1 5.3

When would you have liked to do a program? (Select all that apply)
Both during pregnancy and after the birth 63.6 73.1 67.6
During pregnancy 34.6 29.5 32.5
After the birth 20.9 19.2 20.2
Either during pregnancy or after the birth 12.7 21.8 16.5

How many meetings would you want to participate in?
1-5 32.7 29.5 31.4
6-10 46.4 43.6 45.2
11-15 13.6 18.0 15.4
16-20 7.3 9.0 8.0

How often would you like meetings to be?
Twice a week 10.0 14.1 11.7
Weekly 53.6 50.0 52.1
Monthly 28.2 28.2 28.2
Quarterly 4.6 3.9 4.3

Note. Some ‘other’ responses were not depicted due to small cell sizes.
*Questions were only asked to participants who responded “yes” or “maybe” interested in participating in a program for fathers who experienced CM.
**Chi2 p < .05; significantly different than fathers without a history of CM.
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qualitative research experience). Independently, the coders
extracted statements related to the a priori selected topics of
intervention content and format (Morgan, 1993).We based our
initial coding scheme on the quantitative survey items related
to intervention content and format. Each coder created ad-
ditional codes as necessary when themes raised in the inter-
views did not map onto the a priori conceptual framework.
The coders organized the codes into themes and subthemes,
and selected exemplar quotes to illuminate each theme. Then
they met to compare their coding choices, selections of quotes,
and the structures and names of added themes and subthemes.
The analysts used a negotiated coding approach, and easily
resolved all discrepancies through discussion, returning to the
transcripts, and consulting the senior qualitative expert. After
the two coders reached consensus, they drafted a report of the
results, illuminated by exemplar quotes. The senior qualitative

content expert then reviewed and audited the report, com-
paring it to the raw interview transcripts and iteratively giving
feedback to verify faithfulness to the utterances of partici-
pants. We conducted qualitative analyses using NVivo 13
(Lumivero, 2020).

Results

Participant Characteristics

About half of survey participants (total n = 371) were from the
US (47.1%) and half were from the UK (52.9%). Annual
household income of the survey participants (USD) was 4.8%
reporting less than $19,000, 34.4% between $20,000-$49,999,
27.9% between $50,000-$79,999, 25.1% between $80,000-
$149,999, and 32.5% more than $80,000 per year. Most

Table 3. New Fathers’ Barriers to Program Participation by Child Maltreatment (CM) Status.

What practical barriers would stop you from participating? (Select all that apply)

No CM (n = 232) CM+ (n = 117) Total (n = 349)*

% % %

Not enough time 60.3 72.7 64.5
I just wouldn’t want to 39.7 34.2 37.8
No transportation 16.0 21.4 17.8
No childcare 5.6 11.1 7.5
Other (see below) 10.3 6.0 8.9
Other practical barriers—exemplar responses

I haven’t been a victim of serious trauma and wouldn’t think this would be useful I feel my mental health is in a manageable state on my
own

Ability to take paid time off work Embarrassment
Work hour conflict COVID-19
Money/too expensive Being busy with child
Custody If baby’s mom didn’t want to

What emotional barriers would stop you from participating? (Select all that apply) No CM (n = 216) CM+ (n = 112) Total (n = 328)*

% % %

I don’t want to talk about emotions 30.6 43.8 35.1
I don’t need help managing mental health 40.3 23.2** 34.5
I don’t want to talk about trauma 28.2 44.6 33.8
I feel like I shouldn’t need help with mental health 19.4 19.6 19.5
I feel like I shouldn’t need help with parenting 14.8 15.2 14.9
I don’t need help with parenting 7.9 9.8 8.5
Other (see below) 13.0 13.4 13.1

