
a

Journals Library

Health and Social Care Delivery Research
Volume 12 • Issue 30 • September 2024

ISSN 2755-0079

DOI 10.3310/JYFT5036

Women’s Health Hubs: a rapid mixed-
methods evaluation
Kelly Daniel, Jennifer Bousfield, Lucy Hocking, Louise Jackson and Beck Taylor

https://crossmark.crossref.org/dialog/?doi=10.3310/JYFT5036&domain=pdf




Women’s Health Hubs: a rapid mixed-methods 
evaluation

Kelly Daniel ,1 Jennifer Bousfield ,2 Lucy Hocking ,2  
Louise Jackson 3,4 and Beck Taylor 3*

1Health Services Management Centre, School of Social Policy, University of 
Birmingham, Birmingham, UK

2RAND Europe, Westbrook Centre, Cambridge, UK
3Warwick Medical School, University of Warwick, Coventry, UK
4Health Economics Unit, Institute of Applied Health Research, University of 
Birmingham, Birmingham, UK

*Corresponding author 

Published September 2024
DOI 10.3310/JYFT5036

This report should be referenced as follows:

Daniel K, Bousfield J, Hocking L, Jackson L, Taylor B. Women’s Health Hubs: a rapid mixed-
methods evaluation. Health Soc Care Deliv Res 2024;12(30). https://doi.org/10.3310/JYFT5036

https://orcid.org/0000-0002-4513-1026
https://orcid.org/0000-0002-5671-2336
https://orcid.org/0000-0002-8319-962X
https://orcid.org/0000-0001-8492-0020
https://orcid.org/0000-0002-3559-7922
https://doi.org/10.3310/JYFT5036




Criteria for inclusion in the Health and Social Care Delivery Research journal
Manuscripts are published in Health and Social Care Delivery Research (HSDR) if (1) they have resulted from work for the 
HSDR programme, and (2) they are of a sufficiently high scientific quality as assessed by the reviewers and editors.

Health and Social Care Delivery Research
ISSN 2755-0079 (Online)

A list of Journals Library editors can be found on the NIHR Journals Library website

Health and Social Care Delivery Research (HSDR) was launched in 2013 and is indexed by Europe PMC, DOAJ, INAHTA, 
Ulrichsweb™ (ProQuest LLC, Ann Arbor, MI, USA), NCBI Bookshelf, Scopus and MEDLINE.

This journal is a member of and subscribes to the principles of the Committee on Publication Ethics (COPE)  
(www.publicationethics.org/). 

Editorial contact: journals.library@nihr.ac.uk

This journal was previously published as Health Services and Delivery Research (Volumes 1–9); ISSN 2050-4349 (print),  
ISSN 2050-4357 (online)

The full HSDR archive is freely available to view online at www.journalslibrary.nihr.ac.uk/hsdr.

HSDR programme
The HSDR programme funds research to produce evidence to impact on the quality, accessibility and organisation of health and 
social care services. This includes evaluations of how the NHS and social care might improve delivery of services.

For more information about the HSDR programme please visit the website at https://www.nihr.ac.uk/explore-nihr/funding-
programmes/health-and-social-care-delivery-research.htm

This article
The research reported here is the product of an HSDR Rapid Service Evaluation Team, contracted to undertake real time evaluations 
of innovations and development in health and care services, which will generate evidence of national relevance. Other evaluations by 
the HSDR Rapid Service Evaluation Teams are available in the HSDR journal.

The research reported in this issue of the journal was funded by the HSDR programme or one of its preceding programmes as award 
number NIHR135589. The contractual start date was in April 2022. The draft manuscript began editorial review in April 2023 and 
was accepted for publication in November 2023. The authors have been wholly responsible for all data collection, analysis and 
interpretation, and for writing up their work. The HSDR editors and production house have tried to ensure the accuracy of the 
authors’ manuscript and would like to thank the reviewers for their constructive comments on the draft document. However, they do 
not accept liability for damages or losses arising from material published in this article.

This article presents independent research funded by the National Institute for Health and Care Research (NIHR). The views 
and opinions expressed by authors in this publication are those of the authors and do not necessarily reflect those of the NHS, 
the NIHR, the HSDR programme or the Department of Health and Social Care. If there are verbatim quotations included in this 
publication the views and opinions expressed by the interviewees are those of the interviewees and do not necessarily reflect 
those of the authors, those of the NHS, the NIHR, the HSDR programme or the Department of Health and Social Care.

This article was published based on current knowledge at the time and date of publication. NIHR is committed to being inclusive 
and will continually monitor best practice and guidance in relation to terminology and language to ensure that we remain relevant 
to our stakeholders.

Copyright © 2024 Daniel et al. This work was produced by Daniel et al. under the terms of a commissioning contract issued by the  
Secretary of State for Health and Social Care. This is an Open Access publication distributed under the terms of the Creative 
Commons Attribution CC BY 4.0 licence, which permits unrestricted use, distribution, reproduction and adaptation in any medium 
and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For attribution the 
title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

Published by the NIHR Journals Library (www.journalslibrary.nihr.ac.uk), produced by Newgen Digitalworks Pvt Ltd, Chennai, India 
(www.newgen.co).

BRACE: The Birmingham, RAND and Cambridge Rapid Evaluation Centre 
The BRACE Rapid Evaluation Centre (National Institute for Health and Care Research Birmingham, RAND and Cambridge 
Evaluation Centre) is a collaboration between the Health Services Management Centre at the University of Birmingham, the 
independent research organisation RAND Europe, the Department of Public Health and Primary Care at the University of 
Cambridge, and National Voices. BRACE carries out rapid evaluations of innovations in the organisation and delivery of health 
and care services. Its work is guided by three overarching principles:

1.  Responsiveness. Ready to scope, design, undertake and disseminate evaluation research in a manner that is timely and appropriately 
rapid, pushing at the boundaries of typical research timescales and approaches, and enabling innovation in evaluative practice.

2.  Relevance. Working closely with patients, managers, clinicians and health care professionals, and others from health and care, in 
the identification, prioritisation, design, delivery and dissemination of evaluation research in a co-produced and iterative manner.

3.  Rigour. All evaluation undertaken by the team is theoretically and methodologically sound, producing highly credible and timely 
evidence to support planning, action and practice.

https://www.journalslibrary.nihr.ac.uk/journals/




DOI: 10.3310/JYFT5036 Health and Social Care Delivery Research 2024 Vol. 12 No. 30

Copyright © 2024 Daniel et al. This work was produced by Daniel et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

v

Abstract

Women’s Health Hubs: a rapid mixed-methods evaluation

Kelly Daniel ,1 Jennifer Bousfield ,2 Lucy Hocking ,2  
Louise Jackson 3,4 and Beck Taylor 3*

1Health Services Management Centre, School of Social Policy, University of Birmingham,  
Birmingham, UK

2RAND Europe, Westbrook Centre, Cambridge, UK
3Warwick Medical School, University of Warwick, Coventry, UK
4Health Economics Unit, Institute of Applied Health Research, University of Birmingham, Birmingham, UK

*Corresponding author beck.taylor@warwick.ac.uk

Background: Women’s sexual and reproductive health needs are complex and vary across the life 
course. They are met by a range of providers, professionals and venues. Provision is not well integrated, 
with inequalities in access. In some areas of the United Kingdom Women’s Health Hubs have been 
established to improve provision, experience and outcomes for women, and to address inequalities and 
reduce costs. These models were established prior to the national implementation of Women’s Health 
Hubs announced in the English 2022 Women’s Health Strategy.

Objective: To explore the ‘current state of the art’, mapping the United Kingdom landscape, and 
studying experiences of delivering and using Women’s Health Hubs across England, defining key 
features and early markers of success to inform policy and practice.

Design: A mixed-methods evaluation, comprising three work packages:

1. Mapping the Women’s Health Hub landscape and context and developing a definition of Women’s 
Health Hubs, informed by an online national survey of Women’s Health Hub leaders, and interviews 
with regional stakeholders.

2. In-depth evaluation in four hub sites, including interviews with staff and women, focus groups in 
local communities and documentary analysis.

3. Interviews with national stakeholders and consolidation of findings from work packages 1 and 2.

Fieldwork was undertaken from May 2022 to March 2023. The evaluation was initiated prior to the 
national scale-up of Women’s Health Hubs announced in the 2022 Women’s Health Strategy.

Results: Most areas of the United Kingdom did not have a Women’s Health Hub. Seventeen active 
services were identified, established between 2001 and 2022. Women’s Health Hubs were diverse, 
predominantly GP-led, with different perspectives of the role and definition of a hub. Women using 
hubs reported positive experiences, finding services caring and convenient. Implementation facilitators 
included committed, collaborative leaders working across boundaries, sufficient workforce capacity 
and a supportive policy context. Challenges included access to funding, commissioning, workforce 
issues, facilities and equipment, stakeholder engagement and wider system integration, priorities and 
pressures. Leaders were committed to addressing inequalities, but evidence of impact was still emerging.

Limitations: It was challenging to locate models; therefore, some may have been missed. Data 
availability limited assessment of impact, including inequalities. Some population groups were not 
represented in the data, and the evaluation was more provider-oriented. It was not possible to develop a 
typology of Women’s Health Hubs as planned due to heterogeneity in models.
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https://orcid.org/0000-0002-5671-2336
https://orcid.org/0000-0002-8319-962X
https://orcid.org/0000-0001-8492-0020
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Conclusions: Existing Women’s Health Hub models were providing integrated approaches to meet local 
needs. Many were at an early stage of development. Evidence of system-level impact and costs was still 
emerging. Women’s Health Hubs may widen inequalities if models are more accessible to advantaged 
groups. The important role of committed leaders in existing ‘bottom-up’ models may limit scalability and 
sustainability. Findings suggest that national scale-up will take time and requires funding and that it is 
necessary to design models according to local needs and resources. In 2023, the Department of Health 
and Social Care announced funding to establish a Women’s Health Hub in every Integrated Care System 
in England.

Future work: Future evaluation should consider system-level impact and costs, explore unintended 
consequences and test assumptions.

Funding: This award was funded by the National Institute of Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme (NIHR award ref: NIHR135589) and is published in full in 
Health and Social Care Delivery Research; Vol. 12, No. 30. See the NIHR Funding and Awards website for 
further award information.
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A note on terminology

Defining Women’s Health Hubs

At the time the evaluation was undertaken, stakeholders highlighted that the ‘Women’s Health Hub’ 
(WHH) label did not have a clear and consistent definition, and not all organisations providing women’s 
health services in the community would refer to themselves as WHHs. WHHs are not necessarily a 
‘place’ but a ‘concept’ and are distinct from other hubs which may support women’s health, for example 
mental health and family hubs, though inevitably there are links. We have explored the diversity in 
terminology in use, and perspectives regarding nomenclature, as part of our evaluation.

Using the term ‘women’

While we refer to women throughout this document, we recognise that WHHs may also serve people 
who are transgender, non-binary, with variations in sex characteristics (VSC) or who are intersex. The 
evaluation considered the needs of all people who are in need of services provided by hubs and was not 
limited to cisgender women. We have reported on issues of inclusivity around gender that were found in 
our data.

Geographical focus of the evaluation

The primary focus of this study is WHHs in England, with the request for the evaluation initially coming from 
Public Health England/Office for Health Improvement and Disparities with strong support from policy teams in 
the Department of Health and Social Care. However, the hub mapping research was conducted across the UK 
to try to offer a comprehensive overview of the current landscape, gain wider insights and maximise learning, as 
there is limited evidence on WHHs to date.
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Plain language summary

In the National Health Service, care for women’s health issues such as heavy periods, menopause, 
contraception and abortion is provided by different services, such as GPs and hospital gynaecology 

and sexual health clinics. Services are not always joined up and often women find it hard to access 
care. To improve care, United Kingdom National Health Service teams have set up Women’s Health 
Hubs. Women’s Health Hubs involve a group of health professionals working together to provide more 
joined-up community-based services to women throughout their lives.

This evaluation aimed to explore why, where and how Women’s Health Hubs have been set up and what 
they have achieved and to understand staff and patient experiences. The results will be shared with the 
government and National Health Service as new Women’s Health Hubs are set up. The evaluation 
included a survey of people who have set up hubs across the United Kingdom and interviews with 
women’s health leaders in England. In four hubs in England, we talked to local women and staff, and 
reviewed documents.

We found 17 hubs, and most areas of the United Kingdom did not have one. Every hub was different, 
with different views about how hubs should work. Most were set up to improve access and experiences 
for women, and reduce pressure on other services. Six hubs had involved women in developing their 
service but most had not. Hubs offered appointments with health professionals, usually in GP or 
community clinics. The most common services were for coil fitting, menopause and heavy periods.

The set-up of hubs was helped by passionate leaders who involved the right people, and identified 
funding and time. Challenges included National Health Service pressures and a lack of funding, clinic 
space and staff.

Women who have used hubs report a good experience, with caring and convenient services. More work 
is needed to understand how hubs can improve care for all women, including unfair differences in care.
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Scientific summary

Background

Sexual and reproductive health covers a range of needs and conditions, including contraception, 
pregnancy and abortion, sexually transmitted infections (STIs), psychosexual services (e.g. counselling for 
sexual dysfunction), and gynaecological health (e.g. peri-menopause, menopause and menstrual 
problems) [All-Party Parliamentary Group on Sexual and Reproductive Health. Women’s Lives, Women’s 
Rights: Strengthening Access to Contraception Beyond the COVID-19 Pandemic (Internet). 2020. www.
fsrh.org/documents/womens-lives-womens-rights-full-report/ (accessed 24 October 2023)]. Women’s 
sexual and reproductive health needs are complex and vary across the life course, and they are met by a 
variety of providers, venues and professionals. In England, challenges in access, workforce, funding and 
fragmented commissioning impact on women’s health service provision.

In response to these challenges, local teams across the UK established Women’s Health Hubs (WHHs) to 
improve provision, experiences and outcomes. WHHs aimed to integrate women’s health services more 
effectively, with a more woman-centred, life-course approach. These emerging models were highlighted 
as best practice and wider adoption was subsequently recommended as a part of England’s Women’s 
Health Strategy in 2022. However, there was no agreed definition of a WHH in clinical and policy 
communities. Hubs were described as not necessarily a ‘place’, but a ‘concept’, and the term was being 
used differently across services and organisations. 

In response to WHHs being identified as an important policy topic, in 2022, the National Institute for 
Health and Care Research (NIHR) asked the BRACE Rapid Evaluation Centre to undertake a rapid 
evaluation of current hub evidence and practice.

Objectives

The aim of this evaluation was to explore the ‘current state of the art’ of WHHs, mapping the landscape, 
studying experiences of delivering and using hub services and defining key features and early markers of 
success to inform policy and practice. The evaluation explored the following questions:

1. What are WHHs, and is there variation in how stakeholders name and define them?
2. How many WHHs have been established or are in development across the UK, where are they and 

what are their characteristics, including models of structure, commissioning and delivery?
3. Why have WHHs been implemented, and how are they intended to address health inequalities?
4. What have WHHs achieved to date? How do WHHs achieve this?
5. What are the experiences and perspectives of staff regarding WHH set-up, commissioning, funding, 

implementation and delivery?
6. What are the experiences and perspectives of women who have used hub services?
7. How are WHHs’ performance, outcomes and costs measured, and how might they be measured in future?

Methods

This was a mixed-methods evaluation, combining quantitative and qualitative data collection, with data 
collected at local, regional and national levels. This approach offered both breadth and depth in data 
collection. The evaluation comprised three work packages (WPs):

1. Mapping the current landscape and context for WHHs, including an online survey of leads from 
hubs across the UK and interviews with regional stakeholders.

www.fsrh.org/documents/womens-lives-womens-rights-full-report/
www.fsrh.org/documents/womens-lives-womens-rights-full-report/
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2. Detailed research in four purposively selected exemplar hub sites in England, including interviews 
with staff and service users, focus groups in local communities and documentary analysis.

3. Bringing together and consolidating findings from WPs 1 and 2 to generate evidence on WHH 
models, including interviews with national stakeholders.

The mapping in WP1 was UK-wide, but the remainder of the work focused on WHHs in England. The 
England focus was decided collaboratively with a multidisciplinary Stakeholder Group, due to the 
particularly complex commissioning context in English health and social care systems. 

In total, interviews with 85 people were conducted: 40 WHH and wider staff, 7 regional stakeholders, 6 
national stakeholders and 32 women. Four focus groups were undertaken with women in the local 
communities served by exemplar hubs. Ten initial scoping interviews undertaken to inform protocol 
design were included in the analysis.

Results

There were diverse approaches to implementing WHHs across England, with no standard or ‘typical’ 
model, and a lack of common language and terminology to describe hubs. A hub can be interpreted as a 
physical place, but also as a virtual platform (e.g. to triage or offer educational events for women), which 
can be difficult to understand for some stakeholders, including some women. In collaboration with our 
evaluation Stakeholder Group, and based on our findings across WPs, we developed a working definition 
of a WHH that represents a set of common features that were recognised within the community of 
practitioners as typifying a hub approach:

• Women’s Health Hubs are based in the community and work at the interface between primary and 
secondary care and/or voluntary sector and wider.

• Women’s Health Hubs offer more than a single service (and include the provision of both 
gynaecological services and contraception) or demonstrate plans to do so.

• Women’s Health Hubs have more than one organisation involved in the process of service delivery, 
including in design, commissioning and/or provision of care, beyond simply referring in.

This definition should be considered alongside the need for hub design to be tailored to local contexts, 
needs and resources. As a result, we have not specified which model(s) should be used to implement 
hubs, which role(s) should lead design/delivery or other details about how the hub is established and 
resourced. While this offers flexibility to local areas to design a service that meets local needs, there is a 
risk of creating confusion for women, healthcare professionals and policy-makers regarding what a hub 
is and should do. This may impact on engagement by these groups and on hub implementation. The 
heterogeneity in hub models can also hinder evaluation, monitoring and comparison of hub impact.

The working definition we have developed can be refined over time in response to evolving evidence 
and practice. A clear definition can support policy and decision-makers to better understand which 
models work best for women, including those from groups with greater needs, and which are most 
effective (including cost-effective). Further refinement of the definition could include standardisation of 
terminology, for example, to confirm the number and type of services that constitute a 'one-stop shop', 
and whether the ’spoke’ aspect of a ‘hub-and-spoke’ model must be a physical location or could be 
virtual. Clear definitions of a hub may also avoid simple rebadging of local services as hubs in response 
to policy initiatives, without meaningful transformation of care pathways.

We identified 17 active WHHs across the UK. This means that most women did not have access to a hub at 
the time of data collection. Most of the hubs we identified were continuing to evolve and had plans in place 
to expand their offer and/or geographical reach. Hubs were introduced to meet a range of aims, primarily 
intending to improve healthcare access, quality and experience. Hub leaders were committed to reducing 
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inequalities and many were implementing strategies to do so but approaches and evidence were still 
evolving. Hub services were often described as filling the intermediary space between standard primary 
care and specialist secondary care, although this boundary varied across hubs. Hubs were predominantly 
clinically led by GPs with a special interest in women’s health, although some were led by other 
professionals. Often, leadership was not well defined, with unspecified responsibilities and accountabilities, 
and a blurring of leadership, management and governance boundaries. While many hubs were reported as 
being one-stop shops, it was rare for them to offer multiple services at the same time and those that did 
were often opportunistic rather than a planned service offer (e.g. offering a smear test at the same time as 
fitting a coil). Most hubs operated from multiple venues, often in primary care or community settings. The 
professionals working to deliver services within hubs varied, and there was no consistent approach to 
staffing, with different costs associated with the roles deployed. 

A range of commissioning approaches were in place, often involving collaboration between multiple 
organisations. Given the challenges in securing funding and overcoming commissioning barriers, hub 
leaders had developed a range of creative approaches to accessing resources for implementation and 
delivery. However, these innovative local workarounds may not be suitable for long-term, sustainable 
scale-up and spread of WHHs. Some hubs had been unable to expand their clinical offer due to pre-
existing commissioning barriers. Challenges included moving funding or activity from secondary care 
gynaecology to WHHs and identifying a long-term solution to enable offer of long-acting reversible 
contraception (LARC) for both gynaecological and contraceptive reasons in a hub. Resolving these 
challenges was often described as critical to successful implementation of hubs. In addition to financial 
resources, some hubs had secured additional expertise and capacity to support implementation, 
including from other areas of the health system, local authorities and pharmaceutical companies.

Development of metrics and the measurement of hub outcomes was evolving and varied between hubs, 
making comprehensive assessment and comparison difficult. Some hubs had used local data to measure 
and model population need to inform hub design, and to estimate hub costs and benefits. Available data 
to quantify hub activity and impact so far were limited, but where reported it indicated that hubs had 
provided care for many hundreds of women in England. It also indicated that hubs have the potential to 
reduce waiting times and referral to secondary care gynaecology and increase LARC uptake. Evidence of 
impact on inequalities was still emerging. Women who participated in the evaluation reported having a 
positive experience of accessing their local hub and the care they received. However, women using the 
hub and other local women in the community were generally not familiar with the term ‘women’s health 
hub’ or did not know that they had received care from a hub, though they welcomed the hub concept. 
Women also described some challenges in accessing hub services, including difficulties making a GP 
appointment in order to be referred to the hub.

A minority of hubs reported involving women in the design and development of the service. There is scope 
for greater involvement of women with a range of backgrounds and experiences in WHH development at 
both a national and local level to ensure that they meet the needs of all women and address inequalities.

A number of factors facilitated the implementation and delivery of WHHs. This included leaders (both 
clinical and non-clinical) who were committed to the hub vision and worked collaboratively across 
organisational and sector boundaries to design and set up the service. Sufficient workforce capacity and 
wider policy and strategic support were also important. Implementation challenges included identification 
of funding and other resources (e.g. facilities equipment, physical space), stakeholder engagement (including 
allaying concerns regarding negative impacts on other parts of the system), competing priorities and 
pressures in the healthcare system, and IT issues. The fragmentation of English commissioning 
arrangements for gynaecology and contraception was a frequently reported barrier. We identified examples 
of hubs that had overcome some of these barriers to integrate care for women in their area.

The creation of Integrated Care Boards (ICBs) in 2022 was seen as a potential route to scale-up hubs 
nationally. The lack of an ICB leader with responsibility for women’s health (with the exception of 
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maternity) was noted as a challenge. The many competing priorities for ICBs were highlighted as limiting 
capacity to focus on women’s health. Subsequent to the completion of our evaluation in 2023, 
additional national funding was announced linked to the Women’s Health Strategy, to support the 
setting up of a WHH in each ICB in England, along with the appointment of a Women’s Health 
Champion in every ICB.

Hubs had largely been developed bottom up by local professionals, designed to meet the specific needs 
of the local population. Participants often reflected that a top-down approach to implementing hubs 
may limit the flexibility to adapt to local needs, context, leadership, workforce and resources. A middle 
ground between a bottom-up and top-down approach may be required to balance standardisation 
across hubs (e.g. to have a shared vision and definition) with flexibility to align with local context.

Hub establishment was still in the early stages, and it will take time to scale the approach up across the 
NHS and to ensure long-term sustainability of services, and localities were all at different starting points. 
The small number of highly diverse hub models in place at the time of this evaluation and varied 
approaches to measurement meant that it was challenging to assess impact. However, it highlights the 
opportunity to develop resources to support local systems to design and establish hubs, agree on core 
definitions and model components, standardise approaches (where appropriate), capture learning/data 
and test assumptions of different ways of working. Implementation efforts should include exploring and 
understanding any unintended consequences, a common occurrence when introducing complex changes 
into health systems. Agreeing some aspects of standardisation (where appropriate), sharing learning and 
measuring outcomes and impact data can facilitate future and ongoing implementation and evaluation 
of WHHs, and allow exploration of the relative benefits of different models. This learning can inform 
further scale-up of and development of WHHs.

Conclusions

At the start of this evaluation, WHHs were a set of innovative service models spread across the UK, and 
at the end of the evaluation, they were an explicitly stated policy objective for the Department of Health 
and Social Care (DHSC). Our findings identified that the few existing WHHs are diverse, and 
continuously evolving, with many at an early stage of development or delivery, with some employing 
innovative approaches such as virtual group consultations. The launch of the Women’s Health Strategy, 
and the associated funding to support hub implementation announced in March 2023, provides an 
opportunity to expedite the spread of these models. However, the heterogeneity in models and 
contexts, and the complexity of women’s health care, means that rapid scale-up may be challenging, and 
substantial commissioning barriers must be overcome. Our findings suggest that implementing models 
informed by local needs and resources will be necessary, and requires input from women, particularly 
those who are least well served by current services. We do not yet have clear evidence for the system-
level impact or costs of WHHs, and the gathering of consistent data to test assumptions, and measure 
and learn from WHH achievements, including impacts on inequalities, will enable evaluation of further 
scale-up. WHHs have the potential to transform women’s access to care, and there is a large community 
of experts striving to improve women’s health care. The Women’s Health Strategy for England provides a 
further catalyst to national-level change, alongside the emerging system-level approaches to health 
improvement driven by ICBs, and wider population interest in women’s health.
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Chapter 1 Introduction

B 
ox 1 provides a summary of Chapter 1 of this report.

BOX 1 Summary of Chapter 1

• Historically, women’s health has been confined to a focus on reproductive health. However, there has been 
a call for broader conceptualisations.

• Women’s sexual and reproductive health needs are complex and vary across the life course from menarche 
to post menopause. A range of organisations, venues and professionals are involved in service provision 
for women’s health. Services in England are often not well integrated across organisations and there are 
challenges in access, workforce and resources and fragmented commissioning.

• Local teams across the UK established Women’s Health Hubs (WHHs) in response to these challenges 
to improve provision, experiences and outcomes. These emerging models have been highlighted as best 
practice and wider adoption has been recommended.

• The government identified the opportunity to integrate women’s health services more effectively, with a 
more woman-centred, life-course approach, reflected in the Women’s Health Strategy for England. The 
strategy, published in July 2022, encouraged the expansion of WHHs across the country, with additional 
funding to support implementation announced in March 2023.

• There was no agreed definition of a WHH. Hubs were not necessarily a ‘place’, but a ‘concept’, and the term 
had been applied differently across health and care services.

• In response to WHHs being identified as an important policy topic, the National Institute for Health and 
Care Research (NIHR) asked the BRACE Rapid Evaluation Centre to undertake a rapid evaluation of current 
hub evidence and practice. This evaluation aimed to provide information on hub models, how they were 
being implemented and how successfully.

• The evaluation was supported by Stakeholder and Women’s Advisory Groups.

What is women’s health?

Conceptualisations of women’s health
Women’s health has historically been confined to a focus on sexual and reproductive health, including 
childbearing and menstruation. However, there has been a call for broader conceptualisations:1,2

Women’s health involves women’s emotional, social, cultural, spiritual and physical wellbeing and is 
determined by the social, political and economic context of women’s lives as well as by biology.2 (p. 118)

The focus on sexual and reproductive health may be linked to the role that contraception and abortion 
access has played in transforming women’s autonomy, to make choices about having a family.3 
Organisations such as the Faculty of Sexual and Reproductive Healthcare conceptualise women’s 
health as existing on a continuum, with experiences and needs throughout the life course.2–4 This 
acknowledges that needs change alongside life events and with age and draws attention to both 
stages and points of transition (e.g. the start of menstruation through to menopause).3,4 This enables a 
preventive, rather than just reactive, approach to women’s health and extends beyond a medical model 
to improve health and well-being across generations.4

Service provision
Women’s health needs can be understood and grouped in a number of ways and include pregnancy-
related (e.g. pregnancy planning, fertility), sexual health-related (e.g. sexual pleasure) and non-
pregnancy-related (e.g. incontinence).5,109 These are met by a range of providers, professionals and 
venues, which also varies locally, as described in Box 2.
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BOX 2 Overview of key organisations and professionals involved in women’s health provision

Organisations:

• As part of their core service, primary care practices provide advice and treatment, for example contraception 
[excluding fitting of long-acting reversible contraception (LARCs)], sexually transmitted infection (STI) 
testing, cervical screening, menopause management and treatment. They refer women as required, for 
example specialist Sexual and Reproductive Health or gynaecology clinics. They may fit LARCs as part of a 
Locally Enhanced Service contract.

• Sexual and reproductive health services – are sometimes called sexual health, family planning or 
genitourinary medicine (GUM) clinics. They offer a full range of contraception and STI testing and advice. 
They may also offer sexual-assault support, hepatitis and human papillomavirus (HPV) vaccination, post-
exposure prophylaxis for human immunodeficiency virus (HIV) and cervical screening.

• Pharmacies – provide access to contraception, emergency contraception, advice and STI screening.
• LARC hubs – in some areas, hubs have been established to improve access to and uptake of LARC for 

contraceptive and/or gynaecological reasons, for example at a designated GP practice.
• Community gynaecology services – can provide enhanced-level gynaecological care beyond what is offered 

in primary care, for example ultrasound, hysteroscopy, biopsy, management of complex menopause and 
heavy menstrual bleeding. Some may offer complex contraception. This may be provided in community 
settings to avoid the need for hospital gynaecology referrals.

• Hospital gynaecology services – provide a range of outpatient assessment, testing and treatment for more 
specialised or complex gynaecological conditions, including suspected cancer, in secondary care settings. 
Provide inpatient care including gynaecological surgery.

• Maternity services – provide inpatient, outpatient and community care during pregnancy, antenatal, 
intrapartum, postnatal and neonatal care.

• Abortion services – provide access to support and perform termination of pregnancies, for example in a 
hospital or clinic. Often provided by private-sector organisations.

• Private clinics – provide access to any and all of the above on a fee basis, for example screening, menopause, 
sexual health and contraception provision and support.

• Outreach and specialised services for particular communities – often provided by outreach teams, for example 
local sexual health services, and offer support such as access to contraception for homeless women.

Professionals:

• GPs and GPs with special interest in women’s health or sexual health.
• Practice nurses.
• Advanced nurse practitioners.
• Pharmacists.
• Consultant gynaecologists – medical and surgical care for conditions that affect the female reproductive 

system, including cancer.
• Consultants in community sexual and reproductive health care – trained to deliver specialist care with a 

focus on population health management, for example for contraception, medical gynaecology, menopause 
and pregnancy and unplanned pregnancies.

• Genitourinary medicine consultants – diagnose and manage STIs, genital infections and conditions.
• Specialty doctors and specialty trainee doctors in the specialties listed above, physician associates, nurses 

and healthcare assistants in the specialties listed above.

In England, these services are provided in a range of primary and secondary care settings, with a 
variety of funding and commissioning arrangements. The complexity of the landscape often means that 
provision is not well integrated, and artificial divisions between contraception and reproductive health 
have led to challenges in access to contraception in England.6 Following the 2012 Health and Social 
Care Act, responsibility for the provision of contraception, sexual and reproductive health provision was 
split between different commissioning bodies, for example local authorities, NHS England, and Clinical 
Commissioning Groups (CCGs), which have now been replaced by Integrated Care Systems (ICSs).6,7 
Services have been described as ’shaped by the source, availability and amount of funding available, 
rather than by women’s needs’ (p. 12).6 Local authorities have largely had responsibility for preventive 
and public health services, including sexual health and contraception services, whereas the NHS has 
responsibility for the assessment and treatment of disease in primary care (including prescribing) or via 
referral for specialist health services. This fragmented model of commissioning can result in services that 
are disjointed, which may not reflect local population needs, and may lead to unwarranted variation in 
spending by local organisations, and difficulties in comparing investment between localities.7 A particular 
consideration is that long-acting reversible contraception (LARCs), specifically intrauterine devices/
systems (coils), may be required for either contraceptive purposes or gynaecological reasons. Separate 
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sexual health and gynaecology commissioning arrangements mean that services are often not funded 
to provide coils for both reasons in one setting. A case has been made for collaborative commissioning, 
with a clear mandate and resources, supported by strong public health leadership.8

Several factors seem to be interacting to increase perceived pressure on women’s health services: NHS 
budgets are under pressure, and local government has experienced cuts to funding; there are workforce 
and training gaps, for example insufficient staff with the right skills and experience. The COVID-19 
pandemic and waiting-list backlogs have impacted on access.4,6,9 Suggested improvements have included 
more strategic leadership accountability, models of care that incorporate sexual and reproductive health 
needs, sustainable workforce models that provide care for those with complex needs and provision 
for all.4

Women’s experiences
The challenges described above can result in negative experiences for women seeking care. Women 
may be moved between services due to gaps in care pathways, have difficulty accessing appointments 
(including long waiting), experience variation in interest and expertise at the first point of contact, and 
may be required to attend multiple appointments with different providers, wasting time and resources.6 
Women are ‘being left without clear direction of where to access the support and services they need’,10,11 
as care is not structured around their needs.10,11

The Better for Women report by the Royal College of Obstetricians and Gynaecologists emphasised 
the need to focus on and adopt a life-course approach to women’s health.9 As part of the report, a 
UK-wide survey of women was commissioned, which highlighted poor access to basic women’s health 
services, barriers to care and a need for improvements to services.9 To inform the first Women’s Health 
Strategy for England,12 the government collected evidence from women. Five topics were identified for 
prioritisation: gynaecological conditions; fertility, pregnancy loss and postnatal support; the menopause; 
menstrual health and mental health.13

Areas in need of improvement included women not feeling heard and difficulties with service access.14 
Women reported that their symptoms were often dismissed and that obtaining a diagnosis was challenging. 
Most respondents relied on family or friends for information and identified a particular lack of information 
on menstrual well-being, menopause and gynaecological conditions. Being taken seriously and offered 
appropriate treatments for menopause were further areas where shortcomings were reported. The majority 
of women suggested that service access was not convenient regarding location or time.14 Women suggested 
changes at system level, including hubs and drop-in centres, as well as greater diversity in provision.14 The 
evidence collected supported the need for a more joined-up approach to women’s health care and the 
implementation of WHHs, including one-stop shops (discussed further later).

Geographical variation and inequalities
Across the country, there is also variation in the quality and availability of sexual and reproductive 
health services, with a lack of ownership and accountability in the system for women’s healthcare 
needs.4,9,15–17 This has been shown to particularly affect women seeking support for fertility treatment 
and menopause4 and cervical screening.18 It has been suggested that political prioritisation of women’s 
health services is required to drive improvements, particularly for women from disadvantaged 
backgrounds, who experience the worst outcomes.18 There are significant inequalities in sexual and 
reproductive health, with young people and ethnic minority groups among those disproportionately 
impacted.15,19 For example, unmet need in contraception access is suggested by higher abortion rates 
among people from socially disadvantaged and/or ethnic minority backgrounds, and under 25s.4 
Additionally, women with disabilities can face barriers in accessing cervical screening or contraception.4 
It is also important to consider lesbian, gay, bisexual, transgender, queer, questioning and other sexual 
and gender identities (LGBTQ + ) service users. There is a paucity of high-quality research in this area, 
and routine data are not often collected in a way that enables appropriate examination of health 
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inequalities.20 Long-standing inequalities in service access and provision for women from disadvantaged 
and minority groups have likely widened because of COVID-19.18

Development of Women’s Health Hubs
In recognition of these issues, there have been increasing calls for a more collaborative, holistic and 
integrated approach to delivering women’s health care, designed around women’s needs.6,9,15 Local 
teams across the UK responded to the challenges in delivering services by establishing WHHs to 
improve access, experience and outcomes for their population, to address inequalities, and reduce costs. 
Some known models were already well established, while others were set up and/or starting to function 
around the time of the COVID-19 pandemic. Hubs function to meet the integrated needs of women’s 
reproductive health care by providing access to a practitioner with appropriate skills, in a community 
setting (usually primary care, although not necessarily at their own practice or provided by their own 
practice team). Although still emerging, these early models were highlighted as best practice,11,21 with 
wider roll-out recommended.9 There appeared to be an increasing expectation among women in the 
population that healthcare provision needed to change. For example, in the UK-wide Royal College of 
Obstetrics and Gynaecology women’s survey, almost half of participants supported the idea that one-
stop women’s health clinics and/or drop-in facilities would improve access.9

The Primary Care Women’s Health Forum has actively promoted and supported the development of 
new ‘hub’ models. It has drawn together the expertise of hub leaders across England, and launched a 
WHH toolkit, to support others to implement these models.11,93 Their work is evidence of the significant 
learning available within the professional community from the early experience of hub development, but 
it also illustrates the ongoing diversity of models and local variation in provision.

Policy context in England

The opportunity to integrate women’s health services more effectively, with a more woman-centred, 
life-course approach, was reflected in the first Women’s Health Strategy for England (the Strategy), 
published in July 2022. To support implementation and raise the profile of women’s health, a Women’s 
Health Ambassador was also appointed.12 The Strategy aimed to improve the health and well-being of 
women and girls in England, by taking a life-course approach and ‘embedding hybrid and wrap around 
services as best practice’ (p. 8).12 The Strategy set out several immediate steps being taken to improve 
women’s experiences and outcomes, including ‘encouraging the expansion of women’s health hubs 
around the country and other models of one-stop clinics, bringing essential women’s services together 
to support women to maintain good health and create efficiencies for the NHS’ (p. 8).12 It described 
how WHH models ‘provide integrated women’s health services at primary and community care level, 
where services are centred on women’s needs and reflect the life-course approach, rather than being 
organised by individual condition or issue’ (p. 8).12 Reducing the LARC backlog for both gynaecological 
and contraceptive reasons was an impetus for the development and roll-out of WHHs, as stated in 
the Strategy: ‘A key aim of hub models is to improve women’s access to the full range of contraceptive 
methods, and in particular LARC’ (p. 8).12

Local commissioners and providers were strongly encouraged to consider adopting these models 
of care.12 In mid-March 2023, a £25 million investment to ‘accelerate the development of new 
women’s health hubs to benefit women’ was announced with the aim to see at least one hub in 
every ICS.22 The Department of Health and Social Care (DHSC) was also working collaboratively with 
multidisciplinary stakeholders to develop resources to support the creation of WHHs, including a 
best-practice guide.22

While WHHs are emerging, there are many examples of models of integrated care which provide 
more joined-up care closer to home. Integrated care first appeared in targets and legislation in 1972, 
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with further developments in later years. For example, in 2006, the Department of Health launched 
‘Care Closer to Home’ demonstration sites to define appropriate new models of care. The sites were 
in six specialties, one of which was gynaecology; all sites attempted to reduce repeated visits, improve 
access and address the need for integrated and/or one-stop services.23 In 2008, Integrated Care Pilots 
were launched to explore different ways of integrating care, with an aim of providing care closer to 
service users.24 Later developments were driven by major policy reforms: for example, commitments 
to integrated care in the 2014 Five Year Forward View,25 and the introduction of the New Care Model 
Vanguard sites, which aimed to pilot new models of care for the health and care system that could be 
rolled out more widely.26 Specific ‘hub’ models are also increasingly mentioned in NHS policy and are 
outlined in Chapter 2.

Moves towards greater integration in commissioning and delivery of sexual and reproductive health 
services mirror a wider direction of travel in English policy with the government’s commitment to 
integration of care across a population footprint.27–29 This was reflected in the development of primary 
care networks (PCNs), place-based partnerships and ICSs to integrate care across organisations and 
settings and improve population health. In addition, GP federations have been established in some areas. 
These are groups of primary care providers which form a single entity with shared systems and records. 
They work together to deliver services for women across multiple PCNs, and to bridge the gap between 
ICSs and PCNs.30 Federations, PCNs and ICSs provide opportunities for supporting the development and 
implementation of WHHs across England.6,9

What is a Women’s Health Hub?

When this evaluation commenced in 2022, WHHs were understood differently by stakeholders, and we 
did not identify a single agreed definition of a WHH. Hubs were referred to as not necessarily a ‘place’, 
but a ‘concept’, and the term was used differently across health and social care services.

The Primary Care Women’s Health Forum, described WHHs as follows:

At the core of any Women’s Health Hub framework is convenient access to a range of services for all 
women. Women’s Health Hubs bring existing healthcare services together to provide holistic, integrated 
care. This care is accessible, delivered by trained healthcare professionals, supported by specialists. This 
results in better outcomes for patients. A Women’s Health Hub is not a building, there is no need to invest 
in new physical space. It is not a major financial investment, it’s about efficiencies of scale.31

In the Women’s Health Strategy, a vision for WHHs was described: ‘hub models can provide 
management of contraception and heavy bleeding in one visit, integrate cervical screening with other 
aspects of women’s health care, or manage menopause at the same time as contraception provision for 
women over 40’ (p. 26).12

There was, however, an emerging consensus that WHHs were characterised by some core features 
which provided the basis for a working definition for the evaluation.

A working definition for the evaluation

Through work with experts and service users, it was evident that a detailed definition for the evaluation 
was needed to draw boundaries around what a WHH is, distinct from other specialist services, for 
example a community gynaecology service or LARC hub. We have sought to build on the definitions 
from the Primary Care Women’s Health Forum and in the Women’s Health Strategy.12 The working 
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definition which underpinned this evaluation was a set of common features which were widely 
recognised by the community of practitioners as typifying a hub approach, as follows:

• Women’s Health Hubs are based in the community and work at the interface between primary and 
secondary care and/or the voluntary sector and wider.

• Women’s Health Hubs offer more than a single service (and include the provision of both 
gynaecological services and contraception) or demonstrate plans to do so.

• Women’s Health Hubs have more than one organisation involved in the process of service delivery, 
including in design, commissioning and/or provision of care, beyond simply referring in.

Our interim evaluation report included an additional criterion:

WHHs are co-commissioned or joint-commissioned, meaning two or more organisations are responsible 
for tasks such as awarding or reallocating contracts to providers32 (or moving towards this) and/or have 
evidence of integrated governance and leadership models.33 (p. 12)

However, during the course of the evaluation we observed that a number of hubs were currently 
able to provide both contraception and gynaecology services without a formal joint-commissioning 
arrangement. While some were working towards more integrated commissioning, this was not always 
the case. Similarly, there were not consistent integrated formal governance and leadership approaches 
across WHH models. Rather than exclude these models from our definition and evaluation, we revised 
our definition to be more inclusive in the final evaluation report. We discuss the challenges and 
opportunities for integration further in the results and discussion sections.

Although there may be future lessons from private models of WHHs, in this evaluation we focus on 
WHHs funded and operating within the NHS only.

The evaluation

Women’s Health Hub models are largely new and emerging, with examples of hubs in planning or set-up, 
and wider roll-out of hubs recommended. However, there was a paucity of research on these models. 
Through our scoping work for the evaluation, we identified significant diversity in the existing landscape, 
and a need to define, map and understand the current approaches and produce learning, to inform 
future development and investment.

