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“The development of a society, rich or poor, can be judged by the quality of its population’s health, how fairly health is distributed across the social spectrum, and the degree of protection provided from disadvantage as a result of ill-health.”   
Closing the gap in a generation: 

Health Equity Through Action on the Social Determinants of Health
Introduction:
Victorian Women with Disabilities Network congratulates the Australian government on its purpose in developing a National Women’s Health Policy: 

“to improve the health and wellbeing of all women in Australia, especially those with the highest risk of poor health; encourage the health system to be more responsive to the needs of women; actively promote the participation of women in health decision making and management; and to promote health equity among women.”
Victorian Women with Disabilities Network welcomes the opportunity to support this critical area of policy development, for all women but in particular women with disabilities.
About Victorian Women with Disabilities Network 
VWDN is a health promoting organisation that supports women with disabilities to achieve their rights through community education, information sharing, peer support and advocacy. VWDN’S Objects are to “promote the health and wellbeing of women with disabilities and in particular the prevention of illness and the relief of the negative impacts of disability.” 

The VWDN vision noted above is “a world where all women are respected and can fully experience life”. This vision reflects the Network’s commitment to a human rights approach. We are committed to women with disabilities being involved in all aspects of community life and to the planning, delivery and evaluation of all services of relevance to us: in other words, “nothing about us - without us”. 

VWDN’S mission is to lead the way for Victorian women with disabilities and improve women’s choices by building partnerships and providing support, information and community education. The Network communicates directly to community organisations and to government about the critical issues affecting women with disabilities. Members of the VWDN bring extensive knowledge and expertise in representation of the issues.  

The current priority issues of the Network are 

· addressing violence against women with disabilities; 

· ensuring adequate and appropriate support for women with disabilities as parents and 

· promoting access to health service for women with disabilities.

Who are “women with disabilities”?

Disability results when particular individual characteristics are combined with poor environmental design, discriminatory social attitudes to people with particular characteristics and a failure of government policy to achieve its desired end of ‘a fair go for all’.  
Disability creates often insurmountable challenges in participating in community life and in accessing housing, education, employment, health care and freedom from discrimination and violence. 

The Convention on the Rights of Persons with a Disability defines people with a disability as “those who have long-term physical, mental, intellectual or sensory impairments which in interaction with various barriers may hinder their full and effective participation in society on an equal basis with others.” 
            
 Women with disabilities have additional barriers imposed by gender inequity and our disadvantage is reflected in a lower socio economic status than men with disability 

According to the Survey of Disability, Ageing and Carers conducted by the ABS in 2003, one in five people in Australia have a disability. For women, the rate of profound or severe disability is 7.1 per cent of the female population (the corresponding rate for men was 5.5 per cent), and the rate of total disability is 20.1 per cent of the Victorian population (19.8 per cent for men).

The following story written by one VWDN member illustrates some of the social, economic, physiological and psychological impacts that disability can have. 


Jane’s Story

Being a woman born with a disability is not easy. I had convulsions and a cerebral haemorrhage at birth that has affected me with an Acquired Brain Injury causing a legally blind vision impairment, and fine motor co-ordination issues, among other things.

To add insult to injury at the age of 18, and after years of having “women’s issues”, I get told I have Turners Syndrome. Turners Syndrome is a chromosomal condition that affects one in every 2500 female births. 98% of us don’t survive and miscarry from the womb. Turners Syndrome affects our sex chromosome. Women are usually xx. Women with missing x chromosome usually means they do not develop ovaries or usable ones, are very short, have puffy hands and feet and a webbed neck. Health wise, we can’t have our own children, can have a narrow aorta (valve in the heart), horseshoe shaped kidneys, are more susceptible to diabetes among other things. I was devastated and still am. I felt my womanhood was ripped away from me.