Other emotional barriers—exemplar responses
Didn’t think of it as trauma General embarrassment
Too tired after work Feel there’s worse off than me
No trauma that really still affects me Not good at sharing feelings
I am quite an anxious person and avoid rather than face things head on Okay with talking about trauma depending on the

environment and how it is done
I struggle to meet new people outside of a setting I feel comfortable I have a hard time opening up to people, especially

people I don’t know

Note. Some ‘other’ responses were not depicted due to small cell sizes.
*Questions were only asked to participants who responded “yes” or “maybe” interested in participating in a program for fathers who experienced CM.
**Chi2 p < .05; significantly different than fathers without a history of CM.
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identified asWhite (82.9%), followed by Black (6.3%), Mixed
(5%), Asian (4.4%) and Other (1.4%). Age ranged from 19-
53 with a mean of 31.4 (SD = 5.59). Two thirds of participants
(66.9%) did not endorse any forms of CM, 15.4% endorsed
one form, 11.6% endorsed two, and 6.3% endorsed three or
more. Most participants were living with, and in a relationship
with their baby’s mother (96.9% and 93.2% respectively).
Over two thirds (71.6%) of fathers reported that the pregnancy
was intended, meaning both wanted and timed as desired.

Interview participants (n = 15) endorsed an average of
2.1 types of CM and had an average total ACE score of 3.1. They
were diverse by probable diagnoses of PTSD andMDD, level of
parenting stress, and self-identified race or ethnicity (Table 1).
Table 4 displays characteristics of interview participants (n = 15),
including types of CM experienced and child age.

Survey Responses

When asked if interested in participating in a program for
fathers who experienced childhood trauma, 22.3% of fathers
who experienced CM responded yes, 42.2% said maybe, and
35.5% said no. Fathers with and without a history of CM
expressed similar interests in topics related to parenting in
general and the life transition to fatherhood. These included
parenting skills (80.8% of the total sample indicated interest),
learning about child development (80.3%), managing

challenging child behaviors (67.2%), planning activities with
your child (63.3%), nurturing parenting behaviors (61.4%),
responding when your child gets sick or injured (61.4%),
increasing financial security (58.6%), making your home
environment safe (48.1%), and improving family relationships
(41.9%). Some fathers who had a history of CM also desired
trauma-specific parenting topics, which are displayed in
Figure 2.

Fathers’ preferences of intervention format were similar for
fathers who experienced CM and those who did not (Table 2).
Most fathers with a history of CM preferred a program to be
facilitated by a more experienced dad (69.2%) followed by a
professional such as a therapist, nurse, social worker, or
community health worker. For the item about who should
facilitate a program, a significantly greater proportion of fa-
thers who experienced CM wrote in their own response
(11.5%), than fathers without a CM history (0.9%; p < .001).
Many wrote in ‘therapist’ or ‘qualified professional,’ which
was not included as a multiple-choice option. Significantly
fewer fathers who experienced CM wanted a program with a
group of other dads (65.4%) compared with fathers who did
not experience CM (80.0%; p = .025). More than half (59.0%)
of fathers who experienced CM also said that they would be
interested in an online program. Most participants said they
would prefer a weekly program that met a total of 6–10 times,
both during pregnancy and after the birth (Table 2). The most

Table 4. Qualitative interview participant Characteristics (n = 15).

Participant
pseudonym

Age
(yrs)

Baby age
(mo) Race/ethnicity

CM types
experienced

ACE score
(1–10)a

Probable PTSD
diagnosisb Depressionc

Parenting
stressd

John 27 21 White VA, PA, EN 6 Subthreshold Mild Moderate
Vincent 36 18 Cambodian/

Chinese
VA, SA, EN, PN 5 Yes Mod. Severe High

Steve 33 7 American Asian VA, EN, PN 5 Subthreshold Mild High
Jose 31 6 Latino VA, EN 5 Subthreshold Minimal Moderate
Jake 28 2 White PA, EN 5 No Mild High
Henry 31 0 Latino &

