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Abstract 

A cross-sectional study was carried out among 384 postmenopausal women living in 

Vashantek slum of Dhaka city to assess their perception and attitude towards menopause, 

their experience with menopausal symptoms and the management of those along with 

their health seeking behaviour. The study was conducted in the slum at household level 

through face to face interviews and data was collected with a pre-tested questionnaire 

during June 2014 to May 2015. The median age of the postmenopausal women was 

found 57.5 years and a large percentage of them (42%) were widows. Around 90% of 

them had received no education in their lives and majority of them (62%) were 

housewives. The duration of menopausal symptoms increases along with age which was 

found to be statistically significant (P value 0.000). 

 Mean age of onset of menopause was found to be 45.3 years. Psychological and 

Somatomotor groups of symptoms of menopause were found to be very high whereas 

Urogential Symptoms were comparatively low. Commonest symptoms were tension and 

fear (97%), being mentally upset (97%), irritability and nervousness (96%), depression 

(92%), joint and muscle pain (94%) and hot flushes (95%). Around 44% of women went 

to nearby pharmacies to seek for remedies of symptoms and 11.2% took traditional care 

whereas only 15% went to a medical doctor. The main reason for not seeking medical 

support was found to be financial problem (45%). It was found that the menopausal 

women who had sought for support to manage menopausal symptoms had less 

Menopause rating scale (MRS) score compare to the others, who had not, this was 

statistically significant as well (P value 0.007).  

 Almost 45% of the women took menopause negatively and awareness on menopause 

was very little or no idea (82.8%), largely due to lack of availability of information.  

More than 85% of the women were concerned about how their husbands react to this 

change in life. Overall lack of awareness on menopause and low education and 

socioeconomic status in a slum were found to have negative impact on perception and 

attitude towards menopause and health seeking behaviour. Improved awareness and 

better access to health services can improve the situation. 
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Health Seeking Behaviour of the Menopausal Women in Urban 

Slum of Dhaka City 

 

 

Chapter – 1 

INTRODUCTION 

 

1.1 Background 

Menopause is the permanent cessation of menstruation resulting from the loss of 

follicular activity of the ovaries. The menopause is the time of a woman’s life when 

reproductive capacity ceases. The ovaries stop functioning and their production of steroid 

and peptide hormones falls. A variety of physiological changes take place in the body; 

some of these are the results of cessation of ovarian function and related menopausal 

events, others are part of the ageing process. Many women experience symptoms around 

the time of menopause, most of which are self-limiting and not life-threatening, but are 

none the less unpleasant and sometimes disabling
1
. 

Cessation of ovarian function and monthly menstruation is a normal concomitant of 

ageing in all women and is associated with the end of reproductive capability. The 

biological basis for these events is well established, being dependent on changes in 

ovarian structure and function. During the menopause, there is a reciprocal relationship 

between ovarian hormone levels, which decline, and pituitary gonado-trophins, which 

increase. The ovarian hormones are divided into two classes: the steroids, primarily 

estradiol and progesterone, and the peptides, primarily inhibins and activins. Estradiol 

and the peptide hormones are secretory products of the ovarian granulosa cells, the major 

cell type of the ovarian follicle, whereas progesterone is a product of the corpus luteum. 

The primary biological properties of the peptide hormones are implied by their names; 

inhibin suppresses synthesis and secretion of pituitary follicle- stimulating hormone 

(FSH) whereas activin stimulates FSH secretion In addition to FSH, the other relevant 

pituitary hormone is luteinizing hormone (LH). Secretion of LH is controlled primarily 
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by the steroid hormones, whereas FSH is regulated by both the steroids and the peptide 

hormones
2
. 

All women go through menopause after a certain age and menopausal women suffer from 

different medical problems which need specific attention. It is a stage when the menstrual 

cycle stops for longer than 12 months and there is a drop in the levels of oestrogen and 

progesterone, the two most important hormones in the female body (World Health 

Organization, 1996). The onset of this physiological development not only marks the end 

of women’s reproductive function but also introduces them to a new phase of life. 

Worldwide, the estimates for the median age at menopause range from 45 to 55 years
3
. 

More important than the immediate symptoms of the menopause are the effects of 

hormonal changes on many organ systems of the body. The most extensively studied of 

these are the cardiovascular and the skeletal systems. Both are adversely affected by the 

inevitable ageing process as well as by postmenopausal hormonal changes. The effects on 

the cardiovascular and skeletal systems have been documented
1
. 

 

Some of menopausal symptoms experienced by these women can be severe enough to 

affect their normal lifestyle. Unfortunately, majority of these women are not aware of the 

changes brought about by menopause
4,5,6

. The common climacteric symptoms 

experienced by them can be grouped into: vasomotor, physical, psychological or sexual 

complaints. Although menopause is a universal phenomenon, there is a considerable 

variation among women regarding the age of attaining menopause and the manifestation 

of menopausal signs and symptoms. It is well documented that menopausal symptoms 

experienced by women affect their quality of life
7
. Many women, however, wonder if 

these changes are normal and many get confused about how to treat the symptoms, yet it 

appears to be a matter of personal choice that depends on ones deposition. This 

disposition could be as a result of societal value or the social status assigned to aged 

women. In this millennium, women perceives menopause as an opportunity, to 

concentrate on new activities and bring out the best in them
8,9

. Consequently, treatment 

of this transitional phase has now gained more importance than ever before
10,11

. 
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In 1990, the world population of postmenopausal women was reported to be 476 million, 

with 40% living in the industrialized world. It is estimated that this figure will increase to 

1200 million with 76% of these women in the developing countries by the year 2030
12

. 

Currently, in the United States there are more than 44 million women between 45–54 

years of age. More than half of the women in this age group report physiological or 

psychological symptoms often attributed to menopause, with 30% who indicate that 

symptoms are bothersome
13,14

. 

Postmenopausal women make up a relatively small proportion of the population in 

developing countries (ranging from 5% to 8%), whereas in industrialized countries they 

make up over 15% of the total population. By 2030, the proportion of postmenopausal 

women in the total population will have increased everywhere, most dramatic increases 

being from 8% to 17% in China, and from 15% to 23% in the industrialized world. An 

average annual growth rate of 2-3.5% in the number of women aged over 50 is projected 

for the developing regions between 1990 and 2030. A growth rate of 1.5% is predicted 

for the industrialized regions and is expected to fall below 1% by the 2020s. The primary 

factor determining this rate of growth is the relative size of the cohorts born 50 years 

earlier, rather than any large changes in mortality patterns. The average median age of 

postmenopausal women is around 62 years, varying from 60 years in sub-Saharan Africa 

to 65 years in the industrialized world. By 2030 it is predicted that these median ages will 

have increased to 64 years globally, and to 68 years in the industrialized world
1
. 

 

Depletion of steroid hormones at the menopause may influence cause- specific morbidity 

and mortality in later life. The groups of diseases most likely to be affected are 

cardiovascular disease and malignant neoplasms. In the Industrialized countries, women 

of all ages have lower age-specific cardiovascular mortality rates than men in the same 

age group. This advantage for women diminishes during middle age, so that by the age of 

75, cardiovascular disease mortality rates for women are almost as high as for men. Data 

on disease-specific mortality rates in the developing world are generally poor, but the 

patterns observed in the industrialized world appear to be followed in the developing 

world as well. Age-standardized cancer mortality rates are lower for women than for men 

in most populations for which adequate data are available. On an age-specific basis, 
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however, the mortality rates increase rapidly for women in the early and mid-

reproductive years, but the rate of Increase, decreases towards the end of the reproductive 

period and after menopause. In the industrialized world, cancer mortality rates are often 

higher for women than for men in the mid-reproductive years, after which the mortality 

rates for men rise much faster than those for women. For the few developing countries for 

which adequate data are available, the patterns appear to be similar, with perhaps even 

higher mortality rates for women than for men in the mid-reproductive years. Much of 

the higher mortality rate among women in the mid-reproductive years is accounted for by 

cancers of the breast and cervix that have no male counterpart but mortality rates from 

cancers of other sites are also often higher among women than among men in this age 

group
1
. 

 

 

The ratios of female to male mortality rates by age and broad cause show quite different 

patterns for malignant neoplasms and for circulatory diseases. For malignant neoplasms 

these ratios are high for the reproductive years and then fall through the menopausal 

transition and remain low. Thus, in terms of mortality from malignant neoplasms, the 

menopause may have a beneficial effect on women. In contrast, for circulatory diseases, 

the ratios are consistently less than unity and reach a minimum between the ages of 40 

and 50. Hence, the overall mortality rates among women are lower than those among men 

throughout the reproductive years and then increase after the menopause. This increase 

could be interpreted as an adverse health impact of the menopause, though other 

interpretations are clearly possible
1
. 

 

To celebrate World Menopause Day on October 18th 2014, IMS (International 

Menopausal Society) has launched a new campaign with the theme “Prevention of 

diseases after menopause”. After menopause, there is an increased risk developing 

chronic diseases and this campaign examines the rationale for prevention and opportunity 

to identify risks and initiate prevention strategies for chronic diseases which begin to 

occur about 10 years after onset of menopause.  These diseases are a major source of 

morbidity, decreased quality of life, mortality and economic burden
15

. Lead author of the 
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White Paper, Professor Roger Lobo, commented; “At the menopause, women have a 

chance to take steps which will help determine whether they go on to live a healthy and 

active life. There are some conditions, for example osteoporosis and cardiovascular 

disease, which are clearly directly associated with the menopause, whereas others are 

more associated with increasing age. Menopause provides women with an opportunity to 

review their health and lifestyle and to make changes which will benefit their future 

wellbeing”
15

.  

 

Since the beginning of civilization, humans started to live in large numbers in close 

proximity to each other which were called cities. Those city dwellers, like now, needed 

water, food and other essential provisions for leading safe and secure life. They face more 

health challenges now due to density of population. This is more so in the urban slums 

which is our subject of study. As most of the urban slum dwellers live in tropical 

countries, their health is also threatened by a variety of tropical diseases influenced by 

social and environmental determinants
16

. UN-Habitat defines slum conditions as a living 

environment with non-durable structures, insecure tenure, lack of water, lack of 

sanitation, and overcrowding. One billion people (32 percent of the global urban 

population) live in urban slums. The UN predicts that, failing a major intervention, this 

total is set to double in a little over 30 years. Women, children, and widows are the most 

vulnerable groups among the urban poor
17

. In Bangladesh, with urban population growth, 

the number of slums and the people who dwell in them are rapidly increasing with an 

estimated 3.4 million people living in some 5000 slums in its capital city, Dhaka
18

. 

 

Health problems of older women have received little attention from health planners in 

developing countries
19

. By contrast, maternity care is a focus of attention because of the 

size and magnitude of the associated problems. In fact, the phrase "maternal-child health" 

is often used synonymously with women's health
20

. Concerns about access to antenatal 

and delivery care, family planning, and infant mortality dominate the forefront of 

women's health, but the health problems of older women specially the menopausal 

women are not homogeneous and cannot be addressed through maternal and child health 

services alone
19

. Women's health should include the entire range of health problem 
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affecting women both during and after their reproductive years. Despite the proliferation 

of studies on health-seeking behaviours of women during their reproductive age
21

 we 

know little about the types of services used by menopausal women from poor families 

and how they gain access to them. Mohan (1989) and Pearson (1989) noted that although 

health risks and needs, accessibility and utilization of health care are certainly affected by 

gender, variations exist among women on the basis of age, race, ethnicity, religion, 

socioeconomic status, political and other factors. Acknowledging the existence of gender 

disparities in access to health services, the Beijing Platform for Action states: "Women 

have different and unequal access to and use of basic health resources, including primary 

health services for the prevention and treatment of childhood diseases, malnutrition, 

anaemia, diarrheal diseases, communicable diseases, malaria and other tropical diseases 

and tuberculosis, among others. Women's health is also affected by gender bias in the 

health system and by the provision of inadequate and inappropriate health services to 

women"
22

. 

 

It is clear that female slum dwellers have extremely limited opportunities for a decent 

lifestyle: they lack a foundation for healthy and fulfilling lives, and at the same time carry 

immense responsibilities for maintaining their homes and families. Global poverty is, in 

itself, a severe issue, and slum dwellers are undoubtedly particularly vulnerable to 

adverse social and medical outcomes. Yet at this time of year, when women’s issues are 

central, it is worth being aware of how far the struggle has to go – particularly in the 

developing world
16

. 

Menopause is a natural transition all women experience as natural as adolescence. How a 

woman experiences menopause is determined by many factors: attitude, diet, overall 

health, genetics and cultural group. But the fact remains that menopause is a universal 

female midlife transition that remains poorly understood
23

. In the same vein, Huffman et 

al (2005) concedes that menopause is multidimensional influenced by biological, 

psychological and sociocultural factors and requires responses that are equally 

multidimensional. 
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According to Suzanne and Brenda (2000) attitude is feeling based on a person’s 

impression on an event or object. Similarly, Morgan (2000) stated that attitude is a way 

of feeling, thinking and behaving toward an object or an event or idea. This response of 

an individual to the situation depends on how much he/she likes or dislikes the event or 

situation. Nevertheless, Dennerstein et al (1994) had observed that positive attitudes 

toward menopause are associated with positive experiences of menopause whereas 

negative attitudes are associated with both negative symptoms and negative experiences. 

In furtherance of this Bowles (1986) maintained that attitudes influence menopausal 

experience. This contention implies that the attitude of the woman towards menopause 

will invariably influence her experience of menopause. Therefore, women should be 

encouraged to develop positive attitude towards menopause. In addition, much of how a 

woman’s life is affected by menopause depends to a great extent on how she views 

herself
24

. These attitudes can create positive or negative expectations and behaviours 

which facilitate or limit the successful management of menopause It is important to 

obtain an accurate picture of women’s attitudes toward menopause as these attitudes are 

predictors of successful management of menopause of women of different ages, parity, 

educational qualification etc. 
25

. 

 

Health seeking behaviour refers to the sequence of remedial actions that individuals 

undertake to rectify perceived ill health
26

. According to the schema developed by 

Christakis et al., the actions included in the process of "health-seeking behaviours" 

include 1) self-care e.g. changes in diet, home remedies, rest, changes in sexual 

behaviour, self-treatment; 2) lay referral (communication and. consultation with family, 

neighbours and friends); 3) seeking either traditional or biomedical care; and 4) treatment 

compliance. For all these actions, recognition and perception of illness is essential
27

. Like 

much of the developing world, medical pluralism, or the existence of several distinct 

therapeutic systems in a single cultural setting, is an important feature of health care in 

Bangladesh. Indeed, a wide range of therapeutic choices is available, ranging from self-

care to folk and western medicine, although both illness incidence and treatment options 

are importantly determined by poverty and gender
28

. The type of symptoms experienced 

for the illness and the number of days of illness are major determinants of health seeking 
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behaviour and choice of care provider. In case of a mild single symptom such as fever, 

home remedies or folk prescriptions are used, whereas with multiple symptoms and 

longer periods of illness, biomedical health provider is more likely to be consulted
29

.  

