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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 allwomen 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.

Our Submission

WHM welcomes the opportunity to provide input to the Inquiry into ACT health system data,
demand and processes. As well as making our own submission, Women’s Health Matters
endorses the submission to this inquiry by Women With Disabilities ACT (WWDACT), and our
submission is also endorsed by WWDACT.

Our submission focuses on opportunities to improve health data collection and presentation,
understand bulk-billing rates and individual system experiences, consider the safety implications
of the Digital Health Record, plan for ways to better meet unmet needs for affordable, trusted and
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gender-responsive care, respond to violence as a driver of demand, improve services and
information for common reproductive conditions, and strengthen community-based provision of
healthcare.

To provide input to the inquiry, we draw on our community research, particularly our Survey of
Women’s Health in the ACT, as well as from the knowledge developed through our community
engagement and health education.

Improvements to publicly available health data
Health data collections

In the ACT, useful population health data is presented by the Health and Community Services
Directorate through HealthStats ACT, which aims to ensure that “high quality data and statistics
are readily available to inform public health policy and program decisions by engaging with health
data users.” Another ACT Government source, the Wellbeing Data Dashboard reports findings
across the 12 domains of the ACT Wellbeing Framework, which includes Health and Safety as two
of the domains. However the Wellbeing Data Dashboard does not disaggregate by gender or other
demographic features for most indicators.

The Australian Institute of Health and Welfare publishes important national-level summaries of
relevant data collections, some of which can be viewed at the ACT level. In general, however,
public data about local experiences and outcomes in the healthcare system is less visible and
less user-friendly than population health data. We would welcome improvements in the
timeliness, level of detail and transparency of interpretation for measures such as:

e hospital experiences

e waiting periods, including for specialists

e bulk-billing

e out-of-pocket costs

e health system experiences of people without Medicare

Bulk-billing experiences

In our 2025 Survey of Women’s Health in the ACT, we found that only 27% of respondents had
used bulk-billing GP services at any time in the last year (defined as instances where they did not
have to pay any out-of-pocket amount for the consultation). Although ours is not a random
sample, itis reasonably representative of the ACT population of women. Itis notable that the bulk
billing percentage found in our survey is significantly less than the most recent data from AIHW
(based on MBS data) which shows a bulk-billing rate of 53% in December 2024 (measuring the
proportion of all recorded GP attendances for which Medicare subsidises the fee completely).

It would be useful to understand the reasons for such a significant difference in experiences and
perceptions of how available GP bulk-billing is. Reasons might include, for example,
demographic differences in the samples, the impact of co-payments (non-bulk-billed items
delivered alongside GP bulk-billed services), and/or the concentration of GP attendances within
a specific sub-set of the population.
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Individual system experiences

In general, we need more data that reflect individual patient experiences over time within the
health system. This would include data about sequences of interactions as distinct from stand-
alone statistics viewed separately through the lenses of different parts of the health system.

For example, our research has found low satisfaction with healthcare and information for
common reproductive health concerns, including endometriosis/adenomyosis, polycystic ovary
syndrome (PCOS), persistent pelvic pain and symptoms of menopause. It would be useful to
know more, at a population level, about the typical pathways (and blockages) experienced by
patients navigating GP services, private specialist services, community-based healthcare and
hospital services such as the Emergency Department.

Relevant data is available (such as the time series hospital data showing wait times for
hysterectomies), but is not necessarily presented in a joined-up way that reflects experiences. In
orderto address widespread poor experiences with reproductive care, we need to be able to bring
together data about experiences that span different parts of the health system, such as getting
referrals from GPs and finding specialists, ending up in acute pain after several attempts to get
care and then presenting to ED, finding services in community-based care but having to wait
and/or pay for them, and/or having surgery in hospital.

Good practices in data collection and presentation

We need to continue to improve data collection so that we can better understand usage and
experiences across different types of health service, disaggregated by:

e Aboriginal and/or Torres Strait Islander status

e gender and sexuality

e country of birth, main language spoken at home, preferred language, visa status
o disability

e Medicare status

e other key characteristics

We also need to work towards better estimates of the number of people without Medicare who
are attempting to access different kinds of services but are not able to receive these services
because they do not have Medicare.

Terminology: planned rather than ‘elective’ surgeries

We recommend that health data reports should refer to planned (i.e. scheduled or non-urgent)
surgeries as such rather than “elective surgeries”. As the AMA’s 2024 Public Hospital Report Card
notes:

Planned surgeries are essential and include lifesaving procedures, diagnostic procedures
and procedures which will restore basic functions for patients — they are not elective for
patients, they are essential.(p9)
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The AMA also highlights “potential misunderstanding of the term ‘elective’ in the broader public”,
emphasising that this kind of surgery is planned “in accordance with the triage scale and the
health system’s capacity, as opposed it being something that is the patient’s choice and may not
be seen as necessary.’ (p4)

This choice of terminology is particularly importantin areas of reproductive health, where women
and gender-diverse people experience harmful forms of judgement and scrutiny (e.g. in relation
to “natural birth” vs “elective caesareans”).

Digital Health Record

Safety implications of DHR

We encourage health system planners to consider Digital Health Record implementationin terms
of its safety implications. The Australian Government’s My Health Record created significant
issues for people in situations of domestic and family violence, where perpetrators were able to
discover personal details (such as addresses) through children’s records to which they had
access by default. Although changes have been put in place to provide stronger protections
within My Health Record for people in this situation, risks still exist and it is important that other
digital health record systems such as DHR learn from and prevent such problems.

