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Executive Summary
First detected in China’s Hubei Province in late December
2019, the novel coronavirus 2019 (COVID-19) has spread
to 180 countries/regions, with 937,567 confirmed cases
recorded. In Australia, as of 2nd April 2020, 4,976 confirmed
cases were recorded.
The COVID-19 pandemic is not just a healthcare crisis but
is having far-reaching impacts on the economy and the
social fabric of countries. Australia is no different. While the
proportion of COVID-19 cases in males and females is
roughly equal, various groups are impacted differently.
Women and people with disabilities and Aboriginal and
Torres Strait Islander women who have poorer health
outcomes are at a higher risk of infection. Barriers in
accessing information and medical and other health
services exacerbate this higher risk. Women make up
almost 80 per cent of the health and social assistance
industry, and this means more women than men will be on
the frontline of the response to COVID-19, putting them at
higher risk of exposure.
The COVID-19 pandemic has significantly impacted the
Australian economy, with the Australian Government
estimating one million people could be made unemployed.
The impact on the economy is compounded by the
destruction of local businesses and homes during the
recent bushfire season. Four-fifths of employed Australians
(80 per cent) work in industries providing services, such as
health care, education, and retail. These sectors are the
hardest hit by the economic impacts of COVID-19. Many
part-time and casual workers, of which women comprise
the majority, are most likely to be laid off or given shorter
hours during the crisis and post-crisis. Unpaid caring labour
falls more heavily on women because of the existing
structure of the workforce and gendered social norms.
Women are paid less and perceived to have more flexibility
from doing casual or part-time jobs. As a result, women will
be expected to undertake unpaid care work.

Key findings
The existing unequal division of labour
in the household will be exacerbated
as COVID-19 stretches healthcare
systems. As a result, care
responsibilities will fall to women and
girls, who usually bear responsibility
for caring for family members who are
ill and the elderly.
Following global trends in other
countries affected by COVID-19, the
Australian Women Against Violence
Alliance (AWAVA) has warned of a
possible spike in family violence cases
as an increasing number of people
self-isolate at home. Evidence from
previous public health crises indicates
that there can be increased rates of
child exploitation and abuse.
Quarantine, self-isolation, and
increasing lockdown measures by
federal and state governments have
severely affected the mobility and
access to all public services for
everyone. However, these measures
have had differential impacts on
diverse genders and ages.

Key recommendations
The COVID-19 outbreak in Australia could disproportionately affect diverse genders and other
marginalised groups in many ways, including adverse impacts on paid and unpaid care work, increased
gender-based violence, and decreased access to health and public services. In Australia, women are the
primary caregivers in the family. They are also critical frontline responders in the health care system,
placing them at increased risk and exposure to infection. COVID-19 risks increase the workload of this
already over-burdened sector; caring for children unable to attend school as schools close, and caring for
the sick (both at home and as workers within the health system). Additionally, as with all crises, there is
the potential for an increase in family violence. This RGA makes the following recommendations.
●

Recommendation 1: Ensure availability of sex and age disaggregated data to inform COVID-19
response and recovery. COVID-19 impacts not only health but also economic and social
wellbeing, and therefore data should be collected on impacts on livelihoods, physical and mental
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wellbeing, gender-based violence, and child protection. This will enable better monitoring of
these key issues and supports a holistic response to COVID-19.
●

Recommendation 2: Ensure public health messages appropriately target women, including those
most marginalised. It is highly recommended that multi-sector actors responding to COVID-19
consult representatives from indigenous communities, women’s rights organisations, CALD
communities, GBV service providers, LGBTQI+ organisations and disability organisations to
tailor communication messaging and mediums to the needs and preferences of each group.

●

Recommendation 3: Protect essential health services for women and girls, including sexual and
reproductive health services. Provide priority support to diverse women on the frontlines of the
response, for instance, by improving access to appropriate personal protective equipment and
menstrual hygiene products for healthcare workers and caregivers, and flexible working
arrangements for women with increased unpaid care workloads.

●

Recommendation 4: Prioritise services for prevention and response to gender-based violence in
communities affected by COVID-19. The government must support frontline agencies to resource
and plan for maintaining continuity of care and scaling of service delivery.

