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ABOUT RE:STATE  

Re:State is established as the leading Westminster think tank for public service reform. We 
believe that the State has a fundamental role to play in enabling individuals, families, and 
communities to thrive. But our vision is one in which the State delivers only the services that 
it is best placed to deliver, within sound public finances, and where both decision-making and 
delivery is devolved to the most appropriate level. We are committed to driving systemic 
change that will deliver better outcomes for all.     

We are determinedly independent and strictly non-party in our approach. This is reflected in 
our cross-party Advisory Board and our events programme which seeks to convene 
likeminded reformers from across the political spectrum.      

Re:State is a registered charity, the Re:State Trust Ltd, charity no. 1103739. 

 

ABOUT RE:IMAGINING THE STATE 

After a decade of disruption, the country faces a moment of national reflection. For too long, 
Britain has been papering over the cracks in an outdated social and economic model, but while 
this may bring temporary respite, it doesn’t fix the foundations. In 1942 Beveridge stated: “a 
revolutionary moment in the world’s history is a time for revolutions, not for patching.” 80 years 
on, and in the wake of a devastating national crisis, that statement once again rings true. Now 
is the time to fix Britain’s foundations. 

Re:State’s programme, ‘Re:Imagining the State’, puts forward a bold new vision for the role 
and shape of the State. One that can create the conditions for strong, confident communities, 
dynamic, innovative markets, and transformative, sustainable public services.  
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Proposed actions 
 
Action 1: The National Institute for Health and Care Excellence should establish a Women’s 
Health Evidence Unit to assess the adequacy of existing clinical evidence for women, 
commission research where gaps exist, and ensure that updated guidance is reflected in NHS 
clinical practice. 

Action 2: The National Institute for Health and Care Research should standardise a weighted 
funding scoring mechanism across its programmes. This should be through a composite 
index, combining disease prevalence in the UK population, the maturity of the current evidence 
base, and the impact of diagnostic delay – measured in quality-adjusted life years lost and 
economic cost. Conditions that score highly on burden but poorly on research maturity should 
receive priority in research funding. 

Action 3: NHS England should issue guidance clarifying that training on women’s health 
constitutes a workforce competency requirement under Regulation 18 of the Health and Social 
Care Act 2008 and should be included within mandatory training programmes for relevant 
clinical staff, prioritising high-risk specialties such as emergency medicine and primary care.  

Action 4: The Department of Health and Social Care and NHS England should review which 
conditions have the most diagnostic delay and worst consequences and define the symptom 
profiles that would trigger timelier referral. This could be supported by innovation in GP IT 
systems. The Department of Health and Social Care should organise an appropriately scaled 
pilot in collaboration with the National Institute of Health and Care Excellence to evaluate the 
economic benefits of these interventions. If successful, the National Institute for Health and 
Care Excellence should update clinical guidelines to incorporate clear referral pathways.  

Action 5: The Department of Health and Social Care should produce a clear and detailed 
summary of the return on investment evidence for investing in women’s reproductive and 
gynaecological health services. This should be shared with Integrated Care Board leaders.  

Action 6: NHS England should establish a centralised repository of evidence for service and 
workforce innovations, to identify and scale approaches that improve access to healthcare for 
women. 
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1. Introduction 

Women account for 51 per cent of the population.1 Women’s health is not, therefore, a special 
interest or niche topic. Yet, women’s health is systemically underserved – with stark economic 
implications. 

Longstanding biases in research, diagnosis, treatment, and service design have produced a 
health system based on a male default. Women are also disproportionately affected by, or 
experience differently, many conditions shared with men, from cardiovascular disease to 
chronic pain. But, as the evidence base for understanding how conditions affect women is 
weak, diagnostic pathways frequently fail to identify women’s needs, and appropriate care is 
too often inaccessible or delayed.  

Alongside this, many health conditions that are specific to women remain deprioritised within 
healthcare systems. For example, reproductive and gynaecological services are often under-
resourced and difficult to access. Across the life course, women may require care for 
menstrual health conditions, gynaecological disorders, fertility and pregnancy care, pelvic floor 
issues, menopause, and post-menopausal health changes. Yet, women encounter barriers to 
timely, appropriate, and dignified care at each stage. These are ordinary health needs, 
affecting half the population, that are underserved.  

The human cost of this is profound. Many women endure avoidable pain and distress for long 
stretches of time, and suffer disabilities that could have been prevented, or reduced in severity. 
Their capacity to live full lives is diminished because of the health system’s shortcomings.  

Women’s poor health also prevents them from being able to fully participate in the labour 
market, meaning that the failure to properly support women’s health is an economic issue. 
Women’s economic inclusion has accounted for 40 per cent of UK economic growth since 
2000.2 Yet, the rate of women’s economic activity has stalled since 2019,3 with long-term 
sickness set to become the leading cause in the next few years.4 

Economic growth sits at the centre of the current policy agenda, with strong emphasis on 
increasing workforce participation and boosting productivity. Consequently, policies that 
enable more people to remain well and engaged in work are not just health priorities, but 
essential drivers of economic performance.  

Economic modelling suggests that ignoring women’s health at work could be costing the UK 
economy £20.2 billion a year.5 Increasing the employment of women by just 5 per cent could 

 
1 Bridget Gorham and Olivia Langham, Women’s Health Economics: Investing in the 51 per Cent 
(NHS Confederation, 2025). 
2 Office for Equality and Opportunity and Rt Hon Bridget Phillipson MP, ‘Women Key to Unlocking 
Growth Says Minister for Women and Equalities’, Press release, GOV.UK, March 2025. 
3 Office for National Statistics, ‘LFS: Economic Inactivity Rate: Aged 16-64: GB: Female: %: SA’, May 
2026. 
4 The Society of Occupational Medicine, Understanding Recent Trends in Ill Health-Driven Fallout 
from the UK Job Market (Society of Occupational Medicine, 2023). 
5 Yolanthe Fawehinmi, Neglecting Women’s Health at Work Could Cost UK Economy £20.2bn a Year 
– Analysis, October 2023. 
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add up to £125 billion a year to UK GDP.6 These numbers clearly show that addressing 
women’s health is an investment in economic growth. 

The recently published Renewed Women’s Health Strategy for England has helped to platform 
women’s health as a policy priority.7 Outlining a wide range of ambitious commitments, this 
renewed Strategy is welcome. Nevertheless, there remains a strong case for further action to 
address entrenched inequalities and improve women’s healthcare more broadly, including 
beyond reproductive and gynaecological care.  

