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“We don’t look at individuals as the problem.  
Rather than asking women ‘what’s the problem with you?’, 

we ask women ‘what happened to you?’”

Margherita Basile, Research Reference Group Member  
Manager, Sydney Women’s Counselling Centre 

Chair, Women’s Health NSW

Reprinted with the permission of the artist, Emanu.

“What’s the matter?
  It’s the same distance!”
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Executive Summary
Background and introduction

The Women’s Health Sector (WHS) was established in the early 1970s, at a time when the 
state and the Women’s Health Movement (WHM) shared common goals for advancing wom-
en’s health. The early 2000s, however, ushered in a new era with the adoption by the state1 of 
New Public Management (NPM) principles and values more akin to the private sector. 

The early WHM challenged the treatment of women by medical professions, claiming it was 
not only unresponsive to women’s health needs, but was actively harming women. High on 
the WHM’s agenda was male violence and abuse against women, women’s poorer mental 
and emotional health outcomes, and their misunderstood and mismanaged sexual and re-
productive health. 

Since the emergence of the NPM, understandings and representations of ‘women’s health’ 
and the role that gender inequality plays in shaping it have diverged in health policy settings 
from that previously shared with the WHS. The NPM has fostered a ‘gender-neutral’ concep-
tion of health, shifting the focus from gender (women’s social circumstances) to sex (biolog-
ical and physiological differences in relation to men). Understandings in policy settings have 
therefore narrowed to perspectives more aligned with biomedical perspectives. 

A social approach to women’s health care is supported by current international research ev-
idence into the social determinants of health, and research into the complexity of women’s 
health needs due to gender inequality. Women’s most pressing health needs globally remain 
related to male violence and abuse, and their poorer psycho-social outcomes, which have 
been linked to the development of chronic illnesses. Women’s continuing subordinate status 
provides evidence that a social model for advancing women’s health is as relevant today as it 
was in the 1970s. 

In the context of a mature NPM culture in the Ministry of Health (MoH), and continuing de-
mand for WHS services, the MoH commissioned a state-wide study in 2016-7 of the WHS 
in NSW. The aim of the study was to learn more about the WHS in NSW to inform greater 
alignment of the WHS services to policy goals, as part of the Partnerships for Health reform (1, 
2). The WHS survey reported here was conducted within the same time-frame, to generate 
evidence regarding the contribution of the WHS model of service delivery to women’s health 
and well-being, and to the broader health system. 

Methodology

Data collection included an online survey of managers of women’s health centres 
(WHC) and document analysis of publicly available WHS literature. A research ref-
erence group guided the development and analysis of the survey through a partic-
ipatory action research approach. Thematic analysis was used to analyse the data.  

1 For the purposes of this study, ‘the state’ is defined as encompassing all levels of government and the public institu-
tions under its control, including the judicial system, the law, health and welfare bureaucracies. 
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Key findings

Why women’s health?
Women’s major health issues were reported by managers as violence and abuse, mental and 
emotional health issues, smoking and substance use, and conditions related to chronic ill-
nesses. This finding supports current research that links women’s disproportionate experi-
ence of violence and abuse to their poorer mental and emotional, and physical health out-
comes. 

Women using the services
The women using the services were marginalised on the basis of gender and other social 
structures such as class, Aboriginality, ethnicity, sexuality and level of physical ability. Over-
whelmingly women had histories of violence and abuse at some point in their lives. 

Major presenting health issues 
Findings revealed that health issues related to violence and abuse, and the poor state of wom-
en’s mental health and wellbeing, were the two main reasons why women attended WHCs. 
Women also attended WHCs for other reasons, including medical care for physical health 
issues and to access support for the worries in their lives, through a range of psycho-social 
services. This pattern of health need supports current evidence that links women’s dispropor-
tionate exposure to violence and abuse to their poorer mental and emotional health to their 
physical health outcomes. 

Health issues prioritised by the WHC aligned with the most commonly presenting health is-
sues reported by WHCs across the sector, suggesting that WHCs were responsive to the needs 
of the women using the services. 

WHS service delivery approach: Integrated, coordinated care, 
delivered through a primary health care framework

As women’s most pressing health issues can be traced back to their social circumstances, 
individual services help women to identify the links between their individual health needs 
and their broader social and cultural context. Through this process, women are empowered 
to recognise patterns of social control over their lives and to take control of the social deter-
minants of their health. 

The WHS also recognises the need for a particular configuration and delivery of multi-disci-
plinary health care. There is growing recognition in research and practice that women with 
histories of violence and abuse typically present to services with a range of inter-related, 
complex care needs. Single-service responses tend to be ineffective on their own, because 
women need integrative explanations and skills-building programs as they progress through 
their recovery from their experiences of violence and abuse. 

The WHS leverages further gains for women by embedding this integrated care within a pri-
mary health care (PHC) framework. PHC in the context of the WHS is conceptualised accord-
ing to a broad definition, based on the World Health Organisation’s (WHO) Alma Ata Declara-
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tion. This perspective refers to an explicitly people-centred health care approach, that seeks 
to empower individuals, in combination with a focus on illness prevention through engage-
ment with civil society2 and public institutions3. 

WHS services: What does the WHS do?
Core services include crisis support, medical care, allied health, counselling, complementa-
ry medicine, and health education/self-management groups (including therapeutic, health 
education, support and physical activity groups). Access to a range of tailored referral services, 
through widespread networks and alliances with external health and social agencies comple-
ment the core services, linking women to a comprehensive range of the most gender-appro-
priate health services available. 

Preventive services provided to civil society and interactions with public or corporate institutions 
aim to address the harmful impacts of women’s everyday social circumstances, due to the im-
pact of gender on their lives. Services provided within local communities aim to reach women 
who may not attend WHCs and build awareness of women’s health needs to local groups, 
businesses and other organisations. In addition, interactions with public institutions involve 
knowledge exchange and systems advocacy directed to the influential people in a position to 
enact social change where women’s health is impacted negatively due to discriminatory law, 
policy or processes. 

Conclusion

This report demonstrates that the WHS does not simply duplicate mainstream services, 
nor does it simply provide a pathway for under-served women into the broader health 
system. Through its gender-specialised response, and unique configuration and delivery 
of services, the WHS represents a foundation for the development of urgently needed ser-
vices to address one of the nation’s most pressing social failures: the routine threat to the 
health and safety of Australia’s women and girls. 

The WHS offers a valuable cost-effective contribution to the health system, through the 
provision of health services to meet women’s immediate health needs, combined with 
preventive interventions that aim to improve their lives over the long term. 

While evidence exists to support various components of the WHS approach to women’s 
health, the overall model itself remains under-researched. Further investigation is re-
quired to determine the health outcomes for marginalised women, and to support the de-
velopment of a ‘best-practice’ model, based on the significant expertise of the WHS. Any 
research findings should be widely disseminated within the context of research, policy and 
practice in order to raise the profile and traction of this unique model of service delivery. 

2 Civil society, referred to as the ‘third sector’ of society, is defined here as the aggregate of non-governmental or-
ganisations and institutions that manifests the interests and the will of citizens. Distinct from both government and 
business, this sector includes the family and the private sphere. 

3  The term ‘public institutions’ refers here to the instruments governments use to maintain governance and to enact 
change including government departments and agencies (e.g. crime enforcement, regulatory bodies, and govern-
ment bureaucracy). 
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1. Introduction and 
Background

The NSW non-government, community-based WHS developed from the outset through 
the relationship between the Women’s Health Movement (WHM) and the Whitlam Labor 
Government in the early 1970s. This was a time when the WHM – with its vision for more 

accessible, adequate and appropriate health services for women – and the government – with its 
landmark Community Health Program – shared common goals for social change, particularly in 
relation to health care (3). The relationship between the two established the groundwork for the 
first National Women’s Health Policy and Program that funded the WHS from the early 1990s. 

Following the lead of the Reagan and Thatcher Governments in the 1980s, the Keating Labor 
Government ushered in some of the principles and practices of the NPM in Australia. This de-
velopment began the transformation of the public sector to an institution more attuned to the 
goals and methods of the private sector (e.g. 4, 5, 6). Since the early 2000s, one of the main con-
sequences of this new national approach to governance has been a distancing of the relation-
ship between governments and health service providers – based on an International Monetary 
Fund imperative to separate service funding and provision (5). Corporate management goals 
such as ‘cost efficiencies’, and methods such as performance management, have been priori-
tised (4-6). Market imperatives, such as competition and ‘consumer choice’, have prevailed over 
former approaches that incorporated health equity as a major goal (4, 5, 7, 8). 