Evaluation aim
The overall aim of the evaluation was to explore the ‘current state of the art’, mapping the landscape, 
studying experiences of delivering and using hub services and defining key features and early markers of 
success to inform policy and practice. Specifically, the study evaluated why, where and how hubs have 
been implemented; why different approaches have been taken; how inequalities have been considered and 
experiences of implementation, delivery and receiving services. The evaluation explored the successes and 
challenges of hubs and potential improvements, including different stakeholder group perspectives of what 
hubs are intended to achieve, and whether hubs were making progress towards this. It also explored what is 
known about performance, outcomes and costs and how they are measured.

Evaluation questions
The study sought to answer the following evaluation questions:

1. What are WHHs, and is there variation in how stakeholders name and define them?
2. How many WHHs have been established or are in development across the UK, where are they, and 

what are their characteristics, including models of structure, commissioning and delivery?
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3. Why have WHHs been implemented, and how are they intended to address health inequalities?
4. What have WHHs achieved to date? How do WHHs achieve this?
5. What are the experiences and perspectives of staff regarding WHH set-up, commissioning, funding, 

implementation and delivery?
6. What are the experiences and perspectives of women who have used hub services?
7. How are WHHs’ performance, outcomes and costs measured, and how might they be measured in future?

Development of the evaluation design
The protocol was developed after a detailed scoping phase in early 2022 which included:

• Interviews with 10 key stakeholders to gather insights and experiences of WHHs and to define 
the evaluation scope (this included WHH leaders, national policy and practice leaders and 
representatives of key organisations including the Primary Care Women’s Health Forum, Faculty of 
Sexual and Reproductive Healthcare and Royal College of Obstetricians and Gynaecologists).

• Identification and review of relevant published and grey literature to locate existing WHHs to 
understand the context and inform evaluation design and questions.

• Establishment of a Stakeholder Advisory Group to support the evaluation.
• A stakeholder workshop to refine the evaluation focus and questions.
• A meeting with three women with lived experience of NHS women’s health services to discuss their 

views about what the evaluation should explore.

Wider input

Stakeholder Advisory Group
A multidisciplinary Stakeholder Advisory Group provided expertise and advice to support the study, 
meeting three times. The group discussed a range of topics related to women’s health, the Strategy and 
the evaluation. We also sought advice and guidance from the group on an ad hoc basis throughout. 
Details on the group’s specific input can be found in Chapter 3.

Women’s Advisory Group
The evaluation involved women with lived experience of NHS care for women’s health issues from 
the outset. Three women took part in the scoping work, and subsequently joined our Women’s 
Advisory Group. The Women’s Advisory Group provided input throughout the evaluation and used 
lived experiences to shape the project. This comprised a diverse group of seven women with varying 
experiences of NHS care for women’s health issues, including smear tests, endometriosis and 
menopause. The Group was chaired by a woman with experience of public involvement in research 
and evaluation. The team also met separately with an eighth member who was unable to join the main 
group meetings, who provided additional input including on terminology, the hub concept and delivery 
and inequalities. Our public contributors were drawn from across England and included different 
demographic backgrounds including age, ethnicity and sexual orientation.

Four virtual meetings were held with the group at key points in the evaluation. Meeting dates were 
agreed with the Group in advance, and any relevant documentation, for example topic guides, was 
shared before each meeting, along with meeting slides and an agenda. Where members were unable to 
attend, they could meet researchers separately later, or provide feedback via e-mail.

The Group helped to shape the study, provided advice and feedback, and contributed to framing and 
prioritisation of findings. Their input included:

1. Highlighting the need to include a more diverse group of women who may not access WHHs. As a 
result, we changed the methods to include focus groups with women in communities to hear about 
awareness and understanding of hubs, and any potential barriers to access.
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2. Advising on appropriate ways to recruit women to participate, suggesting routes for data collection 
with patients using hub services and stressing the importance of flexibility and appropriateness, 
being mindful of women’s differing needs and preferences.

3. Providing guidance and perspectives regarding important criteria for selecting the hubs to be in-
volved in in-depth evaluation.

4. Suggesting that we explore patient pathways in/out and back into WHHs, and how this is under-
stood by and communicated to women.

5. Providing input into the design of evaluation tools, reviewing tools and providing feedback.
6. Reviewing the plain language summary for the protocol and report.
7. Reflecting and commenting on emerging findings and their relevance to women.
8. Providing advice about framing and disseminating the findings, particularly for the public.
9. Reflecting on the concept of WHHs as emerging models of care.

Working with policy-makers

We liaised closely with the Women’s Health Ambassador and Women’s Health Policy team at the DHSC 
in several ways, including:

• discussing the interim report findings, and areas of evaluation focus
• discussing priorities and work plans to ensure complementary approaches and avoid duplication
• sharing copies of evaluation tools for example interview guides
• sharing our working theory of change to inform policy discussions
• sharing a working list of identified WHHs, which could be shared with ministers
• meeting to discuss costs and benefits of women’s health models and potential considerations for 

economic analysis
• connecting our stakeholders with the policy team to aid their work around understanding costs and 

benefits of models
• reviewing a DHSC survey tool designed to collect information on hub costs
• presenting at the policy team’s WHHs Expert Forum, held to initiate collaboration with stakeholders 

and support local areas to implement WHH models
• meeting to discuss key conditions for funding of WHHs.

Structure of the report

In October 2022, an interim report was published, which focused on early findings from an online survey 
to map the current UK WHH landscape.33 This report builds on the earlier output. Chapter 2 summarises 
relevant literature. Chapter 3 provides an overview of the methods utilised in the evaluation, and the 
findings are presented in Chapter 4. Chapter 5 presents insights from the Women’s Advisory Group 
and Chapter 6 summarises and discusses the study findings, exploring implications for research, policy 
and practice.
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Chapter 2 Mapping of relevant literature

To locate this study within existing research and evidence on integrated care, specifically hub 
models, we undertook an initial pragmatic and rapid review of relevant academic and grey literature, 

revisiting our searches throughout the course of the evaluation. This included exploration of evidence 
for integrated care models outside the context of women’s health. A summary of the topics we reviewed 
can be found in Table 1. This section first explores what is known about WHHs, to demonstrate gaps 
in knowledge addressed in this evaluation. We then describe the literature on hub models, followed by 
relevant evidence and theory from the broader integrated care literature.

What do we know about Women’s Health Hubs?
Although WHHs are a relatively new concept and we did not identify any published academic literature 
describing or evaluating their effectiveness, the grey literature offers important insights into these 
models and how they are intended to improve health services for women. The Primary Care Women’s 
Health Forum WHH webpages describe what a WHH is at a high level,11 and share early learning 
through case studies34 and a toolkit to support services with planning and implementation.35–37 Key 
messages from the Primary Care Women’s Health Forum case studies are summarised in Table 2.

TABLE 1 Overview of the literature in our rapid review

Topic area Relevance to the evaluation

WHHs The grey literature describing WHHs provides a wide range of practice-based evidence to 
support hub implementation, though there is a lack of formal academic research on this topic. 
A review of what is known about WHHs provides a foundation on which the evaluation builds.

Hub models Literature that describes hub models for women’s health is limited. We draw on the wider 
evidence exploring hub models in other health contexts to inform the evaluation.

Integrated care literature The integrated care evidence base offers insights into the implementation, impact and 
dimensions of integrated care which can be applied to WHHs. Integrated care theory acts as a 
’sensitising’ concept for the evaluation, supporting the interpretation of findings.

TABLE 2 Key findings from literature on WHHs

Overarching aims • Improve access (e.g. number of available appointments) and uptake of LARC21,34

• Ensure sustainability of LARC services34

• Provide opportunities for training and ‘upskilling’ of GPs
• Better service the need of the community34

• Provide an intermediate level of gynaecological care close to home38–40

Drivers • Local termination of pregnancy rates41

• Women expressing a need for care closer to home34

• The need to reduce secondary care referrals34

• Identification of a gap in services for women39

Challenges • A lack of additional funding for WHHs41,42

Enablers • EMIS (primary care electronic records) operability34

• Partnerships and collaboration between services and commissioners38

• Multidisciplinary team working38

• Good local working relationships between primary and secondary care21,40

Early benefits • Improved access to LARC42

• Decreased waiting times34,38

• Reduction in secondary care referrals34

• Closer links between primary and secondary care38

• Improved patient pathways39

• Improved service efficiency40

EMIS, Egton Medical Information Systems.
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A number of models and ways of organising and providing women’s health services are described in the 
Primary Care Women’s Health Forum case studies and wider literature on WHHs. These include hub-
and-spoke models,34 one-stop-shop models,39,43 PCN-based models,34 inter-practice referral models44 
and community gynaecology models.34 However, definitions of these terms are unclear. In our findings, 
we explore and, where possible, define models.

The case studies and resources provide valuable evidence to support hub implementation. Case studies 
were developed collaboratively with leaders and early implementers in WHHs. However, there has not 
been any comprehensive mapping of WHHs to date, and descriptions of models in the grey literature 
vary in detail and focus, with no in-depth exploration of the experiences of WHH staff and women using 
services. Our evaluation builds on and addresses the gaps in current evidence.

What is known about ‘hub’ models in health care?
Hub models are increasingly mentioned in NHS policy across a variety of contexts and are being 
implemented for different purposes across England. For example, NHS England recently set out plans 
to create health and well-being hubs, known as ‘Cavell Centres’, aiming to bring health and social 
care services together in one building.45 Hub models in the literature focus on a number of different 
health conditions and services, such as child and family hubs, which include voluntary and community 
organisations pooling resources.46 However, the evidence for hub models has not been synthesised, 
and there is no agreed definition of a hub, and terms are used inconsistently in policy and academic 
literature. Hubs and similar models can be adapted to a range of contexts, and a key message from the 
evidence is that one size does not fit all.47–50

Hub-and-spoke models are described as providing complex services in a central ‘hub’ (typically a 
hospital), linked to a network of more local ’spokes’ (less specialised hospitals/community venues).51 
A model may have a single hub or multiple hubs; similarly, any number of spokes may feature in a hub 
model.52 The activities within hubs and spokes may vary, along with the way they are managed. For 
example, different spokes may provide different services and there may be variation in the way women 
access them.52 In hub-and-spoke models of maternity services, a hub may be a consultant-led ward in a 
hospital, surrounded by midwifery-led units.53

Hub models can provide care as a one-stop shop, meaning a broad number of services are available 
under one roof,54 ideally in a single visit, reducing the need for numerous appointments.55 There are a 
range of examples of one-stop shops, bringing together professionals and service providers to improve 
and integrate care.56–58 These models have been described as user-focused, providing opportunities for 
staff development, and were recommended by the Royal College of Gynaecologists and Obstetricians 
during COVID-19 to reduce risk of exposure for staff and women.59 One-stop-shop models in primary 
care have been associated with improved patient satisfaction, particularly with continuity of care and 
accessibility.54 In an evaluation of a GP hub-and-spoke model of sexual and reproductive health services, 
a sexual health centre acted as a hub, with GP practices as spokes. The model was led by nurses, and 
hub staff provided training and education to upskill nurses in sexual and reproductive health care, 
so that the GPs and nurses could provide human immunodeficiency virus (HIV)/sexually transmitted 
infection (STI) testing and treatment, with more complex cases referred to the hub.60 The model was 
found to be acceptable and feasible by women and by clinicians, integrating with usual practice well.60 
However, there are concerns that providing all services under one roof may have a negative impact 
on the sustainability of standalone services, and data on the cost-effectiveness of these models 
are inconclusive.61

Bostock and colleagues describe a number of limitations in evaluations of hub-and-spoke models in 
health care, including a lack of clarity in the definition, the absence of service user voice in evaluations, 
and limited evaluation of the role of context.52 Predictors of a ’successful spoke’ are also uncertain, 
specifically in the context of SRH services.60 This evaluation adds to a limited body of literature on hub 
models in women’s health care.
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Integrated health care

In this evaluation, integrated care is used as a ’sensitising concept’ to support our exploration of how 
WHHs are set up, structured, staffed and measured. Sensitising concepts act as a starting point for 
analysis and are ‘background ideas that inform the overall research problem’ (p. 2).62 Integration is 
a key concept in descriptions of hub models, and a core aim of WHHs is to integrate services and 
care for women, but integration has many dimensions. Here, we provide an overview of integrated 
care definitions, theory and evidence and highlight key challenges to evaluating integrated care. The 
literature offers insights into the implementation, impact, and dimensions of integrated care which can 
be applied to WHHs.47,63,64 It also provides a framework for understanding the examples of hub models 
identified in this evaluation, supports our interpretation of findings and shows the ways in which WHHs 
may function. Evaluations of integrated care for women’s health are sparse in the literature, and there is 
a lack of evidence for decision-makers to assess which care models work best for women’s health, are 
most effective and likely to be used by those with greatest need.60 In the discussion of this report, we 
reflect on the extent to which our evaluation adds clarity for decision-makers.

Definitions
There is no widely accepted definition of integrated care, which has been described in the literature 
as ‘diverse’, ’synergistic’, ‘ambiguous’ and ‘dynamic’, evolving to meet the changing needs of a 
population.65–67 Integrated care can be:

… best understood as an emergent set of practices intrinsically shaped by contextual factors, and not 
as a single intervention to achieve predetermined outcomes … [it] is a broad concept, used to describe a 
connected set of clinical, organizational, and policy changes aimed at improving service efficiency, patient 
experience, and outcomes.67 (p. 446)

Integrated care is generally understood to be co-ordinated, be that through combining physical 
resources (e.g. rooms and buildings), by workforce, through bringing together professionals from 
different services, and by systems, for instance integrating patient record systems across sectors of 
care.65 Integrated care involves the removal of boundaries within the health sector (such as those 
between primary and secondary care), between health and associated services (e.g. health and social 
care) or both (e.g. in bringing specialised teams together to address both mental and physical health 
aspects of a condition).25 Integration can be vertical, with integration between organisations involved 
at different stages of the patient pathway (e.g. hospitals running GP practices) or horizontal, between 
organisations at similar stages of a patient pathway, such as GPs working within PCNs.68

Aims of integrated care
Integrated care intends to achieve the NHS quadruple aim of improving patient experience, population 
health, the efficiency of healthcare systems (i.e. value for money) and workforce well-being.69 Integrated 
care initiatives also often aim to address health inequalities,70 and evidence suggests that benefits of 
integration may be greater in deprived areas, by improving access to care for underserved populations.70

Models often tend to be implemented by high-performing early adopters.70 They are often run by 
passionate volunteers, by organisations with a strong history of integrated working, and where funding 
and guidance are provided from national bodies.71,72

Aims of integrated care vary by stakeholder groups and are often contradictory, meaning positive 
outcomes for one stakeholder group may lead to negative outcomes for others.73 Integrated care can 
require investments in space, specialist resources and staff, and time for patients to be heard, and this 
does not always align with organisational objectives to reduce costs.67 A common feature of integrated 
care is patient-centredness,65,71,73–75 designing services around the needs, preferences and values of 
patients and families and the type of care they feel is required.65,71 Our evaluation explores a range of 
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stakeholder perspectives, including those of women using WHHs and others in the community who may 
find it more difficult to access services. A summary of aims of integrated care can be found in Box 3.

Benefits of integrated care
Stated advantages and outcomes of models of integrated care are numerous and relate to healthcare 
resources and health system function (e.g. efficiencies in the workforce), improved quality of patient 
care (e.g. improvements in mortality and morbidity, a reduction in unnecessary harm) and outcomes for 
staff (e.g. staff work satisfaction).47,65,73,76–79 For example, the NHS has advocated models of care which 
bring ‘care closer to home’ for many years.47,76,77,80,81 Outcomes for integrated care models are often 
context-specific, meaning they may be unique to the demographics and needs of a local population and 
geography (e.g. due to variations in transport and proximity to a patient’s home of services).66,71,72

The advantages of integrated care models may vary according to clinical severity and complexity. It has 
been suggested that integrated care has the potential to improve outcomes among patients with the 
most complex needs, particularly given the risk of increased costs of care in these groups.73

BOX 3 A summary of the aims of integrated care

Theory and evaluations of integrated care programmes suggest that these models aim to:

• Change the way in which health and social care services are delivered71

• Improve the efficiency25 and cost-effectiveness of healthcare systems71

• Manage demand82 in light of increasing chronic care expenditure83

• Improve patient access to care23,60

• Reduce hospital admissions71,83 and improve population health25

• Provide greater continuity71 and quality of care65

• Improve patient experience,25 for instance, by ensuring patients feel heard71

• Reduce the need for repeat appointments23

• Provide care closer to home24,71

• Produce better patient outcomes,25 including health65 and clinical effectiveness,71 particularly those with the 
most complex needs,73 such as those with multiple long-term conditions71

• Improve staff/provider satisfaction65,83

• Provide person-centred care71 with patient and carer involvement in the services they receive74,75

• Ensure professional adherence to disease-specific protocols and guidelines67,83

• Share financial responsibility with other stakeholders, and in the long term83

Evidence
The relationship between greater care integration and outcomes is complex, and evidence of 
effectiveness of integrated care is mixed.65,73 This is, in part, due to the methodological difficulty of 
evaluating integrated care initiatives. Programmes are heterogeneous in terms of interventions and 
outcomes,70 and existing evidence has been reported to be of variable quality and reliability, largely 
observational and small scale.67,70 Nevertheless, there is evidence in the literature of improvements in 
patient experience, health outcomes, staff experience and cost savings following the implementation 
of integrated care models.70–72 For example, stakeholders involved in an early evaluation of vertical 
integration describe the overall impact on health system costs as beneficial, with improvements in 
managing patient demand.82 In children and young people’s services, a range of benefits have been 
described. These include better communication between clinicians and patients, care received closer to 
home and improvements to quality of life, staff experience and a reduction in unnecessary tests.70

The evidence of cost-effectiveness of integrated care remains limited and mixed, with some studies 
identifying potential savings, but others reporting increases in costs.67,70,71,73,84–87 This is somewhat 
paradoxical, in light of consistent strong support for integrated care among decision-makers.67,73 
Conclusions from evaluations and reviews of the evidence show a need for better understanding of 
which integration approaches work best, in which contexts, and what influences success.71 Concerns 
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have also been expressed about safety, affordability, balancing efficiency with choice, expectations 
about impact not being met and failure to integrate rather than simply co-locate services.47,81,88

Integrated care theory
A variety of frameworks is available to describe and explore integrated care, and they can be used to 
inform evaluations of these models.89,90 In this evaluation, we drew on integrated care frameworks to 
explore the different dimensions of integration in WHHs.90

Available frameworks have been developed using systematic literature reviews and stakeholder 
and expert consultations. They explore how care is integrated (i.e. the specific integration activity or 
intervention implemented), and the level at which the integration takes place (e.g. meso/mico/macro 
levels).65,91 There was no single framework of integrated care that was best suited for this evaluation. 
However, Table 3 summarises five key dimensions of integration we explored, underpinned by a 
framework from van der Klauw.92 This was selected due to its comprehensiveness, clear presentation of 
integrated care and utility for the evaluation. This was supported by theory from two other frameworks: 
Singer et al.65 and Hughes et al.67

We used this table to assist in the exploration of forms of integration in the hub models in our 
evaluation, which is described in the relevant sections of the results and discussion. There is a need for 
further empirical research to assess the validity of integrated care frameworks.

TABLE 3 Description of five types of integration

Type of 
integration Description Examples

Functional/
administrative

‘Back office’ and support functions and the extent to which 
they are integrated and co-ordinated across organisations 
and/or sectors. This may include formal documentation and 
protocols that support decision-making and accountability.

Technologies to facilitate communication 
and information-sharing (e.g. shared 
electronic health records).

Structural/
organisational

Formal connections (or physical, financial and operational 
ties) and relationships between organisations that can be 
used to ensure continuity in transitions between organisa-
tions and/or professionals.

Alliances, contractual arrangements, 
organisational change (e.g. mergers), 
MDTs/integrated care teams, and joint 
commissioning.

Interpersonal Collaboration and teamwork between professionals within 
and between organisations.

Working together to overcome barriers to 
implementation.

Clinical The co-ordination, streamlining and integration of care/
services with the aim to maximise the value for patients.

Integrated care pathways, single point of 
entry for multiple services, service integra-
tion (e.g. gynaecology and contraception, 
inter-practice referrals, training clinics).

Systems 
and whole 
systems

Focuses on the whole healthcare system, and the systems 
within it, and may involve consideration of the extent to 
which these are supportive of integration, including from a 
regional and national perspective.

PCNs, place-based partnerships, ICSs/
boards. A whole-system approach to inte-
gration seeks to implement multiple, often 
interrelated, changes or interventions.

MDT, multidisciplinary teams.
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Chapter 3 Methods

B 
ox 4 provides a summary of Chapter 3 of this report.

BOX 4 Summary of Chapter 3

• The evaluation adopted a rapid mixed-methods design, combining quantitative and qualitative data 
collection at local, regional and national levels.

• The evaluation comprised three work packages (WPs):
◦ Work package 1: Mapping the current landscape and context for WHHs. This included analysis of 

pre-evaluation scoping interviews, desk research an online survey of leads from hubs across the UK, 
development of a database of UK WHHs and interviews with regional stakeholders in England.

◦ Work package 2: Detailed research in four purposively selected exemplar hub sites in England, 
including interviews with staff and service users, focus groups in local communities and 
documentary analysis.

◦ Work package 3: Interviews with national stakeholders, and consolidation of findings from all WPs to 
generate evidence on WHH models.

• Participants included: 85 interviews (40 WHH and wider staff, 7 regional stakeholders, 6 national 
stakeholders and 32 patients); 4 focus groups with 48 women and 10 evaluation scoping interviews 
undertaken prior to commencing the study were included in analysis.

• Analysis: qualitative data from interviews, focus groups and documents were analysed using a team-based 
rapid analysis approach; quantitative survey data were analysed descriptively. Different data sources were 
analysed separately, and collaboratively reviewed, refined and combined by the team, to develop findings 
and implications.

Study design

The evaluation aimed to be rapid and responsive, exploring a policy-relevant issue during its 
implementation, producing findings that are relevant and beneficial for policy and practice in real time 
employing rapid evaluation approaches. We set out to locate hubs and capture useful insights regarding 
how they were working and early learning that could improve understanding of these models. The 
exploratory evaluation was conducted with predominantly qualitative methods. Formal quantitative 
evaluation of impact was beyond scope, with many hubs at an early stage of implementation, and with 
limited availability of relevant quantitative data. Impact evaluations require adequate time for services 
to be implemented and embedded within a system, for individuals to use the service, for data owners to 
collect and curate data, and for researchers to obtain these data.94

A mixed-methods approach was taken in order to explore the ‘current state of the art’ of WHHs, 
mapping the landscape, studying experiences of delivering and using hub services and defining key 
features and early markers of success to inform policy and practice (the aim and research questions 
are presented in detail in Chapter 1). The evaluation combines national mapping, in-depth work in 
purposively selected sites and interviews with regional and national leaders to generate evidence which 
balances breadth with depth to inform scale-up and spread of WHHs.

The evaluation comprised three WPs, summarised in Table 4.

Mixed methods were employed as follows:

• Pre-evaluation scoping interviews (qualitative) informed the design of the hub database and mapping 
survey (quantitative), and the topic guides for all interviews and focus groups (qualitative).

• The pre-evaluation scoping interviews (qualitative) and mapping survey findings (quantitative) 
informed the sampling of the exemplar hub sites (qualitative).
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• At the analysis and interpretation stage, we drew on quantitative and qualitative findings to answer 
the research questions and identify implications for policy, practice and research, integrating different 
data sources relevant to the questions explored. The role of quantitative and qualitative findings 
varied according to the questions and topics addressed. The triangulation of different data sources is 
described in further detail in Data analysis and triangulation across all work packages.

At scoping, in collaboration with policy and practice leaders, a decision was made to focus the in-depth 
evaluation in England to build contextual knowledge and enable a comparative approach that would not 
be possible if models from the devolved nations were included, as they differ in terms of health policy, 
structure and commissioning.

All data collection was undertaken between April 2022 and March 2023, before the recent 
announcement of funding to support WHH development.22

The qualitative analysis framework can be found in Appendix 1. Design of the evaluation tools, 
including the survey and topic guides, and data analysis was undertaken by the evaluation team. This 
was underpinned by the study aims and evaluation questions, and informed by the scoping work (see 
Chapter 1), relevant literature (see Chapter 2), emerging findings from the mapping survey, and with input 
from our Stakeholder and Women’s Advisory Groups.

Protocol approval

The study topic was prioritised for rapid evaluation by NIHR after receiving a request from the DHSC in 
2021, in respect of evaluating WHHs. An initial scoping note was prepared in October 2021, followed by 
the preparation of a full protocol in 2022. The protocol drew on scoping findings to better understand the 
context and landscape of WHHs. More details on the scoping methods are in Chapter 1. The protocol was 
revised in July and November 2022 to reflect feedback from the project’s Women’s Advisory Group and 
to make minor amendments, for example to the timelines for regional interviews following delays to the 
publication of the Women’s Health Strategy.12 This was published on the NIHR HSDR webpage.

TABLE 4 Summary of WPs

Work 
package Methods overview Description

Evaluation 
questions

WP1 • Consolidating and gathering information to 
inform a database of WHH models

• Online survey with key stakeholders: a lead in 
each UK WHH, identified in our database

• Analysis of interviews with national stake-
holders undertaken during the scoping phase

• Interviews with regional stakeholders

Mapping of the current landscape and 
context for WHHs, providing a descrip-
tion of different hub characteristics and 
models in place

RQs 1–3, 7

WP2 In-depth work in four exemplar hub sites
• Interviews with women
• Focus groups with women in the exemplar 

hub communities
• Interviews with hub professionals and staff in 

the wider health system
• Documentary analysis

In-depth work with four exemplar hub 
sites to understand more about why and 
how hubs have been funded, commis-
sioned and implemented, experiences of 
hub delivery (including patient experi-
ences), measurement of performance and 
outcomes and successes and challenges

RQs 1–7

WP3 • Interviews with national stakeholders
• Production of a rich description and map of  

UK WHHs
• Identification of outcomes which are/could be 

used to assess impact
• Development of a theory of change
• Development of implications for policy,  

practice and research

Bringing together and consolidating 
findings from WPs 1 and 2 to generate 
evidence on WHH models and provide 
implications for policy, practice and 
research

RQs 1, 7
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Ethical approval

The study was approved by the Research Ethics Committee at the University of Birmingham (ERN_22-
0669). The project team completed the HRA Decision Tool and liaised with the Head of Research Ethics 
and Governance at the University of Birmingham, who confirmed that the study met the criteria for 
service evaluation. Approval by the Health Research Authority or an NHS Research Ethics Committee 
was therefore not required.

Participants, sampling and data collection

Work package 1 participants, sampling and data collection: mapping the current 
landscape and context

National scoping interview data (pre-evaluation work, January–February 2022)
The scoping work which informed the evaluation design included interviews with 10 key informants, 
which were conducted between January and February 2022. Participants included experts leading WHH 
policy and practice, with roles in commissioning, clinical care, leadership, policy-making, education and 
training. Stakeholders were from organisations including the DHSC, Primary Care Women’s Health 
Forum, Faculty of Sexual and Reproductive Healthcare, local authorities, NHS primary and community 
care and hospital trusts. Interviews followed a topic guide developed by the study team informed 
by discussions with policy stakeholders, which explored definitions, hub aims and contexts, existing 
locations and models, evidence, indicators of success and plans for scaling up.

Desk research to inform the database of Women’s Health Hubs (pre-evaluation 
work, updated throughout the study)
Scoping work included the interviews described above, and a review of relevant published and grey literature 
to locate existing WHHs and understand the context was undertaken. Scoping findings were used to develop 
a database of UK WHHs, which was refined throughout the evaluation. To identify models in addition to 
those located during the scoping work, the team conducted desk research. Requests for information about 
current and planned WHHs were disseminated via the Primary Care Women’s Health Forum, Faculty of 
Sexual and Reproductive Healthcare and the Stakeholder Advisory Group.

We built on the database throughout the evaluation, adding and refining information through methods 
including desk research, insights from the Stakeholder Advisory Group and the survey. Desk research 
identified documentary/video evidence which was reviewed to inform mapping and understanding of 
models, including service websites and materials produced for the Primary Care Women’s Health Forum 
as part of their WHH toolkit. For example, case studies, videos, webinars and guidance created to support 
the development of new WHHs. The focus of this work was on identifying models which met our working 
definition of a WHH, and LARC-only or community gynaecology models were not included in the database.

Survey of Women’s Health Hubs leads (May–December 2022)
An online survey of leaders of all known hubs across the UK was undertaken to gather descriptive 
information and map the current landscape (see Box 5 for topics covered). The survey participants were 
service leaders (e.g. lead commissioners, hub providers). In the survey, in recognition of the complex 
women’s health landscape and varied terminology in use services were referred to as ‘integrated 
community WHHs or services’. The questionnaire was informed by the evaluation questions and pre-
evaluation scoping work, with additional input from a consultant in sexual and reproductive health and 
a health economist with expertise in sexual health and women’s reproductive health. The survey was 
piloted and refined with a consultant in sexual and reproductive health to ensure that the questions 
were appropriate, and to check for ease of comprehension and completion.
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BOX 5 Summary of survey topics

• Respondent information.
• Hub background (e.g. stage of development, year launched, populations served, organisations involved in 

design/delivery, rationale and aims).
• Commissioning and funding (e.g. commissioning arrangements, contractual arrangements, additional 

funding, leadership/governance).
• The service and pathways (e.g. delivery model, services provided, venues, out-of-hours provision, referral/

triage processes).
• Workforce (e.g. different roles involved, existing local sexual/reproductive health services, training, 

competency assessment).
• Data/metrics used to measure hub activity or quality.
• Additional information (e.g. how hub is reducing inequalities, patient/public involvement in design or 

delivery of hub).
• Facilitators and barriers to hub implementation.

The survey was open from May until December 2022 to enable information on new and developing 
WHHs to be gathered and was administered using the online platform SmartSurvey.

The survey was distributed in several ways: by e-mail to a lead stakeholder in each known hub in 
the database; the Stakeholder Advisory Group who shared the survey link within their networks and 
throughout the course of the project provided iterative support to identify new hubs for inclusion; the 
survey was advertised via the Primary Care Women’s Health Forum, Faculty of Sexual and Reproductive 
Healthcare and social media. Known contacts were sent multiple reminders to complete the survey. Four 
hub leads participated in a call or provided e-mail correspondence to complete the survey with a member 
of the evaluation team. Seventeen survey responses are included in the analysis for this report (Table 5), 
from a range of respondents (Table 6). Due to the open recruitment approach, and unknown denominator 
(the number of hubs in the UK was not known), it was not possible to determine a response rate.

Interviews with regional stakeholders (October–November 2022)
To further understand the landscape in which WHHs are situated, following the publication of the 
Strategy12 we interviewed seven regional stakeholders across six NHS England and NHS Improvement 
regions. One interviewee provided both regional and national perspectives. We aimed to interview 
leaders with a regional perspective in each of the NHS England regions, but it was not possible to locate 
an appropriate contact in one region.

TABLE 6 Summary of respondent job roles (respondents often had multiple roles; 
however, their primary role is provided below)

Role Respondents

GP with special interest in women’s health (England)/GP with 
enhanced skills in gynaecology (Northern Ireland)

5

GP 5

Consultant in community gynaecology and reproductive health care 3

Consultant in sexual and reproductive health 1

Other 3

TABLE 5 Survey responses

Total 39

Included in analysis (see Chapter 4) 17

Excluded as the services did not meet our definition of a WHH (e.g. focused on 
providing gynaecological services only, with no plans to expand into contraception)

 9

Excluded as respondents reported that there was no WHH in their area 13
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A purposive sampling approach was taken, identifying key informants using desk research with input 
from known contacts, including members of the Stakeholder Advisory Group. Potential interviewees 
were approached by e-mail, which included an information sheet and consent form. Reflecting the 
heterogeneity in women’s health services across England, we identified a variety of regional stakeholders 
for interview, for example a senior commissioning manager and a sexual and reproductive health 
consultant who offered regional insights.

Interviews were semistructured and followed a tailored topic guide developed by the study team, 
informed by the evaluation questions, scoping work (national interviews, review of relevant published 
and grey literature and scoping workshops) and other emerging findings. This included current context 
for development and early progress of WHHs, challenges in provision of women’s SRH and how hubs 
relate (or not) to other developments, such as ICSs.

Work package 2 participants, sampling and data (exemplar hub evaluation)

Sampling and recruitment of exemplar hub sites (July–October 2022)
The identification of WHH exemplar sites involved a series of steps to understand existing hubs, explore 
and define criteria for selection, and then finalise the case-study hubs. To select the WHH exemplar hub 
sites for in-depth evaluation, findings from the 11 WHH survey respondents received at the time of hub 
sampling (July 2022) were analysed, along with public health profiles from Public Health England’s Fingertips 
portal95 and rurality information from the Office for National Statistics.96 A summary was produced of site 
characteristics, similarities and differences for all known WHHs. This included hub status, launch year, 
leadership, commissioning arrangements and information about deprivation, ethnicity and rurality. We then 
held an internal workshop to identify potential characteristics and factors to guide the selection process.

The early evaluation work helped to guide this process, for example:

• Findings from the survey, in particular the heterogeneity of models, highlighted the need to maximise 
diversity in selection.

• A review of integrated care literature showed the importance of contextual factors, such as whether 
hubs were located in urban or rural areas.

A list of over 10 dimensions of hub model/context variation was developed, including size/catchment 
area, workforce mix and local deprivation. To select the sites, we presented survey findings, alongside 
potential hub characteristics and dimensions, to our Stakeholder and Women’s groups to further 
develop and prioritise the list. Five priority criteria were used for the final site selection, the process for 
which took place over several team meetings. The criteria are presented below:

• Stage of development of hub site: most sites were still in development as hubs were a relatively new 
initiative often characterised by incremental improvements and growth. Only WHHs actively offering 
services to women were selected for in-depth evaluation.

• Location/geography: this was considered to encompass urban, rural and regional variation.
• Clinical leadership (e.g. GP-led or consultant-led): early evaluation work suggested this may be an 

important dimension to explore.
• Commissioner (e.g. commissioned by NHS or local authority commissioners, or joint-commissioned) 

and role of commissioning: as above, early work suggested this may be a key area of variation.
• Type of hub model (e.g. hub and spoke, one-stop shop): an aim of the evaluation was to capture a 

variety of hub structures.

Other criteria from our ‘long list’ were also considered to ensure relevance of findings generated, for 
example deprivation. We selected the four sites to maximise diversity of the priority characteristics, 
though due to the number of sites and characteristics identified, and heterogeneity of hubs, it was not 
possible for the sample to include all of them. Sites in Northern Ireland were excluded from selection 
due to the evaluation’s focus on the English context.



20

NIHR Journals Library www.journalslibrary.nihr.ac.uk

METHODS

A researcher was allocated to each site to act as their point of contact and to conduct data collection, 
which supported consistency and enabled relationship-building. All researchers had substantial 
experience of undertaking and analysing qualitative interviews. A lead stakeholder was also identified 
at each site, using our prior knowledge and information from the survey. Contact was made with each 
of the four lead stakeholders via e-mail, inviting them to participate and including an information 
sheet detailing the purpose of the in-depth evaluation and what was involved. The lead researcher 
for each site subsequently arranged a virtual meeting with lead stakeholders to discuss the evaluation 
process, obtain an overview of local context, hub plans and implementation and to identify key local 
stakeholders. All four sites approached agreed to participate in the evaluation.

Exemplar hub site interview and focus-group sampling, recruitment and data 
collection (October 2022 to March 2023)
Interviews with 72 participants were conducted in the sites (Table 7), and 4 focus groups were held 
with 48 people. Professional backgrounds of clinical staff participants included general practice (15), 
nursing (4), gynaecology (2) and sexual and reproductive health (5). Non-clinical participants were in 
management and administration (10) and commissioning (4) roles.

Staff interviews
In each site, researchers interviewed staff involved in the hub, and staff in the wider health system, 
based on their roles in relation to WHHs. Individuals were identified through discussions with the local 
hub leads to identify key roles, and by snowballing via other interview participants. Between September 
2022 and January 2023, 40 staff were interviewed (Table 7). Lead hub stakeholders facilitated contact. 
Sampling focused on identifying a range of key informants in different roles and contexts. Participants 
included GPs, nurses, sexual and reproductive health consultants, commissioners, administrators and 
referring GPs. Potential interviewees were approached by e-mail, which included a consent form and 
information sheet. Interviews were conducted face to face, online or by telephone, with most conducted 
online. In two sites, researchers interviewed staff at the hub site. Written or verbal consent was obtained 
from all participants. Participants either returned a signed consent form (hard copy or electronically by 
e-mail), or, in instances where verbal consent was provided, interviewers read out consent statements 
at the beginning of interviews and asked participants to confirm their consent. This process was audio-
recorded. Semistructured interviews followed two separate topic guides, developed by the study team 
and informed by the evaluation questions and emerging findings from other WPs. Topic guides were 
tailored for (1) WHH staff and (2) staff in the wider health system. Topics included hub aims, experiences 
of implementing a hub and delivering services, what worked well and less well, early impacts and links 
with local systems. The majority of interviews were 45 minutes to 1 hour in duration.

Interviews with service users
Interviews were conducted with 32 women who had used their local WHH in each of the 4 sites to 
explore their experiences (Table 7). The Women’s Advisory Group recommended a flexible approach 
to recruiting service users to participate, tailored to consider the context in each site. A convenience 

TABLE 7 Hub site interview participants

Site
Directly involved in the hub services, for example sexual 
and reproductive consultants, administrators, nurses, GPs

Other stakeholders, for example 
referring GPs, hospital consultant Women Total

Site 1 6 4 8 18

Site 2 8 3 7 18

Site 3 8 1 8 17

Site 4 7 3 9 19

Total 29 11 32 72
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sampling approach working through clinical gatekeepers was taken, with two different approaches 
adopted in different sites, described below:

• In three sites, hub professionals shared information about the evaluation with women during 
appointments. A ‘consent to contact’ approach was adopted, whereby those interested were asked 
to consent for their details to be shared with researchers who would contact them to arrange an 
interview. Interviews were undertaken either by telephone or by videoconferencing [Zoom (Zoom 
Video Communications, San Jose, CA, USA) or MS Teams], depending on interviewee’s preference.

• In one site, six of the seven women who took part were interviewed face to face, by a researcher 
visiting two different hub clinic locations on that day in order to recruit women from different 
geographical areas and hub settings (a seventh woman also took part online). The health professional 
running the clinic shared information about the evaluation with all women attending the clinic, 
and those who were willing to be interviewed met with the researcher in a separate area following 
their appointment.

Information about the study, including background details and study purpose, was provided to 
participants via information sheets and verbally, with participants able to speak with researchers should 
they have had any questions. Verbal or written consent was obtained as described earlier. Women 
interviewed face to face provided written consent in person. Interviewees received a £10 shopping 
voucher as compensation for their time. The topic guide was informed by the evaluation questions, 
emerging findings from other evaluation work, and insights from the Women’s Advisory Group. It was 
also reviewed and refined by the study Women’s Group. It included questions exploring awareness of 
women’s health services, experiences of services including accessibility and satisfaction, and what could 
be improved. Women were also asked to complete a demographics form, though it was not possible to 
collect this from all participants (Table 8). Of those for whom it was possible to collect this information, 
most of the sample were White British, all described their sex as female and over two-thirds left 
education at or before 18.

TABLE 8 Demographic characteristics of women participating in interviews

Demographic 
variable Category

Service user interview participants

Frequency % all (n = 32) % providing data (n = 23)

Age 18–19 1 3 4

20–29 3 9 13

30–39 4 13 17

40–49 5 16 22

50–59 9 28 39

60–69 1 3 4

70–79 0 0 0

Missing data 9 28 –

Sex Female 23 72 100

Missing data 9 28 –

Gender identity Yes (same as at birth) 21 66 91

No, non-binary 1 3 4

Missing data 10 31 –

continued
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Demographic 
variable Category

Service user interview participants

Frequency % all (n = 32) % providing data (n = 23)

Sexual orientation Heterosexual 18 56 78

Bisexual 2 6 9

Gay or lesbian 1 3 4

Other 1 3 4

Prefer not to say 1 3 4

Missing data 9 28 –

Age when completed 
full-time education

16 years 3 9 13

18 years 7 22 30

19 years 2 6 9

21 years 1 3 4

22 years 5 16 22

Other 5 16 22

Missing data 10 31 –

Ethnic group White: English, Welsh, Scottish, 
Northern Irish or British

18 56 78

White: Irish 1 3 4

White: any other white 
background

1 3 4

Mixed or multiple ethnic 
groups

2 6 9

Black, Black British, Caribbean 
or African

1 3 4

Missing data 9 28 –

Long-term health 
conditions

Yes 7 22 30

No 16 50 70

Missing data 9 28 –

TABLE 9 Focus-group participants: one focus group was undertaken per hub site

Focus group Group information (type of group and participants) Participants

1 Women’s group with women from African backgrounds 10

2 Women’s exercise group serving a deprived community 16

3 Women’s health group serving those who live in a more rural community 5

4 Women’s group based in an ethnically diverse community 17

TABLE 8 Demographic characteristics of women participating in interviews (continued)

Focus groups with women in local communities
Following input from the Women’s Advisory Group (see Chapter 5), the evaluation plan was extended, 
to add focus groups with women in communities perceived by hub leaders/stakeholders to be less likely 
to access a hub. The aim was to capture the experiences of women who may find it harder to access 
WHH services.
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TABLE 10 Demographic information for women’s focus groups

Demographic variable Category

Women’s focus-group participants

Frequency % all (n = 48) % providing data (n = 17)

Age 18–19 0 0 0

20–29 0 0 0

30–39 1 2 6

40–49 4 8 24

50–59 1 2 6

60–69 5 10 29

70–79 6 13 35

Missing data 31 65 –

Sex Female 17 35 100

Missing data 31 65 –

Gender identity Yes (same as at birth) 15 31 88

No, non-binary 0 0 0

Missing data 33 69 –

Sexual orientation Heterosexual 17 35 100

Bisexual 0 0 0

Gay or lesbian 0 0 0

Other 0 0 0

Prefer not to say 0 0 0

Missing data 31 65 –

Age when completed 
full-time education

16 years 8 17 47

18 years 3 6 18

19 years 3 6 18

21 years 1 2 6

22 years 1 2 6

Other 1 2 6

Missing data 31 65 –

Ethnic group White: English, Welsh, Scottish, 
Northern Irish or British

17 35 100

White: Irish 0 0 0

White: any other white 
background

0 0 0

Mixed or multiple ethnic groups 0 0 0

Black, Black British, Caribbean  
or African

0 0 0

Missing data 31 65 –

Long-term health 
conditions

Yes 5 10 29

No 12 25 71

Missing data 31 65 –



24

NIHR Journals Library www.journalslibrary.nihr.ac.uk

METHODS

One focus group was undertaken in each site (Table 9), two were face to face in local community venues and 
two were online (to suit availability and preferences of the women taking part). Demographic information 
is presented in Table 10. A purposive sampling approach was used to identify community groups to host 
focus groups, in populations where WHH site leads/stakeholders reported barriers to access to women’s 
health services or those who were less likely to engage with services. In three sites, a community group 
was identified to host a focus group via the lead hub stakeholder, who helped the team broker access and 
facilitated recruitment. In the fourth site, where the hub lead did not have an existing link, the team identified 
and contacted a suitable community group through one of the other interview participants. Overall, a 
convenience sampling approach was taken for participants, where a researcher attended existing group 
events, and group members were invited to join a group discussion during/after their usual session. However, 
for one of the virtual focus groups, a separate meeting was arranged at the request of the participants.