●

Recommendation 5: Tailored responses through targeted consultations. The National COVID-19
Coordination Commission (NCCC) must consult with diverse women’s organisations to provide
gender and socially inclusive advice on a response to COVID-19.
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Introduction
Background information – COVID-19
First detected in China's Hubei Province in late December 2019, the novel coronavirus 2019 (COVID-19)
has spread to 180 countries/regions, with 937,567 confirmed cases recorded by the Centre for Systems
Science and Engineering at Johns Hopkins University as of 2nd April 2020.1 The COVID-19 outbreak was
declared a public health emergency of international concern on 30th January 2020 and subsequently a
global pandemic on 11th March 2020 by the World Health Organization (WHO).
Although sex-disaggregated data for COVID-19 show equal numbers of cases between men and women,
there appear to be differences in mortality and vulnerability to the disease. 2 Preliminary reports suggest
that men may be slightly more at risk of contracting coronavirus than women—the risk increases by 2.5
times for those with two or more pre-existing medical conditions. China's Centre for Disease Control
(CDC) reports the death rate for healthy individuals at 0.9 per cent, while for those with cardiovascular
disease, it was 10.5 per cent.3 China's CDC found that 106 men had the disease for every 100 women,
while another earlier study of over 1000 COVID-19 patients in Wuhan found a greater imbalance, with 58
per cent of confirmed cases being men. The mortality rate for men is higher, at 2.8 per cent compared to
1.7 per cent for women, and could be attributed to the fact that men are more likely to have pre-existing
conditions such as heart disease. However, current sex-disaggregated data are incomplete, cautioning
against early assumptions.4
In Australia, as of 2nd April 2020, 4,976 confirmed cases were recorded. 5 The proportion of COVID-19
cases in males and females is roughly equal. The majority of cases are reported in those aged 20 to 69
years.6 More women than men in the 20-29 age range have COVID-19, while more men in the 40-49 and
60-89 age ranges have been infected. Just six cases have been recorded in children under 10. 7 There
are currently no known cases of the virus among Indigenous Australians. 8 The National Aboriginal
Community Controlled Health Organisation (NACCHO) is working with state and federal health
authorities to prevent or control any outbreaks.
Graph 1: COVID-19 cases in Australia by gender and age (2nd April, 2020).

Source: Australian Government, Department of Health

The Rapid Gender Analysis objectives
This preliminary Rapid Gender Analysis has the following objectives:
●

To analyse and understand the different potential impacts that COVID-19 potentially has on
diverse genders in the Australian context and their current needs and capacities.

●

To inform the response to COVID-19 in Australia based on the different needs of diverse genders
and ages with a particular focus on (i) unpaid and paid care; (ii) gender-based violence; (iii)
access to health and public services.

4

Methodology
This Rapid Gender Analysis (RGA) provides information on the different needs, capacities, and coping
strategies of women, men, boys, and girls to the outbreak of COVID-19 in Australia. The purpose is to
understand gender roles and relations and how they may change during the crisis. This RGA is based on
an analysis of existing secondary data. The RGA was conducted from 23 March to 2 April 2020.

Demographic profile
Sex and Age Disaggregated Data
As of 30th September 2019, Australia’s population was 25,464,116.9 People aged 20 to 44 years comprise
38 per cent of the combined capital city population, compared with 30 per cent of the population in the
rest of Australia. Older adults aged 45 years and above comprise a smaller proportion of the population in
capital cities (37 per cent) compared to the rest of Australia (45 per cent).10
In 2018 there were 4.4 million Australians (17.7 per cent of the population) living with a disability. The
prevalence of disability increased with age - 11.6 per cent of people aged 0-64 years had disabilities
compared with 49.6 per cent of people aged 65 years and above. Disability prevalence was similar for
males (17.6 per cent) and females (17.8 per cent).11
According to 2018 statistics, people aged 65 years and above made up 15.9 per cent of the total
population (3.9 million). Many older Australians (persons aged 65 years and above) live in households
(95.3 per cent), with 4.6 per cent living in cared accommodation. According to the 2016 census, there
were 86 men, aged 65 and above, for every 100 women. For the 65 to 74 years age group, there were 95
men for every 100 women. This figure decreased with increasing age, with 85 men for every 100 women
in the 75 to 84 years age group, and 59 men for every 100 women aged 85 years and over.12
The estimated resident Aboriginal and Torres Strait Islander population of Australia (2016) was 798,400
people (3.3 per cent of the total Australian population).13 The estimated resident population of Aboriginal
and Torres Strait Islander females was nearly 400,000 (3.2 per cent of the Australian female population),
and they outnumber males in older age groups (122 Indigenous women for every 100 Indigenous men
aged 65 or over).14
Aboriginal and Torres Strait Islander women experience poorer health than other Australian women as a
result of dispossession, forced removals from family, racism, marginalisation, and exposure to violence. 15
With serious respiratory conditions, high heart problems, diabetes, circulatory and kidney diseases, and
obesity, Aboriginal and Torres Strait Islander people, particularly women, are highly vulnerable to the
outbreak of COVID-19. 16 Further, the close-knit nature of Aboriginal and Torres Strait Islander
communities put them at particular risk of infection. However, the importance of interconnectedness to
Aboriginal communities will place additional social and cultural strain on Indigenous communities if social
distancing measures are required.17

