
The Power of
Integration
Integrating menstrual health and hygiene, and
sexual and reproductive health and rights is a
pathway for gender equality
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When Eunice was 15 years old, she woke up with blood on her night
dress. Shocked, she called for her mother and told her of the strange
occurrence. Eunice’s mother told her this bleeding would happen, “the
rest of her life.” A few months later, Eunice was raped by a neighbour
and didn’t know she had become pregnant by the rape, until the fourth
month of pregnancy. She said, “I was still puzzled about menstruation,
and the trauma of rape and consequent pregnancy added to my misery!”
She dropped out of school and suffered severe anxiety for years.

Eunice’s experience of her first period is not unique. Research from low
and middle-income countries found that the proportion of adolescents
aware of periods before they first experienced them was abysmally low.
Girls and women also have poor knowledge of the menstrual cycle and
when they are most likely to conceive (the fertile period).  

The intimate linkage between menstrual
health and hygiene (MHH), and sexual and
reproductive health and rights (SRHR)
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44% of the adolescent girls in Southeast Nigeria had premenarcheal education

18% of girls in Malawi were aware of menses before their first period, and 30%
were scared when they experienced menarche

35% of girls from Bangladesh knew about periods before menarche

16% of women of reproductive age in Angola, 20% of women in Niger,29%, of
women in Senegal, and 17% of women from India were aware of the fertile period
during their menstrual cycle (DHS, NFHS-4)

90037 girls aged 10-19 years in South Africa gave birth during 2021-2022

Globally, half of all pregnancies are unintended, with an estimated 331,000
unintended pregnancies occurring every day
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Owing to deep set socio-cultural and gender norms, a culture of silence,
shame and stigma engulfs the female body, and sexual and reproductive
experiences. A striking majority of girls and women worldwide are poorly
prepared for their first period (menarche) and face significant challenges
when it comes to their menstrual health, lacking the necessary
preparation and information to effectively manage their periods (and
other forms of uterine bleeding) throughout their lives. These challenges
are often exacerbated by pervasive stigmas surrounding the topic and the
lack of knowledge among parents and teachers, further hindering their
access to proper support and resources
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Christine used to use leaves and rags during her period, and often
stained her clothes as she could not afford menstrual products. When a
teacher offered her menstrual pads in exchange for sex, she felt like she
had no choice but to agree. At age 14, she found herself pregnant and
homeless on the streets of Nairobi, Kenya, due to a lack of support for
her menstrual health.

Like Christine, millions of people who menstruate face challenges in
accessing affordable and quality menstrual products. The health
consequences of such constrained access are many. Some people may
be driven to use unsafe materials to manage menses, or use materials
for longer than considered hygienic. Such practices cause discomfort and
may lead to reproductive tract infections (RTIs), which, if untreated, can
have long term negative consequences such as infertility. Others may
engage in risky sexual practices (including transactional sex to buy
menstrual products), or be vulnerable to sexual exploitation, all of which
cause anxiety, trauma, and unintended pregnancies and associated
negative outcomes (e.g., early pregnancy, unsafe abortions, sexually
transmitted infections).
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Two out of three pad users in rural Kenya received their menstrual products from
sexual partners 

Seven million girls (approximately) from South Africa cannot afford to buy safe
menstrual products

2-4 days of daily income may be spent by Nigerian girls and women on menstrual
products. In Nigeria, 44% of the population live on less than USD 1.90 per day; the
smallest packet of sanitary pads costs USD 1.30 
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Eunice and Christine’s stories powerfully highlight the fundamental links
between MHH and SRHR. These interlinkages are biological and social,
persist across the life span, and are particularly prominent during
adolescence and the reproductive years. For example, the first period,
menarche, is a definitive sign of puberty; the menstrual cycle is key to
ovulation and the fertile period; and menopause signals the end of the
reproductive years.   Further, certain MHH concerns can affect SRHR,
and vice versa. The unhygienic use of menstrual products or poor
menstrual hygiene, for instance, can enhance susceptibility to RTIs. The
use of certain hormonal contraceptives may affect changes in the
menstrual cycle and bleeding patterns, which, in some cases may lead a
woman to discontinue the contraceptive.

