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Foreword 

From the Minister for Health and Ageing

After more than twenty years since the first women’s health policy, 
the Gillard Government is pleased to be able to release the National 
Women’s Health Policy 2010.

There have been significant changes in the way women live their lives 
since the release of the first National Women’s Health Policy. 

The first National Women’s Health Policy: Advancing Women’s Health in 
Australia released in 1989 was a response to some of the challenges 
for women of the time. The National Women’s Health Policy 2010 now 
provides a foundation to meet the challenges for women maintaining 
good health in the 21st Century.

I know there is no ‘typical’ or ‘average’ Australian woman. Each of us 
has our own work demands, our own family circumstance and our 
own health needs. 

Never before have we seen such an enormous growth in chronic 
disease and considered how this will impact on our lives as we age. 
We also, unfortunately, still see large gaps in the health status for 
many Australian women, particularly those in low socioeconomic 
groups and for Aboriginal and Torres Strait Islanders. 

The aim of this new National Women’s Health Policy 2010 is to guide us through the next 20 years to improve the health and 
wellbeing of all women in Australia, especially those at greatest risk of poor health. 

This policy encourages the active participation of women managing their own health particularly through prevention and 
aims to promote health equity through our close attention to the social determinants of health including improvements in 
education and safe living conditions. 

The policy recognises that immediate, medium and long-term actions can be taken by individual women, policy makers, 
program managers and service providers, to improve women’s health.

For a Gillard Labor Government, standing still in Health is not an option.

I am proud of this Government’s broad ranging health reform agenda which provides a great opportunity for women to 
continue to feature in and contribute to the future of our health system. 

I wish to thank the many people that have provided input into the development of this new policy through public 
consultations and submission processes. With this input, the policy reflects the broad and diverse range of issues that will 
impact on women’s health in the next twenty years.

The National Women’s Health Policy 2010 provides us with a policy framework to guide future investments in women’s 
health and build the health and wellbeing of all Australian women.

National Women’s Health Policy 2010

Nicola Roxon 
Minister for Health and Ageing



6

National Women’s Health Policy 2010



7

Executive Summary 

Purpose
The purpose of the National Women’s Health Policy 2010 is to continue to improve the health 
and wellbeing of all women in Australia, especially those at greatest risk of poor health. 

The policy recognises the solid foundation of the first National Women’s Health Policy: 
Advancing Women’s Health in Australia which was released in 1989. It continues the 
commitment to building an environment where more can be done to ensure that all 
Australian women have better health and health care. This policy encourages the active 
participation of women in their own health and aims to promote health equity through 
attention to the social determinants of health.

The policy adopts a dual priority approach that recognises the importance of addressing 
immediate and future health challenges while also addressing the fundamental ways in 
which society is structured that impacts on women’s health and wellbeing. The policy 
reflects the equal priorities of:

•	 Maintaining and developing health services and prevention programs to treat and avoid 
disease through targeting health issues that will have the greatest impact over the next 
two decades; and

•	 Aiming to address health inequities through broader reforms addressing the social 
determinants of health.

Key health priorities and challenges
Since the first National Women’s Health Policy was released, women’s lives have undergone 
significant social, economic and technological changes. Overall, significant improvements 
have been made in the health of Australian women, for example in rates of cardiovascular 
disease, cancer and a reduction in smoking rates. However, these improvements have not 
been experienced equally throughout the community. Certain groups of Australia women, 
particularly Aboriginal and Torres Strait Islander women, experience markedly worse 
health than the general population. A range of socially based determinants can impact on 
the ability of some groups of Australian women to access the resources needed to maintain 
good health. A key ongoing health challenge is to address these inequalities.

Some health issues, for example, risk factors such as obesity and mental health particularly 
anxiety and depression have become increasing issues for women over the last two decades.

The next few decades will continue to see fundamental changes to the structure of the 
Australian population as a result of historic patterns of fertility, migration and changes in 
life expectancy. Projections indicate that women will make up an increasing proportion 
of the old and very old segment of the Australian population over time. The ageing of the 
female population will have a significant impact on the Australian health system. For 
example, the burden of disease associated with dementia in women is estimated to double 
in the next 20 years.

The purpose of the 
National Women’s 
Health Policy 2010 

is to continue to 
improve the health 

and wellbeing 
of all women 
in Australia, 

especially those 
at greatest risk of 

poor health. 
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Priority health issues
Through research and consultation, a series of evidence-based health priorities have been 
identified that represent the major challenges associated with death and burden of disease 
for women in the next 20 years. These health priority areas are:

1. Prevention of chronic diseases through the control of risk factors; targeting chronic disease 
such as cardiovascular disease, diabetes and cancer, as well as risk factors such as 
obesity, nutrition, physical inactivity, alcohol and tobacco consumption. The policy 
also encourages a clearer understanding of the context of women’s lives, including 
the barriers that prevent women taking up healthier lifestyle behaviours.

2. Mental health and wellbeing; targeting anxiety, depression and suicide.

3. Sexual and reproductive health; targeting access to information and services relating to 
sexual health, reproductive health, safe sex practices, screening and maternal health. 
The importance of the health of mothers prior to conception, during pregnancy 
and in the post-natal period can have a profound and long term effect on their own 
health and that of their children.

4. Healthy ageing; targeting musculo-skeletal conditions, disability and dementia. The 
policy highlights that the social, economic and environmental conditions under 
which women live and age can affect their experience of old age. 

Action areas
Actions are drawn from existing Government responses and new actions are proposed in 
the following areas; prevention of chronic disease through the control of risk factors, mental 
health and wellbeing, sexual and reproductive health and healthy ageing.

Social determinants of health
There is a complex relationship between physical and social determinants of health. The 
policy therefore focuses on highlighting the social determinants having the greatest impact 
on women’s lives. The social determinants of health examined in the National Women’s 
Health Policy are:

•	 Sex and gender - these are major determinants of health and wellbeing, and it is 
important that these are considered to improve women’s access to health services and 
information. 

•	 Life stages - Research has demonstrated that the health needs of women differ through 
stages of their lifecycle. The evidence of the past 20 years has confirmed the importance 
of taking a life course approach, preventing the accumulation of health risk factors and 
giving girls and women age-appropriate health care they require.

•	 Access to resources - Women’s access to key resources such as income, education, 
employment, social connections and safety and security, including freedom from 
violence, affect their health outcomes and their access to health care. These factors are 
in turn implicated in women’s risk behaviours, although in complex and varied ways.

•	 Diversity - Marginalisation and discrimination against diverse women, affect their 
access to resources and, therefore, impact their health and wellbeing. 

There is a complex 
relationship 

between physical 
and social 

determinants of 
health. The policy 
therefore focuses 

on highlighting 
the social 

determinants 
having the 

greatest impact on 
women’s lives. 
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Five policy goals
The policy examines longer term strategies for addressing the social determinants of health 
through the establishment of five policy goals. These are intended to highlight ways that 
gender inequality and health inequities (between women and men, and between differing 
groups of women) can be addressed. 

The policy goals are to:

1. Highlight the significance of gender as a key determinant of women’s health and 
wellbeing.

2. Acknowledge that women’s health needs differ according to their life stage.

3. Prioritise the needs of women with the highest risk of poor health.

4. Ensure the health system is responsive to all women, with a clear focus on illness 
prevention and health promotion.

5. Support effective and collaborative research, data collection, monitoring, 
evaluation and knowledge transfer to advance the evidence base on women’s 
health.

There is an opportunity to ensure that these goals are reflected in the health reform process, 
to develop a health system that is more responsive to the needs of Australian women.

There is an 
opportunity to 
ensure that these 
goals are reflected 
in the health 
reform process, to 
develop a health 
system that is 
more responsive 
to the needs of 
Australian women.
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Introduction

Australia has made significant gains in women’s health since the introduction of the first 
National Women’s Health Policy in 1989. Australian women enjoy a longer life expectancy 
than most women from other countries. Universal access to health care and essential 
pharmaceuticals means that treatment and support are generally available in times of illness.  

Yet, in many important ways, women are still disadvantaged in some aspects of their health. 
Some groups of women do not have reasonable access to health services, or a health provider 
that is knowledgeable and supportive of their special health needs. Women’s health needs 
change throughout the course of their lives and it is important that they have the right 
information to optimise their health. This includes being able to prevent avoidable illness and 
to detect and treat any disease as early as possible. 

The National Women’s Health Policy 2010 recognises the solid foundation of the first policy. 
It continues the commitment to building an environment where more can be done to ensure 
that all Australian women have better health and health care. In line with international 
developments and the Government’s social inclusion agenda, this policy emphasises 
prevention, addressing health inequalities and looking at the social determinants of those 
inequalities.

It takes as its starting point the first, 1989, women’s health policy. The consultations, 
submissions and reviews of current literature point clearly to the relevance of much of the 
original policy. 

The issues, challenges, approaches and actions outlined 22 years ago have changed in their 
complexion, and are experienced and understood differently today. The 2010 policy adopts 
a dual priority approach that recognises the importance of addressing immediate and future 
health challenges while also addressing the fundamental ways in which society is structured 
that impacts on women’s health and wellbeing.

Through research and consultation, a series of evidence-based health priorities have been 
identified that represent the major challenges associated with death and burden of disease for 
women in the next 20 years. These health priority areas are:

1. Prevention of chronic disease and control of risk factors.

2. Mental health and wellbeing.

3. Sexual and reproductive health.

4. Healthy ageing.

The policy also examines longer-term strategies for addressing the social determinants of 
health through the establishment of five policy goals. These are to:

1. Highlight the significance of gender as a key determinant of women’s health and 
wellbeing.

2. Acknowledge that women’s health needs differ according to their life stage.

3. Prioritise the needs of women with the highest risk of poor health.

4. Ensure the health system is responsive to all women, with a clear focus on illness 
prevention and health promotion.

5. Support effective and collaborative research, data collection, monitoring, evaluation 
and knowledge transfer to advance the evidence base on women’s health.

Some groups of 
women do not have 
reasonable access 
to health services, 
or a health 
provider that is 
knowledgeable 
and supportive of 
their special health 
needs. Women’s 
health needs 
change throughout 
the course of 
their lives and it 
is important that 
they have the 
right information 
to optimise their 
health.
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Policy overview
During 2009 and 2010, the Department of Health and Ageing coordinated the 
development of the National Women’s Health Policy 2010. The policy has its basis 
in discussions and submissions from women right across Australia who joined the 
consultation process representing themselves, their families, communities, businesses or 
organisations. Input was collected from the National Women’s Health Policy Roundtable, 
written submissions and public consultations and distilled to show what women currently 
see as the most important issues in their health and wellbeing. 

These issues have been used to inform the goals and action areas of the National Women’s 
Health Policy 2010. The policy also uses recent evidence on women’s health to support 
the strategies and, in line with the consultations, pays particular attention to the needs of 
marginalised groups of women. 

The document is structured to reflect the equal priorities of:

1.  maintaining and developing health services and prevention programs to treat and 
avoid disease through targeting health issues that will have the greatest impact 
over the next two decades; and

2.  aiming to address health inequities through broader reforms addressing the social 
determinants of health.

Chapter One provides details on the development of the National Women’s Health 
Policy 2010, including the discussion papers and forums that made up the background to 
the policy and details of the submissions that were made as part of the consultation process.

Chapter Two provides an overview of women’s health as well as details of specific health 
issues and risk factors that will form the biggest challenge to the ongoing health and 
wellbeing of Australian women over the next 20 years. These health priorities have been 
identified through a strong evidence base of current research, including the Australian 

National Women’s Health Policy 2010
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Longitudinal Study of Women’s Health, as well as from the qualitative research undertaken 
as part of the consultation process for the development of the policy. The health priority 
areas include prevention of chronic disease, control of risk factors, mental health, sexual 
and reproductive health and ageing. Diseases and conditions such as (among others) 
heart disease, diabetes, cancer, respiratory disease, chlamydia, depression and dementia 
are featured, as well as risk factors such as obesity, smoking, binge drinking and levels of 
physical exercise.

Chapter Three examines the priority health challenges identified in Chapter Two in 
terms of the health impacts of the issue in general, across the lifespan and the impact on 
women in marginalised groups. Underlying issues of gender and other social determinants 
of health impacting on these key health challenges are discussed.  

Chapter Four provides the action areas to address the priority health challenges facing 
Australian women and policy makers over the next 20 years. Actions are drawn from 
existing Government responses and new actions are proposed.

Chapter Five provides an exploration of the social determinants underpinning the health 
of Australian women today.  

Chapter Six identifies five broad goals for addressing inequality, including existing 
government initiatives and areas for further development.

The Appendices provide a reference list and details of organisations and individuals who 
made submissions to the policy.

National Women’s Health Policy 2010
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The 1989 policy 
aimed to improve 

the health and 
wellbeing of 

all women in 
Australia with 

a focus on those 
most at risk and 

on making the 
health care system 
more responsive to 

women’s needs.

National Women’s Health Policy 2010

Chapter One:

History of the policy and policy principles

Development of the First National Women’s Health Policy
In September 1985 more than 700 women attending the Adelaide 
conference Women’s Health in a Changing Society producing a joint 
resolution that a National Women’s Health Policy be developed ‘based 
on a clear recognition of the position of women in society and the 
way this affects their health status and their access to health services 
appropriate to their needs.’
An extensive consultation process followed, seeking responses to the 
discussion paper Women’s health: a framework for change. This included 
meetings across all capital cities and selected rural centres and more 
than 300 written submissions that reinforced the clear message that 
women wanted decision makers to understand the reality of women’s 
lives and how quality of life issues impact on women’s health. In all, 
more than one million women contributed towards the development 
of the First National Women’s Health Policy.

Achievements of the First National Women’s Health Policy
The 1989 policy aimed to improve the health and wellbeing of all women in Australia with 
a focus on those most at risk and on making the health care system more responsive to 
women’s needs.

Seven priority health issues for women were identified in the 1989 policy:

•	 reproductive health and sexuality; 

•	 health of ageing women; 

•	 emotional and mental health; 

•	 violence against women; 

•	 occupational health and safety; 

•	 health needs of women as carers; and 

•	 health effects of sex-role stereotyping on women.

In addition, the policy identified five key action areas in response to women’s concerns 
about the structures that deliver health care and information. These were: 

•	 improvements in health services for women; 

•	 provision of health information; 

•	 research and data collection; 

•	 women’s participation in decision making in health; and 

•	 training of health care providers.
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The 1989 policy has been used as the basis for program development and service planning 
for women’s health services at all levels of government over the past two decades. Under 
the National Women’s Health Program a number of women’s health centres were built or 
extended; new health information and education strategies were developed in a variety of 
community languages; and specialised training on women’s health issues was developed for 
health providers. 

The 1989 policy also resulted in the establishment of the Australian Longitudinal Study 
on Women’s Health. The study is a landmark longitudinal population-based survey over a 
20-year period that examines the health of more than 40,000 women. 

The Australian Longitudinal Study on Women’s Health provides valuable information on 
women’s health and wellbeing across three generations. It examines most aspects of life, 
including physical health, relationships, reproductive health, body weight, emotional and 
mental health, paid work and retirement, ageing and caring roles. 

Participants have been surveyed at least four times over the past 12 years and the results of 
the surveys are widely used by government and academics. The Australian Longitudinal 
Study on Women’s Health data have been analysed for reports on topics such as 
reproductive health, women’s health and ageing and an upcoming report on the health of 
women in rural and remote Australia. Further reports are planned for release over the next 
two years. 

Feedback through the consultation process for the development of this policy consistently 
recognised the main strength of the 1989 policy as being the principle that health should be 
understood in a social context. There is also recognition that the achievements made under 
the 1989 policy are a product of the power of consultation and communication and that 
these remain important elements in the planning and delivery of health services that are 
suited to the needs of women in all their diversity.

Development of the National Women’s Health Policy 2010 
Listening to women has, again, been a driving force in developing this policy, and engaging 
with women from many different groups has helped make the policy a reflection of the 
needs voiced by Australian women today. What women have said through the policy 
consultations and submission process has been incorporated into this policy.

The consultation process began with the release of the paper Developing a Women’s 
Health Policy for Australia: Setting the Scene by the Minister for Health and Ageing, the 
Hon Nicola Roxon MP. 

On 12 March 2009, 15 women’s health organisations were invited to attend a National 
Women’s Health Policy Roundtable in Canberra. The Development of a New National 
Women’s Health Policy: Consultation Discussion Paper was released at this time. These 
organisations were asked to consult with their members and provide submissions on what 
they considered the priority issues for women’s health to be, 20 years after the release of the 
first policy. These submissions accurately marked out the scope of the concerns that women 
subsequently raised through the consultation process. 

In September and October 2009, community consultation meetings were held across 
Australia to seek feedback on the discussion paper Development of a New National 
Women’s Health Policy: Consultation Discussion Paper. The consultations provided 
an opportunity for other national groups, community organisations and individuals 

National Women’s Health Policy 2010
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National Women’s Health Policy Setting the scene

to contribute to the policy and were held in all major capital cities and in rural centres 
including Alice Springs, Bendigo, Cairns, Fitzroy Crossing, Launceston, Port Augusta 
and Taree. More than 700 women attended the 15 forums to give their thoughts on the 
proposals in the paper.

To ensure that the views of Aboriginal women were reflected in the consultations, the 
Australian Government funded the Australian Women’s Health Network Aboriginal 
Women’s Talking Circle to hold and report on consultations with some 400 Aboriginal 
women throughout Australia.  

When consultations closed, more than 170 organisations and individuals had put in 
submissions. The submissions contain valuable data about the position of women in 
Australia today as well as suggestions for action and models of effective action already in 
place. The submissions have provided a valuable basis to guide the content and principles of 
this policy.

The common themes from the consultations are presented in this section. The full list of 
those organisations and individuals that contributed to the policy is given in Appendix A. 
While not every idea raised in the consultations was able to be included in this policy, those 
issues and principles raised a number of times form the framework for this policy.  

The principles

The National Women’s Health Policy discussion paper proposed five principles, drawn 
from the 1989 policy, that were used as the starting point for the consultation discussions 
and the written submissions. These principles were:

•	 gender equity;

•	 health equity between women;

•	 a life course approach to health;

•	 a focus on prevention; and

•	 a strong and emerging evidence base.

Overall these principles were strongly endorsed both through the consultations and the 
submissions. The responses give an insight into what these principles mean for Australian 
women in 2010.

Across all discussions of the principles, the clear message was a desire to have a health 
policy that was based on the whole person and her social context. Providing holistic and 
integrated services for women was the most frequently supported service-delivery principle. 

The following section outlines the feedback received through the consultation process that 
has informed the basis of the policy.

Gender equity
The principle of gender equity was strongly endorsed. Most argued that the role that gender, 
and gender relations, played in women’s health needed to be at the core of this policy. Many 
suggested that the conceptual framework for the policy should show how gender interacts 
with other social determinants. The following comments were typical of responses:

Opportunities for health and vulnerability to illness are shaped by the gendered material 
and social realities of everyday life.
(Public Health Association Australia Submission p. 6)

Listening to 
women has, again, 
been a driving 
force in developing 
this policy, and 
engaging with 
women from 
many different 
groups has helped 
make the policy a 
reflection of the 
needs voiced by 
Australian women. 
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While the focus of the National Women’s Health Policy is to be within the health portfolio, 
the achievement of a ‘ level playing field’ will also involve addressing inequities in areas 
that stretch beyond the traditional parameters of that system…[to] champion a social 
determinants approach throughout the Commonwealth’s departmental portfolios.
(Australian Women’s Health Network Submission p. 17)

There was strong support for the health system as a whole to be more responsive to women’s 
health needs, including the need for training of health professionals on the impact of gender 
on health. This was identified in one submission as a serious omission from the discussion 
paper and an important step towards achieving equity. 

We are delighted that… [you are] developing and implementing new women’s and men’s 
health policies.  However, without adequate education and training about the impact of 
gender on health to health care professionals, we can expect little to change.
(Australian Women’s Coalition Submission p. 14)

Health equity between women
There was overwhelming support for the inclusion of health equity between women as a 
central principle of the policy. Aboriginal and Torres Strait Islander women were frequently 
identified as a priority because of their very high risk of poor health.  The submission for a 
National Aboriginal Women’s Health Policy provided by the Aboriginal Women’s Talking 
Circle summarised the issues, and directions needed:

The issues, gaps and barriers which have been identified in this submission and which have 
continually impacted on and caused on-going devastation and hardship to Australia’s 
Aboriginal women, their extended family members and closely connected national 
communities, need to be addressed through the development and delivery of holistic strategies 
to improve the health status of Australia’s Aboriginal women and their extended families. 
Many of the identified issues, gaps and barriers to services are significant. However, while 
some of these will require a huge re-orientation and shift in health service delivery and 
need to be underpinned by immense funding, other recommendations seem to be more 
straightforward. These latter require less funding commitment or restructuring of services 
and, if common sense prevails, and these recommendations are acknowledged, they would 
improve the health status and lifestyle of Aboriginal women and their extended families thus 
lessening the burden on secondary and tertiary health care systems. 
(National Aboriginal Women’s Health Policy Submission:  Talking Circle: AWHN p. 5)

Other groups of women who were frequently identified in the consultations as being at 
greater risk of poor health included, among others, women with a disability; women in 
rural and remote areas; migrant and refugee women; women as carers; older women; and 
lesbian and bisexual women.  The consultations made it clear that those with the fewest 
resources may be forced to make health decisions on whatever treatment they can afford or 
access rather than the treatment that is best for their needs. Those who are discriminated 
against, or who cannot find culturally appropriate services, may withdraw from seeking 
help altogether.  

Submissions addressing health equity between women were often clear statements of fact 
that communicated in simple terms the lack of equity between various groups of women 
within Australia:

National Women’s Health Policy 2010
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The health outcomes of rural and remote women, and their treatment options, cannot be 
considered in any way and by any measure as equal to that afforded women who live in 
metropolitan Australia.  The differences between accessibility to medical services from an 
urban centre to that from a rural, remote centre are immense and all negative.
(Country Women’s Association of Australia Submission p. 7)

Health problems are compounded by bisexual and lesbian women frequently not accessing 
preventative and responsive healthcare services at all, or delaying their access… due to fear of 
discrimination and stigma.  Those who do access services frequently receive ill or uninformed 
advice and inappropriate treatment… [for example] frequent instances of GPs incorrectly 
telling lesbian patients that they had no risk of HPV, and did not require pap smears.
(National LGBT Health Alliance Submission p. 8)

Many important health messages are not accessible to people with [a] disability from non 
English speaking backgrounds and/or their carers.  The messages are traditionally in English 
and are not produced in community languages… in alternative formats such as Braille or 
large print. 
Where information is available in other languages, it is often only available in writing 
and presented in formal language that is difficult to comprehend. Many culturally and 
linguistically diverse women—particularly those from the emerging migrant communities 
from Somalia, Sudan, etc.—do not have an education and thus are still unable to make 
contact with a service provider. 
(National Ethnic Disability Alliance Submission pp. 2–3)

National Women’s Health Policy 2010
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The consultations supported the active participation of diverse groups of women in policy 
design, and the implementation of the strategies that affect them, to help ensure that 
health services and messages are designed for the people who need them the most. The 
submissions strongly agreed that the expertise of women within targeted communities 
should be called on to help implement local programs aimed at reducing inequity between 
groups of women.

A life course approach to health
A focus on women’s health across the life span was supported by the submissions, 
particularly the emphasis on critical transition points such as puberty, pregnancy and the 
postnatal period, and menopause and older age. Many submissions noted that a life course 
approach is essential for preventative health: 

The strength of such an approach in developing the new policy is the focus it brings about on 
the context of women’s lives and the transitions and significant events occurring at different 
life stages that impact on health and well being from the formative years of infancy and 
childhood through adolescence, into adulthood and older age.
(Public Health Association Australia Submission p. 15)

Feedback from the consultations indicated a strong belief that age-appropriate information 
and services across a woman’s life will help women gain and keep control of their own 
health-management decisions. The submissions indicated that there are gaps remaining in 
critical services at key points in women’s lives which could inform future policy directions.  
Some examples of these from the submissions are:

The RACGP supports …[the life course] approach to the policy and believes that it should 
be applied to preventive initiatives and assessment of risk such as the Medicare health 
assessment items…the cost effectiveness and utility of MBS items for risk assessment 
coinciding with different life stages [could be explored] e.g. adolescence/young adult, 
preconception, premenopausal, menopausal and older women.
(Royal Australian College of General Practitioners Submission p. 10)

Fertility education enables each woman to avoid pregnancy and maximise her chance 
of achieving pregnancy.  It also enables her to be better equipped to make informed life 
choices… Natural Fertility Australia believes there is a need for a continuum of services in 
fertility education; that sexual and reproductive health needs change throughout the lifespan 
and so too should sexual and reproductive health services.
(Natural Fertility Australia Submission p. 4) 

Focus on prevention
The focus on prevention was strongly endorsed. The need to recognise the barriers facing 
many disadvantaged communities as well as to support women’s empowerment and 
control over their own health was frequently mentioned. In delivering preventative health, 
health services were seen as needing to consider issues such as:

•	 equity and access;

•	 appropriate primary health care;

•	 ongoing consultation with all stakeholders;

National Women’s Health Policy 2010
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•	 community development processes;

•	 consultation and advocacy; and

•	 health promotion and education that is both tailored to women and well targeted for 
priority groups of women.  

These comments were typical of submissions:

Prevention is a key theme throughout this submission.  A number of suggestions are made 
in regard to ways in which preventive health messages can be more effectively disseminated.  
These include additional support and funding to introduce disease specific screening 
programs that take into account the most prevalent diseases/conditions at specific ages, and 
to identify women and populations at risk.
(The Jean Hailes Foundation for Women’s Health Submission p. 4)

We consider preventative health very important for immigrant and refugee women as 
they are currently missing out compared to other groups and we see the consequences.  
Immigrant and refugee women are under represented in preventative health services and over 
represented in the acute and crisis end of health and welfare services…Ageing migrants are 
over represented in some diseases such as diabetes and vitamin D deficiency.  There is also a 
lower uptake of breast screening services in immigrant and refugee women.
(The Multicultural Centre for Women’s Health Submission pp. 12–13)

There was agreement that improving the health of all Australian women is important and 
the broad-based preventative strategies that have already significantly improved women’s 
health, such as breast and cervical cancer screening, and health campaigns about smoking, 
must continue.

A strong and emerging evidence base
The need for more detailed research and data on women and their health was strongly 
endorsed. Many submissions highlighted the importance of data collection covering 
the full spectrum of difference in women’s lives including age, place, ethnicity, sexual 
orientation, disability, cultural and linguistic background, and immigrant or refugee status. 
The consultations suggested that all government and government-funded data collected 
should include this information where possible and, at least, conform to the Australian 
Bureau of Statistics minimum standards on culture and language. 

Some submissions suggested expanding the evidence base. This could be achieved by 
continuing to fund the Longitudinal Study of  Women’s Health and broadening it to 
include social health and new cohorts. The submissions suggested the potential to link 
the Australian Longitudinal Study of  Women’s Health with other databases such as the 
Household, Income and Labour Dynamics in Australia survey and the Longitudinal Study 
of Australian Children.

Suggestions also included setting up a funded body to act as a national clearinghouse 
for women’s health information, and establishing a gender health unit in the Australian 
Institute of Health and Welfare. The multi-disciplinary focus for research received strong 
support. Typical responses are shown below. 

