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Policy Statement
Introduction:
Self-care is defined as the individual’s ability to maintain health with or without the support of a healthcare
provider. It is considered a key strategy to mitigate inequalities in access to health due to low costs, broad
accessibility, convenience, and confidentiality. Social and cultural factors often restrict access to reproductive
health services. Implementation of self-care interventions in reproductive health responds to existing barriers that
will result in better health outcomes and increased well-being.
IFMSA position:
The IFMSA recognizes the role of self-care in exercising one’s sexual and reproductive health and rights and in
empowering individuals to have control over their bodies and make informed decisions regarding their well-being
and health. IFMSA affirms that self-care does not shift the responsibility to an individual but requires systemic
support that ensures health and digital literacy, creates enabling and safe environments, and allows reaching for
professional help. We urge the stakeholders to address existing gaps in healthcare and social systems. As future
medical workers, we support implementing a people-centered approach such as self-care to provide constant,
high-quality care that is tailored to the needs of an individual and reduces stigma around reproductive services.
Call to Action:
Governments and international agencies to:
1. Utilize, prepare, participate and financially support activities that aim to raise awareness on the
importance of reproductive health, such as public campaigns and digital technologies.
2. Promote comprehensive sexuality education (CSE) at schools and youth centers to teach adolescents
how to care about their own reproductive health.
3. Support financially and facilitate access to screening and prevention methods, especially the most
sensitive and specific methods that people can practice to protect their health, including the promotion of
self-collection and self-testing, when appropriate.
4. Ensure equitable access to SRHR services and products to all people, with emphasis on left-behind
populations that will enable them to practice self-care to the same extent.
5. Establish guidelines that will allow the healthcare sector to respond to the needs of their patients in
practicing self-care in reproductive health.
6. Ensure that health education on self-care is integrated into a country’s primary care and universal health
coverage (UHC) policies, programming, and funding.
Civil society to:
1. Support participation in STIs and reproductive cancers screening programs alongside HPV vaccine
uptake.
2. Promote autonomy and agency of all people by providing evidence-based resources on the benefits of
self-care in reproductive health.
3. Dissipate misinformation related to self-care, play an active role in deconstructing the stigma
surrounding self-managed abortion, STIs testing, HPV vaccine, and advocate against laws limiting
access to reproductive health services.
4. Encourage and develop evidence-based peer education programs, have a sex-positive, human
rights-based approach delivered by trained facilitators, and, whenever applicable, follow local, national,
or international guidelines on self-care in reproductive health provision.
5. Collaborate with relevant stakeholders to work towards advancing adequate access to information,
self-testing and self-screening services, and products, particularly in resource-limited settings.

6. Recognize screening programs and self-check of reproductive organs as a valuable public health tool,
ameliorating physical and mental health and well-being of all communities.
7. Collaborate with stakeholders to ensure universal access to sexual and reproductive healthcare services
and integrate reproductive health into national strategies and programs;
8. Collaborate with relevant stakeholders to provide CSE at schools and youth centers to teach them how
to care for their reproductive health and dissipate misinformation.
9. Collaborate with relevant stakeholders to develop an accurate tool for the assessment of sexual and
reproductive health literacy.
Medical students and National Members Organizations to:
1. Identify stakeholders and actively advocate for self-care in sexual and reproductive health issues;
2. Create and contribute to awareness and education campaigns and activities on self-care in sexual and
reproductive health, including an intersectional approach to health;
3. Undertake research related to awareness on self-care in sexual and reproductive health, including the
availability of resources, treatment options, and elimination of stigma;
4. Collaborate with other civil society, non-governmental and youth-led organizations on joint efforts to
promote self-care in terms of sexual and reproductive health and rights;
5. Work and implement age-appropriate CSE models for young minds in collaboration with relevant
stakeholders to improve self-care in adolescents;
6. Work to deconstruct social stigma and patriarchal mindset that prevents young individuals from seeking
help and timely self-care.
Healthcare sector and healthcare providers to:
1. Ensure that information and health services are always accessible and available if needed for patients to
receive guidance on self-care practices in reproductive health.
2. Train healthcare providers in self-care issues, including the use of technologies and communication
skills to appropriately inform and provide counseling.
3. Promote and apply attitudes and behaviors of respect, non-stigmatization, and inclusion to create safe
spaces allowing patients to make informed decisions about their own care in a non-judgmental
environment.
4. Champion self-care with patients, peers, and in your professional networks, families, and communities.
5. Advocate for ensuring and regulating access to appropriate, safe, and quality products, services, and
technologies outside medical facilities (e.g., pharmacies, at-home, or online).
6. Adapt and expand strategies to provide self-care information to be accessible and understandable for
diverse populations seeking to overcome literacy issues and language barriers.
7. Ensure the accessibility and availability of self-care services in the event of humanitarian emergencies.
Digital industry and educational sector to:
1. Collaborate to promote the use of digital health interventions for self-care as well as the incorporation
into the school curriculum at all levels to increase technological literacy.
2. Give priority to innovating more user-friendly self-care technologies that can be accessible and
affordable to people of all social statuses.
3. Strengthen user data privacy protection to ensure optimal anonymity and prevent data theft.
4. Optimize digital health interventions with the interests of both patients and healthcare givers.
5. Promote self-care in comprehensive sexual and reproductive health education.

