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Preventing Violence Together (PVT) is a western-region partnership and action plan to prevent men’s violence 
against women. The vision for this plan is to create communities, cultures and organisations in the western region 
that are non-violent, non-discriminatory, gender equitable, and promote respectful relationships.

In October 2012, the PVT partnership was funded by the Department of Justice and Regulation to implement the 
United project over a three-year period. United is a collaboratively developed project by partner organisations, 
and seeks to further implement the PVT action plan by building organisational capacity to embed sustainable, 
evidence-based strategies for the prevention of violence against women before it occurs.

 

The objectives of the United project are to:
	 Eliminate, decrease, and redress gender inequity
	 Embed and drive cultural change across all partner organisations to redress the causes and determinants 

of violence against women
	 Increase awareness and capacity building of partner organisations, and the community, to create safe 

inclusive environments where women and men can participate equally
	 Increase the awareness and understanding of violence against women across workplace settings and the 

broader community
	 Document and disseminate the lessons and challenges of primary prevention activities including the 

development of proxy indicators of success.

The United project includes a range of primary-prevention strategies that partner agencies have committed to 
implement by late 2015. Included among these strategies, is the development of tools and resources to support 
the gender equity and primary prevention work of partners, as guided by the emerging needs of the project and 
partnership. All community health services in the western region are partners in both the PVT partnership and the 
United project. Given their reach and mandate as service providers, community health services are recognised 
as having a vital role in promoting gender equity and preventing violence against women – as conduits to their 
community, and as large employers. 

BACKGROUND
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PURPOSE OF THIS GUIDE

This guide is intended to increase the capacity of PVT: United community health service partner organisations 
to be gender equitable service providers and employers. It aims to do this by increasing the capacity of staff 
to apply a gender-responsive approach to their work practice, with the intention of working towards gender-
transformative practice, and to prevent men’s violence against women. 

Therefore, this guide is focused on the health needs, risks, barriers and gender-based inequities experienced by 
women and men, in order to support the prevention of men’s violence against women. We strongly encourage 
community health services and practitioners to consider the inequities experienced by transgender and intersex 
clients community members – and the inclusive and sensitive practice required to respond to their unique and 
diverse needs. It is anticipated that many of the principles and practice considerations in this resource, which 
are targeted towards redressing rigid gender roles and stereotypes, will also serve to support the health and 
wellbeing of gender-diverse communities. 

More information to support the health, safety and wellbeing of gender-diverse communities is available at:
	 Switchboard: http://www.switchboard.org.au
	 Queer without fear: http://www.glhv.org.au/resource/queer-without-fear-domestic-family-

violence-lgbt-relationships-booklet-qld
	 Rainbow Network: http://www.rainbownetwork.com.au
	 Gay and Lesbian Health Victoria: http://www.glhv.org.au

HOW TO USE THIS GUIDE

This guide is designed to raise awareness of the impact of gender in health, and to present gender-responsive 
actions that community health services can implement to ensure greater health outcomes for their clients and 
communities, and to create a healthier workplace. All community health service staff have a role in creating 
gender-equitable communities and workplaces. 

Listed below are ideas that can contribute to, disseminate and implement the concepts contained in this resource 
with your organisation, teams and colleagues.  

For example, as individuals you can:
	 Discuss your thoughts on the reflective questions with a colleague (listed in each section)
	 Choose a gender-responsive action from each section and actively integrate it into your work practice
	 Draw on this resource to inform your professional development.

For example, as a team and organisation you can:
	 Share the ways that gender informs and impacts your community health service values
	 Plan to create a reflective space at four of your annual team meetings to discuss the individual reflection 

questions provided at the end of each section
	 Share a case study from this guide with your team, brainstorm your observations and check your answers 

against the principles listed in the guide
	 Pick three gender-responsive actions from each section to implement within your team or organisation within 

the coming year
	 Include this resource as a part of your staff orientation.
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THE DIFFERENCE BETWEEN SEX AND GENDER

Sex refers to a person’s physical characteristics such as hormones, chromosomes and anatomy. It uses the 
categories of male, female and intersex.

Gender is a broad term used to describe the socially-constructed norms, roles, attributes and expectations 
that shape our understanding of what it means to be a woman or a man within a given society. Most commonly, 
gender uses binary categories of ‘man’ and ‘woman’ (gender identity) and ‘masculine’ and ‘feminine’ (gender 
expression) (Women’s Health West 2014). 

Social and cultural expectations and assumptions about gender are fluid – they vary across populations and 
cultures, and change over time (Women’s Health West 2014). The World Health Organisation (2008) recognises 
gender as one of the key social determinants of health, and that understanding its implications can transform the 
impacts and outcomes of programs and services.  

Something important to note, is that sex and gender are more than binary concepts and there are various ways 
that people can choose to identify their sex and their gender.

THE IMPACTS OF SEX AND GENDER ON HEALTH

	 Biological factors (to do with sex) and social and cultural factors (to do with gender) impact on the health 
status of women and men

	 Biological and physiological differences between the sexes can result in different risks, illnesses and 
symptoms. For example, differences in reproductive health problems specific to male or female reproductive 
organs; or cancer risks specific to male or female physiology such as prostate or cervical cancer

	 Gender differences can result in different access to power and resources, and different roles, responsibilities 
and expectations for women and men. These differences have implications for the resources a person has 
available to maintain their health; the risks which compromise their health status; and their capacity to seek 
and access help, support and treatment. For example, risk-taking behaviour associated with dominant 
ideas about masculinity presents significant risks to men’s physical and mental health. And for women, 
unpaid care and domestic responsibilities still predominantly associated with expected feminine roles, 
present significant impacts on women’s health and wellbeing 

	 Together, sex and gender can overlap and produce particular health concerns for women and men. For 
example, traditional gender expectations that place contraceptive responsibility predominantly on women, 
and women’s capacity to become biologically pregnant, present significant implications for the sexual and 
reproductive health of women. Whereas, for men, traditional gender expectations that promote masculinity 
as demonstrated through stoicism and self-reliance, can discourage men from undertaking preventative 
health screening such as prostate cancer checks. 

GENDER EQUALITY AND GENDER EQUITY

Gender equality refers to the realisation of equal and measurable outcomes for women, men and gender-diverse 
people: this includes equal representation, opportunities, status, rights and benefits. In general, equity is an 
ethical value, which at its core is essentially about fairness. It refers to the distribution of resources, opportunities 
and services on the basis of need (Women’s Health West 2014).

INTRODUCTION
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Gender equity is the process of being fair to women, men and gender-diverse people, with the aim of achieving 
equal outcomes for all. To achieve this, it requires that we recognise diversity and disadvantage, and then direct 
our resources and services towards those most in need. The first step to achieving gender equality is to take on 
a gender-equity approach (Women’s Health West 2014).

Gender inequalities and inequities are a major concern for the western region with:
	 17.8 per cent of women who speak a language other than English report speaking English ‘not well’ or ‘not 

at all’ (compared to 13.2 per cent of men)
	 Women reporting a lower individual weekly income than men
	 Only 48.8 per cent of women in the north-west region reporting feeling safe when walking alone at night 

(compared to 79.3 per cent of men)
	 24.4 per cent of women reporting undertaking unpaid child care (compared to 17.4 per cent of men)
	 Women far more likely than men to report undertaking 30+ hours of unpaid domestic work (13.6 per cent, 

compared to 2.7 per cent)
	 Women more likely than men to report providing unpaid assistance to a person with a disability
	 Female lone parents constituting 83.8 per cent of all lone parents in the region
	 Over one-quarter of women (37.6 per cent) are not in the labour force at all
	 Women more likely than men to report experiencing transport limitations (Women’s Health West 2013a).

GENDER EQUITY AND PREVENTING MEN’S VIOLENCE AGAINST WOMEN

Advancing gender equity is not only important for ensuring positive health outcomes for women and men; it is 
also a key way to prevent men’s violence against women. By identifying the factors that increase the likelihood of 
men’s violence against women occurring, it is possible to predict its occurrence and to work in order to prevent it. 

Analysis of national and international research has identified gender inequality (namely the unequal distribution of power 
and resources and adherence to rigid gender roles and stereotypes) as the driver most often linked to the perpetration 
of men’s violence against women. The more that individuals, communities and institutions adhere to gender inequality, 
the higher the likelihood that violence against women will continue to exist (Women’s Health West and VicHealth 2015).

To achieve gender equality, we need to take a gender-equity approach – we need to recognise disadvantage and 
inequality, and direct resources towards those most in need in order to level the playing field for all. Therefore, 
advancing gender equity is a primary mechanism for the prevention of violence against women.

IMPLICATIONS OF THE DRIVERS OF VIOLENCE AGAINST WOMEN
FOR COMMUNITY HEALTH SERVICES

The drivers of violence against women (rigid gender roles and stereotypes, and the unequal distribution of power 
and resources between women and men) have significant implications for community health services.

