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Abstract

Menopause is a universal stage of life for women, yet in Rwanda it remains poorly understood and
largely absent from public health strategies. Many women experience vasomotor, psychological,
musculoskeletal, and urogenital symptoms that impact quality of life, productivity, and social
participation. Cultural expectations of silence and endurance mean that symptoms are often managed
privately, without formal support. With Rwanda’s ageing population and increasing life expectancy,
the burden of menopause will grow, highlighting the urgent need for evidence to inform health services
and policy. This qualitative study was part of the MARIE Rwanda Work Package 2a (WP2a) and
explored the lived experiences of perimenopausal, menopausal, and post-menopausal women across
rural and urban settings. Semi-structured interviews were conducted with 28 women aged 40-75 years
who had experienced natural, surgical, or medical menopause. Data were analysed thematically using
Braun and Clarke’s approach, guided by the Delanerolle and Phiri framework to examine biological,
psychological, socio-cultural, health-system, and structural determinants. Five interconnected themes
were identified: biological symptom burden; psychological distress and coping; cultural silence and
stigma; health-system neglect; and structural barriers. Rural women faced compounded challenges,
including transport difficulties, financial strain, and heavy labour, while urban women reported subtle
neglect despite proximity to services. Surgical and medical menopause were associated with abrupt
and severe transitions, particularly in the absence of anticipatory counselling and follow-up care. These
findings highlight the invisibility of menopause within Rwanda’s health system and communities.
Addressing this requires integrated, culturally sensitive interventions, policy inclusion, and improved
access to care to reduce stigma and promote equity for midlife and older women.

Keywords: menopause; Rwanda; insights; women’s health; ageing; systemic gaps

Evidence before this study

s

A search of PubMed, ScienceDirect, and WHO regional databases using the terms “menopause,” “Rwanda,” “sub-
Saharan Africa,” and “women’s health” identified limited evidence on menopause in Rwanda or the wider region. Most
existing research has focused on high-income countries, where menopause is increasingly recognised in health strategies
and clinical practice. In sub-Saharan Africa, studies have primarily addressed reproductive and maternal health, with
menopause rarely included in health surveys or policy frameworks. No comprehensive qualitative research exploring the

lived experiences of Rwandan women across natural, surgical, and medical menopause was found, highlighting a major

knowledge gap in understanding symptom burden, cultural determinants, and health-system challenges.

Added value of this study

This is the first study to capture menopause experiences in Rwanda, including women from rural and urban settings and diverse
socio-economic backgrounds. Using the Delanerolle and Phiri framework, it provides an integrated view of biological,
psychological, socio-cultural, structural, and health-system factors. It distinguishes natural menopause, often normalised and

endured silently, from surgical and medical menopause, which are abrupt and distressing without preparation or support.

Implications of all the available evidence
As Rwanda’s population ages, integrating menopause into health policies, services, and education is essential to reduce stigma,

improve care access, and promote equity for midlife and older women.

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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Background

Menopause represents a significant biological and social transition in a woman'’s life, marking
the end of reproductive capacity and bringing with it a range of physical, psychological, and socio-
cultural changes [1,2]. In Rwanda, menopause has received limited attention within public health
agendas, despite its profound implications for women’s health and wellbeing [3]. Women often
experience vasomotor symptoms such as hot flushes and night sweats, musculoskeletal pain, sleep
disruption, mood changes, and urogenital concerns, all of which can affect quality of life and daily
functioning [4-6]. These symptoms can be particularly challenging in contexts where physical labour
is a key part of survival and economic contribution, such as farming and tailoring, which are common
livelihoods for women across the country. However, in Rwanda, menopause is often viewed as a
private and inevitable stage of life rather than a clinical or public health concern [7]. Cultural
expectations emphasise endurance and silence, which can prevent women from seeking help or even
discussing their experiences with peers or health professionals. This silence contributes to missed
opportunities for early intervention and support. Without accessible, culturally sensitive services,
many women are left to manage symptoms alone, often relying on spiritual coping or informal
remedies [8-11]. Consequently, menopause becomes an invisible issue within the health system,
despite its far-reaching effects on women’s physical and emotional health, social roles, and economic
productivity [12-14].

