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 This edition completes our 25th Anniversary theme of looking at the past, and goes on to  
examine the present situation in women’s health. Our next edition will explore the future. 
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It’s our  
25th 

Anniversary! 

A ustralia is generally a healthy 
nation but there are some key 

areas where we could do better, 
according to the latest report from 
the Australian Institute of Health and 
Welfare (AIHW). The two-yearly report 
card, Australia’s health 2018, was 
launched in June by the Hon. Greg 
Hunt MP, Minister for Health. 

The report shows that Australia 
sits squarely in the best third of 
OECD countries when it comes to life 
expectancy, with girls born in 2016 
likely to live 84.6 years, while boys 
can expect to live to 80.4 years. 

Fewer of us are smoking or putting 
ourselves at risk from long-term 

alcohol use than in the past. More of 
our children have been immunised 
and we’re doing well in terms of 
preventing avoidable deaths. 

At an individual level, we’re 
feeling the effects of these good 
results, with more than 4 in every 5 
Australians grading their own 
health to be at least ‘good’ — if not 
‘very good’ or ‘excellent’. 

But with a population that is living 
longer, we are now experiencing 
higher rates of chronic and age-
related conditions. For example, we 
know that older Australians use a 
higher proportion of hospital and 

other health services and 75% 
of all PBS medicines were dispensed 
to people aged 50 and over. And with 
health spending continuing to rise — 
reaching $170 billion in 2015–16 
and outstripping population growth 
— we see the important role our 
health system plays in both pre-
vention and treatment. 

Long-term health conditions 
are common — often 
underpinned by lifestyle factors 

Half of Australians have a common 
chronic health condition, such as 
diabetes, heart disease, a mental 
illness, or cancer. Importantly, 

And here’s 
what we  
can learn 

Our health 
report card 

is in 
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almost a quarter of us have two or 
more of these conditions, often making 
our experiences of health and 
healthcare particularly complex. 

Many chronic health conditions share 
common preventable risk factors, such 
as smoking, excessive alcohol con-
sumption, and not getting enough 
exercise — in fact, around one-third of 
our nation’s ‘disease burden’ is due to 
preventable risk factors. Our expanding 
waistlines are a notable example: 
about 6 in 10 adults — or 63% — are 
either overweight or obese, while 
carrying too much weight is responsible 
for 7% of our total disease burden. 

Over the past two decades, the 
proportion of Australians who have a 
healthy body weight fell, while the pro-
portion who are obese increased. Over 
the same period, the proportion who 
are ‘severely obese’ nearly doubled. 

AIHW CEO Barry Sandison said that 
when it comes to obesity, it is not just a 
case of poor diet or exercise habits. 
Rather, a range of factors — biological, 
behavioural, social and environmental 
— contribute to our likelihood of be-
coming obese, including the walkability 
of our cities, rising work hours and 
increasingly sedentary jobs, larger 
portion sizes and food advertising. 

‘Understanding why someone may be 
obese — or in good or poor health 
generally — is complex and it’s 
important to look at the raft of factors 
across a person’s life that may be at 
play,’ he said. 

Tackling the ‘why’ of poor health 

Mr Sandison said that through data, we 
are able to better understand how a 
diverse array of social and other factors 
contribute to our health. For example, 
the report shows a clear connection 
between socioeconomic position and 
health — compared with people living in 
Australia’s highest socioeconomic areas, 
those in the lowest group are almost 3 
times as likely to smoke or have 
diabetes and twice as likely to die of 
potentially avoidable causes. Those in 
the lowest group are also more likely to 
have cost barriers preventing them from 
accessing health services — more than 
twice as likely to avoid seeing a dentist 
or filling a prescription due to the cost. 

The impact of socioeconomic position 
on health can also be thought of in 
terms of disease burden, with those in 
the lowest socioeconomic group 
experiencing disease burden 1.5 times 
higher than those in the highest group. 

Mr Sandison noted a similar pattern 
was seen among people living in 
remote areas, while certain groups — 
such as veterans — experience higher 
rates of mental health conditions such 
as depression. LGBTI Australians, 
people with a disability, prisoners and 
people of cultural and linguistically 
diverse backgrounds also experience 
specific health challenges. 

