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8.  PERINATAL MENTAL HEALTH 
Authors: Deborah Loxton, Natalie Townsend, Peta Forder, Isabelle Barnes 

8.1 Key messages 
 

• Rates of screening for perinatal mental health have increased, with 85% of 

women born 1973-78 reporting being screened in 2009, compared to 91% of 

women in 2018. 

• Women born 1989-95 with no formal qualifications were less likely to report 

being screened for perinatal mental health issues than those women with higher 

qualifications. 

• Women born 1989-95 have higher rates of perinatal depression and anxiety 

than women born 1973-78. 

• For women born 1989-95 and 1973-78, postnatal diagnoses for depression and 

anxiety were more common than antenatal diagnoses. 

• Among first births, 46% of women born 1989-95 and 37% of women born 

1973-78 experienced a traumatic birth (emergency caesarean, labour lasting 

more than 36 hours, emotional distress during labour, or stillbirth). 

• For women born 1989-95 and 1973-78, traumatic birth experiences were 

associated with an increase in the risk of perinatal depression or anxiety, even 

after controlling for selected sociodemographic factors and history of mental 

health issues (OR = 1.74 (95%CI = 1.30, 2.33) and OR = 1.63 (95%CI = 1.40, 

1.88), respectively). 

 

8.2 Introduction 
 
A number of studies using ALSWH data from the 1973-78 cohort have contributed to 

the body of research on perinatal mental health in Australia. The studies report on 

perinatal mental health data captured at regular surveys, in addition to the 2011 Bupa 

Foundation funded Perinatal Mental Health Substudy and the 2016 NHMRC funded 

Mothers and their Children’s Health (MatCH) study. A range of analyses have already 

been undertaken to identify risk factors for perinatal mental health disorders, to 

examine health care costs and optimal timing of perinatal mental health interventions, 
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as well as the evaluation of aspects of perinatal mental health screening. This chapter 

synthesises recent relevant ALSWH research and provides a contemporary update 

for perinatal mental health screening and the prevalence of perinatal mental health in 

the 1989-95 and 1973-78 ALSWH cohorts. This chapter also examines the impact of 

traumatic birth experiences on postnatal mental health.  

 

8.3 Perinatal mental health screening 
 
8.3.1 Screening for perinatal anxiety and depression in the 1973-78 cohort 
 
Of the 1,180 women born 1973-78 who had answered perinatal screening questions 

for their most recent child, 256 women (22%) responded at Survey 5 in 2009 for their 

most recent child, 252 women (21%) responded at Survey 6 in 2012, 163 women 

responded at Survey 7 in 2015 (13.8%), and 509 women (43.1%) responded at Survey 

8 in 2018. For more information on the sample used for these analyses, see Appendix 

11.6.1. 

Among women who responded to the question about perinatal screening regarding 

their most recent child (N = 1,180) reported after Survey 4 (2006), the majority of 

women (89.7%) indicated they had been asked about their emotional wellbeing at 

some point during the perinatal period (see Table 8-1). Half (53.9%) of women born 

1973-78 reported being screened both during their pregnancy and after birth, and 

almost one in five women reporting being asked only during their pregnancy (18.4%) 

or only after giving birth (17.6%).  

Screening rates appear to have increased over time, with a higher proportion of 

women reporting that they were screened for poor perinatal mental health during both 

antenatal and postnatal periods for their most recent pregnancy in 2018 (63%), 

compared to 2009 (42%). Perinatal screening did not appear to be associated with 

area of residence, financial stress or difficulties, or with having a culturally or 

linguistically diverse background. Women with histories of mental health issues were 

slightly less likely to report perinatal mental health screening than those without such 

histories (49% and 55%, respectively).  
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Table 8-1 Antenatal and postnatal emotional wellbeing screening for the most recent birth 
among 1,180 Australian women born 1973-78, according to socio-demographic factors 

 Asked about emotional wellbeing during antenatal 
and/or postnatal periods 

 

 

No 

During 
pregnancy 

only 

After 
pregnancy 

only 

Both during 
pregnancy 

and after 
pregnancy 

 

 N % N % N % N % P 

Survey (year, age)          

5 (2009, 31-36 years)  38 14.8 52 20.3 58 22.7 108 42.2 <0.001 

6 (2012, 34- 39 years) 21 8.3 48 19.0 50 19.8 133 52.8  

7 (2015, 37-42 years)  18 11.0 36 22.1 34 20.9 75 46.0  

8 (2018, 40-45 years) 45 8.8 78 15.3 66 13.0 320 62.9  

Culturally and linguistically 
diverse     

     

No 107 10.1 190 18.0 184 17.4 577 54.5 0.62 

Yes 15 12.3 24 19.7 24 19.7 59 48.4  

State          

New South Wales (NSW) 41 13.0 62 19.6 41 13.0 172 54.4 † 

Victoria (VIC) 28 7.8 48 13.3 85 23.5 200 55.4  

Queensland (QLD) 25 12.0 55 26.4 29 13.9 99 47.6  

South Australia (SA) 9 12.9 16 22.9 11 15.7 34 48.6  

Western Australia (WA) 7 6.7 22 21.0 20 19.0 56 53.3  

Tasmania (TAS) 4 9.5 3 7.1 8 19.0 27 64.3  

Northern Territory (NT) 0 0.0 1 8.3 3 25.0 8 66.7  

Australian Capital Territory (ACT) 2 10.0 4 20.0 1 5.0 13 65.0  

Overseas 3 21.4 2 14.3 3 21.4 6 42.9  

Area of residence (ARIA+)          

