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Improving the mental health and wellbeing 
of first-time parents and their children by 
fostering equal and respectful relationships, 
and collaborative co-parenting



healthAbility respectfully acknowledges the Wurundjeri 
People of the Kulin Nation as the traditional custodians 
of the land on which our work takes place. We pay our 
respects to the Elders past, present and emerging, and 
commit to improving the health and wellbeing of Aboriginal 
and Torres Strait Islander people in our community.
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Supporting the mental health and wellbeing 
of families: Why the work of Baby Makes 3 
has never been more important
The mental health and wellbeing of Australia’s new and expectant mothers has 
been steadily deteriorating for the last two decades. This decline has been further 
exacerbated by the COVID-19 pandemic and its ongoing impacts. Unfortunately, 
and in some cases tragically, this has resulted in a damaging ‘perfect storm’ for  
the mental health and wellbeing of new parents. 

Baby Makes 3 is an innovative, multi-level health promotion initiative that works  
to improve the mental health and wellbeing of first-time parents and their children 
by fostering equal and respectful relationships, and collaborative co-parenting. 

Supporting perinatal mental health at a time of unprecedented challenge

Delivering mental health and wellbeing benefits
Improving the ways that couples communicate, relate to each other,  
support each other and co-parent brings significant mental health and 
wellbeing benefits for mothers, fathers and other non-birthing parents,  
their children, health services and the community. 

This is Baby Makes 3’s core focus.

Challenges to new mothers’  
mental health
• Significant increase in depression, anxiety or  

substance-use conditions among Australian women  
in last 20 years. (Prevalence of mental illness in men 
has remained relatively stable during this time) 

• COVID-19 pandemic has exacerbated the prevalence 
of perinatal mental health problems, especially 
perinatal disorders

• Women are most vulnerable to first onset of  
mental illness during pregnancy and year after  
birth of their baby

• Mothers who experience a lack of support, carry an 
unequal burden of caring and household tasks are at 
higher risk of parental stress, depression and anxiety

• Relationship dissatisfaction, verbal conflict and 
intimate partner violence are also major risk factors  
for maternal mental health conditions

• Suicide is one of the leading causes of maternal  
death in Australia

Why Baby Makes 3
• Unique health promotion initiative focused on 

enhancing the couple relationship and co-parenting  
to address risk factors for maternal and child  
mental ill-health

• Delivers positive change at individual AND  
systems level

• Mature and established program which aligns with  
the Victorian Mental Health and Wellbeing Act 2022 

• Responsive and tailored to diverse communities  
and families through co-design

• High reach and engagement

• Strong implementation quality

• Positive, measurable impacts

• Scalable and sustainable

• Testimonials and awards
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The declining mental health of Australian women 
The mental health and wellbeing of Australian women has 
been steadily deteriorating over the last two decades. 

In 2020–2021 around one in four women (24.6%) aged 16–85 
years had experienced depression, anxiety, or a substance use 
condition in the previous 12 months.1 

This represents an alarming increase from the 18% of females 
aged 16–85 years with a 12-month disorder in 1997, and the 
22.3% of females with a 12-month disorder in 2007.2,3 By 
contrast, the prevalence of mental health conditions among 
men has remained relatively stable over the same time.1

A range of factors appear to be contributing to this increase. 
The COVID-19 pandemic has clearly had an impact with data 
showing a steep increase in the proportion of women reporting 
fatigue, irritability, stress, depression and anxiety symptoms as 
they grappled with the challenges brought on by the pandemic 
such as juggling work, housework, caring responsibilities and 
home schooling.4,5 

But while the pandemic was an unusual event, in many ways it 
simply amplified many of the stressors that women experience 
daily in their lives as partners and parents, which have been 
contributing to this increase in mental ill-health for some time.

Being a partner and a parent is a joyous part of many women’s 
lives, but it is also very challenging. 

Women – especially birthing mothers – are more likely to 
experience good mental health and wellbeing as parents  
if they are in an equal and supportive relationship where  
each partner co-parents their child, and they are each able  
to retain their connections with family and friends, pursue  
their interests, and participate in the workforce.