Australian Government’s responses to the pandemic
Australian Government's responses to the pandemic
The Australian Government has announced an AUD$2.4 billion health package (the COVID-19 National
Health Plan) to protect Australians from the impact of the pandemic, including vulnerable groups such as
the elderly, those with chronic conditions, and Indigenous communities. 18 The COVID-19 National Health
Plan consists of measures for planning, preparedness, and access to testing and treatment. The Plan
includes measures to support Australians living in remote communities, in particular, Aboriginal and
Torres Strait Islander people, Australians living in aged care facilities, older people, and people with a
chronic condition who are at greater risk of serious illness.
The Australian Government has taken measures to ensure access to health services by expanding
telehealth services programs to cover primary health care service providers. Telehealth services will be
available to people isolating themselves at home on the advice of a medical practitioner, people who
meet the testing guidelines for COVID-19, people aged over 70, Aboriginal and Torres Strait Islander
people aged over 50, people with chronic health conditions or who are immunocompromised, and parents
with new babies and people who are pregnant.19 However, it is unclear how sexual reproductive health
(SRH) and maternal and newborn health will be covered, especially for quarantined pregnant women 20
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and babies, and how emergency medical services for survivors of violence will be maintained.21
Additionally, COVID-19 may disrupt SRH supply chains, including the supply of contraception. 22 This has
been highlighted in reports concerning the forced shut down of Malaysia's Karex Bhd, the world's biggest
condom producer, due to the lockdown in Malaysia.23
Australians living with a disability are a vulnerable population in the COVID-19 pandemic due to barriers
in accessing information and medical and other health services, practicing preventative hygiene, and
reliance on physical contact with the environment or support persons. Furthermore, people with
disabilities may have pre-existing health (including respiratory) conditions related to their impairment
resulting in a higher risk of not only contracting COVID-19 but also more developing serious illness or
dying from COVID-19.24 Nonetheless, the National Health Plan only has a targeted response for the
aged care sector, but not the disability sector. However, "[b]oth sectors have many similarities including
congregated settings, a precariously employed and inadequately trained care workforce, and families and
carers who may face significant challenges meeting the care needs of people with disability in
Australia."25
Although the national response includes a COVID-19 Remote Community Preparedness and Retrieval
Plan,26 Aboriginal and Torres Strait Islander health advocates have raised concerns about the underresourced health services in remote areas. For example, remote areas in the Northern Territory rely on
nursing staff from New Zealand, and new travel restrictions in Australia and New Zealand will exacerbate
barriers to providing health services during the pandemic. The Chief Executive of the National Aboriginal
Community Controlled Health Organisation (NACCHO), Pat Turner, has warned that "[i]f COVID-19 gets
into our communities, we are gone."27

Findings and analysis
A crisis exacerbates existing gender inequalities, and COVID-19 is no different. With an increase in
unpaid household and care work due to caring for the sick and for children whose schools have closed,
coupled with a potential increase in paid care work,28 COVID-19 places significant pressure on women.
Additionally, as with all crises, there is the potential for an increase in family violence, as well as a
potential diversion of healthcare and public services away from essential services for women and girls to
address the crisis.

Unpaid and paid care
Before the outbreak of COVID-19
There is global evidence that at a household level, women are responsible for a bulk of unpaid household
and care work.29 Similarly, women in Australia spend nearly twice as long as men on primary activities
associated with unpaid work.30 According to the 2016 Census, 56 per cent of women in Australia were in
paid employed, compared with 65 per cent of men.
On average, men spent nearly twice as long as women on paid work-related activities, while women
spent nearly twice as long as men on primary activities associated with unpaid work. Women were also
likely to spend more time on domestic activities (2 hours 52 minutes per day compared with 1 hour and
37 minutes per day for men) and childcare (59 and 22 minutes respectively per day).31
Employed women did more hours of unpaid domestic work such as housework, grocery shopping,
gardening, and repairs than employed men. In 2016, over half of the employed men did nil or less than
five hours per week of unpaid domestic work (60 per cent) compared with a third of employed women (36
per cent). Men were also less likely than women to do 15 hours or more per week of unpaid domestic
work (8 per cent of men and 27 per cent of women). This pattern applied regardless of the number of paid
work hours, even for those working more than 49 hours per week.32
For Aboriginal and Torres Strait Islander communities, women manage not only their own health but the
health of their children, their partners, other relatives, and the community. Women who are healthy and
health-literate are the single most important influence on the health of their communities. 33
In 2012, 5.8 per cent of women and 2.6 per cent of men provided primary care to a person with a
disability.34 This gendered responsibility has increased. In 2018, women (12.3 per cent) were more likely
to be carers than men (9.3 per cent).35 There were 235,300 young carers (under the age of 25) in 2018.
About 3.5 per cent of all Australians were primary carers, of which 71.8 per cent were women. Persons
living with a disability were more likely than those without to provide this care (9.3 per cent women and
5.8 per cent men, compared with 4.9 per cent of women and 1.8 per cent of men with no disability).36
6