Materials were provided to the group by the group’s leader in advance, to ensure members were aware 
that a researcher would be attending and understand what may be involved, including that participation 
was voluntary. The Women’s Advisory Group advised on content and members reviewed drafts of 
topic guides and information sheets for women service users and focus groups. The group discussion 
guide included questions exploring awareness and use of women’s health services, awareness and 
understanding of WHHs and potential barriers and facilitators to using hubs and improvements to local 
services. The researchers explicitly asked participants about their awareness and use of their local hub 
model, and none had received care from a WHH. For three focus groups, consent was obtained from 
participants via signed consent forms returned via e-mail or in person, and in the fourth verbal consent 
was recorded. Focus-group participants received a £10 voucher as thanks, and community groups were 
also reimbursed for their time and/or premises use.

For most interviews, there was no prior relationship between the evaluator and participants, with the 
exception of interviews with the hub leader at each exemplar site, where more frequent contact and 
meetings to discuss the evaluation had occurred. Participants were provided with an information sheet 
which detailed reasons for the evaluation being conducted. Researchers’ personal goals or reasons for 
being involved in the evaluation were not disclosed.

Exemplar hub documents (WP2)
Participants and site contacts were asked to share documents that could illustrate the local context, and 
the approach to hub set-up, implementation, commissioning and decision-making, costs and outcomes. 
Documents included business cases, service specifications and anonymised patient feedback.

Work package 3 sampling, participants and data collection

Interviews with national stakeholders
In January–March 2023, we interviewed six key national stakeholders, including leaders from 
organisations including the DHSC, Faculty of Sexual and Reproductive Healthcare, Primary Care 
Women’s Health Forum and the Royal College of Obstetrics and Gynaecologists and Royal College of 
General Practice. Three of these individuals had also participated in the project scoping interviews in 
early 2022. One interviewee covered both regional and national perspectives.

Semistructured interviews followed a tailored topic guide, with questions exploring how WHHs align with 
wider policy and developments, for example PCNs and ICSs, workforce and training, and reflections on the 
strategy and WHHs and intended hub aims and impacts. Verbal consent was recorded for all participants.

Qualitative interview and focus-group recording and transcription across  
all work packages

All interviews were audio-recorded with permission, transcribed verbatim by a professional transcription 
service, checked for accuracy (with researchers returning to the original voice recording if they needed 
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to address any transcription gaps or errors) and anonymised. Three exemplar hub focus groups were 
audio-recorded, transcribed verbatim and anonymised. In a fourth, it was not possible to record and 
field notes were taken by the researcher. Focus-group transcripts were checked alongside recordings to 
ensure accuracy, which supported familiarisation with interview data. Transcripts were not returned to 
participants for comment.

Data analysis and triangulation across all work packages

Between November 2021 and March 2022, data from the survey, interviews, focus groups and 
documents were analysed. The team held weekly meetings for the duration of the project (April 2022 
to March 2023) to share and discuss the approach to analysis, insights and emerging findings. On 
the following pages, the separate analysis of survey, interview, focus group and documentary data is 
described, followed by the approach to triangulation across data sources.

Survey analysis
Initial survey analysis was undertaken in July 2022 with 11 respondents, to aid selection of the 4 hubs 
for in-depth evaluation [see Work package 2 participants, sampling and data (exemplar hub evaluation)]. 
Analysis was updated in September 2022 (for the interim report) and January 2023 (for the final 
report). Survey data were exported into Microsoft Excel (Microsoft Corporation, Redmond, WA, USA) 
for analysis. Descriptive statistics were computed for quantitative data, and free-text responses 
thematically analysed for reporting.

Analysis of interviews, focus groups and documents
Qualitative data from all interviews, focus groups and documents were analysed using a team-based rapid 
analysis approach, to deliver timely findings with methodological rigour.97 Researchers reviewed each data 
item and summarised the main issues in the data into a ’summary template’ matrix in Microsoft Excel, 
with no formal coding of data. An initial summary template matrix was developed by the team following 
a review of the first four interview transcripts alongside the evaluation questions, with separate rows in 
the matrix to summarise different questions and findings. Each researcher summarised data they collected 
in a separate matrix (including data from their in-depth evaluation site, regional and national interviews). 
The research team systematically summarised each data item into the relevant summary template 
matrix, referencing the location of findings in the raw data and highlighting exemplar quotes and any key 
reflections and interpretation. Exemplar hub data were summarised by the lead researcher for each site. 
The summary template matrix structure was refined during the course of analysis, with regular discussion 
and reflection by the team (see Appendix 1). Analysis of summary template content was undertaken 
alongside analysis of other data sources and is described in the following section.

Triangulation across data sources
Triangulation of different methods can be conducted to ensure comprehensiveness and completeness 
of data collected, to explore convergences and discrepancies in different data sources and to check 
the credibility of findings.98 Different sections of analysis were allocated to individual team members, 
informed by the evaluation questions and planned outputs. This was undertaken by four team members, 
all of whom were involved in data collection. Each researcher reviewed and summarised relevant data 
and analysis from across WPs, identifying and exploring similarities and differences between sources, 
participants and contexts. Summary reports were then reviewed, refined and combined by all five 
members of the research team. Participant validation of findings was not undertaken.

The relative importance of data sources varied according to the evaluation topic explored, and this is 
explained below. In order to consolidate the presentation of the approach to triangulation, topic areas 
and outputs are presented in a different order to the results sections of the main report.
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Description, map and summary profiles of Women’s Health Hubs
Analysis drew predominantly on the descriptive data in the survey and desk research. Analysis was 
underpinned by the development of the WHH database, led by one of the evaluation team. All known 
hubs were entered into the database, and more were added as they were identified throughout the 
evaluation. Database fields related to hub characteristics and the evaluation and survey questions. The 
database was populated using quantitative and qualitative data gathered throughout the evaluation. The 
database was continuously reviewed to inform mapping and understanding of models, addressing gaps 
in information and adding detail where available. Hub leads were contacted directly to clarify details 
where possible. A map and description of WHHs were produced for an interim report in October 2022 
and updated for the final report in early 2023. Mapping software was used to present the distribution of 
WHHs across the UK.99 Tables, figures and narrative descriptions were produced to summarise the key 
features of models. Profiles of all identified hubs were produced at the end of the evaluation. Outputs 
were reviewed and refined by the whole evaluation team. Where possible, hub leaders also reviewed the 
profile of their service for accuracy and completeness.

Definitions and vision, models and approaches, influences on set-up, implementation and  
sustainability, advice for others, what is next for Women’s Health Hubs
Analysis drew predominantly on interview sources to develop detailed descriptions of experiences 
and perspectives. Scoping and national and regional interviews offered perspectives regarding the 
wider WHH policy and practice context, while exemplar hub sites provided more granular insights into 
the development of models in practice. The survey and desk research informed the more descriptive 
elements, and enabled interpretation of the representativeness of the exemplar hubs compared with the 
national picture.

Achievements, outcomes which are (or could be) used to assess impact and 
inequalities
Identification of current measures, outcomes and impacts and approaches to tackling inequalities drew 
predominantly on survey, desk research and documentary sources from WHH sites. Exploration of 
potential future measures, considerations and challenges was drawn from interview data, particularly 
from exemplar hubs.

Experiences and perspectives of women
Analysis was predominantly informed by data and analytical summaries of interviews and focus groups 
with women in the exemplar hub sites. Documents from desk research and exemplar hubs (e.g. patient 
feedback reports) and interviews with hub staff also provided some insights into women’s experience.

Development of the theory of change
A theory of change provides a framework to describe and illustrate the logic, assumptions and principles 
that link what a service or programme does, why and how it does it, with its intended outcomes and 
results.100 Theories of change can be important in replicability and understanding what works and why, 
which is particularly important for initiatives and programmes which wish to scale up or expand, as is the 
case with WHHs.101 They can take various forms, and Ghate100 describes how they usually include needs, 
inputs, activities, outcomes along with implementation outcomes and mechanisms of change.

We developed a theory of change for WHHs drawing on a framework from Ghate100 using Braithwaite 
et al.’s102 non-linear model, to begin to capture the complex processes that typify implementation. This 
was deemed appropriate given the emergent and heterogeneous nature of WHHs. The theory of change 
was developed across a series of evaluation team meetings and a workshop. Theories of change were 
sketched for each of the four in-depth evaluation sites by the lead researcher for each site, using the 
summary template matrix for the site to populate a Theory of Change template based on the Ghate 
framework. They were then reviewed collaboratively by the research team and consolidated into a single 
theory of change, also drawing on the wider evaluation data and analysis. At this stage, the theory of 
change is an initial iteration, which is evolving and can act as a tool to guide further implementation 
and evaluation.
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Development of implications for policy, practice and research
Bringing together the findings, implications for policy and practice were identified, to support the 
commissioning, implementation and delivery of WHHs. Implications for future evaluation, particularly 
key areas of focus and considerations for any later work, were produced. The team held internal 
workshops in which findings were considered and implications suggested, which were also discussed 
with the Stakeholder Advisory Group prior to final refinement and development.

Involvement of the Stakeholder Advisory Group

As mentioned in Chapter 1, a Stakeholder Advisory Group provided expertise and advice to support the 
study; their input included

• Connecting the evaluation team with existing hub model leads to support the WHH mapping survey.
• Developing our understanding of the women’s healthcare context.
• Advising on criteria for exemplar hub site selection, and site selection.
• Refining a working definition of WHHs.
• Supporting the identification of outcome measures.
• Identifying key stakeholders for regional and national interviews.
• Sense-checking early findings and interpretations.

How the study differs from the protocol

There were two variations to the approach described in the initial protocol (Version 1.4, 8 November):

• The team proposed using a team-based approach to analyse qualitative data guided by the principles 
of the framework method.103 Instead, as described above, a team-based rapid analysis approach 
based on Taylor et al.97 was adopted, as it was felt this offered both methodological rigour as well as a 
rapid approach to analysis to deliver timely findings.

• We proposed that a typology of WHHs would be produced if feasible. This was not practicable for 
several reasons. The development of a typology was to be informed by the mapping survey, which 
gathered information about WHH models and context, but often this information was incomplete 
in survey responses. For some, this was because the stage of hub development was too early to 
provide details. The smaller than expected number of hubs identified also limited our ability to 
develop a typology with limited data. In addition, through desk research and stakeholder networks, 
we identified multiple areas where hubs may have existed, but did not receive a response to requests 
to complete the survey, resulting in further information gaps. While there were multiple examples of 
specific models of interest, for example one-stop shops, findings suggested that labels were applied 
differently, and there was variation in how they were understood. As a result, clear distinctions 
between model types could not be drawn reliably. Developing a meaningful typology was not 
possible due to the limited data, and the substantial heterogeneity in WHHs.

• However, as described in the site selection criteria, it was possible to provide a categorisation of hub 
types with the information used to guide selection. Hubs varied in several dimensions, including:
◦	Leadership model: for example GP-led; sexual and reproductive health consultant-led
◦	Services offered: LARC-focused; wider provision, for example including gynaecological care
◦	Hub venue: based at a GP practice; other venue, for example community hospital.
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Chapter 4 Results

B 
ox 6 provides a summary of Chapter 4 of this report.

BOX 6 Summary of Chapter 4

• This chapter outlines the findings from the evaluation. It is structured as the following:
◦ Stakeholder perspectives on the definition of a WHH.
◦ A descriptive summary of the identified hubs.
◦ Description of hub models used and approaches/strategies to implementation.
◦ Factors influencing hub set-up, implementation, sustainability, scale and spread.
◦ What hubs have achieved to date and how hub performance can be measured/monitored.
◦ The impact of hubs on reducing inequalities and unmet need.
◦ Women’s perspectives and experiences of hubs and wider women’s health services.
◦ Advice for those considering implementing a hub.
◦ What next for WHHs?

• This chapter presents analysis which triangulates findings from across different WPs and data sources in the 
evaluation (see Chapter 3). Where data are from one source (e.g. the survey), this is highlighted in the text.

• One aspect to note is the use of CCG and/or ICS. In 2022, Integrated Care Board (ICBs) replaced CCGs, 
which for some hubs was after (or during) the set-up of the service. Therefore, we primarily refer to CCGs 
unless an activity was specifically conducted at an ICS level or by an ICB.

Stakeholder perspectives of definitions of and vision for Women’s Health Hubs

This section describes interviewee accounts of what hubs could or should aim to be, including whether 
there was a shared vision, and whether different groups of people define WHHs differently. Some 
interviewees answered with a specific hub in mind, whereas others provided regional and national 
perspectives. Women using hub services were not asked to define a WHH, but they were asked about 
what women’s health services should offer, and their insights are included where relevant.

How do stakeholders define hubs?
Hubs were often described as a network of community services, where staff working within hubs work 
with other services in the local community (e.g. voluntary sector, non-healthcare statutory services, 
acute and community trusts). Interviewees described how WHHs may come from an existing primary 
care, sexual and reproductive and/or community gynae service by the addition or ‘bolting on’ of new 
treatments, or an adjustment of a way of working (e.g. bringing different staff together). Hubs were 
described as ‘a natural extension’ of existing services (EH3, internal interview) and a ‘refinement of the 
community gynae service’ (EH1, external interview).

Many interviewees indicated that WHHs should provide semi-specialised care beyond what primary 
care could usually be expected to deliver, but at a less specialised or complex level than secondary care 
provision. Hubs were therefore perceived as a middle ground between the GP and hospital service. 
In line with this, clinicians working across two sites defined hubs through their focus on non-surgical 
management and interventions.

I only found out about it through going to the doctor with an issue to do with the gynae area and then 
sort of got the vibe that it was something that was kind of like a middle-man between seeing a doctor [GP] 
and having to go to the hospital to the gynaecology clinic there.

EH1, patient interview

Most interviewees suggested that a hub was not necessarily a physical place, but a concept. Overall, 
they advocated a flexible approach to the physical setting, informed by pragmatism and a need to align 
with existing services and resources. To some, the defining feature of WHHs was the way care was 
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integrated and provided (e.g. bringing different expertise together) rather than the physical building 
where care was provided. This aligns with the idea that WHHs may provide care virtually (i.e. using video 
conferencing or telephone appointments).

… So it doesn’t have to be that services and clinics are at one designated address or site within that PCN 
and that that has to be the set location, it’s more the concept of sharing skills within a patient population 
and improving that access, and hopefully less distance for patients to travel and not always needing to go 
to secondary care, but it’s not necessarily just one static venue in one location in a city nearby practices 
and PCNs, but it’s more the concept of sharing clinics, skills, resources amongst a patient population.

National interview

A common view was that hubs should take a broad and holistic approach to women’s care, and 
interviewees described an ambition to provide care in a way that minimises the need for multiple 
appointments, reducing fragmented care.

… whatever their concerns and issues are they could be sorted at one point exactly at the same visit, 
whatever we can … we try to cover everything for that woman, rather than separate appointments for 
heavy bleeding, separate for coil fitting, separate for smear.

EH4, internal interview

The intention for women to get the right care at the right time, from the most appropriate clinician(s), 
was shared, to avoid women being sent back and forth between different professionals and services. 
This approach to care was reflected in the frequent use of the term one-stop shop by different 
stakeholder groups (i.e. women using services, commissioners, staff working in hubs and surrounding 
services). For instance, women hoped for a one-stop shop to access expertise, advice or the opportunity 
for a ‘full MOT’ covering general health issues in addition to SRH.

… rather than a patient having to go to multiple places, multiple clinicians, it should be a one-stop shop. 
And the reality is across a life course, all of these things overlap and interreact, so it makes sense to put 
them all together.

EH4, external interview

Interviewees tended to use the term one-stop shop to describe the experience of using a service, rather 
than to define a particular model or draw boundaries around what a WHH should be. Other terms 
relating to models (e.g. hub and spoke) did not feature in interviews.

Interviewees suggested that WHHs should be comprehensive in their offer. For instance, that they 
should provide ‘… everything related to women’s health’ or a ‘complete package of care’ including 
menopause care, contraception, scans, heavy menstrual bleeding, pelvic pain and fertility.

What I feel a Women’s Health Hub is, is that whatever the problem if it is women’s health-related they can 
deal with it, whether it be the menopause clinic that they very kindly offer, which they can always self-
refer, whether it be contraception, whether it be menstrual problems and irregularities, it’s a central point 
where all of these services can be accessed ….

EH4, external interview

Some women interviewed suggested that hubs should include maternity services, and a commissioner 
with a regional perspective described there being a ‘maternity corridor’ that does not link up well with 
other services. The scope of services that some interviewees felt should be included was very broad, 
spanning services beyond gynaecology and sexual health, such as services for mental health, bone 
health and cardiovascular risks. This was framed under the perspective that women are ‘… more than 
just their reproductive organs, but that is a good start’, as stated by a woman using hub services (EH4, 
internal interview). However, many interviewees suggested that WHHs should focus on core areas of 
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women’s health such as LARC, at least in the early stages of hub development, and expand once the 
service is functioning well. Interviewees felt the care provided should be appropriate for women of all 
ages, with the phrases ‘cradle to the grave’ and ‘life-course approach’ arising in interviews. It was noted 
that some services may be on their way to being a WHH and that services may be on a continuum of a 
‘hub way of working’, rather than this being binary status (hub/not a hub).

… I think that lots of people don’t think of that [WHH as on a continuum] because the ‘hub’ suggests that 
it’s everything, particularly in sexual and reproductive health … I would say three of those things [you need 
in order to be a hub] means you’re maybe bronze. Five, six, known as silver. Ten might be gold or you know 
ten plus two might then put you into a platinum.

Regional interview

Compared to women we interviewed, stakeholders working in the area of women’s health were 
more likely to draw boundaries around the type of care that should be provided by WHHs. It was 
acknowledged that there is, in practice, a limit to the number of services a hub can provide and that 
what is needed is strong integration with surrounding services and clear integrated pathways.

But you can’t have every service there … it [what is needed] may be education and advice and then a 
really good-quality referral so that they’re actually confident you’re referring to somebody who is going 
to be able to meet that need, where the waiting list is not, you know, two years/three years, etc., so 
that there’s a real understanding … you need really to make sure that it is well integrated and that the 
pathways do work, because otherwise you just end up pushing a problem somewhere else, you know, and 
everyone gets dissatisfied.

EH1, external interview

The key characteristics of WHHs described in this section are summarised by the following quote from a 
hub leader:

Women’s Health Hub is a concept. It’s about using what resources you’ve got. It’s about working in an 
existing infrastructure and sort of trying to reduce health inequalities, to improve access, and to link up a 
more holistic approach to women’s healthcare so that women aren’t having to go, for example, one place 
for contraception, another place for other services, but linking it up. It doesn’t have to be a new, purpose-
built building. It doesn’t have to be a whole new infrastructure with a new manager and new lead.

EH2, internal interview

Variation in stakeholder definitions of Women’s Health Hubs
Most participants who discussed the topic described defining WHHs as a challenge. Definitions were 
described to be emerging conceptually.

… what is a women’s health hub? What does it absolutely precisely look like? I don’t think we’ve actually 
defined that yet. I think we bandy around that kind of term and it means, as many terms do, different 
things to different people.

Regional interview

A number of national stakeholders stated that through their discussions with colleagues and healthcare 
professionals, it was evident that there is a lack of a shared, clear understanding of what WHHs are and 
that people interpret the term hub differently and that consensus was needed.

… I was really concerned that people were looking, this is healthcare professionals, looking at this idea of a 
Women’s Health Hub very, very differently, you know, and there wasn’t a national understanding of what 
it was, which is why I think we’ve got to get a very easy to understand baseline offering out there that 
people can build on ….

National interview
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This interviewee described confusion regarding whether WHHs are a ‘whole new commissioned 
piece’. National interviewees suggested that some services may determine that they are implementing 
a hub when in reality the care is not joined up or integrated. There was also concern that sites may 
be implementing a model that can be defined as a hub without realising it, and that women will not 
understand what a hub is, while the aim is for hubs to be a recognisable part of the NHS landscape in 
the future.

Many suggested that what a WHH means or looks like will be different for different people and will 
vary based on local resources and needs. The idea that there is no one-size-fits-all for WHHs was 
emphasised: for example, that WHHs will ‘… be slightly different in every PCN’ (EH1, internal interview). 
Consequently, a flexible definition was suggested to be required to fit models with local needs 
and resources.

I think there’s not always one size fits all, I think necessity is the mother of invention and people will, 
where there’s a bit of tenacity and passion, enthusiasm and skill and determination, I think services will 
crop up looking slightly different in different regions.

National interview

Despite the apparent acceptance of variation, some national stakeholders suggested that in practice 
most people working in this field had a shared vision. These interviewees described how differences 
manifested themselves in the way hubs are designed and deliver care.

A number of other defining hub characteristics were described by participants, but they were given less 
priority. They were that WHHs should:

• Be women-centred and provide non-judgemental and friendly support.
• Be co-produced, so it is not assumed what would work for local women.
• Consider offering support with social issues (e.g. money and housing) to prevent health issues 

occurring and worsening.
• Sit within a wider movement to improve and raise awareness on women’s health.

Some participants discussed how hubs align with ongoing policies and priorities, including the 
establishment of ICSs, the NHS Long-Term Plan, multidisciplinary working, moving care closer to home 
and tackling inequalities. Participants did not report any current links between WHHs and other hub 
models in the NHS, for example maternity, mental health and family hubs.

There was broad consensus across interviewees on the following:

• There is no one-size-fits all and that WHHs will vary based on local needs and resources with a need 
for flexibility in definitions.

• Women’s Health Hubs sit within a network of services and should aim to link with and integrate 
across organisations and sectors.

• Women’s Health Hubs are ’semi-specialised’, providing care that sits between primary and 
secondary services.

• Women’s Health Hubs should be comprehensive in the services they offer and minimise the need for 
multiple appointments, providing ‘holistic’ care.

• Women’s Health Hubs do not have to be a completely new service.

Interviewees highlighted that there are confusion and variation in definitions. Perspectives shared 
here were broadly in alignment with our working definition (see Introduction, ‘a working definition for 
the evaluation’).
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Why have Women’s Health Hubs been implemented?
A wide range of reasons were described as driving hub implementation. The most commonly cited 
was to bridge the gap between primary and secondary care. WHHs were set up to improve access 
to appropriate and timely care in the community in a way that reduces inequalities, waiting times, 
inappropriate referrals and overall pressure on primary and secondary care.

… I was just really, really passionate that all women should have a choice about accessing LARC in primary 
care … and that all women should have that choice, not just the women who happened to have a LARC 
fitter in their own practice.

EH2, internal interview

Some interviewees described additional drivers that were not specific to WHHs, including COVID-
19 care backlogs and an NHS agenda to design services so that existing resources are utilised more 
effectively to cope with increasing demand and budget pressures. Others described a wider movement 
towards integrated care as a justification for WHHs, for instance to provide more joined-up care 
pathways and bring people with skills and ideas together for collaborative working.

The impetus for the implementation of a WHH in some sites was an observation of unmet need, 
postcode lotteries, or service gaps and inequalities in access and quality of care. For example, the need 
to ensure that young women, women living in deprived areas and women with specific cultural needs 
are appropriately represented and served. This includes the observation of unwarranted variations, for 
example in referral rates and triage processes across PCNs and practices, such as GP referral rates to 
community and secondary care services.

In all exemplar sites, implementation was driven by individuals with a passion for and expertise in 
women’s health. For example, in one hub the lead was keen to utilise LARC training she had undertaken, 
and to offer this service to neighbouring practices without LARC fitters. Hub implementation was 
also influenced ‘top down’, by local, regional or national programmes and initiatives: for example, CCG 
programmes to transform outpatient services and reduce secondary care waiting lists, ICB agendas to 
provide joined-up, patient-centred care, and PCNs prioritising sexual health. In one site, the clinical lead 
was directly approached by their CCG and asked to develop a hub in line with aspirations to increase 
availability of community-based care. Participants also cited wider societal and professional influences 
on implementation, including an increase in female GPs (and thus awareness and motivation to 
improve women’s health), and a recent rise in demand by women seeking menopause support following 
media campaigns.

What do current Women’s Health Hubs models aim to achieve?
Hubs were described as aiming to achieve a broad range of outcomes simultaneously and it was often 
not clear which aims were the priority. However, in the survey, all hubs (n = 14) selected the following 
aims: to improve choice for women, reduce waiting times, reduce the number of appointments needed 
for a problem and/or reduce use of secondary care.

Overall, aims that were described in the survey and interviews were often about improvements in 
the following:

1. The type of services available so that care feels holistic (e.g. to enable women to have multiple SRH 
needs met in a single visit, and bring together a range of services).

2. The way services are organised, and the location/venue in which care is provided (e.g. to reduce inappro-
priate referrals to secondary care, provide appropriate expertise and care more locally, and provide 
more joined-up/integrated care across services and sectors).

3. Access to care (e.g. to decrease barriers and waiting times, expand the reach and scope of services, 
maximise access and convenience).
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4. Reducing inequalities (e.g. ensure fairer access to care, reduce variation in access and quality across 
GP practices and regions).

5. Quality of care (e.g. standardisation and consistency of care, improve patient outcomes, improve 
referral processes, early intervention, better resolution of symptoms).

6. Women’s experience (e.g. improved listening to and empowering of women to have a voice in their 
care, enable more proactivity and self-management of symptoms, ensure women receive help earli-
er, have fewer appointments and examinations, a reduction in travel time and more choice, e.g. over 
venues and times).

The interviews in the exemplar hubs highlighted the differences in specificity of hub aims. While some 
had very specific and targeted objectives (e.g. to support the delivery of the 18-week waiting time target 
for secondary care), others were broader and more high level. Overall, hub objectives appeared to be 
more high level: for instance, stating the aim of reducing referrals to secondary care without specifying a 
target. The broad aims of WHHs were summarised succinctly by a survey respondent:

To bridge the gap between primary and secondary care and allow collaborative working and learning 
between GPs and gynaecology consultants. To allow women to receive the right treatment in the right 
place at the right time using our triage model and utilise community clinics outside of [gynaecology 
service] by using a single point of access. Help reduce backlog in secondary care.

Survey respondent

Descriptive summary of active Women’s Health Hubs

We identified 17 services across the UK that meet our definition of a WHH (see Chapter 1) and were 
active (i.e. seeing women at the time of the evaluation). Most were located in England (N = 13), with 
four in Northern Ireland (Figure 1). No hubs were identified in Wales or Scotland. As described in 
Chapter 3, we used multiple methods to identify active hubs. Profiles of all identified hubs can be found 
in Appendix 2.

FIGURE 1 Hub locations across the UK. Green = hub present. Map created using MapChart.net.99
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In addition to the 17 active hubs, we identified areas which are at some point along the journey to 
setting up a hub (from early discussions to having secured funding) but were not yet seeing women. 
These were:

• Cornwall
• South Durham
• Somerset
• South-west London
• Tower Hamlets.

Stakeholders mentioned a further eight areas where they had heard that a WHH may be in place, but 
we were unable to obtain information on these services (e.g. no response to the survey, or no contact 
details for hub leads were found). These areas were Blackpool, Cumbria, Edinburgh, Leeds, Norfolk, 
Nottingham, South Wigan and York/North Yorkshire.

We also identified areas which had integrated community gynaecology or LARC services in place which 
did not meet our working definition of a WHH. These were:

• Oxford: community gynaecology service only, with no plans to expand into LARCs
• Rochdale: community gynaecology service only, with no plans to expand into LARCs
• South-east London: separate community gynaecology service and LARC hub without integration of 

these two services (and no current plans for integration)
• Kingston-upon-Thames: women’s hub focused on other needs (e.g. women fleeing domestic 

violence), not gynaecology or sexual health
• Lambeth and Southwark: LARC hub only
• Aberdeen: privately run (non-NHS) service.

It is important to note that the community gynaecology and LARC hub services listed do not reflect 
the total number of these models in the UK, only those which were identified opportunistically via 
stakeholders, or through our survey.

Key features of women’s health hubs
Table 11 summarises the key features of the 17 hubs. The majority were described by respondents as 
currently operational with plans to expand. This is also reflected by launch dates, with some having only 
launched in the past 3 years, with some hubs relatively new and in set-up and/or starting to function at 
the time of the COVID-19 pandemic.

The table highlights the varied nomenclature for local hubs. Despite meeting our definition of a 
WHH, most hubs did not refer to themselves as a WHH, or only did so informally (e.g. not in any 
documentation). Other terms used instead of ‘hub’ included ‘community gynaecology service’ or ‘clinics’. 
Only three locally referred to the service as a ‘hub’.

Respondents providing information on the population served by their hub (N = 12) offered services to all 
women in the area, not just to specific groups of women. However, women usually had to be registered 
with a GP in a specific location to access hub services. Some hubs aspired to expand the geographical 
area the hub covered.

Models and approaches used across Women’s Health Hubs

This section describes the models implemented across the 17 active WHHs. It focuses on delivery 
models, leadership, organisations involved in design/delivery, commissioning/funding, service 



36

N
IH

R Journals Library w
w

w
.journalslibrary.nihr.ac.uk

RESU
LTS

TABLE 11 Key characteristics of the 17 identified hubs

Code Location
Year 
set-up Status Hub local name

Clinical 
leadership

Commissioning 
model

Delivery 
model Venues

LARC offered 
Contraception, 
gynaecological 
reasons, both

Other 
services 
offered

Population 
served

A Bexley and 
Greenwich, 
England

2022 Operational, 
no plans to 
expand

Market street clinic SRH 
consultant-

Multiple 
commissioners 
involved

Hub-and-
spoke, 
one-stop shop

Two community 
practices

✓ both ✓ –

B Birmingham, 
England

2016 Operational, 
plans to 
expand

Modality gynaecology GP NHS trust Hub-and-spoke Four sites 
(three GP, one 
pharmacy)

✓ both ✓ 100,000+

C Durham 
North, 
England

Early 
2000s

Operational, 
plans to 
expand

Durham gynae GP CCG/ICB only One-stop shop Two GP practices ✓ both ✓ –

D Eastern 
Region, 
Northern 
Ireland

2017 Operational, 
no plans to 
expand

Southern Federation 
Gynaecology Service

GP Multiple 
commissioners 
involved

One-stop shop Nine GP practices ✓ both ✓ 100,000+

E Guildford and 
Waverley, 
England

2014 Operational, 
plans to 
expand

Guildford and 
Waverley Community 
Gynaecology Service

GP CCG/ICB only One-stop shop One GP practice ✓ both ✓ 100,000+

F Hackney, 
England

2021 Operational, 
plans to 
expand

Community gynae 
PCN hub

SRH 
consultant

CCG/ICB only Hub-and-
spoke and 
virtual

Three GP 
practices and 
community gynae

✓ gynaecology 
(plans to add 
contraception)

✓ 50,000–
99,999

G Hampshire 
and Isle 
of Wight, 
England

2022 Operational, 
plans to 
expand

WHH GP No formal 
commissioning 
arrangements

Virtual GP practices 
(number not 
known)

✓ both ✓ 50,000–
99,999

H Haringey and 
Islington, 
England

2017 Operational, 
plans to 
expand

The Gynaecology 
Collaborative

GP CCG/ICB only One-stop shop Three community 
gynaecology 
venues, two sec-
ondary care sites

✓ gynaecology ✓ 100,000+

I Hertfordshire, 
England

– – Enhanced Community 
Gynaecology Service/
community gynae 
clinics

Gynaecology 
consultant-

CCG/ICB only – Four GP practices – – –
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Code Location
Year 
set-up Status Hub local name

Clinical 
leadership

Commissioning 
model

Delivery 
model Venues

LARC offered 
Contraception, 
gynaecological 
reasons, both

Other 
services 
offered

Population 
served

J Leicester, 
England

2020 Operational, 
plans to 
expand

Women’s health clinic GP No formal 
commissioning 
arrangements

Clinician 
travelling to 
GP practices

Two GP practices ✓ both ✓ 100,000+

K Liverpool, 
England

2019 Operational, 
plans to 
expand

Liverpool WHHs GP Local authority 
only

Multiple PCN 
hubs, separate 
hub-and-spoke 
models

Multiple GP clinic 
venues across city

✓ both ✓ not 
part of 
core 
offer

100,000+

L Manchester, 
England

2006 Operational, 
plans to 
expand

Manchester 
Community Gynae 
Service and Level 3 
Contraception service

SRH 
consultant

Multiple 
commissioners 
involved

One-stop shop Community 
hospital primarily, 
with other sites

✓ both ✓ 100,000+

M Newcastle, 
England

2001 Operational, 
no plans to 
expand

Newcastle upon 
Tyne Community 
Gynaecology Service

SRH 
consultant

Multiple 
commissioners 
involved

One-stop 
shop, virtual

Central clinic plus 
GP practices, 
pharmacies

✓ both ✓ –

N Northern 
Region, 
Northern 
Ireland

2019 Operational, 
plans to 
expand

Northern 
Gynaecology GPES 
service

GP Multiple 
commissioners 
involved

Hub-and-spoke Four GP practices ✓ both ✓ 100,000+

O Sheffield, 
England

2019 Operational, 
plans to 
expand

Sexual Health 
Sheffield Hub

GP-led Multiple 
commissioners 
involved

Hub-and-spoke Six GP practices ✓ both ✓ 100,000+

P Southern 
Region, 
Northern 
Ireland

2019 Operational, 
plans to 
expand

– GP-led – One-stop 
shop, 
hub-and-spoke

Four venues ✓ both ✓ 100,000+

Q Western 
Region, 
Northern 
Ireland

2019 Operational, 
plans to 
expand

Western Federation GP-led Multiple 
commissioners 
involved

One-stop shop Two GP practices ✓ both ✓ 100,000+

Note
Hub codes are referenced throughout the subsequent text to identify sites.



38

NIHR Journals Library www.journalslibrary.nihr.ac.uk

RESULTS

venues, implementation approaches, workforce and training. We also outline a theory of change 
for hub development. A brief summary of the findings presented in this section is provided in 
Box 7.

BOX 7 Summary of models and approaches used across WHHs

Most hubs were defined by leaders as one-stop shops or hub-and-spoke models. However, these terms are not 
standardised and are open to different interpretations. Hubs offered a range of services to patients, particularly 
LARCs (for gynaecological and contraceptive reasons), heavy menstrual bleeding and menopause, and many hubs 
planned to expand the services offered. They were often seen as an intermediary service between primary and 
secondary care. While hubs aimed to improve access to care, most were not offering appointments out-of-hours 
or in online/group video consultations yet (although most offered telephone consultations).

Hubs were most often led by GPs, reflecting the primary care-focused nature of many hub models (e.g. most 
hub venues were based in GP practices, and GPs deliver services in most hubs). A range of organisations were 
involved in hub design and delivery in addition to GPs (e.g. local authorities, secondary care, CCGs/ICBs). 
Commissioning mechanisms varied in type and formality, with some hubs combining different approaches 
for different services due to existing commissioning silos. All hubs offered some form of training to staff 
working in the service, which ranged in formality. Many also offered education opportunities to local clinicians, 
particularly GPs.

Implementation approaches were similar across hubs, informed by initial mapping of existing services (and gaps), 
scoping and designing the hub and securing funding/buy-in, before moving onto implementation activities (often 
starting as a small-scale pilot and building on this over time). The implementation approaches involved different 
forms of integration, most often including professional integration.

Hub delivery models

Specific hub delivery models
Table 12 provides an overview of the types of hub models as described by respondents. Most were 
defined as one-stop shops and/or a hub-and-spoke models. A further two hubs provided some virtual 
care alongside face to face. Virtual activities include consultations (e.g. online/video) and engagement 
and education sessions for women and local clinicians.

When exploring hub model labels further and interrogating the data, it became clear that there 
were different interpretations of one-stop shop and hub-and-spoke models across individuals 
and hub sites. Examples of variation are provided in Box 8. There was also no agreed definition to 
describe these hub models in the NHS, which may have contributed to the variation in usage. Given 
the ambiguity in how these delivery model terms appeared to be understood, it was difficult to 
reach a meaningful assessment of which hubs had adopted specific models. This is explored further 
in the discussion.

TABLE 12 Hub delivery model (N = 15)

Delivery model Hubs reporting this modela (hub reference)

One-stop shop 9 (hubs A, C–E, H, L, M, P, Q)

Hub-and-spoke 6 (hubs A, B, F, N, O, P)

Virtual 3 (hubs F, G and M)

Pop up 0

Other 2b

a Respondents could select more than one option.
b Clinician travelling out to GP practices (hub J) and multiple PCN-based hubs with separate 

hub-and-spoke models (hub K).
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BOX 8 Examples of variation in hub models

• The types and/or number of services that need to be offered to be considered a one-stop shop (e.g. if a hub 
offers LARC services only or a wider spectrum of services).

• Whether the hub aspect of a hub-and-spoke model is a physical location offering services to patients, or a 
non-physical aspect (e.g. central triage/co-ordination point).

• Whether the spoke aspects of a hub-and-spoke model are physical locations offering services (either as a 
one-stop shop or a more limited offer) or virtual support (e.g. online education events).

• The extent to which different aspects of a hub are linked, for example via cross-referrals or operating as 
discrete services.

• Whether patients can see more than one healthcare professional in one appointment (this may be expected 
in a one-stop-shop model, but only two of the self-defined one-stop-shop hubs in the survey reported 
offering this).

Clinical offer
Figure 2 summarises the services offered by hubs. All 17 hubs responding to the survey question 
reported that LARCs were offered for gynaecological reasons. Other frequently reported services 
include LARCs for contraception (N = 15, all except hubs F and H), and 16 hubs offered heavy menstrual 
bleeding consultation (all except hub N) and treatment and menopause care (all except hub K). No hub 
reported offering pelvic physiotherapy or termination of pregnancy services. While seven hubs reported 
offering women’s health counselling/psychology, this was often limited to psychosexual counselling 
rather than broader mental health support. As mentioned earlier, most respondents reported launching 
their hub with a limited range of services before expanding the offer, or reported aspirations to expand 
in this way. The initial service offer in part depended on the skills and interests of those leading hub 
development (e.g. leaders with expertise and interest in LARC may initially focus the hub offer on this).

Four hubs offered services in the evening and four at weekends (Table 13). While one of the main 
objectives was to improve access to care, most hubs only offered services during core hours, though some 
respondents reported aspirations to offer out-of-hours services in the future. A range of appointment 
formats were offered (Table 13), with 15 hubs offering appointments face to face and by telephone, with 2 
hubs also offering online/video appointments. Only one offered online group consultations.

Hubs were often seen as offering services that were more complex than a regular GP could support, but 
not as complex as specialist secondary care services are trained and equipped to manage. Participants 
described how upskilling hub staff could widen the offer and manage more patient care outside 
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40

NIHR Journals Library www.journalslibrary.nihr.ac.uk

RESULTS

of secondary care. However, some reported situations where hubs may offer the same services as 
’standard’ primary care for a particular reason, to meet local needs or due to local context. For example, 
women who prefer to see a female clinician may visit a hub where this is not available in primary care.

… it’s [ultrasound scanning] something I’d really love to upskill in and it would enable us to, for example, do 
more with our core clinic, so we could deal with lost [coil] threads and more complex/deeper procedures 
where we’d normally refer to secondary care service, but hopefully with those skills under our belt and the 
right support, and agreed competencies, oversight and pathways and dialogue with our secondary care 
consultants, there is arguably some more things that we can begin to take on in primary care.

Scoping interview

While most services were offered as one-to-one consultations with a clinician, some hubs also 
offered support via online or in-person engagement and education events with women or clinicians. 
These may be focused on, for example, menopause, contraception and fertility, or reaching out to 
specific vulnerable groups. This was described as of equal importance to one-to-one consultations, 
as educational events can support women to self-manage, reducing the number of appointments in 
primary care.

Many interviewees highlighted the importance of avoiding an overly prescriptive, top-down specification 
of the service offer in hubs, to allow flexibility to tailor to local needs.

It depends on their population needs …. With a very old population maybe you want to start 
concentrating on pessary care, a younger population you might be wanting to sort of look at early 
menopause care. I think people have got to tailor make it to their population, for their particular needs ….

Scoping interview

However, others noted some degree of standardised, baseline service offer is still needed in addition to 
tailoring the service to support sharing of learning, avoid reinvention of the wheel and ensure equitable 
provision (discussed further in Influences on hub set-up, implementation and sustainability).

What I’m quite concerned about is that we’ve done it in the past, we’ve gone off and done lots of different 
things, said every area’s got to sort out what they need, but actually you need a baseline offer, so that it is 
similar across the county, even if you can tweak it, because otherwise everybody’s trying to embed this in 
every corner of the UK and it’s such a waste of energy.

Scoping interview

TABLE 13 Hub appointment availability and formats (N = 17)

Out-of-hours provision Number of hubs (N = 17)

Evenings 5 (hubs A, D, J, L, O)

Weekends 5 (hubs A, B, J, L, O)

None 11 (hubs C, E–I, K, M, N, P, Q)

Appointment format Number of hubs (N = 15)

Face to face 15 (hubs A–F, H, J–Q)

Telephone 15 (hubs A–F, H, J–Q)

Online/video 2 (hubs E, M)

Group video consultations 1 (hub F)
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While a frequently stated objective for many hubs was to provide holistic care, in reality the focus was 
on core sexual and reproductive health needs. There was minimal discussion of wider issues, such as 
mental health (beyond psychosexual health), non-gynaecological conditions (e.g. heart disease) or social 
well-being. However, many stakeholders suggested that hubs should adopt a wider holistic view of care 
and there was one account of a hub currently in set-up which had included weight-management services 
in its design.