Rwanda’s population dynamics make understanding and addressing menopause increasingly
urgent. The country has a growing population of midlife and older women, with life expectancy
steadily rising due to improvements in healthcare and reductions in maternal and infectious disease
mortality [15-17]. As the population ages, the number of women experiencing menopause and its
associated challenges will continue to increase. Rural areas, where the majority of women reside, face
unique barriers including limited access to health facilities, transport challenges, and financial
constraints that hinder care-seeking. These structural inequities intersect with socio-cultural factors
to exacerbate health disparities, leaving rural women particularly vulnerable. Although reliable
national data on menopause prevalence are lacking, global estimates suggest that nearly every
woman who lives into midlife will experience menopause, with many reporting moderate to severe
symptoms. In Rwanda, where reproductive health policies historically prioritised maternal health
and family planning, menopause has been overlooked, resulting in significant gaps in service
provision and policy planning. The consequences extend beyond individual health: unmanaged
menopause symptoms can reduce women'’s participation in the workforce, limit their ability to
contribute to household economies, and increase their risk of chronic conditions such as osteoporosis
and cardiovascular disease. This has implications for families, communities, and the broader national
economy. Addressing menopause is therefore not only a matter of individual wellbeing but also a
vital component of Rwanda’s strategy to manage the needs of an ageing population and promote
health equity.

Rationale

Despite the universal nature of menopause, it remains under-researched and under-represented
in both clinical practice and policy frameworks in Rwanda. The absence of national data means that
health systems lack the evidence needed to design services that reflect women'’s lived experiences
and address their specific needs. While reproductive health programmes have made notable progress
in reducing maternal and infant mortality, there has been little focus on women'’s health beyond
childbearing years. This study was undertaken to fill that critical gap. It seeks to capture the diverse
experiences of women across natural, surgical, and medical menopause, exploring how biological
symptoms intersect with psychological, socio-cultural, health-system, and structural determinants.
By examining these factors, the study provides a comprehensive picture of how menopause is
navigated within Rwandan communities and health systems. Understanding these experiences is
essential for several reasons as it offers insights into the hidden burden of menopause on women’s

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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lives, inequities between rural and urban women, including its impact on productivity, mental
health, and relationships. It also provides policymakers and health professionals with actionable
evidence to design culturally sensitive interventions that break down stigma and silence. This study
contributes to the growing global conversation on midlife and ageing women'’s health, positioning
Rwanda as part of a wider effort to address a historically neglected area. By doing so, it supports the
development of integrated, life-course approaches to women’s health that recognise menopause as a
key stage requiring attention, investment, and inclusion in national health planning. Ultimately, this
research aims to ensure that women in Rwanda are not left to face menopause in isolation but are
supported through informed policy, strengthened services, and community-driven solutions.

Methods
Study Design and Setting

This qualitative study was part of the MARIE Rwanda Work Package 2a (WP2a) and was
designed to explore the lived experiences of women undergoing perimenopause, menopause, and
post-menopause. It was conducted across both rural and urban regions of Rwanda, representing
women from diverse socio-economic and cultural backgrounds. The study forms part of a wider
multi-country initiative aimed at deepening understanding of women'’s health and ageing.

The Delanerolle and Phiri theory and framework were applied to guide both the data collection
and analysis [18]. This framework allowed exploration across five interconnected domains:
biological, psychological, socio-cultural, health-system, and structural or environmental. By applying
this approach, the analysis captured the complex interplay between individual experiences and
broader societal and health-system factors influencing natural, surgical, and medical menopause.

Participant Recruitment and Sampling

Participants were recruited using purposive and snowball sampling to ensure a range of
perspectives across age, menopausal stage, socio-economic status, and geographical location. Women
were eligible to take part if they were aged between 40 and 75 years and had experienced menopause
naturally, surgically, or medically. Those with severe cognitive impairment or other conditions that
would prevent meaningful participation were excluded.

In total, 28 interviews were included in the final analysis. The sample included women from
farming communities, urban households, and professional roles such as teaching and healthcare. This
diversity reflected the broad demographic and occupational contexts of Rwanda and ensured that
findings captured a wide range of experiences.

Data Collection

Data were gathered through in-depth interviews conducted in Kinyarwanda. The interview
guide was co-developed with local health professionals, researchers, and women with lived
experience to ensure cultural sensitivity and contextual relevance. Questions explored biological
symptoms, psychological wellbeing, socio-cultural beliefs, health-seeking behaviours, interactions
with the health system, and structural challenges.