Menopause is an important landmark in the life of a woman
30

. It is defined as a 

physiological event in which there is at least twelve consecutive months of amenorrhoea 

caused by depletion of ovarian function
31

. This results in various somatic, vasomotor, 

sexual and psychological symptoms that impair the overall quality of life of women
32

. 

Menopause can also result from hysterectomy with or without oophorectomy (surgical 

menopause) and treatment with the gonadotrophic releasing hormone agonist and 

cytotoxic chemo therapeutic agents
33

. Multiple factors including socioeconomic 

background, education, job and family environment, physical and mental health influence 

women’s beliefs and knowledge about menopause and attitude towards it. Moreover, 

these factors may alter the experience of menopausal symptoms as well as health seeking 

behaviour
34

. Especially in societies where it is not viewed as negative rather a positive 

event, the symptoms are found less common
35

. 

Menopause has become an important subject of study because of the global increase in 

life expectancy resulting from better nutrition and improved health care delivery
36

. The 

introduction of governmental and other stakeholders’ interventions targeted at achieving 

the Millennium Development Goals is also expected to increase the population of 

postmenopausal women. With the increasing average length of the postmenopausal life 

span, it has become imperative for healthcare providers to focus more attention on the 

health of this group of women to ensure that they enjoy this twilight years of their life 

optimally
36

. The loss of reproductive capability resulting from menopause is a critical 

issue that represents the end of fertility and the onset of the aging process. 

Menopause is not a disease but the symptoms and their severities which are mainly 

subjective can be very challenging. Hot flashes, for example, are associated with a 

decreased quality of life
37

. Episodes of illnesses are reported to be higher for poor people 

due to their living conditions and nutritional status. The high incidence of morbidity cuts 

their household budget both ways i.e. not only they have to spend large amount of 

resources on medical care but are also unable to earn during this period. One possible 

consequences of this could be pushing these families into a zone of permanent poverty
38

. 
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Irregular periods, hot flashes, night sweats, vaginal dryness and itching, urinary changes, 

mood swings – all these are typical symptoms of menopause
39,40

. Osteoporosis (thinning 

and weakening of bones), heart disease, and Alzheimer’s disease (progressive loss of 

memory and concentration) are the long-term hazards of menopause
41,42

. With an 

increase in life expectancy, many years are spent in the postmenopausal phase
43,44

. The 

current study is an attempt to find out the occurrences of problems related to menopause 

and their health care seeking pattern.  

 

 

 

1.2 Rationale of the study 

There are few menopausal study data available in South East Asia especially in 

Bangladesh. Although menopause related symptoms have been extensively studied in the 

western countries, very few data are available in Asia especially in South East Asia
4
 

including Bangladesh. 

 

With the increase of people living in Dhaka city, the impact of urban living on human 

health is now a growing concern. The rapid growth of slum populations in Bangladesh is 

an increasing challenge for local health authorities and deserves intensive investigations. 

Slums have often been conceptualized as areas of concentrated poverty, which comprise 

of a social cluster that engenders a distinct set of health problems. So, it is the utmost 

importance to ensure health services for these growing numbers of city dwellers, 

especially the poor. This neglected population of slum has become a major reservoir for a 

wide spectrum of health conditions that the formal health sector must deal with. The slum 

women are marginalized due to the difficulty of accessing healthcare services and 

information. They don’t have access to public health services and private health care 

service is very expensive
16

. It is important to understand the changes, take medical help, 

whenever necessary, and adopt a healthy life style, proper nutrition and positive attitude. 

In fact, this is a period when women can contribute to the happiness of the family, friends 

and society in many ways
45

. 
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This study will help us to understand health status of women living in slums of Dhaka 

city; health services provided in slums for women, treatment seeking behaviour for 

various health problems and discuss various remedies regarding these problems 

influenced by a large number of factors apart from knowledge and awareness
16

. 

 

Menopause is a largely neglected issue in public health of developing countries like 

Bangladesh. Women towards the end of reproductive years suffer from various physical 

and psychological problems. Menopause is associated with increased risk of 

cardiovascular diseases, osteoporosis and ovarian, breast and uterine cancer. Anxiety and 

depression are also associated with menopause. So it is an important life event that 

warrant special health care at that time
39

. It is important to understand the changes, take 

medical help, whenever necessary, and adopt a healthy lifestyle, proper nutrition and 

positive attitude. 

 

To optimize the health care for menopausal women, there is need to understand the 

process by which women describe, explain and experience menopause and also to 

understand the factors that may shape their experiences. This study was carried out to 

determine the pattern, severity and health seeking behaviour of women with menopausal 

symptoms in urban slum. The findings in this study would form the basis for health 

promotional activities to make health care providers more sensitive to the peculiar needs 

of postmenopausal women and thereby, improve quality of care. 

 

Most of the slum dweller menopausal women in Dhaka city found many problems about 

different aspects of end of reproductive years and they were living in silence
46

. 

In this country, there is very limited awareness of menopause and its consequences. 

Programmes should be undertaken in the community level involving women, men and 

health service providers. Health programme should pay adequate attention on the 

emergency of this issue. Information on various aspects of end of reproductive health 

should be disseminated to menopausal women. Education and awareness may help to 

make this neglected part of their life meaningful and worth living
46

. 

 

Anis-pc
Typewritten text
Dhaka University Institutional Repository



11 

 

This is an existing gap in Women's Health Care Research. Menopausal women face 

discrimination because of their age, gender and the fact that they live in slum. However, 

little research has been done about the strategies utilized by menopausal women who do 

access care, how menopausal women cope with ill health, and how the power relations 

within the family affect their access to health care. Information on the existing disease 

pattern and health seeking behaviour is essential to provide need based health care 

delivery to any population. This information is rarely available. Mainly hospital data are 

available for disease patterns so far. Only community based study can reflect the true 

picture of disease patterns in a given community and preferences of the community 

members in seeking health care services.  

 

In this regard, this study plays an important role in providing valuable information and 

understanding about the current health-seeking behaviour of menopausal women living in 

slums in Dhaka city for the development of a pro-poor and user-sensitive health care 

delivery system. This research should be viewed as a first step toward empowering 

menopausal women in Bangladesh by "giving voice" to one of the most vulnerable 

groups in this society. 

 

 

 

1.3 Research Questions 

1. What are the attitude of women of low socio-economic setting or slum towards the 

post-menopausal problems and management of those? 

2. What are the health seeking behaviours of the menopausal women in urban slums? 
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1.4 Objectives 

 

A. General objective 

The general objective of the study is to understand the perception and attitude of women 

residing in an urban slum towards the menopausal phenomena. The study is also aimed to 

determine the health seeking behaviour of the menopausal women for the management of 

menopausal symptoms.  

 

The ultimate goal is to equip policy maker with the information regarding the health and 

the service utilization of underprivileged menopausal women in Bangladesh for designing 

appropriate health services.  

 

B. Specific objectives 

1. To determine the frequency and severity of menopausal symptoms  

2. To identify health seeking behaviour of women with menopausal symptoms 

3. To identify four social determinants of health — the social, economic, 

religious/cultural and health system related factors — associated with barriers to 

utilization of health services among menopausal women in urban slums of Dhaka 

city. 

4. To assess health awareness of post-menopausal women living in slums of Dhaka city. 

5. To understand the perception and attitude of menopausal women towards the 

menopausal phenomena. 
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1.5 List of key variables 

 

Independent Variables Dependent Variables 

Age 

  

Health Seeking Behaviour of the 

Menopausal Women  

 

 

Education 

Occupation 

Monthly Income 

Marital Status 

Religion 

Social factors 

Perception and Attitude towards  

 Menopausal symptoms 

Co-morbidity (If any) 
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1.6 Conceptual Framework  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                                                                         

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Socio-demographic Factors 
Age, sex, residence, education, 

occupation, family income 

Factors related to menopause 
Duration, family history, 

Environmental sanitation 

Attitude factors 
Positive attitude 

Negative attitude 

Clinical factors 
Irregular periods, hot flashes, night 

sweats, vaginal dryness and itching, 

urinary changes, mood swings 

Associated infection 
Skin infection, tuberculosis. HIV 

infection.  

Co-morbidity 
Cardiovascular disease, Diabetes 

Mellitus, obesity. 

Health services 
Awareness creation and assurance of 

availability, quality and accessibility, 

Regular health checkup, nutritional 

advice, personal hygiene practice, and 

Hormone replacement therapy. 

Health Seeking Behaviour of 

the Menopausal Women 
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1.7 Operational definitions 

 

Menopause – It is defined as a physiological event in which there is at least twelve 

consecutive months of amenorrhoea caused by depletion of ovarian function. 

 

Attitude – According to Suzanne and Brenda (2000) attitude is feeling based on a 

person’s impression on an event or object. Attitude is a way of feeling, thinking and 

behaving toward an object or an event or idea. 

 

Perception – Perception is awareness, comprehension or an understanding of something. 

 

Health seeking behaviour – Health seeking behaviour refers to the sequence of remedial 

actions that individuals undertake to rectify perceived ill health. 

 

Slum – UN Habitat defines slum conditions as a living environment with non-durable 

structures, insecure tenure, lack of water, lack of sanitation, and overcrowding. 
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Chapter – 2 

LITERATURE REVIEW 

Definition of Menopause 

The terms used to describe the various nodal points surrounding the menopause have not 

been consistently defined and applied, despite the recommendations made in 1980 by a 

WHO Scientific Group on Research on the Menopause
47

. Reports on the menopause 

published since then have continued to use a variety of definitions, which has made it 

difficult to compare their findings. The definitions proposed in 1980 have been further 

clarified as described below. 

1. The term natural menopause is defined as the permanent cessation of menstruation 

resulting from the loss of ovarian follicular activity. Natural menopause is recognized to 

have occurred after 12 consecutive months of amenorrhea, for which there is no other 

obvious pathological or physiological cause. Menopause occurs with the Final Menstrual 

Period (FMP) which is known with certainty only in retrospect a year or more after the 

event. An adequate independent biological marker for the event does not exist.  

2. The term perimenopause should include the period immediately prior to the 

menopause (when the endocrinological, biological and clinical features of approaching 

menopause commence) and the first year after menopause. The term "climacteric" can be 

abandoned to avoid confusion.  

3. The term menopausal transition should be reserved for that period of time before the 

FMP when variability in the menstrual cycle is usually increased
48,49

.  

4. The term premenopause is often used ambiguously either to refer to the one or two 

years immediately before the menopause or to refer to the whole of the reproductive 

period prior to the menopause. The Group recommended that the term be used 

consistently in the latter sense to encompass the entire reproductive period up to the 

FMP.  

5. The term induced menopause is defined as the cessation of menstruation which follows 

either surgical removal of both ovaries (with or without hysterectomy) or iatrogenic 

ablation of ovarian function (e.g. by chemotherapy or radiation).  
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6. Simple hysterectomy where at least one ovary is conserved, is used to define a distinct 

group of 'Women in whom ovarian function may persist for a variable period after 

surgery. 

7. The term postmenopause is defined as dating from the FMP, regardless of whether the 

menopause was induced or spontaneous.  

8. Ideally, premature menopause should be defined as menopause that occurs at an age 

less than two standard deviations below the mean estimated for the reference population. 

In practice, in the absence of reliable estimates of the distribution of age at natural 

menopause in populations in developing countries, the age of 40 years is frequently used 

as an arbitrary cut-off point, below which menopause is said to be premature. 

 

Physiology of menopause 

The number of ovarian follicles present in the ovary, and thus the number of ovarian 

granulosa cells available for hormone secretion, appear to be the critical determinants of 

age at the menopause, steroid hormone secretion and gonadotropin levels. Counts of 

ovarian follicles have shown the number to be greatest in the foetus at about 7 months of 

age with a subsequent decline to about 700,000 at birth
50,51

. The rate of decline in the 

number of ovarian follicles is approximately linear on a semi-logarithmic scale until 

about the age of 40
50,52

. The decline is then more rapid until after the menopause when 

essentially no follicles remain
53

. 

 

The regularity and length of the menstrual cycle vary throughout the reproductive life 

span. They also vary within and between individuals, and among cultural groups. Asian 

women, for example, have been reported to have menstrual cycle lengths averaging 32 

days
54

. A unique prospective study, initiated in 1934, documented menstrual cycle 

patterns in over 2700 women aged over 13 until either 1961 or one year following their 

FMP, whichever was the earliest. The median length of the menstrual cycle fell from 28 

days at age 20, to 26 days at age 40, resulting primarily from a shortening of the follicular 

phase of the cycle
54

. As women come closer to the menopause, menses frequently 

become irregular and are in general less frequent. Bleeding which recurs after 12 months 

of amenorrhea in the perimenopausal years may be due to renewed follicular activity, but 

Anis-pc
Typewritten text
Dhaka University Institutional Repository



18 

 

the possibility of pathological conditions requires diagnostic evaluation. A recent 

prospective study from Massachusetts, USA, in which 2570 women aged 44-55 were 

followed for 5 years clarified the concept of the menopausal transition. Its lower limit is 

the onset of menstrual cycle irregularity, occurring at an average age of 47.5 years, and 

the upper limit is the EMP. The average duration of the menopausal transition is 3.8 

years
48

.  

Age at menopause 

In industrialized societies the average age at menopause is about 51 years
55,56,57

. The age 

at menopause is lowered by smoking (the most significant factor), by nulliparity and 

possibly by low socioeconomic status
55,56

. A recent analysis of data
54

 showed that women 

with an average cycle length of less than 26 days reached the menopause 1.4 years earlier 

than those with longer cycles
57

. The concept is also emerging that age at menopause may 

be a potent biological marker of ageing and a later menopausal age could be associated 

with greater longevity
58,59

. In most reports, women from developing countries are found 

to be older at menarche and younger at menopause than women in industrialized 

countries
56,60

. However, this difference was not observed in a cross- cultural survey of 

400 women in each of seven Asian countries reported in 1991
61

. Little variation was 

observed between countries; the mean age at menopause was slightly over 51 years. This 

age is almost identical to that reported from industrialized countries
62,55,56,57

. Smaller 

studies, some restricted to isolated populations in Papua New Guinea
63

 and the 

Philippines
64

, or in various parts of Africa
65,66

. India and Pakistan
6768

 and Thailand
69

,
70

 

have reported younger ages at menopause (late forties). However, it is not clear whether 

these reports reflect true menopausal ages or spuriously low estimates because of 

methodological problems
71

.  