As well as social factors, our natural 
environment is connected to our health 
and wellbeing — with air and water 

quality, exposure to extreme weather, 
and other events such as bushfires and 
drought all playing a role. 

‘There is more to learn about the 
connections between health and the 
natural world — and in turn, the 
interplay between these and other risk 
factors,’ Mr Sandison said. 

Employment and income  
key factors in improving 
Indigenous health 

There have been some big improve-
ments in the health of Australia’s 
Aboriginal and Torres Strait Islander 
population — but challenges remain. 

Life expectancy for Indigenous 
Australians has improved over time and 
with higher education attainment 
closely associated with better health 
outcomes, rising year 12 completion 
rates among Indigenous Australians are 
a positive sign. There have also been 
reductions in smoking rates and 
alcohol use, as well as a significant 
improvement in child death rates. 

While the improvements seen in 
recent years are positive, the report 
shows that social factors are key to 
making further progress — social 
factors such as employment, education 
and income are responsible for about 
one-third of the health gap between 
Indigenous and non-Indigenous 
Australians. By comparison, health risk 
factors such as smoking and obesity 
account for one-fifth of the health gap. 

The value of data and  
looking forward 

Mr Sandison noted that in a digital age, 
there is enormous potential to fill data 
gaps through new sources of health 
information. 

‘Health data is collected for a variety of 
reasons — in hospitals, at our GP and 
through the prescriptions we receive, 
while new sources of information are 
emerging, such as through the Australian 
Government’s My Health Record.’ 

Despite the breadth of health and 
welfare information available, there are 
gaps in our knowledge and opportunities 
to make better use of existing data. By 
bringing together data, we can gain 
important insights into people’s path-
ways through the health system and 
experiences of their own health […]. 

‘With a structured, strategic approach 
to health information and leadership 
from agencies like the AIHW, Australia’s 
health data assets can be built and 
improved to fill gaps in our knowledge 
and understanding — to drive better 
health outcomes for all Australians,’ Mr 
Sandison said. 

Source: Australian Institute of Health and Welfare  
Media Release 20 June 2018 <https://www.aihw. 
gov.au/news-media/media-releases/2018/june/our-
health-report-card-is-in-and-here-s-what-we-ca>.  

Continued from page 1 

 

How healthy are  
Australia’s females? 

 

 

 

3 in 5 Australian females rated their 
health as excellent or very good. 

Self-assessed  

health  
status 

1 in 2 Australian females have a 
chronic disease 

Chronic 
disease 

The most common cancer diagnosis 
in females is breast cancer, followed 
by colorectal cancer, melanoma of 
the skin, and lung cancer. 

Cancer 

Nearly 1 in 2 Australian females have 
experienced a mental health problem. 

Mental 
health 

Based on Australian Institute of Health and Welfare material: ‘The health of Australia’s females’ report,  
Oct 2017. (CC-BY 3.0) <https://www.aihw.gov.au/reports/men-women/female-health/contents/who-are>. 

 

https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/breast-cancer-in-australia
https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/colorectal-cancer-in-australia
https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/melanoma-skin-cancer-in-australia
https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/melanoma-skin-cancer-in-australia
https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/lung-cancer-in-australia
https://www.aihw.gov.au/reports/cancer/cancer-compendium-information-and-trends-by-cancer-type/report-contents/melanoma-skin-cancer-in-australia
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We did it! You did it!  
 Termination of Pregnancy   
         Bill passed in  
              parliament 

 

O n 17 October 2018, the Termination of Pregnancy Bill 
was passed in parliament, decriminalising abortion in 

Queensland. Children by Choice has been advocating for safe 
and legal abortion care in Queensland for almost 50 years 
now. We are heartened that two of our founding members, 
Beryl and Pam (above), were able to see this reform happen 

in their lifetime.   

Wondering what this new bill really means  
for Queenslanders?  

 Abortion is now removed from the criminal code and will be 
available on request as a health service up until 22 weeks 
gestation. Thereafter the involved medical practitioner 
must consult another medical practitioner who also 
considers that, in all the circumstances, the termination 
should be performed. 