Interviews were conducted in private, comfortable locations chosen by participants, such as their
homes or community centres. Each interview lasted between 45 and 90 minutes. All interviews were
audio-recorded with consent and transcribed verbatim into Kinyarwanda. The transcripts were then
translated into English by trained bilingual researchers. Back-translation was carried out by independent
linguists to confirm accuracy and cultural fidelity. Field notes were kept throughout the data collection
period to capture non-verbal communication, environmental factors, and researcher reflections.

Ethical Considerations

The study received ethical approval from College of Medicine and Health Sciences, University
of Rwanda (CMHS-UR Institutional Review Board: No. 207/CMHS IRB/2025). Written informed
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consent was obtained from all participants. They were assured of confidentiality, anonymity, and
their right to withdraw at any point without consequence. All procedures were conducted in
accordance with the Declaration of Helsinki and Ghanaian research governance guidelines.
Researchers were trained in culturally sensitive, trauma-informed interviewing techniques given the
sensitivity of discussing menopause and healthcare experiences.

Data Management and Analysis

The analysis was guided by Braun and Clarke’s six-phase thematic analysis, integrated with the
domains of the Delanerolle and Phiri framework. The process began with immersion in the data,
where researchers read and re-read transcripts and field notes to gain a deep understanding of the
material. Initial codes were then generated inductively from the data, while simultaneously mapping
them to the five domains of the framework.

Codes were organised into potential themes and sub-themes to capture recurrent patterns across
participants’ experiences. These themes were then examined in relation to determinants and
exposures, exploring how factors such as socio-cultural norms or structural barriers influenced the
impact of menopause. The research team collaboratively refined the themes to ensure they were clear,
coherent, and accurately reflected the data. Contextual mapping was used to situate these themes
within broader societal and health-system structures, illustrating the interconnections between
biological, psychological, cultural, and structural influences.

Rigour and accuracy were ensured by bilingual analysts who cross-checked transcripts and
interpretations. Verbatim quotes were carefully translated, and idiomatic expressions were reviewed
in team meetings to maintain their original meaning. A colloquial analysis table was developed to
document key menopause-related terms in both Kinyarwanda and English, helping to preserve
linguistic and cultural nuance.

Finally, community validation workshops were conducted with participants and local
stakeholders. These sessions allowed for confirmation of the findings” accuracy and ensured that the
thematic interpretations resonated with the lived experiences of the women involved.

Adherence to COREQ Guidelines

This study followed the Consolidated Criteria for Reporting Qualitative Research (COREQ)
guideline to ensure transparency and methodological rigour.

Results

We analysed 28 interviews spanning natural, surgical, and medical menopause across rural and
urban Rwanda. Experiences clustered into five interlocking themes: (1) biological symptom load and
functional loss; (2) psychological disequilibrium and coping; (3) socio-cultural silence and norms; (4)
health-system invisibility of menopause; and (5) structural frictions in work, transport, and cost.
Symptom acuity was greatest in surgical and illness-linked trajectories, while a minority of women
described more moderate, “endure and carry on” courses shaped by normalisation and low
expectations. These patterns were consistent across occupations (farming, tailoring, teaching, hospital
work) but intensified where physical labour and travel were routine (Table 1, Figure 1).

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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Theme Sub-themes Determinants  Exposures Implications
(domain)
Biological Vasomotor Biological Hormonal change; Embed routine menopause
symptom load burden;  pelvic childbirth history; enquiry and symptom
and functional and back pain; hysterectomy; checklists in primary care
loss sleep loss; sudden cancer treatment and surgical aftercare; fast-
surgical onset track pain/sleep
management pathways.
Psychological Irritability, Psychological ~ Insomnia; Integrate brief
disequilibrium sadness, unmanaged pain; psychological
hopelessness; lack of counselling = interventions and peer
cognitive fog groups in community
clinics; screen for

Socio-cultural
silence and

expectations

Health-system

invisibility

Structural

frictions

Work and

productivity

Coping and

resilience

“Be strong and
quiet”; stigma
around
childlessness
BP/sugar checks
displace
menopause care;
absent
anticipatory
guidance
Distance and
transport;  daily-

wage constraints;

medication cost
load;

shifts;

Farming
long

tailoring posture

Faith; sister-to-

sister advice;

herbal self-care

Socio-cultural

Health-system

Structural

Structural +

Biological

Socio-cultural +

Psychological

Gendered norms;

identity threat

Task-driven
clinics; oncology
focus on physical

disease

Rurality; informal

labour; poverty

Heavy labour;
prolonged

sitting/standing

Reliance on

informal networks

depression/anxiety = post-
surgery/chemo.
Public education

campaigns and community

dialogues to legitimise
help-seeking; targeted
support  for  women

without children.

