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Women aged 85-97 reported the best mental
health followed by women aged 65-70 then
women aged 37-42 and then women aged 22-27   
Women aged 18-23 had the worst mental health of
the cohorts (including higher levels of
psychological distress)  
Anxiety symptoms were more prevalent than
depressive symptoms across the 1973-78, 1946-51
and 1921-26 cohorts

The study finds that mental health is a major issue

for Australian women with “anxiety symptoms

being more prevalent than depressive symptoms”.

 

ALSWH’s own policy brief on mental health

characterises the intersection of gender and life

stage on mental health further. Specifically, the

study draws upon the cohorts of women advising

that in 2013 (the most recent collection in the

study):

(Mishra, et al., February 2019)

While drawing on earlier data, the Federal Strategy

also recognises prevalence of anxiety as well as

depression and, also notes that women experience

post-traumatic stress and eating disorders at

higher rates than men (Commonwealth of

Australia Department of Health, 2018, p. 35).

 

This is reflected in the Victorian context. The Royal

Commission interim report also notes that “a

greater proportion of girls aged 0-17 years are

being diagnosed with more eating, personality,

mood and anxiety disorders” (State of Victoria,

2019). It also recognises the interconnecting

impacts that social determinants of health and

intersectionality will play on a woman’s mental

health. 

 

It is worth noting that even though a 2017-2018

survey on national health shows that mental illness

and behavioural problems were more prevalent in

Victorian women (23.7%) (State of Victoria, 2019, p.

38), there is also evidence that gender impacts

men’s health – for instance men report higher rates

of loneliness; higher prevalence of mental illness in

young males aged 4-17 and higher levels of

psychological distress.

 

Mental Health
The Royal Commission into Victoria’s Mental

Health System is framing a set of important

contextual markers for health promotion and

primary prevention work for women and their

mental health.

The interim (Full and Summary) report (State of

Victoria, 2019) recognises the role of social

determinants that contribute to mental health and

the evidence to date on their contribution to

wellbeing and mental health.

The report also recognises specific factors

impacting women, and their mental health

dedicating a specific section on how the role of

gender and inequality can play on influencing

mental health outcomes. Further, it noted the

impact of gender and age on mental health

highlighting how women’s mental health can

change over her life stages.

This also is reflected in the Federal Government’s

National Women’s Health Strategy 2020-2030

(Commonwealth of Australia Department of

Health, 2018), which noted that:

There are a number of critical life points
experienced by women and girls, such as puberty,
pregnancy, motherhood and menopause that can
result in poor mental health.

(Commonwealth of Australia Department of Health,
2018)

In keeping with the Australian Longitudinal

study on Women’s Health (ALSWH), the strategy

also notes that: 

...A variety of situations typically
associated with women can lead to anxiety and
depression. These include; infertility and perinatal
loss, being a primary care giver, relationship
breakdowns, violence or abuse, discrimination,
unemployment or under-employment, isolation and
socioeconomic disadvantage.

(Commonwealth of Australia Department of Health,
 2018)

Emerging issues for Women 
and their Health & Wellbeing
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Prioritise understanding mental distress in the context of women’s lives 
Be co-designed with women and enable women to be involved in initiatives intended to promote good mental health
and to make choices about mental health care and treatment 
Address reproductive and life stage elements of mental health and wellbeing 
Address the mental health impacts of gendered experiences including sexual abuse, family violence and poor body
image 
Be responsive to the diversity of women’s needs, experiences and backgrounds including race, sexuality and
disability.

Gender-sensitive approaches to mental health for women and girls should, among other things:  

(Women's Health Victoria, July 2019, p. 3)

…prevention of mental illness is closely linked
to broader social and economic factors such as those
that help build individual and community resilience.
The notion of taking a systems approach to building
good mental health, rather than just responding to
mental illness, emerged frequently in the evidence
the Commission has received. Many social
determinants shape mental health.

(State of Victoria, 2018-2019)

The full interim report notes that:

Considering mental health and wellbeing in the
context of a broader framework will inform the
Commission’s ongoing work.

(State of Victoria, 2019)

For women’s health services, the need to take an

intersectional gendered approach to mental

health – from primary prevention to early

intervention, treatment and recovery (Women's

Health Victoria, July 2019) is vital.

To summarise the approach to implementing

health promotion and primary prevention in

women’s mental health that intersects with the

range of risk factors impacting women:

...Investing in and strengthening gender equity ... can
address the social determinants that lead to poor and
unequal mental and physical health outcomes for
young women. At the same time, investing in gender
equity is also key to preventing violence against
women, and can also improve the health and
wellbeing of men and boys. An intersectional lens
must also be applied to ensure interventions are
sensitive and appropriate and that they support
equity among girls and women.
 
(Women's Health Victoria, July 2019)

Collaborating with existing early learning

institutions and schools to strengthen early

education and promote opportunities to screen

young girls and adolescents who may be at

high-risk 

Equip primary and secondary school educators,

as well as physical and mental healthcare staff

in these environments, to recognise the factors,

such as sexual and family violence,

discrimination or distorted body image, that

influence mental health in young girls and

adolescents 

Increase awareness of the impact of sex and

gender on mental health for women and girls 

Identify and address the longer-term systemic

forms of discrimination in information provision,

service delivery and other social determinants

that impact on mental health

Support the development of media and

community awareness materials covering a

range of mental health conditions affecting

women and girls across the priority populations

Develop and deliver ‘protective’ mental health

strategies to reduce the onset of mental ill-

health

Primary prevention and health promotion have

been a part of the work to address mental health,

and women’s mental health for some time.

The National Women’s Health Strategy has five

priority areas for action under mental health, the

first of which is to “Enhance gender-specific

mental health education, awareness and primary

prevention” (Commonwealth of Australia

Department of Health , 2018, p. 35). The specifics of

this action area include:

The Victorian Royal Commission’s interim

report (Summary) notes an emerging theme of

prevention in its consultations stating that:

Role of Health Promotion and Primary Prevention in Women’s Mental Health
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Climate Change and Disaster
WHISE sits in a region that includes rural peri-

urban areas impacted by natural disasters such as

fire, flood and drought. The areas on the edge of

Melbourne from Cardinia Shire down through to

the Mornington Peninsula have experienced the

impact of climate change and increasingly the

impact has been felt throughout other parts of our

region which has had a flow on impact to urban

areas.

The impact of climate change occurs across all

aspects and all life stages of a woman’s life with

multiple agencies recognising that climate change

multiplies risk in health disparities: “Climate

change exacerbates the existing inequalities and

vulnerabilities faced by them” (Asian-Pacific

Resource & Research Centre for Women, 2017).

Considering the impact of gender on our

responses to climate change, we can see how

these social constructions of gender not only have

a direct impact but also an indirect impact on

people’s lives. Specifically, this can be seen in how

constructed norms, stereotypes and behaviours

multiply risk in climate change and its

compounding impact on our environment.

Socially constructed roles also influence the
individual disaster responses of men. Within Latino
cultures, for instance, expectations of male “heroism”
require men to act courageously, thus forcing them
into risky behaviour patterns in the face of danger
and making them more likely to die in an extreme
event... the South Asian context, social norms that
regulate appropriate dress codes in accordance with
notions of modesty may hinder women and girls
from learning to swim, which can severely reduce
their chances of survival in flooding disasters

(World Health Organization, 2014)

The research also confirmes that the effect on the

gender gap in life expectancy is proportional to the

severity of disasters – that is, major calamities lead to

more severe impacts on women’s life expectancy

compared with that of men. The study verified that the

effect of the gender gap on the gender gap in life

expectancy varied inversely in relation to women’s

socioeconomic status. This highlights the socially

constructed and gender-specific vulnerability of

women to natural disasters, which is integral to

everyday socioeconomic patterns and leads to

relatively higher disaster-related mortality rates in

women compared with men.

(World Health Organization, 2014, p. 9)

Australian Context

greater likelihood of deaths and injury during

natural disasters;

higher levels of physical and mental health;

a greater role in caring for sick and injured;

higher levels of GBV;

a greater role caring for sick children especially

in relation to water-borne disease;

a greater role in caring for elderly especially in

relation to respiratory disease;

greater likelihood of violence against women

and breakdown of societal protections following

disasters and climate events;

disproportional risks of violence after natural

disasters;

a greater likelihood of loss of employment in

tourism;

fewer new employment opportunities;

a greater likelihood that women will lose land

rights;

Australia is impacted by climate change.

The impact of climate change on women’s health

is an emerging area for Women’s Health Services,

however, evidence and practice tells us that

gender does play a significant role in the way that

climate change is experienced as well as its

environmental impact. (Whittenbury, 2013) Further,

understanding the role that gender plays is

important to reduce (prevent) vulnerability and

increase resilience after climate events (Alston,

2013). 

In Australian disasters such as bushfires and floods,
women may be left to care for children, the elderly
and livestock while men are absent fighting fires or
maintaining flood defences... Gender also affects
experiences of slower onset change related to
weather and climate such as drought and impacts of
structural changes such as industry restructures.

(Whittenbury, 2013)

Despite available evidence, Australia has yet to fully

appreciate or differentiate the varied impacts of

climate change due to gender.  Research reveals

that climate change does impact in a broad range

of gender specific ways, impacting women’s health

and wellbeing in distinct ways. Gender is a “critical

factor in vulnerability to climate events” (Alston,

2013).

Globally, evidence suggests that specific impacts of

climate change on women include: (Taken from

Alston, 2013)
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The experience of Department of Human Services
(DHS) social workers has shown that it is important
to connect with people where they are. They won’t
necessarily come asking for help – so farm visits, farm
gate events, agricultural shows and other organised
community events – where help seeking and
response can be normalised – are important
responses used by our department.

(Hargreaves, 2013)

(Resilience is) …The ability of a social or ecological
system to absorb disturbances while retaining the
same basic structure and ways of functioning, the
capacity for self-organisation, and the capacity to
adapt to stress and change.

(IPCC (2008: 880) in Alston, 2013)

Role of Health Promotion and Primary 
Prevention in Women’s Health in Climate 
Change and Disaster
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Health promotion practice for climate change has only recently started to develop.  Professional bodies and

researchers in the field are advocating for “multi-strategy health promotion interventions” that build upon

current approaches (Smith & Capon, 2011). Emerging evidence on health promotion suggests that the

uncertainty and scale of climate change and disasters will require new approaches and frameworks (Patrick, et

al., 2011). The Ottawa Charter on health promotion has as one of its key foundations the need to “create

supportive environment (recognising the …inextricable links between people and their environment constitutes

the basis for a socioecological approach to health” (World Health Organization, 1986). To that extent, it is

envisaged that cross discipline approaches and transferable competencies that draw on a range of skills will be

required to address the scale of the climate change challenge (Patrick, et al., 2011). Based on personal

accountability and congruence to one’s own ecological impact, the health promotion and primary prevention

practitioner will need to recognise the intersectionality of perspectives and experiences that communities bring

to the shared climate change challenge. 