This paper explores how the systemic underservice of women’s health impacts the economy 
and offers a set of practical actions to address this, helping to close the health gap for women 
and support them to stay in work.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
6 Office for Equality and Opportunity and Phillipson MP, ‘Women Key to Unlocking Growth Says 
Minister for Women and Equalities’. 
7 Department of Health and Social Care, Renewed Women’s Health Strategy for England (GOV.UK, 
2026). 
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2. The economic impact 
Globally, 56 per cent of the women’s health burden is the result of conditions that women 
experience exclusively, disproportionately, or differently to men.8 Women’s health is often 
thought to solely refer to gynaecological and reproductive health. However, female-specific 
conditions are responsible for only 5 per cent of the women’s health burden.9 51 per cent of ill 
health in women is the result of conditions that men and women experience, but that impact 
women disproportionately (47 per cent) or differently (4 per cent).10  

There are a range of health conditions which only affect women. This includes menstrual 
health issues, like heavy and painful periods, menopause, and severe morbidities like 
gynaecological cancer. Recent research indicates nearly a third of women are living with a 
severe morbidity such as endometriosis, polyendocrine metabolic ovarian syndrome (PMOS) 
(formerly known as polycystic ovary syndrome)11, and gynaecological cancer.12  

There are also many conditions that can affect both men and women, but impact women more 
frequently. For example, autoimmune diseases affect between 2 and 10 per cent of the global 
population, but most are more common in women, with systemic lupus erythematosus 
occurring nearly nine times more in women than in men.13 Similarly, migraines are nearly three 
times as common in women as they are in men.14  

Lastly, there are conditions which present differently in women than men, including 
cardiovascular disease (CVD), stroke, Parkinson’s disease, and some neurodivergences. 
With research, education, and guidelines based on male presentations, it is more likely these 
conditions will go underdiagnosed and poorly treated in women and girls, resulting in poorer 
outcomes.15 In the UK, most of the women’s health burden falls on women of working age.16 
This means that underserving women’s health has significant economic consequences, by 
contributing to higher rates of sick leave and economic inactivity due to long-term sickness 
and thereby impacting economic growth.  

 
8 Kweilin Ellingrud et al., Closing the Women’s Health Gap: A $1 Trillion Opportunity to Improve Lives 
and Economies (McKinsey Health Institute, 2024). 
9 Ibid. 
10 Ibid. 
11 Helena J. Teede et al., ‘Polyendocrine Metabolic Ovarian Syndrome, the New Name for Polycystic 
Ovary Syndrome: A Multistep Global Consensus Process,’ The Lancet 407, no. 10545 (2026): 2329–
39.  
12 Melissa J. Palmer et al., ‘The Burden of Poor Reproductive Health in England: Results from a 
Cross‐Sectional Survey,’ BJOG: An International Journal of Obstetrics & Gynaecology 132, no. 13 
(2025): 2052–63. 
13 DeLisa Fairweather et al., ‘Mechanisms Underlying Sex Differences in Autoimmunity’, Journal of 
Clinical Investigation 134, no. 18 (2024): e180076. 
14 NICE, ‘Migraine: How Common Is It?’, Web page, NICE, August 2025. 
15 Mark Woodward, ‘Cardiovascular Disease and the Female Disadvantage’, International Journal of 
Environmental Research and Public Health 16, no. 7 (2019): 1165; Alison Warren et al., ‘Disparities in 
Women’s Health and Clinical Considerations from a Translational Science Perspective: A Narrative 
Review and Framework for Future Directions’, Women’s Health 21 (November 2025): 
17455057251399009. 
16 Malina Bodea and Dr Miranda Davies, Silence, Sexism and Stigma: The State of Working-Age 
Women’s Health in England, June 2025. 
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2.1 Conditions that exclusively impact women 

Gynaecological and reproductive health conditions are well known to be under-funded and 
under-researched.17 As a result, many women experiencing female-specific conditions 
struggle to access timely and appropriate care, leaving them to suffer chronic pain, fatigue, 
poor mental health, brain fog, and, in acute cases, life-threatening complications.18 

Beyond the unacceptable and avoidable human suffering, there are vast economic 
consequences. A recent survey found that over a third of women in England with symptoms 
of a reproductive health condition reported that these significantly impacted their ability to 
work: 15 per cent reduced their working hours and a further 14 per cent left their jobs.19 The 
NHS Confederation estimates that heavy periods, severe period pain, endometriosis, fibroids, 
and ovarian cysts cost the economy £11 billion in lost work days each year.20  

Case study: Menopause and perimenopause  

Menopause and perimenopause (the period immediately prior to menopause) can result in a 
range of debilitating symptoms, including hot flushes, fatigue, migraines, joint pain, muscle 
pain, brain fog, memory issues, anxiety, insomnia, and low mood.21  

Without effective treatment and management, this significantly impacts women’s ability to 
work. Four years after a menopause-related diagnosis, earnings decline by 7.4% relative to 
the year before diagnosis.22 

Women who experience severe symptoms take an average of seven days off work per year.23 
The cost of absenteeism attributed to menopause and perimenopause is estimated at £190 
million per year, and the cost of presenteeism (lower productivity whilst at work) is estimated 
at £22.4 million.24  

Further, between 14 and 19 per cent of women experiencing menopause reduce their hours.25 
Women with severe menopause are five percentage points less likely to be in employment 
compared to the general population,26 and around 60,000 women in the UK are out of work 
because of their symptoms, costing the economy an estimated £1.5 billion per year.27 

 

 
17 ‘Funding Research on Women’s Health’, Nature Reviews Bioengineering 2, no. 10 (2024): 797–98. 
18 Women and Equalities Committee, Women’s Reproductive Health Conditions (House of Commons, 
2024); Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent. It is 
important to note that women from ethnic minority backgrounds are at significantly higher risk of 
certain reproductive health morbidities. This is addressed further in section 3.3. 
19 Create Health Foundation, Women’s Health in the UK - Time for Change (Health Equality 
Foundation, 2025). 
20 Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent. 
21 Menopause Support, Understanding Menopause (The British Menopause Society, 2023). 
22 Gabriella Conti et al., The menopause "penalty" - working paper (Institute for Fiscal Studies, 2026). 
23 Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent. 
24 Ibid. This does not account for women who enter menopause early – see: A. Bryson et al, ‘The 
consequences of early menopause and menopause symptoms for labour market participation’, Social 
Science and Medicine, (2022) 
25 Shani Orgad, ‘Women Who Quit: Media and Policy Discourse about Gender and Work’, LSE Public 
Policy Review 3, no. 4 (2025). 
26 Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent. “Severe 
menopause” is defined by experiencing three-to-four menopause symptoms. 
27 Ibid. 
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Case study: Endometriosis 

In the UK, it is estimated that one in ten women of reproductive age have endometriosis.28 
Endometriosis is a complex disease where tissue similar to the lining of the uterus grows 
outside of the uterus, causing inflammation, pain, gastrointestinal issues, fatigue, and fertility 
issues.29  

