
CASE: Menstrual Hygiene Management for School-Age Girls 

Background: 
In recent years, menstrual hygiene management (MHM) – and the challenges it poses for schoolgirls in 
low-income contexts – has become increasingly recognized as a public health issue (Sommer et al, 
2015). Although there is limited and mixed evidence about the potential for reproductive tract infection 
associated with using non-sterile materials for MHM, reductions in bacterial vaginosis through 
provision of hygienic products could reduce girls’ susceptibility to sexually-transmitted infections, 
including HIV (Anand et al, 2015; Phillips-Howard et al, 2016). The association of reproductive tract 
infections with use of cloths and rags is likely higher in areas with limited access to a clean water supply 
as well as where social norms lead women to hide these damp cloths in dark spaces, promoting 
bacterial growth (Garg, 2010). 
 
While more evidence is needed on the potential impacts of reducing infection, there is an abundance of 
work demonstrating that lack of appropriate MHM methods and products can result in shame, 
embarrassment, and absence from school and increased drop-out rates. It is widely recognized that 
education is not only essential to development and long-term prosperity, but that it also has protective 
effects on health. These protective effects include delaying sexual debut, increasing safe sex practice, 
and delaying early marriage and pregnancy (Baird et al, 2010). These protective effects also extend to 
future generations, since both increased earning potential and higher maternal educational attainment 
are associated with improvements in key indicators of child health. 
 
In various low- and middle-income contexts, girls cannot access pads due to low supply in non-urban 
areas, and even where they are available many girls cannot afford to pay for sanitary pads (McMahon, 
2011). There is also evidence that adolescent girls engage in transactional sex to obtain sanitary pads, 
with one study in Kenya reporting over 10% of study participants engaging in sex for money to buy 
pads and another study in Tanzania where 26% of girls indicated that males had approached them for 
sex because they knew they started menstruating (Phillips-Howard et al, 2015 & 2016; Tamiru et al, 
2015) 
 
Because this is still a newly recognized public health need, there is limited cost-effectiveness data on 
government subsidized sanitary pads. There have, however, been some preliminary pilot studies to look 
at the potential impacts of providing pads to school-age girls. One study suggested a significant 
reduction in STI prevalence (4.3%) as compared to the control group (7.7%; adjusted prevalence ratio 
0.54, 95% CI [0.34 - 0.87], p=0.012). (Phillips-Howard et al, 2016). Another study in Ghana found a 9 
% increase in school attendance after 5 months among girls provided with pads and MHM education 
(Montgomery et al, 2012). Further evidence is needed to assess impacts on schooling. 
 
Assessment: 
Your group has been asked to conduct an ethics analysis as part of the Health Technology Assessment 
for school-based provision of MHM products. Some preliminary cost estimates are provided below.  
 

 ZAR USD 

Commercial Cost per 10 pack R18 $1.80 

Cost per period R36 $2.60 

Cost per student per year R468* $35.92 
* Unit price likely to fall with economies of scale and bargaining power for large purchasing orders.  

Additional costs may be associated with structural interventions such as disposal bins in schools  
and complementary interventions like educational programs on MHM or provision of undergarments 

 



Please use the accompanying worksheet to analyze this case. At the end of the case discussion, your 
group must provide a recommendation to: 
 

• Cover for all school-age girls 

• Cover for all girls below a certain poverty threshold 

• Cover for all girls attending schools where average household is below a certain poverty threshold 

• Not cover for anyone 

• Other: ________________ (please specify) 
 
If time allows, you can also identify what additional pieces of information you would want to need to 
make a more informed decision on this case. 
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