Although many women continue to have regular menstrual cycles well after the age of 

40, serum FSH levels rise throughout the fifth decade of life despite the apparent lack of 

variability in cycle pattern
72,73,74,75,76

. Luteinizing hormone levels have also been reported 

to increase, but only in women close to the age of 50
75

. Although both serum inhibin and 

estradiol levels have been shown to correlate negatively with FSH
76

, the relationship 

between these two hormones and approaching menopause is not as consistent as that with 
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FSH
77

. During the menopausal transition when menstrual cycles become irregular in 

frequency and length, hormonal levels are unpredictable and variable. Periods during 

which levels of FSH and LH are high may occur; these may be followed by intervals 

when gonadotropin levels are characteristic of those in young women and urinary 

pregnanediol levels are consistent with ovulation
78,79

. Overall, the menopausal transition 

is a period of marked variability in hormonal levels and endocrine assessments of ovarian 

function are of little use in predicting potential fertility or timing of the menopause
80

.  

By 2-3 years after the last menstrual period, serum FSH levels have increased to values 

10-15 times higher than follicular phase levels in young women, and LH levels are about 

three times higher
81,82

. The levels of both gonadotropins subsequently decrease with age 

and are negatively correlated with body mass index. This is in contrast to estrone and 

estradiol levels, which are positively correlated with body mass index
83

. LH pulse 

amplitudes and frequencies, and FSH pulse amplitudes are decreased in older 

postmenopausal women, as are the gonadotropin responses to gonadotropin-releasing 

hormone (GnRH) stimulation
84

. Serum immunoreactive inhibin levels are rarely 

detectable after the menopause
85

. 

 

A major chance in the source and nature of circulating oestrogens occurs after the 

menopause. Quantitatively, the most important circulating oestrogen is estrone, with 

serum levels averaging about 100 pmol/l. Most of the estrone is derived from the 

extraglandular conversion of adrenal androgen precursors, particularly androstenedione
86

. 

Serum estradiol levels after the menopause are generally less than 80 pmol/l compared 

with a late premenopausal mean value of approximately 550 pmol/l. The low estradiol 

after the menopause make its assay difficult. Cauley et al.
87

 using radioimmunoassay 

following extraction and chromatography, noted that about 50% of samples from 

postmenopausal women had estradiol values below the sensitivity of the assay. To assess 

the reliability of the assay, short-term (4-week) and long-term (2-year) estimates of 

hormone levels were undertaken. A low intra-class correlation for both estradiol and 

androstenedione was found. Since estrone can be measured more reliably than estradiol, 

the authors suggested that estrone might be useful as an indicator of the total oestrogenic 
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status of postmenopausal women. Serum androgen levels also change after the 

menopause. Testosterone concentrations decline by about 20% and androstenedione by 

about 50%. Following oophorectomy, the decrease in serum levels of both steroids is 

about 50%
88

. After natural menopause, the ovaries of some women have been observed 

to undergo stromal hypertrophy and hyperplasia which gives them the capacity for 

production of up to 50% of postmenopausal androstenedione and testosterone
89,90

. In 

other women the ovaries become fibrotic and are then a poor source of steroids. The 

adrenal androgen, dehydroepiandrosterone sulphate (DHEAS), decreases linearly with 

age and is not specifically affected by the menopause
91

. 

The possible influence of diurnal variation on estimates of serum levels of testosterone 

and estradiol in postmenopausal women has been examined. Although testosterone and 

estradiol show some diurnal variation
92

, the changes reported have been of only moderate 

magnitude. In a small study, serum levels of testosterone and estradiol showed a 29% 

coefficient of variation In samples taken between 08:00 and 24:00
93

 Repeated 

measurements of serum androgens have shown relatively good stability
94

. Both serum 

testosterone and oestrogen are largely bound to sex hormone- binding globulin 

(SHBG)
95,96

; only 1-3% is unbound or flee. Levels of this protein are increased by 

endogenous and exogenous oestrogens and by thyroid hormone, and are decreased by 

androgens
97

 and obesity. Levels of SHBG have been reported to be negatively correlated 

with bone mineral density in normal postmenopausal women
98

. They have been variously 

found to be decreased, unchanged or increased. After the menopause. One longitudinal 

study
99

 reported a small decline in SHBG levels after the menopause. In a larger 

longitudinal study, SHBG levels were reported to increase during the perimenopause at 

the same time as endogenous estradiol levels fell
49

. Characterization of biologically 

active testosterone or estradiol requires direct measurement of their free levels or the 

derivation of a calculated value determined from the total serum hormone level and the 

concentration of SHBG. Fig. 5 shows the changes in serum estrone, estradiol, SHBG and 

FSH that occur in the 2 years before and the 6 years after the menopause
49

. These data 

were obtained from serum samples drawn periodically from a sample of women being 

followed prospectively in the Massachusetts Women's Health Study. Samples from 

women who still had menstrual periods were collected between the second and tenth day 
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of the cycle, Of particular note 's the dramatic decline in oestrogen levels that occurs 

before the FMP with a continuing more modest drop in the subsequent 2-4 years. The 

increase in FSH levels starts before the FMP and continues at a fairly constant rate for 

about 4 years afterwards. SHBG levels also increase after the FMP, but the amount of 

elevation is variable during the first 6 postmenopausal years
49

. 

Comparisons have been made of hormone levels between different ethnic groups. Mayan 

women have hormone levels similar to those of Caucasians, despite their lack of 

vasomotor symptoms
100

, while Nigerians have hormone and symptom levels similar to 

those of Caucasians
101

. In contrast the levels of estradiol and testosterone found in pooled 

sera from 3250 rural Chinese women aged 35-64 were lower than those for 300 British 

women in the same age range
102

. Postmenopausal British women had significantly lower 

SHBG levels than their postmenopausal Chinese counterparts. Predictors of sex steroid 

hormone levels in blood have been examined in postmenopausal American women
103

. 

Neither age nor time since menopause was a significant predictor. There was a negative 

correlation between physical activity and levels of estrone. Estrone and estradiol levels 

were higher among obese women than among those who were lean. Androstenedione 

levels were higher in smokers than in non-smokers, but estrone and estradiol levels were 

not. 

Menopausal symptoms 

A multiplicity of symptoms have been attributed to the menopause. Little distinction has 

been made between symptoms that result from a loss of ovarian function, from the ageing 

process or from the socio-environmental stresses of the mid-life years. It is particularly 

difficult to distinguish the effects of ageing from those of the menopause. McKinlay
104

 

has proposed a model requiring prospective observations (a cohort study) on a large 

number of subjects followed during the pre-, peri- and postmenopausal periods to 

estimate the shape of the curve of data points on the variable of interest in order to 

distinguish better between the effects of ageing and those of the menopause. Another 

possibility is that cross-sectional studies include large numbers of women aged 45-55 in 

order to distinguish the differences in symptom frequency by menopausal status, while 

controlling for age.  

Anis-pc
Typewritten text
Dhaka University Institutional Repository



22 

 

Since 1985, several population-based studies of middle-aged women have been 

reported
48,105,

 
106,107,108

. Their protocols have included sound methodological features:  

 - probability sampling methods from community-based populations;  

 - standardized definitions of different menopausal groups;  

 - distinction between women who have a natural menopause and those in whom 

menopause is induced'.  

 - use of validated and reliable questionnaires which include questions pertaining 

to menopausal experiences within other health-related questions.  

However, further assessment is needed of the reliability and validity of symptom-

reporting in questionnaires and Interviews, and to ensure the elimination of social 

stereotyping of the responses to symptom checklists of complaints attributed to the 

menopause. The distinction between having experienced a symptom and being disturbed 

or functionally incapacitated by it is important both to the well-being of the respondent 

and for the interpretation of the data. This distinction is also important because of the 

different implications for health care utilization and potential management strategies.  

The establishment of population-based cross-sectional studies has provided the initial 

step in developing cohorts of women who can be followed prospectively. Cohort studies 

are particularly suitable for investigating the menopausal transition and the sequence in 

which the symptoms occur. 

 

Hot flushes and night sweats are thermoregulatory disturbances which are characteristic 

of the menopause
109,110,111,112,113

. Night sweats are the night-time manifestation of hot 

flushes experienced during the waking hours. Insomnia is often cited as a menopausal 

complaint, but usually occurs secondarily to the disruption caused by the night sweats. 

Erlik et al.
114

 observed a significant correlation between hot flushes and waking episodes, 

both of which were reduced by oestrogen therapy. Hot flushes arise as a sudden feeling of 

heat in the face, neck and chest; this is associated with diffuse or patchy flushing of the 
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skin, profuse perspiration and frequently with palpitations. The feeling of heat, initially 

centred in the upper part of the body, spreads upwards and downwards throughout the 

body. The flush is associated with an acute feeling of physical discomfort and lasts about 

3 minutes. Flushes may be induced by tension or nervousness and their frequency, 

duration and intensity can be reduced in some subjects with placebo interventions 

although oestrogen therapy is the mainstay of treatment
115

. 

Vasodilatation occurs with the onset of the hot flush and continues for at least 5 minutes 

after symptoms have subsided
116

. Vasodilatation and perspiration are heat-loss 

mechanisms, and shivering may be necessary after the flush to raise the core temperature 

back to normal. Vasodilatation is measured by an increase in peripheral blood flow and 

skin temperature and a decrease in skin resistance. Both the onset of the flush and 

vasodilatation precede the change in skin temperature and the pulsatile release of LH. LH 

release is not the triggering event. Although flushes occur during periods of oestrogen 

withdrawal, oestrogen levels do not correlate with the occurrence of flushes
117,118,119

. The 

prevalence of hot flushes associated with the menopause varies in different cultures. For 

example, the prevalence has been reported to be 0% in Mayan women, 10-22% in Hong 

Kong women, around 17% in Japanese women, 23% in Thai women, 45% in North 

American women and up to 80% in Dutch women
72,107,120,121,122

. Inconsistencies have 

been reported, e.g. one report from Thailand gives the prevalence of hot flushes as 69%
69

. 

The American study noted that the peak flush rate occurred during the menopausal 

transition
48

, while the Dutch study reported that the highest prevalence of hot flushes 

occurred in the 6-12 months after the FMP
107

. A survey in south-east England noted that 

15-25% of premenopausal women had flushes, rising to 54% at the time of the 

menopause
113

. In a cross-sectional study in Australia, 31% of perimenopausal women had 

been troubled by hot flushes in the 2 weeks preceding the survey, compared with 39% of 

those who were postmenopausal
123

. In general, flushes and sweats are more common in 

European and N011h American women than in other populations. Hot flushes may be 

more severe in women who undergo bilateral oophorectomy than in those who have a 

natural menopause
124

. Ethnic differences in the prevalence of hot flushes after surgical 

oophorectomy have been observed. In a prospective study in Hong Kong
125

 only 24% of 

women who had undergone surgical oophorectomy reported hot flushes as compared 
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with 70% of similarly treated Caucasian women
126

. Hot flushes are not unique to 

menopausal women. A similar or equivalent phenomenon has been reported to occur in 

10% of women before the menopausal transition
48

 and in men
127

. Lack of symptoms as 

found in the Mayan women cannot be explained by a difference in endocrinology; these 

women had typical postmenopausal levels of FSH estrone and estradiol, and experienced 

age-related bone demineralization (but not a high incidence of osteoporotic fracture)
100

. 

Measures to relieve symptoms 

A high intake of dietary phytoestrogens has been suggested as a possible explanation of 

the lower frequency of menopausal symptoms in Japanese as compared with Caucasian 

women. Urinary phytoestrogens are about 100-fold higher in Japanese than in Finnish 

postmenopausal women
128

. The addition of phytoestrogens to a Western diet can produce 

oestrogenic changes in the vaginal epithelium
129

. Factors associated with the frequency of 

vasomotor symptoms at menopause include prior occurrence of premenstrual or 

menstrual symptoms
113,111

, and prior health status
108,130

. Ambient temperature affects the 

frequency of hot flushes; cool ambient temperatures alleviate flushes and warm 

temperatures exacerbate them
131,132

. 

Treatment with oestrogens and/or progestogens reduces the frequency and severity of hot 

flushes
133,134,135,136,137,138,139,140

. Oestrogens are effective whether administered orally, 

transdermally
141

 or as implants and can be used with sequential progestogens, or both 

progestogens and oestrogens can be given continuously
142

. Hot flushes may be partially 

alleviated by a placebo, but in double-blind studies oestrogens are significantly more 

effective than placebos
135,136

. Oestrogens may be given orally or parenterally. The most 

widely used oral preparation is "conjugated equine oestrogen”, a product prepared from 

the urine of pregnant mares and containing a number of biologically active components 

of which estrone sulphate predominates. A common dose is 0.625 mo daily, which is 

usually sufficient for symptomatic relief. Other compounds administered orally include 

piperazine estrone sulphate (1.25 mg daily) and estradiol valerate (2.0 mo dailv). The 

regimens currently favoured involve continuous daily administration, although cyclical 

patterns are also effective. Parenteral modes of oestrogen administration include 

transdermal preparations (e.g. gels 3 mg daily, patches 50 µg daily), subcutaneous 
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implants (25-50 mg every 4-6 months), vaginal rings and injectable preparations. For 

women with an intact uterus, progestogens are given in addition to oestrogens to prevent 

oestrogen-induced proliferation of the endometrium. The most widely used oral 

progestogens are 19-acetoxyprogestogens and 19-nortestosterone derivatives. Equivalent 

doses of two commonly used preparations are 10 mg of medroxyprogesterone acetate and 

0.7-1.0 mg of norethisterone. Such preparations are used cyclically for 10-14 days per 

month with continuous oestrogen. If the progestogen is used continuously, a lower dose 

is adequate, e.g. 2.5 mg of medroxyprogesterone acetate or 0.35 mg of norethisterone. 

Early reports on non-pharmacological therapies justify further investigation. In Sweden, a 

controlled study of over 1600 women aged 52-54 years found that moderate and severe 

hot flushes and night sweats were only half as common among the physically active 

postmenopausal women as in the control group
143

. Behavioural treatment including 

muscle relaxation, paced respiration and biofeedback (the technique of using the 

feedback of a normally automatic bodily response to a stimulus, in order to gain 

voluntary control of that response) was investigated, but only paced respiration produced 

significant reductions in the frequency of hot flushes
144

. Special diets, including those 

high in phytoestrogens could be of benefit, but controlled trials to assess their 

effectiveness have yet to be conducted
129

. 

