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Key messages 

Obesity and sufficient (7+ hours) sleep did not differ substantially between 
first-time fathers and non-fathers but men with these conditions pre-
fatherhood were more likely to have them as first-time fathers. 

The most commonly used health service among first-time 
fathers was a GP, either alone (23% of first-time fathers) or 
in combination with other services such as pharmacists and 
psychologists. Around 1 in 10 first-time fathers did not access 
any health services in the year after becoming a father. 

The most common combinations of barriers, also similar to 
those for non-fathers, were related to the health system (no 
service available in area at time needed, waiting time too 
long/no appointments and/or not taking new patients), along 
with individual barriers (such as decisions not to seek care 
and work commitments) and structural barriers (such as costs 
and/or transportation problems).

Research and policy implications 

These findings highlight the overall positive impact of becoming a father on mental health in the 
early stages of fatherhood. This report also supports the importance of interventions focused on 
improving the health of men early (e.g. in late adolescence/early adulthood), given the strong 
associations between pre-fatherhood and post-fatherhood depression in first-time fathers. 

The role of health services, especially GPs, in promoting preconception health is critical to ensure men 
are positioned to successfully navigate fatherhood. Given that just over one-third of men reported 
barriers to health service use, it is important to continue to implement strategies to try to reduce these 
barriers and improve access for both fathers and non-fathers. Building stronger connections for first-
time fathers of newborns to the maternal and child health system could provide a way to encourage 
fathers to access health services for their own health during the perinatal period.

First-time fathers in Australia reported lower rates of moderate/severe depression in the year 
after becoming a father (12%) than men of the same age range who had not become fathers 
(non-fathers) (18%).



2 Ten to Men Insights Report #3, Chapter 2: Health outcomes and health service usage among first-time fathers in Australia

Overview
Becoming a father (or father figure) can be one of the most significant life events experienced by men, not 
only impacting them but also those around them, including their families. Almost 300,000 Australian men 
become fathers each year (Australian Bureau of Statistics [ABS], 2023). Being a father is associated with 
many health benefits (Garfield et al., 2010; Kotelchuck, 2022) but also some health challenges (Garfield 
et al., 2006; Saxbe et al., 2018). It is important to address these health challenges as they can also affect 
fathers’ employment and education (Productivity Commission, 2020), the health of mothers (Paulson 
et al., 2016) and children (Dachew et al., 2023), relationships (Li & Johnson, 2018), parenting behaviour 
(Constable et al., 2024) and family functioning (Sell et al., 2021). 

The Australian Government notes the significance of fatherhood for health systems and more broadly. 
The National Men’s Health Strategy 2020–2030 mentions fatherhood as an important life stage for many 
Australian men and of needing more attention within health strategies (Department of Health, 2019). The 
National Framework for Universal Child and Family Health Services discusses the importance of developing 
‘father-inclusive services’ (Australian Health Ministers’ Conference, 2011) that bring the perspectives and 
needs of fathers into health services. Beyond health, one of the priority focus areas under the first action 
plan for the Early Years Strategy 2024–2034 is ‘empower[ing] parents, caregivers and families…with the 
skills, resources and information they need to give their children the best start in life’ (Department of Social 
Services [DSS], 2024, p 19). 

This report takes a life course approach to examine how being a first-time father, compared to being a non-
father, affects key health outcomes as well as the factors associated with these outcomes. It also looks at the 
use of health services among first-time fathers, compared to non-fathers, and any associated barriers to use.

It is important to disentangle the specific effect of becoming a first-time father from age. Most men 
become fathers around their late 20s or early 30s, an age associated with transition when men can face a 
number of pressures and expectations.

Definition of first-time fathers

In this chapter, becoming a first-time father was defined by whether men aged 18+ years answered 
‘yes’ to a question asking whether they had experienced any of several events in the past 12 months, 
one of which was ‘Becoming a father for the first time’. 

AIFS recognises the diversity of family types in contemporary Australia, and the importance of 
different types of fathers and father-type figures (e.g. stepfathers and foster fathers). 

For this study, it is likely that the majority of men who met our definition of a first-time father were 
first-time fathers of very young children, and their health outcomes in new fatherhood were measured 
during the perinatal period of up to 12 months after the birth of their child. Across the waves of data 
used in this report, around 77%–85% of men who met our definition of new father said their first child 
was 0–1 years of age.

Health outcomes for new fathers 
In this report, we focus on 3 key health outcomes: depression, obesity and sleep. These outcomes were 
selected on the basis of the availability of data (available from at least 3 of the 4 waves collected), 
sufficient sample sizes for analyses from all the included waves, and (importantly) gaps in the evidence 
regarding fathers. 

Depression
There are conflicting results on the risk of depression for new fathers compared to the general population. 
Longitudinal research from the United States of America (USA) revealed an increase in self-reported 
depression among fathers during the first 5 years of a child’s life but with no change in depression among 
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men who were non-fathers (Garfield et al., 2014). By contrast, an Australian study found that first-time new 
and expectant fathers were not at higher risk of depression compared to non-fathers (Leach et al., 2015). 

Previous studies using Ten to Men data found that preconception depression was associated with 
postnatal depression in first-time fathers (Giallo et al., 2023; O’Connor et al., 2025). Similarly, research 
from New Zealand found that earlier depression predicted paternal postpartum depression (Howarth & 
Swain, 2020). Other research has similarly shown that more than 4 in 5 fathers with depression during the 
perinatal period had mental health problems prior to their child being conceived (Thomson et al., 2021).1

Research from Finland (Filatova et al., 2021) and the USA (Lee et al., 2012) has shown that depression is 
more likely among younger than older fathers, even after controlling for previous depression.

In comparison to mothers, there is limited research on the mental health of fathers, including depression, 
especially during the perinatal period. Many previous studies have only included earlier time periods, 
limited time points (Scarlett et al., 2024), have not included younger fathers and/or have not been 
representative of the general population. 

It is important to consider how age is associated with depression among first-time fathers, given that 
young men have high rates of poor mental health (Department of Health, 2019). Some previous studies 
have not compared fathers to non-fathers (Giallo et al., 2012; Giallo et al., 2023), which is worth considering 
given that the age at which many men become fathers, while others do not, is generally an important 
transition point in men’s lives (Macdonald, 2024). More research on depression among priority populations 
of fathers is also needed, including those from ethnically diverse backgrounds and lower socio-economic 
groups (Baldwin et al., 2019; Philpott et al., 2022), both priority groups in the National Men’s Health 
Strategy 2020–2030 (Department of Health, 2019). 