Hispanic
VA, PA, PN 4 No Mild High

Trevor 34 10 White VA, PA 3 Yes Severe Moderate
Ben 34 24 White VA, EN 3 Yes Mod. Severe Moderate
Miles 29 10 White VA 3 No Minimal Low
Samuel 30 3 Hispanic SA, EN 2 Yes Minimal Low
Alan 23 18 White PA, EN 2 Subthreshold Mod. Severe Moderate
Ethan 29 21 White VA 1 No Mild Low
Chris 36 19 Turkish/White VA 1 Yes Mild Moderate
Josh 30 23 White EN 1 Yes Moderate Moderate
Jason 29 9 White EN 1 Yes Mod. Severe Moderate

aTotal ACE score count includes VA, PA, SA, EN, PN, parental separation, intimate partner violence, substance abuse, mental illness, or incarceration of a
household member.
bScore on PCL-5 <21 = no PTSD, 21-31 = subthreshold, and >31 = PTSD.
cScore on PHQ-8 between 1-4 = minimal depression, 5-9 mild depression, 10-14 moderate depression, 15-19 = moderately severe depression, and 20-27 =
severe depression.
dScore on PSI <50th percentile = low, 50th-80th percentile = moderate, >80-0th percentile = high. Percentiles are calculated based on the quantitative survey
sample (n = 353).
CM = child maltreatment; ACE = Adverse Childhood Maltreatment; VA = verbal abuse; PA = physical abuse; SA = sexual abuse; EN = emotional neglect; PN =
physical neglect.
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frequently endorsed barriers to participation for fathers with a
history of CM (Table 3) were not having enough time (72.7%),
not wanting to talk about trauma (44.6%), and not wanting to
talk about emotions (43.8%). Significantly fewer fathers who
experienced CM said, “I don’t need help managing mental
health” (23.2%), compared with fathers who did not experi-
ence CM (40.3%; p < .001).

Individual Interviews

Fathers described their desires in terms of intervention con-
tent, intervention format, trauma-specific considerations for
programs specific to fathers who experienced CM, and bar-
riers to participation.

Intervention Content. Participants shared intervention content
preferences in fourmain themes, 1)Managing emotions andmental
health, 2) Relationships, 3) Parenting, and 4) General life needs.

Managing Emotions and Mental Health. Fathers described
that managing strong emotions was a challenge for them,
especially with the presence of many triggers during early
parenting. One father said,

It’s really scary to me just how frustrated I’ll get… last night I was
just very angry. Now I understand why they tell you to not shake
the baby…. You’ve lived so much life before now, and you’ve
overcome so much. Why are you so angry at a baby? It’s like,
what’s wrong with me? How can a child this small bring me to my

breaking point every day? … I’m ashamed and disappointed.
Every time, it’s like it’s the first time. (Henry)

Other fathers also described the challenge of managing
triggers that set off emotional reactions. The baby crying
was a common trigger for strong emotions, and anger or
irritability was the most common reaction described. For
instance,

There was one time where I did end up yelling at my daughter…
‘Why wouldn’t you just be quiet?’ She got startled and then
started crying and then it was just like, ‘All right. That’s exactly
what I don’t want to be doing. That’s great. Good job. Gold star.’ I
think that’s an important thing to address for any fathers. If you do
makemistakes, own up to it. Be better. What can you do to prevent
it, what are some coping mechanisms, things like that. (Alan)

Another father also said that he would appreciate if a
program included content that would help fathers learn to cope
with strong emotions and recentering when feeling frustrated.

I would just say maybe practice something to help your patience,
go ahead and have routines of breathing techniques, or meditation,
or going for runs or jogs, or something that you can do, as corny as
it sounds, to recenter yourself or just take a pause in case you are
feeling really frustrated with the kid. (Trevor)

In addition to managing strong emotions in specific mo-
ments, some fathers said that low mood could be challenging.