Rigid traditional gender roles and stereotypes:
	 Serve to value masculine traits over feminine traits, and support cultures of male dominance and female 

submission (Women’s Health West and VicHealth 2015)
	 Can hinder access to health services and keep individuals from seeking help. For example, masculine 

stereotypes that denigrate seeking help can be a significant barrier to men recognising and admitting they are 
experiencing health problems and/or their need to attend a health service. While for women, feminine gender 
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roles which promote women undertaking caring and nurturing responsibilities, and being self-sacrificing 
in order to achieve caring duties, can lead to women attending health services for their children or elderly 
parents, but neglecting their own health status in the process.

Unequal distribution of power and resources:
	 Ensures that women and men do not hold equal access to, and control over, power and resources in Australia
	 Allows men to continue to have greater decision-making power relative to women in both the public and 

private domains. Overall, men have more economic resources and financial security than women; have 
an overall higher status in society (their social standing and importance, as a group, is greater than that of 
women’s and gender-diverse persons); and have greater access to transport, physical assets, property, 
income, credit score/rating, time, language proficiency, decision-making, civic and political participation and 
representation (Women’s Health West and VicHealth 2015).

Unequal power and resources both have implications for a person’s capacity to:
	 Access a service or program (including language proficiency and health literacy)
	 Travel to and from a service or program
	 Pay for a service or program fee
	 Have time to attend a service or program
	 Participate in the development of a service or program
	 Be an active participant in the decisions affecting their health or treatment plan
	 Purchase medicine, therapies or supplements for their treatment plan
	 Access quality food and housing to support their health and wellbeing.

The unequal distribution of power and resources between women and men, as well as the adherence to rigid 
gender roles and stereotypes, perpetuates a society where women and men are not equal in value. It is within 
this society that men can choose to use violence against women; to maintain power and control over women; 
and to maintain and extend inequality (Women’s Health West and VicHealth 2015).

It is therefore essential that community health services work to advance gender equity and achieve gender 
equality, as part of the core to prevent men’s violence against women.
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Community health services are an important component of the primary health sector in Victoria (alongside general 
practice, private services and other health services). Community health services work from a social model of health, and 
acknowledge that social, environmental and economic factors all influence health and wellbeing. Community health 
services have strong connections with their local communities; this enables them to develop flexible models of care, 
services and programs that are responsive to community needs (Department of Health and Human Services 2014).

PHILOSOPHY AND PRINCIPLES 

In addition to acknowledging and redressing the social determinants of health, community health services share 
a set of principles for working with local communities. These principles are congruent with gender equity, and the 
process of being fair to both women and men with the aim of achieving equal outcomes for all.

HOW GENDER EQUITY IS CONGRUENT WITH 
COMMUNITY HEALTH SERVICE CORE VALUES

A gender-equity approach is a key 
way to ensure responsive service 
planning and delivery that meets the 
needs of both women and men.

Responsiveness Identifying and redressing local 
community needs by adopting a 
proactive and responsive approach to 
service planning and delivery.

A gender-equity approach supports 
the valuing of the voices, knowledge, 
lived experiences and needs of both 
women and men.

Community 
development

Working in partnership with others, and 
operating holistically through a client-
centred approach, can provide a platform 
for communities, service providers, and 
governments to increase the capacity of 
communities to redress local needs. 
.

A gender-equity approach works to 
support the active involvement of 
both women and men in the design, 
delivery and accessibility of services.

Community 
participation
and access

Supporting and empowering clients 
and communities to play an active role 
in service development and delivery.

A gender-equity approach recognises 
the different risks, needs and barriers 
that both women and men face in 
accessing services, and takes action 
accordingly to support equitable 
access, participation and inclusion.

Locality Enabling and encouraging access, 
interaction, social inclusion and 
community participation.

A gender-equity approach emphasises 
a commitment to fairness, and the 
need to undertake measures to 
compensate for historical and social 
disadvantages experienced by women, 
to support equal outcomes for all.

Social justice The core aim of the community health 
sector is to reduce social inequalities, 
strengthen communities and focus 
on the provision of services and 
programs to improve overall health 
and wellbeing.
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This guide highlights a gender-responsive approach to service provision, and workplace interaction, within 
community health services. A gender-responsive approach is a key way towards advancing gender equity 
in community health services, by identifying and responding to the impacts of gender on health and 
wellbeing. Ultimately, we must strive to build on a gender-responsive approach towards achieving gender 
transformative practice, where we actively transform and alter gender roles and relations that reinforce 
gender inequality.

Being gender responsive is an important foundational approach to achieving gender equity as it:
	 Identifies the different gender-based needs, roles, responsibilities, experiences, power and resources 

attributed to women and men
	 Recognises that due to the impacts of gender and gender-based inequities, health services, policies and 

practices will not impact women and men the same (Australian Institute of Health and Welfare 2014)
	 Responds to identified and recognised gender-based needs through designing and delivering services, 

programs, policies and facilities accordingly, to support equitable outcomes for all.

A gender-responsive approach will often require treating women and men differently through specific strategies, 
programs and services, to ensure opportunities, participation and outcomes are equitable (New South Wales 
Health Department 2000). 

To create more effective health services and programs, and to build productive workplaces, it is important we 
do not ASSUME that gender is irrelevant, but that we instead be AWARE, take ACTION and ultimately work to 
ALTER gender inequality.

A GENDER-RESPONSIVE APPROACH

Don’t ASSUME that 
gender has no impact

Be AWARE of the
impact of gender

Take ACTION to
respond to gender

Work to ALTER
gender inequality

Be Gender Responsive



10

Gender is recognised internationally as one of the major factors that determines 
our health and wellbeing. If we assume that gender has no impact, we ignore 
and fail to redress the existing gender-based differences that influence a 
person’s health opportunities and outcomes. This is called being ‘gender-
blind’ – by ignoring gender, or assuming it has no impact, we can reinforce 
and perpetuate existing gender-based inequities and differences in health 
statuses for both women and men.

Rather than assuming gender has no impact, we need to incorporate a gender 
perspective into our policy and practice. We do this by identifying, acknowledging 
and considering the different gender roles, responsibilities, opportunities and 
experiences of women and men – and their impacts on health. This is called 
being ‘gender sensitive’. 

Once we have identified gender-based differences, we need to take remedial 
action to respond to the impacts of gender to support positive and equitable 
health outcomes for both women and men. This requires us to respond to 
gender-based differences, needs and barriers (in the design and delivery of 
our services, programs, policies and facilities) in order to support equitable 
outcomes for all. This is what we call being ‘gender-responsive’.

Ultimately, we need to build upon being gender-responsive and work towards 
altering gender inequality. This requires us to be ‘gender transformative’. A 
gender-transformative approach proactively and intentionally challenges, 
transforms and alters the underlying gender structures, norms and relations 
that perpetuate gender inequality. Gender-transformative practice seeks 
to strengthen the structures that promote diverse and equal gender roles, 
relations and norms (British Columbia Centre of Excellence for Women’s 
Health 2015; Women’s Health Victoria 2012).

Don’t ASSUME that gender has no impact

Be AWARE of the impact of gender

Take ACTION to respond to gender

Work to ALTER gender inequality
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The following section explores four topics that are relevant to community health services:

Communications

Program and service planning

Program and service delivery

Workplace culture and practice

HOW TO BE GENDER RESPONSIVE
IN YOUR PRACTICE
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Communications
Communications refers to the written and verbal use of language, images and the various forms of media used 
to disseminate information. The aim of health communications is to provide accurate and adequate healthcare 
information to facilitate people’s ability to make informed decisions about their current and future health concerns. 

THE IMPACT OF GENDER IN HEALTH COMMUNICATIONS:
WHY DOES GENDER MATTER?

A gender-responsive approach to health communications supports greater health outcomes for the community by:
	 Ensuring information is based on medical research specifically for women and men, whereas historically 

medical research has been primarily carried out on and for men (National Women’s Council of Ireland 2012)
	 Improving access to information and services by considering how gender roles, responsibilities and 

stereotypes influence the capacity, or desire, of women and men to access health information; and utilising 
diverse mediums and targeted language accordingly (Zaman and Underwood 2003)

	 Breaking down rigid gender roles and stereotypes that lead to discrimination and disadvantage by using 
language and images that promote gender equality and diverse representations of gender

	 Encouraging client and community engagement with community health services through the use of inclusive 
and non-discriminatory language and images.

Don’t ASSUME that gender has no impact

When we assume gender has no impact, or ignore the impact of gender, we are being gender-blind. In health 
communications, gender-blind information, messages and images can often reinforce inequitable gender role 
expectations and stereotypes. For example, when health education promotional materials designed to prevent 
unplanned pregnancies focus primarily on young women, gender-role expectations and stereotypes (that typically 
place the burden of responsibility for birth control on women), are reinforced. A more gender-responsive and 
transformative health communications message would target both young women and men.   

Similarly, dominant notions of masculinity associated with being tough, robust and independent can deter men 
from help-seeking behaviour or engagement with preventative health services/programs. This negatively impacts 
men’s ability to access a health service and to admit to needing treatment. Therefore, the impact of gender needs 
to be considered when designing prevention communication messages for men (Vaidya et al. 2011).

