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this report contains details of distressing and traumatic experiences
of menstrual injustice in psychiatric inpatient settings. There is also discussion of
self-harm, suicide, eating disorders, sexual abuse, trauma and abuse from

psychiatric services.

to open hyperlinks in this report when viewing it in a browser, please
right-click on the hyperlinked text (bold, underlined) and select “open in new tab”.




Terms and definitions

The term ‘psychiatric inpatient settings’ is used throughout this report to refer to
a range of mental health hospitals, units or wards. In England, the majority of
these are operated by the NHS. At times these may also be referred to as ‘wards’
or ‘hospital settings’.

Throughout the report, a number of different types of psychiatric inpatient
settings are described. In brief, hospitals are split into three categories: child
and adolescent mental health services (CAMHS), working-age adults and older
adults. Hospitals have varying levels of security depending on the assessed
need or risk. Acute wards are the most common type of ward; psychiatric
intensive care units (PICU) and secure (low, medium and high — sometimes also
referred to as forensic) wards may have greater restrictions than acute wards.
Some hospitals provide treatment on the basis of a specific condition or patient
population, for example eating disorder units and mother and baby units.

A 136 suite is a unit designed to hold patients who have been detained under
Section 136 of the Mental Health Act: a short term detention of someone who
was considered to be at risk to themself or others.

136 suites are referred to elsewhere as a ‘Place of Safety’, ‘Health Based Place
of Safety’, ‘assessment unit’, or other terms.



https://www.rethink.org/advice-and-information/living-with-mental-illness/treatment-and-support/going-into-hospital-for-mental-health-treatment/
https://www.rethink.org/advice-and-information/living-with-mental-illness/treatment-and-support/going-into-hospital-for-mental-health-treatment/
https://www.rethink.org/advice-and-information/rights-restrictions/mental-health-laws/section-136-of-the-mental-health-act-emergency-police-powers-to-take-you-from-a-public-place-to-a-place-of-safety/

Anti-ligature clothing or blankets are made from a material which cannot be
ripped. Patients may be required to wear this to manage risks of self-
strangulation (ligature).

latrogenic harm refers to harms experienced by patients as a result of medical
treatment.

Continuous observations, enhanced observations or 1:1 refers to where a
patient needs to have a member of staff with them at all times, sometimes at an

“arm'’s length distance”, or with multiple members of staff present. Although
patients, staff and services use different terms, the term 'continuous
observations’ is employed through this report as a descriptive term which
includes monitoring from one or more members of staff.

The term ‘lived experience’ is used in this report to refer to direct, personal
experience [of treatment in a psychiatric inpatient setting, and of menstruation).
This emphasises the knowledge gained through first-hand experience and is
used in this report to distinguish between the patient and staff participants.

Lived experience participants were not recruited through the NHS and were not
necessarily current inpatients.

The term ‘lived experience’ is broad and its complex history and definitions are
discussed elsewhere.



https://www.nsun.org.uk/resource/exploring-community-and-the-mental-health-lived-experience-landscape-2024/
https://www.nsun.org.uk/resource/exploring-community-and-the-mental-health-lived-experience-landscape-2024/

This report uses the term ‘menstrual blood’, reflecting common language usage
and the language used by participants. However, it should be acknowledged
that menstrual ‘blood’ (also known academically as ‘menstrual effluent’ or
‘menstrual fluid’) is a fluid which includes blood, vaginal secretions and
endometrial cells. The proportion of blood within this composition varies.

‘Menstrual materials’ is a broad term which, in addition to including menstrual
products, encompasses other items someone may need and use during
menstruation. This includes access to toilets and washing facilities, hot water
bottles, menstrual products, medications and soaps or hygiene resources.

‘Menstrual products’ refers to items used during menstruation to contain
menstrual blood such as pads, tampons, menstrual underwear and menstrual
cups.

Menstrual materials are often referred to as ‘sanitary products’, ‘sanitary bins’ or
‘sanitary pads’. With the expectation of direct quotes from participants, this
report avoids the use of the term ‘sanitary’ due to its implications and
association with conveying menstruation as unsanitary.