In light of these developments, the NSW MoH announced plans in 2013 to establish a new fund-
ing arrangement for the WHS based on NPM principles as part of their Partnerships for Health re-
form (2). This reflects a broader shift to procurement- and performance-based funding arrange-
ments of community-based non-government organisations (NGOs), where states are aiming to 
more closely align strategic directions to policy goals (e.g. 9). Due to an election commitment 
in NSW in 2015, the existing MoH funding arrangements for special purpose centres such as 
the WHCs was extended (1). However, the MoH has plans to evaluate and ‘align’ NGO women’s 
health services to policy goals between 2017-2019, in preparation for a planned shift to more 
‘strategic’ purchasing arrangements under the Partnerships for Health reforms in the future (2). 

To inform this ‘realignment’, the MoH commissioned a state-wide study in 2016-17 of the com-
munity-based WHS in NSW. The aim was to gain a greater understanding of the sector’s struc-
ture and function, alignment with NSW Health and Local Health District (LHD) priorities, and 
contributions to improved health outcomes (1). The survey of the WHS social model of women’s 
health reported here was conducted within the same timeframe. 

When researching and analysing the WHS in NSW, it is important to recognise that ‘women’s 
health’ has been represented and understood in a variety of ways since the 1970s in Australia. 
The early WHM in the 1970s recognised women’s illnesses as being inextricably related to gen-
der inequality and the subordination of women (e.g. 3, 10, 11). The WHM claimed that women’s 
roles and responsibilities were foundational to their subordinate position (e.g. 3, 10, 11). Greater 
responsibility for reproduction and unpaid work in the home placed women in a more precarious 
position with respect to paid employment, where women were employed in lower-status occu-
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pations. The WHM saw medicine and the state as sharing an agenda of ‘patriarchal social con-
trol’ (e.g. 3, 10, 11). Feminists launched a critique of medical care that was not only unresponsive 
to women’s reproductive and mental/emotional health, but actively harming women. 

There was widespread agreement among feminists in the WHM that due to gender discrimi-
nation women lacked control over their own health and wellbeing. The most visible embodied 
expressions of women’s social subordination included violence and abuse perpetrated by men 
against them, and poorer mental and emotional health outcomes that typically accompany 
such treatment (e.g. 3, 10, 11). High on the WHM agenda was women’s misunderstood and mis-
managed sexual and reproductive health and wellbeing, including fertility control, childbirth, 
menstruation, maternity and menopause. 

In response, the WHM developed a new model of women’s health care that combined biomed-
ical diagnosis and treatment with psycho-social care and aimed to establish women as more 
empowered users and providers of health care (e.g. 3, 10, 11). The WHM supplemented their 
services with preventative strategies to address women’s ‘control over their own bodies’, iden-
tifying the political project of women’s emancipation as critical to the process (3, 10-14). The 
World Health Organization (WHO) Ottawa Charter (1986) was of particular relevance as it pro-
vided a framework and language to articulate ‘the social view of health’ which informed the 
WHM’s approach to health care (15). 

However, since the emergence of the NPM in the 1990s, health policy settings globally have 
narrowed their perspectives of women’s health. With the exception of very few socially-orient-
ed approaches to women’s health policies internationally (e.g. WHO Commission of the Social 
Determinants of Health) and in Australia (e.g. the National Women’s Health Policy and Program 
and NSW Health Framework for Women’s Health), the dominant approach has been to focus on 
measurable sex differences in health outcomes more akin to the biomedical view of health (e.g. 
morbidity and mortality rates, life expectancies, injury rates and causes, rates of health system 
participation, health behaviour and lifestyle risk factors) (5). Consequently, sex-based differ-
ences, rather than differences in everyday social conditions of women and men, have become 
viewed as central to ‘gendered health policy’, together with reproductive-sex specific health dif-
ferences (e.g. prostate or ovarian/cervical/breast cancers). 

In contrast to this development, recent research and public discussion, influenced by an inter-
national movement on the social determinants of health, supports the WHM’s claims of gender 
inequality and male dominance as determinants of women’s inferior health status (16-19). This 
perspective recognises that women’s health is determined by the social, economic and environ-
mental settings in which women are born, grow, live, work and age. For instance, women’s sub-
ordinate social status remains structurally embedded through the sexual division of labour both 
at home and in the workplace (Connell, 2009: 73 in 5). The lower status jobs and industries that 
women tend to occupy are associated with lower levels of control and autonomy, which have 
been linked to lower incomes, higher levels of stress and poorer physical health outcomes (20-
23). As significant to women’s health is men’s violence and abuse of women and girls, a practice 
central to gender inequality and women’s subordination (16, 24-26). Violence and abuse is the 
leading cause of physical injuries, disability, child abuse and homelessness for women (16, 24-
26). Even more widespread, onerous and long-lasting are its consequences for women’s mental 
and emotional illness, including anxiety, mood disturbances, trauma and associated addiction 
(24, 27-31). 
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It is evident that women’s health and the role played by gender inequality in shaping it are un-
derstood in various ways. The way in which gender is understood has important implications for 
women’s health, particularly when it influences organisations and agencies with the power to 
enact change. The NPM has played a major role in shaping understandings of gender inequity, 
particularly in policy settings. One of its most compelling features is the emphasis on individual 
responsibility and choice for people’s health fortunes, rather than their social circumstances and 
the inequalities that characterise them, including those related to gender. 

1.1 Paper aims, scope and limitations

This document reports on a survey conducted within the WHS in October 2016. The over-
arching aim of the survey was to investigate the specialised nature of WHS services, to gain 
a better understanding of the specific contribution the WHS makes to the broader health 
system, and what distinguishes it from mainstream health services. Specifically, the survey 
was concerned with the geographical context, the structure and range of services, staffing 
and funding arrangements, and sector engagement with civil society and public institutions. 

The focus of the survey was on the configuration of services across the sector as a whole, 
rather than individual WHCs, or the diversity between them. The data collected were based 
on the knowledge and experience of WHC managers, with reference to their WHC databases 
when asked for specific information about the 2015 – 2016 financial years, unless otherwise 
indicated. 

The report should be read with due attention to its limitations. It does not attempt to evaluate 
the WHS, to provide evidence to further validate any of the reports by the WHC managers, nor 
does it consider whether the framework adopted by the sector is the most effective available 
way to address women’s health issues. 

Throughout the report ‘primary health care’ (PHC) refers to the WHO’s definition based on 
its Alma Ata Declaration of Health for All (1978), incorporating five principles of: equitable dis-
tribution of resources, community involvement, emphasis on prevention, use of appropri-
ate technology, and an approach that involves a range of sectors (e.g. housing, education 
and employment). However, it is important to note that a broad range of health perspectives 
claims this definition, partly due to different understandings and representations invoked by 
the word ‘primary’ (7). In wealthy countries, ‘primary’ refers to the ‘first’ place that people go 
to seek health care, treatment of illnesses in their ‘early development’, ‘accessible and afford-
able’ care, or an ‘important’ or ‘essential’ part of the health system (Fry and Baum, 1992 in 
7). Consequently, in Australia, the term ‘primary health care’ has come to be associated with 
private fee-for-service practitioners (e.g. general practitioners and allied health care prac-
titioners), government agencies (e.g. community health centres), and non-government or-
ganisations (including the WHCs). This terminology is revisited in Sections 9.2 and 9.4 of this 
report. However, from this point onwards, the report refers to ‘primary health care’ according 
to the WHO definition, and biomedical approaches to health care as ‘medical care’ in order to 
distinguish the two perspectives from one another. 

The document begins with an explanation of the methods, followed by the research results. 
A discussion and concluding comments follow on from the results. A more detailed picture of 
the results follows the discussion and conclusion (see Appendix). 
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2. Methods 

The 20 WHCs – all members of the peak body, WHNSW at the time of data collection – were 
included in the study. These included 17 generalist and three specialist WHCs located 
throughout NSW. Managers or their representatives with strategic level knowledge of the 

WHS were invited to participate. 

2.1 Research methodology

The survey development was guided by a research reference group through a participatory 
action research approach. The qualitative research design allowed for new themes to emerge 
from the responses collected in the open survey questions. The research was conducted in 
two stages: document analysis of publicly available WHS literature, and an online survey. The-
matic analysis was used to analyse the data. 

2.2 Ethical considerations

It was anticipated that this research posed negligible risk to participants as the focus was on 
investigating the nature of the WHS as a whole rather than individual WHCs, and was not 
concerned with evaluating the services or personal information. Unless information was 
available publicly (e.g. websites and publicly available documentation), individuals or individ-
ual WHCs were not identified without seeking their permission. The study was approved by 
The University of Sydney Human Research Ethics Committee. 
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3. Results 

3.1 Location, funding and staffing

The survey collected information about the location, funding and staffing arrangements of 
WHCs. 