Leadership models
Throughout the evaluation, we explored leadership roles, and perspectives of who should be 
involved in leadership. While we recognise that there are multiple types of formal leadership (e.g. 
clinical, operational, commissioning), as well as differences between leadership and management, 
most participants did not make this distinction in the interviews. In many cases, leadership and 
management roles were blended. There was also a focus on expert leadership (i.e. the ability to lead 
as the individual(s) have valuable knowledge, expertise and/or qualifications) by individuals with a 
specific interest and passion for women’s health (see Influences on hub set-up, implementation and 
sustainability). Interviewees described roles and organisations involved in hub leadership, although this 
often involved collaborative partnership working, and did not necessarily involve formalised leadership 
roles, responsibilities or accountability. Participants also described different functions of leadership, for 
example leadership of hub implementation, or day-to-day clinical leadership of hub teams.

Survey respondents were asked to state which role(s) were driving the establishment of the hub 
(Table 14). In most cases, a single individual was reported to be performing this role, usually GPs with a 
special interest in women’s health, with SRH consultants, secondary care gynaecologists, local authority 
commissioners and CCG representatives also cited. In four hubs, multiple roles were involved in driving 
hub establishment (hubs A, H, K, M).

All hubs were clinically led by doctors, over half by GPs (Table 14), with SRH and gynaecology 
consultants in the remainder. Only one hub reported a difference in the role that was driving 
establishment of the hub and who was clinically leading it (hub N, driven by local authority commissioner 
and clinically led by a GP). Many hubs described a governance structure in place to oversee the hub 
implementation, activity and budget, to whom the clinical lead was accountable (see Implementation 
approaches for further detail).

TABLE 14 Role(s) driving the establishment of hubs

Role driving hub establishmenta Number of hubs (hub reference)

GPs with a special interest in women’s health 12 (hubs B–E, G, H, J, K, M, N, P, Q)

SRH consultants 3 (hubs A, L, M)

Secondary care gynaecologists 3 (hubs F, H, I)

Local authority commissioners 3 (hubs A, K, O)

CCG representatives 2 (hubs A, H)

Role clinically leading hub Number of hubs (hub reference number)

GPs 12 (hubs B–E, G, H, J, K, N–Q)

SRH consultants 4 (hubs A, F, L, M)

Secondary care gynaecologists 1 (hub I)

a Respondents could select more than one option.
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There were various roles and responsibilities held by hub clinical leads, which included:

• Responsibility for hub governance and management (reporting and accountable to a 
governance board).

• Designing patient pathways.
• Developing and maintaining relationships with other stakeholders, for example secondary care, 

PCN leads
• Quality assurance, overseeing of staff training, ensuring appropriate guidelines/standard operating 

procedures were in place.
• Identifying issues and areas for improvement.

Interviewees shared opinions regarding the advantages and disadvantages of hubs being clinically led by 
secondary care consultants and GPs (Box 9), and there was some discordance among participants, with a 
tendency to favour their local model. Some suggested that hubs could be clinically led by GPs alongside, 
or with clinical support/oversight from, secondary care or community gynaecology consultants. Others 
expressed concerns about GP-led models (see Box 9), preferring consultant gynaecology or SRH 
consultant clinical leadership due to their specialist training to manage more complex issues.

Having consultant input I think is really important though because there are some GPs who can do a lot, 
but what we want is to be able to manage the patients as much as possible within that place. If you want 
to do that, that’s where you need SRH consultant leadership, but you don’t need them to be delivering a 
lot of the work, because a lot of GPs are really well placed to do some of it.

EH4, internal interview

BOX 9 Participant perspectives of the advantages and disadvantages of different clinical leadership approaches

Consultants in community sexual and reproductive health

✓ Greater access to specialist resources and flexibility than primary care in terms of, for example, number of 
clinics, staff to draw on and staff training offer.

✓ Reported to have specific knowledge of governance/management aspects relevant to clinically leading 
a hub.

✓ Are trained to deal with more complex issues.
✓ Have a specific system-networking remit (spanning primary care, secondary care and public health).

GPs and GP with special interest in women’s health

✓ Important to have a primary care perspective as a key focus of hub design.
✓ Have a more holistic approach due to the generalist and life-course approach in primary care.
✗ Have fewer specialist resources available than secondary care.
✗ Have competing priorities leading to a lack of capacity.
✗ Have more limited training/qualifications to manage more complex, cross-disciplinary patients (leading to 

safety concerns with a GP-led model).
✗ May face more challenges in developing relationships across the system which stakeholders may already 

have – while these relationships can be created, this takes time and resource.

Note: these statements are based on participant accounts and are not statements of fact.

Others reported that non-GP primary care roles such as nurses could offer some aspects of clinical 
leadership in hubs:

It [hub leadership] is primary care as in the bigger multidisciplinary team. And in one area it might be led 
by a nurse to start with or even a pharmacist or a paramedic or a GP, but then … it should grow from there 
to get a bigger team.

EH3, internal interview
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In addition to clinical leadership roles, interviewees also commented on the importance of having 
commissioner involvement in hub strategic leadership to establish models and unlock resource. Local 
authority representation in the collaborative hub commissioning and leadership arrangements was cited 
often, as councils are pivotal organisations as leads for sexual health commissioning. However, it was 
suggested that hubs should not be solely local authority-led as the NHS was a key stakeholder.

… I would really question the extent to which local authorities are both best placed to and really 
responsible for taking some of the lead for contraception in primary care, I think the NHS has always been 
slightly missing on this agenda ….

Regional interview

Organisations involved in hub design and delivery
Varied organisations were involved in designing and delivering hubs, indicating the varied population 
footprints a hub can adopt. For example, some hubs served women across one or more ICS/CCG 
footprints (e.g. hub E). Others served one or more PCN areas (e.g. hubs I and N) or GP Federations (e.g. 
all Northern Ireland hubs). Most often survey respondents described the involvement of GP practices in 
both providing hub services and/or referring women to the hub (mentioned by all 14 responding hubs) 
(Table 15). Involved in over half of hubs were local authorities, NHS acute trusts, PCNs and CCGs/ICBs.

Interviews explored how organisations were involved in hub design and delivery. CCGs and local 
authorities had been involved in the commissioning and designing of the hubs, including by supporting 
identification of gaps in existing services, and mapping pathways. Secondary care providers often (but 
not always) accepted referrals from hubs and supported hubs in other ways, for example hub staff 
attending hospital gynaecology meetings, gynaecologists providing clinical advice for complex women 
and contributing to communication materials and guidelines.

… so when there is a little bit of an overlap in terms of when does something have to go to secondary 
care, when can it be handled in primary care, I think that relationship is very precious to ask for help when 
needed, to check we’re all being careful to abide by the right levels of competencies and qualifications, and 
if we are looking to upskill that we’ve got the support of secondary care with that.

Scoping interview

Pharmaceutical companies providing LARC devices had also provided input. They provided resource 
and expertise to support the set-up of hubs, including modelling costs and outcomes for LARC services, 
designing guidance, tools and pathways, and training clinical staff.

TABLE 15 Organisations involved in hub design and delivery

Organisation involved Number of hubs (N = 14)

GP practices 15

Local authorities 10

NHS acute trusts 10

PCNs 8

CCGs/ICBs 7

NHS community trusts 4

Voluntary sector 3

Women’s groups 2

Private sector 1
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Funding, commissioning and contracting models

Funding and commissioning models
As described in the introduction, commissioning and funding for women’s health in England is complex, 
with different organisations having responsibility for relevant areas of provision. In addition, at the 
time of data collection, there was no dedicated national funding stream for WHH implementation and 
delivery. There were a range of commissioning arrangements in place for hubs (Table 16). Some involved 
multiple commissioners (local authorities and CCGs/ICBs), for example, LARC services commissioned by 
local authority, and gynaecology services commissioned by the CCG/ICB. Others were commissioned by 
a single commissioner (e.g. CCG/ICB or local authority only).

Interviewees also discussed the challenge of commissioning barriers (particularly that contraception is 
funded by local authority and gynaecology services by ICBs). Some interviewees noted the potential 
benefit of pooled budgets or collaborative commissioning arrangements across local authorities 
and CCGs to overcome these silos. This is discussed in further detail in Influences on hub set-up, 
implementation and sustainability.

Some hubs reported utilising funding sources that were not directly related to gynaecology/SRH 
but that aligned with certain objectives of the hub, for example COVID-19 recovery programmes 
to reduce secondary care waiting lists, extended access funding or funding for the Additional Roles 
Reimbursement Scheme (which provides funding for additional roles to create multidisciplinary teams 
(MDTs) according to the needs of local services).104–106

Contractual arrangements
The hubs had various contracting arrangements in place, as identified in the survey (Table 17), with the 
most frequently reported arrangement being a locally enhanced service. This is funding for services 
supplementary to those that are already offered in the core GP practice contract. Other contracting 

TABLE 16 Commissioning arrangements (N = 16)

Commissioning arrangement N hubs (hub reference)

Multiple commissioners involved (CCG and local authority) 7 (hubs A, D, L, M, N, O, Q)

Commissioned by CCG (or equivalent) only 5 (hubs C, E, F, H, I)

Commissioned by local authority only 1 (hub K)

There are no formal commissioning arrangements in place 2 (hubs G, J)

NHS trust commissioned 1 (hub B)

TABLE 17 Hub contracting arrangements (N = 14)

Contracting arrangement N hubs (hub reference)

Locally Enhanced Servicea 5 (hubs I, K, N, P, Q)

Contract with secondary care provider 3 (hubs B, E, F)

Combination of contracting arrangements for different aspects of hub services 3 (hubs J, L, O)

Block contract with pooled budgetb 1 (hub H)

Direct contract with primary care 1 (hub M)

Direct contract with ICB and local authority 1 (hub A)

a Services offered in primary care as a supplement to those offered within core general practice with the aim of meeting 
local needs (e.g. extended-hours service, LARC fitting).107

b Block contract: a set payment is offered to a provider to deliver a defined service (e.g. gynaecology care).108
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arrangements included subcontracting by secondary care providers, direct contracts with primary 
care, block contracts with pooled budgets (with CCG/ICB) and a direct contract with the ICB and 
local authority. Three hubs had a combination of contracting arrangements for different aspects of 
their services.

Some participants reflected on the advantages and disadvantages of using a locally enhanced service 
arrangement. It had been used successfully to overcome the commissioning silos, enabling LARCs to 
be commissioned for both contraceptive and gynaecology reasons. It was described as ensuring that 
provider reimbursement aligned with the actual service costs, to account for all activity and ensure 
financial viability. However, it was suggested that there may be variable sign-up to the offer by GP 
practices, leaving some areas without provision.

Interviewees also described strengths and limitations associated with block contracts (i.e. a set payment 
is offered to a provider to deliver a defined service) and activity or performance-based contracts (i.e. 
providers are paid for the volume of activity, which may fluctuate over time) (Box 10).

BOX 10 Reported strengths and limitations of different contracting approaches

Block contracts

✓ Income can be more predictable.
✓ Reduced administrative burden.
✗ Less flexible.
✗ Fluctuations in patient demand can be difficult to manage (particularly for small services run by GP 

practices, like most hubs).

… we have always said we cannot be on a block contract, we’re too small a set up to work, especially whilst there’s 
still such clear growth … these sorts of novel services are much more … vulnerable and put on a block contract just 
would make them very difficult to accommodate fluctuations of activity and particularly growth and changes to 
referral patterns ….

EH3, internal interview

Activity-based contracts

✓ Potentially allow for greater flexibility.
✗ Unless there is a specified requirement to review the tariffs at regular intervals, they may not increase to 

match increases in costs over time (e.g. to expand hub vision/goals, salary/rent increases). Building in regular 
tariff reviews can be beneficial in ensuring the hub is reimbursed an appropriate amount for the procedures 
it performs and so can be sustainable.

✗ Some activities do not have a dedicated tariff attached, for example payment for procedure but not patient 
counselling, which can make re-negotiations difficult. Hub leaders working with commissioners to ensure 
that payments reflect costs may help to ensure the service remains financially viable.

… we have to set up a service in a way that allows you to make sure it remains viable from a funding perspective as 
costs and vision change and that might include costs of rent, energy, costs of people and so you’ve almost got to 
factor in and we didn’t have anything factored in to our initial contract around the annual incremental increase but 
yet your staff expect incremental pay rises….

EH3, internal interview

Venue of hub services
From the survey and interviews, there was wide variation in the number of venues provided by individual 
hubs, ranging between 1 and 9. Most were offered in GP practices, with some also delivering services 
in a hospital setting, sexual health clinic, community NHS trust or pharmacy-based clinic (Table 18). 
Activities such as engagement and education events were held online, usually delivered by primary care 
hub staff. From the survey, six hubs provided information on the number of clinics offered, which varied 
substantially (between 8 and 56 clinics per month).
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Challenges were described in co-ordinating and standardising hub services offered across multiple PCNs 
and/or GP practices, as each had their own set of standard practices. While this can offer advantages 
(e.g. access to a broader range of clinical roles in different GP practices/PCNs), it does require separate 
discussions and solutions to manage. GP federations may also offer support by acting as an interface 
between GPs and secondary care and subcontracting with PCN GP leads.

… all the GPs are independent and PCNs hopefully bring them together and it makes some joint decisions, 
but largely they work independently and so the advantage of having an overview is that you can kind of 
try and bring all those things together and have a sort of bird’s eye view ....

EH1, internal interview

Implementation approaches

Implementation processes
Participants reported that hub implementation occurred in stages, beginning with mapping existing 
services and gaps, designing a hub model to address these gaps, securing funding/buy-in and setting 
up the hub. These stages will be briefly outlined and they are summarised in Figure 3. Where data were 
available on implementation processes, the stages outlined below occur in most hubs in some form.

Existing services and gaps were mapped in some hubs to inform the design and scope of the hub model. 
This included, for example, reviewing referral numbers and reasons for referral to secondary care to 
identify how much could be moved into the community, mapping skills mix/gaps of local GPs, identifying 
gaps in services (e.g. low LARC uptake) and mapping costs of existing services. These activities were 
often performed in collaboration across organisations (e.g. GPs, commissioners, secondary care), which 
was reported to support the development of a shared hub vision and strategy.

And so an audit was done to see, out of all the GP referrals in the [area name], how many could have 
been managed outside the hospital, if you had the right kind of skill, to manage it. That’s where it started. 
Stakeholders were involved. I was involved because I was a community gynaecology consultant. Hospital 
consultants were involved and GPs were involved.

EH4, internal interview

After mapping existing services and gaps, sites then moved on to scoping and designing their hub model: 
for example, deciding which services to offer, mapping care/referral pathways and modelling costs 
and tariffs for potential hub services. Again, this process often involved a range of stakeholders and 
organisations (e.g. GPs, secondary care, commissioners, pharmaceutical companies). This planning was 
then used to develop a business case to secure funding and outline anticipated impacts of the hub (e.g. 
cost savings, reduced waiting lists) to support buy-in from commissioners and potential providers (e.g. 
GPs). Often this was initial funding to develop a proof-of-concept pilot hub, with additional buy-in and 
identification of funding required at a later stage to move to an established service (see next section).

TABLE 18 Types of hub venues (N = 15)

Hub venue Number of hubs (hub reference)

GP practices 13 (hubs A–F, I–K, M–Q)

Hospital setting 3 (hubs F, H, L)

Sexual health clinic 2 (hubs A, M)

Community NHS trust 1 (hub H)

Pharmacy-based clinic 1 (hub B)
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• Identifying how many
    referrals to secondary care
    can be dealt with in the
    community
• Mapping skills mix/gaps of
    local GPs
• Identifying gaps in services
• Mapping costs of existing
    services

Scoping and
designing hub

Implement hub
(as pilot)

Securing funding and
buy-in

Set up
strategy/steering

group

Shift from pilot to
permanent service

• Determine which services to
    offer
• Mapping care pathways
• Mapping costs/tariffs for
    services

• Develop business case
    (including outlining
    anticipated impacts)
• Engage organisations, staff
    and potential patients
• Develop commissioning
    approach

• Set up IT systems and address IT
    barriers
• Identify training needs and recruit
    appropriately qualified staff
• Secure facilities, space, equipment,
    resources and services
• Define and gather data to
    measure impact

• Group can be involved in hub
    design/scoping, reviewing hub
    activity, supporting expansion
    and risk management

• Develop business case to secure
    funding and buy-in to continue
    the service on a permanent basis

Mapping existing
services

FIGURE 3 Summary of WHH implementation processes.
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The next thing that was done was a business case, to look at … basically two things; saving money and 
reducing waiting times. And then the appropriateness of what should be seen. And then the business case 
included … what would they cost? How would you set that up? What was the administrative structure?

EH4, internal interview

Once the early design phase was completed and funding and buy-in had been secured, hubs could then 
move towards implementation activities, which included:

• Setting up IT systems and addressing IT barriers where they existed, for example sharing of data/
systems.

• Identifying training needs and recruiting staff with required expertise/qualifications.
• Identifying facilities, physical space, necessary resources/services (e.g. testing services, implants/coils)  

and equipment (e.g. gynaecology couches).
• Defining and gathering intelligence to measure impacts.

Some hubs set up a steering or strategy group to oversee the implementation and delivery of the hub. 
As with the early design phase, this often involved stakeholders across multiple organisations (e.g. 
primary care staff, secondary care staff, commissioners, public/patients). These groups undertook 
varied activities, including reviewing hub activity, discussing plans for hub growth, inputting into patient 
pathway design and risk management.

Respondents from only six hubs in the survey reported having patient/public involvement in hub design and 
delivery (hubs B, F, H, L, M, O). This took the form of, for example, members of the public on the hub steering/
strategy group, hosting women’s engagement events/public consultations and incorporating patient feedback 
into hub service design. In nine hubs, respondents reported that there had been no involvement of patients/
public in hub design and delivery. Involvement of women in the design and delivery of WHHs was not 
frequently discussed. Two exemplar sites reported activities, including exploring local transport, accessibility 
and inequalities with a patient committee, past consultation about potential hub changes, a patient 
engagement subgroup chaired by Healthwatch with user representatives, and user involvement in developing 
hub information. One interviewee described the importance of working bottom-up and involving women:

You could impose something very top-down, you could say ‘this is what we’re going to do’, … but then 
I think we will lose that kind of population neighbourhood everybody onboard everybody – including 
women … . So I really believe that it has to be a much more bottom-up thing.

EH1, internal interview

The survey also provided other examples of involvement across different UK hub sites, with six hubs 
providing further information, including:

• A local group commissioned by the Public Health Team to undertake both online and face-to-face 
consultations with local women, with a reference group being supported.

• A patient engagement event, supported by local charities with an interest in women’s health.
• The involvement of Healthwatch, in terms of both gathering feedback and their inclusion on a hub 

steering group.

Some sites also reported collecting patient feedback, which one interviewee described was used to 
improve services via a ‘You said, we did’ approach, with changes made in response to patient comments, 
keeping women involved in service development. Respondents from nine other hubs reported that there 
had been no involvement of women in hub design and delivery.

Implementation strategies
As with the implementation process, implementation strategy was similar across hubs (where data were 
available). Most models were initially small scale (in scope of services and/or geographical reach) and 
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expanded and evolved over time. However, the exemplar hubs evidenced variation in whether hubs are 
created as new entities or built from existing provision: two were set up from scratch as a brand-new 
service (while building on existing staff knowledge and qualifications), and two were developed from 
existing services.

As described previously, hubs may begin as commissioned pilots to test ways of working before 
becoming a core service which can then be expanded and additional services added. All exemplar hubs 
were initially implemented as a pilot of some form. Overall, starting the hub as a small service and 
expanding over time was reported to be an effective approach to developing in a sustainable way.

… the CCG then said they would commission a small pilot. We developed a kind of proposal and it was 
tiny and I think the key was not to be too all-singing, all-dancing, at that point to say, you know, ‘we can 
give this a go’ …. And then that sort of gave some traction and then we’ve built on that and it’s grown 
and I think unless there’s a proof of concept, unless there’s a proper evaluation, getting an organisation to 
commit to a model is not going to happen ….

EH1, internal interview

However, findings from our exemplar hubs highlighted some of the challenges of starting as a pilot. The 
short-term, limited nature of pilot funding means there are concerns of funding not continuing following 
the pilot and the service being discontinued. This uncertainty was linked to challenges in establishing 
networks and relationships with other local services. Pilots also required services to be agile and set up 
with the limited time and resources available. The need for financial workarounds to implement pilots 
was discussed, along with a need to rely on the goodwill of others (e.g. to offer physical space), which 
created challenges for sustainability and scale-up.

Most hubs we identified had evolved over time, changing and expanding their offer as the service 
became more established. This was demonstrated in all four exemplar hub sites and in most hubs 
completing the survey. Expansion included:

• Offering additional services.
• Seeing a greater number of women/offering more clinics.
• Hiring more staff.
• Covering a greater geographical area (e.g. covering more PCNs, allowing cross-PCN referrals).
• Involving additional organisations.

This service was initially developed as a LARC (implant & coil) service …. The service also included some 
basic STI screening & cervical cytology …. The hope is that eventually these hubs will include additional 
services such as menopause, urogynaecology (pessary changes), vulval medicine etc.

Survey respondent

Many of the hubs had already launched before the onset of the COVID-19 pandemic. While this caused 
disruption at the time (e.g. reducing or stopping non-urgent services), participants did not perceive 
the pandemic to have caused long-lasting effects on hub implementation, and COVID-19 disruption 
was not a key theme arising from the research. In some areas, COVID-19 was described as facilitating 
hub implementation where the local health system was focused on tackling substantial increases 
in secondary gynaecology waiting lists (e.g. utilising COVID-19 recovery funding programmes to 
grow hubs).

Approaches to integration
As outlined in Chapter 2, there are different dimensions of integration. We identified multiple integration 
frameworks and have used concepts from three frameworks to describe five types of integration. We 
did not include specific questions about integration in the survey. However, some questions did provide 
insights on aspects of integrated care planning and provision, such as commissioning arrangements 
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between organisations and sectors, organisations/structures (e.g. leadership and organisations that form 
the hub) and services offered, all described earlier in this chapter.

In Table 19, we provide examples from the four exemplar hubs of how they have implemented different 
aspects of integrated care.

Integration activities overlap in places with the implementation strategies described in Figure 4 
(e.g. setting up a steering committee and developing a business case). This is because when these 
activities are undertaken in collaboration between organisations and sectors, they can be perceived 
as examples of integrated care planning and provision. Many of the examples of integration relate 
to the set-up and planning of hubs under ’structural/organisational’ integration. Understanding this 
stage was a key aim of the evaluation. Examples include MDTs (EH1, EH4) and steering committees, 
which facilitated collaboration and cooperation in the design, development and oversight of hubs 
(interpersonal).

TABLE 19 Examples of different forms of integration identified in the exemplar hubs

Integration type Examples

Structural/organisational • Steering Committees set up for hub design, development and oversight
• Set up of interoperable IT and administrative systems and functions
• Linked local clinical partnerships (e.g. PCNs or GP Federations)
• Utilisation of existing linked local partnerships/integrated policies and models (e.g. PCNs 

or GP Federations)
• Setting up MDTs
• Joint-commissioning arrangements and contracts
• Colocation of staff
• Passionate and motivated leadership

Functional/administrative • Interoperable IT and administrative systems and functions (e.g. joint/central booking 
systems; interpractice referrals)

• Jointly developed documentation (e.g. business case, service specification)

Clinical/coordination and 
integration of care

• Formalised/improved referral and care pathways created across organisations
• Extended clinical roles through training (e.g. GPs with a special interest)
• Wider service offer (often in a single appointment, e.g. cervical screening and coil fitting)
• Hub staff able to review patient medical records across primary, community and second-

ary to support provision of care
• New professional roles

Interpersonal • Co-operation and collaboration in overcoming barriers
• Regular communication (e.g. through MDT meetings or when colocated)
• Cross-organisational collaboration and co-operation in the design, development and 

oversight of hubs
• Engagement from relevant people including commissioners across organisations, sectors 

and levels of the healthcare system
• Passionate and motivated leadership with cross-organisational relationships
• Hub GPs having autonomy over their clinics and patient care, while also being able to 

seek advice (from other hub staff or hospital consultants) when needed

Normative • Shared vision and goals at team level, between individuals at multiple organisations and 
services involved and nationally supported by a sense of urgency and prioritisation of 
women’s health

• Time spent developing strong, trusting relationships across organisations
• Motivated and enthusiastic hub leads
• Wider hub staff (clinical and non-clinical) motivated and enthusiastic to deliver the  

service

Systems/whole systems • No examples were identified of integration across healthcare systems (i.e. ICS level). 
However, some hubs were working across PCNs or CCGs.

Note
See Chapter 2 for further information on integration frameworks and definitions of these categories (no examples of 
system integration were identified).
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CONTEXTUAL INFLUENCES
Individual factors GPs, practice managers, gynaecologists, SRH services 

etc. need to understand and see need for offer; women need to know 
what’s available and want it.

Practice, agency and system capacity Leaders require 
power/autonomy to develop/adapt model.  Initiatives such as LES, 
ARRS, extended hours etc. can extend capacity. Challenge to move 

money/activity from secondary care
Emergent factors COVID, ICS/ICB launch, growing workforce crisis, 

Women’s Health Strategy, costof living/financial crisis, gynae waiting 
list/greater patient demand, e.g. menopause, new initiatives, e.g. ARRS

Culture, context, funding Public health cuts; separation of PH and NHS; 
strong leadership and local support for women’s health; alignment 

with local strategic priorities; pressure in primary and secondary care; 
funding availability, data protection regulations, policy and practice 

community support, e.g. Primary Care Women’s Health Forum, peers.
Other services Quality/accessibility of existing provision (e.g. already 

good local GP provision for LARCs); duplicates other local services; 
integration of services in the local system (e.g. IT infrastructure). 

Mechanisms of change
• GPs know the service is available and refer 
    and/or are more confident to treat without 
    referring 
• Women aware of service and view it as 
    accessible/attractive compared to other options
• Women can navigate the system to access WHHs
• Hub staff have the skills and facilities to manage 
    more women in the community

What is the need?
• Need for improved provision and timely access 
• Need more equitable access 
• Need to upskill workforce (including GPs)

What are the root causes?
• Pressure, variation and inequity in quality and 
    access to care for women’s health issues 

What resources are required?
• Passionate lead/s to develop solutions/workarounds, 
    engage stakeholders
• Time and expertise (often unpaid currently)
• Funding for implementation 
• Trained and experienced clinical staff
    (roles/qualifications vary)
• Administrative support
• Project management/expertise
• Clinical space with appropriate facilities
• IT infrastructure (may include workarounds) 
• Support/engagement in referring/onward referral 
    organisations 

Potential outcomes, measured to inform ongoing 
improvement
For women 
Experience:
• Timely and convenient referral, access, choice, treatment, 
    referral
• Satisfaction 
• More informed, empowered 
• Continuity of care
    Health/well-being:
• Improved health
• Early cancer/dysplasia detection and treatment
• Avoidance of unplanned pregnancy
• Wider benefits (mental/physical/social)
For the health and care system
• Potential cost saving/cost neutral but requires agreement 
    around shared budgets and task shifting in the system
• Potential increased costs (e.g. longer appointments, 
    duplication)
• More care managed in the community, reduced need 
    elsewhere, e.g. hospital waiting lists, termination of pregnancy 
• Improved integration between organisations and services
• For the workforce, improved knowledge/skills, retention, 
    well-being, optimal deployment Implementation outcomes

• Sustainable commissioning arrangements (not yet achieved in all WHHs)
• Team in place
• Infrastructure in place (IT, facilities)
• Pathways agreed
• Stakeholders engaged

New service up and running, providing:
• New referral/access/triage routes 
• New clinics (providing more capacity, e.g. LARC, menopause)
• Relaxed and welcoming clinics with friendly, knowledgeable staff
• Local GPs have a source of women’s health advice, knowledge and training
Some services are not in all WHHs:
• New services not previously in the community, e.g. heavy menstrual bleeding assessment
• Multiple needs met in one-stop-shop clinic, particularly contraception and gynaecology
• Education/information and events for women
• Training for local clinicians, e.g. GPs 

Implementation activities
required
• Model/map resources, costs, 
    pathways
• Engage organisations, staff and 
    women
• Address IT/information 
    governance barriers 
• Identify training needs and recruit 
    staff 
• Identify facilities/resources/ 
    services (e.g. testing services, 
    implants/coils) and funding
• Develop commissioning approach 
• Define and gather intelligence to 
    measure implementation and 
    outcomes
• Start small (pilot/small-scale 
    model) and grow 

FIGURE 4 Theory of change: how WHHs might work – cyclical, incremental growth. LES, Locally Enhanced Service; PH, Public Health.
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As WHHs were often conceived from the motivation of passionate local leaders, normative integration 
was common, in the form of shared values developed through the skilled communication and networks 
of hub leads. Another common type of integration was the integration of back-office or administrative 
functions to enable the successful day-to-day functioning of a hub (e.g. for booking/referring, testing 
and prescribing) and the ability to provide a wider clinical offer. Challenges to integrated working were 
common, as were proposed solutions. These are described in the Influences on hub set-up, implementation 
and sustainability section.

Workforce models and approaches
Workforce varied across models. The most frequently reported roles were GPs with special interest in 
women’s health and administrators (Table 20).

Some interviewees suggested that there are opportunities for greater involvement of other staff roles, 
particularly related to offering a more holistic service that takes into account the wider aspects of 
women’s health (Box 11).

BOX 11 Suggested potential roles for health professionals in hub delivery

Nurses:

• Could have greater responsibility in hub delivery, for example be a first point of contact for the hub, with 
GPs able to provide more specialist support if needed. For example, in one hub, nurses were trained to fit 
LARCs and in others, nurses supported the triage of hub referrals.

• Advanced nurse practitioners in particular were highlighted as being very experienced and requiring little 
support from GPs to see patients.

So I think that it [WHHs] needs a much more nurse-led approach. I think that nurses are probably better placed to 
deal with a lot of those issues and be the first point of contact. And then obviously consultants, GPs and special 
interests are there to deal with their specialty interests, if you like, so you need to be able to call on the right person 
to do the right thing, but I think that’s a triage model and initial point of contact could be nurse-led.

National interview

TABLE 20 Workforce within the hubs

Role Hubs (N = 16) Role Hubs (N = 16)

GP with special interest 13 Nursing assistants 1

Administrators 11 Data analysts 1

Healthcare assistant 7 Hospital gynaecology associate specialists 0

Hospital gynaecology consultants 5 Hospital gynaecology trainees 0

Practice nurses 5 GUM consultants 0

GPs 3 GUM associate specialists 0

Community SRH consultants 3 GUM trainees 0

Specialist nurses 2 Physiotherapists 0

Community SRH trainees 2 Physician assistants/associates 0

GP trainees 2 Care assistants 0

Counsellors 1 Ultrasonographers 0

Community SRH specialists 1 Pharmacists 0

Advanced nurse practitioners 1 Othera 1

a Community gynaecologist and integrated sexual health specialty doctor.
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Pharmacists:

• Role in patient education and disease prevention (e.g. smoking cessation).
• Already involved in emergency and routine oral contraception provision.
• Can be trained in LARC fitting (which may be more cost-effective than GP fitters).

Physiotherapists: support for pelvic floor care and mobility.

Physicians’ associates: some early work had been undertaken in one hub to explore training in LARC fitting.

Nursing associates: some early work had been undertaken in one hub to explore potential role.

Other groups mentioned but not currently involved included midwives, third-sector women’s groups, social 
prescribers and well-being psychologists.

Some exemplar site interviewees discussed the advantage of having GPs with special interest in 
women’s health delivering hub services (direct care, distinct from leading the hubs). First, they offer more 
specific expertise than a GP without special interest, enabling the hub to offer services that are more 
advanced than a routine GP appointment. Some also reported that primary care staff are better able to 
provide care in a more holistic manner (e.g. longer appointment times to allow time for discussion with 
the woman and considering the woman as a whole), where secondary care may be more focused on 
episodic care.

Because it’s run by GPs, I think that we offer a very holistic service to our patients. So we give them time 
and we’re familiar with looking at the whole because whilst a woman might present with a gynae problem 
it’s influenced by a lot of things including mental health, abdominal problems as well as just the gynae 
presenting problem.

EH3, internal interview

It was also suggested that GPs with special interest may offer different expertise than some secondary 
care professionals who may be involved in women’s care, as they straddle both generalist primary care 
and specialist women’s health practice. Respondents in one exemplar hub site suggested that primary 
care was a more acceptable environment and that pathways were more flexible than hospital, for 
example psychosexual counselling can be offered on a long-term basis over multiple sessions, which 
would not be possible for a hospital waiting-list-based service. In addition, primary care-based hub staff 
suggested that hospital consultants would find it more difficult to slot women in if they need to be seen 
or rearrange appointments themselves, which was possible in primary care.

But I think it’s [psychosexual counselling] much more amenable or much more to be in the intimate 
environment of a GP surgery where you can see people. And they might need to be seen over several 
years, and that doesn’t really fit into a hospital waiting list follow-up type service. Because [a primary care 
clinician] can say ‘I need to see this lady in six weeks’ and then she can jiggle things around to fit that in.

EH3, external interview

Training, education and competency requirements

Training and education provided by Women’s Health Hubs
All 17 hubs participating in the survey reported offering training to healthcare professionals working 
in the hub. This varied from informal support to formal training for qualifications. Informal support 
included discussing complex cases and offering advice. Formal training for GPs was provided in 
all exemplar hubs, for example LARC fitting and menopause care, including contribution to formal 
Faculty of Sexual and Reproductive Healthcare training/qualifications. This was usually provided by 
experienced and qualified hub clinicians, with one hub also having pharmaceutical company support 
in LARC training.
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… it’s so amazing to learn from everyone’s clinical experience because everyone is so experienced within 
women’s health but also from a GP perspective, which is such a different tilt on gynaecology than from a 
secondary care perspective.

EH3, internal interview

Other staff were offered training, for example nurses trained in referral triage, and cervical smear clinic 
practice, and trainee nurse associates trained to work as chaperones. Some hubs were also exploring 
training physician’s associates and pharmacists to fit LARCs.

Training less expensive hub staff to perform procedures, for example LARC fitting, was put forward as an 
approach to reduce costs and reduce GP workforce pressures. Training was stated to improve clinician 
confidence in performing procedures and to support recruitment and retention of staff by offering 
professional development opportunities.

… When I first started, I would be with another healthcare assistant or with a nurse and we would train 
for like a good month, month and a half until you feel confident into doing a clinic. I mean, gynae is quite a 
specialised clinic and there’s a lot of things that need to be done, but if you’re not getting the training then 
they don’t feel confident in doing that.

EH4, internal interview

Participants also described offering training and support to local clinicians outside of the hub. 
While there was some offer of formal training in hub clinics, this tended to focus more on informal 
opportunistic advice and training. Training was reported to be predominantly for local GPs, with fewer 
offering this to other primary care staff. Types of education for non-hub staff are outlined in Box 12.

BOX 12 Types of education offered by hubs for non-hub healthcare professionals

• GPs and student doctor shadowing in clinics.
• Advice and feedback to local GPs on their gynaecology referrals, for example noting where a patient could 

be treated in primary care instead of referring to the hub or secondary care.

We look at all GP [gynaecology] referrals … if the patient perhaps doesn’t need a referral if they’ve had a little 
bit of advice then we go back to the GP to give advice and so there’s learning there. And then in addition it helps 
us support the GPs follow the pathways correctly, so we might go back and suggest that they do something 
differently, so there’s an educational element in our role in triaging.

EH3, internal interview

• Answering questions/discussing patients with GPs.
• Forums and educational events for GPs, for example on LARC fitting, menopause.
• Supporting set-up of local support and education networks.
• Formal LARC fitter training for primary care staff.
• Supporting implementation of other LARC services/hubs.
• Supporting undergraduate and postgraduate training.

Competency assessments and review
Most hubs reported requiring staff to be up to date on relevant qualifications and standards (e.g. Faculty 
of Sexual and Reproductive Healthcare modules, letters of competence, menopause care) and to engage 
in annual appraisals. One hub had implemented a competency pathway for healthcare assistants.

Participants noted the importance of training being obtained from an accredited body to deliver hub 
services, where relevant (e.g. the Institute of Psychosexual Medicine or the British Menopause Society). 
This was reported by one scoping interviewee to be useful in supporting the credibility of clinicians 
working in hubs and to support in any litigation claims. One national interviewee reported that GPs 
would need secondary care supervision to sign off their competencies. Some exemplar hubs noted the 
importance of monitoring staff performance and confidence in undertaking a certain procedure and, 
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if needed, putting more support, training or supervision in place. One participant suggested that the 
training and qualification requirements were a risk to scaling-up services and should be less prescriptive 
given the time and cost implications of formal training (see Influences on hub set-up, implementation 
and sustainability).

I am very nervous that people will expect training and qualifications that A, won’t be appropriate, B will 
take a long time and C just will be too costly and people won’t do them.

National interview

Theory of change for hub implementation
As described in Chapter 3, we developed a theory of change (Figure 4) for WHH implementation 
based on the structure outlined in the paper by Ghate et al.100 It is important to highlight that visual 
representations cannot fully illustrate the complexity of health system change, and we do not intend 
to suggest that the implementation process for WHHs is linear. The theory of change uses the findings 
from the evaluation to illustrate broadly how WHH implementation could work, rather than aligning 
with any specific model we explored, and no model demonstrated every characteristic in the theory. 
The outcomes listed represent the aims of WHHs, rather than what we currently have strong evidence 
to show. The unintended consequences (including any additional costs) and assumptions regarding what 
hubs can achieve have not yet been measured or tested. This theory also does not capture wider societal 
or long-term impacts, for example societal benefits from reduced unplanned pregnancies. The theory 
focuses on women’s health only in terms of reproductive and sexual health as this is the current focus of 
the hubs identified in the evaluation.

Influences on hub set-up, implementation and sustainability

This section explores influences on hub set-up, implementation, as well as scale-up and spread of 
WHHs, which is an explicit aim of the Women’s Health Strategy for England.12 It is also crucial that 
models are sustainable, to become an embedded part of local health systems and pathways. We 
therefore also describe what interviewees reported as the biggest challenges for sustainability, and 
what could support this. First, we describe how national and local context may impact on WHH 
implementation. Many of the influences on implementation of WHHs also describe influences on 
integration, as WHHs are integrated care models. For example, where hubs bring together professionals 
across disciplines, organisations and sectors, this can bring challenges to the successful implementation 
of a service (e.g. by increasing the need for effective communication processes), as well as benefits to 
the experiences of women using them (e.g. by a wider offer of treatments).

Survey respondents were asked to identify their top three barriers and facilitators to implementation 
(Table 21) to highlight the relative importance of the many challenges experienced. Overall, these 
align with the themes from the interview data that are presented in this section. We approached 

TABLE 21 Survey respondents’ ‘top three’ implementation barriers and facilitators

Survey respondent’s ‘top three’ implementation issues Frequency (n = 17)

Implementation barriers Funding and commissioning issues 10

Staff recruitment and/or capacity 8

Challenges with collaborating 7

Implementation facilitators Committed and experienced GPs 7

Supportive leadership 6

Collaborations/relationships across services and organisations 5
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the triangulation of multiple data sources on influences with the aim of being comprehensive in the 
data we collected, rather than to compare or check for accuracy. However, it is worth noting that the 
functionality and interoperability of IT infrastructure and systems were described as important by 
interviewees but did not appear in the top three from survey respondents.

National policy and practice context
Many national-level challenges were described, including change in government and policy teams, the 
COVID-19 backlog and competing health service priorities, rising demand for SRH services (particularly 
menopause care), and the availability and cost of devices such as IUDs. However, some hubs reported 
how some apparent challenges were in fact drivers of hub implementation (Box 13). For instance, the 
need to innovate and reduce COVID-19 backlogs and secondary care pressures helped to make the case 
for WHHs.

BOX 13 The influence of national policy and practice context on hub implementation, and the issue of standardisation vs. 
flexibility

Key messages regarding the national policy and practice context:

• National-level changes and pressures have created challenges for hub implementation, but have also 
provided impetus for service development and innovation.

• To date, hub implementation has been developed by local leaders from the bottom up, with no national 
structures or standardisation.

• Stakeholders highlighted a need for national, regional and system-level leadership and support for WHH 
implementation and welcomed the publication of the Women’s Health Strategy and appointment of the 
Women’s Health Ambassador.

• Leaders identified a need for balance between top-down standardisation and bottom-up development of 
WHH approaches, to provide support while enabling the flexibility to design services according to local 
needs and context.

• Solutions to commissioning challenges may be context-specific and locally determined, with variations 
appearing across regions, PCNs, local authorities and GP practices.

A lack of clarity about where the overall responsibility lies for WHHs was described, with specific designated 
leadership for women’s health having been absent from national, regional and ICS portfolios, which has 
since been addressed at the national level with the appointment of the Women’s Health Ambassador and 
team. A regional interviewee described how currently ‘… it’s sort of everybody’s responsibility and nobody’s 
to get it going’. WHHs explored in this evaluation have been designed and implemented before the 
Women’s Health Strategy was published. They have been developed from the ‘bottom up’ by local leaders 
in a small proportion of health systems in England, rather than ‘top down’ and nationally directed and 
mandated. Interviewees described this local, bottom-up approach as having enabled innovation, rapidity 
and responsiveness to local needs and priorities. However, there was tension between standardisation and 
flexibility in hub implementation, with stakeholders also reporting a lack of standardisation and a desire for 
greater national support and direction. For example, an interviewee commented that conversations were 
needed around shifting resources across budgets with ‘the people that matter’ (EH2, internal interview).

Several interviewees highlighted that support at a national policy level was helpful in driving change 
and developing and embedding WHHs. Overall, however, participants reported a lack of associated 
national funding or guidance for the policy (at the time of fieldwork) and many participants described 
the need for a regional and national, cohesive programme for women’s health beyond maternity care, 
which included oversight, drive, infrastructure and support. This was described as hindering progress, 
particularly in terms of overcoming commissioning barriers. A need was also reported for regional and 
national champions, including in NHS England, to expedite hub implementation.