An NHS mental health trust is an organisational unit within the NHS which
services a specific geographical area or function. In England, there are 52 NHS
trusts which provide inpatient mental health services.




‘Observations’ refers to staff frequently checking patients and recording where
they are and that they are safe. This may be at intervals of between every five
minutes to once an hour. This is referred to in this report as ‘intermittent
observations’ in order to distinguish this from continuous observations.

‘Seclusion’ refers to where a patient is placed in a secure room located away
from other patients on the ward, which may be used where someone is in
significant distress and may be considered a risk to themselves or others.
Patients may be held in these rooms for periods of hours up to weeks, months or
even years. Seclusion rooms should but do not always have toilets and sinks.

Gender neutral language, such as ‘people who menstruate’, is used throughout
this report. This is inclusive for transgender people who menstruate as well as
acknowledging that not all women menstruate. Quotations may include
gendered language where this was used by the participant.

All participants provided their preferred pronouns which are used when quoting
or discussing their experiences.



https://www.rcpsych.ac.uk/docs/default-source/improving-care/ccqi/ccqi-resources/ccqi-core-standards-in-2022.pdf?sfvrsn=ae828418_8
https://www.rcpsych.ac.uk/docs/default-source/improving-care/ccqi/ccqi-resources/ccqi-core-standards-in-2022.pdf?sfvrsn=ae828418_8
https://www.cqc.org.uk/publications/themed-work/rssreview
https://www.cqc.org.uk/publications/themed-work/rssreview

This research was informed and motivated by my lived experiences of
menstruation in mental health wards. Across many admissions to different
hospitals, my needs were never adequately supported. For so long, this made
me feel like my body was the problem and | was burdensome. | didn’t realise
that | deserved better.

For years | felt so humiliated by my periods and that was only made worse
when | was in hospital. Period products were withheld from me, leaving me
feeling dirty when | was forced to use scraps of scrunched up toilet paper
which did little to absorb the blood. | felt so ashamed of wearing the same
soiled period pad for days when | was too ill to take care of myself and too
suicidal to care. Although it was the people who had a responsibility to care
for me who failed to meet my needs, all my anger and shame was directed
towards my body.

Through the process of conducting this research, I've heard so many parallel
stories of shame. But my shame has morphed into anger as | realise none of
this is ours to hold. Instead, I'd say “shame on you” to the people, systems and
structures which have failed to meet our needs.
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Despite being experienced by much of the patient population, there is a lack of
research, policy, and guidance regarding how psychiatric inpatient services should
cater for the needs of patients who menstruate. In 2019, NHS England announced

that services must provide menstrual products to hospital patients, “in
emergencies”. However, it is unclear how these commitments are translated in
mental health settings, where patients often face significant restrictions on access
to everyday items as well as abuse, neglect and indifference (Recovery in the Bin,
2019; Hunt, 2022; Thomas, 2024).

This study examined the perspectives of staff and patients to consider experiences
of menstrual health in psychiatric inpatient settings. By building an understanding
of patients’ experiences, this project also aimed to inform subsequent actions and
campaigns to address the menstrual injustices patients face. This includes
developing patient-led guidelines, informed by evidence, to outline the tangible
actions mental health service providers can take to improve support for patients.
These guidelines are outlined at the end of this document.

Although there is limited research on the topic, a small number of service
improvement initiatives based in the UK have considered patients’ needs when
menstruating in psychiatric hospitals. Firstly, Lyons and Sullivan (2021) conducted a
project on women'’s secure wards in Manchester, identifying that patients had been
affected by menstrual stigma and felt reluctant to speak with staff about
challenges relating to their menstrual cycle. The project highlighted that staff
initiating conversations with patients about their menstrual cycles can increase
opportunities for developing holistic support, challenging stigma about
menstruation, and increasing menstrual health knowledge.



