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About the OTSi contribution
OTSi welcomes the opportunity to respond to the Select Committee on Women’s Health cconsultation.
The Occupational Therapy Society for Hidden and Invisible Disability (OTSi) is a national society whose purpose is to enable occupational therapists who work alongside people with invisible and hidden disabilities to reduce barriers to full participation in our world as active citizens of Australia.
Invisible and hidden disabilities, including psychosocial disability, neurodivergence and cognitive impairment, are often poorly understood or overlooked. People with these disabilities frequently have fluctuating needs, may present as more capable than they are, and rely heavily on trusted relationships to remain engaged with services.2. An occupational perspective on women’s health
1. Recommendations
OTSi   provides the Committee consider the following recommendations:  
1. Embed occupational therapists in maternity wards and mother-baby units as core members of multidisciplinary teams, including for functional discharge planning (items (a), (c)).
1. Establish formal pathways between Child and Maternal Health Nurses and occupational therapists, and include occupational therapists in community clinics (items (a), (c), (d)).
2. Build collaborative referral pathways with obstetricians and gynaecologists for reproductive health, chronic pain and antenatal and postpartum care, including for adolescents and young women from around 15 years (items (c), (e), (i), (p)).
3. Develop direct GP referral pathways to occupational therapy for women’s health needs with an expanded number of Medicare items beyond the limited chronic disease and mental health item numbers (item (d)). This could include pain and ADHD. 
4. Promote and fund access to occupational therapists under Medicare.
-        For women with complex mental health challenges, chronic illness and trauma (item (d)). 
-        Streamline the Better Access funding rebate to be equitable for Psychology, Social work and Occupational Therapy to provide women with greater choice between these allied health providers.
-        Review the cap of five rebated allied health sessions per calendar year under Chronic Disease Management plans, with a view to increasing it and setting it by clinical need rather than a fixed number.
· Increase rebate levels so that out-of-pocket costs do not prevent women from completing a course of treatment.
· Ensure Medicare-supported care models recognise chronic pain, pelvic pain and other conditions that disproportionately affect women as complex, multidisciplinary conditions.
· Provide group item numbers that support access to Occupational Therapy. 

5. Integrate occupational therapists into perinatal mental health teams with assertive outreach. (items (a), (c)).
6. Fund occupational therapist-facilitated group and peer interventions, in person and online, in the antenatal and postpartum phases for women who do not meet the threshold for specialist care (items (a), (c), (d)).
7. Include occupational therapists and hypermobility/EDS in women’s pain and pelvic health pathways and fund flexible, caring-responsibility-friendly models (items (i), (j), (k)).
8. Fund workforce development in the women’s health sub-specialty of occupational therapy, and require neuroaffirming and trauma-informed training for professionals in maternal care (item (f)).
9. Fund and expand telehealth, online workshops and self-paced learning so that women in regional and remote areas can access specialised care (item (d)).
10. Improve data collection and research, including disaggregated data on disability, First Nations status, cultural background and location, and funding for occupational therapy research in women’s health (items (f), (h)).
11. Adopt the design principles in section 2.3 (local, relationship-based, continuity, choice and control, neuroaffirming and trauma-informed, flexible) for any new women’s health program, and ensure complaints and monitoring processes are accessible to women with hidden and invisible disabilities (items (g), (n), (o)).
12. Review standardised assessments used to determine access to funding schemes or services for potential gender bias, and revise where necessary to reflect the different ways mental illness, autism and ADHD present in women and girls.
In particular, assessment tools and diagnostic criteria should:
· Be independently reviewed for gender bias, including how they were developed, who they were normed on, and whether they perform equally well across genders.
· Explicitly account for sex- and gender-based differences in presentation, including internalised symptoms and “masking” or camouflaging behaviours.
· Be applied by assessors trained to recognise these differences, with particular priority given to assessments that determine eligibility for supports and funding.

Thank you for the opportunity to make this submission. We would welcome the opportunity to give evidence to the Committee.

2 Overview of women’s health needs
Occupational Therapy
Occupational therapy is concerned with occupational performance, occupational engagement and occupational identity: what a person needs and wants to do, how well they can do it in their environment, and who they understand themselves to be through what they do. A scoping review of 52 sources on occupational therapy in chronic pain found that the most commonly described role was improving activities and participation (Lagueux et al., 2018). 
