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Background
The Action for Equity partnership
The Action for Equity partnership comprises fourteen organisations, working in collaboration
to redress the social determinants of sexual and reproductive health inequity across
Melbourne’s west. This work is guided by our current regional strategy Action for Equity: A
sexual and reproductive health plan for Melbourne’s west 2018-2022.

Women’s Health West
Women’s Health West is the lead agency for the Action for Equity Partnership. Women’s
Health West provides specialist family violence services to women and their children and
delivers prevention programs that promote equity and justice for women and girls in
Melbourne’s west. For over two decades, our health promotion unit has worked to generate
the social and cultural change needed to achieve optimal sexual and reproductive health in
our region.

Western region demographics
The western metro region is made up of seven local government areas (LGAs) including
Brimbank, Hobsons Bay, Maribyrnong, Melton, Moonee Valley and Wyndham and the City of
Melbourne.
The communities of the west are diverse, with 55% of residents in the region born overseas,
and 39.7% of residents speaking only English at home (Australian Bureau of Statistics, 2017).
Brimbank and Wyndham are among the top five most diverse LGAs in Victoria, a statistic
based on the percentage of residents born overseas (Department of Premier and Cabinet,
2017). Alongside the dynamism and opportunity this diversity presents, the west is also a
region that experiences greater disadvantage, when compared to the state average
(Australian Bureau of Statistics, 2017).
In comparison to Greater Melbourne, the western region is at greater socio-economic
disadvantage, as represented by the Socio-Economic Indexes for Areas (SEIFA). The
Australian Bureau of Statistics (ABS) produced SEIFA to rank areas in Australia according to
relative socio-economic advantage and disadvantage. A higher score on the index represents
a lower level of disadvantage, whilst a lower score on the index indicates a higher level of
disadvantage. In 2016, the SEIFA rating of Greater Melbourne was 1021 and, with the
exception of Moonee Valley, all LGAs in the west fell below this standard. Brimbank reported
the greatest disadvantage with a rating of (921), followed by Melton (994), Maribyrnong (995),
Wyndham (1009), Hobsons Bay (1015) and Moonee Valley (1035). The indexes use
information from the Census of Population and Housing, such as low income, low educational
attainment, high unemployment, and jobs in relatively unskilled occupation (ABS, 2017).
In 2016, 7.5% of young people aged 15 -24 in Greater Melbourne were not engaged in
employment and/or education. Levels of disengagement were higher in Melbourne’s west with
Brimbank, Hobsons Bay, Melton and Wyndham all reporting significantly higher rates of
disengaged youth.
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Table 1 highlights the cultural diversity and general demographics of the western metropolitan
region of Melbourne, pertaining to median age of residents and the number of young people
in the west (including those that are disengaged from employment or education).
Table 1: Demographics by local government area (LGA) as represented in 2016 Census
LGA

Median
age
(years)

Young
people^
(%)

Born
overseas
(%)

Aboriginal
and/or Torres
Strait
Islander (%)
0.5

Disengaged
youth*
(%)

34

NonEnglish
speaking at
home (%)
32

36

13.4

35

14.1

47.8

58

0.4

10.3

Hobsons
Bay
Maribyrnong

38

11.0

30

29

0.6

9.5

33

13.2

40

42

0.5

7.1

Melton

33

13.0

30

32

0.9

10.9

Moonee
Valley
Wyndham

38

12.2

28

30

0.4

5.5

32

12.1

41

41

0.8

10.8

Greater
Melbourne
Brimbank

7.5

^Aged 15 -24 years
*Aged 15 -24 years and not employed or attending an education institute

Sexual and reproductive inequity in the west
Sexual and reproductive health (SRH) is a fundamental contributor to people’s optimal health
and wellbeing (World Health Organisation (WHO), 2010). Although Victoria’s population is
among the healthiest in the world, the burden of disease associated with sexual and
reproductive ill health continues to rise (Women’s Health Victoria (WHV), 2020). Data shows
there are increasing rates of sexually transmitted infections (STIs), low uptake of
contraception, low rates of cervical screening, as well as a lack of access to quality healthcare
and health education.
The west is disproportionately impacted by poor SRH health outcomes. These outcomes are
influenced by SRH inequities, the term used to describe health inequalities that are socially
produced, avoidable, unfair and systematic in their unequal distribution across the population
(WHO 2015; VicHealth 2015).
Table 2 outlines SRH outcomes in western region LGAs, as compared to the state average,
with the highlighted cells representing the domains that are higher than the state average.
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Table 2: Sexual and reproductive health outcomes, by local government area (LGA) 2018
LGA

Chlamydia
rates
females
(per
10,000)
20.8

Gonorrhoea
rates males
(per 10,000)

Gonorrhoea
rates
females
(per 10,000)

-

Chlamydia
rates
males
(per
10,000)
18.1

Hep B
rates
females
(per
10,000)
1.0

HIV
rates
males
(per
10,000)
0.4

HIV
rates
females
(per
10,000)
0.1

Cervical
screening
rates
(%)

2.1

Hep B
rates
males
(per
10,000)
1.0

57.8

Teen
birth
rates
(per
1000)
10.6

6.6

Brimbank

10.2

20.53

19.4

10.81

2.47

4.48

2.37

0.41

0.13

53.0

9.20

Hobsons
Bay

10.4

18.81

18.14

10.25

2.70

1.35

0.9

0.28

0.0

59.4

7.06

Maribyrnong

10.8

31.96

24.06

14.46

2.43

4.25

2.55

0.73

0.0

54.9

6.33

Melton

10.6

26.58

29.46

9.75

5.54

2.36

1.18

0.44

0.18

50.3

14.12

Moonee
Valley

10.1

14.23

13.28

10.97

3.26

1.03

0.6

0.60

0.0

58.6

1.83

Wyndham

10.1

17.55

19.90

5.76

2.35

3.50

2.63

0.55

0.0

49.2

11.11

Melbourne

60.3

73.03

58.99

48.69

8.61

3.38

3.75

1.84

0.0

37.9

1.56

State
average

1.
2.
3.
4.

