
Impact evaluation 



Participants: 231 delegates (roles: strategic, public health, midwifery, medical and nursing, allied 
health professional, academic, social work, pharmacy)

Data source: 40-minute facilitated discussion in groups of 20-30

Data collection: contemporaneous field notes by volunteer facilitators, collated into summaries of 
varying style and length

Analysis

• Framework Analysis Methodology

• Deductive approach based on pre-agreed discussion prompts devised by the conference group

• Stage 1. Familiarization

• Stage 2. Identifying Themes

• Stage 3. Indexing

• Stage 4. Charting and Summarizing

• Stage 5. Interpretation/Mapping



Strategy cross-cutting theme Possible prompts

How can we ensure women’s voices are heard? • Are there good examples of this we can replicate? 

• How can healthcare listen to women? 

• How can we reduce stigma around women’s health issues?

How can we improve access to services? • How can we ensure that women’s specific needs are considered 

in our approach to all health conditions?

How can we address inequity in outcomes for women? • How can we ensure that all women, regardless of age, ethnicity 

or socio-economic status achieve their best health? 

• How can we best engage with women from inclusion health 

groups?

How can we empower everyone with accurate information 

around women’s health?

• How can we ensure healthcare professionals are trained in 

women’s health issues?

How can we support women’s health in the workplace? • What does good practice in the workplace look like?

• How do we make sure normal body processes like periods and 

menopause are not taboo?

What does success look like for women’s health in NENC? • How do we measure impact and what stories do we want to be 

hearing?

• What do we need to put in place to make all of this happen?



Data: delegates identified a need for better quality data about women’s health, especially women in 
pregnancy, not just their babies. Better and easier data sharing across sectors was called for

Funding, resources and capacity: delegates believed that care was sometimes fragmented or a 
‘postcode lottery’ and called for better communication and collaborative working between 
sectors and fairer allocation of resources. Disaggregation of budgets was noted to cause 
problems in providing care where needed and to be a driver of widening inequalities and mitigations 
were called for

Navigating a complex system: Delegates commented that the complexity of health systems 
made it difficult for both women and staff to know what was available and how to access care, and 
supported the idea of a directory of services for women



Understanding the problem: delegates believed that it was necessary to identify the barriers to access at local level 
through data, community engagement and walk-through of care pathways to understand the patient experience. 
Delegates advocated for the use of Health Impact Assessments and Healthy Equity Audits to help services to think 
carefully about access. Primary evidence around disparities in women’s health was deemed important, with the fact 
that many non-white groups experience earlier menopause than white groups flagged as a driver for unmet need 

Better service design: this common theme highlighted the perceived need for outreach services, one-stop shop 
models and community-based delivery, with flexibility of timings recommended to ease pressure on those with 
caring responsibilities. Cost-proofing of pathways was supported along with accessible pathway design including 
drop-ins, self-referral and use of reminders. For those most in need of support to access were suggested to benefit 
from telephone assessment of need followed by reasonable adjustments and tailored support

Welcoming services: personalisation of care was core to this theme with women only spaces and groups identified 
as helpful. Delegates recognised the importance of engendering collaboration in the therapeutic relationship through 
trauma informed, culturally competent and gender inclusive approaches. Peer support and lived experience was 
valued as an asset, as was faith and religion. A workforce representative of the population was suggested as was 
use of culturally relevant celebrity advocates



Health Literacy: delegates urged the system to use clear language, avoiding euphemisms and jargon and to aim 
for communications to bust myths and help to reduce stigma. Inclusive terminology to ensure those who do not 
identify as women can access care was suggested. Delegates called for support for staff to use interpreting 
services effectively and for locally applicable behavioural insights work to be used to inform communications. 
Early engagement with children and young people through school curricula was recommended

Digital Health: benefits of digital solutions were thought to include a ‘digital door’ to services and helpful web-
based information, with drawbacks being digital exclusion and spreading of inaccurate information on social 
media platforms. Delegates advocated for women to be involved in the development of digital health solutions and 
for services to consider the impact of digital transformation on disadvantaged women

Shared decision making and supported self-management: delegates believed that misinformation and 
globally-sourced health information not applicable to the NHS context could impact on women’s ideas, concerns 
and expectations around their care and called for the development of approaches to support effective SDM



Staff resources: delegates advocated for a strategic approach to the women’s health workforce to include 
recruitment and retention, optimum skill mix and effective use of staffing resource and succession planning. A 
regional approach to maximising the contribution of the volunteer workforce was suggested as was learning from 
effective Ways of Working.

Education & training: delegates suggested that training for professionals in women’s health should start from 
undergraduate level and that opportunities for training should be provided and promoted across the career 
pathway. Cross-sector training was thought to have added benefit. National and local guidelines were flagged 
as useful resources which staff should be familiar with and implement. Service improvement through ‘test and 
learn’ approaches was supported. Delegates called for barriers to training to be removed, specifically around 
LARC competence where professionals may be liable for out-of-pocket expenses

Women’s health in the workplace: delegates recognised menopause as a priority for workplace health and 
highlighted that services could be difficult to access for working women. Workplace based interventions based 
on validated models were suggested



Theme Key concepts

Barriers and 

Challenges

1. Better quality data, data sharing

2. Enabling funding structures, equitable resource allocation and adequate capacity

3. Easily navigable systems

Improving 

access and 

reducing inequity

1. Understanding the problem, data, evidence, community insights, HIIA/HEAT

2. Accessible service design, location, timing, cost, booking processes, reasonable adjustments

3. Personalisation of care, cultural competence, gender inclusion, asset-based approaches, 

representative workforce

Empowering 

Everyone with 

Accurate 

Information

1. Health literacy, accuracy and clarity, reducing stigma, inclusive terminology, interpretation and 

translation, information across the life course

2. Optimising the benefits of digital solutions, reducing digital exclusion and harm

3. SDM and supported self-management, managing expectation

Workforce 

Challenges

1. Strategic workforce planning, recruitment and retention, skill mix, succession planning, 

volunteer workforce, Ways of Working

2. Enabling education and training across the career pathway, use of guidelines, service 

improvement

3. Supporting employers to participate in women’s health improvement



An evidence based , co-produced programme based on 
collaborative cross-sector working supported by well-
structured and adequate funding. Personalised, 
consistent and empowering care provided by a skilled 
workforce via inclusive and accessible services, delivering 
equitable and improved health outcomes for all women.  



These findings: 

• Provide a mandate from the NENC women’s health system to progress with 
the implementation of the national Women’s Health Strategy in the region

• Can direct the sub-prioritisation of the key priority areas and cross-cutting 
themes from the strategy at regional level

• Support the work to map and audit services and connect with existing 
networks 

• Should be synthesised with quantitative data from the Women’s Health 
profile and qualitative data from the Ways to Wellness review of VCSE 
intelligence to provide a regional picture

• Can be used to support further action to address need at locality level in 
conjunction with place-based intelligence
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