3.1.1 Location of women’s health centres

For the purposes of the survey, the locations of WHCs were classified as metropolitan or rural 
using the Rural, Regional and Metropolitan Health (RRMA) classification scheme, provided 
by the Australian Institute of Health and Welfare (32). Accordingly, almost two thirds of the 
WHCs could be defined as ‘metropolitan’ (n=12, 60%), including Sydney and other large out-
er urban locations of Newcastle and Wollongong. Seven (35%) WHCs were located in small or 
large rural locations throughout NSW, and one (n=1, 5%) WHC reported state-wide service 
provision of a majority of their services. 

Figure 1: Location of Women’s Health Centres using RRMA zones

Sydney metropolitan – 10 (50%)

Statewide – 1 (5%)

Other metropolitan – 2 (10%)

Small rural location – 4 (20%)

Large rural location – 3 (15%)

*One WHC was included in the Sydney metropolitan area, but reported state-wide service provision.  
(Adapted from AIHW, 2004). 

3.1.2 Local Health District alignment 

Each Local Health District (LHD) administers the contract for the WHCs that fall within their 
jurisdiction, based on a generic contract for the Women’s Health Program (WHP). This allows 
LHDs to adapt their contracts to the health needs of their local regions. 

Most WHCs reported that their services aligned geographically with their LHD (see Table 1). 
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Exceptions included one WHC that provided state-wide services, and another that also ac-
cepted women from surrounding LHDs. 

Table 1: Local Health District alignment

Local Health District Women’s Health Centres

Central Coast Central Coast Community WHC

Hunter New England Hunter Women’s Centre

Illawarra Shoalhaven Illawarra WHC
South Coast Women’s Health and Welfare Aboriginal 
Corporation
Shoalhaven WHC

Mid North Coast Coffs Harbour Women’s Health Centre

Murrumbidgee Women’s Centre for Health & Wellbeing (Albury/Wodonga)
Wagga WHC

Nepean Blue 
Mountains 

Penrith WHC Inc.
Blue Mountains Women’s Health and Resource Centre

Northern NSW Lismore Women’s Health & Resource Centre

South Western Sydney Bankstown WHC
Liverpool WHC
WILMA WHC

Sydney Leichhardt Women’s Community Health Centre
Sydney Women’s Counselling Centre

Western Sydney Cumberland WHC
Blacktown Women’s and Girls’ Health Centre

Western NSW Central West WHC

The geographical regions serviced by the WHS overlapped with 11 of the 15 LHDs, including 
some of the more remote areas of NSW. The Far West, Southern and two metropolitan LHDs 
did not have WHCs servicing their regions. 
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Figure 2: Local Health Districts in NSW and Sydney Metropolitan area

Sourced from: http://www.health.nsw.gov.au/lhd/pages/default.aspx, as at 20/10/2016.

3.2 Funding sources

The WHP funding is delivered through the Ministerially Approved Grants Program of the 
Health and Social Policy Branch of NSW Health, administered by the LHDs. In the 2015 – 
2016 financial year, the WHS received $10.1 million across the 20 WHCs (33) of the total 20.7 
Billion health budget delivered by NSW Health (34). WHNSW received additional funding of 
$205, 500 to support its peak body role. This translates to a relatively small amount, even 
within the NGO context alone, where the 395 Ministerially Approved Grants to 310 NGOs 
across NSW received $150 million in the same financial year. 

The WHCs also receive funding external to that of the WHP, as discussed in Section 3.2.1, 
below. This funding is referred to as ‘external funding sources’ in the remaining document. 

3.2.1 External funding sources

Managers reported funding received over the two previous financial years (2014-2016), from 
sources not including the WHP funding received from the MoH. 

The majority of WHCs (n=16, 80%) sourced funding additional to that of the WHP, including 
program, grant and other government funding. Fourteen (29%) managers reported funding 
from other government programs, and a substantial amount was received across the sector 
through community fundraising (n=11, 23%). Other funding included that received through 
partnerships, in-kind, philanthropy support and public donations. 
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Figure 3: Non-Women’s Health Program funding sources
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3.2.2 Expanded services

The survey explored how funds from sources in addition to the WHP were being used to lever-
age further services for women. Managers were asked to provide one example of services 
funded through each funding source. 

WHCs received additional funding through a broad range of sources which could be grouped 
as follows: (1) Grants from federal and state governments and their agencies for programs 
other than the WHP, (2) Partnerships with organisations (including local businesses) with 
access to funding, (3) Fund-raising activities initiated by themselves or other organisations 
on their behalf, (4) In-kind support provided by community groups/organisations, (5) Philan-
thropy or corporate social responsibility programs, and (6) Self-funding. 

This funding was used in various ways, including to provide service infrastructure and to sup-
port particularly marginalised women, as well as other groups such as children and adoles-
cents, and men at risk of perpetrating violence against women. 

Duration of funding ranged from very short-term to recurring or ongoing provision. Funding 
tended to be used in the local area, although in a few cases it was used for services beyond 
the LHD, including across NSW and even nationally. 
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Table 2: Additional funding sources 
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3.3 Staffing arrangements 

The survey explored staffing arrangements in terms of ‘occupation’ and ‘employment’ cate-
gories. ‘Occupation’ referred to the types of services staff members delivered, whereas ‘em-
ployment’ referred to whether a staff member was employed casually, temporarily on a con-
tract, on a continuing basis, or as volunteers and students. 

Given that many occupational categories in the WHS overlap due to funding limitations and 
the expectation that staff perform multiple roles, managers were instructed to provide in-
formation in terms of how their staff had been primarily employed. For example, while many 
counsellors are engaged in case work, managers were required to categorise them as coun-
sellors, not case workers if that was their primary role. For the purposes of the survey, we were 
more concerned with the role staff played, rather than the discipline they were trained in. For 
example, if a social worker qualified in delivering counselling services was in a counselling 
role, we categorised them as such. 

3.3.1 Occupations

Managers of all the WHCs reported employment of staff from a wide range of occupations to 
deliver their multi-disciplinary services. All managers reported staff who deliver counselling4 
and management staff, with many employing complementary medical practitioners (CM) 
(n=14, 70%), and information and referral staff (n=13, 65%). More than half employed med-
ical staff (n=12, 60%). 

Similarities and differences were observed in staffing arrangements across different geo-
graphical regions. WHCs in rural locations were more likely to employ health education staff 
(n=7/3) and less likely to employ medical practitioners (n=3/9). 

Figure 4: Occupational categories employed by the Women’s Health Sector
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4 Staff delivering counselling services include those from a wide range of qualified disciplines, including social workers, 
counsellors, therapists and psychologists. 
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Figure 5: Geographical spread of occupations
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3.3.2 Employment

Staff were typically salaried employees (‘employed’)5, but just over 50 per cent of allied health 
and medical practitioners were employed on a fee-for-service basis. Students were placed 
across all occupational categories with the exception of nursing. Placements were most com-
mon in counselling (n=20), management (n =20), information and referral (n=12), and health 
education (n=10). Volunteers were reported across all occupations with the exception of CM. 

Figure 6: Staff employment patterns across occupational categories

5 Employment categories were defined as follows: 

Employed staff – those in receipt of a salary from the WHC (including full-time, part-time, casual, contract, and services 
remunerated on a sessional basis). 

Fee-for-service – practitioners employed indirectly by charging the women using the services (e.g. Medicare/bulk-bill-
ing practitioners, partial/full charge practitioners or a practitioner operating a private business). 

Students placed within the WHC.

Volunteers – people (excluding directors of boards) who worked for the WHC without remuneration. 
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4. Women Using  
the Services 

4.1 Presenting health issues of women using the services

Managers were asked about the three most common health issues that brought women to 
WHCs. Mental health (n=20, 100%) and health issues related to women experiencing or hav-
ing experienced violence and abuse (n=12, 60%) stood out as the top presenting health is-
sues in both urban and rural locations. Presentations for medical reasons (n=7, 35%) and to 
address relationship issues (n=8, 35%) also featured prominently across the sector, with rural 
WHCs reporting marginally higher presentations for medical (n=3/n=4) and relationship is-
sues (n=3/n=5). 

Figure 7: Major presenting health issues
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4.2 Women prioritised by women’s health centres

The survey also explored the groups of women WHCs prioritised in their service delivery. WHCs 
across the sector consistently reported that they prioritised women who were currently or had 
been subject to violence and abuse. A majority also prioritised women of low socio-economic 
status (n=16, 80%), Aboriginal and Torres Strait Islander (ATSI) women (n=14, 70%) and so-
cially isolated women (n=12, 60%). Other priority groups of women included women living 
with disability, carers, and lesbian, bisexual transgender or inter-sex (LBTI) women. 