Further research should be done to identify and focus on current and emerging gaps in 
women’s health care through comprehensive needs analysis and engagement with women 
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and health professionals.  The research effort should be multi-disciplinary, acknowledging the 
diversity of Australian women and the presence and impact of disease co-morbidities (such as 
depression and anxiety), and should also include evaluation of interventions.
(The Jean Hailes Foundation for Women’s Health Submission p. 4)

In continuing to build a strong evidence base for women’s health policy, we believe that 
improvements to existing routine data collections can and should be made. For example, 
existing data collections rely on male oriented measures of socioeconomic position, as 
current measures of income miss the value of women working in the home. As a result, 
routinely collected national surveys continue to be structured around a masculine template. 
Furthermore, in building a comprehensive evidence base we would like to highlight the 
importance of interdisciplinary research collaborations when approaching and investigating 
complex health problems.
(Life Course and Intergenerational Health Research Group: University of Adelaide 

Submission p. 4–5)

Developing the goals

Based on feedback from the consultation process and information drawn from Australian 
health data and recent research on the social determinants of health, the goals were 
developed.  The goals of the National Women’s Health Policy are to:

1. Highlight the significance of gender as a key determinant of women’s health and 
wellbeing.

2. Acknowledge that women’s health needs differ according to their life stage.

3. Prioritise the needs of women with the highest risk of poor health.

4. Ensure the health system is responsive to all women, with a clear focus on illness 
prevention and health promotion.

5. Support effective and collaborative research, data collection, monitoring, 
evaluation and knowledge transfer to advance the evidence base on women’s 
health.

There were different views about which health issues should feature in the new policy, 
but all agreed that the new policy should lead and influence action across governments 
to ensure the best health outcomes for women. A more detailed discussion of the priority 
health issue areas identified by women through the consultations and submissions are 
contained in Chapter Three.

Identifying key health issues

Within the submissions and consultations women raised a  broad range of health issues of 
most concern, and focused on particular groups the policy needed to address to achieve 
health equity among women. The most common issues raised were: 

•	 chronic disease prevention; 

•	 mental and emotional health; 

•	 sexual and reproductive health; 

•	 maternal health; 

•	 violence against women; and

•	 economic health and wellbeing.  

There were 
different views 

about which 
health issues 

should feature in 
the new policy, but 
all agreed that the 
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governments to 
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health outcomes 
for women. 
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The following section summarises the input from the consultations on priority health 
issues.

Chronic diseases prevention 
Some felt that the national health priority areas (cardiovascular disease and stroke, cancer 
control, mental health (with a focus on depression), injury prevention and control, diabetes 
mellitus, asthma, arthritis and musculo-skeletal conditions) should be a policy priority. A 
number of submissions stated that substantial gains in women’s health could be achieved 
through gender analysis, education and health service delivery in these areas.

An increased research and policy focus, in the context of Australia’s growing rates of chronic 
diseases, on how the behavioural and relational aspects of a gendered existence underpin the 
circumstances and decisions that put individuals at varying risk of conditions such as obesity, 
diabetes, cancer and heart disease.
(Public Health Association of Australia p. 8) 

Preventing obesity was seen as important. Reducing the use of alcohol, cigarettes and other 
drugs—especially among young women—were also seen as crucial preventative health 
measures.

Mental health 
During the consultations and submissions, women again highlighted how depression, 
anxiety and other mental health issues affect many women. Social issues, especially 
poverty and inadequate housing, were highlighted as major contributors to mental issues. 
Many focused on the need to see women’s mental health within the context of lower 
incomes, power in relationships, status in the workplace, greater caring responsibilities 
and experiences of harassment, violence and discrimination.  The needs of some groups of 
women were particularly highlighted and these included young, perinatal, lesbian, bisexual, 
transgender, intersex and older women. 

Participants said effective responses would need to better connect those services that 
exist in the delivery of support. Working on a holistic basis and providing more health 
promotion and education was also seen as essential.

Sexual and reproductive health 
Submissions noted that current policies often focus on single issues, such as sexually 
transmitted infections, and neglect the promotion of broader sexual and reproductive 
health. There is also a need to link sexual and reproductive health to interdependent 
strategies, such as those for mental health and substance abuse. As well as differences 
in legislation among states and territories, the quality of health education varies, in the 
absence of minimum standards.

At the consultations many highlighted the importance of reproductive autonomy, based 
on offering women the full range of natural and medical options. Many submissions also 
stated that expanding women’s choice of service was important. For the majority, this 
meant access to free contraceptive services, pregnancy decision-making information, and 
Australia-wide access to pregnancy termination. For others, this was best achieved through 
giving all women access to natural or educational strategies for fertility control as part of 
mainstream service delivery.

During the 
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highlighted how 
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anxiety and other 
mental health 
issues affect many 
women.
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There was strong support for placing sexual and reproductive health in a relationship 
context, rather than taking a mechanistic medical approach. Others focused on the 
need for a national education curriculum, to address varying levels of knowledge about 
fertility amongst young women. Some organisations highlighted how the quality of health 
education varies, in the absence of minimum curriculum standards.

There was less agreement on other recommendations for actions on reproductive health 
and sexuality. Some women wished to provide much greater support for alternatives 
to termination of pregnancy. Others wished to improve women’s access to safe, legal 
termination of pregnancy. Many focused on the need for priority groups of women to 
receive more targeted health promotion material and services.

Maternal health 
Maternal health figured prominently in the submissions and consultations, whether as 
part of sexual and reproductive health or as an issue in its own right. Women emphasised 
the importance of access and choice of services with support to the woman and her family 
before, during and after birth. They wanted maternity care to be part of the women’s health 
policy, rather than being dealt with solely under the Maternity Services Review. They 
argued maternity care should encompass pre-pregnancy, antenatal, childbirth and after 
birth information and support. Other issues of concern raised were breastfeeding rates and 
an increase in postnatal depression. 

It is crucial to see adequate attention paid in the proposed policy to intra-partum and post- 
natal care, as well as ante-natal care.
(National Foundation for Australian Women submission p. 7)

Violence against women
Through the submissions and consultations many saw the issue of violence against women 
as a priority for the new policy. Some commented that it had been a priority since 1989, with 
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little demonstrable improvement. Addressing a number of issues was seen as necessary to 
achieving any significant sustained reduction in violence, including:

•	 structural inequalities in society as causes of violence against women;

•	 the broad cultural denial of domestic violence as a serious issue; 

•	 a tendency to blame the woman; and

•	 stressors such as poverty and inadequate housing.  

Partner violence represents a significant burden of disease and thus a concerted effort 
is required to establish a knowledge base of the effectiveness and cost-effectiveness of the 
different ways of intervening to decrease partner violence. 
(WHA submission) 

The impact of childhood sexual assault on women’s mental and physical health was noted 
by a number of organisations. Other aspects of violence discussed included the safety of 
women patients in the mental health sector, women with disability in care, and the safety of 
general practitioners and other health workers.

Many noted the importance of building the capacity of work sectors to train general 
practitioners, nurses, mental health, drug and alcohol services and other frontline health 
workers to identify and respond effectively to women experiencing violence. Some 
submissions thought the matter so multidimensional that a council should be established 
to oversee the effort over the years. 

Economic health and wellbeing 
Economic wellbeing was rated as the most important issue in several submissions, and as 
a major concern in many. Women who are socioeconomically disadvantaged suffer poor 
health and have a high chance of having children who also have poor health. The lack of 
equity in women’s pay and the gap in superannuation savings are major contributors to 
women’s relatively poor economic security. Their financial security is also influenced by 
different life stages and events such as child rearing, caring for elderly parents, retirement 
and the death of a partner.

Developing the key health areas identified in the consultations into priority 
health issues

The key health areas identified through the consultations were then examined in the 
context of data relating to disease prevalence, cause of death and burden of disease in 
Australian women. Four health priority issues were identified and these are discussed in 
Chapter Two and Chapter Three. Current measures and proposed action areas against 
these four health priority issues are discussed in Chapter Four.  

The National Women’s Health Policy key priority areas are:

•	 Prevention of chronic disease and the control of risk factors;

•	 Mental health and wellbeing;

•	 Sexual and reproductive health; and

•	 Healthy ageing.
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disadvantaged 
suffer poor health 
and have a high 
chance of having 
children who also 
have poor health.
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The social determinants of health

The social determinants of health identified through the consultations have been used 
to inform the policy and these are discussed in detail at Chapter Five.  There is a complex 
relationship between physical and social determinants of health.  The policy therefore 
focuses on highlighting the social determinants having the greatest impact on women’s 
lives.  The social determinants of health examined in the National Women’s Health Policy 
are:

1. Sex and gender—these are major determinants of health and wellbeing, and 
it is important that these are considered to improve women’s access to health 
services and information. 

2. Life stages—research has demonstrated that the health needs of women differ 
through stages of their lifecycle. The evidence of the past 20 years has confirmed 
the importance of taking a life course approach, preventing the accumulation of 
health risk factors and giving girls and women age-appropriate health care they 
require.

3. Access to resources—women’s access to key resources such as income, 
education, employment, social connections and safety and security (including 
freedom from violence) affect their health outcomes and their access to 
health care. These factors are in turn implicated in women’s risk behaviours, 
although in complex and varied ways.

4. Diversity—marginalisation and discrimination, against diverse women affect 
their access to resources and therefore impact their health and wellbeing.  

National Women’s Health Policy 2010
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Chapter Two:

Key health challenges for Australian women  
today and into the future 

Australian women’s life expectancy at birth has shown dramatic 
improvements over the past century, increasing from 59 years in 
the early 1900s to around 87 in 2007.1 There have been remarkable 
health gains overall for women in areas such as rates of cardiovascular 
disease and cancer and a reduction in the number of women smoking. 
However, many issues such as obesity and mental health remain 
significant problems for women, and the burden of disease associated 
with dementia in women is estimated to double in the next 20 years.2

This chapter provides an overview of the health of Australian women 
and highlights those health priorities and targeted conditions that will 
form the greatest challenges over the next two decades for the health 
system, policy makers, health professionals and individual women.  

Major health issues faced by Australian women

Measures of general health

Self-assessed health is a commonly used measure of health status. In 2006, just over half of 
women aged 18 years and over (57.9 per cent) considered their health status to be excellent 
or very good. The percentage of women who rated their health as poor or fair increased with 
age, while those who considered their health to be excellent or very good peaked at ages 25 
to 34 years and then declined with increasing age.3

The leading underlying causes of death in females are shown, grouped by age, in the table 
below. Across all age groups, cardiovascular disease, including heart attack, stroke and 
other heart and blood vessel diseases, remains the biggest killer of Australian women. This 
is despite a 76 per cent fall in death rates since the 1960s. Age groupings show that, despite 
its place as the leading underlying cause of death in women, the majority of these deaths 
happen in women over 65.

National Women’s Health Policy 2010
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Table 1: Leading underlying broad causes of death in females by age group 4

Age group Leading underlying broad causes of death in 
females by age group

% of deaths

Under 1 year Conditions originating in the perinatal period 46.0

Congenital anomalies 28.6

Ill-defined  conditions 11.5

Injury and poisoning 3.5

1–14 years Injury and poisoning 36.3

Cancer and other tumours 17.9

Nervous system disorders 9.4

Cardiovascular disease 7.1

15–24 years Injury and poisoning 53.8

Cancer and other tumours 14.2

Cardiovascular disease 7.8

Ill-defined  conditions 5.6

25–44 years Cancer and other tumours 35.0

Injury and poisoning 27.7

Cardiovascular disease 11.5

Ill-defined  conditions 4.5

45–64 years Cancer and other tumours 55.8

Cardiovascular disease 13.9

Injury and poisoning 7.1

Respiratory system diseases 5.9

65–84 years Cancer and other tumours 33.3

Cardiovascular disease 32.4

Respiratory system diseases 8.8

Endocrine-related disorders 4.8

85 + years Cardiovascular disease 48.6

Cancer and other tumours 12.1

Respiratory system diseases 8.7

Mental disorders 8.3

All ages Cardiovascular disease 36.5

Cancer and other tumours 26.0

Respiratory system diseases 8.2

Mental disorders 5.4

National Women’s Health Policy 2010
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Burden of disease and injury

The burden of disease and injury is measured using the ‘disability-adjusted life year’ 
(DALY). The DALY measures the years of life lost due to premature death coupled with 
years of ‘healthy’ life lost due to disability.5 One DALY is equivalent to one lost year of 
healthy life. 

The total burden of disease and injury in Australia in 2003 was 2.63 million DALYs.6 Men 
accounted for more of the burden of disease and injury (1.4 million DALYs) than women 
(1.3 million DALYs).7 

Table 2 shows sex differences in the leading specific causes of healthy life lost. Ischaemic 
heart disease was the leading specific cause of healthy life lost for men and anxiety and 
depression were the largest contributors to healthy life lost among women. Dementia, 
breast cancer, and asthma were in the top 10 specific causes of healthy life lost for women, 
but not for men. The category suicide and self-inflicted injury was ranked eighth for men, 
but these causes did not rank in the top 10 for women. 

Table 2: Ten leading specific causes of burden of disease and injury (DALYs), 
by sex, Australia 2003.8

Male burden Female burden

Rank Specific cause No. of 

DALYs

% of total

DALYs

Specific cause No. of

DALYs

% of total

DALYs

1 Ischaemic heart disease 151,107 11.1 Anxiety and depression 126,464 10.0

2 Type 2 diabetes 71,176 5.2 Ischaemic heart disease 112,390 8.9

3 Anxiety and depression 65,321 4.8 Stroke 65,166 5.1

4 Lung cancer 55,028 4.0 Type 2 diabetes 61,763 4.9

5 Stroke 53,296 3.9 Dementia 60,747 4.8

6 Chronic obstructive 
pulmonary disease

49,201 3.6 Breast cancer 60,520 4.8

7 Adult-onset hearing loss 42,653 3.1 Chronic obstructive 
pulmonary disease

37,550 3.0

8 Suicide and self-inflicted 
injury

38,717 2.8 Lung cancer 33,876 2.7

9 Prostate cancer 36,547 2.7 Asthma 33,828 2.7

10 Colorectal cancer 34,643 2.5 Colorectal cancer 28,962 2.3

Health literacy

Health literacy describes the ability of a person to understand essential health information 
that is required for them to successfully make use of all elements of the health system 
(preventive, diagnostic, curative and palliative services). Health literacy lies at the heart of a 
person being able to take control of their own health care through making informed health 
decisions, seeking appropriate and timely care and managing the processes of illness and 
wellness.

National Women’s Health Policy 2010
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The Australian Bureau of Statistics Adult Literacy and Life Skills Survey (2006) showed that 
60 per cent of Australians have less than adequate levels of literacy and health literacy, and 
only 6 per cent of the Australian population has ‘high’ health literacy levels.

As illustrated in Figure 1, for Australian women, health literacy levels differ according to 
age, with women over 65 years showing the lowest levels. As women in this group are also 
the highest users of a range of health services, it is likely that many of these women will have 
problems understanding written and verbal advice from health sources and being able to 
successfully navigate the health system to obtain appropriate services.

These difficulties increase where other factors such as being from a culturally and 
linguistically diverse (CALD) background are also impacting on health literacy. While  
17.4 per cent of 65–74 year olds in the broader population have ‘adequate’ health literacy 
levels, only 3.4 per cent of CALD individuals in the same age group have ‘adequate’ health 
literacy levels.

Figure 1:  Australian health literacy by age (women) Australia 2006 9
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In addition to health literacy, there are a number of socially-based determinants of health 
that impact on Australian women’s ability to control their own health or experience 
health equity across the lifespan. Issues such as the impact of limited resources, exposure 
to violence, belonging to a marginalised group and structural and political inequity are 
examined in detail in Chapter Five.

Women and ageing: changing demographics

The next few decades will see fundamental changes to the structure of the Australian 
population as a result of historic patterns of fertility, migration and changes in life 
expectancy. As a result, there is a significant predicted increase in the proportion of the 
population in the older age groups. For example, in 1971, under 1.1 million (8.3 per cent)  
of the Australian population were aged 65 years or older. In 2009, this has risen to over  
2 million (13.3 per cent) of the population.

The ageing trend can be measured in terms of the increase in the median age of the 
population and by examining the age structure of the population. Figure 2 shows that the 
median age of men and women has increased steadily over time. Prior to 1927, the median 
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age of men was higher than the median age of women. Since 1929, the median age of 
women has been higher than the median age of men. In 2005, the median age for women 
was 37.4 years and the median age for men was 35.9 years.10 

Figure 2: Trends in median ages of men and women, 1925–2005
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A major reason for the ageing of the population has been declining fertility. At the 
beginning of the 20th century, the total fertility rate was approximately 3.5 babies per 
woman. Figure 3 shows that following a brief decline in the 1920s and 1930s, there was a 
large and sustained increase in Australia’s total fertility rate from the end of  
World War II to the mid-1960s. Australia’s total fertility rate peaked at 3.1 in 1947 and again 
in 1961 at 3.5.11 Fertility declined from the mid-1960s, with a sharp fall from 2.9 in 1971 to 
1.9 in 1981, and then a gradual decrease to 1.7 in 2001. In 1977, Australia’s fertility rate fell 
below replacement level (2.1 babies per woman) and has remained there ever since.12 Since 
2001, fertility has gradually increased and, in 2005, the total fertility rate was 1.81 babies per 
woman, which has been the highest rate since 1995.13

Figure 3:  Trends in Australia’s total fertility rate 
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One in two Australians is female, and the Australian female population is ageing, with 
important implications for Australia’s health care system. Over the last century, there has 
been an increase in life expectancy for both men and women. However, life expectancy has 
consistently been higher for women, although the gap between male and female longevity is 
closing (Figure 4). In 2005 the life expectancy at birth for women was 83.3 years compared 
to 78.5 years for men.14 This means that women, on average, live for 4.8 years longer than 
men.  Projections indicate that women will make up an increasing proportion of the old and 
very old segment of the Australian population over time.

Figure 4: Trends in life expectancy at birth by sex, 1961–2001
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The ageing of the female population will have a significant impact on the Australian health 
system.  During 2008 to 2009, of the 171.6 million Medicare services accessed by women, 
the majority (on a per capita basis) were for women in the 55 years + age group. Increasing 
poor health and disability among older women translates into a stronger demand for 
Medicare services, with per capita usage peaking in the 75 to 84 year age group. Actual 
Medicare services usage peaks in the 55 to 64 year age group at a total of 25,709,943 services.

Figure 5: Medicare services accessed (female) by age group 2008–09 15
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Not only do women increase their use of health services as they grow older, they also make 
up the majority of the health workforce and are in the majority of unpaid carer roles.  

Priority areas and targeted conditions

Using the evidence base drawn from key government data sources and surveys, emerging 
evidence from the Australian Longitudinal Study on Women’s Health and the consolidated 
submissions and consultations for the development of this policy, four key challenges have 
been identified as crucial to improving women’s health over the next two decades.  These 
areas are:

1. prevention of chronic diseases through the control of risk factors (targeting 
chronic disease such as cardiovascular disease, diabetes and cancer, as well as 
risk factors such as obesity, nutrition, physical inactivity, alcohol and tobacco 
consumption);

2. mental health and wellbeing (targeting anxiety, depression and suicide);

3. sexual and reproductive health (targeting sexually transmitted infections, 
screening/vaccination and fertility control); and 

4. healthy ageing (targeting musculo-skeletal conditions, disability and dementia).

Each of these priority areas will be discussed in-depth, in Chapter Three, from both a 
lifespan perspective and according to the impact of the targeted conditions on specific 
groups of women. The following section provides an overview of each targeted condition 
under the priority areas.

Discussion of the four key health issues

1.  Prevention of chronic disease and control of 
risk factors

Chronic disease

Cardiovascular disease

Cardiovascular diseases are diseases of the heart and blood vessels, including coronary 
heart disease, stroke and heart failure. Cardiovascular disease is the largest cause of death 
among females, accounting for more than one in every three (37 per cent) female deaths. 
Importantly, many cardiovascular disease deaths are premature, as they occur in women 
aged less than 84 years, which is the current life expectancy for women. 

However, the public health impact of cardiovascular disease among women is wider than 
the deaths it causes. About two million (20 per cent) females are living with cardiovascular 
disease, and even more are at risk. With prevalence rates of high blood pressure at  
27 per cent, overweight and obesity at 54 per cent, high cholesterol at 48 per cent, 
insufficient physical activity at 76 per cent and daily smoking at 15 per cent in women, 
there is ample scope for prevention. Cardiovascular disease accounted for 18 per cent 
of the overall disease burden for females in 2003. As life expectancy rises, the burden of 
cardiovascular disease on women will increase.

Women’s awareness of cardiovascular disease as the leading cause of death in Australia is 
low (26 per cent) with 39 per cent of Australian women incorrectly believing breast cancer 
to be the leading cause of death.16 

Cardiovascular 
disease is 
the largest 
cause of death 
among females, 
accounting for 
more than one in 
every three  
(37 per cent) 
female deaths.

National Women’s Health Policy 2010



3 4

Diabetes

The number of Australian women with diabetes is increasing with National Health Survey 
estimates of 3 per cent of the population reporting having received a diagnosis from a 
doctor or nurse. The highly preventable Type 2 diabetes makes up an estimated 88 per cent 
of all diabetes types and, if undiagnosed or poorly managed, can result in cardiovascular 
disease, stroke, peripheral vascular disease, kidney failure, nerve disease, limb amputations 
and blindness.

The incidence of diabetes increases with age and Type 2 diabetes is closely associated with 
a higher body mass index.  National Health Survey data indicates higher rates of diabetes 
among Australians born overseas (4.2 per cent), those in the most socioeconomically 
disadvantaged fifth of the population and among Indigenous Australians (11 per cent) 
compared with the general population rates of 4 per cent.

Estimates of gestational diabetes, based on hospitalisations, indicated that during 2007–08, 
5 per cent of females aged 15–49 years who gave birth in hospital had been diagnosed with 
gestational diabetes. More than one-third of these cases occurred in women aged 35 years 
and older.

Cancer

Cancer is a major cause of death in the Australian population, causing 29 per cent of all 
deaths and 26 per cent of women’s deaths in 2007.  The leading cause of cancer deaths in 
Australian was lung cancer, followed by breast cancer and colorectal cancer.  Overall  
age-standardised death rates for cancer have fallen 16 per cent over the previous two 
decades with the most dramatic reduction (60 per cent) being in cervical cancer death rates, 
largely due to the success of the National Cancer Screening Program.

The five year relative survival rates for cancer have improved for women from 53 per cent for 
those diagnosed in 1982–1986 to 64 per cent for those diagnosed in 1998–2004.  However, 
survival rates for the leading cause of cancer death, lung cancer, remain relatively poor.

Respiratory disease 

Both asthma and chronic obstructive pulmonary disease (COPD) feature in the top ten 
leading specific causes of burden of disease and injury for Australian women. COPD is also 
a major cause of death for women aged 45 years and older.

Women are particularly vulnerable to COPD due to their smaller lungs and sensitive 
airways.17 While genetic factors and environmental exposure play a role in the development 
of COPD, the single greatest cause is a history of tobacco smoking. The shortness of breath 
and persistent cough associated with COPD become more acute over time and will, in 
most cases, result in disability levels that prevent productive work and self-care.

Australia has a high prevalence of asthma by international standards, although rates in 
those aged 35 years and younger have decreased from 14 per cent to 11.4 per cent between 
2001 and 2004–05.  Women have an overall higher rate of asthma (10.9 per cent) than 
men (8.9 per cent) and experience higher death rates and a greater burden of disease and 
disability in the older age groups.

National Women’s Health Policy 2010



3 5

Risk factors

Obesity

The steady increase in obesity rates over the past few decades has put Australia in the worst 
third of Organisation for Economic Cooperation and Development (OECD) countries. 
This weight increase has been consistent across almost every age group and affects both 
women and men. Based on measured height and weight in 2007–08, 25 per cent of 
children aged 5–17 years were overweight or obese as were 61 per cent of adults.18

Obesity is identified by the Australian Longitudinal Study on Women’s Health as the 
primary cause of chronic illness in Australian women. 19 

In addition to the increased rate of Type 2 diabetes and cardiovascular disease, the known 
consequences of obesity include mental health disorders such as depression, anxiety and 
social dysfunction. Each of these has been shown to increase in overweight women and 
decrease when women have lost weight.20

Poor nutrition is a contributing factor to obesity.  The majority of Australian women do not 
consume the daily recommended intake of either fruits or vegetables.  This remains the 
case regardless of whether or not they are aware of what the intake should be.

Figure 6: Percentage of population aged 16 and over consuming recommended 
intake of fruits and vegetables21
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Physical inactivity

A lack of physical activity is linked to poor health, including many chronic diseases, injuries, 
excess body weight and low bone-mineral density. Out of the modifiable health risk factors, 
physical inactivity is the second largest contributor, after tobacco smoking, to the burden of 
disease and injury in Australia. 22

In 2007, equal proportions of men and women reported undertaking very low levels of 
physical activity (less than 100 minutes) or no physical activity in the week prior to the 
National Survey of Mental Health and Wellbeing. More women than men reported 
undertaking physical activity at low levels (100 minutes to less than 1,600 minutes), 
whereas more men than women undertook moderate/high levels of physical activity in the 
week prior to the survey (over 1,600 minutes).
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Only 36 per cent of women exercised at sufficient levels during 2007–08. Around one-third 
of Australian women do not exercise at all. Increasing physical activity not only assists with 
control of excess weight but is also linked with reducing stress, anxiety and depression. 23

Tobacco use

Rates of cigarette smoking in Australia have been falling for decades.  About 1 in 6 
Australians aged 14 years and over now smoke daily, compared to around half of all adults 
in the 1950s. Smoking rates among children and young people have generally shown a 
significant drop with 1 in 18 among 12 to 19 year olds smoking daily. 24

In 2007, women (15.2 per cent) were less likely than men (18 per cent) to be daily smokers. 
However, this was not the case across all age groups.  Australian women aged between  
14 and 19 years were more likely to smoke on a daily basis than males in the same age 
group. 25 Smoking during pregnancy can have long term, serious effects on the baby and is 
associated with pregnancy complications, poor perinatal outcomes and adverse infant and 
childhood health outcomes.26

The Australian Longitudinal Study on Women’s Health found that 30 per cent of women 
who were smokers and not pregnant (at any time of being surveyed) had quit smoking over 
the years from 1996 to 2006. The survey also found that while at least half of the women 
who were smokers before pregnancy quit smoking during pregnancy, 30 per cent or more 
did not. 27

Excessive alcohol consumption

Levels of risky alcohol use across Australia have shown little improvement across the past 
decade with around 1 in 10 Australians putting their long-term health at risk through 
excessive drinking. Double that number drank in a way that put their short-term health at 
risk. 28 For women, five to six standard drinks on one occasion is considered ‘risky’ in the 
short term and seven or more is considered ‘high risk’.

Table 3 shows that in 2007, 30.5 per cent of Australian women aged 14 and over drank at a 
level considered risky or high risk for short-term alcohol-related harm.  This included:  
6.2 per cent of women who drank at risky or high risk levels on a weekly (at least) basis;  
10.9 per cent who drank at risky or high risk levels for short-term harm at least monthly;  
and 13.4 per cent who drank at these levels once or more a year.