https://www.england.nhs.uk/2019/03/the-nhs-in-england-will-offer-free-tampons-and-other-sanitary-products-to-every-hospital-patient-who-needs-them-simon-stevens-announced-today/
https://www.england.nhs.uk/2019/03/the-nhs-in-england-will-offer-free-tampons-and-other-sanitary-products-to-every-hospital-patient-who-needs-them-simon-stevens-announced-today/
https://www.england.nhs.uk/2019/03/the-nhs-in-england-will-offer-free-tampons-and-other-sanitary-products-to-every-hospital-patient-who-needs-them-simon-stevens-announced-today/
https://recoveryinthebin.org/2019/03/18/i-have-never-been-in-a-place-more-indifferent-to-suffering-than-a-psychiatric-ward/
https://recoveryinthebin.org/2022/10/27/through-the-glass-doors/
https://www.independent.co.uk/news/health/sexual-abuse-mental-health-uk-b2484163.html

Secondly, Barry (2018) discusses the potential benefits of supporting patients in a
psychiatric ward to track their menstrual cycle to identify cyclical symptoms and
consider how their menstrual and mental health interact with one another.
Similarly, Alberry and colleagues (2023) discuss the importance of psychiatric
inpatient services recognising the impact of mood changes during patients’
menstrual cycles on their mental health. In their quality improvement project,
patients identified that they would like to discuss their menstrual health with staff
but expressed a preference for these conversations occurring on a one-to-one
basis and with a female member of staff.

Finally, in a Mental Health Nurse Academics UK briefing paper (Hughes et al,
2019), patients shared that their menstrual health was dismissed and overlooked,
and spoke of challenges with menstrual products being unavailable, actively
withheld or being of poor quality.

Additionally, there is a small but vital body of research examining the
interrelationships between mental and menstrual health. Research indicates that
the menstrual cycle can influence mental health, psychiatric hospital admissions
and death by suicide (Handy et al, 2022; Jang and Elfenbein, 2018); experiences of
mental illness can also influence the menstrual cycle (Padda et al, 2021). However,
this intersection is often overlooked in research, which tends to focus on mental or
menstrual health in isolation, limiting treatment and support options (Sharp and
De Giorgio, 2023).

Ethics

Great care was taken throughout this research to support participants and
approach the research with sensitivity to the potentially distressing nature of the
subject. For example, interview participants were offered a peer support debrief
session following interviews.

Ethical approval for this research was obtained through the NHS Health Research
Authority.



Definition of menstrual health

This research discusses menstrual health to encompass the significance of the
menstrual cycle as a whole and consider a holistic view of the interactions
between menstrual experiences and physical, mental and social health (Hennegan
et al, 2021; Geertz et al, 2016). Menstrual health frames menstruation as a health
rather than hygiene matter (World Health Organisation, 2022). The definition of
menstrual health developed by the Terminology Action Group of the Global
Menstrual Collective (Hennegan et al, 2021) provides a consistent definition of the
breadth of menstrual health to support research, policy and advocacy. This
definition provided a structure for questionnaires and semi-structured interviews
to promote consideration of each domain required to achieve menstrual health.

Definition of menstrual health

“Menstrual health is a state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity, in relation to the
menstrual cycle.

Achieving menstrual health implies that women, girls, and all other people
who experience a menstrual cycle, throughout their life-course, are able to:

e access accurate, timely, age-appropriate information about the menstrual
cycle, menstruation, and changes experienced throughout the life-course,
as well as related self-care and hygiene practices.
care for their bodies during menstruation such that their preferences,
hygiene, comfort, privacy, and safety are supported. This includes
accessing and using effective and affordable menstrual materials and
having supportive facilities and services, including water, sanitation and
hygiene services, for washing the body and hands, changing menstrual
materials, and cleaning and/or disposing of used materials.
access timely diagnosis, treatment and care for menstrual cycle-related
discomforts and disorders, including access to appropriate health services
and resources, pain relief, and strategies for self-care.



