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Dear Senator Rice,

RE: Submission to the Senate Standing Committees on Community Affairs, inquiry on universal access to
reproductive healthcare

The Victorian Women’s Health Services, with support and insight from GEN VIC and Birth for Humankind, welcome
the opportunity to make a submission to the Senate Inquiry into Universal Access to Reproductive Healthcare. As
feminist and pro-choice organisations, the Victorian Women’s Health Services bring an evidence-based reproductive
justice framework to the Sexual and Reproductive Health system, and are dedicated to centring the experiences of
women, girls and gender diverse people.

In Australia we enjoy a world-class public health system. Yet, the sexual and reproductive health needs of women, girls
and gender diverse people over their lifespans are not consistently met across the country. Access to contraception,
abortion, perinatal, pelvic pain, menopause and other sexual and reproductive healthcare services often depends on
the postcode, income, language spoken, residency status, ability, or gender identity of the person seeking care. In
order to ensure that all people living in Australia can access the SRH services that they need in a timely manner, reform
and coordination is needed at a national level.

Key factors exist in Victoria and around Australia relating to access to reproductive healthcare that are highlighted in
this submission include:

e Cost of services

e  Workforce capacity and sustainability

e Health literacy

e Health Service Cultural Safety

Through decades of direct work with women and communities at local and state-wide levels, the Victorian Women's
Health Services have highly developed understandings of sexual and reproductive health (SRH) access issues in
Victoria. We welcome the opportunity to contribute to this inquiry, and any further opportunity for input into your
work.

Sincerely,

Dianne Hill
On behalf of the Victorian Women’s Health Network



Executive Summary

Access to sexual and reproductive health (SRH) services in Australia is limited and highly inequitable, leading to health
and social inequities! and contributing to gender inequality?. Having achieved decriminalisation of abortion and safe
access zones in every Australian state and territory, our attention must now turn to addressing the many other barriers
to access (particularly for key population groups), as well as reforms to expand contraception access, and improve
care for other SRH conditions (e.g., pelvic pain conditions, perinatal care, menopause etc).

In Victoria, the setting with which we are most familiar:

e 12 of 79 LGAs do not have local medical abortion prescribers, and 14 of 79 LGAs do not have local medical
abortion dispensing. In addition, in over 50% of Victorian LGAs (42), fewer than half of the medical
abortion services received by patients were prescribed from within the LGA.3

e 6 of 79 LGAs do not have IUD services, and in 22 LGAs fewer than half of the hormonal IUD services
received by patients were provided from within the LGA.*

The consequences of delays in access to SRH care are significant. A few examples of these include:
e Increased pain or impacts on future fertility for those with pelvic pain conditions such as endometriosis®
e Increased maternal and foetal mortality and morbidity for pregnant people®
e Economic hardship and insecurity that can last for years for abortion seekers’
e Increased transmission® and increased reproductive morbidity® for those with STIs,
e Significant economic cost to both the affected individual and the healthcare system?,

Based on our knowledge and experience of the Victorian context, this submission highlights the following issues for
SRH across Australia:

e Access —including cost of services, distance to travel, intake requirements, gestational limits for abortion
services, and requirements for referrals and tests;

e Workforce — including workforce capacity to provide services, and the sustainability of a small and
centralised workforce;

e Health literacy — people’s understanding of the services they need and how to access these services,
supported by healthcare professionals who are equipped to provide information in accessible and
appropriate ways; and

e Cultural safety for all people accessing SRH services, including but not limited to migrant and refugee
women; Aboriginal and Torres Strait Islander women; women with disabilities; and trans and gender
diverse people.