The same perspective applies across women’s health. A woman with persistent pelvic girdle pain after birth, a woman navigating postpartum anxiety, and a woman in perimenopause who is struggling at work are all experiencing disrupted occupation, whatever the underlying diagnosis. Occupational Therapists identify the impact of the medical condition on occupations and provide interventions to improve occupational participation and engagement. 
Hidden and invisible needs
Women with Invisible and hidden disabilities, including psychosocial disability, neurodivergence and cognitive impairment, are often poorly understood or overlooked. Women with these needs frequently have fluctuating needs, and their needs may not present in a way that describes the extent of their challenge. Women with autism may present with a high tolerance to pain. Women with ADHD may find it challenging to describe times and duration of their pain and other healthcare needs. Systems that do not understand and respond to these needs will lose the women who most need support.
Design principles
We suggest the Committee consider the following design principles for women’s health services:
1. Local, relationship-based responses. Women are best served by practitioners who know the local network and who the woman already trusts.
1. Relationship continuity. Where possible, a woman should be able to keep a trusted clinician through pregnancy, birth and the postpartum period, and should have a right to request this.
1. Choice and control. Women should have genuine choice of provider and approach, supported by early, proportionate and proactive intervention.
1. Neuroaffirming and trauma-informed practice. Services should expect neurodivergent women, women with psychosocial disability and women with histories of trauma, and should adapt sensory environments, communication and pacing accordingly.
1. Flexibility. Services should respond to fluctuating need and to caring responsibilities, including through telehealth.
3. Postpartum care and women’s experiences
Responds to Terms of Reference (a), (b) and (c).
Motherhood as an occupational transition
Becoming a mother is a major occupational transition. Roles, routines, sleep, work, leisure, relationships and sense of identity all change at once.. A systematized review of 13 studies on occupational therapy interventions in the transition to motherhood concluded that occupational therapists offer evidence-based interventions addressing the physical, psychological, social and relational effects of this transition (Milks et al., 2024).
Occupational Therapists have skills to support women but many women are not supported to access Occupational Therapists due to limited employment of OT and  unavailable Medicare rebates for this population. 
Postpartum mental health
A scoping review of the role of occupational therapy for women with postpartum depression screened 2,162 studies and identified occupational therapy as an emerging stand-alone service in postpartum depression care, alongside existing interventions that fit within the occupational therapy scope (Scoping review of the role of occupational therapy in the treatment of women with postpartum depression, 2021). 
In England, community perinatal mental health teams have been associated with better outcomes for women with a history of severe mental illness. In a national cohort of 70,323 women, acute postnatal relapse occurred in 3.6% of women where a community perinatal mental health team was available and 4.5% where one was not (adjusted odds ratio 0.77), and the authors concluded that such teams reduced postnatal relapse risk and increased use of secondary mental health care (Gurol-Urganci et al., 2024). The authors also stressed that these teams should have close links with maternity services. We note that this study evaluated the teams as a whole and did not isolate the contribution of any one profession. Occupational therapists are part of the UK perinatal mental health workforce, and since 2024 these teams have been commissioned to support mothers for up to 24 months postpartum, which includes the needs of mothers returning to work (Halsall et al., 2025).
Women who are most likely to fall through the gaps
The women whose needs are least visible are often those who are most at risk: women who are neurodivergent, women with learning or cognitive impairment, women with severe and persistent mental illness, First Nations women, culturally and linguistically diverse women, LGBTQI+ women and women in regional and remote areas. A UK study of occupational therapists working in perinatal mental health with mothers from ethnic minorities identified barriers and enablers to meeting these mothers’ occupational needs, and reported evidence of systemic racism in UK maternity care and poorer outcomes for ethnic minority women (Halsall et al., 2025). While this study is not Australian, its findings are a reminder that culturally safe, relationship-based practice has to be designed in from the start.