Update national primary-
care protocols to include
menopause; pre-op and
oncology counselling; CPD

for clinicians.

Mobile outreach, transport

vouchers, and essential

medicines coverage for
menopause-related care.
Workplace  adjustments
(breaks, ventilation, shift
redesign);  occupational
health guidance for mid-
life women.

Co-design community peer
safe

programmes  and

spaces that complement

clinical care.
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Figure 1. The bubble map illustrates the interconnected themes and sub-themes identified from the experiences
of Rwandan women navigating perimenopause, menopause, and post-menopause. The central bubble
represents the overall phenomenon, with five surrounding main themes: Biological Symptoms, Psychological
Distress, Cultural Silence and Stigma, Health-System Neglect, and Structural Barriers. Each main theme
branches into sub-themes, highlighting specific challenges such as hot flushes, emotional strain, lack of
counselling, societal expectations of stoicism, and financial or transport constraints. Bright colours distinguish
the themes for clarity, reflecting the complex and overlapping factors influencing women’s health during

menopause.

Theme 1: Biological Symptom Load and Functional Loss

Across accounts, vasomotor symptoms, musculoskeletal pain, pelvic discomfort and sleep
disruption translated directly into reduced work capacity at the farm, sewing table, or clinic floor.
Surgical menopause produced the most abrupt deterioration, often described as a “suddenness” that
outpaced women'’s ability to adapt (Figure 2).

“Since the operation and menopause, my stress feels much higher.” (PID06)
“The suddenness after surgery made it worse.” (PID05)

“I cannot work as long as I used to.” (PID02)

“Joint pain makes it hard to sit long at the sewing machine.” (PID07)

“Hot flashes disturb me at night.” (PID01)

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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Physical / headache.
Somatic joint/back pain,
N body aches
= Brain Fog.
Forgetfulness
Poor
Concentration

Figure 2. Some of the symptoms from the sample.

Theme 2: Psychological Disequilibrium, Sleep Loss and Coping

Sleep fragmentation and unmanaged pain magnified irritability, sadness, hopelessness and
cognitive fog. Women described crying, withdrawal, and fear that life would not return to normal.
Faith, prayer and sister-to-sister talk were common coping strategies but could not substitute for
structured support.

“Some days I wake up and wonder if life will ever feel normal again.” (P1ID06)
“I feel low most of the time and cry easily.” (PID08)

“Sometimes I feel irritated for no reason.” (PID03)

“Some days I feel like I cannot manage.” (PID02)

“Prayer gives me comfort.” (PID03)

Theme 3: Socio-Cultural Silence, Expectations and Identity

Menopause was widely framed as private and to be borne “strongly,” muting help-seeking and
peer learning. Expectations around motherhood sharpened stigma for women without children;
some equated this with judgement and altered identity.

“Women are told to stay strong and silent.” (PID07)
“In my culture people don’t talk about these things.” (PIDO08)
“There is pressure on women to have children.” (P1ID05)

“Women don’t openly talk about menopause.” (PID01)

Theme 4: Health-System Invisibility and Missed Opportunities

Across settings including hospitals menopause was rarely asked about, with encounters reduced
to blood pressure or glucose checks. This invisibility delayed recognition, normalised suffering, and
left surgical or cancer-affected women without anticipatory counselling.

“They check my blood pressure but not menopause.” (PID02)
“Menopause is not discussed enough, even among us.” (PID05)
“Doctors don’t ask much about menopause.” (PID01)

“They treat my cancer but no one asks about my feelings.” (PID08)
“They didn’t give me much counselling after the surgery.” (PID06)

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.


https://doi.org/10.20944/preprints202510.2438.v1
http://creativecommons.org/licenses/by/4.0/

Preprints.org (www.preprints.org) | NOT PEER-REVIEWED | Posted: 31 October 2025 d0i:10.20944/preprints202510.2438.v1

9 of 17

Theme 5: Structural Frictions— Work, Distance, and Cost

Distance to clinics, transport costs, and the physical demands of daily labour compounded
symptoms and constrained care-seeking. Where income depended on daily sales or farm work,
women deferred appointments and “carried on,” entrenching a cycle of fatigue and foregone care.