The Australian SRH system is inadequate to meet the population health needs of all people living in Australia. There is
a need for a coordinated approach to SRH service delivery, incorporating both mainstream and specialist services that
can address SRH issues in a safe, timely and efficient manner. In order to enhance our public health system so that it
can address sexual and reproductive health needs across the lifespan — from childhood, puberty, reproductive years
and post-reproductive years — significant investment is required to ensure that:

e SRH services are accessible — in relation to cost, distance from home, intake requirements, frequency of
services, visibility, and referral pathways.

e The SRH workforce is strong, well-equipped, and sustainable — with multiple pathways for learning through
pre- and post-qualification training, succession planning, and appropriate remuneration.

e People all across Australia — of different ages, life stages, backgrounds and education levels - understand their
own SRH and seek healthcare as and when they need it, with the ability to expect and request high-quality,
best practice care.

e All health services in Australia are culturally safe in their service provision, ensuring that people from all
backgrounds and life experiences are heard, understood, respected and supported through their sexual and
reproductive healthcare journeys.

e The lived experience of service users is respected and supported by the SRH service system, with service users
empowered as experts in their own bodies and experiences.

A strong SRH system is integral to good overall health of Australians, and to gender equity. We welcome the
opportunity to make this submission to the Senate Inquiry, and to work with all levels of government to achieve
optimal sexual and reproductive health experiences and outcomes for all Australians.



About the Victorian Women'’s Health Services

A critical part of the SRH service system across Victoria, the Victorian Women’s Health Services include nine regional
services and three state-wide services.!! The work of the Women’s Health Services (WHS) is based upon the social
determinants of health, incorporating a number of interconnected areas of women’s health that intersect with SRH
including prevention of violence against women, mental health and gender equality.

WHS'’s play a key leadership and partnership role in their regions around SRH needs assessment, training, and capacity
and capability building. They develop regional SRH strategies, integrated health promotion planning, and place-based
approaches to ensure that SRH issues are addressed within local contexts. WHS are particularly skilled in navigating
complex service systems and building partnerships to improve access to services for women in their local areas, and
collaborating on state-wide campaigns, policy, advocacy and promoting pathways to services.

The work of Women with Disabilities Victoria and Multicultural Centre for Women’s Health is fundamental to WHS’
intersectional approach to feminist practice, as the regional and state-wide WHS work together to address the
intersecting and interlinking forms of discrimination and oppression which contribute to inequitable access to SRH
care. Women's Health Victoria provides critical state-wide strategic and capacity building policy and advocacy support.

1800 My Options, Victoria’s state-government funded phoneline for contraception, pregnancy options including
abortion and sexual health, is delivered by Women’s Health Victoria. As an impartial service that doesn’t provide
clinical SRH services, 1800 My Options supports people to access the services that will meet their individual needs,
ensuring that they have pathways to affordable, timely and appropriate services. The phoneline currently receives
600+ calls per month from people seeking evidence-based information and pathways to SRH services, most of whom
are seeking abortions. Since 2018, 1800 My Options has spoken to over 23,000 people, many of whom identify as
experiencing significant barriers to their SRH system access, including:

e Financial insecurity leading to inability to pay for private SRH services, for GP appointments for referrals to
public hospitals or private gynaecologists and other specialists, or for ultrasound or counselling services;

e Geographical isolation, requiring them to travel significant distances for services;

e Family violence and reproductive coercion, which can delay help seeking and impact their ability to safely
access SRH services;

e Medicare ineligibility, which makes many SRH services financially prohibitive;

e Lack of access to experienced and qualified SRH providers in their local area, or uncertainty around which
healthcare providers they can approach to receive evidence based advice around their reproductive choices;

e Delays in seeking care due to lack of appropriately qualified service providers, or lack of appointment
availability for ultrasound and other diagnostic services;

e Low levels of SRH literacy which can delay them seeking time-sensitive healthcare services.

The recommendations in this submission are based on the expertise and experience of the Victorian WHS sector in
supporting SRH care across our state over the last 30+ years. While it has a focus on the Victorian context, the
submission speaks to national issues relating to SRH access and barriers to care.

Please find following:
e Recommendations to the Senate Standing Committee on Community Affairs — Universal Access to
Reproductive Healthcare
e Terms of Reference Response
e Endorsers and contributing organisations



Recommendations:
The following overarching recommendations are complemented by additional sub-recommendations, providing detail
and context within the body of this submission.

Recommendation

TOR Alignment

1.