Finally, there is limited Australian research considering factors associated with incidence (i.e. new cases) of 
depression, with previous research mainly focusing on prevalence. It is important to identify which groups 
of first-time fathers might be most at risk of developing depression to appropriately focus interventions.

Weight 
There is mixed evidence regarding how being a father is associated with weight gain or Body Mass Index 
(BMI).2 A US longitudinal study observed that over a 20-year period, from 1994 to 2014, there was an 
increase in BMI for fathers, with a corresponding decrease for non-fathers (Garfield et al., 2015). Similarly, 
Lo and colleagues (2021) found that fathers had a slightly higher BMI at 5–6 months after a child’s birth 
compared to one month before their birth (Lo et al., 2021), though this change was not considered to be 
clinically significant (Panza et al., 2023). Another US longitudinal study found that parents (both men and 
women) gained weight more rapidly than childless people over a 15-year period to 2001 (Umberson et al., 
2011). By contrast, a recent Australian longitudinal study found that weight gain was similar between men 
who had had their first child and those who stayed child-free (Tian et al., 2020). 

More research focusing on prenatal to postnatal changes in fathers’ weight is warranted (Lo et al., 2021). 
Some limitations of previous studies include either publishing or analysing data collected some time 
ago (e.g. Umberson et al., 2011) or not considering older fathers. Additionally, most of these studies were 
conducted in other countries so may not be generalisable to the Australian population.   

Sleep 
Sleep is crucial to functioning, and sleep and health are strongly related. Insufficient and/or poor quality 
sleep is associated with mental ill-health (Macdonald et al., 2021; Wynter et al., 2020) and accidents and 
injury (Bhattacharyya, 2015), and this affects more men than women (Department of Health, 2019). A lack 
of sleep can also affect male fertility via sperm quality, which is important for men both pre-fatherhood 
and also when considering expanding their family (Andersen et al., 2022; Barbouni et al., 2025). Becoming 

1 	 The perinatal period is from the mother’s pregnancy up until a year after the child is born.

2	 A commonly used measure of overweight or obesity is BMI, which is defined as weight (in kg) divided by height squared (in metres).
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a first-time father may impact men’s sleep, with many men affected by disrupted and reduced sleep during 
the first year after a child’s birth (Wynter et al., 2020). 

A recent US longitudinal study found that fathers reported sleeping for around 13 minutes less at 5–6 
months after a child’s birth than they did 1 month before the birth (Lo et al., 2021). However, sleep 
remained stable from 5–6 months to 11–12 months following their child’s birth (Lo et al., 2021). A recent 
Israeli study examined mothers’ and fathers’ sleep trajectories from pregnancy to 12 months after the 
child’s birth and found that there was a decrease in sleep duration for fathers from pregnancy to 12 months 
after the child’s birth (Horwitz et al., 2023). In a longitudinal German study, Richter and colleagues (2019) 
found that even 6 years after the birth of their first child, the reported sleep duration of fathers was lower 
than it was pre-pregnancy, suggesting long-term effects of having children on sleep duration (Richter et al., 
2019). The same study also found no associations between age and sleep duration (Richter et al., 2019). 

More research focusing on prenatal to postnatal changes in fathers’ sleep is needed (Lo et al., 2021). 
Additionally, more longitudinal research is needed focusing on the medium-term changes in fathers’ 
physical health, including sleep, after the perinatal period (Horwitz et al., 2023). 

Health service use by new fathers
The National Men’s Health Strategy 2020–2030 (Department of Health, 2019) recommends an expansion 
of the maternal and child health infrastructure to include fathers. Previous research has shown that new 
fathers want to become more involved and engaged to better support their partner and child during the 
perinatal and postnatal periods but systems and services are currently not well set up for this (Leahy-
Warren et al., 2023). Given that men are highly motivated to support their partner and child, and that both 
their mindset and degree of interaction with health systems/services can change at this time, new and 
impending fatherhood is potentially a good time to intervene to support men’s health. 

It is important to assess which health services are currently being used by fathers for their own health and 
whether they differ from those reported by men who are not fathers. It is already known that Australian men 
use health services such as GPs, dental professionals and medical specialists less than women (ABS, 2024). 

Many fathers report barriers to health care, such as service hours being inflexible and services lacking 
father-specific resources and support (Wynter et al., 2024). However, most previous Australian research 
into barriers to health service access among fathers is qualitative, with quantitative research limited by low 
response rates and small sample sizes (Wynter et al., 2024). Research on more diverse and representative 
samples of men, including those from culturally diverse backgrounds, is lacking (Hodgson et al., 2021; 
Wynter et al., 2024). There is also limited evidence on barriers for engagement in services related to 
physical health, with most of the literature related to services for mental health and wellbeing (Wynter et 
al., 2024). Therefore, a greater understanding is needed of the nature and extent of barriers to accessing 
health care for fathers compared to non-fathers (Macdonald et al., 2022; Wynter et al., 2024). 

Research in context

Evidence before this study 

	z There is inconsistent evidence regarding how being a first-time father is associated with selected 
health outcomes (depression, obesity and sleep).

	z Some fathers also report barriers to health care – for example, a lack of father-specific resources 
and support or inflexible service hours.

Added value

	z Building on previous studies, this chapter examines how being a first-time father (compared to 
non-father) is associated with selected health outcomes in both the short- and medium-term. 

	z It provides insights on the factors associated with these health outcomes (including incidence) 
among first-time fathers. 

	z It provides detailed quantitative insights on both health service use and barriers to use among 
first-time fathers.
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Research objectives
Ten to Men is unique in providing longitudinal information on a range of health outcomes and potential 
associated factors among a diverse sample of Australian men at several time points. Ten to Men also provides 
rare quantitative information on a range of health services and their use and barriers to use for first-time 
fathers. Based on the evidence gaps, data availability and relevance to policy, we addressed the following 
research questions focusing on the health outcomes, service use and barriers for first-time Australian fathers, 
using data from Waves 1 (2013–14), 2 (2015–16), 3 (2020–21) and 4 (2022) of Ten to Men (TTM): 

1.	 How does being a first-time father impact the short- and medium-term health of men?

a.	 What are the prevalence and incidence of selected health conditions (moderate/severe depression, 
obesity and sufficient sleep) in first-time fathers compared to non-fathers?

b.	 Which key factors in pre-fatherhood are associated with the prevalence and incidence of selected 
health conditions in first-time fathers?

