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Please read the Consultation Paper available here before

writing your submission. It gives context for each of the
questions in this template.

Tips for using the template

:ggggg Writing your submission

e You can type directly into this template.

o

e Orifyou prefer, you can copy and paste text originally written in other programs
such as Microsoft Word into this template. It should keep your formatting intact.

Submission length

S \ e Please limit your submission to around 5000 words.
e Around 600-700 words in a regular 11pt font will fit on one page in this template’s

layout. If you were to fill every page, that would be around 5000 words.

How to lodge your submission

e Save the completed template on your computer or network.

e Go to the Have Your Say website and follow the instructions under “written
submissions”.

—

Do you have to use the template? Use of the template is preferred but submissions and/or additional
information or documents in other formats will be accepted. Please contact the Commission at MHC-
Strategy@health.nsw.gov.au and we will guide you through the options.
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About you

THESE QUESTIONS ARE OPTIONAL.

If you wish to remain completely anonymous, you can skip this page.

If you are writing this submission on behalf of an organisation, please complete the following table.

Name of the organisation Women's Health NSW

Contact person’s name Jackie McMillan

Contact person’s email address Svproject@wh nsw.asn.au

OR

If you are writing this as an individual*, please answer the following questions.

Name (OPTIONAL)

Postcode (OPTIONAL)

Email address (OPTIONAL)

Which of the following describes you? You can tick as many as are relevant.

| have an interest in mental health and wellbeing

| work in the mental health and wellbeing sector

| work in another government or non-government organisation that intersects with this issue

| have personal lived experience of mental health issues and/or suicidal distress

| have lived experience as a carer of someone with mental health issues and/or suicidal distress

| am an Aboriginal or Torres Strait Islander person

| am lesbian, gay, bisexual, transgender, intersex or queer (LGBTIQ+)

| was born in a country other than Australia

| speak a language other than English at home

| am a person with disability

| have had contact with the justice or corrections systems

| am currently or have been homeless

| have or had personal issues with the use of alcohol and/or other drugs

*|f you are completing this template on behalf of someone else, please briefly explain that context.
Please do not give that person’s name unless they have given you permission to do so.




About this submission

OPTIONAL
Is this submission written on behalf of a group such as a committee, expert panel or something similar?
Was it written as the result of a workshop, network process or something similar?

If so, please provide some brief details here so that we understand the context of where it is coming from.
Please include the names/positions/organisations of participants if that is relevant (and if they consent for
that to be provided).

If this is not relevant to your submission, simply leave this page blank.

Women’s Health NSW (WHNSW) is the peak body for 21 non-government community-based
women’s health centres (WHCs) in New South Wales. All our members are funded by NSW Ministry
of Health under a Ministerial Approved Grant called the Women’s Health Program. We work from
the Women's Health Sector model of service delivery that incorporates the social determinants of
health. This sees our members actively counter sex role stereotyping and gender bias in medicine,
systemic sexism, and violence against women. The women’s health sector provides
gender-sensitive and trauma-informed care that values women’s own knowledge, skills, and their
right to make informed decisions about their own health and wellbeing.

Mental health is core business for our members. Mental health was the most common presenting
issue for our members in 2024-25, comprising 34 per cent of all presenting issues (n=67,639 of
200,682; data from 15 WHCs). Violence was also a significant presenting issue for women in 2024—
25, comprising 13 per cent of all presenting issues (n=25,962 of 200,682; data from 15 WHCs).
Suicide and self-harm have remained at a steady level across the last three years. From a data
sample from 12 women’s health centres, we see on average 1,389 suicide and self-harm
presentations per year (2022—-23: n=1,436; 202324, n=1,341; 2024-25, n=1,391). These
presenting issues are not mutually exclusive.




Questions about the mental health service system

1. What is working?

Taking a social approach to women'’s healthcare, one which factors in the social determinants of health, works to
address women's mental health needs. As research into the Women’s Health Sector model of service delivery in NSW
showed, “[wJomen’s most pressing health needs globally remain linked to male violence and abuse, and their poorer
psych-social outcomes, which have been linked to the development of chronic illnesses” (Schroeder, 2017, p. 10). The
most effective approach to addressing women’s mental health, including suicide and self-harm, is one that works in
tandem with addressing the impacts of gender-based violence.