The importance of choice of health practitioner
After starting puberty I was seeing a gynecologist with period issues and had spent time in hospital having curettes, hormonal treatments and on the pill among other things. We were living up in the country and my gynecologist was the husband of my GP. I really didn’t like him. He made me feel like crap. He didn’t respect me and put me down all the time, he was rude to me and would give Mum advice on how to parent me because I wasn’t conforming to their expectations (at least that was my interpretation.)  Unfortunately (for me) living up in the country there wasn’t any choice of gynecologist unless I was prepared to travel to another regional area. 

Communication  from my doctor 

The way I discovered I had Turners Syndrome was when I had a laparoscopy and they found out I only had one ovary. I asked if I could have children and the gynecologist said yes but wanted to do more tests. I am a mosaic Turners with mixed x chromosomal combination. This means no kids because the few eggs I did have had mixed chromosomal combination and by the time I found out I had Turners they were all gone anyway. 

Only 1 percent of women with Turners Syndrome get their period and I was one of them, but by the age of about 16 the girls seem to stop getting periods on their own and with the HRT on the pill will get periods. So the signs were all there that there was a problem, even my lack of height and stocky build, but no one seemed to pick up on a problem until I was 18 and going through the tests.

It was about 6 months earlier, soon after I’d turned 18 that I got my first boyfriend. We were at the point where we decided we wanted to have sex and it wasn’t working. We couldn’t figure out why and I talked to Mum and she told me to relax that I was probably too tense. On numerous occasions of trying we weren’t any closer to achieving it and I had to discuss it with my gynecologist. 

I should have had Mum in the room too as I hadn’t prepared myself to hear what he said. To my horror and disgust, he tells me I have a very small vagina, I always have been and I need to have surgery so I can more easily have vaginal sex. He had known me since I was young, had known about this problem for years and had done nothing about it. He had given me curettes and other surgeries but hadn’t prepared me to be able to have sex! 

He took it upon himself to decide.  
As if that’s not bad enough, it was an extremely hard and humiliating way to find out for myself when I became sexually active that I couldn’t do it.  Even then the doctor and my mother decided that I am to wait until the end of the year, when I have finished year 12 to have the surgery.  I was not included in this discussion.

Protective and paternalistic attitudes

As an adult I should have been allowed to make that decision myself. Me being so innocent and naive, I didn’t really know my rights and didn’t do anything about it. Apparently doctors can refuse surgery and although there were no other local gynecologists, I should have found someone else to do it for me or at least found out my legal rights. 

The thing is at that time I didn’t even know who to even go to for information. I’ve never forgiven him or my parents for taking away my adult decision of when to have surgery and taking away what would have been 8 more months of an active love life. 
Even today, as a mature woman, my parents still to an extent control my life and some of the decisions that are made for me, and I feel it is time to move out of home and find a way to break away from their stranglehold.  This is compounded by my lack of an independent income. If I could find employment then I could gain the income I need to rent and live an independent life.  But I have found finding and keeping a job very hard. I believe having a disability really affects employers’ attitudes.

Society’s attitude to women with disabilities as parents

I am supposed to feel comfort, support and relief knowing there are other women in the situation I am in but due to my other disabilities, I sometimes feel worse because no specialist is going to allow me to go through IVF.  There are judgements and preconceived ideas that society decides people such as me are not equipped to have children and would possibly put them at risk. This is not true. I get so angry that people who don’t seem to care for their kids are able to have them and people who could make great parents aren’t supported to have them. 

After moving back down to Melbourne, I still needed support having Turners Syndrome (TS) and joined the VTSA. I have other friends with TS but at times I still feel a bit insecure. My friends with TS are married and have used IVF to have children. They only have that health issue and have normal love lives with husbands, and kids through IVF and using a family members’ donor egg.

Social isolation

I suppose, due to having dual disabilities and health issues, I have never felt like my disabilities fit in to the categories of my peers. For example, having vision loss due to ABI makes my eye conditions different to the common ones other people have. Obtaining an ABI during birth makes my situation different too, in that most people with ABI seem to have acquired it sometime after birth, where they have life experiences before and after ABI, whereas I don’t know any different and I’m not sure if mine is even technically called ABI.  