 A registered health practitioner with a conscientious 
objection must disclose the objection to the person and 
refer on to a practitioner or service who, in the first belief, 

can provide the 
requested service 
and does not also 
have a conscientious 
objection. 

 150m safe access 

zones will be enacted around termination services. 

We did it!  You did it!  
A big thank you to all the services and individuals that 
have supported this campaign and Children by Choice over 
the years.  

We are nowhere near done, implementation of these new 
laws is a whole other kettle of fish, and we still have our 
unplanned pregnancy counselling and education depart-
ments to continue running. If you would like to be involved 
with the work of Children by Choice, you can become a 
member at www.childrenbychoice.org.au or follow us on 
Facebook @childrenbychoice. 

Author:   

Children by Choice 
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I t is evidence of both profound need and passionate 
commitment that women set up so many separate services 

in the 1970s. Looking back, their achievements are 
remarkable, given the minimal resources at their command 
and the strength of the forces ranged against them. Working 
often in the face of criticism and sometimes ridicule, 
women’s health problems were identified and articulated. 
With little more than their bare hands, Anglo, Aboriginal and 
immigrant women set up health centres, reproductive health 
agencies, factory visitation programs, refuges and sexual 
assault centres to provide urgently needed services that were 
scarcely available elsewhere. Many episodes of extraordinary 
effort and personal generosity have undoubtedly been lost to 
history because women were too busy campaigning and 
providing services to produce written records. 

Women of the early years succeeded in their twin aims of 
working at both the service provision and the political levels, 
supporting women and promoting women’s health as a 
major political issue. A social health perspective, which has 
provided the movement with a solid set of foundational 
principles for 40 years, was worked out and voiced.  […] 

The two decades after the fall of the Whitlam Government 
can be seen as the high point of the women’s health 
movement. A momentum had been generated that even 
unenthusiastic governments could not afford to ignore. The 
1980s in particular was a period of intense policy 
development as the political advocacy of the previous 
decade began to bear fruit. Inquiries into women’s health 
were held in most States and Territories and all produced 
women’s health policies, plans or strategies. Similarly, in 
several jurisdictions, the first policies in relation to domestic 
violence and sexual assault were formulated. All 
governments set up women’s health policy machinery in 
their bureaucracies during this time, in the form of either a 
women’s health unit or a special women’s health adviser. 
As a result, channels of influence became more diverse. 
Grassroots activists were able to interact more readily with 
women in the bureaucracy and opportunities were created 
to serve on government advisory committees and inquiries. 
At the Commonwealth level, the development and launch of 
the groundbreaking National Women’s Health Policy 
(NWHP) was definitely the pinnacle of policy achievement. 

Yet the movement faced a mixed policy environment, or 
series of environments, during the period. While no 
government after Whitlam’s would be as strongly committed 
to structural reform of the health system, especially at the 
level of community-based health care, policy opportunities 
did emerge. These were all the more visible because they 
were interspersed with periods of resistance, sometimes 
bordering on overt hostility. During these years, members of 
the movement carried on their work in both the political and 
the service-provision arenas. Women from diverse 
backgrounds continued to establish new services to meet 
needs, sometimes in collaboration with each other, and 

although some centres waited years, in almost all cases 
funding was eventually allocated by one level of government 
or the other and sometimes by both. Staff in women-led 
services received training, often for the first time, and 
training packages were developed for relevant professionals, 
such as the police and lawyers. For mobilised groups in some 
States and the Australian Capital Territory, the NWH Program 
provided the funds with which to establish the health centres 
and services they had been planning for years.  

By the end of the period, the Australian women’s health 
infrastructure was largely in place; very few new centres or 
services have been established since the mid-1990s. Given 
the lack of Commonwealth policy interest since that time 
(notwithstanding the introduction of a second national 
women’s health policy in 2010), the locus of action has 
largely moved to the sub-national level and sometimes 
involves local government as well.  

In 1982, however, a new collective formed in Brisbane, 
which opened Brisbane Women’s Community Health Centre 
in Woolloongabba in early 1983. 

