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structural drivers of inequities
I

t is understood globally by public
health experts that the most
powerful influences on a population’s health are the social and
economic conditions in which
people are born, grow, live, work
and age (CSDH 2008: 26).
Evidence shows a strong relationship between socio-economic
disadvantage, on the one hand, and
shortened life expectancies and
increased morbidities, on the other.
The health of any given population
is not evenly experienced but is
rather graded by differences in
socio-economic circumstances. This
is known as the social gradient
in health.

The existence of a social gradient
in health means that health policy
makers and planners (and their
partners) must take action on social
and economic conditions that
shape people’s lives if they are to
improve the health of everyone —
especially those with the poorest
outcomes. Effective health policy,
for example, involves multi-sectoral
effort to reduce levels of social
exclusion, financial insecurity and
economic disadvantage, thereby
improving opportunities for all to be
part of the social and economic life
of their communities. As Marmot
and Wilkinson write, “Societies that
enable all citizens to play a full and

useful role in the social, economic
and cultural life of their society will
be healthier than those where
people face insecurity, exclusion
and deprivation” (Marmot and
Wilkinson, 2003: 11).

Gender inequities
Inarguably, action on the social
determinants of health is the basis
of sound population health planning. But what is less well
understood and less widely
acknowledged in the public health
field is the recognition that the
social gradient of health is not
gender neutral. The fact remains
that within any given population,
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men and women are unequal in social
and economic terms. The social
construction of gender — or how we live
our biological sex according to
prevailing norms, values, expectations
and behaviours as men and women —
exerts an ever-present force on the
unequal distribution of power, prestige
and resources between the genders,
including men’s and women’s differential access to the key requisites for
a healthy life. This unequal distribution
of assets stratifies society along gender
lines and produces and maintains
gender hierarchies and inequities.
These in turn shape every facet of
women’s experiences in ways that are
unique to them as women — although
not always in the same ways (explained
further below). Gender-based inequities
are, in short, the structural drivers of
the social and economic conditions of
women’s lives; and they influence the
circumstances of daily living for women
in a myriad of ways, including (but not
limited to):
 the role women play in families and
households;
 the relationships women have to
others as carers and care givers;
 the pathways open to women for
secure paid employment;
 the power and control exercised by
men over women in private and
public life;
 women’s capacity to influence the
course of public life;
 the voice women have in decision
making;
 the ways in which women are valued;
and
 the ways in which women are treated
— including by the health system.
These unique circumstances of
women’s daily living — the social and
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economic conditions of their lived
realities — then mean that women are
more likely than men to be found lower
down the social gradient in health with
the accompanying exposures to poorer
health that this positioning entails.
Economic participation, for example,
is a key requisite for a healthy life.
Gender norms and institutions define
different employment expectations of
men and women such that women are
systematically disadvantaged in relation to their access to economic
participation relative to men. Dominant
beliefs about what counts as women’s
work are typically manifested in the
daily life of women in Australia. This is
through:
 the inordinate amount of unpaid work
performed by women in households
and families;
 women’s often fragmented paid work
trajectories and career paths;
 women’s restriction to lower paid
roles, occupations and sectors of
employment;
 the poor working conditions often
endured by women; or
 all of the above.
Moreover, these unique social and
economic conditions reduce women’s
lifetime earning capacity and increase
their exposure to economic disadvantage and/or poverty in adulthood and
older age — both of which pose further
risks to the health of women as a group
compared to men.
With respect to a conceptual
framework for women’s health, then,
explicitly naming the structural drivers
that stratify society along gender lines
and produce and maintain systemic
gender hierarchies and inequities is
both necessary and non-negotiable. So
too is showing the relationships
between these structural drivers and
social and economic circumstances of
women’s lives, the health
behaviours and/or risk factors
that expose women to ill
health, and the resulting
health issues experienced by
women.
A note on intersectionality
As stated, gender hierarchies
and inequities shape every
facet of women’s experiences
in ways that are unique to
them as women, although not
always in ways that are
identical. Women’s experiences as women are not
always the same because
social stratification occurs
across multiple axes. Social
stratification along the lines
of gender always intersects
with other lines of social
hierarchy, such as racial
privilege, ethnic privilege and

