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About The Primary Care Women’s Health Forum  

The Primary Care Women’s Health Forum (PCWHF) is a community interest company and 
membership organisation for primary care clinicians with an interest in women's health. We carry 
out activities which benefit the community of interested practitioners. We produce free 
resources, CPD events, eLearning and masterclasses, a quarterly publication and have a public-
facing menopause campaign, Rock My Menopause. 

Our Executive Board of leading women’s health clinicians and 10,000+ forum of healthcare 
professionals strive to improve health services and the patient experience for women. We 
understand that not everyone assigned female at birth or with female biological characteristics 
identifies as a woman, and this is an important consideration in the women’s health strategy. 

Introduction 

At the PCWHF, we believe that the time is right to change the future for all women. By addressing 
health inequalities, accessible information and education needs, focusing care and support on the 
life course and how a woman’s health changes through her life, we can improve lives and health 
outcomes.  

Localised, holistic services built around local women and addressing local need, delivered by 
trained multi-disciplinary teams is the future for women’s health care. We believe that this will not 
only improve lives, but also create savings for both the health system and the economy. Good 
women’s health benefits everyone. 

 

Key recommendations  

Placing women’s voices at the centre of their health and care and  

Improving the quality and accessibility of information and education on women’s health 

1. Design appropriate information, education and services around the woman.  
2. Increase the quality of accessible information and education for women throughout their 

lives including building on the quality relationships and sex education (RSE) in school. 
3. More education of healthcare professionals and allied healthcare professionals in 

women’s and sexual and reproductive health (SRH). 
4. Improve recognition of the physical, social, psychological impact that many women’s 

health conditions can have on their lives. 
5. Understand how women’s lives are compromised by their health and choices. 
6. Earlier identification of women’s health concerns and focus on the benefits of early 

intervention and prevention. 
7. Understand the inequalities and stigma faced by women whatever their background. 
8. Empower women to know their normal and understand when to seek help and have the 

confidence to do so. 
 

 



 
 

Ensuring the health and care system understands and is responsive to women’s health and care 
needs across the life course. 

1. Recognise and understand the changing needs of a woman throughout her life-course. 
2. Build understanding of how women’s health issues affect their physical, emotional, social, 

and material quality of life. 
3. Prioritise women’s health in policy and amongst all healthcare professionals.  
4. Raise standards of care for women across the healthcare workforce.  
5. Create parity of esteem for women’s health amongst the general health profession to 

address inequalities. 
6. Ensure the system does not prohibit or affect a woman’s ability to access services.  
7. Create joined-up, consistent commissioning, funding and training (including funding for 

training) to support consistent service provision and access for women which reduces 
barriers.  

8. Ensure services are commissioned, funded and designed on the needs of the woman not 
the commissioners. 

9. Co-commission services to deliver the best for every woman. 
10. Recognise that certain women’s health conditions have a lifelong effect on women and 

should be recognised as long-term conditions and awarded QOF payments to deliver 
quality care. 

11. Design and build holistic and personalised care that is appropriate and flexible to a 
woman’s changing needs. 

12. Deliver services in community-based women’s health hubs (out of hospital). 
13. Ensure women’s health hubs are developed around local women, local population needs 

and priorities and funded appropriately.  
14. Bring together multi-disciplinary teams in women’s health hubs to wrap services around 

the woman’s needs. 
15. Ensure women’s health hubs follow a life course approach to women’s health to improve 

lives and health outcomes, reduce stigma and encourage women to seek help. 
16. Explore strategies to fill gaps in service provision. 

 

Maximising women’s health in the workplace 

1. Recognise the inequality women face in the workplace. 
2. Set in place policies to support women and their health in work. 
3. Empower, and have employment practices to support, women to ask for flexible working 

or time off as needed relating to their health. 
4. Understand the link between prevention, early intervention, information and access to 

services on improving women’s health in the workplace. 
5. Consider the impact low-paid jobs have on a woman’s ability to take time off or work 

flexibly for health reasons. 
6. Build employer menopause awareness to support women to stay in employment and 

reduce the loss of skills and knowledge. 
 