Be AWARE of the impact of gender

Gender-responsive communications seek to inform and educate both women and men in regards to the symptoms, 
risks and treatments that arise from differences in sex and gender. Gender-responsive communication also 
acknowledges the potential barriers experienced by women and men as a result of gendered norms, stereotypes, 
and access to power and resources (such as language proficiency, isolation, lack of access to technology, work 
hours) – these can restrict their ability to receive vital health information. 

Gender-responsive communication mitigates the impact of gender-based barriers through the use of wide-
reaching dissemination strategies, relevant and simple language, and relatable images.  
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GENDER-RESPONSIVE PRACTICE:
HOW CAN YOU PROMOTE GENDER EQUITY THROUGH YOUR COMMUNICATIONS?

Take ACTION to respond to gender and work to ALTER gender inequality

Language:
	 Avoid propagating gender stereotypes through the use of pronouns for particular roles, responsibilities and 

duties. For example, sentences like: ‘If a nurse requires assistance, she must immediately contact reception’ 
perpetuates the stereotype that only women are nurses. Instead, use pronouns such as ‘they’ in place of 
‘she’ or ‘he’ 

	 Avoid the use of male pronouns or honorific titles, such as Chairman or Ombudsman, when referring to 
official positions regardless of the sex of the actual worker (World Health Organisation 2011). For example, 
the use of Chairperson instead of Chairman

	 Prepare simple readable written information in a variety of languages to cater to a broad range of education 
and English language proficiency levels

	 Consider the verbal language barriers experienced by those who have low English level proficiency, and 
provide a service that offers access to interpreters, programs/classes in different languages (according to the 
needs of the region) and clear communication by staff/practitioners (Women’s Health West 2013a).

Images:
	 Ensure the depictions of women and men do not reinforce rigid gender roles and gender stereotypes, 

but instead represent each in diverse and non-gender stereotyped images that value them equally. Some 
examples of gender-stereotyped images include: men as aggressive, tough, promiscuous or unemotional; 
and women in the context of care-giving, domestic or household roles or heterosexual relations (Zaman and 
Underwood 2003)

	 Ensure everyone is portrayed in positive ways that promote equity. Analyse your images and consider who 
is passive and active in the visuals, and who is at the centre/focus of the image (City of Ottawa and City for 
All Women Initiative 2010).

Dissemination:
	 Ensure the selected mediums for the dissemination of health information are accessible and appropriate for 

both women and men. Consider the times, places and mediums through which women and men access 
health information, and assess if community members of a particular gender might directly, or indirectly, be 
excluded from receiving information through the method being used (Hills and Mullett 2005; Hunt 2004).

THE IMPACT OF GENDER IN HEALTH COMMUNICATIONS: A CASE STUDY

Marina is a general practitioner located at a community health centre. She notices that many of her clients 
who have experienced heart conditions, do not have adequate follow up and care to assist them to manage 
their health and prevent further deterioration. Consequently, her clients repeatedly return with compounding 
conditions, which Marina believes could be actively managed with greater education and a support team.

Marina gathers together a team comprising of a community-health nurse, physiotherapist, exercise physiologist and 
a dietician. She proposes a 10-week cardiac education and rehabilitation program to assist clients to access all the 
appropriate services in one place and at one time – allowing them to manage and maintain their heart and overall 
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health more easily. The team agree this would be an effective use of resources, which has the possibility to provide 
very positive outcomes for clients. After receiving support from management, the team begin to plan the program.  

Marina is tasked with creating content for a brochure and posters to promote the program. She gathers 
information from brochures from other organisations, books about cardiac disease, and research from clinical 
trials to develop content. She prepares some statistics to encourage preventative care and treatment (including 
the approximate age that heart disease is developed, and rate of likelihood compared to other key diseases). 
She also compiles a list of symptoms that can be signs of heart disease, listing severe chest pain as the primary 
indicator. Marina also includes a few short sentences on the top-selling drug used to prevent heart attacks. She 
then engages a local graphic designer to design some illustrations for the promotional material. The illustrations 
received depict three men standing together. When she is finished, the team express delight over the modern 
look of the poster and brochures. The team then display the posters in their waiting rooms and consulting 
rooms, place the brochures at reception, and move forward with planning the program.

A GENDER-RESPONSIVE APPROACH

Marina’s approach to communications has not sought to consider the impacts of gender and how to support 
gender equity. The following points detail ways that Marina could create more gender-responsive communications 
in her practice:
	 Gender-responsive communications are best created when feedback is received from both women and 

men prior to publication; this ensures the most gender-responsive content and illustrations (World Health 
Organisation 2011). Marina could plan for developing separate health communication materials targeting 
women and men specifically, or ensure that both women and men are included in the research sought to 
inform the development of the brochure

	 In this scenario, the brochure illustrations only represent men – this does not actively support the engagement 
and visibility of women in this health concern. Males have become the heart disease patient norm, which 
can often result in poor recognition and misdiagnosis for women (National Women’s Council of 
Ireland 2012). Therefore, ensuring that visual images seek to challenge this inequity is essential

	 Gender-responsive communication would recognise the sex and gender implications for this 
health concern, and include gender and sex-specific statistics accordingly. For example, 
it could include heart disease statistics specifically for women and men to provide 
more accurate and relevant information, and encourage help-seeking behaviour

	 Gender-responsive communication would outline symptoms of the health topic 
specifically for both women and men – highlighting the differences where appropriate. 
Traditionally, in regards to many health concerns, women have been under-represented 
in clinical trials and research, and male symptoms are cited and assumed as the 
norm. This can lead to mis/under-diagnosis for women who can experience different 
symptoms for a range of health problems. For example, men’s symptoms of cardiac 
arrest are typically related to chest pain, but research indicates that women 
present with different symptoms including shoulder or abdominal pain, fatigue 
and nausea (National Women’s Council of Ireland 2012)

	 Gender-responsive communication would include multiple treatment 
options, and list the benefits and side effects of such drugs for both 
women and men. For example, Atorvastatin, marketed as Lipitor, the 
world’s top selling drug used to prevent heart disease in 2008, is a 
primary example of why a gender-responsive approach is essential. 
Lipitor was prescribed for women and men despite key clinical findings 
that it contributed to moderately raised risk of heart problems in 
women (Women’s Health Victoria 2008).
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INDIVIDUAL REFLECTION: HOW CAN YOU PROMOTE GENDER EQUITY
THROUGH YOUR HEALTH COMMUNICATIONS?

Take some time to answer these questions and reflect on your own work practice:
	 Do your materials or publications use images that portray women and men in inequitable gender roles or 

gender stereotypes? 
	 Do your materials or publications use language that excludes or privileges one sex or gender over another? 
	 Does your workplace use language that reinforces inequitable gender roles and gender stereotypes, or that 

uses derogatory words regarding a particular sex or gender?  
	 Have your communication tools, mediums and messages been piloted or reviewed by both women 

and men?
	 Do women and men have equal access to the healthcare education and information being provided?
	 Do your materials or publications contain the most current medical research and evidence-base for both 

women and men accordingly (World Health Organisation 2011)?
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Program and service planning
Comprehensive planning leads to sustainable programs and services, and more effective and targeted outcomes. 

Community health program and service planning involves:
	 Understanding the community and service environment
	 Identifying the current and projected health needs of your community
	 Developing measurable objectives to evaluate progress in redressing community health needs
	 Assessing current programs and services, and selecting or creating an evidence-based intervention to meet 

your community’s health needs
	 Implementing the proposed interventions
	 Continual monitoring and evaluation for ongoing improvement.

THE IMPACT OF GENDER IN PROGRAM AND SERVICE PLANNING:
WHY DOES GENDER MATTER?

Gender-responsive program and service planning supports greater health outcomes for clients and the community by:
	 Understanding the specific health needs of women and men through the use of sex-disaggregated data and 

gender analysis
	 Planning services that are informed by the most up-to-date evidence base that takes into account the 

impacts of sex and gender for both women and men. This includes health priorities, risks, symptoms, needs 
and treatment options (National Women’s Council of Ireland 2012)

	 Encouraging higher rates of community participation in programs and services by acknowledging the 
gendered barriers to access and engagement for both women and men

	 Challenging rigid gender roles and stereotypes, which lead to discrimination and disadvantage, through 
supporting women and men’s equitable and active participation, decision making, roles and responsibilities 
in the planning of services and programs

	 Ensuring the allocation of resources and infrastructure for services and programs recognises the impacts of 
gender, and is targeted equitably towards areas of greatest need 

	 Selecting effective interventions that respond to the identified health needs of the community through 
consultative planning with gender equity experts and community members.

Don’t ASSUME gender has no impact

Gender roles, stereotypes and relations have significant influence over the health concerns experienced by both 
women and men; their ability to access health services; the responsiveness of those services; the structure of 
the health system; and the allocation of resources. Failure to identify or recognise the impacts of gender when 
planning programs or services, can further perpetuate gender-based inequities in health. 