Endometriosis is hard to diagnose, partly because symptoms can often be attributed to other 
conditions and partly because it can only be diagnosed with surgery.30 Many women with 
diagnosed endometriosis also report that their symptoms were dismissed by healthcare 
professionals, delaying their diagnosis.31 Over time, endometriosis can become more severe, 
resulting in scar tissue and adhesions forming between organs.32 Despite the importance of 
timely diagnosis, the average time to diagnose a person with endometriosis is nine years and 
four months33 – an increase of 16 months since 2020.34 

This can impact employment and earnings. A UK study found that, on average, women were 
2.7 per cent less likely to be in paid employment in the four-to-five years after a diagnosis, 
compared to two years before diagnosis.35 In the same timeframe, those who remained in 
employment experienced an average pay reduction of £56.36 This illustrates that 
endometriosis can significantly reduce the likelihood of women remaining in employment, and 
those who do stay are more likely to reduce their hours.37  

Moreover, in 2012, endometriosis was estimated to cost the UK economy approximately £5.4 
billion per year in lost productivity.38 It is estimated that 60 per cent of the productivity loss is 
caused by presenteeism.39 In Italy, a woman with endometriosis is estimated to lose 10.8 
hours of work per week due to reduced effectiveness at work.40 This amounted to a loss of 
$23,712  per year per woman diagnosed with endometriosis,41 which illustrates the scale of 
unnecessary economic loss from unmanaged endometriosis. 

 

 

 
28 Women and Equalities Committee, Women’s Reproductive Health Conditions. 
29 The Endometriosis Foundation, ‘Your Guide to Understanding Endometriosis’, Web page, The 
Endometriosis Foundation. 
30 Endometriosis UK, Getting a Diagnosis (Endometriosis UK, 2025). 
31 Women and Equalities Committee, Women’s Reproductive Health Conditions. 
32 The Endometriosis Foundation, ‘Your Guide to Understanding Endometriosis’. 
33 Department of Health and Social Care, Renewed Women’s Health Strategy for England. 
34 Endometriosis UK, “Dismissed, Ignored and Belittled” The Long Road to Endometriosis Diagnosis 
in the UK (Endometriosis UK, 2024). 
35 Isobel Ward et al., ‘A National Evaluation of the Association between Endometriosis and 
Employment Outcomes in England’, preprint, SSRN, 2026, https://doi.org/10.2139/ssrn.6441003. 
36 Ibid. 
37 Ibid. 
38 S. Simoens et al., ‘The Burden of Endometriosis: Costs and Quality of Life of Women with 
Endometriosis and Treated in Referral Centres’, Human Reproduction 27, no. 5 (2012): 1292–99. 
39 Kelechi E. Nnoaham et al., ‘Impact of Endometriosis on Quality of Life and Work Productivity: A 
Multicenter Study across Ten Countries’, Fertility and Sterility 96, no. 2 (2011): 366-373.e8; Adam 
Gordois and Yunes Doleh, A Systematic Review of the Global Burden of Endometriosis (ISPOR, 
2023). 
40 Nnoaham et al., ‘Impact of Endometriosis on Quality of Life and Work Productivity’. 
41 Ibid. 



COUNTING THE COST 
 

 

10 
 

2.2 Conditions that disproportionately affect women  

Conditions which disproportionately affect women make up nearly half of the burden of female 
ill health.42 This includes mental illnesses, headaches and migraines, and chronic conditions 
like myalgic encephalomyelitis (chronic fatigue syndrome).43 These are less prioritised for 
research funding,44 and where research does exist, understanding about risk factors, 
diagnostic criteria, and treatment is typically based on men.45 As a result, women experience 
more diagnostic delays, inadequate treatment, and unmet healthcare needs,46 which carry 
economic consequences.47  

The disproportionate impact of many health conditions on women has historically been under-
recognised. However, the available evidence does suggest that, across conditions which 
disproportionately affect women, there are significant economic consequences. For example, 
it is estimated that 86 million days of work are lost in the UK due to migraines, with lost 
productivity costing the economy £8.8 billion.48 Musculoskeletal conditions and mental health 
issues account for a significant share of total absenteeism,49 and both disproportionately affect 
women: 20.0 per cent of women report a long-term musculoskeletal condition compared with 
15.6 per cent of men,50 and women hold an estimated 59.2 per cent of mental health fit notes.51 
Four million people between the ages of 16 and 64 reported that musculoskeletal or mental 
health conditions were the main cause of their economic inactivity.52  

The cost of absenteeism due to severe period pain and heavy periods alongside 
endometriosis, fibroids and ovarian cysts is estimated at around £11 billion annually,53 even 
though reproductive health conditions only account for 5 per cent of women’s health burden.54 
By comparison, conditions which disproportionately impact women account for an estimated 
47 per cent of the women’s health burden,55 suggesting their economic impact overall is likely 
to be significantly greater.  

 
42 Ellingrud et al., Closing the Women’s Health Gap: A $1 Trillion Opportunity to Improve Lives and 
Economies. 
43 Kerri Smith, Women’s Health Research Lacks Funding – These Charts Show How, May 2023. 
44 Ibid. 
45 Warren et al., ‘Disparities in Women’s Health and Clinical Considerations from a Translational 
Science Perspective’. 
46 Ellingrud et al., Closing the Women’s Health Gap: A $1 Trillion Opportunity to Improve Lives and 
Economies. 
47 Genevieve Jeffrey, Barriers to Women in Accessing Healthcare in the UK – a Review (The London 
School of Economics and Political Science, 2025). 
48 The Work Foundation, Society’s Headache: The Socioeconomic Impact of Migraine (Lancaster 
University, 2018). 
49 Commission for Healthier Working Lives, Towards a Healthier Workforce (The Health Foundation, 
2024). 
50 Office for Health Improvement and Disparities, Musculoskeletal Health Profile: Statistical 
Commentary, April 2025 (GOV.UK, 2025). 
51 Amardeep Legha et al., ‘Trajectories of Work Absence in England Due to a Musculoskeletal or 
Mental Health Condition: An Electronic Health Record Cohort Study’, Journal of Occupational 
Rehabilitation, ahead of print, 28 November 2025. 
52 Commission for Healthier Working Lives, Towards a Healthier Workforce. 
53 Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent.  
54 Ellingrud et al., Closing the Women’s Health Gap: A $1 Trillion Opportunity to Improve Lives and 
Economies. 
55 Ibid. 
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2.3 Conditions that present differently in women 

There is increasing recognition that many conditions present differently in women than in men. 
Because much of medical knowledge has historically been based on a male ‘default’, women's 
symptoms are often less well recognised, increasing their risk of misdiagnosis and delayed 
treatment. 