You can see the complex intersection of mental health, suicide and domestic, family and sexual violence (DFSV) in the
work our members undertake with women across NSW, work which sees them operating across all levels of the
ecological model of health. For example, at the individual level, our members report women are anxious, constantly on
‘high alert’ with the activities of daily living impacted, particularly sleep. Presenting issues at women'’s health centres
frequently include anxiety [13% of all mental health presenting issues (n=8,617 of 66,092; data from 12 WHCs)],
depression [10% of all mental health presenting issues (n=6,378 of 66,092; data from 12 WHCs)], and diminished
self-worth resulting from coercive control. This includes coercive control that seems directly intended to foster suicidal
ideation, which may result in coerced suicide.

Some members report women feeling like they are ‘walking on eggshells', being fearful and modifying their behaviour
to prevent perpetrator suicide. This sees the primary victim of DFSV take on full responsibility for the mental health and
wellbeing of the perpetrator. At an interpersonal level, children are also parentified, taking on responsibility for
wellbeing and care of the perpetrator. The whole family is also affected by perpetrators using threats of suicide,
because this behaviour “normalises” self-harm/suicide as a coping strategy or reaction to boundaries in the family. Our
members report women, and their children, engaging in self-harm following perpetrators threatening suicide.

Also at the interpersonal level, our members are seeing perpetrators using being unwell or suicidal as an excuse to
accumulate debt, which further entraps women. High levels of debt resulting from DFSV can be catastrophic for
clients. As one member, whose service helps women with DFSV-related debt put it: “So often we hear the client say,
‘you have given me my life back’.” Debt accumulation also affects other family members: children’s needs are
secondary, including financially, as the perpetrator gains control. Family resources are diverted to the care and
appeasement of perpetrator. Children's mental health is also affected. Children may witness suicide attempts, with one
member pointing out multiple victims and survivors at their service report the perpetrator chose location or timing to
inflict maximum harm by ensuring children would be the ones to find the body. This can lead to the child developing
post-traumatic stress disorder (PTSD). Mental health impacts on children can cause significant impairment if the
children are not identified for support.

At an organisational level, our members point out mental health services generally have poor understanding of DFSV
and its impact on mental health generally. This knowledge gap is amplified for the complexity of suicidality in context of
DFSV. This can lead to the suicidal person being dismissed as manipulative without receiving adequate assessment or
treatment, which may put the primary victim and survivor of DFSV and children at greater risk. Mental health services
can collude with the perpetrator of DFSV. Our members report their concerns as referring workers can be dismissed,
with safety planning for the whole family not being integrated with suicide risk planning. This has seen DFSV
perpetrators threatening suicide be discharged for not meeting the mental health schedule, sometimes with medication
that could result in harm to self or others.

At the community level, our members particularly in rural settings report difficulty accessing mental health services to
address needs related to suicidal ideation, self-harm and its impact on the individual and family network. There is also
high prevalence of the community siding with primary DFSV perpetrator after completed suicide, which can further
impact the mental health and wellbeing victim and survivor and children. At the level of public policy, legal issues
regarding involuntary care are complex to navigate and place the rights of individuals above the rights of family
members/carers, when the DFSV context should make a competing right to safety visible.

These sorts of experiences are what our women's health centres address with women every day by providing holistic,
trauma-informed support. The Women's Health Sector model of service delivery works to support women at the
intersection of mental health, suicide and DFSV.