9,10,4
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Most striking is how MHH and SRHR are profoundly influenced by the
same pervasive socio-cultural norms and structural inequalities.
Discriminatory gender norms are significant hurdles that challenge girls
and women’s access to information, social support, health services and
products needed for menstruation, family planning, abortion, menstrual
concerns and disorders, and menopause symptoms, among others.
These very gender norms and other structural barriers such as poverty,
adversely affect girls’ participation in school after puberty, women’s
participation in the workforce (during menstruation, after childbirth), and
their mobility and engagement in aspects of daily life. People with gender
diverse identities, persons with disabilities, and others who face acute
marginalization (e.g., people in sex work, manual scavengers) face
additional burdens of stigma and discrimination, owing to their sexual
identity or orientation, their cognitive and/or physical impairments, or
social status. For communities in humanitarian settings (natural disasters,
conflict or displacement), their severely constrained and volatile living
situations compromises very basic MHH and SRHR needs. 
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Figure 1 shows all the phases of life that are relevant for MHH and
SRHR, and striking commonalities: the shared biological underpinnings,
the key social determinants affecting both MHH and SRHR, the common
programmatic approaches from MHH and SRHR that can be leveraged to
strengthen integration action across the life course, with the ultimate goal
being integration of MHH and SRHR to accomplish health, wellbeing and
gender equality. This figure draws from existing guidance on the
integration of MHH and SRH.
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Figure 1: The foundations for integrating MHH and SRHR, forming a
pathway for health, wellbeing and gender equality

9,10,11
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strengthen understanding of shared biological processes, sexual and
reproductive health events across the life course
harness efforts to address shared social determinants that adversely
affect outcomes, and amplify beneficial multi-sectoral actions
leverage programmatic similarities to enable positive outcomes for all,
across the life course, and at scale 
advance achievement of common goals related to health and
wellbeing, education, water and sanitation, and gender equality and
rights

Action on MHH and SRHR, while often implemented as separate or
distinct initiatives, need to be integrated, as this can be a compelling
pathway towards gender equality. Integrating MHH and SRHR can:

These benefits of integration are represented in Figure 2.
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Figure 2: Integrating MHH and SRHR is a pathway for health, wellbeing
and gender equality.

The potential benefits of integrating MHH
and SRHR
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The female reproductive system, and essential processes such as
the menstrual cycle and menstruation are fundamental to sexual
and reproductive health, from puberty to menopause. Timely,
accurate, age- appropriate, education on these topics, and related
matters such as healthy timing and spacing of pregnancy, other
forms of uterine bleeding, menstrual disorders, and menopause, can
better prepare girls and women for reproductive and sexual life
events, identify any abnormality or health concern in a timely
manner, seek appropriate health care, and have greater bodily
autonomy. 
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01.  Integration of MHH and SRHR can
strengthen understanding of common
biological processes, sexual and
reproductive events across the life
course
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A systematic review on educational interventions for MHH among
young adolescents reported that a vast majority of these
interventions brought improvements in MHH related knowledge,
attitudes and practices. Recent research from India found a
significant negative association between ovulatory cycle knowledge
(fertile period during the menstrual cycle) and the number of
children a woman has – poor ovulatory cycle knowledge was
correlated with a greater number of children. A scoping review found
that contraceptive induced menstrual bleeding changes (CIMBC)
may lead to non-use, dissatisfaction and discontinuation of these
methods, which in turn, places women at risk for intended
pregnancies and related negative health and social outcomes.
Appropriate education of the effects of contraceptives on the
menstrual cycle and bleeding patterns can support girls and women
to identify suitable methods as per their contexts, and adhere to the
selected method to plan their children in a healthy way. The review
also noted that in some contexts, CIMBCs may have a positive
effect on MHH, especially among those suffering from menstrual
problems and disorders such as menstrual pain, heavy bleeding,
and polycystic ovarian syndrome (PCOS).
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Inequitable gender norms, structural inequalities (associated with
poverty, ethnic or caste status, gender and sexual orientation etc.),
and other social determinants of health like water, sanitation and
hygiene (WASH) and education, affect sexual and reproductive
health events and processes, including menstruation. Consequently,
both MHH and SRHR require multi-sectoral interventions related to
health, education, gender equality and empowerment, and WASH. 

WASH interventions that enable access to safe, private, functional
facilities for girls, women, and people with gender diverse identities
in different settings (e.g., educational institutions, worksites, public
spaces, health facilities, humanitarian settings) can support
menstrual health needs for all ages, as well as WASH needs
associated with pregnancy, postpartum period, perimenopause, and
even incontinence (amongst others).