By contrast mothers who experience a lack of support, or who 
carry an unequal burden of caring and household tasks and the 
‘mental load’ associated with these activities, are at increased 
risk of experiencing parenting stress and perinatal depression 
and/or anxiety conditions.6-12 

Likewise, mothers who are in a relationship marked by a lack 
of affection, frequent criticism, undermining of their parenting, 
verbal conflict or intimate partner violence are at greatly 
increased risk of mental health conditions, suicidal ideation, 
and suicide attempts.13-22

These stressors also have a damaging impact on children. 
Children who are exposed to parental relationship stress, poor 
family functioning and family violence are at increased risk of 
academic failure, emotional and behavioural disorders, PTSD, 
substance misuse, and suicidality.13,14,20,23

It’s therefore highly concerning that in Australia, many couples 
are in relationships that are marred by relationship stress and 
dissatisfaction24, an imbalance in the distribution of childcare 
and housework,25,26 verbal conflict,27 and intimate partner 
violence.28 

Improving the ways that couples communicate, relate  
to each other, support each other and co-parent will  
have significant mental health and wellbeing benefits  
for individuals and the community. This is the core  
focus of the Baby Makes 3 initiative.
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What is Baby Makes 3? 
Baby Makes 3 is a unique, evidence-based health promotion 
and social change initiative that focuses on reducing perinatal 
mental health challenges, and child emotional and behavioural 
disorders by:

• strengthening the couple relationship rather than focusing 
on parenting skills

• promoting gender equality in the home, in antenatal  
and postnatal services, and in the broader community

• preventing intimate partner violence from occurring in  
the first place.

The initiative has three main components:

1. a group-based program for first time parents  
promoting equal co-parenting

2. capacity building approaches with antenatal  
and postnatal service providers 

3. advocacy activities that promote gender equality  
across society.

Supporting families from Aboriginal and Torres Strait Islander, 
culturally and linguistically diverse, rainbow and regional 
communities, through direct engagement and program  
co-design, is a central focus of Baby Makes 3.

1. Promoting equal co-parenting
The Baby Makes 3 group program aims to build understanding, 
appreciation, and mutual respect among first-time parents 
to foster equal and healthy relationships that optimise 
collaborative co-parenting of infants and children. The program 
is designed to be embedded within the new parent groups  
run by Maternal and Child Health Services, and it targets all 
first-time parents attending the groups on an opt-out basis. 

Parents participate in three 2-hour interactive workshops run 
over consecutive weeks where they learn about and discuss 
the transition to parenthood and the associated lifestyle and 
relationship changes this creates. Parents also discuss: 

• societal expectations around parenting roles

• examine ‘who does what’ in their relationship

• explore the components of a healthy relationship

• consider communication, dealing with conflict,  
sex and intimacy. 

The groups are co-facilitated by a male and female facilitator 
who receive training and ongoing supervision and support 
from the Baby Makes 3 team to deliver the workshops 
effectively. A range of resources are also available to support 
workshop delivery and ensure program fidelity. These include 
a facilitator’s training guide, implementation guide, group 
program guide, parent resources, evaluation tools and a 
situational assessment template.

“ The program prompted some important 
conversations between me and my partner 
that we wouldn’t have had otherwise.  
It helped us prevent a situation that would 
be unhealthy for our relationship as well  
as our child.”
Jacqui, first-time mum

“ healthAbility just knows the importance 
of co-design and the need to tailor and 
adapt the program for our community. 
It’s been just great to be able to build the 
capacity of our own staff as well as create 
resources that work for new parents in 
our community”
Karen Diacono, Community Program Manager  
VicSEG NEWFUTURES
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2. Changing the way antenatal and 
postnatal services are delivered
The Baby Makes 3 capacity building service assists staff in 
universal antenatal and postnatal services to develop the 
knowledge and skills they need to promote gender equality 
among first time parents. 

It also assists organisations to review and enhance their 
practices, policies, and procedures around the promotion  
of gender equality and equal co-parenting. 

