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Disclaimer 
This report has been prepared by PricewaterhouseCoopers Consulting (Australia) Pty Limited (PwC Consulting 
Australia) with input from the Perinatal Wellbeing Centre (ABN 43 775 427 479), PANDA Australia (ABN 64 063 647 
374) and Peach Tree Perinatal Wellness (ABN 87 545 227 108) for the use of Gidget Foundation Australia (ABN 52 
160 202 960).

This report was prepared under PwC Consulting Australia’s engagement agreement with Gidget Foundation 
Australia dated 15 May 2019. In preparing this report we acted exclusively for Gidget Foundation Australia and 
considered no-one else’s interests.

We accept no responsibility, duty or liability:

● to anyone other than Gidget Foundation 
Australia in connection with this report

● to Gidget Foundation Australia for the 
consequences of using or relying on it for a 
purpose other than that referred to above.

We make no representation concerning the 
appropriateness of this report for anyone other than 
Gidget Foundation Australia. If anyone other than 
Gidget Foundation Australia chooses to use or rely on it 
they do so at their own risk.

This disclaimer applies:

● to the maximum extent permitted by law 
and, without limitation, to liability arising in 
negligence or under statute; and

● even if we consent to anyone other than 
Gidget Foundation Australia receiving or 
using this report.

Liability limited by a scheme approved under 
Professional Standards legislation.
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The perinatal period, encompassing both the antenatal (from conception to birth) 
and postnatal (12 months from birth) periods, is a time of great change for mothers 
and fathers alike. This change can bring with it increased risk and vulnerability for a 
number of conditions, including perinatal depression and anxiety (PNDA), 
postpartum psychosis, post traumatic stress disorder (PTSD) and obsessive 
compulsive disorder (OCD). In Australia, one in five mothers and one in ten 
fathers/partners experience PNDA. There are psychological, social and physical 
vulnerabilities that can increase the likelihood of PNDA. Further, Aboriginal and 
Torres Strait Islander, culturally and linguistically diverse (CaLD) and lesbian, gay, 
bisexual, trans, intersex and queer (LGBTIQ+) communities can experience additional 
risk factors. 

PNDA touches not only the parent experiencing the condition, but can also have 
impacts on the child and wider family, with some of these impacts lasting a lifetime. 
Understanding the cost of PNDA to Australia using updated data and research can 
support awareness raising to ensure that support to families can be continued 
during the critical early parenthood stage where it is needed. In this study we 
estimate the cost of PNDA to the health system, economy and wellbeing of those 
impacted. As shown alongside, in 2019 the estimated impacts of PNDA totalled 
$877m, comprised of:

• health costs attributable to PNDA equalling $227m, comprising increased 
use of primary and community health services and hospital health care 
services and increased risk of certain conditions for both the parent and 
child

• economic costs of $643m are attributable to productivity losses associated 
with increased workforce exit, absenteeism, presenteeism and carer 
requirements

• monetised social and wellbeing impacts include increased likelihood of 
developmental issues, depression, anxiety and child ADHD diagnoses, 
totalling $7m.

Beyond this are estimated lifetime impacts of $5.2b attributable to the increased risk 
of depression, anxiety and ADHD in the children of parents with PNDA, affecting 
wellbeing, productivity and health system use. 

Many studies have a focus on maternal postnatal depression, and data are limited on 
the impacts of anxiety compared to depression, as well as the effects experienced by 
certain cohorts such as LGBTIQ+ couples. This analysis seeks to include in its scope 
the cost of perinatal depression and anxiety to both parents to enable a broader 
understanding of its impacts to the individual, family and community more broadly.
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Executive summary
The cost of perinatal depression and anxiety (PNDA) in Australia

1 in 5 
mothers 

1 in 10 
fathers/partners 

First year impacts

Health 
costs 

$227m
Economic 
costs 

$643m
Wellbeing 
costs 

$7m

Other insights

35,670 Disability 
Adjusted Life Years 
(DALYs) attributable to 
PNDA for each annual 
cohort of parents 

21% of maternal 
suicides due to severe 
depression

45% of fathers are not aware that men can 
experience postnatal depression as well as women

14.5 days average 
patient community 
mental health treatment 
days

1-2 in 1,000 
mothers experience 
postnatal psychosis* 

Prevalence of PNDA

* The impacts of postnatal psychosis have not been costed in 
this study.