Be AWARE of the impact of gender

Gender-responsive service and program planning does not ignore the impact of gender, but rather identifies 
and recognises possible gender-based differences relevant to particular health concerns, and the implications 
for the planning of a service or program. Drawing on sex-disaggregated data, gender analysis and gender-
based consultations are important elements for supporting gender-responsive programming. Taking gender into 
account supports the likelihood of identifying the different program and service needs of women and men, and 
the possible impacts (both intended and unintended) of particular interventions on each (Donner 2003).
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Gender affects the way people can participate in a community health program or service, so programs need to 
be designed to encourage and enable everyone to participate (Donner 2003). Research has identified various 
gendered considerations important to program and service planning that can inhibit access and participation. 
For example, many women experience difficulty accessing healthcare because of their child-rearing and care-
giving responsibilities, and can often choose to forgo hospitalisation rather than transfer these responsibilities 
onto others (Cameron et al. 2010; Hills and Mullett 2005). 

Older women more frequently report functional limitations and disability, and are also twice as likely to live alone 
and be isolated, which presents significant limitations on their ability to access health services. Alternatively, a 
greater number of men are engaged in the labour force full-time, which can present implications in accessing 
particular health services or programs that are held during traditional business work hours. It is important that 
programs or services are available and responsive to the often-different gender-based needs of women and men 
(Govender and Penn-Kekana 2008; Hunt 2004).

GENDER-RESPONSIVE PRACTICE: HOW CAN WE PROMOTE GENDER EQUITY 
THROUGH OUR PROGRAM AND SERVICE PLANNING?

Take ACTION to respond to gender and work to ALTER gender inequality

Evidence and data:
	 Ensure data (population health, service-utilisation and client/community) is sex disaggregated to inform the 

design of services and programs. Sex-disaggregated data assists in identifying differences in the experiences 
and outcomes of both women and men, and supports to identify some of the impacts of gender roles and 
expectations placed on women and men (Women’s Centre for Health Matters 2010)

	 Ensure research used to inform the planning of your service/program is based on gender analysis and 
identifies gender-based differences and considerations for both women and men for a particular health 
concern (World Health Organisation 2011).  For example, in regards to health problems, are there differences 
between women and men in:
o Incidence and prevalence?
o Symptoms?
o Treatment and intervention options?
o Risk or protective factors?
o Health service utilisation?
o Preventative health and screening participation?

      (Department of Health and Human Services 2015)
	 Conduct further gender analysis for particular population groups among women and men, to identify 

the different needs, risks and barriers faced by particular groups as a result of compounding inequities. 
For example, older women are more likely than men to be widowed, live alone, live in residential care, 
be economically insecure, have chronic illness, and/or multiple disabilities (Department of Health 2011). 
Consider what data and information you have available to inform service and program planning for women 
and men of different ages, sexuality, ethnicities, abilities, employment and education levels (Nowatzki and 
Grant 2011; Hunt 2004)

	 Systematically integrate sex and gender perspectives into all major data collection and planning documents.
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Consultation:
	 Consult with both women and men to ensure their perspectives are included into the design of the program 

or service (Donner 2003)
	 Conduct gender-specific consultations to identify gender-based needs, risks or barriers around the health 

concern for women and men in order to inform program and service planning 
	 Use diverse and inclusive consultation methods to support the capacity of women and men to participate in 

the consultation processes  
	 When designing a program or service, consult with organisations and community groups with established 

gender expertise. Include a range of communities of interest such as women’s services, non-governmental 
organisations, community organisations and government-affiliated organisations (The Women’s Health 
Council 2005; The Women’s Health Council 2007; World Health Organisation 2011).

Program design:
	 Design programs and services to be responsive to identified gender-based differences, needs, risks or 

barriers, utilising gender-specific program/service approaches, and spaces and facilities where appropriate
	 Ensure the design of a program does not perpetuate harmful gender roles, norms, relations or gender 

stereotypes (Donner 2003)
	 Refer to evidence around gender-based differences for a particular health topic in order to inform the use of 

gender-specific or mixed-gender group sessions and programs
	 Consult with your target population group to identify if gender-specific groups are preferable
	 Consider the accessibility of the program and service according to gender-based barriers to access.  For 

example, the hours the program/service is available; transport options; safety concerns in accessing or 
participating in the program/service; carer responsibilities and childcare facilities; disability access; location; 
and costs associated with the program/service

	 Assess gender differences in access to, and control over, program and service resources, assets and 
benefits (Hunt 2004).

Client and community engagement:
	 Identify and assess the barriers and constraints to both women and men’s participation (Hunt 2004)
	 Pilot methods and tools to increase client and community engagement with women and men for 

particular programs or services (World Health Organisation 2011).

Monitoring and evaluation:
	 Develop gender-responsive indicators for your program or service
	 Use quantitative and qualitative indicators to ensure the lived experience of both women and 

men are incorporated in planning processes (Hunt 2004).

Policy:
	 Ensure program and service policies draw on up-to-date evidence and sex-disaggregated 

data that accurately represents gender-based differences, needs and experiences of both 
women and men

	 Create gender-responsive budgets that allocate equitable funding and resources to programs 
and services that support gender equality (Ministry of Women and Child Development 2007).



19Why Gender Matters: A Guide for Community Health Services

THE IMPACT OF GENDER IN PROGRAM AND SERVICE PLANNING:
A CASE STUDY

Teresa is the team leader for a local community health service. She oversees a team of generalist counsellors and 
is responsible for allocating them clients. The two male members of the team, James and Ajani, noticed that they 
were always allocated the male clients, and were rarely assigned female clients. James questioned Teresa about 
this, and she stated that she believed male clients always preferred to work with male clinicians, and therefore 
she had allocated the clients accordingly.

In general conversation with his female teammates, Ajani observed that James and he were also continually 
assigned the clients that had displayed difficult or aggressive behaviour. Ajani, a new graduate, felt 
inexperienced dealing with clients who were displaying aggressive behaviour. Ajani also observed that some 
of his female teammates had many more years of experience, and better developed skills and capacity for 
dealing with such clients. 

Ajani asks Teresa if clients displaying aggressive behaviour were being assigned to James and himself, before 
the female members of the team, because they were male. Teresa confirmed that this was her current practice, 
as she believed that men were better suited to handling conflict and aggression, and that clients were less likely 
to display aggressive behaviour when accountable to a male staff member.

A GENDER-RESPONSIVE APPROACH

Teresa’s work practice has made gender-based assumptions that reinforce gender stereotypes. The following 
points detail ways that Teresa could undertake a more gender-responsive approach in her practice:
	 The preference of clients in regards to the gender of the health practitioner they see has been found to be 

important in effective health service provision (Donner 2003)
	 Women being able to access a female clinician can be particularly important for Aboriginal women, Torres 

Strait Islander women, women of migrant or refugee background, and women who have experienced 
violence (Women’s Centre for Health Matters 2009). However, in planning services, assumptions 
should not be made about the gender preference a client might have in regards to their 
practitioner. It is important that clients are asked if they have a preference, and attempts are 
made to respond to their preference accordingly

	 The allocation of clients within the team should be based on skills, capacity, qualifications and 
experience – not on gender stereotypes. Teresa’s work practice and comments reflect gender-
based bias and assumptions about the capacity of her staff. For example, gender stereotypes 
that position men as aggressive, dominant, tough and better suited to positions of authority 
and leadership (Gender Equity for Community Health Services Working Group 2014) 

	 Ensuring that the community health service has policies, procedures and codes of conduct in 
place to communicate that aggression and violence towards all staff will not be tolerated; and 
that has clear mechanisms to ensure staff safety 

	 Ensuring that training (in dealing with potentially aggressive clients) is provided to all staff, 
regardless of their gender, in order to support all staff capacity and safety.
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INDIVIDUAL REFLECTION: HOW CAN YOU PROMOTE GENDER EQUITY
THROUGH YOUR PROGRAM AND SERVICE PLANNING?

Take some time to answer these questions and reflect on your own work practice:
	 Do the visions, goals or principles of your program/service have an explicit commitment to promoting 

gender equity?
	 Have both women and men participated in consultations to inform the design of the program/service?
	 Do both male and female team members have a role in making decisions about the program/service? Is 

this equitable?
	 Have the interventions planned for the program/service been piloted with both women and men to ensure 

that they are relevant and effective?
	 Do you ask the preference of clients in regards to the gender of their practitioner and respond accordingly?
	 Is the evidence used to plan the program or service based on sex-disaggregated data and gender analysis?
	 Is the program designed to ensure that both women and men can participate equally?
	 Does the program/service consider the different needs, risks and barriers for particular health topics for both 

women and men?
	 Has the program/service been designed with consideration of what is already known about gender-based 

differences for this particular health topic?
	 Have there been consultations with the target population group about their preference for gender-specific 

spaces or programs? 
	 Do you provide women-only spaces where required?
	 Does the program/service seek to actively challenge harmful gender norms, roles and relations that perpetuate 

inequality and health inequities between women and men?
	 Does the program/service treat women and men as homogenous groups when there are foreseeable, 

different outcomes for subgroups (such as low-income versus high-income women; or employed versus 
unemployed men)?
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Program and service delivery
Community health programs and services are the frontline in client interaction. Programs and services educate, 
diagnose, treat, rehabilitate, support and listen to clients in the form of individual consultation or group work.