Men, in general, are more likely than women to consume alcohol at risky or high risk levels 
for short-term harm across all age groups, except among those aged 14 to 19 years, where 
nearly 3 in 10 young women put themselves at risk of short-term alcohol-related harm by 
binge drinking at least once a month.
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Table 3: Proportion of the population by sex and age group at risk of short-term 
alcohol-related harm by level and frequency of risk, Australia, 2007 29

  Abstainers Low 
risk

Risky or 
High risk

Risky or 
High risk

Risky or 
High risk

Men At least yearly At least monthly At least weekly Total

14–19 29.2 33.4 12.9 15.7 8.8 37.4

20–29 11.1 26.1 19.0 26.6 17.2 62.8

30–39 10.9 40.6 21.1 17.5 10.0 48.6

40–49 10.8 47.0 18.9 14.5 8.7 42.1

50–59 9.9 59.4 12.9 9.5 8.2 30.6

60 and over 17.3 67.8 6.4 4.5 4.0 14.9

Total 14.0 47.2 15.1 14.3 9.3 38.7

Women

14–19 28.7 30.1 12.9 18.8 9.5 41.2

20–29 14.8 29.2 20.7 23.1 12.2 56.0

30–39 13.5 46.9 19.5 13.3 6.8 39.6

40–49 13.9 53.4 16.2 10.2 6.3 32.7

50–59 18.1 62.5 10.2 4.8 4.4 19.4

60 and over 31.1 61.3 3.9 2.1 1.5 7.5

Total 20.1 49.3 13.4 10.9 6.2 30.5

2.  Mental health and wellbeing
The 2007 National Survey of Mental Health and Wellbeing, conducted by the 
Australian Bureau of Statistics, provides lifetime and 12-month prevalence estimates 
of mental disorders in the Australian population aged 16 to 85 years. The assessment 
of mental disorders is based on the definitions and diagnostic criteria of the World 
Health Organization’s (WHO) International Classification of Diseases, Tenth Revision. 
Prevalence of mental disorders is the proportion of people in a given population who meet 
the diagnostic criteria of a mental disorder at a point in time. 

In Australia in 2007, 43 per cent of women (3.5 million) had experienced mental illness at 
some time in their lives. The most common diagnosis for women was an anxiety disorder, 
followed by affective disorder. Anxiety and depression are the leading burden of disease for 
women (see Table 2).

The 2007 National Survey of Mental Health and Wellbeing indicated that, among women, 
12-month anxiety disorders had the highest prevalence across all age groups, with the 
prevalence remaining stable at around 21 per cent between the ages of 16 and 54 years, 
and then declined with age. The prevalence of affective disorders among women remained 
similar between the ages of 16 and 54 years (at around 8 per cent) and then declined with 
age. The prevalence of 12-month substance use disorders for women was highest among 
those aged 16 to 24 years.
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Figure 7: Prevalence of lifetime mental disorders 200730

The number of hospital admissions with specialised psychiatric care was substantially 
higher for females during 2007–08, with a principal diagnosis of recurrent depressive 
disorders and specific personality disorders. 31

Suicide rates for women have shown only a small decrease over the past eight years across 
all age groups.  The highest suicide rate in 2008 was in the 45 to 54 year age group.  

Figure 8: Age specific suicide rates (female) 2000 and 200832
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3.  Sexual and reproductive health
Chlamydia

Chlamydia is the most notified infection within Australia. As chlamydia is often 
asymptomatic, it can be transmitted and left untreated without the infected person being 
aware of the infection. Untreated chlamydia in women may lead to infections of the 
cervix, uterus and pelvis.  Complications may result in pelvic pain, infertility and ectopic 
pregnancy.

Between 2003 and 2008, the rates of chlamydia diagnosis have almost doubled.  Women 
are 50 per cent more likely than men to have a chlamydia infection detected.  The highest 
rates of infection occur in the 15–19 and the 20–29 year age groups, with 80 per cent of all 
infections being in these groups in 2008. 
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Figure 9: Chlamydia notifications per 100,000 people 1995–200933
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Human immunodeficiency virus (HIV)

Australia has a low prevalence of HIV by international standards and new notification 
rates have remained constant from 2004 to 2008. Around 25 per cent of notifications in 
this period have been attributed to heterosexual transmission. A particularly vulnerable 
group in this instance is women from culturally diverse backgrounds with 59 per cent of 
new notifications over the past five years coming from a person from a high HIV prevalence 
country, or a person whose sexual partner was from a high prevalence country.

Maternal health

Maternal mortality rates in Australia are low, with a maternal mortality ratio of 8.4 deaths 
per 100,000 females who gave birth in 2003–05.  

There has been an increase in maternal age over the past decade. The National Perinatal 
Data Collection shows that average age of all women giving birth was 29.9, compared with 
28.9 in 1998. The average age of first time mothers was 28.2 years in 2007, an increase  
from 27.0 in 1998. In 2007, 4.1 per cent of all females that gave birth were aged under  
20 years (compared with 5.1 per cent in 1998) and 22.3 per cent were aged 35 years or  
older (compared to 15.7 per cent in 1998).

Increased maternal age is associated with a range of maternal and infant risks including 
gestational diabetes, high blood pressure and pre-eclampsia, congenital abnormalities and 
an increased need for birth interventions such as induction and caesarean section.  
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Figure 10: Maternal age 1975–2008

The rate of caesarean sections being undertaken has increased significantly over the past 
decade from 21.1 per cent in 1998 to 30.9 per cent in 2007.  

4. Healthy ageing
Disability

In 2003, approximately 3.9 million Australians had some degree of disability, of whom  
1.2 million (6.9 per cent of the population) had severe or profound core limitations. Rates  
of severe disability vary with age, increasing from 2 per cent of young adults to 12 per cent of 
adults aged 65 to 74 years and 58 per cent of those aged over 85 years. 34

Of long-term conditions, the most commonly reported for women are osteoarthritis and 
migraines.

Figure 11:  Percentage of women in the population living with a disability  
in 2003
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Dementia

Dementia is a syndrome associated with a range of diseases causing general and increasing 
impairment of brain function such as memory, reasoning and understanding. The most 
common form of dementia is Alzheimer’s disease but many other causes exist such as 
vascular dementia, dementia with Lewy bodies, frontotemporal dementia and dementias 
associated with diseases such as HIV and Parkinson’s disease as well as alcohol and other 
substance abuse.

Dementia is not a natural part of ageing but is associated with the aged.  It is estimated to be 
the leading burden of disease in the 75 years + age group in 2010 and accounts for 4 per cent 
of the total disease burden. 35

Females have higher dementia rates than males in the older age groups. The difference is 
greatest in the oldest age group, where an estimated 25 per cent of females had dementia 
compared to 17 per cent of males.  

Arthritis and osteoporosis

National Health Survey data indicates 31 per cent of Australians report having arthritis or 
another musculoskeletal condition, such as osteoporosis. Arthritis affects over 3.1 million 
people with rates of osteoarthritis and rheumatoid arthritis being higher among women 
than men.

Osteoporosis increases with age and is closely associated with hospital presentations for 
minimal trauma fracture and hip fracture. There were almost 82,000 hospitalisations for 
minimal trauma fractures in 2007–08.  

What are women’s experiences of the health issues 
identified under the priority areas?
While many areas of women’s health have improved, there are still areas of concern for all 
women and especially for women within specific groups within Australia. Chapter Three 
examines the priority health areas identified in Chapter Two and looks at the impact of 
various health issues on marginalised groups. 
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Chapter Three:

Women’s experiences of health issues

This chapter covers the health issues identified as priorities for 
Australian women as identified in Chapter 2. Each of these priority 
areas is examined in terms of current evidence on the role of sex and 
gender, the health impacts across the lifespan, and the impact on 
women in marginalised groups. Statistics for morbidity (that is, the 
presence of disease or illness) and mortality (death) highlight the 
consequences of disadvantage. A recent study showed a  
32 per cent higher rate of disease for the most disadvantaged 
population compared to the least disadvantaged.36 

Prevention of chronic disease through control of risk 
factors 
Since the first women’s health policy was written in 1989, there has been an increase in the 
rate of chronic diseases in Australia. Chronic diseases form a large proportion of the burden 
of disease, led by cancer and cardiovascular disease.37 

Chronic diseases 
Cardiovascular disease 

Cardiovascular disease (CVD) is the leading cause of death in Australia, and after cancer is 
the second leading burden of disease at 18 per cent (mainly due to premature death).38 
The prevalence of CVD is significantly higher in females at 55 per cent, compared to  
45 per cent in males.39 However, a national survey conducted on behalf of the National 
Heart Foundation found that 97 per cent of Australians are unaware that heart disease is 
the leading cause of death for women.40 

Sex and gender interact to heighten the risk of cardiovascular disease for women. Heart 
disease has traditionally been seen as a man’s disease and women have been under-
represented in studies. However, sex differences exist in the symptoms women and men 
experience during a heart attack. Women are more likely to have less recognised symptoms 
of coronary heart disease (CHD).41 While chest pain, pressure, or tightness are leading 
signs of heart attack for both sexes, women are more likely to report atypical symptoms 
such as non-specific chest pain, mid-back pain, nausea, palpitations and indigestion which 
are more difficult for a physician to recognise and can therefore lead to delayed diagnosis.42

Sex differences in the size of the coronary arteries may explain women’s and men’s different 
experiences of heart disease. Differences in hormonal make-up may also contribute to 
differences in how men and women respond to stress.43

Women and men respond differently to treatment of CVD.44 To date, a significant amount 
of research on CVD has not included women. This has resulted in treatments being offered 
to women based on the research results of men.

Heart disease 
has traditionally 

been seen as a 
man’s disease and 
women have been 

under-represented 
in studies.
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The perception that CVD is more common in men affects the outcomes for women who 
develop CVD. Women tend to delay seeking treatment for their cardiac-related events 45, 
possibly leading to worse outcomes. It has also been shown that, when presented with male 
and female patients presenting identical symptoms, there is a tendency among physicians to 
ascribe women’s symptoms to psychogenic rather than organic causes.46

For Indigenous Australians the self-reported prevalence of coronary heart disease was two 
and a half times higher than that of the general population in major cities. This rate is even 
higher for Indigenous Australians living in major cities, at almost four times the rate.47

Smoking, obesity, lack of physical exercise and poor diet are individual risk factors for 
heart disease for which some groups of women, are at higher risk than men. Many diseases 
(especially lifestyle-related diseases) have in common certain risk factors, and these are 
closely tied to socioeconomic status. 

Diabetes

Diabetes prevalence has at least doubled in the past two decades 48 and is a National Health 
Priority Area. While there is a higher prevalence of Type 2 diabetes amongst males (with 
an age-standardised rate of 7.6 per cent compared to 6.5 per cent)49, diabetes is still a major 
concern for women.

Gestational diabetes (a temporary form of diabetes that occurs during pregnancy) 
is increasingly prevalent with significant associated risks to both mother and baby. 
Gestational diabetes is diagnosed in between 5 and 12 per cent of pregnant women, who 
then have a 50 per cent risk of developing Type 2 diabetes within five years.50 

While diabetes rates have increased for the whole population, particular groups of women 
have higher rates. Diabetes is more common in women who are obese. The lifetime risk 
for diabetes for women of normal weight is 17.1 per cent, increasing to 35.4 per cent in 
overweight women, 54.6 per cent in obese women and 74.7 per cent in very obese women.51
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Females living in regional and remote areas were significantly more likely to report diabetes 
than those in major cities.52 Decreasing socioeconomic position is associated with an 
increasing prevalence of diabetes and a rising diabetes-related mortality rate.53 

Aboriginal and Torres Strait Islander women were four times more likely to have  
diabetes/high sugar levels than non-Aboriginal and Torres Strait Islander women  
(adjusted for age differences).54 The death rate from diabetes for Aboriginal and Torres 
Strait Islander people was almost 12 times higher than for non-Aboriginal and Torres Strait 
Islander people.55 

People born overseas also self-report higher rates of diabetes than those born in Australia56, 
and also have a slightly higher death rate from diabetes than those born in Australia.57

Cancer

Cancer is another of the National Health Priority Areas, and is the leading cause of 
Australia’s disease burden at 19 per cent.58 Based on 2006 data, the risk for a female 
being diagnosed with cancer before age 75 was one in four, and before age 85 was one 
in three.59 The most common cancers in females are breast, bowel, melanoma and lung 
cancers.60 In Australia, all cancer survival has increased significantly between diagnoses 
made in 1982–1986 and those made in 1998–2004. For women, it increased from  
53 to 64 per cent.61

Breast cancer accounts for over 28 per cent of all diagnoses in females, which has more than 
double the number of diagnoses of the second most common cancer (bowel). In 2006, the 
lifetime risk of a woman developing breast cancer before the age of 85 was 1 in 9. Around 
12,600 new cases of breast cancer were diagnosed in Australia in 2006. In 2007,  
2,680 women died from breast cancer in Australia, making breast cancer the second 
highest cause of cancer deaths in women behind lung cancer (2,911 deaths). 62 

Bowel cancer is the second most common cancer in women, which made up 13.3 per cent 
of all cancer diagnoses in women in 2005.63 The risk of developing bowel cancer increases 
from the age of 40 years onwards, but rises sharply and progressively from the age of 50 
years. Bowel cancer is the most common cancer for women aged 76 to 95.64 Despite the 
trend towards better survival, bowel cancer remains an important cause of premature death 
in Australian women.

Differences between women and men exist in the presentation of lung cancer symptoms 
and this can lead to women being under-diagnosed or misdiagnosed. Women with lung 
cancer tend to have more asymptomatic presentations and experience a wider range of 
types of lung cancer than men, making it more difficult to diagnose and provide treatment. 

Each year, over 4,000 Australian women are diagnosed with a gynaecological cancer. 65 As 
some gynaecological cancers do not show early signs or symptoms, diagnosis and early 
treatment can be challenging. Gynaecological cancers were responsible for 1,502 female 
deaths in 2007.66  It is projected that in 2010 there will be 4,683 women diagnosed with a 
gynaecological cancer and 1,800 related deaths. 67

Cervical cancer incidence and mortality rates have declined by 48 per cent and 53 per cent 
respectively since the National Cervical Screening Program was introduced in 1991.68 

In 2005, more than 1,200 new cases of ovarian cancer in Australian women were 
diagnosed69 and 60 per cent of women diagnosed with ovarian cancer in 1998–2004 died 
within five years of diagnosis.70

Breast cancer 
accounts for over 
28 per cent of 
all diagnoses in 
females, which 
has more than 
double the number 
of diagnoses of 
the second most 
common cancer 
(bowel).
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Alcohol and smoking are risk factors for many cancers. In 2005, there were an estimated 
11,308 new cases of cancer and 8,155 deaths from cancer that can be attributed to smoking. 
This represents over 11 per cent of cases and nearly 21 per cent of cancer deaths. 71 In 
2001, cancer attributed to smoking accounted for 7.8 per cent of all new cases of cancer 
in females.72 There were an estimated 2,997 new cases of cancer and 1,376 deaths from 
cancer attributed to excessive alcohol consumption in 2005. This represents 3 per cent of 
cases and 3.5 per cent of cancer deaths.73 In 2001, the lifetime risk of cancers attributable to 
alcohol consumption was 1 in 17 for females.74 Between 1991 and 2001, the rate for cancers 
attributed to alcohol consumption in females increased by an average of 1.2 per cent  
per annum, while the male rate decreased by an average of 0.3 per cent per annum.75  

The forms of cancer experienced by women also vary according to location. Women 
under the age of 65 in rural and remote areas have higher rates of lung cancer, melanoma 
and cervical cancer.76 77 Melanoma is responsible for 60 per cent of the excess new cases 
of cancer outside major cities—for example, 236 of the 258 excess new cases of cancer for 
females in inner regional areas.78 There is also a higher incidence of breast cancer in the least 
disadvantaged areas compared to the most disadvantaged areas, and higher rates in major 
cities compared to very remote areas.79

Between 2000 and 2004, cancer incidence (among the most common cancers) for 
Aboriginal and Torres Strait Islander women was higher for lung cancer, cancers of the 
mouth and the throat and cancer of unknown primary site. Aboriginal and Torres Strait 
Islander women have more than double the occurrence of cervical cancer and more than 
four times the death rate from it.80 81 They access breast cancer screening less than 
non-Aboriginal and Torres Strait Islander women, and, although no statistics are available, 
it is thought they also access screening for cervical cancer less often.82

Women with a history of partner violence are less likely to have adequate health screening. 
The submission from Women’s Health Australia suggested that there is a need to identify 
ways of encouraging women with a history of partner violence to undertake regular 
screening, particularly for cervical cancer. 

Respiratory disease

The Australian Longitudinal Study on Women’s Health found the prevalence of asthma to 
be much higher in younger women than mid-aged and older women.83

Australians living in inner regional areas also have a significantly higher prevalence of 
asthma than those in major cities.84 Indigenous Australians in rural and remote areas were 
also significantly more likely to report asthma than people in major cities.85

Lifestyle risk factors 
These diseases are often associated with genetic factors and other common, modifiable 
lifestyle risks, including obesity, physical inactivity, unhealthy diet, tobacco smoking, 
risky alcohol consumption, high blood pressure and high cholesterol. The Australian 
Government has made addressing these lifestyle risks a priority. 

To do so requires understanding them in the context of the lives of Australian men and 
women, including the barriers that prevent people taking up healthier lifestyles. Women 
and men share some experiences in relation to these risk factors, but there are also 
significant gender differences. Various social changes have affected women’s experiences in 
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relation to health-promoting behaviours. For example, changes in gender social norms in 
recent decades have had many positive benefits for women, but may also be associated with 
an increase in higher-risk behaviours, such as binge drinking and smoking.  Additionally, as 
more women participate in paid employment they now find they have less time for health-
promoting activities, such as physical activity and healthy eating. This is compounded by 
full-time working women spending much more of their time doing housework and looking 
after children than full-time working men.86

Many diseases (especially lifestyle-related diseases) have in common certain risk factors, 
and these are closely tied to socioeconomic status. Women living on a lower income are 
typically more likely to be unemployed, under-educated and to have fewer social networks, 
which may in turn limit their ability to engage in healthy behaviours. Disadvantaged 
women are more likely to have a higher rate of health risk factors, such as being overweight 
or obese, having fewer or no daily serves of fruit, and smoking tobacco.87 

There is a need to look at how women can be supported to reduce their exposure to risk 
factors for chronic disease. This needs to be done in the context of the pressures they face in 
their everyday lives. 

Obesity

Major changes in Australians’ diet and physical activity levels has led to an increasing 
proportion of the population being overweight or obese. The 2007–08 National Health 
Survey found that 55 per cent of females (and 68 per cent of males) were overweight or 
obese88, up from 49 per cent of females in the 1995 survey.89 

Obesity is identified by the Australian Longitudinal Study on Women’s Health as the 
primary cause of chronic illness in Australian women. 90 It is estimated that in Australia 
obesity causes 23.8 per cent of Type 2 diabetes, 21.3 per cent of cardiovascular disease, 
24.5 per cent of osteoarthritis, and 20.5 per cent of colorectal, breast, uterine and kidney 
cancers.91
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Australians also gain weight over the course of their lives, with some life stages, including 
pregnancy, presenting an increased risk of weight gain. There is increasing prevalence of 
obesity in young women92, with the Australian Longitudinal Study on Women’s Health 
finding that younger women are now putting on weight at an increased rate compared to 
past generations, meaning they may be substantially heavier by middle age.93 This study 
has also found that women who have had a baby put on a greater amount of weight over a 
10 year period than those who did not. This difference was not explained by differences in 
energy balance or sociodemographic variables.94

It is important to consider why so many Australians are finding it hard to lead physically 
active lives and adopt healthy dietary behaviour, which in turn impact on their weight. 
Australian experts have identified time pressure and car reliance as the two most important 
social trends underlying the rising Australian rates of obesity.95

While overweight and obesity rates have increased for the whole population, particular 
groups of women have higher rates. Obesity is more common among individuals facing 
greater social disadvantage; with the rate for the most disadvantaged women being nearly 
double that of the least disadvantaged women.96 Some evidence suggests that women 
living on a low income are more likely to live in environments that do not support healthy 
living. Poorer neighbourhoods generally have more fast food outlets and fewer full-sized 
supermarkets, fewer fitness facilities and public green spaces, which may limit physical 
activity.97 If women are to adopt healthier behaviours, policies and programs should 
consider social and financial barriers to health. 

Rates of obesity increase with remoteness.  Australians living in remote areas have the 
highest rates of obesity, compared to people in outer regional, inner regional and major city 
areas.98 This difference in prevalence between rural and remote women is largely explained 
by individual-level sociodemographic factors, such as age, number of children, country of 
birth, education level, employment status and marital status. 99 

Aboriginal and Torres Strait Islander women are around 1.5 times more likely than  
non-Aboriginal and Torres Strait Islander women to be overweight or obese.100 

Lesbian and same sex attracted women have higher rates of obesity and overweight  
(49 per cent) than in the general female population (38 per cent).101

Unhealthy eating 

Health risks related to unhealthy eating include over-consumption, lack of fruit and 
vegetables, and saturated fat intake. In 2003, 2.1 per cent of Australia’s total burden of 
disease and injury was attributed to low fruit and vegetable consumption.102 Eating 
sufficient fruit and vegetables can help prevent cancer, ischaemic heart disease and—to a 
lesser extent—stroke.103 

The 2004–05 National Health Survey found that females are more likely to adopt healthy 
dietary behaviour than males, and eat higher levels of fruit and vegetables.104 However, levels 
are still low, with just 16 per cent of females aged 12 years and over eating the recommended 
daily intake of five or more serves of vegetables.105 Fruit consumption is higher, with 
60 per cent of females consuming the recommended daily intake of two or more serves of 
fruit.106 Fruit and vegetable consumption also differs by age, with young people consuming 
less than older adults.107 Lower rates of consumption are also reported for people of lower 
socioeconomic status.108 
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For women of low socioeconomic status, healthy eating options are often less available 
and sometimes less affordable. At least one-third of welfare-dependent family weekly 
income is needed to be allocated to food in order to eat according to public health 
recommendations.109 However, access to unhealthy food options are readily available 
with Australian studies showing that poorer suburbs have much higher concentrations of 
alcohol and fast food outlets than more affluent areas.110

Australians living outside major cities were less likely than their major city counterparts to 
report consuming low fat or skim milk, the recommended two serves of fruit per day or five 
or more serves of vegetables per day. 111 Females in regional and remote areas were also 
1.3 times as likely to report food insecurity than those living in major cities. 112

The rates of fruit and vegetable consumption are lower among Aboriginal and Torres Strait 
Islander women. In non-remote areas, 12 per cent of Aboriginal and Torres Strait Islander 
women reported eating the recommended daily intake of vegetables and 44 per cent the 
recommended daily intake of fruit.113 

Time scarcity affects women’s capacity to maintain healthy eating practices. Many 
Australians have knowledge about how to eat healthily, but lack the time to follow this 
advice.114 115 116 117 

Physical inactivity

The proven health benefits of physical activity include the prevention of a range of chronic 
diseases118, the promotion of good mental health and the maintenance of a healthy 
weight.119 120 121

Females report less physical activity than men.122 This trend is particularly pronounced 
among young girls and adolescent women. Only 30 per cent of females aged 15–24 
participated in levels of physical activity that met the recommended national guidelines in 
2004 (compared to 46 per cent of males). 123 

Regular physical activity is vital for both women and men; however, there are differences 
in the barriers to participating in physical activity. Women face different barriers to being 
physically active than men including time, caring responsibilities124, lower socio-economic 
status, body image125 and concerns about personal safety. 126  

Many women cite lack of time as the most common reason for not taking part in regular 
or organised physical activity.127 128 129 130 131 Unpaid work factors heavily in women’s lives, 
with many women fulfilling multiple responsibilities in care giving, meal preparation and 
housework. This can lead to women neglecting their own health and not having the time 
to participate in beneficial levels of physical activity. 132 Women’s concerns about personal 
safety, higher levels of traffic and crime can also inhibit their participation in walking.133

The Australian Longitudinal Study on Women’s Health found physical activity levels 
decrease in association with marriage and childbirth in young women and with declining 
health in older women. Changes in physical activity levels were also associated with 
stressful life events such as divorce, harassment at work, and violence.134

Women with a lower socioeconomic status may encounter a number of additional barriers 
to participation in physical activity. For example, they may live in areas with less access to 
public transport and other services; and the cost of particular activities may be prohibitive. 
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Females living inside and outside major cities appeared equally as likely to be sedentary.135

Over half of women from Aboriginal and Torres Strait Islander backgrounds reported 
their level of physical activity as ‘sedentary’ compared to a third of non-Aboriginal and 
Torres Strait Islander women.136 Urban Aboriginal and Torres Strait Islander Australians 
face other, complex barriers to participation in physical activity, including being judged by 
others when in public spaces and accessibility.137

Tobacco use 

The rates of smoking in Australia have declined over time; however, it remains the single 
most preventable cause of ill health and death in Australia.138 

Tobacco smoking is a major risk factor for coronary heart disease, stroke, peripheral 
vascular disease, numerous cancers (including lung, mouth and cervical), and other 
diseases and conditions. 

Young women in Australia are more likely than young men to be daily smokers.139 Younger 
women also have high rates of smoking, at 17 per cent for females aged 12–24 years in 
2004.140

From a biological perspective, an increasing body of evidence suggests that women’s bodies 
are more vulnerable than men’s to effects of tobacco and other smoke. Differences in lung 
anatomy, genetics and physiology between men and women may increase the harm from 
exposure to smoke for women. It has been suggested than women may suffer earlier and 
more severe effects from cigarette smoke because toxic substances accumulate in smaller 
airways and persist in the lungs and because their bodies metabolise smoke differently. 
Women are also at increased risk of breast cancer due to smoking or exposure to smoke, 
particularly during adolescence.141
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Gender relations between men and women may reduce women’s ability to control their 
exposure to passive smoking.142 Women are also more likely to use smoking as a means 
of coping with stress, have a harder time quitting and require more social support when 
quitting than men.143 144 

For young and mid-age women who have experienced violence, there seems to be an 
association with increased smoking rates and very high rates of smoking during pregnancy 
for severely abused women.145 

Smoking is more common amongst Australians of lower socioeconomic status and 
Indigenous Australians, compared to the broader population.146 Compared to non-
Indigenous women, Aboriginal and Torres Strait Islander women were almost 2.5 times 
more likely to be current daily smokers.147 Smoking is also more likely amongst females in 
regional areas than those in major cities.148 This difference was particularly marked among 
women aged 25–44 years. 149 Lesbian and bisexual women are another group who report 
high rates of tobacco use. 150

Alcohol consumption 

Research reveals gender differences in alcohol consumption. Generally, women drink 
less alcohol than men.151 For women in Australia, it is estimated that harm from alcohol 
was the cause of 0.7 per cent of the burden of disease.152 This is substantially lower than for 
men (3.8 per cent of burden of disease).153 However, it is increasingly evident that alcohol 
consumption and high-risk drinking is on the rise among women, especially young 
women.154 Women’s rate of drinking at risky levels has been increasing at a greater rate since 
1995 than that of men.155 

Harmful alcohol consumption can contribute to a number of health issues including: 
cirrhosis of the liver; breast, oral, liver and colorectal cancer; stroke, inflammatory heart 
disease and hypertension; road traffic accidents; memory lapse; and falls, suicide and 
drowning.156

Male and female bodies may respond differently to alcohol due to differences in 
metabolism, blood chemistry and body fat composition. Gender analyses of alcohol 
consumption suggest that a range of social factors play a role in this increased consumption. 
It is a common theme in the research literature that women report using alcohol to 
challenge traditional gender roles.157 One study stated that the passivity expected of women 
was overturned with alcohol use and alcohol was seen as giving licence to break social 
norms expected of women.158 

Drinking while pregnant is directly associated with poor health of mothers and babies, 
including maternal malnutrition and foetal alcohol spectrum disorders. Heavy alcohol use 
during pregnancy has also been associated with problems arising later in childhood, such as 
impaired learning ability and behavioural problems.159 

Research into alcohol use among women from diverse population groups is limited. 
Alcohol studies rarely include sex disaggregated data for diverse groups. Information that is 
available is often minimal or dated. 