Cardiovascular disease (CVD) is the most well studied example. Whilst CVD is more common 
in men in the UK,56 women who present with it experience higher mortality.57 Women are 50 
per cent more likely to receive an incorrect initial diagnosis of a heart attack,58 which increases 
30-day mortality by 70 per cent.59 Over one decade, 8,243 women died unnecessarily because 
of a heart attack misdiagnosis.60 An analysis in the US found that investing $20 million in 
research on coronary artery disease in women could return $1.9 billion in savings, including 
from fewer lost years of work productivity.61 

Case study: Bladder cancer  

Internationally, 69 per cent of women with bladder cancer are initially diagnosed incorrectly, 
which is a higher likelihood than men.62 This leads to 13 per cent fewer women being 
diagnosed within three months than men.63 Delays in bladder cancer diagnosis are associated 
with increased mortality,64 such that between the ages of 15 and 44, whilst more men are 
affected by bladder cancer in the UK, women have an 18.8 per cent lower survival rate.65 

Applying Cancer Research UK's estimate of £61,000 in lost economic output per premature 
cancer death suggests that premature female bladder cancer mortality alone may cost the UK 
economy around £30 million per year.66 

These examples concern conditions where it is already recognised that women present 
differently. Emerging science indicates that sex chromosomes act in every cell throughout life, 
shaping physiological and metabolic differences, suggesting that sex differences in disease 
may occur across every organ system.67 The conditions identified so far likely represent a 

 
56 National Institute for Health and Care Excellence, CVD Risk Assessment and Management: What 
Is the Impact of CVD? (National Institute for Health and Care Excellence, 2025). 
57 Woodward, ‘Cardiovascular Disease and the Female Disadvantage’. 
58 British Heart Foundation, Bias and Biology: How the Gender Gap in Heart Disease Is Costing 
Women’s Lives (British Heart Foundation, 2024). 
59 Ibid. 
60 Ibid. 
61 Batulan Z. et al., Impact of Select Chronic Conditions in Women (National Academies Press (US), 
2025). 
62 World Bladder Cancer Patient Coalition, Patient & Carer Experiences with Bladder Cancer (World 
Bladder Cancer Patient Coalition, 2023). 
63 Ibid. 
64 Brent K. Hollenbeck et al., ‘Delays in Diagnosis and Bladder Cancer Mortality’, Cancer 116, no. 22 
(2010). 
65 Cancer Research UK, ‘Bladder Cancer Statistics’, Cancer Research UK, No date. 
66 Ibid; Denis Campbell, People Dying Early of Cancer Costs UK Economy £10.3bn a Year, Study 
Finds, June 2025. 
67 Montgomery Blencowe et al., ‘Relative Contributions of Sex Hormones, Sex Chromosomes, and 
Gonads to Sex Differences in Tissue Gene Regulation’, Genome Research, 8 April 2022, 
genome;gr.275965.121v2; Arthur P. Arnold, ‘Rethinking Sex Determination of Non-Gonadal Tissues’, 
in Current Topics in Developmental Biology, vol. 134 (Elsevier, 2019). 
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fraction of a much larger category, meaning the true economic cost of this gap is likely many 
multiples of what we currently understand it to be. 

2.4 Caregiving responsibilities 

It is also worth noting that, when loved ones have long-term care needs, the caregiving 
responsibilities disproportionately fall to women – with significant economic costs.68 As a 
result, women make up 59 per cent of unpaid carers in the UK.69 Unpaid carers are 8 
percentage points less likely to be in paid employment and are more likely to seek flexible and 
part-time work compared to working-age adults who were not carers.70 

When women provide care, they are nearly twice as likely as men to provide 35 or more hours 
of care.71 Hours of care provided directly correlate with reduced working hours, likelihood of 
moving to part-time jobs, and acceptance of lower pay.72  

Women are also less likely to be in employment than men providing the same volume of care.73 
For example, nearly 5 per cent of women aged 25 to 49 who provide more than 35 hours of 
care per week are economically inactive, compared to less than 2 per cent of men in that 
category.74 

Overall, women tend to face higher caring responsibilities,75 and women who provide care 
face more compounding barriers to remain in paid work than men do.76 

The resulting opportunity cost is substantial. If all unpaid carers earned the average wage of 
their demographic, it is estimated there would be an increase in annual GDP by approximately 
£47 billion per year, with over 60 per cent of this attributable to women.77 This figure does not, 
however, account for the cost of covering the care they currently provide or supporting unpaid 
carers. 

 
68 Ashley Fernando et al., Unpaid Care: The Realities of Caring in the UK (The Health Foundation, 
2026). 
69 Office for National Statistics (ONS), Unpaid Care by Age, Sex and Deprivation, England and Wales: 
Census 2021 (ONS Website, 2023). 
70 The Society of Occupational Medicine, Understanding Recent Trends in Ill Health-Driven Fallout 
from the UK Job Market. 
71 Fernando et al., Unpaid Care: The Realities of Caring in the UK. 
72 Javiera Cartagena-Farias and Nicola Brimblecombe, ‘Understanding the Characteristics of Unpaid 
Carers Living in Financial Hardship: Risks and Vulnerabilities’, International Journal of Care and 
Caring, 24 February 2025, 1–19. 
73 Vaidehi Maheshwari et al., The Hidden Cost of Unpaid Care: The Economic Price of Locking 
Carers out of Work (Cambridge Econometrics, 2025). 
74 Ibid.  
75 Ibid; Fernando et al., Unpaid Care: The Realities of Caring in the UK. 
76 The Society of Occupational Medicine, Understanding Recent Trends in Ill Health-Driven Fallout 
from the UK Job Market; Cartagena-Farias and Brimblecombe, ‘Understanding the Characteristics of 
Unpaid Carers Living in Financial Hardship’; Maheshwari et al., The Hidden Cost of Unpaid Care: The 
Economic Price of Locking Carers out of Work; Fernando et al., Unpaid Care: The Realities of Caring 
in the UK. 
77 Maheshwari et al., The Hidden Cost of Unpaid Care: The Economic Price of Locking Carers out of 
Work. 
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Women who provide care are also more likely to experience impacts upon their own health.78 
Caregiving interferes with women’s ability to care for themselves, such as delaying or 
preventing them from seeking care.79 Intensity of care responsibilities increases psychological 
distress,80 and women caregivers report higher levels of stress, anxiety, and depression 
compared to non-caregivers and male caregivers.81 This further leads to women caregivers 
being more likely to experience chronic health conditions, such as high blood pressure and 
heart disease. 82 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
78 Committee on a Framework for the Consideration of Chronic Debilitating Conditions in Women et 
al., Advancing Research on Chronic Conditions in Women, ed. Eve J. Higginbotham et al. (National 
Academies Press, 2024), 27757. 
79 Allysha C. Maragh‐Bass et al., ‘“The Woman Gives”: Exploring Gender and Relationship Factors in 
HIV Advance Care Planning among African American Caregivers’, Journal of Clinical Nursing 30, nos 
15–16 (2021): 2331–47. 
80 EUROCARE project., Inequalities in Informal Caregiving over the Adult Life Course in Europe (UCL 
Population Health Sciences, 2024). 
81 OECD, Health at a Glance 2025: OECD Indicators, Health at a Glance (OECD Publishing, 2025). 
82 Marianna Mamou, Women and Health: Challenges and Opportunities (UBS, 2026); OECD, Health 
at a Glance 2025. 
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3. Addressing the causes 
There are several causes of poorer health outcomes for women compared to men. 
Longstanding research biases have resulted in significant gaps in understanding women’s 
health, while clinical practice and service design often meet women’s needs less effectively 
than men’s. In the US, one analysis found that women experience greater diagnostic delay 
than men in at least 112 diseases.83  