Position Paper
Background Information
The World Health Organization (WHO) defines self-care as “the ability for individuals, families, and communities
to promote, maintain health, prevent disease and cope with illness with or without the support of a healthcare
provider.” It entails practices divided into three groups: self-management (e.g., self-administration of
medications, self-examination), self-testing (self-screening, self-monitoring, self-sampling), self-awareness (e.g.,
self-education, being mindful of one’s symptoms and seeking medical help whenever necessary, implementing
healthy habits) (1). Self-care tools and interventions are critical to addressing social determinants of health,
increasing healthcare quality through integrated services, and reducing the burden put on healthcare workers.
Through their convenience, accessibility, and affordability, self-care approaches reduce health disparities within
and between countries as health systems that are full-staffed, well-functioning, ensure comprehensive care, and
located in a well-maintained infrastructure are not a reality for the majority of countries but more of a goal that
has yet to be achieved (2). Due to the personal aspect and ensuring confidentiality, self-care became essential
for reducing social barriers in realizing sexual and reproductive health and rights (SRHR) and exercising body
autonomy. In the context of reproductive health, it includes practices such as fertility regulation, STIs testing or
advice seeking, prevention of reproductive cancers, self-administration of medications during menstruation, HIV
infection, among others (3). Existing strategies of self-care implementation aim to improve antenatal, childbirth,
and postpartum care; increase the accessibility of family planning services (contraception and infertility support);
eliminate unsafe abortion; reduce STIs through prevention and early detection; decrease mortality of
reproductive cancers and promote sexual health (4).
Discussion

Human Papillomavirus (HPV) Vaccination
Findings have shown that 70% of cervical cancer cases are associated with high-risk types of HPV (16, 18) (5).
However, we have over 100 different types of HPV, among which a minimum of 14 can cause cancers (6),
including anal, external genitalia, mouth, and oropharynx cancers (7). Only 1% of HPV infections result in cancer
and genital warts, while 90% of these infections are cleared off by the body’s immune system undetected (8).
HPV types 6 and 11 are responsible for noncancerous conditions like genital warts and Recurrent Respiratory
Papillomatosis (RRP) (9). Immunocompromised individuals like people living with HIV/AIDS are more at risk to
these HPV types and may experience rapid progression to precancerous lesions and cancer whenever infected.
In comparison, men who have sex with men (MSM) are more at risk for HPV type 6, 11, 16, and 18 (10).
Vaccination against HPV is among WHO’s primary prevention strategies against cervical cancer (11). Currently,
three vaccines are available and licensed in most countries for the prevention of HPV. Bivalent vaccines target
HPV type 16 and 18, Quadrivalent vaccines target HPV type 6, 11, 16, and 18 (12) while Nonavalent vaccines
target five additional HPV types (31, 33, 45, 52, and 58) (13). Two-dose vaccination of children aged 9-14yrs in
the interval of 6 months is encouraged to reduce the prevalence of cervical cancer (11). This HPV vaccination
can remain effective in preventing cancers for over 6-11 years (14).
We currently have significant knowledge gaps on the impact and opportunities of vaccination of adults and have
a low supply of vaccines in low- and middle-income countries (LMICs). Still, routine immunization of adults
should not be neglected, especially for MSM and people living with HIV(15).

A study showed that from 2008 to 2020, over 3.3 million females of LMICs were vaccinated (16). Adopting HPV
Vaccination as a national program started earlier in high-income countries (HICs). Even though 70% of cervical
cancers occurred in LMICs, in 2014, a study estimated that only 1.1% of adolescent girls were vaccinated in all
84 LMICs. However, progress was made in 2016, with 12 LMICs introducing HPV Vaccination in their national
programs (17). Despite the high adoption rates in HICs, coverage in National programs is low compared to
LMICs (18).
Even though HPV vaccination prevents cervical cancer, it does not treat pre-existing infections (12). Therefore, it
is advisable to educate people and healthcare givers to avoid behaviors that increase risks of contracting HPV
and provide training on HPV precancerous and cancer screening, diagnosis, and treatment (19).
Generally, knowledge of HPV infection is low. Reports have shown that people complained about the age for
vaccination, but there was a decrease in hesitancy after informing about the benefits of early vaccination (20).
Adolescents who form the target group for HPV Vaccination tend to use social media as their first point of
accessing information. They are susceptible to finding negative information, which studies have shown to reduce
acceptability and coverage (21). Advancing health literacy to improve decision making, improving accessibility of
the vaccine to be given at pharmacies and drug stores, and ensuring there are no out-of-pocket costs for the
vaccine are approaches to help improve HPV vaccination (22–24).