Findings revealed that health issues most frequently addressed by WHCs aligned with the 
health concerns of women using the services (see Results, Section 5.2, and Figure 7). 
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Despite consistency in the groups of women being prioritised across the sector as a whole, 
differences did emerge in proportions between rural and urban regions. Approximately half 
as many WHCs in rural regions prioritised culturally and linguistically diverse (CALD) women, 
women with disability, and LBTI women than their metropolitan counterparts. On the other 
hand, approximately 50 per cent more rural WHCs reported violence and abuse and women 
of low socio-economic status as the urban-based WHCs. Rurally-based WHCs also reported 
a focus on geographically isolated women. 

Figure 8: Groups of women prioritised by WHCs
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Figure 9: Prioritised groups of women by geographic location of WHC
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*Rural calculations include corrections for fewer rurally-based centres. 
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A similar picture emerged regarding presenting health issues between rural and urban-based 
WHCs. While there was consistency in the range of health issues presenting to WHCs across 
the sector as a whole, some similarities and differences between regions were observed. Af-
ter correcting for fewer rural WHCs, presentations to WHCs for mental and emotional health 
issues, violence and abuse, and relationships occurred at similar rates. However, rural centres 
reported almost twice as many presentations for gynaecological/urogenital (n=1.9, 1) and 
almost 50 per cent more medical presentations (n=5.7, 4) compared to urban centres. Rural 
centres did not report any legal/financial presentations. 

Figure 10: Major presenting health issues by geographical location of WHCs

Pe
rc

en
ta

ge
 o

f 
W

om
en

’s
 H

ea
lth

 C
en

tr
es

Gynaelogical/urogenital

■ Metro  ■ Rural  ■ State-wide

Mental & emotional

Relationships
Medical

Sexual & reproductive

Violence & abuse

Legal/fi nancial

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0

2

7

4
1

1

1

12

7

5

14

4

4

3 1

Major presenting health issues

 
*Rural calculations include corrections for fewer rurally-based centres (i.e. thereby providing a comparison of rate, rather than 
number, of presenting health issues).
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5. Core Services

‘Core services’ were defined as co-located services provided to women who attended WHCs. 
A range of services was reported by each of the managers of the WHCs, with little variation 
across the sector. Services provided by a majority of WHCs included: crisis support (n=17, 
85%), counselling (n=19, 95%), groups including therapeutic (n=18, 90%), health education 
(n=18, 90%), support (n=18, 90%) and physical activity n=16, 80%), in-services/in-reach (17, 
85%), and referral services (n=20, 100%). Other services provided across the sector included 
medical services (n=12, 60%), complementary medicine (n=13, 65%), and out-reach services 
(n=14, 70%) delivered at external agencies. 

This section provides an overview of the findings for each of the core services. See for Appen-
dix for further detail. 

Table 3: Definitions of core services

Core services Definitions

Crisis support Services providing emergency assistance to meet with the urgent 
needs of women whose safety or health is at risk. 

Counselling Therapeutic services that support women to better understand and 
manage their mental and emotional health issues. 

Medical services Services provided in a safe, non-judgemental environment. 

Complementary 
medicine

Includes a range of treatments such as acupuncture, Chinese herbal 
medicine, naturopathy and massage therapies that are united by 
their consideration of the whole person, including the body, mind 
and spirit. 

Therapeutic 
groups

Structured, multi-sessional groups led by professional counsellors, 
that aim to support healing or management of emotional and mental 
health issues. 

Support groups Groups that provide knowledge, life-skills and social support to 
empower particularly marginalised women to take control of their 
health. 

Health 
education 
groups

Groups that provide health information and build women’s health 
literacy to improve their knowledge and skills to better manage 
health, well-being and illness. 

Physical activity 
groups

Groups that encourage women to engage in physical movement to 
enhance their mental and emotional well-being and reduce the risk 
of developing chronic illnesses.

Allied health 
services

Services consisting of mainly physiotherapy, provided by practitioners 
trained to provide a safe and non-judgemental environment. 
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Figure 11: Women’s Health Sector service provision in 2015–2016
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5.1 Diversity across the sector

Diversity was most notable in the WHCs that aimed to provide specialised services, and one 
centre that focused on provision of medical services. 

(1) Coffs Harbour Women’s Health Centre is the only WHC that does not offer counselling ser-
vices, focusing instead on the delivery of medical and women’s health clinic service provision 
in combination with other women’s and youth health services. 

(2) Rape & Domestic Violence Services Australia provides a state-wide approach to service 
delivery that includes crisis support, telephone and on-line counselling, face-to-face trau-
ma-specialised counselling services delivered through six WHCs across NSW, and profession-
al development training and counselling supervision services. 

(3) South Coast Women’s Health and Welfare Aboriginal Corporation offers the full range of 
core services delivered in a culturally appropriate manner specifically for Aboriginal women. 

(4) Sydney Women’s Counselling Centre specialises in the provision of counselling services 
but also provides crisis support and a range of women’s peer group programs. 

Apart from the four WHCs that distinguished themselves by specialising in particular ways, 
there was little difference across the sector in terms of delivery of core services (see Table 4). 
Only three of the ‘generalist’ WHCs did not provide crisis support and several did not provide 
medical care and/or CM services. There were some minor differences between rural and met-
ropolitan-based WHCs in terms of their service response and the women presenting to their 
services (see Section 4).
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Table 4: Diversity across the WHS in the delivery of core services
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5.2 Health issues addressed by women’s health services 

Managers were asked to identify the major health issues addressed by their core services. The 
responses are provided in Table 5, below. This question sought to identify commonly provided 
services across the sector as a whole, rather than individual WHCs, which vary in their service 
provision. The following therefore provides a ‘snapshot’ of the services women are most likely 
to access when they attend a WHC. See Appendix for a detailed descriptive statistical analysis 
of each of the individual services. Individual services address health issues in distinctive ways, 
yet their aims also complement other services. Table 5 (below) highlights where core services 
were brought together to address particular women’s health issues. For example, women sub-
ject to violence and abuse have access to a range of services through the WHS, including: 
crisis support, counselling, therapeutic groups, health education and primary medical care 
services. While service offerings varied between individual WHCs, the sector as a whole pro-
vided a consistent suite of services for each of the major presenting health issues. 

Table 5: Major health issues addressed by services
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5.3 Crisis support services

Crisis support is emergency assistance for women that meets the urgent needs of women 
whose safety or health is at risk. Eighteen (90%) managers of WHCs reported provision of 
crisis support services. A relatively consistent picture of issues addressed emerged across the 
sector, including: complex trauma, sexual assault, childhood sexual assault, financial prob-
lems, homelessness and unplanned pregnancy. 

5.4 Medical care

Medical services in the WHS are primarily concerned with provision of health assessments 
and treatment, but may also provide additional services such as women’s health clinics for 
gynaecological and urogenital care. Service delivery is distinguished from the mainstream 
health system through an emphasis on provision of a safe, non-judgmental and support-
ive environment for women (e.g. 35). Care is provided by experienced female general practi-
tioners and nurses. 

Twelve (60%) WHCs provided medical services, however a larger number provided women’s 
health clinics 15 (75%). As medical services were known to focus on treatment and diagnosis, 
the survey collected data about the health issues addressed by women’s health clinics. Man-
agers reported their most health presentations were for gynaecological, mental and emo-
tional and reproductive health issues. 

5.5 Allied health services

Allied health services are provided by female practitioners trained to provide a safe and sup-
portive environment. Eight (40%) managers reported that their WHC provided physiotherapy 
services to women. 

5.6 Counselling services

Counselling in the WHS consists of therapeutic services that support women to better under-
stand and manage their mental and emotional health. Counselling is provided by qualified 
staff from a range of disciplines and with diverse approaches. Nineteen (95%) of the WHCs 
provided counselling services. All WHCs reported addressing health issues associated with 
violence and abuse, almost all addressed emotional trauma, grief and/or loss, relationships, 
self-esteem, suicidal thoughts, and many addressed self-harm, stress, eating disorders and 
post-natal depression. 

5.6.1 Modes of counselling 

WHCs reported a broad range of counselling modes including: Acceptance and Commitment 
Therapy, Dialectical Behavioural Therapy, Narrative Therapy, Behavioural Therapy, Cognitive 
Behavioural Therapy, Systemic Therapy, Solution – focused Therapy, Psychotherapy, and 
Trauma Specialisation. Health issues presenting to counselling services were relatively con-
sistent across the sector. The most commonly addressed issues related to violence and abuse, 
emotional trauma, grief and/or loss, relationships, self-esteem, and suicide. 



Th
e 

w
om

en
’s

 h
ea

lt
h 

se
ct

or
 m

od
el

 o
f s

er
vi

ce
 d

el
iv

er
y 

in
 N

SW
, A

us
tr

al
ia

33

5.7 Complementary medicine 

CM includes a range of treatments such as acupuncture, Chinese herbal medicine, naturop-
athy and massage therapies, which are united by their consideration of the whole person, in-
cluding the body, mind and spirit. Fourteen (70%) of WHCs provided complementary medical 
services. Managers reported the most commonly addressed health issues to these services 
as mental and emotional issues, gastrointestinal and musculoskeletal complaints, pain and 
tiredness or fatigue. 