2.	 What are the health service usage and barriers for first-time fathers?

a.	 	How does health service use differ by selected health outcomes?

b.	 What are the main barriers to health service use for first-time fathers?

Methods
This section describes the key measures and data analysis techniques used to address the research 
objectives. Detail about the overall methodology of the Ten to Men study is detailed elsewhere (Bandara 
et al., 2021; Swami et al., 2022). More detailed information about the measures and analysis are provided in 
the supplementary materials. 

Measures 
Outcomes
The outcomes measured were depression, body mass index and sleep duration as described here.

Depression

Depressive symptoms in Waves 1–4 were measured using the Patient Health Questionnaire (PHQ)-9. The 
PHQ-9 assesses experience and severity of depressive symptoms over the past 2 weeks (Kroenke et al., 
2001). For each respondent, a total PHQ-9 score was calculated by summing their responses to the 9 
questions, resulting in a total score ranging from 0 to 21. Kroenke and colleagues (2001) classify depression 
severity by 5 categories: 0–4 (minimal depression), 5–9 (mild depression), 10–14 (moderate depression), 
15–19 (moderately severe depression) and 20–27 (severe depression). For this study, we categorised 
depressive symptoms as: ‘0 = No to mild depression’ (score between 0 and 9) and ‘1 = Moderate or severe 
depression’ (score of 10 or greater) (Research Question 1); and ‘0 = No to minimal depression’ (score 
between 0 and 4) and ‘1 = Mild to severe depression’ (score of 5 or greater) (Research Question 2). 

Body mass index (BMI)

In Waves 1–4, men were asked to report their height without shoes and their weight. This was consistent 
with questions asked in the National Health Survey 2007–08 (ABS, 2007). This information was used to 
calculate each man’s BMI. For our analyses, BMI was then split into 2 categories coded as ‘0 = Not obese’ 
for a BMI of less than 30 and ‘1 = Obese’ for a BMI of 30 or more (Weir & Jan, 2025).  
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Sleep duration

In Waves 2–4, men were asked, ‘In the last 7 days, about how many hours did you usually sleep each night?’ 
for weekdays and weekends. Men were not asked about sleep in Wave 1. This was converted into minutes 
of sleep per night. We then calculated an average sleep duration by summing the weekday sleep duration 
multiplied by 5 and the weekend sleep duration multiplied by 2 and then dividing the total by 7. The 
average sleep duration was then split into 2 categories coded as ‘0 = less than 7 hours of sleep per night’ 
and ‘1 = 7 or more hours of sleep per night’, which is consistent with adult recommendations of 7 or more 
hours of sleep per night on a regular basis (Watson et al., 2015).

Key exposure: Being a first-time father
In Waves 1–4, men aged 18+ years were asked whether they had experienced any of several events in the 
past 12 months, one of which was ‘Becoming a father for the first time’. Responses were coded as ‘0 = No’ 
for men who were not new fathers and ‘1 = Yes’ for men who were new fathers in the past 12 months. Men 
who became new fathers at previous wave(s) were excluded from the analyses. We also only retained men 
who answered either ‘yes’ or ‘no’ to the question ‘Have you experienced any of the following events in 
the past 12 months? Becoming a father for the first time’ (i.e. did not have missing data for this question). 
Further detail on this exposure is provided in the supplementary materials. 

Health service use
Health service use was assessed by self-report where men were asked if, excluding any time spent in 
hospital, they consulted any of 32 health professionals for their own health in the past 12 months. Examples 
included an accredited counsellor, family doctor/general practitioner (GP), nurse, psychiatrist and 
psychologist. A full list of health professionals is provided in Table S1. Responses were coded as ‘0 = no’ 
and ‘1 = yes’. We used measures from Wave 4 in our analyses, given that this was the most recent wave and 
could provide us with an understanding of health service use post the COVID-19 pandemic.

Health barriers
Health barriers were assessed by self-report where men were asked if, during the past 12 months, they 
were unable to access health care for any of 11 reasons. ‘Not applicable’ and ‘Other’ could also be selected. 
Examples included cost, waiting time too long/no appointments and work commitments. Responses were 
coded as ‘0 = No’ and ‘1 = Yes’. Responses coded as ‘not applicable’ were recoded as ‘no’. Health barriers 
were then grouped into 4 categories: health system (no service available in area at time needed, waiting 
time too long/no appointments and/or not taking new patients), structural (cost and transportation 
problems), individual (decided not to seek care/didn’t bother, personal/family and work commitments) and 
cultural (language problems), consistent with previous research (Macdonald et al., 2022). As with health 
service use, we used measures from Wave 4 in our analyses.

Demographic and other factors
This chapter uses several demographic and other factors, which were included as exposures or potential 
confounders for Research Question 1. These variables were age, region, area disadvantage, cultural and 
linguistic diversity and education. See the supplementary materials for additional information on how 
these variables were measured and coded. 

Data analysis
Analysis techniques for both research questions included descriptive statistics and adjusted Poisson 
regression analyses. These methods are summarised in Table 1 and detailed further in the supplementary 
materials, including Figure S1. See Table S4 for the characteristics for first-time fathers and non-fathers 
included in the analyses.
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Table 1: Summary of analysis techniques for research questions

Qn # Outcome(s) Exposure(s) Confounders Population included in 
analyses Analysis methodsa 

1 Each health outcome 
(moderate/severe 
depression, obesity 
and 7+ hours sleep 
duration)

Being a first-time father in Wave 2 
or Wave 3 versus similar men who 
were non-fathersb

- First-time fathers and 
similar men who were 
non-fathersb 

Calculated prevalence at new fatherhood and 
medium-term fatherhood time pointsc and 
incidenced at the new fatherhood time point using 
unweighted cross-tabulations and 95% confidence 
intervals