Figure 2. Percentage of fathers with a history of child maltreatment (CM) interested in trauma-specific intervention topics (n = 115).
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Some worried about not being present enough for their child
due to their low mood. One father described this tension,

I do get depressed…but when you’re around a one-year-old, two-
year-old, three-year-old, you need to be strong enough to show
him that you’re his hero, you’re there for him, you’ll always be
there for him. (Alan)

Several fathers reported the use of substances to cope, and
said substance use would be important to assess and address in
a program. One father, who had participated in therapy and
substance use treatment for nine years, reflected on the pos-
sible effects of substance misuse.

I had to learn how to care about myself and just really understand
like, “Why am I doing this?What is the root of all of this? Why do
I feel the need to have things in excess? Why do I have the need to
drink myself into a blackout or get so high that I spend all my
money? I can remember when I was younger, I would say that I’m
escaping. I craved the escape. But like, with a baby, you can’t
escape. The baby’s here now. If you escape, he escapes too. (Jose)

Another experience that several fathers described was
feelings of stress and anxiety about the baby during early
parenting, especially regarding the wellbeing of their child.

I do think there’s a lot of mental health triggers, specifically with
stress and even anxiety. It’s like, “Oh, my gosh, is the baby going
to be okay?” I can see that with my wife sometimes when you’re
always thinking about the baby, and so you’re ruminating and
you’re almost catastrophizing. (Jose)

Many of the participants emphasized the importance of
learning to care for and improve themselves while learning to
care for their child. One father shared,

My childhood experiences serve as a reminder of how I need to
find a balance betweenmy own life and also the life that I have as a
father. Myself the individual, and myself as the father, because I
have to be able to do both. I have to be able to find a balance of
taking care of them both equally, so I can provide for him. At the
same time, I can be there for him and make time for him which I
feel is the main priority. (Samuel)

Overall, many of the participants portrayed a desire to
improve themselves during the perinatal period in order to be
better fathers. Many did not want to pass on their mental
health problems to their children, but did not always know
how to act on their desire to improve. One father hoped that a
program could help with this:

Hopefully a part of the program is, if you do want to be a better
father, you also have to work on yourself. If you’re not working on
yourself and your issues, they’re probably going to ultimately
bubble up and your kid’s going to experience them…I would

think that if those aren’t addressed, it just becomes a self-
perpetuating cycle. (Trevor)

Relationships. Many participants said that relationships
were one of their greatest challenges, and that a program for
fathers who have a history of trauma should address rela-
tionships with the baby, their partner or coparent, and their
own parents. Nearly every participant emphasized the im-
portance of their coparenting relationship and wanted to
support the baby’s mother as much as possible. Some wanted
tangible advice on how to help the mother breastfeed or to help
with sleep for her and the baby. Other participants emphasized
joint parenting decision-making and navigating family dy-
namics with their new baby. For example,

I could have used a little better direction for what’s going to be
happening after the birth as far as the family life that the two of us
are trying to build…You’re talking about relationship with the child
and there are definitely lots of things that have to be worked on
together. It’s not an individual experience at that point anymore. I
feel that…mother-father learning how to do it together is an im-
portant part. That’s probably the route I would prefer to take. (John)

Several participants described wanting to connect more to
those around them, especially their partner and their child.
However, some found creating secure connections difficult
because of their childhood trauma, and did not knowwhat they
could do to improve. For example,

Thinking on it, I’m realizing I didn’t feel the amount of love and
affection and care from my father, that I feel I wanted or I feel
could have bettered me. I just want to be able to show my son that
…but I didn’t do everything properly to be able to put myself in
that position. It’s like, well, this makes sense that I would want
this, but my actions didn’t add up with how my mental state tells
me I want things to happen. It’s still a little confusing, what did I
do wrong? Where does it come from? How can I fix these
problems in order to show the people around me, that I care about
them, that I love them, that I want the best for them, that I’m here
to support them? Things that I feel I should have been shown a
little more. I still don’t have the specific answer of what I can do
differently throughout my daily life. (John)

A common theme fathers shared was wanting to avoid
making the mistakes their parents made raising them. One
father shared his journey striving to be different from his own
father.