Self-check of reproductive organs
Regular self-check of reproductive organs in some diseases, like testicular (25), vulvar (26) (27), or breast (28)
cancer, can be more effective than occasional contact with a doctor. The knowledge about human anatomy can
help maintain good health, improve sexual life, and in consequence - the quality of life due to a better
understanding of one’s body.
A vaginal self-examination is a way for people with ovaries to look at their vulva and vagina. For testicular
self-examination, the main goal is to check testicles for abnormalities (25). For people with ovaries, it may help in
the understanding of one’s body and in an acceptance of changes during the menstrual cycle (29). The process
of self-examination, especially for young people, can be challenging. Therefore many associations and health
websites, like National Vulvodynia Association (30), teach how to do genital self-examination. They pay attention
to medical aspects of examination and important psychological or environmental factors like lighting in the room
or relaxation. In addition, they show photos, which help in their organs’ evaluation (29) (31) (32).
Unfortunately, scientific data describing the knowledge about our body anatomy is limited. The study of M. Preti
et al. using a 29-question survey about vulvar anatomy, self-examination, and sociodemographic details
investigated the knowledge of vulvar anatomy and self-examination in a group of 512 women. The results were
the following: 15% of women could match elements of vulvar anatomy correctly, 76% have never heard about
vulvar self-examination (VSE), and 61% feel shame and embarrassment when approaching their genitalia. 69%
of women would like to know their bodies’ anatomy (33). The above-quoted study is the only one describing the
women’s understanding of vulvar anatomy and self-examination. In addition, the study was conducted on women
from only one country, and therefore, the results should be compared with other continents and countries.
Nevertheless, with shame and fear of stigma impeding individuals from accessing information about their bodies’
anatomy and performing self-checks, overcoming those barriers will go a long way towards improving
individuals’ access to knowledge.

Reproductive cancers screening
Screening and testing are used to detect a disease, such as cancer, in people who are not symptomatic.
Reproductive cancers refer to reproductive organ cancers. These are cancers in the breast, cervix, uterus, vulva,
endometrium, or ovaries. Reproductive cancers can also be found in the prostate, testicles, and penis (34).
The incidence of breast cancer rises sharply around the age of 40. Randomized trials have proved that
screening starting at age 40 reduces mortality. Early detection remains the primary way to prevent the
development of life-threatening breast cancer (35).
According to the guidelines from the American College of Obstetricians and Gynecologists, for people with
breasts aged 40 to 49 years with average risk who desire to screen, mammography may be offered once a year
or once every two years, and clinical breast exams may be provided once a year. For people aged 50 to 74 with
average risk, the same recommendations for mammography still stand, minus the clinical breast exams. Shared
decision-making after appropriate counselling is important for determining the frequency of screening with
mammography, whether once a year or once every two years, as every person is different. In the context of
annual clinical breast examinations, a similar decision-making approach that recognizes their additional
advantages and disadvantages beyond screening mammography can also be employed (36–38). There are
different breast cancer screening guidelines for people with breasts who are at high risk of developing breast
cancer (39).
Cervical cancer is human papillomavirus (HPV)-related malignancy. In 2020, more than half a million people with
cervix contracted cervical cancer, and about 342 000 died as a result. HPV vaccination, screening, and
treatment of high-grade dysplasia are effective measures so that every person with cervical cancer gets the
treatment they need, and avoidable deaths are prevented (40). Cervical cancer screening is done by cytology
(Pap testing) alone, Pap and HPV co-testing, or primary HPV testing (41). Self-care technologies such as
self-sampling for HPV can be beneficial. Studies have found that individuals are twice as likely to accept HPV
screening when they have the option to collect their own sample. Self-sampling can increase the number of
people partaking in cervical cancer screening compared to the standard of care (42,43).
In 2020, The World Health Assembly endorsed WHO’s global strategy for cervical cancer elimination. It calls for
70% of women globally to undergo regular screening for cervical disease with a high-performance test and for
90% of those needing treatment to receive it. Implementing this global strategy while continuing the vaccination
of girls against HPV could prevent more than 62 million deaths from cervical cancer in the next 100 years (40).
Ovarian cancer is the 8th most common cancer in people with ovaries and the 7th cause of cancer-related
deaths (44). There has been a lot of research to develop a screening strategy for ovarian cancer, but at this time,
a clinically applicable screening strategy for ovarian cancer in the general population cannot be made based on
the available data. The proteomic approach has yielded encouraging preliminary findings that may later resolve
this important clinical problem (45).
Despite no clear data, some recommendations were developed for people with ovaries at average risk and
increased risk. Nowadays, transvaginal ultrasound (TVUS) and the CA-125 blood test for the BRCA-positive
group are the two most commonly used tests (in addition to a complete pelvic exam) to screen for ovarian
cancer (44).
Reproductive cancers, including breast, cervical and ovarian cancer, cause hundreds of thousands of individuals
to die prematurely. While investments and cytology-based programs to prevent and treat these cancers, such as