Services have access to resources, training and consultation 
support including:

• template letters for engaging birthing and non-birthing 
parents in antenatal appointments

• checklists to assist services to audit their health information 
and physical environment to ensure it is inclusive of all 
parents

• an online competency-based training program in gender 
equality for all antenatal and maternity service staff

• help to include gender equality content in their Childbirth 
and Parenting Education programs. 

3. Advocating for gender equality
Baby Makes 3 encourages a gender-balanced approach  
to parenting and reduce gender inequality across society.  
This includes a call for changes that reduce the gender pay  
gap and parental leave policies, and supporting universities  
to review their existing undergraduate/post-graduate curricula 
for professions that work directly with new parents to ensure 
they include a focus on gender equity principles.

More broadly, Baby Makes 3 actively challenges gendered 
norms and stereotypes relating to parenting through its  
public messaging and policy submissions.

“  Through our partnership with healthAbility, we are using the tools and resources provided 
to undertake a Gender Impact Assessment of our childbirth and parenting education 
program to ensure that the gendered expectations aren’t being reinforced.  Having access 
to tools and resources that are fit for purpose has been helpful and we are also looking at 
how we can apply the tools and resources to other areas of the health service.  

Our partnership with healthAbility which has included access to really helpful and practical 
training has enabled us to stop, reflect and acknowledge the importance of not reinforcing 
gendered expectations on families from the outset and is assisting us to meet the 
obligations under the Gender Equality Act.”
Alex Cowie, Gender Equality Project Officer, Barwon Health
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1.  Equalising parenting through 
interactive group workshops

2.  Changing the way antenatal and 
postnatal services are delivered 
through capacity building activities

3.  Advocating for gender equality 
through university curricula  
re-design and public commentary

The three components of 
the Baby Makes 3 model
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Baby Makes 3 Program growth 
and impact 
Since its origin from a VicHealth pilot project grant in 2008, 
Baby Makes 3 has grown and evolved to become firmly 
established as an exemplar health promotion initiative in 
Victoria’s community health sector. The initiative is delivered 
by a small ‘backbone function’ team at healthAbility, working 
in close partnership with local governments and antenatal and 
postnatal family services, to deliver important mental health 
outcomes for families of first-time parents across Victoria.

Over the course of the COVID-19 pandemic, the small and 
dedicated Baby Makes 3 team at healthAbility rose above the 
challenges presented by the pandemic to deliver a year of 
incredible program evolution and strategic growth, delivering 
important mental health and wellbeing benefits to more first-
time parents across Victoria than ever before, particularly those 
from vulnerable, marginalised and ‘hard to reach’ communities.

Indeed, the initiative has been successfully adapted via a 
collaborative, co-design approach to support a diversity of 
families including those living in rural and remote communities, 
culturally and linguistically diverse families, rainbow families 
and Aboriginal and Torres Strait Island families who are  
under-represented in universal services. The Baby Makes 3 
team recognises that cultural safety and program flexibility  
is critical to meeting the needs of the different communities 
and is committed to partnering with local organisations that 
know their communities best. 
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Responding to the needs of Aboriginal and Torres Strait Islander families
Since 2016 healthAbility has worked in partnership with Oonah Health & Community Services Aboriginal Corporation 
(OONAH), Boorndawan Willam Aboriginal Healing Service (BWAHS) and Mullum Mullum Indigenous Gathering Place 
(MMIGP) to co-design Balit Booboop Narrkwarren (BBN), a health promotion model that supports Aboriginal families, 
including children, young people, and Elders to have respectful, culturally rich, strong, and healthy relationships.  
BBN has a particular focus on supporting families when a new bub arrives. 

A toolbox of activities and resources was developed that can be used in programs and activities with individuals 
and groups. A BBN Champions Training package was also developed to support participants to embed principles 
and messages into their existing practice. In May 2022 the training was endorsed for Continuing Professional 
Development hours through the National Association of Aboriginal and Torres Strait Islander Health Workers and 
Practitioners (NAATSIHWP) the peak body for Aboriginal and/or Torres Strait Islander Health Workers and Aboriginal 
and/or Torres Strait Islander Health Practitioners in Australia. 