Syphilis
rates
(per
10,000)

Chlamydia, gonorrhoea, Hepatitis B, HIV, cervical screening and teen birth rates sourced from the Women’s Health Atlas
Teen birth rate data is for the two-year period 2016-2017
Cervical screening rates are based on the percentage of eligible women (20-69 years) who had a pap smear within the two-year period 2015 -16
Syphilis data from the Department of Health and Human Services 2019 – surveillance report. Note: This data has not been disaggregated by sex
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Data to inform Municipal Public Health and Wellbeing and
Health Promotion Planning for the West
The following section summarises relevant SRH data for each LGA in the western metropolitan
region of Melbourne. This data is from 2018 and earlier and features the most recent data
available from Women’s Health Atlas and the Australian Bureau of Statistics. This data can
be used to inform Municipal health and wellbeing planning and health promotion specifically
actions that address identified SRH priority areas. A more detailed report, comparing data
from each LGA to previous years is available at www.victorianwomenshealthatlas.net.au.

LGA specific data for the west
City of Brimbank
In 2019, the estimated population of the City of Brimbank was 209,523. The population of
Brimbank is expected to continue increasing.
According to 2016 Census data, in Brimbank:






25-29 year olds comprised the largest age group.
48% of residents were born overseas, compared with 34% in Greater Melbourne
0.4% of residents identified as Aboriginal or Torres Strait Islander.
58% of residents reported that they did not speak English at home, compared to 32%
reporting the same in Greater Melbourne.
In the 2016 census, 13.4% of residents reported that they did not speak English well, or at
all. This compares with 5.6% in Greater Melbourne

(ABS, 2017)
Fertility rates and teenage birth
The overall fertility rate in Brimbank was 1.9 per 1000 people. This is higher than the metro
west average of 1.7 per 1000.
The most recent data available for teenage birth (2017), records a rate of 9.2 per 1000 in
Brimbank. This is higher than the metro west average of 7.3 per 1000 and slightly lower than
the state average of 10.6 per 1000.
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Cervical screening
Cervical screening participation in Brimbank during the two-year period 2015-16 was at 53.0%.
This is higher than the metro west average of 51.9%, but below the state average of 57.8%.

STIs and blood borne virus (BBVs)
Chlamydia
The latest chlamydia data for Brimbank shows that the rate in females of 19.4 per 10,000
individuals was below both the state and metro west average.
In males, the rate in Brimbank is 20.53 per 10,000, which was above the state average of 18.1
per 10,000, but below the metro west average of 29.0 per 10,000.
However, when the data is assessed across a longer time frame, a significant increase in
chlamydia is evident. This is particularly the case for males in Brimbank, for whom rates have
increased by almost 60% since 2014.

Gonorrhoea
Brimbank recorded rates of gonorrhoea in females at 2.47 per 10,000, which was slightly
higher than the state average of 2.1 per 10,000. This is below the metro west average for
females which, at that time, was 3.9 per 10,000. However, rates in males were significantly
higher in Brimbank (10.81 per 10,000) than the state average of 6.6 per 10,000.
When assessed over a longer timeframe, the significant increase in gonorrhoea notifications
in Brimbank (and across the board) becomes clearer. Between 2014 -2018, the state average
7

for males doubled, while rates for females increased by 200%. The metro west average has
also increased for males and females, by 125% and 144%, respectively.
In Brimbank the rates of gonorrhoea notifications for females has increased by 89% since
2014, with the rates in males increasing by 200% over the same time frame.

Hepatitis B
In Brimbank, rates of Hepatitis B are higher than the state and metro west average in males
and females. Rates in Brimbank were more than double the state average for females and
over four times the state average for males.

Human Immunodeficiency Virus (HIV)
Female rates of HIV in Brimbank were 0.13 per 10,000. This was higher than both the metro
and state average. In males, the HIV rate in Brimbank was 0.41 per 10,000 which was lower
than the metro west average and equal to the state average for males.
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City of Hobsons Bay
In 2019, the estimated population of Hobsons Bay was 97,751. The population of Hobsons
Bay is expected to continue increasing.
According to 2016 Census Data, in Hobsons Bay:






30-34 years olds comprised the largest age group.
30% of residents were born overseas, compared with 34% in Greater Melbourne.
0.6% of residents identified as Aboriginal or Torres Strait Islander.
29% of residents reported that they did not speak English at home, compared to 32%
reporting the same in Greater Melbourne.
In the 2016 census, 5% of residents reported that they did not speak English well, or at all.
This compares with 5.6% in Greater Melbourne.

(ABS, 2017)
Fertility rates and teenage birth
The overall fertility rate for Hobsons Bay was 1.96 per 1000. This was higher than the metro
west average of 1.7 per 1000.
The most recent data available for teenage birth (2017) records a rate of 7.06 per 1000 in
Hobsons Bay. This is slightly below the metro west average of 7.3 per 1000 and below the
state average of 10.6 per 1000.

Cervical screening
Cervical screening participation in Hobsons Bay during the two-year period 2015-16 was at
59.4%. This is above the metro west average of 51.9% and the state average of 57.8%.
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STIs and BBVs
Chlamydia
The latest chlamydia data for Hobsons Bay shows that the rate in females of 18.14 per 10,000
was below both the state and metro west average.
In males, the rate in Hobsons Bay was 18.81 per 10,000, which is above the state average of
18.1 per 10,000, but below the metro west average of 29.0 per 10,000.
However, when the data is assessed across a longer time frame, a significant increase in
chlamydia is evident. This is particularly the case for males in Hobsons Bay, for whom rates
have increased by almost 30% since 2014.

Gonorrhoea
In 2018, Hobsons Bay recorded rates of gonorrhoea in females at 2.70 per 10,000. This was
below the metro west state average of 3.9 per 10,000, but slightly higher than the state
average of 2.1 per 10,000.
Rates in males were higher, with the Hobsons Bay average at 10.25 per 10,000. Again, this
was lower than the metro west average of 15.8 per 10, 000, but more than double the state
average of 6.6 per 10,000.
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When considered over a longer time frame, a significant increase in gonorrhoea notifications
in Hobsons Bay is evident, with the rates of gonorrhoea notifications for females increasing
by 225% since 2014, and rates for males increasing by 153% over the same period.
Hepatitis B
In Hobsons Bay, rates of Hepatitis B notifications for females were 0.90 per 10,000, which is
below both metro west and state averages. In males, the rate in Hobsons Bay was 1.35 per
10,000, which is below the metro west average of 2.9 per 10,000 but almost three times state
average of 1.0 per 10,000.