My default is to act like my dad, and that’s what makes it hard
because every day it resets and every day you have to… go back
and realign to not to be like that. It’s like when you wake up in the
morning, your back, “Oh, I got to get it realigned,” because in the
middle of night it went back to how it was before. But every day
gets easier… you get used to doing it. It’s like a routine in the
morning. (Jose)
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Some fathers described the dilemma of how to manage the
relationship between their child and their own parents, who they
may not see as safe. Several fathers decided to reduce contact
with their parents to almost nothing. Others allowed their
parents to interact freely and watch the child. Some felt their
parent had improved since raising them, while others did not see
restricting the grandparent relationship as a viable choice. One
father described trying to maintain a relationship, saying,

My parents do still love him and everything. We’re not sure. We
haven’t decided as far as when he gets a little older if we’ll let
them really watch him toomuch by themselves…Wewant them to
be involved and see him and everything still. For now, at least, in
more of a supervised setting. (Jake)

Several fathers shared that bonding with their baby was
difficult, made even harder by strong negative emotions in
response to the baby crying.

I understand that he’s got discomfort, and you’re trying to alle-
viate that discomfort, but they don’t know. You’re trying not to
hold it against the baby. They’re babies and you’re an adult and
you know this… Those [survey] questions were like, “Do you feel
warmth and love towards your child?” It’s like, “Not a lot of
times.” And I feel bad, it’s not fair. (Henry)

Parenting. Many fathers wanted a program that helped
with parenting. Nearly all participants felt it would have
been useful to learn about parenting basics before the
child was born, including feeding, changing diapers,
holding the baby, putting the baby to bed, baby’s schedule
for sleeping and eating, soothing, car seat safety, and home
safety.

Other participants said they could use help learning to be
more nurturing with their child. One father said,

When I see kids, I almost freeze because I hear the kid talk,
you’re like, “Oh, hey.” You’re trying to talk to them very sweet
and very kind, like baby talk, and I never do that. I still don’t do
that. (Jose)

Managing challenging child behaviors was another topic
fathers wanted to learn more about. One father, along with his
wife and child, was living with his own parents who perpe-
trated CM when he was a child. He wondered if it was ok to
spank his child, and what alternatives there are to manage
tantrums or other challenging behaviors.

Honestly, the whole topic of spanking your kids. Is it really
acceptable, or is there a limit to when you should spank the child?
Because that’s also something that’s also come up a lot… How
about getting the child to actually listen or sit down to eat because
that’s also been a problem too. Sometimes, we just raise our voices
at her, and we always end up feeling guilty afterwards that we
raised our voice at the baby. (Vincent)

Another desired program topic was child development, in
terms of developmental milestones, how to enrich one’s child,
and how to play with kids of various ages.

General Life Needs. When asked what would be helpful in a
perinatal program, many participants said they could use help
learning to budget time and money. One participant said that
guidance on balancing their partner relationship, job, child,
and the rest of their life would be the most useful perinatal
program topic for him.

Intervention Format. When asked who should run a perinatal
program for fathers who experienced CM, some dads wanted a
more experienced dad to lead the group, and others wanted a
trained professional such as a social worker or a therapist.
Most participants wanted to meet with a group of other fathers
who experienced trauma. One father said, “Just thinking that
there’s others like me as well helps in itself. Maybe just a safe
meeting space together, I feel like would be beneficial for a lot
of people.” (Steve). However, other fathers preferred doing a
program with their partner or coparent.

Opinions varied greatly between participants about mode
of intervention delivery. One father said, “I would definitely
like to meet up with someone, whether it’s online or in per-
son…. It doesn’t even have to be face to face… Even being an
introvert it would be important for me.” (Jason). However,
another participant said, “It could be interactive… but as far as
actual interaction with a different person, I don’t think guys
would buy into that” (Chris). Several participants considered
various options throughout the interview, and in the end
decided that it would be best to have options. For example, “I
like the idea of being able to have the individual [program]
online but then have an option to meet up (John). Another
father also said that online would be more feasible for him, and
he would like some synchronous and some asynchronous
components, to facilitate both connection with others and
schedule feasibility

Although several participants were enthusiastic about the
opportunity to meet up in person, some also saw the ano-
nymity of the internet as attractive for discussing stigmatized
topics. For example, one father shared “I think the anonymous
option would be better because I think it breaks down the
barriers so people feel less ashamed or nervous about talking
about those things” (Miles). All interview participants who
were interested in a program would have wanted it to start
during pregnancy, and most wanted it to continue into the
postpartum period.