The prevalence of risky or high-risk alcohol consumption has increased in all areas over 
time at what appear to be broadly similar rates. Compared to 1995, people in major cities, 
inner regional and other areas were 1.5 to 1.7 times as likely to engage in risky or high-risk 
alcohol consumption in 2004–05.160
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More Aboriginal and Torres Strait Islander people are likely to abstain from drinking 
alcohol, but with higher levels of consumption among those who did drink than their  
non-Aboriginal and Torres Strait Islander counterparts.161 Aboriginal and Torres Strait 
Islander women were three times as likely as non-Aboriginal and Torres Strait Islander 
women to have drunk at short-term risky/high-risk levels at least once a week in the 
previous 12 months.162 

Available research suggests that same sex attracted women report significantly higher 
levels of drug use, including alcohol, than the general population, possibly in reaction to 
homophobia, discrimination and rejection. 163 164

When women consume high levels of alcohol, they are more likely to experience some type 
of sexual aggression, including unwanted sexual contact, sexual coercion, attempted rape 
and rape.165

Studies also indicate evidence that intimate partner violence is also associated with 
hazardous alcohol use.166 

Gender-sensitive programming and policy making has the potential to significantly 
improve these risk factors for women.

Mental health and wellbeing
Women are disproportionately affected by mental illness, and mental disorders have been 
estimated to represent the highest burden of illness for adult women in Australia.167 Recent 
research has found that:

•	 Females were more likely than males to have experienced mental disorders in the  
12 months before the survey (22.3 per cent compared to 17.6 per cent).168

•	 The 12-month prevalence of depression was 6.8 per cent in women and 3.4 per cent in 
men.169

•	 The 12-month prevalence of anxiety was 12.1 per cent in women and 7.1 per cent in 
men.170

•	 Women are more likely to make suicide plans and attempt suicide than men, but males 
are more likely to die by suicide.171

Viewing mental health through a gender lens reveals differences in the prevalence and 
course of mental illness for women, and differences in the impact of social factors in the 
causation of illness in women and men.172 For these reasons, women’s mental health 
and wellbeing continues to be a key priority for this policy. A range of social factors may 
contribute to women’s higher rates of anxiety and depression. These include: higher levels of 
socioeconomic disadvantage and poverty, lower income and lower participation in the paid 
workforce; higher exposure to discrimination and harassment, intimate partner and sexual 
violence; and the burden of caring responsibilities—all of which generally relate to gender, 
affecting women more than men. 

Studies based on data from the Australian Longitudinal Study on Women’s Health support 
the reported strong association between poorer mental health and poorer socioeconomic 
conditions, particularly in terms of education and employment among middle-aged 
Australian women.173 Similarly in young women, depressive symptoms have been found to 
be related to low income, low educational qualification and a history of unemployment.174  

National Women’s Health Policy 2010



5 3

Physical and sexual abuse during childhood has also been linked with a range of later 
mental health problems including depression, anxiety, post-traumatic stress disorder, 
somatisation disorders and suicide.175

Impact of violence on emotional and mental health 

Violence against women can have a profound impact on a women’s emotional and mental 
health. Depression, anxiety and suicide together contributed to 73 per cent of the total 
disease burden for intimate partner violence.176

Women who have experienced intimate partner violence are twice as likely to be diagnosed 
with a mental illness.177 For women, depression is one of the most common consequences 
of sexual and physical violence and an experience of violence results in higher risk of stress 
and anxiety disorders, including post-traumatic stress disorder.178 Some other psychiatric 
disorders (for example, phobias and dissociative disorder) are more common in women 
reporting intimate partner violence than those who do not.179 180 Women reporting intimate 
partner violence are more likely to use medication for depression and anxiety.181 182

Mental health across the lifespan

Women’s mental health needs also differ at different times of their lives. Young women 
between the ages of 15 and 22 years are much more likely to have negative body image, or 
body image dissatisfaction. This has been linked to a range of physical and psychological 
health concerns and risk-taking behaviours, including the development of eating disorders 
(which are 10 times more common among women than men 183), low self-esteem, 
depression, self-harm and suicide.184 

Pregnancy and the postnatal period is a time of vulnerability to poor mental health. 
Anxiety and depressive symptoms are common during and following pregnancy, with the 
highest rates in the second and third trimester.185 The postnatal period is a time of risk for 
onset of new psychotic illness, postnatal depression and relapse in women with established 
depressive disorders.186 187 High quality care for women is needed before, during and after 
birth, particularly for those with existing mental illness. 

Good maternal mental health in the perinatal period impacts positively on the cognitive, 
emotional and behavioural consequences of children. However, it has been estimated 
that up to 15 per cent of women experience depression in the perinatal period. This has a 
profound effect on their own health and wellbeing, and on their children and families.188 
Risk factors for a depressive disorder are predominately psychosocial and may include 
absence of social support, marital conflict, experiences of childhood abuse or a history of 
anxiety and depression.189 190 Women’s mental health needs to be considered in the context 
of women’s extra burdens due to inequalities in income, status in the workplace, caring 
responsibilities, experiences of harassment, violence and discrimination.

Women in mid-life have higher prevalence of mental illness than other age groups.191 
Major life changes such as divorce, involuntary unemployment, retirement, becoming 
grandparents, illness or disability, caring or bereavement may contribute to these higher 
rates. 

Women’s role as the majority of primary carers can also have a significant impact on their 
mental health. Women’s major role in caring for both children and older parents can 
have negative impacts on their own mental health. Women often act as carers for others 
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experiencing mental illness, and as such the increased burden of care of relatives post  
de-institutionalisation has a much greater impact on women. 

Older women face a range of issues relating to their mental health including potential social 
isolation and its impacts. 

Marginalised women

Those women who are marginalised, as a consequence of discrimination and disadvantage, 
are at particular risk of experiencing mental ill-health and often face greater barriers to 
accessing services. 

Studies based on data from the Australian Longitudinal Study on Women’s Health 
indicate a strong association between poorer mental health and poorer socioeconomic 
conditions, particularly in terms of education and employment. Depressive symptoms 
have been found to be related to low income, low educational qualifications and a history of 
unemployment.192 193 

For rural and remote women there was no significant inter-regional difference in the 
prevalence of anxiety in 2004–05, except for females aged 45–64 years living in other areas 
who were significantly less likely to experience anxiety than their major city counterparts.195

Aboriginal and Torres Strait Islander women have been found to be twice as likely 
as non-Aboriginal and Torres Strait Islander women to report high and very high levels of 
psychological distress.196 Higher rates of mental health issues among Aboriginal and Torres 
Strait Islander women can be related to a cultural history of trauma and loss linked to the 
impact of colonisation and family removal. These women also continue to experience 
disadvantage, high levels of domestic violence and sexual abuse.197

For refugee and migrant women, the challenges of settling in a new country, and limited 
resources and financial insecurity can have a major impact on their mental health.198 For 
older migrant and refugee women, social isolation and difficulties in communicating 
outside their family circles can also affect their mental health.199 

Minority sexual orientation is also associated with higher levels of mental health 
morbidity in Australian women. Over 34.8 per cent of lesbian and bisexual women had 
been diagnosed with depression by a doctor compared to 22.8 per cent of women in the 
general population. Almost one in five (19.3 per cent) lesbian and bisexual participants in 
a West Australian study reported current treatment for a mental health problem including 
anxiety, depression, and stress-related problems compared to 8.5 per cent of women in the 
general population.200 Stigmatisation, discrimination and lack of social support may play a 
role in explaining poorer mental health.201

Women as carers often report poorer physical, mental and emotional health and 
wellbeing because of their caring responsibilities. This can be associated with disturbed 
sleep, being physically injured while providing care, and the constant pressure of caring. 
Time spent caring, and coping strategies, are factors in shaping carer stress.202 Live-in 
carers also report lower levels of social support than non-live-in carers and non-carers. 
They also show poorer mental health scores, lower optimism scores, more stress, and are 
more likely to have seen their general practitioner than non-live-in carers or non-carers.203 
Within the caring population, female carers in particular experienced much lower levels 
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of mental health compared to both male carers and the general population. This included 
increased levels of clinical depression, with over 50 per cent of female carers reporting being 
depressed for six months or more since they started caring.204

Young women in custody and leaving custody are at particular risk of poor emotional and 
mental health. 

Use of mental health services

Social and demographic factors also impact on service usage. Women are more likely to 
use services for mental health problems than men (40.7 per cent compared to 27.5 per cent) 
and this is true for all age groups. However, there are differences among women in their 
access to mental health services. Women most at risk may also be those who are least likely 
to know about, access and afford services. The Australian Longitudinal Study on Women’s 
Health found that older women who had a university education were 1.6 times more likely 
to seek counselling, and that women who sought counselling were twice as likely to have 
ancillary private health insurance as those who did not seek counselling.205 

Women living in urban areas were more likely to use counselling services, as health and 
community services are more available in urban areas.206 In rural areas there is generally 
less direct access to mental health specialist services.207 Attitudinal barriers relating to 
perceived stigma, embarrassment and lack of confidentiality in rural areas can also be 
barriers to access. Aboriginal women and women from culturally and linguistically diverse 
backgrounds may experience language and cultural barriers, culturally inappropriate 
services and difficulties navigating the health system. Access to health care services for 
same sex attracted women may be significantly inhibited by heterosexist attitudes among 
health professionals. More information is needed about who accesses services and about 
barriers to services for disadvantaged women.
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Sexual and reproductive health 
Sexual and reproductive health, including maternal health, is a priority for Australian 
women. There is a need to consider sexual and reproductive health within the social and 
cultural context of women’s lives.

‘Sexual and reproductive health is not simply the absence of disease’.208  A complex array of 
factors is implicated in women’s sexual and reproductive health. Sexual and reproductive 
health is affected by the socioeconomic, cultural and political environment. Principal 
among these is the place of women in their society, particularly in terms of their control over 
their own bodies, reproductive choices and lifestyles. But other issues also contribute to 
how women experience reproductive and sexual health:

•	 systemic and/or structural issues, such as health service provision, privacy and 
confidentiality, and representations of girls and women in the media;

•	 risk factors, such as abuse of drugs or alcohol;

•	 psychosocial factors like women’s self-confidence.

Sexual and reproductive health issues overlap with many other areas of health including 
education, health promotion, violence prevention, socialisation of gender roles and 
sexuality, and mental health issues. Sexual and reproductive health and rights are 
interlinked with promoting gender equality. Some of these are explored elsewhere in this 
policy, others below. The points here are intended to highlight the complexity of women’s 
health and women’s lives, rather than to provide an exhaustive list of factors. The aim 
is to explore the gendered nature of sexual and reproductive experience and behavior, 
highlighting their importance in developing policy, education, health promotion and 
prevention strategies. 

Some groups of women in Australia have not benefited from the overall improvements in 
the area of sexual and reproductive health experienced by most women. Social disadvantage 
greatly affects access to health services and sexual health information and resources. 
Exploring women’s sexual and reproductive health demonstrates the need for targeted 
sexual and reproductive health education, health promotion and prevention strategies, 
particularly for ‘at risk’ or marginalised population groups, such as young and older women, 
Aboriginal and Torres Strait Islander women, women with disabilities and lesbian and 
bisexual women. For example, women with a disability are subject to myths about their 
sexuality, perpetuating the notion that they are non-sexual and therefore do not require  
sex education. The sexual and reproductive rights of women with disabilities have not been 
a focus of research, nor health care service delivery. 

Contraception and safe sex

Whether or not women use contraceptives or have safe sex is not a straightforward matter. 
Women generally bear the primary responsibility for contraception but differences in 
gender relations mean that women do not always feel they have power to insist on male 
contraceptive use.209

Knowledge about contraceptive methods and access to them is important for reducing the 
spread of sexually transmitted infections (STIs) and risk of unplanned pregnancies. 

In 2001, 71 per cent of women surveyed in the Australian Study on Health and 
Relationships were reported to use some form of contraception.210 The most common 
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contraceptive methods were oral contraceptives (34 per cent), tubal ligation/hysterectomy 
(23 per cent), condom (21 per cent) and vasectomy of partner (19 per cent).211 Whether 
contraception is used and the type that is then chosen varies according to age and life stage 
of the woman; for example, if she is single, partnered, pregnant or post-menopausal. 

Education and access to sexual and reproductive health services (including contraceptives) 
is especially important for young women. The median age of first sexual intercourse has 
declined from 19 to 16 years for women.212 In 2008, 78 per cent of students (in year 10 
and 12) had experienced some form of sexual activity with 43 per cent of young women 
having experienced sexual intercourse.213 Of the sexually active young women, 27 per cent 
reported having had three partners or more in the past year in 2008, up from 17 per cent in 
2002.214 Same-sex attracted young people are more likely to be sexually active earlier than 
their heterosexual peers (often with people of the opposite sex).215 

For young women, at last sexual encounter 65 per cent used a condom as the type of 
contraceptive method, 53.7 per cent pill, 10.8 per cent withdrawal method, 9 per cent 
morning after pill.216 At their most recent sexual encounter 65 per cent of young women 
reported having a condom available and 60 per cent reported that a condom was used.217 
Trusting their partner and knowing their sexual history were the most common reasons 
why young women did not ask their partner to use a condom.218 

The Australian Longitudinal Study on Women’s Health found that, whilst the majority of 
women reported their pregnancy as planned, 31 per cent of first pregnancies were recalled 
as unplanned, 29 per cent were unwanted at the time, and 11 per cent as resulting from 
contraceptive failure.219

Comprehensive support services, including skilled non-directive counselling, should 
be freely available and accessible to all women making decisions about unintended 
pregnancies, and are an essential component of effective health services for women.

Violence and sexual and reproductive health 

Unsafe sex practices are exacerbated by gendered power relations, which can make women 
of any age less able to refuse sex and more vulnerable to sexual coercion and unwanted sex. 
Young women can be particularly vulnerable. The Australian Bureau of Statistics 2005 
Personal Safety Survey found that, since the age of 15 years, 19.1 per cent of women and  
5.5 per cent of men have experienced sexual violence (sexual assault or threat). 

Rates of alcohol use and binge drinking have increased among young people. Binge 
drinking is associated with increased perpetration of sexual violence, coercive sexual 
activity and victimisation.220 For females, 22.1 per cent in year 10 at school and 
27.4 per cent in year 12 reported binge drinking three or more times in the previous 
fortnight.221 Twenty-three per cent of sexually active secondary school students reported 
that they were intoxicated or under the influence of illicit drugs at their most recent sexual 
encounter.222 Although lower than young men, for young women this figure was up from 18 
per cent in 2002 to 20 per cent in 2008. 

Intimate partner violence has been shown to have significant implications for women’s 
reproductive and sexual health.223 These can include unplanned pregnancies, high rates of 
pregnancy termination, low birth weight and increased incidence of sexually transmitted 
diseases, including HIV.224 
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In adolescence, key issues include dating and courtship violence and rape. Young women 
are at greater risk of violence—12 per cent of women aged 18–24 years experienced at least 
one incident of violence, compared to 6.5 per cent of women aged 35–44 years and  
1.7 per cent of women aged 55 years and over. Young women who have experienced 
intimate partner violence are three times more likely to experience a miscarriage, report 
having herpes and human papillomavirus (HPV), and 11 times more likely to report 
hepatitis C.225 Of secondary school students, 28 per cent of sexually active females and 
23 per cent of males had experienced unwanted sexual intercourse. While 13 per cent 
reported pressure from their partner as the reason, more reported the influence of alcohol 
(16 per cent). A drug or drugs other than alcohol were reported in 6 per cent of cases.226

The reproductive years are a time when women may be more vulnerable to abuse and 
violence, with intimate partner violence being strongly associated with early pregnancy and 
adverse pregnancy outcomes. The Australian Bureau of Statistics Personal Safety Survey 
found that, of those women who experienced violence by a previous partner, 39.5 per cent 
had experienced violence during pregnancy, and 16.8 per cent of the violence occurred for 
the first time during the pregnancy.227

Many refugee women have fled places of conflict, where rape, sexual torture and slavery are 
used as weapons of war. Rates of sexual violence are also high in refugee camps. This can 
lead to various sexual and reproductive health issues including increased risk of sexually 
transmitted infections, pregnancy and birth complications, and mental health issues.228

Sexually transmitted infections 

Sexually transmitted infections (STIs) remain a major public health issue in Australia, 
particularly in regards to increasing rates of chlamydia. The Australian Study on Health 
and Relationships in 2001 found 16.9 per cent of Australian women have ever been 
diagnosed with an STI and 2.2 per cent had been diagnosed in the past year.229 Whilst 
similar proportions of men and women had been diagnosed with an STI in the last year, 
significantly more men had ever been diagnosed with an STI compared to women.230 The 
most common diagnosed STI for women was candida or thrush (57.6 per cent), wart virus 
on Pap smear (5.1 per cent), genital warts (4.4 per cent), pubic lice or crabs (4.2 per cent), 
chlamydia (3.1 per cent), and genital herpes (2.5 per cent).231 

In 2009, chlamydia was the most frequently reported infection in Australia.232 Between 
2000 and 2004 rates of chlamydia more than doubled for females, and increased by 40 per 
cent in 2009. 233 Overall diagnosis rates are higher for females than for males. This appears 
to be primarily due to significantly high rates of chlamydia in young females aged between 
15–29 years.234 The sex difference then reverses for 30 years and older with rates being 
higher in males.235 

Substantially higher rates of chlamydia are diagnosed among Aboriginal and Torres Strait 
Islander people, particularly those aged 15–29 years.236, 237 It is unclear if the increases in 
rates of chlamydia and the differences in rates across the population are due to increased 
testing (especially among some groups of Australians), rising infection rates, or a 
combination of these factors. 

For gonorrhoea, the population rate of diagnosis among females increased by 36 per cent 
between 1999 and 2006 from 19.2 to 26.1 per 100,000 population; it then declined by  
4 per cent in 2008 to 25 per 100,000 population.238 Like chlamydia, young people239 and 
Aboriginal and Torres Strait Islander people240 report higher rates of gonorrhoea. 
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Gender can affect women’s ability to insist on safe sex practices. Young women are generally 
at greater risk of contracting sexually transmitted infections than older women. Women 
who had lower levels of education and were younger had less knowledge of sexually 
transmitted infections.241 For example, rates of chlamydia are significantly higher among 
young females aged between 15 and 29 than for older women.242 In 2005 over half of the 
chlamydia notifications were from women (58 per cent), with 65 per cent of that group aged 
16–24 years. This compares to 42 per cent of notifications from young men in the same  
age group.

Education about STIs and access to condoms are important aspects of tackling the issues 
of increasing rates of STIs such as chlamydia. 

While knowledge among students about STIs has generally improved, it remains relatively 
poor about some diseases such as chlamydia, hepatitis A, B and C, human papillomavirus 
and cervical cancer.243 244

Between 2002 and 2008 there have been improvements in the knowledge that students 
have about STIs.245 But for some disease areas such as chlamydia, hepatitis A, B and C, 
HPV, and cervical cancer, knowledge remains relatively poor.246 247 

While men with chlamydia rarely experience complications, if left untreated in women it 
can increase the risk of pelvic inflammatory disease, tubal infertility and chronic pelvic 
pain.248 

Rates of infection vary across the population, with some groups reporting much higher 
rates. Aboriginal and Torres Strait Islander women report much higher rates of STIs than 
other Australians, with the most common being chlamydia, gonorrhoea and syphilis.249 
Among lesbian and bisexual women, nine per cent reported having been diagnosed with 
an STI.250 

Reproductive health

As discussed in the chronic disease section, there is a range of reproductive cancers which 
particularly affect women including breast cancer, cervical cancer and ovarian cancer.

Up to 10 per cent of women, and 30 per cent of obese women, suffer from polycystic 
ovarian syndrome (PCOS).251 PCOS is associated with an increased risk of diabetes, 
cardiovascular disease 252 and mental health problems.253

Endometriosis—a condition when uterine tissue grows on the fallopian tubes, the ovaries 
or the tissue lining the pelvis—affects an estimated one in 10 females of reproductive age 
and up to 30 per cent of women with infertility. It has no known cure and on average takes  
7 to 12 years to diagnose.254

Menopause is a significant life stage for all women. The Australian Longitudinal Study 
on Women’s Health found the median age of menopause to be 52 years. Natural 
menopausal transition was associated with hot flushes, high sweats and, to a lesser extent, 
stiff or painful joints, difficulty sleeping, and poor/fair self-rated health, after controlling 
for confounders.255 While hormone replacement treatment remains the most frequent 
treatment for menopausal symptoms, the evidence remains far from clear about the effects 
associated with it.256 More information is needed about the risks and benefits to women at 
different ages and with different symptoms and family histories.
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Maternal health 

Pregnancy, birthing and parenthood are important life experiences, with long-term impacts 
on the health of mothers, children and families. The health of mothers before conception, 
during pregnancy and in the postnatal period can have a profound and long-term effect on 
their own health and that of their children.

Fertility and infertility
Shifts in Australian society have brought major changes to the lives of Australian women. 
Family sizes are smaller and women are bearing children later. In 2008 the median age of 
mothers at birth was 30.7 years. 257 In 2007 women aged 30–34 experienced the highest 
fertility of all Australian women, with 126.6 babies per 1,000 women.258 Many women 
are having children at an older age, often to first establish a position in the workforce and 
achieve material security. The shift towards delaying motherhood can have an effect on 
fertility, which declines with age. There is an increasing occurrence of infertility, with one 
in six couples experiencing fertility problems.259 The chance of having a healthy baby also 
decreases with age, which may soon have implications for the provision of health services. 

Five per cent of young women reported having had sex which resulted in pregnancy.260 
Young Aboriginal and Torres Strait Islander women also report higher rates of teenage 
pregnancy than non-Indigenous young women (more than five times higher in 2006).261 
Rural and remote young women also have higher rates of teenage pregnancy. 

The education of young women and provision of accessible contraceptive measures is 
necessary for the prevention of unplanned pregnancy. This is important since mothering a 
child at a young age is associated with poor social, economic and health outcomes.  

Rates of teenage birth remain high among Aboriginal and Torres Strait Islander and 
disadvantaged communities. Nationally, the rate of births to teenage mothers in the 
Aboriginal and Torres Strait Islander population (76 per 1,000) was more than five times 
higher than in the non-Aboriginal and Torres Strait Islander population at 14 per 1,000 
population. Teenage birth rates were eight times higher for females living in the most 
disadvantaged areas (32 births per 1,000 females) than in the least disadvantaged areas  
(4 births per 1,000 females). Teenage births are also associated with lower incomes and 
poorer educational attainment and employment prospects for both mother and child 262, 
which in turn can have negative impacts on both their physical and mental health. 

Risk factors in pregnancy
There is a need to consider the range of social and cultural factors contributing to obesity in 
pregnancy, nutrition and women’s tobacco and alcohol use during pregnancy.

Obesity in pregnancy has trebled in the past decade and the implications are significant for 
women and their babies. Any pregnancy in an obese woman is high risk, requiring higher 
levels of obstetric and paediatric support, with much greater health care costs.263 Obese 
women are more likely to miscarry, to have still births and to have pregnancy complications. 
Babies of obese mothers are likely to have heavier birth weights and impaired foetal 
development.264 Table 4 outlines some of the implications of obesity at various stages of 
pregnancy.
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Table 4: Implications of obesity in pregnancy 265

Stage of pregnancy Obesity-related problem

Preconception Menstrual disorders, infertility, polycystic 
ovarian syndrome

Early pregnancy Miscarriage, foetal abnormalities, difficult 
ultrasound

Antenatal Hypertension, pre-eclampsia, gestational 
diabetes, thrombosis

Delivery Induction of labour, caesarean section, 
shoulder dystocia, perioperative 
complications

Postpartum Haemorrhage, infection, thrombosis

Foetal Macrosomia, foetal distress, perinatal 
morbidity and mortality, birth injuries

Maternal nutrition during pregnancy and in the peri-conception period is a key modifier of 
health outcomes for both mother and child in the long term. The Australian Longitudinal 
Study on Women’s Health research has demonstrated that, while women appear to make 
alterations to their diets while pregnant, many still do not obtain the nutrients they require. 
Australian studies indicate that the folate, fibre, iodine and iron intake of pregnant women 
does not meet national recommended levels.266 267 268 Many women need to increase their 
intake of specific nutrients before, during and after pregnancy.269  

Smoking during pregnancy has many detrimental effects for both the mother and infant. 
There is strong evidence that smoking is associated with low birth weight, intrauterine 
growth restriction, prematurity, birth defects of extremities, perinatal mortality and 
sudden infant death syndrome.270 271 The numbers of women who smoke during pregnancy 
continue to be high. In 2006 about 17 per cent of pregnant Australian women smoked.272 
At least half of women who were smokers before pregnancy quit smoking during 
pregnancy, but 30 per cent or more did not.273 The rate of pregnant women who smoke was 
significantly higher for teenage pregnancies at 42 per cent and 52 per cent for Aboriginal 
and Torres Strait Islander women’s pregnancies.274 Women with low socioeconomic status, 
less education and who are unmarried are more likely to smoke during pregnancy.

Aboriginal and Torres Strait Islander women are more likely to smoke during pregnancy 
and are less likely to access antenatal care in first trimester, when many risk factors could be 
addressed.275 276

Prior alcohol intake has a strong effect on alcohol intake during pregnancy277, with 
some 50 per cent of women having reported drinking alcohol at some time during their 
pregnancy.278 The Australian Longitudinal Study on Women’s Health found more than 
half of the women who—before pregnancy—were drinking at levels considered risky for 
pregnant women stopped drinking at those levels during pregnancy. Over one-third or 
more did not.279 In contrast, women with higher education attainment, and older women, 
are less likely to consume alcohol while pregnant.280 
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Birth
While most births in Australia are vaginal deliveries, Australia has a comparatively high rate 
of caesarean section (30.3 per cent of births in 2007, compared to the OECD average of 
25.7 per cent), and interventions are shown to be an increasing trend, with a rise of  
4.7 per cent in caesarean sections to 2009.

Giving birth is much more than a physiological experience. It is a fundamental psychosocial 
event. In the context of increasing medical interventions in birth, many advocated for 
concepts of safety in maternity care to also embrace cultural and psychological issues. 

