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Abstract 

Menopause is a universal stage in women’s lives, yet it remains largely invisible in Rwanda’s health 

policies and services. Symptoms such as hot flushes, fatigue, sleep disturbance, musculoskeletal pain, 

and mood changes can profoundly affect quality of life and productivity, especially among women 

engaged in physically demanding work. Despite Rwanda’s achievements in maternal and child 

health, menopause is overlooked, leaving midlife and older women unsupported. This qualitative 

study explored health-system readiness and responsiveness to menopause in Rwanda. Semi-

structured, in-depth interviews were conducted with 28 women aged 40–75 years from rural and 

urban areas, representing natural, surgical, and medical menopause. Interviews were carried out in 

Kinyarwanda, transcribed verbatim, translated into English, and analysed thematically using Braun 

and Clarke’s six-phase approach. The Delanerolle and Phiri framework guided analysis, exploring 

biological, psychological, socio-cultural, health-system, and structural determinants. Five 

interconnected themes were identified: absence of menopause in clinical protocols and conversations; 

fragmented care pathways and missed opportunities; rural–urban disparities in access and service 

quality; lack of anticipatory guidance for surgical and medical menopause; and limited community 

outreach and education. Rural women faced geographical and financial barriers, while urban women 

encountered systemic neglect despite proximity to services. Across settings, women described 

cultural silence, lack of information, and health workers unprepared to provide care. Menopause 

remains invisible within Rwanda’s health system, resulting in unmet needs and inequities. 

Integrating menopause into policies, expanding community outreach, and training clinicians are 

essential to improve access, reduce stigma, and promote equity for midlife and older women. 

Keywords: beyond reproductive years; addressing menopause; health-system gaps; Rwanda 

 

Background 

Menopause marks a major biological transition in a woman’s life, signalling the end of 

reproductive capacity and introducing a range of physiological, psychological, and social changes 

[1,2]. Globally, women experience a variety of symptoms during this stage, including vasomotor 

disturbances such as hot flushes and night sweats, musculoskeletal pain, fatigue, sleep disruption, 

mood changes, and urogenital symptoms [3,4]. These symptoms can significantly affect quality of 

life, daily functioning, and economic participation, particularly for women engaged in physically 

demanding work [5,6]. In Rwanda, where many women are involved in subsistence farming, 

tailoring, and informal labour, the burden of these symptoms can limit productivity and threaten 

household stability. Despite its widespread impact, menopause remains a largely hidden issue in 

Rwanda, where it is often regarded as a private and natural process rather than a health condition 

requiring clinical attention [7,8]. Cultural expectations encourage women to endure symptoms 

silently, while societal norms discourage open discussion. This silence perpetuates stigma and 

isolates women at a time when they may be struggling physically and emotionally. As a result, 

menopause is rarely addressed in conversations with family, peers, or healthcare providers, leaving 

women without access to accurate information, guidance, or supportive services. 

The Rwandan healthcare system has achieved considerable success in several areas of public 

health, particularly maternal and child health, family planning, infectious disease control, and 

increasingly, the management of non-communicable diseases such as hypertension and diabetes 

[9,10]. However, services remain predominantly focused on reproductive and maternal health, with 

limited recognition of the health needs of midlife and older women. Menopause is largely absent 

from national health policies, clinical protocols, and routine service delivery [8,11]. Access to care is 
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shaped by geography, socio-economic status, and the availability of trained staff. Rural women face 

particularly severe challenges, including long distances to health facilities, poor transport 

infrastructure, and unaffordable costs, which often prevent them from seeking care altogether [12–

15]. Even when rural women do reach services, shortages of medicines and healthcare workers can 

undermine the quality and continuity of care. In contrast, urban women generally face fewer physical 

barriers but encounter systemic neglect, as clinics and hospitals prioritise disease-specific 

programmes and fail to integrate menopause into their service frameworks [11,13]. Community 

health workers play a pivotal role in Rwanda’s health system, yet their remit is largely confined to 

maternal and child health, leaving a significant gap in outreach, education, and support for midlife 

health [16–18]. This structural context results in widespread under-diagnosis, poor symptom 

management, and missed opportunities for intervention. 