More generally, further work is needed to consider how health practitioners interact with DHR in
relation to domestic, family and sexual violence. The CHS Procedure ‘Identifying and Responding
to Family Violence’ states that disclosures should lead to a note being placed on the person’s
record, while recent discussions have considered how to use DHR to “flag” situations where
people have higher support needs (such as those arising from experiences of violence).

We would emphasise that information sharing systems such as DHR need to build on a solid
foundation of capacity building, guidance and supervision for the workers who will be interacting
with patients and potentially making notes in DHR about violence. Without these underpinnings,
encouraging or requiring workers to make notes about experiences of violence in DHR might not
lead to any positive outcomes, and could in fact be harmful (depending on the capacity of other
workers to respond safely and effectively).

Current and projected resourcing needs relative to demand

Unmet need for affordable care

Our 2025 Survey of Women’s Health found that there is unmet demand for affordable medical
care among women in the ACT. We found that 20% of the full sample of 1319 respondents said
their access to a GP was only fair or poor (the bottom two points on a five point scale). Of those
who said their access was only fair or poor, 66% cited the cost of GP services as key reason. Over
18% of respondents said they had gone without medical care or medication due to lack of money
at some point in the last 12 months. As noted above, only about a quarter of respondents had
accessed bulk-billing GP services at some time in the last year.
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Unmet need for trusted, gender-responsive care

Our survey also found an unmet need for trusted, gender-responsive healthcare, in the context of
widespread experiences of not being taken seriously, worrying about judgement from medical
professionals, and avoiding seeking medical help. For example, 45% of respondents felt they
were taken only “somewhat seriously” or “not at all seriously” by doctors, while 37% said they
worry about judgement or discrimination from doctors. Combined with cost and logistical
barriers, these negative expectations and experiences lead many to avoid interacting with the
medical system: nearly 40% of respondents said they only go to the doctor if there is no other
option.

While 16% of respondents (n=207) overall had experienced discrimination in a healthcare setting
in the last year, the majority of those who had experienced discrimination were women with
disabilities (n=120), who reported discrimination in healthcare at a rate of 36%. It is important to
note that the discrimination experienced by women with disabilities was often related to their
gender, age, or weight and was not only in relation to their disabilities.

Violence as a driver of the need for affordable, trusted, gender-responsive care

One of the key factors driving both of these systemic problems is the impact of violence on health
and healthcare access. Australia-wide, evidence 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) and Australia’s National Research Organisation for
Women’s Safety (ANROWS) confirms that violence is a major contributor to the health burden
and social disadvantage experienced by women nationally. While people who have experienced
violence have higher healthcare needs as a result, they are also less likely to have good access to
healthcare, facing barriers related to poverty, disability and social isolation (AWHA).

WHM’s research provides local evidence for the same links. In our survey people who had
experienced violence recorded poor self-rated health at a rate 19 percentage points higher than
those who had not experienced violence. Similarly, people who had experienced violence had
rates of mental health diagnoses that were 26 percentage points higher than those who had not
experienced violence.

While 20% of the overall sample rated their access to GPs as only fair or poor, 25% of people who
had experienced violence rated their access as fair or poor, while only 15% of people who had not
experienced violence rated their access as fair or poor —a gap of 10 percentage points. While 37%
of the overall sample said they worried about judgement or discrimination from doctors, the
corresponding figure for people who had experienced violence was 46%, compared with 27% for
people who had not experienced violence — a gap of 19 percentage points.
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Need for improved services and information for common reproductive conditions

In our survey, we found low levels of satisfaction with endometriosis/adenomyosis healthcare,
50% of people who had endometriosis/adenomyosis saying they were dissatisfied or very
dissatisfied with their healthcare for the condition. Similarly, around 49% of people who had
PCOS told us they were ‘Dissatisfied’ or ‘Very dissatisfied’, while 55% respondents who had
sought treatment for persistent pelvic pain reported they were either ‘Dissatisfied’ or ‘Very
dissatisfied’ with their care. A quarter (25%) of people who had sought support, information or
healthcare in relation to menopause or perimenopause in the last 2 years told us they got none
or hardly any of what they needed. These findings indicate ongoing high levels of unmet demand
for effective healthcare, which may continue to increase as a result of ongoing heightened public
attention in the context of campaigns and inquiries such as the new ACT inquiry into
endometriosis and other pelvic pain conditions.

Evidence-based recommendations to improve governance, resourcing
and data

As documented here, there are several intersecting challenges that the health system faces in
trying to improve women’s health and wellbeing in the ACT. The established health infrastructure
and workforces in the public and private systems in the ACT have an indispensable role in meeting
these challenges. We believe these established systems need stronger support from community-

based modes of delivery that can provide navigation, information and access to care in a way that
is flexible and responsive to community needs.

In the area of women’s health, gender-responsive and trusted services are key to overcoming
barriers to access, particularly for people who have been subjected to gendered forms of violence
such as domestic, family and/or sexual violence. Continuing to improve public health services
while strengthening community-based provision offers the best chance for positive experiences
and outcomes.

We look forward to engaging further with improvements to the ACT health system. Please get in
touch if you would like us to expand on any aspect of this submission.

Contact: Lauren Anthes, Chief Executive Officer
Phone: 02 6290 2166
Email: admin@womenshealtmatters.org.au

Postal Address: P Box 385, Mawson ACT 2607
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