The Government’s recently published Renewed Women’s Health Strategy is a strong step 
towards better serving women’s health and thus improving their economic engagement.84 
However, more can be done to realise the goal of a fairer health system that unlocks, rather 
than obstructs, the potential of women.  

3.1 Research 

Medical knowledge is predominantly based on male biology. Until late in the 20th century, 
women, female animals, and female cells were formally excluded from research, for concerns 
about how female sex hormones could confuse results and the risks for pregnant women.85 
This means that there is less understanding of how disease is caused, what disease 
symptoms look like, and how treatments work in women compared to in men.  

Furthermore, there is a disparity in where research funding has been dedicated. Analysis of 
spending data from US National Institutes of Health shows that the funding of research is not 
aligned with the burden of disease, with diseases that predominantly affect men receiving 
disproportionately high funding and diseases that predominantly affect women receiving 
disproportionately low funding.86  

For example, the ratio of funding to burden for chronic fatigue syndrome, a female-dominant 
condition, is 0.04, whereas the ratio for HIV/AIDS, which predominantly affects men, is 15.6.87 
Gynaecological and cervical cancers also receive disproportionately less funding: whilst 
prostate cancer research received $1.8 million per year of life lost, ovarian cancer received 
only $97,000, cervical cancer $87,000, and uterine cancer $57,000. 88 

Similarly, reproductive and gynaecological conditions have been comparatively under-
researched. In 2020, only 5 per cent of global research and development funding was 
allocated to women’s health research, split into 4 per cent for women’s cancers and 1 per cent 

 
83 Tony Yue Sun et al., ‘Large-Scale Characterization of Gender Differences in Diagnosis Prevalence 
and Time to Diagnosis’, preprint, Health Informatics, 13 October 2023. 
84 Department of Health and Social Care, Renewed Women’s Health Strategy for England. 
85 Office of Research on Women’s Health, NIH Inclusion Outreach Toolkit: How to Engage, Recruit, 
and Retain Women in Clinical Research, April 2024. 
86 Arthur A. Mirin, ‘Gender Disparity in the Funding of Diseases by the U.S. National Institutes of 
Health’, Journal of Women’s Health 30, no. 7 (2021): 956–63. 
87 Smith, Women’s Health Research Lacks Funding – These Charts Show How. The US conducts 
nearly half of global research and development in the Life Sciences, making it the world leader. See: 
UNESCO, UNESCO Science Report: towards 2030, 2015. 
88 Angela Y. Chang and Emily K. Johnson, ‘Confronting the Systematic Invisibility of Women’s Health’, 
The Lancet Obstetrics, Gynaecology, & Women’s Health 1, no. 2 (2025): e76–77; Smith, Women’s 
Health Research Lacks Funding – These Charts Show How. 
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for all other women-specific health conditions.89 Within this 1 per cent, a further 25 per cent 
was directed solely to fertility research.90   

This research bias sets the foundation of inequity for women. The evidence base for why some 
conditions affect women disproportionately is weak; diagnostic criteria frequently fail to reflect 
the ways women present; and women presenting with symptoms of reproductive conditions 
are often dismissed, face long diagnosis pathways, and receive treatment that draws on a 
weaker evidence base. 

In November 2024, the National Institute for Health and Care Research (NIHR) introduced a 
mandatory sex and gender policy requiring all funded research to justify sampling by sex and 
gender, and to report sex-disaggregated results.91 Revisions of this policy have expanded and 
now include broader inclusive design requirements.92 This is a positive shift, but applies only 
to new research, meaning that existing diagnostic criteria and clinical guidelines will continue 
to produce poorer outcomes for women for many years.  

Addressing knowledge gaps requires a systematic response. First, existing clinical guidelines 
should be reviewed to assess how well the underlying research included women. Where 
evidence is lacking, targeted studies should be commissioned to establish what diagnosis and 
treatment should look like for women. Findings should then be translated into updated clinical 
guidance and actively communicated to NHS trusts. Given the scale of this work, the focus 
should initially fall on conditions where misdiagnosis carries the greatest risk: for example, 
CVD, cancer, and autoimmune conditions.  

Case study: Diagnosing heart attacks in women  

When the heart is damaged, such as during a heart attack, it releases a protein called troponin 
into the bloodstream.93 Troponin levels are therefore used to diagnose heart attacks.94  

However, recent research found that troponin levels in women are notably lower than men's 
during or following a heart attack, frequently falling below the diagnostic threshold and 
contributing to the high rate of misdiagnosis.95 

In trials of a more sensitive troponin test, twice as many women were correctly diagnosed with 
a heart attack who otherwise would have had a missed diagnosis.96 Following this research, 
tests and diagnostic criteria were updated.97 

 
89 ‘Funding Research on Women’s Health’. 
90 Ibid. 
91 National Institute for Health and Care Research, Sex and Gender in Research Policy (National 
Institute for Health and Care Research, 2024). 
92 National Institute for Health and Care Research, ‘Inclusive Research Update and Sex and Gender 
in Research Requirements’, Policy notice, National Institute for Health and Care Research, 
September 2025. 
93 Ola Hammarsten et al., ‘How Is Cardiac Troponin Released from Cardiomyocytes?’, European 
Heart Journal. Acute Cardiovascular Care 11, no. 9 (2022): 718–20. 
94 Hammarsten et al., ‘How Is Cardiac Troponin Released from Cardiomyocytes?’ 
95 Anoop S. V. Shah et al., ‘High Sensitivity Cardiac Troponin and the Under-Diagnosis of Myocardial 
Infarction in Women: Prospective Cohort Study’, BMJ, 21 January 2015, g7873, 
https://doi.org/10.1136/bmj.g7873. 
96 Shah et al., ‘High Sensitivity Cardiac Troponin and the Under-Diagnosis of Myocardial Infarction in 
Women’. 
97 British Heart Foundation, Bias and Biology: How the Gender Gap in Heart Disease Is Costing 
Women’s Lives. 
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Action 1: The National Institute for Health and Care Excellence should establish a Women’s 
Health Evidence Unit to assess the adequacy of existing clinical evidence for women, 
commission research where gaps exist, and ensure that updated guidance is reflected in NHS 
clinical practice. 