Total 
impacts 

$877m
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Perinatal depression and anxiety (PNDA) is a common condition 
that many parents experience, having lasting effects on the parent, 
child and wider family as well as the Australian health system and 
economy. The perinatal period encompases both the antenatal 
(conception to birth) and postnatal (first year after birth) periods. 
The duration of PNDA is different for every parent within this 
defined period, dependent on a number of individual and external 
factors. 

PNDA affects 1 in 5 mothers and 1 in 10 fathers/partners.* With 
around 600,000 people becoming parents in Australia annually, this 
means that 60,000 mothers and 30,000 fathers/partners will 
experience PNDA. 

This analysis focuses on depression and anxiety experienced during 
pregnancy and the first year after birth. During the perinatal period, 
parents may experience other mental illnesses including 
post-traumatic stress disorder, which affects 4 per cent of women 
postpartum,1 among other conditions including postpartum 
psychosis and obsessive compulsive disorder. These mental illnesses 
are often experienced in comorbidity with depression and/or 
anxiety. However, limited research has been conducted on these 
conditions during the perinatal period.

PNDA presents as a spectrum where diagnoses range from mild to 
severe. These varying experiences of the condition will require 
different treatments that result in varied impacts for the parent, 
child, family and wider health system. This analysis considers where 
health system costs may differ for parents with PNDA based on the 
severity of the condition. However, as there is limited data on PNDA 
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1. Introduction
PNDA affects 1 in 5 mothers and 1 in 10 fathers/partners in Australia, with 
psychological, social and physical factors increasing risk

prevalence by severity and effect of this severity on other conditions 
arising for the parent, child and wider family these costs largely do 
not consider the impact of PNDA severity.

PNDA risk factors

There are a number of psychological, social and physical factors that 
can contribute to an increased risk of PNDA. Most research focuses 
on the mothers, however a number of studies have found an overlap 
between the risk factors for both parents. A number of these risk 
factors are outlined below. 

Psychological:

● previous history of mental illness2

● family history of mental illness2

● alcohol misuse2

● perfectionist or controlling personality3

● trauma.2

Social:

● mother being born in a country other than Australia4

● perceived financial difficulties4

● low socioeconomic status2

● lack of support network2

● poor relationship with partner5

● not having enough leave after childbirth6

● smoking.7

Physical: 

● pregnancies to multiple children8

● pregnancy or birth complications2

● age less than 18 or over 353

● fertility issues.3

It is worth noting that in relationships there is often couple 
comorbidity where both partners experience PNDA simultaneously.

* This prevalence rate has been calculated by triangulating a range of 
recent Australian data sources so as to include both depression and 
anxiety in the perinatal period, further validated by representatives from 
Gidget Foundation Australia, PANDA Australia , Perinatal Wellbeing 
Centre and Peach Tree Perinatal Wellness.
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In Australia, fathers/partners, Aboriginal and Torres Strait Islander 
communities, CaLD communities and LGBTIQ+ communities may 
experience PNDA differently compared to the general population. 
These groups can face an increased level of discrimination from the 
wider Australian community and have reduced support networks or 
access to preventative treatments for PNDA. The risk factors for 
each of these groups are described below, with related 
recommendations provided in section four of this report. 

Fathers/partners 

Much research on PNDA has focused on mothers’ experiences, 
however 1 in 10 fathers/partners will experience PNDA. Recent 
studies have found that men also find the perinatal period as a 
stressful and challenging time that can lead to depression and/or 
anxiety in a similar manner to women. 

Studies have shown that 50 per cent of fathers are unaware that 
they can also experience PNDA.9 This lack of awareness means that 
this group is less likely to reach out to the appropriate support 
networks or be diagnosed. Other risk factors for fathers/partners can 
include financial stress, particularly as fathers/partners may be the 
main income earner following the birth of a child, as well as 
attitudes towards PNDA and fear of being seen as a ‘failure’ if they 
are not coping with parenting as they expected.9

Aboriginal and Torres Strait Islander communities 

There are a number of interlinking factors that place Aboriginal and 
Torres Strait Islander communities at higher risk of experiencing 
PNDA. This includes social risks such as smoking, with the 
Aboriginal and Torres Strait Islander adult smoking rate being more 
than double the non-Aboriginal and Torres Strait Islander rate,10 as 
well as psychosocial risk factors such as lower socioeconomic status. 