Over the last twelve months, healthAbility has worked in partnership with Aboriginal Community Controlled 
Organisations on Gunaikurnai country and Bunurong country to provide training and support to implement BBN. 
Thirty-two staff from Koori Maternity Services (KMS), VACCHO and Maternity Service Education Program  
educators participated in BBN Introduction session at KMS Clinical Update.

“ It’s a great program for families  
and carers, it’s not just for new 
parents. It’s simple and easy to 
understand, and it helps people 
reflect on their roles within the 
family. I’d recommend this to all 
ACCOS as a means of supporting 
new families. 

Children are future leaders, and we  
need to support them throughout  
their life’s journey. So, supporting  
new parents is a great first step.”
Ann Jenkins, CEO Oonah Health and Community 
Services Aboriginal Corporation

Artwork: Diane Morgan, Gunaikurnai Country
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Delivering positive benefits to parents, families and service providers

Reach and engagement*

• An evaluation of the Baby Makes 3 group program 
by Keleher Consulting in 2015 found that the group 
program achieved an overall retention rate of 74% 
across the three weeks of the program. 

• Up to 48,200 families (25,600 antenatal; 22,600 
postnatal) benefited from Baby Makes 3 initiatives  
in 2021/22.

• Since its inception, over 15,000 parents have 
participated in the group-based program. 

• More than 750 staff in antenatal, early childhood 
services and local government have participated  
in capacity building initiatives.

• The program currently supports 33 local governments, 
12 community service organisations and 23 hospitals.

• The group and capacity building programs have 
been co-designed to support a range of diverse 
communities including Aboriginal and Torres Strait 
Islander families, and people from the Indian, 
Vietnamese and Chinese communities.

Impacts on gendered parenting roles*

• Participants develop an awareness of how traditional 
social attitudes to gender and parenting roles are 
shaping their new families.

• Parents develop a shared understanding of the 
influence of gendered norms and expectations  
and can openly discuss their impacts and effects.

• There is a significant shift in parents’ attitudes  
towards becoming parents, a better understanding  
of their partner’s role and greater support for  
gender equality in new families.

• Participants report improved communication and 
conflict resolution, and an increased focus on the 
couple relationship.

• Behaviour change was evident over time, as 
demonstrated by changes in ‘who does what’ at 
home. Many parents changed how they structure  
their caring, paid and unpaid work responsibilities  
in an effort to create a more equal relationship.

Implementation quality*

• Baby Makes 3 is well scoped and underpinned by  
good planning, attention to detail, continuing project 
support, good record keeping and ongoing evalulation. 

• The group program facilitators are well trained, well 
supported, and proficient, and able to get the key 
messages to the target audience. 

• The project team works closely with Maternal and 
Child Health Services hosting the group program 
to ensure that Baby Makes 3 is successful in each 
community.

• Maternal and Child Health nurses report that the 
initiative increased their engagement with new parents 
and provided an ‘added value’ to their usual activities.

• The Victorian Government’s Free from Violence Second 
Action Plan launch showcased Baby Makes 3 as a best 
practice exemplar.

• The Commonwealth Department of Social Services 
cites BM3 as an evidence-based community health 
program.

• Development into other states – NSW, TAS, WA, QLD.

Mental health impacts
While the primary aim of Baby Makes 3 is to build  
gender equality to prevent violence against women, 
program reviews have shown the initiative is also highly 
likely to provide mental health and wellbeing benefits. 
These benefits result from:

• a reduction in maternal stress due to a more equal 
distribution of parenting and housework tasks

• improved communication between parents, greater 
relationship satisfaction and reduced interpersonal 
conflict

• the prevention of intimate partner violence, which  
is a major risk factor for mental health conditions 
among women and children

• reducing the risk of child abuse and neglect.

