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Acknowledgement of Country 

Women's Health Matters acknowledges Aboriginal and Torres Strait Islander peoples as the 

traditional custodians of the land on which we live and work. We recognise these cultures as 

among the oldest living cultures in human history and pay our respects to Elders past and 

present. We acknowledge the history of dispossession and its ongoing impact on Aboriginal and 

Torres Strait Islander communities. We particularly recognise the strength, resilience, and 

wisdom of Aboriginal and Torres Strait Islander women, and honour their continuing connection 

and contribution to Country, community, and culture. We are committed to walking alongside 

Aboriginal and Torres Strait Islander peoples in our shared journey toward health equity and 

justice. This land always was, and always will be, Aboriginal land. 

 

About Women’s Health Matters 

Women’s Health Matters (WHM) is an independent, non-partisan organisation that works to 

improve the health and wellbeing of all women in the ACT and surrounding region. We seek to 

improve access to health information and enhance knowledge and understanding about the 

determinants of health and illness among anyone who identifies as a woman. 

We advocate on behalf of all ACT women, especially those experiencing disadvantage and 

vulnerability. We want women to feel in control of and understand the determinants of their own 

health and wellbeing. We do this through health promotion and by providing evidence-based 

social research, policy development and advocacy services to governments, the corporate 

sector, policy makers, service providers and peak bodies. 
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Summary 

This paper presents an evidence-based analysis of the relationship between experiences of 

violence and trauma and subsequent health and access disparities among women in the ACT. 

This analysis is intended to inform better policy, advocacy, and services.  

The need for this work is grounded in Australia-wide evidence, which shows a strong link between 

violence and women’s physical, mental, sexual, and reproductive health. Research conducted 

by Australian Institute of Health and Welfare (AIHW), Australian Longitudinal Study on Women’s 

Health and Australia’s National Research Organisation for Women’s Safety (ANROWS) confirms 

that gender-based violence is a major contributor to the health burden and social disadvantage 

experienced by women nationally. For instance, intimate partner violence (IPV) is a primary driver 

of health inequity,  contributing 1.7% of the total disease burden and injury for women in Australia 

aged 15 and over in 2024 (AIHW, 2025), and the avoidable burden in women due to homicide and 

violence would have been reduced by 49% if no woman had experienced IPV (AIHW, 2025). 

Research has also identified evidence linking IPV to increased anxiety and self-harm (ANROWS, 

2016).  

The analysis of the WHM Survey 2025 data provides further local evidence that supports these 

national findings by identifying persistent disparities in the ACT. The data highlights a pervasive 

and measurable crisis of distrust in healthcare, with over half (51%) of survivors reported feeling 

invalidated (taken only "somewhat seriously” or “not at all seriously" by doctors). This failure in 

the quality of the patient-provider relationship is accompanied by substantial quantified health 

burdens, including an 18.9 percentage point higher rate of poor self-rated health and a 26-

percentage point higher rate of mental health diagnoses among survivors compared with people 

who did not report experiencing violence. The disparity for mental health diagnoses 

demonstrates a strong association between violence exposure and significantly higher rates of 

mental health diagnoses. This analysis is guided by core social science frameworks, notably 

Intersectionality and the concept of structural violence, to ensure that our interpretation moves 

beyond isolated incidents to critique the systemic nature of harm. 
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1. Introduction and Methodology 

The scope of violence as a public health crisis is confirmed by national prevalence data. Lifetime 

experience of physical and/or sexual violence from an intimate partner affects 1 in 4 women and 

1 in 14 men (AIHW, 2025). Furthermore, high rates of sexual violence (from partners and others) 

cut across the life course, with 51% of women in their twenties and 34% of women in their forties 

reporting a lifetime experience (ANROWS, 2022). Crucially, this prevalence is substantially higher 

for Aboriginal and Torres Strait Islander women and women with disabilities, underscoring the 

urgent need for a response that explicitly addresses equity and known data gaps in these priority 

populations (ANROWS, 2016).  

This paper synthesises findings regarding the health status, service access, and experiences of 

women, femme-identifying people, and others who align with these groups, aged 18 and over and 

residing in the ACT region. The analysis draws on the latest Survey of Women's Health in the ACT 

(WHM Survey 2025, N=1,319) to move beyond baseline prevalence data and expand the local 

evidence for the interaction between violence exposure, poor health, and systemic service 

barriers. 