 

It is also important to ensure that the spread of future research focus is rebalanced. Currently, 
NIHR considers evidence gaps and unmet needs when assessing applications, but this is a 
reactive process: funding follows where researchers choose to apply rather than being 
proactively directed towards areas of greatest burden. There is therefore no systematic 
mechanism to ensure that historically neglected areas, such as gynaecological conditions or 
the many conditions that disproportionately affect women, are actively corrected for.  

A structural mechanism is needed to ensure that funding allocation, over the long term, 
prioritises conditions where the gap between burden and research maturity is the greatest. 
This would be redistributive, rather than requiring new expenditure, directing existing research 
funding to these conditions.  

 

Action 2: The National Institute for Health and Care Research should standardise a weighted 
funding scoring mechanism across its programmes. This should be through a composite 
index, combining disease prevalence in the UK population, the maturity of the current evidence 
base, and the impact of diagnostic delay – measured in quality-adjusted life years lost and 
economic cost. Conditions that score highly on burden but poorly on research maturity should 
receive priority in research funding.  

 

3.2 Clinical  
The male research ‘default’ influences education, medical training, and clinical care, leading 
to clinicians frequently misdiagnosing women and offering inadequate treatment.  

This problem is compounded by ‘medical gaslighting’: the systemic dismissal of women's 
reported experiences.98 A recent survey, run by the Department of Health and Social Care, 
found that 84 per cent of women in England have felt dismissed by a medical professional.99 
Similarly, almost half of women with endometriosis had visited their GP ten or more times 
before receiving a diagnosis.100 As discussed above, the human and economic costs of this 
failure to recognise women’s health needs are huge. 

A lack of understanding of how conditions present differently in women is particularly 
consequential at the points where patients first access care. For acute conditions, this means 
emergency clinicians. For chronic or recurring symptoms, it is most often GPs. These 

 
98 Farina Kokab et al., ‘From “Dismissal” to “Medical Gaslighting”: A Literature Review of Women’s 
Experiences of Reproductive Health Services in the UK’, Midwifery 159 (August 2026): 104823. 
99 Department of Health & Social Care, Results of the ‘Women’s Health – Let’s Talk about It’ Survey 
(2022). 
100 Endometriosis UK, “Dismissed, Ignored and Belittled” The Long Road to Endometriosis Diagnosis 
in the UK. 



COUNTING THE COST 
 

 

17 
 

 
 

 

 

clinicians act as critical gateways to further diagnosis and specialist services; when they lack 
the knowledge to recognise women's conditions, appropriate care is delayed or missed.101  

An essential route to change is through medical education. The General Medical Council 
recently introduced a new licensing assessment for incoming medical graduates that covers 
some women’s health topics, with expectation that this will be expanded to include more 
women’s health topics.102 This is a welcome step, but it does not address the knowledge gaps 
of the existing workforce. 

Continuing professional development (CPD) is the primary mechanism for upskilling the 
existing workforce, but it is largely self-directed in the UK, with no mandatory requirement to 
update knowledge in any specific clinical area, such as ‘women’s health’.103 On top of this, 
evidence of translation of knowledge from CPD into practice is poor.104 For clinicians who are 
already significantly overstretched, voluntary upskilling on women's health is unlikely to deliver 
consistent change.105  

A more consistent route is therefore needed. Regulation 18 of the Health and Social Care Act 
2008, enforced by the Care Quality Commission, requires healthcare providers to ensure that 
their staff receive the training necessary to perform their duties safely and effectively.106 
Women's health is not currently named as a component of this duty, yet a knowledge gap here 
reasonably inhibits safe, high-quality care for 51 per cent of the population.107 Recognising 
women's health training as a Regulation 18 requirement would address this by obliging 
providers to upskill their workforces appropriately. 

 

Action 3: NHS England should issue guidance clarifying that training on women’s health 
constitutes a workforce competency requirement under Regulation 18 of the Health and Social 
Care Act 2008 and should be included within mandatory training programmes for relevant 
clinical staff, prioritising high-risk specialties such as emergency medicine and primary care.  

 

Once the pilot has been established, it would make sense to incentivise further upskilling. 
Mandatory training would likely establish a basic level of competency in women's health, but 
a voluntary accreditation model could be used to drive higher standards. Practices where all 
GPs meet defined criteria – including both clinical knowledge and communication skills across 
diverse groups – could receive formal recognition published on NHS GP profiles. Since 
patients choose their GP practice, this visibility would create a direct incentive: practices that 
invest in upskilling become more attractive to patients. This could drive access to higher quality 
primary care for women.  

 
101 Women and Equalities Committee, Women’s Reproductive Health Conditions. 
102 Department of Health and Social Care, Renewed Women’s Health Strategy for England. 
103 General Medical Council, ‘Continuing Professional Development (CPD)’, Guidance, General 
Medical Council, 2024. 
104 Heba Al-Omary et al., ‘Implementing Learning into Practice from Continuous Professional 
Development Activities: A Scoping Review of Health Professionals’ Views and Experiences’, BMC 
Medical Education 24, no. 1 (2024): 1031. 
105 Community research, How Lifelong Learning for Doctors Is Valued, Managed and Supported in the 
UK (2021). 
106 Care Quality Commission, ‘Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014: Regulation 18’, Regulation, Care Quality Commission, May 2025. 
107 Ibid. 
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To prevent women from falling through the gaps, a structural backstop is needed. For 
example, the Health Services Safety Investigations Body (HSSIB) has recommended that 
NHS England update GP IT standards to ensure that electronic patient record systems flag 
when patients present repeatedly with unresolved symptoms.108 Notably, Jess' Rule, launched 
in 2025, asks GPs to reconsider their approach if, after three appointments, they have been 
unable to offer a substantiated diagnosis.109 These models could be applied to conditions 
known to be systemically underdiagnosed, so that if a woman presents three times with 
symptoms from a flagged symptom profile within a defined period, she is automatically referred 
to a specialist.  

The commitment to neighbourhood health services in the Renewed Women's Health Strategy 
presents a structural opportunity. Under this model, every neighbourhood will provide 
proactive, specialist, and preventative women's healthcare.110 Referral pathway reform should 
be designed into this transition. 

A common objection is that improving referral access would create demand for specialist 
services which the system cannot manage. However, given that boosting productivity and 
growth is one of the greatest challenges facing the country, and that inadequate healthcare 
for women directly contributes to this, it is an issue the Government cannot afford to neglect. 