It has been estimated that a 5% reduction in the 
prevalence of family violence would lead to cost savings 
of $10.6 million to the health sector and $219.9 million  
to the justice system in Victoria. Even a 1% reduction  
in prevalence has an estimated health sector cost saving 
of $2.1 million and criminal justice sector cost saving  
of $44 million.**

* Keleher Consulting Program Evaluation 2015
** Deakin Health Economics Evaluation 2015
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What parents are saying*

What practitioners are saying

• 88% of parents agreed or strongly agreed 
that they are more aware of the relationship 
changes that will occur following the birth of 
their baby

• 85% agreed or strongly agreed that they 
have a better understanding of the different 
societal expectations on mums and dads

• 91% agreed or strongly agreed that they are 
more likely to communicate with their partner 
about life changes after their baby arrives

• 86% agreed or strongly agreed that they 
have a better awareness of the importance of 
sharing household duties and parenting tasks.

“ It’s been a fantastic way to demonstrate the 
importance of respectful relationships in 
gender equality with first-time parents. In the 
parent group sessions, I’ve seen the penny 
drop so many times for dad thinking: ‘I should 
be having that conversation about flexible 
work arrangements with my employer.’

There’s the impact on the individual, but 
also the influence of dads having these 
conversations with employers in changing  
the culture of workplaces in supporting  
more equal, shared parenting responsibilities.

It’s also helped the Council’s Maternal and 
Child Health Services team understand the 
role that they can play in promoting gender 
equality – by better including fathers in their 
services and understanding how the language 
and the way that they talk about parents’  
roles can reinforce or challenge gender 
stereotypes.”

Sarah, Health Promotion Officer,  
Melton City Council 

“ I think the program really helps parents to challenge some of 
the assumptions that they might have about equal parenting 
and where we’ve got to as a society. There’s always a lot of 
discussion when you present them with data showing how 
attitudes about parenting have changed, and how men are 
more involved in hands-on parenting now. That’s often a 
really powerful opportunity for families to reflect honestly  
on what that means for them and what that looks like in  
their own household.

Through the training, our staff gained a good understanding 
of Baby Makes 3’s key messages and have incorporated 
these into our other work, including playgroups and other 
parenting programs, ensuring that none of our work with 
parents or children reinforces rigid gendered roles and 
stereotypes.

I’ll always remember when the trainer pointed out to  
us that we’d previously been sending our parenting  
group invitation letters addressed to the primary carer  
(i.e. mum), rather than both parents. It was the beginning  
of some important systems changes in the antenatal and 
early years space in East Gippsland.”

Rachael, Children’s Wellbeing Initiative Project Officer,  
East Gippsland

“ The skills we have learnt will last a 
lifetime. So grateful for this course. 
Thank you.”

“ Awareness of the socially accepted 
traditional norms and how toxic they 
can be.”

“ Equality, understanding and open 
communication between a couple  
make it a healthy relationship.”

95%
of parents agree  
or strongly agree  
that the program  

is enjoyable

88%
of parents agree or 

strongly agree that the 
program is relevant  

to their situation

91%
of parents agree  
or strongly agree  
that the program  

is helpful

81%
of dads and  

76% of mums rate  
the program as very  

good or excellent

* Keleher Consulting Program Evaluation 2015
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The importance of tackling outdated gendered attitudes to parenting 
Every society has a set of social norms around parenting. 
In Australian society it has been traditionally assumed that 
mothers will be the primary care giver and take responsibility 
for child rearing and housework while fathers will be the 
‘breadwinner’ and play a ‘support’ role around parenting and 
housework, among heteronormative couples with children.

These gendered parenting roles are arbitrary, time and  
culture-bound social conventions based on social stereotypes 
about femininity and masculinity, and motherhood and 
fatherhood rather than any biological or psychological factor, 
necessity, or benefit. They are also highly problematic.