Lower economic status can also lead to reduced access to health care 
which is related to poorer perinatal health experienced by Aboriginal 
and Torres Strait Islander women compared to other Australian women. 
In turn, reduced healthcare can lead to increased likelihood of 
complicated pregnancies and births, which is evident within the 
Aboriginal and Torres Strait Islander population,10 and also increases the 
likelihood of PNDA.

Culturally and Linguistically Diverse (CaLD) communities

A significant risk factor leading to an increased likelihood of 
experiencing PNDA is being born in a country other than Australia and 
having a limited support network; these factors are often interrelated.

CaLD community members can be less comfortable seeking mental 
health care due to language difficulties, a limited understanding of how 
to navigate the health system and lack of proximity to formal and 
informal support services, among other factors.11 Studies show that in 
areas where 20 per cent of the population were born in non-English 
speaking countries, these communities only comprised 13 per cent of 
community clients and 15 per cent of inpatients using mental health 
services.11 This may further exacerbate the costs PNDA places on the 
parent, child, family and wider economy.

Lesbian, Gay, Bisexual, Trans, Intersex and Queer (LGBTIQ+) 
communities

There have been limited studies focused on PNDA in LGBTIQ+ parents 
however, some research suggests that LGBTIQ+ parents experience 
higher levels of PNDA than other population groups. It has also been 
found that lesbian and bisexual biological mothers may be at higher 
risk for depression when compared to heterosexual biological 
mothers.12

It is known that a lack of support network can lead to increased risk of 
developing PNDA. LGBTIQ+ communities can often feel socially isolated 
and without the same access to informal support networks as others. In 
addition, it can be harder for non-biological parents to access formal 
support services for PNDA.13
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1. Introduction
There are cohorts for which PNDA prevalence is different compared to the general 
population based on additional risk factors 
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The perinatal period encompasses both the 
antenatal period and postnatal period 

1. Introduction
PNDA has varied and long-lasting impacts for the parent, child and wider family 

The impacts of PNDA are varied, depending on the stage that the parent and child are at in pregnancy, and life. The approach to frame 
and stage the costs associated with PNDA is summarised in the diagram below. 



Approach to
 modelling
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2. Approach to modelling 
Modelling has been conducted over a number of impact domains and 
stakeholder groups

Using existing cost studies and research, a cost framework 
was developed to summarise the main impacts of PNDA (see 
Figure 3 overleaf). As shown in Figure 1, this framework 
includes:

● impact domains - health, economic/productivity and 
social/wellbeing

● stakeholder groups - parent(s) with PNDA, children of 
parents with PNDA and the wider family, including 
partners without PNDA and other children in the 
family. 

Impacts in this framework were either qualified, quantified 
or monetised, dependent on the level of research, data and 
insights currently available:

1. monetised - an estimated dollar figure relating to 
prevalence has been assigned to the cost where 
there is robust research available to establish a link 
between PNDA and the associated impact

2. quantified - a link between PNDA and the impact is 
has been determined by data or research and will be 
quantified based on the prevalence, but not 
monetised

3. qualified - where data is not available to either 
quantify or cost the impact to the individual, 
qualitative insights will be provided. 

These costs were then modelled within the parameters 
outlined in Figure 2. For further detail on the limitations to 
both the approach and data used, see page 19.

Impact domains Stakeholders

1. Health 
2. Economic 
3. Wellbeing 

1. Parent(s) with PNDA 
2. Child of parent with PNDA
3. Wider Family, including 

partner without PNDA 
and other children

Figure 1 Impact domains and stakeholders of PNDA Cost Framework

Figure 2 Summary of key modelling parameters

Impacts in both the antenatal and postnatal periods are 
included.01

‘Parents with PNDA’ includes the experience of both 
mothers and fathers/partners.02

The impacts of perinatal depression and anxiety are 
considered and costed where applicable.03

Costs are presented over a one, three and lifetime period as 
appropriate and attributable to PNDA.04
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PNDA affects stakeholders across a number of impact domains
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Parent(s) with PNDA Wider Family

Child of parent with 
PNDA

Partner without 
PNDA Other children

Suicide

Absenteeism Infanticide

Presenteeism

Workforce exit

Low birth 
weight/premature 

birth

Increased likelihood 
of childhood injury

Reduced immune 
system response 

Asthma/respiratory 
conditions

Other impacts 
(including 

neurodevelopmental 
issues)

Carer role (formal and informal)