Used adjusted multivariable Poisson regression 
analyses to investigate whether (i) being a first-
time father was associated with prevalence and 
incidence of the 3 health outcomes and (ii) factors 
associated with prevalence and incidence of the 3 
outcomes among first-time fathers only

Fitted separate models for each health outcome in 
new fatherhood for prevalence and incidence and 
medium-term fatherhood for prevalence

Tested whether age modified the association 
between being a first-time father and prevalence 
of health outcomes using interaction terms

Each health outcome 
(moderate/severe 
depression, obesity 
and 7+ hours sleep 
duration)

Being a first-time father in Wave 2 
or Wave 3 versus similar men who 
were non-fathersb

For prevalence: pre-
fatherhood health status, 
age, region, culturally and 
linguistically diverse (CALD) 
status, area socio-economic 
disadvantage, education 
and new fatherhood health 
status (for medium-term 
fatherhood)

For incidence: age, region, 
CALD status, area socio-
economic disadvantage and 
education

First-time fathers 
and similar men who 
were non-fathers.b For 
incidence, restricted to 
only men without the 
outcome at the previous 
wave.

Prevalence and 
incidence of each 
health outcome 
(moderate/severe 
depression, obesity 
and 7+ hours sleep 
duration)

For prevalence: age, region, 
CALD status, area socio-
economic disadvantage, 
education, pre-fatherhood health 
status and new-fatherhood 
health status (for medium-term 
fatherhood time point)
For incidence: age, region, CALD 
status, area socio-economic 
disadvantage and education

See exposure(s) column; no 
additional confounders

First-time fathers in new 
fatherhood; first-time 
fathers in medium-
term fatherhood (for 
prevalence)
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Qn # Outcome(s) Exposure(s) Confounders Population included in 
analyses Analysis methodsa 

2 Most common 
combinations of health 
services used

Being a first-time father in Wave 4 
versus similar men who were non-
fathersb

- First-time fathers and 
similar men who were 
non-fathersb (considered 
separately)

Men with depression 
(mild, moderate/severe), 
obesity (BMI of 30+) and 
an average of less than 7 
hours of sleep per night

Concatenated variables related to health service 
use and groupings of barriers. See supplementary 
materials, including Table S3, for further details on 
groupings.

Calculated weighted percentages and 95% 
confidence intervals of first-time fathers who used 
each combination of health services (overall and 
for each outcome) and also each combination of 
barriers. See supplementary materials, including 
Table S2, for further details. 

Compared weighted percentages and 95% 
confidence intervals to those for similar men who 
were non-fathersb 

Most common 
combinations of 
barriers to use

Being a first-time father in Wave 4 
versus similar men who were non-
fathersb

- First-time fathers and 
similar men who were 
non-fathersb (considered 
separately)

a  All analyses were unweighted unless otherwise specified.
b  Men of the same age range who were not yet fathers.
c The new fatherhood time point was the wave in which they became a first-time father (or similar men at this time point). The medium-term fatherhood time point was the 
following wave.  
d Prevalence refers to the proportion of men with a given health condition at a particular time. Incidence refers to men who developed a condition but did not have it at the previous 
time point or wave.
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Findings
The following sections outline the findings for each research question.

How does being a first-time father impact the short and 
medium-term health of men?

Prevalence of health conditions in first-time fathers compared to 
non-fathers
We first investigated the prevalence of selected health conditions in first-time fathers compared to non-
fathers. Prevalence refers to the proportion of men with these health conditions at a particular point in time. 

In new fatherhood, the prevalence of moderate/severe depression was lower in first-time fathers (11.7%; 
95% CI [8.6%, 15.4%]) than non-fathers (17.6%; 95% CI [15.5%, 19.8%]) (Figure 1; Table S5). Our estimate of 
depression among fathers was slightly higher than the approximately 8% reported previously using data 
from the same study (Giallo et al., 2023) – however, their estimate only included new fathers from Wave 2, 
whereas we considered new fathers from Waves 2 and 3. 

The proportion of men with moderate/severe depression was similar between first-time fathers in medium-
term fatherhood and non-fathers at the same time point. The proportions of men with obesity and 7+ 
hours sleep duration were similar between first-time fathers in new and medium-term fatherhood and non-
fathers at the same time points. 

Figure 1: Prevalence of selected health conditions in first-time fathers in new and medium-term fatherhood and 
non-fathers at the same time points

Notes: Unweighted sample sizes in new fatherhood (% fathers): n = 1,598 for depression (23.5% fathers); n = 1,516 for obesity (23.6% 
fathers) and n = 1,316 for sleep (8.7% fathers). Unweighted sample sizes in medium-term fatherhood (% fathers): n = 1,264 for depression 
(19.4% fathers); n = 1,226 for obesity (20.0% fathers) and n = 1,095 for sleep (8.4% fathers).

Source: Ten to Men data, unweighted
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We then investigated whether being a first-time father (compared to non-father) was associated with 
these health conditions. We found that first-time fathers were around 29% less likely than non-fathers 
to have moderate/severe depression at the new-fatherhood time point (aRR = 0.71; 95% CI [0.52, 0.97]; 
p = 0.03) (Figure 2, Table S7). However, there was no association between being a first-time father and 
moderate/severe depression in medium-term fatherhood (Table S7). There were also no associations 
between being a first-time father (compared to non-father) and obesity or having 7+ hours sleep per night 
in new or medium-term fatherhood (Table S7).

In new fatherhood, participant age modified the association between being a first-time father and 7+ hours 
sleep duration (p for interaction = 0.02) but none of the other outcomes. For the oldest 50% of men (aged 
30–57), first-time fathers were around 28% less likely to have 7+ hours sleep than non-fathers (aRR = 0.72; 
95% CI [0.54, 0.98]; p = 0.03). However, for the youngest 50% of men, there was no difference between 
first-time fathers and non-fathers in their likelihood to have 7+ hours sleep (Table S7). 

Participant age did not modify the association between being a first-time father and any of the selected 
health outcomes in medium-term fatherhood.