Critically, the neglect of menopause in Rwanda reflects a wider global pattern where women’s 

health beyond the reproductive years has been historically marginalised. While maternal health has 

benefited from decades of investment and targeted programmes, menopause has remained largely 

invisible in research, funding, and policy-making. A lack of local data on prevalence, symptom 

burden, and health impacts compounds this problem, making it difficult for governments to plan 

services or allocate resources effectively. In Rwanda, the absence of surveillance systems means that 

menopause-related needs are not systematically monitored or addressed [19]. This creates a cycle 

where symptoms remain unmanaged, women delay seeking care, and healthcare providers remain 

unaware of the scale of the issue. Rural–urban disparities exacerbate these inequities, with rural 

women excluded through structural barriers to access and urban women excluded through systemic 

neglect despite proximity to services. Without intervention, these gaps will continue to grow as 

Rwanda’s population ages, placing increasing pressure on families, communities, and the healthcare 

system [20,21]. 

Rationale 

This study was undertaken to address a critical gap in understanding menopause and health-

system readiness in Rwanda. While global literature has highlighted the challenges of managing 

menopause, there has been little exploration of how these issues manifest in low- and middle-income 

countries, particularly in sub-Saharan Africa. Rwanda’s health system has successfully scaled up 

maternal and reproductive health services, yet the transition from reproductive to post-reproductive 

care remains poorly defined. Women’s health after childbearing years has been neglected, resulting 

in fragmented, disease-focused services that fail to address holistic needs. By using qualitative 

methods, this study captures the lived experiences of Rwandan women navigating menopause, with 

a specific focus on how healthcare services respond to their needs. It examines barriers to access, 

disparities between rural and urban populations, gaps in service provision, and the absence of 

anticipatory care for women undergoing surgical or medical menopause. This approach provides 

rich, contextualised evidence that moves beyond symptom descriptions to explore the systemic and 

structural factors influencing care. By highlighting missed opportunities for intervention, this 

research addresses a longstanding knowledge gap and supports the development of integrated, life-

course approaches to women’s health. In doing so, it aims to position menopause as a priority within 

Rwanda’s health agenda, ensuring that midlife and older women are no longer left to face this 

transition alone but are supported through education, outreach, and responsive, accessible care. 

Methods 

Study Design and Setting 

This qualitative study formed part of the MARIE Rwanda Work Package 2a (WP2a), a multi-

country initiative aimed at understanding menopause and midlife women’s health within diverse 

global contexts. The Rwanda component focused specifically on women’s experiences of health-
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system readiness and responsiveness to menopause. The study was conducted across rural and urban 

regions, capturing perspectives from communities with varying access to healthcare services. 

The Delanerolle and Phiri framework [22] was used to guide data collection and analysis, 

providing a lens through which menopause could be examined across five interconnected domains: 

biological, psychological, socio-cultural, health-system, and structural/environmental. This ensured 

a holistic exploration of women’s journeys through natural, surgical, and medical menopause, with 

particular attention paid to interactions with healthcare services and system-level challenges. 

Participant Recruitment and Sampling 

Participants were recruited using purposive and snowball sampling to ensure diversity in age, 

menopausal stage, socio-economic background, and geographical location. Women were eligible to 

participate if they were aged 40–75 years and had experienced natural, surgical, or medical 

menopause. Those with conditions preventing meaningful participation, such as severe cognitive 

impairment, were excluded. 

In total, 28 women were interviewed in Kinyarwanda, representing both rural and urban 

settings and a range of occupations, including farming, tailoring, teaching, and hospital-based roles. 

This diversity allowed exploration of how system-level factors varied across different contexts and 

care environments. 