References:
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Questions about the mental health service system

2. What is not working?

One of the key areas where the NSW mental health system is not working well relates to suicide and self-harm in the
context of domestic, family and sexual violence (DFSV). In their submission to the National Agreement, our sector
colleagues at ShantiWorks drew attention to gaps addressing tactical and coerced suicides in the context of DFSV
(ShantiWorks, 2025). Tactical suicide refers to the way perpetrators use threats of suicide as a tool to maintain control
over the victim and survivor, and prevent them from leaving the abusive relationship. Tactical suicide is not primarily
motivated by a desire to end one’s own life, but as a method of manipulation to further entrap the victim and survivor.
Coerced suicide is where the DFSV perpetrator encourages the victim and survivor to feel worthless and to end their
own life. Work undertaken in the women's health sector suggests that staged suicides in the context of DFSV also
need to be addressed.

For the last two years, WHNSW has conducted work under the Pathways Project to reform the way our workforce
recognises and responds to strangulation and sexual choking (WHNSW, 2024). Evidence gathering for this project
included data from the most recent Australian Domestic and Family Violence Death Review Network (ADFVDRN)
report, which indicated that suffocation or strangulation was the cause of death in 12.9 per cent of intimate partner
violence homicides where a male homicide offender killed a female intimate partner in Australia between 2010 and
2018 (ADFVDRN & ANROWS, 2022, p. 30). Evidence gathering drew our attention to grey literature about intimate
partner violence homicides being misrepresented as suicides in global jurisdictions (See, for example, Kippert, 2024;
Alliance for Hope International, 2025) and, more recently, referenced in published research here in Australia (Mullin &
Hardiman, 2025a).

Emerging Australian research suggests a way to differentiate homicidal intent from suicidal and accidental neck
compression scenarios, with homicidal intent "often presenting a higher prevalence of injury as well as increased odds
of injury" (Mullin & Hardiman, 2025b, p. 1). However, as Mullin and Hardiman (2025a, p. 3) point out, in Australia only
12 per cent of deaths are examined in coronial inquests. It is only by examining all suicides through a domestic and
family violence-informed lens that the full breadth of staged suicides will become visible, and justice for these hidden
intimate partner violence victims will be achieved.

When systems do not view suicide, suicidal ideation, and self-harm through a DFSV-informed lens that includes
awareness of tactical, coerced and staged suicides, mental health services can inadvertently enhance perpetrator
control, putting victims and survivors and children at greater risk. Please see Q.8 for a deidentified case study from
one our members to illustrate this.
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Questions about the mental health service system

3. What needs to change?

In a position paper entitled, Violence against women and mental health (2020), ANROWS outlined a
significant body of evidence connecting experiencing violence with poorer mental health. The paper
argued that meeting the needs of women who sit at the intersection of gender-based violence and
mental health impacts requires improved collaboration and coordination across the mental health,
domestic, family and sexual violence, justice and child protection sectors (ANROWS, 2020).

To this end, Women’s Health NSW recently made a submission to the Productivity Commission’s
review of the National Mental Health and Suicide Prevention Agreement (National Agreement)
(Women'’s Health NSW, 2025). Our submission recommended that the next National Agreement
integrates with The National Plan to End Violence against Women and Children 2022-2032
(Commonwealth of Australia, 2022). At a state government level, it is essential that the new
Strategy for Mental Health and Wellbeing in NSW (the Strategy) connects siloed sectors to achieve
optimal health outcomes for women with experiences of DFSV, including a reduction in self-harm
and suicide. In the Strategy, suicide must be articulated in all its complexity to include tactical,
coerced and staged suicide in the context of DFSV.

Data collection is also critical to prevention work at the intersection of mental health, suicide,
self-harm and DFSV, including to measuring success. With The National Plan to End Violence
against Women and Children 2022—-2032 (Commonwealth of Australia, 2022) setting out to end
DFSV in a single generation, we will need to eliminate DFSV-related suicide to achieve that goal.
This means the Strategy also needs to support data collection on DFSV-related suicide, self-harm
and suicidal ideation across sectors. Currently, the NSW Suicide Monitoring System does not do
this, with its most recent data report indicating it only links to "recent stressors such as relationship
breakups or job loss" as factors (NSW Health, 2025, p. 5). Language like 'relationship stressors' is
not sufficient to recognise the complexity of DFSV suicides, which can include perpetrator suicide,
victim and survivor suicide, and suicide by children in families where a parent used DFSV in their
relationship.
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Questions about the mental health service system

4. How should change happen?

While the Strategy does set out some of the social determinants of good mental health, including
that they are intersectional, there is a need to make them more than a list of broad factors affecting
mental health. For example, while the consultation paper sets out (p. 20) that freedom from
violence, abuse and neglect, and health relationships are part of the complex social, economic and
environmental determinants of mental health and wellbeing, it is unclear how these are then
integrated into service provision in the mental health service system. Utilising a social model of
mental health effectively would see the whole mental health service system being able to recognise
an unhealthy relationship, and apply a DFSV-lens to all service provision.