1.1 Context: National Burden of Disease  

The local ACT data must be considered within the national context of health inequity. The 

Australian Institute of Health and Welfare (AIHW) has confirmed that family, domestic, and sexual 

violence (FDSV) negatively impacts physical health, mental health, relationships, and financial 

stability. While much of the national literature focuses on Intimate Partner Violence (IPV) as a 

primary driver of health inequity , it is important to note that gender-based violence is a broader 

category that includes significant forms of violence impacting health, such as sexual violence, 

family violence, institutional violence, and violence from someone a person lives with or relies 

on, which are not limited to current or former partners. 

Crucially, the AIHW reported that if no woman had experienced intimate partner violence in 2024, 

the disease burden among women due to homicide and violence would have been reduced by 

49% (AIHW, 2025) IPV, including domestic, family and sexual violence, contributes more to the 

burden of disease for women aged 18-44 years than any other risk factor (and more than well-

known risk factors including tobacco use or high cholesterol) (Webster,2016). 

In a large literature review, ANROWS found strong evidence that IPV results in depression and 

anxiety among women in Australia (Lum On et al., 2016):  
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Of the diseases included in [ANROWS] study, the largest proportion of the intimate partner 

violence burden in women was due to mental health conditions, including depressive 

disorders and anxiety disorders. Together these two diseases were estimated to account 

for around 70% of the burden in both age groups. (ANROWS, 2020) [emphasis added] 

A major longitudinal study of the prevalence and impact of sexual violence in Australia found that 

experiencing sexual violence at any stage increased the risk of financial stress, adverse health 

behaviours, and poor physical and mental health, and that having been subjected to sexual 

violence in childhood is a risk factor for later being subjected to violence (Townsend et al., 2022).  

The study also found that sexual violence is much more widespread than previously reported, 

especially among younger women. Working with the established age cohorts of the Australian 

Longitudinal Study on Women’s Health (ALSWH), the study found that the lifetime prevalence of 

women in Australia experiencing sexual violence was:  

• 51% of women in their twenties  

• 34% of women in their forties  

• 26% per cent of women aged 68 to 73 (Townsend et al., 2022). 

Importantly, this study also found that social support, mental health service use and physical 

activity were indicated as potentially beneficial to wellbeing among women who had experienced 

sexual violence (Townsend et al., 2022). 

The ACT data presented here provides granular, local evidence of the mechanisms driving the 

national evidence showing violence to be a major factor in women’s experiences of preventable 

illness, injury and death.  

1.2 Definition of Violence Exposure 

For the quantitative analysis (cross-tabulations), the "Experienced Violence" group is defined as 

any respondent who reported experiencing one or more forms of violence, including: sexual 

violence, domestic and family violence, institutional violence, or violence from someone you live 

with or rely on. Inclusion of all these types of violence acknowledges that not all gender-based 

violence is intimate partner violence (IPV). This definition captures the wider scope of violence 

that impacts women's health, which is particularly important for understanding the diversity of 

experiences. For example, women with disabilities and younger women are often exposed to 

gendered violence from people other than partners. This composite variable is used to measure 

the disparity in outcomes compared to the "No Violence Exposure" group. As we will see, these 

disparities are stark indicators of a need for system change.  
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1.3 Evidence Sources and Corroboration 

The analysis is structured around the triangulation of core evidence streams, the urgency of 

which was confirmed by the WHM Stakeholder Roundtable held in September 2025, which 

highlighted the sector's concern over the "significantly poorer health outcomes, healthcare 

access, and experiences" revealed by the survey data. 

Evidence Source Data Type Focus Implications 

WHM Survey Data 
2025  

Quantitative Disparity metrics 
(percentage points) 
comparing health/access 
outcomes for those who 
have Experienced violence 
vs. not- Experienced. 
  

Establishes the 
scale of the 
problem. 

WHM Survey Data 
2025 

Quantitative Multivariate analysis 
investigating impact of 
cofounding variables such 
as financial status 

Investigates the 
different parts of 
the problem  

WHM survey- Open 
Ended responses 
(Excel file with Raw 
Data) 

Qualitative Thematic identification of 
participants’ experiences, 
discrimination, and quality 
of care failures. 
  