hetero-normativity — to name but a few.
This means that the distribution of
power, money and resources can be
unequal within women as a group, with
some women experiencing the effects
of compounded inequities because of
their positioning through multiple axes
of social stratification and systemic
hierarchies.
To the example of economic
participation above, we can add that
prevailing norms about culture and
ethnicity typically define different
employment expectations of AngloAustralian women and women from
non-English speaking backgrounds. As
a result, women from non-English
speaking backgrounds are systematically disadvantaged in relation to
their access to economic participation
relative to Anglo-Australian women.
This differential access to economic
participation between women is
manifested in the concentration of
women from non-English speaking
backgrounds in lower paid jobs in blue
collar occupations, which can expose
them to poor work conditions such as
long and/or inflexible working hours.
Compared to their counterparts in
white collar employment, women from
non-English speaking backgrounds in
blue collar work are consequently more
exposed to reduced lifetime earning
capacity and hence increased economic disadvantage and/or poverty.
They are also more likely to be exposed
to the stressors of poor working
conditions and hence at increased risk
of emotional and/or mental health
issues. In short, the specific social and
economic circumstances of women
from non-English speaking backgrounds mean that these women are
more likely than Anglo-Australian
women to be found lower down the
social gradient in health along with the
exposures to poorer health that this
positioning entails.
Of course, understanding the lived
realities of other groups of women,
such as Aboriginal and Torres Strait
Islander-identified women, women with
disabilities and sexuality and gender
diverse women, demands similar
attention to the intersectionality of
different axes of social stratification
and systemic hierarchies ...
This article is a short excerpt only from:
Australian Women’s Health Network (2013)
‘Women’s health: Meaningful measures for
population health planning’. For the full report visit:
<http://awhn.org.au/resources/>.

Excerpt reproduced by QWHN with permission.

For all enquiries contact the author:

AUSTRALIAN WOMEN’S
HEALTH NETWORK
www.awhn.org.au
Cover photo: Burkina'sGold (cropped) © TreeAid (CC BY 2.0) Flickr <https://
www.flickr.com/photos/53871588@N05/5424417965/>.
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Can
further
education
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health?
Author

Leigh Tooth
Women’s Health Australia
(also known as the Australian Longitudinal Study
on Women’s Health)

L

ower levels of education are clearly
linked to poorer physical and
mental health in women. It is also well
known that as women age their
physical functioning steadily declines
while their mental health generally
peaks in later life before it starts to
decline. Previous research has shown
that education achieved in the first two
decades of life appears to have a
protective effect against worsening agerelated changes in physical and mental
health. A study was conducted to
determine whether obtaining further
education as a young adult or mid-aged
woman influences physical and mental
health.
More than 28,000 women (born
1973–78 and 1946–51) in the
Women’s Health Australia Study (also
known as the Australian Longitudinal
Study on Women’s Health) were
surveyed approximately every three
years between 1996 and 2012. In
1996, the women’s education levels
were categorised as ‘high’ (certificate,
diploma, degree or higher degree),
‘middle’ (completed Year 11/12, or with
trade/apprenticeship), or ‘low’ (less than
Year 10 education). The researchers
then followed the women over a 14–16
year time period to see who obtained
further education (for example, increasing education from a low to a
middle or high level, or from a middle to
a high level). They then examined
whether there was an association
between obtaining further education
and women’s physical functioning and
depressive symptoms over time. They
compared the women who obtained
QWHN News ISSUE 2 2017