Physical recovery and persistent pain after birth
Physical effects of birth are common and can persist. In a cross-sectional study of 164 women who had received physiotherapy for pregnancy-related pelvic girdle pain, 76% still experienced persistent pain four months postpartum (Individually tailored physiotherapy interventions for pregnancy-related pelvic girdle pain, cross-sectional study). Pain, pelvic floor dysfunction and fatigue affect a woman’s ability to lift and carry her baby, return to work and care for her family. Occupational therapists can contribute through pain interventions, activity pacing, energy conservation, adapting infant-care tasks and the home environment, and supporting return to work and other roles.
Models of care
We propose the following models for the Committee’s consideration. Each is practical, can be piloted and evaluated, and builds on existing services rather than replacing them.
1. Maternity wards and mother-baby units. Embed occupational therapists as core members of multidisciplinary teams to provide neuroaffirming care, mental health support, sensory processing strategies, and pain education and management, helping new mothers to transition to parenthood. Occupational therapists can also lead functional discharge planning, so that women leave hospital with practical, real-world coping and occupational performance strategies.
1. Child and maternal health pathways and community clinics. Establish formal, seamless pathways between Child and Maternal Health Nurses and occupational therapists, and include occupational therapists in community clinics  to offer integrated post-natal care.
1. Perinatal mental health teams with assertive outreach. Integrate occupational therapists into multidisciplinary perinatal mental health teams that reach out to at-risk women in the antenatal and postpartum periods. 
1. Group and peer interventions for women below the threshold for specialist care. Many women do not meet the high threshold for specialist mental health care but still struggle. Occupational therapist-facilitated individual support, peer support and online group interventions, offered in both the antenatal and postpartum phases, can prevent these women falling through the gaps and developing chronic problems that need more health resources later. Primary research reported in the UK literature includes an occupational therapy group intervention that helped participants persevere with breastfeeding and feel more confident in their parenting role, and an occupation-based retreat that improved mood and self-compassion for women who had experienced pregnancy or infant loss (Halsall et al., 2025, summarising Sponseller et al., 2021 and Hanish, 2019).
4. Cost, access, education, workforce and data
Responds to Terms of Reference (d), (e), (f), (g) and (h).
Cost and accessibility of care
Cost and fragmentation are the main barriers we see in practice. Women are expected to navigate separate services for mental health, infant feeding, pelvic health and pain, often at their own expense and at times that clash with caring responsibilities. We propose the following to improve access.
1. Direct GP referral pathways. Clearer and more direct pathways for GPs to refer women to occupational therapy for specialised women’s health needs would allow timely and proactive intervention.
1. Access to Occupational therapists under Medicare. Occupational therapists can provide services under Medicare, and this is a heavily under-utilised resource. Promoting it would give women with complex mental health challenges, chronic illness and trauma proactive support to address their health needs, return to work roles, attend to reproductive health and care for their families, without relying on already stretched hospital services.
1. Telehealth. Telehealth, online workshops, self-paced learning and online groups should be funded so that women in regional and remote areas can reach specialised women’s health occupational therapy. This supports health equity and suits women whose needs fluctuate or who cannot easily travel with an infant.
Reproductive health support and education, including contraception
Antenatal and postpartum reproductive health education should be accessible to women with cognitive impairment, neurodivergence, low health literacy, trauma histories or limited English. Occupational therapists can adapt content, pacing, format and sensory environment, and can support women to apply information in their daily routines. We also recommend reproductive health education for women with disabilities, who are often left out of mainstream education.
Research, education and training
We recommend that the Committee support:
1. structured training and professional development to increase the skilled occupational therapy workforce in the women’s health sub-specialty;
1. inclusion of neuroaffirming and trauma-informed practice in education for all professionals working in maternal care; and
1. funded research on occupational therapy models in maternity, perinatal mental health and pain, including partnerships with consumers.

Policies, data collection and monitoring
Services for women with hidden and invisible needs are hard to plan because those needs are hard to count. We recommend that data collection and monitoring processes across Commonwealth, state and territory programs capture disability (including psychosocial disability and neurodivergence), First Nations status, cultural and linguistic background, sexuality and gender identity, and regional location, and that they record the allied health professions involved in a woman’s care, including occupational therapy. Outcome measures should include participation and function, not just clinical indicators.
5. Pain
Responds to Terms of Reference (i), (j) and (k).