An emerging group of academics and public policy officers in public health have identified how health

promotion can mitigate risks and vulnerability within the context of broader climate change policy: (Hime, et al.,

2018)

Overall the trend for health promotion and primary prevention practitioners is the acknowledgement that work

undertaken to address the health impacts of climate change will focus on and move towards “building adaptive

capacity and resilience and mitigate climate change... to promote health” (Hime, et al., 2018).

Lessons from previous epidemics (for instance

Zika virus) and evidence from disasters shows

that the move to gender stereotypes and norms

can intensify. This can lead to women having

less access to power and decision making than

men, including access to services and health

care

Gender segregation of the caring professions of

early childhood education, teaching, aged care

and nursing has seen women workers

shouldering significant care burden for the

community during pandemic (Gender Equality

Victoria, 2020)

That many feminised industries, such as

teaching where women workers make up 85%

and 68% of the primary and secondary teaching

workforce respectively, have been required to

provide primary care during a pandemic with

insufficient access to Personal Protective 

At the time of finalising this environmental scan,

WHISE's staff, volunteers, partners and all of the

Victorian community are feeling the impacts of

Coronavirus (COVID-19).

Drawing upon international and local evidence, we

know that gender does play a role in how the

pandemic impacts lives. During COVID-19 in

Australia we learnt that:

A Note on COVID-19 – Gender and Pandemics

The factors that contribute to increases in family

violence in disaster – as per the experience during

and post bushfires – are present in COVID-19.  

Access to sexual and reproductive health services

(particularly contraception and abortion services)

has always been inconsistent – the pandemic has

compounds the barriers to access. “Maintaining

services to emergency response of COVID-19

outbreak also means that resources for sexual

and reproductive health services may be diverted

to deal with the outbreak, contributing to a rise in

maternal and newborn mortality, increased

unmet need for contraception, and increased

number of unsafe abortions and sexually

transmitted infections.” (UNFPA, March 2020)

Equipment (PPE), such as face masks and hand

sanitiser. (Gender Equality Victoria, 2020)

“Other contributing factors that can increase the
risk of family violence and are likely to be factors in
the current situation with COVID-19 are increased
financial insecurity, employment and housing
insecurity and increased and sustained periods of
time that families are together due to quarantine.
Victim-survivors also may have a reduced ability to
flee family violence during this time, as well as have
reduced access to support and community
supports." 

(The Lookout, 2020)

Climate change presents many health challenges but taking action to minimise its impacts through

adaptation and mitigation is an opportunity to improve health… Climate change policies provide a

mandate for enacting a variety of public health and social programs, but there are many potential

barriers to implementation. Complex causal chains between climate change and health will necessitate

unfamiliar stakeholders working together. The issue of climate change and health must compete with

numerous other health priorities; it may be perceived that climate change is an issue for the far future.  

(Hime, et al., 2018)
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Role of Health Promotion and Primary Prevention in Women’s Health in Pandemic

Health Messaging

10



In 2019, WHISE collaborated with a number of

stakeholders through the Southern Melbourne

Primary Care Partnership Elder Abuse Prevention

Network on a literature review concerning

prevention of elder abuse. In summary, the review

called for a framework to prevent violence in all its

forms against older people. 

The issue of abuse of older Australians and

specifically women, is of particular concern for

WHISE given the number of older women living in

our region, and the increasing priority placed on

this area by State Government, the Federal

Government, Community and policy makers.

The review concluded that even though there is

consistent agreement that elder abuse is a

prevalent issue in the community, there is a

shortage of evidence and direction on practice to

address how to prevent it:

There is a paucity of evidence about the role of
primary prevention specifically to address abuse of
older members of our community.
 
Of the interventions described, the EAPN Steering
Committee would hold they do not fall within the
remit of primary prevention – rather they are
secondary and tertiary response strategies. 

There are mixed views as to whether elder abuse is
best understood as a form of family violence, or as a
unique issue in its own right. However, we support
the view of the Victorian Royal Commission into
Family Violence that it must be considered as family
violence.

(Lord, et al., 2019)

The abuse of older Australians is recognised as

prevalent. 

Victoria’s Royal Commission into Family Violence

recognised the issue and its prevalence in the

Commission’s final report concluding that family

violence “encompasses other forms of violence

such as elder abuse and violence against parents

and siblings” (Neave AO, et al., March 2016). 

The Australian Institute of Family Studies (AIFS)

highlights and “suggests that prevalence varies

across abuse types, with psychological and

financial abuse being the most common types of

abuse reported, although one study suggests that

neglect could be as high as 20 per cent among

women in the older age group” (Kaspiew, et al.,

2016).

While there are few comprehensive Australian data
sources that indicate the prevalence of economic 

abuse of older people, there is some evidence that
identifies the gendered nature of the issue. In 2010,
Monash University analysed public advocate, helpline
and public trustee data, and found that women are
more likely to experience financial elder abuse than
men. It also found that the primary perpetrators were
sons, followed by daughters. The finding that women
are more likely to experience financial elder abuse
than men is consistent with Seniors Rights Victoria
helpline data where women make up approximately
72 per cent of calls.

(Neave AO, et al., March 2016)

Further to this, the Australian National Research

Organisation for Women’s Safety (ANROWS)

analysed the Australian Bureau of Statistic’s 2012

Personal Safety Survey and found that for

cohabiting partner violence:

“0.4 per cent of women aged 55 and older reported
this experience in the preceding 12 months (c. 12,800
women), compared with 3 per cent of 25-34 year old
women, the age group where this form of violence is
most common... For sexual assault 0.2 per cent of the
sample aged 55 plus (c. 7,000 women) reported
experiencing sexual assault in the preceding 12
months, against a national average rate across all age
groups of 1 per cent.” 

(Kaspiew et al 2016 in Lord, et al., 2019)

Further, review of data from the Longitudinal Study

of Women’s Health, and the cohorts aged 70 plus at

that time (2011) indicate a trend of prevalence of

elder abuse of women across generations:

“When this cohort was surveyed in 2011 (at age 85- 90),
the findings suggested that 8 per cent had
experienced vulnerability to abuse, with name calling
and putdowns being the most common forms. A
similar level of prevalence was evident for this cohort
in a preceding wave, conducted in 2008 (age 82-87),
and slightly lower prevalence levels were found at
younger ages (70-81 years). Measures the researchers
used to assess neglect indicate a relatively stable
prevalence rate of about 20 per cent across waves,
from ages 70-75 and 85-90 years.” 

(Kaspiew et al 2016 in Lord, et al., 2019)

Further, a 2015 investigation by the Australian

Ageing Research Institute on matters reported

through the Senior Rights Victoria help line,

highlighted the impact of elder abuse on gender

and in particular the role of intersectionality:

The total number of older women reporting abuse was
approximately 2.5 times that of older men….Over half
(62 per cent) of older people who reported an abuse
matter had some kind of disability, the majority (45
per cent) being physical

(Joosten, et al., June 2015)

Older Women
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Make up the majority of the oldest population

in Australia

Are the majority of carers across all age

groups      

Make up the majority of aged care residents

Are less likely to volunteer than men

(volunteering being a key strategy for inclusion

see (Sims, 2017)

Have higher levels of anxiety and depression

and live with more chronic disease than men

In a 2019 publication for practitioners to support

better and more inclusive services for the needs of

older women, and to address social inclusion,

Women’s Health in the South East identified

specific and significant barriers that older women

face in our community. 

The Authors state that:

Current narratives continue to disadvantage women
by failing to recognise the lifelong impacts of
inequality that are further compounded in the later
years… gender inequality that women may have
experienced at earlier stages in their lives becomes
sharper and more pronounced as the age 

(Women's Health East, 2019)

Evaluating access to health and services and

understanding the wellbeing and health of older

women from a social inclusion perspective

matters.  Those who are socially excluded do not

have the resources, capabilities and opportunities

to learn, work, engage and live healthy and well

lives. Understanding the needs of older women in

our region from a social inclusion perspective

allows us to see a:

 … Complex and multi-dimensional process. [Social
exclusion] involves the lack or denial of resources,
rights, goods and services, and the inability to
participate in normal relationships and activities,
available to the majority of people in society, whether
in economic, social, cultural, or political arenas. It
affects both the quality of life of individuals and the
equity and cohesion of society as a whole

(Levitas et al 2007 in Women's Health East, 2019)

The Women’s Health East report summarises some

key evidence around women and ageing, telling us

that overall women:

Women’s Health East research finds that

“Older women are more likely to be socially

excluded than older men” (Women's Health East,

2019). Based on the Brotherhood of St Laurence 

Experience entrenched poverty

Experience housing stress and homelessness

and, be less able to maintain homeownership

and less likely to be able to afford private rental

accommodation (if they are living alone – a

condition most likely given the lifespan of

women compared to men)

Be at risk of poor financial literacy due to

stereotype expectations of gender roles

throughout a women’s

Life on financial planning and literacy

Be perceived as having outdated skills, too slow

to learn new things or deliver an unsatisfactory

job due to negative impact experienced by

women during their lives due to caring

responsibilities, larger “gaps” in their work career,

and other associated impacts due to the low

value placed on caring work

Experience invisibility in society due to social

pressures on women’s appearance

Be digitally disengaged and lower levels of

digital literacy

Have a higher chance, and earlier, of not having

a drivers licence

Have higher rates of dementia and live with

severe or profound core activity limitation

Live with a higher prevalence of disability and

less likely to receive support services

social exclusion monitor which combined seven key

areas, we know that, more women than men are

socially excluded and older people are more socially

excluded than younger people (Brotherhood of St

Laurence, November 2019).

While social exclusion is faced by all older men, the

research undertaken by Women’s Health East

(WHE) unpacks specific gendered drivers to

exclusion, highlighting the impact of exclusion on

older women.  The report states, “Social exclusion is

a process rather than an outcome” and this together

with the cumulative effects of gender on health

compounds the lived experience of many women in

older age cohorts. Their findings show that older

women are more likely than older men to:

    

 

(Information taken from Women's Health

East, 2019)

Social Inclusion
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The Southern Metropolitan Region (SMR) is a diverse and expansive area that covers 10 local

government areas (LGAs) (see image 1), including suburbs from South Melbourne to the

Mornington Peninsula and east to Casey and Cardinia. The SMR covers an area of 2,888 square

kilometres, with approximately 1.3 million people, representing about one-quarter of the state’s

total population. Of this, 689,859 are female and 671,289 are male. 

With such a wide-ranging population and geographical area diversity exists, both in terms of

socio-economic status (SES); ethnicity as well as the presence of several minority groups.  To the

south of the region, affluent and wealthy areas can be found while the south east reveals some of

the most economically marginalised areas within Victoria. Further inland, the growth corridors of

Casey (1) and Cardinia (2) reveal a rapid population growth.  

The SMR is home to a wide range of minority groups.  These include individuals from Aboriginal

and Torres Strait Islander communities; individuals with a disability and their carers; and a large

percentage of young people and individuals identifying as belonging to the Lesbian, Gay,

Transgender, Bisexual, Intersex, Queer, Asexual, Other community (LGTBIQA+).  As groups and

individuals that have experienced marginalisation and at times exclusion, it is important to

acknowledge the impact of these experiences on health and wellbeing. 

Contrasting demographics highlight diverse needs amongst various municipalities. These

differences can be seen in the types of priorities and issues found through service mapping and

consultation with regional bodies from within the SMR.  