Data Collection 

Data were collected through in-depth interviews conducted in Kinyarwanda, guided by a semi-

structured topic guide co-developed with local researchers, clinicians, and women with lived 

experience. The guide included open-ended questions exploring participants’ experiences of 

menopause, interactions with health services, barriers to care, and perceptions of provider 

responsiveness. In line with COREQ guidelines, all interviews were audio-recorded, transcribed 

verbatim in Kinyarwanda, and subsequently translated into English by bilingual research assistants 

trained in qualitative methods. To ensure accuracy, translations were independently reviewed by a 

second bilingual reviewer, with discrepancies resolved through consensus. Back-translation and 

cross-checking of a random subset of transcripts were performed to maintain linguistic fidelity, 

cultural nuance, and conceptual equivalence between the source and translated texts. 

Interviews were conducted in private, comfortable settings chosen by the participants, such as 

homes or community spaces, to promote open and safe dialogue. Each interview lasted between 45 

and 90 minutes. All interviews were audio-recorded with informed consent, transcribed verbatim, 

and translated into English by trained bilingual researchers. To ensure accuracy and cultural fidelity, 

back-translation was performed by independent linguists. Field notes were used to capture 

contextual observations and non-verbal cues. 

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 

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 

Analysis followed Braun and Clarke’s six-phase thematic analysis, integrated with the 

Delanerolle and Phiri framework. Researchers first immersed themselves in the data through 
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repeated reading of transcripts and field notes. Initial codes were generated inductively and mapped 

onto the five framework domains, with particular emphasis on health-system interactions. 

Codes were then organised into candidate themes and sub-themes reflecting recurrent 

experiences of service availability, accessibility, quality, and responsiveness. Themes were refined 

collaboratively by the research team to ensure they were clear and accurately represented the data. 

Contextual mapping highlighted how systemic factors influenced women’s experiences across rural 

and urban settings. 

Bilingual analysts cross-checked translations to preserve linguistic accuracy and cultural 

meaning. Verbatim quotes were carefully selected to illustrate key themes, while idiomatic 

expressions were discussed with the local team to maintain their integrity. Community validation 

workshops were held to ensure the findings resonated with participants and stakeholders. 

Adherence to COREQ Guidelines 

This study followed the Consolidated Criteria for Reporting Qualitative Research (COREQ) 

guideline to ensure transparency and methodological rigour in participant recruitment, data 

collection, analysis, and reporting. 

Results 

The analysis of 28 interviews revealed how systemic neglect and limited health-system readiness 

affect women experiencing menopause in Rwanda. Across rural and urban settings, women 

described the invisibility of menopause within health services, the absence of clear care pathways, 

inequities between rural and urban populations, and the lack of anticipatory guidance for those 

undergoing surgical or medical menopause. Five interconnected themes were identified: (1) absence 

of menopause in clinical protocols and conversations, (2) fragmented care and missed opportunities, 

(3) rural–urban disparities in access and quality of services, (4) lack of anticipatory guidance in 

surgical and medical menopause, and (5) limited community outreach and education (Table 1). These 

themes illustrate a consistent pattern of unmet needs and systemic gaps across all levels of care 

(Figure 1). 

Theme 1: Absence of Menopause in Clinical Protocols and Conversations 

Women consistently reported that menopause was not routinely discussed during healthcare 

consultations. Instead, clinical encounters were dominated by monitoring blood pressure, diabetes, 

and other non-communicable diseases, with menopausal concerns overlooked. This absence 

reinforced the perception that menopause was not a legitimate health concern requiring professional 

attention. 

A woman from an urban area explained: 

“They check my blood pressure but not menopause. No one asks about these changes or how they 

affect me.” (PID02) 

Even women employed within health facilities described a lack of professional awareness and 

discussion: 

“Menopause is not discussed enough, even among us as health workers. It is as if it does not exist.” 

(PID05) 

Others described routine consultations that failed to acknowledge menopause as a health issue: 

“They never ask about menopause or ageing problems, only blood pressure and sugar.” (PID27) 

“The clinic doesn’t ask about menopause. They just take the pressure and give tablets.” (PID03) 
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“When I go to the hospital, they treat my other conditions, but menopause is never mentioned.” 

(PID04) 

This lack of engagement meant that symptoms went unrecognised, and women were left to 

manage them in isolation, leading to delayed diagnosis and treatment. 