Identifies the 
mechanisms of the 
problem. 

AIHW (2025) and 

ANROWS (2016 & 

2022) 

Contextual/Policy Framework for 
understanding the national 
health burden and the 
systemic/clinical 
consequences of Intimate 
Partner Violence (IPV) and 
trauma. 

  
Provides 
authoritative 
context and 
corroboration. 

  

1.4 Intersectionality: Scope and Analytical Imperative 

It is noted that efforts must be made to improve the future representation of Aboriginal and Torres 

Strait Islander women in data collection through culturally appropriate methods. This is critical 

for accurately quantifying and addressing intersectionality and health inequities that may be 

currently underrepresented in the available data. For example, Women’s Health Matters is in the 

early stages of projects to collaborate with Aboriginal women’s organisations in gathering 

reflections from people with lived experience of violence to guide system improvements. This 

necessity underscores the importance of the intersectionality framework, which guides the 

analysis of how multiple forms of social identity and disadvantage combine to create 

compounded health risk. It is also important to acknowledge the limitations of standard social 
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science methods of data collection and analysis, as well as the approaches to policy advocacy 

generally used by community sector organisations like WHM, particularly in terms of how 

representation and self-determination by Aboriginal and Torres Strait Islander people. An 

evidence paper like this can only be part of what is required. 

1.5 Acknowledging Complexity and the Need for the Further Analysis 

The quantitative disparities observed demonstrate a strong and consistent association between 

exposure to violence and significantly elevated rates of poor health outcomes and experiences. 

To maintain analytical integrity and ensure that findings meaningfully inform policy, it is necessary 

to contextualise these results by acknowledging the potential influence of confounding variables. 

These factors may shape both the possibility of experiencing violence and the health outcomes 

that follow. Because the current analysis is based on cross-tabulations, it identifies co-occurring 

patterns but cannot determined the independent effect of violence relative to other social 

determinants of health. Recognising this limitation is essential for accurately interpreting the 

observed association.  

Key Confounding Variables: 

Several factors highlighted in the dataset, and reinforced by the qualitative analysis on 

compounding vulnerabilities, require further statistical control due to their pervasive influence: 

• Financial Stress: Survivors are 30-45% more likely to report high financial stress 

(Townsend et al., 2022) making it a vital confounding factor. As a dimension of structural 

violence, financial precarity increases vulnerability to violence (e.g., limiting options for 

leaving abusive environments) and constrains access to healthcare (e.g., inability to 

afford services). This dual influence complicates attempts to attribute health disparities 

solely to experiences of violence. Some exploration of how financial stress interacts with 

violence as a factor in health disparities is provided below. 

• Disability Status and Chronic Health Conditions: A significant disparity exists in 

underlying health conditions, where women who have experienced any form of violence 

report a 21.3 percentage point higher rate of disability and a 25.5 percentage point higher 

rate of chronic health conditions compared to those who have not experienced violence. 

Individuals with disabilities or long-term health conditions face persistent structural 

barriers in the healthcare system independent of trauma exposure. The pre-existing 

conditions can contribute to the poorer self-rated health and increased reliance on 

services, while also elevating the risk of violence.  
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• Housing Crisis: Housing instability or insecurity is a strong indicator of socioeconomic 

disadvantage. It could be associated with greater exposure to violence and independently 

constrains health access and overall well-being, underscoring the need to control for this 

factor in further analysis. 

2. Key Findings: Quantified Disparities  

The data shows that exposure to violence is strongly associated with negative health and access 

outcomes. 

2.1 Health Outcomes: Somatic and Psychological Burden 

Violence generates a substantial, chronic health burden, manifesting across physical and 

psychological domains and severely reducing self-rated health. Although our data does not 

establish causation, it shows there is a clear association between violence and poor health. 