Family breakdown

Increased risk of 
chronic diseases 

(heart disease 
and stroke) Increased use of 

social services

Increased use of 
primary and 
community 

health services

Lower quality
of life

Stress

Increased use of 
emergency 

services (police, 
child protection)

Increased use of 
hospitals

Long term childhood 
impacts (including 

increased risk of 
depression and 

anxiety)

Quantified 

 Monetised

Qualified 

Framework Key

 Lifestyle changes (including 
substance and other abuse)

Substance 
abuse

Increased risk of 
ADHD

2. Approach to modelling 

Figure 3 PNDA cost framework
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2. Approach to modelling 
PNDA affects stakeholders across a range of time periods

Estimated cost element Impact domain Maximum quantitative modelling period

Parent with PNDA 1 year 3 years Lifetime

Increased use of primary and community health services

Health 
Increased use of hospitals

Increased risk of chronic diseases

Increased risk of substance abuse

Increased workforce exit

EconomicAbsenteeism

Presenteeism

Child of parent with PNDA 

Increased risk of low birth weight/premature birth
Health Reduced immune system response 

Increased likelihood of asthma/respiratory conditions

Increased risk of depression 
WellbeingIncreased risk of anxiety 

Increased risk of ADHD 

Wider family of parent with PNDA 

Increased likelihood of family breakdown
Economic

Required to fill carer role

Figure 4 Modelling time period for individual cost elements 

PNDA as a condition affects individuals in different ways and for varying time frames, however the perinatal period is typically 
defined as the time from conception to one year after birth. The health, economic and social impacts of the condition similarly can 
last for a range of time, dependent on the individual and circumstances. For the purposes of our modelling, the maximum time 
periods that are monetised are presented in Figure 4. Perinatal impacts have been costed for a maximum of one year, whereas 
other short-term cost elements have been costed up to three years only. In doing so we seek to use a conservative approach to 
account for other life events and risk factors that may arise after the perinatal period.
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Of the 600,000 parents birthing in Australia annually, it is estimated 
that 60,000 mothers and 30,000 fathers/partners have PNDA. With 
the average ages of mothers and fathers in Australia at 30.6 and 33.3 
respectively14 15 the onset of PNDA can have significant impacts on 
health, productivity and social wellbeing for years to come. 

Using the number of mothers with PNDA, and accounting for those 
who give birth to multiples (i.e. twins/triplets), it is estimated that up 
to 61,000 children will be impacted by the effects of PNDA. As 
shown in Figure 5, births nationwide are heavily distributed toward 
NSW, Victoria and Queensland. Despite this, appropriate care 
settings should be available and accessible to all mothers across 
Australia to prevent and treat PNDA and subsequently avoid the 
detrimental impacts to the parent, child and wider family. 

15

3. Key findings 
Estimated impacts of PNDA in the first year alone total $877m, with additional 
lifetime costs

Figure 5 State and territory of birth, based on AIHW Data tables 
for Australia's mothers and babies (2017) Year one impacts

Health costs 
$227m

Economic 
costs 

$643m
Wellbeing 
costs 

$7m

Years two to three impacts

Health costs 
$195m

Economic 
costs 

$1.0b
Wellbeing 
costs 

$14m

Lifetime impacts

Wellbeing costs

$5.2b

Figure 6 Summary of costs associated with PNDA

As shown in Figure 6, PNDA has a significant health, economic and 
wellbeing burden over a one, three and lifetime period of analysis. 
Health costs are greatest in the first year due to the increased level 
of hospital and primary and community health services used by 
mothers and fathers/partners experiencing PNDA in addition to the 
health system costs associated with an increased likelihood of 
preterm birth and low birth weight. Economic and productivity 
costs are present at both one and three years, due to presenteeism, 
absenteeism and increased workforce exit. Social and wellbeing 
impacts are evident over all periods of analysis, with significant 
lifetime impacts due to an increased probability of depression, 
anxiety and ADHD in children of parents with PNDA. 