Ensuring research, evidence and data support improvements in women’s health 

1. Dedicated studies on the impact of women’s health on their education, work and lives 
throughout their life course. 

2. Understand the cumulative effect of health issues on a girl’s prospects and woman’s life. 



 
3. Use data to shape policy and services around women and their specific, identified needs 

to improve their lives. 
4. Understand and respond to the impact of COVID-19 on women’s health. 
5. Value and recognise the impact of women’s health across services and society. 

 

Understanding and responding to the impact of COVID-19 on women’s health 

1. Women’s health should not be lost in the need to catch-up in a post-COVID world. 
2. We should not return to pre-COVID working when it is not in the interests of the woman. 
3. The option of remote consultations should remain for those women opting for that 

method of communication. 
4. Streamline and localise services and commissioning around women in women’s health 

hubs to create system efficiencies, free up specialist services for specialist care and save 
lives. 

5. Listen to the voices of women to appreciate what they want and need.   
6. Make sure that all women are heard through the use of advocates and local voluntary 

sector organisations where women do not know how to, or do not feel empowered to, 
understand how important their opinion is. 

 

Placing women’s voices at the centre of their health and care and  

Improving the quality and accessibility of information and education on women’s health 

We believe there is an increased need for quality education for women in an accessible format 
throughout their life course. There needs to be more attention and detail given to ensuring 
women’s voices are at the centre of their health and care and improving the quality of, and 
access to, information and education.  

Throughout their lives, women have to make different choices compared to men, their health and 
care is always an underlying consideration. They must prevent themselves from getting pregnant, 
manage their life with periods and the hormonal fluctuations that only those with female 
biological characteristics have.  

We know that women are compromised throughout their lives because they don’t always 
understand what’s happening to their body, they do not recognise what is ‘normal’ or not normal. 
What one woman considers normal for her, may not be acceptable to others. This means that 
they do not feel empowered to seek help or understand when help should be sought. This leads 
to women suffering in silence impacting on their life, throughout their life from puberty through 
the child-bearing years, into menopause and beyond. 

Relationships and sex education (RSE) in schools is a welcome approach to enabling access to 
education and information from a young age as we recognise the lack of understanding amongst 
boys and girls about the impact of having female biological characteristics.  

Teaching of RSE in schools ensures girls get fact-based, reliable information around their health 
especially as young girls are impacted by their periods early in their education. It is important that 
education and information supports them with better understanding of what’s happening and 
empowers them to seek support where needed, this, in turn, gives them better opportunities and 
reduces inequalities and stigma.  

Plan UK’s Act for Girlsi campaign highlights the issue of stigma that girls and women face from an 
early age. Its Menstrual Manifesto focused on the cost of sanitary products; a lack of education 



 
about periods; and shame, stigma and taboo. Its 2017 surveyii discovered just how much shame 
and stigma still impact girls’ and women’s experiences of having their period – affecting their 
ability to talk to friends, family or colleagues about menstruation. 

Focusing education on the life course from an early age and throughout a woman’s life allows for 
earlier intervention and prevention of longer-term health conditions which impact on a woman’s 
quality of life as well as her contribution to society. For example, reliable, easily accessible 
education and information on contraception allows women to make choices around if and when 
they become pregnant. 

Information and education around period problems can lead to the earlier identification of 
conditions such as endometriosis, which if left unrecognised can cause longer term fertility 
issues; or polycystic ovary syndrome and the longer-term risks of developing the consequences 
of insulin resistance, subfertility and endometrial cancer; or the increased morbidity and mortality 
associated with unmanaged premature ovarian insufficiency. This preventative work will improve 
the lives of women, their wellbeing and fertility whilst also easing pressure on the health system.  