HIV
Hobsons Bay reported zero notifications of HIV among females, which corresponds with the
metro west average and is below the state average. Among males, the HIV rate was 0.28
per 10,000. This was lower than both metro west and state averages for males, which stood
at 0.7 per 10,000 and 0.4 per 10,000, respectively.
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City of Maribyrnong
In 2019, the estimated population of the City of Maribyrnong was 93,448. The population of
Maribyrnong is expected to continue increasing.
According to 2016 Census data, in Maribyrnong:






25-29 year olds comprised the largest age group.
40% of residents were born overseas, compared with 34% in Greater Melbourne.
0.5% of residents identified as Aboriginal or Torres Strait Islander.
41.7% of residents reported that they did not speak English at home, compared to 32%
reporting the same in Greater Melbourne.
In the 2016 census, 9.2% of residents reported that they did not speak English well, or at
all, compared with 5.6% in Greater Melbourne.

(ABS, 2017)
Fertility rates and teenage birth
The overall fertility rate for Maribyrnong was 1.6 per 1000, which was lower than the metro
west average of 1.7 per 1000.
The most recent data available for teenage birth (2017) records a rate of 6.33 per 1000 in
Maribyrnong, which is below both metro west and state averages.

Cervical screening
Cervical screening participation in Maribyrnong during the two-year period 2015-16 was at
54.9%. This is above the metro west average of 51.9% and below the state average of 57.8%.
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STIs and BBVs
Chlamydia
The latest chlamydia data for Maribyrnong shows that the rate in females of 24.06 per 10,000
was below the metro west average of 26.2 per 10,000, but higher than the state average of
20.8 per 10,000.
In males, the rate in Maribyrnong was 31.96 per 10,000, which is slightly higher than the metro
west average of 29.0 per 10,000 and significantly higher than the state average of 18.1 per
10,000.
When the data is assessed across a longer time frame, a significant increase of chlamydia in
Maribyrnong is evident. This is particularly the case for males, for whom rates have increased
by 35% since 2014.

Gonorrhoea
In 2018, Maribyrnong recorded rates of gonorrhoea in females at 2.43 per 10,000, which was
below the metro west average of 3.9 per 10,000, but slightly higher than the state average of
2.1 per 10,000.
Rates in males were higher, with the Maribyrnong average at 14.46 per 10,000. This is slightly
lower than the metro west average at 15.8 per 10,000, but more than double the state average
of 6.6 per 10,000.
When considered across a longer time frame, a significant increase in gonorrhoea
notifications in Maribyrnong is evident, with rates of gonorrhoea notifications for females

13

increasing by nearly 120% since 2014 and rates for males increasing by 103% over the
same period.

Hepatitis B
In Maribyrnong the female rate of Hepatitis B was 2.55 per 10,000, which is above the metro
average and more than double the state average. In males, the rate in Maribyrnong was 4.25
per 10,000, which was above the metro west average of 2.9 per 10,000 and over four times
the state average of 1.0 per 10,000.

HIV
Maribyrnong reported zero cases of HIV among females, which corresponds with the metro
west average and is below the state average.
Among males, the HIV rate in Maribyrnong was 0.73 per 10,000 which is close to the metro
west average of 0.7 per 10,000, but notably higher than the state average of 0.4 per 10,000.
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City of Melton
In 2019, the estimated population of the City of Melton was 164,895. The population of Melton
is expected to continue increasing.
According to 2016 Census data, in Melton:






5-9 year olds comprised the largest age group.
30% of residents were born overseas, compared with 34% in Greater Melbourne.
0.5% of residents identified as Aboriginal or Torres Strait Islander.
32% of residents reported that they did not speak English at home, which is consistent
with those reporting the same in Greater Melbourne.
In the 2016 census, 3.9% of residents reported did not speak English well, or at all,
compared with 5.6% in Greater Melbourne.

(ABS, 2017)

Fertility rates and teenage birth
The overall fertility rate for Melton was 2.06 per 1000, which was higher than the metro west
average of 1.7 per 1000.
The most recent data available for teenage birth (2017), records a rate of 14.12 per 1000 in
Melton. This is more than double the metro west average and is also considerably above the
state average of 10.6 per 1000.

Cervical screening
Cervical screening participation in Melton during the two-year period 2015-16 was at 50.3%.
This is below both the metro west average of 51.9% and the state average of 57.8%.
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STIs and BBVs
Chlamydia
The latest chlamydia data for Melton shows that the female rate of 29.46 per 10,000 was
above the metro west average of 26.2 per 10,000 and above the state average of 20.8 per
10,000.
In males, rates in Melton were 26.58 per 10,000, which is below the metro west average of
29.0 per 10,000, but significantly higher than the state average of 18.1 per 10,000.
When the data is considered across a longer time frame, a significant increase in chlamydia
notifications in Melton is evident, with rates for males increasing by 78% since 2014, and rates
in females increasing by 48% over the same period.

Gonorrhoea
Melton recorded rates of gonorrhoea in females at 5.54 per 10,000, which was higher than
both the metro west average of 3.9 per 10,000 and the state average of 2.1 per 10,000.
Rates in males were significantly higher, with the Melton average at 9.75 per 10,000. This
average was below the metro west average in males of 15.8 per 10,000 but higher than the
male state average of 6.6 per 10,000.
When the data is considered over a longer time frame, there is evidence of a significant
increase in gonorrhoea notifications in Melton, with rates for females increasing by 304% since
2014 and rates in males increasing by 233% over the same period.

16

Hepatitis B
In Melton, the female rate of Hepatitis B was 1.18 per 10,000, which was above both the metro
west average of 2.0 per 10,000 and the state average of 1.0 per 10,000.
In males, the rate in Melton was 2.36 per 10,000, which was below the metro west average of
2.9 per 10,000, but more than double and the state average of 1.0 per 10,000.