Our Region 
The Southern Metropolitan Region

(1) The City of Casey is one of Australia's fastest growing regions.  Casey is the third fastest growing municipality in Victoria, behind Wyndham and

Whittlesea and the eighth fastest growing municipality in Australia (City of Casey, 2019). 

(2) In 2014/15, the booming growth corridor expanded by close to 4000 new residents, according to ABS statistics (Australian Bureau of Statistics,

2018)

Image 1. Southern Metropolitan Region
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The social determinants of health are strongly influenced and shaped by income, education and resources

that women have access to.  By understanding the drivers to our local economy we gain insight into where

our efforts will be needed in the medium to longer term, and also, where possible future investment from

government and industry will be. 

Growth and Change
Analysis of population data from the region tells us that the SMR is highly dynamic and diverse. Growth and

economic projections from local councils further indicate that this change will not decline but, rather

increase from approximately 1.573M estimated residents in 2018 across all 10 LGAs to 2.103M in 2036 (State

of Victoria, 2019) (see figure 1).

Trends and Forecasts
Understanding the Region - Economy and
Society

Figure 1. Estimated Resident Population for Local Government Areas 2018 to 2036 (State of Victoria, 2019)

Within this region, the latest Australian Bureau of Statistics (ABS) data on regional population growth

(Australian Bureau of Statistics, 2019) delivers the following highlights: 

Within the Casey South Region, Cranbourne East

population increased by 7,300 people (21.3%

increase from 2017 to 2018) consisting mainly of

internal migration of 6,037 persons and 438 overseas

migrants.

Within the Cardinia Shire region, Beaconsfield-

Officer grew by 13.8% across 2017-2018.

Within the City of Greater Dandenong, Dandenong

itself had the greatest net overseas migration with

some 999 people arriving compared to Pearcedale-

Tooradin (within Casey-South) having nine overseas

migrants arrive. By way of comparison, Dandenong

saw some 868 residents leave the area through

internal migration.

In terms of population density, in 2018 Flinders in the

Mornington Peninsula had around 19.7 persons per

kilometre of land with the Noble Park West within the

City of Greater Dandenong having some 4168.5 people

located per kilometre.
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Employment Education and Business

The SMR comprises a vast diversity

and range of businesses and

workplace settings.

Current ABS data (Australian

Bureau of Statistics, 2019) has that

as of 30 June 2018 there were

157,918 businesses across all sectors

in the 10 LGAs making up WHISE’s

region. Of those, the LGA’s of Casey

had 14% and Port Phillip had 13% of

those businesses with the other

LGA’s having a reasonably

consistent distribution (see figure 2).
Figure 2. Count of Australian Businesses in 2018 
(Australian Bureau of Statistics, 2019)

In terms of distribution of businesses type, the region’s biggest business type is a) construction followed by

b) professional, scientific and technical services, followed by c) rental, hiring and real estate, d) financial and

insurance and e) transport, postal and warehousing (Australian Bureau of Statistics, 2019) (see figure 3).

These businesses employed some 678,043 people (Australian Bureau of Statistics, 2018). Of this the greatest

employer in the region is Health Care and Social Assistance followed by the Retail Industry, then

Professional and Technical Services, Construction and Manufacturing. However, what is most important to

note is the variability across the region of employment.

Figure 3. Businesses by Industry in the SMR, total 30 June 2018 (Australian Bureau of Statistics, 2019)
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Figure 4. 2016 Industry of Employment Proportion of Employed Persons CENSUS for SMR (Australian Bureau of
Statistics, 2018)
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Figure 5. Projected Employment Growth - five years to May 2022 SE4 to ANZSIC (Department of Jobs and Small Business, 2017)
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“If you don’t have a lens that’s been trained to look at how various forms of
discrimination come together, you’re unlikely to develop a set of policies 
that will be as inclusive as they need to be.” 

(McCauley, 2016)

Our Region’s Diversity
Diversity of our Region

Disability

Figure 6 and 7. Percentage of people living with a disability in the SMR (Greater Dandenong, 2018)
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Of people with disability or a long-term

health condition, the highest rates of violence

were among people with psychological

disability (14.8% or 132,500 people), and

intellectual disability (14.3% or 67,900 people)

with around one in seven people reporting

violence.

Of people with physical disability, one in

twenty (5.0% or 196,300 people) reported

having experienced violence during the same

time period.

According to figures released from the ABS

Personal Safety Survey 2016-2017, “people with

disability or a long-term health condition were

more likely to have experienced physical

violence compared with people without

disability or a long-term health condition”

(Australian Bureau of Statistics, 2018). Some of

the key findings from the Personal Safety Survey

include:

Women with disability or a long-term health

condition were more likely to have

experienced violence in the preceding 12

months than women without disability or a

long-term health condition (5.9% or 172,800)

women with disability or long-term health

condition and 4.3% or 274,400 of women

without disability or a long-term health

condition.

Men with disability or a long-term health

condition were equally likely to experience

violence in the last 12 months as men without

disability or a long-term health condition

(5.6% or 158,100 compared to 6.2% or

383,200).

Experiences of violence for people with

disability or a long-term health condition

were more common in the younger age

groups.

 

Despite a lack of wide-ranging research into the drivers and experiences of violence against people with a

disability, available research supports the ABS statistics.  In a paper authored by ‘Women with Disabilities

Victoria’ (2017), it is reported that violence against women with a disability, in particular, is not well understood

and often ignored or under-reported (Women with Disabilities Victoria, 2017).  Moreover, the paper calls for

“more robust data collection and consideration of risks for women with disabilities and different sectors of

service provision. In Australia and Victoria there are limited sources of correlated data that provide accurate

information about the prevalence of violence against girls and women with disability” (Women with Disabilities

Victoria, 2017).

 

In addition to being home to those living with a disability, the SMR is also home to those caring for someone

with a disability.  As the ABS states, “Carers are persons who provide unpaid care for someone with a disability”

(Australian Bureau of Statistics, 2018).   Across the SMR, significant numbers of individuals are carers (Greater

Dandenong, 2018).  In Port Phillip, 9.8% of the population are defined as carers. In Frankston, the percentage is

12.5%, while in Greater Dandenong the rate is 11.5%.  In actual numbers, the SMR has a total population of

129,243 carers (see figure 8 and 9). Interestingly, and perhaps not surprisingly, carers are predominantly female

across all LGAs; although male carers are also present (see figure 10) (on next page).

 

Figure 8 and 9. Percentage of carers in the SMR (Greater Dandenong, 2018)

Carers
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Figure 10. Number of carers in the SMR (Greater Dandenong, 2018)

In 2016, the total Indigenous population was

approximately 7,200 within the SMR (Greater

Dandenong, 2018). While this number is not as

substantial as found in other parts of Victoria,

this still represents a large proportion of those

living in the SMR. The municipalities of Casey,

Frankston and Mornington Peninsula had the

highest numbers of Indigenous individuals.

Casey had 1,616 individuals, Frankston had 1,338

and Mornington Peninsula had 1,304 Indigenous

individuals (see figure 11).

In 2016, Victoria had an estimated 57,767

Indigenous persons (0.9% of the Victorian

population). The median age according to the

ABS (2016) was 22.8 years compared to 37.1 years

amongst the non-Indigenous population across

Victoria (Australian Bureau of Statistics, 2018).

Across the SMR, the median age is slightly

higher than the Victorian median age for

Indigenous population at 26.88 years.

Aboriginal and Torres Strait Islander
Population

Figure 11. Indigenous population in the SMR (Greater Dandenong, 2018)
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It is difficult to ascertain exact numbers and

statistics about the numbers of individuals who

identify as belonging to the LGBTQIA+

community across Australia.  Despite this lack of

data, the Australian Human Rights Commission

has estimated that “up to 11 in 100 Australians

may have a diverse sexual orientation, sex or

gender identity” (Australian Human Rights

Commission, 2014).  The Commission also reveals

that in 2011, 6,300 children were living in same-

sex couple families. The ABS outlines that in the

2016 census, there were 8,418 same sex couples

with children under 15 across Australia. Out of

these 7,291 were female same sex couples.   The

rate of same sex couples in Victoria was 12,658

with 6,589 male same sex couples and 6,066

female same sex couples (Australian Bureau of

Statistics, 2016).  

Additionally, it is estimated that 34 per cent of

LGBTQIA+ people hide their identity when

accessing services; 42 per cent hide their identity

when participating in social and community

events and up to 39 per cent of LGBTQIA+

people will hide their identity at a workplace(4). 

The 2016 Census “counted just under 46,800

same-sex couples living together in Australia.

This represents a 39 per cent increase since the

2011 Census, which counted 33,700 same-sex

couples” (Australian Bureau of Statistics, 2018).

According to the ABS, the increase “in the

reported number of same-sex couples may in

part reflect greater willingness by people to

identify themselves as being in a same-sex

relationship and an improvement over the last

20 years in the rights of same-sex couples. 

Young people within the SMR represent a large

proportion of the population.  Both Cardinia and

Casey, in particular, have substantial populations

in the 0-14 year bracket (Australian Bureau of

Statistics, 2018). These two LGAs also encompass

large numbers within the 15-24 year bracket.

Although not as substantial as that of the 0-14

year bracket, these statistics highlight the

significant presence of young people.  As two of

the fastest growing regions in Victoria, the

growth corridors of Cardinia and Casey have

attracted large numbers of young families as

evidenced in the data (see figure 12).

Young People within the SMR

Figure 12. Percentage of young people in the SMR 
(Greater Dandenong, 2018)

LGBTQIA+ Communities in the SMR
Younger people accounted for almost all of the

increase in the number of same-sex couples

between the 2011 and 2016 Censuses. Half (51%) of

the increase was for the cohort aged 20-29 years in

2016, with an additional 35 per cent of the increase

in the cohort aged 30-39 years in 2016” (Australian

Bureau of Statistics, 2018).

The ABS also reveals that there were “23,700 male

same-sex couples and 23,000 female same-sex

couples. The pattern of more male than female

same-sex couples has been consistent since 1996,

although the degree of difference has decreased in

each Census” (Australian Bureau of Statistics, 2018).

Figure 13. (Australian Bureau of Statistics, 2018)

(4) This statistic is especially important as it highlights the difficulty in determining actual and accurate numbers and data about those who

identify as LGTBIQA+ given both past and present harassment and discrimination

21



Defining one’s sexuality and identity, whether in

terms of sexual orientation and or sex/gender

identification (for example transgender, non-binary,

female and male, etc.) is a complex endeavour.

Recent acknowledgement of this diversity by various

groups and organisations has enabled a more

accurate representation to take place.  In response to

these changes within the wider Australian

community, the ABS for the first time in 2016

included in its four-yearly census, a third option to the

sex question about being male or female, which was 

 ‘other’ as a response option.  In this pilot program,

1,260 respondents identified as ‘other’. Obviously, this

is only a small sample and as the ABS recognises

there are a number of limitations in collecting data

about sex and gender (Australian Bureau of Statistics,

2018). Nevertheless, this snapshot draws attention to

the importance of acknowledging sex and gender

diversity.