“We suffer quietly because doctors don’t ask, and we don’t know if it is important to tell them.” 

(PID07) 

The invisibility of menopause in clinical discussions perpetuated misinformation and self-

blame, with women attributing their symptoms to ageing or weakness: 

“I thought it was just old age; no one explained it was menopause.” (PID26) 

“Even when I mentioned my pain, they only said it is because of age, not menopause.” (PID27) 

Several participants expressed disappointment that women’s midlife health was not viewed 

holistically: 

“They focus on blood pressure and diabetes, but our other changes are ignored.” (PID02) 

“No one counsels us about this time of life, yet it affects everything.” (PID04) 

Theme 2: Fragmented Care and Missed Opportunities 

Where women did seek care, they encountered fragmented and uncoordinated services. Many 

reported being referred between different clinics or departments without receiving clear explanations 

or effective support. Surgical and cancer-related pathways were particularly disjointed, with follow-

up focusing solely on surgical recovery or disease progression, rather than the holistic impacts of 

menopause. 

A participant who underwent surgery recalled: 

“They didn’t give me much counselling after the operation. The focus was only on my wounds, not 

about how I was feeling inside.” (PID06) 

Women who had undergone hysterectomy or medical procedures reported that their recovery 

was narrowly defined by physical healing, while psychological distress and vasomotor symptoms 

were neglected: 

“After surgery, they only cared about whether the stitches healed. No one asked why I couldn’t sleep 

or why I cried.” (PID06) 

“Even in the hospital where I work, menopause is not mentioned. The system looks only at diseases, 

not at women as a whole.” (PID05) 

Participants frequently described inconsistent advice and unclear communication between 

clinicians, leading to a sense of confusion and mistrust: 

“One nurse says it’s normal, another says I should take medicine, but no one explains properly what 

is happening.” (PID03) 

“I was sent from one clinic to another and still got no answers.” (PID04) 
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Several women also highlighted missed opportunities for preventive or supportive counselling, 

especially in post-surgical and chronic illness contexts: 

“After my hysterectomy, no one spoke about menopause or emotions. I only learnt from other women 

later.” (PID06) 

“They measure my blood pressure and sugar, but never talk about menopause or how to live better 

with it.” (PID27) 

Another woman undergoing cancer treatment shared: 

“They treat my cancer, but no one asks about the changes in my body or my emotions. It feels like 

part of me is ignored.”(PID08) 

These experiences highlight how opportunities to provide integrated, woman-centred care are 

consistently missed, resulting in untreated symptoms and heightened psychological distress. 

Theme 3: Rural–Urban Disparities in Access and Quality of Services 

Rural women described significant barriers to physically accessing care, including long travel 

distances, poor roads, and unaffordable transport costs. Even when they reached clinics, shortages of 

trained staff and essential medicines further restricted service availability. 

A farmer explained: 

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

(PID07) 

In contrast, urban women were physically closer to facilities but reported subtler forms of 

neglect. While they could reach services, the quality of care was often limited, with menopause rarely 

addressed even in well-resourced settings: 

“Being near the hospital does not mean they will help you. They focus on other diseases, not 

menopause.” (PID05) 

This contrast demonstrates that while physical access is a critical barrier in rural areas, service 

invisibility remains a significant issue in urban contexts. 

Theme 4: Lack of Anticipatory Guidance in Surgical and Medical Menopause 

Women undergoing hysterectomy or cancer treatment described being unprepared for the 

sudden and severe onset of menopausal symptoms. None received pre-surgical counselling or clear 

information about what to expect, leaving them fearful and uncertain. One participant reflected: 

“The suddenness after surgery made it worse. The hot flushes and mood swings came without 

warning.” (PID05) 

Another woman explained how this lack of preparation compounded her anxiety: 

“I was scared because I didn’t understand what was happening to me. I thought something was 

wrong with my body.”(PID06) 

The absence of anticipatory guidance represents a significant missed opportunity for early 

intervention and psychological support. 