Figure 2: Associations between being a first-time father (compared to non-father) and the prevalence of 
selected health conditions at the new fatherhood time point 

Notes: Circles indicate risk ratios and vertical lines correspond to 95% confidence intervals. Risk ratios above the dotted (reference) line 
indicate an increased risk for fathers, below indicate reduced risk and across represent no risk. Full results are available in Table S7 of the 
supplementary materials. Models adjusted for pre-fatherhood health status, age, region, CALD status, area socio-economic disadvantage 
and education. Unweighted sample sizes for models: n = 1,525 for depression; n = 1,392 for obesity and n = 1,240 for sleep. 
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Incidence of health conditions in first-time fathers in new 
fatherhood compared to similar non-fathers
We calculated the incidence of selected health conditions in first-time fathers in new fatherhood compared 
to non-fathers. Incidence refers to the proportion of men who developed a health condition but did 
not have it at the pre-fatherhood time point. The incidence of all selected health conditions was similar 
between fathers in new fatherhood and non-fathers at the same time point (Figure 3; Table S6). 

Figure 3: Incidence of selected health conditions in first-time fathers in new fatherhood and non-fathers at the 
same time point

Notes: Unweighted sample sizes (% fathers): n = 1,358 for depression (23.7% fathers); n = 1,108 for obesity (22.9% fathers) and n = 394 for 
sleep (7.4% fathers).

Source: Ten to Men data, unweighted

We then investigated how the incidence of these health conditions in first-time fathers compared to non-
fathers. We found that for men who did not have depression at the pre-fatherhood time point, first-time 
fathers were around 43% less likely than similar non-fathers to have moderate/severe depression at the 
new-fatherhood time point (aRR = 0.57; 95% CI [0.36, 0.90]; p = 0.02) (Figure 4, Table S8). 

There were no associations between being a first-time father (compared to non-father) and the incidence 
of obesity or having 7+ hours sleep per night in new fatherhood. 



12 Ten to Men Insights Report #3, Chapter 2: Health outcomes and health service usage among first-time fathers in Australia

Figure 4: Associations between being a first-time father (compared to non-father) and the incidence of 
selected health conditions at the new fatherhood time point

Notes: Circles indicate risk ratios and vertical lines correspond to 95% confidence intervals. Risk ratios above the dotted (reference) line 
indicate an increased risk for fathers, below indicate reduced risk and across represent no risk. Full results are available in Table S8 of the 
supplementary materials. Models adjusted for age, region, CALD status, area socio-economic disadvantage and education. Unweighted 
sample sizes for models: n = 1,325 for depression; n = 1,074 for obesity and n = 379 for sleep. 

How is pre-fatherhood health status associated with health conditions 
in new and medium-term fatherhood among first-time fathers?
We then considered how pre-fatherhood health status was associated with the prevalence of health 
conditions among first-time fathers. Non-fathers were not included in this analysis. All pre-fatherhood 
health measures were associated with the same outcome in new fatherhood for first-time fathers (Figure 5, 
Table S9). The strongest association was for depression, where men who had moderate/severe depression 
in pre-fatherhood were 8 times more likely to have moderate/severe depression in new fatherhood (aRR = 
8.06; 95% CI [4.60, 14.14]; p < 0.001). This finding is consistent with previous research (Giallo et al., 2023; 
O’Connor et al., 2025) using Ten to Men data, which found that preconception depression was associated 
with postnatal depression among first-time fathers.  
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Figure 5: Association between pre-fatherhood health status and the prevalence of selected health conditions 
in new fatherhood

Notes: Circles indicate risk ratios and vertical lines correspond to 95% confidence intervals. The confidence intervals for obesity are 
present but very small so cannot be seen in the figure. For obesity, aRR = 1.64, 95% CI [1.54, 1.74]. Risk ratios above the dotted (reference) 
line indicate an increased risk, below indicate reduced risk and across represent no risk. Full results are available in Table S9 of the 
supplementary materials. Models adjusted for age, region, CALD status, area socio-economic disadvantage and education. Unweighted 
sample sizes for models: n = 336 for depression; n = 312 for obesity and n = 88 for sleep. 

Among first-time fathers, all new-fatherhood health measures were associated with the same outcome 
in medium-term fatherhood (Table S9). Similar to associations between pre- and new-fatherhood health 
measures, the strongest association was for depression, where men who had moderate/severe depression 
in new fatherhood were almost 5 times as likely to have moderate/severe depression in medium-term 
fatherhood (aRR = 4.78; 95% CI [2.40, 9.50]; p < 0.001). For first-time fathers, being obese in pre-
fatherhood (aRR = 1.19; 95% CI [1.05, 1.35], p = 0.006) was also associated with the same outcome in 
medium-term fatherhood (Table S9).

Which factors before fatherhood are associated with the incidence 
of health conditions in first-time fathers?
We considered which factors before fatherhood were associated with the incidence (i.e. new onset) of 
health conditions in new fatherhood in first-time fathers. Non-fathers were not included in this analysis. 

Among first-time fathers, living in an area of middle or low (compared to high) disadvantage (aRR = 0.29; 
95% CI [0.13, 0.64]; p < 0.01) and living in a regional/remote area (compared to a major city) (aRR = 0.33; 
95% CI [0.12, 0.91]; p = 0.03) in pre-fatherhood were associated with lower incidence of moderate/severe 
depression in new fatherhood (Figure 6; Table S10). The incidence of depression also decreased with age 
and, for every additional year, the risk decreased by 9% (aRR = 0.91; 95% CI [0.83, 0.996]; p = 0.04). 

Among first-time fathers, no pre-fatherhood factors were associated with the incidence of obesity or sleep 
duration outcomes in new fatherhood (Table S10).
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Figure 6: Association between various factors and the incidence of depression in new fatherhood for first-time 
fathers

Notes: Circles indicate risk ratios and vertical lines correspond to 95% confidence intervals. Risk ratios above the dotted (reference) 
line indicate an increased risk, below indicate reduced risk and across represent no risk. Full results are available in Table S10 of the 
supplementary materials. Model included age, region, CALD status, area socio-economic disadvantage and education. Unweighted 
n = 305. 

Which health services do first-time fathers use?
We considered the use of services and barriers among first-time fathers in Wave 4 (and similar men 
who were non-fathers) because we were interested in looking at service use and barriers following the 
COVID-19 pandemic. At Wave 4 (2022), the top 4 combinations of health services first-time fathers 
reported using were GP only (22.9%), dentist, GP and pharmacist (6.6%), GP and psychologist (6.5%) and 
GP, neurologist, pharmacist and psychologist (5.6%) (Figure 7).3 Around 1 in 10 fathers (9.9%) reported 
using no health services from those listed (see supplementary materials for further detail). 