further education with those who
remained at a stable level (that is, they
did not obtain further education).
Obtaining further education up to age
39 for younger women, or at any time
between the ages of 45 and 64 years
for mid-aged women, was associated
with optimal physical functioning. That
is, this high level of education did not
have to be obtained earlier for it to
have an impact. This result was found
only for women who upgraded from a
middle level education to a high level.
Women in both age cohorts who
obtained further education from a low
level showed better physical functioning than those who remained at a low
level but poorer physical functioning
compared with those with a stable
middle or high education.
There appeared to be a similar
protective effect of obtaining further
education on depressive symptoms for
younger women. For these women,
further education to a high level that
was achieved up to the age of 39 was
associated with less depressive
symptoms. For mid-aged women, even
if they obtained the highest further
education by the age of 64 years, they
remained with more depressive symptoms than women who had obtained
their highest education before the age
of 45.
Women who delay further education
until they are aged between their
forties and sixties can improve or
maintain their physical functioning but
may have missed the critical time to
minimise depressive symptoms. Public
health policy should focus on en-

couraging women to upgrade their
educational qualifications earlier in life
in order to potentially offset the negative associations between lower
education levels and poorer mental
health.
Leigh Tooth
Deputy Director (UQ)
The Australian Longitudinal Study on
Women’s Health, School of Public Health
The University of Queensland
Email: l.tooth@uq.edu.au
Phone: (07) 3346 4691
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Social determinants

I

nequities in wealth and income are
one of the biggest social, economic
and political challenges of our time. It’s
important to address these inequities
for three key reasons.
Economic costs: Inequity undermines
the well-being of a nation’s economy
and impedes efficient economic
growth. Being financially reliant on and
influenced by a small few also builds
vulnerability into the economic system.
Social costs: Inequity erodes daily
living conditions, wastes human capital
and reduces social cohesion. Each of
these is necessary for a flourishing,
cohesive and secure society.
Health costs: Inequity harms people’s
sense of self and prevents access to
the conditions necessary for health.
Poorer health results in greater healthcare costs for the nation.
So how do inequities of wealth and
income manifest in Australia? And what
are the implications for the nation’s
health?

A fair go for health?
Not everyone has a fair go at living a
long, healthy and prosperous life.
People at the bottom of the social hierarchy tend to have worse health than
those in the middle, who in turn have
poorer health than those at the top.
This observation, known as the social
gradient in health, is seen in countries
around the world including Australia. It
applies to a number of health outcomes including depression, diabetes,
heart disease and cancer.

HOW CLASS AND WEALTH
AFFECT OUR HEALTH

“Who” you are and where you come
from has a remarkable impact on your
health. Take Anna’s story, for example.
Anna is 44 years old and lives with
her elderly mother in one of the
most socioeconomically disadvantaged
urban areas in the country. She is quite
overweight, smokes a lot and suffers
from depression, but is not inclined to
visit her doctor.
Like Anna, the poor consistently gain
less from health services than the
better-off, which leads to untreated
disease. This is known as the inverse
care law.
Anna left school with very few
qualifications. Like her economically
disadvantaged peers, Anna was always
more likely to do poorly in school and to
drop out earlier than students in the
wider population. These teens grow
into adults who have lower incomes
and are less empowered to provide for
themselves and family.
The growth of temporary, part-time
and informal work in high-income
countries has affected working conditions, with declining job control,
financial security and access to paid
family leave and flexible working hours.
Anna works in a call centre for a large
telecommunications company. Her job
involves dealing with customer complaints all day, every day. She has no
control over the nature of her work or
how it gets done, other than to use the
mute button on the call.
On the up side, Anna has a
permanent position with six weeks of
holidays per year. But her wage hasn’t
increased in the past five years.
Anna is financially reliant on her
single wage. She cannot afford to buy

her own place, which is why she lives at
home with her mother.
People such as Anna who work in
precarious or low-paid jobs don’t have
the easy choice of living in areas close
to their work. House prices are partly to
blame for this social disconnection. The
land value gradient growth in many
Australian cities in recent years is
reinforcing a very strong social stratification of choice and opportunity for
generations to come.
The quality of working conditions is
related to mental health. For people
such as Anna, poor-quality work can in
fact be worse for health than not
having a job at all.