HIV
In Melton, rates of HIV notifications for females were 0.18 per 10,000, which is higher than the
metro west average of 0.0 and the state average of 0.1 per 10,000. In males, rates of HIV in
Melton were 0.44 per 10,000. This is below the metro west average and comparable with the
state average.
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City of Moonee Valley
In 2019, the estimated population of the City of Moonee Valley was 130,294. The population
of Moonee Valley is expected to continue increasing.
According to 2016 Census data, in Moonee Valley:






30-34 year olds comprised the largest population group.
28% of residents were born overseas, compared with 34% in Greater Melbourne.
0.4% of residents identified as Aboriginal or Torres Strait Islander.
29.7% of residents reported that they did not speak English at home, compared to 32%
reporting the same in Greater Melbourne.
In the 2016 census 4.7% of residents reported that they did not speak English well, or at
all, compared with 5.6% in Greater Melbourne.

(ABS, 2017)
Fertility rates and teenage birth
The overall fertility rate for Moonee Valley was 1.5 per 1000, which is below the metro west
average of 1.7 per 1000.
The most recent data available for teenage birth (2017), records a rate 1.83 per 1000 in
Moonee Valley, which is significantly lower than both the metro west average of 7.3 and the
state average of 10.6 per 1000.

Cervical screening
Cervical screening participation in Moonee Valley during the two-year period 2015-16 was at
58.6%. This is above the metro west average of 51.9% and the state average of 57.8%.

18

STIs and BBVs
Chlamydia
The latest chlamydia data for Moonee Valley shows that the rate in females of 13.28 per
10,000 was half the metro west average of 26.2 per 10,000 and significantly below the state
average of 20.8 per 10,000.
In males, the rate in Moonee Valley was 14.23 per 10,000, which is lower than the metro west
average of 29.0 per 10,000 and below the state male average of 18.1 per 10,000.
Even though rates of chlamydia have generally increased in the region and across the state
since 2014, rates of chlamydia in Moonee Valley have remained stable in males and have
decreased in females.

Gonorrhoea
Moonee Valley recorded rates of gonorrhoea in females at 3.26 per 10,000, which was just
lower than the female metro west average of 3.9 per 10,000, but higher than the female state
average of 2.1 per 10,000.
Rates in males were significantly higher, with the Moonee Valley average at 10.97 per 10,000.
This average was below the metro west average in males of 15.8, but notably higher than the
male state average of 6.6 per 10,000.
When the data is considered over a longer time frame, a significant increase in gonorrhoea
notifications in Moonee Valley is evident, with rates for females increasing by nearly 169%
since 2014 and rates in males increasing by over 200%, during the same time period.
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Hepatitis B
In Moonee Valley, the female rate of Hepatitis B was 0.6 per 10,000, which was below the
metro west average of 2.0 per 10,000 and the state average of 1.0 per 10,000. In males, the
rate was 1.03 per 10,000, which was below the metro west average of 2.9 and just above
the state average of 1.03 per 10,000.

HIV
There were zero notifications of HIV for females in of Moonee Valley. This is consistent with
the metro west average.
In males, rates of HIV in Moonee Valley were 0.6 per 10,000. This was the slightly lower than
the metro west average of 0.7 per 10,000, and slightly higher than the state average of 0.4
per 10,000.
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City of Wyndham
In 2019, the estimated population of the City of Wyndham was 270,487. The population of
Wyndham is expected to continue increasing.
According to 2016 Census data, in Wyndham:






30-34 year olds comprised the largest age group.
41% of residents were born overseas, compared with 34% in Greater Melbourne.
0.8% of residents identified as Aboriginal or Torres Strait Islander.
41% of residents reported that they did not speak English at home, compared to 32%
reporting the same in Greater Melbourne.
In the 2016 census 5.7% of residents reported that they did not speak English well, or at
all, compared with 5.6% in Greater Melbourne.

(ABS, 2017)
Fertility rates and teenage birth
The overall fertility rate for Wyndham was 2.20 per 1000, which is above the metro west
average of 1.7 per 1000.
The most recent data available for teenage birth (2017), records a rate of 11.11 per 1000 in
Wyndham. This is considerably higher than the metro west average and slightly higher than
the state average.

Cervical screening
Cervical screening participation in Wyndham during the two-year period 2015-16 was at
49.2%. This is below both the metro west average of 51.9% and the state average of 57.8%.
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STIs and BBVs
Chlamydia
The latest chlamydia data for Wyndham shows that the rate in females of 19.9 per 10,000
which is below the metro west average of 26.2 per 10,000 and just below the state average of
20.8 per 10,000. In males, the rate in Wyndham was 17.55 per 10,000, which is significantly
lower than the metro west average of 29.0 per 10,000 and below the state male average of
18.1 per 10,000.
However, when the data is assessed across a longer time frame, an increase in chlamydia
among males in Wyndham is evident, with notifications increasing by nearly 20% since 2014.
It should also be noted that rates among females have shown a slight decrease of 6% over
the same period.

Gonorrhoea
In 2018, Wyndham recorded rates of gonorrhoea in females at 2.35 per 10,000. This was
below the metro west average of 3.9 per 10,000 and slightly higher than the state average of
2.1 per 10,000.
Rates in males were higher, with the Wyndham average at 5.76 per 10,000. This was still
significantly below the metro west average of 15.8 per 10,000 and slightly below the state
average of 6.6 per 10,000.
However, when considered over a longer time frame, an increase in rates of gonorrhoea in
Wyndham is evident, with notifications for females increasing by over 50% since 2014, and
rates in males increasing by 37% over the same period.
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Hepatitis B
In Wyndham, the female rate of Hepatitis B was 2.63 per 10,000, which was above the metro
west average of 2.0 per 10,000 and above the state average of 1.0 per 10,000. In males, the
rate was 3.5 per 10,000, which was above both the metro west and state average in males.