THE IMPACT OF GENDER IN PROGRAM AND SERVICE DELIVERY:
WHY DOES GENDER MATTER?

Gender-responsive program and service delivery provides greater health outcomes for clients and the community by:
	 Ensuring that clients receive appropriate and targeted diagnosis and treatment based on research and 

evidence relevant to their sex and gender
	 Encouraging clients’ help-seeking behaviour for health problems through flexible program/service delivery 

options to accommodate the diverse needs and preferences of women and men  
	 Improving client access by recognising the different gender-based barriers experienced by women and men 

to service access, and taking subsequent action to redress these barriers to support equity
	 Increasing the utilisation of primary, and preventative, health services by women and men by recognising the 

impacts of gender on help-seeking behaviour, and the capacity to access preventative services 
	 Fostering continued client and community engagement with health services through the creation of inclusive 

spaces and services where both women and men feel comfortable and are able to be active participants in 
their health care

	 Ensuring interactions between practitioners and clients/community members are respectful, gender-
equitable, and do not perpetuate unconscious gender biases.

Don’t ASSUME gender has no impact

Failure to identify or recognise the impacts of gender when delivering programs or services can further perpetuate 
gender-based inequities and inequalities in health outcomes. 

During the course of the service or program, gender can impact on a client’s:
	 Understanding of information around disease prevention, management and control
	 Subjective experience of illness, or a particular type of illness, and its social significance
	 Attendance to their own health needs, in light of competing caring roles and responsibilities for others
	 Time and resources they have available to manage their health condition
	 Perceptions of quality of care (Women’s Centre for Health Matters 2009).

Be AWARE of the impact of gender

Being aware of the impact of gender in program and service delivery involves recognising that gender roles 
and norms assigned to women and men lead to different access to, and control over, resources, power and 
decision-making. This often results in inequitable use of health services and health outcomes (Women’s Centre 
for Health Matters 2009). 

Recognising the impact of gender can include considering:
	 How women and men engage with the space or location in which services are provided
	 The time they have available to access a service or program
	 Their capacity to pay for a service, program or treatment plan 
	 The gender of the health practitioner or program facilitator.
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Considering the impact of gender in program and service delivery also involves becoming aware of, and 
acknowledging, unconscious gender bias among health practitioners. It is recognised that health practitioners 
and service managers bring individual biases to their work (including those about gender), and this can result in 
negative experiences for women and men with their health care, and in regards to inequitable health outcomes 
(New South Wales Health Department 2000). 

Research has shown that rigid ideas about gender roles and stereotypes held by health providers are strongly 
linked to under/misdiagnosis of clients (Govender and Penn-Kekana 2008). Gender bias among health 
practitioners can play a role in disempowering and disengaging clients in their health care. For example, 
research has found that women have cited negative experiences in service delivery with health practitioners 
due to being stereotyped as unintelligent, infantile, incompetent or ‘unbalanced’, and having their illness 
misdiagnosed or ignored (Women’s Centre for Health Matters 2009).

GENDER-RESPONSIVE PRACTICE: HOW CAN YOU PROMOTE GENDER EQUITY 
THROUGH YOUR PROGRAM AND SERVICE DELIVERY?

Take ACTION to respond to gender and work to ALTER gender inequality

Individual consultations:
	 Where possible, offer clients a choice about the gender of the practitioner they see. Studies report that 

patients can avoid seeking care because of the gender of the health-care provider (Hills and Mullett 
2005; Govender and Penn-Kekana 2008). If the preference of clients is not taken into account, this can 
deter clients from attending appointments; have a negative impact on how they receive health information 
and participate in health-care decisions; and negatively impact how they follow up on treatment plans. 
It is important not to make assumptions about the preference of the client in regards to the gender of 
their practitioner. Rather, the emphasis is on ascertaining the preference of the client and responding 
accordingly (Donner 2003)

	 Do not make assumptions about the pronouns or titles that a client or community member might use (for 
example, Mrs, he or she). Refer to people by their preferred name and their preferred gender pronouns

	 Do not equate health service usage of female clients with service usage to attend to their own health and 
wellbeing. In Australia, women make up 92 per cent of primary carers for children with disabilities; 70 per 
cent of primary carers for parents; and 52 per cent of primary carers for partners (Australian Human Rights 
Commission 2014). So while women have a greater number of health service visits to GPs than men, due to 
childcare and family responsibilities, this cannot be assumed as service use by women to attend to their own 
health. Take steps to ensure you check in on the health of your female clients who attend appointments as 
part of their caring responsibilities.

Group work:
	 Consider the gender role socialisation of women and men, and how that affects group dynamics around 

speaking and listening in mixed-group sessions. For example, in some cultures, women will respond very 
differently in regards to their ideas on gender relations if men are present in the group (Hunt 2004)

	 Ensure the group session activities are designed in consultation with representatives of the target group, 
to respond to diverse learning styles rather than making assumptions based on gender stereotypes. For 
example, that women ‘only want to talk’ and men ‘only want to complete hands-on activities’ (Gender Equity 
for Community Health Services Working Group 2014)
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	 In mixed-gender group settings, structure participation so that all people have equal opportunities to 
contribute (for example, through set time limits or asking every person for their input). This can be used to 
challenge gender roles and stereotypes that devalue women’s voices and leadership (Genat, Wood and 
Sojo 2012).

Roles and responsibilities:
	 Ensure the allocation of roles, responsibilities and decision-making among staff and program participants does 

not replicate harmful gender norms and stereotypes that perpetuate power inequalities and disadvantage. 
For example, assigning solely male staff or male program participants with leadership or authority positions, 
and female staff or program participants with administrative or support tasks (World Health Organisation 
2011; Hunt 2004).

Facilities:
	 Ensure all service areas include waiting and meeting rooms that are inviting and comfortable for both women 

and men. Consider aspects such as lighting, reading materials, displayed advertisements, music and art
	 Create breastfeeding-appropriate spaces for women
	 Provide bathrooms with baby change facilities that both women and men can access
	 Consider the safety concerns of women and locate programs and services in areas that support women’s 

safety and perceptions of safety. Consider if women-specific spaces are required to support particular clients 
in accessing services, and feeling safe in areas such as waiting rooms (Donner 2003)

	 Ensure both men’s and women’s services also include child-friendly environments in order to avoid 
propagating rigid gender roles and stereotypes that suggest caring/parenting are women’s responsibilities.

Responsive service delivery:
	 Continue to monitor the effects of the program/service, and be prepared to change the way it is delivered if 

you find that there are unintended negative effects for a particular gender – or if you find that women’s and 
men’s needs or priorities are being overlooked (Hunt 2004)

	 Offer multiple payment options/plans to increase access to services and programs in response to the 
knowledge that women and men have inequitable access to financial resources.

Workplace policies and practice:
	 Provide unconscious gender bias training for staff that explores the negative impact of unconscious gender 

bias on client interactions and health outcomes (Genat, Wood and Sojo 2012)
	 Consider the integration of gender into staff training (such as interpersonal communication and quality of care 

frameworks) to support gender-responsive engagement with clients
	 Create workplace policies and practices that do not propagate rigid gender roles and stereotypes.

THE IMPACT OF GENDER IN PROGRAM AND SERVICE DELIVERY:
A CASE STUDY

Martique is a 52-year-old woman, who migrated to Australia from Zimbabwe two years ago, and her experiences 
with health service providers in Australia have not always been positive. Martique has faced challenges (including 
negative stereotypes about African Australians) when trying to access culturally-appropriate health services from 
health practitioners. This has made her feel vulnerable and unheard. Consequently, Martique has gone to several 
different health services, and thus has not received consistent, planned and coordinated care. 

The one place Martique feels she can regularly attend is a community health service in the city, where she has 
received the culturally-appropriate health care for a health condition she has been managing. However, Martique’s 
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ex-partner also occasionally accesses the same community health service, and because of her experience of 
intimate-partner violence with him, she has begun to limit her attendance in case she bumps into him or his 
friends. Martique experienced homelessness when she left her then partner, and is currently living in supported 
accommodation. The staff at the community health service have noted her increasing disengagement from the 
service, and are concerned about her safety.

At this community health service, the Homelessness Team noticed that significantly fewer women than men 
were accessing their multidisciplinary health clinic. So they decided to conduct a brief gender audit in order to 
examine how women and men who are homeless are, or are not, using the clinic; a female and male worker 
led this enquiry. They consulted the latest research around health concerns experienced by people who are 
homeless, and identified that about 50 per cent of people experiencing homelessness are women, and that 
most of these are fleeing family violence. The research also reported that many of these women care for young 
children while homeless, and that family violence can create compounding and diverse health concerns for 
women (such as stress, depression, sexual and reproductive health problems, physical injuries, and disabilities) 
(Flinders University 2008). 