Invest in a sustainable, coordinated and integrated SRH system to ensure that everyone living
in Australia can access the SRH care that suits their needs.

a, b, d

Invest in a national workforce industry plan to monitor and increase the capacity of the
Australian health workforce to respond to abortion and other SRH issues as part of standard
healthcare provision, particularly in regional and rural areas

b, c

Invest in evidence-based, culturally appropriate, accessible education initiatives that provide
information about SRH across the lifespan to people of all ages and reproductive life stages

e f,gi

Ensure that underserved communities have their needs appropriately met by the entire SRH
service system

c,defgi

Create provisions in national legislation for reproductive leave via both modern awards and
in National Employment Standards, that enshrine the right to paid gender-inclusive
reproductive leave for any conditions relating to menstruation, perimenopause, menopause,
miscarriage, pelvic pain, IVF and other forms of ART, vasectomy, hysterectomy,
contraception, and abortion. This right includes the right to paid leave in addition to regular
personal leave and annual leave, as well as flexible working arrangements.




Terms of Reference Response

Recommendation 1: Invest in a sustainable, coordinated and integrated SRH system to ensure that everyone living in
Australia can access the SRH care that suits their needs.

Key Issues

Lack of a well-planned, integrated SRH service system

The sexual and reproductive health system across Australia lacks integration with mainstream health services, and
oversight of SRH is ad hoc and disconnected. Australia’s federalised health system means that funding streams,
legislative and policy frameworks differ between State and Federal Governments. The co-existence of public and
private service provision adds further complexity. As a result, the overall SRH system lacks cohesion and consistency.

A coordinated and consistent approach to SRH across all levels of government — overseen by a national taskforce and
informed by the National Advisory Council for Women’s Health - would enable better planning, monitoring and
development of SRH services to address population health needs, in alighment with federal and state legislative and
policy frameworks. This would enable better policy, funding and legislative coordination across the country to address
inconsistencies and gaps more efficiently and effectively.

In addition to a lack of system coordination and integration, there is a lack of data collection relating to abortion,
contraception, menstrual health, pelvic pain, birth trauma, and other reproductive health conditions. To better
support access to SRH services, a greater understanding of demand and service provision across the country is
required. Comprehensive data collection relating to SRH service provision and population level need would enable
meaningful planning for future efforts to ensure an evidence base for needs-based funding allocation and enable
development of best practice models that can be replicated and adapted for different population health needs. A
monitoring and evaluation framework — developed with standards and key performance indicators — would both
inform future planning and funding as well as monitor progress of equity of access to SRH services across Australia.

Accessibility issues

One quarter of Australian women experience an unintended pregnancy. 30% of unintended pregnancies end in
abortion?, and there are higher rates of unintended pregnancy in rural areas.’® Younger women are more likely to
have unintended pregnancies’*and to use less effective methods of contraception.® Only 11% of Australian women
aged 15-44 use Long Acting Reversible Contraception (LARC), the most effective contraceptive method.® While not all
unintended pregnancies are unwanted, these statistics nonetheless highlight significant problems with access to
abortion and contraception.

A prohibitive factor impeding access to sexual and reproductive health services in Australia is cost. This reflects the
limited role of the public health system in SRH provision in most parts of Australia - the time-sensitive nature of
contraception and abortion services pushes those able to afford it into the private system.

In Victoria, most abortions are performed by private providers (GPs, private clinics or specialists) and most abortion-
seekers also need to pay for blood tests and ultrasound scans. Surgical abortions under 12 weeks' gestation in the
private abortion system range from $500-$700, and medical abortions cost between $100-$600. A small proportion
of public hospitals provide bulk billed abortion services, and provision across the hospital system is limited,
inconsistent®®, often ad hoc, has strict access criteria (including Medicare eligibility), gestational limits, or has
significant wait times - leading to further barriers to abortion access.®

For Victorians seeking to prevent pregnancies with the most effective hormonal IUD devices, insertions generally cost
$400-5600 in private clinics under sedation, or $100-5400 in general practice. Low-cost LARC services are uncommon,
and thus often have significant wait times.