https://www.who.int/news/item/22-06-2022-who-statement-on-menstrual-health-and-rights
https://www.who.int/news/item/22-06-2022-who-statement-on-menstrual-health-and-rights
https://www.globalmenstrualcollective.org/
https://www.globalmenstrualcollective.org/

e experience a positive and respectful environment in relation to the
menstrual cycle, free from stigma and psychological distress, including the
resources and support they need to confidently care for their bodies and

make informed decisions about self-care throughout their menstrual cycle.

decide whether and how to participate in all spheres of life, including civil,
cultural, economic, social, and political, during all phases of the menstrual
cycle, free from menstrual-related exclusion, restriction, discrimination,
coercion, and/or violence”.

— Menstrual health: a definition for policy, practice, and research (Hennegan
et al, 2021)
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This mixed methods research involved conducting online questionnaires, semi-
structured interviews and reviewing NHS mental health trust policies and
procedures. The research stages were conducted sequentially, with each stage
informing the approach of the following stage. The questionnaires provided initial
data collection from a larger number of participants and informed the interview
topic guides, whilst interviews facilitated more in-depth exploration of
participant’s experiences.

Questionnaires

Online questionnaires, including open questions and Likert scales (simple
numerical rating scales) were completed by people with lived experience of
menstruation on mental health wards (n=101). The inclusion criteria specified
individuals must be older than 18 years and have experienced treatment in a
psychiatric inpatient setting in England within the past five years. A second
questionnaire was also completed by staff who work in psychiatric inpatient
settings in England with patients who menstruate (n=67).

Participants were recruited through the NSUN bulletin and advertisements shared
on social media.

Interviews

10 semi-structured interviews were held with people with lived experience of
menstruation in psychiatric inpatient settings. Participants were recruited via
social media and the NSUN bulletin. The interviews were held online, each lasting
between 20 minutes and 1 hour 15 minutes. Interview participants were offered a
£75 gift as a thank you for their time and expertise. Participants were also offered
a peer support session as a debrief after the interviews to provide support
following any difficult experiences which were discussed during the interview.

11



Freedom of information requests

Freedom of information requests were submitted to 52 mental health trusts in
England to request relevant information, documents and policy. The Freedom of
Information Act (2000) requires public bodies to disclose information requested by
a member of the public.

The information obtained via freedom of information requests was handled
tentatively as this does not necessarily provide an accurate picture of care
provision. However, in combination with the other methodologies, these can
provide a valuable part of mixed methods research (Savage and Hyde, 2012;
Hawkins et al, 2023).

Obtaining this information proved challenging: many trusts applied exemptions,
thereby withholding the requested information, while others exceeded the 20
working day timeframe in which they’re required to respond to information
requests. Multiple trusts failed to provide a response six months after requests
were submitted, despite multiple follow up emails.

Guidelines

Following data collection and analysis, a focus group was held with people with
lived experience of menstruation and treatment in psychiatric hospitals. The aim of
the group was to discuss the research findings and use these, along with our
experiential knowledge, to inform and develop guidelines outlining how mental
health services should support patients’ needs relating to menstruation.

Participant demographics
Lived experience questionnaire participants

e Gender Identity: 86% of the participants were women. Of those who identified
with another gender, 5% were non-binary, 3% were transgender men, 3% were
transmasculine, and bigenderflux, genderfluid and genderqueer were each
reported as the gender of 1% of the sample.

12
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 Ethnicity: 92% of participants were white and white British, 3% were of dual
heritage, 2% were Asian and British Asian, 1% were Black African, 1% described
their identity as ‘other’ and one person did not respond to this question.

e Age: 56% of the participants were aged 18-24, 34% were 25-34, 7% were
35-44,2% were 45-54, and 1% were aged 55 or above.

e Region: Some participants had received treatment across multiple regions. 26%
had received treatment in the South East, 25% in Greater London, 20% in the
South West, 14% in the East Midlands, 13% in the West Midlands, 10% in the
North West, 9% in the East of England, 9% in Yorkshire and the Humber and 7%
in the North East.