... and it’s always struck me that NHS England, they don’t have a lead for contraception … without sort 
of leadership at a national level sort of filtering down, it’s always going to be a struggle getting buy in on 
some of these things.

Regional interview
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The publication of the Women’s Health Strategy in 202212 had started to address the gaps in national 
guidance by recommending the setting up of hubs, and participants welcomed the new focus and 
prioritisation of women’s health and the newly appointed role of a Women’s Health Ambassador. While 
the importance of a national drive and, to varying extents, standardisation of approach was described by 
participants, many expressed concerns about this jeopardising the ability of hubs to develop out of, and 
respond to, local priorities, needs and resources.

I’d love it if there was more infrastructure there and I think it just slowly grows over time. But I think the 
completely alternative option is your top-down model, and most of the time, particularly – I think it still 
works better to build bottom up, because you know you’re working with what you’ve got. You know you’ve 
got your providers actually saying ‘This is the real-life challenges. This is what we can and what we can’t 
do. This is the capacity we’ve got’. ‘Oh well that IT idea won’t work because this system won’t speak to 
this system’.

EH2, internal interview

Local context and variation
Problems and solutions to commissioning challenges are often context-specific and locally determined. 
Variations in how different commissioners and providers work, the needs of local populations and local 
capacity for implementing WHHs were described as impacting hub implementation (Box 14). These 
variations can appear across regions, PCNs, local authorities and GP practices, and one participant 
commented that implementing a hub model across a large area with a greater number of organisations 
meant that there would be more variation to contend with. Variations in existing service provision, 
access and quality were also described and this lack of standardisation was said to hinder hub 
implementation, integration and widespread improvements across a whole area. It was also highlighted 
that the strength of existing women’s health services in an area may determine the need for a WHH.

Within our network there are four surgeries and within the four surgeries, three of them were already 
providing coils and implants so just from our perspective … we didn’t feel like it was worth doing all that 
extra admin and you know trying to get funding and everything for something that we’re already doing … 
it just so happens there’s a lot of female GPs who are interested in contraception so the need wasn’t as big 
in our area for the hub model.

EH2, external interview

Interviewees and survey respondents frequently described the importance of building relationships 
with ‘key people in each part of [the] system’ (EH4, external interview), particularly primary and 
secondary care, and between GPs and consultants. However, some experiences of difficulties working 
with individuals across the healthcare system were described. At the stage of setting up a hub, some 
interviewees described apprehension from local stakeholders regarding the changing approach to 
women’s health, and how this would impact on their own services. In models where hubs were providing 
services usually delivered in primary care, fear was expressed that GPs would be de-skilled, or that work 
and funds would be diverted away from the GP. In hub models undertaking procedures usually delivered 
in secondary care, concerns were raised about a potential loss of resources from secondary care, and 
about the clinical safety and quality of care outside hospital settings.

However, such issues were not reported to have persisted following hub set-up. For example, one site 
reported that clear communication and demonstration of the hub team’s qualifications had improved 
perceptions in the local area. Multidisciplinary engagement meetings were described as beneficial in 
advertising hubs and attracting interest as well as reassuring staff in surrounding services who may be 
concerned about the impact of WHHs on their service. This may be difficult where a hub is aiming to 
provide care across a large number of PCNs or local authorities.
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... the consultants at the Royal [name of place] were rather apprehensive about the service and worried 
about how much work we would take over and they were suspicious or were concerned about what our 
role would be and how they would work with us, but over the years we’ve managed to forge really good 
relationships with the clinical team ….

EH3, internal interview

External stakeholder characteristics and behaviours were described as influencing hub implementation. 
For example, staff from different organisations who were willing to work together to resolve issues, 
and open to learning about ways to do things better (e.g. by improving the appropriateness of referral 
pathways), were said to be crucial in making progress. Motivation and an interest in women’s health 
were also acknowledged as key.

… they need to want to do it, you know, the nurse, the doctor needs to be interested enough in sexual 
health to want to be a sexual health specialist, there are so many calls from doctors to be specialists in 
other things ….

EH1, external interview

BOX 14 The influence of local context

Key messages regarding the role of local context:

• Problems and solutions to commissioning challenges are often context-specific and locally determined.
• Variations can appear across regions, PCNs, local authorities and GP practices.
• These variations can include how different commissioners and providers work, the needs of local 

populations, and local capacity for implementing WHHs, and the strength of existing women’s health 
services (and thus need for a WHH).

• Implementing a WHH in an area formed of many organisations and stakeholders can be challenging and 
requires effective collaboration and relationship-building.

Funding and commissioning for Women’s Health Hubs
A range of costs were associated with setting up and implementing hubs, and sites reported that 
considerable work was needed to identify and access funding in their areas. Although sites had been 
able to access funds for some activities, there were often constraints around how funding could be used, 
and additional funds for increased activity could be difficult to access. Commissioning challenges were 
prolific, and participants across all exemplar sites described funding as a barrier to WHHs to varying 
degrees and described pressures on funding, with reduced spending in areas such as public health, and 
resources not matching increasing demand in other areas (Box 15).

Public Health has had such phenomenal cuts and the NHS has had budget increases that are not even 
kept in line with inflation and/or growth. The whole sector has been in a prolonged period of efficiency 
savings, cuts, whatever you want, however you want to describe it ….

Regional interview

Lack of new funding or cuts and the wider climate of austerity were identified as hindering delivery 
across hub sites. Impacts of funding constraints included reductions in the range of services offered, 
reduced training offered to external staff, less community engagement, threats to financial viability, gaps 
in staffing (e.g. for planning and coordination of implementation) and less opportunity to grow the service 
(e.g. increasing the volume of clinics and venues). In interviews conducted before the announcement of 
national funding to support hub development,22 a few interviewees noted that funding would be needed 
for nation-wide WHH roll-out and provided examples of how the funds could be spent.

If [the strategy] came with some money, that would enable me to be able to get that £30 uplift for the coil 
fitting that’s going to make it doable, that would then start the process rolling.

Regional interview
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Examples were shared across sites of motivated leaders utilising existing resources and being innovative 
in the absence of dedicated funding. However, it was suggested that it is unlikely that everyone will have 
the motivation or resources to do this.

Some people haven’t got the capacity, and I think that’s going to be a big player, big factor, as to whether 
people have got the time to really devote to it to get it properly sorted.

EH2, internal interview

BOX 15 Barrier and facilitators to funding and commissioning WHHs – key learning

Key messages regarding funding and commissioning:

• Funding and commissioning barriers were reported frequently.
• Innovative and motivated leaders and workarounds to overcome commissioning barriers were common 

across exemplar sites. There were concerns that all health systems may not have the capacity for similar 
leadership and creativity, which may impact on equity of scale-up, spread and sustainability of WHHs.

• Teams implementing hubs have benefited from support from commissioners and ICBs.
• A number of examples of ICB involvement and support were provided; yet, overall, interviewees expressed 

a desire for increased ICB involvement.

Fragmented commissioning
Siloed commissioning presented a challenge to providing LARC services for both gynaecology and 
contraception reasons, and to moving funding and activity into the community from secondary care. 
A stakeholder currently developing a hub reflected on the difficulties linked to where funding was 
allocated in the health and social care system.

Because one of the problems we’ve got is our local secondary care provider has got a block contract. So they’re 
not working on tariffs, so we can’t suck money out on a tariff basis. We’re going to have to argue waiting lists 
and access and desirability and Government vision strategy, and wouldn’t it be nice to be able to offer this ….

Regional interview

A key aim of WHHs is to address this fragmentation, a theme which appeared repeatedly in the data. 
Within most exemplar sites, fragmented commissioning was both a driver (i.e. a motivator of change) 
and barrier, for instance, by preventing some of the exemplar sites from providing comprehensive 
contraception and gynaecology services together.

Interviewees described a willingness and motivation to address commissioning challenges and develop 
solutions. They described working collaboratively with local stakeholders to develop appropriate and 
flexible commissioning and funding arrangements. This involved discussing risks and costs, and how best 
to utilise local partnerships and agreements. For example, some interviewees described collaborative 
commissioning arrangements between local authorities and CCGs to share costs (e.g. for the provision 
and fitting of coils) so that commissioning structures do not restrict whether a woman can have a coil 
fitted based on the reason this is needed (i.e. contraception or gynaecological reasons).

Where formal commissioning arrangements had not been implemented, a range of creative workarounds 
were described to overcome problems faced by staff working in WHHs or surrounding services. For 
example, some hubs provide the care that a woman requires even if they are not paid to do it.

Workarounds are examples of innovation and problem-solving to manage challenges in the 
commissioning of services. However, concerns were raised around the impact of workarounds on the 
standardisation, scale-up and spread of WHHs. For example, an interviewee described how WHH 
services were being provided by drawing on capacity and funding for extended-hours appointments (i.e. 
appointments outside 9 a.m. to 5 p.m.). However, it was acknowledged that not everyone would want or 
be able to use their enhanced access hours in this way.
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... some PCNs just wouldn’t want to do a Women’s Health Hub in their extended hours because they might 
want to do something else in their extended hours or they might want to just do general GP work in that 
extended hours. – I don’t think it’s a long-term solution – it’s an innovative solution but not necessarily like 
a long-term sustainable ….

EH2, internal interview

Engagement and support from commissioners
Commissioners worked with hubs to make the case for and support the implementation of hubs, for 
example by modelling the financial viability of plans, developing business cases and setting priorities. 
Having a dedicated commissioner with time, capacity, enthusiasm for and understanding of women’s 
health was a facilitator to hub set-up in some sites. It was noted that many health systems may not 
have this kind of support available. Engaging commissioners with evidence about the costs and benefits 
of WHHs was mentioned as a facilitator to obtaining funding. Gathering and sharing evidence with 
commissioners had supported hub initiation, continuation and expansion and had been used to reassure 
partner organisations about the impact on their services.

… this [WHH] is a really important exciting development that we’re very keen to understand quickly what 
this means [via results of the pilot evaluation] so that we can then write that into our strategy and then 
within probably the next year look to change what we’re going to be commissioning ….

EH1, external interview

Clinical Commissioning Group/Integrated Care Board and primary care 
network engagement and support
Clinical Commissioning Groups/ICBs, PCNs (and to a lesser extent, GP federations) were mentioned 
as key stakeholders required for hubs to work well. A number of examples were provided of how 
CCG involvement had facilitated hub implementation in some sites. This includes collaboration and 
engagement with CCGs to identify funding and facilities and most often to overcome IT challenges. 
In one site, a commissioner described support from CCG IT staff to enable data-sharing across 
organisations, and to create guidance for other organisations, which was crucial to hub set-up. In 
another site, CCGs provided support with ‘tricky’ negotiations around contracts and agreements 
between primary and secondary care, drawing on the expertise and knowledge from CCG colleagues. 
Collaboration appeared to work well when a CCG was involved and supportive in designing and setting 
up the hub while providing hub leaders with sufficient flexibility and freedom to design care using their 
knowledge of the needs of local women.

And really, they [the CCG] gave us a very broad brief and a lot of freedom to develop it [the WHH] in the 
way that we wanted to. And they basically said do as much as you possibly can within the confines of your 
expertise. So really it was down to us to define what we thought would be helpful and what would help 
women’s health services in the community ….

EH3, internal interview

Participants reported some challenges following the launch of ICBs in 2022, including their early status, 
tensions or difficulties in partnership working, competing priorities across health and social care and 
varying population needs in different parts of place-based partnerships. The move to ICBs was described 
as creating uncertainty and additional work to sustain stakeholder engagement.

Everybody in the ICB is new to their role … everybody in the hospital is new because the clinical directors 
change every couple of years and the specialty managers and associate directors change every couple 
of years … they’ve got to be physically brought on board with the journey, with the concept, with the 
relationships, with the way it works from a funding perspective.

EH3, internal interview
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Overall, interviewees described a need for more ICB input: for instance, by helping navigate 
commissioning barriers and by providing a population health perspective over a larger area. It 
was suggested that there should be a designated women’s health lead in each ICB (separate from 
maternity), to take ownership and accountability and champion WHHs, as well as share learning and 
demonstrate impact.

Resources
A range of resources were seen as essential in setting up, running and improving WHHs. These include 
clinical and administrative spaces, equipment and IT infrastructure and systems. Identifying resources 
created organisational and logistical challenges and involved considerable work, which was described 
as time-consuming, including arranging meetings, acquiring space, booking rooms, ordering equipment 
and communicating with administrators (Box 16). A practice manager commented on the need for strong 
infrastructure to support hub implementation.

If you try and deliver that service on a faulty or on a fragile infrastructure, you know what’s going to 
happen. It is going to fail. Now with the best will in the world, even if you’ve got the most committed 
people, if you don’t give them the tools to do the job, they will do their best but that will not be 
good enough.

EH1, external interview

BOX 16 Key messages about influences on hub implementation related to resources

• Securing required resources for WHHs can be challenging, including identifying clinical and administrative 
spaces, equipment, and IT infrastructure and systems.

• The potential barriers due to IT system incompatibilities across primary, secondary and community sectors 
are key, and careful early planning may reduce the impact of this on the implementation process.

• Eliciting the support of experts working to improve digital infrastructure across health systems may 
facilitate hub set-up and solutions to IT barriers.

Clinical and administrative spaces
Although WHHs are not necessarily a physical space, clinic space is required. Across several sites, 
identifying clinic space, waiting areas and administrative offices was a challenge. This limited service 
capacity and expansion. In one site, this resulted in the closure of a rural hub venue and reduced service 
provision across the area. A lack of space also meant one site could not run concurrent clinics, limiting 
opportunities for shared learning between staff working in the hub, and training and shadowing of hub 
staff. Interviewees noted the importance of ICS support to navigate this issue.

Equipment
As WHHs are providing intermediate-level services, participants described requiring investment in 
specialist equipment. In one site, staff implementing hubs in GP practices described challenges in 
sourcing a gynaecology couch and suitable lighting. Delayed delivery of a bed had prevented a clinic 
opening as planned. A range of costs were associated with the ongoing operation and enhancement 
of WHHs: for example, ongoing provision and easy access to laboratory services, treatment and 
equipment costs.

IT infrastructure and systems
IT issues were a common barrier in relation to both initiation and ongoing operation of WHHs and 
substantial challenges in setting up and/or using IT systems were described across most exemplar sites. 
This was particularly related to the lack of interoperability between different IT systems within the NHS 
(e.g. between GPs within a PCN and between PCNs), and across primary, community and secondary 
care. This was described as the ‘biggest challenge’ (EH2, internal interview) and a ‘a massive, massive, 
tricky, tricky area’ (EH2, internal interview). This impacted on the management of hubs, patient data and 
the alignment of referral pathways across organisations. For example, in one site, a consultant running a 
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clinic in a GP practice brought her hospital laptop to clinics due to frustrations with the primary care IT 
systems. However, she could not connect to the GP practice Wi-Fi and was unable to print sample forms 
without going back to the hospital.

System incompatibility was a particular issue in PCN-level interpractice referral models, where it was 
challenging to prescribe electronically, book appointments, order and process tests (e.g. difficulties 
with access to cervical cytology and microbiology laboratory systems) and claim costs for equipment 
or testing. The lack of statutory status for PCNs meant that prescriptions had to be requested and 
claims processed via the patient’s own GP practice systems. Receptionists in GP practices hosting hub 
clinics could not access the clinic booking lists to manage women arriving on the day. Hub staff had 
worked extensively to develop successful workarounds, but they were described as time-consuming 
and inefficient, taking up valuable time for women and staff. They may also present risk, for instance, by 
increasing the likelihood of error where information must be manually transferred between systems.

It was reported that the impact of system incompatibility could be addressed to some extent by local 
agreements, ensuring compliance with data-protection legislation. Substantial work to develop a 
common shared record at PCN level made set-up easier at one site, and there was better interoperability 
which was widely welcomed, but challenges still remained, for example in referrals between PCNs.

… there were so many different obstacles to unravel and I think that this is where the PCN model has 
really, really, really helped move this forward, because one of the major obstacles was IT, but the PCN 
model enabled that cross refer-[ral], patients to be able to be seen, into practice, as it were, so they solved 
a lot of the IT issues.

EH2, external interview

Workforce
Human resources, specifically, strong leadership and a clinical and administrative hub team were 
described as key. In this section, we explore accounts of workforce requirements and the main 
challenges to obtaining and retaining a hub with adequate capacity and the right skills (Box 17).

BOX 17 Key messages from barriers and facilitators relating to workforce for WHHs

• Strong leadership and a team with adequate capacity and skills were a key requirement in hub sites we 
explored, and a need for funding to support staffing was highlighted.

• A number of challenges to obtaining and retaining adequate staff to implement and run hubs were 
described, including national staffing issues, costly qualifications and limited time for training.

• NHS schemes for new roles and ways of funding extended-hours services may improve issues 
around staffing.

Leadership: characteristics and commitments
Strong leadership was identified as critical in the implementation and success of WHHs, with examples 
shown of knowledgeable, passionate and motivated clinicians and commissioners with a positive 
attitude to innovation and service integration. Leaders demonstrated advanced clinical, leadership and 
management expertise, local service and workforce knowledge (e.g. referring patterns, training needs), 
and an ability to engage effectively with decision-makers and wider stakeholders.

Women’s Health Hub leaders often performed this role with limited or no financial reimbursement, in 
addition to existing roles and responsibilities. It was highlighted that many areas may not have sufficient 
leadership capacity to implement a hub. The reliance on passionate and motivated leadership was 
described as potentially creating issues in terms of financial viability, resilience and sustainability of 
hubs, with issues arising when leaders move on (e.g. retirement) or take long-term leave (e.g. maternity 
or sickness).
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If anything happens to [hub lead], or if [hub lead] changes her mind about it or decides to do something 
else, then I think the service would collapse, because I’ve got too many other things … I’m not in a position 
where I could take over running the service in the same ways that she does, and she has lots of skills.

EH3, internal interview

It was suggested that clinical leaders require support and that collaboration with regional and national 
‘key players’ or ‘champions’ can play a key role. By connecting with and building on the work already 
under way across England, leaders can be supported to advocate for women and mobilise and drive 
forward the agenda of WHHs via a shared understanding of the need and value of hubs.

The hub team: strong, diverse and with sufficient capacity
Strong, diverse teams with adequate capacity were perceived as supporting the implementation of 
WHHs. While committed and experienced GPs with a special interest, sexual and reproductive health 
consultants and GPs were central to many WHH models, building a MDT (including administrators, 
specialty doctors, nurses and healthcare assistants) drawn from different organisations and sectors, and 
at different stages of their career, was described as supporting service resilience and sustainability. In 
one area, success in increasing workforce capacity was described as the reason why a PCN-based hub 
had ‘charged ahead’ and was offering a service to out-of-area women, where neighbouring hubs had 
struggled to expand in this way (EH2, external interview).

And you can run a fantastic service for women if you’ve got the right staff mix. And your staff will be 
happy, they’ll be well supervised, they’ll be working efficiently. But if you just try and bodge it together, 
with two or three people, in some little professional cul-de-sac, and to try and turn that around is a 
real challenge ….

Regional interview

However, access to an adequate pool of staff was experienced as a barrier by all sites at various points 
and extents, impacting the number of clinics that could be delivered. Participants also highlighted the 
importance of identifying implementation leaders and teams, alongside the clinical and administrative 
team delivering clinical care. A national interviewee commented that the role of most staff working in 
women’s health services is to deliver care, stating that primary care is overwhelmed, and it is too much 
to ask them to implement WHHs without additional dedicated roles to support this.

Challenges in recruiting and maintaining a strong team
A number of challenges to obtaining a strong and diverse team were discussed. These include a national 
shortage of trained staff, high staff turnover and limitations in access and feasibility of training for 
women’s health.

National workforce challenges
Several participants commented on workforce issues with shortages of and difficulties recruiting skilled, 
interested or experienced staff. This was reported as impacting implementation and scale-up of WHHs 
in an already stretched system by increasing hub leaders’ workloads, decreasing the breadth of services 
offered and the number of women seen, and limiting the growth and expansion of hubs.

I mean, we’ve got a workforce problem in primary care and I think that is going to be the thing that stops 
us developing services that are widely commissioned because we don’t have sufficient staff …. We’re 
aware that all it takes is a nurse to go on maternity leave or a nurse to go on sick and you simply can’t find 
a replacement, so you have no service, you have no nurse for two weeks, if you’re running a service and 
you don’t have anybody to do your smears and your wound dressings and so on for two weeks, that’s a 
serious problem.

EH1, external interview
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Interviewees explained that in order for hubs to be adequately staffed, people need to be hired into or 
re-directed into the hub from other services, with a finite pool of available staff. For instance, a newly 
trained GP may be expected to run a clinic in a different practice. This was described as a deterrent 
to some commissioners and GP managers approached by hubs as they felt they could not afford to 
release clinicians away from providing general medical services. This also raised questions regarding 
how to back-fill GP time spent working in hubs, unless GPs were doing this at times outside their 
existing commitments. There were also fears that GPs may prefer to work in women’s health, and 
choose to reduce their general primary care commitments in order to work in a hub, further hollowing 
out the GP workforce. In addition, high staff turnover in local services, including among administrators, 
was described as creating uncertainty, and additional work, for example by requiring constant 
re-introductions to the hub team, ways of working, services and referral pathways.

Access to and feasibility of training for women’s health in Women’s Health Hubs
Having accredited qualifications was suggested to be useful in supporting the credibility of clinicians 
working in hubs and to support in any litigation claims. Training to ensure and maintain a throughput 
of skilled staff was important for resilience and a ‘continued supply of trained individuals’ (Scoping 
interview), reducing reliance on a small number of individuals. This was viewed as particularly important 
for sustainability, as models tend to have been set up or facilitated by passionate individuals, who 
invested personal time and resource into hubs, which may not be possible elsewhere.

So, the gynae service in [place], it works because [name] has been absolutely dedicated and gone above 
and beyond what normally healthcare professionals and GPs do in terms of setting up and keeping the 
gynae service going. So, that’s all, that’s due to her and, to a certain extent, [name] as well, but that 
[name] has always been the driving force.

EH3, internal interview

However, challenges in training and education reduced opportunities for staff within hubs and staff in 
surrounding services to expand their knowledge and expertise. This was identified as a potential barrier 
to the recruitment of hub staff. Interviewees identified the issues of a lack of funding and high cost 
of qualifications as a barrier. Interviewees reported that primary care pressures limit GPs’ availability 
to attend training across the board, not just in relation to women’s health, which may also create a 
potential barrier to training hub staff based in primary care. Contractual issues can also be present, with 
one site noting honorary contracts used to be needed for external sexual health staff to offer training to 
hub staff. This issue was overcome by having a service-level agreement with PCNs so individual contacts 
are not needed.

Local history and context
A final challenge reported by participants was the local history and culture of a service, which can make 
changes in skill mix difficult. For instance, what is ‘inherited’ can hinder change.

Our workforce is quite patchy because it’s what was inherited. And if you inherit a nurse-run service, and 
you say well actually we would like to have a different staffing set-up, in that place, you can’t have it, 
because it’s almost impossible to argue for it because the argument will come back ‘We’ve never had a 
consultant there. Why do you need one?’

Regional interview

Addressing staffing issues
Wider funding opportunities were suggested as a solution to staffing issues, such as the NHS’s 
Additional Roles for Reimbursement Scheme (ARRS), which provides additional NHS funding for new 
roles to support multidisciplinary working across PCNs. This scheme had been used to reimburse PCN-
level staffing in support administration and clinical care in one of our exemplar sites. The ARRS roles 
could also be used for task-shifting and upskilling other health professionals such as physician associates 
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to undertake procedures such as coil fitting, but this was still evolving in practice, with some participants 
raising concerns that the safety and feasibility of these changes needed to be explored. Primary care 
Extended Hours and Enhanced Access schemes were also suggested as an approach to resourcing 
out-of-hours clinics, but examples of this in practice had not been identified. Additional suggestions 
to improve staffing issues were more general (e.g. treating staff well, collegiate team working, good 
management and supervision and providing opportunities for networking). It was also suggested that 
WHHs may improve staff retention by offering new roles, opportunities for professional development 
and diversification of clinicians’ portfolios, at a time when many staff were struggling with low morale, 
and many were considering leaving.

Examples were provided of ways in which WHHs may support staff retention to women’s health 
services. Overall, staff working hubs were positive about their experiences and some expressed pride 
in what they had achieved and an enjoyment of working with others with a shared goal and passion for 
women’s health. Some hubs were able to offer women longer appointments than they would receive 
in other services, which was described as having a positive impact on some staff on satisfaction. One 
site gathered data that suggested their hub employees had positive outcomes in happiness and job 
satisfaction and associated this with higher levels of retention. In two sites, examples were provided 
of hubs providing training opportunities and allocating protected time for staff to achieve their 
qualifications. In another site, a GP undertaking additional training in the hub said if it was not for the 
hub and the supervision from the hub lead, she would not have been able to embark on further training 
for women’s health.

I’m doing a postgraduate diploma for GPs … practitioners with a special interest in gynaecology and she’s 
kindly been my mentor. And I wouldn’t have had the opportunity to even do the diploma let alone have 
her as my mentor if I hadn’t been part of this clinic but obviously that comes with a bit of paperwork 
as well.

EH3, internal interview

Advice for others

Throughout interviews, participants shared potential lessons for others who may wish to build their own.

Advice offered by several stakeholders was to learn from elsewhere, through engagement and learning 
with teams leading WHHs in other areas of the country. There was acknowledgement that local 
areas and needs differ and so it was necessary to take this information and identify how to make it 
work locally.

So yes, my advice to anybody wanting to set it up would be go and speak to somebody who’s doing it, 
who’s doing it very well, who’s had it recognised nationally that they’re doing it very well.

EH4, internal interview

There was also recognition of the wider resources that could be drawn on, including toolkits from 
the Primary Care Women’s Health Forum and a pharmaceutical company, which could help others to 
develop models.

… the work at the Primary Care Women’s Health Forum is a real support to GPs out there across the 
country … a nice little area for resources, a go to for people in other areas who want to get something 
going but they just don’t know how to start.

EH2, internal interview

The role of the Primary Care Women’s Forum in bringing people together and providing support for 
those wanting to move forward with hubs was also mentioned by a small number of stakeholders.
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I think from a concept to delivery point of view, there’s a lot that needs to be done in terms of being able 
to engage with commissioners with the appropriate information and a lot of the work with Primary Care 
Women’s Health Forum is around supporting people how you put a business case forward outlining those 
summary points.

Scoping interview

Piloting a service was suggested as a useful strategy before any potential wider roll-out for proof of 
concept, acceptability and financial viability.

I think my message would be, it takes a lot of hard early work to get that moving, and …. But it can be 
quite easily done. Map out the clinical directors across your PCNs. Target where you want to be. Maybe 
pilot one, go for it, and then start to roll it out. Get your fees right. If the IT lined up ….

EH2, internal interview

Hubs could build on the work that other areas have already begun, rather than start from scratch, and 
utilise their resources, highlighting that WHHs do not need to be a brand-new building or service. A small 
number of interviewees advised to map and draw on the resources and workforce that already exist when 
developing WHHs and, for example, design a hub service around the skills of clinicians involved.

And then ultimately you’d have to sort of design a service around the people that you have, or at least the 
people that you think you can get!

EH3, internal interview

More widely, the importance of considering infrastructure and resource at the outset was emphasised: 
for example, ensuring physical space and equipment, such as gynaecology couches, are in place and 
that there is creativity in how resources are used. IT challenges were reported across most sites and so 
trying to get functioning systems in place early on to support hub delivery was something else for other 
potential sites to consider.

If you want a truly integrated service ... they need to have access to our IT. But there are various GDPR 
barriers to overcome. You need a special portal. So again, that’s a wider service consideration before you 
create a hub. What infrastructure do you need to deliver it.

EH3, external interview

The IT perspective, I think the learn bit would be to try and engage the …. Whoever’s got the contracts, 
I’m guessing it’s the ICB …. For us it’s informatics [name of place], with …. If you get them on it as early as 
possible, to look at the possible functionalities and how to get round stuff, that’s worth its weight in gold.

EH2, internal interview

Some highlighted how having managerial expertise and administrative and project management support 
in place was necessary to overcome challenges to setting up a hub.

You have to have somebody, or more than one person, to come and work within the team and, indeed, 
have a leadership or management role …. They have to work within it, and to have worked in it, they have 
to have had a certain amount of experience and qualification in order to start, and that all takes time.

EH3, internal interview

The pre-existence or development of relationships with relevant stakeholders, including those with 
decision-making powers, was another important consideration when building a WHH model. Building 
effective relationships and collaborating with partners were highlighted as important to success.

But I think if I was giving somebody advice on how to reproduce it, ideally you’d have a good working 
relationship already with the trust.

EH3, internal interview
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Identifying someone to take the lead for an area or PCN was advised by a small number of interviewees, 
who could, for example, lead on discussions around logistics and drive work forward.

Nominating hub ‘champions’ was also suggested as something to consider. This could include 
professionals, for example local GPs or PCN leads to champion the service, or women who have 
received care through the hub. Securing support from local stakeholders, raising awareness, getting 
people engaged, and cultivating a passion for the hub were all suggested by interviewees.

Let them see your passion. Let them share your passion and support you. Go to your ICB and get 
patient champions.

EH4, internal interview

Other advice included:

• Ensuring hub leaders are given time to focus on hub set up and development.
• Collecting appropriate data and being clear about the goals of a hub.
• Working with others and involving everyone (e.g. primary and secondary care, public health, women) 

in discussions, including around commissioning.
• Choosing what is most important to focus on and doing things slowly.
• Starting with core women’s health services and building upon these (which may be contraception, or 

gynaecology care depending on local resources and expertise of staff implementing a hub).

What has been achieved, and how performance is measured

While it was beyond scope for the evaluation to collect and analyse primary data to determine the success 
of WHHs across England, we have identified early insights into hub success through analysis of reports of 
aggregated data from hub leaders and accounts of performance from the survey, interviews and documents 
(presentations and performance and monitoring reports). The overarching achievement described by 
participants across the country was the successful set-up of local hub models, often with limited or no 
additional funding, and alongside service pressures, and more recently the COVID-19 pandemic.

What is measured, and what has been achieved
Through the survey, fieldwork and documentary analysis the evaluation team identified summary 
statistics from sites across the country (not restricted to in-depth evaluation sites), usually in the form 
of frequency data. These data evidenced how hubs were providing access and care for hundreds of 
women in their local health systems. Variation in measures and numerators and unknown denominators 
in the minimal available data prevent meaningful comparison and evaluation of the relative benefits 
of different models, so this is not presented in this report. Accurate and consistent reporting will be 
important to enable in-depth evaluation and understanding of relative performance and costs of models 
in future. However, some selected meaningful summary statistics were available, in particular:

• Onward referral rates to secondary care gynaecology ranged from 5% to 14% (Birmingham, Guildford 
and Waverley, Manchester), highlighting achievements in treating women in hubs the community 
and reducing gynaecology waiting lists. Variations may reflect differences in the women accessing 
services in these areas, or in the services offered.

• Triage times and waiting times varied but were short (Birmingham, Guildford and Waverley, 
Leicester), with triage within days and appointments within a few weeks or less, evidencing how 
models are improving access in a context where gynaecology waiting lists are high.

• One site (Hackney) reported a 14% reduction in secondary care gynaecology referrals by local PCN 
GPs following hub implementation, which may indicate a shift in referral patterns towards the hub, 
and/or increasing routine management of women’s health issues in primary care without onward 
referral, due to increased knowledge and confidence in local GPs.
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• One site (Liverpool) reported an 8.5% increase in LARC fitting rates in the local population following 
hub implementation, evidencing a real population-level impact on local women in a context where 
access to LARCs was a key local challenge.

While current measures prevented meaningful comparison, through interviews and documentary 
analysis we identified diverse performance measures for WHHs, reflecting the locally driven design and 
implementation of these models. Appendix 3 lists a comprehensive and detailed summary of both current 
and potential measures identified through the evaluation. This has been consolidated in Table 22, which 
summarises the key measures that could be used to evaluate hub performance consistently, guided by 
evaluation participants’ priorities, and with the expert opinion of the evaluation team.

Many sites reported high levels of satisfaction among women who used their services in local 
measurement exercises, aligning with the accounts of women we interviewed (see Chapter 5 for further 
detail). There were also accounts of high levels of satisfaction among staff working in WHHs, and 
possible links to staff retention (as discussed in the workforce findings).

TABLE 22 Summary of potential hub performance measures

Potential hub performance measures

Inputs/resources
• Number and location of sites
• Workforce mix and size
• Facilities
• IT infrastructure and interoperability

Activities/processes
• Sessions and services offered (clinics, education sessions, procedures, e.g. LARC or pessary fitting)a

• Referrals, triages, inappropriate referrals, appointments offered, new: follow-up ratio, DNAs, onward referralsa

• Waiting times for: hub triage, appointments, and onward referrals, treatments, tests/resultsa

• Referral sourcea

• Women seen, reasonsa

• Appointment duration
• Training sessions delivered and staff trained

Outcomes
• Access measures

◦ Women receiving screening, diagnostic tests, treatment, procedures, advice in the huba

◦ Proportion of appointments where more than one issue addressed
◦ Referrals,a activity, waiting lists for secondary care gynaecology/SRH services/tests/procedures across local health 

system
◦ Proximity/travel time for women to hub

• Women’s experience
◦ Women’s experience of hub access and carea

◦ Local women’s awareness of and satisfaction with women’s health services
◦ Complaints/safety issues/incidentsa

• Treatments, procedures and health outcomes at hub and system levels:
◦ Cancer detection, treatment start, including timelinessa

◦ Prescribing for key conditions, e.g. menopause
◦ Procedures, e.g. LARCa and pessary fittings
◦ Teenage pregnancies
◦ Terminations of pregnancy
◦ STI diagnosis and treatment
◦ Cervical screening coverage

• Workforce outcomes
◦ Trained staff in local health system per 1000 women, e.g. LARC fitters, menopause
◦ Local staff satisfaction with hub services
◦ Primary care staff confidence/knowledge/competence to manage women’s health conditions
◦ Hub staff satisfaction, sickness, turnover, time to fill vacancies
◦ Primary care referral rates (as an indicator of awareness/engagement with WHHs and/or management of women’s 

health without onward referral due to upskilling of workforce)
• Costs and savings for changes in care and outcomes

a Reported as currently in use to formally measure hub performance in some active WHHs.
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Considerations for measurement and comparison of Women’s Health Hub 
achievements
Timing: Often hub models were new and emerging, and while local data can provide insights into what 
has been achieved, participants highlighted that longer-term measurement is required to measure 
activity, outcomes and impact in a meaningful way.

We need to have a look at that when it’s been running for a much longer time and look at the impact it’s 
had on the existing [services].

EH1, internal interview

Purpose/vision and local context: Most measures adopted varied according to the aims, model and 
services offered by the hub, which was informed by local service and population needs, and therefore 
were not consistent across all models and populations. Some participants with a broad view of WHHs 
suggested that general health outcomes, for example cardiovascular disease rates or smoking cessation, 
could be included, though the models we identified focused on reproductive health outcomes and were 
not addressing these outcomes directly at the current time.

Population/service boundaries, and proportion versus frequency: Currently hub performance is 
predominantly reported in the form of frequency data, and at hub level, for example referrals received 
per month, number of LARCs fitted in the hub. While this is a good indicator of activity and processes, 
it does not illustrate the population-level impact. Hubs may have different footprints/catchment areas, 
including PCNs and local authority areas. Measuring outcomes at population rather than service level 
and reporting rates is important to measure health impact and costs in the system and to enable 
comparison between different areas, populations and models. System-wide rather than organisation-
specific performance indicators can also encourage different stakeholders to collaborate to achieve 
common goals.

Comparing hubs: While there is overlap in some measures used by hubs, these have been locally 
developed, and there are no shared standard indicators used for reporting. Some measures are 
consistent, for example referrals, DNAs. The information shared by participants and in documents for 
this evaluation was insufficient to enable meaningful direct comparison of different hubs and models.

Benchmarking and targets: While some hubs have targets in place, others do not, and it is not clear 
what an appropriate target would be. Where targets exist, they are not consistent between hubs.

We haven’t done anything formal. Honestly it’s all how many numbers can we get, how many women can we 
actually get an implant or a coil in, how many can we get covered really. But, yeah, so one of the … managers 
was actually saying maybe we should have a target each year and I’m like what?! But, yeah, we will.

EH2, internal interview

Comparing sites within a hub: Within some hub models, it may be relevant to compare between sites, 
for example compare referral rates between GP practices, or compare uptake/activity between different 
hub locations/clinics or other services offering the same procedures, such as reasons for referral or 
LARCs fitted at different locations including sexual health clinics. Some hubs are doing this currently.

Trends: For all measures, measuring trend can identify improving/declining uptake and performance. In 
the evaluation, we identified hubs monitoring trends in different outcomes over time by month, quarter 
and year, but this would need to be consistent for comparison.

Transfer or increase in activity: For some measures, it may be possible to monitor whether the hub is 
moving existing activity from primary or secondary care or delivering additional capacity and activity. For 
example, comparing numbers and rates of LARC fitting in GP practices, in hubs, in SRH and in secondary 
care gynae. While LARC prescribing in primary care and SRH can be compared using prescribing data, 
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the way in which LARCs are prescribed for use in hubs varies, and this may be more challenging. We did 
not identify evidence of hubs routinely measuring this, but it will be important to assess value for money 
and impact on other services in the health system.

Long-term impact measurement: There are many ‘downstream’ impacts of hubs across the life course. 
For example, there are health, social and economic benefits for women, families and wider society in 
avoiding unplanned pregnancy, or addressing debilitating menstrual bleeding and pain. We have not 
identified any evidence of longer-term impact measurement for hub models currently in place.

Measuring costs: Assessing the costs and benefits of WHHs is challenging in such a mixed landscape 
with different models, in different populations, and with limited availability of data to interrogate 
economic costs and benefits in a meaningful way. Some hub leaders have reported that their models 
are cost-effective or cost-saving, but there needs to be further exploration of what this means in this 
context, given the variety of hub models and services developed. For example, the scope of these 
existing analyses might be limited to focus on whether the costs associated with WHH service provision 
are within the limits of the funding available locally, or generate income for the particular GP practice 
or network. There are potentially a range of cost savings associated with shifting care from secondary 
care to the community setting. There might also be efficiencies associated with appropriate services 
being delivered by a multidisciplinary workforce, for example utilising the skills of nursing assistants 
or advanced nurse practitioners, alongside GPs with special interests. There are also a wide range of 
benefits that hubs could deliver, through improved health outcomes by providing more ‘joined-up’ 
care, for example reduced unplanned pregnancy, earlier cancer detection. There are a wide range of 
scenarios whereby hub models may reduce costs in the health system, but assumptions require further 
modelling and testing, particularly over the longer term. There is also a range of potential unintended 
consequences which may impact on any costs, for example, there may be unintended duplication of 
services within the local healthcare system, particularly in the early stages. A number of potentially 
‘hidden’ costs were identified in our evaluation, including the time and skills invested by hub leaders, 
particularly in setting up the hubs, and in relation to the inefficiencies created by needing to adopt 
‘workarounds’ to deal with the challenges associated with fragmented commissioning arrangements.

Unintended consequences: With any complex service intervention, it is important to consider 
unintended consequences elsewhere in the health system, which can be measured as the approach is 
scaled up. Our participants highlighted a number of areas where this may occur. For example, there is 
a risk of widening inequalities if the new hub service is easier to access for already advantaged women 
(measurement of inequalities is discussed further in the following section). An important concern for 
some was the risk of deskilling primary care staff or destabilising GP practices due to care moving 
from primary care to the hub, although many of our participants were keen to stress that models were 
intended to strengthen and complement primary care. A related worry for some interviewees was that 
GPs receiving additional training in women’s health may leave general practice to work in hubs or the 
private sector, depleting an already stretched workforce, with at least one account of this occurring. It is 
also possible that WHHs will increase costs to the system, and this requires careful evaluation. Increased 
costs could result from a more expensive model, by unlocking unmet need and increasing volumes of 
care delivered or by duplicating existing provision in other services.

Challenges in measurement: In addition to the challenges described above, the work of collecting data 
and measuring activity and outcomes required staff capacity and expertise. In one site, an expert from 
the pharmaceutical industry provided implementation support which included designing a template for 
the GP record to enable hub leaders to extract data from systems more easily. Some hubs had specific 
individuals whose role it was to assemble and report data. Further challenges described included 
knowing what to collect, difficulty interpreting data, and the fact that primary care does not routinely 
report women’s health activity in a way that could be easily compared. It was also suggested that 
some of the more measurable outcomes at system level were downstream, for example prevention 
of termination of pregnancy, meaning it would be more difficult to demonstrate a causal link with 
hub activity.
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Women’s Health Hubs’ impact on inequalities and unmet need

While interview participants described an objective to address socioeconomic and demographic 
inequalities, the key issues were predominantly described as geographical (i.e. a ‘postcode lottery’ 
of local GP women’s health expertise), clinical (e.g. poor access to menopause care due to increased 
demand), or due to commissioning/service boundaries (e.g. women who need LARC for contraception 
can access it rapidly via SRH but women who need it for gynaecological reasons may wait for more than 
a year for secondary care appointments).

The approach to tackling inequalities
A range of approaches were described by hub leaders to address local inequalities:

• Providing clinics in areas of greatest need/deprivation, for example rural areas.
• Providing materials and outreach for specific communities.
• Mapping inequalities, monitoring uptake of hub services in different groups/areas and planning to 

address gaps, for example in trained LARC fitters.
• Providing choice of telephone and video consultations to enable women with commitments 

to attend.
• Providing phone access in addition to online, though some services are only providing digital.
• Working with third-sector organisations, patient engagement events.
• Engagement focused on specific groups.
• Ensuring that clinic locations have adequate transport links.
• Providing out-of-hours access.
• Providing GP education focused on needs of underserved groups.

Participants also suggested strategies not yet in place, including using a mobile WHH bus to visit 
different areas, self-referral to minimise barriers to booking and colocating the hub with other services 
used by women, for example children’s health services.

In terms of health inequalities, I suppose by being an open access clinic it means you’re removing the 
barriers to care of going via the GP who they have also referral who then does it for somebody else and 
signpost and that can be quite disruptive to ladies, especially busy ladies so I suppose one of the things is 
direct access because that’s one phone call, one referral form, that would certainly mean that you would 
contact instead of putting off that and especially because the GP lines are so busy with all the other 
problems, so I think that would probably decrease your health inequalities.