To make this change, Women's Health NSW believes the Strategy needs to:

* Articulate DFSV suicide in all its complexity, including tactical, coerced and masked suicide.

* Mandate DFSV screening as part of all mental health service provision.

* Ensure the mental health service system workforce is able to apply a DFSV-informed approach to
all service provision. This would optimally be achieved through specialised training from the DFSV
sector.

* Ensure mental health service system responses to suicide, self -harm and suicidal ideation
prioritise keeping women and children safe from DFSV. This would optimally be achieved in

collaboration with the DFSV sector.

* Require that data collection instruments related to suicide, self-harm and suicidal ideation also
collect and publish data on DFSV suicide.




Questions about mental health and wellbeing in communities

5. What could improve mental health and wellbeing across our communities?

Eliminating gender-based violence would improve mental health and wellbeing across our
communities. If the Strategy renders visible the strong connection between both experiencing and
perpetrating gender-based violence and poorer mental health and wellbeing, it could aid in the
reduction of violence. From our work in the women's health sector, we see on a daily basis the way
that experiencing violence impacts women's health and wellbeing. Our work with women makes it
clear that addressing gender-based violence would lead to an improvement in mental health and
wellbeing and a reduction in suicide and self-harm across all of our communities.

The Women's Health Sector model sees our members positively affect women's health outcomes by
being trauma-informed—focused on safety, trust, collaboration and empowerment—and
person-centred—flexible and strengths based (WHNSW, 2022). Our members treat each client as
an individual, rather than focusing solely on their health ‘conditions’. We provide a multitude of
primary health and wellbeing services to people who may have otherwise only experienced siloed
care and support via the acute system (WHNSW, 2022).

While we recognise it is not practicable for the whole mental health service system to work
holistically, one key change we could make to foster improved mental health and wellbeing across
our communities is by celebrating community healthcare in the Strategy. By supporting and valuing
the work of the community health sector in improving mental health and wellbeing, the Strategy
would encourage services across the mental health system to develop and maintain strong referral
pathways and partnerships between the acute system and the community health sector.
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Questions about mental health and wellbeing in communities

6. What roles should NSW Government departments and agencies play in that?

The NSW Government needs to make addressing gender-based violence everybody's business.
While working on the entire service system to ensure DFSV is recognised and responded to at all
levels of service provision, there is a need to ensure specialist DFSV services who already do this
work in a holistic, trauma-informed way are adequately and sustainably funded so we retain our
skilled workforce. This would mean adequately resourcing frontline DFSV services, the women's
health sector, community legal services and specialised community organisations that currently
meet the mental health needs of groups who face increased barriers to good health and wellbeing.

Women's Health NSW and our members are grateful to the NSW Government for already providing
$34.3 million in funding for 20 Women'’s Health Centres across New South Wales. This funding
reconised the need for a woman-centred approach to primary health care, and the effectiveness of
women's health centres in supporting women's health and wellbeing. This funding is adequate to
maintain our services at the current level of demand until 30 June 2027. As set out in the Women's
Health NSW Business Case October 2022, this level of investment has enabled us to sustain
activities, service levels and outcomes for the Women’s Health Program, along with adding some
additional key performance indicators (WHNSW, 2022). In order to expand and enhance our
activities and service levels to address unmet need, population growth and emerging local health
issues identified by each women'’s health centre, greater and sustained investment is needed
(WHNSW, 2022).
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General reflections

7. How will we know that we are making a difference?

This submission sets out the link between DFSV and poorer mental health outcomes, including
suicide and self-harm. Success will see reductions on both sides of this equation, and will be
evidenced in consistently applied data collection.