An audit of their service-usage data and records indicated that a significant portion of their female clients had 
previously, or were currently, experiencing family violence. Consultations with clients also revealed that many 
would prefer a female-only waiting area, and that some female clients who have intervention orders against 
their former partners, were hesitant to access the health service at particular times as their ex-partner attended 
the same health service – such as in Martique’s case. The staff also conducted a review of their facilities and 
examined various topics such as the use of lighting, displayed images and advertisements, breast-feeding and 
baby-changing facilities, and the provision of child-friendly areas.

The team considered to trial a new service delivery model for women who are homeless in their area, and 
consulted with some of their female clients about this new model – including how to best support safety and 
accessibility. They incorporated this feedback into the design of the service. The staff then implemented the 
model, which included the creation of a separate women-only multidisciplinary health clinic for homeless women 
one afternoon a week – this initiative included the provision of childcare, and aimed to welcome women of all 
gender identities. 

The staff undertook an evaluation of the new service delivery model, including who attended, and what feedback 
women provided. The multi-disciplinary providers also undertook family violence training so that they can respond 
in consistent and appropriate ways to women’s diverse referral needs. 

The new model included some new communications work to promote the service; establishing relationships with 
other service providers and community groups; and a review of their service forms and policies. Now, when staff 
undertake their outreach work, they inform their female clients that the clinic has started, and that they have a 
female peer worker on hand to welcome them.

Martique has heard about the new service from her outreach worker, whom she trusts, and has now begun to 
attend the health service regularly to manage her health condition.
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A GENDER-RESPONSIVE APPROACH

Gender-responsive practice has been demonstrated in this case scenario by:
	 Staff recognising the need to consider the impact of gender in their health service delivery. Staff sought 

research and evidence on the gender-based impacts on health service access for women – particularly for 
women experiencing homelessness

	 Staff undertaking a brief gender audit and developing the women-specific afternoon clinic model based on 
the results

	 The service seeking to consider the needs of gender-diverse women who might also be accessing the services 
– this included the review of client forms, policies and physical environments to support inclusion and safety

	 Staff ensuring that the consultations were undertaken to inform the development of the re-orientated model, 
and to evaluate its pilot. Staff did not rely solely on quantitative data, but rather valued women’s knowledge, 
voices and experiences

	 Having identified family violence as a concern affecting many female clients, staff were required to attend 
family violence training so they could respond and support women affected by family violence appropriately.

INDIVIDUAL REFLECTION: HOW CAN YOU PROMOTE GENDER EQUITY
THROUGH YOUR PROGRAM AND SERVICE DELIVERY?

Take some time to answer these questions and reflect on your own work practice:
	 Consider the physical facilities of your client waiting areas and where you deliver your service or program: are 

these spaces inviting and comfortable for both women and men? 
	 Does your workplace reinforce inequitable gender roles and stereotypes in the way you facilitate group 

sessions or programs?  
	 Do you consider women and men’s difference in economic resources and security, and offer multiple payment 

options/plans to women to increase access to services and programs?
	 Do you draw on what is known about gender-based differences for a particular health topic to determine 

whether different treatments/options are required in order to achieve more equitable health outcomes for 
both women and men?

	 Do you ensure that women and men are actively involved in decision-making about their own health care, 
treatment and service delivery? (Women’s Centre for Health Matters 2009)

	 Are you up-to-date with current research and evidence around the health needs, risks and barriers for 
women and men in relation to your discipline/field?  

UNCONSCIOUS GENDER BIAS

Attempt to identify and confront any unconscious gender bias you hold, and consider the ways it affects how you 
view and interact with your clients or program participants. Here are some questions to get you thinking:
	 What have been the messages, ideas, practices that you have grown up with regarding gender and gender 

roles? As an adult how has/hasn’t this changed over time? 
	 What has influenced or guided your views around gender? 
	 What does unconscious gender bias mean to you in your own words? 
	 If you had to describe what your organisation’s culture is like, how would you define its actions to prevent 

unconscious gender bias in service and program provision?
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Workplace culture and practice
The workplace is a key setting for gender equity and has an undeniable influence on individuals, the communities 
they live in, and on our wider society (VicHealth 2012). 

THE IMPACT OF GENDER IN WORKPLACE CULTURE AND PRACTICE:
WHY DOES GENDER MATTER?

Achieving gender equity at a strategic and operational level within the workplace:
	 Maintains the integrity of the organisation through alignment with community health service’s core values of 

social justice, equity, respect, access and participation
	 Boosts workplace productivity through higher staff morale
	 Supports gender diversity in leadership and decision-making positions – this is associated with improved 

organisational and financial performance
	 Leads to greater risk management due to compliance with current equity and anti-discrimination legislation
	 Increases the retainment of employees and decreases the likelihood of staff turnover 
	 Contributes to changing underlying social conditions associated with gender inequality 

   (VicHealth 2012; Centre for Ethical Leadership 2012; Olgiati and Shapiro 2002).

Don’t ASSUME gender has no impact

Gender norms, roles and stereotypes can have a significant impact on the practices and culture of an organisation, 
and often result in gender inequities in the workplace. This can include workplace gender-based inequities in the 
division of labour, power and decision-making; how work is valued, rewarded and remunerated; the opportunities 
available for staff professional development, mentoring and promotion; and the way in which traditional and 
masculine styles of leadership are often privileged and considered the norm (Holmes and Flood 2013).

Be AWARE of the impact of gender

Recognising the impact of gender in workplace culture and practice is essential to achieving a gender-equitable 
organisation. This includes acknowledging and identifying the multiple ways in which gender can impact on 
the capacity of staff to participate in the workforce; the rewards and benefits staff receive at work; the access 
staff have to leadership and decision-making positions; the safety staff experience in the workplace; and the 
discrimination staff can experience in regards to family and caring responsibilities. 

For example, in Australia during 2014, one-in-two mothers reported experiencing discrimination at work during 
pregnancy, parental leave or on return to work, and one-in-five mothers reported they had been made redundant, 
had their positions restructured, or dismissed because of their pregnancy, request or access of parental leave, or 
when they returned to work after having a child (Australian Human Rights Commission 2014).

Becoming aware of the impact of gender also involves acknowledging the presence and impact of unconscious 
gender bias among staff, and its negative implications for workplace practice and culture. Research has found 
that more than one-third of respondents reported that they had personally experienced or witnessed gender bias 
in their workplace (Australian Human Resources Institute 2011). 
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GENDER-RESPONSIVE PRACTICE: HOW CAN YOU PROMOTE GENDER EQUITY 
THROUGH YOUR WORKPLACE?

Take ACTION to respond to gender and work to ALTER gender inequality

Policies and conditions:
	 Include gender equity in your organisational goals, strategic plans and key performance indicators
	 Develop an organisational preventing violence against women and/or gender equity policy or strategy
	 Complete a gender audit of your organisation
	 Develop family-friendly policies including flexible back-to-work arrangements for both women and men, or 

for example, a lactation policy
	 Develop and implement gender equitable remuneration policies and accountability mechanisms
	 Recognise that preventing and responding to violence against women perpetrated at home or at work, is the 

responsibility of your workplace. Develop a workplace family violence policy that is meaningfully implemented and 
considers safety, paid leave entitlements, risk analysis and responsiveness (Women’s Health Loddon Mallee 2013)

	 Develop a code of conduct or other relevant policies that outline that sexist behaviours and actions are 
unacceptable. Be specific about more subtle forms of sexism such as language, jokes or comments made, 
and images or materials displayed (Women’s Health Loddon Mallee 2013).

Staff recruitment and development:
	 Establish goals and targets towards increasing women in leadership and decision-making positions in your 

organisation, and publicise them internally and externally (Hellicar 2013)
	 Conduct a gender pay equity audit to identify where gender pay differences and inequities exist in your organisation
	 Create mentoring and training opportunities for female staff to prepare for positions of leadership (Women’s 

Health Loddon Mallee 2013)
	 Implement an annual staff perception survey on gender equity and the effectiveness of any initiatives 

undertaken (Women’s Health Loddon Mallee 2013).

Work environment and culture:
	 Display statements about your organisation’s commitment to gender equity
	 Include gender equity as a value in team charters or codes of conduct for employees
	 Set up a gender equity task force or a committee of ‘champions’, who are committed to promoting gender 

equity in the workplace and to keeping the organisation accountable to gender equitable work practices. 
This group should include both women and men who are committed to gender equity, and who will receive 
ongoing training and mentoring

	 Challenge gender roles and stereotypes in your workplace that result in inequities between women and men. For 
example, consider the division of labour and ensure women are not marginalised into administrative or stereotyped 
‘feminine roles’ (such as responsibility for the tidiness/administration of staff common areas, or organising catering 
for meetings and events), and men are not expected to undertake stereotyped ‘masculine’ roles (such as leadership 
or authority tasks, or physically demanding tasks) (Women’s Health Loddon Mallee 2013)

	 Plan events that celebrate and recognise diversity (Women’s Health Loddon Mallee 2013)
	 Display gender equity policies, and report on your organisation’s progress towards achieving gender equity 

through public communication avenues such as your organisation’s website, social media and annual report 
(Women’s Health Loddon Mallee 2013)

	 Reward team members who speak up against sexist jokes and remarks within the workplace.
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THE IMPACT OF GENDER IN WORKPLACE CULTURE AND PRACTICE:
A CASE STUDY

At a local community health service, a small team of allied-health practitioners have recently welcomed back a staff 
member, Johanna, from maternity leave. Johanna has worked in the health sector for eight years and has specialised 
as an allied-health practitioner and as a former team leader. At the end of one of her first work meetings back, 
Johanna finds herself helping the other female colleagues tidy up the dishes and food, while her male colleagues 
exit the meeting and return to their work. Johanna observes that her manager had also asked her female colleague 
to organise the food for the meeting, and that this used to happen all the time before she went on leave. She thinks 
about all the work waiting for her at her desk given her recent return to work, and feels frustrated. 