EH4, internal interview

Potential challenges in tackling inequalities through WHHs were also identified, including the stigma 
and taboo surrounding women’s health issues for some communities, and awareness and access issues. 
Overall, out-of-hours provision was rare. Where there were few venues, it was suggested that they may 
be difficult for some women to reach. Women with more complex lives and fewer resources may be 
particularly affected, and there were concerns that demand for services was so high that it would be 
more disadvantaged women who struggled to gain access.

We cannot create the capacity to meet the demand and it is always, when things like that happen, it’s the 
ones who aren’t articulate or intelligent or – not intelligent, that’s the wrong word, but who lead, some 
people lead a chaotic lifestyle. Some people have young kids. Some people who aren’t able to, they can’t 
speak the language, they aren’t able to navigate the system are the ones who get left out and that’s a big, 
big concern for us. And it isn’t because we are not trying, because we are.

EH4, internal interview
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Participants also highlighted the importance of women knowing about the service and that their 
problems could be addressed:

I mean, people put up with stuff for years and years and you just think if they don’t know about it or it’s 
not promoted then how are they going to know what the treatment is to get better.

EH4, internal interview

What is measured?
Systematic measurement of the impact on inequalities was still emerging in the sites we explored. Information 
on outcomes gathered through this evaluation and accounts from local leaders indicate that further work is 
needed to understand how hubs address inequalities quantitatively. Currently local performance measurement 
tends to focus on activity. Uptake and impact of hub services for different population groups, for example 
minorities or socially excluded women, are not routinely assessed. There was one account of comparing 
demographics of women accessing the hub with the local population and discussing with commissioners and 
working with communities to address gaps, but more recently funding pressures made this more challenging.

Hub leaders stated that they were committed to addressing inequalities, and it is often a specific aim 
of the models, and this is reflected in approaches which provide services in underserved or deprived 
geographical areas, though it is not clear what proportion of women accessing the services are in the 
target groups (e.g. affluent women may travel to access hub services located in a low-income area).

What could be measured to understand hub impacts on inequalities?
Comparison of general measures of uptake, activity and outcomes by different groups of women, and 
how this compares with the general local population served, will be key to understanding inequalities 
impacts and unmet needs. It is likely that patterns of use of different services in the local health system 
may vary between groups, so measuring access and outcomes for different services in the local health 
system beyond the hub is important. Measures that could be used to explore inequalities may vary 
according to local population needs and system priorities, but could include:

• Deprivation (e.g. Index of Multiple Deprivation decile of woman’s postcode)
• Ethnicity
• English-language needs
• Age
• Specific socially excluded groups (e.g. homeless women, asylum-seeking women)
• Diagnosis (e.g. women with specific issues such as endometriosis)
• Disability.

Comparing Women’s Health Hub success in addressing inequalities
Comparing hub models’ achievements in this area will be challenging, due to the variation in local 
populations, needs and service landscape. Success in access/outcomes for key demographic groups can be 
compared between hubs, for example measuring LARC access by demographic group. However, it will also 
be important to understand how hubs are meeting the needs of their specific local population, what the 
local priorities are and how they have tailored their local provision, to avoid inappropriate comparisons of 
performance on inequalities. Where hubs have similar models and populations, this will allow for appropriate 
comparisons and benchmarking. Where hubs have particular priorities internal comparisons of trends may be 
more appropriate, for example how referral rates to the hub for women from deprived postcode areas change 
over time. Here a local leader describes the need for local tailoring and for population intelligence.

You can learn from other models, that’s great, but the key thing is very much tailor the needs of your local 
population and fully understanding what women need locally … there’s so many variations that you just 
can’t, you know, treat things [the same] because they’re different women, they’re different demographics 
that you will find that they tend to approach services differently, access services differently.

EH1, internal interview
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Women’s Health Hubs’ impact on system-level inequalities
Some participants highlighted the challenges in tackling inequalities where the hub was not accessible to 
all women in the local area.

I think the big inequalities for that service is that it’s just one part of [name of place] … how do we level 
up, because we definitely, I wouldn’t want to see anything levelled down, but then how will everyone have, 
you know, do we – ideally you’d want a hub in every locality wouldn’t you?

EH4, external interview

There was a sense among several staff that accessing WHHs could help tackle stigma around women’s 
health, offer women more choice and meet their needs. Hubs being based in GP practices were seen 
by a small number of interviewees to help ensure women can access services, due to their familiarity, 
location in local communities, and a more acceptable environment and reduced stigma, particularly 
compared with attending a sexual health clinic.

And so I think a general clinic [in a GP practice] with a safe space inside it could be a really good place, 
because no one’s going to bat an eyelid if someone sees them going there. But if they’re going to a 
dedicated STI clinic it’s got a big fat label on it.

EH2, internal interview

Accessibility of WHHs was another consideration for several, including parking and public transport 
requirements, and local venues to facilitate access. In one site particularly, rurality and available travel 
routes to the hub were considered potential barriers to access.

A few interviewees mentioned provision for those for whom English is not their first language, explaining 
what interpreting support was in place, though there was a sense that this could be improved.

… we use Language Line and all of that. So that side of things I think probably needs to be better but 
… because lots of patients have somebody helping them, either a sister, people that don’t speak the 
language, or a partner or whatever, but then we involve Language Line ….

EG2, internal interview

It was noted that digital access to hub services may lead to the exclusion of some, for example older 
women, and so offering alternative ways to access and receive services was important.

… people who are lost will be the people who cannot use computers, people who do not use English as 
their first language.

EH4, internal interview

The potential for hubs to exacerbate health inequalities was flagged in a small number of interviews. 
Reflections centred on geographical variation in provision across areas with WHHs, resulting in 
inequalities in access. In one site, funding cuts and reorganisation was reported to have reduced 
capacity to undertake inequalities-focused quality-improvement work.

And at the moment there is an element of that [postcode lottery] because it’s not up and running in all 
the PCNs.

EH2, external interview

It was suggested that there were challenges in accessing services via a GP referral model, and that some 
women would find it harder to get an appointment; therefore the difficulties in accessing primary care at 
the current time would need to be considered.
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A small number of participants suggested that GP referral could equate to easier/universal access, for 
example removing the need for women to have to find the service themselves. Additional approaches to 
addressing inequalities were highlighted through the survey, including:

• Engaging with particular ethnic minority communities, for example through engagement events.
• Launching services in areas of particular high needs, for example an area of high social deprivation.
• Services in easy-to-access locations with adequate transportation links.
• Offering evening and weekend appointments.
• Consideration of domestic violence at initial consultations, for example screening questions.
• Use of interpreters.

What is next for Women’s Health Hubs?

Stakeholders expressed various hopes, suggestions and plans for the future development of WHHs, locally and 
nationally. Locally, these primarily focused upon expansion and improvement of existing hubs, with expansion 
being grouped in three main ways: in terms of geography, workforce/capacity and of services offered. 
Ambitions to expand the coverage of existing WHHs in local sites were articulated, for example opening new 
venues and improving access in parts of an area that may not be, or were less well, served currently.

We have clinics running in two PCNs. So those PCNs have five practices each, so covers quite a large 
population within that area. The plan is that we broaden and provide clinics right across all eight.

EH1, internal interview

Plans to increase current staffing and capacity in hubs were also described, with a number of sites 
sharing ideas to train or recruit new staff, increase the number of clinics or consider widening availability, 
for example to include weekends or evenings.

We’ve just gone to the Board yesterday to see whether we can recruit another 16-hour ANP [advanced 
nurse practitioner] … that’s what we’d really like, but to do more sort of a Saturday clinic, an evening clinic.

EH2, internal interview

Improving the range of services offered at WHHs was frequently mentioned. Examples of services that 
hubs would like to provide included: pelvic physiotherapy, pessary fitting and removal and menopause 
care, though there were several reflections around the balance of what to offer in a hub compared to via 
a ‘normal’ GP.

I think that there are a number of emergent models out there and I think before we can really decide what 
a Women’s Health Hub does, we need to get the primary care piece right. So we need to agree are women 
going to continue to go to primary care for their normal sort of treatment and be referred then to the hub 
for additional expertise ….

National interview

Other suggestions for improvement included, for example enhancing current IT systems, increasing local 
engagement and advertising of hubs, working to identify issues and impact on the local population, and 
clarifying or improving funding/commissioning routes.

Linked to this, looking at other access routes, for example self-referral, was also mentioned several 
times, though this could bring challenges around demand.

I think we would all really like there to be a self-referral element, but I don’t think that will happen straight 
away, just because it’s complicated and you’ve got to start somewhere otherwise you never start.

Scoping interview
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Several shared aspirations for the development of hubs across the country, with hopes of scale-up 
and spread. A small number of views were reported around the footprint hubs should operate at, for 
example one stakeholder wanted to see hubs set up in every PCN in England, while others stated that 
PCN level might be too small a footprint and working at a GP federation, ‘place’ or ICS level could be 
more appropriate.

I do believe that we want to pay for a national spread, so that there is the same, no postcode lottery … I 
think our aspiration should be to have one in every PCN, sort of focus on women’s health, to what extent 
that is depends on what their needs are.

Scoping interview

Ideas of how to support plans to scale and spread the model were proposed. For example, national 
interviewees suggested sharing learning and best practice (which could be done via a hub network), 
using quality-improvement methodologies to set up hubs with plans at the outset to scale and spread, 
and mapping local areas to understand population need and current offer so that hubs could be 
developed to fill local gaps and encourage uptake.

There was also a suggestion about linking or dovetailing with other hub models, such as community 
diagnostic centres, to synergise and support the spread of WHHs.

I’m hoping that we can dovetail with that. Why have two centres – why have a Women’s Health Hub in a 
place where they’ve got really good clinical diagnostic centres because we could synergise with them.

National interview
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Chapter 5 Women’s experiences and 
perspectives

B 
ox 18 provides a summary of Chapter 5 of this report.

BOX 18 Summary of Chapter 5

• Across the exemplar hubs, we interviewed 32 patients who attended an appointment at a WHH and held 
4 focus groups in local communities with 48 women with lower uptake of hub services (see Chapter 3 
for methods).

• Most participants were unaware of the term WHHs, and there was some lack of awareness about what they 
were or offered.

• Patients reported attending hubs for a range of reasons, and across all exemplar sites, experiences were 
largely positive, including when care at a WHH was compared to other services.

• Though there were a few examples where things had gone less well, for example communication about 
what would be involved.

• In focus groups, some women raised concerns about whether hub services would be accessible to all, and 
often went to GPs for support.

• Facilitators and barriers to uptake included awareness, waiting times and accessibility.
• The Women’s Advisory Group also provided insights regarding hubs, including how the concept may be 

perceived by women in the community.

Women’s perspectives were drawn from interviews with individuals who had used hub services in each 
of our exemplar sites, and one focus group in each site with women from populations at risk of exclusion 
that local leaders reported were less likely to access services (Tables 8 and 10). Demographic data were 
not available in almost a third of interviews and two-thirds of focus groups, which limited assessment 
and interpretation of the diversity of our sample. However, available data suggested the following 
perspectives were represented:

• At least a fifth of service user interviewees were from ethnic minority backgrounds; Asian and 
Asian British women were not represented. Focus-group participants with known ethnicity were all 
White British. However, focus groups were held in specific group settings where members belonged 
to communities at risk of exclusion, and two of these groups included participants from ethnic or 
religious minority communities (demographic information was not available for these 27 women, over 
half of all focus-group participants).

• Most left education at or before 18.
• A range of age groups were interviewed, though service users were younger and focus-group 

participants were older.
• A fifth of interview participants reported lesbian, gay, bisexual or other sexual orientation, though 

only heterosexual orientation was reported in focus groups.
• All focus-group participants who shared gender-identity information described their sex as female 

and other gender identities were not represented.

Hub patients’ perspectives and experiences

Awareness of Women’s Health Hubs and services
Most women interviewed who had received care in a hub were not aware of the term ‘Women’s Health 
Hub’, or that it was the name of the service they had attended. Interviewees referred to the services by 
different names, for example community gynaecology.
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I had no idea these hubs existed. So, just having information out there that they are there would be great. 
More information about them, the sort of services you can have, and what you can even access.

EH4, patient interview

Some had not known that the service existed or was offered in a particular venue until they were 
referred or signposted there, or had enquired locally.

If it wasn’t for the nurse at my doctor’s surgery referring me, I wouldn’t know anything about it. Didn’t 
even know that [venue] … I’ve lived here for about 14 years but didn’t even know that existed.

EH1, patient interview

There was also some lack of awareness regarding who organised hubs and what services they offered. 
Some described only knowing that the hub offered a service particular to their need. Similarly, in 
the focus groups many women were unaware that WHHs existed, what or where they were or what 
they offered.

I think women need to know that these services are there because from this little meeting, it looks like a 
lot of women are not even aware that the service is there.

EH1, group interview

In one group, a woman shared an example of searching the internet for community gynaecology and 
menopause support, but their local hub did not appear in the results.

Accessing and receiving care at a hub

Services
Women reported attending WHHs for a range of reasons. This included LARC fittings and removals for 
contraceptive or gynaecological reasons, cervical smears, investigations/scans and accessing support for 
example with the menopause. Women were able to access hub services via different routes, including 
through GP referral and self-referral online or by telephone. In some instances, women had received a 
telephone triage call prior to an in-person appointment. In one site, an interviewee described how this 
covered a wide range of issues:

I did have quite an extensive consultation … they took me through a whole list of things, so going through 
my health history, like mental health, sexual health. They asked about what we were talking about as it 
being a safe space. They asked … if I’d ever experienced any domestic or sexual abuse and wanted to chat 
to me if that was the case effectively. So they did quite a thorough check beforehand.

EH4, patient interview

Digital communication, for example text messages or e-mail, was mostly preferred by interviewees 
and they appreciated receiving appointment reminders. Some reported receiving letters or action 
plans following an appointment, explaining details such as general information, results or appointment 
summaries, which they valued.

A few women, in one hub, explained how the ability to contact the hub directly again if there were 
any problems or they wanted follow-up support was valued. As one described, they felt that the 
help provided was prompt, useful and meant that she did not have to go back through a GP to 
access support.

Experiences of Women’s Hubs and wider services

What was good about hubs and what difference did they make?
Across all exemplar sites, experiences were largely positive.
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It’s quite good that I’ve actually been seen today via another doctor in another surgery, that’s not 
even my own … if your GP can’t give you that help then I think it’s a really positive thing, that it does 
spread worldwide.

EH2, patient interview

Women interviewed often commented on how friendly, caring and pleasant hub staff were and how 
staff put them at ease.

The two of them are such a good team … I just feel so comfortable and if I have a problem I now feel I can 
ring them.

EH3, patient interview

The demographics of hub staff were also mentioned by a small number of interviewees, including from 
ethnic minority groups, for example their ethnic diversity, which could provide a sense of inclusivity 
and preferences to be seen by female doctors with whom women may feel more comfortable or who 
understood their concerns more.

So it was really nice that it was a woman there, because that really makes me feel at ease.
EH4, patient interview

Several interviewees also commented on the value of having continuity in who was providing their care:

Well I think because she’s specialised so she knows exactly what she’s talking about. You didn’t feel like 
you had to explain it all again and again and again and, you know, she was the same lady that put my coil 
in so I don’t know if she’s the only doctor that does it, but she was so knowledgeable about stuff.

EH3, patient interview

The location of WHHs, availability of parking and public transport were other features that some 
appreciated, for example hubs being close by or offering more choice locally.

Some of these findings align with written patient feedback collected by the hub sites and reviewed by 
the evaluation team. Feedback included satisfaction with waiting times, access to clinicians, friendly staff 
and a willingness to recommend the service to friends and family.

Women we interviewed reported receiving treatment or care they needed, for example a prescription 
for hormone replacement therapy, which helped to resolve their problem. One woman described how 
she finally got a solution to cycle-related symptoms of severe depression and suicidality:

… obviously getting the right treatment. It hasn’t fixed things, and obviously there’s a lot of difficulties. 
But in terms of the intensity of things, and like feeling like I want to do something – it’s stopped many 
admissions, it’s stopped a lot of A&E visits. I may function a bit better now. Also, just being heard and 
listened, and to trial and let’s see if this works, and it’s changed like, given me the options to choose things.

EH1, patient interview

There were a few examples of how interviewees reported that care was holistic, or that they received 
care for multiple issues at once, though this often appeared to be opportunistic rather than an explicit 
service offer that women knew about before attending. Being able to receive different services at the 
same time was described as reducing the need for multiple appointments, and making access easier for 
those with other commitments:

… so I’m working different hours every week, so it was really helpful that I could get the ultrasound and the 
appointment at the same time rather than having to schedule two different appointments around work.

EH3, patient interview
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Some described feeling listened to, and having time to talk things through. Examples of how staff 
reassured women and took time to explain processes and procedures were given. There was a sense 
that women were being seen by committed professionals with expertise and knowledge.

I’ve always come out feeling really reassured and that I’ve got an action plan to sort of move forward with, 
like it felt like people were actually understanding, listening and explaining things to me!

EH1, patient interview

Several interviewees emphasised how their appointments had helped them feel more in control, for 
example by discussing treatment options. One woman reported that this was particularly important 
when receiving more intimate care.

I got listened to even when I had slightly different choices. I didn’t get ‘Well you should do this’. That 
gives me that agency and that kind of feeling of control which I think is really important in these kinds 
of scenarios.

EH4, patient interview

Two people using WHHs commented that they felt they were an inclusive and safe space for all people 
who need to use these services. In the first example, the interviewee said that the reception was used 
for multiple clinics; therefore, the waiting room was a mixed-gender space. The interviewee described 
this as being reassuring for people who are transgender or non-binary. In the second example, the 
participant reported that they were aware that the service was for women and non-binary people prior 
to their appointment, which gave them confidence going into their appointment and that the service 
met their expectations well. This was supported by documentation from the site that explained that 
trans men and non-binary individuals assigned female at birth are included in the service and that it aims 
to provide care that is appropriate, inclusive and sensitive.

Comparing hubs to other services
When women reflected on how receiving care at a WHH compared to other services, for example at 
their local GP surgery or hospital gynaecology department, the feedback was positive. Several reported 
that the care was more personal, private or that they felt more comfortable. Specific examples of how 
women had been treated at other services were provided, with the hub comparing favourably:

And I think when you’ve spent years not being listened to, whether it be professionals or family, whatever, 
it’s just nice to have someone listen, take it on board, have a conversation, and just see what works. And 
no rush like, whereas other departments in hospitals or specialities, it’s like you’re discharged, that’s it. 
Even if they haven’t found a cause, they’re like well that test was clear, so we can’t see anything.

EH1, patient interview

A few women reported that the hub offered them more flexibility in the way that appointments were 
arranged or gave the opportunity to go away and return to see someone later, which was across 
hub models delivered both in GP practices and in community locations. Several commented on how 
appointments were longer than at, for example, their GP practice.

It felt personal. I didn’t feel like I was just being rushed through, as you do in the doctor’s now. I felt that 
that person was taking proper time to sit down with me, ask me lots of questions and allowed me to ask 
lots of questions back ….

EH4, patient interview

Several women described how there had been explanation and discussion that had not occurred, or to 
the same extent, in other settings.
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My first appointment was in the hospital and it was so much different from going to the hub and it didn’t 
feel as comfortable and as friendly. The gynaecologist who, you know, did the investigations on me, he 
wasn’t very forthcoming with what he’d found, and it was kind of like I went in and then walked out 
not knowing much about what was going on .... But when I went to the hub, you know, they were very 
thorough, they talked through everything with me and then talked through different routes and avenues 
and treatments etc. so they were so much more thorough.

EH3, patient interview

Similarly, another interviewee said they felt they were treated humanely and respectfully. They said 
that the clinician used a trauma-informed approach to ensure the consultation and procedure felt 
safe and comfortable, and this had not happened in other parts of the health system (e.g. in accident 
and emergency).

There was also a suggestion that women were accessing specialists in women’s health, who were 
experienced and knew how to provide support or treat their issues.

I’ve been on HRT for 18 months or so through my GP, but I haven’t been satisfied with the level of 
understanding of menopause through my GP practice and I wanted to speak with a specialist.

EH4, patient interview

There were a small number of examples given of difficulties women had experienced in interactions 
with their regular GPs, for example, reluctance to prescribe hormone replacement therapy. One woman 
described how her GP had refused to treat her condition, which had been considered manageable in 
primary care, and so she asked to be referred back to the hub.

… so I said ‘You’re going to have to refer me back because if you can’t do this, if you can’t even talk to me 
about this stuff then this isn’t good enough’. So he did refer me back.

EH4, patient interview

Overall, among a number of women, there were perceptions that primary care experiences were rushed, 
less expert and there was a sense that they weren’t always listened to about their women’s health 
issues. Further, when hubs were compared to secondary care, it was perceived that hubs were more 
woman-centred and flexible about appointments, though there were also reports of good experiences 
in both.

I really don’t blame my old GP, he was an elderly gentleman, he looked after me for the other things but 
this bit it was almost like ‘oh, you’ve got to learn with it’.

EH1, patient interview

What went less well or could be improved in Women’s Health Hubs?
While women’s accounts were overwhelmingly positive, there were a few examples where things had 
gone less well, or that could be improved. Perceptions of waiting times to access hub services were 
mixed but some women would have liked to access hub services more quickly. There were also several 
examples of women waiting longer for a more flexible appointment time. Some suggested ways for 
WHHs to increase awareness or improve in future. This included changes to what the hubs are, what 
they offer and how they are accessed. Interviewees also recommended that WHHs should do more 
to raise awareness of their services in local communities, including via social media and providing 
information in local GP practices, such as detailing what hubs offer and how they could be accessed. For 
a few interviewees and focus-group participants, a reliance on healthcare professional referral was not 
always perceived to work well. Several mentioned potential problems with this approach, for example 
one person reported how her GP had not been aware of the service, which delayed her access to 
the hub.
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My GP didn’t even know that was there, the service because obviously when they have discussions in 
multi-disciplinary meetings, someone raised something …, that there’s a service in [name of place], she 
said she wasn’t aware of it.

EH1, patient interview

In another example, a woman reported that, when she asked, there had been some reluctance from her 
GP to refer her into the hub.

I said they was aware of these specialists [in the hub], and they [GP] almost were a bit reluctant to let me 
know, and that’s how it started. It probably wasn’t but that’s how it felt.

EH3, patient interview

Across interviews and focus groups, women said that it could be difficult to get through to their GP 
practices to get appointments, or may sometimes be reluctant to access their GP; other access routes, 
for example self-referral, therefore could be helpful.

It takes you a month, yeah, it can take you weeks even now to access a GP. No appointments at GPs, 
nothing. It’s been two months now. I’m crying to get a GP and this is something really, really worrying 
because by the time you go and the GP tells you ‘oh, it’s too late’, imagine?

EH1, group interview

Examples of how initial communication could have been better were reported by a few women, which 
included needing more clarity about booking, clinic location and what would be involved.

… like I didn’t really realise that it wasn’t through my GP, it was through – this wasn’t my usual doctors … 
so it was all a bit confusing

EH2, patient interview

A small number of women had also been confused about whether they had been referred to, or 
accepted by, the hub and expected timelines.

You sometimes want to know is it weeks, is it months, are they working towards a particular timeline to 
get back to me? Because I did actually call my GP I think twice to say, ‘has the referral been made and how 
long do you think it will be?’

EH3, patient interview

A desire for more information regarding follow-up or next steps after an appointment was also 
expressed by a few interviewees. There was a small number of instances where problems weren’t yet 
resolved, though these women still reported wider satisfaction with the staff and service.

So I wanted further clarification from her about that because it’s not what I want to do and I’d like to 
know why and that kind of thing. But I don’t know how to access this doctor. She’s not my GP … I’m not 
sure if I am one of her patients so I’m not really sure where I stand with that …. And whether I should be 
going to my GP again …. So I’m a little bit confused as to who’s leading me with this.

EH1, patient interview

One interviewee raised concerns about a GP taking on responsibility for aftercare:

… a consideration is about the aftercare of patients which is a little bit of a shame really because they may 
give some great advice and whatever, but can the GP maintain it safely? I don’t know.

EH1, patient interview
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Issues around follow-up link to a wider point raised by a few interviewees, about the communication or 
information continuity within organisations, and between different parts of the healthcare system. There 
was a sense that different professionals or organisations may not communicate effectively, and this 
could impact on the care that a woman received.

… the reason that I went to [hub] is because my GP couldn’t work out why I was on an oestrogen-only 
HRT when I should have been on perhaps a mixed one. But the reason I was because I’d had a Mirena coil 
fitted, but he didn’t have that on my records because I had it done at [hub]. That’s not very joined up to 
me. Everyone should know what’s going on here

EH4, patient interview

One interviewee also shared a concern that the name ‘Women’s health hub’ could give the impression 
that some people who should be able to use the service (e.g. non-binary or transgender people) were 
not welcome or able to access the service.

… I would feel quite strongly against the use of the term Women’s Health Hubs, because it just excludes 
so many people, you know, there are lots of people in society who menstruate or have a uterus who might 
need to access all of these services, but they don’t identify as women.

EH4, Patient interview

The interviewee acknowledged that finding inclusive alternative names for services can be challenging 
but highlighted the importance of providing a service that is not only gender-inclusive, but is clearly 
advertised as such. This concern was also raised by a member of the evaluation Women’s Group 
(Box 20). Another interviewee recommended that hubs have groups that can bring together and support 
people who are transgender or non-binary.

Using health services for women’s health needs
During focus groups, women who had not used hubs reflected on the services they currently used for 
support with women’s health-related issues. Women often described going to their GP first, though 
they reported challenges in accessing the GP, with some expressing preferences for female doctors, who 
were not always available.

I would love for it to be a woman, you know? So all those things they have to take into consideration. 
That’s why cultural issues. That is not something that we do in our culture so for certain things like that it 
has to be a woman.

EH1, group interview

Some mentioned that there wasn’t much support available for their women’s health needs, that it had 
reduced compared with times past, with one woman describing it as ‘non-existent’.

It must be about 10 years ago they shut them [community contraception clinics] down because then you 
had to start going to the doctor’s, but then you’re taking an appointment off someone to get your pill.

EH2, group interview

Consequently, a few women had sought alternative methods of support, including accessing community 
groups or paying for alternative therapies or private health care. For information around women’s 
health issues, women primarily described either talking to their friends or accessing information online. 
However, this was not possible for all, for example some who did not use the internet described relying 
on family or friends to help.

Two groups, including one in a more deprived community, also raised concerns around ‘postcode 
lotteries’ and whether hub services might not be accessible for all women. Some questioned whether 
women in more affluent areas might find it easier to access help.
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When they are open I am at work, so I think if this hub here it can also be in [name of place] – it’s 
supposed to be everywhere, not only in [name of place].

EH1, group interview

A need for women to self-advocate to access/navigate services and receive support was also raised 
by another group in a more rural community, who suggested that accessing provision relied on 
women speaking up for themselves. Some described how women from certain communities may have 
needs that were not being met; two groups of women from ethnic minority backgrounds expressed 
preferences for describing symptoms in their first language and being able to speak with someone who 
understands them. One group also mentioned the importance of being able to have written information 
translated to aid understanding, while in another some mentioned wanting to see a healthcare 
professional who understands their culture or background. Both groups also expressed preferences for 
seeing female doctors.

… people who can speak the languages so they can express themselves because what we’re finding is 
when you’ve got an illness, when you try to translate it into English, first of all it’s explaining yourself, then 
secondly you might not get it correct in English and the other person can’t understand so they don’t put 
down the severity of the illness

EH4, group interview

Yeah, to understand the women – culture, background and their language because some people will speak 
English as their second language. Sometimes we can’t express what is going on, you know, because we 
can’t say it in English.

EH1, group interview

What do women think Women’s Health Hubs should look like?
Participants were invited to reflect on what they would like women’s health services/hubs to look like. 
They gave examples of services they would like to see, including contraception, cervical smears, fertility, 
breast care, screening, maternity and postnatal services and support, sexual health and menopause 
care. Mental health support was also sometimes mentioned. Hubs could offer education, advice and 
information for women in local areas, and several expressed a desire to be able to see female doctors 
in hubs. While many focused specifically on women’s health services, a few stated that they would 
like a hub to be somewhere where women could receive advice and checks for any health problem, 
for example blood pressure. There were suggestions that WHHs could include support groups or 
be a ’safe space’ offering women a private, trusted place to go, for example for women who had 
experienced abuse.

I would like to see consultation, advice, like people come to you to ask say about like contraception or sex 
or any health problems really that they’ve been thinking about. And also somewhere where someone is a 
victim of domestic violence or sexual abuse or anything like that, that they could come and it would be a 
safe space.

EH4, patient interview

Several participants described how WHHs could be somewhere you could get everything you need 
in one place, without referral elsewhere, offering support holistically across the life course. When 
discussed, interviewees and focus-group participants described the idea of WHHs in positive terms, 
saying that they could be good for women:

I do think it’s a great idea to bring everything together because there can be so many anxieties about 
accessing support …, to know that you’re going to a space that has really good knowledge and is confident 
in offering support to women who menstruate I think would be really valuable.

EH4, patient interview
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However, there were a small number of concerns raised about the sustainability of any new services:

… the hub to be there, to continue, because maybe it could reach up to 2 or 3 years and then close down, 
you know? So it’s to leave it, to continue this service to grow, not to be closed down.

EH1, group interview

In two focus groups, women suggested WHHs could be mobile, with clinic facilities in buses that can go 
to where they are needed in local communities, for example a local supermarket car park or mosque.

… there should be a mobile unit that has everything to do with health on it that goes and stands in 
different car parks across [place], like a mobile that can be moved, and people can go in and have a 
screening done, have everything done ….

EH4, group interview

The importance of accessibility, and the potential for services being more community-based, was 
also emphasised:

… accessibility is important. The hub has to be near the people so they can reach it with transport. And 
also access for those women who have disabilities. So there has to be more accessibility and also the time, 
like what I said before, is also important. So the location of it is also important, it has to be local. Also the 
transport is accessible.

EH1, group interview

Further, as mentioned previously, the opportunity to access support in a woman’s first language would 
be welcomed.

Facilitators and barriers to women’s uptake of services
Across sites, facilitators and barriers could be identified or inferred from interviews with women and 
staff, and in focus groups. Factors included an awareness of hub services, a convenient or familiar 
location and stigma associated with accessing sexual and reproductive health services (Box 19).

BOX 19 Facilitators and barriers to uptake of WHHs

Facilitators

• Awareness of hub services among women and healthcare professionals, and buy-in.
• A convenient or familiar location.
• Accessibility of public transport links and/or parking.
• Flexibility and choice in appointment dates and times, including offers of video or phone consultations 

where required/desired.
• Doing community outreach – going to where women are in communities and engaging with them 

about services.
• Understanding of culture and/or religion and opportunities to speak in first languages.
• Opportunities to be seen by a female doctor.

Barriers

• Rurality of service – difficulty accessing via public transport/car or long travel times.
• Long waiting times to access a hub.
• Reliance on particular routes of access:

◦ GP referral, for example, difficulties getting through to surgeries for appointments, or requirements to 
tell receptionists the reason behind calling.

◦ Use of digital/online systems to book appointments, linked to issues of digital exclusion.
• Stigma associated with accessing sexual and reproductive health services.
• Delays seeking help among women, for example reluctance to bother a doctor or think their issues are 

serious enough to do so.
• Potential reliance on self-advocacy.
• Needing child care support.
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Staff views of women’s experiences
Professionals working in and outside the WHHs were positive about patients’ experiences. They 
mentioned a range of benefits, including easy and convenient access, a more intimate or relaxing 
experience, and opportunities for some continuity of care. Some reported that women were more 
able to ask questions, were more informed and empowered, listened to, and able to take their time 
in appointments.

… we have more time, more used to dealing with people and so communicating with patients and that’s 
really appreciated, so people are very thankful for the time and thought that goes into their care, they feel 
heard and that their problem is addressed and they understand how to manage it ….

EH3, internal interview

There were also comparisons made to care provided elsewhere in the system: for example, the 
value of shorter wait times compared to other services and a sense that a hub could offer a more 
comfortable experience.

… the wait time for [place] at the minute … it’s brilliant compared to what they would have been 
expecting, which is a three month wait to go to [different place]. So at the minute, very well received.

EH1, internal interview

In one site, several professionals highlighted the value of patients being able to directly re-contact 
the service following treatment completion, should they experience any issues or need further help, 
providing reassurance for women. One interviewee described how this differed from other services, 
such as in secondary care, where a patient would be discharged and require a new referral to access 
further support.

Across all exemplar sites, receiving positive patient feedback was mentioned by professionals. In 
one site, interviewees remarked how women liked the hub so much they wanted to remain a hub 
patient, while in another staff talked about receiving few complaints, which they stated reflected their 
service quality.

I do feel that what, the care that they’re actually receiving is just so humungous to them and life changing, 
they’re telling their friends and we do get a lot of that.

EH3, internal interview

Insights from our Women’s Advisory Group

As noted in Chapter 1, a Women’s Advisory Group was established to provide input throughout the 
evaluation. The Group provided valuable insights regarding WHHs, including how the concept may be 
perceived by women. A summary of the key messages from the Group, including those from the interim 
report, is presented in Box 20, categorised in themes.

BOX 20 Summary of key messages from the Women’s Advisory Group

Terminology and communication

• The terminology of ‘hubs’ was described as confusing, implying a physical location with a range of 
services under one roof. It was mentioned that this should be carefully considered to ensure clarity when 
communicating with women. Focusing on key principles, for example putting women first, may be a way of 
putting boundaries around what hubs are.

• Women asked questions about the inclusivity of the term ‘women’ in ‘Women’s Health Hubs’, though it was 
also acknowledged that using ‘women’ helps to distinguish the hub service.
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• Hubs should consider how to reach all communities, including ethnic minority groups, those who are 
disadvantaged and/or underserved by existing services. There were concerns about what the outcomes 
might be for women who do not or cannot engage with hubs, and therefore that hubs could potentially 
worsen inequalities and/or require self-advocacy to access or navigate systems.

• Hubs should carefully consider how they communicate with women. Clarity around the hub offer is key to 
ensure awareness and understanding about what they offer and how they link with other health and care 
services for women.

• The group highlighted that there was a bigger message linked to this work – that women’s health matters 
and this is heightening awareness across the system and the country. This was valued by the Women’s 
Advisory Group.

• It was stated that there are some assumptions linked to WHH development and roll-out, which would be 
important to unpack: for example, that women will engage with local hub services, or that service access 
will necessarily be improved compared to what currently exists.

• Religious and cultural factors should be considered by hubs: for example, language barriers and how to 
reach women in different communities, stigma in ethnic minority groups around accessing support for 
women’s health and a preference for seeing female doctors. Doing outreach with groups (e.g. carers, queer 
communities, ethnic minority groups) could be helpful to ensure their needs are being considered.

Women’s Health Hub aims, offer and delivery

• It was described that there was a lack of clarity around what WHHs are aiming to do, which services are 
‘in’ and ‘out’ and where the boundaries between hubs and other services lie, and what is considered to be 
‘women’s health’. Concerns were raised around whether mental health services would be included, and 
there was confusion regarding how maternity pathways fitted with hubs, as maternity care was viewed as a 
central part of women’s health care.

• They reported that there was a focus on service integration in this work, but that it was vital that this 
is thought about in relation to being responsive to women, their needs and improving communication 
between teams – not simply the physical relocation of staff and services.

• Choice was considered important – could WHHs offer another route for women to access care rather than 
replace existing services?

• Hubs should ensure that there is flexibility in appointments. This was perceived to be a benefit of attending 
appointments with GPs as women can ensure the appointment is convenient for their needs and amend as 
needed. Such details were considered important for encouraging women to engage with WHHs, particularly 
for those with responsibilities such as child care.

Women’s Health Hub and the wider system

• There were concerns that a focus on economic recovery and reducing the NHS backlog may take 
precedence over ambitions to improve women’s health, and encouraging the expansion of WHHs across the 
country. Further, there were queries around whether a (perceived) lack of finances was likely to delay any 
development and roll-out of hubs.

• It was mentioned that WHHs could represent a shift in working in the healthcare system and so it would be 
important for hubs to consider how to ensure that healthcare professionals were on board with changes, 
and that these processes were sensitively handled. This was also considered important considering current 
system pressures.

• There was also apprehension about whether the development of WHHs would mean that local GP surgeries 
would no longer offer services such as smear tests or contraception support. It was suggested that this 
could create additional challenges, for example in rural areas, where transportation and travel times may 
be issues, and this in turn could reduce women’s engagement with their health. Points were raised about 
whether there was a risk that providing more integrated services could be at the cost of convenient access 
for those who need it and the deskilling of current healthcare professionals.

BOX 20 Summary of key messages from the Women’s Advisory Group (continued)
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Chapter 6 Discussion and conclusions

Summary of key findings

This rapid evaluation included a mapping exercise to identify all WHHs, descriptions of the models in 
use, and the exploration of experiences of national leaders, WHH staff, and women using hub services 
and living in areas served by WHHs. Findings presented in the report add to the sparse literature on 
integrated care for women’s health.

Definitions, aims and models

• Women’s Health Hub models across the UK were diverse, with different perspectives regarding the 
role and definition of a ‘hub’, and varied service offers, catchment areas and nomenclature. It was rare 
for hubs to offer and advertise multiple services at the same time, and the terms one-stop shop and 
hub-and-spoke were applied differently. Most hubs were evolving with plans to expand their offer 
and/or reach. The majority of hubs were multivenue, and there was a mix of GP and community clinic 
venues, with most GP-based.

• Some participants reported that there was a shared vision across stakeholders about what a WHH is 
and should achieve, and WHHs broadly aimed to improve local women’s health access, quality and 
experience. The hubs we identified inhabited an ‘intermediate space’ between standard primary care 
and specialist secondary care. The boundaries varied in different hub sites.

• Some professionals and women wanted to see a wider range of services impacting on women’s 
health, for example maternity, cardiovascular, mental health, though the focus of hub implementation 
was on reproductive health and gynaecology services.

• All hubs used a GP referral pathway, and while some expressed a desire for self-referral, concerns 
were raised regarding the ability to manage demand without a primary care referral model.

• Hubs were clinically led by doctors, usually GPs with special interest. There was a mix of formal 
and informal leadership and oversight. There were a range of perspectives about leadership, and 
it was not possible to determine an optimum leadership model from the available data. There was 
no common approach to staffing, and while GPs were usually key, there were examples of diverse 
multidisciplinary delivery models, and there were different opinions on the clinical benefits and costs 
associated with delivery by different health professionals.

• Commissioning models were diverse, and there were many examples of formal and informal creative 
approaches to identify and access resources to set up and run WHHs and, in some cases, share costs 
across different parts of the health and social care system. No clear optimum commissioning model 
was identified as it was dependent on local context and interest, and existing systems/processes.

• Many WHHs supported women’s health training, education and capacity-building in health systems, 
although the scale and scope of these activities varied.

• We found no evidence of WHHs integrating with other hub models currently, for example community 
diagnostic hubs, perinatal mental health hubs, though these models are also still emerging.

Service aims and outcomes

• Most parts of the UK did not have a WHH. We identified 17 active hubs, and 5 areas setting up a 
service. There were also many other services providing women’s health care in the community which 
did not meet our definition of a WHH.

• Hubs across the UK have provided care for many hundreds of women. Measurement of processes 
and outcomes was evolving, and outcomes measured and data sources varied, making comprehensive 
assessment and comparison difficult.

• In part due to hubs often being in their infancy and some only recently starting to see women, data 
on outcomes were limited, but where they were reported by WHHs they indicated that WHHs 
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have the potential to deliver shorter waiting times, increased LARC fitting rates, and reductions in 
secondary care gynaecology referral rates and waiting lists.

• Some participants expressed concerns about potential unintended consequences of WHHs such 
as widening inequalities (if women in already more advantaged groups find it easier to access hub 
services), destabilising existing services and workforce, or increasing costs (either through service 
duplication or unlocking of unmet need).

• While hub leaders aimed for models to reduce disparities, and were implementing strategies to do 
so, evidence was still emerging regarding whether this is achieved in practice. Data limitations meant 
that the impact of WHHs on inequalities could not be assessed.

• Women reported a positive experience of hub access and care. Generally, women using hubs and 
women in the community were not aware of the term ‘women’s health hub’ but welcomed the 
concept. Our Women’s Group suggested that the ‘hub’ term may be confusing as it indicated that 
hubs were a place.

Implementation facilitators and barriers

• Interviewees described successes in hub implementation, suggesting ‘good practice’ and providing 
learning for others developing hub models.

• Committed, collaborative clinical and non-clinical leaders working across boundaries, with 
sufficient workforce capacity and enthusiasm, appear to be important to success. Hubs were often 
implemented incrementally, with piloting, evaluation and evolution of models, and relied on leaders 
devoting time, resources and goodwill ‘beyond the day job’.

• Additional expertise to support implementation was key for some hubs, for example NHS, local 
authority, pharmaceutical company provision of strategic/clinical/project management capacity. 
Leaders described using local intelligence to measure and model population need and to estimate 
hub costs and benefits to inform implementation.

• There were examples of established hubs sharing policies, advice and tools to support colleagues 
implementing new hubs elsewhere without ‘reinventing the wheel’.

• While ICBs were viewed as a potential route to expedite hub scale-up, participants noted that 
there were no designated system leaders with responsibility for women’s health, and this area was 
competing for attention with acute health and social care priorities.

• While some hubs had involved women in service development, this was not extensive.
• Participants highlighted the need for flexibility in hub models to meet the local context, balanced 

with some standardisation to understand and compare hubs and outcomes across the NHS.
• A number of the challenges described are common to health and service improvement work, 

including access to funding, facilities and equipment, workforce, stakeholder engagement, and wider 
system competing priorities and pressures, further exacerbated by COVID-19.66,67,70,71,110

• Many of the challenges were familiar in integrated care. Commissioning and funding barriers were 
often cited, along with workforce challenges, lack of interoperability of IT systems and data-sharing, 
identifying physical space, ensuring smooth patient pathways, and allaying concerns about loss of 
activity and funding in other parts of the system. There were examples of overcoming these barriers 
to achieve different forms of integration.