At various ages I have had IQ tests and stuff which I hated. I’m not an insect that you can put under the microscope and inspect. It’s not fair. I am a person and should be respected as such. I haven’t always felt like I’ve been treated with dignity and respect and had my integrity intact. 

Access to proper care

As I said, my disabilities mean I have had great trouble finding work. This has impacted on my ability to live independently and it really makes a difference to how I can manage my disability and the costs associated with it.

I have chronic back and neck and body pain. Also since birth I have had bad headaches which never go away. I can’t afford to pay $30 to $70 odd going to a chiropractor, osteopath or physiotherapist or massage or other similar modality. 
I use my 5 enhanced primary care visits within the first 2 months of the year as I need to see a chiropractor or similar modality every 2 weeks or so or the pain is chronic. Well It’s chronic anyway but worse if I don’t get treatment. It’s been 3 months since treatment already as I can’t afford more visits and am on 5 month waiting list for physiotherapy. I get my doctor to prescribe me with panadeine forte regularly due to being in constant pain. 

I know this is not female specific, but in my own personal opinion, based on personal experience, people in chronic pain all the time such as myself, require unlimited enhanced primary care visits per year. The government seems to consider physical therapy modalities as extra’s, or luxury items. What the government fails to recognise is that for too many Australians, treatments such as chiropractic and osteopathy are a necessity for our health and wellbeing. It’s not an indulgence remedy at all. I think that the government are scared that if they introduce a scheme like this, they will be funding more treatments than they can afford.
 A Solution

I think for people with disabilities and health care cards, something like unlimited enhanced primary care visits needs to be looked into as we can’t access the treatments as frequently as we require.  In the end it would be cost effective to prevent further problems and health costs.
Just because people have situations preventing them from working and earning money doesn’t mean we should live in poverty and do it hard. Sometimes situations are out of our control and we shouldn’t be punished or penalised for it, it’s not our fault. We are not islands, and it is ok to be co- dependant on one another, and need assistance from others to pick up the pieces for us if we can’t do it ourselves. 

Jane’s story illustrates the complexity of factors that impact on her life and in particular, the interrelationship between socio-economic disadvantage, disability and physical and mental ill health.  Jane writes she cannot adequately care for herself because is unable to find work to relieve her disadvantage and consequently lives in pain, is aware of her ‘differentness’, believes her life is controlled by others and struggles with her self esteem.  Her story tells of other people thinking they know best about decisions that are fundamental to Jane’s sense of dignity, autonomy and her sexuality. This situation is mirrored by the experiences of many other women with disabilities. 

Like Jane, many of our members face disadvantage with regard to access to education, housing, income and employment. It is well documented that the place of women with disabilities in Australian society is dire. 

“Poverty, relative deprivation and social exclusion have a major impact on health and premature death, and the chances of living in poverty are loaded heavily against some social groups including unemployed, ethnic minority groups, disabled people, refugees and homeless people. Research indicates that the socio-political, economic and physical environments are more closely related to women’s health than men’s.” 

Clearly, it is imperative that the perspectives of women with disabilities are included in all health care decision making bodies. These perspectives must be delivered by women with a disability to challenge prevailing beliefs that others, such as carers and disability professionals, are better placed to represent the best interests of  women with disabilities.

Without sustained involvement of women with disabilities in decision making, service barriers and discriminatory practices will remain and  the rights of  women with disabilities will continue to be  unrecognized.

Recommendation on Gender Equity
· That the perspectives of women with disabilities be represented at all levels of health care decision making and on all significant Australian advisory bodies.
Health equity between women 

Women with disabilities experience a broad range of health issues which in turn impact on their opportunities for a reasonable quality of life. VWDN members live with a diverse range of health conditions, and often multiple impairments and health conditions including: multiple sclerosis, acquired brain injury, loss of sight, loss of hearing, loss of speech, diabetes, rheumatoid arthritis, heart disease, cancer, osteoporosis, stroke, depression, bipolar disorder, schizophrenia, intellectual disability, acquired brain injury, paraplegia, quadriplegia, cerebral palsy and polio.  