Australia is one of the safest countries in the world in which to give birth and/or to be 
born. Non-Aboriginal and Torres Strait Islander Australian women have one of the lowest 
maternal mortality rates in the world. In 2003–05, maternal mortality rates were one in 
every 11,896 women giving birth. However, Aboriginal and Torres Strait Islander women 
have one of the highest maternal mortality rates, with five times the rate of deaths during or 
shortly after pregnancy than women nationally.281 Women born in non-English speaking 
backgrounds account for at least 22 per cent of maternal deaths.282 

Australia as a whole has one of the lowest infant mortality rates in the world, at 4.1 per 1,000 
live births.283 Aboriginal and Torres Strait Islander infant mortality rates are significantly 
higher. Compared to non-Aboriginal and Torres Strait Islander babies, Aboriginal and 
Torres Strait Islander babies are 1.9 times as likely to be still born and 2.6 times as likely 
to die within 28 days of birth.284 Perinatal and neonatal mortality is higher amongst 
immigrant and refugee women in Victoria than the Victorian average.285 

Low birth weight is correlated with poorer health outcomes later in life including coronary 
heart disease and Type 2 diabetes. The proportion of Aboriginal and Torres Strait Islander 
babies of low birth weight was 13.2 per cent in 2005, more than twice that of babies of  
non-Aboriginal and Torres Strait Islander mothers (6.1 per cent).286 

Breastfeeding
Breastfeeding is acknowledged as a key protective factor for both maternal and infant 
health.287  It gives the best nutritional start, provides immunological protection for infants 
and promotes infant bonding and attachment. Breastfeeding is associated with maternal 
health benefits such as promotion of recovery from childbirth and reduced risks for breast 
and ovarian cancer.  The Australian dietary guidelines recommend exclusive breastfeeding 
for infants until six months of age, with the introduction of solid foods at around six months 
and continued breastfeeding until the age of 12 months—and beyond if both mother and 
infant wish.288  While breastfeeding initiation rates in Australia were reported at around 
92 per cent in 2004, full breastfeeding declined each month with only 56 per cent of infants 
fully breastfed at three months and 14 per cent at six months. The rates of any breastfeeding 
were around 73 per cent at three months, 56 per cent at six months and 30 per cent at  
12 months.289 

Younger, less educated and more socioeconomically disadvantaged Australian women are 
less likely to breastfeed.290 

Access to maternal health care
Access to antenatal and postnatal care is important for the health of pregnant women and 
their developing foetuses. Risk factors that can be addressed through antenatal care include 
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anaemia, poor nutrition, hypertension, diabetes and glucose intolerance, genital and 
urinary tract infections, and smoking.291 Antenatal care can also provide an opportunity for 
mothers to learn about breastfeeding and to establish support networks.

Access to antenatal care is especially important for Aboriginal and Torres Strait Islander 
women. Compared with other women, access for Aboriginal and Torres Strait Islander 
women generally occurred later in pregnancy, and less frequently. Fewer Aboriginal and 
Torres Strait Islander mothers attend five or more antenatal sessions compared to other 
mothers. Aboriginal and Torres Strait Islander mothers who attended antenatal care were 
less likely to have low birth weight babies (13 per cent) than those who did not attend  
(39 per cent). 

For rural and remote communities, accessing appropriate maternity services raises 
particular issues. What exacerbates this is the need for ongoing care throughout the 
pregnancy and, for higher risk pregnancies, the requirement for a significant period of 
hospitalisation before and sometimes after the birth. Even in a low-risk pregnancy where 
a woman has access to a general practitioner, she may still have to travel a considerable 
distance in anticipation of the birth or for some aspects of her antenatal or postnatal care.

Ageing well
Demographic data highlights the significance of preparing for ageing of women in 
Australia. The Australian Bureau of Statistics projects that the number of women aged  
65 and over will increase from 1.5 million in 2006 to 3.357 million by 2036, an increase  
of 123 per cent. In 2006, 15 per cent of women were aged 65 and over, but, by 2036,  
25 per cent will be in this older age group. 

For older women the leading causes of death are heart disease, stroke, dementia, breast 
cancer and falls.292 High blood pressure and high blood cholesterol are the leading risk 
factors.293 
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Older women are at increased risk of disability, with over 90 per cent of the gains in life 
expectancy being spent with a disability.294 295 Although women live longer than men, older 
women experience much higher rates of profound or severe disability than males of the 
same age (52 in 100,000 compared to 34 per 100,000 for men).296 This is partially due to 
the high rates of dementia and musculoskeletal diseases in older women.

The social, economic and environmental conditions under which women live and age 
affects their health and their experience of old age. Gender is a key determinant of this 
and results in a different old age experience for women and men. The way in which older 
women are viewed by wider society, and how this is different for men, also affects women’s 
experience of the ageing process.297

Women are more likely than men to be widowed, live alone or in residential care298, 
experience financial insecurity299, experience more chronic illness, have multiple 
disabilities 300 and greater health service use.301 Furthermore, older women are often 
marginalised or regarded as ‘socially invisible’ in Australian society. 

Women’s physical and mental health, housing and care arrangements, social connectedness 
and financial security change as they age. Women more than men report being concerned 
about their dependence on others and inability to care for themselves in old age. 

Results from the Australian Longitudinal Study on Women’s Health have suggested 
that widowed women have broad needs for practical help and advice. There needs to be 
recognition of the social context in which women attempt to reconstruct their lives. This is 
not only restricted to the experience of bereavement and loss, but also the related challenges 
of daily life that include their health, financial and social circumstances.302 

An examination of the common conditions that impact on older Australian women’s health 
and wellbeing reveal that arthritis and other musculoskeletal conditions, dementia, and 
violence are compounding factors. 

Arthritis and other musculoskeletal conditions 

In 2008, 31 per cent of Australians were affected by long-term arthritis or musculoskeletal 
conditions.303 However, the burden of disease from musculoskeletal diseases (primarily 
arthritis and osteoporosis) is much higher in older women.304 

The Australian Longitudinal Study on Women’s Health found that 63 per cent of women 
aged 77–85 years had been diagnosed with arthritis by a doctor in 2005. 305 Osteoarthritis is 
far more common among women (85 per cent) than men (15 per cent) and mostly occurs 
in those aged 55 years and over.306 Osteoporosis is likely to be under-diagnosed as it has no 
symptoms and its effects are apparent mainly in fractures.307

Women are at greater risk of osteoporosis than men, particularly once they have reached 
menopause. Total bone mass in females is naturally lower than in males, and the normal 
decrease in bone mass with age is accelerated in post-menopausal women due to their 
decreased oestrogen levels.308

Arthritis limits mobility and can cause difficulties in carrying out daily tasks in the home 
or workplace. Quality of life may be affected by chronic pain, limitations in physical 
functioning, and restrictions in the ability to work and interact socially. Functional 
limitations and disability associated with arthritis can also have a negative impact on 
emotional wellbeing by affecting self-esteem and self-image.309 
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The Australian Longitudinal Study on Women’s Health found women with arthritis more 
likely to report co-morbid conditions, have poorer health and score as depressed and 
anxious. Arthritis is associated with decreased scores for physical and social function over 
time in older women.310 

Fractures associated with osteoporosis are a concern for older Australian women, with  
92 per cent of fractures in people 65 years and over being osteoporotic in nature.311 
Fractures are a major cause of morbidity among older women.312 Apart from the pain and 
loss of function associated with the fracture event itself, there can also be more long-term 
impacts on physical and mental health and functioning. These may include not only 
ongoing pain, physical impairments and disability, but also reduced social interaction, 
emotional distress, and self-limitation caused by the fear of falling and fracturing a bone.313

A number of modifiable and non-modifiable factors increase the risk of osteoporosis and 
osteoporotic fractures. These include older age, being physically inactive, having a family 
history of osteoporosis or minimal trauma fractures, poor calcium intake, vitamin D 
deficiency and (in women) being post-menopausal. 314 Where possible, reducing exposure 
to these factors can help to prevent osteoporosis.

There are also differences in prevalence between groups of women, related to 
socioeconomic status, labour force participation and relationship status. Higher rates of 
arthritis are found among women with lower income and less education. 

Findings from the Australian Longitudinal Study on Women’s Health showed there were 
few demographic differences between women who did and did not report arthritis, except 
that those with arthritis were more likely to find it difficult to manage on their income.315

In all regional/remote areas, females were significantly more likely to report arthritis than 
those in major cities; for females this was significant for those aged between 25 and 64 
years.316

Modifiable risk factors for arthritis and other musculoskeletal conditions include lack of 
physical activity, overweight and obesity. The Australian Longitudinal Study on Women’s 
Health found women who reported arthritis were more likely to be overweight or obese, 
to exercise less, and to be smokers, than women who did not report arthritis.317 One 
Australian study found that the lack of time women had for both exercise and relaxation, 
due to their work around caring and housework, resulted in greater musculoskeletal pain 
and symptoms.318

Dementia

Dementia is the leading single cause of disability in older Australians (aged 65 years or 
older) 319 and is more prevalent in older woman than men.320 Dementia causes high rates 
of profound disability and is responsible for one year in every six years of disability burden 
for this group. 321 322 Over the past 10 years the mortality rate for dementia has increased 
significantly for women.323 

Dementia is the term used to describe the symptoms of a large group of illnesses which 
affect a person’s ability to remember, to think, and to learn. While the risk of dementia 
increases with age, dementia is not a natural part of ageing.324 There are more than 
100 conditions that cause dementia.325

Alzheimer’s disease, the most common cause of dementia, accounts for between  
50 per cent and 70 per cent of all cases; the second most common form is vascular 
dementia, which may be preventable. 326
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According to Access Economics, it is estimated that 245,400 people in Australia currently 
have dementia. 327 As Australia’s population grows and ages, more people are likely to be 
affected by dementia, with the number of cases of dementia expected to increase to almost 
465,000 by 2031.328

Almost two-thirds of older people with dementia (65 per cent) were female because women 
live longer, and the age-specific rates on which the estimates are based are higher for women 
in the older age groups.329 

Dementia affects the lives of nearly one million Australians who are involved in caring for 
a family member or friend with dementia.330 The majority of those with moderate to severe 
dementia (91 per cent) require full-time care and live in care accommodation.

Carers of people with dementia are mostly older women; however, a significant proportion 
of care is also provided by men. Around three-quarters of carers are married or in de facto 
relationships and are more likely to live in the same household with the recipient with 
dementia.331 Amongst carers of people with dementia, psychological morbidity and social 
isolation are particularly high.332

There are distinctly different dementia care needs amongst specific groups. For 
example, the proportion of the population who are over 80 years and from a culturally 
and linguistically diverse background is growing in Australia. This group is faced with 
additional communication difficulties with the development of dementia, as the onset 
of dementia generally leads to the loss of the most recently acquired language occurring 
first.333

The prevalence of dementia among remote Aboriginal communities is significantly higher 
than in the non-Aboriginal population. This is likely to be due to lower levels of education, 
higher prevalence of traumatic brain injury and drug and alcohol morbidity, high levels of 
social trauma, and a greater chance of chronic disease.334
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Provision of dementia care is difficult for those living in rural and remote areas due to 
their geographical isolation, a shortage of health care providers and lower access to health 
services, as well as socioeconomic disadvantage. The tendency for the children of rural and 
remote people moving to cities also means care from family members is not as available. 335 

Whilst lesbian and bisexual women face similar issues as heterosexuals living with or caring 
for someone with dementia, there is a need to better recognise and address the challenges 
and discrimination these women may face when accessing health and residential services, 
including carer support.336

Older women and violence

In the post-menopausal years, violence against women, while increasing, is still under-
reported.337 By 2005 the proportion of older women reporting physical violence in the past 
12 months had increased to 25 per cent.338 Elder abuse is a complex issue that occurs in 
institutions, as well as in homes, and women in care can be abused by their formal carers. 
Approximately 2–3 per cent of Australian women in their early 70s experience physical 
abuse, and 3–8 per cent experience psychological abuse.339 Planning for the potential 
increase in these figures is required.340

A study of 2,620 Australian respondents aged 50 to 90 years found that, as women age, 
those on lower incomes were more likely than others to say they needed to learn how 
to discourage violence against them. The study’s findings highlight the importance of 
understanding women’s fear in the context of personal and social issues, and the need to 
provide learning opportunities to improve safety and social engagement.341 
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Chapter Four:

Current and future government action  
against the four priority health issues

The government is focused on promoting and encouraging good 
health for all and supporting preventative action that will address 
the particular priority health issues raised by women through the 
consultative process for this policy. Detail on action the government 
is already undertaking and specific actions the government will 
undertake to address the four priority health issues of prevention of 
chronic disease through control of risk factors, mental health and 
wellbeing, sexual and reproductive health and ageing well is  
outlined below.
It is also critical to address the structural and systemic issues that 
affect women’s capacity to adopt and maintain health behaviours. 
These factors are explored in Chapter Five (and goals to address these 
are outlined in Chapter Six).  

1. Prevention of chronic disease through the 
control of risk factors 

Current government actions on the prevention of chronic 
disease through the control of risk factors
Australian Health Survey: this new survey program will incorporate the existing 
National Health Survey and National Aboriginal and Torres Strait Islander Health Survey 
in addition to two new surveys—a National Nutrition and Physical Activity Survey and 
a National Health Measures Survey (a biomedical survey). The Australian Health Survey 
will improve our understanding of chronic diseases and their lifestyle risk factors in 
Australia. It will collect biomedical data as well as data on food and nutrient intake, physical 
activity and body measurements from participants aged 2 years and over. It will provide 
information for policy and program development for children, adults and Indigenous 
Australians.

The Jean Hailes Foundation has been funded since 1997 as an integrated model to 
improve women’s health in Australia. The foundation translates knowledge gained from 
research into strategies that assist to prevent illness, improve treatment and enhance 
wellbeing for women. The foundation links community and professional education  
with clinical practice and research. It undertakes education and research in the areas  
of menopause, hormone replacement therapy, cardiovascular disease in women,  
pre-menstrual syndrome and osteoporosis.

National Women’s Health Policy 2010



7 0

Taking Preventative Action—A Response to ‘Australia: The Healthiest 
Country by 2020’ outlines the government’s response to Australia: The Healthiest Country 
by 2020, the final report of the National Preventative Health Taskforce, which put forward 
a range of strategies to address the growing economic and health burden associated with 
obesity, tobacco and alcohol. The Australian Government supports or is already taking 
action in 28 of the 35 recommended key action areas. This is the first step in responding 
to the taskforce’s final report, and further action will be taken into the future, monitoring 
trends, assessing outcomes, evaluating the evidence and building on recent investments.

Diabetes

The Prevention of Type 2 Diabetes program.  As its contribution to the 2007 COAG 
measure, Reducing the Risk of Type 2 Diabetes, the Australian Government introduced a 
lifestyle modification initiative focused on people aged 40–49 years with the objective 
of reducing or delaying their progression to Type 2 diabetes.  This includes a Medicare 
item for general practitioners to undertake a diabetes risk evaluation and provide lifestyle 
advice, and referral for people at high risk of developing diabetes to a subsidised lifestyle 
modification program.  Aboriginal and Torres Strait Islanders aged 15 to 54 years are also 
eligible to participate in the program.

Cancer

The government supports two evidence-based population screening programs, which 
contribute significantly to improved women’s health—BreastScreen Australia and the 
National Cervical Screening Program. Participation rates for target age ranges are  
56.9 per cent 342, and 61.2 per cent 343 respectively and mortality rates have decreased 
since the introduction of the programs. 

BreastScreen Australia provides breast cancer screening for women in the target age 
group, including women from rural and remote areas, culturally and linguistically diverse 
backgrounds and Aboriginal and Torres Strait Islander women. BreastScreen Australia 
is introducing digital mammography delivered by health professionals using specially 
equipped vans to increase the number of rural and remote women, including Aboriginal 
and Torres Strait Islanders, screened. 

The Breast Cancer Nurses initiative supports the McGrath Foundation to recruit, 
train and place specialist breast care nurses across Australia for a four-year period. It will 
help improve the health outcomes for women with breast cancer, especially in rural and 
remote areas, by providing vital information, care, and practical and emotional support to 
women, their families and carers.

Building Cancer Support networks—this initiative will fund several projects focused 
on: key survivorship issues that are important to women with breast cancer; providing 
telephone support for women with ovarian cancer in rural and regional areas; and assessing 
the needs of lesbian and same sex attracted women affected by cancer.

The Collaborative Cancer Research Scheme is an initiative which targets research 
in women’s cancer to improve outcomes for all women with gynaecological and breast 
cancers. 

The National Breast Cancer Foundation/BreastScreen Australia Cohort 
study will focus on over 100,000 women who attend BreastScreen and supports a range of 
breast cancer studies to improve prevention and treatment of breast cancer.
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The National Breast and Ovarian Cancer Centre provides improved knowledge 
about breast and ovarian cancer control, including through the translation and 
dissemination of research into evidence-based information, clinical best practice, policy 
and health service delivery.  

National Centre for Gynaecological Cancers improves outcomes for women 
affected by gynaecological cancers, and their families and carers, by improving their access 
to information and supportive care.

The Practice Incentives Program (PIP) Cervical Screening incentive was 
introduced in 2001–02 to increase women’s participation in the National Cervical 
Screening Program. It aims to increase both the overall cervical cancer screening rates 
and also targets women who have not had a Pap smear in the past four years.  From May 
2011, the screening target for the PIP Cervical Screening Incentive outcomes payment will 
increase from the current 50 per cent to 65 per cent of a practice’s eligible female patients.  
Increasing the cervical screening target aims to encourage practices to screen a higher 
proportion of their female patients and improve the rate of early detection of cervical cancer 
in Australia.

Supporting Women in Rural Areas Diagnosed with Breast Cancer. This 
initiative develops programs to improve supportive care for women in rural areas diagnosed 
with breast cancer where geographic isolation and limited contact with specialist health 
care workers may impede access to the full range of treatment options and support services.

Asthma

The Asthma Management Program provides funding to reduce the personal, social 
and economic impact in Australia of asthma and linked chronic respiratory conditions 
by facilitating best practice treatment of the conditions and encouraging proactive 
management.  The program funds a range of initiatives aimed at reducing the cost of 
asthma and linked chronic respiratory conditions to the Australian community, including:

•	 raising awareness about asthma and linked chronic respiratory conditions;

•	 supporting action and self-management in the community;

•	 providing training for primary care professionals for best practice asthma care; and

•	 undertaking national data monitoring and surveillance of asthma and linked chronic 
respiratory conditions.

Risk factors

Obesity, unhealthy eating and physical inactivity

The National Partnership Agreement on Preventive Health (NPAPH) was 
announced by the Council of Australian Governments (COAG) on 29 November 2008. 
Under the NPAPH, the Australian Government will provide $872.1 million over six years 
from 2009–10. This is the largest investment ever made by an Australian Government in 
health prevention. The NPAPH aims to address the rising prevalence of lifestyle-related 
chronic diseases by:

1. laying the foundations for healthy behaviours in the daily lives of Australians 
through social marketing efforts and national programs supporting healthy 
lifestyles;
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2. supporting these programs and policy with infrastructure to enable evidence-
based policy design and coordinated implementation. 

The various initiatives funded through the National Partnership Agreement on Preventive 
Health are detailed below.

Healthy Communities ($72 million from 2009–10 to 2012–2013)

•	 This initiative will support a targeted, progressive roll out of community-based healthy 
lifestyle programs which will facilitate increased access to physical activity, healthy eating 
and healthy weight activities for disadvantaged groups and those not in the workforce.  
The Commonwealth will administer funding to local government organisations, provide 
a national quality assurance framework, the accreditation/registration of programs and 
service providers, and a web-based information portal.  

Healthy Children ($325.5 million from 2011–12 to 2014–15)

•	 State and territory governments will implement a range of interventions for children 
0 to 16 years of age to increase physical activity and improve nutrition through child 
care centres, pre-schools, schools and within families.  Programs may include intensive 
programs to support at-risk children and their families in achieving healthy weight 
through healthy eating and exercise programs in children’s settings.

Healthy Workers ($294.4 million from 2011–12 to 2014–15)

•	 This initiative provides funding to support implementation of healthy lifestyle programs 
in workplaces, targeting overweight and obesity, physical inactivity, poor diet, smoking 
and the excessive consumption of alcohol (including binge drinking).  The states 
and territories will facilitate the implementation of programs in workplaces and the 
Commonwealth will support these programs with national-level soft infrastructure 
including developing a national charter, voluntary competitive benchmarking, nationally 
agreed standards for workplace prevention programs, and national awards for excellence 
in workplace health programs.  

Industry Partnership ($1 million from 2009–10 to 2012–2013)

•	 This initiative will develop and support partnerships between governments and 
various relevant industry sectors to encourage changes in their policies and practices 
so they are consistent with the government’s healthy living agenda.  The partnerships 
will initially focus on the food industry, and may extend to the fitness and weight loss 
sectors following the establishment of the quality assurance element of the Healthy 
Communities initiative.  The Commonwealth will manage the implementation of this 
initiative in consultation with the states and territories.

Social Marketing ($120 million from 2009–10 to 2012–2013)

Measure Up ($59 million)
•	 This initiative provides supplementary funding for Measure Up, in order to extend its 

duration by three years and expand its reach to high-risk groups.  Activities under the 
campaign aim to raise awareness of healthy lifestyle choices, focusing on the importance 
of physical activity and nutrition, as well as the link between lifestyle behaviours and 
the risk of some chronic diseases.  The Commonwealth will manage and coordinate a 
national integrated program of social marketing activity ($41 million), whilst the states 
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and territories will deliver a program of activities at the local level that reinforce and 
extend the national campaign messages ($18 million).

Enabling Infrastructure ($59.2 million from 2009–10 to 2012–13)

National Health Risk Survey ($15 million)
•	 The National Health Risk Survey (HRS) will collect essential data on prevalence of 

chronic disease risk factors in the Australian population through a series of surveys 
covering all jurisdictions.  Funding for an initial HRS has been provided through the 
National Nutrition and Physical Activity Survey Program—this survey is expected to 
be conducted in 2010–11 and will focus on adults.  A second HRS will be conducted in 
2012–13 and will focus on children.  

Enhanced State and Territory Surveillance ($10 million)
•	 This initiative provides funding for the implementation of a complementary system of 

more frequent health, nutrition and physical activity monitoring surveys.  The states and 
territories will collect and report on the agreed performance indicators and implement 
surveillance systems using the nationally agreed methodology.

Australian National Preventive Health Agency ($17.6 million) and research fund ($13 million)
•	 The Australian National Preventive Health Agency will be established to provide 

evidence-based policy advice to Ministers, manage national-level social marketing 
activities targeting obesity and tobacco, administer the preventive health research fund, 
and oversee the workforce audit and strategy.  The Commonwealth has responsibility 
for these programs and will work closely with the states and territories to ensure effective 
implementation.
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Workforce Audit and Strategy ($0.5 million)
•	 This initiative will identify and quantify the workforce required to deliver the 

settings-based initiatives funded through the prevention National Partnership (Healthy 
Workers, Healthy Children and Healthy Communities) and propose options to ensure 
there is sufficient capacity within the sector to support the roll out of activities and 
programs.  The Commonwealth will administer the funds for this initiative. 

National Eating Disorders Collaboration ($3 million)
•	 The National Eating Disorders Collaboration (the Collaboration) will facilitate 

the implementation of a nationally consistent and comprehensive approach to 
promotion and prevention, early intervention and management of eating disorders.  
The Collaboration will bring together experts in the field of research, education, 
health promotion, public health and mental health, as well as the media, to progress 
a coordinated national approach to eating disorders and provide information to 
adolescents, schools, health providers and the media.  The Commonwealth will 
administer the funds for this initiative.

The Measure Up campaign raises awareness of healthy lifestyle choices, focusing 
on the importance of physical activity and nutrition, as well as the link between lifestyle 
behaviours and the risk of some chronic diseases. The primary target groups are adults aged 
25–50 years with children, and adults 45–65 years.

Review of the Dietary Guidelines. In partnership with the Department of Health and 
Ageing, the National Health and Medical Research Council (NHMRC) is undertaking a 
review of national nutrition recommendations including the Core Food Groups; Australian 
Dietary Guidelines for infants, children, adolescents, adults and older Australians; and the 
Australian Guide to Healthy Eating publications. 

This review of Australia’s foundation nutrition recommendations provides an opportunity 
to ensure the resulting updated nutrition education tools are complementary, evidence-
based, and provide practical recommendations.  A Dietary Guidelines Working Committee 
(DGWC) consisting of leading Australian nutrition and population health experts has 
been established to oversee all aspects of the Australian Dietary Guidelines Review.  The 
revised recommendations and new resources are anticipated to be available in mid-2011.  

National Physical Activity Guidelines. Physical activity is an important factor 
in maintaining good health and preventing overweight and obesity. The Australian 
Government provides information and guidelines regarding the levels of physical activity 
required to obtain a health benefit for children, adolescents, adults and older Australians.  
The consumer resources include information on the benefits of participation in physical 
activity, the types and amounts of physical activity that are beneficial across the lifespan, 
and ways to incorporate physical activity into everyday life.

Tobacco use

The government is addressing high rates of smoking by Indigenous Australians, including 
pregnant women and new mothers, through the Indigenous Tobacco Control 
Initiative (ITCI) ($14.5 million) and the Tackling Smoking measure ($100.6 million) 
which comes under the COAG National Partnership Agreement on Closing the 
Gap in Indigenous Health Outcomes.  Eighteen ITCI projects are developing and 
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evaluating innovative approaches to smoking cessation. Five of the ITCI projects have a 
particular focus on pregnant women and new mothers. The Tackling Smoking measure  
is funding the rollout of Regional Tackling Smoking and Healthy Lifestyle Teams in  
57 regions nationally over a three year period.  The Tackling Smoking workers will work 
with communities to address smoking levels including through targeted social marketing 
activities. One important focus of their work is to support and educate girls, pregnant 
women and mothers about the effects of smoking and the importance of healthy living in a 
smoke-free environment.

The measures funded through the National Partnership include provisions for the 
particular needs of socioeconomically disadvantaged Australians.

The National Partnership Agreement on Preventive Health tobacco social 
marketing campaign includes $61 million over four years (2009–2013) to conduct a 
series of national-level social marketing activities aimed at increasing awareness of the risks 
associated with smoking to contribute to a reduction in smoking uptake and prevalence.

In the 2010–2011 Budget, the Australian Government also provided funding of  
$27.8 million for a complementary campaign The National Tobacco Campaign—
More Targeted Approach which will aim to reduce smoking prevalence among high-
need and hard to reach groups. These include people who are at risk, have high smoking 
rates, and/or for whom it is a challenge for mainstream campaigns to effectively reach, such 
as pregnant women and their partners, prisoners, people with mental illness, people  
from culturally and linguistically diverse backgrounds, and people living in low  
socio-economic areas.

Excessive alcohol consumption

The Australian Guidelines to Reduce Health Risks from Drinking Alcohol 
(released by the National Health and Medical Research Council in 2009) provide general 
advice for adults, as well as specific advice for pregnant and breastfeeding women on 
lowering the risk of harm.  Communications materials are available that promote the 
message of the guidelines to pregnant and breastfeeding women that not drinking is the 
safest option for women who are pregnant, planning a pregnancy or breastfeeding.  These 
materials include a ‘flyer’ and poster for breastfeeding women as well as a ‘flyer’ for pregnant 
women.  The materials are now being distributed to target audiences across Australia.  To 
promote the guidelines among culturally and linguistically diverse groups, the pregnancy 
and breastfeeding flyers have been translated into nine languages (Russian, Serbian, Italian, 
Traditional Chinese, Vietnamese, Arabic, Korean, Turkish, and Khmer). The material can 
be accessed at: www.alcohol.gov.au. 

Future government action on the prevention of chronic 
disease through the control of risk factors
There is evidence that gender and equity issues can influence behavioural risk factors for a 
range of diseases such as diabetes, lung cancer, arthritis and cardiovascular disease. There 
is a need to consider the impact of the biological and social context of women’s lives on 
prevention and health promotion activities. 