The Goss Government came to power in 1989 with a policy 
on women’s health that it is said was written by a male party 
member. Jude Abbs, women’s health activist, is credited with 
having brought women’s health to the Queensland branch of 
the ALP and then into government when she became head of 
the new Women’s Health Unit. From this time on, women’s 
health in Queensland received more stable funding, jointly 
supplied by the Commonwealth and Queensland under the 
NWH Program. In the next two years, six new community-
based centres were funded from the same source: Townsville 
in 1990, Rockhampton and Wide Bay in 1991, Logan and 
Ipswich in 1992 and Gympie and District Women’s Health 
Centre in 1994. Gladstone nurses had campaigned for a 
centre, which was opened in 1994. […] 

This article is a short excerpt only from:  
Gray Jamieson, Gwendolyn (2012) Reaching for health: the Australian  
women’s health movement and public policy. ANU E Press, Canberra.  

For the full publication, visit: <http://epress.anu.edu.au>.   

Excerpt reproduced by QWHN with permission. © 2012 ANU E Press 

Concluding our look at the dynamic early history of the women’s health 
movement in Australia in this second of two instalments from  

Reaching for Health by Gwendolyn Gray Jamieson  

‘Past and Present’  
of women’s health in Queensland 

Photos from the past,  
and a few more recent ones, 

from some of the current 
women’s health services  

in Queensland 

Logan Women’s Health & Wellbeing Centre 

Women’s Health Centre  
Rockhampton 

Women’s Health Queensland 

Children by Choice 
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‘Past and Present’  
of women’s health in Queensland 

O n 2 March 2018, the Minister for Health, the Hon Greg Hunt MP announced the 
commencement of a process to establish a National Women’s Health Strategy 

for 2020–2030. Building on the vision and objectives of the National Women’s 
Health Policy 2010, the Strategy will set the strategic direction for substantial 
improvements in the health of women and girls in Australia over the next ten years. 
   In August, key women’s health representatives and other relevant organisations 
participated in a National Women’s Health Forum to identify issues and gaps, and 
make recommendations. A broader public consultation was conducted via an online 
survey during October. 
   The Strategy will be released in early 2019.  

Latest  
news!  

NATIONAL WOMEN’S 
HEALTH STRATEGY  

2020–2030  

COMING SOON 

Gladstone Women’s Health Centre  

Queensland Women’s Health Network 

Members of the Women’s 
Health Services Alliance (Qld) 

which formed in 2009.  

Based on: Commonwealth of Australia 2018 

 



Important Events and Conferences  
what’s on? 

SEXUAL HARRASSMENT INQUIRY  

www.humanrights.gov.au 

In June 2018 the Sex Discrimin-
ation Commissioner Kate Jenkins 
announced a national inquiry into 
sexual harassment in Australian 
workplaces. 

“The National Inquiry will involve 
an in-depth examination of sexual 
harassment in the workplace, 
nation-wide consultation and ex-
tensive research. Importantly, the 
Inquiry will provide employees, 
employers and all members of the 
public with an opportunity to par-
ticipate in developing a solution to 
ensure Australian workplaces are 
safe and respectful for everyone,” 
Commissioner Jenkins said. 

To facilitate this, the inquiry will 
involve a submission process, as 
well as public consultations held in 
all Australian capital cities and a 
number of regional cities. 

The Commission will be accepting 
submissions until 31 January 2019. 

Based on: Australian Human Rights Commission  

8 MAR 
2019 

INTERNATIONAL WOMEN’S DAY 
International Women’s Day is a focal point and call to action for women’s 
rights thoughout the world. 

2–10 
MAR 

2019 

QUEENSLAND WOMEN’S WEEK — EVENTS ACROSS QUEENSLAND 
Queensland Women’s Week recognises and celebrates the achievements  
of Queensland’s women and girls. Everyone has a role to play in creating a 
Queensland community that respects women, embraces gender equality, 
and promotes and protects the rights, interests and well-being of women 
and girls. The week includes a statewide series of events and activities. 
FOR FULL INFORMATION join the Office for Women’s mailing list, or visit: 
<https://www.csyw.qld.gov.au/campaign/queensland-womens-week>. 