Poverty rates are somewhat high for people

living in single parent families, typically falling

between 16 to 20 per cent. By contrast, non-

elderly couples, whether with or without

dependent children, have consistently low

poverty rates 

The poverty rate for children in single-parent

families is over twice the poverty rate for

children in couple-parent families. Indeed, in

2017, the poverty rate for children in single-

parent families was 19.2 per cent, compared

with only 5.3 per cent for children living in

couple-parent families. 

Within the SMR, a significant number of families

are single parent households.  They are

predominantly female headed with most LGAs

having around 81 per cent as female headed

households.  According to ABS figures,

Frankston and Greater Dandenong have the

highest number of single parent households

(Australian Bureau of Statistics, 2018) (see figure

15).

Single parent families can experience a number

of forms of disadvantage including poverty. This

is visible in rates of poverty amongst single

parent households, rates of poverty amongst

children and reliance on welfare.  According to

the Household, Income and Labour Dynamics in

Australia (HILDA) report (Wilkins, et al., 2019):

Figure 14. (Australian Bureau of Statistics, 2018)

Single Parent Families 
Single parents have considerably higher rates

of welfare reliance than people in other family

types.

Rates of personal contact with the income

support system are somewhat higher for

women than men in all age groups, but

particularly among those aged 25-34 and 35-

44. This is likely to be at least partly due to

women being a high proportion of single

parents.

Given these statistics, it may therefore be safe to suggest that within the SMR, the LGBTQIA+ population is

significant.  This may be especially true of areas such as Port Phillip and Stonnington, as these have been areas

where those identifying as LGBTQIA+ have historically settled in. While no actual numbers or data can be found,

the presence of the LGBTQIA+ community is clear.  

Figure 15. Single parent families in the SMR
(Australian Bureau of Statistics, 2019)
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Within the SMR, there exists significant ethnic

diversity. Within Greater Dandenong, 61.7 per

cent of the population is born overseas, while

Port Phillip’s overseas born population is 35.1 per

cent (see figure 16).  Furthermore, within Greater

Dandenong the top countries of birth (outside

those born in Australia) include India (8.2%);

Vietnam (8.7%); Cambodia (4.5%) and

Afghanistan (3.2%) (see figure 17). In contrast,

within Port Phillip the top overseas countries of

birth are the U.K (7.1%); New Zealand (3%); India

(2%) and China (1.8%) (Australian Bureau of

Statistics, 2018) (see figure 18).

These differences in ethnic makeup of both

Greater Dandenong and Port Phillip may reflect

the relative affluence (or lack of) of particular

overseas born communities.  In addition, this

could also reflect the variety of reasons for why

people migrate.  Within Greater Dandenong,

there exist a greater number of refugees fleeing

war and persecution.  In Port Phillip, those re-

settling there from other countries are based on

other reasons, including accessing higher

education and lifestyle choices.

Within the SMR, several LGAs have higher

numbers of refugees and asylum seekers.  For

example, Greater Dandenong represents 23.6

per cent of all asylum seekers residing in

Victoria, which is the most of any LGA.  This is

followed by Casey with 8.1% (Australian Bureau

of Statistics, 2018).  

Ethnicity

Figure 16. Percentage of people born overseas in the SMR
(Greater Dandenong, 2018)

Figure 17. Percentage of country of origin in Greater Dandenong
(Greater Dandenong, 2018)

Figure 18. Percentage of country of origin in Port Phillip
(Greater Dandenong, 2018)
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According to the Socio Economic Index for Areas (SEIFA) (Australian Bureau of Statistics, 2018), Greater

Dandenong is ranked as the second most disadvantaged municipality within Victoria.  Within Australia,

Greater Dandenong is ranked in the lowest 10 per cent of municipalities in terms of disadvantage.  On the

other end of the socio-economic spectrum four of the 10 municipalities within the SMR are ranked in the top

10 per cent of least disadvantage within Victoria and Australia (Australian Bureau of Statistics, 2016).

The SMR consists of contrasting socio-economic statuses. At one end of the spectrum for example, Greater

Dandenong, with a medium income for persons over the age of 15 at $476 per week, is one of the most

disadvantaged areas in Victoria (Australian Bureau of Statistics, 2018). In contrast, Port Phillip’s median income

for the same grouping is $1,088, signifying one of the least disadvantaged areas in the country (see figure 19 and

20). 

Socio-economic Advantage/Disadvantage

Figure 19 and 20. Medium individual weekly income in SMR (Australian Bureau of Statistics, 2018)

Figure 21 and 22. Disadvantage rank (Australian Bureau of Statistics, 2018)
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Poverty

Figure 23. Poverty Indicator 2016 (Women's Health Victoria, 2019)

According to the Victorian Women’s Heath

Atlas, “poverty means not having enough

available income to afford life’s necessities."

(Victorian Women's Health Atlas, 2019a)

The chart below reveals “the percentage of

persons aged 15 years and over, by sex, who live

in households with disposable income of less

than $353.45 per week (after housing costs are

taken into account), by LGA” (Victorian Women's

Health Atlas, 2019a).  Therefore, those with a

higher poverty indicator, experience greater

poverty, while those with a lower poverty

 

indicator experience less poverty in terms of

disposable income.

The chart also reveals that across all LGA’s in the

SMR, men have lower poverty indicators than

females.  Moreover, the LGA’s of Greater

Dandenong and Casey have the highest poverty

indicators for females across the region,

indicating greater poverty amongst women in

these areas.  Greater Dandenong also has the

highest poverty indicator for males across the

region.

 

As the chart reveals,

homelessness is a significant

issue within the SMR.  The LGA’s

of Greater Dandenong, Casey

and Port Phillip are shown to

have the highest numbers of

homeless persons enumerated

as part of the 2016 Census

(Australian Bureau of Statistics,

2018).

Homelessness in the SMR

Figure 24. Homeless Numbers in the SMR (Australian Bureau of Statistics, 2018)
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Data from the 2016 Census also revealed that between 2011 and 2016, an increase in the number of homeless

persons within the SMR was seen with the exception of Stonnington, Port Phillip and Bayside which saw a

decrease of approximately 20 per cent between 2011 and 2016. Cardinia saw the biggest increase in the number

of homeless persons, with a 52 per cent increase, followed by Casey (37%), Glen Eira (30%) and Greater

Dandenong (28%) (see figure 25).

Figure 25. % Difference of homeless numbers in the SMR between 2011 and 2016
(Australian Bureau of Statistics, 2018)

Measuring Homelessness and the Impact on Women

Counting who is homeless is a challenging

enterprise.  Although the “Census is the only

collection that goes to all persons in Australia,

and is therefore the best source to get a

prevalence estimate of the number of homeless

Australian people at any one point-in-time”

(Australian Bureau of Statistics, 2018), it is not

able to capture everyone who might be defined

as homeless.  In particular, those fleeing from

family violence may choose not to disclose their

homeless status, instead preferring to be

counted as a visitor if they happen to be staying

at a family’s or friend’s residence.  As the ABS

explains, “The ABS recognises the difficulties in

both enumerating people who are displaced

from their home due to domestic and/or family

violence, and in classifying correctly as either

homeless or not homeless all of those who are

enumerated on Census night.” (Australian

Bureau of Statistics, 2018).

The challenges faced in counting all those that

may be defined as homeless highlights the

probability that a large proportion of individuals

will not be enumerated on Census night in the

correct form – i.e. as homeless.  

 

This may include a large number of individuals,

predominantly females, who may be displaced

by family violence.  It is important therefore

to recognise that this may eschew actual

numbers.  Equally important is the recognition

that a majority of those affected by family

violence and facing or experiencing

homelessness may therefore also be female.  

According to recent data, “the number of

women aged 55 and over who experienced

homelessness in Australia grew by 31% between

2011 and 2016” (Women's Agenda, 2019).  ABS

figures support this analysis with data showing

that between 2011 and 2016 the number of

females aged 55 and over facing or experiencing

homelessness grew by 40% in Victoria (see chart

below).  ABS data (Australian Bureau of

Statistics, 2018) also shows that the number for

all females facing or experiencing homelessness

also grew in Victoria. While disaggregated data

for the SMR is not available, in terms of sex and

age, we can conclude that given the available

data for the SMR (presented above) regarding

the increase of homelessness, similar findings

can be realised.

 

26



Women forced to leave their homes due to

DFV can have trouble securing

accommodation, long-term.

Women leaving DFV may experience housing

stress, even if they stay in their own homes.

In its ‘domestic and family violence (DFV),

housing insecurity and homelessness’ (ANROWS,

2019) research synthesis, Australia's National

Research Organisation for Women's Safety

(ANROWS) reveals the impact that domestic

and family violence have on women’s ability to

secure safe and affordable housing. As the

synthesis explains, “Many women who leave

their homes following DFV struggle to find

suitable accommodation. Over 90 per cent of

first requests by DFV clients to Specialist

Homelessness Services for long-term

accommodation were unable to be met”

(ANROWS, 2019). Moreover, almost “60 per cent

of women who had separated from their

partners reported experiencing housing stress

post-separation” (ANROWS, 2019). 

ANROWS identifies the key issues for women

experiencing family violence and its impact on

housing.  They include: 

 

Women’s housing insecurity following DFV is

tied to their economic insecurity.

Poor housing conditions and overcrowding in

Aboriginal and/ or Torres Strait Islander

communities can exacerbate violence and

vulnerability.

Many women rely on their personal networks

for housing after leaving a violent relationship.

Women sometimes return to violent partners

due to housing insecurity. 

More robust evaluations are needed to

determine the efficacy of “Safe at Home”

programs.

Crisis-oriented DFV funding overlooks

women’s longer-term housing needs. 

                            

(ANROWS, 2019)

According to Australian Institute of Health and

Welfare (AIHW, 2019) between 2016-17 and 2017-

18, an increase was seen in Victoria in the

number of individuals seeking support for

insecure housing or homelessness because of

domestic and family violence (see chart below).

This increase was almost double that of the

Australian rate.  

 

Figure 26 and 27. Female homeless numbers in Victoria (Australian Bureau of Statistics, 2018)

Family Violence and Housing Insecurity and Homelessness

Figure 28. Client rate per 10,000 population domestic and family violence (AIHW, 2019)
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Today, not a single country can claim to have
achieved gender equality. Multiple obstacles
remain unchanged in law and in culture. As a
result, women remain undervalued, they
continue to work more, earn less, have fewer
choices, and experience multiple forms of
violence at home and in public spaces. 

(UN Women, 2019)

Landmark State Legislation on Gender Equity

International Year of Recognition and Reflection

Pillars of WHISE’s Integrated
Primary Prevention Work
Gender - Equality, Equity and Health

(a) To promote, encourage and facilitate the
achievement of gender equality and
improvement in the status of women; and 
(b) To support the identification and elimination
of systemic causes of gender equality in policy,
programs and delivery of services in workplaces
and communities; and 
(c) to recognise that gender inequality may be
compounded by other forms of disadvantage or 

discrimination that a person may experience on
the basis of Aboriginality, age, disability,
ethnicity, gender identity, race, religion, sexual
orientation and other attributes; and  
(d) To redress disadvantage, address stigma,
stereotyping, prejudice and violence, and
accommodate persons of different
genders by way of structural change; and
(e) To enhance economic and social
participation by persons of different genders;
and 
(f) To further promote the right to equality set
out in the Charter of Human Rights and
Responsibilities and the Convention on the
Elimination of All Forms of Discrimination
against Women.