Type of hospital: Many participants had experienced treatment across multiple
different types of hospital. 69% of the sample had experienced treatment in an
NHS or private acute ward. 33% had experience treatment in an NHS or private
CAMHS ward, 11% in an eating disorder ward, 10% in a PICU, 10% in low or
medium secure wards, 6% in CAMHS PICUs, 4% in CAMHS eating disorder units,
CAMHS secure wards or ‘personality disorder’ units respectively, 3% in 136
suites, 2% in inpatient rehabilitation units, and 1% of the sample had
experienced treatment in assessment and treatment units, learning disabilities
wards and mother and baby units, respectively.

Staff questionnaire participants

» Service provider: 93% of the staff sample worked in an NHS service, 2% worked
in a hospital run by a private provider and 5% did not respond to the question.

e Menstrual status: Staff participants were not asked about their gender identity
but were asked whether they experience menstruation themselves. Only one
staff participant had never menstruated; 88% of the sample reported currently
experiencing menstruation themselves, and 10% did not currently but had
previously menstruated.

e Region: Staff participants were located across England: 21% in the North West,
21% in the West Midlands, 15% in the East Midlands, 15% in the South West, 9%
in the South East, 6% in the North East, 5% in Yorkshire and the Humber and 2%
in Greater London.

e Service setting: Staff worked in a range of settings: 51% worked in acute adult
wards, 12% in low or medium secure wards, 8% in CAMHS acute wards and
PICUs respectively, 5% in CAMHS PICUs and inpatient rehabilitation wards
respectively, and 2% worked in learning disabilities wards, CAMHS eating
disorder units, CAMHS medium secure, ‘specialist’ ward, or worked across
multiple wards respectively.



e Job role: 39% of the staff sample were nurses (including nurse, RMN and staff
nurse), 13% were support workers or care assistants, 8% were team/clinical
lead or ward managers respectively, 6% were deputy ward managers or
occupational therapists respectively, 3% were an assistant psychologist,
occupational therapy assistant or senior support worker respectively, 2% of
participants were a charge nurse, clinical specialist nurse, hospital doctor,
learning coach, nursing associate, psychologist or trainee psychologist
respectively.

e Healthcare experience: Staff were asked how long they'd worked in the
healthcare sector. 37% had worked in healthcare for less than five years, 48%
had worked in the sector between five and ten years, 9% for 11-20 years and
6% for over 20 years.

Both samples included participants from across England and with experience of a
wide range of types of hospital setting. Amongst the lived experience sample,
there was a lack of ethnic diversity amongst participants and greater
representation of younger people, which may reflect shortcomings in participant
recruitment. Amongst the staff sample, a large majority experienced menstruation
themselves, indicating a lack of cisgender male staff participants.

Interview participants

e Gender: 90% were women and 10% were non-binary.

o Ethnicity: 70% were white British, 20% were of dual heritage/mixed and 10%
were black.

e Age: 20% were aged 18-24, 60% were aged 25-34, 10% were 35-44 and 10%
were 55 and over.

e Ward region: 30% had experienced treatment in the South West, 20% in Greater
London, 20% in the East Midlands, 20% in the West Midlands, 10% in the East of
England, 10% in the North East, 10% in the North West, 10% in the South East
and 10% in Yorkshire and the Humber.

e Ward type: Some participants had experienced treatments in multiple types of
wards. Of the overall sample: 80% had experienced treatment on an acute
ward, 20% in 136 suites, 20% in eating disorder units, 20% in PICUs, 20% in
‘specialist wards’, 10% in CAMHS acute units, 10% in CAMHS eating disorder
units, 10% in CAMHS low secure wards, and 10% in rehabilitation wards. 1
participant was unsure of the type of ward she had been on.
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Quantitative data

The numerical data from Likert scales were populated in simple graphs and
descriptive statistics (percentages and mean averages) were calculated.

Did you/do patients have access to sufficient
information about menstrual health?