Geographic isolation is another key barrier to SRH access. Compared with Australians living in metropolitan centres,
those in rural areas have poorer SRH outcomes including higher rates of unplanned pregnancies®® and higher rates of
STIs?Y. These outcomes are due to a lack of local services, high costs and misinformation??, exacerbated by the uneven
distribution of the healthcare workforce in rural areas.?® - In Victoria, most private surgical abortion options are in
metropolitan Melbourne, with few public hospitals providing abortions for large geographical areas — complicating
access to this essential service.



Possible solutions

Several interventions could be explored and implemented immediately to improve SRH access:

Provision of clearer direction and ongoing commitment from the Federal Government to develop a sustainable
framework for access to SRH in collaboration with PHNs, the National Advisory Council for Women’s Health,
RANZCOG, RACGP and other key organisations, and informed by the National Women’s Health Strategy and
other key state and federal legislative and policy contexts.

Requirements for public hospital provision of abortion as a part of a full suite of comprehensive sexual and
reproductive health care.

Address higher rates of unintended pregnancy and lower rates of LARC use in young people through provision
of free contraceptive devices and services to people aged under 25 years.

Continuation of MBS telehealth item numbers for SRH consultations beyond June 2023. The time-limited
aspect of many SRH services — especially early medical abortion — makes telehealth an essential part of access,
with comparable safety, efficacy and accessibility to in-person services.?*

Establishment of an emergency fund to address immediate costs of specific SRH care for those ineligible for
Medicare or unable to access services in the public system, administered by a service external to the SRH
system (such as women’s health networks), while an affordable, sustainable, and accessible public health
system is established.

Extend Medicare entitlements to include all migrants (irrespective of visa category), to ensure that they can
access SRH services in a safe, timely and appropriate manner.

Urgent review of MBS and PBS coverage of LARC devices and services, acknowledging their efficacy as well as
the time required for appropriate provision.

Exploration of over-the-counter dispensing of contraceptive methods such as the combined oral contraceptive
pill (removing the need to pay for a GP appointment).

Development of impartial and independent state-wide centralised systems, linked at a national level through
a phoneline, that both ensure SRH service seekers can find pathways to appropriate services and that
coordinate, monitor and distribute SRH demand throughout the healthcare system (see 1800 My Options in
Victoria for an example of such a service).

Expand practice scope of nurses,?® and examine evidence to expand scope of midwives, doulas and Aboriginal
Health Workers to ensure that their full skill sets are used to ensure efficiency and effectiveness of the SRH
system.

TOR  [Sub-recommendation

a, b, d 1. Establish a national SRH i. Implement a monitoring and evaluation framework for SRH in
taskforce designed to plan and Australia to increase transparency of the number and type of
monitor SRH access Australia- SRH services available, and increase understanding of effective
wide, with representation from initiatives and key gaps for SRH, in order to establish standards
consumers, healthcare and key performance indicators for regional, state and national
providers, academics, and monitoring.
advocacy organisations with a ii. Review and engage with policy and legislation at state and
mandate to coordinate and federal levels to ensure SRH system reform, through
integrate the SRH system with collaboration with the National Advisory Council for Women’s
specific aims, performance Health, PHNs, and other leading organisations.
indicators and outcomes. iii. Investin research and evaluation that builds the evidence base

for best practice trauma informed, culturally safe SRH services.
Explore implementation of best practice SRH initiatives
designed to address population health needs, including:

a. Free contraception devices and consultations for all
people living in Australia under 25 years old;

b. Permanent continuation of the availability of
telehealth for SRH consultations in primary care;

c. Establishment of an emergency fund while an
affordable, accessible and sustainable public SRH
system is established;

d. Extend Medicare to include all migrants
(irrespective of visa category)

d. Review of MBS and PBS item numbers to ensure

access to highly effective LARC methods;




e. Review of over-the-counter access to
contraceptives, in line with international best
practice and evidence;

f.  Build centralised systems to ensure that people can
seek evidence-based advice and pathways to
appropriate care providers, and that timely,
evidence-based, appropriate referrals are made by
all healthcare professionals for those seeking SRH
services.

iv. Expand the scope of practice of nurses, nurse practitioners,
doulas, Aboriginal Health Workers and midwives to ensure
that their full skill sets are used and supported, in order to
maximise access to SRH services.

a,b,d| 2. Require all public hospitals with
appropriate maternity
capability to provide abortion
options, and all publicly funded

i) ensure that all Australians are able to access free abortion and
contraceptive services in the public hospital system

ii) ensure that all public hospitals without appropriate capabilities
make timely, appropriate evidence-based referrals for their abortion

hospitals without capability, to |seeking patients
provide transparent, evidence-
based and timely referrals to
care.