24–27 
MAR 

2019  

15th NATIONAL RURAL HEALTH CONFERENCE — HOBART  
The Conference will have a strong focus on the determinants of health, on 
the most successful health service delivery models, and on research that 
reveals solutions to improving the health of country people. 
FOR FULL INFORMATION visit: <http://www.ruralhealth.org.au/15nrhc/>. 

20–24 
MAY 

2019 

THE WORLD INDIGENOUS HOUSING CONFERENCE (WIHC) — GOLD COAST 
The WIHC will provide a platform for leaders in housing, health, education 
and related services to share experiences, explore opportunities and 
solutions, and work to improve access to adequate housing and related 
services for the world’s Indigenous peoples. Hosted by National Congress of 
Australia’s First Peoples. 
FOR FULL INFORMATION visit: <https://www.2019wihc.com/>. 

 

women’s  
health  
on the  
net 

T he evolution of new dental 
materials, technologies and treat-

ments over the past two decades has 
produced some very exciting changes 
in dentistry. 

The concept of earlier dentistry as 
predominantly a repair function for 
damaged or decayed teeth has been 
surpassed by preventive and cosmetic 
dentistry. 

The preventive model focuses on 
health through education and pre-
ventive treatments, while cosmetic 
dentistry improves the appearance of 
teeth, gums and/or bite. 

Good oral health is vital to prevent 
oral diseases which can negatively 
impact general health. Oral health 
education has become a cornerstone 
of dental practice, and enables 
patients to achieve and maintain their 
oral health with effective treatments 
and homecare strategies.  

Preventive dentistry advances 

 Sealants made of thin resin material 
can be bonded to deep grooves in 
teeth to act as a barrier to decay-
causing bacteria and food, with no 

drilling required. 

 Fluoride varnish and mineral-
enhancing treatments can make 
teeth more resistant to decay and 

roots less sensitive.  

 Smart power toothbrushes, water 
flossers, and small interdental 
brushes can remove plaque more 
effectively to prevent or control 

dental diseases. 

Cosmetic dentistry developments 

 A variety of whitening options are 

now available. 

 Porcelain laminate veneers can be 
bonded to teeth so that gaps, chips 

and cracks disappear. 

 Almost invisible orthodontic aligners 
can gently straighten teeth over 

time.  

These changes result in better quality 
of care, improved health and appear-
ance, increased comfort and more 
choices for patients. 

How has dentistry 
changed in the  
past 25 years?  

with  
LAURELYN HIGGINS  
Registered  
Dental Hygienist 

mouth  
matters 

THE RELATIONSHIP BETWEEN 
GAMBLING AND DOMESTIC 

VIOLENCE AGAINST WOMEN  

CQUniversity is conducting a study 
into the relationship between 
gambling and domestic violence 
(DV) against women — including 
physical, sexual, emotional and 
financial abuse. It aims to improve 
DV support and gambling help 
services for women.  

CQU is inviting people with any of 
the experiences below to participate 
in confidential interviews between 

July–Dec 2018:  

 Women affected by DV linked to 
their own or a male partner’s 
gambling, or who use gambling 
venues as a ‘safe space’ to 
escape from DV.  

 Women affected by financial 
abuse linked to a male partner’s 
gambling.  

 Men who have engaged in a 
behaviour change program for 
controlling or violent behaviours 
towards a female partner, and 
where gambling was an issue for 

either of them.  

To find out more and register your 
part icipation please contact 

CQUniversity via:  

Project website: www.cqustudy.com  
Email: cqustudy@cqu.edu.au 

Study seeking participants 
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T he national gender pay gap has 
reached its lowest level in 20 years 

at 14.6%. So, this year, Equal Pay Day 
[was] on Friday 31 August, marking the 
62 additional days from the end of the 
previous financial year that women must 
work to earn the same pay as men.  