Health messages should have a clearly identified, evidence-based target group—a group 
that should be involved in the development and testing of messages so that they engage 
the group. Different types and styles of communication, including appropriate language, 
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should be used for different groups. And materials should be disseminated in settings and 
ways that are appropriate. Developing materials in a partnership approach with advocacy 
and specialist knowledge groups is encouraged.

1.1 Explore opportunities for programs focused on cardiovascular disease to be specifically 
targeted to women.

1.2  Consider action to address barriers that may inhibit women’s access to preventative 
health services; for example:

•	 Explore opportunities to consider the impact of the biological and social context of 
women’s lives on prevention activities. 

•	 Health communication strategies to consider the whole population and subgroups.

•	 Education strategies for communities on availability of interpreters.

•	 Work with primary health workers to increase interpreter awareness and enhance 
cultural sensitivity. 

•	 Increased awareness of discrimination experienced by women with disabilities, 
lesbian and bi-sexual women.

•	 Use of new technologies to target women who may not be reached by more 
traditional forms of media.

1.3 Identify and adapt key prevention programs in consultation with Aboriginal and  
Torres Strait Islander health services to ensure Aboriginal and Torres Strait Islander 
women have been targeted in an appropriate way.

1.4 Identify and adapt prevention programs through multicultural services, disability 
advocacy groups, lesbian and bisexual advocacy groups and carer’s networks to target 
women from varied communities.

2.  Mental health and wellbeing

Current government action to improve mental health and 
wellbeing
The National Mental Health Policy 2008 provides an overarching vision for a mental 
health system that enables recovery, prevents and detects mental illness early, and ensures 
that all Australians with a mental illness can access effective and appropriate treatment and 
community support to enable them to participate fully in the community.

The Fourth National Mental Health Plan further guides mental health reform 
outlined in the government’s Mental Health Policy and identifies key actions for progress 
towards fulfilling the vision of the policy. It suggests a whole-of-government approach and 
acknowledges that many of the determinants of good mental health, and mental illness, are 
influenced by factors beyond the health system. It also has a strong focus on social inclusion. 

Beyondblue: The National Depression Initiative is responsible for a range of 
activities, including developing resources and research about depression, anxiety and eating 
disorders.

Headspace is a youth-friendly service which provides holistic care across four key areas: 
mental health, physical health, alcohol and other drug use, and social and vocational 
support. There are currently 30 sites nationally with another 30 sites to become operational 
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over the next three years. The model provides a service platform for and entry point to 
existing services and also refers people to other appropriate services.  

Body image initiatives, announced in June 2010, aim to build young people’s resilience 
to body image pressures and promote positive steps on this issue in the fashion, media and 
advertising industries. Initiatives include support for the Butterfly Foundation to expand its 
education services, the development of resources for schools and the release of a Voluntary 
Industry Code of Conduct on Body Image. The new initiatives were announced in 
response to recommendations from a National Advisory Group on Body Image established 
in 2009 to provide advice on this issue.

The National Eating Disorders Collaboration (NEDC) project brings together 
eating disorder experts in mental health, public health, health promotion, education, and 
research, as well as the media.  The NEDC is funded $3 million over four years by the 
Australian Government to facilitate the implementation of a nationally consistent and 
comprehensive approach to prevention, early intervention and management of eating 
disorders including the development and promotion of evidence-based messages to 
schools, at-risk groups and health professionals. 

Telephone Counselling, Self Help and Web-based Support Programmes 
support the provision of evidence-based telephone and online mental health programs to 
supplement or substitute for existing face-to-face services for individuals with common 
mental health disorders or those in psychosocial crisis. The measure particularly benefits 
people in rural and remote areas who face barriers in accessing face-to-face services.  
Activities under this measure to date have included funding for general psychosocial 
telephone help lines, online counselling, online self-help and peer support resources and 
self-directed online treatment modules.

Improving the Capacity of Workers in Indigenous Communities initiative 
improves the capacity of Indigenous workers in Indigenous communities by supporting 
health practitioners, including Aboriginal health workers, nurses, counsellors and other 
clinic staff, to identify and address mental illness and associated substance abuse issues 
($20.8 million).

Access to Allied Psychological Services (ATAPS) initiative engages Divisions 
of General Practice to allow GPs to refer patients who have been diagnosed as having a 
mental disorder to an allied health professional to provide short-term focused psychological 
services.  ATAPS primarily treats people with common mental disorders such as anxiety 
and depression and targets hard to reach groups. 73.1 per cent of clients accessing ATAPS 
services are women.

The Commonwealth’s National Suicide Prevention Strategy (NSPS) with an 
investment of $276.9 million over four years aims to reduce the incidence of suicide and 
self-harm, and to promote mental health and resilience across the Australian population 
by supporting broad evidence-based population health approaches as well as providing 
targeted assistance to groups identified at higher risk of suicide, including youth, 
Indigenous Australians, people bereaved by suicide, people with a mental illness and people 
living in rural and remote areas.  It is widely recognised that whilst completed suicide rates 
are generally higher for men, women are believed to account for a greater proportion of 
incidence of self-harm than their male counterparts.
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The Commonwealth is providing funding of up to $108 million from 2006/07 to 2013/14 
under the Mental Health Services in Rural and Remote Areas (MHSRRA) 
Program to Divisions of General Practice, Aboriginal Medical Services and the Royal 
Flying Doctor Service to deliver mental health services by appropriately trained mental 
health care workers, including psychologists, social workers, occupational therapists, mental 
health nurses, Aboriginal health workers and Aboriginal mental health workers.  

The MHSRRA Program provides funding for mental health professionals in communities 
that would otherwise have little or no access to mental health services.  The program is 
designed to address inequities in access to the Medicare Benefits Schedule by targeting 
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areas where access to MBS subsidised mental health services is low. The MHSRRA 
Program also addresses workforce shortage issues by providing flexible employment 
models suited to local needs and conditions.  This includes flexibility to accommodate 
geographically, culturally and linguistically diverse populations, such as Indigenous 
communities, in rural and remote areas of Australia.

Please note that while the MHSRRA Program does deliver services to women in rural 
and remote Australia, the overall program does not specifically target women in rural and 
remote Australia.

The Targeted Community Care (Mental Health) Program was implemented 
in 2007 to assist people with mental illness and their families and carers to manage the 
impact of mental illness on their lives. The program is part of the COAG National Action 
Plan on Mental Health 2006–2011 and guided by the Fourth National Mental Health 
Plan. Its three initiatives (Personal Helpers and Mentors [PHaMs], Mental Health Respite, 
and Community Based Services) build on the strengths of individuals and communities, 
build partnerships through collaboration within the community mental health and clinical 
sector, tailor services to the needs of individuals, families and carers, and build resilience 
and capacity both for those affected by mental illness and services in the community 
mental health sector.

Since 2007 this program has been funded for $494 million. From 2007 to  
30 September 2010, 55 per cent of the 12,892 PHaMs participants have been women.

Future government action on improving mental health and 
wellbeing
2.1 Continue supporting the mental health and wellbeing of Australian women through a 

range of programs.

2.2  Explore opportunities for future mental health policy to consider the role that gender 
plays in women’s experience of mental illness. 

3.  Sexual and reproductive health

Current government action to improve women’s sexual and 
reproductive health

Family planning

Six organisations are currently supported to provide information to women on family 
planning, support and sexual and reproductive health education and advice.

Sexually transmitted infections

New national strategies (2010–13) for HIV, sexually transmitted infections, hepatitis B, 
hepatitis C and Aboriginal and Torres Strait Islander blood-borne viruses (BBVs) and 
sexually transmitted infections (STIs) were developed during 2009–10 and have been 
endorsed by Australia’s Health Ministers Committee (AHMC). These strategies identify 
priority populations (including women) and activities to reduce the transmission and 
morbidity of BBVs and STIs and minimise their personal and social impacts. 
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In relation to sexual health the Department funds the following programs:

•	 $12.5 million for increased awareness, surveillance and pilot testing program for 
chlamydia (over five years—phase one and two completed) with $1.8 million 
for a GP pilot testing program for chlamydia (over three years) that is ongoing  in 
2010–11 and forms phase three of the program. 

•	 $9.8 million to National STI Sexual Health Campaign (over four years).

•	 $33.2 million in a range of programs to prevent and treat STIs and BBVs (for 
2010–11):

•	 $6 million for community-based organisations for education and prevention;

•	 $9.2 million for four national research centres; and

•	 $18 million for education, prevention and surveillance activities for Aboriginal 
and Torres Strait Islander sexual health.

Reproductive health

Funding has been provided to support the Jean Hailes Foundation in association with the 
Polycystic Ovarian Syndrome Alliance to develop evidence-based guidelines and 
conduct an education program for health professionals and the community.

The New Structure for Assisted Reproductive Technologies initiative ensures 
that assisted reproductive technologies remain accessible to all women who may not 
otherwise be able to achieve a pregnancy.

The government provides funding for community education programs to address 
female genital cutting through the National Health Care agreements. The Migration 
Amendment (Complementary Protection) Bill 2009 was introduced in September 2009 
to better protect people at risk of violation of their fundamental human rights. This may 
include women and girls at risk of female genital cutting. 

Maternal health

In 2008–09, the Australian Government conducted a review of maternity services across 
Australia.  The Maternity Services Review was the first step in developing a comprehensive 
plan for maternity services into the future, and it considered issues relevant to the full range 
of maternity services which included pregnancy care, birthing, postnatal care and peer and 
social support for women in the perinatal period. Improving Maternity Services in Australia: 
The Report of the Maternity Services Review (the Report), was released in February 2009.  

•	 In response to the Report, the 2009–10 Improving Maternity Services Budget 
Package provides $120.5 million over four years for a maternity reform package, which 
delivers a range of measures aimed at providing Australian women with more choice 
in their maternity care, while maintaining Australia’s strong record of safe, high quality 
maternity services.  

•	 The package includes:

•	 access for patients of eligible midwives to Medicare Benefits Schedule (MBS) 
rebates and Pharmaceutical Benefits Scheme (PBS) medicines from 1 November 
2010;

•	 a government-supported professional indemnity insurance scheme for eligible 
midwives which commenced on 1 July 2010;
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•	 increased services for rural and remote communities through an expansion of the 
successful Medical Specialist Outreach Assistance Program;

•	 additional training support for GPs and midwives, particularly in rural and 
remote Australia; 

•	 the expansion and improvement of the existing National Pregnancy Telephone 
Counseling Helpline to deliver a 24 hour, seven days a week telephone helpline 
and information service, which commenced on 1 July 2010.

•	 To facilitate the new MBS, PBS and insurance arrangements, on 16 March 2010 the 
Australian Parliament passed the: Health Legislation Amendment (Midwives and Nurse 
Practitioners) Act 2010; Midwife Professional Indemnity (Commonwealth Contributions) 
Scheme Act 2010; and Midwife Professional Indemnity (Run-off Cover Support Payment) Act 
2010.  

•	 The Australian Government is also working with states and territories to develop 
a National Maternity Services Plan (the Plan).  The overall objective of the 
Plan is to provide a strategic national framework, endorsed by state, territory and 
Commonwealth governments for the five year period 2010–2015.  It is expected to be 
completed shortly.

Maternity Peer Support is part of the $120.5 million 2009–10 Budget package to 
improve choice and access to maternity services for pregnant women and new mothers 
in Australia.  Women and their families will have greater access to telephone support. 
Funding will assist a small number of specialist organisations, including the Bonnie 
Babes Small Miracles Foundation, SIDS and Kids Australia, and Stillbirth and Neonatal 
Death Support Australia (SANDS), to provide telephone-based peer support for people 
who are experiencing grief after the loss of a baby during pregnancy or in the first year of 
parenthood.

The National Perinatal Depression initiative provides $55 million over five years to 
improve prevention and early detection of antenatal and postnatal depression and provide 
better support and treatment for expectant and new mothers experiencing depression. 
Under this initiative, expectant and new mothers will be screened for antenatal and 
postnatal depression, and women who are identified as being at risk of or experiencing 
depression in the perinatal period will be able to get the support and care they need, 
including medical treatment and counselling services.

National Breastfeeding Strategy and support for breastfeeding

In recognition of the importance of breastfeeding, the Australian National Breastfeeding 
Strategy 2010–2015 was endorsed by the Australian Health Ministers Conference on 
13 November 2009.  The strategy provides a framework for priorities and action for 
Australian governments at all levels to protect, promote, support and monitor breastfeeding 
throughout Australia.

In April 2010 Health Ministers endorsed the 2010 Implementation Plan for the 
Breastfeeding Strategy.  Implementation of the strategy will be progressed by governments 
both independently and nationally, with ongoing leadership from the Commonwealth and 
input from community stakeholders.  A progress report is anticipated to be provided to the 
Australian Health Ministers’ Conference in mid-2011.
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The Implementation Plan identifies 10 action areas based on the goals and objectives 
of the Breastfeeding Strategy.  These areas include monitoring and surveillance; health 
professionals’ education and training; dietary guidelines and growth charts; breastfeeding-
friendly environments (including workplaces and child care settings); support for 
breastfeeding in health care settings; revisiting Australia’s response to the World Health 
Organization’s International Code of Marketing of Breast-milk Substitutes and related 
World Health Assembly resolutions; exploring the evidence, quality assurance, cost-
effectiveness and regulatory issues associated with the establishment and operation of milk 
banks; breastfeeding support for priority groups (including Aboriginal and Torres Strait 
Islander groups); continuity of care, referral pathways and support networks; and education 
and awareness, including antenatal education.

Implementation of the strategy will build on the Commonwealth’s existing commitment to 
breastfeeding, including funding for formal and informal support for breastfeeding women. 
As part of this commitment, the Australian Breastfeeding Association has been funded 
$2.5 million over five years to provide a toll-free 24 hour National Breastfeeding 
Helpline providing breastfeeding information and peer support for mothers and their 
families. The helpline has received over 125,000 calls between October 2008 and the end of 
June 2010. The number is 1800 MUM 2 MUM  (1800 686 2 686).

To address the specific needs of Aboriginal and Torres Strait Islander women, the 
government is investing $90 million over five years in the New Directions Mothers and 
Babies Services. These services seek to improve the health and wellbeing of Aboriginal 
and Torres Strait Islander children and their mothers via enhanced access to antenatal care; 
standard information about baby care; practical advice and assistance with breastfeeding, 
nutrition and parenting; monitoring of developmental milestones, immunisation status and 
infections; and health checks for Indigenous children before starting school. 

New Directions Mothers and Babies Services invests $90.3 million over five years 
(2007–08 to 2011–12) and since 1 July 2009 is the Australian Government’s contribution 
to Element 3 of the IECDNP.  The program aims to improve the health and wellbeing 
of Aboriginal and Torres Strait Islander children and their mothers via enhanced access 
to antenatal care; standard information about baby care; practical advice and assistance 
with breastfeeding, nutrition and parenting; monitoring of developmental milestones, 
immunisation status and infections; and health checks for Indigenous children before 
starting school. 

The Australian Nurse Family Partnership program invests $37.4 million over four 
years (2007–08 to 2010–11) to improve health outcomes for Aboriginal and Torres Strait 
Islander children and their mothers by encouraging healthy behaviours for women during 
pregnancy, and optimal care of children up to two years of age.

The Healthy for Life Program promotes a quality improvement approach to service 
provision including services to Aboriginal and Torres Strait Islander women which 
encourage adult and child health checks, early presentation during pregnancy, healthy 
behaviour during pregnancy including a reduction in selected risk factors, and the 
promotion of good health for children in their early years ($38 million per annum).
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Future government action to improve women’s sexual and 
reproductive health
3.1 Continue supporting Australian women’s sexual and reproductive health through a 

range of programs.

3.2 Monitor emerging evidence to inform any new policy directions and program 
development.

4. Ageing well

Current government action to assist women to age well 
The National Respite for Carers Program (NRCP) is one of several initiatives 
designed to support and assist relatives and friends caring at home for people who are 
unable to care for themselves because of disability or frailty. In the 2003 Australian Bureau 
of Statistics Survey of Disability, Ageing and Carers, there were 2.6 million carers who 
provided some assistance to those who needed help because of disability or age. Just over 
half (54 per cent) of all carers were women. Women were also more likely (71 per cent) to 
be primary carers.

The program provides: 

•	 information and support for carers; and 

•	 assistance to help carers take a break from caring 

Under the program there are 54 Commonwealth Respite and Carelink Centres established 
across Australia.

The program funds: 

•	 more than 650 community-based Respite Services; 

•	 Commonwealth Respite and Carelink Centres; 

•	 the National Carer Counselling Program, and 

•	 the Carer Advisory Service.

Dementia

The Australian Government has committed to the ongoing support of The National 
Dementia Initiative.  The Dementia Initiative currently provides about $135 million a 
year to support people with dementia, their families and carers. This includes around: 

•	 $104 million a year for Extended Aged Care at Home Dementia Packages that provide 
services to people with dementia in their own homes; 

•	 $24 million a year for dementia research, prevention, early intervention and improved 
care initiatives, including research grants offered through the National Health and 
Medical Research Council and funding for three Dementia Collaborative Research 
Centres; and 

•	 $7 million for training for aged and community care staff, carers and community workers 
including police. 
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Promote active ageing

The Australian Government has appointed an Ambassador for Ageing, Ms Noeline 
Brown, to positively promote active and healthy ageing, and to challenge the stereotypes 
held of older Australians. The Ambassador promotes respect for, and the value of, older 
Australians by recognising their vital and ongoing contribution and encouraging them 
to fully participate in all aspects of Australian life.  Most of the events in which the 
Ambassador participates involve speaking with older women on healthy ageing. These 
include media interviews (many in rural and regional areas), television appearances, health 
promotion events (e.g. flu vaccination for the elderly), community events and conferences.  
A series of active ageing posters and brochures, featuring the Ambassador for Ageing, 
provide sensible tips and advice on:  staying physically active; eating well; keeping in touch 
with family, friends and community; and avoiding falls at home.

Arthritis

Arthritis and other musculoskeletal conditions—the Better Arthritis and 
Osteoporosis Care initiative focuses on improving the care and management of 
people with arthritis, osteoporosis and other musculoskeletal conditions ($14.4 million 
over four years, 2010–11 to 2013–14).

Future government action to assist women to age well
4.1 Continue supporting Australian women to age well through a range of programs. 

4.2 Explore opportunities for older women to have a stronger consumer representative role 
in policy development and program design.
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Chapter Five:

Social factors influencing women's health  
and wellbeing

Good health is ‘complete physical, mental and social wellbeing and 
not merely the absence of disease and infirmity’.344 

Overall, significant improvements have been made in the health of 
Australian women in recent decades. However, these improvements 
have not been experienced equally throughout the community. 
Certain groups of Australia women, particularly Aboriginal and Torres 
Strait Islander women, experience markedly worse health than the 
general population. A key ongoing health challenge is to address these 
inequalities. 
This chapter explores the key social determinants which can influence 
women’s health and wellbeing. These social determinants are explored 
under the four thematic headings of:  

•	 Sex	and	gender	
•	 Life	stages	
•	 Access	to	resources	including	income,	education,	employment,	

social connections and safety and security
•	 Diversity		

The impact of each of these on women’s health is explored below and 
an outline provided of current government action to address these. 
Access to health care, particularly primary health care such as general 
practitioners and other health care providers, is extremely important 
for all Australian women to allow prevention, early detection and 
treatment of illness, and management of chronic conditions. Some 
groups of women face significant barriers in accessing health care 
services and information. Improving access to health services is a 
significant contributor to improved health outcomes.
Health reform represents a strategic shift in the way in which health 
services are delivered. It seeks to shift the focus of our health system 
towards a greater focus on enhanced health promotion, preventative 
health and greater attention to monitoring and managing Australia’s 
escalating burden of chronic disease. An underlying principle of 
health reform is to enhance equity of access to high quality health 
care. These themes are explored further under the health reform 
section.
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Social determinants of health
Health is determined by a broad range of social, cultural, environmental and economic 
factors, as well as the genetic and biological factors that are usually thought of as causing 
good and ill health.

This policy seeks to understand health within its social context. Women’s health can only 
be understood within the broader contexts in which women live and work. 

The policy is based on a gendered approach that is inclusive of a social view of health, and 
accounts for the diversity in women’s experiences. The social model of health acknowledges 
the complex ways that the context of a woman’s life—including her gender, age, socio-
economic status, ethnicity, sexuality, disability and geography—might shape her health 
outcomes; access to health care; experiences of health, wellbeing and illness; and even  
her death. 

Addressing these social determinants is a fundamental step towards reducing health 
inequalities.345

Sex and gender
Sex and gender are key social determinants of health, they can influence a person’s access to 
key resources such as income and workforce participation, education and social inclusion 
and social support 346 which in turn impact on health outcomes.

Sex

Sex refers to the biological and physiological characteristics that define women and men. 
Biological differences in body composition, metabolism and hormones among women and 
men can create differences in susceptibility to disease, disease progression and response  
to treatment.

Gender

The World Health Orgainisation defines gender as ‘the socially constructed roles, 
behaviour, activities and attributes that a particular society considers appropriate for men 
and women’. 347  Gender is present, although not always visible, in all social institutions, and 
can result in different social, economic and political opportunities for women and men.

Gender is a key social determinant of health and wellbeing. Gender roles and gender 
relations can affect women’s capacity to access resources such as income, education and 
employment, which themselves promote health. These inequalities can create, maintain 
or exacerbate exposure to risk factors that endanger health. For example, gender can 
contribute to differences between and among women and men in financial security, 
paid and unpaid caring work and experiences of violence. This can result in different and 
sometimes inequitable patterns of exposure to health risk, in unequal access to and use 
of health information, care and services, different help-seeking behaviour and, ultimately, 
different health outcomes.348

Gender health equity strives for equitable opportunity and access to the social and 
economic resources required for good health. As the World Health Orgainization  
Commission on Social Determinants of Health argues, ‘taking action to improve gender 
equity in health and to address women’s rights to health is one of the most direct and potent 
ways to reduce health inequities and ensure effective use of health resources’. 
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Life stages
Research has demonstrated that the health needs of women differ through stages of  
their lifecycle.

Physical and social circumstances, starting before birth and continuing through childhood, 
influence both physical health and the ability to maintain health. Key transition points 
in women’s lives are important in the development of good or poor health. These include 
pregnancy and childbirth, school entry, puberty, workforce entry, partnering, menopause, 
leaving the paid workforce, and widowhood.349 

Different health issues may be more relevant to women’s lives at varying life stages. For 
example: young women and risky behaviour; mid age women and sexual and reproductive 
health; and older women and recognition of how social isolation, caring role and financial 
insecurity can impact on health. 

This makes age-appropriate health information and health promotion material particularly 
important. Transition points are opportunities to target health promotion material.350  351

For young women, pressures to achieve academically and socially, and to conform to 
stereotypes about appearance, can push them into risky behaviour including high risk 
drinking352, unprotected sex and unhealthy body image.353 Young women are experiencing 
high rates of smoking and violence, as well as rates of obesity and overweight increasing 
amongst young women at a higher rate than past generations. The increasing rates of 
sexually transmitted infections, such as chlamydia, amongst young women has the 
potential to impact on fertility later in life. 

Mental health issues are a particular concern for young women. In 2001, over 22 per cent 
of young women reported high to very high psychological distress, almost twice the rate 
of males.354 Nearly a third of the burden of disease for this age group is due to anxiety and 
depression.355 In the last 10 years self-harm requiring hospitalisation among young women 
increased by 51 per cent.356.
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For women in their reproductive years, pregnancy, managing fertility and having 
children are prominent issues. 

The age of first birth is getting older in Australia. There is a need for greater education about 
fertility and the reproductive system to help Australian women to understand the factors 
which may impact on their fertility and the health of their baby during pregnancy (such as 
obesity, smoking, alcohol, STIs, maternal nutrition). 

Women going through the life transition of becoming a mother can experience mental 
health issues. Support services are particularly important at this life stage, especially in 
relation to antenatal support to address issues such as postnatal depression. 

Challenges in balancing work and family commitments can have a significant impact 
on women’s physical and mental health, particular since women still take on a higher 
proportion of caring responsibilities. 

For women in mid-life, symptoms of menopause and other life stage factors can affect 
women’s mental and physical health. It is a time of transition physically, and can be in other 
ways, with children reaching adulthood and gaining independence357 and ageing parents 
requiring care. 

There are a number of health issues of particular importance to mid-age women, including 
mental disorders, musculoskeletal diseases and breast cancer.358 Anxiety and depression 
is a leading burden of disease for adult women.359 360 Intimate partner violence is a leading 
burden for females up to 44 years of age.361 

Older women are more likely than men to be widowed, live alone or in residential care, 362  
experience financial insecurity363, more chronic illness, multiple disabilities 364 and greater 
health service use.365 Furthermore, older women are often marginalised or regarded as 
‘socially invisible’ in Australian society. Violence against older women has been increasing 
but is still underreported. 

Older women experience much higher rates of profound or severe disability than males 
of the same age.366 This is partially due to the high rates of dementia and musculoskeletal 
diseases in older women.

As health outcomes are influenced by the cumulative effects of these experiences, the policy 
seeks to address health throughout women’s lives. For each of the health priority issues, 
this policy considers their impacts on women at their different life stages in Chapter 3. The 
evidence of the last 20 years has confirmed the importance of taking a life course approach, 
preventing the accumulation of health risk factors and giving girls and women the  
age-appropriate health care they require.

Access to key resources

Income

There is a strong link between income and health. In all countries, at all levels of income, 
health and illness follow a social gradient—the lower the socioeconomic position, the 
worse the health.367 

The Australian Institute of Health and Welfare has found:

Areas of highest socioeconomic status have the lowest rates of avoidable mortality and areas of 
lowest socioeconomic status have the highest rates. For example, in both the capital cities and 

National Women’s Health Policy 2010



8 9

rest of state/territory areas, there is an almost continuous socioeconomic gradient in the rates of 
avoidable death. In the capital cities and major urban centres, the overall avoidable mortality 
rate for the ‘worst-off’ fifth was 60 per cent higher than for the ‘best-off’ fifth.368

This has a particular bearing on women, as many are less economically secure. Some 
groups of women are disproportionately represented among the least well off—including 
Aboriginal and Torres Strait Islander women, immigrant and refugee women, women with 
a disability and women living in rural and remote areas. 369 Young lesbians (22–27 years) 
have lower personal incomes, greater difficulty in finding a job, and report more stress about 
economic aspects of their lives than other young women.370 

Sole parent families, most of which are headed by women, are the most likely of any 
household to be living in poverty.371 Elderly couples and elderly people living alone 
comprise the three households who have the least income.372 The numbers of older people 
will grow substantially over the next three decades, and this is likely to increase the 
concentration of women in the ranks of those on the lowest incomes.

International and national research has found women with lower economic status report 
poorer self-assessed health status, higher rates of long-term health conditions, higher rates 
of tobacco consumption, lower rates of physical exercise and worse dietary habits.373 374 375 376  
Women living in the most disadvantaged areas report higher numbers of visits to GPs and 
hospital outpatient services, but less use of preventative health services, including dental 
services, compared to the rest of the population.377 378.379 Women who are economically 
insecure are also at higher risk of poor mental health, homelessness and marginalisation.

Women from lower socioeconomic backgrounds may find it more difficult to access 
preventive health services and avoid lifestyle risk factors that lead to poor health. 

