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About the Women’s Health Services Alliance 
 
 
Objectives 
 

x Advocate and lobby as an expert body for Queensland women’s health issues and be a voice to government 
on women’s health service delivery and policy 

x Information sharing and collaborative projects 
x Maintain and develop the future viability of community-based services for women in Queensland 
x Facilitate networking and support for members 

 
 
 
Members 
 
Alliance membership consists of regional and statewide services funded to provide women’s health services in 
Queensland. All member services are funded fully or predominantly by Department of Communities, Child Safety & 
Disability Services, through the National Women’s Health Program funding. 
 
Statewide services 

� Queensland Women’s Health Network (Secretariat) 
� Women’s Health Queensland Wide Inc. 
� Children by Choice  

 
Regional services 

� Mackay Women’s Centre 
� Gympie and District Women’s Health Centre 
� North Queensland Combined Women’s Services 
� Wide Bay Women’s Health Centre 
� Logan Women’s Health and Wellbeing Centre 
� Women’s Health Centre and Gladstone Region Sexual Assault Centre 
� Women’s Health Centre Rockhampton 
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Key intersections between women’s health and  
violence against women 

 
 
Women’s health encompasses physical, mental, emotional, cultural and spiritual well-
being. The National Women’s Health Policy 2010 recognises gender inequality as a key 
determinant of women’s health (pp. 8-9). By specialising in the health and well-being of 
women, and applying a gender lens to the issues, women’s health services are well 
positioned to recognise and identify the broad effects of gender inequality on women’s 
lives generally, and to facilitate the prevention and/or mitigation of harm by promoting 
better awareness of violence and its consequences.   
 
In a 2014 position paper, ‘Health and the Primary Prevention of Violence against Women’, 
the Australian Women’s Health Network stated that “[t]he direct health consequences of 
gender-based violence to women include depression, anxiety and phobias, suicidal 
behaviours, physical injury, a range of somatic disorders and a variety of reproductive 
health problems ... Women who have been exposed to violence report poorer overall 
physical health than those who have not ...” (p. 13). 
 
 
 
The following are brief examples of how women who have experienced violence have 
accessed women’s health services in Queensland for a variety of presenting issues which 
were not necessarily perceived as relating to that violence, and have benefited in many 
ways from the intervention. 
 
 
 
1. Women’s Health Services have specialist staff who work in health and trauma across a 

woman’s lifespan. Women’s primary presentation may be depression, anxiety, 
relationship and stress issues, or self-esteem issues with common underlying factors 
such as violence and sexual assault, and/or current or history of childhood sexual 
violence and/or domestic and family violence.  
 
Case study 
64-year-old woman presented with high anxiety and stress. She has been married for 46 
years. Eight years of emotional and psychological abuse preceded their separation a year ago. 
She presented as confused about how to resolve the relationship as she still does her 
husband’s washing and maintains him financially although he continues to abuse her. 
Outcome 
Counselling has enabled her to identify the ongoing abuse, explore her options and rebuild her 
self-esteem. 
 
 
 

2. The sexual and reproductive health of women who experience violence is 
compromised across the lifespan. Pregnancy is a time of heightened risk of violence, 
routine gynaecological health screening becomes traumatic, and the risk of sexually 
transmitted infections is increased.  
 
Case study 1 
‘S’, aged 19, already has one child and is pregnant again to the same partner. She contacts a 
Women’s Health Service and reports that this relationship is not good, with him being 
incredibly controlling. She indicates that she plans to end the relationship but is not in a 
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position to do so at this time. She wants support to access a termination ‘under the radar’. He 
is not aware of the pregnancy and would not approve of her decision to end it. She sees the 
prospect of having another child to him as making it even harder for her to leave the violence 
in the future.  
Outcome   
S accessed a Women’s Health Service and was provided with pre-TOP (termination of 
pregnancy) and relationship counselling, including naming the power and control present in 
the relationship. Access options were explored and the Service liaised with a community 
service local to the client which provided funds directly towards the termination. The clinic 
agreed to bulk bill the woman’s preferred choice of long acting reversible contraception 
(LARC) at the time of TOP. The client identified a friend who would be able to support her on 
the day while they went on a ‘shopping trip’. S was referred to local domestic violence 
services. She had TOP with LARC provided at the same time and is now receiving DV 
counselling and building up her resilience and resources, e.g. accommodation options. Access 
to TOP and DV service has increased her sense of empowerment, improving chances of being 
able to leave the violent relationship. 
 
Case study 2 
‘Z’, aged 23, had recently moved in with her new partner but things had started to change very 
quickly. He would flush her contraceptive pills down the toilet and force her to have sex with 
him. She relied on emergency contraception for a few months when she could. Discovering 
her unwanted pregnancy was the catalyst to ending the relationship, and she called a 
Women’s Health Service for help to access a pregnancy termination.  
Outcome  
Z was provided with pre-TOP counselling and relationship counselling, including naming 
reproductive coercion. Support needs were explored and she was referred her to a local DV 
service. Z had an income and was able to afford TOP but did not know how to go about this, 
so was provided with information about access and procedure, and referred to local clinics. 
Contraceptive needs were discussed and referrals were provided including for sexual health 
testing. Client accessed TOP and has an appointment with her GP to discuss contraceptive 
options and to request referral to a private psychologist under a mental health care plan, to 
work through issues arising from the relationship. 
 