And yet, despite the incidence of health issues amongst women with disabilities, our members have significantly reduced access to health services and other support services.  
Psycho-social disadvantage, discrimination and violence are now recognized as having a significant relationship to a number of health concerns. According to the Australian Institute of Health and Welfare report on Chronic Disease Indicators “psychosocial factors can have direct and indirect impacts on health.”
  
This disadvantage compounds health concerns arising from both social inequality and the impairment itself. Her socio economic disadvantage can impact negatively on a woman’s mental health further compounding her health problems.  For example, the unemployment rate is considerably higher for people with disabilities and higher again for women with disabilities. Unemployed people experience higher levels of depression, anxiety and distress as well as lower self esteem and confidence 
. 

Jane’s story illustrates the inequity of being unable to afford health services that were essential to be free of pain.  In the absence of a health fund for massage and chiropractic care Jane takes strong medication to relieve her pain. This is clearly not a healthy or effective solution for preventable pain. It is also not effective from the perspective of economic policy.  The Australian Government is paying for Jane’s visits to her GP when in fact that funding could cover a more preventative health approach.
It is self evident that the health system must be made more responsive to more creative and health effective ways of responding to women with disabilities. 

How can Health Policy address health inequity?

Article 25 of the Convention on the rights of persons with a disability asserts  that 
“States Parties recognize that persons with disabilities have the right to the enjoyment of the highest attainable standard of health without discrimination on the basis of disability. States Parties shall take all appropriate measures to ensure access for persons with disabilities to health services that are gender-sensitive, including health-related rehabilitation.  In particular, States Parties shall: 
(a) Provide persons with disabilities with the same range, quality and standard of free or affordable health care and programmes as provided to other persons, including in the area of sexual and reproductive health and population-based public health programmes”

VWDN believes that in the same way that indigenous health requires special measures to address extreme health inequities, health policy must also identify special measures to address the extreme systemic discrimination currently experienced by women with disabilities. 
Recommendations

· That all health policy and service delivery initiatives have both a gender and disability lens applied to ensure they conform with Australia’s responsibility under the Convention on the Rights of Persons with a Disability. 
·  That the proposed development of a national disability insurance fund that could resource health costs incurred by disability is strongly supported. This fund should provide for women in need of support and not just those with ‘catastrophic injury’.

· That a pool of funds be made available to allow health services to address current discriminatory systems and practices.

Access to health information

Women must have access to accessible information in order to make informed confident decisions about their health.  But for women with disabilities access to information is problematic:

· Patronising attitudes may mean that the views of carers and family members are privileged over the woman herself. 

· Language used by health practitioners may not be accessible to any woman let alone women with cognitive disabilities. 

· Written and web based information may not be provided in formats that are accessible to all.

· Over dependance on written information excludes women who are not literate.  

Recommendations

· Clear standards for providing accessible information should be disseminated to all government departments, health services and health practitioners.

· Specific budget allocations must be provided for ensuring information is provided in diverse formats

· Support groups should have access to funds to promote health issues in a range of communication formats.


Workforce development 

Are there specific health workforce issues that are impacting on certain groups of women? How should the policy address these?
Jane’s story indicates that discriminatory attitudes on the part of health providers are at best patronizing but can also seriously undermine of a woman’s autonomy, dignity and self esteem, and as such are a fundamental violation of human rights under the Convention on the Rights of Persons with a Disability. The doctors failure to engage Jane in a discussion of her care and treatment is a clear violation of the Convention on the Rights of Persons with a Disability that requires  “health professionals to provide care of the same quality to persons with disabilities as to others, including on the basis of free and informed consent” 

If we understand the impact of disability in terms of disabling social, environmental and attitudinal barriers then it is the eradication of structural impediments confronting people with impairments that should be the focus of the health professional. VWDN maintains that a primary goal for all health care professionals should be to establish an empowering relationship with her or his clients.  This contrasts strongly with the dominant ‘medical’ construction of disability, which emphasises fixing an individual’s pathology through particular medical expertise.  For health policy makers and health professionals, the social construction of disability is critical to understanding and responding to health inequity.   