Participants described feeling abandoned immediately after discharge, with medical care 

focusing solely on surgical wounds or disease management: 
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“They didn’t give me much counselling after the operation. The focus was only on my wounds, not 

about how I was feeling inside.” (PID06) 

“After the surgery, nobody told me that these emotional and body changes were part of menopause.” 

(PID05) 

Women with cancer diagnoses described a similar absence of anticipatory support, leaving them 

to interpret menopausal symptoms as a recurrence or worsening of disease: 

“They treat my cancer but never explained that these hot flushes and sweating could be from 

menopause.” (PID08) 

“I thought the changes in my body were from the cancer returning, but later I learned it was 

menopause.” (PID08) 

Theme 5: Limited Community Outreach and Education 

Community health workers are central to Rwanda’s health system, yet menopause education 

and outreach are almost entirely absent from their work. Without structured information at 

community level, women rely on peers, family members, or informal networks for advice. A 

participant from a rural area shared: 

“There is no information in the community. We depend on what other women say, but sometimes it 

is wrong.” (PID09) 

This lack of accurate information perpetuates myths and stigma, reinforcing cultural silence and 

discouraging help-seeking. 

Several women described learning about menopause only through informal discussions rather 

than organised education or health promotion: 

“We hear things from each other, not from the health centres. Everyone just guesses what is 

happening.” (PID02) 

“Even when community health workers visit, they talk about pregnancy or malaria, not menopause.” 

(PID07) 

Others noted that silence within households and communities leaves women unprepared for the 

transition: 

“In my family, no one talked about it, so when it happened, I didn’t know what was normal.” (PID03) 

“Older women sometimes give advice, but it’s mixed with myths and fear.” (PID07) 

Table 1. Thematic Table (Health-System Readiness and Gaps). 

Theme Sub-theme 
Determinants 

(Domain) 
Impact 

Absence in 

clinical 

protocols 

No structured assessment; 

lack of clinician training 
Health-system 

Menopause overlooked 

during consultations; 

delayed diagnosis 

Fragmented care 

pathways 

Lack of integrated 

services; poor referrals 
Health-system 

Missed opportunities for 

holistic care and 

intervention 

Rural–urban 

disparities 

Distance, cost, workforce 

shortages 

Structural, 

Health-system 

Rural exclusion from 

services; inequitable access 
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Lack of 

anticipatory 

guidance 

No pre-surgical 

counselling or follow-up 
Health-system 

Emotional distress, 

confusion, delayed 

symptom management 

Limited 

community 

outreach 

Absence of educational 

programmes; reliance on 

informal advice 

Socio-cultural, 

Health-system 

Misinformation, stigma, 

lack of peer support 

Contextual Analysis 

The findings reveal a health system that is ill-prepared to meet the needs of women experiencing 

menopause. Menopause is invisible at every level of care, from primary services to specialist 

pathways such as surgery and oncology. While women regularly engage with the health system for 

other conditions, their menopausal symptoms are rarely acknowledged or addressed, reflecting a 

systemic failure to prioritise midlife and older women’s health. 

Rural women face dual challenges of physical access and service quality. Long travel distances, 

poor infrastructure, and unaffordable transport create significant barriers to care. Even when they 

reach clinics, staff shortages and limited resources prevent consistent service delivery. In contrast, 

urban women benefit from physical proximity but encounter subtler forms of neglect, where 

menopause remains absent from consultations despite the availability of services. 

Cultural expectations of stoicism and silence intersect with these structural barriers, reinforcing 

women’s isolation and discouraging proactive help-seeking. Without reliable information or 

community outreach, menopause is framed as a private issue rather than a legitimate health concern. 

This invisibility has profound consequences for women’s quality of life, mental health, and economic 

participation. It also limits the health system’s ability to respond to an ageing population where the 

burden of menopause will continue to grow. 