Health Outcome Exposed to Sexual 
Violence 

Not Exposed Disparity (Percentage 
Points) 

Self-Rated Poor/Fair 
Health 

48.4% 30.2% +18.2 

Diagnosed/Treated 
for Mental Health  

78% 52% +26  

 

The 18.2 percentage point gap in self-rated health confirms that survivors are almost twice as 

likely to rate their overall health poorly. The long-lasting and serious nature of these health 

outcomes, as noted by the AIHW, encompasses physical, mental, and related socio-economic 

consequences. Furthermore, the 26-percentage point disparity for mental health diagnoses 

demonstrates a strong association between violence exposure and significantly higher rates of 

mental health diagnosis.  The national findings validate the breath of these complex, chronic 

health consequences, including associations between sexual violence and increased 

engagement in adverse health behaviours (illicit drug use, high-risk alcohol use), and links 

between IPV and reproductive problems (such as premature birth) and cardiovascular health 

issues.    
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2.2 Access Outcomes: Compounded Barriers to Care 

Access failure for survivors is characterized by the convergence of financial strain, logistical 

difficulty, and the emotional risk of re-traumatisation, creating highly effective compounded 

barriers to seeking help. 

Access Outcome 
Metric 

Experienced 
Violence 

No Violence 
Experienced 

Disparity 

Rated access to GP as 
Fair/Poor (Fair and 
Poor were the lowest 
two options on the 
five-point scale)  

24.8% 14.7% +10.1 

Went without care or 
medication due to not 
having enough money 

26% 8% +18 

Worry about 
judgement or 
discrimination from 
doctors 

46% 27% +19  

  

The +10 point disparity in reporting "Fair”/ “Poor" GP access, combined with the +18 point 

disparity in going without essential care due to cost, confirms profound structural and financial 

barriers. The system is neither reliably accessible nor affordable for survivors, who also report 

significantly higher rates of financial stress.  Improving cross-sectoral awareness of available 

services and information sharing is a fundamental short-term necessity to mitigate this logistical 

access failure. The +19 disparity in worrying about judgment confirms the high emotional barrier 

and risk of re-traumatisation that survivors face in the clinical settings.  

2.2.1 Financial stress as a mediating factor: multivariate analysis 

As noted above, financial stress and poverty are potential confounding variables. Violence 

contributes to financial stress and poverty while also sometimes exacerbating exposure to 

violence (e.g. by making it more difficult to seek safety). At the same time, financial stress/poverty 

makes it more difficult to obtain healthcare.  
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Considering the interaction between financial stress/poverty and health in the context of 

violence, we also need to ask to what extent the disparity in health outcomes and experiences 

(between those who reported violence and those who did not) reflects the impact of financial 

stress and poverty, and to what extent poorer health outcomes and experience might result 

“directly” from violence itself. While our data does not allow us to make conclusions about 

causation, we can explore the relationships between these variables.  

 

As shown by the diagrams above, in the WHM survey data, people with more financial stress were 

more likely to rate their health as poor than people with less financial stress. This pattern (more 

financial stress being associated with poorer self-rated health) is the same for people who have 

experienced violence and for people who have not. 

For example, a person who has experienced violence and has high financial stress is more likely 

to report poor health than a person who has experienced violence and has low financial stress. 

Similarly, a person who has not experienced violence and has high financial stress is more likely 

to report poor health than a person who has not experienced violence and has low financial 

stress. This finding is consistent with the view that financial stress negatively impacts self-rated 

health irrespective of whether a person has experienced violence. 

However, among people with the same levels of financial stress, those who had experienced 

violence had a higher likelihood of reporting poor self-rated health. This finding is consistent with 
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a view that violence negatively impacts self-rated health directly, i.e. independent of any 

mediating impact that violence may have in increasing financial stress.  

2.3 The Core Barrier: The Crisis of Distrust and Invalidation 

The theme of distrust provides the single most important qualitative insight, quantifying the 

quality-of-care failure that ultimately guarantees the persistence of health inequity. 

Quality of Care 
Perception 

Experienced 
Violence 

No Violence 
Exposure 

Disparity 

 
Felt taken seriously - only 
somewhat or not at all  

 

51% 

 

39.4% 

 

+11.6 

  

Over half of survivors felt they were not taken seriously, with this experience of invalidation +11.6 

percentage points higher than the control group. This high rate of dismissal is an experience of 

systemic invalidation that is disproportionately borne by survivors of violence. 