cervical cancer, have improved and have led to significant reductions in high-income countries, in low- and
middle-income countries, the mortality rate continues to be high. In low- and middle-income countries,
cytology-based programs are very challenging to implement, and the coverage is poor after the implementation.
Therefore, new screening and treatment strategies have to be considered to increase coverage in all countries
and, in the long term, reduce their incidence and mortality (46).
There is some variability in recommendations by expert groups about the frequency and the age to begin
screening for prostate cancer. The two most commonly used tests to screen for prostate cancer are the PSA
blood test and digital rectal examination (DRE) (47).
The European Randomized Study of Screening for Prostate Cancer (ERSPC) suggests that screening may
contribute to the reduction of mortality related to prostate cancer by at least 9% (relative reduction). Substantial
observational evidence indicates a decrease in mortality and prevalence of advanced stages of prostate cance,
which is attributed to the introduction of PSA screening (48).

STIs testing
There are an estimated 374 million new sexually transmitted infections (STIs) each year, with 1 of 4 STIs
including chlamydia, gonorrhea, syphilis, and trichomoniasis. In 2020, 1.5 million people were newly infected
with HIV (49). STIs are a significant public health problem. If not treated, they can lead to serious long-term
health consequences such as cancers and infertility (50).
When used correctly, condoms are the most effective means of preventing an STI. Testing, early diagnosis, and
treatment of STIs can reduce the complications associated with the disease and the incidence by reducing
onward transmission of infection to sexual contacts (51,52).
One of the critical barriers to controlling and preventing sexually transmitted infections (STIs) is the lack of
reliable and cost-effective point-of-care tests (POCTs), allowing one-visit diagnosis and treatment. Since the
"Sexually Transmitted Diseases Diagnostics Initiative" was housed in WHO 15 years ago, progress has been
achieved in developing rapid diagnostic tests (RDTs) for syphilis. However, for chlamydial, gonococcal infections,
and trichomoniasis, there are still no tests that meet the major requirements for POCTs (53).
In addition, testing services must be adapted to left-behind populations’ unique needs and contexts. People's
abilities and motivations to test (intrapersonal factors) are influenced by broader socioeconomic, political, and
cultural factors. Currently the global strategy on strengthening HIV prevention focuses more on identification
and addressing the barriers in testing such as its availability, accessibility, inclusivity, convenience and
confidentiality (54,55). HIV self-testing (HIVST), which can be ordered online, provided at clinics, or purchased at
pharmacies or drug stores, offers people a discreet and convenient way to test and has become the standard
approach to HIV diagnosis in many high burden settings. Essential to the success of HIVST is linking it to referral
to services when there is a positive test and other services. Innovations in self-care have also linked HIVST with
digital technologies that provide health information and digital health appointments (56).
Internet-accessible STI tests (e-STIs) are an effective measure for increasing the use of STI tests, including
chlamydia testing, among young people who do not use conventional services. Psychosocial and contextual
factors make it difficult to access sexual health services in person. Online sexual health services, including e-STI
testing, can overcome some of these obstacles by allowing users to overcome the stigma, embarrassment, and
disadvantages of in-person care. Usually, e-STI tests require users to order online postal self-sampling kits,

instructions on how to collect their own samples, return samples to a laboratory, and be informed of their results
by short text message or phone (57).
However, a systematic and focused approach to research and applying results in policies and practices are
needed to ensure that e-health benefits all population groups and that the information is timely, clinically valid,
and effective, including preventive approaches for various groups with different needs (58).