(Parliament of Victoria, 2019)
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…countries that maintain greater equality
between men and women also experience a
range of social benefits, including increased
social cohesion, connectivity and greater
health and wellbeing. 

(State of Victoria, 2016)

…It is important to emphasise the many
common risk factors and overlapping effects
of the issues covered. For instance, violence
and abuse are associated with poor mental
health; postnatal depression is a key issue
for reproductive health and is closely linked
with a prior history of depression; obesity
has adverse implications for pregnancy
complications and chronic diseases, such as
diabetes; and there are strong connections
between physical and mental health. It is
also important to emphasise the common
social determinants of many of these health
needs and outcomes.

(Mishra, et al., February 2019)

An intersectional approach… starts with
diversity instead of commonality. Such an
understanding may be arrived at by bringing
the voices and experiences of marginalized
women to the centre of analysis, rather than
positioning them at the margins to be
defined by their ‘difference from’ the
universalized centre.

(A Murdolo and R Quiazon in Chen, 2017)

Gender and Health

Health outcomes and experiences for
women (and men) continue to be profoundly
shaped by sex (biological) and gender (social)
and often reflect broader gender inequalities
in society. Gender inequality and the
imbalance of power in relationships impacts
on social, emotional, economic and health
outcomes for women.

(Australian Women's Health Network, 2019)

Intersectionality
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Understands the broader feminist history,

movements and advocates – that “people

have taken action to promote gender equality

throughout history all over the world… (and to)

… celebrate diverse local and international

role models” 

Thinks over the longer term – builds long term

relationships and “respect that change

doesn’t follow a set schedule”. Further,

practitioners should take “responsibility for

(their) impact on individuals and

communities that (they) are working with”

and change will require “multiple  and

repeated approaches

Frames prevention activity around human risk

to help contextualise “gender inequality as a

global issue and common goals”

“Avoid(s) jargon and seek(s) expertise of

immigrant and refugee women to make sure

messages are clear and relevant”

Connects gender inequality to other forms of

inequality “Understanding the intersections

between and across forms of discrimination,

including gendered inequality, is important to

meaningful prevention.”

The Multicultural Centre for Women’s Health

(MCWH) sets out a framework for how primary

prevention work can be undertaken

meaningfully in immigrant and refugee

communities. While written specifically for the

practice of primary prevention of violence

against women, it is one of the few practical

support guidelines available for health

promotion and primary prevention activity with

an intersectional lens.

The MCWH framework states that intersectional

activity: 

(All quotes below taken from (Chen, 2017)

Remembering that there is more to migrants

– the migrant story is not the “only frame of

reference for meaningful engagement"

Challenge cultural explanations for behaviour

and norms – this is particularly the case for

violence against women and gender

inequality which exists across all Australian

communities

“No individual speaks for a whole community”

– when engaging with community “take steps

to ensure that that your engagement is well-

thought out and meaningful …don’t expect

one person to represent a whole group”

Know that cultures can change – don’t look at

culture simplistically

Be reflective of your own practice and context

Know that inequality can exist within a

community and that “Inequality and privilege

exist within and across communities in ways

which can impact people’s connections to

communities, experiences and perspectives”

Acknowledge the existence of discrimination

(racism, sexism, homophobia) in all its forms

across all communities

Informed by best practice to the considerations

of intersectionality, encompassing culture,

language and migrant experiences, requires

practitioners to develop more complex

understanding of culture including:

The interconnectedness of the social
determinants of health, health risk
factors and intersectionality of lived
experience of women in our community
means that health promotion and
primary prevention approaches cannot
be “one size fits all” – interventions must
be based on a clear understanding of
the need and issues at hand, available
evidence and tailoring of interventions
to create agreed change.

A Framework for Intersectional Practice in Primary Prevention and Health
Practice

In the SMR, we have LGAs which experience significantly more privilege and those which experience significantly

higher rates of oppression. This can be seen in terms of socio-economic status, employment prospects, living

standards and health outcomes.
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As of November 2018, Australia’s national gender

pay gap stands at 14.1%, with women in full-time

work earning on average $239.80 less per week

than men (Workplace Gender Equality Agency,

2018). Over the last 20 years, the gender pay gap

has ranged between 14.9 in 2004 and 14.6 in

2014. The pay gap starts from the time women

enter the workforce. Contributing factors

include: hiring and pay discrimination, female-

dominated sectors attracting lower wages,

women's disproportionate share of unpaid

caring and domestic work, limited workplace

flexibility to accommodate women's non-work

responsibilities, and women's greater time out of

the workforce impacting career progression

(Workplace Gender Equality Agency, 2018). The

gender pay gap, combined with women’s 

higher likelihood of part-time work, impacts on

their lifetime economic security and health.

In the SMR, we consistently see gender

inequality based on employment type between

women and men, with higher rates of women

employed on a part-time basis, while a smaller

percentage of men are employed on a part-time

basis. ABS census data from 2016 (Australian

Bureau of Statistics, 2018) demonstrated that

Mornington Peninsula had the highest gender

inequality in the region with 52.6% of females in

part-time work compared to only 21.3% of men. 

 Bayside had similar figures with 47.1% of

females in part time work compared to only

20.8% of males. Cardinia followed with 47.1% of

females in part time work compared to only

15.9% of males (see figure 29).

Gender transformative practice and policy is needed to ensure equality between men and women in the

workplace. In particular, to ensure that women have equal access to resources in order to participate fully and

equally in life, in the same way that men do. In addition, we need to ensure men are encouraged and valued

when working part-time and undertaking child-rearing. 

Gender Inequality in the Workplace

Figure 29. Percentage of females and males employed part time (Australian Bureau of Statistics, 2018)

Gender Inequality in Income

ABS census data from 2016 demonstrated clear gender inequality in the proportion of women and men who

earn below the minimum weekly wage (that is, $0 -$649 pw) across the SMR. In our region, the proportion of

women earning below the minimum weekly wage was consistently higher than men. There were six LGAs in

which the proportion of women earning below the minimum weekly wage exceeded the state average. 

31



According to ABS figures, “employed women did

more hours of unpaid domestic work such as

housework, grocery shopping, gardening and

repairs than employed men. In 2016, over half of

employed men did nil or less than five hours per

week of unpaid domestic work (60%) compared

with a third of employed women (36%). Men were

also less likely than women to do 15 hours or more

per week of unpaid domestic work (8% of men

and 27% of women). This pattern applied across

all hours of paid work, even for those working

more than 49 hours per week” (Australian Bureau

of Statistics, 2016) (see figure 30).

Greater Dandenong had the highest inequality

between women and men with 53% of women

earning below the minimum weekly wage

compared to 39% of men. This was followed

closely by Mornington Peninsula Shire (F= 46%,

M=30%), Casey and Frankston held the same

percentage of inequality (F=44%, M=28%)

followed by Kingston (F=42% M=29%). Glen Eira

(F=39%, M=28%) matched the state average for

women earning below the minimum weekly

wage. While the remaining three LGAs scored

below the state average, they still 

demonstrated gender inequality (Australian

Bureau of Statistics, 2018).

In Bayside 36% females and 24% of males earnt

below the minimum weekly wage, 32% females

and 23% males in Stonnington and lastly, 28%

females and 21% of males in Port Phillip earnt

below the minimum weekly wage with the

smallest inequality across our region (Australian

Bureau of Statistics, 2018).

Figure 30. Percentage of females and males in unpaid work in
the SMR (Women's Health Victoria, 2019)

Unpaid Work

Gender Inequality and Ageing
ABS statistics demonstrate that Australia has an ageing population as a result of sustained low fertility and

increasing life expectancy. This will result in proportionally fewer children in the population and a proportionally

larger increase in those aged 65 and over. Census data from 2016 showed females aged under 15 years accounted

for 17.3 per cent and males 18.7 per cent of the population in the SMR (Australian Bureau of Statistics, 2018).

Young women are particularly affected by broader societal issues relating to body image, to an extent not

experienced by young men (Webster, et al., 2017). 

Across the SMR, the largest proportion of our population is aged between 25-44 years with females and males

across the region accounting for between 20 and 22 per cent of the population, respectively.  Applying a

gendered lens, we know that in Victoria women are particularly at risk of violence aged between 15-50 years of

age (Crime Statistics Agency, 2017). In addition, violence in intimate relationships contributes more to the disease

burden for women aged 18 to 44 years than any other risk factor like smoking, alcohol use or being overweight or

obese (ANROWS, 2016). WHISE will continue to challenge the underlying causes of violence in order to ensure the

best quality of life in this population group. 

The SMR also has a larger proportion of females aged over 65 years (F= 16.6%, M= 14.4%) (Australian Bureau of

Statistics, 2018). Older women are increasingly living in poverty due to the accumulative impacts of gender

inequality throughout life including lack of superannuation, gender pay gap, unpaid care in the home and a lack

of supportive systems (Women's Health Victoria, 2019). In addition, in the past 12 months we have seen an

increase in the rates of elder abuse being reported to police, with females being disproportionately impacted -

1,894 incidents in comparison to 1,154 incidents males (Crime Statistics Agency, 2017). 

Throughout the SMR, similar findings are observed. As can be seen from the chart below, females bear the
burden of unpaid domestic work across all ten LGA’s, highlighting the gendered nature of caring/domestic
responsibilities.
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Gender disparities are consistently seen across Australian workplaces, such as the disparity between men and

women in leadership roles. This perpetuates existing stereotypes about the role of women, both at work and in

wider society, and exacerbates gender pay inequality (Women's Health Victoria, 2019) . While women in

leadership does not provide a solution for gender inequality, women's increased representation contributes to

gender equality, which is a key determinant for women's health. 

In 2016, only three of 10 mayors were female. City of Port Phillip was the only LGA in the SMR with a female CEO.

Women were also underrepresented as councillors across all LGA’s (Municipal Association of Victoria, 2016).

Stonnington City Council, Mornington Peninsula Shire and City of Casey had 57 per cent male councillors and 43

per cent of female. Cardinia Shire had 64 per cent males and 36 per cent females. City of Kingston had 67 per

cent males and 33 per cent females, Glen Eira and Bayside city councils had 71 per cent males and only 28 per

cent females. City of Greater Dandenong 76 per cent males and 23 per cent females. City of Port Phillip had low

equality by sex with only 20 per cent of councillors being females, while 80 per cent male. Frankston City Council

had the lowest representation of female councillors with 14 per cent females and 86 per cent males.

Women are also underrepresented in executive, general management and legislator positions across the SMR

with 2011 census data demonstrating that only 20 per cent of females represented in these positions across

Casey, Mornington Peninsula, Bayside, Cardinia and Frankston councils.  Similarly, only 21 per cent of females

were represented in City of Kingston, 24 per cent in City of Greater Dandenong, Glen Eira and Stonnington city

councils. City of Port Phillip had the highest representation with 33 per cent of females in these positions. From

this data we can see that gender inequality in leadership is pervasive across the SMR. WHISE will continue to

advocate for women in leadership in order to improve the health and wellbeing of women and men in the SMR

(Australian Bureau of Statistics, 2018).