Using the latest Average Weekly 
Earnings data released by the 
Australian Bureau of Statistics, the 
Workplace Gender Equality Agency 
(WGEA) has calculated the national 
gender pay gap as 14.6% for full-time 
employees, a difference of $244.80 
per week.  

Libby Lyons, Director of the Workplace 
Gender Equality Agency, said it is great 
news that the gender pay gap is at its 
lowest point in 20 years.  

“This great result is recognition of  
the work employers have done in 
addressing issues such as pay equity. 
By collecting and analysing data, 
employers know where their gender 
equality hotspots are and can take 
action to improve them.  

“However, we cannot become com-
placent as there is still much work to 
do. All employers need to continue to 
ensure their employees are paid 
equitably. Do a pay gap analysis. 
Report the results to the executive and 
board. Pay gaps close when leaders 
see the numbers.  

Despite this positive result, Ms Lyons 
also said that Equal Day Pay is still an 

important reminder that 
women continue to face 
significant barriers in the 
workplace, particularly in 
terms of pay.  

“The gender pay gap is a 
symptom of a broader issue. 
It reflects the fact that women’s work is 
traditionally undervalued and women 
are often paid less than men. Average 
full-time salaries are lower for women 
than men in every occupation and 
industry in Australia. Women are under-
represented in senior executive and 
management roles and female-
dominated occupations and industries 
attract lower pay than male-dominated 
ones,” she said.  

About the national gender pay gap  
The national gender pay gap is the 
difference between women’s and 

men’s average weekly full-time base 
salary earnings, expressed as a 
percentage of men’s earnings. It is a 
measure of women’s overall position in 
the paid workforce and does not 
compare like roles.  

Research shows the main factors 
contributing to the gender pay gap are:  

 discrimination and bias in hiring and 
pay decisions  

 women and men working in different 
industries and different jobs, with 
female-dominated industries and 
jobs attracting lower wages  

 women’s disproportionate share of 
unpaid caring and domestic work  

 lack of workplace flexibility to accom-
modate caring and other respons-
ibilities, especially in senior roles  

 women’s greater time out of the 
workforce impacting career progres-
sion and opportunities.  

More information 
Gender pay gap information and 
statistics are available from The 
Workplace Gender Equality Agency at 
<www.wgea.gov.au>.  

Source: Workplace Gender Equality Agency Media Release 

National gender pay gap 

lowest in 20 years  

 

 M aking changes to cooking, shopping and eating habits are all valuable 
practical components that support the evidence and goals of achieving 

heart healthy eating. 
We may have come a long way from the food styling of the past, but 

quotes like “Good eating can be cheap, tasty and enjoyable for the whole 
family no matter how young or old”, from the 1982 Heart Foundation 
Cookbook Guide to Healthy Eating, still hold true. Our new healthy meal 
ideas help make tastier meals based on our Heart Healthy Eating Principles. 
Combining these with our Nutrition Action Plan will help keep goals on track. 

Why are cooking skills so important? 

Cooking at home is healthier, being linked to a better overall diet, like 
increasing vegetable intake, controlling serve sizes, and helping get the 
balance right when plating up meals. Preparing food together as a family or 
with friends also provides time to connect.  
There are two easy ways to change your favourite recipes to make meals 
healthier: trying healthier cooking methods and reduce, replace or remove 
the less healthy ingredients. 

What are typical hurdles to home cooking? 

Common hurdles to home cooking include, time pressures, an inability to 
afford fresh ingredients, and a lack of cooking skills.  

Maria Packard 
NUTRITION MANAGER, HEART FOUNDATION  

food
 files  

 

Time saving tips? 
Using convenience foods that fit within a healthy 
diet, such as pre-cut and portioned vegetables and 
meat, par-cooked rice or pasta, can buy you time 
and make cooking easier.  Cooking in bulk and 
freezing leftovers for another meal and spending 
half an hour on the weekend planning meals for 
the week ahead, so that healthy ingredients are on 
hand, will be effort that pays off in the long run. 