After a few months back, two of Johanna’s team members, who are at her same job classification level, are 
registered to attend some professional development training off-site. Johanna notes that she was not informed 
about this training opportunity, and raises this with her manager. Her manager replies that the training falls 
on a day that Johanna does not work and was only offered in a block day module, and with two other staff 
members able to attend, she didn’t mention it to her. Johanna’s manager states she was unaware how much this 
opportunity meant to Johanna, and is surprised at Johanna’s disappointment. Her manager comments that she 
assumed Johanna would be prioritising her new family, and apologises for this assumption. It looks like Johanna, 
for all her level of experience, and what is most beneficial for her professional development, will miss out.

Johanna mentions her frustration when crossing paths with a fellow colleague, Nadia. Nadia leads the entire 
IT systems portfolio for their community health centre, and is about to go on long-service leave for six months. 
Nadia shares her own frustration in preparing the recruitment process for her replacement. She states that a 
male colleague, who will be on the interview panel, recently made gender-based disparaging comments about 
her in regards to her work. He had asked how Nadia had come to this position and type of role given that 
‘women are not usually interested in IT’. He also asked whether there had ever been a woman in her senior role 
previously and if Nadia had experience working at the ground-level in IT systems or was more experienced in 
‘just managing guys who do the harder, technical work’? 

Nadia was concerned about his role on the interview panel considering his comments and feeling that this 
wasn’t acceptable, even if stated as a joke, wondered how she could support equity in the recruitment process. 
Johanna empathised with Nadia, commenting that only last week a male colleague told her she was doing well 
in her return to work from maternity leave considering she must have ‘baby-brain’. 

Both Nadia and Johanna wondered how they could challenge this behaviour in the workplace, which they felt 
was unacceptable and made them feel uncomfortable. 

A GENDER-RESPONSIVE APPROACH

The following points detail ways this organisation could support a more gender-responsive workplace culture 
and practice:
	 Ensure the organisation and/or team have a code of conduct that outlines sexist behaviours and actions, 

including jokes or comments, as unacceptable (Women’s Health Loddon Mallee 2013)
	 Ensure that there are clear policies and procedures for staff to make complaints about violations of this 

code of conduct, and communicate this to staff so that they are aware of the process in raising concerns. 
Research has identified various forms of sexism in workplaces that often go unnoticed and unchallenged, 
including gender policing (questioning women who do not undertake typical gender stereotypical roles or 
tasks) and infantilisation (treating women as if they are less competent) (Leskinen and Cortina 2014)
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	 Ensure gender equitable distribution among staff of the more ‘invisible’ or ‘informal‘ labour that often falls 
outside of work position descriptions, yet which takes a significant amount of time and energy. Tasks such 
as organising catering or cleaning for work meetings and events, are often inequitably expected of, and 
undertaken by, women based on gender stereotypes and gender roles 

	 Seek to actively challenge gender stereotypes in the tasks assigned to staff, and types of roles that society 
prescribes as what a man or woman are ‘supposed’ to perform

	 Do not make assumptions about the interest or capacity of staff to engage in professional development or 
training opportunities based on their gender or part-time status. Ensure all staff are kept in the information 
loop regarding available professional development opportunities, and are supported to participate in them 
(Workplace Gender Equality Agency 2013)

	 Ensure that a variety of professional development and training opportunities are made available for staff 
(including online, in-house and off-site), to support equal participation of staff who have less negotiable work 
hours due to child or carer responsibilities

	 Ensure unconscious gender bias training is mandated for all staff with responsibilities for staff recruitment 
and promotion

	 Consider ways to reduce unconscious gender bias in your staff recruitment processes, by ensuring: 
o The job has been advertised in networks that reach diverse audiences
o The job criteria is compulsory for doing this job well, rather than reflects gender-stereotypical assumptions 

about the kind of person who usually does this job
o Interview questions that allow applicants to demonstrate ‘non-traditional evidence’ that might get missed 

in traditional CVs
o The interview and recruitment process is allocated sufficient time, with minimal distractions 
o The interview panel has equitable representation of women and men (Ashcraft 2010). 

INDIVIDUAL REFLECTION: HOW CAN YOU PROMOTE GENDER EQUITY
THROUGH YOUR WORKPLACE? 

Take some time to answer these questions and reflect on your own work practice:
	 Do you have a policy and adequate facilities that enable a positive return to work after the birth of a child for 

both women and men? This can include flexible work arrangements, breastfeeding rooms, and parental 
leave pay schemes  

	 Do you offer equitable access to carer’s leave for women and men, with the recognition that women 
undertake the majority of unpaid care in Australia (to children, family members and persons with a disability)? 

	 Do you have targets for women in leadership and decision-making positions within your organisation?  
	 Do you have a written organisational gender-equity policy, and if so, are staff aware of, and trained in, the 

implementation of this policy?
	 What mechanisms are in place to hold the community health service accountable to gender equity goals 

and commitments?
	 What is the sex distribution in decision-making versus support functions among staff in your organisation? 

(World Health Organisation 2011)
	 Are female staff encouraged to apply for promotions and leadership roles within your service?
	 Do you model gender equitable respectful behaviour and language in your interactions with staff and clients?
	 Do you respectfully challenge sexist and homophobic language and behaviour used by colleagues?
	 Do you refrain from reinforcing rigid gender stereotypes and roles through the language you use and the roles 

you assign to other staff?
	 Are there mechanisms available for staff to raise complaints about gender inequity or sexism, or encourage 

further work on gender equity within your organisation?
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	 Are staff members encouraged to utilise flexible and part-time working arrangements, or do they feel hesitant 
to use these benefits due to potential negative impacts?

	 What have been the messages, ideas and practices regarding gender and gender roles that 
you have experienced in your workplace environment? 

	 What does a healthy workplace culture, that is open, accepting and inclusive, look 
like to you?

	 How can you play a role in fostering/supporting an open, accepting and inclusive culture 
that is gender equitable in your workplace:
o through your day-to-day interactions with colleagues, clients and community members
o in the team you work most frequently with
o with partner organisations or professionals who you collaborate with on shared 

projects/activities/service delivery?
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MYTH: ‘IF WE FOCUS ON GENDER AREN’T WE JUST FURTHERING THIS IDEA 
THAT WOMEN AND MEN ARE DIFFERENT? AREN’T WE PAST THAT?’

This notion is based on the idea that the same treatment will equal the same opportunity. We know this is 
not the case, particularly when it comes to health. In Australian society, both women and men continue to 
experience differences in expected roles and responsibilities, access to power and resources, and participation 
in decision-making. These create different risks, needs and barriers when it comes to health status, accessing 
health services, responding to health concerns, and maintaining good health and wellbeing. Treating women and 
men the same ignores these gender-based differences, which makes it unlikely that equality in health outcomes 
will be achieved. In fact, ignoring the impacts of gender can often exacerbate existing inequalities between 
women and men, and create further disadvantage. 

Community health services are committed to equity, and should work to support this through all areas of their 
service planning and delivery. This does not mean that clients and community members should always receive 
the same treatment or service, but rather that they receive the service and treatment they require in order to 
realise equality in health outcomes (Women’s Centre for Health Matters 2009). To create greater health outcomes 
for women and men, we have to respond to the gender inequities present in our society, and their implications 
to our health.  

MYTH: ‘IF PROMOTIONAL MATERIAL IS MEANT TO REACH EVERYONE IN THE 
COMMUNITY, WHY DO I NEED TO CONSIDER GENDER?’

A common misconception in health services is that gender is only a consideration for women- or men- specific 
health concerns or services, and is not relevant for generalist or ‘non-gender-specific’ services (such as a 
dental program). In reality, communications, programs or policy is rarely, if ever, gender neutral (Kendriks and 
Kahihu 2008). 

Gender can impact on the communication styles and language we use; how we relate to visual images (presented 
or omitted); and how we access and receive information. Gender-responsive communication, by considering the 
impact of gender, would have a higher probability of reaching everyone as it would improve the relevance of, and 
access to, information being communicated, which can be different for women and men.