Information and education also help to address the inequalities that women face from a young 
age due to their health needs. For example, an Inquiry by the APPG on Endometriosisiii painted a 
stark picture of the reality of living with endometriosis, including the huge, life-long impact it may 
have on all aspects of life. The APPG survey received over 10,000 responses from those with a 
confirmed diagnosis of endometriosis living in the UK and found that those with endometriosis 
are waiting an average of 8 years for a diagnosis, despite over 58% visiting their GP 10 or more 
times with symptoms, 53% visiting A&E with symptoms, and 21% seeing doctors in hospital 10 or 
more times with symptoms. Added to that 42% said they often, or very often, had time off school 
because of endometriosis symptoms, with 12% missing exams at school often or very often. For 
those of working age, 38% were concerned about losing their job, whilst 35% had a reduced 
income due to endometriosis. 

There is a wide range of inequalities facing women from different backgrounds and cultures. As 
such messages have to recognise the diversity of the UK population meaning information needs 
to be inclusive, considered, appropriate and accessible by all. Whatever messages are delivered 
to women about their health and care must they keep all women at the centre of the narrative. 
This helps to reduce stigma, encouraging women to seek help for their concerns and not live with 
them as ‘women’s problems’. 

At the PCWHF, we recognise the importance of this and work to produce quality, reliable 
information on women’s health for both healthcare professionals – across a woman’s life course; 
and for women at the time of menopause through our Rock My Menopause campaign 
(www.rockmymenopause.com)  

 

Ensuring the health and care system understands and is responsive to women’s health and 
care needs across the life course. 

Life course support 

Women comprise 51% of the population and, therefore, women’s health deserves parity of 
funding and parity of esteem to address the health inequalities women face. The Chief Medical 
Officer, Professor Dame Sally C Davies summarised it well in her 2014 Annual report, The Health 
of the 51%: Womeniv: “A woman’s life course offers multiple opportunities to prevent predictable 
morbidity and mortality and to empower women (and, through them, their families) with 
information to take positive steps towards health.  

http://www.rockmymenopause.com/


 
“Problems ‘below the waist’ are not generally seen as attractive topics for public or political 
discourse. Women are often reluctant to seek help for conditions that are common, disabling and 
taboo, such as urinary and faecal incontinence and menopausal symptoms.” 

Taking a life course approach to women’s health can lead to improved health outcomes for 
women. To deliver this there needs to be education and understanding of the life course 
approach amongst healthcare professionals and those working with women. This will enable 
them to understand how a woman’s needs will change across their reproductive health life, 
reduce stigma and encourage women to seek help for their concerns. 

There also needs to be better understanding that many women’s health issues affect a woman's 
physical, emotional, social, and material quality of life as determined by the National Institute for 
Health and Care Excellence. Her health is not just a physical issue. 

There is an inequality in that, when a woman doesn’t receive the care she needs, she loses her 
opportunities in education and/or the workplace. This then has a cumulative longer-term impact 
throughout her life. If you get healthcare right for women, early enough in her life course and the 
onset of any health issues, you can reduce the impact on their lives. 

Funding  

A lack of prioritisation of women’s health concerns prevents us from getting healthcare right for 
women early in life. Much extra funding for primary care (Quality and Outcomes Framework (QOF) 
payments) is focused on long-term conditions. However, these don’t include those long-term 
conditions that are specific to women such as endometriosis, or polycystic ovary syndrome. We 
believe this should change and women’s health long-term conditions should be considered 
under QOF. We believe that by not being deemed long-term conditions, there is no parity of 
esteem and this impacts on women’s healthcare. The lack of recognition of these gender-specific 
long-term conditions leads to them to be considered ‘not as important’ as other identified long-
term conditions. If conditions aren’t funded for QOF, the flow of finances means that they often 
don’t get specific clinics or education for the healthcare workforce.  