How women experience long-lasting pain
Chronic pain is recognised by the World Health Organization as a public health problem, and a systematic review cited in the Canadian scoping review estimated its global prevalence at 30.3% (Lagueux et al., 2018). Women experience pain across the lifespan, including endometriosis and other pelvic pain, pregnancy-related and postpartum pain, musculoskeletal pain, and pain associated with hypermobility and EDS. Pain is invisible. It fluctuates, it is not reliably captured in a single appointment, and a woman in pain may appear to be coping when she is not. Women with autism and other neurodivergences may have a high pain tolerance and challenges to communicate their pain, resulting in lower access to services. Hypermobility and EDS are not incorporated into many programs. The health care that is offered is siloed and does not take into account other illnesses or disabilities,  caring responsibilities or the realities of a woman’s daily life. Women who are also  First Nations, from culturally and linguistically diverse backgrounds  face compounded barriers.
The occupational therapy contribution to pain management
A scoping review of 52 sources described occupational therapists as making a unique contribution to chronic pain management through their focus on occupational performance and engagement (Lagueux et al., 2018). A systematic review recommended that occupational therapy interventions start from the identified needs of the person with chronic pain (Hesselstrand et al., 2015). A qualitative study of occupational therapists found that clients were most successful in managing chronic pain, wellness and occupational performance when interventions were health-promoting and clients were enabled to take an active role (Ochoa & Skubik-Peplaski, 2024). In adolescents, a systematic review of 23 studies of occupational therapy-related interventions for paediatric chronic pain found significant decreases in pain and disability for psychological, interprofessional, telehealth and biomechanical approaches (Suder et al., 2023).
Barriers to effective pain management
In our experience, the main barriers are as follows.
1. Range and affordability of treatment. Multidisciplinary pain programs are scarce, expensive and often located far from where women live.
1. Exclusion of conditions. Hypermobility and EDS are not incorporated into many pain programs.
1. Programs designed without caring responsibilities in mind. Fixed-hour, in-person programs are inaccessible to many mothers and carers.
1. Absence of occupational therapy in pain pathways. Occupational therapists are not routinely included in women’s pain and pelvic health pathways, although this is where activity and participation problems are addressed.
1. Inadequate medicare item numbers to allow access to Occupational Therapy for pain. 5 sessions of chronic disease management sessions per year is an inadequate number.
We recommend that occupational therapists be included in multidisciplinary pain and pelvic health pathways, that these pathways explicitly include hypermobility and EDS, and that they be offered through flexible, telehealth-enabled and relationship-based models.
6. Women’s health across the lifespan
Responds to Term of Reference (p), related matters.
Adolescence and matrescence
Reproductive health needs begin well before pregnancy. We recommend that referral pathways between occupational therapists, GPs and obstetricians and gynaecologists explicitly include adolescents and young women from around 15 years, particularly those with disability, chronic illness or trauma histories. Early support with pain, menstrual health, sensory processing and mental health can prevent problems becoming chronic.
Pelvic health
Pelvic floor dysfunction affects women across the lifespan. The 2026 study by Fyhrie and colleagues provides evidence that occupational therapists see a unique role for the profession in pelvic health care (Fyhrie et al., 2026). A case series of women’s experiences of occupational therapy for pelvic floor dysfunction was presented to the American Occupational Therapy Association in 2023 (Schmid et al., 2023). We encourage the Committee to include occupational therapy in its consideration of pelvic health services alongside physiotherapy, consistent with the reference to pelvic health services in item (d).
Menopause
Menopause is not specifically mentioned in the Terms of Reference but falls within related matters. An Irish qualitative study of five women found significant occupational disruption during the menopause transition, affecting valued roles as mothers and partners and women’s sense of efficacy, competence and identity, and concluded that occupational therapists should be recognised as part of menopause care (Daly & Hynes, 2025). A Swedish interview study of women’s experiences of the work environment during menopause concluded that occupational therapy interventions considering the individual, the activity and the workplace environment can contribute to sustainable changes (Women’s experience of the impact of work environment during menopause, 2025). Both studies are small, but they point to an area of unmet need, and consensus recommendations from the Menopause Society also recognise the effect of menopause on work (Menopause Society, 2024).
7.Other related matters
Standardised assessments are widely used in healthcare, but many were developed using research samples and clinical descriptions drawn predominantly from males. Where a tool measures how a condition presents in men and boys, it may systematically under-identify the same condition in women and girls, even when their needs are equally significant.