It’s about more than money
Income inequity is related to the rates
of poorer health in a number of areas,
from alcohol-attributable hospitalisations and deaths, to child health, to
oral health.
But health is not determined by
absolute wealth. Rather, it is contingent
on those around us and how wealth is
distributed and spent — what people
are able to be and to do.
Three interconnected pathways may
explain the association between
income inequity and health inequities.
The “social capital” hypothesis
suggests higher levels of income
inequity in a society increase the status
differentials between individuals. This
reduces social mixing across groups,
thereby reducing levels of interpersonal
trust.
This can give rise to feelings of social
exclusion, insecurity and stress, as well
as leading to decreased life expectancy.
Continued on next page
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The “status anxiety” hypothesis argues
inequity damages individuals’ perceptions of their place in the social hierarchy.
In other words, less wealthy people see
themselves as less worthy.
The perception of inferiority induces
shame and distrust, which directly
damages a person’s health via processes
in the brain, but also by reducing levels of
social capital.
The “neo-materialist” hypothesis
suggests there is systematic underinvestment in social infrastructure and
services in more unequal societies.
Social infrastructure influences the level
of individual financial resources and
provides services such as education,
health services, transportation and
housing.
[…]

Time to redress the inequities
As elsewhere, modern Australia has not
served all social groups equally. The
systematic differences in social and
health outcomes suggest the opportunities open to people were not equal to
start with.
In a society where material rewards are
used as the yardstick of success and
failure, it is hard for those who fall behind
to flourish. As a society we need to
redress the inequities in people’s material resources, the degree of control they
have over the conditions that affect their
lives and the amount of political voice
they can express.
This article was originally published in The Conversation on
1 September 2016 (CC BY-NC-SA). Read the original article
<https://theconversation.com/social-determinants-howclass-and-wealth-affect-our-health-64442>.

Principles of

WOMEN’S
HEALTH
CARE

C

ommunity based feminist women’s health services are based
on principles of social justice and
an understanding of a gen-dered
approach to health or health within
a social context, as endors-ed by
governments throughout Australia.
This endorsement was originally
expressed in the [first] National
Women’s Health Policy (1989) Advancing Women’s Health in Australia and subsequently in various
State and Territory broader policy
frameworks for health priorities
that have a gender view of health
such as the Women’s Health Outcome Framework developed by
NSW Health (2002).
This view recognises that:
 health is determined by a broad
range of social, environmental,
economic and biological factors
 differences in health status and
health objectives are linked to
gender, age, socio-economic stat-

‘Heart Maps’: Painting the real picture
of heart health across Australia

Why Heart maps?
The Heart Foundation’s ‘Australian Heart Maps’ bring together for the first
time a national picture of hospital admission rates for heart-related
conditions at a national, state, regional and where possible, at a local government level. They show how rates of heart-related admissions compare
across Australia and, importantly, highlight the association between
socioeconomic disadvantage and remoteness, and heart health outcomes.

How can Heart Maps be used?
The Heart Maps can act as a valuable tool for health professionals, health
services, local governments, researchers and policy makers. They can be
used to establish health-related strategies, to plan for health services and to
develop/implement targeted prevention initiatives. Specifically, the Heart
Maps show:
 Rate of hospital admissions (per 10,000 people) for ‘All Heart Admissions’
at a local government level. Local governments can be compared against
the national average and are ranked from highest to lowest admission
rate across Australia.
 Rate of admissions (per 10,000 people) for ‘All Heart Admissions’, heart
attack, heart failure, and unstable angina for states/territories and SA4
regions.
QWHN News ISSUE 2 2017





us, ethnicity, disability, location
and environment, racism, sex-role
stereotyping, gender inequality
and discrimination, ageism, sexuality and sexual preferences
health promotion, disease prevention, equity of access to appropriate and affordable ser-vices
and strengthening the primary
health care system are necessary, along with high quality illness treatment services
information, consultation, advocacy and community development
are important elements of the
health process.

This article is a short excerpt only from:
Women’s Health NSW (2006) ‘Principles of Women’s Health Care’. For the full document visit:
<http://www.whnsw.asn.au/>.
Excerpt reproduced by QWHN with permission.