In terms of contraception services, funding for LARC provision in primary care has reduced in 
many areas and even stopped in some. For many funding is no longer covering the costs of 
providing the enhanced services of insertion and removal of subdermal implants or intrauterine 
devices and intrauterine systems. As part of the PCWHF LARC sustainability project 2020/21v, a 
number of healthcare professionals and commissioners shared their experience of services and 
funding.  

A GP LARC fitterv explained: “Practice Manager said to me ‘I know that this won't make us money 
but I want to offer it to our patients’…not everybody has that attitude. I have a GP trained LARC 
fitter herself who said why would I do an extra LARC clinic it doesn’t pay…even as a fitter [she] was 
reluctant to do an extra clinic as she was worried about finance for her practice.” 

The complexity and fragmentation of funding of women’s and reproductive health services has 
also reduced access. In many areas primary care is funded for providing IUS for contraception but 
not for gynaecological concerns, thereby reducing primary care provision, expertise and access.  

A CCG commissionerv shared their experience: “Who funds treatment of heavy menstrual 
bleeding? I don't know, I could find out but don't know if I'm completely honest. I know it has 
been an area of contention but I’m not sure what the latest position is.” 

Where GPs are very keen on fitting LARC it can work very well, however, where there is a 
reluctance there are actions that can be taken including offering to pay for training, or for backfill 
this can work in certain situations.  



 
Training 

The costs of training for delivering enhanced contraception services, i.e. LARC, have increased 
and are not cost-effective for many providers meaning there is a reduced supply of trainers and 
trained clinicians in primary care. A GP partner LARC trainerv explained: "It's an expensive process 
to become a trainer and it's time consuming as well. I actually think it’s too much effort to become 
a trainer. There are a lot of people out there who fit lots of coils and implants who could very 
easily train many people but to actually become a trainer it’s actually an arduous process." 

A local authority commissionerv explained their position: “Feels like it’s always been a bit of an 
issue, getting people trained, keeping people trained doing right number of LARCs to keep 
quality assurance. [There is] Difficulty recruiting as well in some of the senior posts in the 
organisation, feels like nationally needs looking at not just a local issue.” 

For others, availability of training and practices that already deliver the services are essential to 
training the workforce. Another contributorv explained: “I think its availability to start with. Most of 
my female trainees will leave my practice with either implants training onboard or coil training...So 
I think it’s accessible for them. For example, if I wasn't a coil trainer or an implant trainer, I don't 
think they would have ever shown interest, or we wouldn't ever have talked about it... I also know 
a few of my ex-registrars where they tried to start having training in their own practice etc, if the 
practice itself doesn't fit LARC then it's like a big barrier. They couldn't set everything up. And in 
the past, you used to be able to get sessions quite easily in the family planning clinic and get 
confident that way but nowadays, I think with the way funding is going etc, there's not many 
sessions that you can do."  

But it’s not consistent across the countryv: “In another area [I] was really amazed they were 
funding all the training for GPs for LARC, they made a commitment to do that...struck me [that as] 
a local area by funding the training they would be taking away a huge barrier in terms of cost and 
everything else for GPs wishing to train up fitters...interesting to see that level of funding 
commitment that area were making” 

There needs to be a consistent approach to funding and training to support service provision and 
access for women. 

Parity of esteem 

Although a core specialism, women’s health is not recognised the same amongst the general 
healthcare profession and doesn’t always receive the same impact as other areas of health. There 
is an assumption that all healthcare professionals will be able to deal with women’s health but it’s 
a constantly changing field with new, and sometimes conflicting, research and healthcare 
professionals need to keep updated. When you factor in that women’s health is not treated with 
the same parity of esteem as some other long-term conditions then women are not receiving the 
same quality of care that they deserve.  

The All-Party Parliamentary Group on Women’s Health’s Informed Choice Inquiryvi on the 
treatment options available for endometriosis and fibroids highlighted this, finding that “women 
are not treated with dignity, are not provided with sufficient information about their treatment 
options, and are not told about treatment side-effects appropriately when counselled about their 
gynaecological health.” As part of this, it recommended that “Education modules should be 
included at the RCGP and RCOG for recognising and treating fibroids and endometriosis.” 