Self-care in abortion and family planning
Family planning includes information about methods to decide whether to have children, how many, and the
timing (59). It was recognized by the Programme of Action of the International Conference on Population and
Development as a basic right (60). It contributes to decreasing unwanted pregnancies, unsafe abortions, and
maternal and infant mortality (61). Barriers to family planning include transportation and socioeconomic
limitations, misinformation, stigma, limited access to contraceptive methods, and social attitudes regarding
gender roles (59). As part of the 2030 Agenda for Sustainable Development, it was proposed to expand access
to family planning, especially modern contraceptive methods (60). With the COVID-19 pandemic in 2020, 12
million women did not have access to family planning services, and 1.4 million pregnancies were unwanted in
115 countries (62).
Self-care in family planning includes access to the emergency contraceptive pill without medical prescription,
self-administered contraceptive injection, pills, fertility self-screening using ovulation prediction kits (63), access
to external and internal condoms (64). The WHO recommends self-injectable contraception as it is an easy,
convenient, and private method. Also, self-administration has shown greater signs of adherence than when
applied by a healthcare provider (65). To provide its successful reception, access to information, training for the
application, and the availability of products for the entire population are necessary (65). Additionally, regulatory
standards vary across countries, and many countries have regulatory hurdles that limit people’s use of self-care
in the context of family planning. WHO guidelines offer a framework for countries to change policies and ensure
people have access to safe and effective self-care products (4).
Induced abortion performed by a trained person and following the WHO recommendations for the stage of
pregnancy is safe and effective (66). Access to safe abortion is an essential health service that must be
affordable and accessible for all pregnant people (67). It contributes to the person’s autonomy in making
decisions about their own reproductive health (68). Access to abortion must be comprehensive, which means it
must provide accurate information, care during and after the abortion, security, respect for their dignity and
privacy (67).
Worldwide, 45% of induced abortions are unsafe, 97% of them occur in developing countries, and they represent
an important cause of preventable maternal mortality (66). Unsafe abortion involves physical and psychological
complications for pregnant people and financial and social difficulties for the community (66). People seek
dangerous alternatives to abortion due to very restrictive laws, stigma, lack of accessibility to services, cultural or
religious beliefs, lack of protocols, high costs, and lack of access to reliable information (68).
Self-managed medical abortion is a non-invasive, inexpensive, safe, and effective self-care procedure that can
be performed from home, with or without the support of a healthcare provider (69). It is accessible for vulnerable
populations that find it difficult to access a medical facility due to transportation, costs, legal restrictions, or
stigma from healthcare workers (67,70). Self-managed abortion during the first trimester is safe when pregnant
people have accurate information on dosing and when support needs to be sought (69). Access to information,

instructions in clear and simple language, support from trained personnel if required, and access to drugs in
pharmacies is needed (64).
Physiological effects such as bleeding and cramps occur during and after a self-administered pill abortion, and
adverse effects such as vomiting, headache, diarrhea, and fever are likely to occur (71). It is essential for people
to be aware of these signs and symptoms and to be able to identify the warning signs or, if the abortion was not
completed, to seek further medical assistance (72). Under self-care measures, antibiotics and analgesics such
as paracetamol or ibuprofen can be used following the appropriate doses. Additional measures such as rest,
staying hydrated, and using menstrual products for the bleedings are also recommended (73). It is important that
immediately after the abortion, the person has access to contraceptives and birth control (72).

Self-care in pregnancy
Self-care in pregnancy includes topics supporting the good health of a pregnant individual and a fetus, such as
the use of drugs or nutritional supplements, physical activity, and sexual intercourse during pregnancy, among
others. It is important not only for a pregnancy course but also for types of delivery (74). Diet and physical
activity during pregnancy reduce gestational weight and lower the odds of cesarean section, reported by the
International Weight Management in Pregnancy (i-WIP) Collaborative Group (75). There is much research and
recommendations about pregnancy diets available. The American College of Obstetricians (ACOG) and
Gynaecologists explains how essential proper nutrition and supplementations during pregnancy are; why
pregnant people should not “eat for two”; how many calories pregnant individuals should eat, and many more
(76). The importance of diet and nutrition quality during pregnancy was also evaluated in the Nutrition Checklist
created by the International Federation of Gynaecology and Obstetrics (FIGO). This checklist is one of the
recommended tools to identify the regular consumption of unbalanced diets or other issues relating to nutrition
and weight (75,77).
In 2016, “WHO recommendations on antenatal care for a positive pregnancy experience” were published. The
main aim was “to put women at the center of care, enhancing their pregnancy experience and ensuring that
babies have the best possible start in life.” WHO recommended a minimum of eight contacts with the health
system and supportive communication, but these guidelines also advised to have contact with a doctor and take
care of oneself. For example, “it is recommended that each pregnant woman carries her own case notes during
pregnancy to improve continuity, quality of care and her pregnancy experience.” Additional tests, including
checking blood pressure and urine and detecting the fetal heart rate, also improve the course of pregnancy (78).
Self-monitoring of glucose levels in pregnancy is vital in controlling gestational diabetes, especially if it is
supported with adequate information from diabetes educators and physicians (79).