 

After the menopause the vaginal mucosa becomes thinner. Basal and parabasal cells 

predominate over superficial oestrogenized cells. However, oestrogen effects can be 

identified even in old age. A study of vaginal cytology in 148 postmenopausal women 

aged from 40 to 78 years showed completely atrophic smears in only 20% of the 

women
145

. The frequency of postmenopausal dyspareunia associated with vaginal atrophy 

has not been well established from population-based studies. An estimate based on 

women attending menopause clinics is 10%
146

. Oestrogens administered by any route are 

effective in enhancing the thickness and secretions of the vaginal mucosa and thereby 

reducing dyspareunia
147

. A double-blind placebo-controlled trial of conjugated equine 

oestrogens showed a significant increase in the percentage of oestrogenized vaginal cells 

in women taking oestrogens as compared with women taking a placebo
135,148

. 
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Alternatively, vaginal lubricants offer reasonably effective, non-hormonal treatment for 

dyspareunia
149

 Continuing sexual activity may protect women against vaginal atrophy. 

This was demonstrated in a study of vaginal cytology which showed significantly less 

vaginal atrophy in a group of sexually active women than In a sexually inactive group
150

.  

Sexual Interest may decline after the menopause
108,151

. It is not clear, however, what 

component of that decline is attributable to the menopause, to ageing in general or to the 

declining sexual potency of the male partner. Most studies have found no improvement of 

libido in response to oestrogen administration. but testosterone may be 

beneficial
152,153,154

. A subcutaneous implant of 50 mg of testosterone every 6 months may 

be efficacious. Urinary problems are common in ageing women and may occur in the 

perimenopause. The relative contributions of the menopause, obstetric history and tissue 

ageing to these problems have yet to be assessed. Symptoms of urgency of micturition, 

dysuria, nocturia or stress incontinence are reported to affect 25-50% of postmenopausal 

women
155,156,157,158

. Oestrogen therapy may improve some symptoms
159,160

, but it is not 

helpful in urodynamically proven stress incontinence
161

. Recurrent urinary tract 

infections may respond to intravaginal administration of estriol succinate which probably 

modifies the vaginal flora
162

. 

 

Changing menstrual patterns and irregular bleeding occur during the menopausal 

transition
72,78,79,163,164

. One study has estimated that 10% of women stop menstruating 

abruptly, but the majority experience months or years of irregular bleeding and variable 

cycle length before menses cease
48

. This transitional pattern should be distinguished from 

bleeding due to a potentially serious condition. 

A variety of symptoms, occurring either singly or together, are frequently reported as 

being part of a menopausal syndrome. Those already mentioned in sections 5.2.1 5.2.3 

have distinct manifestations, but the remainder are not specific to the menopause and are 

presumed to be psychological or sociocultural in origin. Some frequently mentioned 

symptoms are depression, nervous tension, palpitations, headaches, insomnia, lack of 

energy, fluid retention, backache, difficulty in concentrating and dizzy spells. In most 
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studies, occurrence of these symptoms is not highly correlated with menopausal status, 

but they are strongly correlated with each other 
109,110,111,133,165,166

. They are also more 

common among women who experience severe flushing
48,165,166,167

. Most of the placebo-

controlled trials that have used oestrogens to suppress individual symptoms (other than 

hot flushes) have demonstrated no statistically significant benefits of this treatment
148

. In 

a recent report from the Dutch National Survey of General Practice, health interviews 

were conducted on a random sample of the practice population including 8679 women 

and men aged 45-75 years. With the exception of vasomotor symptoms, none of the other 

complaints usually attributed to the menopause were more common among women than 

among men in the subjects aced between 45 and 54 years
127

. 

Depressive episodes are not disproportionally increased at the menopause
105,168

. The main 

predictors of depression in the menopause are the same as for other stages of life; these 

are prior depressive episodes and poor current or past health status
105

. Stressful life events 

frequently precipitate depressed moods and such events are numerous in the mid-life 

period
168

. Oestrogen therapy may be effective for mood elevation in women who have 

had bilateral oophorectomy
169,170

. Estradiol implants or combined estradiol and 

testosterone implants may have some effect in naturally perimenopausal women; 

however, such therapies do not appear to be effective in postmenopausal women
171

. 

Progestogens may have adverse effects on mood
172

. 

 

Most of the information on symptoms of the menopause has been obtained from 

populations in industrialized countries. The sparse data available from developing 

countries suggest that the symptoms reported to occur in Caucasian populations in 

developed countries are not universal, but rather that the intermixing of biology and 

culture produces different effects in different parts of the world. The data from Japanese 

studies show marked differences in the frequency and type of complaint and in the 

perception of menopause compared to those reported from Europe and North America
173

.  

Until there are adequate data on the magnitude and extent of a "menopause problem" in 

most parts of the world it is not possible to recommend appropriate interventions or 
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treatments. The few comments on treatment noted in this report apply only to specific 

indications and conditions. Data are needed that describe and explain the nature of the 

menopause in many parts of the world where such studies have not yet been done. Such 

information will clarify whether specific interventions, and of what types, might be 

useful. 

 

Most of the information on the menopause comes from research done in the 

industrialized world. This research has been the model for the relatively few studies 

carried out in developing countries and therefore these studies have tended to use the 

same research methods and to ask the same research questions, such as the age at 

menopause and frequency of symptoms. Further inquiry has been made about the 

incidence of cardiovascular disease, malignant neoplasms and osteoporosis following the 

menopause. While there are advantages to testing familiar hypotheses in different 

populations. These may not be the only questions of concern or relevance to the health of 

menopausal women in other parts of the world. These questions also omit to take into 

account the very different factors which will have conditioned the health of women prior 

to their reaching the menopause and which will determine the implications of the 

menopause for their future well-being.  

The lives of women outside Europe and North America are framed within a very different 

set of social economic and cultural parameters from those of the women who have been 

the usual subjects of menopause research. The implications of reaching the menopause 

vary from one society to another, depending on the political and economic structure of 

each society, and the conditions of life it provides for women of all ages, including their 

access to health care. A report on middle-aged women in the Caribbean and Latin 

America presented a generally bleak social and economic picture characterized by 

poverty, family break-up, responsibility for ageing parents, and lack of opportunities for 

paid employment
174

. The environment plays a significant role in the health of all women, 

but is particularly important in developing countries. By the time women in developing 

countries reach the menopause, their health may already have been undermined by the 

environmental conditions in which they live. Infectious diseases which are associated 
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with poor public health measures remain common. Pollution, chemical toxins and 

hazardous working conditions compromise the health of urban women working in the 

industrial sectors of these countries
175

. 

Women's health is also undermined by chronic malnourishment. According to one 

estimate, half of all African women, two-thirds of Asian women and one-sixth of Latin 

American women suffer from nutritional anaemia as a result of insufficient food
176

. The 

reasons are economic, social and cultural. When food is limited, the extent to which 

women are malnourished depends on their status within the family and society
174

.  

A woman's health at mid-life will have been affected not only by the number of children 

she has had, but also by the number of pregnancies, their spacing, her age at the last 

pregnancy, the number of unsafe abortions she has had and whether or not she has had 

access to contraception. Effective contraception can minimize the number of reproductive 

adversities, but contraceptive use varies greatly from country to country
177

. A report of 

the Pan American Health Organization provides estimates of the lifetime fertility of 

women in the Caribbean and Latin America when they have reached the age of 45-59; 

these range from a mean of 6.6 children for rural women to 2.6 for urban women
174

.  

Access to health care in developing countries is limited for both women and men. The 

primary focus of existing health care and expenditure of governmental resources is on 

maternal and child health. The use of scarce resources for the treatment of non-life-

threatening conditions, such as the menopause, has low priority. In settings where private 

medical services exist, medical care for menopause-related complaints may be available, 

but at a cost which few women can afford. 

The incidence of menopausal symptoms among women in developing countries has been 

reported to be far lower than among women in Europe and North America. However, the 

majority of studies in developing countries have used the same symptom checklists as 

studies in developed countries. Therefore, they could not determine whether women in 

developing countries experienced different symptoms at menopause nor how these 

symptoms were managed. A different methodological approach was used by Lock
178

, 
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who asked Japanese women and their physicians what symptoms they associated with the 

menopause and which methods they used to deal with these symptoms.  

Co-morbidities  

There are few data available on the incidence of osteoporosis and hip fractures among 

women in developing countries, but they do suggest that these rates may be lower than in 

the industrialized countries. The conclusion that there are differences in the risk of hip 

fracture between different ethnic groups is supported by data showing that the risk of hip 

fracture among Mexican American women is only 35% of that among Caucasian 

American women
179

 and that Caucasian American women experience twice the fracture 

rate of Japanese women living in Okmawa or Hawaii
180

. A study of Mayan women 

reported age-related bone demineralization, but a low incidence of osteoporotic 

fractures
100

. These data came from a project which combined clinical data (bone 

measurements), a nutritional survey and careful observation of the daily activities of 

Mayan women
120

. 

The rates of coronary heart disease and breast cancer also appear to be lower among 

postmenopausal women in developing countries and Japan than among those in Europe 

and North America. Statistics are well kept in Japan, but in many other countries 

mortality and morbidity data on middle-wed women are either unreliable or unavailable. 

Whereas researchers in North America tend to focus on the negative aspects of the 

menopause. Descriptions of the menopause in women in developing countries tend to 

emphasize the positive aspects, such as freeing women from the burdens of childbirth and 

from cultural restrictions imposed on the social and religious life of younger women who 

still menstruate
181

. In some societies women are said to relish the renewed freedom and 

influence in their families and communities that come with menopause and not to regret 

reduced sexual activity 
182,183,184

. These reports suggest that the psychological reaction of 

women to the menopause reflects the values of the society and the social status assigned 

to the ageing woman. 

A global demographic revolution, signalling unprecedented transition from a state of high 

birth and death rates to one characterized by low rates of fertility and mortality, has taken 
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place over the twentieth century. Starting in Europe and North America at the end of the 

past century, this demographic shift has now become a worldwide phenomenon. At the 

heart of the transition has been the growth in the number and proportion of the total 

population constituted by older adult people. The year 1999 was the Year of the Older 

Person and it was also the year the world population reached six billion. Now the world 

population has passed six billion and will continue to grow until the middle of the next 

century. With the growth of the world population, the number of the world's older adults 

is increasing rapidly. "One out of every 10 people is now 60 years or older. By the year 

2050, one out of every five will be 60 years or older; and by 21 50, it will be one out of 

every three people"
185

. In less developed countries/rapid declines in fertility and mortality 

will lead to even faster population aging. Among developing regions, Asia has witnessed 

considerable declines in fertility and mortality in the last few decades. As a result, the 

percentage of those who are aged 65 and older is expected to increase from 5.1% in 1980 

to 13.3% in 2025 in East Asia; from 3.5% to 8.3% in South East Asia; and from 3.8% to 

8.2% in South Asia
186

.  Though the aging population is a worldwide phenomenon and has 

extensive economic, social and health consequences, the developing countries are quite 

unaware of this burning problem. Bangladesh is one of those developing countries that 

are facing a tremendous population growth problem of older adult. 

A decrease in fertility rates and an improvement in the average life expectancy have led 

to rapid increases in the number of older people in Bangladesh, with 80,000 new older 

women added to the over 60 age range each year. Today people who are 60 years and 

older constitute 6% of the population of Bangladesh. While this percentage is small 

relative to developed countries, due to the large size of the population it represents 

approximately 9 million people. Furthermore, projections indicate that the number of 

older people will increase by 173% by 2025
187

. As the proportion of aged people is 

gradually increasing the numbers of older women is also increasing in Bangladesh and 

everywhere in the world. According to IJN Projections, if present trends prevail, the sex 

ratio for older cohorts (that is, the number of men per 100 women) will continue to be 

imbalanced in the developed regions. For instance, this rate which in 1975 was 74/100 for 

the 60-69 age group, will be 78/100 in 2025, with a rise from 48/100 to 53/100 for the 

over 80 age group. In developing regions, this rate will be 94/100 in 2025 against 96/100 
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in 1975 for the 60-69 age group, and 73/100 in 2025 against 78/100 for the over 80 age 

group, signifying a slight decline in the number of women relative to men. Thus, women 

in most cases will constitute a larger majority of the older population
188

.  

The economic polarization within Bangladesh society and lack of a social security system 

make the poor more vulnerable in terms of affordability and choice of health care 

provider. Poverty not only excludes people from the benefits of the health care system 

but also restricts them from participating in decisions that affect their health, resulting in 

greater health inequalities. Even when treatment in a health centre is free, individuals 

may incur costs for transportation. Not only the consultation fee or the expenditure 

incurred on medicines count but also the fare spent to reach the facility and hence the 

total amount spent for treatment can turn out to be cumbersome. These costs are 

prohibitive for older women who are allocated fewer resources within the family. 
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Chapter – 3 

MATERIALS AND METHODS 

 

 

 

3.1 Study design 

At the commencement of the study, the sample size was estimated at 384 post-

menopausal women of above 40 years living in the Vashantek slum of Dhaka city, 

assuming the frequency of menopausal symptoms to be 50% and a total population of 

200,000. After selecting the slum, the slum areas were visited and a list of the streets in 

the slum was prepared. First select a house to be visited in each street, and the targeted 

number of women from each area was reached by visiting each house.The study was 

conducted during a one-year period from June 2014 to May 2015. 

 

 

3.2 Study location 

Vashantek slum area, Dhaka. 

 

 

3.3 Study period 

Duration of the study was June 2014 to May 2015. 

 

 

3.4 Study population 

The study population was made up of menopausal women living in the Vashantek slum 

of Dhaka city with at least one year of amenorrhoea, not due to surgery or other obvious 

causes such as severe illness, extreme weight loss and endocrine disorders. 

A total of 384 menopausal women with at least one year of amenorrhoea, were enrolled 

in the study. All enrolled women were visited at their homes for data collection through 

face to face interview. 
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3.4.1 Selection Criteria 

 

1. Menopausal women (>40 years) with at least one year of amenorrhoea. 

2. Menopausal women living in Vashantek slum of Dhaka. 

3. Person who are willing to participate in this study 

4. Person who are mentally sound 

 

 

3.5 Sample Size 

  

Using the simple statistical formula: n = z
2
pq/d

2
 

 

n = {(1.96)
2
 x 0.5 x (1-0.5)} / (5%)

2
 = 384 

 

A sample size of 384 post-menopausal women was calculated with a margin of error of 

5% and a confidence level of 95%. All eligible and consenting menopausal women who 

resided in the slum during the period of study were consecutively recruited until the 

sample size was attained. 