Recommendation 2: Invest in a national workforce industry plan to monitor and increase the capacity of the Australian
health workforce to respond to abortion and other SRH issues as part of standard healthcare provision, particularly in
regional and rural areas.

Key Issues

There is need for greater investment in and coordination of the national SRH workforce in Australia. Coordinating,
accreditation and training bodies including the RACGP, RANZCOG, PHNs, AHPRA, AMA and ANMAC must ensure that
critical SRH components are included in standard training and assessed as part of competency measures.

Currently, standard pre-medical®® and nursing? training does not consistently include standardised or structured
information or training relating to surgical abortion, medical abortion, LARC, menopause, pelvic pain or other SRH
conditions; nor practitioner obligations in relation to conscientious objection laws. Access to training is not consistent
across Australia and is particularly problematic for practitioners in non-metropolitan areas and for overseas trained
health practitioners. A non-existent or reduced healthcare workforce in rural areas, alongside aforementioned lack of
services in public hospitals, limits SRH training opportunities for the entire healthcare workforce. This lack of workplace
exposure compounds inconsistencies in formal education, further contributing to a workforce ill-equipped to address
the lack of adequate SRH services including surgical abortion .

Financial incentives for practitioners must be available to enable them to attend training, and ongoing support and
supervision beyond the training, including online training for rural practitioners. Registration and accreditation bodies
must also support and require SRH training as part of their assessments and accreditation requirements.

Currently, in Australia abortion can only be performed by medical doctors. Yet nurse-led models (NLM) increase access
to medical abortion, LARC and STI diagnosis and treatment. They support the provision of SRH through ‘task-shifting
abortion provision from doctors to appropriately trained nurses and midwives”? and are an effective and cost-saving
approach through reducing time spent in the clinic, waiting times, and cost of treatment.? Greater investment is



required to expand current nurse-led models operating around Australia, including into more service systems.
Additionally, changes in state and federal level legislation are needed to enable nurses to better support LARC and
medical abortion.?°

It is also important to acknowledge the importance of training the broader associated healthcare workforce that
supports and provides services to women and gender diverse people seeking SRH care. This includes pharmacists,
physiotherapists, doulas, Aboriginal Healthcare Workers, bilingual health educators and others. To ensure that SRH is
treated as part of the mainstream healthcare system, appropriate training must be provided to all healthcare

professionals to be able to support their patients to exercise their sexual and reproductive rights.

TOR | Sub-recommendation
A, b, | 2.1 Ensure adequate and accessible | i) Embed SRH training, including practical training relating to
¢, d, | SRH training at all levels of practice abortion and contraception care, into all levels of GP, nursing,
e, f,g | for healthcare practitioners in midwifery and associated healthcare workforce education. Ensure
Australia to ensure that clinicians that this training and relevant competencies are included in
and services across the country accreditation, and that healthcare professionals are appropriately
have capability to manage a variety remunerated to gain accreditation.
of reproductive health concernsina | ii) Establish training frameworks and standards for newly arrived
timely manner including abortion, overseas healthcare practitioners to ensure understanding of
pelvic pain, pregnancy, legislation and best practice SRH care.
contraception, menopause, and | jii) Invest in nurse led models of care for SRH to increase sector
other reproductive health capacity, increase efficiency, and increase cost effectiveness of
conditions. SRH services — including ensuring that regulatory and legislative
environments support this model of practice.
A, b, | 2.2 Ensure that non-direct SRH Address the SRH training needs of the broader healthcare
¢, d, | workers in the healthcare system — workforce including doctors, nurses, midwives, birth and abortion
e, f, g | including doctors, nurses, doulas, ultrasound, Aboriginal Health Workers, midwives,
midwives, doulas, sonographers, counsellors, pelvic floor physiotherapists, pharmacists, etc.
Aboriginal Health Workers,
midwives, counsellors,
physiotherapists, pharmacists and
others have competency to respond
and refer appropriately for SRH
issues.