The Mothers’ Index Indicator was developed and

used by Save the Children globally for 15 years

and is informed by an in-depth literature review

and consultation with international and local

experts (Women's Health Victoria, 2019). The

indicators measure a mother’s health, wellbeing

of her children, her education, the family’s

economic status and SES. Scores for each five

indicators are sorted from low to high and

ranked from 1 to 79 (1 being the best place for a

mother to live) to give the overall Mothers Index

rank for each LGA.

In 2016, SMR ranked 39.8 above the state

average of 22.1 (Save the Children, 2016).

However, when we look at ranking per LGA we

can see varying degrees of advantage and

disadvantage. Scoring better than the state

average was Stonnington ranked 1, the highest

in our region, followed closely by Port Phillip (3),

Bayside (4) and Glen Eira (5). Kingston ranked 16,

while Mornington Peninsula scored 24, Cardinia

27 and City of Casey 35. 

Frankston ranked higher (therefore worse) than

the state average with a score of 41, while

Greater Dandenong ranked worse in our region

with the highest score of 65. This data

demonstrates the diversity of advantage and

disadvantage across the SMR. We need to

consider the social determinants of health from

an intersectional lens in order to understand

how the social conditions in which women live,

across different LGAs, influence their health and

access to health services differently. 

Mother's Index Indicator

Gender Inequality in Leadership
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Gender equality happens when we give women

and men the resources they need to succeed in

life and recognise the diversity of disadvantage

experienced by women. The process of directing

resources according to this recognition to

achieve equality, is, the practice of equity. 

WHISE, along with the other women’s health

services have been advocating for gender

equality for the past 25 years. The Victorian

Government has publicly committed to keeping

gender on the agenda through attitudinal and

behavioural change. This landmark piece of

legislation, along with the State's Gender Equity

Strategy – Safe and Strong - acknowledges that

gender inequality exists across the lifespan and

it is intersectional. That is, it impacts individuals

in different ways and can be compounded by

other forms of discrimination and oppression.  

Gender equality cannot be achieved alone; it
is the responsibility of all of us – individuals,
families, communities, work places,
businesses, sporting associations, as well as
media and the arts to build a culture of
respect and equality for all individuals 

(State of Victoria, 2016)

In order to challenge harmful gender norms and

restructure the boarder social conditions which

create gender inequality, WHISE will drive

gender transformational policy and practice in

the SMR. Gender transformative practice

considers the ways in which men and women’s

health are impacted by gender roles and

stereotypes of masculinity and femininity

(Women's Health Victoria, 2012). As the name

suggests, gender transformative policy and

practice aims to transform unequal values,

power and responsibility attached to these roles

and stereotypes, in order to improve health

outcomes in our community. Like all primary

prevention initiatives, these take time, however,

have the powerful impacts on population

health. 

Gender Equality through Equity and Gender Transformative Practice
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The link between gender inequality and health outcomes is clearly demonstrated in the prevalence of violence

against women (VAW).

One in three Australian women will experience physical violence and one in five women over the age of 15 will

experience sexual violence at some stage in their lifetime (Our Watch, ANROWS, VicHealth, 2015). Violence

against women includes psychological, economic, emotional, physical and sexual violence and is the leading

preventable contributor to death, disability and illness in Victorian women aged 15-44 years. It compounds

existing socioeconomic disadvantage that may result in homelessness, and has significant effects on the mental

health of those affected.

Within the SMR, there are pockets of disadvantage wherein we see both high and lower rates of violence in

varying LGAs. However, looking at the SMR as a whole, we continue to see an increase in rates of violence from

2013 to 2017 (SMR 2013 = 1,073 per 100,000 pop compared to 1,213 in 2017) (Crime Statistics Agency, 2017),

reflective of wider state trends. These rates demonstrate the need to work within the primary prevention space. 

Police data provides the most localised statistics related to VAW in the SMR. This data is presented below, with

the caveat that research indicates that less than one third of women contact the police following a violent

incident. Further, this data includes all violence that has been perpetrated from one family member to another,

and is not exclusively related to VAW. However, as described earlier – the gendered nature of family violence

means that perpetrators are overwhelmingly male, while the victims are female. 

Prevention of Violence Against
Women

Figure 31 and 32. Family incident rate per 100,000 population in SRM and Victoria (Crime Statistics Agency, 2020)

Latest Family Incident Figures
Across Victoria, the latest crime statistics reveals “Family related incidents increased 5.8% in the last 12 months to

the highest on record, 85,923 incidents. The rate of family incidents recorded increased by 4.0% to 1,281.3

incidents per 100,000 population” (Crime Statistics Agency, 2020). See charts on next page.

 

Across the SMR, an increase in family violence incidents over the last five years can be seen across all

municipalities bar Bayside (see chart below). This reveals a concerning trend across the SMR, though the data is

consistent with the Victorian trend which has seen a 4% increase in family violence rates in the last twelve

months.
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Figure 33. Family Violence Incident Rate per 100,000 population between April 2016 to March 2020 in the
SMR (Crime Statistics Agency, 2020)

Figure 34. % change of family violence rate between 2019 to 2020 in the SMR (Crime Statistics Agency, 2020)
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It is important to acknowledge the difference

between recorded criminal incidents and

recorded offences, as these two separate data

sets highlight quite distinct statistics and

information. According to the Crime Statistics

Agency (2019), “A recorded criminal incident is a

criminal event that may include one or more

offences, alleged offenders and/or victims, and

that is recorded on a single date and at one

location. The criminal incident count is designed

to represent the broad event that occurs as a

more representative measure of instances of

crime, rather than using the bulk number of

offences that Victoria Police members record

within one incident.”  In contrast, recorded

offences may or may not result from a recorded

criminal incident.  In other words, while an

incident is always recorded when police attend,

a  criminal charge or an offence may not be

recorded or arise out of that incident due to

factors including adequate evidence, witnesses

and so on.  

A unique aspect of family violence is that it

appears to escalate when a female partner is

pregnant.  Data from the 2016 Personal Safety

Survey shows that in Australia “An estimated

187,800 women who experienced violence by a

current partner were pregnant at some point

during the relationship. Of these women, nearly
one in five (18% or 34,500) experienced
violence during their pregnancy” (Australian
Bureau of Statistics, 2017).

Furthermore, “an estimated 686,400 women

who experienced violence by a previous
partner were pregnant at some point during

the relationship. Of these women, nearly half
(48% or 325,900) experienced violence during
their pregnancy” (Australian Bureau of
Statistics, 2017).

In the VicHealth report ‘Violence against women in Australia: An overview of research and approaches to primary

prevention’ (2017), it was reported that “there are 128,500 women in Australia who have experienced violence by

a current cohabiting partner and had children in their care during the violence; for 74,300 (58%) of these women,

the children in their care witnessed (heard or saw) the violence”.  Moreover, the report revealed that “there are

733,900 women in Australia who have experienced violence by a previous cohabiting partner and had children

in their care during the violence; for 568,700 (77%) of these women, the children in their care witnessed (heard or

saw) the violence” (Victorian Health Promotion Foundation, 2017). 

Statistics from the Crime Statistics Agency reveal similar findings, as the chart below highlights.  

Difference Between Recorded
Criminal Incidents and Recorded
Offences

Family Violence and Pregnancy

Family Violence and Children

Figure 35. Proportion of family violence incidents where a child was present (Crime Statistics Agency,
2019)
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Figure 36. Family Violence Incidents (%) SMR by Child Present Flag(6) - July 2014 to June 2019 (Crime Statistics
Agency, 2019)

Disaggregated data for the SMR reveals that the number of family violence incidents where a child (or children)

is present is similar to data found across Victoria with some exceptions.  As the charts below show, Cardinia and

Casey reveal higher numbers of family violence rates where children were present compared to the Victorian

average or other LGA’s in the SMR.  Current data for Cardinia reveals that 40% of family incidents were flagged as

having a child present in 2018-2019, while Casey had 36.4% of family incidents where a child was present.

(6) A ‘Child Present Flag’ pertains to “A record which indicates whether one or more children were identified as having been present at the time

of the incident” (Crime Statistics Agency, 2019).

Figure 37. Family Violence Incidents (%) SMR by Child Present Flag(6) - July 2014 to June 2019 (Crime Statistics
Agency, 2019)
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Figure 40. Perceptions of safety between females and males in 2015 in the SMR (Women's Health Victoria, 2019)

Within the SMR, several LGAs scored quite low

when replying to the question “How safe do you

feel walking alone in the local area by night?

(Women's Health Victoria, 2019)”.  As can be seen

from the charts below, females have lower rates

in regard to perceptions of safety compared to

men across all ten LGA’s in the SMR. Moreover,

from 2011 to 2015, the rate of perceptions of

safety fell across all LGA’s for women, including

the State Average.  While men’s perception of

safety also fell from 2011 to 2015, the rates were

still considerably higher than that of females

revealing that men’s perception of safety was

significantly higher than that of females in both

2011 and 2015.

Females across Casey, Frankston and Greater

Dandenong fared worst with most female

participants in these LGA’s answering that they

did not feel safe walking alone at night in the

local area.  Six out of the 10 municipalities within

the SMR scored below the state average in both

2011 and 2015. In contrast, females in the

municipalities of Bayside (71.8%), Port Phillip

(71.9%), Mornington Peninsula (67.8%) and

Stonnington (69%) scored higher when

answering the same question.

Such data clearly articulates the lack of safety

felt amongst a majority of women in a majority

of municipalities within the SMR.

Perceptions of Safety

Figure 38 and 39. Perceptions of safety female and male in the SMR (Women's Health Victoria, 2019)
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Sexual Offences

Figure 41. % difference of sexual offences rate between July 2017 and June 2019 (Women's Health Victoria, 2019)
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Figure 42. Recorded sexual offences per 100,000 population between July 2014 to June 2019 in the SMR 
(Crime Statistics Agency, 2019)

Figure 43. % difference of rate of sexual offences between July 2018 to June 2019 in the SMR
(Crime Statistics Agency, 2019)
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On April 3 2019, the Minister for Prevention of Family Violence, Gabrielle Williams,
announced an increase in funding to support the rising numbers of sexual assault
survivors across the state. According to the press release, “Nineteen services state-
wide, including 14 CASAs, will receive funds to meet increased demand and better
support children, young people and adults who have experienced sexual assault.  An
extra 2,800 survivors of sexual assault across Victoria will receive crisis support and
counselling as a result of a five-million dollar funding boost from the Andrews Labor
Government” (Premier of Victoria, 2019).

The Women’s Health Atlas explains that “Sexual harassment and stalking are highly gendered experiences,

women are overwhelmingly the victims and men the perpetrators. Many women suffer harassment when going

about their daily lives, which includes more physical forms of harassment, such as being followed or having their

path blocked. Fear of male violence significantly limits the participation of women and girls in community life.” 