Major cities 68 9.6 125 17.7 138 19.5 377 53.2 0.59 

Inner regional 30 11.2 56 20.9 39 14.6 143 53.4  

Outer regional 13 10.2 24 18.8 18 14.1 73 57.0  

Remote/very remote 3 13.6 6 27.3 4 18.2 9 40.9  

Education          

Less than Year 12 7 9.3 17 22.7 11 14.7 40 53.3 0.13 
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 Asked about emotional wellbeing during antenatal 
and/or postnatal periods 

 

 

No 

During 
pregnancy 

only 

After 
pregnancy 

only 

Both during 
pregnancy 

and after 
pregnancy 

 

 N % N % N % N % P 

Year 12 or equivalent 13 11.1 21 17.9 22 18.8 61 52.1  

Certificate/Diploma 35 12.0 66 22.7 42 14.4 148 50.9  

University 61 9.3 98 14.9 124 18.9 374 56.9  

Ability to manage on available 
income     

     

Impossible/Difficult all the time 19 10.0 42 22.1 35 18.4 94 49.5 0.44 

Difficult some of the time 41 11.1 71 19.2 60 16.3 197 53.4  

Not too bad/Easy 58 9.8 94 15.9 106 17.9 335 56.5  

How stressed about money          

Not at all stressed 34 12.6 44 16.4 44 16.4 147 54.6 0.66 

Somewhat stressed 39 8.6 76 16.8 81 17.9 256 56.6  

Moderately stressed 21 8.9 45 19.1 44 18.6 126 53.4  

Very stressed 15 11.9 25 19.8 21 16.7 65 51.6  

Extremely stressed 10 12.5 20 25.0 14 17.5 36 45.0  

History of mental health issues          

No 94 9.8 165 17.2 169 17.7 529 55.3 0.25 

Yes 25 12.1 45 21.8 35 17.0 101 49.0  
† due to low frequencies in some cells, it was not valid to conduct a statistical test on this factor. 

 
8.3.2 Screening for perinatal anxiety and depression in the 1989-95 cohort 
Of the 1,083 women who had answered the perinatal screening question for their most 

recent child, 179 women (17%) responded at Survey 5 for their most recent child, while 

904 women (83%) responded at Survey 6. For more information on the sample used 

for these analyses, see Appendix 11.6.2. 

Among women who responded to the question about perinatal screening regarding 

their most recent child (N = 1,083), most women (94.4%) indicated they had been 

asked about their emotional wellbeing at some point during the perinatal period (see 

Table 8-2). Seven out of ten women born 1989-95 reported being screened both 
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during pregnancy and after birth, 16% were screened only during pregnancy, and 

7.1% were screened only after birth.  

Among women born 1989-95, those who had less than Year 12 qualifications were 

less likely to report perinatal screening compared to women with higher qualifications. 

Perinatal screening did not appear to be associated with year, area of residence, 

financial stress or difficulties, culturally or linguistically diverse background, or history 

of mental health issues.
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Table 8-2 Antenatal and postnatal emotional wellbeing screening for their most recent birth 
among 1,083 Australian women born 1989-95, according to socio-demographic factors 

 Asked about emotional wellbeing during antenatal 
and/or postnatal periods 

 

 
No 

During 
pregnancy 

only 

After 
pregnancy 

only 

Both during 
pregnancy and 

after 
pregnancy 

 

 N % N % N % N % P 

Survey (year, age)          

5 (2017, 21-27 years)  12 6.7 33 18.4 18 10.1 116 64.8 0.16 

6 (2019, 23-30 years) 49 5.4 140 15.5 59 6.5 656 72.6  

Culturally and linguistically 
diverse     

     

No 59 5.6 173 16.4 75 7.1 750 71.0 † 

Yes 2 7.7 0 0.0 2 7.7 22 84.6  

State          

New South Wales  12 4.4 44 16.0 17 6.2 202 73.5 † 

Victoria  11 4.6 31 12.9 27 11.3 171 71.3  

Queensland  21 8.4 57 22.8 9 3.6 163 65.2  

South Australia  6 6.5 12 12.9 9 9.7 66 71.0  

Western Australia  2 1.7 13 11.2 7 6.0 94 81.0  

Tasmania  2 4.9 7 17.1 1 2.4 31 75.6  

Northern Territory  1 11.1 0 0.0 2 22.2 6 66.7  

Australian Capital Territory  2 5.7 5 14.3 2 5.7 26 74.3  

Area of residence (ARIA+)          

Major cities 27 5.0 72 13.4 46 8.6 391 72.9 † 

Inner regional 19 8.2 50 21.5 11 4.7 153 65.7  

Outer regional 6 5.5 14 12.8 4 3.7 85 78.0  

Remote/very remote 1 4.8 4 19.0 1 4.8 15 71.4  

Education          

Less than Year 12 8 10.8 21 28.4 6 8.1 39 52.7 0.03 

Year 12 or equivalent 8 7.3 21 19.1 8 7.3 73 66.4  

Certificate/Diploma 15 4.8 43 13.7 20 6.4 236 75.2  
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 Asked about emotional wellbeing during antenatal 
and/or postnatal periods 

 

 
No 

During 
pregnancy 

only 

After 
pregnancy 

only 

Both during 
pregnancy and 

after 
pregnancy 

 

 N % N % N % N % P 

University 20 5.2 58 14.9 32 8.2 278 71.6  

Ability to manage on available 
income     

     

Impossible/Difficult all the time 18 10.3 25 14.4 13 7.5 118 67.8 0.09 

Difficult some of the time 16 4.1 65 16.6 28 7.2 282 72.1  

Not too bad/Easy 22 4.5 76 15.7 33 6.8 354 73.0  

How stressed about money          

Not at all stressed 8 6.2 17 13.1 9 6.9 96 73.8 0.30 

Somewhat stressed 18 4.9 63 17.0 25 6.8 264 71.4  

Moderately stressed 10 4.0 47 18.8 18 7.2 175 70.0  

Very stressed 9 5.3 26 15.3 14 8.2 121 71.2  

Extremely stressed 15 10.6 14 9.9 10 7.0 103 72.5  

History of mental health 
issues     

     

No 15 3.8 66 16.8 29 7.4 282 71.9 0.27 

Yes 46 6.7 107 15.5 48 6.9 490 70.9  

† Due to low frequencies in some cells, it was not valid to conduct a statistical test on this factor.
 