Paid work

Over the past 20 years, Australian women have increased their involvement in paid work. 
However, they still have lower and more interrupted workforce participation rates than men 
and do more part-time and casual work. One of the most common challenges for women 
to stay in paid work is because of their caring responsibilities. Women are far more likely 
to be working part-time than men, with almost 45 per cent of women working part-time 
compared with 15 per cent of men.

While women have improved their earnings relative to men over the past 20 years, a 
sizeable gap remains. The disparity between ordinary full-time earnings for men and 
women is close to 17 per cent.380 381 When part-time and casual earnings are considered, 
women earn around two-thirds of the amount earned by men.382 As a group, women 
have lower incomes even when employed full-time. They also have less  
superannuation.383 384 385 386

Paid employment improves health. The Australian Longitudinal Study on Women’s 
Health shows that there is a clear association between employment and women’s health. 
Women who were always in paid work had both higher mental and physical health than 
women who were not employed or whose labour market participation was intermittent.387 
Women who did not participate in paid work had poorer mental health and a higher risk of 
premature mortality.388
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Unpaid work—caring 

Women make up 71 per cent of primary carers.389 Gender stereotypes can press women 
into care-giving roles, sometimes at the expense of their own health and economic security. 
Primary carers have lower workforce participation than non-carers (39 per cent compared 
to 68 per cent of non-carers).390  Over one-third (37 per cent) of primary carers report 
providing more than 40 hours of care each week.

Caring roles vary greatly. They can include a lifetime of caring for a child with a disability, 
caring for a spouse with a chronic or terminal health condition, and caring for a frail elderly 
person or spouse or parent with dementia. Women can move in and out of caring roles at 
different stages of their lives. 

Carers often report poorer physical, mental and emotional health and wellbeing because of 
their caring responsibilities. This can be associated with disturbed sleep, being physically 
injured while providing care, and the constant pressure of caring. Time spent caring, and 
coping strategies, are factors in shaping carer stress.391 

Within the caring population, female carers in particular experienced much lower levels 
of mental health compared to both male carers and the general population. This included 
increased levels of clinical depression, with over 50 per cent of female carers reporting being 
depressed for six months or more since they started caring.392

Education

Collectively, women have made major advances in education.  Australia is ranked first in 
the world for women’s education attainment.393 Over 80 per cent of girls now continue 
to year 12, and women’s participation in higher education has steadily increased.394 

Women students now outnumber men in higher education: they make up 55 per cent of 
enrolments.395

These advances do not show that educational choices remain highly segregated on the basis 
of gender. Women continue to be over-represented in areas of study linked to lower-earning 
industries. For example, women outnumber men 3:1 in health and education courses and 
men outnumber women 5:1 in engineering courses.396

Also education differs greatly between groups of women. For example, while the national 
year 12 completion rate for Australian girls is almost 81 per cent, the completion rate is only: 

•	 66 per cent for socioeconomically disadvantaged girls (in the bottom 25 per cent of  
post codes) in 2006 397;

•	 61 per cent for girls in remote areas (23 per cent in the Northern Territory) in 2006 398;

•	 44 per cent for Aboriginal and Torres Strait Islander girls in 2005.399 

Health and learning are intertwined. Higher levels of education result in better employment 
opportunities and higher income, and can provide the knowledge and skills necessary to 
access health services and to live a healthy lifestyle.400 For some women, particularly those 
with lower levels of education and literacy, they may experience difficulties participating in 
decision making about their own health. 401

Social inclusion and support

Social inclusion incorporates the degree to which women feel valued, connected, 
empowered and able to participate within their community.  Interactions of factors such as 
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poor physical or mental health, inadequate housing or homelessness, exposure to violence 
and economic insecurity will limit women’s ability to integrate with their community and 
fulfil their potential as valued citizens.

Recent research shows the impact of social networks on health outcomes. Support 
systems—both formal and informal—play an important role in women’s health and 
wellbeing. Belonging to a family, a community and a society makes people feel good. It also 
contributes to healthier communities. 

Social support can also improve health through a variety of mechanisms including 
emotional assistance, care giving, support for access to treatment, and financial or  
physical help.

Maintaining social networks is critical to healthy ageing, and involves a mix of informal, 
personal networks and participation in organised community activities.402  Women’s longer 
lifespans contribute to social isolation later in life when women, who have often been 
carers themselves, may have few people to care for them. The cohort of older women in the 
Australian Longitudinal Study of Women’s Health has emphasised the importance of their 
homes, social support and their active participation in their community as fundamental to 
their wellbeing.403

Women’s social connectedness can be interrupted by various factors, such as violence, 
safety perceptions and geographical isolation. Social isolation has been associated with 
poor mental health and wellbeing in older Australians. 

Safety and security

Women’s access to a safe and secure environment has a significant impact on their health. 
Women’s safety and security can be undermined in range of settings, including their family, 
neighbourhood, workplace and community through experiences of verbal, physical and 
sexual harassment and violence. 

One in three Australian women experiences physical violence and almost one in five 
women experiences sexual violence in their lifetime, with most violence against women 
taking place in the home. In most cases the assailant is a current or previous partner, male 
family member or male friend.404

Violence is perpetrated against women of all socioeconomic backgrounds but some groups 
of women are more vulnerable to violence. These include communities affected by social 
and economic disadvantage—these may include some Aboriginal and Torres Strait 
Islander communities, refugee and new arrival communities together with established 
culturally and linguistically diverse communities, women with disabilities, young 
women405, and some older women, particularly those in carer roles. It is important to note 
that not all women within these groups are marginalised. The vulnerability to violence 
of these groups of women is often associated with the higher rates of unemployment and 
socioeconomic disadvantage in these communities.406 

Violence against women has significant impact on women’s health and wellbeing, as 
well as on their families and communities. Intimate partner violence alone is the leading 
contributor to death, disability and illness in Victorian women aged 15 to 44, being 
responsible for more of the disease burden than many well-known risk factors such as high 
blood pressure, smoking and obesity.407
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Key health outcomes of intimate partner violence, which make up the substantial disease 
burden, include physical illness, mental health problems including depression and anxiety, 
reproductive and sexual issues, and tobacco and alcohol use.408  409 Women who have been 
exposed to violence report poorer physical health overall, are more likely to engage in 
practices that are harmful to their health, and experience difficulties in accessing health 
services.410

Diversity—ethnicity, geographic location, disability, sexuality
This policy focuses equally on issues common to a broad range of women as well as on 
the needs of specific groups of women. Women are not a homogenous group. They differ 
by factors such as ethnicity, geographic location, (dis)ability and sexuality. Issues such 
as unemployment, financial insecurity, lack of adequate housing, violence and social 
disconnectedness can all affect women’s health and their access to health care in particular 
ways.

These issues can contribute to women’s exposure to risk, their experience of illness and their 
attitudes towards health. They can make a difference to their access to and understanding of 
health information, their use of services and their perceptions of care. 

While progress has been made in identifying and responding to the needs of particular 
groups of women, more can be done. The government is committed to continuing to reduce 
inequalities—this policy is one of a number of approaches to improving the health and 
wellbeing of all women in Australia, especially those at highest risk of poor health—and to 
promoting health equity between women. 

Generating equity in health for women means eliminating unfair differences in 
opportunities for health among different groups of women based on social, economic, 
cultural or geographical context. To promote health equity among women we need to 
focus on Aboriginal and Torres Strait Islander women, culturally and linguistically diverse 
women, rural and remote women, women with disabilities, lesbian and bisexual women.

Aboriginal and Torres Strait Islander women

Factors that affect the health of Aboriginal and Torres Strait Islander women include: lower 
levels of education 411, lower incomes than other Australians, higher rates of unemployment 
and lower rates of home ownership 412 , and housing insecurity. An estimated 14 per cent 
of Aboriginal and Torres Strait Islander households are overcrowded.413 Dispossession, 
racism, marginalisation, and forced removals from family and exposure to violence can also 
have a significant impact on Aboriginal and Torres Strait Islander women’s health. Women 
from Aboriginal and Torres Strait Islander backgrounds face a significantly higher risk of 
exposure to violence, suffering more severe forms of abuse and face particular barriers to 
addressing violence once it has started.414 415

Aboriginal and Torres Strait Islander women have poorer physical and mental health in 
almost every dimension than non-Aboriginal and Torres Strait Islander women. They are 
estimated to have a life expectancy 9.7 years less than that of their non-Aboriginal and 
Torres Strait Islander counterparts.416 Aboriginal and Torres Strait Islander status can also 
impact on women’s use of health services. Reduced access to primary care may contribute 
to fact that Indigenous Australians are twice as likely to present at hospital and outpatient 
services as non-Indigenous Australians. 417
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Women in rural and remote areas

Approximately one-third of the Australian population lives outside metropolitan areas. 
Many people including women living in rural and remote areas face multiple disadvantages. 
In 2006 over half of all very remote areas were in the bottom quarter of Australian 
socioeconomic areas. In contrast, only one in 50 were in Australia’s top quartile. Education 
levels are lower in rural and remote areas than in major cities, with very remote areas having 
the lowest levels of school completion.418 Almost a quarter of people in remote areas are 
Aboriginal or Torres Strait Islanders, compared to 2.5 per cent in the general population.

Some rural communities have recently experienced both rapid economic and demographic 
change, and drought, resulting in widespread unemployment and increased poverty, which 
are known determinants of violence against women.

A more remote area of residence is often associated with poorer access to and lower 
satisfaction with general practitioner services.419 After-hours care, family planning services 
and counselling services are all significant problems for women in small rural centres and 
remote areas. 420 

Many women prefer to have access to a female primary health worker. In rural and remote 
areas, access to female general practitioners is lower.421

Rural women are more likely than urban women to encounter particular barriers to seeking 
help including social and physical isolation and lack of support services. Many rural women 
feel unable to seek help because of confidentiality issues and conflicting relationships 
within smaller communities.422

The Australian Longitudinal Study on Women’s Health found that, even after adjusting 
for self-rated health status, morbidity, age, smoking, Body Mass Index (BMI) and physical 
activity, older rural women (born between 1921 and 1926) have a 14 per cent greater risk of 
dying than urban women. 423

Women from culturally and linguistically diverse backgrounds

The health needs and expectations of culturally and linguistically diverse women are based 
on a wide range of factors, including their cultural background, language skills, education 
levels, reasons for leaving their home of origin, pre-arrival experiences, experiences of 
trauma and displacement, post-arrival experiences, length of time in Australia, support 
networks, existing health, work and social opportunities. For women who have arrived in 
Australia on humanitarian grounds, the whereabouts and circumstances of family and 
friends can also affect their physical and mental health.

The health status of migrant women is generally high on arrival, relative to that of the 
population.424 However, this diminishes over time and converges with the health status 
of the local-born population.425 In contrast to migrants, refugees often arrive in Australia 
in poorer health. After living in Australia for five years, the health of many immigrant and 
refugee women deteriorates. Compared to their Australian-born and English-speaking 
counterparts, immigrant and refugee women often experience higher rates of illness and 
health disadvantages. 

Socioeconomic status has consistently been shown to play a major role in health outcomes. 
This is especially so for women from non-English speaking countries and refugee women.  
A number of studies have shown high levels of unemployment or underemployment 
among refugee populations.426 427 428 
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Research suggests that women from minority ethno-cultural and language backgrounds in 
Australia experience unequal burdens of disease, confront cultural and language barriers in 
accessing appropriate health care and receive a lower level and quality of care when they do 
access health care services compared to the average population. 429 430 431 432 433 434

Women with a disability

One in five Australian women lives with a disability 435 and most will face many everyday 
challenges. Some women live with disability throughout their lives and many more face 
disability as they age. Disability steadily rises with age, reaching more than 90 per cent for 
those aged 90 years and over.

People with all types of disabilities are more likely to have lower incomes, greater financial 
stress, and more difficulties with transport and accessing services. They are less likely to 
have paid work, and will spend a greater proportion of their income on medical care and 
health-related expenses.436 Women with a disability are more likely to experience marriage 
breakdown and divorce, less likely to have children, and more likely to be single parents. 
They also have less daily contact with friends or family.437 Women with disabilities are 
40 per cent more likely to be the victims of intimate partner violence than women without 
disabilities.438 

The multiple disadvantages women with a disability face impacts on their mental and 
physical health.439 Women with disabilities are less likely to use primary preventative health 
care services, yet are as likely as the general population to engage in health risk behaviours. 
For example, forty-one per cent of women with core activity restriction disabilities in 
Australia aged 70–75 years have never had a mammogram and 30 per cent have never had a 
Pap test. Thirty-nine per cent of women who had had a Pap test had not had regular tests. 440 

Lesbians and bisexual women 

This policy recognises sexuality, sex and gender identity as social determinants of health. 
While lesbian and bisexual women are a diverse group, the discrimination, violence and 
marginalisation associated with homophobia and heteronormativity impacts on their 
health and wellbeing, albeit in different ways. These health impacts include violence, 
isolation, high rates of depression and high rates (and health consequences) of risky 
behaviour. 

A 2007 report by the Human Rights and Equal Opportunities Commission highlights 
a lack of understanding in the community about gender diversity and describes the 
discrimination faced by lesbian and bisexual women in health, aged care and workplace 
settings.441 

Women who identify themselves as lesbian are more likely to experience violence. A recent 
Victorian study found that 85 per cent of lesbian, gay, bisexual and transgender Victorians 
had been subject to heterosexist harassment and violence in their lifetimes, and  
70 per cent of the respondents in the past two years. Nearly half the people in the survey 
reported hiding their fear of violence and harassment.442

For same sex attracted women, the fear or experience of insensitive treatment, or of blatant 
discrimination, can be a major barrier to accessing appropriate and acceptable health care. 
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Government actions to address social determinants

Sex and gender

Stronger Sex Discrimination Act—the government has responded to the report 
of the Senate Legal and Constitutional Affairs Committee Inquiry into the effectiveness 
of the Commonwealth Sex Discrimination Act 1984 in eliminating discrimination and 
promoting gender equality. The amendments to the Act will ensure the protections from 
discrimination it provides apply equally to women and men. 

In March 2010 the Australian Government announced funding of $3.6 million over 
three years for six National Women’s Alliances.  The Alliances are made up of more 
than 100 women’s organisations as well as individual members, and will engage with the 
Australian Government on policy issues as part of a more informed and representative 
dialogue between women and government. The Alliances are encouraged to build broad 
collaborative networks to ensure representation for all women, especially those who have 
found it difficult to engage in advocacy and decision making in the past, and will provide 
the opportunity for women to work directly with government departments and agencies 
on policy issues affecting women. The six alliances are: Economic Security for Women, 
Equality Rights Alliance, Australian Women Against Violence Alliance, Australian 
Immigrant and Refugee Women, National Aboriginal and Torres Strait Islander Women’s 
Alliance and the National Rural Women’s Coalition and Network.
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Access to resources

Income

Pension reform—the government significantly improved the pension system through 
secure and sustainable pension reforms. Since the reforms began in September 2009 the 
maximum age pension rate has increased by around $100 a fortnight for singles and around 
$76 for couples combined. The improvements focused on the adequacy, sustainability 
and flexibility of the pension system. For the 71.8 per cent of single age pensioners who are 
women, this is a major reform.

Paid work

Paid Parental Leave scheme—the government-funded scheme will provide eligible 
working parents with up to 18 weeks of payments at the National Minimum Wage.  This 
scheme will help parents spend time with newborns, improving outcomes for parents and 
their child. It will also promote continued participation and contact with the workforce.

The Family-centred Employment Project will commence in 2010. It is designed to 
assist jobless families to move into education and employment. The demonstration project 
will be implemented in three specific sites - Broadmeadows (Vic), Goodna (Qld) and 
Mansfield Park (SA). The objective of the project is to test integrated family-centred service 
delivery models for participating families.

Review into the effectiveness of the Equal Opportunity for Women in the 
Workplace Act 1999 and Equal Opportunity for Women in the Workplace 
Agency—the purpose of the review is to examine the effectiveness and efficiency of the 
EOW W Act, and to consider practical ways to improve the equal opportunity framework 
to deliver better outcomes for Australian women.

The Fair Work Act 2009—the Act provides a framework to support women’s workforce 
participation, improve economic outcomes for women and parents and promote equity in 
the workplace.  The Act enables equity to be advanced through:

•	 A strengthened safety net of legislated National Employment Standards (NES) and 
modern awards, including: 

•	 the right for eligible employees with responsibility for the care of a child under school 
age or a disabled child under the age of 18 to request flexible working arrangements;

•	 unpaid parental leave giving eligible employees the right to separate periods of up  
to 12 months of unpaid leave associated with the birth or adoption of a child.  
One parent can also request an additional 12 months’ unpaid parental leave.

•	 Extending equal remuneration provisions to include the right to equal pay for work of 
equal or comparable value;

•	 The inclusion of individual flexibility clauses in all modern awards and agreements, 
enabling employers and employees to negotiate individual working arrangements;

•	 Allowing variation of modern awards for work value reasons;

•	 Access to multi-employer bargaining for the low-paid; and

•	 Enhanced protections from workplace discrimination.
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The Fair Work Ombudsman (FWO)—one of the main roles of the FWO is to enforce 
the minimum entitlement for employees including their rates of pay, leave entitlements 
and hours of work. Enforcement of minimum entitlements is particularly important in 
protecting the economic security of women. 

New strategies for people with disabilities and carers are being introduced 
that will support women carers and women with disability as both potential employees 
and as recipients of payments and users of services. These strategies include the National 
Disability Strategy and the National Carer Strategy. The draft National Disability Strategy 
covers six broad policy areas including learning and skills and economic security. The 
learning and skills outcome area states an intention to increase access for people with 
disability to inclusive high quality education that is responsive to their needs. The Strategy 
also recognises that employment opportunities for people with disability as a key to 
improving economic security and personal wellbeing.

Unpaid work

Recognition Framework. The Carer Recognition Bill 2010 will recognise in law the 
role and contribution of Australia’s carers.  The National Carer Strategy will shape the 
agenda for reform and guide policy development and delivery of services.

Education

Boosting the quality of child care and early childhood education—the 
Australian Government is investing more than $17.1 billion over the next four years in early 
childhood education and child care. This includes $14.4 billion to assist around 800,000 
Australian families each year with the cost of child care, through Child Care Benefit and 
the Child Care Rebate. High quality, affordable child care is critical to enabling parents 
with primary care of children to participate in paid work.

Safety and security

The National Plan to Reduce Violence against Women and Their Children 
will be a 12 year, joint plan of action for the Australian, state and territory governments to 
coordinate effort to achieve significant and sustained reduction in violence against women, 
and will be finalised this year.  

Domestic Violence Workplace Rights and Entitlement Project—the 
government has provided funding of $440,000 (including GST) over 18 months to 
the Australian Domestic and Family Violence Clearinghouse to carry out a project on 
domestic violence and workplace rights and entitlements. The principle aim of the project 
is to improve the knowledge and capacity of unions and employer organisation to support 
employees experiencing domestic violence. 

The Respectful Relationships Program is testing and evaluating a range of 
respectful relationships programs, which teach young men and young women the skills 
to develop respectful relationships—with intimate partners, friends and family members. 
The Line primary prevention social marketing campaign, targeting young people, 
provides opportunities for young people to think about and discuss respectful relationship 
behaviours drawing on their own experiences.  
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The New National Partnership Agreement for Legal Assistance improves access 
to legal services for vulnerable and disadvantaged Australians experiencing legal problems. 
The Australian Government is providing an additional $154 million over four years to 
enhance access to justice through increased funding for legal aid commissions, community 
legal centres and Aboriginal and Torres Strait Islander legal services. A key priority of the 
agreement is assisting women and children at risk of violence and abuse by providing family 
law services. 

The government also funds targeted services for women through community legal centres, 
and culturally appropriate legal assistance services for Aboriginal and Torres Strait Islander 
men, women, youth and children through Aboriginal and Torres Strait Islander Legal 
Services and Family Violence Prevention Legal Services.   

The Family Support Program funds a range of services to help maintain and 
strengthen family relationships, and to minimise the effects of irreparable relationship 
breakdowns—particularly in relation to children. These services include: 

•	 family relationship advice line; 

•	 family relationships online;

•	 family relationship centres.

In addition, the government supports a number of programs to assist families:

•	 family dispute resolution; 

•	 family counselling; 

•	 children’s contact services; 

•	 parenting orders program; 

•	 post-separation cooperative parenting services; 

•	 supporting children after separation program.

Strengthening Indigenous Communities—Community Safety Measures, to strengthen 
community safety in the Northern Territory, will help address violence against women.  

The Domestic Violence Referral Points Project provides:

•	 training for practice nurses and Aboriginal health workers in Practice Incentives Program 
(PIP) eligible practices in rural and remote areas to act as points of referral to domestic 
violence support services for women experiencing domestic violence. Once a practice 
nurse or Aboriginal health worker has obtained competency through attending the 
training, their employing general practice is able to claim a payment through the PIP. 

•	 payments through the PIP Domestic Violence Incentive to encourage PIP eligible 
general practices in rural and remote areas to act as a referral point to domestic violence 
support services for women experiencing domestic violence.

The government will provide $1.5 million in 2010–11 to continue providing incentives and 
support payments for practice nurses and Aboriginal health workers in rural and remote 
areas to undertake training to help them recognise the signs of domestic violence and 
provide appropriate referrals to available resources in the community.
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aid commissions, 
community legal 

centres and 
Aboriginal and 

Torres Strait 
Islander legal 

services. 
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Diversity

Aboriginal and Torres Strait Islander women

National Congress of Australia’s First Peoples—the new national Aboriginal 
and Torres Strait Islander representation body was announced in November 2009.   
The National Congress of Australia’s First Peoples will ensure that Aboriginal and Torres 
Strait Islander people contribute to, and play a lead role in, policy and program development 
on issues that affect them and that an Aboriginal and Torres Strait Islander perspective 
is provided on issues across government.  The National Congress of Australia’s First 
Peoples has now been incorporated and eight founding directors have been appointed.  
The congress has mandated equal representation of men and women in the two co-chairs 
and six directors of the National Executive and in the co-chairing of the Congress’s Ethics 
Council.

Apology to the Stolen Generations—on 13 February 2008 the then Prime Minister, 
the Hon Kevin Rudd MP, formally apologised to the Aboriginal and Torres Strait Islander 
Stolen Generations on behalf of the Parliament of Australia. The government understands 
that addressing the impact of the injustices of the past and the adverse treatment of 
Aboriginal and Torres Strait Islander peoples by other Australians is a critical element in 
improving health outcomes for Indigenous people.

The Indigenous Leadership Development Program seeks to develop the leadership 
capacity of individuals and provides Indigenous Australians with increased skills and 
knowledge to better engage within their community.  The Indigenous Women’s Program is 
a grants program which contributes to the Australian Government’s priorities for reducing 
Indigenous disadvantage through supporting projects which enhance Indigenous women’s 
leadership, representation, safety, wellbeing and economic status.  

The National Partnership Agreement on Closing the Gap in Indigenous 
Health Outcomes aims to close the gap in life expectancy between Indigenous and 
non-Indigenous Australians within a generation.  The Commonwealth’s contribution 
to this partnership is $805.5 million over four years for an Indigenous Chronic Disease 
Package which will improve the prevention, early detection and ongoing management of 
those chronic diseases that are the main causes of mortality for Aboriginal and Torres Strait 
Islander peoples.

The Indigenous Early Childhood Development National Partnership 
(IECD NP) Agreement is a joint Commonwealth and state and territory government 
commitment in response to COAG’s commitment to close the gap in Indigenous early 
childhood development outcomes, through improving the health and development of 
Indigenous children in their early years. 

On 2 October 2008 COAG signed the IECD NP Agreement, comprising $564 million of 
Commonwealth funding over six years. 

The IECD NP incorporates three elements:

•	 Element One: Integration of Early Childhood Services through 38 Children and Family 
Centres. 

•	 Element Two: Increased Access to Antenatal Care, Pre-pregnancy and Teenage Sexual 
and Reproductive Health. 

The Indigenous 
Leadership 
Development 
Program seeks 
to develop the 
leadership 
capacity of 
individuals 
and provides 
Indigenous 
Australians with 
increased skills 
and knowledge 
to better engage 
within their 
community.
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•	 Element Three: Increased Access to, and use of, Maternal and Child Health Services by 
Indigenous Families. 

This NP seeks to contribute to halving the gap in Indigenous child mortality within a 
decade by increasing access to antenatal care, teenage sexual and reproductive health 
services, child and maternal health services and providing integrated early childhood 
development and family support services.

An evaluation will be undertaken to determine the effectiveness of the IECD NP in 
achieving its outcomes.

Rural and remote women

The Rural Women’s General Practice Service (RWGPS) program aims to 
improve access to primary health care services for women in rural and remote Australia, 
who currently have little or no access to a female GP, by facilitating the travel of female GPs 
to these communities. The RWGPS is open to all members of the community, including 
men and children. The RWGPS is auspiced by the Royal Flying Doctor Service.

The Rural Primary Health Services program aims to improve access to a range of 
primary and allied health care services and activities for rural and remote communities.  
Primary health care services encompass active treatment through provision of allied 
health services; mental health services; screening programs; and health promotion and 
preventative health activities.  The funded service providers are able to determine which 
mix of services and health professionals best suits the needs of their communities, taking 
into account the wishes of the community and the availability of health professionals.

The Medical Specialist Outreach Assistance Program (MSOAP) was established 
to improve access to medical specialist services for people living in rural and remote 
locations. The MSOAP complements medical specialist services provided by the state 
government and private providers by encouraging specialists to deliver outreach services 
to targeted areas of need in rural and remote Australia. This is achieved by meeting costs 
associated with delivering outreach services such as travel, accommodation, and venue 
hire. The medical specialist disciplines supported include Obstetrics and Gynaecology 
(including treatment for fertility), Sexual Health, Oncology and Psychiatry.  With the 
exception of Plastic Surgery, all other medical specialities may be supported through 
MSOAP.

Women with Disability and Women Carers 

New strategies for people with disabilities and carers are being introduced that 
will support women carers and women with disability. These strategies include the National 
Disability Strategy and the National Carer Strategy.

The draft National Disability Strategy will guide public policy across governments 
and aims to bring about change in all mainstream services and programs as well as 
community infrastructure.  This change is important to ensuring that people with disability 
have the same opportunities as other Australians – health care, a quality education, a job 
where possible and access to buildings, transport and social activities.

In Australia, 
women are more 

frequent users of 
the health system.

National Women’s Health Policy 2010



1 0 1

National Health reform

Access to health services

In Australia, women are more frequent users of the health system. More women than 
men visit general practitioners, with older women visiting GPs and hospitals more often 
than younger women.443  Australian women accounted for 56 per cent of visits to GPs in 
2006–07.444

Women are also more likely to take responsibility for the health of those around them 
including dependants and parents. With an ageing population and increasing life 
expectancies, there will be more people with disabilities and an increasing demand for 
carers to look after them. This has particular implications for women and their interaction 
with the health system. Women currently represent 71 per cent of primary carers in 
Australia.445 In this context, it is even more important that women have access to flexible 
health services that enable them to fulfil their different roles. 

Access to health care, particularly primary health care such as GPs and other health care 
providers, is extremely important for all Australians to allow prevention, early detection and 
treatment of illness, and management of chronic conditions. 