HIV
There were zero cases of HIV in female residents of Wyndham. This is consistent with the
female metro west average. In males, rates of HIV in Wyndham were 0.55 per 10,000. This
was slightly lower than the metro west average of 0.7 per 10,000 and slightly higher than the
state average of 0.4 per 10,000.

23

SRH: priority areas and populations
This section of the report will provide further information about current SRH priorities in
Victoria, including those that have a disproportionate impact on communities in Melbourne’s
west.
Sexually transmissible infections (STIs)
Chlamydia
Chlamydia is the most common notifiable infection in Victoria. In 2018, there was a record
high of 26,112 cases, which is a 3.7% increase in notifications from 2017. The highest number
of new cases are in the 20-24 age group (WHV, 2020).
Gonorrhoea
There were 8,165 cases of gonorrhoea in Victoria in 2018. The number of gonorrhoea
notifications for women increased by 21% compared to 2017. In women, most notifications
were aged 20-24 and most notifications for men were aged 25-29 (WHV, 2020).
Syphilis
Rates of syphilis have increased exponentially in Victoria, reaching a record high in 2019.
There has been an increase in diagnoses in women and, for the first time since 2004, there
were four confirmed cases of congenital syphilis in 2018, including two foetal deaths (DHHS,
2019). Populations at greater risk of syphilis include people with multiple sexual partners,
travellers returning from countries where syphilis is more prevalent, people who inject drugs,
sex workers and Aboriginal and Torres Strait Islander communities. In 2019, rates of syphilis
in Aboriginal and Torres Strait Islander populations were at 90 per 100,000 people, compared
with 26.7 per 100,000 in non-Indigenous populations. This compares with 2014 rates of 16.9
per 100,000 amongst Aboriginal and Torres Strait Islander communities and 10.0 in nonIndigenous communities (DHHS, 2019).
Blood Borne Viruses (BBVs)
Hepatitis B
Rates of Hepatitis B have fallen in recent years, which could be attributed to increased efforts
to provide priority populations with vaccinations and treatment (AIHW, 2019). There were
1,769 notifications of Hepatitis B in Victoria in 2018. With an estimated 61,400 Victorians living
with Hepatitis B, up to 38% of Australian cases remain undiagnosed (WHV, 2020). Hepatitis
B disproportionately affects economically and socially marginalised populations including
people born overseas, Aboriginal and Torres Strait Islander community members and people
who are incarcerated.
HIV
Rates of HIV have been relatively stable in Australia over the past decade (AIHW, 2019), as
is represented in the above LGA data summaries. In the last ten years, the proportion of HIV
notifications by sex has remained at 10% for women, compared with 90% for men. There was
a total of 269 HIV notifications in 2018, of which 28 were women (WHV, 2020). The proportion
of HIV notifications people born overseas increased in 2018 to 45%, compared with 41% in
2017 (WHV, 2020). There were no notifications in 2018 among Aboriginal and Torres Strait
Islander women, however, male notifications comprised 1.5% of the Victorian total.
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HIV notifications attributable to male-to-male sex have decreased in proportion, to 60%, which
could be due to the availability and increase of preventative measures such as pre-exposure
prophylaxis (PrEP) and increased testing (WHV, 2020). The decrease in notifications from
men who have sex with men has resulted in a relative increase in the proportion of notifications
from women and heterosexual men. It has been identified that women are more likely to be
diagnosed later than men, with more established HIV infection, and antiretroviral treatment is
more likely to cause side effects in women, including the impairment of contraception (WHV,
2020).

Young people’s perceptions of STIs and BBVs
The National Survey of Australian Secondary Students and Sexual Health (2018), found that
students perceive their risk of contracting an STI, or BBV as low. Only 12.6% believed it ‘likely’
or ‘very likely’ they would ever get an STI (Fisher et al, 2019). This data highlights the
importance of sexual health education, awareness of STI prevention and improved awareness
of and accessibility to testing. For further information about specific STIs and BBVs, including
health implications, transmission and prevention, please visit the Women’s Health Atlas
website.
Fertility rates and teenage birth
In Victoria, 1.3% of women giving birth in 2017 were under the age of 20. Across all Victorian
LGAs, the average teenage birth rate for the two-year period 2016-17 was 10.63 live births
per 1000 women aged 13-19. This is a 43% decline compared with the 2011-12 two-year
period (WHV, 2020). These rates in Victoria reflect the long term, gradual decline of teenage
birth rates Australia-wide.
Improved sexuality education and availability of effective contraception has significantly
contributed this decline (WHV, 2020). A large body of literature indicates that teenage
motherhood is associated with an increased risk of poor social, economic and health
outcomes. Although many young women have positive experiences of pregnancy and
parenting, they are less likely to be aware of and to access antenatal services, are less likely
to be financially secure and are more likely to experience pregnancy and childbirth
complications, compared with older mothers (WHV, 2020).

Contraception use
Oral contraception is the most prescribed contraceptive method for Australian women;
however, health professionals recommend Long Acting Reversible Contraception (LARC) as
the most effective. LARC includes the intrauterine device (IUD) and the implant, commonly
known by its brand name, Implanon. Despite being a highly effective contraception, uptake of
LARC is relatively low in Australia and access is particularly limited in rural and regional areas.
Increasing awareness and uptake of LARC is a priority within the Victorian women’s sexual
and reproductive health key priorities 2017-2020 (WHV, 2020).
A survey conducted in 2018 by WHW to explore women’s experiences of SRH, including SRH
services in Melbourne’s west, asked 248 respondents about their preferred contraceptive
method. The majority of the sample (41%) identified condoms as their preference. Other
identified methods included, the oral contraceptive pill (23%), an intrauterine device (16%),
withdrawal method (10%) and ‘other’ (including vasectomy, tubal ligation, tracking cycles and
diaphragms). Of the responding sample, 20% did not use contraception, including 1.5% who
identified as same-sex attracted (WHW, 2018).
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The below graphs show the rates of Implanon and IUD insertions in 2018, per 1000 females
residing in each LGA of the west. The rate includes processed Medicare claims; however, it
does not include services provided at public hospitals, including emergency departments of
public hospitals.
Implanon