During the outbreak
This unequal division of labour in the household
will be exacerbated as COVID-19 stretches
healthcare systems, resulting in care work
responsibilities falling to women and girls, who
usually bear responsibility for caring for ill family
members and the elderly.37 Unpaid caring labour
falls more heavily on women because of the
existing structure of the workforce and gendered
social norms. Women, who usually are paid less
and are perceived to have more flexibility from
doing casual or part-time jobs, are more likely to
be expected to undertake unpaid care work.38
In addition to household and caring duties, the
closure of schools will further increase the
amount of unpaid care work as women and girls
will be required to absorb the additional work toil
of caring for children during what would have
been school hours.39
Women are likely to feel the time stress more
than men. On average, 42 per cent of Australian
women feel they are always or often rushed or
pressed for time compared to 35 per cent of Australian men. This is higher for those who provide care,
rising to 46 per cent of men and 55 per cent of women. The main reasons women give for feeling rushed
or pressed for time were trying to balance work and family responsibilities (31 per cent) and having too
much to do and too many demands placed upon them (19 per cent).40 There is also the added emotional
labour – worrying about keeping children and ageing parents’ safe and being supportive of
partners/colleagues/friends who may have lost their jobs. 41
The COVID-19 pandemic has significantly impacted the Australian economy, with the Government
estimating that one million people could be made unemployed. 42 The impact is compounded by the recent
bushfires with potentially devastating impacts upon regional businesses.43 Four-fifths of employed
Australians work in industries providing services, such as health care, education, and retail. 44 Women
make up almost 80 per cent of the workforce in the health and social assistance industry.45 This means
that more women than men will be on the frontline of the response to COVID-19, putting them at greater
risk of exposure. The education, retail and hospitality sectors will be the hardest hit by economic impact
COVID 19. Many part-time and casual workers, of which women comprise the majority, are most likely to
be laid off or given shorter hours during the crisis and post-crisis.46

Gender-based violence
Family Violence
Following global trends in other countries affected by COVID-19, the Australian Women Against Violence
Alliance (AWAVA) has warned of a possible spike in family violence cases as an increasing number of
people self-isolate at home.47 Globally, cases of gender-based violence tend to increase in times of
disasters48, and the COVID-19 pandemic is creating a number of triggers for violence such as financial
pressures, close confinement of families, and narrowing of broader community contact. 49
In Australia, 1 in 6 women and 1 in 16 men have been subjected, since the age of 15, to physical and/or
sexual violence by a current or previous cohabiting partner. 50 This violence can repeatedly happen, with
more than half (54 per cent) of survivors experiencing more than one violent incident. While men are
more likely to experience violence from strangers and in a public place, women are most likely to know
their perpetrator (often their current or a previous partner), and the violence usually takes place in their
home.51 According to Our Watch, one woman a week is killed by a current or former partner. Nine
women have been murdered by men in Australia so far in 2020. 52 Family violence is also the leading
cause of homelessness for women in Australia (approximately 44 per cent of homeless people in
Australia are women).53
The incidences of family violence have the potential to increase further from this baseline as communities
increasingly practice self-isolation, quarantine, or lockdown as part of the strategy to prevent the spread
of COVID-19.
7