Success could also be measured through the development of policies that adequately address
DFSV in mental health service system workplaces, and the addition of a DFSV context to policies
that address suicide and self harm. Success could also be measured in the number of partnerships
and referral pathways developed between the acute system and the community health sector.




General reflections

8. Is there anything else you would like to say?

Case study: the intersection of mental health, suicide, and domestic and family violence

Sarah had completed her studies and was working as a health professional when she met James in
the workplace. After they married, James began to enforce strict gendered roles at home, including
by positioning himself as the earner, blocking Sarah’s attempts to work outside the home. They
have a daughter and two sons together. James is a respected and well-known professional in their
rural community.

As time went on, Sarah reports James took complete control of finances, controlled how she
dressed, and limited her contact with neighbours/friends/family. James used gaslighting and
undermined Sarah’s parenting, which impacted her mental health. Sarah has a history of social
anxiety, and an episode of significant depression/PTSD, which saw her hospitalised. Sarah received
a mental health diagnosis of borderline personality disorder and was heavily medicated during
admission.

Medications, depression and impact of gaslighting saw Sarah struggle to function and make
decisions. Sarah reported a high level of conflict between herself and James, particularly after he
had an issue at work, and became a client of the same rural mental health service.

Sarah reported James parentified their daughter — screening revealed some indicators but no
evidence of sexual assault of daughter. James completed suicide in the family home at a time and
location chosen to be found by the daughter. After this, daughter engaged in problematic use of
alcohol and other drugs and became estranged from Sarah and the family. Sarah is very isolated
and feels the community blames her for James’ suicide. Sarah’s health has deteriorated because
she feels triggered when attending health services either alone or with her other children.

Sarah contacted our service because she no longer feels comfortable attending the mental health
service they both attended. Staff at that mental service report feeling divided by casework with this
family, and some team members reported experiencing vicarious trauma and poor psychological
safety in the workplace.

This was the first service contact where DFSV screening identified James as a DFSV-perpetrator.

We hope this case study demonstrates the complexity of suicide in the context of DFSV, particularly
the impact of siloed service systems where service providers and organisations do not address
suicide through a DFSV-informed lens.
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* Mandate DFSV screening as part of all mental health service provision. 

* Ensure the mental health service system workforce is able to apply a DFSV-informed approach to all service provision. This would optimally be achieved through specialised training from the DFSV sector. 

* Ensure mental health service system responses to suicide, self -harm and suicidal ideation prioritise keeping women and children safe from DFSV. This would optimally be achieved in collaboration with the DFSV sector. 

* Require that data collection instruments related to suicide, self-harm and suicidal ideation also collect and publish data on DFSV suicide. 


	3 what to change: In a position paper entitled, Violence against women and mental health (2020), ANROWS outlined a significant body of evidence connecting experiencing violence with poorer mental health. The paper argued that meeting the needs of women who sit at the intersection of gender-based violence and mental health impacts requires improved collaboration and coordination across the mental health, domestic, family and sexual violence, justice and child protection sectors (ANROWS, 2020). 

To this end, Women’s Health NSW recently made a submission to the Productivity Commission’s review of the National Mental Health and Suicide Prevention Agreement (National Agreement) (Women’s Health NSW, 2025). Our submission recommended that the next National Agreement integrates with The National Plan to End Violence against Women and Children 2022–2032 (Commonwealth of Australia, 2022). At a state government level, it is essential that the new Strategy for Mental Health and Wellbeing in NSW (the Strategy) connects siloed sectors to achieve optimal health outcomes for women with experiences of DFSV, including a reduction in self-harm and suicide. In the Strategy, suicide must be articulated in all its complexity to include tactical, coerced and staged suicide in the context of DFSV. 

