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Menstrual Equity and 
Menstrual Health 

The National Association of Nurse Practitioners in 
Women’s Health (NPWH) asserts that all individuals who 
menstruate should have adequate access to appropriate 
menstrual products and to facilities that support privacy, 
safety, hygiene, and sanitation for changing menstrual 
products, washing body and hands, and cleaning or dis-
posing of used materials. As well, all individuals who expe-
rience menstruation should have access to accurate, timely, 
and age-appropriate information about the menstrual 
cycle, expected changes that occur from puberty through 
menopause, and related self-care and hygiene practices. 
Access to healthcare for timely diagnosis and care for dis-
comforts and disorders related to the menstrual cycle is im-
portant for menstrual health (MH), which extends beyond 
physical wellbeing to include mental and social wellbeing. 
Menstruation should be free from stigma and psycholog-
ical distress so that individuals can confidently care for 
their bodies, make informed decisions about self-care, and 
participate in daily activities without menstrual-related dis-
crimination or exclusion.  

Menstrual equity frames MH as a public health issue, a 
gender equality issue, and as part of reproductive justice.1 
Advocacy groups in a variety of arenas are using this frame-
work to address the issues regarding equitable access to 
information and menstrual products; support for privacy, 
safety, hygiene, and sanitation in self-care during menstru-
ation; and freedom from social stigma, discrimination, and 
exclusion based on menstrual status. This growing advo-
cacy movement has led to a number of policies enacted 
in the United States to address the needs of vulnerable 
populations and to support MH that encompasses physical, 
mental, and social wellbeing. NPWH champions initiatives 
at global, national, state, and local levels that advance MH 
and equity.

NPWH recognizes women’s health nurse practitioners 
(WHNPs) as the intentional leaders to promote MH and 
ensure menstrual equity. The breadth and depth of WHNP 
program curricula prepare the WHNP with distinct compe-
tencies to provide gynecologic, sexual, and reproductive 
healthcare in a holistic and client-centered manner.2 This 
knowledge affords them with expertise that can be used 
to lead and/or provide consultation in initiatives, advocacy 
activities, research, and policy making regarding MH and 
menstrual equity.

Background
When individuals cannot afford or obtain sufficient, appro-
priate, and preferred menstrual products, they may suffer 
the health and psychological impact of using products for 
longer than indicated, resorting to using substitutes such 
as toilet paper or rags, or not using any products at all. 
They may be compelled to miss school, work, or other ac-
tivities because they are ashamed of appearing unhygienic 
or unkempt.3,4 The lack of menstrual products to manage 
menstrual hygiene may increase susceptibility to geni-
tourinary infections.5 People living in poverty including 
school-age individuals, those who are homeless, and those 
who are incarcerated are among the most affected by a 
lack of access to menstrual products.1,6 

Menstrual hygiene products are a health-related neces-
sity, yet persons with low or no income face the inability 
to obtain such products. They may be able to receive assis-
tance in purchasing food products through public benefits 
programs such as the Supplemental Nutrition Program for 
Women, Infants, and Children. However, these programs 
do not cover any household items or grooming products 
and thus exclude menstrual hygiene products.4 Individuals 
with limited transportation may have extra cost burdens if 
they have to use local convenience stores where prices may 
be inflated and are unable to buy less expensively in bulk 
because they do not readily have the money at hand.4,6 
Further, the majority of states apply regular sales tax on 
menstrual products ranging from 4% to 10%.1 This tax is re-
ferred to as the tampon tax. Faced with the growing voices 
of advocates and legislators, there are an increasing number 
of states that have or are considering eliminating this tax.1,6

Menstrual hygiene supplies are not typically stocked 
in schools. Even when schools have menstrual products 
available on a student’s request, embarrassment and shame 
may deter their asking. Instead, students who are otherwise 
unable to secure menstrual products may stay home from 
school or have to endure or fear humiliating menstrual 
bleeding accidents. The issue of access to menstrual hy-
giene supplies is even more complicated for students who 
are transgender males. Even if supplies are available in fe-
male-designated bathrooms, if there are no gender-neutral 
bathrooms, transgender boys likely will not find menstrual 
hygiene products in the bathroom appropriate for their 
gender identity.4 Access to menstrual hygiene products in 
schools is important for students’ attendance, productiv-
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ity, and sense of self-esteem. Some states and cities have 
passed or proposed legislation to ensure that menstrual 
products are readily available at no cost in all school bath-
rooms. Currently, no federal legislative proposals explicitly 
address menstrual equity in schools.6

Individuals experiencing homelessness encounter both 
the challenge of access to menstrual products and safe, 
private, hygienic facilities where they can change products, 
wash their hands, and dispose of used materials. Without 
adequate supplies they risk leaking and may not be able to 
readily clean blood-stained clothes. The lack of hygienic fa-
cilities exacerbates anxiety and stress during menstruation 
and increases vulnerability. Physical and emotional health 
are compromised.3 Some homeless shelters do distribute 
menstrual products to their residents, but they rely on pub-
lic donations to maintain supplies.1 Although legislation 
has passed that allows government-funded shelters to use 
federal grant money to purchase menstrual supplies, this is 
subject to local board approval that is not guaranteed.1,6