 
 

3. Women’s Health Services address primary prevention of violence against women. 
Gender equality is needed to prevent violence against women and the use of gender 
transformative health messages has positive outcomes. Education addressing 
knowledge, attitudes, self-determination and impact on health literacy is required.  
 
Case study 
‘Kylie’ is forty years old and a single mother of three children. Kylie came to a Women’s Health 
Service for support with anxiety and depression which she had experienced since 
adolescence. After three sessions it was identified that Kylie’s depression and anxiety were the 
result of domestic violence during her childhood and in her current relationship. Through 
counselling she was able to perceive that she has rights in her relationship which were not 
currently being recognised. Significant work was done towards identifying the impact of 
unsupportive and abusive people in her life.  
Outcome 
Kylie determined that she needed to put stronger boundaries in place and decided to separate 
from her abusive partner. She is now studying part-time and working part-time which is 
improving her self-confidence and financial independence. She has also attended a ‘Women 
of Strength’ program in which she has been able to relate to similar experiences of other 
women but also recognise the positive changes she has made in her own life. She has 
recognised the importance of not chastising herself about the past, and is now focused on 
improving life for herself and her children. 
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4. Integrated gender-based health services provide a safe space, use trauma models and 
frameworks and have specialist staff in the areas of domestic and family violence and 
sexual assault.  
 
Case study:  
‘P’ presented silently to a Women’s Health Service using the drop-in space, taking bread and 
clothes. After several months she engaged with other women and began to socialise. Further 
time passed and P requested to speak to a counsellor. The women’s health counsellor 
engaged with P. She is a 73-year-old woman with physical disabilities. She has a live-in male 
carer who has been financially abusing her. She is socially isolated, has poor self-esteem and 
describes hoarding behaviours. After 6 months of counselling P disclosed a history of 
childhood sexual assault in a Queensland institution.   
Outcome: 
P has presented to the Royal Commission into Institutional Child Sexual Assault. She has a 
social circle that she engages with at the service as well as outside the service. She has been 
supported to address issues with her carer. P reports feeling physically and emotionally 
stronger. 
 
 
 

5. Aboriginal and Torres Strait Islander women access women’s only spaces both 
formally and informally as a pathway to other health services and domestic and family 
violence and sexual assault support and counselling services.   
 
Case study 
An Aboriginal Elder presented at a Women’s Health Service for counselling to help her cope 
with her adult son who had recently been released from prison and was residing with her. He 
had committed domestic violence against her and his ex-partner in the past. The woman 
chose to attend the Women’s Health Service because it presented the best option due to 
issues of shame, as family members worked in several organisations in the town and the 
woman was concerned about confidentiality, rejection and criticism from the community. 
Outcome 
The Aboriginal Elder was welcomed and a social worker provided counselling and support that 
was culturally appropriate and community-sensitive to meet her needs and concerns. Over a 
period of time assistance was given to help the woman seek out other pathways to help herself 
and her son with respect to historical events of significance to Indigenous Australians. The 
woman’s emotional health improved utilising strategies that were helping her to cope with 
communication and relationships. Over the years this woman occasionally returned for 
counselling and support as needed, and referred others to the service. 
 
 
 

6. Vulnerable, marginalised and disadvantaged women with significant health 
complexities and experiences of violence access Women’s Health Services as a soft-
entry point for multiple needs. These women experience the highest rates of social 
exclusion in our community. 
 
Case study 
38-year-old woman with long-standing suicidal ideation, numerous suicide attempts and 
history of self-harm, diagnosis of personality disorder. Presented to a Women’s Health Service 
due to suicidal ideation. In process of counselling identified that client had been sexually 
abused as a child by father who went to jail, and later by stepfather. Client grew up with 
domestic violence and also experienced violence in her adult relationships.  
Outcome 
Since attending the Women’s Health Service this client has made excellent progress. She no 
longer self-harms or has suicidal ideation. She has worked hard and applied all the strategies 
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identified in counselling sessions. The interventions have involved psychological education on 
personality disorder, attachment theory, life course development, communication, boundaries 
and self-esteem/self-identity and significant work on PTSD and grief. She has also attended 
group programs at the Women’s Health Service, and it is wonderful to witness her progress 
over time as she finds it helpful to check in once a month. She has also gone on to attend a 
dialectic behavioural therapy group with the local mental health service and continues to be 
monitored by them regarding her medication management. 
 
 
 

7. Domestic and family violence and sexual assault are common issues presented by 
CALD women accessing Women’s Health Services, often for routine health issues. 
CALD women may experience greater vulnerability due to social isolation, language 
issues, cultural practices and views regarding violence.  
 
Case study 
A 39-year-old Filipino woman presented in crisis at a Women’s Health Service with her young 
son and all her belongings in the car. She had fled her husband of 4 years, who brought her to 
Australia, due to domestic violence. Client was referred to domestic violence service and 
refuge. She continued to come to the Women’s Health Service for ongoing support due to 
long-term depression and anxiety. She described a childhood where she was abandoned by 
her parents at age 6, hired out as a servant in many households, and sexually abused on a 
number of occasions as a youth. As a young adult she was raped by her boss and had his 
child. She identified that she has always felt sad and anxious due to her circumstances. 
Outcome 
Counselling has focused on assisting her with practical support for life issues as well as 
building confidence and social awareness within a foreign culture.  
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