MYTH: ‘YOU TREAT A PERSON’S CONDITION, NOT THEIR GENDER. IT IS NOT 
ESSENTIAL THAT GENDER IS TAKEN INTO ACCOUNT’

This is based on the assumption that health problems experienced by women and men are experienced in 
the same way, or that gender-based differences between women and men do not have an impact on health. 
It is also reflective of assumptions that treatments, approaches and/or interventions will be equally appropriate 
and effective for both women and men. However, evidence demonstrates that this is not true, and that ignoring 
or minimising the impacts of gender can lead to greater health inequities for women and men (Department of 
Health and Human Services 2015). It is well established that women and men show different patterns in the 
prevalence, symptoms and treatment of many health problems, including cardiovascular disease, dementia, 
arthritis, osteoporosis, diabetes, and various forms of cancer (Australian Medical Association 2014).

It is essential that health practitioners consider the possible impacts of sex and gender when treating all health 
conditions, and not just those health conditions that are sex specific (such as health conditions related to 
hormones or reproductive organs). This includes the consideration of how biological sex and gender can interact 
to produce different and inequitable health outcomes for women and men. 

MYTHS ABOUT GENDER EQUITY AND 
COMMUNITY HEALTH SERVICES
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There is growing research and recognition among the medical and allied health community that when you treat 
a person’s condition, you should also consider the impact of sex and gender. For example, guidelines for the 
diagnosis and treatment of Chronic Obstructive Pulmonary Disease (COPD) are often the same for women 
and men, despite the fact that there are clinical differences in both women and men’s COPD symptoms, co-
morbidities, and response to therapies. This has resulted in under-diagnosis and/or delayed diagnosis of COPD in 
women. It is now advocated that healthcare professionals should recognise these gender differences to optimise 
assessment, monitoring and treatment (Cote and Chapman 2009; Aryal, Diaz-Guzman and Mannino 2014). 

MYTH: ‘GENDER EQUITY IS NOT A PROBLEM FOR FEMALE-DOMINATED 
INDUSTRIES AND/OR ORGANISATIONS THAT HAVE FEMALE LEADERS’

Gender equity is a key concern for all organisations, including those with a predominantly female workforce. 
Within the broader Australian labour force, gender inequities significantly affect women in female-dominated 
industries such as community health services – with female-dominated industries often having lower wages than 
other sectors, poorer employment conditions, and insecure job status (Payne 2009). 

Organisations with a high percentage of female staff can still demonstrate gender inequitable workplace 
practices and policies. These can include inequitable divisions in labour between female and male staff; 
inequitable practices in how work undertaken by female and male staff is valued, acknowledged, rewarded 
and remunerated; inequitable participation of women in decision-making and leadership positions; insufficient 
policies to support women’s access to professional development and promotion; a lack of flexible work 
arrangements and job-share opportunities; a lack of breastfeeding breaks and facilities; and a lack of carers 
leave and parental leave entitlements. 

Having women in leadership positions in an organisation does not guarantee that gender equity exists in a 
workplace. For example, if an organisation has women in leadership positions, this does not necessarily indicate 
that feminine and non-traditional styles of leadership are celebrated, acknowledged 
and rewarded. Organisations that have female leaders can still have a predominantly 
masculine workplace culture that rewards individuals who exhibit work styles consistent 
with traditionally masculine traits (authoritative, competitive, independent, dominant 
or aggressive), and penalises work styles consistent with traditionally feminine 
traits (collaboration, sharing of communal credit, teamwork and nurturing). 

Unconscious gender bias can also be a problem in female-dominated 
industries/organisations, as both women and men can hold individual 
biases and stereotyped perspectives about women’s and men’s capabilities, 
and can perpetuate barriers to women’s leadership in an organisation. 
Additionally, female staff occupying leadership positions within an organisation 
cannot be equated with an organisation having explicit long-term commitments 
to advancing gender equity in their strategic and organisational plans, or to their 
specific policies and practices around staff recruitment, professional development, 
and promotion, to ensure that there is sex parity in leadership roles across the 
organisation into the future.
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Biological sex: Refers to physical characteristics such as hormones, chromosomes and anatomy. People are 
generally described as male, female or intersex based on these characteristics (Women’s Health West 2014).

Gender: A broad term used to describe the socially constructed norms, roles, responsibilities and expectations 
that shape our understanding of what it means to be a woman or a man within a given society. Rigid understandings 
of gender reinforce power differences between women and men, which undermine women’s health, safety, 
wellbeing, and status in society. Additionally, those who challenge narrow conceptions of sex, gender and 
sexuality, experience more frequent discrimination, harassment and violence (Women’s Health West 2014).  

Gender blind: A gender-blind approach assumes that gender-based differences do not exist; minimises 
identified gender-based differences; or ignores gender norms, roles and relations. Consequently, a gender-blind 
approach fails to redress the different needs, opportunities and experiences of men, women and gender-diverse 
people. Gender-blind policy and practice often serves to reinforce and perpetuate gender-based discrimination 
and inequities (Nobelius 2004).

Gender sensitive: A gender-sensitive approach identifies and acknowledges gender differences, norms and 
roles and their impacts on access to power and resources. It involves incorporating a gender perspective into 
policy and practice, but does not necessarily take action to redress gender-based inequities (British Columbia 
Centre of Excellence for Women’s Health 2015). The ability to recognise the impacts of gender is an important 
precursor to undertaking action through a gender-responsive and gender-transformative approach.

Gender responsive: Gender-responsive policy and practice builds on a gender-sensitive approach, and 
then takes remedial action to respond to identified gender-based impacts, discrimination, bias and inequities. 
Gender-responsive actions stem from a gender-sensitive lens – they work to redress gender-based inequities by 
responding to the impacts of gender.

Gender transformative: A gender-transformative approach proactively and intentionally transforms and alters 
the underlying gender structures, norms and relations that perpetuate gender inequality. It involves actively 
challenging rigid gender roles, norms and imbalances in power between women, men and gender-diverse 
people. Gender-transformative practice also seeks to establish and strengthen the structures that promote 
diverse and equal gender roles, relations and norms (British Columbia Centre of Excellence for Women’s Health 
2015; Women’s Health Victoria 2012).

Gender equality: The realisation of equal and measurable outcomes for women, men and gender-diverse people. 
This includes equal representation; status and rights; establishing equal opportunities for all people to contribute to 
national, political, social and cultural development; and for all to benefit from these results (Women’s Health West 2014).

Gender equity: The process of being fair to women, men and gender-diverse people with the aim of achieving 
equal outcomes for all. To ensure fairness, measures must often be put in place to compensate for historical and 
social disadvantage that have prevented women and gender-diverse people from operating on a level playing 
field with men (Women’s Health West 2014). 

Gender analysis: A method for determining how gender norms, assumptions and expectations are reflected in 
policies, programs and services, and whether this results in different and inequitable outcomes and impacts for 
particular groups of women and men (Bacchi and Eveline 2010).

Intersectionality: The understanding that multiple aspects of identity influences an individual’s lived reality 
simultaneously. A person’s gender, race, sexual orientation, ability, class and other factors all interact with individual 
experiences, and contribute to unique experiences of privilege and oppression (Association for Women’s Rights 
in Development 2004).

DEFINITIONS
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TERMS

Sex-disaggregated data: Information that is cross-classified by sex – presenting separate information for 
females and males. This data is then analysed to provide an insight into the different roles, and general conditions 
of women and men in all areas of society (Women’s Health West 2014).

Social determinants of health: The social and economic conditions in which people are born, grow, live, work, 
and age. Broader social, economic and political forces, and the unequal distribution of power, resources and 
prestige in society, shape these conditions (World Health Organisation 2008). 

Gender stereotypes: Stereotypes are overly simplified assumptions that people who share a particular status 
group also share certain traits in common. Gender stereotypes therefore are overly simplified notions and 
generalisations of the traits that all women or men are assumed to possess (Women’s Health West 2013b).

Unconscious gender bias: The collection of unconscious knowledge and perspectives shaped by society and 
experiences that produce biased responses and decisions. Unconscious gender bias is specifically an individual’s 
biases and perspectives that they hold about a person, or group of people, based on their gender. The effects of 
unconscious gender bias are pervasive yet subtle. It can be difficult to detect, as people are often not aware of their 
own gender bias, because these biases are embedded in the cultural norms that shape who they are.  

In an effort to promote readability and cohesion, specific words have been chosen and used consistently 
throughout this guide to describe roles and positions. Every community health service, and even every reader, will 
use different terms that are either prescribed by their organisation or because they find other terms problematic. 
Please substitute your own terms when using this guide. The following is a definition and explanation for the 
terms that have been used throughout this guide.

Client: The term client is used to refer to people from the community who require and/or engage with the services 
offered by community health services. It has been recognised that the term client can imply a power imbalance 
between the person receiving the service and the person facilitating or delivering the service. However, in this 
guide, the term client is not intended to perpetuate that power imbalance, but has been chosen as a term that is 
universally recognised in the community health services sector.

Community: The term community refers to the larger context of the local community that the community health 
centre resides within.

Staff: The term staff is used to refer to all community health service employees, ranging from direct-service 
workers to senior-level executives. 

Practitioner: The term practitioner is used when referring to an individual community health service provider 
such as a dietician or diabetes educator. Terms that are synonymously used within the sector are clinician, 
physician and service provider.
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