 

 

3.6 Sampling Technique 

The respondents for this study will be Menopausal (>40 years) women. This study used 

non random sampling to choose respondents. The method used was purposive sampling. 

Purposive sampling was to target a particular group of people, whereby for this research 

is Menopausal (>40 years) and living in Vashantek Slum of Dhaka. This sampling 

technique was chosen as the objective of the study is to investigate Health Seeking 

Behaviour of the Menopausal Women in Urban Slum of Dhaka City. All of the 

respondents are selected from all consecutive cases who are Menopausal (>40 years) and 

living in Vashantek Slum of Dhaka. The sample size for this study were 384 respondents. 
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3.7 Data Collection Tools 

 

Data were collected using a two-part questionnaire. Part-1 dealt with background 

variables including sociodemographic, reproductive, and menopausal characteristics of 

the women. Women were also asked if they had any medically diagnosed chronic 

diseases, and they rated their own general health status. Part-2 consisted of the 

Menopause Rating Scale (MRS) and Attitude Towards Menopause (ATM) scale. The 

MRS is a health-related quality of life scale, developed in Germany (by The Berlin 

Centre for Epidemiology and Health Research) in the early 1990s
189

.  

Its intent was to measure the severity of aging-symptoms and their impact on the quality 

of women’s lives. The MRS is well accepted internationally. For assessment of 

menopausal symptoms, the eleven-item English version of the MRS was used. Three 

dimensions were extracted from the menopausal symptoms: somatic, psychological, and 

urogenital symptom complexes. A five-point rating scale allowed the women to describe 

the perceived severity of symptoms for each item (severity: 0 = no complaints to 4 = very 

severe symptoms). This is a self-administered instrument which has been widely used 

and validated in many clinical and epidemiological studies, and in research on the 

aetiology of menopausal symptoms to assess the severity of menopausal symptoms. The 

questionnaire was first translated into Bengali language and then translated back to 

English to validate that the original meaning of the questionnaire was maintained in the 

translation. Moreover, a pilot study was done on 20 women to validate the translated 

questionnaires. The women were asked whether or not they had experienced the 

menopausal symptoms shown in the questioner. However, it was noted from the pilot 

study, these women had difficulties in rating the scale themselves, in order to minimize 

these difficulties, a face-to-face interviewed was done rather than using self-administered 

respond. Data were collected individually at house level and confidentiality is maintained 

very strictly. No outsider were allowed during the data collection. 

Anis-pc
Typewritten text
Dhaka University Institutional Repository



36 

 

All women were interviewed in Bengali language. Face to face interviews were done 

with all the women, this was important to make sure that the right responses were 

collected.  

 

The ATM scale invented by Neugarten et al
190

 which contains nineteen attitudes towards 

menopause status, and used by Jassim et al in an Islamic country, Bahrain. Each item had 

five-point Likert’s scale ranging from 1 to 5 (1: strongly negative attitude to 5: strongly 

positive) and the total score was calculated for each subject through summing up the 

points of the responses to each question and the mean attitude scale for each person was 

calculated as well. 

 

 

 

3.7 Data analysis and interpretation 

 

After data collection at the slum level, questionnaires were checked each day and again 

those were carefully checked after completion of all data collection. To minimize the 

errors, the data set was entered into computer and then checked again to correct any 

remaining error. Statistical Package for the Social Sciences (SPSS) version 16 was used 

in data entry, cleaning and analysis of variance. Data were analysed in terms of frequency 

distribution, percentages, cross tabulation including bivariate and multivariate analyses. 

Chi square (χ
2
) test was done to find out the relationship between variables. Microsoft 

Office package was used for report writing. 
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3.9 Ethical Consideration 

 

It was a cross-sectional study to find out the health seeking behaviour of the menopausal 

women in Vashantek slum of Dhaka city. Data was collected through face to face 

interview using pre-tested questionnaire. The participants (study subjects) were required 

to give informed consent after clearly explaining the purpose of the study and use of the 

study results for the benefit the suffering humanity with the disease concerned. They 

were explained that they were not obliged to take part in the study and they were free to 

express their unwillingness for the study. There were no threat of violation of their 

privacy. So the study did not have any appreciable ethical implication. 
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Chapter – 4 

RESULTS 

 

This descriptive cross-sectional study was carried out among 384 post-menopausal 

women. After data collection, data were analysed by computer and presented in this 

chapter under a few headings. 

 

4.1 Socio-demographic characteristics of the menopausal women 

 

4.1.1 Age distribution of menopausal women 

Among the total menopausal women 34.9% were aged between 41-50 years, 28.1% were 

aged between 51-60 years, 24.7% between 61-70 years and 12.2% were aged 71 years 

and above. Mean age was 59.1 years with an Standard Deviation (SD) of 11.8. 

 

4.1.2 Respondent’s religion 

97.1% of the respondents were found to be Muslims and only 2.9% were Hindus. 

 

4.1.3 Respondent’s marital status 

Among the total menopausal women in the study, 54.9% were married, 3.4% were 

separated and 41.7% were widows. 

 

4.1.4 Respondent’s Occupation 

62.2% menopausal women were housewives and 37.8% were working. 

 

4.1.5 Respondent’s Family income per month 

Monthly family income of the respondents were ranged between 1,000-25,000 taka. 

13.8% respondents didn’t know their family income. Maximum respondents were in 

income group of Taka 5,001-10,000. 
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4.1.6 Respondent’s Education  

89.8% respondents were found with no education, 8.9% had received primary education 

and only 1.3% had reached to secondary education. 

 

 

Table 4.1: Socio-demographic characteristics 

n=384 

Characteristics Frequency Percent 

Age 

41-50 years 134 34.9 

51-60 years 108 28.1 

61-70 years 95 24.7 

71 years and above 47 12.2 

Religion 

Islam 373 97.1 

Hindu 11 2.9 

Marital status 

Married 211 54.9 

Separated 13 3.4 

Widow 160 41.7 

Educational level 

Uneducated 345 89.8 

Primary education 34 8.9 

Secondary education 

 

 

 

 

 

 

5 

 

 

 

 

 

 

1.3 
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Characteristics Frequency Percent 

Occupation 

Housewife 239 62.2 

Domestic help 47 12.2 

Labourer 33 8.6 

Business 34 8.9 

Service 25 6.5 

Others (including beggars) 5 1.3 

Family Income per month in Taka 

Unknown 53 13.8 

1,000-5,000 Taka 85 22.1 

5,001-10,000 Taka 192 50.0 

More than 10,000 Taka 54 14.1 

 

 

 

4.2 Onset of menopause 

In case of 71.6% respondents, menopause started between the age of 41-45 years and for 

28.4% between 46-50 years. Mean age of menopause onset was 45.3 years and SD 2.3. 

 

Table 4.2: Onset of menopause 

n=384 

Menopause start age Frequency Percent 

41-45 years 275 71.6 

46-50 years 109 28.4 
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4.3 Use of family planning methods before menopause 

61.2 % women did not use any family planning method in their whole life. 

 

Table 4.3: Use of family planning methods before menopause 

n=384 

Use family planning methods before 

menopause 
Frequency Percent 

Yes 149 38.8 

No 235 61.2 

 

 

4.4 Type of family planning methods use 

Out of the respondents who used any kind of contraceptive methods for family planning, 

60.4% used oral contraceptive pills followed by 34.9% who used injectable methods. 

User of other methods were very low. 

 

Figure 4.1: Type of family planning methods use 

                                                                                                                                                          

n=149

 
 

60.4% 

1.3% 

34.9% 

0.7% 

0.7% 
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Oral contraceptive pill Intrauterine device
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4.5 Pregnancy history 

Out of the respondents, 59.1% had 5 or less number of pregnancies in their lives and the 

rest of them had from 6 up to 12 pregnancies. 15.6% of them reported that they suffered 

from pregnancy complications at least once in their lives.  

 

Table 4.4: Pregnancy history 

                                                                                                                                n=384 

Number of pregnancy Frequency Percent 

0-5 227 59.1 

6-12 157 40.9 

Pregnancy complication 

Yes 60 15.6 

No 324 83.9 

 

 

 

4.6  Total number of alive children 

43.2% of the respondents had 3-4 alive children and 31.8% had 5 or more children. 

Around 25% had 2 children or less. 

 

Table 4.5: Total number of alive children 

                                                                                                                                n=384 

Number of alive children Frequency Percent 

0-2 96 25.0 

3-4 166 43.2 

5 or more 122 31.8 
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4.7  Total number of family members 

60.7% respondents had 0-5 family members and the rest 39.3% had 6 or more family 

members. 

 

Table 4.6: Total number of family members 

                                                                                                                                n=384 

Number of family member Frequency Percent 

0-5 233 60.7 

6 or more 151 39.3 

 

 

 

4.8  Family status 

74% respondents are dependent and 26% are independent in their families. 

 

Table 4.7: Family status 

                                                                                                                                n=384 

Family status Frequency Percent 

Independent 100 26.0 

Dependent 284 74.0 
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4.9 Family relation 

Most of the respondents had very good (51.3%) or good (41.1%) relation with other 

members of the family. 

 

 

Figure 4.2:  Family relation 

                                                                               n=384 

 
 

 

 

 

 

4.10  Personal habits 

Most of the respondents (90.6%) mentioned that they wash hands before eating and after 

using toilet. Habit of chewing betel leaf (77.6%) and taking tea/coffee (59.6%) was found 

to be high. Habits like chewing tobacco use (15.6%) and smoking (2.6%) were also found 

in some postmenopausal women. 

 

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

Very good Good Moderate Bad Very bad

Anis-pc
Typewritten text
Dhaka University Institutional Repository



45 

 

Table 4.8: Personal habits 

                                                                                                                                n=384 

Personal Habits Frequency Percent 

Hand washing before eating and after 

using toilet 
348 90.6 

Betel leaf 298 77.6 

Tea/coffee 229 59.6 

Chewing Tobacco use 60 15.6 

Smoking 10 2.6 

 

 

4.11 Health problems of postmenopausal women 

Around 80.1% of the women said that they were feeling weaker after menopause. The 

other health problems included headache (78.1%), back pain (72.1%) and blurring of 

vision (61.1%). There were some percentage of diabetes (6.8%), hypertension (6.3%) and 

anaemia (11.4%). 

 

Figure 4.3: Health problems of postmenopausal women 
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4.12 Age status with respect to Disease Association                                                                       

 

The duration of menopausal symptoms increases along with age which was found to be 

statistically significant (P value 0.000). 

 

 

 

Table 4.9: Age status with respect to Disease Association                                                                      

n=384                                                                                                                     

 Duration of menopausal symptoms sufferings Test statistics 

Age of the 

respondents 

1-36 

months 

37-60 

months 

61-84 

months 

85 months 

and above 

Chi 

square 

test 

P 

Value 

41-50years 110 

82.1% 

 

  

16 

11.9% 

 

5 

3.7% 

 

3 

2.2% 

 

 

 

 

 

55.776 

 

 

 

 

 

.000 

51-60 years 56 

51.9% 

 

  

22 

20.4% 

16 

14.8% 

14 

13.0% 

61-70years 47 

49.5% 

 

  

13 

13.7% 

16 

16.8% 

19 

20.0% 

71 years and 

above 

17 

36.2% 

 

  

11 

23.4% 

7 

14.9% 

12 

25.5% 
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4.13 Marital status with respect to measures to solve menopausal problem 

 

Out of married, separated and widowed women, comparatively more (15.2%) married 

women consulted a doctor to solve menopausal problem than separated and widow. 

44.5% married women bought medicine from pharmacy without consulting doctor. 

 

 

Table 4.10: Marital status with respect to measures to solve menopausal problem 

 
Marital 

status 

                                  measures to solve menopausal problem Test Statistics 

self-

care 

consult with 

relatives or 

neighbour’s 

traditional 

care 

homeopa

thy 

treatment 

buy 

medicine 

from 

pharmacy 

without 

consulting 

doctor 

consult 

a doctor 

Chi 

square 

test 

P 

Value 

married 32 

15.2%

 

 

 

  

17 

8.1% 

21 

10.0% 

15 

7.1% 

94 

44.5% 

32 

15.2% 

 

 

 

 

 

 

11.569 

 

 

 

 

 

 

.315 

separated 0 

0% 

2 

15.4% 

0 

.0% 

3 

23.1% 

5 

38.5% 

3 

23.1% 

 

 

widowed 20 

12.5%

 

 

 

 

  

9 

5.6% 

22 

13.8% 

16 

10.0% 

70 

43.8% 

23 

14.4% 

 

 

 

Anis-pc
Typewritten text
Dhaka University Institutional Repository



48 

 

 

 

 4.14  Symptoms of menopause  

Out of the three groups of symptoms of menopause, women suffered comparatively less 

from Urogenital symptoms (overall 37.2%) and only 18.2% of them had any kind of 

sexual problem including dyspareunia. Almost all the women suffered from 

Psychological and Somatomotor problems. Out of all individual symptoms, all 

psychological problems were reported by almost all of the women. Hot flush (95.3%) and 

joint or muscle pain (93.8%) from Somatomotor group were the commonest ones as well.  

 

Figure 4.4.1: Symptoms of menopause 

n=384 

 

  

 

 

 

 

 

 

 

 

99.2% 
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Figure 4.4.2: Symptoms of menopause 

 

 

 

 

 

 

4.15 Age status with respect to Menopause rating scale symptoms  

MRS somatomotor symptom was present almost 100% among all age group respondents. 

MRS psychological symptoms was also present (98%-99%) in all age group respondents. 

MRS urogenital symptom was more (45.3%) in 61-70 years respondents than other age 

group. 

91.9% 
96.1% 97.4% 97.1% 

18.2% 
24.2% 

20.3% 

95.3% 

88.0% 87.2% 
93.8% 

0.0%
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40.0%

60.0%

80.0%

100.0%

Psychological 
 

Urogenital Somatomotor 
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Table 4.11: Age status with respect to Menopause rating scale symptoms  

 

 

Age of the 

respondents 

MRS 

psychological 

Chi 

sq. 

(P-

value) 

MRS somato 

motor 

Chi 

sq. 

(P-

value) 

MRS urogenital Chi sq.  