 3. Extending the Qualitative Analysis: Conceptual Themes of Systemic Harm 

The qualitative responses provide essential evidence that moves the analysis beyond statistical 

correlation to the lived experience of systemic harm. The open-ended text was subject to 

(Reflexive) Thematic Analysis to rigorously conceptualize the deep patterns of meaning regarding 

trauma, health access, and institutional interaction. This process yielded four key analytical 

themes, which articulate the systemic drivers and consequences of health inequity for survivors 

in the ACT. 

3.1. Structural Violence and Systemic Invalidation  

This theme identifies systemic processes and institutional failures as an explicit form of 

Structural Violence (Galtung and Farmer), which are the systematic ways in which social 

structures (political, economic, legal, and social) prevent individuals and groups from reaching 

their full potential, particularly in accessing justice and stability. Structural violence is now a term 

predominantly used by medical anthropologists such as Paul Farmer to describe how societal-

driven differences become “embodied as individual experience” and consequently impact health 

(Farmer et al. 2003, 30). 

The narratives highlight the failure of institutions across sectors to manage complex situations, 

often resulting in profound systemic trauma: 
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“The perpetrator was my son. I am a single mother of two adult sons, one of whom has 
mental illness and disability. I believe that institutional violence is what happened after 
my complaint to the police was made and how the legal system deals with my son. The 
police were great, but the legal system failed us.” 

Systemic failure was also reported when seeking welfare support:  

"I experienced institutional violence when I sought help from Centrelink and was treated 
with suspicion and judgement."  

Other respondents explained:  

“[T]hey don't see past my weight issues. The GP is better but hospital staff and specialists 
are disgustingly rude and judge me.”  

“I have chosen to go private due to judgement of public midwives and while I can afford it, 
it feels prohibitively expensive to receive supportive woman center pregnancy care 
without judgement for choices you make.” 

 

Analysis and Key Insight: These narratives highlight how systemic failures deny fundamental 

rights to safety and economic stability across multiple sectors. These processes are not merely 

logistical challenges; they are acts of institutional discrimination that reinforce precarity, which 

is highly associated with persistent poor health. This structural barrier prevents safe exit from 

violence and denies the necessary support structures required for recovery. 

3.2. Institutional Betrayal: A Crisis of Trust 

The theme of Institutional Betrayal captures qualitative data revealing a widespread crisis of faith 

in health settings, where over half (51%) of survivors felt dismissed or invalidated by 

professionals. Institutional Betrayal is defined as a wrongdoing perpetrated by an institution 

(such as a hospital or clinic) against a person dependent on it, which occurs when the institution 

fails to prevent or respond supportively to a trauma, thereby inflicting secondary harm (Smith & 

Freyd, 2014). Examples of responses demonstrating this theme include: 

 “The shame prevented me from seeking help for a long time.”  

“I experienced institutional violence when dealing with the child protection system.” 

“The police were not helpful when I reported the violence. They made me feel like I was 

making it up.” 
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“Years ago, coercive control, financial abuse, and emotional abuse were not considered 

abuse, so I had nowhere to go and no one to support me. I was told by the police that 

because I didn't have bruising or broken bones that it did not count as abuse.” 

“I experienced institutional violence when seeking help from ACT Policing, due to poor 

engagement, lack of care, poor follow up and lack of consideration that there was DV in 

the family. I also experienced it in the legal system with a court order being ignored by 

police.” 

Analysis and Key Insight: The significant finding that over half of survivors felt dismissed is 

critically explained by comments detailing feeling "shamed" and facing a "lack of validation" from 

figures in authority. This relational failure constitutes an institutional betrayal. When a survivor’s 

self-report of harm is invalidated by a healthcare professional, it undermines their self-worth, 

exacerbates feelings of isolation, and is strongly associated with the chronic avoidance of formal 

healthcare. This crisis of trust fundamentally limits the system’s ability to intervene, contributing 

directly to the compounding of existing health burdens and driving chronic disengagement from 

essential medical care. 

3.3. Embodiment of Trauma and Coercive Control 

Survivors often articulate chronic, compounding health issues—the embodiment of trauma. This 

physical and mental decline is frequently a direct result of coercive control12, a systematic 

pattern of emotional, psychological, financial, and physical abuse designed to restrict a victim's 

freedom and autonomy. 

Coercive Control explains why mental health outcomes are so stark. The sustained siege to 

autonomy leads directly to chronic anxiety, depression, and PTSD, which manifests physically. 