5.8 Health education/self-management group programs 

Health education and self-management programs provide women with health education 
and self-management skills to support and empower them to take control of their health. 
These fall into four main categories of therapeutic, health education, support and physical 
activity groups. 

5.8.1 Therapeutic groups

Therapeutic groups are structured, multi-sessional groups led by professional counsellors 
(including all disciplines, e.g. psychologists, psychotherapists), that aim to support healing 
or management of emotional and mental health issues. Nineteen (95%) of WHCs provided 
therapeutic groups. The top presenting health issues across the sector included those related 
to violence and abuse, self-esteem, trauma and depression. 

5.8.2 Health education groups

Health education groups provide health information and build women’s health literacy to 
improve their knowledge and skills to better manage health, well-being and illness. Nineteen 
(95%) WHCs offered health education groups. The top health issues addressed through these 
groups across the sector included physical or medical, relationships, violence and abuse, and 
gynaecological/urogenital health issues. 

5.8.3 Support groups

Support groups provide knowledge, life-skills and social support to empower particularly 
marginalised women to take control of their health. Eighteen (90%) WHC offered support 
groups. Most WHCs addressed the needs of ‘special interest groups’ (i.e. particularly margin-
alised women, including CALD women) and socially isolated women. Some also addressed 
issues related to relationships, violence and abuse, and physical health. 

5.8.4 Physical activity groups 

Physical activity groups were provided to encourage women to engage in physical movement 
to enhance their mental and emotional well-being and reduce the risk of developing chronic 
illnesses. Sixteen (80%) of WHCs offered physical activity groups, which featured relaxation, 
meditation and yoga, and fitness, strength and balance training.
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5.9 Multi-disciplinary service approach

Some presenting health issues were addressed primarily by a particular service discipline  
(see Table 5). For example, eating disorders, gynaecological and sexual health issues were ad-
dressed primarily through medical services; whereas cancer, gastrointestinal issues and pain 
were addressed mainly by CM practitioners. 

Several other health issues were addressed by two or three women’s health services, demon-
strating the multi-disciplinary nature of the services throughout the WHS. These included 
physical/medical health issues, addressed by health education and support groups; relation-
ship issues, addressed through counselling, health education and support groups; and tired-
ness and fatigue, addressed by medical services and CM services. 

However, the two most pressing of women’s health needs, mental/emotional illness and 
health issues related to violence and abuse, stood out as being addressed by a broad range 
of multidisciplinary services (see Figure 12). Both were addressed through counselling, cri-
sis support, therapeutic groups and health education services. Additionally, medical services 
played a key role in managing mental and emotional illness, while support groups were widely 
used in relation to violence and abuse. 

Figure 12: Major health issues addressed by a multi-disciplinary suite of services
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5.10 Multi-disciplinary staffing arrangements

A broad range of staff were involved in the delivery of many of the core services across the 
sector including crisis support services (counsellors, management/administrative staff, nurses 
and information/referral staff); health education/self-management groups including health 
education groups (counsellors, and CM, allied health and health education/promotion practi-
tioners); support groups (counsellors, nurses, and CM, allied health and health education/pro-
motion practitioners) and physical activity groups (CM, allied health and health education/pro-
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motion practitioners). The most active occupational group involved in the delivery of many of 
the core services were counsellors (crisis support, counselling, therapeutic, health education 
and support groups), CM staff (CM, health education, support and physical activity groups) 
and nurses (crisis support, medical services, and support groups). 

Table 6: Staff occupations involved in delivering core services
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5.11 Additional services that enhance women’s access to appropriate care

5.11.1 Outreach services

Outreach services6 are delivered through staff placements or rented office spaces at external 
agencies. Fourteen (70%) WHCs provided outreach services. Those most commonly provided 
included health education groups (n=11, 79%), counselling (n=10, 71%), and CM services 
(n=7, 50%). One novel approach was through provision of a community kitchen to local com-
munities. 

6  Outreach services were not intended to include: 

(1) Individual practitioner/staff member service provision that has not been deliberately placed by a WHC within an-
other agency (e.g. home-visiting, meeting a client at another agency);

(2) Services provided in community settings (e.g. local shopping centres, organisations, sporting institutions, organ-
ised groups) (see SERVICES DELIVERED AT THE COMMUNITY LEVEL). Services provided in community settings (e.g. 
local shopping centres, organisations, sporting institutions, organised groups). 



w
om

en
’s

 h
ea

lt
h 

ns
w

36

Figure 13: Outreach services provided by WHCs
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5.11.2 In-services/in-reach services

Seventeen (85%) of the WHCs provided in-services/in-reach services – or services conducted 
on-site by external health and social service agencies. Legal information (n=13, 75%) and 
health education (n=11, 65%) were most commonly provided through this channel, although 
adult survivors of childhood sexual assault support and medical services also featured (n=7, 
41%). Four of the six entries by managers in the ‘other’ category of this survey question were 
related to services associated with violence and abuse (see Figure 14, below). 

Figure 14: In-services/In-reach services provided by WHCs
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*Violence and abuse was an emergent category from entries by managers in the ‘other’ category provided in addition to the 
suggested categories. 
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5.12 Referral services

The question about referral services was concerned about the extent to which WHC ser-
vices interacted with external health and social care agencies in their local communities to 
advocate for additional services for women and provide continuity of care. All managers of 
WHCs reported provision of referral services. Interactions with particular types of services 
were relatively consistent across the sector, with WHC all reportedly referring women to alco-
hol and other drug services, child and family services, domestic violence/sexual assault ser-
vices, medical and counselling services. Accommodation services, legal/financial and sup-
port/community health services were also almost universally provided (n=19, 95%) (refer to  
Figure 15). 

Figure 15: Referral agencies accessed by WHCs
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6. Provision of Services to 
Local Communities

Services provided to ‘local communities’ were those designed to (1) Reach out to specific 
groups of women who might not attend a women’s health centre (e.g. Aboriginal, non-En-
glish speaking, or older women, or women with particular health issues) to enhance their 
knowledge and/or skills about health issues, and (2) Assist organisations and businesses 
within the local community to improve the conditions in which women live, work and play in 
order to enhance their women’s health interests. 

Seventeen (85%) WHCs reported that they provided services to their local communities. 
These included provision of health information that aimed to address women’s health litera-
cy regarding the determinants of their health as well as their more immediate health issues. 
Approaches varied, but five themes emerged, according to aims and the manner in which 
services reached out to women. These included: (1) Information sessions, designed to raise 
awareness of particular illness-inducing conditions faced by women (e.g. violence and various 
forms of abuse), were directed towards women in the general population attending shopping 
centres, service clubs or community events; (2) Health services, including health screening and 
medical services, focused on specific groups of particularly marginalised and under-serviced 
women (e.g. sex workers, homeless women); (3) Health education, activities that targeted in-
dividual women or groups, and aimed to provide health literacy and personal skills about 
particular health issues to enable women to make decisions that support their health and 
well-being (e.g. nutrition, sleep management, sexual health); (4) Health promotion, activities 
focused beyond the level of individual women and groups of women, in order to address so-
cial structures of society that impact on women’s health; (5) Health education/promotion com-
bined, activities that aimed to provide both information and skills about a particular health 
issue, at the same time as addressing the structural drivers of that health issue (see Table 7). 
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Table 7: Examples of service provision to local communities
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6.1 Staff involvement in delivering services to the local community 

Staff who predominated in delivering services to the local community included counsellors 
(n=12, 71%), health promotion (n=10, 59%), and management (n=10, 59%). However, a 
broad range of staff was reportedly involved across the sector, including allied health and 
complementary medicine practitioners, case workers, and health education, information and 
referral, and policy/research/project staff. 

Figure 16: Occupational categories of staff delivering services to local community
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6.2 Organisational awareness and education

‘Organisational awareness and education’ refers to the practice of engaging with other or-
ganisations to build awareness, knowledge and skills about concepts that advance women’s 
health interests. All 20 WHCs were reportedly involved in this practice within their local com-
munities. 

All WHCs contributed to community networks and alliances and almost all supported student 
placements (n=19, 95%). Most had staff presenting at (non-government) meetings, networks 
or forums (n=18, 90%), facilitating seminars and workshops for external organisations (n=16, 
80%) and participating in (non-government) consultations on women’s health issues (n=15, 
75%). Other activities WHCs were engaged in included running workshops (n=11, 55%), 
provision of professional training (n=10, 50%), and a wide range of dissemination activities 
aimed at engaging with other organisations to address the determinants of women’s health.
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Figure 17: Engagement in organisational awareness & education
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6.3 Media advocacy

Nineteen (95%) managers of WHCs reported that their WHCs engaged in media activities to 
raise awareness about women’s health issues. This most commonly involved issuing a press 
release, engaging with social media (n=16, 84%), media interviews (n=15, 79%) and inviting 
journalists to conferences (n=11, 58%). 