Self-care in menstrual management
As defined by WHO and UNICEF Joint Monitoring Programme (JMP), menstrual health management states that
people who menstruate should use clean material to absorb menstrual blood, which they can change privately
as per their own convenience and use soap and water for maintaining hygiene. They should have access to safe
and convenient methods to dispose of the used menstrual product. It also states that people who menstruate
should have basic knowledge and management skills related to the menstrual cycle to live with dignity and
without any discomfort or fear (80). However, the definition on paper does not hold true for millions of young
people around the world. A research study involving adolescent girls in the Amassoma community found that
they didn’t have adequate knowledge about menstruation. 45.5% of them were unaware that menstruation is a
normal physiological process, while 58.9% never knew that the blood came from the uterus and not from the

vagina. Another study on menstrual pain shows that only 8.9% of the target population approached a doctor for
period pain management.
In contrast, others either used some unknown medicine given by their mothers or used non-pharmacological
methods like heating pads or sleeping as the means to relieve the pain and discomfort. It also mentioned that not
seeing a doctor was associated with increased dysmenorrhea and complications. Still, the adolescent females in
the study never considered it important due to a lack of awareness (81). Therefore, the on-ground assessment
shows that incomplete and inaccurate knowledge about menstruation is a huge barrier to personal hygiene and
self-care during menstruation (82).
Studies have reported that Nearly 70% of females in Afghanistan and 98% of females in Gujarat, India, do not
wash their bodies during menstruation. 25% of females in Nepal are made to stay in a separate room during
menstruation (83–85). Another study states that, in the absence of household toilets in India in villages, females
use bathing areas, community toilets, or open fields for menstruation management, which directly impacts their
physical and mental health (86). Inaccessibility to menstrual products is another concern in the rural parts of the
world. Most females in such areas use reusable cotton cloths. Access to menstrual products like pads and
tampons is limited in many parts of the world, while a lot of people who menstruate do not use it because of the
high cost and the shame associated with it. Another concern is the lack of knowledge of the proper disposal of
sanitary products. Unawareness leads to disposal by flushing the menstrual waste in toilets or by dumping used
cloth in rivers. Such practices are harmful not only to the environment but also to the health of the person who
menstruates (87). According to a study in Bangladesh, husbands decide whether the female should see a doctor
regarding their menstrual concerns, while the majority of the females hesitate to discuss their health concerns
during periods like period pains and rashes with their family (88). Good menstrual health management and
self-care are a major public health concern because, if neglected, it leads to reproductive tract infections like
UTIs, rashes, toxic shock syndrome, and other health concerns (89–91). These statistics highlight that it is
challenging for females to manage their physical health during periods. At the same time, mental stress
associated with shame and lack of awareness also persists.
Unawareness and unpreparedness for menstruation can be directly linked to factors like societal stigma,
discriminatory social norms, gender inequality, unavailability of resources, myths, and taboos (87,92). In many
places across the world, people during menstruation are restricted to cooking, playing sports, indulging in sexual
intercourse, eating specific items like pickles, bathing, and worshipping (93). Such restrictions are still prevalent
because people regard menstruation as dirty, depriving people who menstruate of their rights to choose and live
with dignity (94). People who menstruate find it hard to cope with self-health and care in such circumstances. It
impacts their quality of life by limiting their freedom, mobility, and choices, affecting attendance, participation in
school and society, compromising their health and self-care, and causing mental stress and anxiety.
Self-care during menstruation can empower a person who menstruates to take care of themselves and their
body. But unawareness about menstruation, lack of knowledge of one’s own body anatomy, unavailability of
resources to maintain hygiene like clean water, safe menstrual products, and privacy prevent people who
menstruate from having the right to self-care and health during menstruation. Important steps need to be taken
at all levels to promote self-care and good reproductive health. The Sustainable Development Goals SDG3
(Good Health and Well-being), SDG4 (Quality Education), SDG5 (Gender Equality), SDG6 (Clean Water and
Sanitation), SDG8 (Decent Work and Economic Growth), and SDG12 (Responsible Consumption and
Production) are directly linked to menstrual health management through promotion of personal hygiene and
self-care and health (92).