“Transport is difficult and medicine is expensive.” (PID07)

“The cost is very high, and traveling to the hospital is not easy.” (PID08)

Women from rural areas described the double burden of physical strain and poor access to care:
“I cannot work as long as I used to, but if I rest, there will be no food for the family.” (PID02)

“Farm work worsens the pain, yet I cannot afford to stay at home.” (PID21)

In several accounts, clinic visits required long journeys on foot or by motorbike, deterring
women from seeking help unless symptoms became unbearable:

“The clinic is far and 1 have to walk; by the time I arrive, I am already exhausted.” (PID04)

“Sometimes I want to go for a check-up, but I think of the distance and the fare and decide to stay.”
(PID27)

Economic insecurity further intensified the dilemma between earning an income and caring for
one’s health:

“If I go to the hospital, I lose the day’s money. So, I just buy herbs and continue working.” (PID06)
“Maybe if I had another source of income, I would rest more or go to the doctor.” (P1D21)

These structural barriers not only delayed care-seeking but also deepened emotional and
physical exhaustion, reinforcing gendered inequalities in access to health services. The combined
weight of financial strain, transport limitations, and physically demanding labour created a silent but
persistent constraint on women's ability to prioritise their own wellbeing. Addressing these systemic
frictions requires decentralised service delivery, affordable medication, and flexible community-
based outreach to make menopausal care accessible for all women, regardless of geography or
income.

Contrasts and Deviant Cases
A minority described a more moderate course, often framed as a “natural process” requiring
little formal help. Even here, women wanted clearer information to prepare and normalise symptoms.
“Menopause is a natural process.” (PID10)
“Except for the unusual fatigue, nothing much changed.” (P1ID12)
“I would like more explanation about menopause symptoms.” (P1ID10)

Experiences of menopause varied considerably between women with natural transitions and
those whose menopause was surgically or medically induced. Women experiencing natural
menopause described a gradual escalation of symptoms, often framing the process as a natural stage
of life. They relied primarily on self-care, herbal remedies, and prayer, reflecting both normalisation
and limited formal service engagement. A housewife explained:

“Menopause is a natural process. Except for the unusual fatigue, nothing much changed, but I would

like more explanation about menopause symptoms.” (P1ID10)

Similarly, another woman from a rural farming background stated:

“Knowing beforehand would have prepared me mentally. I was not ready for these changes.” (PID11)

In contrast, surgical and medical menopause was characterised by abrupt, severe symptom
onset, often following hysterectomy or cancer treatment. Women spoke of shock, loss of bodily

control, and intense distress in the absence of anticipatory counselling. A participant who underwent
a hysterectomy described:
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“The suddenness after surgery made it worse. The hot flashes and mood swings can be
overwhelming.” (PID05)

Another, managing both menopause and cancer, shared:
“I feel low most of the time and cry easily. Even small tasks feel too hard for me now.” (PID0S8)

These women were acutely aware of systemic neglect, noting that physical healing was
prioritised over emotional or reproductive wellbeing:

“They didn’t give me much counselling after the surgery. It was only about wounds, not about how
I was feeling inside.” (P1ID06)

Geographical context further shaped experiences. Women living in rural areas faced substantial
structural barriers to care, including distance, lack of transport, and financial constraints. These
compounded biological and psychological burdens, often resulting in delayed or foregone care. A
farmer explained:

“Transport is difficult and medicine is expensive. Sometimes I just stay home and endure the pain.”
(PIDO7)

For rural women engaged in heavy farm work, physical exertion amplified symptom severity:
“I leak urine when I cough or lift heavy things. This makes farm work very hard.” (PID02)

In contrast, urban participants generally reported fewer access barriers, though gaps in service
quality persisted. Even among hospital workers, menopause remained invisible within the health
system. A participant working in a hospital shared her frustration:

“Menopause is not discussed enough, even among us as health workers. There is no
guidance.”(PID05)

Urban women with higher education levels often sought more detailed information but still
encountered dismissive attitudes:

“They check my blood pressure but not menopause. No one asks about these changes.” (P1ID02)

Occupational differences shaped how women experienced and coped with menopause. Farmers
and women in heavy physical labour described being physically “worn out,” with symptoms
directly undermining productivity. One woman explained:

“My body gets tired very quickly now. I cannot keep up with the farm as before.” (PID02)

Tailors experienced a different type of strain from prolonged sitting and repetitive movements.
A tailor noted:

“Joint pain makes it hard to sit long at the sewing machine, and it slows my work.” (PID07)

Among teachers and professionals, the focus was on cognitive impacts and performance. A
teacher reported:

“Sometimes I feel foggy during lessons. It is hard to keep track, and I worry about making mistakes

in front of my students.” (PID12)

Healthcare workers faced the paradox of being within the system yet lacking menopause-
sensitive support. A hospital employee highlighted this:

“Long shifts exhaust me, and symptoms get harder to manage when there is no understanding from

colleagues.” (PID05)
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Contextual Analysis

The experiences of Rwandan women navigating perimenopause, menopause, and post-
menopause reveal a deeply interconnected set of biological, psychological, socio-cultural, health-
system, and structural factors.