Healthcare System Access Analysis 

The Rwandan health system has made significant progress in areas such as maternal health, 

family planning, and infectious disease control, but menopause remains absent from health planning 

and service delivery. Participants repeatedly described how healthcare services were geared towards 

reproductive health and infectious diseases, with little consideration for the needs of midlife and 

older women. One woman highlighted this systemic gap, saying; 

“They focus on children and pregnancy. Once you stop giving birth, it is like you no longer matter 

to the clinic.” (PID09) 

Access to care is shaped by geography, socio-economic status, and the availability of trained 

health workers. Rural populations face the greatest inequities, with physical access severely 

constrained by distance, poor roads, and a lack of affordable transport. For many rural women, these 

barriers lead to delayed care or complete avoidance of health facilities. A farmer described her 

experience:  

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

(PID07) 

Financial barriers further limit access, as most women rely on out-of-pocket payments for 

services and medications. Without affordable options, some women turn to traditional remedies or 

advice from peers, which can lead to misinformation and untreated symptoms. 

 “If you cannot afford the hospital, you ask other women. Sometimes what you hear is wrong, but 

there is no other choice,” explained one rural participant (PID11). 
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In urban settings, physical access to clinics and hospitals was less problematic, but women 

encountered a different form of exclusion. Services were often highly specialised and focused on 

disease-specific programmes such as HIV, maternal health, or chronic disease management. 

Menopause did not fit within these service models, resulting in systemic neglect. 

 “Being near the hospital does not mean they will help you. They focus on other diseases, not 

menopause,” shared an urban participant (PID05) 

Another added; 

 “They check my blood pressure but not menopause. No one asks about these changes or how they 

affect me.” (PID02) 

Community health workers, who play a vital role in Rwanda’s health infrastructure, were 

described as almost entirely absent from menopause-related care. Their work remains focused on 

maternal and child health, leaving a gap in outreach and education for midlife and older women. 

This lack of community-based engagement perpetuates silence and stigma.  

“The community health workers come to talk about pregnancy or babies, but they never talk about 

menopause. We are left to figure it out ourselves,” (PID12) 

Women consistently expressed frustration that menopause was excluded from community 

health agendas and public education campaigns: 

“They talk about malaria, pregnancy, and family planning, but not menopause. We are forgotten.” 

(PID07) 

“When health workers come, they check children’s health, but they don’t ask us how we are.” (PID03) 

Expanding the remit of community health workers to include midlife health could transform 

access, particularly for rural women. Education and peer support were highlighted as critical needs, 

with several women expressing a desire for more accurate information.  

“There is no information in the community. We depend on what other women say, but sometimes it 

is wrong,” said a rural participant (PID09) 

“If they can teach about HIV or childbirth, they should also teach us about menopause and ageing.” 

(PID02) 

“Many women believe it’s a curse or punishment because no one explains it properly.” (PID27) 

These findings underscore that without targeted policies and investment, the health system will 

continue to overlook menopause, leaving a growing segment of the population unsupported. A 

participant summarised this systemic neglect, stating; 

“When you are young, they care for you. When you are older, you are on your own.” (PID06) 

To address these gaps, a responsive approach must integrate menopause into national health 

strategies and routine care. Clinicians require training to recognise and manage menopausal 

symptoms, while health facilities must provide equitable access to essential medicines and 

counselling. By prioritising education, outreach, and service development, Rwanda can create a 

health system that supports women throughout the life course, reducing stigma and promoting 

equity for midlife and older women. 
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Figure 1. Thematic map illustrates the key themes and sub-themes related to health-system readiness and gaps 

in addressing menopause in Rwanda. The central bubble, Health-System Readiness and Gaps, represents the 

overall focus of the analysis. Surrounding it are five main themes: Absence of Menopause in Clinical 

Protocols and Conversations, Fragmented Care and Missed Opportunities, Rural–Urban Disparities 

in Access and Quality of Services, Lack of Anticipatory Guidance in Surgical and Medical 

Menopause, and Limited Community Outreach and Education. Each main theme is linked to smaller sub-

theme bubbles. These capture specific issues such as lack of structured assessments, poor clinician training, 

geographical and financial barriers, inequitable service quality, misinformation, absence of educational 

programmes, and lack of pre-surgical counselling. The bright, contrasting colours distinguish each theme for 

clarity and highlight how interconnected these systemic challenges are, emphasising the need for integrated, 

responsive strategies to improve menopause care and support in Rwanda. 