Intrauterine device

Contraception use in young people
The National Survey of Australian Secondary Students and Sexual Health reported that most
sexually active students used contraception. Most students (62%) reported having ‘always’ or
‘often’ used condoms in the past year, and 56.9% used a condom during their most recent
sexual encounter.
A total of 75% of respondents had used a condom the first time they had vaginal sex (Fisher
et al, 2019). Students largely (68.2%) believed that their peers regularly used condoms,
though the actual rate of use reported by their peers was lower (62%). In terms of
contraception, the most common methods were condoms (53.5%), followed by the oral pill
(41%). A small number of students relied on an IUD (1.5%). This data provides a helpful insight
into sexual health knowledge and behaviours of young people and can inform the development
of sexuality education programs and sexual health interventions (Fisher et al, 2019).
Cervical screening
As of 2017, cervical screening is the method used for the prevention and early detection of
cervical cancer. Prior to this, the recommended screening method was a Pap Smear which
was conducted every two years, to detect cell changes in the cervix. The Cervical Screening
Test is required every five years and detects the presence of human papilloma virus (HPV),
which is the cause of most cell changes in the cervix (WHV, 2020).
In Victoria, the average participation rate for the two-year period 2014-15 was 60.5%. Among
women in Victoria who develop cervical cancer, 90% did not attend regular cervical screening.
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The incidence of cervical cancer in Aboriginal and Torres Strait Islander women is over twice
that of non-Indigenous women and the mortality rate is more than three times higher than the
non-Indigenous rate (AIHW, 2019).
Research shows that many women experience significant barriers to accessing regular
screening and that service provision is often not responsive to and respectful of women’s
diverse needs (WHW, 2017). Barriers to screening participation include, a lack of awareness
regarding the screening process, a lack of access to appropriate health professionals,
embarrassment and cultural and gendered norms about preventative health.
Female Genital Cutting (FGC)
Female genital cutting (FGC) is defined by the World Health Organisation (WHO) and the
United Nations (UN) as ‘the partial of total removal of the female external genitalia or other
injury to the female genital organs for non-medical reasons.’ The practice is deeply rooted in
tradition and is conducted in 28 African countries and in some parts of Asia and the Middle
East. The exact rates of FGC are unknown; however, the United Nations estimates that,
globally, 200 million women and girls have experienced FGC (UNICEF, 2016).
While there is no available data on prevalence of FGC in Australia, there are approximately
53,000, people living in Australia who were born in countries where FGC is prevalent (AIHW,
2019). The western region of Melbourne is home to significant number of Victorian’s African,
Asian and Middle Eastern communities and, for many, FGC is still common practice in their
country of birth.
FGC is a gender-based health and human rights violation. Working with FGC affected
communities to eliminate the practice is a long-term project that encompasses strengthening
community knowledge about the health consequences of FGC and increasing access to
responsive SRH services. The Family and Reproductive Rights Education Program
(FARREP) aims to build the capacity and expertise of mainstream and specialist SRH services
to respond to the needs of women affected by, or at risk of, FGC. Key intervention points for
local governments and SRH healthcare providers include participation in professional
development opportunities led by the FARREP partnership. Further to this, specialist SRH
education that is responsive to the experience of FGC is essential and can also be provided,
in schools and community settings, by SRH experts working in the FARREP program.
Sexuality education
The 2018 National Survey of Australian Secondary Students and Sexual Health found that
students had low confidence and satisfaction in their formal sexuality education, with only
7.8% describing their relationships and sexuality education as ‘very’ or ‘extremely’ relevant
(Fisher et al., 2019). Students reported that the education they received at school lacked
representation of LGBTIQ+ relationships and health issues, and that many schools had an
abstinence only and religious doctrine approach to the program. Responses relating to the
sexuality education students received included:
“I was left with still so many questions. I had to watch porn to understand what exactly
sex was.” (Female, 17, heterosexual, Year 11, Victoria)
“It doesn’t tell us the real stuff about sex and as much as they tell people to use
condoms and not have underage sex they’re still going to do it so they may as well
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educate us on what it’s really going to be like and what to expect.” (Female, 15,
heterosexual, Year 10, Western Australia)
Students wanted their sexuality education to be more engaging and affirming, to be delivered
more often and by well trained teachers, or external professionals who are comfortable with
the topic (Fisher et al., 2019).
Research shows that lower levels of education around sexuality is associated with earlier
sexual experiences and greater sexual risk taking (Fisher et al., 2019). It is important for
students to receive comprehensive sexuality education that is contemporary and includes a
wide range of content, reflective of their lived experience and the diversity of the community.
This will ensure that students receive relevant, engaging education, gain improved
perceptions of risk, learn preventative strategies to mitigate risk and experience improved
sexual health outcomes (Fisher et al., 2019).
Abortion access
Around 1 in 4 women in Australia will have an abortion in their lifetime. It is also estimated that
80,000 abortions are performed each year in Australia, and approximately 34% of women
aged 20-29 years who have ever been pregnant have had an abortion (Family Planning
Victoria (FPV), 2019). Current data, while limited, does suggest that the abortion rate in
Australia is decreasing, which could be attributable to increased uptake of LARC (FPV, 2019).
Abortion has been decriminalised in Victoria since 2008 and RU486, also referred to as
medication termination of pregnancy (MTOP), has been listed on the PBS since 2011, as an
alternative to surgery for women in the first nine weeks of pregnancy. The most well-known
method of MTOP uses mifepristone, in combination with misoprostol to end a pregnancy.
MTOP is the preferred method of termination for nearly 50% of women worldwide who
experience an unwanted pregnancy. The procedure is as simple and safe as a surgical
termination.
Safe access to abortion is good public health practice and plays an important role in supporting
women’s broader health and wellbeing. Access to safe reproductive health and abortion
services has lifelong impacts for women’s ability to participate equally in work and community
life (Taylor E, Vu, A 2013). However, despite the legal status of abortion in Victoria financial
and other barriers to accessing surgical abortion and MTOP remain. Most women seeking a
surgical termination of pregnancy must pay for abortions at private clinics. Moreover,
pervasive stigma still exists around abortion access and many women are not aware of their
options.
In 2018, WHW conducted an online survey to determine women’s experiences of SRH,
including SRH services, in Melbourne’s west (WHW, 2018). The survey also aimed to gain an
understanding of women’s awareness, knowledge and attitudes towards both medical and
surgical abortion. A total of 248 participants completed the online survey, of which 78%
reported that, in a case of unwanted pregnancy, a general practitioner (GP) would be their
first point of contact/support, whilst 13% did not know where they would go, in the event of an
unplanned pregnancy. Free text responses included the ‘Royal Women’s Hospital’, ‘the
internet’ or ‘a friend’.
Despite having heard of MTOP, 61% of women had little to no knowledge about the process,
highlighting that interventions to increase community understanding of abortion options and
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are required. Women identified that access to medical abortion would be easier if services
were near one another (100%), open after hours (98%), bulk billed (98%), free of charge (97%)
and in the same location (98%).
Over half (57%) of respondents stated that they would feel comfortable to access a medical
abortion, if needed and identified the following reasons for considering MTOP as positive
option:
 Seems less invasive that surgical (79.2%)
 Can be accessed from a GP (77.2%)
 No need for surgery or anaesthetic (73.3%)
 More private than surgical abortion (66.3%)
 Can be done at home (62.4%)
In 2018, the 1800 My Options service was launched, to provide women with online and phone
access to information and support, including individualised referrals to trusted clinical, support
and counselling services. This service is also a good resource for health planners and can
assist in gauging ease of access to MTOP and surgical abortion, in different municipalities.
The potential for medical abortion to deliver greater access lies in its integration into primary
health care. In Australia, this mostly means general practitioners in private practice (Baird, B
2015:172). A key strategy to increasing MTOP availability in the western region of Melbourne
is to educate medical professionals about MTOP, with the aim of increasing the number of
local providers.
Trans and gender diverse (TGD) communities
The inaugural Australian Trans and Gender Diverse Sexual Health Survey (2018) documented
poorer health outcomes, attributable to the barriers TGD people face in accessing quality and
affirmative health care. The data below and figure 1 reflects the need to improve resources
and health interventions to improve the sexual health outcomes for TGD people.