Trauma-specific Considerations for Programs Specific to Fathers
who Experienced CM. Some fathers preferred a program
specific to fathers who experienced CM, although they said
there would certainly be overlap between that and a regular
parenting program. One participant said he would prefer a
program for fathers with difficult childhoods over a general
parenting program for the same reason that he would choose to
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learn French cooking from a highly rated chef as opposed to
learning from the Pizza Hut guy. (Steve). He said that a
trauma-specific program would be more authentic.

Another participant thought that although a program should
pay attention to trauma, it would be better not to have separate
programs for Fathers who experienced CM. He worried that
fathers who experienced CM would feel ostracized and more
stigmatized if separated from other fathers. He also said,

I think the basics are universal. Just be a good person, be loving,
be caring, be understanding, be patient…. Regardless of your
level of trauma, you’re still this person who is the most important
person to someone in the world… You may be the least important
person to yourself, but trying to understand that you’re worthy of
being that most important person to that child. (Trevor)

Many participants shared that a key part of a program
should be the chance to connect with other dads who expe-
rienced trauma.One father said, “I feel like the trauma has left
me scarred socially, so I’d like social aspects, and having
discussions about how to deal with trauma is also important.”
(Alan). Another theme was the desire to meet others with
similar experiences because they understand what I’m going
through. One participant said “Just thinking that there’s others
like me helps in itself. Maybe just a safe meeting space to-
gether would be beneficial for a lot of people.” (Jake).

Another reason fathers emphasized a group format, or the
program being led by a more experienced dad, was to have
fathering role models. Nearly all participants said that they
could not think of a single role model who showed them what
it looks like to be a good father. One father said, “Very few
people I knew growing up had their dad in their life and if they
did, it wasn’t a good example of a dad.” (Miles). However,
other participants advocated for anonymity over the benefits of
a group setting to make it easier to talk about stigmatized
topics.

Barriers to Participation. Fathers shared a number of barriers
that would impede their participation. Several shared that
although ideally, they would prefer an in-person program, they
might not have time to participate unless it was online. Some
participants initially said that they would not be interested in a
program but changed their minds when the interviewer sug-
gested that it could take place online. One father said that he
probably wouldn’t participate because he is a combination of
lazy and busy.

Another barrier was not wanting to talk about trauma. For
example, “[Guys] don’t want to talk about things or ac-
knowledge that they happen.” (Jake). Several participants said
that they themselves did not mind talking about emotions, but
thought that most men would not want to. However, another
participant expressed significant frustration that people as-
sume men do not want to talk about emotions, when in fact
they do. One father shared a strong need to learn parenting
basics, but said that asking for help was a barrier. He said,

From an ego-pride perspective, they just don’t want to say, “Hey, I
don’t know how to do this,” … They’re not going to admit that
their confidence levels are low and it’s a scary time for them.
Because you know how a guy’s ego is. They don’t want to admit
that they don’t know… but they don’t know, and I didn’t know.
(Chris)

Discussion

New fathers who experienced CM wanted a program to
support them in building relationships, coparenting, managing
low mood, managing anger, avoiding repeating their parents’
mistakes, and coping with their past trauma, as well as uni-
versal basic parenting skills. Participants who were interested
in a perinatal program mostly wanted an in-person program
with a group of other fathers who also experienced CM.
However, many indicated interest in an online program as it
would be more feasible for them to attend. In terms of both
content and format, participants’ intervention desires varied
greatly from person to person. Even within the individuals,
several fathers wanted a flexible program that could be in-
dividually tailored to suit their changing needs and bandwidth
throughout the childbearing year.