(P-value) 

 Absent Present  

 

 

 

 

 

 

.492 

(.921) 

Absent Present  

 

 

 

 

 

 

 2.562 

(.464) 

Absent Present  

 

 

 

 

 

 

5.002 

(.172) 

41-50 years 1 

.7% 

 

  

133 

99.3% 

0 

.0% 

 

134 

100.0% 

 

90 

67.2% 

 

44 

32.8% 

 

51-60 years 1 

.9% 

107 

99.1% 

1 

.9% 

 

107 

99.1% 

 

72 

66.7% 

 

36 

33.3% 

 

61-70 years 1 

1.1% 

94 

98.9% 

0 

.0% 

 

95 

100.0% 

 

52 

54.7% 

 

43 

45.3% 

 

71 years 

and above 

0 

0% 

47 

100.0% 

0 

.0% 

47 

100.0% 

27 

57.4% 

20 

42.6% 

 

 

 

4.16  Educational status with respect to Menopause rating scale symptoms 

Respondents who had more educational level (Secondary level education) had less 

Menopause rating scale symptoms and respondents who are uneducated had more 

Menopause rating scale symptoms. 
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Table 4.12: Educational status with respect to Menopause rating scale symptoms  

 
Education 

level 

MRS 

Psychological  

Chi 

Sq (p-

value) 

MRS 

Somatomotor 

Chi 

Sq (p-

value) 

MRS Urogenital Chi 

Sq(p-

value) 

 Absent Present  

 

 

 

 

 

.342

 

(.843) 

Absent Present  

 

 

 

 

 

.269

 

(.874) 

Absent Present  

 

 

 

 

 

0.113

 

(.945) 

Uneducated 3 

.9%  

342 

99.1% 

1 

.3%

  

  

  

344 

99.7% 

218 

63.2%

  

  

  

127 

36.8% 

Primary 

education 

0 

0% 

34 

100.0% 

0 

.0% 

34 

100.0% 

20 

58.8%

  

 

14 

41.2% 

Secondary 

education 

0 

.0% 

 

 

5 

100.0% 

0 

.0% 

5 

100.0% 

3 

60.0% 

2 

40.0% 
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4.17  Income status with respect to Menopause rating scale symptoms 

 

Respondents who had more monthly income (10001 taka and above) had less Menopause 

Rating Scale symptoms, whereas respondents with less income had more symptoms. 

 

Table 4.13: Income status with respect to Menopause rating scale symptoms 

 
Income MRS 

psychological 

Chi 

sq. 

(P-

value) 

MRS somato 

motor 

Chi 

sq. 

(P-

value) 

MRS urogenital Chi 

sq. 

(P-

value) 

 Absent Present  

 

 

 

 

 

2.098 

(.552) 

Absent Present  

 

 

 

 

 

.113 

(.945) 

Absent Present  

 

 

 

 

 

5.002 

(.172) 

unknown 0 

.0% 

53 

100.0% 

0 

.0% 

53 

100.0% 

1 

1.9% 

52 

98.1% 

1000-5000 

Taka 

0 

.0% 

85 

100.0% 

0 

.0% 

85 

100.0% 

0 

.0% 

85 

100.0% 

5001-10000 

Taka 

1 

.5% 

191 

99.5% 

1 

.5% 

191 

99.5% 

2 

1.0% 

190 

99.0% 

10001 Taka 

and above 

0 

.0% 

54 

100.0% 

0 

.0% 

 

54 

100.0% 

0 

.0% 

54 

100.0% 

 

 

4.18  Menopause Rating Scale (MRS) 

A rating scale was used to collect responses from the postmenopausal women on the 

symptoms of menopause and intensity of those. It was found that most of the women 

suffer from multiple symptoms of menopause. Psychological problems like depression, 
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irritability, tension and being upset were more prevalent symptoms along with joint and 

muscle pain whereas urogenital symptoms were comparatively less. 

 

 

Table 4.14: Menopause Rating Scale (MRS) 

 n=384 

Symptoms None Mild Moderate Severe 
Very 

severe 

Hot flush 
18 

(4.7%) 

148 

(38.5%) 

69 

(18.0%) 

140 

(36.5%) 

9 

(2.3%) 

Palpitation 
46 

(12.0%) 

90 

(23.4%) 

147 

(38.3%) 

95 

(24.7%) 

6 

(1.6%) 

Insomnia 
49 

(12.8%) 

103 

(26.8%) 

70 

(18.2%) 

143 

(37.2%) 

19 

(4.9%) 

Depression 
31 

(8.1%) 

94 

(24.5%) 

55 

(14.3%) 

193 

(50.3%) 

11 

(2.9%) 

Irritability, nervous 
15 

(3.9%) 

36 

(9.4%) 

48 

(12.5%) 

249 

(64.8%) 

36 

(9.4%) 

Tension, Fear 
10 

(2.6%) 

34 

(8.9%) 

50 

(13.0%) 

266 

(69.3%) 

24 

(6.2%) 

Physical and mental upset 
11 

(2.9%) 

38 

(9.9%) 

150 

(39.1) 

171 

(44.5%) 

14 

(3.6%) 

Sexual problem 
314 

(81.8%) 

25 

(6.5%) 

15 

(3.9%) 

25 

(6.5%) 

5 

(1.3%) 

Urinary problem 
291 

(75.8%) 

25 

(6.5%) 

16 

(4.2%) 

47 

(12.2%) 

5 

(1.3%) 

Dry Vagina 
306 

(79.7%) 

34 

(8.9%) 

6 

(1.6%) 

31 

(8.1%) 

7 

(1.8%) 

Joint and Muscle pain 
24 

(6.2%) 

29 

(7.6%) 

141 

(36.7%) 

123 

(32.0%) 

67 

(17.4%) 
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4.19  Menopause Rating Scale (MRS) score 

 

65.6 % respondents had less intensive score (1-22) and rest of them had more intensive 

score (23-44). 

 

 

 

Table 4.15: Menopause Rating Scale (MRS) score  

 

 

MRS score Frequency Percent (%) 

Less intensive (1-22) 252 65.6 

More intensive (23-44) 132 34.4 

 

 

4.20  Interference of symptoms of menopause in daily life 

Menopausal symptoms had more impact on family responsibility and bonding compared 

to work capacity. It also had interfered with their social life. 

 

Table 4.16: Interference of symptoms of menopause in daily life  

 

 n=384 

Symptoms of Menopause 

interferes with 
Not at all Mild Moderate Severe 

Work capacity 
90 

(23.4%) 

267 

(69.5%) 

22 

(5.7%) 

5 

(1.3%) 

Family responsibility 
79 

(20.6%) 

123 

(32.0%) 

39 

(10.2%) 

143 

(37.2%) 

Family bonding 
50 

(13.0%) 

159 

(41.4%) 

47 

(12.2%) 

128 

(33.3%) 

Social life 
58 

(15.1%) 

134 

(34.9%) 

161 

(41.9%) 

31 

(8.1%) 
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4.21  Health seeking behaviour 

For management of menopausal symptoms, almost (44%) of the women in the study 

bought medicine from local pharmacies without consulting with a doctor. 15.1% of them 

went to a doctor, 13.5% of them took self-care and 11.2% managed with traditional care. 

 

 

Table 4.17: Health seeking behaviour 

 n=384 

Health seeking behaviour Frequency Percent 

Buy medicine from pharmacy without consulting 

with a doctor 
169 44.0 

Consult a doctor 58 15.1 

Self-care 52 13.5 

Traditional care 43 11.2 

Homeopathy treatment 34 8.9 

Consult with relatives or neighbours 28 7.3 

 

 

 

 

4.22  Intensity of Menopause rating scale score with respect to Health Seeking 

Behavior of the post-menopausal women 

It was found that the menopausal women who had sought for support to manage 

menopausal symptoms had less Menopause rating scale (MRS) score compare to the 

others, who had not, this was statistically significant as well. (P value 0.007). 
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Table 4.18 : Intensity of Menopause rating scale score with respect to Health 

Seeking Behavior of the post-menopausal women 

 

                                                                                                                                     n=384  

Menopause 

rating scale 

score 

Health Seeking Behavior of the post-menopausal women 

Self-care consult 

with 

relatives or 

neighbours 

traditional 

care 

homeopat

hy 

treatment 

buy 

medicine 

from 

pharmacy 

without 

consulting 

doctor 

consult a 

doctor 

Chi 

sq. 

(P-

value) 

Less 

intensive 

(0-22) 

26 

6.8% 

14 

3.6% 

24 

6.2% 

26 

6.8% 

119 

31.0% 

43 

11.2% 

 

 

15.847a 

(.007) More 

intensive 

(23-44) 

26 

6.8% 

14 

3.6% 

19 

4.9% 

8 

2.1% 

50 

13.0% 

15 

3.9% 

 

 

 

4.23  Reasons supporting or preventing from receiving advice of a medical doctor 

4.5.1: Reasons behind consulting a doctor 

Out of the women who reported consulting a medical doctor for management of their 

menopausal symptoms, 39.7% said that they went to a doctor because they had financial 

support for doing so, 25.9% mentioned about having family support followed by 

intolerable symptoms as the reason with 19% of them visiting a doctor as they couldn’t 

tolerate the intensity of the symptoms. Very less percentage of them (6.9%) had prior 

knowledge (6.9%) about seeking advice for these symptoms or had previous good 

experience (6.9%) from health care facilities. It was also found that easy access to health 

services near their households was not a reason for seeking advice. 
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Figure 4.5.1: Reasons behind consulting a doctor 

                                                                                                                                                                                                           

n=58 

 
 

 

4.5.2: Reasons behind not consulting a doctor 

 

It was found that lack of financial capacity was the main factor behind not seeking advice 

from a medical doctor for menopausal symptoms as 44.5% of the women identified that 

as the reason. Other major factors include lack of knowledge about health care services 

(20.2%), social and cultural stigma (16.3%) and lack of family support (11.3%) 
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Financial support

Have family support

Intolerable symptoms

Have knowledge about healthcare

Previous good experience about health care
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Reasons behind consulting a doctor 
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Figure 4.5.2: Reasons behind not consulting a doctor 

                                                                                                                                                                    

n=326 

 
 

 

4.24  Perception towards menopause 

More than half of the women (55.2%) took menopause positively and almost all of them 

knew that this a natural event in life. Majority of them (71.9%) were not aware of the 

usual age of menopause. Though most of the women knew about the natural event, most 

of them responded that that they didn’t have adequate knowledge of it as 41.9% had no 

idea and 40.9% had very little knowledge about menopause. Availability of information 

about menopause was mainly from elderly people in the family (84.6%) and almost all of 

them (99.2%) had no information on Hormone Replacement Therapy (HRT). 
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Table 4.19: Perception towards menopause 

n=384 

View towards menopause Frequency Percent 

Positive 212 55.2 

Negative 172 44.8 

Thinking of menopause 

Disease 8 2.1 

Natural 

 

 

376 

 

 

97.9 

 

 

Knowledge on age of menopause 

Yes 108 28.1 

No 276 71.9 

Knowledge level about menopause 

Very good 1 0.3 

Good 13 3.4 

Moderate 52 13.5 

Very little 157 40.9 

No idea 161 41.9 

Source of information on menopause 

Elderly in family 325 84.6 

Received no information 53 13.8 

Friends 5 1.3 

TV 1 0.3 

Idea about HRT 

Yes 3 0.8 

No 381 99.2 
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4.25  Attitude towards menopause 

Attitude of postmenopausal women towards menopause was captured using a set of 

questionnaires including both positive and negative statements regarding menopause to 

see if the women agree with the statements. It was found that the responses varied widely 

for different statements reflecting their different attitudes towards menopause. It was also 

observed that in case of some statements, there were more agreements among the women. 

Most of them (85.4%) thought that cessation of menstruation was the only difference 

after menopause and women feel free to do things (83.3%). Around 85.2% of them were 

worried about what their husbands will think about this change and 89.3% of them felt 

that this was the biggest change in their lives.  
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Table 4.20: Attitude towards menopause 

n=384 

Attitude towards menopause 

Agree 

Frequency & 

percentage (%) 

Disagree 

Frequency & 

percentage (%) 

Positive attitudes 

Menstruation cease is the only difference between 

menopausal and non-menopausal women  

328 

(85.4) 

56 

(14.6) 

No important change occurs in women’s life after 

menopause 

202 

(52.6) 

182 

(47.4) 

Women gets more confidence in herself after 

menopause 

220 

(57.3) 

164 

(42.7) 

Life becomes more attractive 
285 

(74.2) 

99 

(25.8) 

A women’s body may change, otherwise she 

doesn’t change much 

253 

(65.9) 

131 

(34.1) 

Women becomes calmer and happier  
270 

(70.3) 

114 

(29.7) 

Feel better after menopause 
250 

(65.1) 

134 

(34.9) 

Feels free to do things 
320 

(83.3) 

64 

(16.7) 

Negative attitudes 

Worried about husband’s concern  
327 

(85.2) 

57 

(14.8) 

Should see a doctor  
136 

(35.4) 

248 

(64.6) 

Biggest change that happens in life 
343 

(89.3) 

41 

(10.7) 

Unpleasant experience 192 192 
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(50.0) (50.0) 

Think menopause as the beginning of the end 
182 

(47.4) 

202 

(52.6) 

Suffers in depression 
203 

(52.9) 

181 

(47.1) 

Women naturally dread 
212 

(55.2) 

172 

(44.8) 

Expect some trouble during menopause 
207 

(53.9) 

177 

(46.1) 

Women feel sad 
214 

(55.7) 

170 

(44.3) 

Women don’t consider themselves as real women 
273 

(71.1) 

111 

(28.9) 

Women can’t control physical changes, which 

suffers more 

224 

(58.3) 

160 

(41.7 
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Chapter – 5 

5.1 DISCUSSION 

 

In Bangladesh, menopause is not a topic much talked about except among a few educated 

and affluent urban people. Considered to be a biological phenomenon, it is accepted 

without much complaint among the majority of the elderly rural population. The social 

custom of respect and care for the old does not cause much problem in general. The 

global increase in women’s life span with the added problems of old age has impacted on 

Bangladeshi women. There are 28–30 million women (49% of the total population) and 

elderly women are increasing in number (3–5% aged ≥ 46). The average age of 

menopause is 51 years and the average life span of women is now 62 years
191

. 

 

Slum population living in different parts of Dhaka suffer from many different problems. 

Extremely high population density along with poverty translates into unhealthy living 

conditions. Unavailability and high sharing rates of basic services is a major problem. 

Inadequate access to health services and lack of health awareness among the slum 

dwellers are common. Within this situation, older postmenopausal women suffer even 

more as they have even less support compared to others in the community. Women, 

especially widows are the most vulnerable among urban poor
17

 and most of the 

postmenopausal belonging to these groups suffer significantly with health problems and 

in seeking support and care for those.  