This coronavirus global health pandemic presents a new barrier to exiting abusive relationships, and
increases the risk of pushing many Australian women and children to remain in violent and unsafe
homes. In Australia, early reports indicate that there has been an increase in family violence. Liz
Thomas, Chief Executive of Wayss, has reported an increase in support requests from 120 per week to
209 in the last week (as of 29th March 2020).54 Cases reported to her service, Wayss, include
perpetrators using COVID-19 as a means of further controlling their partner's movements and preventing
them from leaving home, or threatening to infect women with COVID-19. This reflects similar trends from
other crises in Australia, such as the 2009 Black Saturday bushfires, which saw in increase in family
violence as people reverted to "strict gender norms during times of natural disaster and uncertainty such
as men being the protectors and decision-makers and women being the carers."55 This put women and
children at risk of violence and dismissed or excused men's violence with statements such as "[h]e is just
stressed."56 Further, there are reports of perpetrators using COVID-19 as a form of abuse by telling their
partners that they (the partners) have the virus; therefore, they cannot leave the house or inviting people
into the house where the woman is self-isolating and saying to her that the visitor has COVID-19 and
they are going to infect them.57 Becoming infected with the virus may also prevent women from seeking
help, as they are forced to self-quarantine and thereby unable to access walk-in support services.58
Women and girls living with disabilities are even more at risk as their social isolation, exclusion, and
dependency may increase the extent of the abuse they are subjected to and can limit the actions they can
take.59 Studies show that women and girls with disabilities are two to three times more likely to be victims
of physical and sexual abuse than women with no disabilities, and they also experience different forms of
violence such as the denial of food or water, forced sterilisation, and medical treatment.60 Those in samesex relationships or from the LGBTIQ+ community also face increased risks of exclusion and violence,
including increased rates of family violence, related to their marginalised status. 61 They may also face
additional barriers to seeking support, such as discrimination, family violence, or related services being illequipped to provide adequate support or fear of reaching out to access services due to shame or stigma
related to their sexual orientation or gender identity.
Resources for support services to address family violence were already tight before the COVID-19
pandemic. As recently as 6th March, federal and state women's safety ministers met in Canberra to
discuss the need for major reform in handling the country's family violence crisis after over 80
organisations signed a letter by the AWAVA and Fair Agenda to call for "urgent and immediate changes
to improve women's safety."62 Budget cuts were a key concern with Fair Agenda's Executive Director,
Renee Carr saying at the time, "[t]here are services that women are reaching out to right now that aren't
sufficiently funded, and there are other services facing cuts." 63 The COVID-19 pandemic will put pressure
on an already under-resourced system. It is vital that the family violence sector is deemed an essential
service (as it has been in New Zealand) and that workers are supported and resourced to respond to
survivors during the pandemic. This includes access to COVID-19 testing (as health workers have) and
protective equipment to avoid transmission of the virus. Agencies need to activate contingency plans and
share resources.
The system will be even further stretched as many health and social services, as well as the police, are
likely to be diverted to respond to the COVID-19 crisis.64 There will be increased demand on police
personnel as they are deployed to enforced State-based containment measures, such as patrolling
borders between States to monitor travel restrictions, 65 enforcing public health and ministerial orders
including issuing fines,66 and increasing their public presence to prevent the congregation of groups in
communal areas. This will potentially reduce the police personnel and resources available to respond to
family violence incidences or to undertake preventative community policing activities.
As a positive first step, on 29th March 2020, the Australian Government announced AUD$1.1 billion
package to support more mental health, Medicare, and domestic violence services. 67 Of this, AUD$150
million will be dedicated towards family violence services and will support programs under the National
Plan to Reduce Violence against Women and their Children including counselling, phone services such
as 1800RESPECT and Mensline Australia, the Trafficked People Program, support for women and
children experiencing violence to stay safely within their home or in a different home of their choice, and a
new public communication campaign.
Child Protection
Evidence from previous public health crises indicates that there can be increased rates of child
exploitation and abuse.68 A recent Technical Note on Protection of Children by the Alliance for Child
Protection in Humanitarian Action has documented some of the child protection risks observed in the
current COVID-19 pandemic and some potential risks observed in previous infectious disease
outbreaks.69 Measures to contain COVID-19, such as restricted access to or closures of schools,
kindergartens, childcare facilities and out-of-school care activities, confinement in homes, and increased
8

social and financial stress of carers, can have disproportionate impacts on children due to their increased
vulnerability and dependency on caregivers. Child protection risks during a crisis can include physical and
emotional maltreatment, gender and age-based violence; mental health and psychosocial distress;
unaccompanied and separated children, and social exclusion.70
COVID-19 containment measures such as reduced school access or closures, restrictions on out-ofschool activities, and general restrictions on movement can disrupt children's routines causing distress
and impacting their education. In addition, for children who rely on those beyond the family for emotional
or physical care, these measures will separate them from carers and support systems. Increased stress
within the household – such as due to conflicting demands on carers to both work from home and
undertake childcare responsibilities, or the stress of reduced or loss of employment - can impact the level
of supervision and care children receive, including physical, social and emotional care. This may be
compounded with other risk factors in the home, such as the increased risk of family violence (see above)
or increased drug or alcohol consumption, which can exacerbate neglect, maltreatment, or violence.
In Australia, there is likely to be reduced access to child protection services as State and Territory
governments implement measures to curb the spread of COVID-19. For example, containment measures
implemented with the Courts, including Children's Courts, may result in delays and backlogs, as Child
Protection Practitioners will be required to conduct their work remotely and rely on the use of technology
to file and progress their applications, despite the prioritisation of urgent cases.71 In addition, children
requiring protection will also be impacted by the redeployment of health care, social workers, and police
personnel, as detailed above (see Family Violence).
The closure or reduced access to schools and increased confinement of children in the home may result
in children spending more time online resulting from the move to online education services as well as
caregivers juggling other responsibilities such as working from home or caring for multiple children, other
family members, or ill people. Children are already at an increased risk online, with one in five young
reporting being socially excluded, threatened, or abused online. 72 Child abuse perpetrators are able to
exploit online forms of communication to gain access to children and young people, and children may
have relatively easy access to adult or harmful content.73 Children may also spend increased time
connecting with friends and peers online, which, whilst healthy for maintaining social connection and
support, can also become a forum for cyberbullying. Increased time on the internet, combined with a
reduced capacity of caregivers to oversee their online activities, can exacerbate the risk that children face
from online harm and abuse.
As the spread of COVID-19 progresses, children are also be at risk of becoming separated from their
caregiver as their caregiver may be quarantined, become ill, pass away, or become unavailable for other
reasons.74 Separations expose children to a greater risk of exploitation and abuse, as well as
psychosocial trauma.75 Separation from caregivers may exacerbate existing physical or mental illness or
conditions which children may have as they struggle to care for themselves or adapt to new caregivers. In
addition, children rely on caregivers to provide them with guidance on limiting exposure to COVID-19.
Public health messaging and news reporting on the pandemic might not be accessible to children, and
children depend on caregivers to provide them with accessible and child-friendly explanations of
appropriate protective measures to take, such as handwashing and social distancing.