Recommendation 3: Ensure that all people in Australia access culturally appropriate, best practice, evidence-based
information about Sexual and Reproductive Health, throughout all life stages.

Key Issues
Good sexual and reproductive health is a priority across the lifespan3! of all people, but requires up-to-date health

literacy and understanding of systems on the part of individuals.

Health literacy efforts need to ensure that both health practitioners understand the health needs of priority
populations, and that priority populations can easily access required information. This may include embedding health
literacy messaging in both school-based education as well as education for health staff. More broadly, health literacy
efforts need to be community-led, go beyond targeting key priority populations, and be embedded in systems, policies,
and organisations to ensure the health system and policies are accessible and prioritise health literacy actions.?



Sexuality and relationships education is an essential contributor to SRH literacy. It can enable people to make informed
decisions about sex and relationships, and support the prevention of violence against women.3* Comprehensive
sexuality and relationships education includes education on respectful relationships, violence against women, gender,
sexuality, sex (inclusive of pleasure and consent), and SRH rights (inclusive of contraception and abortion).

TOR Sub-recommendation
B,d,e f| 1. Invest in evidence-based, | i. Ensure that SRH information is tailored to and accessible to all
I culturally appropriate, Australians throughout the lifespan, with specific attention to:
accessible education initiatives b. Early childhood;
that provide information about c. All primary and secondary schools in Australia;
SRH across the lifespan to d. Out of home care;
people of all ages and e. People of reproductive age;
reproductive life stages. f. Post-reproductive age.
B,c,d,e| 2. Ensure that all workers i) Ensure that workforces are equipped to support SRH literacy,
f, g responsible for health with particular attention to:
communications are able to b. Health workforce including doctors, nurses, allied health
communicate in plain English, and other support workforce;
with understandings of cultural c. Bilingual and bicultural workforce;
considerations and best d. Teaching and education workforce;
practice use of interpreters. e. Youth workforce.

Recommendation 4: Ensure that underserved communities have their needs appropriately met by the entire SRH service

system.

Key Issues

A number of communities are underserved by mainstream SRH services in Australia. In particular:

Migrant and refugee women are at greater risk of suffering poorer maternal and child health outcomes,
are less likely to have information and familiarity with contraceptive methods, and are at greater risk of
STIs when compared to non-Indigenous Australians.®*

Women with disabilities have minimal to no access to sexual and reproductive health programs, and
reduced access to health information, screening, prevention and care services®, alongside experiencing
higher rates of sexual violence,* and forced abortion, contraception and sterilisation.’” Women with
disabilities experience inadequate and non-responsive health services including being refused the right to
consent to medical treatment including abortion®, and are more likely to experience reproductive coercion
than women without disabilities®.

Trans and gender diverse people report experiencing very high rates of marginalisation in sexual health
care due to transphobia, resulting in lower STI testing rates, low uptake of PrEP and heightened
vulnerability to STIs*

Aboriginal and Torres Strait Islander women identify gaps in appropriate sexual and reproductive health
education,* as well as higher rates of pregnancy risk factors, adverse perinatal outcomes, and adolescent
pregnancy.*” Data indicates that 22% of Aboriginal and Torres Strait Islanders experienced racial
discrimination from healthcare workers in the last 12 months.*®

Genuine change in health outcomes for underserved communities is facilitated by ensuring that these communities
are empowered to lead and manage health interventions, and that they are adequately resourced to do so. For all of
the aforementioned groups, evidence supports community-controlled interventions to ensure that the genuine needs
of underserved communities are understood and appropriately met. This is due to their understanding of community



need,* cultural safety,

45

acceptability of interventions,?*

6

and community-based collaboration with community

organisations.*’ The importance of cultural safety principles such as policy guidelines*® and training are vital to the
safety of underserved communities in healthcare services.*

Whilst best practice is recognised in relation to cultural safety and competency within healthcare settings and by
healthcare practitioners,® essential monitoring and accountability around the many ways in which health service
providers may or may not practice cultural safety is lacking.>* Embedding cultural safety requirements into funding and
service agreements, as well as quality assurance mechanisms and accreditation, would provide both incentives and
mechanisms to ensure that cultural safety is prioritised and maintained by healthcare services.

ensure that SRH is accessible
and culturally appropriate for
these populations.

a.
b.