There was no evidence that the use of health services differed between fathers and non-fathers but the 
lack of these differences is likely due in part to small sample sizes (this also applies to the results for each 
health outcome below). 

3 	 When considering the health services reported in Figure 7 separately, 84.4% of fathers and 74.8% of non-fathers used a GP, 42.0% of 
fathers and 36.9% of non-fathers used a dentist, 24.1% of fathers and 15.9% of non-fathers used a pharmacist, 17.0% of fathers and 14.1% 
of non-fathers used a psychologist and 5.9% of fathers and 0.9% of non-fathers used a neurologist.
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Figure 7: Top 4 combinations of health services used by first-time fathers and comparison of these 
combinations with non-fathers

Notes: Sample consists of first-time fathers in Wave 4 compared to similar men who were non-fathers (not yet fathers and of the same 
age range). N = 993. Fathers: n = 102; Non-fathers: n = 891. Error bars indicate 95% confidence intervals.

Source: Ten to Men data, Wave 4, weighted

Health service use of first-time fathers with depression
At Wave 4, 31.5% of first-time fathers (95% CI [20.2%, 45.6%]) had symptoms of mild to severe depression 
compared to 46.1% of non-fathers (95% CI [41.0%, 51.2%]) (Table S11). For these fathers, the most common 
combinations of health services used were GP only (37.7%), GP, pharmacist and psychologist (15.6%), GP 
and pharmacist (11.7%) and GP and psychologist (5.2%) (Figure 8). Around 16.7% of first-time fathers 
reported using no relevant services for depression. See Table S2 for relevant services for depression.

Figure 8: Top 4 combinations of health services used by first-time fathers with depression and comparison 
with non-fathers

Notes: Sample consists of first-time fathers in Wave 4 compared to similar men who were non-fathers (not yet fathers and of the 
same age range) who had mild, moderate or severe depression: n = 400. Fathers: n = 34; Non-fathers: n = 366. Error bars indicate 95% 
confidence intervals.

Source: Ten to Men data, Wave 4, weighted
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Health service use of first-time fathers who were obese
At Wave 4, 28.8% (95% CI [17.2%, 44.0%]) of new fathers were obese compared to 27.9% (95% CI [23.4%, 
33.0%]) of non-fathers (Table S11). For these fathers, the most common combinations of health services 
used were GP only (54.5%), GP, pharmacist and physiotherapist (8.1%), GP, nurse, psychologist and 
physiotherapist (5.8%), and GP and community nurse (4.1%) (Figure 9). Around 16.0% of first-time fathers 
reported using no relevant services for obesity. See Table S2 for relevant services for obesity.

Figure 9: Top 4 combinations of health services used by obese fathers and comparison with non-fathers

Notes: Sample consists of first-time fathers in Wave 4 compared to similar men who were non-fathers (not yet fathers and of the same 
age range) who were obese: n = 280. Fathers: n = 29; Non-fathers: n = 251.

Source: Ten to Men data, Wave 4, weighted

Health service use of first-time fathers with an average of less than 7 
hours sleep per night
At Wave 4, 40.2% (95% CI [26.6%, 55.5%]) of first-time fathers had less than 7 hours sleep per night 
compared to 31.6% (95% CI [26.9%, 36.8%]) of non-fathers (Table S11). For these fathers, the most common 
combinations of health services used were GP only (37.8%), GP and pharmacist (25.8%), GP, pharmacist, 
psychologist and neurologist (13.7%) and GP, nurse, psychiatrist and psychologist (4.3%) (Figure 10). Around 
13.1% of fathers reported using no relevant services for sleep. See Table S2 for relevant services for sleep.
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Figure 10: Top 4 combinations of health services used by men with less than 7 hours sleep per night and 
comparison with non-fathers

Notes: Sample consists of first-time fathers in Wave 4 compared to similar men who were non-fathers (not yet fathers and of the same 
age range) who had less than 7 hours sleep per night: n = 300. Fathers: n = 42; Non-fathers: n = 258.

Source: Ten to Men data, Wave 4, weighted

Barriers to health service engagement
In Wave 4, almost two-thirds of first-time fathers (64.6%) reported no barriers to health service 
engagement. For first-time fathers, the most common combinations of barriers were health system-related 
barriers (no service available in area at time needed, waiting time too long/no appointments and/or not 
taking new patients) (9.4%), individual-related barriers (e.g. decided not to seek care, work commitments) 
(9.3%), barriers related to the health system and individual (8.7%) and structural-related barriers (cost and/
or transportation problems) (5.6%) (Figure 11).4 There was no evidence that these combinations of barriers 
differed between fathers and non-fathers.

4 	 When considering health system-related barriers separately, 6.5% of first-time fathers reported having no service available in the area 
at the time needed, 17.2% reported the waiting time being too long/no appointments as a barrier and 7.8% reported the barrier being 
due to not taking new patients. For individual-related barriers, 11.1% reported that they decided not to seek care/didn’t bother, 14.7% 
reported personal/family responsibilities as being a barrier and 10.4% reported work commitments as being a barrier. For structural-
related barriers, 7.9% reported cost being a barrier with none reporting transportation problems as a barrier. No first-time fathers 
reported language problems (a cultural barrier).
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Figure 11: Top 4 combinations of barriers to health service engagement reported by first-time fathers and 
comparison with non-fathers

Notes: Sample consists of first-time fathers in Wave 4 compared to similar men who were non-fathers (not yet fathers and of the same 
age range). N = 1,038. Fathers: n = 123; Non-fathers: n = 915. Error bars denote 95% confidence intervals.

Source: Ten to Men data, Wave 4, weighted

Summary
This research aimed to provide insight on the health of first-time fathers, factors which affect this, and the 
use of health services and associated barriers among fathers in Australia. Our report demonstrates how 
health changes for men during this critical period of new fatherhood. Detailed information is also provided 
on the use of health services, and associated barriers, among first-time fathers. These results highlight 
areas of focus for policies and interventions aimed at improving the health of new fathers.