 

Postmenopausal women in socio-demographic perspective 

Socio-demographic background has enormous effect on menopause and can alter the way 

the symptoms are experienced
34

. The mean age of menopause onset is 45.3 years. 

Slightly higher to the findings of 48.3 years made in a study done in Kannur and 48.7 

years made in a study done in Manipal
192

. But higher findings of menopause onset was 

51.14 years found in a study done by Shahedur in Kushtia, Bangladesh. The mean age at 

menopause differs from country to country. Factors associated with earlier menopause 

include lower body weight, menstrual length, nulliparity, smoking, never-use of oral 

contraceptives, lower socioeconomic status, and race or ethnicity. Higher body weight is 
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associated with later onset of menopause
191

. Median age of postmenopausal women were 

found to be 57.5 years. There is a prediction median age will have increased to 64 years 

globally by the year 2030
1
. While 54.9% of the postmenopausal women were married, a 

large percentage of them (41.7%) were widows. In a male dominated community, this 

clearly shows that a large percentage of postmenopausal women do not have the support 

of their husbands and depend on others in the family or community. 

 

Education and economic condition 

In a slum, almost all the families were actually migrants from different parts of the 

country in search for livelihood and income. The reason behind the migration is usually 

always poverty and lack of work opportunities in the rural area. High poverty is expected 

in these communities. Education level is quite low among the postmenopausal women 

and 89.8% of them received no education. This is expected as female education was quite 

neglected when these women were of school age and as most of them come from rural 

areas where education facilities were not so available then. Educational qualification is an 

important factor in attitude towards menopause among women
25

. Lower level of 

education in women might lead to psychological changes, which would be foundation for 

menopausal symptoms (Blumel et al., 2002). Previous studies investigating factors 

influencing the prevalence, type, and severity of menopausal symptoms have found that 

lower educational level, lack of employment outside the home, and lower socioeconomic 

status are associated with increased prevalence and severity of menopausal symptoms 

(Dennerstein, Dudley, Hopper, Guthrie, & Burger, 2000; Polit & LaRocco, 1980). It is 

noteworthy that increased severity of menopausal symptoms is also associated with 

absence of a partner among other factors specifically in Korean postmenopausal women 

(Aso, 1998). Findings in this study are consistent with the prior studies. Majority of the 

postmenopausal women (62.2%) in the slum were found to be housewives and stay at 

home. Rest of them have different types of occupations including working as domestic 

help (12.2%), day labourer (8.6%), running small business (8.9%) etc. Some of them 

were found to be even beggars which clearly shows the level of poverty. Interestingly, the 

family income was unknown to many of the postmenopausal women as 13.8% of them 

said that they are not aware of the total monthly income of her family. Monthly income 
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of the rest of the women’s families varied a lot from 1,000 Taka to 25,000 Taka, this is to 

be noted that for many of the families in slums, income is not stable and varies greatly 

with time. Highest percentage of families (50%) were found to earn between 5,001-

10,000 Taka per month on average. Income and socioeconomic factors including job 

have impact on menopause and health seeking behaviour for it
34

. Poor socioeconomic 

status is also associated with higher chances of getting early menopause11. Knowledge 

about menopause has been commonly learnt from the older family members (84.6%) and 

friends (1.3%), little from reading material or TV. It signifies that health education and 

mass media communication are still inadequate. 

 

 

Reproductive life and onset of menopause 

The usual age of menopause for women living in slums in Dhaka was found to be 41-45 

years as highest number of postmenopausal women (71.6%) reported their menopause 

started during this age bracket. Mean age of menopause was found to be 45.3 years. In 

developed countries, this can be as high as 51 years and it was found that a number of 

factors can lower the age of menopause including low socioeconomic status
55,56,57

. 

Use of family planning methods before menopause was found to be less in the 

postmenopausal women living in slums as only 38.8% of them reported use of any kind 

of family planning method during their reproductive age. The oral contraceptive pills 

were found to be the most popular contraceptive method as 60.4% of all women who 

used contraceptives during their reproductive age, took these pills. This low use of family 

planning methods translated into higher number of pregnancies as 40.9% of the women 

reported that they had 6 or more pregnancies in their lives where 15.6% of them suffered 

from pregnancy complications as well.  

 

 

Status of postmenopausal women in their families 

Though most of the women had higher numbers of children alive, the average family size 

was not very large as 60.7% families were found to be limited to 5 members. This is 

largely due to fragmentation and formation of independent smaller family units and also 

Anis-pc
Typewritten text
Dhaka University Institutional Repository



66 

 

migration. Around 74% of the women said that they’re dependent on their families and 

the rest were independent. Relation with other family members was mostly very good 

(51.3%). Family environment has important effect on menopause and health seeking 

behaviour for postmenopausal symptoms
34

.  

 

 

Personal habits and health problems of postmenopausal women 

During the study, the postmenopausal women were found to have several habits that may 

have an impact on their health and wellbeing. Most of them (90.6%) reported that they 

wash their hands before eating and after using toilet. The usual practices like chewing 

betel leaf (77.6%) or taking tea (59.6%) were also there. Practices that can bring negative 

health consequences were also found to be prevalent as 15.6% reported use of chewing 

tobacco and 2.6% were smokers. It was found in the past that smoking significantly 

decreases the age of menopause
55,56

. 

The women were asked about any health problem that they were suffering from and the 

results showed that most of the women were suffering from weakness (80.1%), headache 

(78.1%), back pain (72.1%) and blurring of vision (61.1%). It was also found that some 

of them were suffering from different types of non-communicable diseases, Diabetes 

(6.8%), Hypertension (6.3%), Thyroid diseases (1.5%) and Cancer (0.5%) but the 

numbers were relatively less. Most of the menopausal women specially in the slum area 

remain undiagnosed from the exact disease condition as majority of them do not visit a 

doctor in their lifetime. 

 

 

 

Symptoms of menopause 

The assessment tool that we used in our study was based on Menopause Rating Scale 

(MRS) questionnaire. These questionnaire has been widely used in many epidemiological 

and clinical research when investigating the menopausal symptoms. Women  are  much  

less  embarrassed  about  reporting  the  non-genital  and  non-sexual  complaints  such  
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as  hot  flushes,  crawling  sensation,  insomnia,  irritability  and  depression,  hence  the  

apparent  higher  prevalence of these non-genital and non-sexual symptoms. 

During menopause, women start to suffer from a variety of symptoms. In many of the 

cases, the women are not aware that menopause brings these symptoms
5
. The type and 

intensity of these symptoms vary from women to women and can decrease the quality of 

life
37

. Almost all of the women in this study were found to have suffered from 

Psychological problems (99.2%) and the rate was quite high for all individual symptoms 

under this category. Somatomotor problems were also very high as 99.7% women 

suffered from at least symptom under this category but it was found that hot flush 

(95.3%) and joint and muscle pain (93.8%) were comparatively higher than the other 

symptoms under this category which is quite similar when compare to other study. Hot 

flashes, night sweats, and vaginal dryness are clearly tied to the menopausal transition, 

and there is some positive evidence of a menopausal link for sleep disturbance
191

. 

Women suffered comparatively less from Urogenital symptoms and around 37.2% of 

them had any symptom under this category.   

When the postmenopausal women were asked if the symptoms of menopause interfere 

with their daily personal life, they responses varied widely. It was found that it has less 

impact on their work capacity (69.5% mild interference) compared family responsibilities 

and bonding (37.2% and 33.3% severe interference) while it had mild (34.9%) to 

moderate (41.9%) interference in their social life. In some previous studies, it was found 

that around 30% of the women considered menopausal symptoms as bothersome
13,14

. 

 

In the current study, 95.3% postmenopausal women complained of hot flushes. This 

finding is comparable to finding in the studies carried out by Madhukumar et al. (2012, 

Bengaluru), Nusrat et al. (2008, Pakistan), Sharma et al. (2004-05, Jammu) and Dutta et 

al. (2012, Tamil Nadu), in which the prevalence of hot flushes were found to be 55.9%, 

59.4%, 53.86% and 60.9%, respectively. 

 

 

Sleep disturbances was reported by 87.2% postmenopausal women in the current study. 

This is comparable to the results in the studies conducted by Dasgupta and Ray (2007, 
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West Bengal), Aaron et al. (2002, Tamil Nadu) and Rahman et al. (2010, Bangladesh), in 

which the prevalence of sleep disturbances were found to be 70.0%, 52.0% and 54.4%, 

respectively. 

 

In this study, 93.8 % postmenopausal women complained of muscle or joint pain. Similar 

findings were observed in the studies conducted by Sagdeo and Arora (2007-09, Nagpur), 

Nusrat et al. (2008, Pakistan) and Sharma et al. (2004-05, Jammu), in which the 

prevalence of muscle or joint pain were found to be 60.4%, 66.74% and 53.86%, 

respectively. 

 

Irritability was reported by 96.1 % of postmenopausal women in the present study. This 

finding was consistent with results of Kaulagekar (2011, Pune), Rahman et al. (2010, 

Bangladesh) and Sharma et al. (2004-05, Jammu). 

 

Similar to the prevalence of palpitation (88.0%) observed by Kaulagekar (2011, Pune), in 

the current study, 38.1% postmenopausal women complained of palpitations. This 

finding was similar to the findings of the study carried out by Monterrosa et al. (2006-07, 

Colombia), in which the prevalence of palpitation was observed to be 26.8% among Non-

Afro-Colombian women and 38.8% among Afro-Colombian women. 

 

In the current study, 24.2 % postmenopausal women had urinary complaints. This is 

comparable with results of the studies conducted by Rahman et al. (2010, Bangladesh) 

(12.8%) and Khan and Hallad (2004, Karnataka) (9.9%). Monterrosa et al. (2006-07, 

Colombia) found urinary complaints in 14.9% of Afro-Colombian women. 

 

Sexual problem was reported by 18.2% of postmenopausal women in the present study. 

Rahman et al. (2010, Bangladesh) (31.2%) and Gollschewski et al. (2004, Queensland) 

(34.5%) observed similar results. 

Most of postmenopausal women suffered from depression, which is a matter of concern. 

Rahman et al. (2010, Bangladesh) found the prevalence of depressive mood to be 37.3%. 
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Poomalar and Arounassalame (2012, Puducherry) reported the prevalence of depressed 

mood to be 57.2%.  

 

Thus almost 90% postmenopausal women in the study area suffered from one or more 

menopausal symptom(s), which is a matter of concern and cannot be ignored. 

 

Age status with respect to Disease Association                                                                       

 

The duration of menopausal symptoms increases along with age which was found to be 

statistically significant (P value 0.000). Compared with women of other racial/ethnic 

groups, African American women reported the longest total vasomotor symptoms 

duration (median, 10.1 years). Additional factors related to longer duration of  symptoms  

were younger age, lower educational level, greater perceived stress and symptom 

sensitivity, and higher depressive symptoms and anxiety at first report of vasomotor 

symptoms
193

. 

 

Lumbago  or  low  back  pain  was  the  most  frequent  menopausal  symptom  in  

Taiwan,  and  hand  joints  pains  in  Korea  (WHO,  1981).  These  contradictory  results  

may  be  explained  by  cultural,  social,  economic,  psychic  or  physiological 

differences in patients in the different study locations (Punyahotra & Dennerstein, 1997).  

 

 

 

Health seeking behaviour 

Earlier studies have shown that women of developing countries are still lagging behind in 

health matters like menopause
194

. Our study has also revealed the same. Women learn to 

respond to the menopausal symptoms in an individual and culturally dependent way
195

.  

It was found that most of the women (44%) in this study went to nearby pharmacies and 

bought medicines to manage various menopausal symptoms they suffered from, without 

any advice from a doctor. However, 15.1% of them went to a medical doctor for advice 

to manage their symptoms. Around 13.5% and 11.2% of the women tried to manage the 
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symptoms with self-care or traditional care respectively. Some of them (8.9%) even 

received homeopathy management and some (7.3%) consulted with the relatives and 

neighbours for management. Treatment seeking attitude found in only few highly 

educated and elite women who could manage the costs of hormone replacement therapy 

(HRT). Most of the participants actually came to the physician for associated diseases. 

Earlier studies have revealed the fact that even who have some ideas or knowledge about 

menopause, do not put into practice in their behaviour yet
196

. Similar views have been 

found in the present study. 

Though treatment of the symptoms during the transitional phase has now gained more 

importance than ever before
10,11

. The main reason behind seeking or not seeking advice 

from a medical doctor was found to be financial situation of the women as 39.7% who 

went to a health centre to seek advice from a medical doctor mentioned that they were 

able to do that because of availability of financial support. On the other hand the women 

who couldn’t go to a doctor, 44.5% of them couldn’t go due lack financial capacity pay 

the required cost for it. Family support and severity of symptoms were among the main 

factors behind seeking health advice from a medical doctor. Some of the other major 

factors preventing the women from seeking health care services lack of knowledge, social 

stigma and lack of family support. The high prevalence of Buy medicine from pharmacy 

without consulting with a doctor in this study is similar to findings by Ige and 

Nwachukwu (2009) in South-Western Nigeria and Uzochukwu and Onwujekwe (2004) in 

South-Eastern Nigeria. Although their services are cheap and close to the people, this 

finding is a source of concern as they are often untrained and help to perpetrate the 

vicious circle of counterfeit drugs and death (Ige et al., 2009). The unfriendly attitude of 

health workers, perceived high cost of hospital services, lack of drugs and basic 

laboratory services, non-availability of a regular physician on site at the facility and 

delays in service in hospitals could have accounted for this (Sule et al., 2008). The 

women that did nothing about their symptoms could have done so because of the mild 

nature of the symptoms, financial constrain or poor attitude towards health related issues. 
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Intensity of Menopause rating scale score with respect to Health Seeking Behavior 

of the post-menopausal women 

It was found that the menopausal women who had sought for support to manage 

menopausal symptoms had less Menopause rating scale (MRS) score compare to the 

others, who had not, this was statistically significant as well (P value 0.007). A low 

prevalence of menopausal symptoms and its medical attention has been reported by those 

studies of south and eastern Asian, African and Latin American countries (Baig LA, 

Karim SA.). 

 

Perception towards menopause 

A perception of the menopause as a positive event also varies in different countries 

between 40-90%
197

. Ours low positive perception may be the result of thinking of the 

menopause as the end of fertility, feminity and sexuality. This parameter also has been 

influenced by the age, parity, education and socioeconomic status. Several factors have 

been found in the present study influencing women’s perception and attitude towards 

menopause e.g. age, parity, education, socioeconomic condition, employment etc. 

Positive attitude was found in highly educated women with better knowledge, attitude 

and experience of menopause in a n urban based study of middle class and elite women 

by Tanira S et al. 