Where can I find more information and recipes? 
<www.heartfoundation.org.au/news/simple-and-
affordable-meals> 
<www.heartfoundation.org.au/healthy-eating/food-
and-nutrition> 
<www.heartfoundation.org.au/healthy-eating/food-
and-nutrition/healthy-meal-ideas> 
<www.heartfoundation.org.au/after -my-heart-
attack/heart-attack-recovery/action-plans/nutrition
-action-plan>. 

Heart Healthy Eating  
          Now Easier and Tastier 

 

with 

Key facts  
►The national gender pay gap is 

14.6%. It has declined from 

15.3% in the past 12 months.  

►On average, women working 
full-time earned $1433.60 
while men working full-time 

earned $1678.40.  

►Full-time average weekly 
earnings difference between 
women and men is $244.80.  



Breastfeeding discrimination 

It is against the law if you are 
discriminated against because you 
breastfeed. Breastfeeding discrimin-
ation is against the law when you are: 

 a customer (such as at a café, hotel, 
club, restaurant, or sporting venue) 

 a worker, or applying for work 

 a student 

 accessing government or other 
services. 

Breastfeeding in public 
You are allowed to breastfeed in public 
places, such as shopping centres, 
restaurants, gyms, hotels, sporting 
venues and public transport. 

It may be discrimination if staff or 
management tells you, ‘You can't do 
that here’ or asks you to leave because 
you are breastfeeding. 

Breastfeeding and work 
If you are returning to work, discuss 
what arrangements your manager can 
make so that you can combine work 
and breastfeeding. You should not be 
pressured into resigning your job 
because you are breastfeeding, or 
giving up breastfeeding in order to 
return to work.  

You may need: 

 breaks so that you can express milk, 
or feed your baby, and 

 a place where you can express or 
feed comfortably. 

If you are discriminated against 
If you are discriminated against be-
cause you are breastfeeding, you can: 

 Speak up; say that breastfeeding 
discrimination is against the law. 

 Complain to management if you are 
in a place such as a shop or café. 

 Tell your manager, if you are being 
discriminated against at work. 

Contact information 

DISCRIMINATION 
Contact the Anti -Discrimination 
Commission Queensland (ADCQ) to find 
out what you can do, including making 
a complaint. 

Phone: 1300 130 670 
Website: www adcq.qld.gov.au 
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Ph: (07) 4789 0665 
PO Box 1855, Thuringowa BC QLD 4817 

Email: coordinator@qwhn.asn.au 
Website: www.qwhn.asn.au 

QUEENSLAND WOMEN’S  

HEALTH NETWORK INC  

HAVE YOUR SAY… 
We welcome your feedback 
and suggestions for 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 

CHAIRPERSON &  

Nth Qld Representative:  Dr Betty McLellan  

TREASURER/SECRETARY &  

South Qld Representative:  Karin Cheyne  

Central Qld Representative:  Bronwyn Patton  

QWHN respectfully acknowledges the  

Traditional Custodians and Elders of this nation. 

Newsletter content is provided for 
information purposes only and is not a 
substitute for your health professional’s 
advice. Opinions expressed by article 
contributors do not necessarily reflect 
those of the QWHN. Copyright remains 
with each author. 

NEXT NEWSLETTER THEME 

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: 8 Feb 2019  

‘THE FUTURE’  
DO YOU OR YOUR ORGANISATION HAVE 

EXPERTISE IN WOMEN’S HEALTH?  

Share your insights with over 450 
health & community organisations 

and women in Queensland.  

BREASTFEEDING 
Contact the Australian Breastfeeding 
Association 
Breastfeeding Helpline: 1800 mum 2 
mum, 1800 686 268 
 
This article is a short extract only from the new (April 2018) 
‘Breastfeeding fact sheet’ by the Anti-Discrimination 
Commission Queensland. To download a free copy, visit: 
<https://www.adcq.qld.gov.au/resources/brochures-and-

guides/fact-sheets/breastfeeding-fact-sheet>.  

Based on: Anti-Discrimination Commission Queensland 

Breastfeeding  

 Know your  
    rights 

KEY POINTS 

Discrimination because  
of breastfeeding is  

against the law. 

You are allowed to 
breastfeed in public places, 

such as shopping centres, 
restaurants, hotels, and 

public transport. 

 

 