Health outcomes of first-time fathers 
Our findings revealed that the health of men who are first-time fathers was similar to, or better than, the health 
of non-fathers of a similar age. A lower proportion of first-time fathers had moderate/severe depression in 
new fatherhood (12%) compared to non-fathers (18%). Further, first-time fathers were around 29% less likely to 
have moderate/severe depression in new fatherhood than non-fathers at this time. This proportion was higher 
for men who did not have depression pre-fatherhood, with first-time fathers around 43% less likely to have 
moderate/severe depression in new fatherhood than similar non-fathers at this time point. 

By medium-term fatherhood the proportions between first-time fathers and non-fathers were similar 
for depression. Given our finding that first-time fathers had a lower risk of moderate/severe depression 
than similar men who were non-fathers, it may be that the non-fathers are less connected with the health 
system at this time. 

Being a first-time father was not associated with obesity or reduced sleep in new or medium-term fatherhood. 

Note, the better mental health outcomes for first-time fathers should not be interpreted as fatherhood 
being protective for men in general, as some fathers may not experience poorer mental health until the 
birth of second or subsequent children (Ruppanner et al., 2019).
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Factors associated with health conditions of first-time fathers
Among first-time fathers, we found that pre-fatherhood health measures (depression, obesity and sleep) 
were associated with the same health outcome in new fatherhood, and in medium-term fatherhood for 
obesity. The strongest association was for depression, where fathers who had moderate/severe depression 
in pre-fatherhood were 8 times more likely to have depression in new fatherhood. 

These findings align with those of previous studies (Giallo et al., 2023; O’Connor et al., 2025) that found 
that preconception depression was associated with postnatal depression among first-time fathers. Similar 
results have also been reported for mothers (Ogbo et al., 2018; Silverman et al. 2017; Yang et al., 2022), 
including in Irish research showing that poor mental health prior to and during pregnancy was associated 
with poor mental health after the child’s birth in first-time mothers (Hannon et al., 2022). 

Taken together, these findings focus our awareness on risk factors associated with depression for both 
parents. They also suggest that interventions could focus on both mothers and fathers with a history of 
depression prior to the birth of their child to better support the family as a whole. 

Our results provide strong evidence for the need for early identification of men with depression prior 
to having children (from adolescence and early adulthood). Recent data from 3 Australian jurisdictions 
(Queensland, Tasmania and the ACT) show that over 70% of women receive mental health screening 
during pregnancy (Australian Institute of Health and Welfare [AIHW], 2024). However, a review of 
Australian and international studies revealed that there is no routine mental health screening or assessment 
for fathers (Hutchinson et al., 2025; Wynter et al., 2024). 

Along with screening women for the risk of poor mental health during pregnancy and the perinatal period, 
the Centre of Perinatal Excellence Australian Clinical Practice Guidelines now also recommend mental 
health screening for non-birthing parents at these time points (Highet and the Expert Working Group 
and Expert Subcommittees, 2023). Research shows that early identification of men with poor mental 
health and appropriate interventions focused on these groups of men is likely to benefit families, including 
partners (Paulson et al., 2016) and children (Le Bas et al., 2025), and reduce the economic burden of 
perinatal depression among fathers (Deloitte Access Economics, 2012). 

The incidence of depression among first-time fathers differed for some groups of men. More specifically, 
among first-time fathers, being younger, living in an area of high disadvantage and living in a major city were 
associated with the incidence of depression in new fatherhood. However, no pre-fatherhood factors were 
associated with the incidence of obesity or 7+ hours sleep in new fatherhood among first-time fathers. 

The association between young age and the incidence of depression in new fatherhood is consistent with 
previous research from Finland (Filatova et al., 2021) and the USA (Lee et al., 2012). Young fathers often 
find it more challenging to secure what they need to be a good father, have insecure education, insecure 
employment experiences and are most disadvantaged by the housing system (Tarrant, 2025, May). They 
often also lack peer support and suffer from isolation and loneliness around this time (Tarrant, 2025, May). 
Policies and programs aiming to improve the mental health of young fathers may be useful. 

Health service use and barriers for first-time fathers and 
comparison with non-fathers 
Given the similarities in prevalence and incidence of most health outcomes between fathers and non-
fathers, we also investigated whether health service use and barriers were similar for first-time fathers 
and non-fathers. For most first-time fathers identified in our study, health service use and barriers were 
measured during their child’s perinatal period. We investigated the use of services and barriers at Wave 4 
as it provided the most recent data and was the only wave completed after the COVID-19 pandemic. 

We found that GPs were the most commonly used health service by first-time fathers for their own health, 
either alone or in combination with other services. The top 4 health service combinations used all included 
a GP, with the top one being a GP only (22.9% of fathers). Findings were similar when we considered men 
with depression, obesity and less than 7 hours sleep per night. 
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Our results are consistent with previous literature, which has revealed that family doctors (GPs) are the 
preferred health care professionals fathers approach for mental health and wellbeing (Baldwin et al., 2019) 
as well as recent data showing that GPs were the most common health professionals seen in Australia in 
2023–24 (ABS, 2024). However, in our research, we considered combinations of over 30 different health 
services in a diverse sample, rather than considering services in isolation. 

These service combinations were used to a similar extent by non-fathers, indicating that first-time fathers 
and non-fathers appear to receive similar attention from physical and mental health services. However, 
around 1 in 10 first-time fathers reported using no services for their own health. Given the engagement of 
first-time fathers with health services for their child’s health, one might expect fathers to engage more with 
services for their own health. 

For first-time fathers of newborns, one option, as identified in the National Men’s Health Strategy 2020–
2030 (Department of Health, 2019), is to expand the maternal and child health system to include fathers. 
This is in line with the World Health Organization’s view, which Wynter and colleagues (2024) note strongly 
recommends interventions to promote male partners’ involvement in maternal and newborn health. 

Concerningly, we found that over one-third (35.4%) of first-time fathers and a similar proportion of non-
fathers reported at least one barrier to health service engagement. Some men used one or more health 
services but still reported barriers to other services. 

Around 6%–9% of first-time fathers (and similar proportions of non-fathers) reported the most common 
barriers to their engagement with health services were related to structural, systemic and/or individual 
factors. The National Men’s Health Strategy 2020–2030 suggests a number of strategies to remove barriers 
to health service use, including ‘expanding the availability of male-focused community health services and 
interventions’ (Department of Health, 2019, p 9) and ‘promoting and supporting the use of digital health 
services that are available’ (Department of Health, 2019, p 9). 