80.0
60.0
40.0

20.0

Percentage of participants

0.0
1 (ho, never) 2 3 (sometimes) 4 5 (yes, always)

Rating out of 5

Lived exp. mean: 1.5

o Lived experience @ staff sample Staff mean: 2.2

sample

Image description: bar graph of responses to “did you/do patients have access to
sufficient information about menstrual health?” (Scale 1= no, never, 3= sometimes, 5=
yes, always). Lived experience participants responses: 70.3% =1,14.9% = 2,10.9% =3, 1%
=4, 3% = 5. Staff respondents: 26.9% =1, 38.8% = 2, 25.4% = 3,7.5% = 4,1.5% = 5. Lived
experience mean: 1.5. Staff mean: 2.2.
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Were you/are patients to attend to
menstrual self-care as desired?

40.0

30.0

200
oo L

1 (no, never) 3 (sometimes) 5 (yes, always)

Percentage of participants

Rating out of 5

Lived exp. mean: 2.5

Lived experience . Staff sample Staff mean: 3.4

sample

Image description: bar graph of responses to “were you/are patients able to attend to
menstrual self-care as desired?” (Scale 1= no, never, 3= sometimes, 5= yes, always). Lived
experience participants responses: 16.8% =1, 33.7% = 2, 37.6% = 3, 8.9% = 4, 2.5% = 5. Staff
respondents: 4.5% =1, 14.9% = 2, 35.8% = 3, 20.9% = 4, 23.9% = 5. Lived experience mean:
2.5. Staff mean: 3.4.

Did you/do patients have access to services
and resources to manage discomforts and/or
disorders relating to menstruation?

50

I (no, nwer] 3 (sometimes) 5 (yes, always)

] w £
o =] o

Percentage of participants
o

Rating out of 5

Lived exp. mean: 2

Lived experience . Staff sample Staff mean: 3.3

sample

Image description: bar graph of responses to “did you/do patients have access to services
and resources to manage discomforts and disorders relating to menstruation?” (Scale 1=
no, never, 3= sometimes, 5= yes, always). Lived experience participants responses: 40.6%
=1,267%=2,219% =3,89% =4,1% = 5. Staff respondents: 3% =1, 20.9% = 2, 34.3% = 3,
28.4% = 4,13.4% = 5. Lived experience mean: 2. Staff mean: 3.3.
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Were your/are patients’ needs related
to menstruation met in a respectful and
dignified way?

40

30

20
m I I
{]

(no, never) 3 (sometimes) 5 (yes, always)

Percentage of participants

Rating out of 5

Lived exp. mean: 2.5

Lived experience . Staff sample Staff mean: 3.8

sample

Image description: bar graph of responses to “were your/are patients’ needs related to
menstruation met in a respectful and dignified way?” (Scale 1= no, never, 3= sometimes,
5=yes, always). Lived experience participants responses: 28.7% =1, 18.8% = 2, 28.7% = 3,
13.9% = 4, 8.9% = 5. Staff respondents: 1.5% =1,16.4% = 2,17.9% = 3, 25.4% = 4, 38.8% = 5.
Lived experience mean: 2.5. Staff mean: 3.8.

Were you/are patients able to participate in day
to day activities without additional restrictions
or discrimination related to menstruation?

60
50
40
30

20

i I
4]

1 (no, never) 3 (sometimes) 5 (yes, always)

Percentage of participants

Rating out of 5

Lived exp. mean: 4.1

Lived experience . Staff sample Staff mean: 4.4

sample

Image description: bar graph of responses to “were you/are patients able to participate in
day to day activities without additional restrictions or discrimination related to
menstruation?” (Scale 1= no, never, 3= sometimes, 5= yes, always). Lived experience
participants responses: 7.9% =1, 1% = 2, 21.9% = 3, 12.8% = 4, 55.4% = 5. Staff respondents:
0% =1,15%=2,185% =3, 21.5% = 4, 58.5% = 5. Lived exp. mean: 4.1. Staff mean:
4.4.mean: 4.1. Staff mean: 4.4.
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Overall how well were you/are patients Image description: bar

y . . graph of responses to
supported with meeting your/their needs msverall how well were

related to menstrual health? your/are patients
50.0 supported with meeting
your/their needs related
to menstrual health?”
(scale 1= very poorly, 3=
somewhat, 5= very well).