Rigid distinctions between what a ‘mother’ does and what  
a ‘father’ does can create a range of problems such as:

• an unequal division of household labour and responsibility 
for the care of children

• increased stress and conflict between parents due to 
unequal relationship dynamics 

• relationship breakdown leading to separation and divorce

• increased risk of intimate partner violence

• increased risk of child abuse and neglect

• reduced economic productivity if women fail to return to  
the workforce after the birth of a child

• increased economic dependence among women, which  
can lead to poverty in the event of separation or divorce 
from their partner.

Relationship stress and conflict are very serious as they 
contribute to maternal, and paternal mental ill-health. These 
issues can also negatively impact children’s learning, health, 
and mental health outcomes, while poor role-modelling 
may affect children’s own gender attitudes and aspirations, 
especially among daughters.

It is therefore important to challenge these outmoded views, 
which can exert a powerful influence on how new parents 
approach and negotiate their parenting roles, and support  
a more equal relationship between each parent, and a more 
equitable distribution of housework and co-parenting tasks 
among couples.

The birth of a couple’s first child provides a perfect 
opportunity to challenge and disrupt these unhelpful 
gender stereotypes, since the decisions that couples 
make during this key stage of life can set up patterns of 
behaviour that have enduring consequences on the level 
of equality within their relationship moving forward. 

This can be achieved through efforts to engage and work 
with parents directly to promote more equal and respectful 
relationships, as well as by working with service providers in 
public maternity services, childbirth and parenting education 
programs, and maternal and child health services to embed 
gender equality principles and respectful relationship 
messages in their services.

Baby Makes 3 is unique among initiatives targeted  
to parents, in that its primary focus is on equality and 
respect within the couple relationship rather than on 
parenting per se.

As such, it tackles many of the risk factors that  
contribute to parental mental ill-health, particularly 
among first-time parents, including low partner support, 
relationship stress, the unequal distribution of childcare 
and housework responsibilities, verbal conflict, and 
intimate partner violence. 

There are currently no other programs in Victoria  
that tackle these risk factors in this way.
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The importance of systems 
change in antenatal and 
postnatal family services 
We can’t afford to ignore what the data is telling us. Over the 
last few decades there has been a significant shift in the way 
antenatal and maternity services are provided in high income 
countries, with a move away from a patriarchal style of care 
dominated by male obstetricians, to more woman-centred 
approaches where women are involved and in charge of 
decision-making regarding their healthcare options.55 At the 
same time, expectant fathers – and other non-birthing parents 
– have been increasingly encouraged to take part in antenatal 
parent groups, participate during labour, and take a more active 
role in caring for their infants with a view to giving greater 
support to their pregnant partner before, during, and after  
birth, and well as for their own direct benefit.56 

This shift in attitudes and behaviours has been supported by an 
increasing number of initiatives to promote better experiences 
of pregnancy and childbirth for women, more ‘father-inclusive’ 
and non-birthing partner approaches to antenatal and postnatal 
service provision, and support to parents in parenting their 
children. While the research is still at an early age, there 
is growing evidence to suggest efforts to modify the way 
antenatal and postnatal services are provided have important 
benefits for both men and women. 

Research clearly shows that efforts to improve women’s 
experience of pregnancy and childbirth through midwife-
managed care, team midwife care, continuous one-to-one 
support during labour, midwife-led debriefing or counselling 
after childbirth and screening for risk factors or symptoms 
of perinatal mental health conditions and providing 
psychoeducation and psychological interventions can  
improve maternal mental health outcomes.57,58 

There is also growing evidence for the benefits of father-
inclusive approaches. These initiatives typically focus on 
preparing fathers and mothers for childbirth and parenting,  
and include information about pregnancy, labour and infant 
issues; psychoeducation about the changes in couple 
relationships, and skills building in communication, emotion 
regulation and coping strategies. A few programs also  
focus on joint agreement on co-parenting and collaborative 
childcare including the division of labour, and/or discussions on  
co-parenting experiences, support, and available resources.59-62

While the results of studies are somewhat mixed, overall  
there is evidence to suggest that these initiatives have a  
small positive impact on reducing parenting stress, and anxiety 
and/or depressive symptoms among fathers and mothers, and 
there is some limited evidence that co-parenting interventions 
lead to improvements in couple communication, parent-child 
interactions and co-parenting support, however the effects 
on ‘division of labour’ and ‘infant care agreement’ remain 
unknown.59-62 

Some studies have also shown improvement in children’s 
mental health and wellbeing.13

It is therefore of some concern that the involvement of  
non-birthing parents in antenatal and postnatal services 
as equal co-parents is still not routine and many report 
experiencing a lack of acknowledgment and involvement. 