8.3.3 Recent ALSWH perinatal mental health screening research 
ALSWH data have previously been used to examine rates of perinatal mental health 

screening, and to evaluate the effectiveness of this screening. In 2014, Reilly et al. 

(2014) highlighted the importance of routine assessment of women’s mental health in 

the perinatal period. Within a sample of 778 women who reported experiencing 

significant emotional distress during pregnancy or in the 12 months following birth, 

those not asked about their emotional health were less likely to seek formal help during 

pregnancy and the postpartum period than those who were asked. Similarly, those 

who were asked about their emotional health but not referred for additional support 

were less likely to seek formal help than those who were referred. These findings 
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indicated that routine assessment is positively associated with help-seeking during the 

perinatal period and also indicated the value and need for referral pathways. 

Another study evaluated the impact of routine mental health assessment during the 

perinatal period on reported referrals for emotional health issues during pregnancy 

and the first postpartum year (Reilly et al., 2013). Among 1,804 women, assessment 

of past and current mental health and experience of significant emotional distress 

predicted being given a referral for emotional health issues during pregnancy and the 

postnatal period. Importantly, women who were asked about both their past and 

current mental health were up to 16 times more likely to receive a referral, compared 

to those who did not receive any form of mental health assessment. This suggested 

that enquiry into past and current mental health during the perinatal period enhances 

the initiation of referrals. 

Despite the evidence supporting routine perinatal mental health screening, previous 

ALSWH research has also highlighted the shortfalls in screening, providing insight into 

areas for improvement (Reilly et al., 2013; Forder et al., 2020; Moss et al., 2020). Data 

from the perinatal mental health subsample were used to examine psychosocial 

assessment more broadly (Reilly et al., 2013). Two thirds of women (66.8%) reported 

current emotional health assessment in the antenatal period, and 75.6% in the 

postnatal period. Fewer women reported assessment of mental health history during 

pregnancy (52.9%) and after birth (41.2%). Finally, women were least likely to report 

assessment of their experience of domestic violence or abuse, with only 35.7% being 

asked in the antenatal period and 31.8% being asked in the postnatal period. 

Compared with women who gave birth in the private sector, those who gave birth in 

the public hospital sector were more likely to report being assessed across all five 

domains of assessment in the antenatal period. The study revealed a shortfall in 

assessment rates among mothers, particularly in the private sector.  

A mixed methods study investigated honesty and comfort levels among mothers when 

screened for perinatal depression and anxiety (Forder et al., 2020). Of 1,597 women, 

more than one fifth (20.7%) reported that they had not always responded honestly 

when screened about their emotional wellbeing. Qualitative data on reasons for 

dishonesty encompassed four main themes: normalising of symptoms/coping, 
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negative perceptions, fear of adverse repercussions, and fear of involvement of health 

services. Furthermore, 38.9% of women reported that they did not feel comfortable 

when questioned about their emotional wellbeing by their health practitioner. These 

women were four times more likely to report perinatal depression, and nearly twice as 

likely to report perinatal anxiety, than those who did feel comfortable. This study 

revealed that women who were most likely to need perinatal mental health care were 

also the least likely to be honest about their mental health, warranting the need for an 

improved approach to screening to increase comfort and encourage honesty.  

Rates of reported perinatal mental health screening over time have also been 

documented using longitudinal ALSWH data. Moss et al. (2020) examined data from 

7,566 mothers between 2000 and 2017. During the study period, the percentage of 

women not screened decreased from 40.6% to 1.7%. The percentage of women 

reporting being screened both antenatally and postnatally increased from 21.3% to 

79.3%. Women who were older or had reported emotional distress were less likely to 

have been screened both antenatally and postnatally, compared to younger women 

and those who had not reported emotional distress. Findings indicated that, although 

improvements were observed, perinatal mental health screening is not yet universal.  

 

8.4 Prevalence of perinatal anxiety and depression 
 
8.4.1 Cumulative prevalence  
 
Figure 8-1 presents the cumulative prevalence for self-reported diagnoses of antenatal 

anxiety, antenatal depression, postnatal anxiety, and postnatal depression for mothers 

from the 1989-95 and 1973-78 cohorts. For both cohorts, postnatal diagnoses for 

depression and anxiety were more common than antenatal diagnoses. For women 

born 1973-78 (N = 7,186), 21% were diagnosed with postnatal mental health issues 

(depression and/or anxiety), and 7% were diagnosed with antenatal mental health 

issues. Similarly, for women born 1989-95 (N = 1,537), postnatal diagnoses for 

depression and anxiety were more common (37%) than antenatal diagnoses (22%). 

During the antenatal period, anxiety diagnoses tended to be reported slightly more 
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than depression, while depression was more common in the postnatal period. 

However, it is important to note that depression and anxiety often coexist.  