Commissioning and service delivery 

We believe that health and care need to be holistic and personalised to the needs of each 
woman. Women need to be empowered to get the right care at the right time by the right person.  



 
Fragmented commissioning arrangements have produced fragmentation of care, lack of overall 
accountability and reduced access to holistic healthcare sometimes requiring women to make 
more than one visit for a concern that could and should be dealt with first time. This is because 
decisions are made around the needs of commissioners and funding and not the needs of the 
woman.  

For example, there also becomes a gap in provision when people want LARC for non-
contraceptive reasons but it is not commissioned. A contraceptive leadv explained their 
experience: “We are not commissioned to fit coils for non-contraceptive reasons and if someone 
is referred for HRT or menorrhagia only, then again we would not be able to fit Mirenas."  

It is important that the system does not prohibit or affect a woman’s ability to access services. 
This has been seen in the past in relation to sexual and reproductive healthcare and was 
identified by the Royal College of General Practitioners’ report Time to Actvii. “…Increased difficulty 
in accessing provision is creating health inequalities between those who are able to navigate the 
increasingly complex SRH system, and those who are not. Some of the most at-risk patients are 
the least able to reach the support they need due to cultural, language, financial or geographical 
difficulties.”  

Community based work is important, and we welcome and encourage the development of 
women’s health hubs where services are built around the woman as identified in Royal College of 
Obstetrics and Gynaecology Better for Womenviii report. Women’s health hubs would give women 
access to a full range of services throughout her life course including out of hours and over 
weekends. Women’s health hubs should be developed around local women, local population 
needs and priorities. They should bring together multi-disciplinary teams to wrap services around 
the woman’s needs. We believe this community-based, holistic approach is critical.  

The Royal College of Obstetrics and Gynaecology recommended this approach to services in its 
report Better for Womenix. “Establish women’s health one-stop clinics in local community hubs. 
NHSE must implement and fund one-stop women’s health clinics into Integrated Care Systems 
(ICS) in England. Where possible, clinics should be made available at weekends and out-of-hours. 
This will ensure a more joined-up approach to women’s health, diminish unnecessarily long 
referral times and ensure that women receive the best possible care by providing all of their 
healthcare needs in one location and at one time.” 

One size doesn’t fit all when it comes to service provision. It is important that the health and care 
system fits with the NHS Plan to deliver services in out-of-hospital settings. This is policy which 
can benefit women in many ways including the fact that joined-up services support with the early 
identification of health issues. That said, there is still a need to improve access to services for all 
women to enable them to access the right services for them, as and when they need them. 

Contributors to the PCWHF LARC sustainability project 2020/21v explained how women can fall 
through the net of the system when it comes to women needing more than one service or not 
knowing what is available to support their health needs. 

A contributor explained: “Patients get lost in the system, for instance the heavy menstrual 
bleeding patients, [or] patients wanting smears, [we can be] fitting a coil but [are] not allowed to 
do smears so [they] have to go back to GP and go through that again. All sorts of things we used 
to be able to do in Sexual Health we have to send them all back to the GPs now and quite often 
the GPs have less experience than we have, and they have often sent them to us in the first place. 
Sometimes [patients] end up having to go to secondary care because we are not commissioned 
to treat them and that costs a huge amount more money.” 
 



 
A specialist contraception service commissioner of GP contracts said "[I] don’t understand those 
patients who don’t know about LARCs or might have asked GP and been told they don't provide 
service, that hidden group of women we don't pick up on." However, if women’s health services 
were joined up and delivered in a health hub, services and knowledge would be on site for referral, 
ensuring the woman can access the services she needs, can make informed choices from informed 
professionals, saving her time and the NHS time, money and resources. 
 

In sexual health, the inequity of uptake and service provision is really stark, some women have 
great access, and some don't. The characteristic is often about the service offer, the level of inter-
practice referral, or whether they've got a GP or nurse champion.   