Discussion 

The findings of this study reveal a significant gap in Rwanda’s health system regarding the 

recognition and management of menopause. Women’s narratives highlighted that menopause 

remains invisible within healthcare services, leaving those experiencing both natural and surgically 

or medically induced menopause unsupported. While natural menopause was often endured in 

silence, women facing abrupt transitions due to hysterectomy or cancer treatment experienced 

distress and confusion, compounded by the absence of anticipatory counselling and follow-up care. 

Across rural and urban settings, cultural expectations of stoicism intersected with systemic neglect, 

leading to delayed diagnosis, unmanaged symptoms, and reliance on informal or traditional care 

networks. These experiences reflect a broader pattern in which women’s health beyond reproductive 

years is deprioritised, reinforcing the invisibility of midlife and older women within health planning 

and service delivery. 
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Healthcare System Implications 

These findings have critical implications for healthcare provision. Rural women face profound 

structural barriers, including long distances to facilities, unaffordable transport, and staff shortages, 

resulting in limited access to care [13–15]. Even when services are physically accessible, the content 

and quality of care remain inadequate, with clinics and hospitals focused on maternal health, 

infectious disease, and chronic conditions such as hypertension and diabetes, rather than holistic 

women’s health. The absence of dedicated menopause services or protocols leads to fragmented, 

disease-specific care. Training gaps among healthcare workers further perpetuate this neglect, with 

clinicians unprepared to address menopause or provide appropriate counselling. Community health 

workers, who are essential to Rwanda’s health infrastructure, are not engaged in outreach or 

education for midlife health, leaving women without reliable information or preventive support. 

Addressing these systemic issues requires a shift towards integrated, life-course approaches to 

women’s health that recognise menopause as a vital stage requiring attention and resources. 

Policy Impact 

The invisibility of menopause within national health policies contributes to its neglect at service 

level [23,24]. Current reproductive health strategies in Rwanda focus on maternal health and family 

planning, with no systematic inclusion of midlife and ageing women’s health needs. The study 

findings highlight an urgent need for policy reform to bridge this gap. This includes integrating 

menopause into national health plans, ensuring financial protection for essential medications, 

expanding the role of community health workers, and improving surveillance systems to track 

prevalence and outcomes. Strengthening health financing and infrastructure is essential to reduce 

inequities between rural and urban populations and ensure equitable access to care. Below are few 

recommendations. 

Area Recommendation Implementation Level 

Clinical care 
Introduce standardised menopause screening in 

primary care, surgical, and oncology services. 

National and district 

health services 

 Train clinicians and nurses on menopause 

management and holistic women’s health. 

Ministry of Health, 

medical councils 

Community 

outreach 

Expand community health workers’ remit to 

include menopause education and support. 

Local health structures, 

NGOs 

 Develop culturally sensitive campaigns to reduce 

stigma and promote awareness. 

National public health 

campaigns 

Health system 

access 

Provide transport vouchers and outreach clinics 

to reduce rural access barriers. 

Government health 

financing schemes 

 Ensure affordable and continuous supply of 

essential menopause-related medicines. 

National pharmacy and 

insurance systems 

Policy reform 
Integrate menopause into reproductive and 

ageing health policies. 

National health strategy 

and policy 

 Establish surveillance systems to collect 

menopause data for planning and monitoring. 

Ministry of Health, 

statistical agencies 

Conclusion 

This study highlights the systemic invisibility of menopause in Rwanda and its profound effects 

on women’s health and wellbeing. Menopause is neither routinely assessed nor supported within 

healthcare services, leaving women to manage symptoms alone or through informal networks. 

Rural–urban disparities further compound inequities, with rural women facing barriers of access and 

urban women experiencing neglect despite physical proximity to services. Addressing these 

challenges requires investment in education, training, and infrastructure to create an integrated, 
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responsive health system. By recognising menopause as a public health priority, Rwanda can 

improve quality of life and ensure equitable care for midlife and older women. 
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