Interest in a program for fathers with a history of CM was
low, with only 22% responding yes they would be interested,
and 44% responding maybe. This highlights the need to lower
barriers to engagement in program design. The most signif-
icant barriers include lack of time, reluctance to discuss trauma
or emotions, and hesitation to ask for help. An online, na-
tionwide program could attract enough participants to create a
peer support network and build a cohort effect. Additionally,
anonymous participation could reduce the barriers to dis-
cussing trauma and emotions. Sharing personal information
could be optional, allowing those who wish to connect with
other fathers who have experienced CM to do so, fostering
peer support and positive fathering role models. Groups could
establish ground rules to focus on the present impact of trauma
without detailing traumatic events that could be triggering.
Alternatively, fathers who prefer an in person, whole-family
approach may prefer home-visiting programs scheduled at
convenient times, which could help them participate despite
work commitments.

Our findings suggest that fathers who experienced child-
hood maltreatment (CM) desire universal early parenting
guidance and information (e.g., infant feeding, soothing,
sleep, etc.), with optional trauma-specific add-on modules.
Focusing initially on general parenting topics may increase
fathers’ engagement with perinatal programs and provide an
opportunity to screen for CM. For fathers identified with a
history of CM, trauma-specific add-ons can help them address
trauma-related challenges, such as support in regulating
emotions and triggers, improving relationships and copar-
enting, coping with past trauma, and having positive fathering
role models. Besides promoting Safe, Stable, and Nurturing
parent-child relationships (CDC, 2024b), trauma-specific add-
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ons can help fathers who have a history of CM in developing
Protected, Connected, and Mentored relationships with their
children.

We were successful in engaging a sufficient sample of
fathers who experienced CM only after expanding our in-
clusion criteria to both the US and the UK and increasing the
eligible age of their first child from 24 to 30 months. Par-
ticipants were able to remain completely anonymous,
changing their display name to a pseudonym before joining
the Zoom meeting. Still, only 15 out of 123 fathers who
experienced CM completed an interview (Figure 1). Many
interview participants said they participated because the
survey first prompted them to reflect on how their trauma
affects them as a father. Because fathers may not be aware of
how CM can impact them, universal fathering programs could
include education on how CM can impact new fathers. Then,
screening for CM and offering referrals for a trauma-specific
add-on for all who are interested could feel timely and relevant
for fathers who experienced CM.

For our qualitative analysis, themes could not be divided
into general and trauma-specific topics as initially planned.
This distinction was too difficult to make without making
undue assumptions. Some participants faced mental health
challenges and relationships struggles that they did not
explicitly connect to their past trauma. Several participants
had significant anxiety surrounding parenting, and it was
unclear whether this was related to their histories of CM.
Thus, we developed the managing emotions and mental
health theme. Still, all interview participants identified as
fathers who had a history of CM, so their responses can be
usefully interpreted through a trauma-specific lens. However,
we focused on mental health and the sequelae of trauma
because these seem to matter more for parenting outcomes
than trauma history itself.

Another consideration when interpreting these results is
that recovering from trauma can be a long and complex
journey. This is especially true when trauma occurred during
early child development. Some participants were very open
about their trauma, and were able to readily articulate the
traumatic events that occurred, their experience of the events,
and the effects they had on them in the past and present
(Substance Abuse and Mental Health Services Administration
[SAMHSA], 2014). Other participants did not describe their
experiences as traumatic, preferring to refer to their childhood
as difficult, or something they don’t want to repeat with their
own child. Like survivor mothers (Seng et al., 2002), survivor
fathers who are at different places on their recovery journeys
likely have different needs during the perinatal period. For
example, at the time of the interview one participant—along
with his wife and child—was living with his parents who had
perpetrated maltreatment in his childhood. He described
feeling out of control and uneasy about how his child was
raised and did not see distancing from his parents as an option.
His intervention needs likely differ from another participant
who had been in therapy for nine years and had not spoken to

his parents for five years. Implications of this are that inter-
ventions may need to be modular and flexible to be tailored to
individual needs. In addition, it may be helpful for screening
and program materials contain behavioral wording instead of
labeling trauma, CM, and mental health disorders. Consistent
with prior research, those labels may be off-putting to some
fathers, especially those who identify with more traditional
views of masculinity (Berger et al., 2013).