Surveys of midwives point to a range of barriers that need to 
be addressed, including offering more appointments outside 
of normal business hours, addressing cultural barriers in 
communities that consider pregnancy and birth as ‘women’s 
work,’ and managing concerns about inadvertently putting 
women at risk through father-inclusive approaches if a woman 
is experiencing intimate partner violence. These surveys also 
highlight midwives’ views that they lack the confidence and 
training to engage fathers effectively in antenatal and  
maternity services.63,64

Sadly, there is very little research on the benefits of 
involvement of other diverse non-birthing parents.

It’s therefore clear that if, as a community, we want to ensure  
that fathers and other non-birthing parents are involved in  
the lives on their children as co-parents, then we need to 
support service providers to enhance the way that antenatal 
and perinatal family services are provided, and continue to  
conduct research into this important gender equity issue. 

“ I’ve really learned about being more 
respectful and dividing duties.”
Damien, new father
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Why Baby Makes 3 is needed right now:  
The cost of unequal and violent couple relationships 

Low support
Individuals who experience their partner as uncaring, 
lacking in affection, critical, controlling, coercive or 
intimidating, or where there is reduced relationship 
satisfaction, high adherence to traditional gender-role 
attitudes, or high levels of conflict or discord are at 
increased risk of perinatal mental health conditions.21,22,29

In the 2021 Families in Australia survey, 16% of survey 
respondents stated that they either agreed or strongly 
agreed with the statement ‘we argue quite a lot’ when 
referring to their relationship with their spouse or partner. 
In addition, 10% of survey respondents said they were 
dissatisfied or very dissatisfied with their relationship 
with their spouse or partner, 8% were neither satisfied 
or dissatisfied, 34% were satisfied, and 48% were very 
satisfied.24

Intimate Partner Violence
Intimate partner violence (IPV) includes a range of violent 
or controlling behaviours perpetrated within the context 
of a relationship or marriage that causes or could cause 
physical, sexual, or psychological harm and suffering. 
While IPV impacts both females and males, women are 
nearly three times more likely than men to experience 
violence from an intimate partner. In Australia, data from 
the ABS show that 1 in 6 women and 1 in 16 men have 
experienced physical or sexual violence by a current or 
previous partner since the age of 15.28

IPV is a major contributor to mental health conditions 
among children and women. IPV during pregnancy 
is linked to an increased risk of perinatal depression, 
anxiety and post-traumatic stress disorder.16 More 
broadly, in 2015 in Australia, IPV was found to contribute 
19% each to the burden of injury and illness associated 
with depressive disorders, self-inflicted injuries and 
suicide, and 12% of the anxiety disorders burden in 
females.19

Unequal distribution of childcare and housework
The unequal distribution of caring and housework responsibilities among heteronormative couples increases the risk of 
marital dissatisfaction and psychological distress among women.6-8,10,11 Women who are dissatisfied with their partner’s 
contribution to housework are also more likely to think about suicide than those who are satisfied.12

Data from the annual Household Income and Labour Dynamics in Australia survey shows that women were doing 21 hours 
more unpaid work than men a week in 2019.25,26 Not surprisingly, women report feeling ‘time-stressed’ more often than 
men.25 The amount of unpaid work varies according to the age of any dependent children and is highest among parents with 
a child aged under 6 years.26 The marked imbalance in the distribution of unpaid work in the home was particularly evident 
during the COVID-19 pandemic where the burden of housework and childcare, and particularly home schooling, fell mostly  
to mothers.5 