65% of TGD people reported their sex education as ‘poor’ or ‘awful’.
51.2% experienced insensitive sexual healthcare.
53.2% experienced sexual violence or coercion (compared with 13.3% in the general
population).
69.6% of those who experienced sexual violence/coercion experienced it multiple
times.
20% used condoms consistently.
18.7% reported that they had sexual satisfaction.
21.8% participated in sex work in exchange for access to basic needs.
31.4% were satisfied with the sexual aspects of their lives.

To date most services have failed to meaningfully account for trans and gender diverse
(TGD) communities, in terms of services, support and policies (Callendar et al., 2019). Many
people’s life experiences have been excluded from services and interventions and it is
important to scrutinise our future response in relation to health promotion and primary
prevention (Callendar et al., 2019).
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Figure 1: Experiences in sexual health care among participants of the 2018 Australian
Trans and Gender Diverse Sexual Health Survey.

Prison populations
Prison populations are at a higher risk of poor health, compared with the general population
(WHW, 2017). Women in prison are a particularly vulnerable group and the rate of
imprisonment among women is growing substantially faster than among men (AIHW, 2019).
Further, Aboriginal and Torres Strait Islander women are imprisoned at 35 times the rate of
other women in Australia.
In prison, women experience greater challenges to their health and wellbeing than women in
the general community (AIHW, 2019). Women in prison are far more likely to have been
pregnant, to have been pregnant at a young age, and to have had multiple pregnancies. They
are also more likely to be single parents and at greater socioeconomic disadvantage than
those living in the community.
Research has found that Blood Borne Viruses (BBVs) and Sexually Transmitted Infections
(STIs) are more prevalent in the prison population (AIHW, 2019). People in prison are often
from marginalised groups, where healthcare is limited or inaccessible, increasing the risk of
undiagnosed BBVs when people enter prison. In 2016, more than 1 in 5 prison entrants tested
positive for Hepatitis C. STI rates were also substantially higher in prison entrants, than the
general population, particularly for women. Prison entrants were 10 times as likely to test
positive for chlamydia compared with the general population. This was even higher for female
prison entrants who were 16 times more likely to test positive to chlamydia, when compared
with women in the general population. Prison entrants were 15 times as likely to test positive
for gonorrhoea and 1 in 17 entrants had a current or past syphilis infection, a rate 270 times
higher than notifications in the general population. Male prison entrants were over 110 times
more likely to test positive to syphilis than men in the community and female prison entrants
were over 2000 times more likely to test positive (AIHW, 2019).
Studies with prison populations in New South Wales and Queensland have found that a history
of STIs was common, and more commonly reported among female prisoners. In Western
Australia, unprotected sex was reported by almost fifty percent of all participants (WHW,
2017). There is a need for improved understanding of sexual health needs and priorities
among incarcerated populations, in order to develop education and interventions that are
specific and relevant to this population group and setting.
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Sex workers
In 2017, Women’s Health West commissioned Deakin University to undertake a review of
literature pertaining to health status and health inequities of women who sell sexual services
in Australia. This was to inform evidence-based health promotion practice and service
responses in Melbourne’s west and Victoria.
The literature demonstrated that SRH inequities experienced by sex workers, within all types
of sex work, impact upon the health and wellbeing of sex workers (WHW, 2017). Sex workers
widely experience stigma, discrimination and violence in Australia. These experiences have a
range of negative impacts on self-identity, mental health and the utilisation of health services.
These factors can also result in a lack of safety and inhibit sex workers from reporting physical
or sexual assault (WHW, 2017).
The literature identified that factors affecting the daily living conditions of sex workers were
largely connected to employment and include risk of violence, risk to sexual health, difficulties
with interpersonal relationships, and housing. Further, risks involving STIs and HIV,
inconsistent condom use, and poor mental health outcomes were found to impact upon
individual health-related behaviours (WHW, 2017).
Rates of STIs are generally low in the sex worker population, however subgroups such as
street based workers, transgender workers and workers from migrant and refugee
backgrounds experience higher risk factors for STIs and HIV (Berg et al., 2011). Data from a
sexual health clinic in Melbourne found that non sex worker clients were 2-4 times more likely
to test positive for an STI, and that mandatory testing regimes for sex workers had little impact
on the rates of STIs and HIV for female sex workers (Berg et al., 2011).
The recommendations from the 2017 literature review included the following actions to support
the health and wellbeing of sex workers:


Further research regarding inequities and the effect on sexual and reproductive health,
particularly for underserved groups, is undertaken to respond to the limited evidencebase on equity in access, support, and health services (Berg et al., 2011).