This was reiterated by a sexual health leadv who explained the impact in relation to LARC 
services only commissioned for contraception: “In years gone by we did fit for HRT, HMB [heavy 
menstrual bleeding], we used to see people with menopause problems, PMS [pre-menstrual 
syndrome] and it worked much better because, of course, these things come up as part of your 
consultation. We have many women who have been coming to our services for many years for 
their IUS for example, and they suddenly get to post-menopausal, and they still want it as part of 
HRT and we're not allowed to do it and its deeply frustrating for all concerned. And also a 
complete waste of NHS money. It’s obviously awful for the patient who comes and is told they 
can't have it, they've gone away again, they've got to make another appointment with their GP, 
their GP maybe isn't so sure where to send them because if they're not IUS fitters themselves. We 
used to be their pathway but now we're not and it's just you know if you look at the amount of 
time the NHS as a whole spends on it, it just doesn't seem like a cost effective pathway at the 
moment." 
 
This disjointed approach not only affects the woman, it impacts on the NHS, service delivery, 
costs and time. For those who need more specialised care, we believe in establishing more 
localised care services, where extra healthcare could be provided on a local footprint according 
to local needs.  
 
Localised women’s health hubs also have the capacity to reduce inequalities. Women get local 
care from a local service developed according to local population needs. As part of this, we can 
wrap contraception, cervical screening, menopause care and other women’s health specific 
needs and services around the woman with multi-disciplinary teamworking.  

This would optimise the skills of the multi-disciplinary team workforce including GPs, nurses, 
pharmacists, support workers and the voluntary sector. This reduces the impact on the specialist 
services allowing them to focus on delivering the care that they are specialised to do. 

This also reduces the cost on the system and the impact on the woman who doesn’t need to 
navigate the system. She gets a choice of care in the best place for her.  

This localised approach improves early intervention and prevention as the team is wrapped 
around the woman, wider conversations can be encouraged, and concerns identified earlier. For 
example. delivering holistic healthcare supports the obesity agenda. By reducing obesity, it 
reduces the risk of several women’s health cancers and improves women’s health outcomes. 
Also, supporting women holistically when opting for a pregnancy improves fertility rates and 
reduces the impact on the health service and women’s lives. 

Together, each of these elements will leading to efficiencies in the current system and better 
women’s health across the population. Not only this but it also carries social benefits for women 
and society including maintaining the workforce, for example in nursing and social care 
professions where the majority of workers are women. 

 



 
Maximising women’s health in the workplace 

We believe there needs to be more recognition of the inequality women face in the workplace as 
a result of their health needs such as period problems, pregnancy, menopause. We support the 
current work being done to identify these issues in the workplace so that women can feel 
empowered to ask for flexible working or take appropriate time off when needed. Unfortunately, 
many women are in low-paid or caring professions where flexibility is not possible. This needs 
confronting to ensure all women are supported and maintained in the workforce. 

The prevention and early intervention agenda, coupled with better access to help and support 
can reduce the problem occurring or reduce its impact to the women. If we can improve 
women’s health services and care, this will improve women’s functioning in the workplace and 
address the impact on women's physical, emotional, social, and material quality of life. 

COVID has disproportionally affected women in the workplace as they have had to take time off 
for childcare, or voluntary furlough in order to manage home-schooling. Added to this, women 
also face inequality due to many working in low paid jobs or zero hours contracts meaning they 
are unable to work flexibly if they experience, for example, period problems. Being unable to take 
time off or losing money because they cannot work due to their health needs impacts all areas of 
a woman’s life.  

Employers must also be menopause aware to support women through this period of life. Many 
experienced women are lost to the workforce and economy at menopause, but with better in-
work support, they could continue to work and ensure their valuable contribution, skills and 
knowledge are not lost. 