ITOR Sub-recommendation
B, c, d| 41 Build monitoring and i. Link funding agreements to health care organisations’ efforts
e f, g accountability into funding to be culturally safe, such as through obtaining Rainbow Tick
and service agreements to and other cultural safety frameworks.
ensure that key performance ii.  Link accreditation to cultural safety achievements.
indicators relating to access
and equity are reported on
and accountable through
quality assurance
mechanisms.
B, c, d| 42 Invest in women with i) provide funding to women with disabilities-led organisations
e f g disabilities-led organisations to:
to ensure SRH is accessible a. consult with community relating to identified SRH need;
and culturally appropriate for b. train healthcare services in accessibility and safety for
this population. women with disabilities;
c. contribute to the evidence base around best practice SRH
services for Women with Disabilities.
B, ¢, d| 4.3 Invest in intersex and trans i) provide funding to intersex and trans and gender diverse -led
e f g and gender diverse, -led organisations to:
organisations to ensure SRH is d. consult with community relating to identified SRH need;
accessible and  culturally e. train healthcare services in accessibility and safety for
appropriate for these intersex, trans and gender diverse people;
populations. f. contribute to the evidence base around best practice SRH
services for intersex, trans and gender diverse people.
B, ¢, d| 4.4 Invest in First Nations i) provide funding to First Nations women-led organisations to:
e f g women-led organisations to a. consult with community relating to identified SRH need;
ensure SRH is accessible and b. train healthcare services in accessibility and safety for First
culturally appropriate for Nations women;
these populations. c. contribute to the evidence base around best practice SRH
services for First Nations women.
B, ¢, d| 4.5 Invest in migrant and refugee i) provide funding to migrant and refugee women-led
e f,g women-led organisations to organisations to:

consult with community relating to identified SRH need;
train healthcare services in accessibility and safety for
immigrant and refugee women;

contribute to the evidence base around best practice SRH
services for immigrant and refugee women.




Recommendation 5: Create provisions in national legislation for reproductive leave via both modern awards and in
National Employment Standards, that enshrine the right to paid gender-inclusive reproductive leave for any conditions
relating to menstruation, perimenopause, menopause, miscarriage, pelvic pain, IVF and other forms of ART, vasectomy,
hysterectomy, contraception, and abortion. This right includes the right to paid leave in addition to regular personal
leave and annual leave, as well as flexible working arrangements.

Key issues: Reproductive leave is essential to gender equity, and to ensuring that all people can exercise their
reproductive rights. Reproductive conditions impact on workplace attendance,®? productivity>®when present in the
workplace, with substantial direct and indirect costs to women and gender diverse people.>* Contextualising
reproductive health needs and conditions outside of a medical model of "sick leave” as recognised in current
employment standards ensures that workers' needs can be met more appropriately than they can within the
constraints of sick or personal leave requirements.>®> Reproductive leave has the potential to ensure that all women
and gender diverse people can participate actively, productively and creatively in the workforce according to their
individual needs.*®

TOR Sub-recommendation

h 5.1 Reduce the gendered- i. Amend the Fair Work Act to allow for paid reproductive
burden of sexual and leave for all workers in Australia, not just for eligible

reproductive conditions in
the workplace, as an issue
that disproportionately
affects women and gender
diverse people and
contributes to the gender

pay gap.

women who have experienced the spontaneous loss of
an embryo or fetus.
Reduce stigma around sexual and reproductive health
issues in the workplace, such as menopause, by funding the
creation of evidence-based resources and training
opportunities for Australian employers including
managers.




This is a collaborative submission from and endorsed by the Victorian Women’s Health Services:
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