For all enquiries contact the author:

WOMEN’S HEALTH NSW
www.whnsw.asn.au
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Maria Packard

 Australian Health Survey data (2011–12) for the
prevalence of smoking, obesity, insufficient
physical activity, hypertension and total high cholesterol for states/territories and SA4 regions.
 States/territories and SA4 regions.
Note: The SA4 regions are the largest sub-state regions in
the main ABS data structures with populations in the
range of 100,000 to 500,000 and provide the best substate socioeconomic breakdown.

Also, the ‘Gender’ filter indicator on the map is a
critical feature, revealing inequities that are often
masked when the data includes women and men.

What is the simplest way to use Heart Maps?
An interactive video is available on the Heart
Foundation website:
<https://www.heartfoundation.org.au/for-profess
ionals/australian-heart-maps/using-the-maps>.
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LAURELYN HIGGINS
Registered
Dental Hygienist

As an adult
do I still need
fluoride?

Y

es, you probably do. Fluoride is a
mineral found naturally in soil,
water, foods and plants.
Fluoride helps to prevent or control
tooth decay by making teeth stronger
and more resistant to plaque acids
while its antibacterial properties
reduce plaque activity.
It has been a pillar of dental public
health for years.
When added to community water
supplies, it is cost-effective, efficient
and reaches everyone in the
community regardless of socioeconomic status.
The maximum benefit of fluoride is
for toddlers’ growing teeth from the
beginning of development to complete
tooth eruption.
Adults benefit too, especially those
at risk for decay due to diet choices,
dry mouth conditions, gum recession
and exposed roots.
It helps to understand the ways that
fluoride is used. There are three kinds
of fluoride administration:
 Systemic (internal) — fluoride added
to community water supply, naturally occurring fluoride water
supply, fluoride supplements/
tablets, food and drink sources,
inadvertent swallowing of fluoride
toothpaste
 Professional application at the
dental office (external) — gel,
varnish
 Self-applied at home (external) —
toothpaste, rinse.
However, too much or too little fluoride
can be detrimental, so the right
amount of the kind appropriate for age
and risk status should be used to
strengthen and protect teeth.
For more information:
Speak to your dentist or hygienist
about the fluoride options for you and
your family.
Visit <https://www.betterhealth.vic.
gov.au/health/conditionsandtreat
ments/dental-care-fluoride>.
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5–7
SEPT
2017

11TH NATIONAL ABORIGINAL AND TORRES STRAIT ISLANDER
ENVIRONMENTAL HEALTH CONFERENCE — CAIRNS
The aim of this national conference is to: increase the understanding and
awareness of environmental health issues in Aboriginal and Torres Strait
Islander communities; provide a forum for discussion on Aboriginal and
Torres Strait Islander Environmental Health issues; provide a national voice
for Aboriginal and Torres Strait Islander Environmental Health.
FOR INFORMATION visit: <http://natsieh.com.au/>.

16–17
OCT
2017

2017 AUSTRALASIAN ASTHMA CONFERENCE — ADELAIDE
‘Connecting Asthma Care’
Whilst the development of new medication and treatment regimens has
produced significant reductions in asthma morbidity and mortality over the
last 50 years, most asthma related deaths in Australia remain preventable.
FOR INFORMATION visit: <https://www.asthmaaustralia.org.au/qld/aboutasthma/resources/asthma-link/feb-2017/2017-australasian-conference>.

27 NOV
–1 DEC
2017

KEY ISSUES IN WOMEN’S HEALTH CONFERENCE — SINGAPORE
‘Let’s look at the health care needs of half the population — Information that
every Nurse should know’
This conference will explore Women’s Health under three themes —
Conditions, Pregnancy and Parenting, and Healthy Lifestyle. The program is
based on the most frequent questions received from women by the
presenting organisation Women’s Health Queensland Wide.
FOR INFORMATION visit: <https://www.nursesfornurses.com.au/>.