Another question we hoped to answer was what kind of
person fathers with a CM history would prefer to lead an
intervention. We found that the gender of the program leader
was not as important to fathers as other characteristics.
Specifically, most participants wanted a more experienced
father to lead an intervention, especially one who had also
experienced CM and had overcome trauma-related parenting
difficulties. This finding is consistent with prior studies
showing that fathers prefer to get parenting information from
informal sources including peers (Wade et al., 2023), and that
many fathers prefer near-peers to lead father-specific programs
(Lee et al., 2011). Other participants wanted a qualified
professional to lead an intervention (i.e. a physician, psy-
chologist, social worker, or nurse), and the gender of that
qualified individual was not important. Community health
workers are one type of leader who could potentially meet
these preferences. Fathers who are past the perinatal period
could be trained as community health workers, meeting the
preferences for a program leader to be an experienced father, a
qualified professional, and a ‘near-peer’ role model. This
would also align with SAMHSA’s peer support principle of
trauma-informed care (SAMHSA, 2014).

Limitations

Although the current study had many strengths, including a
multidimensional mixed methods approach and novel inter-
view recruitment strategy, there were also several limitations.
The web-based recruitment of the survey sample may limit
generalizability to the larger population. In particular, our
findings may not be generalizable to extremely adverse
contexts (e.g. families experiencing war or severe political
unrest, or are refugees, have severe mental illness, are un-
housed, or other situations in which basic human needs are not
met). The mean age of first-time fathers in our sample is 31.4,
which is higher than average. We could not assess the highest
level of education achieved by participants. Additionally,
differences between fathers with and without a CM history
may be confounded by other risk factors that coincide often
with CM. Although we were able to include diverse men in the
survey and Latino and Asian men in the interviews, no Black
fathers were interviewed. We augmented post-survey invita-
tions with additional recruitment methods via flyers and
snowballing techniques. Ultimately, we were unsuccessful in
recruiting any Black fathers for interviews. Future program
developers may need to prioritize recruiting Black fathers who
experienced CM to inform the development of trauma-specific
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programs, partner closely with community-based organiza-
tions that serve Black fathers, and build on existing research
(Julion et al., 2021; Lemmons et al., 2022).

Our results should be also interpreted in light of the
COVID-19 pandemic, as some participants said that the
pandemic changed how they responded to the survey and
interview questions. For example, several said that they were
less likely to request an in-person program due to risk of
infection. Others said that they now preferred meeting online
because the pandemic showed them how effective video-
conferencing and online platforms could be.

Conclusion

New fathers with a history of CM desired general, father-
inclusive parenting programs with optional trauma-
specific add-ons to address their trauma-related needs.
Currently, there are few perinatal interventions that in-
clude fathers. Existing fathering interventions are gener-
ally universal, likely leaving trauma-specific needs unmet
for the approximately one in four fathers who experienced
CM. In addition to parenting basics, an ideal program
would support fathers in coparenting, improving rela-
tionships, managing strong emotions and triggers, coping
with low mood, and addressing past trauma. Many fathers
also expressed a desire for peer support from others who
had experienced CM, as well as positive fathering role
models. Fathers in this study showed interest in both in-
person and online programs during pregnancy and the
postpartum period. An online program with the option to
remain anonymous could address the barriers of stigma-
tization and lack of time. There is an urgent need to de-
velop trauma-specific interventions for fathers with a
history of CM, as these could improve population-level
health by preventing CM and breaking intergenerational
cycles of trauma.
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