Diagnoses for perinatal depression and anxiety were more commonly reported among 

women born 1989-95 (42%) than among women born 1973-78 (22%). Among women 

born 1989-95, perinatal depression and/or anxiety was more commonly reported 

among women with two or more children (51%) than women with one child (36%). 

However, among women born 1973-78, the prevalence of perinatal depression and/or 

anxiety was not dissimilar among women with two or more children (23%) compared 

with women with one child only (21%). 

 

 
Figure 8-1 Cumulative prevalence of self-reported diagnosed antenatal and 
postnatal mental health (depression and anxiety) in women born 1989-95 and 
1973-78, according to parity.  
 

 

0

5

10

15

20

25

30

35

40

45

1989-95 cohort 1973-78 cohort 1989-95 cohort 1973-78 cohort 1989-95 cohort 1973-78 cohort

All mothers Mothers with 1 child only Mothers with 2 or more children

Pe
rc

en
t

Antenatal anxiety Antenatal depression Postnatal anxiety Postnatal depression



183 

 

8.4.2 Perinatal mental health over time 
 
Consistently over time, postnatal depression has been diagnosed more frequently 

than antenatal depression (Figure 8-2). For women born 1973-78, the annual rate of 

antenatal depression diagnoses remained reasonably stable at around 2-3% from 

1996 to 2014, increasing to around 4-5% by 2018. For the same women, the annual 

rate of postnatal depression diagnoses gradually decreased from around 13% in 1996 

to approximately 6% in 2014, before increasing again to around 10-11% in 2018. 

However, the annual rates of perinatal depression diagnoses are higher for women 

born 1989-95, although the rates have decreased over time. From 2011 to 2019, the 

annual rate of antenatal depression among women born 1989-95 dropped from 18% 

to 10%, while the annual rate of postnatal depression dropped from around 30% in 

2011 to 17% in 2019. 

For both cohorts, and similar to perinatal depression rates, the annual rate of antenatal 

anxiety is consistently lower than the annual rate of postnatal anxiety (Figure 8-3). For 

women born 1973-78, both antenatal anxiety and postnatal anxiety slowly increased 

over time between 1996 and 2018, with antenatal anxiety increasing from around 1.9% 

in 1996 to 8% in 2017-2018, while postnatal anxiety increased from around 1.5% in 

1996 to around 10% in 2015-2017, dropping slightly to 8% in 2018. For women born 

1989-95, the annual rates of perinatal anxiety are much higher, with antenatal anxiety 

rates increasing from 15% in 2011 to 19% in 2019, while the annual rate of postnatal 

anxiety varied between 20% in 2011 to 27% in 2017, and then fell to 18% in 2019. 
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Figure 8-2 Antenatal depression and postnatal depression over time for women born 1989-95 and 1973-78. 
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Figure 8-3 Antenatal anxiety and postnatal anxiety over time for women born 1989-95 and 1973-78. 
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8.5 Risk factors for perinatal depression and anxiety 
 
8.5.1 History of mental health issues 
 
Longitudinal data collected from 1996 to 2006 were used to examine the risk factors 

for postnatal depression among 2,451 mothers (Chojenta et al., 2012). Overall, 9.8% 

of women reported being diagnosed or treated for postnatal depression. Women who 

reported being diagnosed with or treated for depression three or six years preceding 

pregnancy were more than twice as likely to experience postnatal depression, 

compared to those who had not reported depression. Stressful life events also 

significantly predicted postnatal depression within the sample.  

A later study assessed the importance of women’s mental health history in regard to 

the detection of postnatal depression, using data from 5,219 mothers at Survey 5 

(Chojenta et al., 2016). Over 15% of mothers reported that they had experienced 

postnatal depression with at least one child. At the multivariate level, postnatal anxiety 

and antenatal depression were strongly associated with postnatal depression. Strong 

links were also shown for a history of depression, poor mental health, emotional 

distress during labour, and breastfeeding for less than six months. These findings 

implied that the treatment and management of preceding mental health problems may 

be preventive of later postnatal depression.  

 
8.5.2 History of poor mental health and health care costs in the perinatal 

period 
 
Chojenta et al. (2019) examined the impact of a history of poor mental health on health 

care costs during the perinatal period. Linkage with national administrative datasets 

permitted a comparison of health care costs between those with and without a history 

of poor mental health between 2002 and 2011. Findings revealed that women with a 

history of poor mental health faced higher health care costs in the perinatal period, 

compared to those without such history. An average increase in cost of 11% per birth 

was observed for those with a history of poor mental health, regardless of birth type 

(i.e. vaginal, instrumental, caesarean) and private health insurance status. This study 

reinforced the need to address poor mental health prior to child bearing, in the interest 
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of cost saving in the perinatal period and the reduction of women experiencing poor 

perinatal mental health.  

8.5.3 History of poor mental health and parenting post-birth 
 
A recent analysis sought to better understand the mechanisms through which 

pre-conception maternal depression and child psychosocial functioning are related 

(Moss et al., 2020). Maternal and child factors were examined based on 2,917 mothers 

and their 5,532 combined children aged 0-12 who participated in the 2016 MatCH 

study. Results indicated a link between pre-conception maternal depression and 

poorer maternal mental health and parenting post-birth. This study highlighted pre-

conception as the optimal time for depression intervention. 