29 NOV
–1 DEC
2017

NATIONAL HOUSING CONFERENCE 2017 — SYDNEY
‘Building for better lives’
In 2017 the policy debate on many housing and homelessness issues is fast
moving and major progress is expected before the November conference.
The NHC program will purposely evolve in-line with these major conversations
and will cover highly relevant topics including: What are the key measures to
move from an affordable housing sector to a robust industry at scale? What
further policy reform is required to provide safe and secure housing for those
fleeing family violence?
FOR INFORMATION visit: <http://nationalhousingconference.org.au/>.

women’s health on the net
Hot Spots on the Internet for Women

CENTRE FOR RESEARCH
EXCELLENCE IN THE
SOCIAL DETERMINANTS
OF HEALTH EQUITY
http://www.flinders.edu.au/medicine/
research/centres/centre-for-researchexcellence-in-the-social-determinantsof-health-equity/
The Centre’s aim is to advance understanding of how government policy can work
more effectively to address the social
determinants of health, so as to improve
health and promote the fair distribution of
health in society.
The research focuses on a wide range of
policy sectors that affect the social
determinants of health including social
security, health systems, trade, urban landuse, digital technologies and Indigenous
health.
The National Health and Medical Research
Council-funded Centre is a joint collaboration
between researchers at Flinders University,
Australian National University, University of
Sydney, University of Ottawa and the Lowijta
Institute.

SEEKING PARTICIPANTS

Do you know someone with
children who has recently
finalised (or is soon to
finalise) their separation?
The Australian Institute of Family Studies
(AIFS) is undertaking a new study into
young people’s experiences of separation.
AIFS would like to talk to young people
aged 10–17 years and a parent about how
young people’s needs are being met by
family law system services.
As a thank you for their participation,
young people will be offered a $30 gift
voucher and their parent a $20 gift voucher.
If you work with any families that might
be interested in participating in this study,
please direct them to the study website:
<www.aifs.gov.au/cypsf>.
If you would like further information
about the study, or would like to be sent
some promotional material (poster/postcards) to display in your waiting area,
please contact the study team on:
1800 720 142 or email

childrenandfamilylaw@aifs.gov.au
QWHN News ISSUE 2 2017

Predicting
health
trends

Plain Language

Research Summary
Author

Women’s Health Australia
(also known as the Australian Longitudinal Study
on Women’s Health)

and service use

in 2035

To ensure the healthcare system will cope with future demand our government
requires long-term projections of healthcare use and expenditure.
With 20 years of data on 58,000 Australian women, the Australian
Longitudinal Study on Women’s Health is uniquely positioned
to identify trends in women’s health and health service use,
and make projections of future health service burden.

OBJECTIVES
The report, Future health service use
and cost: Insights from the Australian
Longitudinal Study on Women’s Health
was prepared for the Australian
Government Department of Health to
support the development and implementation of healthcare policies. It
aims to:
 identify trends in women’s health
status, risk and behaviour from 2015
to 2035;
 predict potential health service use
and burden on the healthcare system
in 2035; and
 assess the key drivers of poor health
in Australian women with particular
attention to recognised health disparities between subgroups of the
population.
The report focuses on four major
contributors to the burden of disease in
Australia: obesity, smoking, mental
health problems, and dementia. It also
analyses characteristics known to impact health status including women’s
highest educational attainment, ability
to manage on income, marital status
and area of residence.

FINDINGS
Findings from the report have implications for policy makers, industry
associations and advocacy groups
operating at state and national levels.
Obesity
 The number of obese women will
double from 2.6 million (26.6%) to
4.8 million (40%) by 2035.
QWHN News ISSUE 2 2017

 Successive generations of women

are getting fatter faster.
 The proportion of health expenditure
for obese women will double and is
increasing faster than health care
expenditure for non-obese women.
Dementia
The primary risk factor for dementia is
age. About 28% of women in the study
were estimated to have dementia by
age 90.
 The number of women in the
Australian population living with
dementia is predicted to double by
2035 if prevalence remains the
same.
 Women with better mental health at
ages 70–75 had lower rates of
subsequent dementia.
 Women living in rural locations at
ages 70–75 had lower rates of
subsequent dementia.
Smoking
The uptake of smoking is lower in each
successive generation. Overall smoking
prevalence will decrease from 10% of
Australian women in 2015 to 3% in
2035.
Mental health
The number of women experiencing
psychological distress is expected to
increase from 1.2 million in 2015 to
1.7 million in 2035. However, the
prevalence of psychological distress
actually decreases with age. So, while
the population increases, the overall
prevalence will decrease from 14.1% to
13.7% in 2035.