Lived experience
200 participants responses:
28.7% =1,26.7% = 2,
100 . 35.6%=3,89%=4,0% =
5. Staff respondents: 4.5%
0o HRIM | P

1 (very poorly) 2 3 [somewhat} 5 (very well) = 1' 20.9% = 2' 40.3% = 3'
25.4% =4, 9% = 5. Lived
experience mean: 2.2.
Staff mean: 3.1.

40.0

30.0

Percentage of participants

Rating out of 5

Lived exp. mean: 2.2

Lived experience . Staff sample Staff mean: 3.1

sample

Both staff and patient participants rated access to information about menstruation
as the area patients were mostly poorly supported with. Notably, no patient
participants and only 9% (n=6) of staff participants felt services supported patients’
needs related to menstruation “very well”. In all categories, the mean staff ratings
of their service were higher than the mean rating of the lived experience sample,
indicating staff perceived their services as supporting patients’ menstrual health
better than patients felt this was supported. Staff participants may have also felt a
desire to represent their service positively, especially participants who were ward
managers or had greater responsibility for the running of the service than more
junior staff. However, staff and lived experience samples related to a wide range of
services across England so accounts of experiences may not relate to the same
hospital settings.

Quantitative and qualitative data: staff questionnaire

The staff and lived experience questionnaires were similar, with wording changed
to reflect the positionality of the respondent. However, the staff questionnaire also
included additional questions related to whether they had received any training
around mental and menstrual health and how often they initiate discussions with
patients about this topic: the responses to these questions are summarised below.
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Staff reported a lack of training about menstrual health with 84% (n=56) having
received no training related to menstruation, whilst others referenced training
which was adjacent — but not directly related — to the menstrual cycle. However,
one participant had received education as part of her nurse training. Some
participants described doing their own research due to a lack of formal training,
whilst others relied on knowledge of menstrual health through their own
experiences. Many respondents felt they would benefit from further training
around supporting patients with their menstrual health, understanding how
psychiatric medications can influence the menstrual cycle and how mental and
menstrual health interact.

How confident do you feel to have, and to
initiate, conversations with patients

about their menstrual cycle?
500

400
300
200
B

1 (not confident) 2 3 (somewhat) 4 5 (very confident)

Percentage of participants

Rating out of 5
Staff mean: 4

Image description: bar graph of responses to “how confident do you feel to have, and to
initiate, conversations with patients about their menstrual health?” (scale 1= not
confident, 3= somewhat confident, 5= very confident). Staff respondents: 3% =1, 9% = 2,
13.4% = 3,29.9% = 4, 44.8% = 5. Staff mean: 4.
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How often do you initiate conversations
with patients about their menstrual

cycle?

300
. 250
IS
a
'S 200
=
2 150
o
80
8 100
=
o
2
g SIO .

0.0

1 (never) 3 (sometimes) 5 (always)

Rating out of 5

Staff mean: 3.2

Image description: bar graph of responses to “how confident do you feel to have, and to
initiate, conversations with patients about their menstrual health?” (scale 1= never, 3=
sometimes, 5= always). Staff respondents: 8.8% =1, 24.6% = 2,26.3% =3,19.3% =4,21.1%
= 5. Staff mean: 3.2.

Staff participants were asked how confident they feel initiating conversations
about menstrual health with patients and the mean response was 4/5 (n=67). This
suggests that, on average, participants felt fairly confident initiating conversations
about menstruation. However, when asked how frequently they initiate
conversations, the mean response was lower, at 3.2/5 (n=57) — responses from
participants who appeared to work in non-clinical roles, such as ward managers,
were excluded. Some participants described routinely initiating conversations
about menstruation, for example, a CAMHS occupational therapist includes
questions about menstrual health as part of standard assessments. Staff felt the