8.5.4 PCOS and perinatal mental health 
 
Recently, Tay et al. (2019) addressed an important gap in the literature by examining 

perinatal mental health in relation to PCOS. Cross-sectional data from 5,239 women 

who had completed Survey 7 and had given birth were examined. Compared to 

women not reporting PCOS, those reporting PCOS had higher prevalence of the 

following perinatal mental disorders: antenatal depression (8.9% versus 4.4%), 

antenatal anxiety (11.7% versus 5.6%), postnatal depression (26.8% versus 18.6%), 

and postnatal anxiety (18.4% versus 12.0%). Moreover, after controlling for 

confounders, women with PCOS were almost twice as likely to report antenatal 

depression and/or anxiety as those without PCOS, however, no such association was 

shown for postnatal depression and/or anxiety. Nonetheless, findings underscored the 

need to screen for common perinatal mental disorders among women with PCOS.  

8.5.5 Traumatic birth experiences and perinatal mental health 
 
Previous work using ALSWH data has provided some insight into the impact of 

pregnancy loss on perinatal mental health (Chojenta et al., 2014). Using data from the 

ALSWH Perinatal Mental Health sub study conducted in 2011, the impact of 

pregnancy loss on women’s mental health during a subsequent pregnancy and 

postpartum was examined. Among 584 mothers, 30.5% reported experiencing a 

pregnancy loss prior to the birth of their youngest child, including miscarriage, 
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termination due to medical reasons, ectopic pregnancy, and stillbirth. Controlling for 

demographics and mental health history, women who had experienced a previous 

pregnancy loss were more likely to experience sadness or low mood and excessive 

worry during a subsequent pregnancy than those without a history of pregnancy loss. 

These findings highlight the impact of pregnancy loss on perinatal mental health, and 

the need to investigate the relationship between traumatic birth experiences and 

perinatal mental health more broadly. The analysis below addresses this gap in 

knowledge by presenting preliminary results on the relationship between traumatic 

birth experiences and postnatal mental health. 

Prevalence of traumatic birth experiences among first births 

For the purposes of the following analysis, traumatic birth experiences included 

emergency caesarean (caesarean section after labour has started); labour lasting 

longer the 36 hours; emotional distress during labour; or stillbirth. This analysis 

included data on first births for women who had responded to questions on traumatic 

birth experiences and postnatal mental health (1,544 women born 1989-95 and 7,658 

women born 1973-78). 

Overall, 45.6% of women born 1989-95 and 36.9% of women born 1973-78 had 

experienced a traumatic birth during their first birth (Figure 8-4). Stillbirths were the 

least common traumatic birth experience, with 1.3% of women born 1989-95 and 0.7% 

of women born 1973-78 reporting this experience. Long labours were slightly more 

common, with 12% of women born 1989-95 and 9% of women born 1973-78 reporting 

this experience. Almost one in five women born 1989-95 and 1973-78 reported 

experiencing an emergency caesarean (18.3% and 18.5%, respectively). Emotional 

distress during pregnancy was more commonly reported by women born 1989-95 

(32%) than by those born 1973-78 (22%). Of the women who had experienced a 

traumatic birth, 26% reported two traumatic birth experiences, while 5% of women in 

both cohorts reported three traumatic birth events. 
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Figure 8-4 Traumatic birth experiences among first births for Australian women 
born 1989-95 and 1973-78 
 
Prevalence of postnatal depression or anxiety among first births  
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reported being diagnosed with postnatal depression or anxiety. One in ten (11.5%) 

women born 1973-78 reported being diagnosed with depression only, and 7% reported 

being diagnosed with anxiety only. 

Association between traumatic birth experiences and postnatal mental health 

Taking into account several sociodemographic factors and antenatal depression and 

anxiety, the influence of traumatic births on postnatal depression and anxiety for 
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As shown in Table 8-3, among women born 1989-95, the effect of having a traumatic 

birth on postnatal depression and anxiety was significant (Model 1). Even after 

controlling for sociodemographic factors (Model 2) and antenatal depression and 

anxiety (Model 3), women who had experienced a traumatic birth had 74% higher odds 

of being diagnosed with postnatal depression and anxiety, compared with women who 

did not experience a traumatic birth.

 
Table 8-3 Association of traumatic birth on postnatal depression or anxiety among first births 
for women born 1989-95, adjusting for sociodemographic factors and antenatal 
depression/anxiety 
 Outcome: Postnatal depression or postnatal anxiety 

Women born 1989-95 MODEL 1 MODEL 2 MODEL 3 

N = 1,103* OR (95%CI) P OR (95%CI) P OR (95%CI) P 

Traumatic birth 
experience 

      

No 1  1  1  

Yes 1.93 (1.49, 2.50) <0.001 1.85 (1.42, 2.41) <0.001 1.74 (1.30, 2.33) <0.001 

Manage on available 
income 

      

Easy/Not too bad   1  1  

Difficult some of the 
time 

  1.21 (0.88, 1.66) 0.24 1.16 (0.82, 1.64) 0.39 

Always 
difficult/Impossible 

  1.42 (0.98, 2.04) 0.06 1.01 (0.67, 1.53) 0.97 

Highest qualification       

University   1  1  

Certificate/Diploma   1.36 (0.98, 1.90) 0.06 1.25 (0.87, 1.79) 0.23 

Year 12 or equivalent   1.01 (0.66, 1.57) 0.95 0.98 (0.61, 1.58) 0.95 

Less than Year 12   1.84 (1.04, 3.25) 0.035 2.01 (1.09, 3.71) 0.025 

Area of residence       

Major city   1  1  

Inner regional   1.20 (0.88, 1.62) 0.25 1.16 (0.83, 1.61) 0.39 

Outer regional, remote, 
very remote 

  1.00 (0.67, 1.48) 0.99 0.92 (0.59, 1.42) 0.70 

Maternal age (years)   0.91 (0.86, 0.97) 0.003 0.90 (0.84, 0.96) 0.001 
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 Outcome: Postnatal depression or postnatal anxiety 