Research and interventions on women’s reproductive health and
economic empowerment find that improvements in reproductive
health leads to improvements in women’s economic empowerment;
contraceptive use enables women’s agency, education and labour
force participation; and having fewer children and greater spacing
between births also facilitates workforce participation.  Evidence on
MHH focused workplace interventions highlights positive effects on
health as well as workforce participation in terms of decreased
menstruation related health care costs and reduced absenteeism
respectively. Provision of menstrual materials at work, and separate
toilets for women were found to be particularly beneficial. 
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02.  Integration of MHH and SRHR can
harness efforts to tackle shared social
determinants and amplify multi-
sectoral interventions  
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MHH and SRHR interventions share programmatic similarities,
including but not limited to the provision of information or health
education and behavior change communication; provision of
products (e.g., menstrual products, contraceptives) and services
(health care services related to diagnosis, treatment; nutrition
supplements, and WASH); addressing social norms and creating an
enabling supportive environment (e.g., working with community
influencers, policy change). Integration can potentially extend
impactful programmatic strategies in one area to the benefit of the
other, and can further support outreach to groups or populations
who are overlooked or left behind. For instance, in some LMICs,
MHH interventions may be perceived as less threatening or
controversial than SRHR programs. Here, the MHH intervention can
potentially communicate and reiterate relevant SRHR messages that
are culturally acceptable. For example, when sharing information
about the menstrual cycle, girls may be told about the fertile period,
pregnancy, and even contraceptives. 

A global review on comprehensive sexuality education (CSE)
provided compelling evidence that CSE leads to improved SRHR,
with positive outcomes related to safer sexual practices, delaying
sexual debut, and increasing condom use. Further, CSE can also
promote equitable social norms among adolescents, youth, and their
influencers. Some aspects of MHH are included in CSE, and can be
expanded to provide required information and support, particularly
for safe menstrual product use, including associated hygiene
practices and disposal, as well as menstrual problems, including
pain management. 
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03.  Integration of MHH and SRHR can
leverage programmatic similarities to
facilitate positive outcomes at scale,
for all, and across the life course
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SRHR services for adolescents and adult women may be better
established than health services for menstrual problems and
disorders in many countries, and may be expanded to provide
information, diagnosis and treatment of menstrual conditions, as
well as provide information and support for the hygienic
management of other forms of uterine bleeding (e.g., postpartum
bleeding). Women in mid-life (aged 40 years onwards) do not come
under the purview of mainstream SRHR and MHH interventions.
Health services promoting breast and cervical cancer screenings
and non-communicable diseases for adults can also provide
information on perimenopause and the management of symptoms. 

Hard to reach populations, groups or communities facing
marginalization, and humanitarian settings present compelling
contexts for integration as service delivery can be complex and
challenging under these conditions. Separate guidance for SRHR
and MHH exists for humanitarian settings, and can be reviewed to
bring together essential elements. For example, the minimal
essential service package for SRHR can include provision of
menstrual materials and essential information. In the same vein,
guidance on MHM in emergencies and on menstrual disposal and
waste management, and laundering in emergencies can be
incorporated into the larger package of SRHR services and
response actions.
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SRHR and MHH are a matter of health, wellbeing and human rights.
The conceptualizations of both SRHR and MH underscore bodily
autonomy, self-esteem, decision making, and the need for services
and products that are appropriate and responsive from a public
health and human rights perspective.
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04.  Integration of MHH and SRHR can
advance achievement of common
goals related to health, wellbeing,
gender equality and rights

SRHR is “a state of physical, emotional, mental, and social wellbeing in relation to
all aspects of sexuality and reproduction, not merely the absence of disease,
dysfunction, or infirmity” (Starrs et al, 2018)

Menstrual health (MH) is a “state of complete physical, mental, and social
wellbeing, and not merely the absence of disease or infirmity, in relation to the
menstrual cycle” (Hennegan et al, 2021)

WHO calls for menstrual health to be recognized, framed and addressed as a
health and human rights issue, not a hygiene issue (50 Session of the Human
Rights Council, 2022)

The Sustainable Development Goals (SDGs) do not explicitly reference
menstrual health or menstrual hygiene, while two SDGs explicitly note
SRHR (SDG 3, target 3.7; and SDG 5, target 5.6), and are relevant for
MHH as well. Strong and positive associations exist between the
SDGs, and MHH and SRHR, particularly for SDGs 3 (good health and
wellbeing), 4 (quality education), 5 (gender equality) and 6 (clean
water and sanitation). Concerted actions on these SDGs can
accelerate progress to meet targets that are critical for both MHH and
SRHR, and vice versa. 