Women undergoing natural menopause typically described a gradual emergence of symptoms,
including hot flushes, fatigue, pelvic and joint pain, and disrupted sleep. These changes were often
perceived as part of normal ageing and endured quietly through self-care practices and spiritual
coping. This acceptance provided some emotional resilience but also contributed to low visibility
within health services. While these women rarely sought medical support, they expressed a desire
for better education and anticipatory guidance to understand and manage their symptoms. In
contrast, surgical and medical menopause followed a much more abrupt and severe trajectory.
Women who experienced menopause as a result of hysterectomy or cancer treatment described
sudden and overwhelming changes, both physically and emotionally. Without prior counselling or
preparation, they reported feeling shocked, unprepared, and unsupported. The absence of tailored
post-surgical and post-treatment care intensified distress and disrupted recovery, leaving women to
manage profound bodily changes alone.

Psychological challenges were evident across all groups but were most pronounced in women
facing abrupt surgical or medical transitions. Poor sleep, unmanaged pain, and lack of professional
support were closely linked to sadness, irritability, and hopelessness. Many women relied on
informal coping mechanisms such as faith, prayer, and discussions with trusted friends or relatives.
These strategies provided some comfort but could not fully address the need for structured
psychological care and counselling.

Cultural expectations played a critical role in shaping experiences. Menopause was commonly
viewed as a private matter that should be endured silently. This societal framing discouraged open
dialogue and reinforced isolation, preventing women from learning from one another or collectively
challenging stigma. For those who had not borne children, deeply embedded social norms around
motherhood heightened feelings of exclusion and shame. Structural factors further influenced access
to care and symptom management. Rural women faced substantial barriers, including long distances
to health facilities, high transportation costs, and limited financial resources. These barriers often
resulted in delayed care or complete reliance on home-based remedies. The physical demands of
farming and other forms of manual labour intensified symptoms and reduced productivity,
threatening household income and stability. In urban areas, physical access to services was less
problematic, but women encountered subtler forms of neglect within health facilities, where
menopause remained largely absent from clinical discussions and care pathways.

Taken together, these findings demonstrate that women’s experiences of menopause are shaped
by a web of intersecting factors. Addressing these challenges requires integrated, culturally sensitive
care that includes education, counselling, and community support while also addressing the broader
structural and systemic inequities that affect women’s health outcomes. To support this fact
summarised verbatim quotes are included in Table 2.
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Table 2. Summarised verbatim linked to the contextual analysis.

Theme Verbatim Quote PID
Natural menopause as “Menopause is a natural process. Except for the unusual fatigue, PID10
gradual process nothing much changed, but I would like more explanation about

menopause symptoms.”
Normalisation leading “Knowing beforehand would have prepared me mentally. I was not PID11
to invisibility ready for these changes.”
Surgical menopause — “The suddenness after surgery made it worse. The hot flashes and PIDO05
sudden and severe mood swings can be overwhelming.”
Cancer-related “I feel low most of the time and cry easily. Even small tasks feel too PIDO08
menopause burden hard for me now.”
Psychological  strain “Some days I wake up and wonder if life will ever feel normal again.” PID06
and despair
Reliance on spiritual “Prayer gives me comfort.” PID03
coping
Cultural silence and “Women are told to stay strong and silent. You do not talk about these PID07
stoicism things in public.”
Stigma  related to “There is pressure on women to have children. Without them, people PIDO05
childlessness look at you differently.”
Structural barriers in “Transport is difficult and medicine is expensive. Sometimes I just PID07
rural areas stay home and endure the pain.”
Work intensifying “Joint pain makes it hard to sit long at the sewing machine, and it PID07
symptoms slows my work.”
Health-system neglect  “They check my blood pressure but not menopause. No one asks about  PID02
these changes.”
Lack of counselling “They didn’t give me much counselling after the surgery. It was only =~ PID06
post-surgery about wounds, not about how I was feeling inside.”
Urban subtle neglect “Menopause is not discussed enough, even among us as health PID05

workers.”