Data collection is also critical to prevention work at the intersection of mental health, suicide, self-harm and DFSV, including to measuring success. With The National Plan to End Violence against Women and Children 2022–2032 (Commonwealth of Australia, 2022) setting out to end DFSV in a single generation, we will need to eliminate DFSV-related suicide to achieve that goal. This means the Strategy also needs to support data collection on DFSV-related suicide, self-harm and suicidal ideation across sectors. Currently, the NSW Suicide Monitoring System does not do this, with its most recent data report indicating it only links to "recent stressors such as relationship breakups or job loss" as factors (NSW Health, 2025, p. 5). Language like 'relationship stressors' is not sufficient to recognise the complexity of DFSV suicides, which can include perpetrator suicide, victim and survivor suicide, and suicide by children in families where a parent used DFSV in their relationship. 
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	2 not working: One of the key areas where the NSW mental health system is not working well relates to suicide and self-harm in the context of domestic, family and sexual violence (DFSV). In their submission to the National Agreement, our sector colleagues at ShantiWorks drew attention to gaps addressing tactical and coerced suicides in the context of DFSV (ShantiWorks, 2025). Tactical suicide refers to the way perpetrators use threats of suicide as a tool to maintain control over the victim and survivor, and prevent them from leaving the abusive relationship. Tactical suicide is not primarily motivated by a desire to end one’s own life, but as a method of manipulation to further entrap the victim and survivor. Coerced suicide is where the DFSV perpetrator encourages the victim and survivor to feel worthless and to end their own life. Work undertaken in the women's health sector suggests that staged suicides in the context of DFSV also need to be addressed.

For the last two years, WHNSW has conducted work under the Pathways Project to reform the way our workforce recognises and responds to strangulation and sexual choking (WHNSW, 2024). Evidence gathering for this project included data from the most recent Australian Domestic and Family Violence Death Review Network (ADFVDRN) report, which indicated that suffocation or strangulation was the cause of death in 12.9 per cent of intimate partner violence homicides where a male homicide offender killed a female intimate partner in Australia between 2010 and 2018 (ADFVDRN & ANROWS, 2022, p. 30). Evidence gathering drew our attention to grey literature about intimate partner violence homicides being misrepresented as suicides in global jurisdictions (See, for example, Kippert, 2024; Alliance for Hope International, 2025) and, more recently, referenced in published research here in Australia (Mullin & Hardiman, 2025a). 

Emerging Australian research suggests a way to differentiate homicidal intent from suicidal and accidental neck compression scenarios, with homicidal intent "often presenting a higher prevalence of injury as well as increased odds of injury" (Mullin & Hardiman, 2025b, p. 1). However, as Mullin and Hardiman (2025a, p. 3) point out, in Australia only 12 per cent of deaths are examined in coronial inquests. It is only by examining all suicides through a domestic and family violence-informed lens that the full breadth of staged suicides will become visible, and justice for these hidden intimate partner violence victims will be achieved. 

When systems do not view suicide, suicidal ideation, and self-harm through a DFSV-informed lens that includes awareness of tactical, coerced and staged suicides, mental health services can inadvertently enhance perpetrator control, putting victims and survivors and children at greater risk. Please see Q.8 for a deidentified case study from one our members to illustrate this. 
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	1 working: Taking a social approach to women’s healthcare, one which factors in the social determinants of health, works to address women's mental health needs. As research into the Women’s Health Sector model of service delivery in NSW showed, “[w]omen’s most pressing health needs globally remain linked to male violence and abuse, and their poorer psych-social outcomes, which have been linked to the development of chronic illnesses” (Schroeder, 2017, p. 10). The most effective approach to addressing women’s mental health, including suicide and self-harm, is one that works in tandem with addressing the impacts of gender-based violence. 

You can see the complex intersection of mental health, suicide and domestic, family and sexual violence (DFSV) in the work our members undertake with women across NSW, work which sees them operating across all levels of the ecological model of health. For example, at the individual level, our members report women are anxious, constantly on ‘high alert’ with the activities of daily living impacted, particularly sleep. Presenting issues at women’s health centres frequently include anxiety [13% of all mental health presenting issues (n=8,617 of 66,092; data from 12 WHCs)], depression [10% of all mental health presenting issues (n=6,378 of 66,092; data from 12 WHCs)], and diminished self-worth resulting from coercive control. This includes coercive control that seems directly intended to foster suicidal ideation, which may result in coerced suicide.  