• While hubs had frequently adopted creative approaches to identifying funding and overcoming 
commissioning barriers, often they constituted ‘workarounds’ rather than long-term solutions. Some 
hubs had reached an impasse in expanding their offer due to commissioning barriers, for example 
identifying what funding and activity could move from secondary care gynaecology to the hub, or 
identifying a long-term solution to enable offer of LARC for both gynaecological and contraceptive 
reasons in the hub. Finding solutions to the challenge of transferring money or resources between 
organisations has been identified as critical in the success of integrated care models.70,73

• We found evidence that in some models information-sharing, IT and interoperability issues had 
impacted on WHH referral, prescribing, testing, follow-up, record-keeping and communication across 
care interfaces, which are challenges facing many working to integrate care.111 Strategic-level action 
is already under way in ICSs to address these challenges, and the barriers are not unique to WHHs. 
However, WHHs are often at the ’sharp end’ of cross-boundary working.
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Discussion of the findings in the context of the wider literature

The diversity of WHH approaches in place across England means that this is a complex policy and 
practice area. There is no standardisation of models, and no common language or application of the 
term ‘Women’s Health Hub’. With our evaluation stakeholder group, we have worked to articulate a 
clear working definition of a WHH. Flexible, context-dependent hub design is likely to be required to 
meet local needs and resources.60,66 We therefore have not specified in our definition which model in 
particular implementation teams should use, which professionals should lead it, or finer details about 
how hubs are resourced. However, we acknowledge that this diversity in models risks creating confusion 
for women, professionals and policy-makers which may impact on engagement, implementation, 
uptake and evaluation/monitoring. Our working definition provides a foundation that can be refined as 
evidence and experience in implementing WHHs grows, to support decision-makers to assess which 
care models work best for women’s health, are most effective, and likely to be used by those most at 
need, which is currently lacking in the literature.60

While both top-down and bottom-up drivers of system change can be effective, top-down 
standardisation of the approach to WHH models and implementation may limit adaptation to fit local 
needs, context, leadership, workforce and resources.102,112 While a key ambition of hubs was to reduce 
health inequalities, variation in hub design and implementation and services offered may exacerbate 
inequalities by increasing variation in services between geographical areas. Some uniformity would 
enable understanding and knowledge transfer, and fair and appropriate performance measurement 
and evaluation of models. The learning is still ongoing regarding the relative benefits and limitations 
of different models, including alternative models of women’s health service provision that were not 
explored in this evaluation. The evidence suggests that due to the complexity of integrated care models 
and the systems in which they function, adapting approaches to local context (including financial, 
geographical, professional and organisational factors) is necessary, and a ‘cookie cutter’ approach to 
WHH implementation is unlikely to be successful.47–49,76,80,113 It is likely that a balance is necessary 
between standardisation and locally defined models, involving agreement on the desirability of 
standardisation versus adaptability of different WHH components.114 Clear definitions of what a hub 
is will also help to avoid simple rebadging of local services as WHHs in response to policy initiatives, 
without meaningful transformation of care pathways.

The current small number of hubs and early stage of development for many indicate that it will 
take some time to scale-up and spread WHHs across the NHS, for existing models to reach their 
full potential and to offer women multiple services in the same place/visit. Health systems across 
England are at different starting points and have different existing assets, which can help or hinder 
implementation.115 The early stage of scale-up presents an opportunity to develop guidance, agree core 
components, align approaches (where appropriate), capture the learning and test assumptions regarding 
different ways of working. This includes identifying any unintended consequences, which are a common 
feature of complex system change.102 Harmonising approaches to describing the key components of 
WHHs and measuring activity, impact and cost will facilitate evaluation and comparison of models, 
including measuring the anticipated impact on inequalities. It will help to build the evidence feedback 
loops to inform ongoing adaptation and adoption of WHH models, and ultimately show whether WHHs 
are achieving their intended goals.102

There are some core elements of hub models that would benefit from clearer definition. First, hub model 
terminology was applied in different ways, with concepts such as one-stop shop and hub-and-spoke 
used in a variety of ways, a challenge that has been observed in other integrated care initiatives.10 
Agreed model definitions would improve understanding, evaluation and replication. For example, what 
range of services would need to be available at the same hub visit for it to be considered a one-stop 
shop (and does this need to include both gynaecological care and contraception)? And where referral 
and triage functions are virtual or remote, is this the ‘hub’, with linked satellite clinics the ’spokes’?
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Regarding one-stop-shop approaches, for some women it may not be meaningful or timely to combine all of 
their women’s health care in the same appointment, and some may prefer to visit their GP for some elements 
of care, for example for a smear test with a practice nurse they know and trust. Similarly, some women may 
not want all of their care needs resolved in one visit and may prefer time to make choices and receive further 
treatment, all of which could be possible in a hub model. The high levels of patient satisfaction observed 
in WHHs are welcome and linked to the fact that they provide specialist expertise in the community that 
most GPs cannot, and are more accessible than secondary care. One-stop-shop models may bring a risk of 
overcentralisation of services and destabilising primary care.61 While women may prefer WHHs and have 
high levels of satisfaction, it is possible that in an efficient health system some women may never need 
to use hub services if their needs can be met within primary care without additional resource. It has been 
suggested that integrated care models have the potential to improve outcomes among women with the 
most complex needs,73 and where some needs can be met efficiently in primary care, WHHs may be better 
targeted for women with specific needs requiring expert input. While the evaluation has offered insights into 
women’s views and needs, and some sites had involved women in their service development, there is scope 
for further research and involvement as these models are scaled up, to coproduce and deliver consistently 
woman-centred models.65,74 For example, LARC provision was dominant in existing WHHs. LARCs have clear 
benefits and there is a need to improve access.6 Leaders have described beginning their WHH implementation 
with LARCs with plans to expand the offer. However, women and professionals have called for more holistic 
models of care that address women’s needs across the life course, and there are concerns that some women, 
particularly from more marginalised groups, may feel pressure to accept LARCs.12 Involving women in 
developing WHH models can ensure that they are designed around their needs and the inequalities they face.

Women’s Health Hub stakeholders described how resources to support implementation had been 
essential to establishing their model. The announcement in March 2023 of £25 million to support 
expansion could be transformative for areas that face challenges in identifying resources to support hub 
implementation. The hubs we identified were led by motivated, passionate experts, and it is also likely that 
local health systems will find hub implementation more challenging where they do not have enthusiastic, 
designated leaders to drive things forward,66,71,72 or a history of successful integrated working.70,71,82,116 
Therefore, identification and support of local champions in the system is important. Engagement of the 
wider workforce was also important to gain buy-in and establish pathways in the sites we explored.60 Our 
study participants described pre-existing strong networks across and within organisations, and work to 
build multidisciplinary relationships in their localities, which can facilitate collaborative working to support 
implementation.82,116 In areas where there is low enthusiasm or workforce capacity in women’s health care, 
it may be unrealistic to expect a hub to be implemented in the short term. However, the Women’s Health 
Strategy and work of the Primary Care Women’s Health Forum and others were helping to make the case 
and build this enthusiasm and support among leaders across England.

Successful approaches and teams could inform learning for other areas. Some hubs were developing 
commissioning models involving joint arrangements between local authorities and the NHS, overcoming a 
major barrier to women’s care to provide LARC for both contraception and gynaecological reasons. However, 
challenges remain, and difficulties moving funding or resource between organisations in a system can hinder 
integration.70,73 Hubs were often using ‘workarounds’ or undertaking some procedures on a ‘goodwill’ basis, 
without appropriate full reimbursement. While local and national leaders were working to find solutions (e.g. 
Faculty of Sexual and Reproductive Healthcare, Primary Care Women’s Health Forum and English HIV & 
Sexual Health Commissioners Group), further attention and support at regional and national level may assist 
in overcoming these challenges, for example, how to effectively move appropriate gynaecology services (and 
associated funding) from secondary care settings into community-based hubs. The systems approach to 
health care in England continues to mature, but overcoming organisational barriers is challenging.117,118 With 
hospital gynaecology clinic waiting lists at an all-time high, WHHs can play a key role in addressing current 
pressures, while at the same time evidencing their potential role in the health system.

The evidence shows that integrated care models often require investment in workforce and 
facilities66,67 and, where this is required, WHHs may be challenging to deliver at scale unless resource 
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can be identified from within or outside health systems. While additional funding was announced to 
support WHH implementation, plans for allocation were still in development. While early evidence 
has suggested that hubs can improve care and are deemed financially viable by providers, there is 
mixed evidence from other health areas on whether integrated care models can reduce system-level 
costs.67,71,73,84 While hubs may be viewed as an approach to manage demand in a health system,82 and 
self-referral may be a solution, some stakeholders expressed concerns about meeting the demand that a 
direct-access model might unlock, and this has not been tested at scale.

Workforce gaps also threatened scale-up, spread and sustainability, with a finite pool of doctors, 
nurses and allied health professionals to staff new services. Through workforce mapping, education 
and engagement, and with robust pathways and guidance, WHHs can upskill the local general primary 
care workforce to provide more and better women’s health care without onward referral, rather than 
deskilling GPs. They can also provide opportunities for GPs, nurses and other professionals with an 
interest in this area, and some suggested that it could be a route to GP retention, which aligns with 
evidence that subspecialisation and portfolio careers can keep GPs in the workforce.119 Integrated 
care models can have unintended impacts and destabilise other areas78 and a continuous system-wide 
approach to building and retaining the workforce is important to avoid loss of capacity elsewhere.

Examples of professional, service, functional and organisational integration were found across exemplar 
sites. Professional integration, such as MDT meetings and case management, was particularly common, 
as has been found in other evaluations of integrated care initiatives.67,84 No examples of system or 
whole-system integration were found, which in an NHS context can be interpreted as integration across 
an entire ICS. Instead, there was a bottom-up approach to developing models within smaller footprints 
in the models we explored.

There is a need for further exploration to identify the optimum approaches to integration in different 
contexts.71 This is true for integration in general, and specifically in the context of women’s health, 
with most evidence on integrated care arising from research with older adults.73 This evaluation did not 
include an in-depth analysis of the appropriateness and efficacy of different approaches to integration 
in WHHs. However, we have set the foundation for further investigation by describing the types of 
integration identified, which types may be more straightforward to implement (e.g. professional), and 
which may require more resources and support (e.g. system and whole system).

There is a growing recognition of the need for integration that constitutes large-scale reform and whole-
system reconfiguration rather than new models at a service level.67 The likely benefits of whole-system 
integration in the context of women’s health care warrant further exploration, and WHHs may play a 
central role, spanning organisational boundaries.

Recommendations for decision-makers

Implementing at pace and scale nationally

• Hubs were small scale and rare, and the evidence of effective approaches to implementation was 
emerging. Further scale-up of WHHs is likely to take time and resources, and different health 
systems will be at different stages of readiness. Sustainable national scale-up and spread are likely to 
require an incremental approach, and resource to support implementation and share learning, with 
concurrent, consistent monitoring and evaluation.

• Diversity and local autonomy to develop context-specific solutions need to be balanced with a 
degree of standardisation. While services vary between hubs, it may be beneficial to develop a 
‘core’ offer that all WHHs should aim to provide. This should be developed through collaborative, 
multidisciplinary prioritisation, which includes women with different experiences and backgrounds.
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• A collaboratively agreed national set of definitions for key terms would support clear communication 
among stakeholders, including ‘Women’s Health Hub’, one-stop shop, ‘holistic’ and ‘hub-and-spoke’. 
Defining the types and levels of integration being adopted beyond these labels would facilitate clear 
understanding and comparison of models. A clear definition of criteria to be met for a WHH to be 
considered ’set up’ rather than ‘in development’ would support monitoring of implementation across 
the NHS.

• Many areas lack the local champions and contexts that support WHH establishment. Implementation 
may be expedited by introducing designated roles at regional and ICS level to raise the profile of 
women’s health.

• There is a substantial community of practice and expertise in women’s health driving the hubs 
agenda forward, including national organisations and leaders from across disciplines and geographical 
areas. Continued national engagement and support for these groups can aid expansion of this 
community and share learning. While the focus of the Women’s Health Strategy and most of our 
evaluation was England, there is further learning to be gained from other areas, particularly Northern 
Ireland, where WHHs have been established to serve the whole population.

• The commissioning challenges in English women’s health care are a major barrier to providing a 
comprehensive WHH offer. Existing WHHs had developed a range of creative ‘workarounds’ to 
overcome barriers, but these generally were not long-term solutions, and the underlying challenges 
remained. Local partners need to develop joined-up, co-ordinated and collaborative commissioning 
approaches for WHHs, focused on achieving better outcomes for women, reducing inequalities 
and ensuring the efficient use of resources across the health and care system. ICBs, with their 
responsibilities to plan and deliver joined-up services focused on population need, would seem well 
placed to play a role in such developments. Since the evaluation, Women’s Health Champions have 
been appointed in each ICB to drive this agenda.120 There may be scope for national-level guidance to 
further support local commissioning approaches around WHHs (acknowledging the need to account 
for local contexts), drawing on the existing evidence and evolving processes.

• Ongoing WHH implementation can draw on the extensive evidence base regarding ‘what works’ in 
implementing integrated care and hub-based models.

Embedding Women’s Health Hubs in local health systems

• Leadership was key in establishing WHHs at the local level, and identifying, resourcing and 
supporting designated leaders will be crucial to establishing hubs in new locations. While hubs were 
all led by doctors, other members of the MDT also made a substantial contribution, and there may be 
opportunity to develop nursing and other professional leadership roles as hubs evolve.

• Context-specific, system-level assessment of needs, resources (particularly workforce), opportunities 
and priorities involving women and other local stakeholders will be necessary to identify gaps, 
opportunities, and what is possible, including avoiding duplicating existing provision that is working 
well. WHHs can play an important part in a local women’s health landscape, aligning with other 
initiatives and services, such as access to contraception through community pharmacies.

• Our evaluation focuses on areas where WHHs had been successfully implemented. Some areas may 
face significant barriers to WHH establishment, which require further exploration and support. It is 
possible that on assessment some areas may deem that a WHH is not the best approach to improve 
women’s health in their population at the current time.

• Clarity regarding where hubs sit in local pathways is crucial, and their focus and specialist input are 
likely to vary based on local needs, assets and challenges. For example, a hub model may deliver one 
or more of the following: (1) elements of what is ’standard’ GP care because it has not been possible 
to deliver locally (e.g. menopause care), or (2) a more specialist level of input already provided by 
some GPs (e.g. LARC fitting) to address local access issues, or (3) services that are traditionally 
available in secondary care (e.g. hysteroscopy, ultrasound) to reduce the need for secondary care, 
tackle waiting lists and bring care closer to home.
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• For WHHs to be sustainable in the longer term, local partners will need to work together to develop 
integrated commissioning and delivery of hub models, clearly identifying the types and levels of 
integration being adopted, and with ICBs playing a key role in overcoming current barriers. As outlined 
above, this will depend on a detailed understanding of local needs and systems, and effective partnership 
working to identifying optimal approaches for addressing local challenges. To avoid confusion and ensure 
safe care, joined-up pathways and feedback loops are needed across care interfaces, including test 
results, follow-up planning and information-sharing. Work to address challenges and establish ways of 
working in the wider system can facilitate integration, including electronic record interoperability and 
information transfer, prescribing and ordering tests between services.

• Hub design and implementation approaches need to explicitly identify and measure the forms 
of inequality being addressed, and consider intersectionality between multiple dimensions of 
inequality. Leaders may wish to consider focusing hub implementation in or for specific underserved 
communities to tackle inequalities head on.

• It will be important to identify and mitigate potential unintended consequences of hub 
implementation, for example duplication of existing services, widening inequalities if less 
disadvantaged women find it easier to access services, and detrimental impacts on other services.

• Many hubs aspired to deliver a wider range of services than they were able to offer, with LARCs 
a common focus. Participants also highlighted other areas which they would like to see more 
integrated, for example maternity services. While leaders have worked tirelessly to develop and 
implement hub models, their work was often focused on specific aspects of women’s health rather 
than encompassing the whole life course. There may be benefit and learning to be gained by closer 
collaboration and identification of interdependencies with colleagues and service users working 
on other community integration and hub models, for example family hubs, sexual-assault referral 
centres, integrated community dermatology.

Ensuring a woman-centred approach

• While women were involved in the development of some WHH models, there is scope for much 
more national and local involvement of women with a range of lived experiences to ensure that 
approaches align with their needs and priorities across the life course, including consideration of 
women’s wider needs beyond their reproductive health. Involvement of women whose health needs 
have historically been underserved is particularly important.

• It is essential that women know how to access the care they need if the service landscape becomes 
more complex. A ‘hub’ could mean a venue or a place, but where it incorporates multiple venues and 
virtual support it may be a challenging concept for the public to understand. We heard mixed views 
regarding whether it is important that women know that they are accessing a WHH, and whether 
WHHs should be a recognisable entity in the local health system, and this would benefit from further 
exploration with professionals and women with diverse backgrounds and experiences.

• It is also important that women are able to access care, and the GP is often the first port of call 
to navigate the health system. Many women describe challenges in accessing primary care at the 
current time, which may be a barrier to WHH access. If alternative referral routes are introduced, it 
will be important to ensure that they are understood and accessible to all women.

Recommendations for further research

• While the evaluation offered some insights into the potential impact of WHHs, the diversity of hub 
models, the relatively small number of active hubs and limitations in available data mean that we do 
not yet have clear and definitive evidence that they will improve outcomes and address inequalities 
across health systems if implemented at scale.

• There is a need to build the evidence base, with consistent and comparable approaches to 
description and measurement. Given the heterogeneity in hub models, detailed descriptions of the 
leadership, commissioning, contracting, provider and delivery models will be essential to understand 
and compare approaches, including describing the levels and types of integration.
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• Future evaluation would need to consider both hub-level and system-level impact and costs across 
services and the population and explore potential unintended consequences of WHHs. Many hubs 
are in their infancy, and many more will be implemented in the near future. Further evaluation should 
only be undertaken once models have become sufficiently operational and data are available to 
enable measurement of impact.

• To understand the impact on inequalities, future work should apply an intersectional lens to 
take account of the complex barriers faced by different women, and compare the perspectives, 
experiences, access and outcomes for different groups of women living in areas served by hubs 
across the life course. Along with impact evaluation, there is also a need for further work to 
understand implementation, the resources required, optimum approaches and why WHHs have been 
difficult to implement in some areas.

• There are some exciting innovations being delivered via WHHs which could be explored through 
further work, such as virtual group consultations.

• There are some key assumptions which would benefit from additional exploration, including: what kind of 
care women want and prefer; the relative benefits of different women’s health service models (including 
services not meeting our definition of a WHH), clinical leadership approaches (including the role of nurses 
and allied health professionals), different hub sizes/footprints and workforce models; the cost-effectiveness 
of different hub models and comparison with other types of service provision; the impact on workforce 
challenges and retention; and whether hub models can provide a genuine one-stop shop.

Box 21 provides a summary of key messages from the evaluation.

BOX 21 Summary of key messages from the evaluation

Existing hub models

• Only 17 active WHHs were identified in the UK, and most were at an early stage of implementation.
• Most women in the UK did not have access to hubs at the time of writing.
• Women’s Health Hubs are diverse and evolving.
• There was no agreed definition of a WHH. We developed a new working definition.
• There was no standard or ‘typical’ model.
• Hubs aimed to improve healthcare access, quality and experience. Leaders were committed to reducing 

inequalities but approaches and evidence were still evolving.
• Women’s Health Hubs focused on reproductive health and gynaecological care, with LARCs offered 

most frequently.
• Models were integrated into patient pathways between usual primary care and secondary care services.
• Services were mostly clinically led by GPs.
• While often described as one-stop shops, hubs rarely offered multiple services at the same visit.
• Most operated out of multiple venues, often primary care or community venues.
• Workforce approaches varied considerably.

Implementation

• Implementation was helped by passionate and committed leadership working collaboratively across 
boundaries, sufficient workforce capacity, funding, and policy and strategic support.

• A range of commissioning approaches were observed, often involving workarounds to overcome barriers.
• Few hubs had involved women in the design and development of the service.
• Challenges included IT issues, competing priorities and pressures in the system and identification of funding 

and other resources.
• A balance between top-down standardisation and bottom-up needs-based development of WHH 

approaches appears to be important.
• Hubs tended to ’start small’ and expand services and/or reach incrementally.

Outcomes and impact

• Women reported positive experiences of hub access and care, though they were not familiar with the term 
‘women’s health hub’.

• Development of metrics and the measurement of hub outcomes vary, making assessment and 
comparison difficult.

• Available data indicate that hubs have provided care for hundreds of women to date.



DOI: 10.3310/JYFT5036 Health and Social Care Delivery Research 2024 Vol. 12 No. 30

Copyright © 2024 Daniel et al. This work was produced by Daniel et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

97

The future

• In 2023, a £25 million investment to ‘accelerate the development of new women’s health hubs to benefit 
women’ was announced with the aim to see at least one hub in every ICS.

• Scale-up should focus on meeting women’s needs through the life course and addressing inequalities in 
access and outcomes.

• Scale-up is likely to take time, resource and collaborative working, with localities at different stages of 
readiness, and substantial commissioning barriers remain. Engagement of leaders and involvement of 
women and multidisciplinary stakeholders will be necessary.

• Definitive evidence of the impact and costs of WHHs and the relative benefits of different approaches 
is lacking: consistent population-level data collection and analysis will be key to understand models and 
measure impact at system level to ensure that WHHs provide sustainable provision, complement existing 
services, and avoid duplication.

Strengths and limitations of the study

This was an early evaluation of WHHs, which aimed to explore the ‘current state of the art’ of WHHs 
and experiences of delivering and using services and define key features and early markers of success. 
To our knowledge, it is the only national academic evaluation of integrated women’s health service 
models. The evaluation combined breadth and depth in data collection, utilising a range of methods 
via a two-stage process, which allowed for exploratory work to map the landscape and understand the 
wider context followed by in-depth evaluation in four exemplar hub sites. The evaluation had strong 
stakeholder engagement, which included both a Women’s Advisory Group and a Stakeholder Advisory 
Group. The groups were involved throughout the evaluation from shaping its design and conduct to 
analysis and emerging findings. We have also liaised closely with the Women’s Health Ambassador and 
Women’s Health Policy team at the DHSC throughout, and supported their work on WHHs.

Many WHHs were identified through the work presented in this report. However, there was no 
comprehensive list/database of hubs, and they are understood differently by stakeholders with no agreed 
definition. The term ‘hub’ may be unclear to some, particularly whether it implies a physical location, and 
the term was being used differently across health and social care services. This variation meant that it was 
challenging to identify WHH models across the UK, particularly as stakeholders in local areas may not 
recognise their service as a hub. It is therefore possible that examples exist that were not uncovered.

While there were some well-established hubs, many were at an early stage of development and/
or have plans to expand in both scope and reach, for example adding additional services, with new 
areas planning to implement hubs all the time. The hub landscape is ever evolving and so the findings 
presented represent a snapshot in time and each hub’s development and progress at the time the 
evaluation was completed.

The hub mapping work was UK-wide, and while we made efforts to secure participation in the survey 
from WHHs across the UK, we found that identified models were concentrated in England and Northern 
Ireland. We sought to compile information about as many local models as possible, though this was 
challenging as some survey respondents may not have been familiar with all the details of their WHHs, 
and some sites only submitted partial responses. It was also not possible to review some documentation 
from sites due to sensitivity and confidentiality. Consequently, we were not able to gather sufficiently 
recent and granular-level detail with which to accurately develop a WHHs typology. Data availability 
also limited understanding of hub processes and outcomes; for example, it was not possible to explore 
access rates of hub services for different demographic groups within the populations served.

As part of the evaluation, we aimed to interview a regional stakeholder in each NHS England region, but 
it was not possible to locate an appropriate contact in one region, which aligns with our participants’ 
accounts highlighting the lack of regional strategic oversight for women’s health.

BOX 21 Summary of key messages from the evaluation (continued)
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It is important to acknowledge that this early rapid evaluation predominantly reflects the perspectives of 
stakeholders in areas where enthusiastic leaders have established WHH models, which is not the norm 
across England, and therefore may provide a particularly positive and supportive assessment of their role 
and value in health systems. The evaluation also presents more provider-led rather than user-focused 
insights. This can be explained by the relative volume and richness of staff interview, documentary and 
survey data, and the complexity of policy, commissioning and provider issues surfaced. A substantial 
number of women took part in interviews or focus groups, representing users and non-users of hubs 
(sampling limitations are discussed shortly). However, most women were not familiar with the hub 
concept and insights into the role of WHHs in the care system were limited. Women’s experiences of 
service access and care in areas served by hubs and involvement in hub development require further 
exploration as the concept and nomenclature become more embedded.

A convenience sampling approach via clinical gatekeepers was taken for interviews with hub service 
users. In this rapid early evaluation, it was not possible for researchers to sample and recruit women 
directly, for example by screening clinic lists to recruit key demographic groups, and it is possible that 
interview participants were not representative of all service user views and experiences. Sites were not 
asked to report the characteristics of all women approached, or who declined to participate. A lack of 
service-level demographic data meant that it was not possible to determine the representativeness of 
the women who took part compared with all service users. It was not possible to determine whether 
the limited diversity of the service users interviewed reflects (1) low attendance at WHH for women 
in minority groups or (2) low recruitment of these groups from services which were being accessed by 
women from minority backgrounds. While women from a range of backgrounds were involved in the 
study, some groups were not well represented. For example, few participants with known ethnicity were 
from minority groups, and there were few LGBTQ + individuals. However, missing demographic data 
limited assessment of diversity. For example, as a result of the focus-group sampling approach involving 
groups for women in specific communities, women from ethnic minority backgrounds will have been 
present in the focus groups, though this was not captured in the demographic data (Table 10). Overall, 
the context of rapid recruitment and data collection employing convenience sampling meant that it 
was not possible to interrogate WHH user or local population perspectives in a way that accounted for 
the intersectionality in lived experience across the population and the life course. Evidence suggests 
that rapid evaluation may have limitations related to the ability to access a wider range of perspectives 
and experiences. As Smith et al. describe, it may take time to engage groups that are seldom heard in 
research, which is a challenge for rapid evaluations.94

The in-depth evaluation focused on England, as there are features unique to the current English context, 
including commissioning challenges and the establishment of PCNs and ICSs, which were identified as 
important to explore. Further, given the current diversity in the landscape, it was deemed important to 
focus efforts on one nation to build contextual knowledge, enabling a more comparative approach that 
would not be possible if devolved nations were included.

This timescale for this rapid, early evaluation required a pragmatic approach to balancing breadth and 
depth of evaluation to deliver findings in a short study duration. However, it was still possible to explore 
a wide range of perspectives and contexts and gather a substantial dataset. We employed rapid analysis 
methods to enable the team to interrogate these data and collaboratively develop findings in a relatively 
short time frame. While it is possible that some finer detail was missed due to this approach, this 
method has been shown to deliver valid findings compared to more traditional approaches.97

Equality, diversity and inclusion

Equality, diversity and inclusion were addressed in this study in several ways.
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Site and participant characteristics:

• Desk research and a mapping survey were undertaken to aid work to build a database of developing and 
existing WHHs. This was used to support the development of criteria for the selection of hubs for in-depth 
evaluation to encourage diversity in relation to elements including hub models and services provided, levels 
of deprivation, population ethnicity and geography (including areas with more and less rurality).

• We recruited four exemplar hub sites from different regions in England, with some variation in 
population diversity and deprivation, and rurality.

• The in-depth hub sites were asked to identify a wide range of stakeholders working in and linked 
to their hubs to participate in the evaluation. Hub sites were encouraged to include GPs, nurses, 
sexual and reproductive health consultants, commissioners, administrators and staff in the wider 
health system. Interviews were also conducted with key national and regional stakeholders to ensure 
reflections were gathered at every level.

• One element was the focus groups with women in communities to understand more about local 
women’s health services and factors that help or hinder women from accessing services such as 
hubs. We worked with local community leaders and groups to hold the focus groups, with the aim 
of reaching a diverse group of women, including those who may not typically take part in research. 
There was some diversity noted in the focus groups across the four sites, in two sites the participants 
were from ethnic minority groups, in a third site participants were from a group serving a more 
deprived community and in the fourth were from a rural area.

• Across interviews with women and focus groups, demographic information was collected for 40 
participants in total. The diversity and representativeness of this sample and limitations resulting 
from missing data are discussed in Chapter 5 and above in the limitations section.

• Data relating to staff personal demographics, for example ethnicity, age, were not collected as we 
focused on their roles and professional characteristics.

Evaluation topics related to equality, diversity and inclusion:

• One study aim was to explore if and how inequalities have been considered in the development 
and implementation of WHHs. We were keen to understand existing inequalities in women’s 
health services and how hubs intended to, and were, impacting on these. Many of the evaluation 
tools included questions relating to equality, diversity and inclusion. In the mapping survey and 
in interviews, we explored the extent to which inequalities were a consideration for hubs and the 
progress made to address these, which is reported in Chapter 4.

• Further, following feedback from the Women’s Advisory Group (please see below) highlighting the 
need to include women who are not accessing the hub services, we added focus groups with women 
in communities with lower uptake of WHH services to the evaluation.

Wider involvement:

• From the outset, the design and delivery of the study were underpinned by a deep commitment 
to stakeholder involvement. This includes the establishment of a Stakeholder Advisory Group, 
composed of members with considerable experience in the field of women’s health, including 
clinicians, policy stakeholders and a woman with lived experience, and a Women’s Advisory Group – a 
public involvement group formed to use their experiences of NHS women’s health care to support 
the evaluation.

• The Stakeholder Advisory Group was formed during the project scoping stage and has informed and 
supported study design and delivery throughout via three workshops and ad hoc regular e-mail and 
online contact. The group helped to shape the study, for example developing our understanding of 
the women’s healthcare context, working with us to develop and refine a definition of hubs, and 
sense-checking early findings and interpretations.

• The Women’s Advisory Group was made up of seven women of diverse backgrounds, ethnicities, 
ages and experiences of NHS care for women’s health issues. The group had a lay chair, with one 
group member chairing all meetings that took place. We worked with the group from the beginning 
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of the project and their input included: advising on effective ways to reach women to take part in 
interviews or focus groups (including ethnic minority groups and those who are disadvantaged and 
the seldom heard); sharing reflections on topics to focus on during interviews with women with 
experience of hub services and reviewing guides; commenting on criteria for selecting hub sites for 
in-depth evaluation and discussing which outcomes could or should be measured in future to assess 
impact, and reflecting on emerging findings. During the scoping work to inform the study design, 
we also undertook rapid consultation with three women with experience of NHS care for women’s 
health issues. An example of the direct influence of the group can be found in Chapter 5, in the 
addition of focus groups with women in communities. The team also met with a woman with lived 
experience outside of the group meetings.

Evaluation team:

• The evaluation team consisted of researchers from two organisations (University of Birmingham and 
RAND Europe) incorporating interests and expertise such as applied health research and evaluation, 
maternity and women’s health, qualitative research, participatory research, public health and health 
economics. Though the team was composed of all women, there was a mix of backgrounds in relation 
to age, research experience and, to a lesser degree, ethnicity. The qualifications of the evaluation 
team ranged from MSc to PhD.

• All members of the evaluation team are women with direct experience of accessing women’s health 
services in the NHS in England. All have an interest in women’s health and two of the team had prior 
considerable experience in evaluating maternity and women’s health topics. One member of the 
team (BT) is a public health physician with previous experience of working in sexual health services. 
The evaluation team acknowledged that their experiences and positionality around women’s health 
and gender inequalities influenced the design and conduct of the evaluation and interpretation of 
findings. For example, prior knowledge and personal and professional experiences of challenges 
and priorities in women’s health may have influenced the development of the topic guide, or 
interpretation and prioritisation of findings. The team adopted a reflexive approach, meeting regularly 
and surfacing and questioning assumptions throughout the evaluation process. The team also sought 
alternative perspectives and challenge through involvement of a multidisciplinary Stakeholder Group 
and diverse Women’s Group to guide evaluation design, conduct, interpretation and dissemination.

• From the start of the project, the study lead sought to work inclusively, with all team members 
invited to be involved in all elements of the study, including data collection, analysis, reporting and 
dissemination. We held weekly team meetings and had a series of half day meetings throughout 
the study to encourage and support a sense of team working and to ensure that they were well 
supported to plan and conduct the evaluation.

• We also drew on a specialist advisor throughout who gave advice and guidance about the evaluation 
design and focus, key findings, and the wider context of women’s health.
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Conclusions
At the start of this evaluation, WHHs were a set of innovative service models spread across the UK, and 
at the end of the evaluation, they were an explicitly stated policy objective for the DHSC. Our findings 
identified that the few existing WHHs are diverse, and continuously evolving, with many at an early 
stage of development or delivery, with some employing innovative approaches such as virtual group 
consultations. The launch of the Women’s Health Strategy, and the associated funding to support hub 
implementation announced in March 2023, provides an opportunity to expedite the spread of these 
models, and to provide the implementation resource that our stakeholders suggest is often key to 
success. However, the heterogeneity in models and contexts, and the complexity of women’s health 
care, means that rapid scale-up may be challenging, and substantial commissioning barriers must be 
overcome. Our findings suggest that implementing models informed by local needs and resources will 
be necessary, and requires input from women, particularly those who are least well served by current 
services. We do not yet have clear evidence for the system-level impact or costs of WHHs, and the 
gathering of consistent data to test assumptions, and measure and learn from WHH achievements, 
including impacts on inequalities, will enable evaluation of further scale-up. WHHs have the potential 
to transform women’s access to care, and the there is a large community of experts striving to improve 
women’s health care. The Strategy provides a further catalyst to national-level change, alongside the 
emerging system-level approaches to health improvement driven by ICBs, and wider population interest 
in women’s health.
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Appendix 1 Qualitative analysis matrix
Research 
questions Domains

N/A Interviewee background

1, 2 Any description of relevant local context

N/A Regional context

N/A National context

1 Definition of a WHH

2, 3 Rationale for WHH set-up, including any local contextual factors

2, 3, 4 Aim of women’s health hub

2, 3 How WHHs differ from existing services and fit into the existing landscape

2, 4 Description of WHH model

2, 4 General description and implementation story

2, 4 Population served (all women/subgroups, size, population)

2, 4 Leadership model

2, 4 Commissioning approach, funding and resources

2, 4 Staffing, training, experience needed

2, 4 The clinic offer (e.g. clinic location, settings, number of sessions, frequency, services offered)

2, 4 Sectors/services involved in delivery

2, 4 Typical patient journey (referral, triage, communication, appointment, follow-up)

2, 4 Links to other parts of the system, links to other hubs or integrated/place-based approaches

2, 5 Training/development provided for staff working in and outside of hub

3, 5, 6 How the hub addresses local need/inequalities (planned and in practice, according to women and 
others)

4, 5 What is going well/facilitators to set-up and delivery

4, 5 What is going less well/barriers to set-up and delivery

4, 7 Intended and actual impact of hub (including referral numbers, costs, outcomes, inequalities) 
–what has been achieved/what hasn’t?

4, 7 How intended and actual impact is measured now and in the future (including referral numbers, 
costs, outcomes, inequalities)

4, 6 Women’s description of what services accessed, referral and communication processes, 
follow-up

4, 5, 6 Experiences of using the hub – what was good and what difference did it make

4, 5, 6 Facilitators and barriers to using hub services

4, 5, 6 What could be improved about hubs, what services are/could be offered and any reflections on 
wider education/information.

4, 6 Women’s awareness and perceptions of hubs and the hub model

4, 6 What women think women’s services should offer

4, 5 Hub staff experiences and perceptions of working in the hub, including service delivery (e.g. 
referral, services offered), what is good/could be improved
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Research 
questions Domains

4, 5 Non-hub staff awareness, experiences and perceptions of the hub/working with the hub, includ-
ing what services are/could be offered, how referral works and what is good/could be improved

1, 2, 3 The role of policy, key organisations (e.g. Primary Care Women’s Health Forum, RCOG, FSRH) 
evidence in driving hub implementation, and alignment of practice with policy.

2, 4, 5 The future and sustainability of hubs

N/A Integrating care (reflections and practical examples)

5, 7 Advice to others

N/A Other points

Research questions:

1. What are WHHs, and is there variation in how stakeholders name and define them?
2. How many WHHs have been established or are in development across the UK, where are they and 

what are their characteristics, including models of structure, commissioning and delivery?
3. Why have WHHs been implemented, and how are they intended to address health inequalities?
4. What have WHHs achieved to date? How do WHHs achieve this?
5. What are the experiences and perspectives of staff regarding WHH set-up, commissioning, funding, 

implementation and delivery?
6. What are the experiences and perspectives of women who have used hub services?
7. How are WHH performance, outcomes and costs measured, and how might they be measured in 

future?
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Appendix 2 Hub summaries

Bexley and Greenwich

Launch year: 2022. The service was built on existing gynaecology/SRH services in the area.

Rationale for launching hub and objectives: Need for services to be provided in one location, reduced 
delays in accessing care, reduced referrals to secondary care.

Population covered: All women in the area.

Services offered: Hub services offered in two Community practices in community NHS Trust. Services 
include LARCs (for contraception and gynaecology), emergency contraception, other contraception 
advice/provision, cervical screening, heavy menstrual bleeding consultation and treatment, 
dysmenorrhoea consultation and treatment, menopause consultation and treatment, STI screening and 
treatment, women’s health counselling and psychology, ultrasound scanning, assessment of incontinence 
and/or prolapse, medical treatment of incontinence, pessary fitting and removal, termination of 
pregnancy assessment, vulva clinics, minor procedures. Women are able to see more than one 
healthcare professional in the same visit. Appointments can be in person or by phone and are offered in 
evenings and weekends.

Organisations involved: All practices in the area refer into the hub, two Community practices provide 
hub services, one CCG/ICS, two local authorities, one NHS acute trust, one NHS community trust.

Model: Hub-and-spoke, one-stop shop.

Leadership structure: SRH consultant-led.

Commissioning arrangements: Multiple commissioners involved (local authority and CCG).

Contracting arrangements: Direct contract with ICS and local authority.

Patient pathway: Referrals to the hub come from GPs. Complex referrals are triaged by a senior clinician.

Workforce: One community SRH consultant (1 FTE), one community gynaecologist (0.6 FTE), four GP 
trainees (2 FTE), one integrated sexual health specialty doctor (1 FTE), nine specialist nurses (FTE not 
provided), three healthcare assistants (3 FTE), one counsellor (0.5 FTE), eight administrators (8 FTE), one 
data analyst (1 FTE).

Staff training: Yes, for example a general training programme for FSRH/BASHH and BMS (topics 
not specified).

Performance and monitoring: Currently in place: number of clinics delivered, number of women 
attending, LARC fitting rates, patient experience feedback and budget/spend. Future aspiration: waiting 
times between referral and appointment, number of referrals to secondary care, hub staff experience/
feedback, local non-hub staff experience/feedback and GP training/upskilling numbers.

How inequalities are addressed: Taking part in public health listening exercises.
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Birmingham

Launch year: 2016.

Rationale for launching hub and objectives: Initially the hub was set up as a pilot as part of the NHS 
5-year forward view. The aim was to reduce unnecessary secondary care referrals, provide care closer to 
home and integrate primary and secondary care.

Population covered: > 100,000, no restrictions and accept referrals from across the city and 
surrounding areas.

Services offered: Hub services offered in four sites (GP practice and pharmacy). Offering 800–100 
appointments per month. Services include LARC fitting/removal for contraception, gynaecological 
reasons, emergency contraception, contraception advice, provision of cervical screening, heavy 
menstrual bleeding consultation and treatment, dysmenorrhoea consultation and treatment, menopause 
consultation and treatment, STI screening and treatment, women’s health counselling and psychology, 
ultrasound scanning, hysteroscopy, assessment and treatment of incontinence and/or prolapse, pessary 
fitting and removal, vulva clinics, minor procedures, for example polypectomy, vulval/pipelle biopsy. 
Women are not able to see more than one healthcare professional in the same visit. Appointments can 
be by phone or in person. Appointments are offered at the weekend.

Organisations involved: Large GP Partnership (Modality) and local NHS trusts (Sandwell and West 
Birmingham and UHB) contracting organisation.

Model: ‘Hub-and-spoke’. Central referral and triage system, with ’spoke’ clinics in four locations.

Leadership structure: Clinical lead for the service is a GPwSI in Women’s Health, accountable to a 
Medical Director and Governance Team within Modality. Modality community services has an Executive 
team as well as a Board team. Clinical oversight from consultant gynaecologist.

Commissioning arrangements: Commissioned by NHS Trust.

Contracting arrangements: Service is subcontracted by Sandwell and West Birmingham NHS 
Foundation Trust and University Hospital Trust Birmingham (secondary care).

Patient pathway: Women are referred by GP through electronic records system. GP or nurse triages 
within 5 days. Direct subspecialty appointments for menopause, urogynaecology and endometriosis.

Workforce: GP clinical lead. Team of 4 GPSIs, 2 nurses, 10 consultants and a GP trainee, administrators 
(6 WTE). Pool of HCAs dedicated to supporting all outpatient services including Gynaecology and 
Contraception. Shared resources across all services that Modality Gynaecology and contraception 
team use: Administration Team Leads, ICP Nurse, Estates compliance officer, data analysts, IT and also 
directors – managing, finance, commercial, medical.

Staff training: Support primary care professionals training to become GPSIs/nurses with specialist 
interest. Staff complete external postgraduate diploma in women’s health plus in-house training, 
competency framework and sign-off.

Performance and monitoring: Currently in place: attendance figures, waiting times, LARC fitting rates, 
secondary care referral rate, patient and staff experience, financial performance.

How inequalities are addressed: Service delivered from sites that are easy to reach with good transport 
links, changed in response to demand, DNA rates and feedback of patients. The team is exploring 
delivering information in different languages/formats.
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Durham North

Launch year: The hub was a provider-initiated service set up in the early 2000s as the lead GP had the 
passion, expertise and desire to offer more women’s health services locally. A broad range of services 
are offered, although much of the current demand is focused on menopause. Due to a loss of GP 
skills from retirement, since the pandemic many local GP practices have opted not to offer LARCs for 
contraception, which created additional pressure on the hub. Therefore, in 2022, another local GP with 
special interest in women’s health set up satellite LARC clinics for contraception only to reduce pressure 
on the hub, allowing the hub to focus on the more complex cases it is intended to support (this LARC-
only service is not included in this summary or wider analysis).

Rationale for launching hub: Passionate and experienced local GP who wanted to set up additional 
women’s health services in the area.

Population covered: All women in the footprint of what was North Durham CCG.