Research and clinical experience increasingly show that women and girls often present differently from the dominant diagnostic picture.
· In autism, girls and women may display more subtle social-communication differences, have intense interests that appear socially typical, and are more likely to camouflage or “mask” their difficulties, often at significant personal cost.
· In ADHD, girls are more likely to present with inattentive rather than hyperactive or disruptive symptoms, which are less visible and less likely to prompt referral.
· Missed or delayed diagnosis is well documented among women and girls, often not occurring until adolescence or adulthood. Because access to many funding schemes and services depends on meeting assessment thresholds, a tool that fails to detect female presentations can lock women out of support entirely. This compounds existing disadvantage, contributing to poorer mental health, reduced educational and employment outcomes, and higher risk of crisis. In the area of psychosocial disability, women’s distress is more likely to be internalised and may be present as self-injury or experiencing violence and coercion, whereas men's distress may present as aggression. There are multiple standardised assessments that record a higher score for men's presentation of distress, and a lower score for women’s presentation of distress. This can impact access to supports and services
When eligibility is tied to a standardised score, any bias in the tool is carried into every decision made using it. This is a structural problem, not an individual one, and it cannot be fixed by clinicians alone if the instrument itself is the limiting factor. Reviewing the tools addresses the issue at its source.
 Gender bias in standardised assessments does not operate alone. For First Nations women and CALD women, it intersects with cultural and linguistic bias, and the effects compound. Many widely used tools were developed and normed on predominantly white, English-speaking, Western populations, and may not be valid or reliable when applied to people from other cultural backgrounds. For First Nations women, concepts of health and wellbeing are often holistic, grounded in connection to family, community, culture and Country, and are not well captured by tools built around Western clinical constructs. The effects of intergenerational trauma, racism and past experiences with services can also shape how distress is expressed and how willing women are to engage with assessors. For CALD women, language barriers, limited access to qualified interpreters, differing cultural understandings of mental illness and neurodivergence, stigma, and experiences of migration or refugee-related trauma can all affect how symptoms are described, interpreted and scored. Distress may be expressed in somatic or culturally specific ways that standard criteria overlook. The result is a heightened risk of misdiagnosis, delayed diagnosis or no diagnosis at all, and therefore exclusion from the supports that depend on an assessment outcome. Addressing gender bias without also addressing cultural bias would leave the women who already face the greatest barriers to care behind.
Reviewing the assessments that gate access to supports is a practical, targeted reform that would improve diagnostic accuracy, reduce delays, and ensure that women and girls receive support based on need rather than on how closely they match a male-derived profile.
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Terms of Reference
1. That a select committee, to be known as the Select Committee on Women's Health, be established to inquire into and report on:
1. best practice approaches to postpartum healthcare, including the delivery of physical and mental health support and services for mothers and their partners including those who have experienced infant loss;
2. women's experiences in the postpartum period, including the physical, psychological, emotional and economic impacts of birth;
3. best practice pregnancy and postpartum care models to support long-term maternal physical and mental health;
4. the cost and accessibility of postpartum healthcare, including:
1. infant feeding supports,
2. mental health supports and services,
3. physiotherapy services, including pelvic health services, and
4. related allied health services;
5. antenatal and postpartum reproductive health support and education, including contraceptive care;
6. research, education and training on pregnancy and postpartum care for healthcare professionals working in maternal care;
7. existing Commonwealth, state and territory government policies, programs and healthcare initiatives addressing postpartum care;
8. data collection, reporting and monitoring processes and allocation of research efforts relating to postpartum healthcare;
9. the ways in which women and girls experience recurrent, severe, or long-lasting pain conditions;
10. women's experience in seeking appropriate healthcare responses to pain, including experiences of medical misogyny;
11. barriers to effective pain management, including the range and affordability of available treatments;
12. best practice approaches to assisted reproduction treatments;
13. access and affordability issues relating to fertility and assisted reproduction treatments;
14. the regulation of medical devices used in women's healthcare treatments, including risk assessments, monitoring and reporting;
15. the role of relevant regulators and other agencies in responding to complaints regarding medical devices; and
16. any related matters.
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