Self-care in menopause
Menopause is defined as the permanent cessation of menstruation over a period of 12 months. Natural
menopause, not due to the surgical removal of ovaries, is characterized by a physiologic decrease in estrogen
as a result of natural aging. The age at which menopause is attained depends on the country. However, research
has demonstrated that lower and middle-income countries tend to report earlier average ages than
higher-income countries. For example, in Norway, the average age of menopause is approximately 52.73 years
(95). On the other hand, the average age of menopause in Egypt and India is 46.6 years for both countries
(96,97). With people aged 60 years or over totaling 962 million in 2017, a figure that is expected to double by
2050 to reach nearly 2.1 billion, it is likely that aging will have a significant impact on future health policies (98).
Considering increased life expectancy in the world, women spent about one-third of their life in the
postmenopausal period.
The time of menopause and perimenopause is marked by numerous changes in virtually all aspects of health.
Due to declining estrogen levels, women experience many short-term vasomotor, urogenital, and psychogenic
symptoms. Vasomotor symptoms include hot flashes, migraines, and palpitations. Urogenital symptoms may
consist of declining libido, urethral atrophy, and vaginal atrophy, which predisposes to pelvic organ prolapse (99).
Psychogenic symptoms can include a predisposition to depression, anxiety, and low self-confidence/self-esteem
due to the changes they experience. And because of the loss of the protective effects of estrogen, women are at
an increased risk of cardiovascular disease, osteoporosis, breast cancer, and reproductive cancers.
Attitudes about different aspects of menopause are variable. Studies conducted in Malaysia and Pakistan have
shown that most women are relieved by the onset of menopause because it signifies the end of menses
(100,101). However, the same studies revealed uncertainty and dissatisfaction with perimenopausal symptoms,
such as inability to work, irritability, and sexual satisfaction (100–102). In all three groups, the majority of women
reported wanting to know more about menopausal symptoms and healthcare, demonstrating a lack of
widespread, available knowledge on the subject. Despite the acceptance of menopause as a natural and even
welcomed phase of life, many women don’t seek healthcare for their symptoms. This is due to its perception as a
natural stage, taboos related to reproductive health issues in the elderly, and embarrassment.
Interventional healthcare for postmenopausal women improves their quality of life in terms of vasomotor and
psychogenic symptoms. However, self-care education may also help postmenopausal women cope more
appropriately with menopause problems and enhance their self-efficacy. A study conducted in Iran shows that
group training of menopausal women in self-care strengthens their knowledge, promotes sharing of experiences
reduces menopausal symptoms, thus leading to an improved quality of life (103). Empowerment and self-efficacy
are crucial for self-care in menopause. According to Sarah Langwe’s theory, there are five stages in
empowerment: equity, access, awareness, participation, and control (104). The empowerment of menopausal
women to make decisions about their health can reduce their symptoms in the long run. However, the
decision-making freedom of women is often limited, with an average of 55 percent of married or in-union women
aged 15 to 49 having decision-making power regarding their sexual and reproductive health and rights (105). On
the other hand, self-efficacy is an individual’s belief in the ability to perform the desired function. Empowerment
and self-efficacy are interlinked, and advances in one can lead to advances in the other.
For the long-term complications of menopause, self-care strategies include the prevention and management of
osteoporosis and vulvovaginal atrophy and decreasing the risks of breast and reproductive cancers.
Osteoporosis can be prevented and managed with self-administered calcium supplementation, selective
estrogen receptor modulators (SERMs), hormonal therapy, and bisphosphonates. However, the European

Menopause and Andropause Society (EMAS) warns about the increased risk of kidney stones in calcium
supplementation (106). Also, hormonal therapy has been found to increase the risk of breast and other
reproductive cancers (107). Therefore, it is crucial that screening guidelines for osteoporosis in postmenopausal
women be enforced, in order to identify those at the greatest risk and minimize complications from lack of
treatment, such as fractures or overtreatment. The same applies to breast and reproductive cancers, as
previously mentioned.
Vaginal health is an essential component of active and healthy aging in women at midlife and beyond. The
integrity of the urogenital system also impacts many elements of postmenopausal health, including sexual
function. Due to the natural aging process and decreased levels of hormones, symptoms of vulvovaginal atrophy
have a strong impact on quality of life, sexual function, and satisfaction. However, embarrassment associated
with the discussion of an intimate condition, along with perceptions of it as usual, and fears of hormones
constitute major barriers to treatment. Many topical estrogen treatments are equally effective in reversing
symptoms associated with the condition, such as dyspareunia. In addition, their presence in a topical form
makes them easy to use for self-care (108).