The WHO Report “Closing the Gap in a generation: Health equity through action on the social determinants of health” recommends links between a diversity of complementary disciplines such as public health, health promotion, urban planning, education, and social sciences will help expand the conceptual and practical ways of working together in a social determinants intersectoral planning and policy-making, and monitoring/evaluation related to the health sector”.
 

Recommendation

Training at all education points from university through to continuing education must allow for an understanding of the socio-political reality of women with disabilities and provide better awareness of diverse needs including 

· Understanding of disability as a social determinant of health 

· Seeing women with disabilities as women first with diverse communication styles

· An understanding of issues of power and control within the delivery of health services

· Communicating in an empowering manner
· Awareness of standards of information provision to ensure delivery of information in accessible ways.


Access to services in rural areas

How can better access to health services be achieved for women most at risk? 

Lack of transport presents a significant structural barrier to people with disabilities and women with disabilities in particular. In rural areas where cars are on relied on as the primary mode of transport this situation is seriously compounded for women with disabilities.  This impacts on women’s health in a multiplicity of ways.  Lack of transport 

· precludes women from accessing education and employment to address economic disadvantage; 

· enforces social isolation;

· adds significantly to the cost of accessing health care

· restricts choice of health practitioner and 

· often means no means of escape for women experiencing violence.  

A lack of disability specific resources in rural areas further compounds disadvantage and prevents creative ways of addressing gaps in service delivery. 

Recommendations

· that women’s health policy gives consideration to cross jurisdictional strategies to address service delivery and public transport access in rural areas

· packages are made available that allow women with disabilities to purchase relevant disability services they need in flexible and innovative ways.

Cross portfolio policy 

Should the policy aim to influence sectors outside health, eg education, employment, rural infrastructure? How?

Clearly health policy should seek to influence other portfolio areas to address and positively affect structural determinants of health.

As noted above, VWDN recognizes that there is a fundamental relationship between disability, ill health and psycho-social disadvantage.  It further recognizes that it is critical that government policy addresses this relationship by a cross portfolio strategy that includes policy on housing and homelessness, violence prevention and reduction, social inclusion, education and employment. 
A scan of recent policy development indicates a failure to seriously address issues of disadvantage for women with disabilities:
Social Inclusion

Social inclusion is recognized as a protective factor in preventing further health problems. Mental distress as a result of social isolation and lack of social support has been shown to increase the likelihood of heart disease, complications in pregnancy and delivery, and suicide
.  Studies have consistently demonstrated people who are socially isolated or disconnected from others have between two and five times the risk of dying from all causes (Berkman & Glass 2000).
 
Given the substantial psycho-social and economic disadvantage outlined in this paper and well documented in research, it is reprehensible that the Social Inclusion Board has no representation of persons with disabilities.  This failure to involve people with disabilities directly in addressing their social exclusion flies in the face of a vast body of evidence on the importance of engaging people’s experience and expertise in structural resolutions of their social disadvantage.
Discrimination in employment

As part of the government’s social inclusion agenda, the National Mental Health and Disability Employment Strategy is currently in development. There has been no evidence of a gendered approach in the Strategy’s discussion paper despite the evidence that women with disabilities have higher rates of unemployment than men with a disability. It is critical that as part of a cross sectoral approach, the National Women’s Health Program ensures a gender lens on such initiatives.

Housing 

Government is currently undertaking a major reform of housing in Australia.  A gendered approach and a disability lens is essential to addressing disadvantage for women with disabilities in this reform. In particular, the needs of women escaping violence must be prioritized and of course, in order to address structural barriers in lack of access to housing Nation Building, proposals must require acquisition and development of properties to include universal design specifications. The current absence of this specification is a serious policy failure. 