Total impacts 
in year one

$877m

Total impacts 
in years two to 
three

$1.2b

Total lifetime 
impacts

$5.2b
Total overall 
impacts

$7.3b
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Parents with PNDA not only face a lower 
overall quality of life and increased health 
system use, but are also impacted by 
PNDA in their personal and work lives. 
Impacts for parents with PNDA include: 

• increased use of primary and 
community health services

• increased use of hospitals
• increased risk of chronic diseases 
• increased risk of substance abuse
• increased workforce exit
• absenteeism
• presenteeism
• lower quality of life
• increased risk of suicide.
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3. Key findings 
The parent, child and wider family are all affected by PNDA

Children of parents with PNDA are affected 
in both the short and long term, with a 
number of impacts including: 

• increased risk of low birth 
weight/premature birth

• increased likelihood of childhood 
injury

• reduced immune system response
• increased likelihood of 

asthma/respiratory conditions
• increased likelihood of childhood 

trauma
• increased likelihood of 

neurodevelopmental issues
• increased risk of depression 
• increased risk of anxiety 
• increased risk of ADHD.

Whilst the health care costs of low birth 
weight, premature birth, reduced immune 
system response and asthma/respiratory 
conditions are captured in the first year costs 
of PNDA, the more significant impacts on 
children of parents with PNDA are not seen 
until later in life. These include reduced 
productivity and increased health system 
costs due to depression, anxiety and ADHD. 

The wider family of a parent with 
PNDA, including partners without 
PNDA and other children are also 
impacted by an increased likelihood of 
family breakdown in addition to the 
increased likelihood that they will have 
to step up and fill a carer role. 

There are three stakeholder groups directly impacted by PNDA, as outlined in the figure below. In addition to these groups, 
each of these impacts also has flow-on effects to the wider economy, and wellbeing of wider Australia. 

Figure 7 Summary of impacts PNDA by stakeholder group 
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3. Key findings 
Health costs are substantial for both parent and child in the short to medium term
Parents with PNDA
Parents with PNDA generate costs to the healthcare system due to 
increased use of both hospital and primary and community health 
service usage. Based on survey responses from the National Infant 
Feeding Survey,16 it has been estimated that seven per cent of all 
parents with PNDA will see their GP for treatment, 46 per cent will 
see either a psychologist or counsellor, 15 per cent will be treated 
by a psychiatrist and one per cent will be admitted to hospital. 
Both generalist treatment and specialist care may be used in a 
hospital setting, relative to individual support requirements.  
Parents who are not seeking treatment for their PNDA or are using 
other interventions have been excluded from this analysis. In total, 
an estimated $67m in primary and community health services and 
$8m in hospital care annually has been attributed to PNDA as 
shown in Figure 8. 

In addition to the use of health services for PNDA directly, costs are 
also incurred for the additional cases of chronic diseases and 
substance abuse arising from PNDA. Increased risk of type-2 
diabetes, chronic disease and stroke has been linked to depression, 
17 with subsequent annual healthcare costs for treatment totalling 
an estimated $10m in the first year, with an additional $20m of 
costs in years two and three. PNDA has further been linked with 
increased risk of substance abuse (alcohol and tobacco)18 19 
resulting in increased costs to the health system and wider 
economy of $77m in the first year and $155m in years two to three. 

Children of parents with PNDA
Increased health care costs attributable to children of parents with 
PNDA includes estimatd treatment costs of $54m for increased 
cases of premature birth or low birth weight (LBW),20 $4m in 
increased cases of gastrointestinal infections due to reduced 
immune system response21 and an increased likelihood of asthma 
and other respiratory conditions22 resulting in $5m cost in the first 
year. Whilst not quantified in this study, research has also shown 
that there is a link between PNDA and an increased likelihood of 
unintentional childhood injury,23 likely representing additional 
health care and wellbeing costs annually.

Year one Years two to 
three

Lifetime

$67m

$8m

NA

NA

NA

NA

Figure 8 Estimated health costs for parents with PNDA

$10m

$77m

$20m

$155m

NA

NA

Primary and 
community 

health services

Hospital care

Chronic diseases

Substance abuse

Year one Years two to 
three

Lifetime

$54m

$4m

NA

$9m

NA

NA

Figure 9 Estimated health costs for children of parents with PNDA

$5m $11m NA

LBW and 
premature birth

Reduced 
immune system

Asthma and 
respiratory 
conditions

Wider Family
Whilst not quantified in this study, PNDA has been associated with 
additional feelings of stress and less support in partners without 
PNDA,24 potentially leading to a range of lifestyle changes and 
increased risk for substance or other abuse.25 
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3. Key findings 
Economic impacts are greatest for the parent with PNDA and wider family

Parents with PNDA
There are a broad range of economic and productivity impacts for 
parents experiencing PNDA. There is a reduced probability of 
mothers with PNDA being employed after birth,26 resulting in 
increased workforce exit totalling $175m in the first year after birth. 
Further, mental health conditions result in a number of 
absenteeism and presenteeism hours per person annually.27 For 
parents with PNDA, this totals $71m and $238m of estimated costs 
respectively due to reduced productivity in the first year alone. 