Figure 18: Engagement with the media
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7. Activities Undertaken in Public and 
Corporate Institutions

Activities undertaken at the level of public and corporate institutions include advocating 
for reforms designed to address women’s health inequities in order to prevent health issues 
emerging in the first place. While the category of ‘corporate institutions’ was included to in-
clude work with private corporations, but findings revealed this work largely involved advoca-
cy and representations to policymakers and politicians. 

7.1 Engagement with influential people

All managers reported engagement with influential individuals in a position to enact change 
to advance women’s health. Managers reported interactions with politicians (n=20, 100%), 
health bureaucrats (n=15, 75%), and health (n=13, 65%) and non-health policy-makers 
(n=12, 60%) about the determinants of women’s health. 

Figure 19: Engagement with influential people
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7.1.1 Objectives of engagement

Managers reported their objectives in engaging with influential people as mainly related to 
influencing decision-making (n=19, 95%) and build or sustain relationships (n=18, 90%), but 
also to make recommendations (n=13, 65%). 
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Figure 20: Objectives of the engagement with influential people
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7.1.2 Approaches involved in engaging with public and corporate 
institutions

The survey asked managers about how they engaged with their local, state or federal political 
or policy decision-makers to challenge the inequalities associated with particular women’s 
health issues. All managers reported that they engaged politicians and policy decision-mak-
ers in various ways including political level conversations, discussions or dialogue (n=18, 
90%), membership on advisory committees/health bodies (n=11, 55%), and political advo-
cacy* regarding factors related to women’s health (n=9, 45%).

*For the purpose of this survey, 'political advocacy' was defined as delivering a tailored, strategic campaign (not just an 
opportunistic discussion or signing a petition). 

Figure 21: Approach to the engagement with influential people
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7.2 Nature of systems advocacy involvement

Managers reported that their WHCs both led systems advocacy initiatives (n=16, 80%) and 
participated in those led by other organisations (n=19, 95%). Advocacy was conducted both 
in an organised manner (e.g. planned in advance, and documented in strategic or business 
plans and/or reports) (n=16, 80%), and on an opportunistic basis (n=13, 65%). 

Table 8: Nature of systems advocacy involvement

Level of involvement
No. 

WHCs
% 

WHCs

Initiated and led by the WHC 16 80

Participated in an engagement led by another organisation 19 95

Opportunistic 13 65

Organised 16 80

7.3 Occupational categories involved

Managers were by far the most likely staff to lead systems advocacy work. However, a 
multi-disciplinary range of staff reportedly also played a role, including health promotion and 
policy officers, although to a lesser extent. 

Figure 22: Occupational categories involved
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8. Internal Sector 
Engagement

All WHCs reported internal sector engagement, including interactions with the peak body, 
WHNSW, as well as other WHCs. 

8.1 Peak body engagement

The majority of managers reported that they and their staff participated in numerous ac-
tivities provided by the peak body, WHNSW including: state-wide meetings (n=20, 100%), 
network participation (n=17, 85%), professional development training or forums and confer-
ences (n=15, 75%), and the state-wide database (n=14, 70%). Around half also participated 
in capacity building activities (n=12, 60%), governance and management activities (n=11), 
and sector-wide consultation regarding political/policy issues or continuous quality improve-
ment (n=10, 50%). 

Figure 23: Peak body engagement (WHNSW)
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8.2 Engagement with other women’s health centres

Engagement with other WHCs mainly involved networking (n=16, 80%) and participation in 
meetings (n=15, 75%). However, it also included professional development training (n=12, 
60%), and involvement in the development of consortia/partnership agreements (n=10, 
50%).

Figure 24: Engagement with other Women’s Health Centres

N
um

be
r o

f 
W

om
en

’s
 H

ea
lth

 C
en

tr
es

Presentations

Professional development tr
aining

Out-reach* services provided by another W
HC

WHC Board membership

Committe
es led by another W

HC

Conferences conducted by WHCs
Other

Ad hoc contact w
ith staff  w

ithin the sector

Joint program development & im
plementation across  area

Consortia
/partn

ership agreements

Networks

Meetings

20
18
16
14
12
10

8
6
4
2
0

5

12

3

17

3 4
3

4

18
16

10

6

Types of engagement



Th
e 

w
om

en
’s

 h
ea

lt
h 

se
ct

or
 m

od
el

 o
f s

er
vi

ce
 d

el
iv

er
y 

in
 N

SW
, A

us
tr

al
ia

49

9. Discussion

9.1 The women using the services 

9.1.1 Key presenting health issues and client base

Health issues related to violence and abuse, and the poor state of women’s mental health and 
wellbeing, were the two main reasons why women attended WHCs (see Section 4.1). Manag-
ers reported a consistent picture across the sector of intensive demand for crisis support for 
women experiencing violence and abuse, and for services for mental and emotional health 
issues related to this. 

This finding supports existing research that violence and abuse of women and girls, and as-
sociated mental and emotional health damage, are the most significant health challenges 
for women in high-income nations (e.g. 24, 26, 31, 36, 37, 38). As mentioned in the intro-
duction, such a pattern embodies a key dimension of ‘the social’ in contemporary life: gender 
inequality and the power disparities between women and men. 

A consistent picture emerged in the client-base across the sector, with WHCs prioritising 
women who were marginalised on the basis of not only gender, but of other social structures 
including class, Aboriginality and ethnicity (see Section 4.2)7. Accordingly, the majority of the 
WHS’s clients were comprised of women with low incomes, Aboriginal women and women 
from non-English speaking backgrounds. 

9.2 Integrated, coordinated service provision, embedded in a primary 
health care framework

Managers across the sector consistently reported a service response that prioritised the top 
two presenting health issues (i.e. violence and abuse, and mental and emotional health is-
sues) (see Figure 7). Survey findings revealed that WHCs responded to these priority health 
issues with a multi-disciplinary suite of services, including a range of medical and psycho-so-
cial services (see Figure 12). 

Pattern of complex health need

This pattern of health need supports a growing body of evidence that demonstrates that 
women with histories of violence and abuse often experience mental and emotional health 
issues, together with a range of complex health needs (e.g. 24, 26, 31, 36-43), including 
smoking and substance use (including alcohol), psycho-social distress and somatisation. So-
matisation refers to the ways in which psycho-social stress faced by women works its way 
into their bodies, manifesting in a range of physical symptoms such as pain and lethargy. This 
psycho-social stress represents a significant health risk for women under sustained stress as 
research has shown that they are more likely to develop chronic diseases over their lifetimes 
(e.g. 12, 44). This link between psycho-social stress, somatisation and the development of 
chronic illness highlights the importance of a multi-disciplinary service response, including 

7 The ‘client-base’ is not necessarily the same as the women prioritised by the WHCs (see Results, Section 4). 
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health education/self-management support groups (see Results, Section 5.8 and Appendix, 
Section 5-8), and complementary services for marginalised women (see Results, Section 5.7 
and Appendix, Section 4). 

Configuration of services 

There is growing recognition in research and practice of the complex range of health issues 
faced by women with histories of violence and abuse, and that women need a coordinat-
ed, integrated, psycho-social service response to manage their stressful life circumstances 
(e.g. 39, 43, 45-47). An emerging body of research has uncovered a pattern of co-occurring, 
inter-related health needs, particularly in women exposed to multiple forms violence and 
abuse, thereby explaining why interventions tend to be ineffective when addressed by sin-
gle services alone (e.g. 41, 48, 49). This research shows, for example, that women living with 
addiction tend to benefit more from integrative explanations and skills-building programs as 
they progress though their recovery from a history of violence and abuse. 

Prevention

The early WHM described prevention in terms of a double-agenda through provision of 
health services, while simultaneously addressing the social circumstances of women’s lives 
that make them sick in the first place (e.g. 3, 10, 11). Prevention was later conceptualised 
with reference to the WHO Alma Ata Declaration (1978), which defined PHC as encompassing 
the need to address the fundamental conditions of and resources for health, including social 
justice and equity (15). Taken together, the ‘social view of health’, as the PHC approach is 
commonly referred to in the WHS (e.g. 35), translates in practice to the provision of medical 
and psycho-social care in combination with a focus on addressing the social determinants 
of health through engagement with civil society and public institutions (detailed in Sections 
9.2.2 and 9.2.3, below). 

