




For someone with an eating disorder, this kind of interaction isn’t just unhelpful — it’s dangerous. It also
delayed my access to appropriate care. Weight bias in gynaecology is a real barrier, and it has real
consequences.

For years, I was also the primary carer for my parents. My father was emotionally and psychologically
controlling, and the stress of managing his care — on top of my own untreated pain — took a huge toll. When
he moved into supported care, my health noticeably improved. That alone says something about how chronic
stress and chronic pain interact. Caring for others while your own health is deteriorating adds a layer of physical
and emotional strain that the medical system rarely acknowledges.

My experience isn’t unusual, and that’s the problem. Based on what I’ve lived through, I believe the ACT
needs:

• earlier access to diagnostic imaging, including DIE ultrasound, without interstate travel
• gynaecologists trained in eating disorders, trauma‑informed care, and weight‑neutral practice
• recognition of sexual pain and post‑orgasm cramping as key symptoms
• multidisciplinary pelvic pain clinics that don’t require patients to coordinate everything themselves
• accountability for excessive specialist fees
• clear pathways so patients aren’t left navigating years of uncertainty

Fifteen years is too long to wait for a diagnosis. The physical pain is one thing, but the emotional, financial, and
professional impacts compound over time. I hope this inquiry leads to meaningful change so that people in the
ACT don’t have to fight this hard, for this long, just to be believed and treated.

Regards,