In this study, the quantum and value of domestic and childcare 
work has not been explicitly measured due to the difficulty of 
quantification. Further, there is a lack of research on the effect of 
PNDA on the distribution of this work between parents in both 
heterosexual and other couples. Additionally, whilst not quantified 
in this study, 21 per cent of maternal suicides can be attributed to 
severe depression,28 incurring significant health system, 
productivity and emergency service costs per incident.29 

Year one Years two
to three

Lifetime

$175m

$71m

$351m

$141m

NA

NA

Figure 10 Estimated economic costs for parents 
with PNDA

$238m $469m NA

Workforce exit

Absenteeism

Presenteeism

Year one Years two
to three

Lifetime

$27m

$131m

$54m

NA

NA

NA

Figure 11 Estimated economic costs for the wider family of 
parents with PNDA

Family 
breakdown

Carer role

Wider family 
Of the women with a child under two in Australia, 86 per cent are 
married,30 and those with PNDA face a reduced probability of 
remaining married after childbirth.24 Divorce has been associated 
with a reduction in equivalised household income for women,31 with 
a total estimated cost of $27m in the first year post birth and an 
additional $54m in years two to three for mothers with PNDA. 

Further, it has been assumed that the more severe cases of PNDA 
will require a family member to step in as a carer for the mother or 
father/partner experiencing the condition. Those Australians that 
are a primary carer are estimated to have a reduced earnings 
potential annually,31 totalling $131m in the first year of PNDA alone. 



PwC
Cost of PNDA in Australia November 2019

Year one

19

3. Key findings 
There are significant lifetime wellbeing cost for the child and parent with PNDA

Year one Years two
to three

Lifetime

NA

NA

NA

NA

$400m

$1.3b

Figure 12 Estimated wellbeing costs for children of parents with PNDA

$7m $14m $3.4b

Depression

Anxiety

ADHD

Parents with PNDA
Parents with PNDA face a significantly lower overall quality of life due 
to their condition, equating to 35,670 DALYs. Each of these years lost 
due to ill-health represent a significant social and wellbeing cost for 
these parents, their children and wider family. 

Further to these social costs, severe PNDA can increase the risk of 
infanticide,32 however this risk is higher for cases of postpartum 
psychosis which has been excluded from this study. Costs attributable 
to infanticide have therefore not been considered. 

Children of parents with PNDA
Significant social costs are evident for the children of parents with 
PNDA, who are at risk of lifetime impacts to development, productivity 
and wellbeing. Children born to a parent who experienced antenatal 
depression have an increased likelihood of experiencing depression 
themselves later in life,33 resulting in increased health and productivity 
impacts of an estimated $400m over their lifetime. Similarly, antenatal 
depression has been associated with increased likelihood of anxiety in 
children at 18 years of age34 resulting in an additional $1.3b of lifetime 
costs. 

Further to depression and anxiety, children born to parents with PNDA 
are more likely to be diagnosed with attention-deficit/hyperactivity 
disorder (ADHD)35, with the majority of these childhood cases 
persisting into adulthood.36 During childhood, ADHD has health care 
costs37 and educational impacts, with increased probability of grade 
repetition and lower math and reading test scores.38 In adulthood, 
ADHD has additional health system costs as well as crime and justice 
and productivity costs.37 Of the children born to parents with PNDA 
annually, there are $21m estimated costs in the first three years after 
birth due to ADHD in addition to a further $3.4b in lifetime costs 

Whilst not included in this study, children born to parents with PNDA 
have an increased likelihood of neurodevelopmental issues, attributed 
to decreased IQ points39 and lower cognitive test scores.40

Years two
to three Lifetime

Figure 13 Summary of all estimated costs by stakeholder

$648m $1.1b NA

$71m $34m $5.2b

$158m $54m NA

Overall, it is evident that PNDA has significant health, economic and 
wellbeing costs for parents, children being born and the wider 
family of those experiencing the condition. A summary of the costs 
for stakeholder groups over each time period of analysis is shown in 
Figure 13. These costs include the health, economic and wellbeing 
costs detailed in the preceding pages.