Research to explore the experiences and health inequities of sex workers operating
via online platforms as well as research to consider the diverse experiences of
difference population groups of sex workers, such as older and younger workers,
workers from refugee and migrant backgrounds and transgender women to inform
appropriate health promotion initiatives and services.



Advocacy to ensure the different state and territory laws are in alignment, regarding
the status of sex work. It is recommended a national policy approach and legal
framework is prioritised. This would enable a more coordinated strategic approach to
primary prevention and service delivery, such as under the National STI Strategy, or
National Women’s Health Policy. Decriminalisation is recommended to increase the
realisation of rights, enhance police protection, and decrease the exclusion and
stigmatisation of sex workers (Berg et al., 2011; Cregan et al., 2013).



Health promotion interventions and health care service providers need to consider the
legal context of sex work and the sex industry in the provision of services to effectively
respond to the health needs of sex workers. Provision of Asian-language speaking
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staff, culturally appropriate programs, outreach services that include drug and alcohol
services, and evening services are needed to increase engagement (Harcourt et al.,
2010; Martin et al., 2015a; b).


Health promotion services need to approach street-based work from a health and
wellbeing perspective that works to redress the determinants of sex work that lead to
women’s compounding experiences of the law, drug dependency, homelessness,
violence, and social isolation. Safe houses and community-based initiatives for sex
worker communities are also recommended (Seib et al., 2012; Cregan et al., 2013).



Research and primary prevention initiatives that explore and work with men and
masculinities to enhance respect for sex workers as well as their safety and control of
their work environment must be prioritised. Primary prevention initiatives that decrease
stigma, discrimination and violence against sex workers are urgently needed (Harris
et al., 2011; Hubbard and Prior, 2013).

Recommendations
The Action for Equity partnership understands that the burden of disease attributed to SRH is
preventable.
The following recommendations have been developed from the evidence-based objectives of
Action for Equity 2018-2022: A sexual and reproductive health strategy for Melbourne’s west.
These recommendations are designed to guide future regional action to redress the SRH
inequities that continue to impact our region, as highlighted by this report.
It is recommended that Action for Equity partners collaborate to:
1. Ensure that SRH is prioritised in regional health planning, including Municipal
Public Health and Wellbeing Plans and Integrated Health Promotion plans.
The data presented in this report identifies a steep rise in many STIs, low screening rates and
the need for enhanced sexuality education/primary prevention initiatives. It is also clear that
certain members of our community are disproportionality impacted by poor SRH and wellbeing
outcomes, due to unequal distribution of power, money and resources. This includes:












Women and girls
Trans, non-binary and gender diverse people
Young people
People living with HIV or other BBVs
International students
People from migrant and refugee backgrounds and people on temporary visas
Aboriginal and Torres Strait Islander communities
People with a disability
Sex workers
LGBTIQ+ communities
People in, or being released from, prison
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The research summarised in this report highlights the need to formally prioritise and resource
interventions to improve the SRH across the west. Subsequent recommendations (on the next
page) provide further guidance, as to the types of interventions and programs that should be
prioritised by health planners and service providers.

2. Develop and deliver sexuality education and social marketing campaigns to
challenge discourses of gender, power and sexuality that marginalise women,
transgender and gender diverse communities.
As demonstrated by this report, sexuality education must be prioritised across the west.
Further, education programs need to be inclusive, non-judgmental, safe, supportive and
relevant to the needs, priorities and lived experiences of community members, including the
priority populations identified at recommendation one.
Sexuality education programs should take a sex positive, rights-based approach to healthy
relationships and include information about consent, pleasure, safe sex, contraception,
pregnancy options, STI testing and treatment and access to services and supports.
It is vital that facilitators are comfortable and knowledgeable when delivering this content and
that they collaborate with specialist educators and services where needed, in order to tailor
content to different cohorts and settings (including education and training institutions, youth
and justice services, community groups and networks, online platforms and sporting clubs).

3. Undertake and deliver training to enhance the capacity of health service providers
and health promotion workers to provide culturally appropriate, responsive and
accessible health services and programs.
To complement external engagement efforts, it is recommended that partners build internal
capacity to deliver SRH and primary prevention interventions that are inclusive, accessible,
and tailored to the lived experiences and realities of the diverse and dynamic communities of
the west. This can be supported through enhanced collaboration with specialist and
community-controlled organisations, to better understand and redress the factors that result
in significant and preventable health inequities for particular people and groups in our
community.
Further, as a cross-sectoral, regional partnership, Action for Equity partners have significant
influence over the cultural, societal and gender norms, organisational practices and
institutional structures that can drive change. As such, it is recommended that partners
implement strategies to increase community and workplace awareness of, and accountability
to, anti-discrimination legislation pertaining to sex, gender, sexuality, parental status,
pregnancy and breastfeeding, gender identity and marital status.

4. Strengthen collaborative advocacy efforts to enhance affordable, accessible and
affirmative SRH services and health promotion in the west.
The data presented in this report identifies a clear need for improved clinical access to testing
and safe, inclusive, affordable SRH services (including abortion, contraception and screening
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and gender affirmative care). The population of Melbourne’s west is growing, and without
increased services and resources, the community will experience further SRH inequities.
The Action for Equity partnership is in a unique and strong position to influence policy that
impacts the SRH and rights of people in Melbourne’s west. As a partnership, we have an
opportunity to advocate for SRH health and rights to be prioritised, resourced and equitably
distributed across the region. It is recommended that partners strengthen their collaborative
participation in social policy, law reform, submissions and inquiries and create opportunities
to advocate for SRH promotion and equitable service provision in the west.
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