Role of digital health in reproductive self-care
The shortage of the health workforce is projected to be 18 million by 2030 (109), and about 4.3 billion people of
reproductive age lack access to adequate sexual and reproductive health (SRH) services (110). These
projections suggest an urgent need for innovative solutions to transform health systems to address this
healthcare crisis (111). However, there has been an increased interest in self-care over the years using digital
health technologies like telehealth, mobile health, and virtual consultations (110). If effectively utilized in SRH
self-care to prevent health risks, promote wellness, and manage illnesses (112), these digital technologies would
produce a tremendous impact.
For instance, using digital health interventions in HIV self-testing, HIV pre-exposure prophylaxis (more commonly
known as PrEP), as well as providing information on contraception, abortion, low-cost maternal services, and
nearest health facilities (113) has provided patients and health professionals with objective data for shared
decision-making (114). And this has also proven to increase the productivity of health workers even in low- and
middle-income countries (115).
Digital health promotes anonymity, convenience, and ease of access to healthcare (116) for people seeking
self-motivated health behaviors. The four principles of digital self-care are user experience, data privacy and
confidentiality, quality assurance, and accountability and responsibility. Thus, expanding coverage to stigmatized
and vulnerable populations would require the use of these digital health interventions optimized with the interests
of both patients and caregivers and minimal risks of privacy intrusion (117). Digital health offers many positive
impacts, but barriers and disparities to use such as data costs, lack of access in rural areas, or the lack of
smartphones can pose a risk for health disparities if they are not considered in the design and scale-up of digital
self-care (118).

Health literacy and self-care
Health literacy means the ability to understand and comprehend health knowledge, communicate, and use it to
live a life of better quality and choice (119). Health literacy is directly linked to self-care as it empowers people to
access health information and resources to understand their bodies, make safer and informed choices regarding
health and seek and use the healthcare system to maintain their well-being (120). Therefore, it assures people to
think and work to improve their physical and mental health. However, achieving health literacy is a challenging

goal. According to a study, in developed nations like the US, nearly one-third to one-half of the adults do not
have adequate health literacy, so they are not competent enough to access and use health information for
themselves. The European Health Literacy Survey stated similar data where 12% of all participants had
inadequate health literacy. It showed that limited health literacy in Europe is not just an issue related to the
minority group (121).
Evidence has shown that people with low health literacy make less healthy choices for themselves, have riskier
behavior, have poorer health, have less self-care, and undergo more hospitalization. This impacts the individual
health of a person and drains the human and financial resources of the health system. Reducing the prevalence
of non-communicable diseases (NCDs) is linked with health literacy. If people are aware of the genetic and
modifiable risk factors like smoking and obesity for health diseases, they can make necessary behavioral
changes to delay the incidence of NCDs. The same applies to reproductive healthcare. Therefore, strengthening
awareness about self-health and care and being responsible for one’s body is the goal of health literacy.
The European Health Literacy Survey also shed some light on the social determinants of health literacy.
According to the survey, lower education, low social status, and low income are some factors that lead to weak
health literacy, limiting people’s ability to look after themselves. Therefore, it is crucial to understand the intricate
relationship between health literacy and self-care. Self-care attitude can develop quickly amongst the population
if they can realize that self-care will help them live a good quality life in terms of physical, mental, and social
determinants. At once, they will be able to save more resources like money and time. Overall, good health
literacy ensures self-care guaranteeing better health and living standards. No specific instrument exists for the
measurement of sexual and reproductive health literacy impeding data collection, comparativeness, and
addressing the existing gaps (122).
So, adequate measures need to be taken by health workers, the education system, and through policies that
promote health literacy and address gaps in knowledge to have a self-reliant, aware, and responsible population
to achieve better individual and global health (121).

Barriers to self-care and vulnerable populations
Self-care interventions can improve access for groups that have limitations in access to sexual and reproductive
health services (123). However, it is necessary to ensure access to adequate and complete information, training
if necessary, and adaptations for the needs and barriers of populations have to be taken into account (2).
Access to qualified health personnel who can advise or provide help in case of complications, access to products
and affordable costs are necessary, and link self-care to services. In addition, more research is needed
regarding the implementation of self-care programs in humanitarian contexts that allow exploring all possible
limitations (124). There are laws limiting self-care interventions or have not been updated to be implemented
efficiently (123). Therefore, It is recommended that countries work to update national self-care guidelines and
use WHO Consolidated guidelines as a framework (4).
It has been shown that health literacy is essential for adherence to treatment or prevention procedures in chronic
diseases (125). Besides, much self-care information distributed in print media requires literacy skills (124). All
this represents a more significant challenge for vulnerable populations such as indigenous communities,
low-income populations, older people, people with disabilities, or people who do not have access to education
(123,126). The information must be understandable and accessible to each group in the population (2). This can
be addressed by using different media to disseminate information, including but not limited to telephone hotlines,
youth organizations, and outreach programs (127).

In addition to access to self-care information, social support is required. Stigma, discrimination, and acts of
violence cause people to stop requesting medical assistance or counseling among vulnerable groups such as
the LGBTQIA+ community, the indigenous community, people with disabilities, sex workers, the older people,
youth, women, and people living with HIV (124) (128). It has been observed that there is a lack of awareness
and adaptation of health services, hindering the achievement of a universal scope (129). In addition, policies in
different countries limit access to medical assistance to vulnerable groups such as people who immigrate (126).
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