‘People-centred’ service model

The PHC approach of the WHS is inherently ‘people-centred’. This is evident in service delivery 
responses that address women’s health needs from their perspective through core services 
directed to individual women or groups of women attending the WHC premises; services pro-
vided to under-served women in their local communities, or to raise the voices of women by 
engaging with their local communities about their health needs; and, through systems advo-
cacy addressing public institutions, to share specialised knowledge and influence people and 
organisations in a position to enact social change to advance women’s health. 

9.2.1 Core suite of women’s health centre services

The configuration of medical and psycho-social care in the WHS is grounded in the recogni-
tion of the ways in which gender shapes women’s social circumstances, and how it features 
in their recovery. These services (see Section 5) are distinguished from the mainstream in 
important ways due to the feminist, PHC framework in which they are embedded. First, links 
between women’s individual health needs and their broader social and cultural context are 
actively brought into focus for women, to better enable them to make decisions about their 
health. Second, the people-centred services provide a culture that is explicitly tailored to the 
gendered health needs of the women, many of whom have a history of male violence and 
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abuse and/or discrimination. For example, provision of a safe, welcoming, non-judgemental, 
woman-only space for women, which guarantees privacy and confidentiality (35). 

9.2.2 Community-based services

A key finding of this research was the degree to which WHCs integrated with their local com-
munities, the range of activities that resulted and the funding opportunities that came about 
through the relationships established. 

WHC managers reported a number of strategies to advance women’s health in partnership 
with local organisations, businesses and organised groups in their communities. These strat-
egies included, (1) reaching out to particularly marginalised women known to under-utilise 
preventive health services, (2) engaging with groups of women regarding particular women’s 
health issues, and (3) working with the leaders of community-based organisations to assist 
them in addressing organisational norms and cultural practices that perpetuate women’s so-
cial inequality (see Table 7). Services emerged as multi-purpose responses because, in addi-
tion to their primary aims, they offered a range of supportive social messages to help women 
to take control of their health (see Section 6). 

As part of this significant engagement of WHCs with their local communities, WHC staff have 
built extensive networks and alliances with local health and social care agencies (see Section 
5.12). By working together on shared aims for advancing women’s health build and maintain 
a high profile with their local communities. 

The survey also revealed that WHC engagement and interactions with their local communi-
ties helped them to identify and access funding opportunities. This additional funding was 
used to expand existing services, or to fund infrastructure projects not accessible through the 
WHP funding received from the state (see Table 2). 

While clearly useful, this funding consisted primarily of small amounts, sourced through a 
wide range of different organisational interests, that appear too patchy, unfocused and unre-
liable to support the WHS without WHP funding. The WHP funding was found to enable the 
WHS to leverage additional funding in a way that is sustainable. 

9.2.3 Interventions at the institutional level

Interventions at the institutional level involved advocacy of women’s health issues directed 
towards public institutions8 and the influential individuals working in them (see Section 7). 
Two streams of activity emerged in the findings, including: (1) Engagement with influential 
people for the purposes of sharing women’s health knowledge to raise awareness, or build-
ing and sustaining relationships (e.g. political discussions, membership on committees and 
health bodies), and (2) Active interventions that aimed to address the social determinants of 
women’s health (e.g. political advocacy) (see Section 7.1.1). This involved a deliberate effort 
to engage decision-makers in a position to enact change to address the determinants of 
women’s health. 

8 The term ‘public institutions’ refers to governments and the instruments mobilised to maintain governance and to 
enact change (e.g. police, local government).
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9.3 Governance and organisation

The WHS emerged in the findings as an important site of sustained ‘feminist practice’, through 
its continuing commitment to advancing the health of women and girls. Governance and or-
ganisation of the WHS remains informed by a feminist, PHC approach, in recognition of the 
role gender plays in women’s lives. This approach is organisationally instituted throughout 
the WHS, appearing in mission statements, and informing the aims and objectives, service 
delivery, training and development and policies regarding staff relations with the women us-
ing the services (35, 50). Practices central to this gender-specialised approach include recog-
nition that some women are subject to multiple forms of marginalisation (e.g. Aboriginal wom-
en, women living with disability), placing women at the centre of their care (empowering women 
to ‘take control of their health’), and provision of a ‘safe’ environment (welcoming, non-judge-
mental, woman-only spaces, guaranteeing women privacy and confidentiality from potential 
perpetrators of violence and abuse) (e.g. 35). 

The peak body, WHNSW, plays a key role in sustaining and developing the WHM vision across 
the WHS. This commitment to feminist practice is instituted organisationally through the de-
livery of policy and planning, sector-wide staff training and development, and consultation 
between members (35). Feminist practice also determines its strategies for sector-wide ac-
tivities (e.g. raising awareness of critical women’s health issues and advocating for a re-ori-
entation of the health system to better meet women’s health needs) (51). Full peak body 
membership and strong support of sector-wide activities (52) supported this feminist com-
mitment. This evidence of a collective ‘feminist identity’ supported the finding that the WHS 
represents a contemporary site of ‘WHM activity’ (see Figure 23). 

9.4 Women’s health sector limitations

Despite high levels of commitment and strategic use of limited funding through the WHP, the 
WHS still falls short of demand by women for their services for two main reasons. First, WHCs 
are concentrated along the Eastern sea-board, leaving two of the most geographically isolat-
ed regions in NSW without a WHC (including regions administered by Far West and Southern 
LHDs) (see Table 1). Second, even in more populous regions, the WHP funding levels have 
constrained the capacity for existing WHCs to meet demand for their services. The survey 
found that WHCs have responded to this shortfall by integrating with their local communities 
along common interests in order to provide additional services (seee Table 2 and Table 7). 
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10. Conclusion

What this report demonstrates for the first time, on the basis of systematic data, is that the 
WHS is not duplicating mainstream services, nor is it simply providing a pathway for un-
der-served women into the mainstream system. Through its specialised approach and the 
ways in which it configures and delivers services, the sector provides a unique response to 
one of the most challenging and complex health issues faced by women and girls throughout 
the country: violence and abuse, and the mental and emotional damage that accompanies 
it. Such a response is unmatched by any other sector of health service provision and provides 
a foundation for the development of services needed to address one of the nation’s most 
pressing social failures: the daily and ubiquitous threat to the health and safety of Australia’s 
women and girls. 

The PHC approach of the WHS leverages considerable gains for women from very limited 
resources. While much of the sector’s work is in early intervention and management of wom-
en’s most pressing health issues, the PHC approach means it also engages in preventive work 
in broader society to improve the lives of women over the long term. The continuing commit-
ment of the WHS to WHM principles supports this approach by amplifying the voices of mar-
ginalised women and girls in civil society, in which much of the routine gender discrimination 
takes place. As part of this commitment, the WHS has forged close connections with margin-
alised women themselves, local groups and businesses with shared aims for advancing wom-
en’s health, and the people and organisations in powerful positions to foster systems level 
change. This approach represents a significant contribution to society and value for money 
for health policymakers. 

While evidence exists to support various components of the WHS approach to women’s 
health, the overall model itself remains too under-researched for any claims to ‘best-prac-
tice’ status. However, the service delivery model is under-pinned by a significant body of ex-
pertise at the practice level. This consists of experience, skills and knowledge built up in close 
collaboration with women the WHS serves, as well as extensive connections forged with civil 
society and public institutions over the 40 years of its history. The WHS therefore represents 
an unique reservoir of practice knowledge, and an equally unique opportunity for further re-
search to demonstrate the benefits of a social approach to women’s health. Research into 
the model of service delivery and its health outcomes therefore remain untapped resources 
to support improved health outcomes for marginalised women in NSW and the work of WHS. 
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1. Appendix: Analysis of the 
Core Services

1. Crisis support services
Eighteen (90%) WHCs provided crisis support services (during the 2015-2016 financial year). 

1.1 Range of health issues

The range of health issues addressed by crisis support services was similar across the WHCs, 
with all WHCs reporting domestic violence and mental illness presentations, with little varia-
tion across the remaining categories. Complex trauma presentations (n=16, 94%) were also 
common amongst WHCs, along with sexual assault, childhood sexual assault, financial prob-
lems, homelessness (n=15, 88%) and unplanned pregnancy (n=14, 82%). 

Figure 1: Health issues addressed by crisis support services
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1.2 Major presenting health issues

When asked to indicate their top three presenting health issues to crisis support services, 
managers across the sector overwhelmingly reported domestic violence (n=14, 82%), com-
plex trauma (n=12, 71%) and mental or emotional health issues (n=10, 59%). 
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Figure 2: Major presenting health issues to crisis support services
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1.3 Range of occupational categories involved

Counsellors (n=9, 53%) and management staff (n=6, 35%) were typically involved in deliv-
ering crisis support services. However, a broad range of staff was also likely to be involved, 
including case workers, information & referral workers, and medical practitioners including 
doctors and nurses. 