Ensuring research, evidence and data support improvements in women’s health 

We believe that there is a specific need for better data on women’s health. We support the call to 
develop better research and data so that women’s health needs can be better reported and 
evaluated. There is very little data on the impact of women’s health issues on the individual. For 
example, we don’t know how many girls don’t receive their expected achievements in school 
because their period issues mean they are having to take time off. This leads to issues being 
undervalued and under recognised.  

However, missed school due to period issues not only affects the girl’s educational attainment, 
but it also impacts on her life and subsequently her future prospects, employment and 
opportunities. This, in turn, impacts on home life and the economy.  

First Do No Harm, The report of the Independent Medicines and Medical Devices Safety Reviewx 
examined the impact of two medications and one medical device which were all taken or used by 
women. It found that: “Crucial research evidence that should help shine a light on what are safe 
and effective interventions is neither prioritised nor funded.” Adding: “For women there is an 
added dimension – the widespread and wholly unacceptable labelling of so many symptoms as 
‘normal’ and attributable to ‘women’s problems’.” 

Prioritising quality research and data, plus ensuring trained clinicians understand the impact that a 
woman’s health can have on her, can help to address the important recommendations raised in 
this report and by this strategy consultation. 

Therefore, there is a real need for better data and research to ensure data is collected, analysed 
and acted upon. We believe this data would identify the need for dedicated, localised women’s 
health hubs, as identified in Royal College of Obstetrics and Gynaecology Better for Womenxi 
report, developed out of data and research into the impact of women’s health issues on their 
lives, opportunities, wellbeing, the health service and economy. 



 
Understanding and responding to the impact of COVID-19 on women’s health 

Women’s health has been undervalued and COVID-19 has disproportionately affected women, 
too. This needs to be addressed whilst also creating efficiencies in the system. 

We recognise that the ongoing impact of COVID on the health system and the required catch-up 
will be large. We need to move quickly to improve efficiencies, cost, time-efficiencies and 
training the for multi-disciplinary workforce.  

It’s important that we do not return to the pre-COVID approaches of supporting women, if they 
are not her preference. If women prefer telephone consultations and information via text, then 
this can should be woven into future solutions for them, increasing the holistic care and support, 
wrapped around the woman. 

Coming out of COVID, we know that women’s health services are going to be compromised due 
to the pressures on the system. We need to make sure that the opportunity for efficiencies in the 
system can be realised by ensuring services are aimed at the right woman in the right place at 
the right time, first time.  

We don’t want women to have to go back to several clinicians to duplicate her time and the work 
of clinicians when she could have been dealt with by one person, in one location. 

Commissioners must be empowered to develop local services around local women and work 
closer together through co-commissioning services to improve efficiencies of care, reduce the 
cost and time impact and improve women’s health outcomes. 

 
i https://plan-uk.org/act-for-girls     
ii https://plan-uk.org/media-centre/campaign-for-a-period-emoji-gathers-pace-as-20000-
people-cast-their-vote  
iii https://www.endometriosis-uk.org/sites/endometriosis-
uk.org/files/files/Endometriosis%20APPG%20Report%20Oct%202020.pdf  
ivhttps://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_d
ata/file/595439/CMO_annual_report_2014.pdf 
v PCWHF LARC provision and sustainability project 2020/21, Primary Care Women’s Health 
Forum and PHE (awaiting publication) 
vi http://www.appgwomenshealth.org/inquiry2017 
vii https://www.rcgp.org.uk/-/media/Files/Policy/Media/8895-RCGP-Sexual-Health-
online.ashx 
viii https://www.rcog.org.uk/globalassets/documents/news/campaigns-and-opinions/better-
for-women/better-for-women-full-report.pdf  
ix https://www.rcog.org.uk/globalassets/documents/news/campaigns-and-opinions/better-
for-women/better-for-women-full-report.pdf  
x https://www.immdsreview.org.uk/downloads/IMMDSReview_Web.pdf  
xi https://www.rcog.org.uk/globalassets/documents/news/campaigns-and-opinions/better-
for-women/better-for-women-full-report.pdf  
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