Access to health and public services
Quarantine, self-isolation, and increasing lockdown measures by federal and state governments have
severely affected the mobility and access to all public services for everyone. However, these measures
have had differential impacts on diverse genders and ages.
Health Services
Gender norms affect help-seeking behaviour, including a willingness to access health services. Australian
men are less likely to seek treatment from health professionals than women, and they are less likely to
have in place the supports and social connections needed when they experience physical and mental
health problems.76
When attempting to seek health services, the COVID-19 response may heighten existing social and
economic inequalities, including gender inequalities, in treatment and care. 77 The Australian health
system is recognised as one of the best in the world. Yet there are equity issues in the access to health
services and information, particularly for the indigenous community, people in rural and remote areas,
people from culturally and linguistically diverse (CALD) backgrounds, people from areas of socioeconomic disadvantage, the LGBTQI+ community, and people living with disability. 78 The availability of
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medical attention for ill persons within a strained healthcare system may require prioritisation of patients,
with reports that an Italian medical association has issued guidelines to doctors to prioritise younger
COVID-19 patients over older patients as they have a greater chance of survival.79 Although hospitals in
principle should regard every human life as equally valuable, 80 differentials in social and financial status
may have serious implications for marginalised or vulnerable groups including elderly men and women,
those with chronic conditions or weakened immune systems, those from lower socio-economic
backgrounds, minority cultural or ethnic groups, LGBTIQ+ communities, women, children, and people
living with disability.81
Women and girls in controlling relationships or from communities where they have limited decision
making power within households may be restricted from accessing health services or may not have
access to resources to travel to hospitals and health care facilities for testing and care. This may be
exacerbated in the case of women and girls living with disability.
With the priority of reducing the spread of coronavirus, Canberra Health Services (CHS) has decided to
reduce all non-urgent and non-essential non-admitted activity. This will include community-based
services, medical outpatients, procedures, and treatments.82 Health services of other states might follow
this direction in the coming weeks, which might pose a risk of having low access to health services by
violence survivors or others with healthcare needs deemed 'non-essential.'
Sexual and Reproductive Health (SRH) services
Evidence suggests that during past public health emergencies resources have been diverted from routine
health care services toward containing and responding to the outbreak.83 These reallocations could affect
access to sexual and reproductive health (SRH) services, such as clean and safe deliveries,
contraceptives, and pre- and post-natal health care, safe abortions, and provisions for clinical
management of rape.84
SRH advocates in Australia have raised the following concerns: (i) a shortage in the availability of
contraceptives as a result of panic buying; 85 (ii) likely increase in unplanned pregnancies and increased
sexual violence;86,87 and (iii) delays in later gestation abortions due to travel restrictions.88
Given the long hours of work expected from frontline responders as the crisis escalates, it will be
important to ensure that they have easy access to menstrual hygiene management.89
Mental Health
Stress, anxiety, and depression are normal and expected in the context of this pandemic. For those who
are predisposed to depression and anxiety, the unique and unprecedented threat of COVID-19 has the
potential to exacerbated anxiety and depression for those living with psychosocial disabilities or mental
health issues.90 Regular access to mental health and psychosocial support services (MHPSS) has been
disrupted by the crisis putting individuals using or needing these services at risk. Further, MHPSS
caseloads will likely increase during the COVID-19 outbreak, as frontline health workers themselves,91 as
well as women and girls with caregiving burdens and community members fearful of becoming infected or
infecting others, may all experience stress and trauma relating to the outbreak.92 A 2019 report
highlighted an increase in mental health issues for adolescents, with almost a quarter of young
Australians facing mental health challenges. The report indicated that young women are twice as likely as
young men to be grappling with psychological issues and that there are higher rates for Aboriginal and
Torres Strait Islander young people.93
Out of the Australian Government’s AUD$1.1 billion package, an initial AUD$74 million will be provided to
support the mental health and wellbeing of all Australians, including a new national communications
campaign, a dedicated COVID-19 support line delivered by Beyond Blue, increased support for services
such as Lifeline and Kids Helpline, support for healthcare workers, and support for older Australians to
reduce social isolations, education and training support for younger Australians, specific programs for
Indigenous Australians, and those with mental health issues. 94
Access to Information and Health Messaging
As in all emergencies, access to clear information about the crisis is essential. During quarantine, selfisolation, or lockdown, access to telecommunications, including phone and internet, can minimise
isolation and be a source of information on support and available services, including for GBV and SRH.
Inequities in access to mobile phones and adequate internet access have been raised 95 by media outlets
in Australia. Socioeconomically disadvantaged Australians, including single mothers, those with a
disability, and those from remote indigenous communities, are particularly disadvantaged. 96
Health messaging and mediums used should be diverse and tailored to different groups, including elderly
women and men, adolescent girls and boys, indigenous communities, CALD communities, and those with
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disabilities. Community awareness-raising campaigns must ensure that all populations have access to
information on prevention and safety during the pandemic, including measures to reduce the spread of
the virus and how to reach support services in the event of infection. The potential for violence in stressful
home quarantine situations means it is also important to have a communications strategy to ensure
people in their homes access to information about available family violence services such as helplines
and crisis support, and messaging targeting perpetrators and bystanders.
Access to Basic Supplies
Panic buying and stockpiling seen recently in Australia's supermarkets is not an option for the
economically vulnerable.97 In Australia, more women than men live below the poverty line, and
indigenous populations and people living with disability face elevated risks of poverty. 98 Stockpiling makes
those already vulnerable, more vulnerable, potentially finding it difficult to sources supplies or having to
pay more due to price surges. Women are also more vulnerable to long term negative economic impacts
of the pandemic, as they are over-represented in casual employment without sick leave entitlements and
also in industries likely to experience an economic downturn. 99 A part of the AUD$1.1 billion package
announced by the Australian Government, AUD$200 million will be dedicated to supporting charities and
other community organisations which provide emergency and food relief as demand surges as a result of
coronavirus.100