Women born 1989-95 MODEL 1 MODEL 2 MODEL 3 

N = 1,103* OR (95%CI) P OR (95%CI) P OR (95%CI) P 

Antenatal 
depression/anxiety 

      

No     1  

Yes     9.86(6.77, 14.37) <0.001 

* Restricted to women who had complete covariate data 

 
Similarly, among women born 1973-78, the effect of having a traumatic birth on 

postnatal depression and anxiety was only slightly attenuated when sociodemographic 

factors (Model 2) and antenatal depression and anxiety (Model 3) were taken into 

account (Table 8-4). Women who had experienced a traumatic birth had 63% higher 

odds of being diagnosed with postnatal depression and anxiety, compared with 

women who did not experience a traumatic birth, after controlling for 

sociodemographic factors and antenatal depression and anxiety. 

 
Table 8-4 Association of traumatic birth on postnatal depression or anxiety among first births 
for women born 1973-78, adjusting for sociodemographic factors and antenatal 
depression/anxiety 
 Outcome : Postnatal depression or postnatal anxiety 

Women born 1973-78 MODEL 1 MODEL 2 MODEL 3 

N = 6,905* OR (95%CI) P OR (95%CI) P OR (95%CI) P 

Traumatic birth 
experience 

      

No 1  1  1  

Yes 1.77 (1.54, 2.03) <0.001 1.72 (1.50, 1.98) <0.001 1.63 (1.40, 1.88) <0.001 

Manage on available 
income 

      

Easy/Not too bad   1  1  

Difficult some of the 
time 

  1.30 (1.11, 1.52) 0.001 1.22 (1.03, 1.45) 0.020 

Always 
difficult/Impossible 

  1.45 (1.16, 1.82) 0.001 1.20 (0.93, 1.53) 0.16 
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 Outcome : Postnatal depression or postnatal anxiety 

Women born 1973-78 MODEL 1 MODEL 2 MODEL 3 

N = 6,905* OR (95%CI) P OR (95%CI) P OR (95%CI) P 

Highest qualification       

University   1  1  

Certificate/Diploma   1.42 (1.19, 1.70) <0.001 1.44 (1.20, 1.74) <0.001 

Year 12 or equivalent   1.50 (1.24, 1.81) <0.001 1.47 (1.20, 1.80) <0.001 

Less than Year 12   1.38 (1.05, 1.82) 0.022 1.32 (0.98, 1.77) 0.07 

Area of residence       

Major city   1  1  

Inner regional   0.92 (0.78, 1.09) 0.35 0.90 (0.76, 1.08) 0.27 

Outer regional, remote, 
very remote 

  0.91 (0.75, 1.11) 0.35 0.89 (0.72, 1.10) 0.28 

Maternal age (years)   1.03 (1.01, 1.05) <0.001 1.01 (0.99, 1.03) 0.27 

Antenatal 
depression/anxiety 

      

No     1  

Yes     20.93 (15.57, 28.13) <0.001 

* Restricted to women who had complete covariate data 
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8.6 Conclusion 
Screening rates have increased over time, however women born 1989-95 have 

reported higher rates of poor perinatal mental health than women born 1973-78. The 

higher prevalence of mental health issues in women born 1989-95 needs to be 

investigated further as a matter of urgency. Women born 1989-95 are still in their prime 

childbearing years, while the 1973-78 cohort have mostly completed their families. 

Therefore, the already high rates of perinatal mental health issues in the 1989-95 

cohort are likely to increase as more women in this age group start families, and those 

who have children continue to grow their families. 

The high prevalence of traumatic births and the association between traumatic births 

and poor perinatal mental health underscore the need to enquire about past traumatic 

birth experiences as part of perinatal mental health screening in subsequent 

pregnancies. Past ALSWH research has demonstrated the value of perinatal mental 

health screening and has also highlighted the need to continue monitoring the 

responses of women to inquiries about their mental health during the perinatal period. 

 
8.7 References 
 
Chojenta C, Loxton D & Lucke J. (2012). How do previous mental health, social 

support, and stressful life events contribute to postnatal depression in a representative 

sample of Australian women? Journal of Midwifery & Women's Health, 57(2):145-50. 

Chojenta CL, Lucke JC, Forder PM & Loxton DJ. (2016). Maternal health factors as 

risks for postnatal depression: A prospective longitudinal study. PLOS ONE, 11(1): 

e0147246. 

Chojenta C, William J, Martin MA, Byles J & Loxton D. (2019). The impact of a history 

of poor mental health on health care costs in the perinatal period. Archives of Women’s 

Mental Health, 22(4):467-73. 

Chojenta C, Harris S, Reilly N, Forder P, Austin M-P & Loxton D. (2014). History of 

pregnancy loss increases the risk of mental health problems in subsequent 

pregnancies but not in the postpartum. PLOS ONE, 9(4):e95038. 



194 

 

Forder PM, Rich J, Harris S, Chojenta C, Reilly N, Austin M-P & Loxton D. (2020). 

Honesty and comfort levels in mothers when screened for perinatal depression and 

anxiety. Women and Birth, 33(2): e142-e50. 

Moss KM, Loxton D, Dobson AJ, Slaughter V & Mishra GD. (2020). Testing competing 

mediators of the association between pre-conception maternal depression and child 

health-related quality of life: The MatCH study. Archives of Women’s Mental Health, 

23(1):53-62. 

Moss KM, Reilly N, Dobson AJ, Loxton D, Tooth L & Mishra GD. (2020). How rates of 

perinatal mental health screening in Australia have changed over time and which 

women are missing out. Australian and New Zealand Journal of Public Health, 

44(4):301-406. 