Research consistently reports that “Stalking victimisation disproportionality impacts women compared with men”

(Logan & Walker, 2019). Moreover, stalking is frequently minimised or ignored when reports are made to the Police.

As one study explained, “Research indicates that victims are unlikely to feel they have been taken seriously” (Taylor-

Dunn, et al., 2018). Victims also report been treated insensitively and subjected to victim blaming when stalking is

reported.

Such attitudes towards experiences of stalking suggest a lack of understanding about what constitutes stalking

and the impact such behaviour may have on a victim.  While the definition of stalking is relatively clear, stalking

behaviour is at times also viewed as the ‘normal’ actions of someone experiencing a relationship break down

(manifested in jealousy or rejection) rather than as a behaviour that seeks to cause harm or fear.  This view is

especially true when an ex-partner or ‘jealous’ partner partakes in such actions.  This requirement in the legislation,

that stalking cause fear or harm on a victim for it to be a chargeable offence, has been viewed as problematic, as it

restricts the scope of the offence.  Having someone simply stalk or harass another is insufficient to warrant further

investigation.  

Within Australia, the 2016 Personal Safety Survey (PSS) “found that one in six women (17% or 1.6 million) and one in

15 men (6.5% or 587,000) experienced an episode of stalking since the age of 15” (ABS, 2017).  Moreover, ABS data

largely supports a number of key findings from international research regarding the prevalence and experience of

stalking and harassment amongst women.  

Stalking, Harassment and Threatening 
Behaviour

Across the SMR, stalking and

harassment offences saw an increase

from 2019 to 2020 in a number of

LGA’s.  As can be seen from the chart

below the LGA’s of Bayside,

Mornington Peninsula, Casey and

Port Phillip saw a decrease in rates of

sexual harassment, stalking and

threatening behaviour.  At the other

end of the spectrum, Glen Eira and

Cardinia, in particular, saw a

significant rise with increases of 44.05

% and 38.66% respectively in 2020.

The LGA’s of Stonnington, Kingston,

Greater Dandenong and Frankston

also saw increases.

Stalking and Harassment in the SMR

Figure 44. Stalking, harassment and threatening behaviour (Crime Statistics Agency, 2020)
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Attitudes to Violence Against Women Amongst Young People

Almost two in five (37%) young Australians
agree that women make up or exaggerate
claims of violence to secure advantage in
custody battles, with young men (49%)
nearly twice as likely to agree than young
women (26%). The proportion agreeing with
this statement has dropped by 15 percentage
points since 2013. 
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Figure 45. % difference of stalking, harassment and threatening behaviour (Crime Statistics Agency, 2019)

Most Australians have accurate knowledge of

violence against women and do not endorse this

violence. 

Most Australians support gender equality and

are more likely to support gender equality in

2017 than they were in 2013 and 2009. 

Australians are more likely to understand that

violence against women involves more than just

physical violence in 2017 than they were in 2013

and 2009. 

The high rates of violence against women and

sexual offences within the SMR reveal concerning

attitudes and experiences. While limited

information and data is found regarding attitudes

to violence against women within the SMR

specifically, the National Community Attitudes

towards Violence against Women Survey, or NCAS

(2017) provides some relevant data and insights.

Specifically, the NCAS highlights “people’s

understanding of, and attitudes towards, violence

against women; their attitudes towards gender

equality; what influences their attitudes; if there

has been a change over time; and whether people

are prepared to intervene when witnessing abuse

or disrespect towards women” (ANROWS, 2017). As

mentioned, while the data presented in the survey

is not disaggregated in terms of the SMR, its

findings are very much applicable to the region

given the high rates of violence against women

found in the SMR.  In particular, it is worthwhile

highlighting some of the key findings of the survey.  

Amongst some of its encouraging results, the

survey reveals that:

Attitudes to Violence Against Women
Australians are less likely to hold attitudes

supportive of violence against women in 2017

than they were in 2013 and 2009. 

There has been improvement in knowledge and

attitudes related to 27 of the 36 questions asked

in 2013 and again in 2017. 

There has been improvement in knowledge and

attitudes related to all but two of the 11

questions asked in the 1995 NCAS and again in

2017. 

A decline in the number of Australians who

understand that men are more likely than

women to perpetrate domestic violence. 

A concerning proportion of Australians believe

that gender inequality is exaggerated or no

longer a problem. 

Among attitudes condoning violence against

women, the highest level of agreement was with

the idea that women use claims of violence to

gain tactical advantage in their relationships

with men. 

One in five Australians would not be bothered if

a male friend told a sexist joke about women.

Despite these encouraging results, there continues

to be concerning attitudes, including: 

These findings suggest that more work is required

in terms of challenging attitudes and beliefs about

violence against women.  While people’s

understanding about the nature of violence against

women has improved, only 64% of Australians

recognise that mainly men commit acts of

domestic violence (this represents a 7% drop since

2013).
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(Webster, et al., 2019)

Attitudes Toward Violence Against Women and Gender Equality Among People
From Non-English Speaking Countries
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FUNDING INITIATIVES

Throughout 2019, a number of policy announcements were made outlining funding
for family violence initiatives both at a federal and state level. These funding
announcements highlight the ongoing relevance and importance of preventing
family violence and supporting victims within government policy with an emphasis on
prevention strategies as well as more focused attention on specific vulnerable
communities and settings such as the workplace. 

Announcement of Commonwealth Contribution to the Fourth Action Plan
“On 5 March 2019, the Australian Government announced a $328 million package to
reduce violence against women and children. This represents the Australian
Government’s contribution to the Fourth Action Plan 2019-2022, the final plan under
the National Plan to Reduce Violence against Women and their Children 2010-2022.”
(Australian Government, Dept of Social Services, 2019). Of the $328 million, $68.3
million has been dedicated to prevention strategies, though this is not specifically for
primary prevention.

ALP Policy announcement

In March 2019, “Labor pledged to inject $60 million into tailored support for
Australians to rebuild their lives after fleeing abusive relationships.”  The media release
announced that, if elected this year, an ALP Shorten government would provide funds
for about 20,000 "flexible support packages" to help women pay rent or buy furniture
(SBS Australia, 2019).

Everybody Matters – A Family violence system supporting all

On 5 April 2019, Minister for Health, Gabrielle Williams, launched a 10-year-inclusion
and equity statement - The Everybody Matters: Inclusion and Equity Statement.
According to the press release, Everybody Matters “will guide a more inclusive, safe
and responsive system for more people, regardless of gender, ability, sexual
orientation, sex, ethnicity, religion, age or mental health” (Victorian Government, 2019).

The statement emphasised the vulnerability of specific groups including women with
disabilities; female prisoners; young people aged 17 or younger; Aboriginal women;
older people; people from multicultural communities; LGBTIQ communities and
people with mental health issues. The statement revealed how these groups of people
faced “higher rates of family violence and also have greater challenges in getting the
help they need” (Victorian Government, 2019).

Recognising family violence in the workplace 

On March 8, 2019, the Victorian Labor Government “introduced guidelines to
recognise family violence as an issue of workplace safety and help employers support
workers experiencing violence” (Victorian Government, 2019). The media release
highlighted that “All employers have a legal obligation to maintain a safe working
environment, and these new guidelines will help them understand and recognise
family violence, and put in place measures to help support workers experiencing
family violence. These new guidelines will help employers implement practical
measures to protect against family violence incidents” (Victorian Government, 2019).

46



It practically shows how common risk factors and overlapping effects in

health impact each other by formally making the link between PVAW

and SRH.  Family and gender-based violence can create barriers to

women’s right to safely access appropriate SRH care services including

timely access to contraception and fertility services (Miller & Silverman,

2010).  The strategy highlights that SRH is not just about the absence of

disease, it includes the right to healthy and respectful relationships and

involves respect, safety and freedom from violence. 

Speaks about SRH in terms of gender and social determinants of health

by identifying that ‘sexual and reproductive health is critically influenced

by sex and gender norms, roles, expectations and power dynamics’

(Department of Health and Human Services, 2017) . Societal norms place

responsibility for contraception on women.  This means that young

women are more likely to believe that they hold responsibility for

condom use and managing any risks associated with sex (YACVic &

VRYS, 2013).  In addition, women often face stigma attached to casual

sexual practices, whereas for men this behaviour is normalised and

accepted.  This stigma can have implications for women accessing SRH

services (Bishop, 2012). 

Underpins how the experience of women seeking SRH health support is

impacted by intersectional factors and women’s access to services and

the system of health in SRH broadly.

‘Sexual and Reproductive Health (SRH) includes the right to healthy and

respectful relationships, inclusive, safe and appropriate services, access to

accurate information, and effective and affordable methods of family

planning and fertility regulation’ (Department of Health and Human

Services, 2017). 

SRH is a growing issue as indicated by the emerging health literature which

emphasises the importance of the work that WHISE and many other

organisations are undertaking in this space.   

This year will mark the end of the current Victorian Government’s landmark

sexual and reproductive health strategy and action plan, Women’s Sexual

and Reproductive Health: Key Priorities 2017-2020. 

The Strategy is important for primary prevention work in women’s health

because it defines three key factors:

Sexual and Reproductive 
Health

WHISE recognises that women have been disproportionately affected by poorer sexual and reproductive health.

While both women and men are impacted by SRH, it has been generally women that have carried the burden of

SRH.  As such, SRH has become an important and fundamental aspect of women’s quality of life. As the report

“Common Threads” reveals, “while SRH involves biological difference between the sexes, it is also influenced by

social interactions such as gender relations, power differentials and economic and cultural factors” (Hach, 2012).

Highlighting the way in which women are disproportionately affected by SRH is critical to better understanding

women’s experiences and the reasons why SRH is significant to one’s overall health and wellbeing.  Some of

these examples include:

Gendered Response
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Women bear the childbearing demands; including control of fertility and reproductive choice.  

Women’s lives are influenced by the gendered social relations and norms that exist and are manifested in

“relations with their intimate partners, immediate family, community, and, ultimately, broader society” (Kane,

et al., 2016). There may be expectations about sexual consent, ability to use condoms and the ability to

exercise autonomy in contraception choices. 

Women are more likely to be victims of family violence and sexual assault. Gender-based violence is also more

likely to be directed towards women and may include sexual abuse, forced marriage, and lack of reproductive

choice.

Gender is considered a social determinant of health as it can profoundly impact on women’s quality of life.

Power dynamics, unequal distribution of resources, and work opportunities are all said to be gendered. Within

Australia, the gendered nature of many professions is still a reality.

Understanding gender as a social determinant of health, “allow us to better appreciate the diverse needs of

women on their individual life circumstances” (Hach, 2012).

Through a mapping of SRH services in the region in 2018, WHISE found that women lacked information and

access to contraception.  A rise in pregnancy testing was found by a number of organisations providing this

service. Twenty-five per cent of respondents identified an increase in pregnancy testing over the previous year.

Reproductive Access and Rights

It was also found that the most ‘popular’ form of contraception from organisations providing this service was

condoms. Out of those organisations that provide contraception, 82.5% provided condoms in contrast to other

forms of contraception.  This statistic may explain the rise in pregnancy testing sought, particularly when rates for

Implanon insertion remained low.  
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Within the SMR, we can see that uptake rates for the contraceptive implant are consistently low. Data from the

Women’s Health Atlas reveal that several LGA’s are below the state average, while the LGA’s of Cardinia, Casey,

Frankston, and Bayside, to a lesser degree, have higher rates of contraceptive implant use.