Total

$1.8b

$5.3b

$212m

Parent

Child

Wider family
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The approach to modelling has been subject to a number of 
limitations which are outlined below. Many of these limitations are due 
to data and research gaps where the impact was unable to be 
quantified. Where there has been a limitation, a conservative 
approach has been taken and it is likely that the cost presented in this 
report is understated.

Research has centred on depression with less focus on anxiety

The term PNDA covers depression and anxiety experienced during 
pregnancy to one year after birth. Many studies to date have focused 
on postnatal depression, particularly maternal postnatal depression. It 
has therefore been difficult to quantify the isolated difference in 
prevalence rates and costs for depression and anxiety experienced in 
the antenatal period as well as for the postnatal period.

Where studies have focused on the impacts of PNDA as a whole we 
have assumed that the impacts are consistent across both depression 
and anxiety. Further, as our research focuses on the prevalence rates of 
PNDA as a whole, we have not explicitly been able to determine the 
overlap between groups experiencing depression and anxiety and 
whether it occurs in the antenatal or postnatal period.

The impact of PNDA between parents is unknown

There has been limited research exploring how one parent 
experiencing PNDA affects the potential onset in the other parent as a 
result. In this study, we estimate childhood impacts using the number 
of mothers with PNDA (including multiple births), however this 
number does not account for situations where the father/partner may 
be experiencing PNDA and the mother is not.

There is a higher likelihood of PNDA in some cohorts

As noted in the introduction, there are some cohorts that are generally 
more exposed to risk factors associated with PNDA, including 
Aboriginal and Torres Strait Islander, CaLD and LGBTIQ+ communities. 
Members of these communities often face barriers to access of mental 
healthcare services, whether due to lack of 
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proximity or perceptions of stigma associated with mental illness. As 
such, many cases of PNDA in these communities may go 
undiagnosed and will not be included in studies in this area. This 
lack of diagnosis and untreated PNDA is likely to lead to higher costs 
in the long-term. 

As there is little research on PNDA within these specific 
communities, this study has taken a conservative approach and has 
not adjusted for the increased prevalence and subsequent cost of 
PNDA within these communities. 

Little is known about the experience of LGBTIQ+ couples with 
PNDA

There has been very little research on LGBTIQ+ couples and their 
experiences with PNDA. The research that exists tends to focus on 
maternal PNDA for biological mothers in LGBTIQ+ couples, meaning 
there is very little information on men with children in LGBTIQ+ 
relationships. This limitation is further confounded by the relatively 
limited amount of research on paternal PNDA. 

As discussed above, members of this community are exposed to a 
number of risk factors associated with PNDA that are likely to 
exacerbate their experience of the condition. This study has made a 
conservative attempt to include the cost of PNDA for LGBTIQ+ 
couples by using the number of people who become mothers and 
fathers annually as a starting point. We acknowledge that this does 
not include non-biological parents (for both heterosexual and 
LGBTIQ+ couples) and this is an area for further research.

The value of domestic work has not been quantified 

In calculating the cost of PNDA we have included costs of lost work 
hours at a job. It is difficult to quantify both the quantum and the 
value of domestic and childcare work and therefore the value of the 
work that is lost due to a parent experiencing PNDA and the cost of 
someone else taking on this role. This study has taken an approach 
to value this work based on the number of hours lost at work due to 
the secondary or another carer becoming the primary carer as the 
primary carer is experiencing PNDA.
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PNDA has significant impact on individuals, families and the 
Australian economy. Therefore, prevention, early intervention, and 
tailored treatment and integrated support pathways are essential 
mechanisms to assist in the reduction of society’s financial burden 
and to foster improvement in the mental health and wellbeing of 
families.

There must be proactive identification and prevention 

Opportunities for the prevention of PNDA should be explored, 
including comprehensive antenatal programs focusing on overall 
parental health and wellbeing, with rapport building front of mind 
when administering these programs. Further, services and treatment 
options should be supported by a high quality and comprehensive 
screening program which has been developed in collaboration with 
health professionals and consumers. 

Informal and formal support networks for mothers and fathers 
during this period of life change are invaluable and should also be 
encouraged and supported alongside other community health 
interventions. 

Ongoing treatment is essential 

In an environment of increasing demand, it remains crucial that 
investment is prioritised for a broad range of integrated, evidence 
based services, support and treatment options to ensure that 
appropriate options are available to families. Service requirements 
are varied, ranging from individual clinical care through to group 
support options, and must be offered in a variety of modalities 
including face-to-face and tele-health. Service providers can range 
from peers to clinicians to community health organisations, 
dependent on the individual’s needs and preferences.