Below are quotes from survey respondents on their experiences of violence: 

 

“It impacts most aspects of my life.”  

 

“The emotional scars are harder to heal than the physical ones.” 

 

“I separated from my children’s father when my youngest was 3. She is now 20 and we are 

still feeling the impacts of violence on our family functioning and health and wellbeing. 

We continue to have safety concerns. It never ends”  
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“My experience was with a partner who was abusive and controlling. I left the relationship, 

and he stalked me for years.” 

 

“I have experienced domestic and family violence since I was five. Coercive control left 

the biggest scars and so much harder to see as an autistic person.” 

 

“I experienced violence from an ex-partner which was emotional and financial abuse. I 

was in a good financial position before I met him, and he managed to destroy that.” 

 

Analysis and Key Insight: Survivors consistently state that violence is not a singular past event, 

but a "lived presence" that defines their current health status. Quotes detailing impacts that 

persist decades later confirm the chronicity of trauma and its intergenerational impact on family 

functioning and safety.  

The quote noting that "coercive control left the biggest scars and so much harder to see as an 

autistic person" highlights the failure of generic trauma models to address neurodiversity and the 

need for tailored support that recognizes the unique processing of non-physical harm.  

Furthermore, the explicit mention of the partner managing to "destroy" a good financial position 

confirms how financial abuse, a key tactic of coercive control, directly creates the structural 

precarity that compounds health issues and limits care options. The reported anxiety, 

depression, and loss of self-esteem are consistently correlated with this ongoing history of 

violence. 

 

3.4. Compounding Vulnerabilities: Intersection of Specific Harms 

This theme focuses on the detailed ways in which various types of violence and intersecting 

experiences, including social factors, financial status, and reproductive coercion, combine to 

worsen health inequities. This conceptual theme highlights that vulnerability is compounded by 

the breadth of abuse experienced and the structural difficulty of seeking help. 

Analysis & Key Insight: The narratives confirm the wide scope of violence extending far beyond 

physical assault, detailing the devastating impacts of coercive control, financial abuse, and 

sexual coercion. Survivors reported profound financial loss, for instance one reported: 
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"I experienced violence from an ex-partner which was emotional and financial abuse. I 

was in a good financial position before I met him, and he managed to destroy that.”  

This financial devastation compounds precarity.  

Complex social ties also created profound barriers to reporting, compounding the initial trauma: 

“The perpetrator was also the child of a family friend, and our families have known each 

other for 30 years. I felt like I couldn’t report it and the shame that came from that. It still 

haunts me.” 

Furthermore, the data includes specific examples of reproductive coercion from medical staff 

and partners, as illustrated by quotes such as: 

"[M]edical staff feel it's ok to tell women to get pregnant as a treatment for endo. They push 

and push. If you say no, then they ask your partner right in front of you.”  

 

“I wasn't done having children, but my husband decided he was, so there was no 

discussion to be had about it." 

 

The data emphasises that services need to adopt a broad definition of harm that recognizes how 

these different forms of abuse and social and structural factors interact to place survivors at the 

highest risk for poor health outcomes.   
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3. Conclusion 

The evidence presented adds further local evidence supporting the profound role of violence as 

a defining factor for health inequity for women in the ACT. The high prevalence of trauma and 

violence and the subsequent, quantifiable deficits in health status and access demonstrate an 

urgent, complex need for systemic overhaul. 

The core challenge is not simply a lack of services, but a failure in the quality and safety of the 

care provided, an issue best understood through the lens of Institutional Betrayal. The 

association between this distrust and negative health trajectories strongly suggests that 

equitable health outcomes cannot be achieved without fundamental changes to clinical culture 

and practice. Addressing the complexity of issues at the intersection of violence and health 

requires deliberate intersectoral collaboration to see comprehensive action. 

The necessity of addressing financial and structural barriers is reinforced by evidence that 

survivors are 30% to 45% more likely to experience high financial stress and incur higher average 

annual costs for non-referred health services (such as GP consultations) compared to non-

survivors (ANROWS, 2022). Future policy must therefore prioritize eliminating institutional harm 

while establishing trustworthy, trauma-informed, and financially accessible care models that 

recognize the deep impact of structural violence and coercive control. 
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