To manage the risk of unplanned demand, reforms could initially be piloted at a small but 
sufficient scale to evaluate impact before wider rollout. This would allow the economic returns 
of investment to be assessed, and the decision for sustained funding to be made on an 
evidence base.  

 

Action 4: The Department of Health and Social Care and NHS England should review which 
conditions have the most diagnostic delay and worst consequences and define the symptom 
profiles that would trigger timelier referral. This could be supported by innovation in GP IT 
systems. The Department of Health and Social Care should organise an appropriately scaled 
pilot in collaboration with the National Institute for Health and Care Excellence to evaluate the 
economic benefits of these interventions. If successful, the National Institute for Health and 
Care Excellence should update clinical guidelines to incorporate clear referral pathways.  

 

3.3 Services 
Reproductive and gynaecological health services 

Gynaecological health services are often deprioritised, reducing access to timely and 
appropriate care.111 The Royal College of Obstetricians and Gynaecologists argues that those 

 
108 Health Services Safety Investigations Body, Patient Safety Issues Associated with Electronic 
Patient Record (EPR) Systems – a Thematic Review (Health Services Safety Investigations Body, 
2025). 
109 NHS England, Jess’s Rule: Three Strikes and We Rethink (NHS England, 2025). 
110 Department of Health and Social Care, Renewed Women’s Health Strategy for England. 
111 Royal College of Obstetricians & Gynaecologists, Written Evidence from Royal College of 
Obstetricians and Gynaecologists (RCOG) [WRH0056] (2023). 
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allocating clinic and surgery capacity often underestimate these conditions' impact on health 
and quality of life, meaning elective gynaecological care is generally the first to be cancelled.112  

Waiting times for gynaecological elective care have therefore grown faster than any other 
speciality.113 In England, 570,339 people were on the waiting list in February 2026, a 22.4 per 
cent increase since February 2022.114 This growth predates the pandemic.115 

Recent research found that for each £1 invested into an Integrated Care Board’s (ICB) 
obstetrics and gynaecology services, there was a return of £11.116 Whilst some interviewees 
for this paper highlighted that it is difficult to make these economic cases at a national level, 
others suggested that these return-on-investment statistics are more compelling on the ICB 
level. This was reportedly because ICBs were closer to both the cost of poorly managed 
women’s health, bearing the NHS spend, and would also see the workforce and secondary 
care savings within their own budget.  

Case study: North East and North Cumbria ICB 

Sunderland's Women's Health Hub provides contraceptive care, menopause care, and 
cervical screening in a one-stop-shop model at Pallion Health Centre.117 A local evaluation 
found a benefit-cost ratio of 8:1, driven by fewer secondary care referrals, prevented 
unplanned pregnancies, and reduced workforce sickness absence.118 Evaluations of this 
programme inspired North East and North Cumbria ICB to commit a recurring £900,000 to its 
Women's Health Hubs through to 2029,119 likely as a result of seeing these returns reflected 
directly in its own commissioning budget.  

The new Health Bill will strengthen the strategic commissioning powers of ICBs and place 
greater responsibility on them to improve population health.120 This should position the 
incentives and authority to respond to these economic cases more directly in the jurisdiction 
of ICBs. The responsiveness of ICBs should be used to spread changes at a local level 
nationwide.  

A place-based approach also enables services to be tailored to the needs of the population. 
Minority ethnic groups are more likely to experience certain reproductive health conditions: for 
example, Black women are more likely to have uterine fibroids, which also tend to be more 

 
112 Ibid. 
113 Royal College of Obstetricians & Gynaecologists, Left for Too Long: Understanding the Cale and 
Impact of Gynaecology Waiting Lists (2022). 
114 Royal College of Obstetricians & Gynaecologists, Gynaecology Waiting Lists Rise despite Overall 
NHS Backlog Falling, Warns RCOG, February 2026. 
115 Royal College of Obstetricians & Gynaecologists, Written Evidence from Royal College of 
Obstetricians and Gynaecologists (RCOG) [WRH0056]. 
116 Gorham and Langham, Women’s Health Economics: Investing in the 51 per Cent. 
117 ‘Region’s First Women’s Health Hub Set to Launch in Sunderland on International Women’s Day’, 
South Tyneside and Sunderland NHS Foundation Trust, March 2024. 
118 NIHR Applied Research Collaboration North East and North Cumbria, Evaluation of Sunderland’s 
Women’s Health Hub – Value for Money and Additional Benefits (2025). 
119 Lee Sprudd, NENC ICB Women’s Health Programme Update (North East and North Cumbria ICB, 
2026). 
120 Department of Health & Social Care, Health Bill: ICBs as Strategic Commissioners - Fact Sheet 
Published 19 May 2026 (GOV.UK, 2026). 
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severe.121 Women of South Asian ethnic backgrounds are at higher risk of PMOS.122 These 
groups are also more likely to experience more barriers to timely and appropriate care.123  

 

Action 5: The Department of Health and Social Care should produce a clear and detailed 
summary of the return on investment evidence for investing in women’s reproductive and 
gynaecological health services. This should be shared with Integrated Care Board leaders.  

 

Broader health service design 

Interviewees for this paper highlighted that a fundamental redesign of healthcare services to 
better meet women’s needs was necessary but, in the current fiscal environment, unlikely to 
be viable at scale. Alongside the reforms set out in the Renewed Women’s Health Strategy, 
there is therefore a strong case for identifying and scaling lower-cost interventions that could 
improve women’s access to healthcare within existing structures.  

For example, group consultations (also known as group clinics or shared medical 
appointments) are appointments where clinicians assess, review, and treat multiple patients 
with similar symptoms and conditions in the same session.124 These were highlighted by 
interviewees as an effective way of improving access to women's healthcare.  

