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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 (STls), 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 (WHHSs) 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 WHHSs, and is there variation in how stakeholders name and define them?

2.  How many WHHSs 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 WHHSs been implemented, and how are they intended to address health inequalities?

What have WHHs achieved to date? How do WHHSs 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 WHHSs, including an online survey of leads from
hubs across the UK and interviews with regional stakeholders.
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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 WHHSs 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 WHHSs 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:

e 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.

e 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.

e 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 WHHSs 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 WHHSs. 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 WHHSs. 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 WHHSs.

Conclusions

At the start of this evaluation, WHHSs 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 WHHSs 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. WHHSs 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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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/