Colloquial Analysis

In the Rwandan context, menopause is often spoken about using indirect and culturally nuanced

language. Terms describing symptoms are rooted in everyday experiences, such as heat or tiredness,
rather than clinical terminology (Tables 3 and 4). Hot flushes are commonly referred to as “feeling
fire inside,” while fatigue is described as “the body being heavy.” Emotional changes are framed
around strength and resilience, with sadness or anxiety seldom openly named but implied through

references to “thinking too much” or “carrying a heavy heart.” Silence around menopause reflects

societal expectations for women to endure quietly, reinforcing privacy, stigma, and limited peer-to-

peer discussions.
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Table 3. Colloquial terms for different symptoms.

English expression (as rendered)

Intended meaning in context

Kinyarwanda (verbatim to insert)

“Hot flashes disturb me at night.”
(PIDO01)

“I cannot work as long as I used to.”
(PID02)

“Women are told to stay strong and
silent.” (PID07)
“Menopause is not discussed
enough, even among us.” (PID05)
“They check my blood pressure but
not menopause.” (PID02)

“Prayer gives me comfort.” (PID03)

“The cost is very high, and traveling
to the hospital is not easy.” (PID08)
“Some days I wake up and wonder
if life will ever feel normal again.”

(PIDO06)

Nocturnal vasomotor episodes
causing sleep disruption
Reduced stamina/productivity
due to symptoms
Norm of quiet endurance;
discourages help-seeking
Professional culture overlooks
menopause

Clinics ignore menopause;
focus on NCD metrics

Spiritual coping as primary self-
management
Financial/transport barriers
constrain access

Persistent dysphoria; need for

psychosocial support

Ubushyuhe burambangamira
nijoro

—sinkibasha gukora nka mbere

Abagore tubwirwa gukomera no
kwihangana

—Gucura ntibiganirwaho cyane,
yewe na hagati yacu
—umuvuduko barawupima ariko
gucura ntawe ubipima

—gusenga birampumuriza

—Dbirahenze cyane kandi no kujya
ku bitaro ntabwo biba byoroshye

—hari iminsi mbyuka nkibaza
niba nzongera kuba muzima nka

mbere

Table 4. Colloquial expressions of menopausal symptoms in Kinyarwanda language.

Symptom / Experience Kinyarwanda
Fatigue umunaniro
Irritability umunabi
Hot flushes Ubushyuhe

Mood swings
Anxiety
Low mood

Low libido

Headaches
Joint /Back pain/Body pain
Brain fog
Night sweats
Aggressiveness
Urinary frequency/incontinency
Insomnia

Dryness (vaginal/skin)

Guhindagurika mu byiyumviro

Ubwoba/kubunza umutima

Agahinda

Kutagira ubushake/ubushake bucye bwo gukora imibonano

mpuzabitsina
umutwe
Kubabara mu ngingo

kwibagirwa

Kugira ibyunzwe byinshi nijoro

amahane

Kwihagarika kenshi/ kujojoba

Kubura ibitotsi

Kumagara mu gitsina
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Discussion

The findings of this study reveal that menopause in Rwanda is a multifaceted experience shaped
by biological, psychological, socio-cultural, health-system, and structural determinants. The results
highlight profound variation between women undergoing natural menopause and those
experiencing surgical or medical menopause. Natural menopause was often understood as a gradual,
expected transition, with symptoms such as hot flushes, pelvic and joint pain, fatigue, and disrupted
sleep endured quietly and managed through self-care practices and spiritual coping. In contrast,
surgical and medical menopause was abrupt and intense, often linked to hysterectomy or cancer
treatment, leaving women unprepared and distressed in the absence of anticipatory counselling or
emotional support. Across all groups, menopause was framed as a private matter, and societal
expectations of stoicism contributed to silence, stigma, and isolation. These cultural norms, combined
with limited knowledge, reinforced a lack of open dialogue and constrained opportunities for shared
learning or collective advocacy. Structural and systemic factors compounded these experiences. Rural
women faced the greatest barriers, including geographical distance to health facilities, unaffordable
transport costs, and reduced access to medication, which often resulted in delayed or foregone care.
In urban settings, physical access to clinics was less problematic, yet subtle neglect persisted, with
menopause rarely addressed in routine consultations even for women working within the health
system. Together, these findings illustrate a cycle of invisibility: biological symptoms lead to
psychological strain, which is exacerbated by cultural silence, systemic neglect, and structural
barriers, resulting in an overwhelming burden on women that remains largely hidden.