Services offered: Services include LARCs for gynaecological and contraception reasons, heavy menstrual 
bleeding consultation and treatment, menopause consultation and treatment, pessary fitting and 
removal, assessment of incontinence and/or prolapse, minor procedures (e.g. polypectomy). Much of 
the demand is currently focused on menopause. Women are not able to see more than one healthcare 
professional in the same visit (as there is only one healthcare professional working in the hub). 
Appointments are mostly in person with some phone appointments also possible. Appointments are not 
offered out-of-hours.

Organisations involved: two GP practices providing hub services (lead GP rents a room to offer services 
out of these practices), one CCG/ICS.

Model: One-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Commissioned by CCG only.

Contracting arrangements: Contract direct with CCG.

Patient pathway: GP practices across the area refer patients to one of the two GP practices the lead GP 
operates out of (the patient chooses which practice to attend). Admin team have a booking system to 
book patients in directly to see the hub GP.

Workforce: one GP with special interest in women’s health, one nurse, three admin staff.

Staff training: Yes, for example training for nurse staff, GP and nursing students observe hub clinics.

Performance and monitoring: Report key performance indicators to CCG, including service user 
feedback, waiting times, DNA rates, types of clinical conditions seen in clinic.

How inequalities are addressed: The two practices the services are offered in are located in deprived 
areas (outside of the city centre). One of the practices used to be based in a more affluent area but 
uptake was low due to difficulty accessing the practice, so it was moved to a practice in a more deprived 
area. Staff can arrange for an interpreter to be present if needed.
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Eastern Region Northern Ireland

This response covers the Eastern Federation area – Belfast and South East.

Launch year: 2017; the hubs are regional across Northern Ireland and have been rolled out in different 
trusts at different time points.

Rationale for launching hub and objectives: To improve access to services and primary care 
management for women, reduce secondary care referrals and offer training.

Population covered: All women in the area (specific focus on vulnerable groups). Covers Eastern Federation.

Services offered: Services are offered in nine GP practices. Services include LARCs for contraception 
and gynaecology, heavy menstrual bleeding consultation and treatment, menopause consultation and 
treatment and pessary fitting/removal. Women are not able to see more than one healthcare professional 
in the same visit. Appointments can be face to face or by phone. Appointments are offered in evenings.

Organisations involved: GP practices across the federations refer in; nine practices provide hub services 
across eight GP federations.

Model: One-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Commissioning arrangement between the Strategic Planning and 
Partnership Group (SPPG) (previously the Health and Social Care Board) and Federation Support Unit.

Contracting arrangements: Referring practices are contracted through a Local Enhanced service to fund 
the GP federations to deliver.

Patient pathway: Patients referred by their GP. All referrals are triaged by GPs with enhanced skills 
working in the hubs.

Workforce: Nineteen GPs with special interests in women’s health, one or two healthcare assistants per 
hub, at least one administrator per hub.

Staff training: Yes, for example pessary training, training for letters of competence in intrauterine 
techniques or subdermal contraceptive implants.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; number of referrals to 
secondary care; patient experience feedback; GP training/upskilling numbers; budget/spend.

How inequalities are addressed: Vulnerable groups of women are prioritised in provision of LARC (e.g. 
non-English speakers, sex workers, homeless and other vulnerable women). They also provide rapid 
access for women who wish to discontinue a LARC if planning a pregnancy.

Guildford and Waverley

Launch year: Launched in pilot in 2014 and moved to a core service in 2017.

Rationale for launching hub and objectives: Knowledge that many gynaecology referrals to secondary 
care can be effectively treated in the community or primary care by a GP with special interest.
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Population covered: All women in the area, covering a population of over 100,000.

Services offered: Hub services offered in one GP surgery. Started as a focus on irregular bleeding before 
expanding to other services. Services now include LARCs for contraception and gynaecology, heavy 
menstrual bleeding consultation and treatment, dysmenorrhoea consultation and treatment, menopause 
consultation and treatment, women’s health counselling and psychology (psychosexual counselling), 
ultrasound scanning, pessary fitting/removal, vulva clinics and minor procedures. Women are not able to 
see more than one healthcare professional in the same visit. Appointments can be face to face, by phone 
and by video. Appointments are offered slightly outside of usual hours (8.30 a.m. to 6.30 p.m.).

Organisations involved: Twenty GP practices referring in, one GP practice offering hub services, four 
PCNs, one CCG/ICS, one local authority, one NHS acute trust.

Model: One-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Commissioned by CCG only.

Contracting arrangements: Contract via secondary care provider.

Patient pathway: Patients referred by their GP into the central referral system. All gynaecology referrals 
are triaged by a nurse and/or GP in the hub to determine if the patient can be seen in the hub or 
referred on to the hospital.

Workforce: Three GPs (0.8 FTE), one practice nurse (0.2 FTE), one healthcare assistant (0.5 FTE), three 
admin staff (0.6 FTE).

Staff training: Yes, for example newly qualified GP as part of an external training scheme to become a GP 
with special interest; local GPs, hospital trainees and GP trainees can observe hub clinics; coil training 
for GPs who have formal qualifications but would like to develop their confidence or to train in offering 
cervical blocks.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; number of referrals to secondary care; 
patient experience feedback; budget/spend.

How inequalities are addressed: Offering gynaecology care to patients in more rural areas and by 
offering a more holistic service.

Hackney

Launch year: In 2021, the community gynaecology services expanded to provide hub services across a 
PCN, and via online engagement events and consultations, on a pilot basis. The following year, a second 
PCN was brought into the model and a hotline was set up for clinicians to have a direct line to guidance 
and support for women’s health by speaking with a specialist in the hub.

Rationale for launching hub and objectives: Key drivers were an increasing demand, new technology 
and patient expectations, the need to reduce inequalities in outcomes and experience and the need 
to reduce hospital-based care. The hub aims to implement more equitable care, closer to home. It 
intends to reduce geographical and socioeconomic variation. This includes variation in GP referral rates 
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to community gynaecology services and variations in GP skills and expertise in women’ health across 
practices and PCNs.

Population covered: City and Hackney (population approx. 270,000), with a population size serviced by 
each PCN hub of approx. 30,000–50,000.

Services offered: The tripartite model approach offers direct service provision to patients, virtual 
group consultations and engagement events, and delivers practitioner support and education. A range 
of gynaecological services are offered, including LARC, cervical screening, menopause, STI screening, 
pessary fitting and a vulval clinic. There are plans for contraception to be formally added to the hub 
offer. The hub has procedures clinics for more specialist, intermediate care (including LARC fitting).

Organisations involved: Community gynaecology service and two PCNs, with three GP practices 
providing PCN hub services.

Model: Hub-and-spoke, and virtual.

Leadership structure: Women’s health/SRH consultant-led.

Commissioning arrangements: Commissioned by ICB (then CCG) on an annual basis (as a rolling pilot).

Contracting arrangements: None that are formal, but there are plans to joint-commission with the 
local authority.

Patient pathway: Referrals to the hub come from GPs, but patients can ’self-refer’ to online engagement 
events (on receiving a text from their GP with a link to join) and online group consultations.

Workforce: Two community SRH Consultant/public health consultants (1 FTE), one community SRH 
associate specialist (0.4 FTE), one community SRH trainee (0.2 FTE), one GP with special interest in 
women’s health (0.5 FTE), one healthcare assistant (0.5 FTE), one project manager (0.5 FTE).

Staff training: Yes; the hub has a developed a set of local competency-based standards and facilitates 
the training of individual GPs and practice nurses outside of the hub.

Performance and monitoring: A large number of KPIs are being collected, which include data on clinics, 
referrals and appointments (e.g. inward and onward referrals into the hub), proximity of home address 
to the clinic or time to get to the clinic and change in rate of GP visits. Outcomes are also collected 
specifically on the virtual group consultations, such as number in attendance, satisfaction and resulting 
behaviour change, patient well-being. They are also collected for the clinician outcomes from education 
and include measures of change in competence and satisfaction.

How inequalities are addressed: The focus of hub activities is to improve access to expertise for women 
across a footprint, and to provide options to women as to where and how they engage, learn and receive 
care for women’s health (face to face, online and in a number of venues). The PCN model aims to reduce 
the barrier of travel by making clinics more accessible (reducing need to travel to a single centre). There 
is an ‘inequalities lead’ for the site, and a project manager, who support the hub to collect appropriate 
data to measure inequalities and design projects to address them.

Hampshire and Isle of Wight

Launch year: Initial 7-month pilot in a PCN, started in 2022. Service has since expanded to be offered in 
5 of the 10 Hampshire PCNs. Working group meeting in April 2023 will further develop future plans for 
the hub with ICB input.
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Rationale for launching hub and objectives: A review of a local educational programme highlighted the 
benefit of collaborative working across services. Desire to upskill local GPs.

Population covered: All women in the area, covering a population of 50,000–99,999.

Services offered: Currently at the early stage of development where the hub is currently offering 
MDT discussion of cases which are then referred to specialist GPs. Services offered are LARCs (for 
contraception and gynaecological reasons), emergency contraception, other contraception advice and 
provision, cervical screening, heavy menstrual bleeding consultation and treatment, dysmenorrhoea 
consultation and treatment, menopause consultation and treatment, STI screening and treatment, 
women’s health counselling and psychology, fertility services, assessment of incontinence and/
or prolapse, medical treatment of incontinence, pessary fitting and removal, termination of 
pregnancy assessment.

Organisations involved: Organisations involved are GP practices providing hub services, PCNs, NHS 
acute trusts and NHS community trusts.

Model: Virtual (at the current early stages of development).

Leadership structure: GP-led.

Commissioning arrangements: There are no formal commissioning arrangements in place.

Patient pathway: GPs collate cases for discussion at hub multidisciplinary team meetings, after which 
women are referred to specialist GPs (with input from acute or community trust staff) for ongoing care. 
Referrals to the hub are not triaged.

Workforce: Two hospital gynaecology consultants, two community SRH consultants and four GPs with 
special interest in women’s health.

Staff training: Yes, for example SRH and menopause training. One of the key aims of the hub is to upskill 
local GPs.

Performance and monitoring: Metrics to collect were being decided on at the time of data collection. 
During the pilot, treatment and care outcomes were compared to before the pilot was introduced.

Haringey and Islington

NB: This summary has not been reviewed by the site lead.

Launch year: Launched hub services in different venues in stages, starting in 2017, with the most recent 
being summer 2021 to add another secondary care venue.

Rationale for launching hub and objectives: Greater collaboration, connection and learning between 
primary and secondary care, support women to access the right care at the right time and place, greater 
utilisation of non-gynaecology community clinics, reduce backlog in secondary care.

Population covered: All women in the area, covering a population of 100,000+.

Services offered: Hub services offered in three community gynaecology service venues and two 
secondary care sites. Services include LARCs for gynaecology, other contraception advice/provision, 
cervical screening, heavy menstrual bleeding consultation and treatment, dysmenorrhoea consultation 
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and treatment, menopause consultation and treatment, women’s health counselling and psychology, 
ultrasound scanning, assessment of incontinence and/or prolapse, medical treatment of incontinence, 
pessary fitting and removal, vulva clinics, minor procedures. Women are not able to see more than one 
healthcare professional in the same visit. Appointments can be in person or by phone.

Organisations involved: Eighty-five GP practices refer into the hub, eight PCNs, one CCG/ICS, two local 
authorities, three NHS acute trusts, one NHS community trust.

Model: One-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Commissioned by CCG only.

Contracting arrangements: Block contract with pooled budget.

Patient pathway: GP practices refer all gynaecology referrals to central system. Patients are triaged 
by GPs with special interest in women’s health and accepted to the hub, referred to secondary care or 
referred to another community clinic.

Workforce: Three hospital gynaecology consultants (40%), 1 community SRH consultant (12.5%), 12 
GPs with special interest in women’s health (2.5 FTE) and 3 healthcare assistants (1.5 FTE).

Staff training: Yes, for example menopause further education, vulval clinic training.

Performance and monitoring: Currently in place: number of clinics delivered, number of women 
attending, waiting times between referral and appointment, LARC fitting rates, termination of 
pregnancy rates, number of referrals to secondary care, patient experience feedback, local non-hub staff 
experience/feedback, budget/spend. Future aspiration: hub staff experience/feedback.

How inequalities are addressed: Use of language interpreters, incorporating feedback from patients, lay 
individuals attending clinical governance meetings.

Hertfordshire

NB: This summary has not been reviewed by the site lead.

Launch year: Not provided.

Rationale for launching hub: A review of a local educational programme highlighted the benefit of 
collaborative working across services.

Population covered: Not provided.

Services offered: Not provided.

Organisations involved: four GP practices (not stated if referring or providing practices), one CCG/ICS, 
one local authority.

Model: Not provided.

Leadership structure: Gynaecology consultant-led.
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Commissioning arrangements: Commissioned by CCG only.

Contracting arrangements: Locally Enhanced Service.

Patient pathway: Not provided.

Workforce: Seventeen hospital gynaecology consultants, three GPs with special interest, one admin 
staff. FTEs not provided.

Staff training: Yes, for example information and support for local GPs (particularly for complex HRT).

Performance and monitoring: Not provided.

How inequalities are addressed: Not provided.

Timeline of hub set-up and development: Not provided.

Leicester

Launch year: Initially one clinician offering LARC and gynaecology services to local GPs, with a second 
GP added to offer additional LARC services. Initially covered one PCN area and now expanding into 
a second. Hub started as a pilot in 2020 which was due to come to an end in Spring 2023 (work was 
under way to secure continuity of the service).

Rationale for launching hub and objectives: Waiting lists were very long to access secondary care 
gynaecology and menopause care (putting pressure on primary care). Primary care provision of 
menopause/HRT was limited and sexual health services were struggling to provide adequate LARC 
services. Lack of co-ordination of women’s health provision across the area or services out of regular 
working hours. Clinicians lacked knowledge about menopause care (at a time when many women were 
seeking support for this).

Population covered: All women in the area (Leicester, Leicestershire and Rutland), covering a population 
of < 50,000 patients.

Services offered: Hub services are offered out of two GP practices (one LARC services only, the other 
LARC and non-LARC services). Services include LARCs for contraception and gynaecology, ultrasound 
scanning, pessary fitting, cervical screening, heavy menstrual bleeding consultation and treatment, 
dysmenorrhoea consultation and treatment, menopause consultation and treatment, assessment of 
incontinence and/or prolapse, medical treatment of incontinence, pessary fitting and removal and minor 
procedures, for example polypectomy, vulval/pipelle biopsy. Women are not able to see more than one 
healthcare professional in the same visit. Appointments can be face to face and by phone. Appointments 
are offered in evenings and weekends.

Organisations involved: Eighteen GP practices referring to the hub, two PCNs, two local authorities, one 
CCG/ICS, one private-sector organisation.

Model: Two clinicians travelling out to GP practices.

Leadership structure: (Former) GP-led.

Commissioning arrangements: No formal commissioning arrangements in place.
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Contracting arrangements: Contract with local authority to provide LARC services. No contracts in place 
for other services.

Patient pathway: GPs and physician associates can book in a patient for hub consultations themselves. 
Women are also able to self-refer. Patients are not triaged before booking an appointment.

Workforce: Two GPs, one admin staff, one advanced nurse practitioner.

Staff training: Yes, for example coil-fitting training, ultrasound scanning training.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; number of referrals to 
secondary care; budget/spend.

How inequalities are addressed: Referrals via GP practice supports more equal access as the onus is not 
on the patient to find the service themselves. High numbers of students in the area who are a vulnerable 
group, support offered by, for example, talks on abnormal bleeding and highlight of low LARC rates for 
staff at practice with high proportion of students. Hub covers a deprived area of Leicester city, with local 
women who face language and cultural barriers to accessing care. The hub actively reaches out to these 
women (and books hub appointments) via over-40s health checks.

Liverpool

Launch year: Pilot in 2019, formal launch in 2020 in first Primary Care Network (PCN) 
(gradual expansion).

Rationale for launching hub and objectives: Improve access and uptake of LARC, increase equity across 
the city, provide services to women who couldn’t access in their own GP practice, provide and reimburse 
LARC for any reason.

Population covered: All women in the city can access as one PCN hub offers citywide service. Hubs and 
clinics currently located in six of nine PCNs in the city.

Services offered: Hub clinics in GP practices in each PCN. Services include mostly LARCs (coils/implants) 
for both contraceptive and gynaecological reasons such as heavy menstrual bleeding, endometrial 
protection for HRT and painful periods. Some opportunistic smear tests, STI screening, menopause 
advice and pessary fitting (not part of the core offer but commissioning arrangements). Plans to expand 
the offer. Appointments include telephone and in-person clinics. Appointments are not offered in 
evenings or weekends.

Organisations involved: PCN-level model, delivered in primary care. LARC clinics in GP practices in each 
PCN. Other organisations involved local SRH service (refers women, trains LARC fitters, provides STI 
testing pre-LARC fitting); local authority (commissioning lead); local Women’s Hospital (provides training 
and advice to hub clinicians).

Model: Hub-and-spoke PCN-level inter-practice referral model (GP practices refer to their PCN hub). 
One hub offers citywide referral. PCN hubs operate independently (no formal citywide structure).

Leadership structure: Each PCN model manages its own service with GP hub lead in each PCN. 
Citywide GP lead who provides support and oversight (currently not a formal governance arrangement 
of funded post).
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Commissioning arrangements: Commissioned through local authority Locally Enhanced Service.

Contracting arrangements: Locally Enhanced Service for LARCs, recent agreement to set up additional 
arrangement for pessaries.

Patient pathway: Most women are referred by their GP. Some referred by SRH service, as an alternative 
choice for LARC. One PCN accepts online self-referrals from anywhere in the city, but others offer to 
women in their own PCN.

Workforce: North Liverpool PCN, two GPs, two nurse associates; SWAGGA PCN, three GPs, one 
care co-ordinator/HCA; iGPC PCN, four GPs, one care co-ordinator; Central PCN, four GPs, one care 
co-ordinator; Picton, one pharmacist, one physician’s associate; Childwall/Wavertree PCN, three GPs, 
one care co-ordinator.

Staff training: Some clinicians working in hubs train other professionals. Women’s Health Forum and a separate 
Fitter Forum, regular newsletter, resources/tools, events and communications. LARC fitting training pathway 
streamlined and shared widely. Lapsed/current fitters have been mapped to identify and address gaps.

Performance and monitoring: Currently in place: Claims for LARC procedures (implants, IUD/IUS) in 
hubs, and citywide. Future aspiration: measurement of impact on inequalities, termination rates.

How inequalities are addressed: Clinic venues focus on higher-need/deprived locations. Working with 
ICB Inequalities Lead and Gynae Network to plan work to expand model.

Manchester

There are two services provided seamlessly at the hub – a community gynaecology service and a Level 3 
(L3) contraception service.

Launch year: The L3 contraception service has been provided for decades; the community gynaecology 
service was launched in 2006. The two services were brought together by moving into a new building, 
the Withington Community Hospital.

Rationale for launching hub and objectives: To provide gynaecological care closer to home for patients 
and to help with reducing pressures on secondary care waiting lists. To provide, support and manage 
women with contraception and complex contraception needs.

Population covered: For community gynaecology, women in south and central Manchester PCNs, 
covering a population of 353,666 (persons), 179,526 (females). The service will see women from the 
north of Manchester, as/if appropriate/needed. Women from Manchester and Trafford are able to 
access the L3 contraception service [786,933 (population footprint), 398,520 (females)]; in addition, 
20% of activity is generated from women in Greater Manchester.

Services offered: Hub services offered in Withington Community Hospital, with nine sites for 
contraception/sexual health services as well as clinical and educational outreach. Services include 
LARCs for contraception and gynaecology, emergency contraception, other contraception advice and 
provision, complex contraception and complex LARC procedures, cervical screening, heavy menstrual 
bleeding consultation and treatment, menopause consultation and treatment, STI screening and 
treatment, women’s health counselling and psychology (psychosexual), pregnancy advice and referral, 
pre-conception counselling, ultrasound scanning, assessment of incontinence and/or prolapse, medical 
treatment of incontinence, pessary fitting/removal, vulval dermatology clinics, medical management of 
polycystic ovary syndrome. Appointments can be face to face or by phone.
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Organisations involved: For community gynaecology – all south and central Manchester GP practices 
referring in, one NHS trust, one local authority, one ICS. For the L3 service – nine sites offering services, 
one NHS trust, referring organisations (e.g. GP practices), one ICS. This service includes Greater 
Manchester so covers local authorities across this area.

Model: One-stop shop primarily based in Withington for community gynaecology. For the L3 service, 
there are multiple sites (5 hubs open 5–6 days a week, 10 sites in total).

Leadership structure: SRH consultant-led, providing governance, training including for primary care and 
CSRH and managing complex work including referrals from primary and secondary care.

Commissioning arrangements: Mixed commissioning. Parts of the service separately commissioned: 
community gynaecology is commissioned by CCG/ICB commissioners and L3 contraception is 
commissioned by local authority commissioners, though all came under Manchester Health and Care 
Commissioning, now ‘Greater Manchester Integrated Care Partnership’ (Greater Manchester ICP).

Contracting arrangements: Two block contracts (one for each service)

Patient pathway: For community gynaecology, patients are referred by their GP, which goes into the 
care gateway system. All referrals are triaged by either GPs with special interest in gynaecology or the 
lead clinician. New to follow-up ratio is high; most patients are seen and managed at their first visit. 
Patient-initiated follow-up is in place. For L3 contraception, patients can refer themselves, but GPs 
and other healthcare professionals, for example pharmacists, obstetric consultants, can also refer, for 
example, urgent cases and routine complex cases.

Out of hours: Some specialist procedures, for example coil procedures and implant clinics offered on a 
Saturday, as well as routine contraception. Most L3 locations have evening opening.

Workforce: Consultants, specialty doctors, GPs, nurses, nursing/healthcare assistants, administrative 
staff as well as trainees (e.g. specialities in CSRH, GUM as well as GP trainees).

Staff training: Yes, for example in-house staff and medical student training, LARC fitter forums, 
updates provided around the menopause and contraception, FSRH training including specialty training 
programme, medical students and GPs can observe clinics, essentials course for primary care colleagues 
and GP and nurse training around menopause and LARC.

Performance and monitoring: Currently in place for community gynaecology include number of clinics delivered; 
number of women attending; waiting times between referral and appointment; number of referrals to secondary 
care; patient experience feedback; hub staff and local non-hub staff experience feedback; budget/spend.

Similar metrics in place for L3 contraception include number of attendances; number of face-to-face and 
phone consultations; LARC fitting rates; LARC waiting times; LARC and specialist clinic waiting times; 
patient experience feedback; budget/spend.

How inequalities are addressed: Offering gynaecology care to patients in south and central Manchester 
and plans to expand. Use of interpreters when required. Screening for domestic violence. The L3 
contraception service work in the community with outreach teams, and self-referral is accepted. Access 
versus population profile (e.g. postcode and demographics) is monitored. They also work with, and 
support, organisations such as My Body Back.

Websites:

• www.manchesterlco.org/services/south-manchester-community-services/tier-2-gynaecology/
• https://thenorthernsexualhealth.co.uk/contraception/

www.manchesterlco.org/services/south-manchester-community-services/tier-2-gynaecology/
https://thenorthernsexualhealth.co.uk/contraception/
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Newcastle

Launch year: 2001 but with major changes in 2012 with changes in commissioning.

Rationale for launching hub and objectives: There was a local health need, with long waits to be seen in 
gynaecology and local interest from GPs and SRH consultants.

Population covered: All women in the area (no population size provided) across Newcastle upon Tyne, 
North Tyneside and Northumberland until 2012. Since then via Choose and Book across the region.

Services offered: Currently services are offered in a contraception and sexual health clinic central 
base, and Newcastle GP practices and pharmacies provide emergency contraception, implants and 
intrauterine contraception and DIY STI kit distribution. Hub services include LARCs for contraception, 
emergency contraception, other complex contraception advice and provision, cervical screening, 
STI screening and treatment, management of HIV, women’s health counselling and psychosexual 
counselling. LARCS for gynaecological indications, medical gynaecology consultation and treatment 
including heavy menstrual bleeding, PMS and menopause including ultrasound scanning on site and 
minor procedures with referral via Choose and Book. Deep implant removal service for the NE region 
referral via Choose and Book for those living outside Newcastle. All appointments can be face to face, 
by phone or by online. Appointments are not offered in evenings or weekends.

Organisations involved: Regional GP practices refer in the contraception and sexual health central clinic. 
Newcastle GP practices have inter-practice referral pathways plus refer to the contraception and sexual 
health central clinic and pharmacies providing elements of care, one local authority, one acute trust.

Model: One-stop shop, virtual.

Leadership structure: SRH consultant-led.

Commissioning arrangements: Contraception and sexual health service is currently commissioned by 
local authority only. There are plans for a move to co-commissioning with the ICB from 2023 to extend 
services into primary care, initially for contraception/sexual health and LARCs for all indications. The 
CCG/ICB commissions the community gynaecology service, via gynaecology in the hospital trust.

Contracting arrangements: Contraception and sexual health service holds a contract with the local 
authority for contraception and sexual health. Service going out to contract in 2023. Direct contract 
with primary care. Newcastle GP practices and pharmacies are subcontracted to provide elements of 
service (emergency contraception, intrauterine contraception, implants and DIY STI kit distribution). The 
CCG/ICB contracts the community gynaecology service.

Patient pathway: Patients are referred by primary, secondary and tertiary services for specialist clinics 
(community gynaecology) via Choose and Book. Patients can self-refer for STIs and contraception. 
Referrals are triaged daily by two SRH consultants and a CSRH registrar.

Workforce: One community gynaecologist (0.6 WTE), one sexual and reproductive heath consultant (0.8 
WTE) one CSRH trainee (0.8 WTE), GPs, practice nurses in practices.

Staff training: Yes, for example FSRH training including LARCS, menopause training, BASSH STI training.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; termination of 
pregnancy rates.
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How inequalities are addressed: Face-to-face interpreters provided including signing for the deaf. 
Learning disabilities nurse supporting referred patients to the contraception and sexual health central 
clinic. Outreach nurse service to hostels.

Northern region, Northern Ireland

Launch year: 2019; the hubs are regional across Northern Ireland and have been rolled out in different 
trusts at different time points.

Rationale for launching hub and objectives: A scoping exercise was undertaken to understand the need. 
There was less access to family planning clinics, fewer GPs were providing services in-house and there 
were long waiting times for secondary care.

Population covered: All women in the area, covering a population of over 100,000. Covers Northern 
Trust area.

Services offered: Hub services offered in four GP practices. Services include LARCs for contraception 
and gynaecology, assessment of incontinence and/or prolapse, menopause consultation and treatment 
and pessary fitting/removal. Women are not able to see more than one healthcare professional in the 
same visit. Appointments can be face to face or by phone. Appointments are not offered in evenings 
or weekends.

Organisations involved: GP practices across the federations refer in; four GP practices provide hub 
services across four GP Federations and BSO Board. There are 17 GP federations and 18 hubs across 
Northern Ireland.

Model: Hub-and-spoke.

Leadership structure: GP-led.

Commissioning arrangements: Multiple commissioners involved (local authority and local 
commissioning group).

Contracting arrangements: Locally enhanced service contract.

Patient pathway: Patients referred by their GP using an electronic referral to the host practice. All 
referrals are triaged by GPs with enhanced skills in host practices.

Workforce: Eight GPs with special interests in women’s health, one practice nurse, four healthcare 
assistants, four administrators and four practice managers.

Staff training: Yes, for example training for GPs with enhanced skills for pessaries, GP, trainee and nurse 
training in letters of competence in intrauterine techniques or subdermal contraceptive implants.

All GPs have opportunities to attend educational events paid for by the FSU. During the past year 
they have attended the Primary Care Women’s Health Forum conferences, Faculty of Sexual and 
Reproductive Health and British Association for Sexual Health and HIV conferences, the British 
Menopause Society menopause café Hot Topics, and own in-house educational meetings on the 
menopause, Significant Event Analysis and clinical governance. Across Northern Ireland, a series of 
treatment guidelines were developed for practices alongside a series of webinars, which contribute to 
CPD, to upskill and support primary care in diagnosing and managing common conditions. The service 
also focuses on continued professional development.
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Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; number of referrals 
to secondary care; patient experience feedback; GP training/upskilling numbers; budget/spend. All 
practices have received updated SOPs and have undergone or are undergoing clinical governance visits.

How inequalities are addressed: Answer not provided.

Sheffield

Launch year: Sheffield County Council ceased contracting with provider of integrated health services, 
GPs and community pharmacies in 2019 in favour of setting up a new service based on population 
health needs assessment. The new model consisted of two aspects: specialist integrated SRH services, 
and community SRH and gynaecology services. The contract was awarded in 2019 for 5 years with the 
opportunity to extend to 10.

Rationale for launching hub: Need for better access to care, low LARC uptake, lack of pathway for 
emergency IUD fitting, need for more integrated community gynaecology and SRH services, high 
referrals to secondary care, need for greater resilience in SRH workforce, changing demographics (higher 
student and migrant population), reduction in specialist SRH clinics and budget and long travel needed 
to access care.

Population covered: All women in the area, covering a population of over 100,000.

Services offered: Services are offered in six community hubs delivered via GP practices. Services 
include: LARC for contraception and gynaecology, emergency contraception, other contraception 
advice/provision, heavy menstrual bleeding consultation and treatment, menopause consultation and 
treatment, STI screening and treatment, pessary fitting/removal and minor procedures. Women are able 
to see more than one healthcare professional in the same visit. Appointments can be face to face and 
by phone.

Organisations involved: Approximately 88 GP practices referring into the 6 hubs, 15 PCNs, 1 ICB, a local 
authority, 1 NHS acute trust, 2 voluntary sector organisations.

Model: Hub-and-spoke.

Leadership structure: GP-led.

Commissioning arrangements: Multiple commissioners involved (local authority and ICB).

Contracting arrangements: Local authority is associate commissioner to ICB contract with provider, 
budgets are separate. Local authority funding is via a block contract and ICB uses a cost and 
volume tariff.

Patient pathway: A single point of access telephone number is available for patients and professionals. 
Patients are then triaged by a nurse and booked into the hub if appropriate.

Staff training: Yes, for example LARC fitting training for nurses. Staff working in integrated sexual 
health service and the community service spend time in both services to gain broader experience and 
share knowledge.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; termination of pregnancy 
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rates; number of referrals to secondary care; patient experience feedback; hub staff experience/
feedback; GP training/upskilling numbers; budget/spend.

How inequalities are addressed: Hub venues located in areas that are easy to access and to support 
equal access across the area. Evening and weekend services are offered.

Southern region, Northern Ireland

NB: This summary has not been reviewed by the site lead.

Launch year: 2019; the hubs are regional across Northern Ireland and have been rolled out in different 
trusts at different time points.

Rationale for launching hub and objectives: To improve access and primary care management of women 
with common gynaecological conditions.

Population covered: All women in the area, covering a population of over 100,000. Covers Southern 
Federation area.

Services offered: Services are offered in four locations across the region. Services include LARCs for 
contraception and gynaecology, heavy menstrual bleeding consultation and treatment and menopause 
consultation and treatment. Women are not able to see more than one healthcare professional in the 
same visit. Appointments can be face to face or by phone. Appointments are not offered in evenings 
or weekends.

Organisations involved: GP practices across the federations refer in; four locations provide hub services 
across three GP Federations (Southern Federation).

Model: Hub-and-spoke, one-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Commissioned by local authority only.

Contracting arrangements: Locally enhanced service contract.

Patient pathway: Patients referred by their GP. All referrals are triaged by GPs with enhanced skills.

Workforce: Five GPs, nursing team support, admin team support.

Staff training: Yes, no particular details provided.

Performance and monitoring: Currently in place: number of clinics delivered; number of 
women attending; waiting times between referral and appointment; LARC fitting rates; patient 
experience feedback.

How inequalities are addressed: Answer not provided.

Website: No.
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Western Region Northern Ireland

NB: This summary has not been reviewed by the site lead.

Launch year: 2019.

Rationale for launching hub and objectives: Regionally – locating GPs with interest and host practices. 
To improve access and primary care management of women with common gynaecological conditions.

Population covered: All women in the area, covering a population of over 100,000. Covers Western 
Trust area.

Services offered: Hub services offered in two GP practices. Services include LARCs for contraception 
and gynaecology, contraceptive advice, cervical screening, heavy menstrual bleeding consultation and 
treatment, menopause consultation and treatment and pessary fitting/removal. Women are not able 
to see more than one healthcare professional in the same visit. Appointments can be face to face or by 
phone. Appointments are not offered in evenings or weekends.

Organisations involved: Thirty-two GP practices refer in; two GP practices provide hub services across 
two GP Federations.

Model: One-stop shop.

Leadership structure: GP-led.

Commissioning arrangements: Multiple commissioners involved (local authority and local 
commissioning group).

Contracting arrangements: Locally enhanced service contract.

Patient pathway: Patients referred by their GP (through commissioning group). Referrals are triaged by 
GPs with interest.

Workforce: Two GPs, two GPs with special interests in women’s health, two practice nurses, admin 
team support

Staff training: Yes, for example LARC training.

Performance and monitoring: Currently in place: number of clinics delivered; number of women 
attending; waiting times between referral and appointment; LARC fitting rates; number of referrals to 
secondary care; patient experience feedback; hub staff experience feedback; GP training/upskilling 
numbers; budget/spend.
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Appendix 3 Potential measures to monitor and 
evaluate Women’s Health Hubs

Measures of inputs/resources Value/purposea

Number and location of sites, type of venues Indicator of the scale and distribution of provision, enables compari-
son with local needs

Number of clinic sessions offered per month/
population served

Indicator of scale of provision

Appointment duration offered (e.g. 30 minutes, 20 
minutes)

Key measure to compare with other services, e.g. providing more 
time than other services may deliver better experience and quality of 
care. Appointment duration will impact service costs.

Number and whole-time-equivalent staff/population 
served:
• Qualified LARC fitters
• Different grades of staff, including administra-

tors/co-ordinators/HCAs
• Whole-time-equivalent ARRS roles

Indicator of scale of provision, diversity of expertise and workforce, 
may indicate risks to sustainability, e.g. where there is a small team 
delivering the service. Can enable comparisons of skill mix and 
workforce costs between models.

Availability of equipment in hub venues (e.g. 
gynaecology beds, ultrasound and hysteroscopy 
equipment)

Indicator of resources required to deliver service, can enable 
comparison of different models and resource requirements.

IT infrastructure measures, e.g. electronic referral 
pathways, shared records access possible between 
referrer and hub, facilities for electronic prescrib-
ing, ordering tests.

Indicator of maturity of digital infrastructure supporting the hub.

Service budget/costs. Can inform cost and cost–benefit comparisons between hub models, 
and comparisons with other women’s health services, e.g. primary 
care, secondary care.

Measures of process/activity/outputs Value/purposea

Clinical care

  Referrals: number, rate, source and reason for 
referrals and bookings [self (online/phone)/GP/
other e.g. secondary care, including breakdown 
by GP practice].

 Inappropriate referrals.

Indicator of uptake/referral by GPs/women. Rates would need to be 
interpreted with caution as increases may indicate better detection 
and appropriate referral, or an increase in referral where care could 
have been delivered by the practice. Referral reason may also be of 
value.
Inappropriate referrals may be useful to (1) draw boundaries around 
the different parts of the service and monitor any drift, e.g. women 
being referred for care usually provided within GP global sum, or 
(2) monitor reduction in referrals where GPs are becoming more 
confident to manage within the practice due to education/support 
from hub experts. The definition of inappropriate referral may vary 
and would need to be defined.

  Appointments completed [phone, face to face, 
which professionals, where, what type (first, 
follow-up)]

Indicator of activity, including trends over time, and to identify where 
additional capacity may be required. Mode of contact, professional 
and location can help to inform modelling of resource, workforce and 
training needs/opportunities and costs for different models. Could 
consider monitoring unused clinic slots to indicate uptake/efficiency.

 DNAs and cancellations by provider and reason. Useful as standard in any service, to compare over time, and with 
secondary care and other hub models.

  Outcome of appointment: number and propor-
tion of women for onward referral, follow-up 
appointment, discharge from the service. New to 
follow-up ratio.

This measure can illustrate variation between models and clinicians 
in addressing problems efficiently, but can also illustrate clinical com-
plexity of women being seen who may need multiple appointments.

continued
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  Women seen (in different venues, virtually, 
times, e.g. out of hours).

Useful to explore uptake/access of different service offers, to flex 
service model and compare and contrast different approaches.

  Waiting times to triage and appointment 
(average, maximum). Size of waiting list.

Key measure and indicator of quality in terms of improving access  
to care.

  Reason for attending (distinct from reason for 
referral, captures self-referrals).

Important measure given the variation in service offer between 
different hub models. Can also indicate local women’s needs, where 
provision/uptake does not align with expected needs, and variation 
between populations.

  Number of issues addressed at each appoint-
ment (average/mean).

This measure could be used to illustrate efficiency and whether a 
‘one-stop shop’ approach is needed and/or offered, e.g. smear tests 
and coil fittings at the same visit.

  Education sessions delivered to women, mode 
of delivery (e.g. online/face to face) and number 
and characteristics of women attending each 
session.

These measures can evaluate the offer and uptake of these sessions 
to extend reach to more women than could be seen 1 : 1, including 
indicating demand and need for different topics, timings/venues and 
delivery methods. Demographic information can indicate whether 
services are reaching all women.

  Referrals to secondary care from the hub (% 
of women visiting the hub referred), including 
2-week wait, and referrals for reasons that could 
be expected to be managed in primary care.

It is not clear what the ‘right’ rate of referral to secondary care 
from the hubs should be, and this is likely to vary depending on 
the population needs, GP referral patterns, and which services and 
expertise the hub can offer. Measuring this will enable comparison of 
similar models for benchmarking, and different models to understand 
how they impact on secondary care referral rates in the local system.

  Time to referral and sharing test reports with 
secondary care for suspected cancer. Time to 
treatment for suspected cancer.

Indicator of safe, timely pathways.

Staff training and education

 Compliance with statutory training and supervi-
sion requirements for hub staff.

Monitoring of these measures should be routine, and is likely to be 
less useful to measure and compare models.

Number of staff attending training in hub clinics 
(whether working in the hub or not), number of 
staff completing training/qualifications.

Indicator of scale of training and education activity provided and 
success in upskilling the workforce.

Number of educational tools/events/guidelines 
developed (e.g. webinars), and number of profes-
sionals, e.g. GPs reached, e.g. event attendance. 
Separate activity to clinical training in hub clinics.

Indicator of educational activity to upskill wider system workforce.

Feedback calls/letters to referrers. Indicator of effective communication and follow-up to improve 
practice and efficiency of referral pathways.

 Number of advice and guidance requests from 
GPs, and timeliness of response.

Indicator of hub role in supporting primary care practice and 
learning.

Measures of Outcome/impact Value/purposea

Access to care/treatment outcomes (can be calculated at individual practice, hub, PCN, LA and ICS level)

Proximity of hub to address of women visiting (or 
travel time to hub).

Indicator of impact on access to care, whether model is bringing care 
closer to women.

Number/rate of new referrals to secondary care 
gynae in the health system (from any source).

Indicator of impact on access to care across the health system, 
movement of care into the community, and upskilling of local GPs.

Waiting lists for key conditions and procedures 
(e.g. LARC), and for secondary care gynaecology 
(number and proportion of women waiting, for 
how long, reason for referral, 18-week target, 
2-week waits for cancer).
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Number of and reason for women’s health 
appointments in other parts of the health system 
(e.g. primary care, SRH service, gynae outpatients).

Useful to identify whether impact on service capacity, and whether 
activity in the hub is additional (new women accessing care) or 
reflects a shift from another part of the system (e.g. if menopause 
care appointments in primary care reduce).

LARCs (implants, IUS, IUD) Important to distinguish between LARC for contraception and 
gynaecological reasons, to identify that hubs are able to deliver both.

fitted/removed/replaced/failed:
• Reason: contraception or gynaecological
• Number and percentage of population

LARC choice at population (practice/PCN/LA/ICS) 
level:

Indicator of reach and uptake of LARC offer.

Number and % women
• offered and accepting LARC
• declining LARC and why
• < 25s choosing LARC as contraception (exclud-

ing injections)

Procedures completed, e.g. pessary fit, polyp 
removal, cervical cautery.

Indicators of type and volume of care provided to women.

Tests including screening (e.g. blood, ultrasound, 
smear test, hysteroscopy, STI screening).

Treatments (prescriptions for HRT, bleeding, STIs 
etc.).

Health and well-being outcomes/impacts at hub and local population level

Satisfaction with care:
• Experience of access
• Experience of care

Indicators of service quality and impact. Standardisation of ques-
tions/tools with other services/models is ideal. It is important to 
report coverage and response rate of surveys/tools.

Self-reported improvement in symptoms (e.g. pain, 
bleeding).

Impact of education interventions for example 
events on women’s knowledge/well-being/
behaviour change.

Complications/safety issues/serious incidents. Indicators of potential quality and safety issues.

Complaints.

Teenage pregnancy rates. Key indicators of sexual and reproductive health in local systems, 
though it may be challenging to identify direct links between hub 
services and changes for some of these outcomes.Termination of pregnancy rates.

STI rates.

Screening rates (cervical, breast if provided).

HPV vaccination rates.

Staff/workforce outcomes

LARC fitters per 1000 women age 16–49 in the 
local health system.

Indicator of provision (whether based in the hub or not) and training/
recruitment needs. It may be useful to include lapsed fitters and 
waiting lists for LARC training to indicate attrition/training needs.

GPs and nurses with additional training in 
women’s health per 1000 women in the local 
health system.

Indicator of provision (whether based in the hub or not) and training/
recruitment needs.

GPs/nurses and others working in specialist level 
women’s health per 1000 women in the local 
health system.

continued
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Local system GP/nurse confidence/knowledge/
competence in managing routine conditions e.g. 
menopause.

Indicator of upskilling of workforce in wider health system, standard-
ised measure would enable comparison.

Satisfaction with the hub services from staff 
across the system, e.g. GPs, SRH professionals, 
secondary care gynaecologists.

Indicator of service quality and successful integration with existing 
pathways and services.

Satisfaction, sickness and staff turnover in the hub 
against national benchmarks, time to fill vacancies.

Indicator of sustainability and workforce issues.

a All of the measures can be used to establish a baseline, compare between sites/models, and to set targets and assess 
costs or benefits.
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