Other research has pointed to the potential for service approaches tailored specifically for men or ‘gender-
responsive approaches’ (Seidler et al., 2018; Seidler et al., 2024). Additionally, co-design strategies might 
be beneficial where, along with researchers and clinicians, men who use mental health services are given 
opportunities to provide feedback for treatment trials (e.g. in focus groups) (Seidler et al., 2018). Further 
research into how health care can be effectively provided specifically for men is needed (Smith et al., 2006).

Data considerations
This research has several strengths. It is a nationwide study and builds on previous research by including 
men from a wide range of socio-economic backgrounds. Our analyses used data from multiple waves of 
Ten to Men, including pre-, new- and medium-term fatherhood time points for physical and mental health 
outcomes. For Research Question 1, we combined fathers and men of a similar age who were non-fathers 
from Waves 2 and 3, increasing sample size and statistical power. We were also able to build on previous 
research in this field by comparing fathers to non-fathers. Some previous studies have only considered 
fathers (Giallo et al., 2012; Giallo et al., 2023; Lo et al., 2021). 

However, when applying and interpreting these findings, the following should be considered. 

	z 	As we combined data from 2 cohorts of men, we could not weight the data to provide nationally 
representative results for Research Question 1.

	z 	For some analyses, sample sizes were quite small, leading to wide confidence intervals and affecting 
the precision of estimates. 

	z 	The sample sizes for some priority groups of men were too small and could not be included in our 
analyses. Additionally, sample sizes of first-time fathers were too small to allow adjustment for many 
confounders in the current analyses. 

	z Information on some known confounders such as traumatic birth, child developmental delay and low 
birthweight was not available in Ten to Men.
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	z Men were only asked whether they became a first-time father at any time in the last 12 months. 
Therefore, the exact age of their child was unknown. Fathers’ health outcomes such as depression and 
sleep may differ depending on the age of their child. 

	z We did not have specific information on whether men were biological fathers or step- or foster fathers. 
We hope to gain a clearer understanding of specific family relationships as future waves of Ten to Men 
data become available. 

	z As is the case in most longitudinal studies, there was loss to follow-up. Men who were lost to follow-up 
may have been more likely to have poorer health outcomes than those remaining in the study. 

	z We did not consider anxiety as a mental health outcome. As this was only measured in Waves 3 and 4, 
we could not consider this outcome in medium-term fatherhood. This is an area that warrants future 
research with new waves of data.

	z Finally, all health measures and the use of health services and barriers were self-reported and therefore 
subject to measurement error. However, we were interested in perceptions of health service use rather 
than actual visits to health services. 

	z Additionally, we did not have any detail about the reasons for using particular health services such as GPs 
or reasons for men reporting no barriers, which could be other avenues for further research. Some men 
may be reporting no barriers to health service use due to low levels of health literacy (Oliffe et al., 2020) 
and therefore not understanding the importance of engaging with health services for their own health. 

Future research opportunities
More participants were recruited into the study following Wave 4 of Ten to Men at the top-up phase in 2023–
24. Therefore, future analyses using data from the top-up sample and Wave 5 (2024) will include a larger 
sample size. Several related research areas could be investigated with current and future Ten to Men data:

	z How do longer-term health outcomes compare between first-time fathers at later stages of fatherhood 
and non-fathers at the same time points? For example, using Wave 5 data, future research could 
consider outcomes in Wave 4 for new fathers in Wave 2 and outcomes in Wave 5 for new fathers in 
Wave 3 (i.e. 2 waves after they became a new father).

	z Analyses to include other priority population groups – for example, men with disability, LGBTQA+ 
people and First Nations men. There are gaps in the research for some groups of fathers. 

	z Other mental health outcomes, such as anxiety, could be considered at multiple time points once there 
are more waves of data on these. Additionally, future research could examine depression in men using 
the Male Depression Risk Scale (MDRS) (Herreen et al., 2022), which will be available from Wave 5 
onwards and better captures male-specific depression symptoms.  

	z What are the health outcomes and associated factors for fathers of second and subsequent children, 
compared to first-time fathers and non-fathers? 

	z What are the health service usage and barriers for first-time fathers in Wave 5 (2024)?

Other research questions could be investigated using other datasets:

	z How do results for fathers compare to those for mothers? For example, it is important to consider both 
maternal and paternal depression in the family context, given that parental depression is associated 
with negative parenting, poorer health and wellbeing (National Research Council (US) and Institute of 
Medicine (US) Committee on Depression, Parenting Practices, and the Healthy Development of Children, 
2009), and depression in children (Chithiramohan & Eslick, 2023; Dachew et al., 2023). Moreover, 
depression in mothers is associated with poorer child development (Rogers et al., 2020). Evidence also 
shows that depression in fathers during the child’s first year can negatively affect their child’s behaviour 
and development at 4–5 years of age (Fletcher et al., 2011). 

	z How do results compare between Australia and other countries?
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	z What are the mechanisms and pathways that lead to a lower risk of depression among fathers 
compared to non-fathers? For example, are depressed men less likely to become fathers or are those 
struggling to become fathers ending up depressed? 

	z Where are first-time or prospective fathers learning about fatherhood and what are the informal 
sources (e.g. partners, friends, peers and social media) helping them to prepare for fatherhood?

Key conclusions for policy and practice
The National Men’s Health Strategy 2020–2030 refers to fatherhood as an important life stage for these 
Australian men and one that needs a stronger focus within health strategies (Department of Health, 2019). 
Our findings suggest the following to support improved health outcomes for fathers:

	z Younger age, living in an area of high disadvantage and living in major cities were associated with the 
incidence of depression in new fatherhood among first-time fathers. Interventions aiming to decrease 
the incidence of depression among fathers should focus on these groups. 

	z Depression before fatherhood is a significant factor in later depression for new fathers. Interventions 
aimed at improving the health of fathers should include a focus on men with depression in late 
adolescence or early adulthood. 

	z Around 1 in 10 first-time fathers are not engaging with health services. Building stronger connections for 
first-time fathers of newborns (more than three-quarters of the fathers in our sample) in the maternal 
and child health system could provide a way to encourage fathers to access health services for their 
own health during the perinatal period.
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