Case study: Group consultations 

Woodley Surgery's group clinic offers a GP appointment for women with menopause 
symptoms.125 80 per cent of participants agreed that the group consultation was a more 
efficient way of accessing clinicians, and their reported confidence in self-managing symptoms 
rose by 154 per cent on average.126  

Similarly, Havering's nurse-led menopause peer group provides support and symptom-
management advice.127 The model is designed to be accessible, with hybrid delivery.128 
Participants reported a 55.8 per cent increase in confidence in managing menopause 
symptoms after one session.129 The programme reports success in helping women stay in 
work, by improving access to care and supporting better symptom management130 

 
121 Royal College of Obstetricians & Gynaecologists, RCOG Warns Gynaecology System Is Failing 
Women with Fibroids - with Ethnic Minority Women Hit Hardest, January 2026. 
122 Rashmi Kudesia et al., Elevated Prevalence of Polycystic Ovary Syndrome and Cardiometabolic 
Disease in South Asian Infertility Patients. (Journal of Immigrant and Minority Health, 2017). 
123 Department of Health and Social Care, Women’s Health Strategy for England (GOV.UK, 2022). 
124 NHS England Group Clinic Task and Finish Group, Harnessing Group Clinics to Deliver the NHS 
Ten Year Plan (YH Training Hubs, 2025); NHS England Group Clinic Task and Finish Group, 
Neighbourhood Group Clinics: A Sustainable Solution for Integrated Care Systems (Gloucestershire 
Primary Care Workforce Centre, 2025). 
125 Kim Williams, Group Clinic Case Study: First Contact Menopause Group Clinics in Primary Care 
(ELC Programme Person Centred Care, 2025). 
126 Ibid. 
127 Live Well Havering, Pause - Time for a Change Menopause Support Group Annual Report 
2025/26 (Live Well Havering, 2026). 
128 Ibid. 
129 Ibid. 
130 Ibid; Catriona Keye, ‘The Effect of an Advanced Nurse Practitioner Led Menopause Clinic on 
Quality of Life and Menopausal Symptoms’, Women’s Health 21 (October 2025) 
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Beyond menopause, capacity gains from the group consultation model can be redirected to 
women's health. At Brigstock Medical Practice, switching diabetes reviews to group 
consultations reduced clinic time from 24 hours to six hours per week and cut waiting times 
from six weeks to two.131 The released time was used to develop additional services, including 
a contraceptive clinic.132 

Applying this type of innovation in service models where women face significant unmet need 
could increase clinical capacity and help reduce waiting times, improve diagnostic rates, and 
support earlier intervention. 

The challenge is not necessarily a lack of innovation, but the limited scaling of successful 
approaches.133 Promising approaches are already being trialled across the NHS, but evidence 
on their effectiveness and return on investment remain fragmented, making it difficult for 
providers and ICBs to identify which interventions should be adopted more widely.134 NHS 
England should therefore support the evaluation of promising interventions that improve 
women’s access to healthcare, generate comparable evidence on outcomes and costs, and 
create mechanisms to scale successful models across the NHS. 

 

Action 6: NHS England should establish a centralised repository of evidence for service and 
workforce innovations, to identify and scale approaches that improve access to healthcare for 
women. 

 

3.4 Caregiving 

NHS services are not designed around the realities of unpaid caring responsibilities, creating 
avoidable barriers for carers to both support their loved ones and remain in paid work. 

For example, appointment scheduling often assumes availability during working hours, 
meaning that a working unpaid carer would need time off from work to accompany their loved 
one. For loved ones with complex needs, this could draw unpaid carers away from work for 
unacceptable lengths of time. Poor coordination between services can result in multiple 
appointments across different locations, repeated assessments between services, and further 
logistical burdens. Similarly, accessing medical records as an unpaid carer can introduce high 
administrative burdens.  

One clear intervention is to improve the provision of formal social care. Expanding access to 
high-quality social care would reduce the intensity of unpaid caring responsibilities and, given 
that women undertake most unpaid care, could improve women's ability to participate in the 

 
131 Dipti Gandhi and Georgina Craig, An Evaluation of the Suitability, Feasibility and Acceptability of 
Diabetes Group Consultations in Brigstock Medical Practice (2022). 
132 Ibid. 
133 NHS England Digital, ‘AI Knowledge Repository’, Web page, NHS England Digital, March 2026. 
134 Nina Hemmings et al., Achieving Scale and Spread (Nuffield Trust, 2020) 
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labour market.135 Another Re:State report, Beyond caring: a new funding model for later-life 
social care, sets out a way to reform social care funding and enable expansion in provision.136 

However, even substantial increases in formal social care are unlikely to eliminate the need 
for unpaid care entirely,137 nor should this be the objective. Policymakers should therefore 
consider how healthcare services can be designed to better accommodate people with caring 
responsibilities. Interviewees for this paper highlighted that this could include investing in carer 
services that are closer to homes, as well as into services that support carer respite and return 
to work.  

The Renewed Women's Health Strategy makes some welcome commitments in this area: 
improving the inclusion of unpaid carers in planning the care of loved ones, making it easier 
for carers to access their loved one's medical records, and reviewing the support carers 
receive more broadly.138  

More fundamentally, progress will require addressing the societal narratives that concentrate 
unpaid caring responsibilities among women. As things stand, the design of health and care 
services risks treating women's economic participation as an acceptable trade-off for 
managing system pressures.139  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
135 Francesco Longo et al., ‘Does Publicly‐Funded Adult Social Care Impact Informal and Unpaid 
Carers’ Quality of Life in England?’, Health Economics 34, no. 7 (2025): 1217–38. 
136 Alice Semark and Dr Simon Kaye, Beyond Caring: A New Funding Model for Later-Life Social 
Care (Re:State, 2026). 
137 Fernando et al., Unpaid Care: The Realities of Caring in the UK; Longo et al., ‘Does Publicly‐
Funded Adult Social Care Impact Informal and Unpaid Carers’ Quality of Life in England?’ 
138 Department of Health and Social Care, Renewed Women’s Health Strategy for England. 
139 Fernando et al., Unpaid Care: The Realities of Caring in the UK. 
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4. Conclusion  
The Government's renewed focus on women's health is a welcome recognition of an issue 
that has too often been overlooked. As understanding of women's health has developed, so 
too has awareness of the consequences of failing to address it, not only for individual women, 
but for society more broadly. Spelling out these costs is an essential step towards reckoning 
with their causes. 

The economic impact of poor women's health extends well beyond lost productivity. When 
women are unable to access timely diagnosis, treatment, and support, the effects are felt 
across the economy through lower labour market participation, reduced earnings, and lower 
tax revenues, as well as in increased welfare expenditure and higher demand on public 
services. Lost productivity is therefore not the whole cost, but the visible end of a much wider 
set of economic and social consequences. 

It is encouraging that policymakers are increasingly recognising the importance of 
gynaecological and reproductive health services. However, progress will require a broader 
understanding of women's health inequalities, including the many conditions that women 
experience differently or disproportionately. While these issues are often considered 
separately, they are rooted in the same longstanding biases in research, clinical practice, and 
service design, and have substantial impacts on women’s health. 

These challenges will not be solved overnight. However, as the recommendations in this paper 
demonstrate, meaningful progress does not depend solely on major structural reform. There 
are practical, affordable steps that can be taken within existing systems to improve women's 
access to healthcare, reduce barriers to diagnosis and treatment, and help more women 
remain economically active. 

The case for action is therefore both a health and an economic one. Improving women's health 
should not be viewed as a specialist policy concern, but as a necessary part of building a 
healthier, more productive, and more prosperous society. 
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