Reilly N, Harris S, Loxton D, Chojenta C, Forder P, Milgrom J & Austin MP. (2013). 

Referral for management of emotional health issues during the perinatal period: Does 

mental health assessment make a difference? Birth, 40(4):297-306. 

Reilly N, Harris S, Loxton D, Chojenta C, Forder P, Milgrom J & Austin MP. (2013). 

Disparities in reported psychosocial assessment across public and private maternity 

settings: A national survey of women in Australia. BMC Public Health, 13(1):632. 

Reilly N, Harris S, Loxton D, Chojenta C, Forder P & Austin MP. (2014). The impact 

of routine assessment of past or current mental health on help-seeking in the perinatal 

period. Women Birth, 27(4): e20-7. 

Tay CT, Teede HJ, Boyle JA, Kulkarni J, Loxton D & Joham AE. (2019). Perinatal 

mental health in women with polycystic ovary syndrome: A cross-sectional analysis of 

an Australian population-based cohort. Journal of Clinical Medicine, 8(12):2070. 

  



A
U

STRA
LIA

N
 LO

N
G

ITU
D

IN
A

L STU
D

Y
 O

N
 W

O
M

EN
’S H

EA
LTH

 M
A

JO
R REPO

RT 2018

FROM CHILD CARE 
TO ELDER CARE: 
FINDINGS FROM THE AUSTRALIAN LONGITUDINAL 
STUDY ON WOMEN’S HEALTH

Report prepared for the Australian Government Department of Health, May 2018

AUTHORS: 
Leigh Tooth 
Deborah Loxton
Hsiu-Wen Chan

Jacqueline Coombe  
Annette Dobson
Richard Hockey

Natalie Townsend 
Julie Byles
Gita Mishra

Australian Longitudinal Study 
on Women’s Health

www.alswh.org.au


	EXECUTIVE SUMMARY
	1. Introduction
	1.1 Report aims
	1.2 Women’s reproductive history: A snapshot
	1.3 Report outline
	1.4 References

	2. Prevalence of contraceptive use across the reproductive lifespan
	2.1 Key points
	2.2 Introduction
	2.3 Use of contraceptive methods by women in the 1989-95 cohort
	2.4 Use of contraceptive methods by women in the 1973-78 cohort
	2.5 An overview of previously published ALSWH research examining prevalence of contraception use
	2.6 Women’s experiences in obtaining and using contraception
	2.7 Summary
	2.8 References

	3. Socioeconomic and health behaviour variations in the use of contraceptives
	3.1 Key points
	3.2 Introduction
	3.3 Use of contraception methods by women in the 1989-95 cohort by socioeconomic and health behaviour characteristics
	3.3.1 Use of the OCP
	3.3.2 Use of condoms
	3.3.3 Use of the implant
	3.3.4 Use of the hormonal IUD
	3.3.5 Use of no contraception
	3.3.6 Use of other contraception

	3.4 Use of contraception by women in the 1973-78 cohort by socioeconomic and health behaviour characteristics
	3.4.1 Use of the OCP
	3.4.2 Use of condoms
	3.4.3 Use of long acting LARC methods
	3.4.4 Use of the withdrawal method
	3.4.5 Use of the fertility awareness period method or emergency OCP
	3.4.6 Use of no contraception

	3.5 Previously published ALSWH research
	3.6 Summary
	3.7  References

	4. The use of contraceptives following reproductive events
	4.1 Key points
	4.2 Introduction
	4.3 Use of contraception by reproductive events by women in the 1989-95 cohort
	4.3.1 Number of children
	4.3.2 Use of contraception after reproductive events

	4.4 Use of contraception by reproductive events by women in the 1973-78 cohort
	4.4.1 Number of children
	4.4.2 Use of contraception after reproductive events

	4.5 Summary

	5. Trends in women’s use of LARC methods
	5.1 Key points
	5.2 Introduction
	5.3 Summary of previous published work with a focus on LARC use
	5.4 Identification of LARC use
	5.5 Use of LARC by women in the 1973-78 and 1989-95 cohorts
	5.6 Agreement between MBS and PBS data and self-report survey data
	5.7 Factors associated with use of LARC
	5.8 Conclusion
	5.9 References

	6. Short and long term use of the OCP
	6.1 Key findings
	6.2 Introduction
	6.3 Previous ALSWH OCP research
	6.4 PBS data and ALSWH survey data on oral contraceptives
	6.4.1 Agreement between PBS data on OCP use and women’s self-report of OCP use.

	6.5 Cross-sectional comparison of women who do and do not use oral contraceptives supplied through the PBS
	6.6 Comparison of women who use oral contraceptives in the long- and short-term
	6.6.1 1989-95 Cohort
	6.6.2 1973-78 Cohort

	6.7 Women who stop using the OCP
	6.8 Factors affecting length of continual use of an OCP in long-term periods of use
	6.9 Discussion
	6.10 References

	7. Patterns of pregnancy and ART
	7.1 Key points
	7.2 Introduction
	7.3 Reproductive outcomes: Births, stillbirths, deaths, and miscarriages
	7.3.1 Current status of reproductive outcomes in the cohorts
	7.3.2 A comparison of reproductive outcomes between cohorts

	7.4 Reproductive conditions: Endometriosis and PCOS
	7.4.1 Current status of reproductive conditions in the cohorts
	7.4.2 Previous ALSWH research: Endometriosis
	7.4.3 Previous ALSWH research: PCOS