17,18,19
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For instance, gender responsive sanitation facilities in homes,
schools, worksites and other relevant settings, may reduce the risk
of gender-based violence and RTIs associated with inadequate
sanitation.             Child marriage, female genital mutilation (FGM),
discontinuation of girls’ education around puberty are some
manifestations of gender discrimination that profoundly affect MHH
and SRHR during adolescence, with negative impacts continuing
through the life course. A young girl who undergoes FGM may
experience both short term and long-term MHH and SRHR issues,
such as difficulty passing menstrual discharge, birth complications,
and chronic RTIs. Therefore, interventions that tackle FGM and
associated discriminatory gender norms, may serve as an important
safeguard for a young girl’s MHH and SRHR through her life. 
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Relevant SDGs and associated targets for MHH and SRHR

SDG 3: Ensure healthy lives and
promote well-being for all at all ages

SDG 3.7 - ensure universal access to sexual
and reproductive health-care services,
including for family planning, information and
education, and the integration of reproductive
health into national strategies and programs.

SDG 4: Ensure inclusive and equitable
quality education and promote lifelong
learning opportunities for all

SDG 4.1: By 2030, ensure that all girls and
boys complete free, equitable, and quality
primary and secondary education leading to
relevant and effective learning outcomes

SDG 4.a: Build and upgrade educational
facilities that are child, disability, gender
sensitive, and provide safe, non-violent,
inclusive, and effective learning environments
for all

SDG 5: Achieve gender equality and
empower all women and girls

SDG 5.1: End all forms of discrimination
against all women and girls everywhere

SDG 5.6: Ensure universal access to sexual
and reproductive health and rights in
accordance with the Program of Action of the
International Conference on Population and
Development, and the Beijing Platform for
Action, and the outcome documents of their
review conferences

SDG 6: Ensure availability and
sustainable management of water and
sanitation for all

SDG 6.2: By 2030, achieve access to
adequate and equitable sanitation and
hygiene for all and end open defecation,
paying special attention to the needs of
women and girls and those in vulnerable
situations
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Identify opportunities for integration in existing MHH or SRHR
programs, and develop a plan of action for integration that can
bolster efforts to achieve programmatic goals related to health
and wellbeing, as well as gender equality across the life course 
Share good practices of integration with the wider MHH and
SRHR community of practice 
Share programmatic insights and research evidence on the
positive outcomes from integrating MHH and SRHR to support
greater investment in this area of work

Study approaches to MHH-SRHR integration and identity
pathways for scale
Study the impact of MHH-SRHR integration to make the case for
integrated action and to drive investment to support integrated
programs 
Establish the linkage between interventions, outputs and
outcomes related to MHH and priority outcomes of interest in
SRHR. 

Support investments in integrated MHH-SRHR programs, that
supports implementation and evidence generation, and sharing
of good practices across multi-sector stakeholders, and policy
advocacy 

For practitioners/implementers: 

For researchers:

For donors:
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Calls to action
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Draw on the evidence base and programmatic insights to frame
policies and operational guidelines that support MHH-SRHR
integration across the life course
Support integrated programs for hard to reach, marginalized and
vulnerable groups 
Ensure budgetary allocations for integrated programs 

Mobilize grassroots advocacy by activating community-based
organizations, youth groups, and stakeholders to raise
awareness and advocate for MHH-SRHR integration in their
communities
Influence policy and decision-making by engaging with
policymakers and influencers to prioritize MHH-SRHR integration
in agendas and advocate for policies that support
comprehensive services based on MHH-SRHR integration
research
Foster collaboration and coalition-building by facilitating
collaborations between advocacy groups, NGOs, and
organizations to amplify the collective voice and advocate for
increased funding and resources.

Identify and include attention to hard to reach, marginalized and
vulnerable groups 
Foster collaborations with other sectors addressing WASH,
education, gender equality (e.g., gender-based violence, child
marriage, FGM) to promote MHH-SRHR integration 

For policy makers: 

For advocates

For all:
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Calls to action
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