Conclusions and Recommendations
The COVID-19 outbreak in Australia could disproportionately affect women, girls, and other marginalised
groups in a number of ways, including adverse impacts on paid and unpaid care work, increased genderbased violence and decreased access to health and public services. In Australia, women are the primary
caregivers in the family and are also the key frontline responders in the health care system, placing them at
increased risk and exposure to infection. COVID-19 risks are increasing this already over-burdened workload
adding caring for children unable to attend school and caring for the sick (both at home and as workers within
the health system). Additionally, as with all crises, there is the potential for an increase in family violence.
Recommendation 1: Ensure availability of sex and age disaggregated data to inform COVID-19
response and recovery
There is currently limited sex-disaggregated data collected internationally on the impact of COVID-19. Of
the 20 countries with the highest number of confirmed cases, only 13 have it available.[i] It is important to
collect data that is disaggregated by sex, age, and disability (using Washington Group Questions 101) and,
if possible, also capture data on female-headed households, pregnant and lactating women, and people
of diverse gender identities and expressions. COVID-19 impacts not only health but also economic and
social wellbeing, and therefore data should be collected on impacts on livelihoods, physical and mental
wellbeing, gender-based violence, and child protection. This enables better monitoring of these key
issues and supports a holistic response to COVID-19.
Disaggregated data on health care workers who are infected with COVID-19 will provide information on
whether they were infected at home or in a healthcare facility. Women who are healthcare workers tend
to be primary caregivers at home as well, so a greater understanding of whether infections are acquired
at home or in the healthcare setting is key to understanding transmission patterns. 102 Health facilities
should have plans in place that reduce potential COVID-19 exposure to high-risk healthcare workers and
reduce violence towards them.
Recommendation 2: Ensure public health messages properly target women including those most
marginalised
It is highly recommended multi-sector actors responding to COVID-19 consult representatives from
indigenous communities, women's rights organisations, CALD communities, GBV service providers,
LGBTQI+ organisations and disability organisations to tailor communication messaging and mediums to
the needs and preferences of each group.
Public health messages should be available in multiple languages, including indigenous languages. In
those cases where self-isolation may not be possible, it is important to discuss with the community what
culturally appropriate options are possible.
Public health messages provide an opportunity to promote the sharing of work and mutual support in a
time of crisis. Communication campaigns need to ensure imagery depicts men and women working
together to share household and caring work (cooking, cleaning, and caring for children) safely and
hygienically to fight the spread of COVID-19.
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Public health messaging around testing and the general health response must take into account diverse
women and girls access to decision making power within households, restricted mobility, or lack access
to resources to travel to hospitals and health care facilities for testing and care.
Recommendation 3: Protect essential health services for women and girls, including sexual and
reproductive health services
It will be important for charity and community organisations to take into account gender and social
dimensions in their provision of relief services.
Provide priority support to diverse women on the frontlines of the response, for instance, by improving
access to appropriate personal protective equipment and easy access to menstrual hygiene products,
and flexible working arrangements for women with increased unpaid care workloads.
To ensure access to safe abortions, mitigate emerging risks, maintain clinical operations, and ensure
patient quality and safety, (i) abortion care should be considered an essential service throughout the
pandemic, (ii) where possible, doctors and patients should be able to travel interstate or intrastate to
deliver and access surgical abortion care , (iii) and Governments and non-government stakeholders must
work collaboratively to ensure access to surgical abortion, particularly second trimester abortion, including
shared care between private and community clinics and hospitals. 103
It is vital the COVID-19 response includes mental health and psychosocial support (MHPSS) that is
targeted to different and diverse groups in the community, including those who are living with the
consequences of the pandemic (widows, widowers, etc.) as well as healthcare staff and frontline workers.
Disability support workers should be treated as an essential service and should be provided with personal
protection equipment in order to continue providing services for people living with disabilities.
Recommendation 4: Prioritise services for prevention and response to gender-based violence in
communities affected by COVID-19
The safety of women and girls must remain paramount during Australia's response to the COVID-19
pandemic. The Government must support frontline agencies to resource and plan for maintaining
continuity of care and scaling of service delivery. Efforts should include maintaining continuity of care and
scaling of service delivery, and governments must continue to support frontline agencies to resource and