Contraceptive Implant

Figure 46. Contraceptive implant rate per 1,000 population in SMR (Women's Health Victoria, 2019)

Intra Uterine Device (IUD) insertion is variable throughout the SMR. Greater Dandenong has the lowest rate in

the SMR, as the chart below reveals.  We can see that this has been the case from 2016 to 2018.  Interestingly, the

uptake of the contraceptive IUD across the SMR has also steadily been increasing from 2016 to 2018.

Contraceptive IUD

Figure 47. Contraceptive IUD rate per 1,000 population in the SMR (Women's Health Victoria, 2019)

Low uptake of Long Acting Reversible Contraception (LARC) remains a significant barrier to women’s SRH. While

condoms remain a very popular form of contraception, rises in pregnancy testing indicate challenges in relation

to the types of contraception women might have access to.
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Their inability to provide culturally appropriate SRH information

A lack of female GPs, or women’s health clinics

Long waiting lists for IUD insertion

A lack of easily accessible youth friendly sexual health practitioners

Inadequate or no funding for certain aspects of SRH

Inability to adequately refer clients to more specialised services

Lack of consistently available health practitioners

Lack of appropriately qualified and experienced health practitioners

WHISE has identified a number of issues of unmet service provision or requiring attention. It was found that 59%

of organisations who responded to WHISE 2018 service mapping research stated that they were unable to

appropriately provide SRH services for specific unmet needs.  Some of their concerns included:

These practitioners and service providers further outlined various reasons for their inability to adequately respond

to specific needs in their service provision.  These included:

Throughout Australia, high levels of STIs continue to occur.  There is often misinformation or misunderstanding

about the impact or health consequences of STIs. For many sexually active individuals, STI symptoms may not be

obvious. It is important therefore to continue to “raise awareness and knowledge of STIs and their consequences”

(Department of Health, 2014).

Throughout the SMR, high rates of STIs were identified, in line with national trends.  In particular, high rates of

chlamydia, gonorrhoea, and hepatitis B were found present amongst a number of municipalities in the SMR. In

addition, high rates of HIV were found amongst a large proportion of males in other municipalities.

Service Provision

Figure 49. Chlamydia rate per 10,000 population 2018
(Women's Health Victoria, 2019)

STI Rates: Shifting Attitudes

The SMR has some of the highest

rates of chlamydia found in Victoria

(Refer Appendix 10).  Within the SMR,

six out of the 10 LGAs have rates

higher than the state average for

chlamydia. This is particularly the

case amongst women. Rates of

chlamydia has been steadily rising

since 2010 despite a small drop in

2012. While the rates of chlamydia in

men are also high in comparison to

the state average, women maintain

higher rates in all 10 LGAs in the SMR.

Significantly, young women are

disproportionately affected by high

rates of chlamydia. Young people

aged between 15-24 years (ASHA,

2015) are most affected by chlamydia

accounting for at least 80 per cent of

cases (Hocking, 2015).

Chlamydia

Figure 48. Chlamydia rate per 10,000 population 2017 
(Women's Health Victoria, 2019)
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Hepatitis B

Figure 50. Victoria chlamydia notified cases 2010-2014

Figure 51. Hepatitis B rate per 10,000 population in 2018 (Women's Health Victoria, 2019)

Figure 52. Hepatitis B rate per 10,000 population in 2017 (Women's Health Victoria, 2019)
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Gonorrhoea

Figure 54. Gonorrhoea rate per 10,000 population in 2017
(Women's Health Victoria, 2019)

Cervical Screening Participation

Figure 55. % of Pap Screening per area 
(Victorian Cervical Cytology Registry, 2015)

Figure 53. Gonorrhoea rate per 10,000 population in 2018
(Women's Health Victoria, 2019)
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HPV Vaccination

Syphilis

Figure 58. Syphilis (infectious) events between 2015-2019
(health.vic, 2018)

Figure 56. HPV vaccination rates
(National HPV Vaccination Program Register, 2015)

Figure 57. HPV vaccination rates
(National HPV Vaccination Program Register, 2015)
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Moreover, the infectious syphilis notification rate in “the Aboriginal and Torres Strait Islander population in 2017

was highest in remote and very remote areas (171.8 per 100 000), which was 27 times as high as in the non

Indigenous population.  Over the last 10 years (2008–2017), more than half (59%) of the 44 congenital syphilis

notifications were in the Aboriginal and Torres Strait Islander population” (Kirby Institute, 2018).

The rise in syphilis rates throughout Victoria (and Australia) can also be seen in the rates within in the SMR.  As

the chart below demonstrates, the trend-lines for both 2018 and 2019 reveal rising rates amongst several LGA’s

within the SMR. Between the years 2015 and 2018, an increase in the syphilis rate was seen in all LGA’s bar the

LGA’s of Bayside and Glen Eira, where the rate fell marginally.  Latest statistical data indicate that Port Phillip and

Stonnington continue to have the highest syphilis rates in the SMR followed by Glen Eira.

The increasing rates of infectious syphilis emphasise the need for continued testing and education about the

presence of STI’s like syphilis in the general population.  For the Aboriginal and Torres Strait population, the high

rates highlight the importance and “need to enhance culturally appropriate health promotion, testing and

treatment strategies in this population” (Kirby Institute, 2018).

The Kirby Institute (2018) reports that the increases seen in gay and bisexual men is partly due to “more

comprehensive screening, and an increasing trend in condom-less anal sex in the context of the greater

availability and awareness of highly effective HIV prevention strategies … nevertheless efforts to improve health

promotion, testing and treatment in gay and bisexual men need to be strengthened” (Kirby Institute, 2018).

Recently, the importance of regular STI testing was highlighted by the State Government of Victoria (Premier of

Victoria, 2019).  In a media release it was reported that “Victorians are being urged to get tested for sexually

transmissible infections (STIs), with new figures showing that last year saw highest number of STI notifications

since records began” (Premier of Victoria, 2019).

While HIV rates have remained at a fairly stable rate over recent times, a report released by the Kirby Institute

reveals that in 2018, “there were 835 HIV diagnoses across the country, which represents a decline of 23% over five

years” (Kirby Institute, 2019).  Rates from 2014 to 2018  indicate that Port Phillip and Stonnington continue to have

a HIV rate almost five (5) times higher than the state average; particularly amongst its male population)(see chart

below).  These two LGAs have a high LGBTIQ+ population as well as a transient community of travellers and may

explain these high rates.

HIV

Figure 59. Comparison of HIV rates per 10,000 population between women and men in Port Phillip and 
Stonnington between 2014-2018 (Women's Health Victoria, 2019)

Data from figures 60, 61 and 62 (on next page) points to the SRM following the national trend, as indicated by the

Kirby Institute, that HIV rates have somewhat declined over the last five years.
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Figure 60, 61 and 62. HIV rates (Women's Health Victoria, 2019)
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Sexual and Reproductive Health Literacy
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Co-design community specific programs and strategies with lived

experience  

Connect with and take an intersectional approach to shape the way that

WHISE undertakes work to address gendered determinants of health 

Build upon but also contribute to the primary prevention evidence base

through better and more strategic evaluation to help address the

paucity in some data/evidence base on primary prevention in specific

settings. 

Evidence from past practice and plans for the immediate future tell us that

the role of the health promotion and primary prevention professional and

skill will continue.  The core principles of health promotion, and,

accompanying practice (community engagement and empowerment,

health equity, intersectional partnership, capacity and capability building)

will not change.

What is clear is that the pressures upon the delivery of our work will

increase due to external factors and, also our own expectations to improve

what we do, and deliver better and higher quality services to the SMR.

Diversity and growth in our region continues to expand and the health and

wellbeing expectations and needs of our community continue to do so.

Further to this, we know that the ongoing headwinds impacting our

workforce that have been documented in Victoria in recent health and

social policy reform (Royal Commissions into Mental Health, Family

Violence and also workforce plan for the sectors) will not change in the

immediate future. 

Beyond the current pillars of our work WHISE and colleagues in women’s

health primary prevention and health promotion will need to expand our

capacity to deliver meaningful services and support to women in our

region. While it is not our role to develop individual health promotion

workers, we can leverage aligned skills and competencies in partner

agencies to create change and:

Emerging Issues and Trends
for Health Promotion and
Primary Prevention Practice
in our Region
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We already know many of the measures that can be effective with our health
promotion priorities. Our main challenge will likely continue to be the resistance by
persons with vested interests, along with the accordant failure of our governments to
take appropriate actions.

Care is needed by health professionals that we are not misled by the vested industry’s
call to focus on ‘education programs’, as education alone without the relevant
organisational, economic and political actions of a comprehensive approach to health
promotion will be ineffective.

Reduced support for health promotion and disease prevention programs must be
lobbied against as we increasingly see funds released to hospitals, a short sighted
policy, or perhaps a response to industry pressures.

The challenge for the health promotion and the HPJA in the next five years is not only
to keep health promotion alive in the light of continuing cuts, but at the same time to
defend the territory/achievements that we have won in the past.

From Health Promotion Journal of Australia Editorial Health 
Promotion Futures 2017
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Encourage and advocate for a systems

approach to building good mental health –

advocate for an intersectional gender-

sensitive approach to all areas of mental

health policy, health promotion and service

provision. Seek to provide services that

promote mental health and wellbeing of

women in the SMR.

Continue to partner and support education

institutions to take a gender lens to health

and wellbeing – particularly around respectful

relationships, mental health and wellbeing

and sexual and reproductive health. 

Strengthen organisations’ capacity to

challenge gender stereotypes, and address

gender inequalities after natural disaster,

particularly as it relates to the increase

prevalence/risk of family violence.

Work with communities building on evidence

as well as “where people are at”, using

partnership and network structures to build

resilience and reduce risks of vulnerability to

climate change and natural disasters. 

Provide service and support to partners in our

region on appropriate and evidence informed

health promotion messaging on gender

equality and women’s health 

Build our own capacity and capability to

deliver primary prevention services and

support for communities impacted by

climate change, disaster and pandemic.

Adopt and develop a social inclusion practice

in our work to take a system wide approach

to help address the health and wellbeing

needs of older women in our community.

Overall the emerging themes tell us that our

primary prevention and health promotion

capabilities will need to be strengthened and

broadened to adapt and respond to a range of

emerging new issues for women and health.

Continue our focus on best practice primary

prevention and health promotion 

Practice health promotion and primary

prevention based on the social determinants

of health putting gender equality at the heart

of what we do

Implement programs and services based on

evidence

Contribute and build the evidence base on

gender equality, primary prevention and

health promotion, and women’s health and

wellbeing

Take an intersectional gender-lens to our

work

Collaborate and work in partnership to build

capacity of community and society in the

SMR

Reviewing the evidence across health

promotion, primary prevention and gender,

WHISE believes the following areas of work will

guide our practice in the next 12 to 24 months,

and build upon strong foundations of our

current work, including:

Recommendations
Implications for WHISE and Our Work
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