The right of women with disabilities to equity in all aspects of life is enshrined in a range of Treaties and Conventions to which Australia is a signatory.  It is now incumbent on the Australian Government as a signatory to the Optional Protocol to the Convention on the Rights of Persons with a Disability to ensure that all policy upholds these rights.  

Recommendations on Cross Portfolio Policy
· that a disability lens applied to all social and economic policy

· that Universal design specifications are applied to all new housing programs and in particular to the Nation Building funds.

· That the involvement of women with disabilities is ensured in the development of social inclusion policies and on all significant social inclusion advisory bodies.
A Focus on prevention

Which women in our community are most at risk of poor health? Should the policy identify priority groups for action?
Women in institutional care such as nursing homes, special accommodation services and community residential units require a targeted approach to health promotion and prevention.  In these settings there is a danger that the disability overshadows awareness of the need to prevent other health issues arising and the consequent need to screen women.   

Specific programs that take account of women’s impairments in health promotion are also necessary. For example women with physical impairments often have limited opportunities to maintain physical fitness.  Swimming pools and gyms must be required to provide appropriate equipment in order to be accessible for these women. 

Discriminatory practices also prevent women accessing health promotion programs. For example, one VWDN members sought to access a weight reduction program but was unable to when the service refuses to supply a seated set of scales.  They argued that she couldn’t use the venue because it is on the 5th floor and the lift would not be safe in a fire. 
Another member approached a women’s fitness centre but couldn’t join because the centre refused to make minor changes for her to access the change rooms. The centre manager joked the woman could be ‘hosed down in the carpark’ after each session. 


Fitness instructors and health promotion practitioners require training in working with diverse abilities.  Many gym instructors do not have the knowledge to work with women with disabilities and programs are inappropriate for particular women’s needs.  This can mean expensive individual programs with specialised instructors is the only option and for most women with disabilities this is not an option at all.
Opportunities for socialising in local community settings is an important component of health and well being and it is unfortunate that community houses have been funded to focus on adult education programs.  Community houses provide an important local hub that could be better utilised for health promotion activities for all women. 
The current focus on violence prevention must ensure that setting that have a focus on women with disabilities such as institutional settings are incorporated into violence prevention frameworks and adequately resourced to address violence against women with disabilities.
Recommendations on Prevention
· Specific outreach programs be provided to women in institutional settings to ensure access to health promotion

· Specific education be provided to health promotion providers to enable them to work with women with diverse abilities

· Neighbourhood houses be resourced to provide recreation programs that emphasise health promotion in an informal and relaxed environment.

· Violence prevention frameworks incorporate settings that include women with disabilities particularly women with cognitive disabilities.

How should the policy address violence against women?

Intimate partner violence has wide ranging and persistent effects on women’s physical and mental health. It contributes 9% to the total disease burden in Victorian women aged 15-44, with 61% of this burden attributable to mental ill health.
  It is widely recognized that women with disabilities experience higher levels of violence than other women and in particular women with intellectual disabilities face very high levels of both discrimination and violence. 

· Girls and women with disabilities are more likely to be unlawfully sterilised than their male counterparts.

· Regardless of age, race, ethnicity, sexual orientation or class, women with disabilities are assaulted, raped and abused at a rate of at least two times greater than non-disabled women. 

· Women with disabilities who experience violence are less likely to know about or have access to services responding to violence against women. 

· Women with disabilities are more likely to be institutionalized than their male counterparts and as such are more vulnerable to violence and abuse.

The Building the Evidence: A  Report on the status of policy and practice of family violence responses to women with disabilities  in Victoria undertaken by the University of Melbourne in conjunction with VWDN documents the failure of both Victorian and Australian government to address violence against women with disabilities and contains a series of recommendations to both governments
.
The Convention on the Rights of Persons with a Disability preamble recognizes “ women and girls with disabilities are often at greater risk, both within and outside the home of violence, injury or abuse, neglect or negligent treatment, maltreatment or exploitation” and further requires  “Fostering at all levels of the education system, including in all children from an early age, an attitude of respect for the rights of persons with disabilities” (article 8)
In accordance with this Convention primary prevention and respectful relationships education should include anti-discrimination and anti -bullying strategies . 