Population Implications

When viewed through the lens of population science, the findings highlight significant gaps in
how menopause is addressed within health systems and communities. With Rwanda’s population
ageing, the number of women experiencing menopause is set to increase substantially in the coming
years, making this an urgent public health issue. Despite this, menopause remains absent from most
population-level health initiatives and clinical monitoring frameworks. The lack of reliable data on
prevalence, symptom burden, and associated health risks contributes to its continued
marginalisation. The disparities identified between rural and urban women highlight structural
inequities that are likely to widen as demographic transitions progress. Rural women face a double
disadvantage: limited physical access to services and heavy reliance on physically demanding labour
that worsens symptoms and reduces productivity. These challenges have economic implications for
households and communities, as reduced work capacity directly affects livelihoods and food security.
Urban women, while physically closer to services, encounter institutional neglect and lack of
recognition of menopause in clinical settings, underscoring that access alone is insufficient without
quality, tailored care. Addressing these issues requires integrating menopause into broader
population health surveillance and ensuring it is considered within health system strengthening
efforts. This includes recognising menopause not only as a clinical issue but as a socio-economic
determinant of women’s health and wellbeing across the life course.

Clinical and Policy Implications

From a clinical perspective, the findings reveal significant gaps in both knowledge and practice.
Health workers often focus on conditions such as hypertension and diabetes, with menopause rarely
addressed during consultations. Even in hospitals, women described how clinicians failed to
acknowledge or manage menopausal symptoms. Surgical and medical menopause, in particular,
represent missed opportunities for intervention. Women undergoing hysterectomy or cancer
treatment did not receive counselling or follow-up care to prepare them for abrupt symptom onset.
This gap is especially concerning given the heightened psychological and physical burden faced by
these women. Clinicians require training to recognise menopause as a significant health event, to
integrate anticipatory guidance into surgical and oncology pathways, and to provide holistic, patient-

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.


https://doi.org/10.20944/preprints202510.2438.v1
http://creativecommons.org/licenses/by/4.0/

Preprints.org (www.preprints.org) | NOT PEER-REVIEWED | Posted: 31 October 2025

d0i:10.20944/preprints202510.2438.v1

15 of 17

centred care. From a policy perspective, the invisibility of menopause in national health strategies
perpetuates systemic neglect. Without explicit inclusion in policies and resource allocation, services
will remain fragmented and underdeveloped. Incorporating menopause into reproductive health
and ageing agendas is vital for addressing current gaps. Policymakers should also consider
interventions at community level, such as peer support groups and educational campaigns, to break
down stigma and cultural silence. Furthermore, financial and structural barriers, particularly for rural
women, must be addressed through transport vouchers, mobile outreach services, and coverage of
essential medications. This multi-level approach would ensure that menopause is recognised not only
within clinical care but also as part of a comprehensive public health response. The table 5 implies
the recommendations for the current issues.

Table 5. Recommendations.

Area Recommendation Level of Implementation

Clinical care

Integrate menopause screening and counselling into
primary care, surgical, and oncology services.
Provide

continuing professional development for

clinicians on menopause recognition and management.

National and district health
systems
Ministry of Health,

professional councils

Community Establish peer-led support groups to provide safe spaces Community health
support for discussion and shared learning. programmes
Conduct culturally sensitive educational campaigns to Local government, NGOs
reduce stigma and encourage open dialogue.
Structural Introduce transport vouchers and mobile outreach clinics Government health
access for rural women. financing schemes
Ensure essential menopause-related medications are Health insurance and
affordable and widely available. pharmacy systems
Policy Include menopause in national reproductive health and National health policy
integration ageing policies. frameworks
Develop data systems to track prevalence, symptom Ministry of Health,
burden, and service utilisation. statistical agencies
Conclusion

This study provides critical insight into how menopause is experienced by women in Rwanda,
revealing profound intersections between biological, psychological, cultural, and structural factors.
It highlights how natural menopause is often normalised, while surgical and medical menopause is
abrupt and distressing, leaving women unprepared and unsupported. The findings underscore the
urgent need to integrate menopause into population health strategies, clinical pathways, and policy
agendas. Addressing these gaps requires tailored interventions that combine education, stigma
reduction, and systemic change to ensure equitable and accessible care. By recognising menopause
as a key component of women'’s health, Rwanda can take a decisive step towards improving quality
of life and promoting health equity for midlife and older women.
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