Care giving
By the time women are in their late
eighties, 22% will need help with daily
tasks. The number of women needing
help in 2035 is expected to rise from
3.9% to 4.6%. This increase is likely to
translate into large increases in demands on healthcare and increases in
healthcare costs.

ABOUT THE STUDY
The study follows 58,000 women born
between 1921–26, 1946–51, 1973–
78, and 1989–95. They provide data
on the social, psychological, physical,
and environmental aspects of their
health and their use of health services.
This is linked to records for the
Medicare Benefits Scheme, the Pharmaceutical Benefits Scheme, Cancer
Registries, National Death Index,
hospital, and aged care data. The study
is managed by researchers from the
University of Newcastle and the
University of Queensland. It is funded
by the Australian Government Department of Health.
Citation:
‘Future health service use and cost: Insights from
the Australian Longitudinal Study on Women’s
Health’ [2016] by Mishra G, Chan H, Hockey R,
Waller M, Kanesarajah J, Byles J, and Dobson A.
Contact:
Professor Gita Mishra
g.mishra@sph.uq.edu.au
Download the full report at:
<www.alswh.org.au/publications-and-reports/
major-reports>.

Article reproduced by QWHN with permission
from Women’s Health Australia

For all enquiries contact:
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NEXT NEWSLETTER THEME
‘
DO YOU OR YOUR ORGANISATION
HAVE EXPERTISE IN THIS AREA?
Share your insights with over 450
health & community organisations
and other women in Queensland.

We welcome your article ideas
and other non-profit submissions.
Contact us as soon as possible at
coordinator@qwhn.asn.au
to obtain full submission guidelines.

DEADLINE: 29 September 2017
QUEENSLAND WOMEN’S
HEALTH NETWORK INC
Ph: (07) 4789 0665
PO Box 1855, Thuringowa BC QLD 4817
Email: coordinator@qwhn.asn.au
Website: www.qwhn.asn.au
CHAIRPERSON &
Nth Qld Representative: Dr Betty McLellan
TREASURER/SECRETARY &
South Qld Representative: Karin Cheyne
Far North Qld Representative: Vacant
West Qld Representative: Kim Hurle
Central Qld Representative: Bronwyn Patton

HAVE YOUR SAY…
We are interested in your
feedback on the quality of the
newsletter, and issues and
topics you would like to see
in future editions.
Please contact the QWHN Coordinator
Maree Hawken on (07) 4789 0665
or email: coordinator@qwhn.asn.au

womenshealthweek.com.au

Membership of the Network is open to women and organisations
who are in agreement with the Network’s purpose and objectives.

Newsletter content is provided for
information purposes only. Opinions
expressed by article contributors do not
necessarily reflect those of the QWHN.
Copyright remains with each author.

To become a member of QWHN, simply fill in this application
and send to QWHN at PO Box 1855, THURINGOWA BC, QLD
4817, or for information about other payment options email:
coordinator@qwhn.asn.au

Name:

NEW MEMBER?



YES



NO

Address:
Phone:

Fax:

Email/Web:
Profession / Organisation (if applicable):

MEMBERSHIP FEES: Individual (unwaged or student) — $5.50; Individual (waged) — $11.00; Organisation — $33.00
Please find enclosed a cheque/money order for

for one financial year’s membership (1 July 2017—30 June 2018)

Do you consent to your name, as part of the membership list, being distributed for networking purposes?

 YES  NO
TAX INVOICE

Signature ………………………………………………………………………………..………....…………
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Date ………………….…………………….………
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