All Australian women regardless of their geographic location, ethnicity, sexuality or 
financial resources have the right to universal access to basic health care that is high quality 
and responsive. However, some groups of women face significant barriers in accessing 
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health care services and information, and these can include Aboriginal and Torres Strait 
Islander women, culturally and linguistically diverse women, women with disabilities and 
women in same sex relationships. It is important that attempts are made to understand 
the needs of these groups in order to reduce the barriers in accessing services. For 
disadvantaged and vulnerable women, improving access to health services is a significant 
contributor to improved health outcomes.

Key issues which can inhibit some women’s access to health care may include:

•	 geographic remoteness and restrictions of service availability and cost;

•	 lack of transport services;

•	 a lack of culturally appropriate health services and information;

•	 language barriers between patients and health care providers; 

•	 racism;

•	 discrimination based on sexuality or the assumption of heterosexuality;

•	 different conceptions of health; and

•	 inaccessibility of buildings, services and information, particularly for women with a 
disability.

Possible consequences of these barriers may include a lack of awareness about available 
services, lowered expectations of the health care system and decreased satisfaction with 
care that can dissuade future attempts to access health care. 446 447 448

Health care reform
The government is undertaking a significant health care reform agenda which includes 
addressing major access and equity issues that affect Australian women.  It is underpinned 
by the principle that Australia’s health system should promote social inclusion and reduce 
disadvantage.

The National Health and Hospital Network (NHHN) will deliver a strong and effective 
health system focused on equitable access to high quality health care. This will be achieved 
through the creation of a single national unified health system which is nationally funded 
and locally run. 

The redesign of the health system will provide new ways of organising services to facilitate 
continuity of care for women. This will be achieved through:

•	  clearer responsibilities between the Commonwealth and states; 

•	  the best allocation of health resources throughout the system;

•	  improved quality and safety, performance and accountability; and

•	  improved efficiency and local responsiveness of health and aged care services. 

These changes will allow for programmes and initiatives to be better planned, coordinated 
and delivered to maintain the higher level of health generally of Australian women and 
improve the health and wellbeing of individual women who interact with the health system. 
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National

Clearer responsibilities between the Commonwealth and states 
Under the National Health and Hospitals Network, the Commonwealth will become the 
majority funder of the Australian public hospital system. The Commonwealth will also 
have full policy responsibility for general practice (GP), primary health care and aged care.  
The Commonwealth will leverage its funding responsibility to deliver more coordination, 
control and accountability at the local level. 

Under the National Health and Hospital Agreement, states and territories are required 
to meet specified financial obligations, establish Local Hospital Networks and National 
Health and Hospitals Network Funding Authorities, provide data to the Independent 
Pricing Authority, maintain their current level of effort in the delivery of GP and 
primary health care services, and ensure that appropriate levels of health expenditure are 
maintained. 

Best allocation of health resources throughout the health system
The Commonwealth Government will make significant investments including:

•	 $3.5 billion to improve access to public hospital services; 

•	 $1.2 billion in workforce initiatives; and

•	 $466.7 million in key components of the eHealth system. 

Improved quality and safety, performance and accountability
A range of governance functions (performance, funding and reporting frameworks) will 
be established to underpin the reform process and make the system more transparent 
and drive improvements across all aspects of the health care system. These include the 
Independent Hospital Pricing Authority (IHPA), the National Performance Authority 
(NPA) and the continuation and expansion of the Australian Commission on Quality and 
Safety in Health Care. 

Local
Improved efficiency and local responsiveness of health and aged care services
The health system needs to be more responsive to the needs of individuals and of local 
communities. Local hospital networks will be established to manage and deliver hospital 
services. 

The government will establish a network of new Medicare Locals across Australia. One 
of the functions of Medicare Locals will be to deliver health promotion and preventative 
health programs targeted to risk factors in their local communities. The new Medicare 
Locals will tailor programs and activities to meet the needs of their local communities as 
well as monitor outcomes more effectively. These organisations will be supported in this 
role by the Australian National Preventative Health Agency, which will provide national 
standards and guidelines to support the roll-out of effective and appropriate programs. 

The establishment of primary health care organizations—funded nationally and run 
locally—will mean the coordination of general practitioner and allied health professional 
services, ensuring they are better integrated and more responsive to the needs and priorities 
of patients and communities. 

The health system 
needs to be more 
responsive to 
the needs of 
individuals and of 
local communities. 
Local hospital 
networks will 
be established 
to manage and 
deliver hospital 
services. 
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Over time, in conjunction with the Australian National Preventative Health Agency, 
Primary Health Care organisations will be responsible for a range of functions aimed at 
making it easier for patients to navigate the local health care system and to provide more 
integrated care. These functions will include:

•	 identification of groups of people missing out on GP and primary health care, or services 
that a local area needs, and better targeting services to respond to these gaps; and

•	 delivery of health promotion and preventive health programs targeted to risk factors in 
communities.
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Chapter Six:

Goal areas

Goals 
The overall objective of the National Women’s Health Policy is 
to continue to improve the health and wellbeing of all women in 
Australia. The policy outlines five key goals which are important to 
achieve this objective. These goals articulate long-term objectives to 
be adopted for improving and facilitating women’s access to health 
care services and information and to encourage the health system  
and whole of the government to be more responsive to the health 
needs of women. 
The policy goals are intended to highlight ways that gender inequality 
and health inequities (between women and men, and between groups 
of women) can be addressed.
The five goals of the National Women’s Health Policy are to: 

•	 Highlight	the	significance	of	gender	as	a	key	determinant	of	
women’s health and wellbeing.

•	 Acknowledge	that	women’s	health	needs	differ	according	to	their	
life stage. 

•	 Prioritise	the	needs	of	women	with	the	highest	risk	of	poor	
health. 

•	 Ensure	the	health	system	is	responsive	to	all	women,	with	a	clear	
focus on illness and disease prevention and health promotion.

•	 Support	effective	and	collaborative	research,	data	collection,	
monitoring, evaluation and knowledge transfer to advance the 
evidence base on women’s health.
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1.  Highlight the significance of gender as a key 
determinant of women’s health and wellbeing 

Despite significant gains in recent years, women still have lower pay, more caring 
responsibilities and higher overall workloads than men, especially when household work 
is taken into account. These factors impact on women’s wellbeing, health outcomes and 
mental health, and affect how they experience illness or disability. They can also impact on 
women’s access to and experience of the health care system. 

Gender is fundamental to women’s health, and a vital consideration in the development of a 
health system that is more responsive to women’s health needs. 

Gender health equity strives for equitable opportunity and access to the social and 
economic resources required for good health.

Efforts to reduce health inequities require an understanding of sex (biology) and gender 
(social relations) as they can exacerbate, sustain or even create health inequities.449 As the 
World Health Organisation Commission on Social Determinants of Health argues, ‘taking 
action to improve gender equity in health and to address women’s rights to health is one 
of the most direct and potent ways to reduce health inequities and ensure effective use of 
health resources’. 

Gender in policy development

Considering gender as part of policy and planning frameworks helps to ensure that 
women’s experiences are accounted for in planning, facilitating access to services and 
information and improving delivery of health services.

There is a need for broad action to raise awareness of the gendered nature of health and 
ageing, and prompt change towards continuing to improve the health of all women. 

This policy endorses and promotes the practice of ensuring that gender is considered at all 
stages of planning and policy development. 

Listening to women

Women should play a central role in developing initiatives that improve the health and 
wellbeing of their communities. Effective policies and programs are those developed in 
ways that incorporate the views and aspirations of the women who will be affected by them.  
Women must have opportunities to be involved in policy development, health planning, 
and health decision-making at all levels.  

It is important to work towards supporting women to play a leadership role, whilst 
regonising that women from marginalised groups may find it more difficult to participate in 
meetings and other forums.

There are a number of ways to ensure women can participate in policy development 
processes. Policy makers, planners, and health service providers should be encouraged to: 

•	 use a diverse range of settings and ways to invite women to talk about what is appropriate 
and what works;

•	 seek advice and support from professionals who have demonstrated their commitment 
and success in gender-appropriate service provision; 

•	 work in partnership with advocacy organisations; and

•	 seek expert assistance in interpretation of data about women’s health.
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Participation by women in health decision-making can be increased by support for 
mentorship programs and provision of professional development opportunities to increase 
representation on decision-making bodies. Such decision-making bodies should have 
family- and carer-friendly practices—for example, meeting at times that suit women and 
addressing childcare needs. 

1.1 Explore opportunities for sex and gender to be increasingly considered in policy, 
planning and decision making

1.2 Explore the introduction of gender modules into general health and medical education 
and training curriculum.

1.3 Consider opportunities to increase women’s decision making in health at all levels; for 
example through:

•	 encouraging women to seek appointments to local boards and committees involved 
in managing health services; 

•	 exploring whether AppointWomen, the government register that gives women the 
opportunity to be considered for appointment to a variety of Australian boards and 
other decision making bodies, has strong representation from a wide range of women 
with health backgrounds.
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1.4 Explore opportunities to build on the gender equality assessment process being 
conducted by the Department of Families, Housing, Community Services and 
Indigenous Affairs (FaHCSIA) to analyse how gender equality is promoted through 
government policy and programs and to promote improvements on this.

1.5 Promoting the use of the relevant National Women’s Health Alliances within the 
Department of Health and Ageing to provide the opportunity for women to work 
directly with departments on health-related policy issues.

2.  Acknowledge that women’s health needs differ 
according to their life stage 

Evidence from the past 20 years has confirmed the importance of taking a whole-of-life 
approach, preventing the accumulation of health risk factors.

The establishment of the Australian Longitudinal Study on Women’s Health in 1995 has 
been a major advancement towards improving the evidence base on Australian women’s 
health. This initiative has been funded as part of the response to the 1989 National 
Women’s Health Policy. 

The aim of the study is to collect scientifically valid information that is relevant to the 
development of health policy, so that government can base policy and practice in women’s 
health on current data and accurate information to address health issues of Australian 
women of all ages. 

The three age cohorts of the Australian Longitudinal Study on Women’s Health allow 
for the study to examining women’s health and wellbeing across the lifespan. At the 
commencement of the study these cohorts contained young (aged 18–22 years),  
middle-aged (45–49 years) and older aged (70–74 years) women. 

Life stage is one of the key themes of the study. It aims to identify factors that help women to 
maintain the highest level of health and quality of life following key events such as birth of 
first child, divorce, menopause, widowhood, major illness, moving house, changing job, falls 
and fractures in the elderly, dementia and bereavement.

Other themes that the study assesses include:

•	 physical and emotional health (including wellbeing, major diagnoses, symptoms); 
•	 use of health services (general practitioner, specialist and other visits, access, satisfaction); 
•	 health behaviours and risk factors (diet, exercise, smoking, alcohol, other drugs); 
•	 time use (including paid and unpaid work, family roles and leisure); and

•	 sociodemographic factors (location, education, employment, family composition). 

Using the evidence 

Policies and programs should be designed to address health throughout women’s lives, 
without forgetting that every woman is an individual.

Different health issues can become prominent at different times in a woman’s life; therefore 
it is important to design age-appropriate health services and care, and provide targeted 
information and health promotion materials.

Evidence from 
the past 20 years 

has confirmed 
the importance of 

taking a whole-
of-life approach, 

preventing the 
accumulation of 

health risk factors.
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The government is committed to continue to build on the evidence base and proposes:

2.1 Exploring opportunities for the Australian Women’s Longitudinal Health Study to 
create a new younger women’s cohort. 

2.2 Encouraging researchers and academics to consider gender and lifestage projects.

3.  Prioritise the needs of women with the highest 
risk of poor health

Some health issues are common to many women. But they can be experienced quite 
differently, according to each woman’s culture, religious views, language, (dis)ability, 
sexuality, age, geographical location and socioeconomic status, and interactions with the 
health system. 

There are some groups of women who can be at significantly higher risk of poor health. 
Chapter Five discusses these groups which can include: 

•	 Aboriginal and Torres Strait Islander women;

•	 women in rural and remote areas;

•	 women with a disability;

•	 lesbian and bisexual women; and 

•	 women from culturally and linguistically diverse backgrounds.

Generating equity in health for women means eliminating unnecessary, avoidable or unfair 
differences in health among different groups of women. 

All Australian women have the right to universal access to high quality and responsive 
basic health care, regardless of their geographic location, ethnicity, sexuality or financial 
resources. However, variations in women’s access to health services remain. 

Under the social model of health, variations can be due to systemic factors. For example, 
difficulties that rural women experience in accessing services may be attributed not to their 
choice of location, but rather to a lack of service options and lack of choice in health care 
provider. This situation is often similar for women with disabilities.

Such barriers to access for women from culturally and linguistically diverse backgrounds 
may include a lack of culturally responsive information about our health care system; a lack 
of culturally appropriate health services and information; and under-utilisation or poor 
or inappropriate use of interpreter services by professionals, leading to language barriers 
between women and their health care providers.

Other contributing factors can include resource allocation, skills and attitudes of service 
providers, housing, education, and transport and communications infrastructure.

How we understand ‘health’ is influenced by our backgrounds. Some health professionals 
may only understand health within a Western biomedical model, and this may differ 
significantly from the more holistic models of many Aboriginal and Torres Strait Islander 
women. Consequences may include lack of awareness about available services, lowered 
expectations of the health care system and decreased satisfaction with care that can 
dissuade future attempts to access health care.450 451 452 453

Our sexuality has a significant influence too.  Lesbian and bisexual women may not always 
feel comfortable disclosing their sexuality, and this may affect the health care they receive.

Generating equity 
in health for 
women means 
eliminating 
unnecessary, 
avoidable or 
unfair differences 
in health among 
different groups of 
women. 
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Australia is a diverse community; many women will experience multiple barriers to access, 
stemming from more than one form of discrimination or marginalisation. This policy 
promotes the practice of ensuring that equity is considered at all stages of planning, policy 
development and service delivery.

Any policies intended to address specific population groups also need to acknowledge the 
role of gender as impacting on people’s experience.

3.1 Explore the introduction of cultural competency modules into general health and 
medical education and training curriculum.

3.2 Consider opportunities to increase diverse women’s decision making in health at all 
levels; for example, through:

•	 encouraging the views of diverse groups of women to be sought in health service 
planning and delivery, and represented on boards; and

•	 ensuring language used to promote health services or provide health information 
is in formats accessible to diverse groups, especially those who are socially and 
economically disadvantaged, or for whom English is not a first language.

3.3  Consider reporting on Aboriginal and Torres Strait Islander women’s and other 
women’s participation and outcomes in women’s health services, such as cancer 
screening, sexually transmitted infections and blood-borne virus notifications, birth 
outcomes and chronic disease outcomes.

4.  Ensure the health system is responsive to 
all women, with a clear focus on illness and 
disease prevention and health promotion 

Women’s health concerns extend beyond specific health problems to include the structures 
that deliver health care and information, and the processes which influence women’s 
interactions with the health system on behalf of themselves, their families and extended 
networks.  These structures and processes affect the quality of care women receive, their 
access to appropriate and acceptable services and their health outcomes.

The National Women’s Health Policy has been developed at a time of significant reform in 
the health system. These broader changes will make significant, ongoing contributions to 
women’s health outcomes. 

This policy seeks to work within the framework of systemic health reform to influence 
health services to improve their responsiveness to all women through:  

•	 enhancing the skills of the health workforce;

•	 building health system collaborations;

•	 improving equity of access to health services for all women; and

•	 promoting the empowerment and participation of women in decision making about 
their own health care.

Enhancing the skills of the health workforce

The consultations for this policy highlighted the need for the health workforce to be alert to 
the context of women’s lives. 
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Professional bodies offer a range of ongoing professional training, and should encourage 
participation in training for both gender and cultural awareness. Improved understanding 
by practitioners of women’s health issues will help to achieve better health outcomes. 

Organisations should also look to innovative approaches, such as the use of e-learning in 
the provision of training opportunities—to increase participation and support a better-
skilled workforce. Barriers that can impact on an individual’s decision to participate, 
or a workplace’s decision to support participation in training, can include time out 
of the workplace, workload, course affordability, and extra costs such as travel and 
accommodation.  

Women’s health and equity competencies could be included in training for all new health 
professionals and in professional development for existing practitioners. 

Building health system collaborations

There should be a focus on fostering partnerships between different health services. For 
example partnerships between mainstream service providers and specialty services such as 
multicultural health services, Indigenous health services or carers networks. These services 
can play a key role in building competence and understanding and in suggesting different 
models of service provision within the mainstream.

Improving equity of access to health services for all women 

Health service provision should be tailored to meet identified needs of communities and 
their members. For example, BreastScreen Australia provides women with mammography 
services at rural and remote sites through specially equipped vans. Outreach services—
especially to rural and remote areas—can make significant differences to women’s uptake 
of screening and preventative care.  

Outreach service planners should:  

•	 take into account women’s concerns for confidentiality and privacy;

•	 ensure services are to be provided in consultation with the intended service users;

•	 be affordable (or free);

•	 incorporate language needs of specific communities; and

•	 be culturally appropriate—women from specific cultural backgrounds, for example 
Aboriginal and Torres Strait Islander women, may prefer female providers.

Promoting the empowerment and participation of women in decision making 
about their own health care

Women who actively participate in decisions about their health care generally achieve 
better health outcomes compared to those who do not. Those most likely to participate in 
decisions about their own health care tend to be younger and educated.454 

Not all women are equally equipped to participate in health care decisions. Increasing 
involvement in health decision-making places demands on women’s literacy skills to 
understand complex health information and articulate their preferences. For some 
women, particularly those with lower levels of education and literacy, they may experience 
difficulties participating in the process.455 
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All women need to be able to make informed choices about their own health and health 
needs, but not all are equally equipped to participate in these decisions.456 Fostering and 
supporting programs to increase health literacy is vital.

Policy researchers and policy makers acknowledge health literacy as an important 
determinant of health.

In the Australian Bureau of Statistics Survey, health literacy is defined as: the knowledge 
and skills required to understand and use information relating to health issues such as 
drugs and alcohol, disease prevention and treatment, safety and accident prevention, first 
aid, emergencies, and staying healthy.

Australian Bureau of Statistics data on health literacy shows that 68.5 per cent of 
Australians aged 15–19 did not meet the minimum level of skill required to meet the 
complex demands of everyday life.457

Health literacy therefore requires reading, listening and analytical skills to enable an 
individual to make informed health choices and to understand their impact. Health 
materials and information should be developed for different groups of women and support 
marginalised groups of women to increase their skills provided by schools, community 
groups and advocacy organisations.

There will be an increased need to focus on materials appropriate for older women. Ageing 
causes physical, psychological and social change, and dependence on health care services 
and personal health care often increases. The ability to effectively care for oneself, and 
interact and communicate with health services, requires a reasonable level of health literacy.

With a focus on illness and disease prevention and health promotion, explore opportunities 
within the new health reform context to support the development of health services that are 
responsive to all women.

4.1 In five years, conduct a review of and report on actions against National Women’s 
Health Policy that considers the impact of health reform developments on Australian 
women. 

4.2 As local networks are developed, consider information and resources to support the 
consideration of gender and women’s diversity at the local level. 

4.3 Explore existing programs that seek to support women’s involvement in health 
education and literacy, particularly women with mental illness and disability and older 
women, with the aim to identify best practice in this area.

5 Support effective and collaborative research, 
data collection, monitoring, evaluation and 
knowledge transfer to advance the evidence 
base on women’s health

The effectiveness of policies and programs will be improved by research that considers the 
relationship between gender and health, and the interaction between gender and other 
variables such as socioeconomic status, ethnicity, disability and sexuality.

Accurate, up-to-date data, sound research, and evaluation that records the diversity of 
women’s experience is required for good policy, planning and service delivery for women.

There will be an 
increased need to 

focus on materials 
appropriate for 

older women. 
Ageing causes 

physical, 
psychological and 

social change, 
and dependence 

on health care 
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personal health 
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As good health includes all dimensions of wellbeing, it is critical to understand women’s 
own views of their health. 

Women should be fully involved in setting the research agenda to ensure research looks at 
what women value as important contributors to their good health—acknowledging this 
will vary according to their life stage and social context.

The Australian Government is committed to investing in the development of a robust 
evidence base for women’s health policy.

The emphasis in the original policy on the need for gendered data and research to drive 
health policy and practice was echoed in consultations and submissions for this policy. 
Many submissions also emphasised the need for data collection to cover the full spectrum 
of difference in women’s lives: age, place, ethnicity, sexual orientation, disability and 
immigrant or refugee status. Ensuring that data are not only recorded by sex will improve 
the evidence base.

It is critical that all policy related to women’s health is grounded in a strong evidence 
base. Policy and program directions and the allocation of resources must be informed by 
research and the establishment of gender-sensitive data sets and performance indicators. 
An emphasis will need to be placed on the broad dissemination of research findings in 
women’s health as well as the translation of research into guidelines, assessment tools and 
innovative service-delivery models. 

Information gaps remain in our understanding of women’s health in Australia. This 
could be achieved through better collection and disaggregation of statistics, support for 
increased research on gender-based inequalities in health, and on health systems research 
to strengthen access and improve service quality.

Explore opportunities for research to continue to explore the circumstances of all 
Australian women, particular those from marginalised groups 

5.1 Continue building the evidence base through programs such as the Australian 
Women’s Longitudinal Health Study and explore its capacity to further investigate 
aspects of women’s health.

5.2 Consider the feasibility of developing a new national women’s clearinghouse for 
women’s health information. 

5.3 Explore the extent to which existing national surveys disaggregate according to social 
determinants such as socio-economic status, ethnicity, disability and sexual identity to 
allow for exploration of the relationship between these and gender. 

5.4 The Department of Health and Ageing will report annually on the progress of women’s 
health initiatives in consultation with the Office for Women in the Gender Equality 
Budget Statement.

 

Information gaps 
remain in our 
understanding of 
women’s health 
in Australia. This 
could be achieved 
through better 
collection and 
disaggregation of 
statistics, support 
for increased 
research on 
gender-based 
inequalities in 
health, and on 
health systems 
research to 
strengthen access 
and improve 
service quality.

National Women’s Health Policy 2010



1 1 4

National Women’s Health Policy 2010



1 1 5

Appendix A

List of all submissions received 

Organisation Name

2020 Women

ACT Women’s Health Service

Aiashi, Trudi

Aids Council of New South Wales Inc. (ACON)

Australian Action on Pre-eclampsia

Australian Domestic & Family Violence Clearinghouse

Australian Federation of Medical Women

Australian Federation of University Women

Australian Indigenous HealthInfoNet

Australian Longitudinal Study on Women’s Health*

Australian Nursing Federation

Australian Reproductive Health Alliance*

Australian Women’s Coalition*

Australian Women’s Health Network*

Barwon South Western Regional Women’s Health

Beverley Walker

beyondblue

Billings Life

Bonar, Maria (WA Health)

Bowen, Amanda (Billings Life WA)

Breast Cancer Network of Australia

Burgess, Margaret (Older Women’s Network)

Butts, Margaret

Carer’s Australia

Catholic Health Australia

Catholic Women’s League (TAS)

Centre Against Sexual Violence Inc.

Cerebral Palsy League of Queensland

Cheah, Elizabeth

National Women’s Health Policy 2010



1 1 6

Children by Choice

Coalition of Activist Lesbians

Cochrane, Veena

Council of Social Service of NSW (NCOSS)

Council on the Ageing

Country Women’s Association of Australia*

Coyle, Dr Tim & Mrs Anne

De Summa, Lucy

DES Action Australia, NSW

Dr Jo Harrison

Dr Madonna Grehan & Dr Wendy Pollock

Dr Ruth McNair

Endeavour Forum Inc.

Fahy, Madge

Family Planning NSW

Family Planning WA

Federation of Ethnic Communities Council of Australia

FertilityCare and NaProTechnology 

Fertility Society of Australia

Ford, Dr Carole

Fred Hollows Foundation

Gippsland Women’’s Health Service

Gold Coast Centre Against Sexual Violence Inc.

Gympie Women’’s Health Centre

Gynaecological Awareness Information Network (Gain) Inc.

Harris, Margaret T C

Heffernan, Patsy

Helen Keleher

Helena Knox

Hobart Women’s Health Centre

Home Economics Institute of Australia

Hope Alexander

Human Genetics Society of Australasia

Hunter Women’s Centre
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Illawarra Women’s Health Centre

Janny Dijkman

Jude Comfort

Kamen, Vivien

Kelleher, Terri M

Kennealy, Merilyn

Key Centre for Women’s Health in Society

Leichhardt Women’s Community Health Centre

Les-Bi Visible Project

Life Course and Intergenerational Health Research Group

Logan Women’s Health and Wellbeing Centre

Louise Marshall

Lovering, Kerry

Loving for Life (Melbourne)

Loving for Life WA

Lucas, Margaret

Magner, Catherine

Major General WB Digger James

Marie Stopes International

Matrix Guild Victoria

McCormack, John

McManus, Louise

Midland Women’s Health Care Place

MMHA Consultations with Multicultural Agencies

MMHA National CALD Mental Health Consumer & Carer Reference Group members

Mr Fahy

Mrs Sussan Altus

Multicultural Centre for Women’s Health*

Munro, Jane

Murray, Marianne

National Association of People Living with HIV AIDS

National Breast and Ovarian Cancer Centre

National Ethnic Disability Alliance

National Foundation for Australian Women*
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National LGBT Alliance

National LGBT Health Alliance

National Rural Health Alliance

National Rural Women’s Coalition*

Natural Fertility Australia*

Newman, Dr Pooja

North Queensland Combined Women’s Services

NSW FGM Education Program

NSW Rape Crisis Centre

Older Women’s Network NSW

Older Women’s Network NSW

Organisation Intersex International

Pelvic Instability Association Inc.

Phillips, Peter

Pierce, Ros

Polycystic Ovarian Syndrome Society of Australia

Pregnancy Help Australia

Public Health Association of Australia*

Queensland Health Mental Health Directorate

Queensland Nurses Union

Rauch, Mark

ROAR Collective

Royal Australian and New Zealand College of Psychiatrists

Royal Australian College of General Practitioners*

Royal Australian College of Physicians

Royal Flying Doctor Service

Royal Women’s Hospital

Rural Doctors Association of Australia*

SA Health

SA Premier’s Council for Women

Scarfe, Silvana

Seniors Social Isolation Report

Sexual Health & Family Planning Australia

Smith, Roz
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Smith, Sam

Sussanna Scurry

Tasmanian Women’s Health Program

Terrill, Mary

Tewfik, Odette

The Jean Hailes Foundation*

Tonkin, Sue

Victoria Women with Disabilities Network

Victorian GLBTI Ministerial Advisory Committee

Victorian Health Promotion Foundation

Victorian Women and Mental Health Network

Vireo Health Promotions

Vision 2020

Wagga Women’s Health Centre

War Widows Guild of Australia NSW Ltd

WHISE National Women’s Health Policy

Whiting, Gabrielle (Endeavour Forum Inc.)

Wide Bay Women’s Health Centre

Women and Wellness (WOW)

Women With Disabilities Australia*

Women’s Action Alliance (Australia) Inc.

Women’s Centre for Health Matters

Women’s Forum Australia

Women’s Health Association of Victoria

Women’s Health East

Women’s Health Goulburn East

Women’s Health Grampians

Women’s Health in the North

Women’s Health NSW

Women’s Health Queensland Wide

Women’s Health Services Northbridge WA

Women’s Health Victoria

Women’s Health West

WOMEN’S Healthworks
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Women’s Hospitals Australasia

Women’s Services Network SA

WomenSpeak*

Y WCA of Adelaide

Zonta International District 24

* These refer to organisations that were funded to provide written submissions 
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