Figure 3: Occupational categories most involved in crisis support services
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*One WHC did not provide this data, so numbers in this graph are based on n=17 responses.
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2. Counselling services
Nineteen (95%) of the WHCs provided counselling services. 

2.1 Major presenting health issues

Health issues presenting to counselling services were relatively consistent across the sector, 
with all 19 WHCs (100%) that offered counselling reporting violence and abuse, or emotional 
trauma, almost all (n=18, 95%) reporting grief and/or loss, relationships, self-esteem, and 
suicidal thoughts as presenting health issues, and many (n=17, 89%) reporting self-harm, 
and stress. Eating disorders and post-natal depression also featured for over half of the WHCs 
(n=12, 63%). 

Figure 4: Major presenting health issues to counselling
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2.2 Modes of counselling

Managers reported a wide range of counselling approaches. All WHCs provided trauma spe-
cialisation, many (n=14, 74%) reported acceptance and commitment, cognitive behavioural 
(CBT) and solution-based therapies. Behavioural therapy and psychotherapy were reported 
by almost half (47%) of the WHCs. 
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Figure 5: Modes of counselling provided by Women’s Health Centres
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3. Medical services
Twelve (60%) WHCs provided medical services. However, 15 (75%) provided women’s health 
clinics. The survey collected detailed data about the health issues addressed by women’s 
health clinics. 

3.1 Major presenting health issues

Most managers reported that the top five presenting health issues of their WHC included eat-
ing disorders (n=13, 87%), gynaecological health (n=13, 87%), mental and emotional health 
(n=10, 67%), sexual health issues (n=10, 67%) and tiredness and fatigue (n=9, 60%). A range 
of other women’s health issues also commonly featured across the sector. 

Figure 6: Health issues addressed by women’s health clinics
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4. Complementary medicine
Fourteen (70%) of WHCs provided complementary medical services. 

4.1 Major presenting health issues

Managers were asked to indicate the top five presenting health issues for their CM services. 
All 13* that provided detailed data about their CM services reported presentations for men-
tal and emotional health issues, 10 (77%) reported gastrointestinal, musculoskeletal and 
tiredness and fatigue, nine reported cancers (69%), and seven (54%) reported presentations 
of addiction, eating disorders, nutritional, and reproductive health issues. The top five pre-
senting health issues to CM services across all the WHCs were: mental and emotional (n=13), 
gastrointestinal (n=10), musculoskeletal (n=10), pain (n=10) and tiredness or fatigue (n=10). 

Figure 7: Major presenting health issues at CM services
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*One WHC did not provide data about presenting health issues, so numbers in this graph are based on n=13.
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5. Therapeutic groups
Therapeutic groups referred to structured, multi-sessional groups led by professional coun-
sellors (including all disciplines, e.g. psychologists, psychotherapists etc.) that aimed to sup-
port healing or management of emotional and mental health issues. All but one of the spe-
cialised WHCs (n=19, 95%) reported provision of therapeutic groups (see Results, Table 4). 

5.1 Major presenting health issues

All 18* managers who responded to this survey question reported provision of a group to 
address violence and abuse. Other groups that featured included self-esteem (n=17, 94%), 
emotional trauma (n=16, 89%), depression, (n=15, 83%), relationships (n=14, 78%), stress 
(n=14, 78%), anxiety (n=13, 72%) and grief or loss (n=13, 72%). The top five presenting health 
issues across the sector included: violence and abuse (n=18, 100%), self-esteem (n=17, 94%), 
trauma (n=16, 89%), depression (n=15, 83%), and grief and/or loss (n=13, 72%). 

Figure 8: Presenting health issues at therapeutic groups
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*One respondent did not provide details of health issues addressed, so percentages provided are of the remaining 18 respondents. 
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6. Health education groups
Health education groups were defined as those that aimed to provide health literacy and 
personal skills to enable women to make decisions that support their health and well-being. 
Nineteen (95%) WHCs offered health education groups. 

6.1 Major presenting health issues

All WHCs provided health education groups that addressed emotional/mental health (n=19, 
100%). The top five health issues across the sector included physical or medical (n=14, 74%), 
relationships (n=13, 68%), violence and abuse (n=13, 68%) and gynaecological/urogenital 
(n=12, 63%). 

Figure 9: Major health issues addressed at health education groups
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6.2 Occupational categories involved in health education groups 

Counsellors were by far the most likely occupational group to facilitate health education 
groups (n=18, 95%), however nurses (n=12, 63%), dedicated health education/health pro-
motion staff (n=10, 53%) and allied health or complementary medicine practitioners (n=9, 
47%) were also reported in the top five most commonly involved. 
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7. Support groups
Support groups aimed to provide knowledge, life-skills and social support to empower mar-
ginalised women to take control of their health. Eighteen (90%) managers reported that their 
WHC offered support groups. 

7.1 Major presenting health issues

Health issues most commonly addressed included the particular needs of ‘special interest 
groups’ (n=15, 83%), social isolation (n=15, 83%) relationships (n=11, 61%), violence and 
abuse, and physical health (n=8, 44%). 

Figure 10: Major health issues addressed at support groups
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7.2 Occupational categories involved

Counsellors (n=15, 83%) were the most likely staff to lead support groups, followed by ded-
icated ‘health promotion’ staff (n=10, 56%) and nurses (n=9, 50%), but facilitation varied 
widely throughout the sector across a broad range of occupational categories. 

Figure 11: Occupational categories involved in delivering support groups
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8. Physical activity groups
Physical activity groups encourage women to engage in physical movement to enhance their 
mental and emotional well-being and reduce the risk of developing chronic illnesses. Sixteen 
(80%) of WHCs reported that they offered physical activity groups. 

8.1 Major physical activity groups provided 

Relaxation and meditation and yoga groups were most commonly addressed across the 
sector by physical activity groups (n=14, 88%), followed by fitness groups (n=11, 69%) and 
strength and balance (n=9, 56%). 

Figure 12: Major physical activity groups provided
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8.2 Occupational categories involved

A broad range of staff were involved in delivering the physical activity groups. Dedicated 
health education (n=9, 56%), health promotion staff (n=8, 50%) and allied health and CM 
staff (n=7, 44%) were most likely to lead the groups, but nurses and external facilitators with 
expertise in particular areas were also involved (n=5, 31%). 

Figure 13: Occupational categories involved at physical activity groups
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9. Outreach services
This question concerned outreach services9 or WHC services delivered through staff place-
ments or rented office spaces at external agencies to provide services to the women access-
ing services at that location. 

9.1  Services provided 

Fourteen (70%) WHCs reportedly provided outreach services. Most commonly service provi-
sion included health education groups (n=11, 79%), counselling (n=10, 71%), and CM ser-
vices (n=7, 50%). One novel approach was through provision of a community kitchen to local 
communities (see Table 7). 

Figure 14: Outreach services
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9  We did not mean to include: 

(1)  Individual practitioner/staff member service provision without being deliberately placed by your WHC within another 
agency to do so (e.g. home-visiting, meeting a client at another agency);

(2)  Community education, which targets specific population groups women or health issues in the community (e.g. 
sporting institutions; schools; organised groups – CALD, refugees etc.); 

(3)  Professional training, which applies specialised knowledge to provide awareness and skills training to external 
agencies (e.g. vicarious trauma, or gender-specific awareness training to institutions such as police, education or 
sporting bodies). 



Th
e 

w
om

en
’s

 h
ea

lt
h 

se
ct

or
 m

od
el

 o
f s

er
vi

ce
 d

el
iv

er
y 

in
 N

SW
, A

us
tr

al
ia

65

10. In-services/in-reach services
This question concerned in-services/in-reach services10, or services conducted onsite at 
WHCs by staff of other health and social service agencies (excluding staff training or place-
ments). Seventeen (85%) of WHCs provided in-services/in-reach services. 

10.1 Services provided

Legal information (n=13, 75%) and health education (n=11, 65%) were most commonly 
provided, but adult survivors of childhood sexual assault and medical services (i.e. women’s 
health clinics) also featured (n=7, 41%). Four of the six ‘other’ entries were related to violence 
and abuse. 

Figure 15: In-services/in-reach services provided through WHCs
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10  This did not include external agencies renting office space in the WHC. See Section 5.12, Referral services. 
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11. Referral services
The question regarding referral services was concerned with the extent to which WHC ser-
vices were integrated with external health and social care agencies to advocate for addition-
al services for women with complex care needs. All of the WHCs provided referral services. 
The referral services provided were relatively consistent across the WHCs, with all referring 
women to alcohol and other drug services, child and family services domestic violence/sexual 
assault services, medical and counselling services. Accommodation services, legal/financial 
and Support/community health services were also almost universally provided (n=19, 95%) 
and a range of other referral services were also reported by many of the WHCs. 

Figure 16: Referral agencies engaged by WHCs 
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