Challenges of diagnosis and barriers to receiving treatment still 
exist 

Programs and services should include a focus on supporting 
vulnerable cohorts, such as Aboriginal and Torres Strait Islander, 
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Culturally and Linguistically Diverse and LGBTIQ+ communities. 
These cohorts are also considered less likely to seek help due to 
barriers to access which may include proximity to services, language 
barriers, perceived shame, stigma and social isolation and a lower 
mental health literacy level. Therefore, effort should be made in 
helping to identify cases of PNDA and provide culturally appropriate 
treatments in culturally safe environments.

There is a risk of PNDA recurrence 

The risk of experiencing PNDA is higher for those who have a 
previous history of mental illness. Similarly, the risk of recurrent 
PNDA is relatively high, particularly when the PNDA is experienced 
towards the severe end of the spectrum. A study has found that 
women who are hospitalised for the first episode of PNDA were 46 
times more likely to experience PNDA in subsequent pregnancies.41

This information should be used to highlight the importance of 
previous episodes of PNDA and a history of mental illness as 
predictors for future occurrences and to allow treatment and 
identification plans to be tailored accordingly.42

Holistic care is required to reduce PNDA risk factors 

There are a number of factors that increase the risk of a parent 
experiencing PNDA. Of these, smoking and alcohol misuse and 
could benefit from focused interventions and holistic care to reduce 
overall risk.

In Australia, overall fewer women are smoking during pregnancy 
now compared to 15 years ago (8.3 per cent in NSW), however many 
Aboriginal women who are pregnant still smoke (41.3 per cent).43 
Similarly, 44 per cent of women have been reported to consume 
alcohol whilst pregnant, with 16.2 per cent drinking 1-2 times per 
month.43 Focusing awareness and efforts on these preventable risk 
factors may help to reduce the likelihood of mothers experiencing 
PNDA.
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An increased focus on awareness raising would assist in 
building community understanding 

A sustained awareness raising program should be funded using 
social and traditional media to increase understanding of 
perinatal mental health at a population level, and to increase the 
number of people seeking help, therefore improving overall family 
wellbeing. 

Information should be made available in a variety of community 
languages to ensure accessibility. Further, media campaigns need 
to reflect the diversity of the community, and short videos in 
different languages should be produced for social media 
campaigns targeting those with low health literacy or have 
English as a second language. 

Support from workplaces is necessary to reduce family 
pressures 

A recently published survey of more than 6,000 Australian 
parents44 has shown that over 62 per cent find it difficult to look 
after their own physical and mental health as they attempt to 
balance work and family pressures. Further:44

• one-third of parents reported that the combination of 
work and family responsibilities contributed to stress and 
tension in relationships with their partners and children

• one in four parents and carers report that they had 
considered, or actively intended leaving their job in the 
next 12 months, due to difficulties combining their job 
with caring

• half of all parents returning to work after parental leave 
report significant fatigue, a third are worried and anxious, 
and one in five report feeling depressed
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• two-thirds of parents reported that it was more acceptable 
for women to use family-friendly work options than for men

• men face more barriers accessing flexible work citing the 
impact on their career and reputation, how it would be 
perceived by their employer or colleagues and whether 
they could afford it. 

It is clear from these findings that workplaces have a long way to 
go to help supporting parents during pregnancy and in their return 
to work after the birth of a child. Employee mental health can be 
affected by a number of risk factors in the workplace such as high 
job demands, poor support, poor organisational culture, remote 
work or traumatic events.45

Workplace policies and practices that reduce these organisational 
risk factors in addition to encouraging parents to balance their 
carer and other at-home commitments should be developed and 
advocated for at all leadership levels. Further, these policies and 
flexible working options should be available for both men and 
women equally, supported by a culture of acceptance and 
encouragement to reduce the stigma around mental health 
conditions in general and in particular in the period of pregnancy 
and childbirth. 

Further research opportunities exist 

Ongoing research should include all aspects of perinatal mental 
health and wellbeing, including the prevalence and impact of 
paternal PNDA, and the needs of more vulnerable communities. A 
focus on defining and capturing data evidencing the needs of 
individuals, families and the services that support them is 
fundamental in better meeting the needs of people across 
Australia. Research into the best approaches to preventing and 
treating PNDA should continue and be built upon as new data and 
literature becomes available. 
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