Some members report women feeling like they are 'walking on eggshells', being fearful and modifying their behaviour to prevent perpetrator suicide. This sees the primary victim of DFSV take on full responsibility for the mental health and wellbeing of the perpetrator. At an interpersonal level, children are also parentified, taking on responsibility for wellbeing and care of the perpetrator. The whole family is also affected by perpetrators using threats of suicide, because this behaviour “normalises” self-harm/suicide as a coping strategy or reaction to boundaries in the family. Our members report women, and their children, engaging in self-harm following perpetrators threatening suicide. 

Also at the interpersonal level, our members are seeing perpetrators using being unwell or suicidal as an excuse to accumulate debt, which further entraps women. High levels of debt resulting from DFSV can be catastrophic for clients. As one member, whose service helps women with DFSV-related debt put it: “So often we hear the client say, ‘you have given me my life back’.” Debt accumulation also affects other family members: children’s needs are secondary, including financially, as the perpetrator gains control. Family resources are diverted to the care and appeasement of perpetrator. Children's mental health is also affected. Children may witness suicide attempts, with one member pointing out multiple victims and survivors at their service report the perpetrator chose location or timing to inflict maximum harm by ensuring children would be the ones to find the body. This can lead to the child developing post-traumatic stress disorder (PTSD).  Mental health impacts on children can cause significant impairment if the children are not identified for support. 

At an organisational level, our members point out mental health services generally have poor understanding of DFSV and its impact on mental health generally. This knowledge gap is amplified for the complexity of suicidality in context of DFSV. This can lead to the suicidal person being dismissed as manipulative without receiving adequate assessment or treatment, which may put the primary victim and survivor of DFSV and children at greater risk. Mental health services can collude with the perpetrator of DFSV. Our members report their concerns as referring workers can be dismissed, with safety planning for the whole family not being integrated with suicide risk planning. This has seen DFSV perpetrators threatening suicide be discharged for not meeting the mental health schedule, sometimes with medication that could result in harm to self or others.

At the community level, our members particularly in rural settings report difficulty accessing mental health services to address needs related to suicidal ideation, self-harm and its impact on the individual and family network. There is also high prevalence of the community siding with primary DFSV perpetrator after completed suicide, which can further impact the mental health and wellbeing victim and survivor and children. At the level of public policy, legal issues regarding involuntary care are complex to navigate and place the rights of individuals above the rights of family members/carers, when the DFSV context should make a competing right to safety visible. 

These sorts of experiences are what our women's health centres address with women every day by providing holistic, trauma-informed support. The Women's Health Sector model of service delivery works to support women at the intersection of mental health, suicide and DFSV. 
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	group submissions: Women’s Health NSW (WHNSW) is the peak body for 21 non-government community-based women’s health centres (WHCs) in New South Wales. All our members are funded by NSW Ministry of Health under a Ministerial Approved Grant called the Women’s Health Program. We work from the Women's Health Sector model of service delivery that incorporates the social determinants of health. This sees our members actively counter sex role stereotyping and gender bias in medicine, systemic sexism, and violence against women. The women’s health sector provides gender-sensitive and trauma-informed care that values women’s own knowledge, skills, and their right to make informed decisions about their own health and wellbeing. 

Mental health is core business for our members. Mental health was the most common presenting issue for our members in 2024–25, comprising 34 per cent of all presenting issues (n=67,639 of 200,682; data from 15 WHCs). Violence was also a significant presenting issue for women in 2024–25, comprising 13 per cent of all presenting issues (n=25,962 of 200,682; data from 15 WHCs). Suicide and self-harm have remained at a steady level across the last three years. From a data sample from 12 women’s health centres, we see on average 1,389 suicide and self-harm presentations per year (2022–23: n=1,436; 2023–24, n=1,341; 2024–25, n=1,391). These presenting issues are not mutually exclusive. 