Recommendation on responding to violence against women 
· That the recommendations of the Building the Evidence Report are taken up by the Australian government as part of its response to violence against women. 

Sexual and Reproductive Health 

How should the sexual and reproductive health needs of women be addressed in a national policy? 
The sexual and reproductive human rights of women with disabilities have been ignored in both research and health care service delivery. Jane’s story illustrates the assumptions health practitioners can make with regard to women with disabilities, that is, that they will remain sexually inactive and that they should not parent children.  

This is most is most patently evident with regard to sterilisation of girls and women with disabilities.  The National Women’s Health Policy must uphold the right to bodily integrity of women and girls with disabilities.  VWDN supports the recommendations of the Women with Disabilities Australia paper, 'The Development of Legislation to Authorise Procedures for the Sterilisation of Children with Intellectual Disabilities' (June 2007) and urges the Australian government to adopt these recommendations.
 

It is of great concern that the sexual and reproductive health for women with disabilities is often ignored or misunderstood by both disability and health care workers.  Strategies must be developed across jurisdictions and in conjunction with disability services to ensure women in residential care have empowering education programs regarding their sexual and reproductive health. A dual approach is needed that would involve targeting women in institutional care to overcome a situation of chronic neglect whilst at the same time as ensuring women with disabilities have access to sexual and reproductive information and services for women in general. 

In particular, providing empowering information and education concerning their right to respect and respectful relationships is an important strategy to prevent violence against women and girls with disabilities.

A strong and emerging evidence base

Are there gaps in our knowledge, including the need for further research and data collection that will help to assist in the development of a robust policy and improve women’s health outcomes in the longer term?

Unequivocally, there are major deficiencies in all areas of both data collection and research regarding the health concerns of women with disabilities.  Research is desperately needed to provide evidence on the health status of women with disabilities.  The neglect of such research in Australia requires an immediate response. 

Furthermore, current health research programs do not take account of the particular needs of women with disabilities and in general have an appalling track record in including and disaggregating data on women with disabilities in clinical trials. This means new approaches in health care and medical treatments are not tailored to women with disabilities. 

The Convention on the Rights of Persons with a Disability require that States:  “Provide those health services needed by persons with disabilities specifically because of their disabilities, including early identification and intervention as appropriate, and services designed to minimize and prevent further disabilities, including among children and older persons.” 

This in turn means health practice does not provide evidence based knowledge of the specific health needs of women with disabilities. Unless research specifically targets methodologies that are inclusive and disaggregate disability, our knowledge base will remain extremely restricted.  

Further, current research on disability often fails to provide a gendered analysis of the issues and experiences of disability.  Very little of the disability data collected by the ABS (which is the principal source of population data for disability) is gender disaggregated.  The limited statistical information that is available, is spread over a wide range of services and sources, and has not been collated to present a cohesive picture of the status of women with disabilities.  

Recommendation:
That funding is allocated to undertake specific research to provide a detailed evidence of the socio economic circumstances of  women with disabilities and these circumstances impact on the health and well-being of  women with disabilities. 
Conclusion

This brief overview of just some of the health policy issues confronting women with disabilities indicates the need for major women’s health policy reform.  A national women’s health policy must be based on a human rights approach.  The WHO report on the social determinants of health concludes

“In order to address health inequities, and inequitable conditions of daily living, it is necessary to address inequities – such as those between men and women – in the way society is organized. This requires a strong public sector that is committed, capable, and adequately financed. To achieve that requires more than strengthened government – it requires strengthened governance: legitimacy, space, and support for civil society, for an accountable private sector, and for people across society to agree public interests and reinvest in the value of collective action.“

Or as Jane so eloquently argues:

“Just because people have situations preventing them from working and earning money doesn’t mean we should live in poverty and do it hard”.
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