People who are incarcerated rely entirely on prison or jail 
staff to meet their medical and hygiene needs. They may 
not be able to afford the purchase of menstrual products at 
the facility commissary.7 They often have to ask correctional 
officers for needed menstrual products and may not have 
a choice between pad and tampon, or both, to meet their 
individual needs. They face humiliation and health concerns 
when they use a product longer than the intended time and 
when they have to wear blood-soaked or -stained clothing 
while waiting for laundry day.1,6 The Dignity for Incarcerated 
Women Act, first introduced in 2017, included the require-
ment for federal prisons to provide female inmates with 
menstrual products free of charge and in a quantity that 
meets the healthcare needs of each prisoner.6 Although this 
act did not pass in 2017, the requirement was included as 
part of a larger criminal justice package, the First Step Act,  
which did pass in 2018.8 The First Step Act covers federal 
prisons, but if a woman is housed in a state or local prison 
or jail, the cost of menstrual products is left to the discre-
tion of that jurisdiction’s legislative body or Department of 
Corrections. At least 12 state and local jurisdictions have 
introduced or passed legislation to provide free menstrual 
products to female inmates and detainees in recent years.1,6

Menstrual equity also is advanced by providing open 
communication to dispel misconceptions and taboos 
surrounding menstruation. Misconceptions and taboos 
promote stigma and menstrual restrictions that limit in-
dividuals’ social interactions and everyday productivity as 
active members of society. Access to emotionally support-
ive and culturally aware information about menstruation, 
self-care, and hygiene products facilitates the ability of men-
struators to have periods free of shame, embarrassment, 

anxiety, and undue discomfort.9–11 Recent studies indicate 
that even in high-income countries (eg, United States, Can-
ada, Australia) menstruators face menstrual-related restric-
tions, have gaps in knowledge, desire conversations that 
normalize menstruation, and want practical information 
about such topics as menstrual hygiene products and man-
aging period pain.10,11

Gaps in knowledge and silence can impede the ability 
of young people to navigate menarche and menstruation 
as expected and acceptable events. Timely, supportive 
communication, however, can equip them with knowledge 
about the physiology of menstruation, available menstrual 
hygiene products and correct use, how to track menstrual 
cycles, what parameters and symptoms are expected, 
how to manage menstrual pain, and what symptoms sug-
gest the need to see a healthcare provider.10 Significant 
menstrual pain and/or heavy bleeding may cause school 
absences with each cycle. Unfortunately, the diagnosis and 
treatment for menstrual health disorders such as dysmen-
orrhea and endometriosis are frequently delayed in part 
because young menstruators lack appropriate knowledge, 
are embarrassed to discuss symptoms with healthcare 
providers, or have normalized their pain and do not want to 
appear melodramatic.12,13

Some individuals may face additional challenges in 
managing menstruation. Among them are transgender and 
nonbinary persons with natal female anatomy, individuals 
with disabilities, those who are recent migrants or refugees, 
and active-duty military. Although the challenges may differ 
across and within these populations, biases and discrimi-
nation and lack of supportive and appropriate information 
about menstruation can compound experiences of stigma, 
restrictions, and lack of self-esteem.  

Menstruation can be a source of gender dysphoria (ie, 
significant stress or impaired functioning related to a dis-
crepancy between gender identity and natal sex) among 
transgender males and some nonbinary persons.14,15 
Changing menstrual hygiene products can be difficult to 
manage at school, work, or other public places for safety 
and identity reasons.16 Creating a healthcare environment 
that affirms each person’s gender identity is important so 
that patient-centered discussions about menstruation and 
goals in regard to continuing or suppressing menstruation 
can occur. As with all individuals who menstruate, informa-
tion about what parameters for menses are normal, how 
to manage menstrual pain, and what symptoms suggest 
the need to see a healthcare provider are important. For 
patients who are taking testosterone, information is needed 
on when to expect cessation of menses and what consti-
tutes abnormal bleeding that needs attention.14,15

Some individuals with disabilities are at least partially de-
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pendent on others for their hygiene needs during menstru-
ation, but it should not be assumed that they are incapable 
of managing self-care.17–20 Healthcare should be patient 
centered, maintain dignity, maximize autonomy, avoid 
harm, and address knowledge needed about puberty, men-
struation, and sexuality for the patient and caregiver.20,21 In 
particular for adolescents with intellectual disabilities, con-
versations with the healthcare provider prior to puberty and 
menarche are important. This allows time for the patient 
and caregiver to address concerns and expectations and to 
receive anticipatory guidance.18,21,22 Understanding an indi-
vidual’s ability to describe location and severity of pain and 
the use of appropriate pain assessment tools can facilitate 
pain management and recognition of the need for evalua-
tion of potential menstrual disorders.17,20,21 Decisions about 
regulating or suppressing menstruation should be individu-
alized to each patient’s needs and desires.18,21,22  