plan for this response. For example, safe crisis accommodation must remain available and accessible
during the lockdown, protection orders must be maintained, and women and children must not be
targeted by police or other enforcement agencies for defying self-isolation or quarantine orders in seeking
safety. Ensure that emergency medical services for survivors of violence and all forms of crisis refuge
accommodation are treated as essential services and will remain open. Keeping these services active will
mean that State Governments will need to ensure staff managing these services have access to the
required personal protection equipment.
While the announcement of AUD$150 million to be dedicated to family violence services is welcome, the
adequacy of this funding needs to be assessed, and more dedicated funding needs to be allocated if the
existing allocation is deemed insufficient. Further, dedicated allocation need to be sustained post-crisis as
the economic and social impacts will continue to be felt once the pandemic has passed. Family violence
services are already seeing a 20-30 per cent increase in demand for services. It is estimated AUD$180
million is required by the Keeping Women Safe in their Home program to meet Australia-wide demand.
Urgent investment is also required in scaling up crisis accommodation, specialist outreach, and case
management services so women can be supported to develop safety plans and set up safe living
situations for themselves and their children. The shift to working online and phone support means that
WESNET's safe phones program, which provides safe, smartphones, and tech safety advice to
victims/survivors and frontline workers, is critical. Yet there is no guarantee that this service will continue
beyond June 30th, 2020. Additionally, funding is required for disability support pensions, increasing refuge
capacity, making women on temporary visas experiencing violence eligible for all health, services and
income support, ensuring access to contraception and abortion, and ensuring victims/survivors can rely
on civil protection orders. These critical issues must be addressed at the next COAG Women's Safety
Council.104
There is a need for tailored responses for women with disabilities experiencing family violence, as women
will be in isolation with abusive family members and reliant on them for their care. Further, the First
Peoples Disability Network has drawn attention to the challenges of self-isolation and social distancing
faced by people with disability, calling for urgent actions on three fronts – ensuring access to a specific
outreach program, providing critical information provided in language and explained in an accessible way
and scaling up access to disability equipment and supplies, particularly for regional and remote
communities.
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Women on temporary visas experiencing violence must be provided access to Medicare, all relevant
services and income support, including in the event their jobs are lost due to the pandemic, and to the
economic support payments.105
Awareness-raising is also required among the community, particularly decision-makers and employers,
that staying home to be 'safe' from COVID-19 may not be the safest option for all. As workplaces,
schools, and communal areas, such as shopping areas, increasingly close, information must be made
available on where women and children can seek support, services, and safety outside the home if
needed. Employers with staff working from home also have a duty of care. They need to identify staff who
may have concerns about working from home, implement safe alternatives, and support supervisors to
check in with staff who are vulnerable. In cases where there is not a complete lockdown, employers could
consider allowing some staff to work from the office. All communications about COVID-19 should remind
staff about their Employee Assistance Program (EAP) (if these are available) and extend the number of
sessions offered through EAP. Communications could encourage staff who feel unsafe to develop or
review their safety plans and provide information on emergency hotline services. Employers could explore
paying (full or part of the cost) for short term accommodations if someone is a very high risk. Finally, if an
employer has a family violence policy, this would be a good time to review the policy as these are usually
developed to respond to violence in the workplace – but the workplace now being the home, parts of such
policies may need to be revised or updated.
It is also essential that community awareness-raising messages, which thus far have focused on
preventing the spread of COVID-19 through measures such as handwashing, also increase awareness
on how to manage stress, anxiety, and aggression during self-isolation and other measures to prevent
family violence.
Recommendation 5: Tailored responses through targeted consultations
The Australian Government has set up a National COVID-19 Coordination Commission (NCCC) that will
coordinate advice to the Australian Government on actions to anticipate and mitigate the economic and
social effects of the global coronavirus pandemic. Of the eight commissioners appointed on two are
women (that is less than the internationally recommended 33 per cent of women in decision-making
positions). Further, there appears to be no representation from culturally and linguistically diverse women,
indigenous women, or women with disabilities. The NCCC must consult with diverse women's
organisations to provide gender and socially inclusive advice on a response to COVID-19.
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