	7.5 Pregnancy intentions
	7.5.1 Pregnancy intentions of women in the 1989-95 cohort
	7.5.2 Pregnancy intentions of women in the 1973-78 cohort
	7.5.3 Previous ALSWH research

	7.6 Fertility issues and seeking treatment
	7.6.1 Fertility issues among women in the 1989-95 cohort
	7.6.2 Fertility issues among women in the 1973-78 cohort
	7.6.3 Previous ALSWH research concerning fertility issues

	7.7 ART
	7.7.1 MBS items for ART
	7.7.2 Use of ART by demographic characteristics
	7.7.3 Use of ART by age
	7.7.4 Use of ART by treatment type

	7.8 Conclusion
	7.9 References

	8.  Perinatal mental health
	8.1 Key messages
	8.2 Introduction
	8.3 Perinatal mental health screening
	8.3.1 Screening for perinatal anxiety and depression in the 1973-78 cohort
	8.3.2 Screening for perinatal anxiety and depression in the 1989-95 cohort
	8.3.3 Recent ALSWH perinatal mental health screening research

	8.4 Prevalence of perinatal anxiety and depression
	8.4.1 Cumulative prevalence
	8.4.2 Perinatal mental health over time

	8.5 Risk factors for perinatal depression and anxiety
	8.5.1 History of mental health issues
	8.5.2 History of poor mental health and health care costs in the perinatal period
	8.5.3 History of poor mental health and parenting post-birth
	8.5.4 PCOS and perinatal mental health
	8.5.5 Traumatic birth experiences and perinatal mental health
	Prevalence of traumatic birth experiences among first births
	Prevalence of postnatal depression or anxiety among first births
	Association between traumatic birth experiences and postnatal mental health


	8.6 Conclusion
	8.7 References

	9. Menopause
	9.1 Key points
	9.2 Introduction
	9.3 Natural menopause
	9.3.1 Background
	9.3.2 1946-51 cohort
	9.3.3 1973-78 cohort
	9.3.4 Previous research: predictors of premature and early menopause
	9.3.5 Previous research: early menopause and risk of chronic conditions

	9.4 Hysterectomy and oophorectomy
	9.4.1 Background
	9.4.2 1946-51 cohort
	9.4.3 1973-78 cohort
	9.4.4 Previous research: hysterectomy, oophorectomy and risk of chronic conditions

	9.5 VMS
	9.5.1 Background
	9.5.2 1946-51 cohort
	Hot flushes
	Night sweats

	9.5.3 1973-78 cohort
	9.5.4 Previous research: predictors of vasomotor symptoms
	9.5.5 Previous research: VMS and risk of chronic conditions

	9.6 MHT
	9.6.1 1946-51 cohort
	9.6.2 1973-78 cohort

	9.7 Conclusion
	9.8 References

	10. Family planning and use of contraceptives during the COVID-19 pandemic
	10.1 Key messages
	10.2 ALSWH fortnightly COVID-19 pandemic surveys
	10.3 Pregnancy plans during the COVID-19 pandemic
	10.4 Contraceptive use during the COVID-19 pandemic
	10.4.1 Change in contraception use
	10.4.2 Type of contraceptives used during the COVID-19 pandemic
	10.4.3 Number of contraceptive methods used during the COVID-19 pandemic
	10.4.4 Difficulties accessing contraception during the COVID-19 pandemic

	10.5 What women said about the impact of the COVID-19 pandemic on their contraception use, pregnancy plans, and sexual and reproductive health: A qualitative analysis
	10.5.1 Results
	Practices
	Reproductive and sexual health service use
	Contraceptive practices
	Sexual activity
	Fertility issues

	Attitudes and beliefs
	Attitudes towards having children
	Pregnancy and birth



	10.6 Conclusion
	10.7 References

	11.  APPENDICES
	11.1 Appendix for Chapter 1: Participant retention
	11.2 Appendix for Chapter 2
	11.2.1 Measurement of contraception in ALSWH surveys

	11.3 Appendix for Chapter 3: Socioeconomic and health behaviour variations in the use of contraceptives
	11.3.1 Detailed descriptions of associations between contraceptive use and socioeconomic factors and health risk behaviours by women in the 1989-95 cohort
	11.3.2 Detailed descriptions of associations between some contraceptive use and socioeconomic factors and health risk behaviours by women in the 1973-78 cohort
	11.3.3 Use of emergency contraception

	11.4 Appendix for chapter 4: The use of contraceptives following reproductive events
	11.4.1 Measurement of reproductive events
	11.4.2 Use of emergency contraception
	11.4.3 Recoding reproductive events data

	11.5 Appendix for Chapter 6
	11.5.1 PBS data on oral contraceptives before and after 2012
	11.5.2 OCP items listed on the PBS 2002-2019
	11.5.3 ALSWH survey items that collect data on contraceptive use
	11.5.4 Women who reported using an OCP in an ALSWH survey who also had a PBS prescription in the year prior to the survey
	11.5.5 Women who were identified as having an OCP PBS prescription who also reported OCP use in an ALSWH survey
	11.5.6 Agreement between ALSWH Survey and PBS reports of OCP use across surveys
	11.5.7 Demographic and health risk factor differences by OCP user status (all results)
	11.5.8 Identifying continual periods of use of OCPs through the PBS
	11.5.9  Demographic, health behaviour and health risk factors of short and long-term OCP users (all results)
	11.5.10 References

	11.6 Appendix for Chapter 7
	11.6.1 Calculation of treatment cycles in the MBS ART data

	11.7 Appendix for Chapter 8: Sample selection for perinatal mental health screening analyses
	11.7.1 1973-78 cohort
	11.7.2 1989-95 cohort