Migrant and refugee individuals often have limited or no 
knowledge about menstruation prior to resettlement in the 
US. They may have not had the opportunity to learn about 
MH due to poor access to health services and lack of infor-
mation provided in school settings. Cultural and religious 
factors often intersect with lack of knowledge to shape their 
experience of menarche and menstruation. Their culture of 
origin may position menstruation as shameful, something 
that is taboo to discuss, and even dirty. Strict prohibitions 
may be in place for the individual while menstruating.23,24 
Recent migrant and refugee individuals are often transition-
ing between two different cultures in which the construct 
of menarche and menstruation is conflicting. Inadequate 
knowledge and silence around menstruation are associ-
ated with reports of traumatic experiences of menarche 
described as frightening and shocking.23,24 Addressing 
menstrual issues with a healthcare provider may be difficult 
and avoided because of these past experiences. In one 
qualitative study of migrant and refugee women, however, 
the participants reported desiring information so that they 
could be more open with their daughters about menarche 
and menstruation.25 To reach migrant and refugee popula-
tions outside of healthcare settings, culturally appropriate 
community initiatives on sexual and reproductive health 
promotion need to be accessible and offered in a range of 
modalities to meet their diverse needs.23

As the number of women in the military increases, there 
is growing recognition of some of the unique structural 
and social barriers to menstrual health and hygiene that 
they encounter. This is most apparent when the individual 
is in field training or combat environments. Lack of latrines 
and showers in these settings affects the ability to privately 
change and dispose of menstrual products and to wash 
body and hands.10,26,27 Traditional male norms and attitudes 

within the military can create social stigma around menstru-
ation and menstrual hygiene needs.26 Access to counseling 
on and availability of hormonal contraception for menstrual 
regulation and suppression if desired and adequate training 
of healthcare providers on women’s health issues vary across 
military services.26,27 The 2020 Defense Health Board’s report 
on active-duty women’s healthcare addressed reproductive 
and urogenital health. The report noted that substantial im-
provements overall in active-duty women’s health can only 
be realized by identifying, standardizing, and deploying best 
practices across all military services.26

Menstrual health and menstrual equity are global issues. 
The barriers to menstrual health and menstrual equity for 
people living in low- and middle-income countries are signif-
icant. Poverty; lack of access to healthcare, education, men-
strual hygiene products, and clean water; activity restrictions 
based on taboos and misconceptions; and gender-based 
discrimination are among the challenges to overcome. The 
World Health Organization and the United Nations Children’s 
Emergency Fund (UNICEF) define menstrual hygiene man-
agement as being able to use clean sanitary products to 
absorb or collect menstrual blood and the privacy to change 
sanitary products as often as necessary; the ability to use 
soap and water for washing the body and having access to 
safe facilities to dispose of used menstrual hygiene products; 
having access to basic information regarding their menstrual 
cycle; and how to manage their menstruation with dignity 
and without discomfort or fear.28 UNICEF has made a com-
mitment to menstrual health and hygiene as one of its five 
interlinked priorities for empowering adolescent girls in 
their Gender Action Plan 2018–2021.28 The United Nations 
includes menstrual health and hygiene as important for the 
fulfillment of girls and women’s rights, a key objective of its 
Sustainable Development Goals.28

Implications for women’s and gen-
der-related health and healthcare
WHNPs and other advanced practice registered nurses 
(APRNs) who provide women’s and gender-related health-
care have the opportunity to provide accurate MH infor-
mation in a supportive manner. An assessment of social/
structural determinants that may affect each individual’s 
ability to access and use menstrual hygiene products and 
to go about their usual activities during menstruation in 
a confident manner is important. Information and educa-
tional materials need to be appropriate to developmental 
stage, language, culture, and health literacy. 

The achievement of MH and menstrual equity goes be-
yond the healthcare setting. WHNPs and other APRNs who 
provide women’s and gender-related healthcare can identify 
community resources that provide menstrual hygiene prod-
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ucts to those in need. They can lead and collaborate with 
others to ensure these resources are available. Additionally, 
they can advocate for public health policies and legislation 
at local, state, national, and global levels that facilitate each 
individual’s right and ability to care for their bodies during 
menstruation without shame or embarrassment. Research is 
needed to fill several gaps in knowledge. Through research 
we can improve our ability to identify populations that are 
vulnerable to menstrual inequities, understand specific 
physical and mental health consequences associated with 
inadequate menstrual hygiene, and evaluate strategies to 
reduce inequities and improve menstrual health.

NPWH leadership
NPWH will provide leadership to ensure:

•  Continuing education (CE) programs and resources 
are available to support WHNPs and other APRNs who 
provide women’s and gender-related healthcare in de-
livering MH education to a variety of populations.

•  CE programs and resources are available to support 
WHNPs and other APRNs in acting as change agents 
and advocates to promote MH and menstrual equity in 
their communities.

•  Research progresses to understand and address the 
causes and consequences of menstrual inequities 
among vulnerable populations. 
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