Parental conflict
Children who grow up exposed to low parental 
relationship satisfaction and marital conflict, or overt 
family violence, are at higher risk for developing a host of 
negative outcomes including poor academic attainment; 
increased anxiety and depressive symptoms; substance 
misuse; aggression and antisocial behaviour; and 
criminality.13,14,20 

Data from the Longitudinal Study of Australian Children 
suggest that an estimated 1.9 million children are likely  
to be affected by inter-parental conflict within any  
6 years of the early-to-middle childhood period.27

Child maltreatment
Child maltreatment is the single biggest cause of mental 
ill-health conditions in our community. Child abuse and 
neglect are strongly and causally linked to a range of 
mental health conditions including depression, anxiety 
disorders, eating disorders, personality disorders and 
schizophrenia, as well as to self-harm and suicide.30

It is estimated that the eradication of child abuse and 
neglect, and other adverse childhood experiences would 
lead to a 30% reduction in the prevalence of mental 
health conditions.31 
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Why Baby Makes 3 is needed right now: The prevalence and impacts  
of mental health conditions in the community 

Perinatal mental health conditions
Up to 1 in 10 women experience depression in pregnancy 
and 1 in 5 experience anxiety during pregnancy and in 
the year after birth. Depression rates increase to 16%  
in the postnatal period.32 

Men also experience perinatal mental health conditions. 
1 in 10 fathers have postnatal depression. 1 in 6 fathers 
experience anxiety during the prenatal period and 1 in 5 
in the postnatal period.32-34

More than 100,000 Australian parents experience 
perinatal (pre- and post-natal) depression and anxiety 
every year.

Perinatal mental health conditions are distressing, 
potentially disabling, and linked to an increased risk 
of suicide. They have a major impact on the couple 
relationship and on the person’s children. 

Perinatal depression and anxiety (PNDA) costs Australia 
$877 million in the first year they affect parents. The 
additional impacts over the person’s lifetime, including 
those attributable to an increased risk of depression, 
anxiety and ADHD among children of parents with 
PNDA, and those related to affected adults’ wellbeing, 
productivity and health system use, costs the Australian 
community $7.3 billion.35 

Childhood emotional and behavioural disorders
Around one in seven (13.9%) children and adolescents aged 4–17 years experience a mental health condition in a given 
year.23 Mental ill-health can have a profoundly negative impact on a child’s life, affecting their education, future employment 
opportunities, health, and relationships.51-53 Critically, individuals who experience emotional and behavioural problems in 
childhood are at much higher risk of experiencing mental health conditions in adolescence and adulthood.54 Preventing  
child mental health conditions from occurring will therefore have considerable personal, social, and economic benefits.

Adult mental health and wellbeing
In 2020, one in five adults aged 16–85 years (21.4%) 
experienced a mental disorder in the previous 12 months 
and over two fifths (43.7%) had experienced a mental 
disorder at some point in their life.1

Parental mental health conditions are linked to an 
increased risk of poor cognitive, language, motor, and 
adaptive behaviour development and emotional and 
behavioural disorders among children.36-38 They also 
increase the risk of child maltreatment, which itself is 
a major risk factor for poor child, adolescent and adult 
physical and mental health and wellbeing.39

More broadly, adults with a mental health condition 
are more likely to experience substance misuse, 
relationship breakdown, unemployment, absenteeism 
and presenteeism at work, homelessness, incarceration, 
and poor physical health, compared to people without 
a mental health condition.40-47 Mental disorders also 
increase the risk of premature death from suicide and 
chronic disease.42,48 

Together, mental disorders and substance use disorders 
are the fourth leading contributor to the burden of injury 
and illness in Australia.19 The Australian Productivity 
Commission recently estimated that the total economic 
cost to the economy of mental ill-health and suicide was 
around $200–$220 billion annually.49,50

The COVID-19 pandemic
The COVID-19 pandemic has led to a profound decline in mothers’ mental health and wellbeing that hasn’t yet recovered.4  
It also triggered an increase in the numbers of new parents contacting Beyond Blue, PANDA, and the Gidget Foundation  
for mental health support.
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