 

Though more than half (55.2%) of the women’s view towards menopause was found to 

be positive, around 44.85% of them took it negatively which shows their level of 

understanding of menopause to some extent. In societies where it is viewed as a positive 

event, the symptoms are found less common
35

. Almost all of the women were aware 

about menopause and knew it as a natural event in life but few of them (28.1%) knew 

about usual age of menopause and around 82.85% of them had no or very little idea about 

menopause. The reason behind this was found to be insufficient availability of 

information, as for most of the women (84.6%), elderly members of the families were the 

only source of information on menopause. As expected, almost none of them were aware 

of hormone replacement therapy though relief of symptoms is possible with it
135,136

. 
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Attitude towards menopause 

Researchers over the years have concluded that women attitudes are one of the crucial 

variables in the success of management of menopause
198

. Dodd and colleagues have 

conceptualized symptom experience as an interface between perception and evaluation 

that can be positive and result in a healthy healing response, or can be problematic and 

require a tailored intervention from a health care provider
199

. Attitude of postmenopausal 

women towards menopause varied widely which has a clear linkage with lack of 

understanding and information on menopause. Though women had all different opinions 

regarding menopause, their support clustered around some common attitude towards 

menopause. If we look into the positive attitudes, most of them (85.4%) thought that 

cessation of menstruation was the only difference after menopause and women feel free 

to do things (83.3%). It was found in studies that some women consider menopause as an 

opportunity to concentrate on new activities
8,9

. On the negative side, around 85.2% of 

them were worried about how their husbands will feel about this change and 89.3% of 

them felt that this was the biggest change in their lives.  

 

 

Clinical implications 

In 1992, the maximum number of women seeking consultation for menopausal symptoms 

in the United States was 15%. In Australia, 86% of the 45-55 year-old women in a 9-year 

study by Guthrie et al. consulted a physician about menopausal symptoms. We believe 

that the number of professional healthcare consultations in Bangladesh may also be 

increasing in women during the menopause transition, and this will put a burden on the 

health care delivery system. 

This study has implications for research, practice and education. Healthcare providers 

especially at the primary care level need to play a more discernible and pragmatic role in 

constantly assessing the health needs of menopausal women as well as to implement 

appropriate health educational and promotional programs essential for improving the 

quality of life of menopausal women in Bangladesh. Most of the menopause-associated 

symptoms studied were nonspecific and could be attributed to other medical and/or 

mental conditions or medications. Primary care providers must consider other 
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factors/problems as well as menopause in their differential diagnosis. For example, night 

sweats in the environment of this study may be confused with the sensations of heat and 

sweating caused by hot weather. It has also been reported that night sweats experienced 

by primary care patients were associated with panic attacks, greater body mass index, 

chronic infection, sleep disturbances, antihistamines, and antidepressants, in addition to 

menopause (Mold, Mathew, Belgorem, & DeHaven, 2002). Greater cooperation in the 

multidisciplinary care of women’s mental health could help menopausal women and the 

health care delivery system reduce unnecessary medical costs. With the global increase in 

life expectancy, it is imperative to shift the focus of public health to address the emerging 

health issues of middle aged women. Strong emphasis needs to be laid to improve 

medical facilities to impart better services in accordance with changing need of women. 

 

Policy implications 

It was evident that education improves knowledge, awareness and attitude towards 

menopause. Improvement of overall coverage of education alongside economic growth 

will possibly have positive impact on attitude towards menopause.  

Availability of health services along with access is key to improve health seeking 

behaviour for symptoms related to menopause other than knowledge. Capacity building 

of primary health care facilities to provide services to menopausal women is key. 

Unless corrective measures are taken now, global economy will be seriously affected due 

to ever growing number of elderly women suffering from symptoms and morbidity.   
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5.2 Limitations of the study 

 

There are some limitations of this study.  

1. As this was a cross sectional study, it does not exclude other confounding effects of 

the natural aging process that may influence experience of symptoms. 

2. This study used modified MRS questionnaire, translated to Bengali, so there is a 

question of accuracy in translation, though this was done very carefully.  

3. Although MRS is a self-reporting questionnaire and substantial number of women 

studied do not have formal education, in order to include the illiterate women, 

interviews were used instead. As there were some personal questions, some women 

felt shy or discomfort and did not answer properly. 

4. Moreover, some subjects could have been misclassified into the incorrect menopause 

status group. 

5. Some budget and time limitation is also noted. 

6. Furthermore, retrospective information was collected from the postmenopausal 

women, which could have led to recall bias. 
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5.3 Conclusion 

 

1. Low socioeconomic status and education level was found to be prevalent with 

early menopause and low median age of postmenopausal women. 

2. Most of the women suffered from psychological and somatomotor symptoms 

whereas urogenital symptoms were comparatively less. 

3. Duration of menopausal symptoms had statistically significant relationship with 

age of the women. 

4. Tendency of health care seeking for menopausal symptoms was found to be very 

low for various obstacles that include lack of financial capacity, awareness and 

family support. 

5. Women who sought support services for management of menopausal symptoms 

suffered less from the symptoms, compared to others who did not seek support. 

6. Almost half of the women took menopause negatively and overall awareness of 

menopause was low. 

7. Attitude towards menopause was mixed which cannot be identified as strong 

positive or negative attitude. 
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5.4 Recommendations 

 

Considering the results, discussion and conclusion, the following measures may be 

recommended to improve overall perception, attitude and health seeking behaviour of 

postmenopausal women of Dhaka slums. 

 

1. Increase awareness on menopause among women near the age of menopause so 

that they are better informed about menopause, its symptoms and management of 

those through behaviour change communication. 

2. Work on menopausal women in urban slums including elderly women to 

empower them to decrease their dependency on others for health care seeking. 

3. Improve availability and access to health services for postmenopausal and elderly 

women in slums. 

4. There is an urgent need to intensify health education particularly about 

menopausal changes and encouraging women to have a more active lifestyle. 

They should be educated on the dangers of self-medication.  

5. Health-care providers need to consider treating these health issues from a lifestyle 

management perspective and precaution should be taken not to pathologize 

menopause.  

6. Further studies on the impact of hormonal changes, diet, lifestyle and socio- 

cultural characteristics are also necessary to better understand menopausal 

experience. 

 

The government could concentrate on providing health services to women in post 

reproductive age group also besides women in the reproductive age. This can be achieved 

by incorporating components related to specific health needs of postmenopausal women 

in the national health programs.  
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Annex 1 – Questionnaire 

English Questionnaire 

 

Consent Form 

Dear Participant 

 

Purposive selection 

You have been selected to be part of the project and this is why we would like to interview you. 

This project is being conducted by Dr. Sonia Arifa, a student of M.Phil in Epidemiology and 

Biostatistics at Bangladesh Institute of Health Sciences (BIHS) under Dhaka University (DU). 

This type of research work is currently taking place in several countries around the world.  

 

Title of the Project 

The title of this thesis is “Health Seeking Behaviour of the Menopausal Women in Urban Slum of 

Dhaka City” 

 

Aim of the Project 

To find out the women’s perception and attitude towards menopause and management  of 

menopausal Symptoms in a Slum of Dhaka City” 

 

Data collection Methods 

Face to face interview 

 

Timeframe 

It is estimated that this study will take approximately 30-40 minutes.. 

 

Confidentiality  

The information you provide is totally confidential and will not be disclosed to anyone. It will 

only be used for research purpose. Your name, address, and other personal information will be 

removed from the instrument, and only a code will be used to connect your name and your 

answers without identifying you. 

 

Results  

The results of the project work will be used to help policy makers to design an effective strategies 

in improving the health of menopausal women of disadvantaged group through providing 

information on the   barriers to seek appropriate services.  

 

The results will be published in research publications, media briefings and reports. 

 

Voluntary Participation  

Your participation is voluntary and you can withdraw from the study after having agreed to 

participate. You are free to refuse to answer any question that is asked in the questionnaire. If you 

have any questions about this study you may ask me or contact to the researcher (Dr. Sonia Arifa, 

cell:0191176426) 
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Consent to Participate 

Signing this consent indicates that you understand what will be expected of you and are willing to 

participate in this survey. 

 

Read by participant   Interviewer   

Agreed  Refused  

 

 

 

I hereby provide INFORMED CONSENT to take part in this research work. 

 

 

Name of the participant                           Witness  

 

 

Signs or fingerprint            Sign or fingerprint 
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Questionnaire on 

Health Seeking Behaviour of the Menopausal Women in Urban Slum of Dhaka City 

                                                                                                                                                                                              

                                                                                                                                

 

Bangladesh Institute of Health Sciences  

 

                                                                         

Name of Interviewer:  

Date of interview:                                                            Time of interview: 

Respondent Identification 

Name of Respondent:         ID no: 

Address: 

 

Contact number where possible:  

Demographic Information 

Sl 

no 

Questions Response Code 

1 How old are you? (in full years) 

(Help participant to estimate their age) 

Years: 

 
 

2 What is your religion? 

 

Islam 

Hindu 

Christians 

Buddhist 

1 

2 

3 

4 

 

3 In total, how many years have you spent at school or in 

full-time study (excluding pre-school)? 

(Record total number of years of education excluding 

pre-school and kindergarten). 

Years: 

 

Refused 

Illiterate          

 

 

77 

00 

 

 

4 What is your marital status? 

 

Married     

Separated/divorced               

Widowed                                    

Others                                        

1 

2 

3 

99 
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5 Is your husband alive? Yes 

No 

1 

2 
 

 

Socioeconomic information 

Sl.no Questions Response  Code 

6 What’s your profession? Service 

holder 

Business 

Laborer 

Housewife 

Domestic 

help  

Others 

(specify)  

1 

2 

3 

4 

5 

99 

 

 

 

 

 

If ‘other’ please specify…………………………………………………………….. 

7 What is your monthly family income? In BDT: 

  

Refused 

 

 

77  

8 What is your monthly family expenditure?                                                                  In BDT: 

  

Refused 

 

 

77  

9 You belong to which Type of Family?  Nuclear  

Joint 

1 

2 
 

10 How many family members do you have? Number  

 

11 How many alive children do you have? Number  

 

12 What is your status in the family?   Not 

Dependent      

Dependent 

1 

2 
 

13 How is the relationship between you and other family 

members? 

Very poor  

Poor  

Fair  

Good  

Excellent  

1 

2 

3 

4 

5 
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Health Status 

Sl.no Questions Response Code 

14  Do you have any of these Chronic Disease? No chronic 

disease 

Hypertension 

Diabetes 

mellitus 

Carcinoma 

Thyroid 

disease 

Back pain 

Other 

2 

3 

4 

5 

6 

7 

99 
 

If ‘other’ please specify…………………………………………………………….. 

15 Have you lost body weight recently?  Yes :1 

No :2 

 

 

16 Have you ever undergone any surgery? Yes :1(if yes, 

then specify) 

No :2 

 

 

 

Gynecological History  

Sl.no Questions Response  Code 

17 Age at first menstrual period: Before 12 years 

After 12 years 

1 

2 

 

18 Were your periods usually regular? Yes 

No 

1 

2 

 

19 Were your periods painful? Yes 

No 

1 

2 

 

20 What age did your menstrual cycles first become 

irregular? 

Before 40 years 

After 40 years 

1 

2 

 

21 When did your menstruation seize? In full years  

 

22 Is it more than one year since your menstruation 

stopped? 

(post-menopausal) 

Yes 

No 

1 

2 

 

23 What was the cause of your menopause? Spontaneous 

Surgical 

Other 

1 

2 

99  

If ‘other’ please specify…………………………………………………………….. 
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Obstetrical History  

Sl.no Questions Response  Code 

24 Did you use any family planning methods in your 

life? 

 

Yes 

No 

1 

2 

 

If yes then question no. 27 is applicable 

25 If yes, Please indicate the method of birth control, if 

any, that you have used previously. 

(up to 3 methods can be recorded) 

Oral birth 

control pill 

IUD                                

Injectable 

hormone 

Implant 

Condoms 

Sterilization 

Other 

1 

2 

3 

4 

5 

6 

99  

If ‘other’ please specify…………………………………………………………….. 

26 How many times have you been pregnant?    

27 How old were you when you first child was born? Before 18 years 

After 18 years 

No child 

1 

2 

7  

28 

 

How old were you when your last child was born? Before 18 years 

After 18 years 

No child 

1 

2 

7  

29 Did you suffer from Any kind of complications 

during pregnancy, delivery, or postpartum? 

Yes 

No 

1 

2 

 

If yes please specify…………………………………………………………….. 

30  Do you have concerns about your sex life? Yes 

No 

1 

2 

 

31 Do you have a loss of interest in sexual activities 

(libido, desire)? 

Yes 

No 

1 

2 

 

32 Do you have any pain with intercourse Yes 

No 

1 

2 

 

   

Personal Habits  

Sl.no Questions Response  Code 

33 Are the following habits are practiced by you 

regularly? 

Hand washing 

Bathing 

Sanitary latrine 

use 

1 

2 

3  
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34 Do you chew betel leaf? Yes 

No 

1 

2 

 

35 Do you currently smoke cigarettes? Yes 

No 

1 

2 

 

36 Do you use any other type of tobacco? Yes 

No 

1 

2 

 

37 Do you consume drinks with caffeine (coffee, tea)? Yes 

No 

1 

2 

 

 

38. Menopause Rating Scale (MRS) 

Which of the following symptoms apply to you at this time?  

Symptoms:       

none                                                                                                                    

mild moder

ate   

severe very 

severe 

 0 1 2 3 4 

1. Hot flushes, sweating 

(episodes of sweating) ................................. 

     

2. Heart discomfort (unusual awareness of heart 

beat, heart skipping, heart racing, 

tightness)...........................     

     

3. Sleep problems (difficulty in falling asleep, 

difficulty in sleeping through, waking up early) 

     

4. Depressive mood (feeling down, sad, on the 

verge of tears, lack of drive, mood swings 

     

5. Irritability (feeling nervous, inner tension, 

feeling aggressive) 

     

6. Anxiety (inner restlessness, feeling panicky) 

........................... 

     

7. Physical and mental exhaustion (general 

decrease 

in performance, impaired memory, decrease in 

concentration, forgetfulness) 

     

8. Sexual problems (change in sexual desire, in 

sexual activity and satisfaction) 

...............................................      

     

9. Bladder problems (difficulty in urinating, 

increased need to urinate, bladder incontinence) 

...................      

     

10. Dryness of vagina (sensation of dryness or 

burning 

in the vagina, difficulty with sexual intercourse) 

......................      

     

11. Joint and muscular discomfort (pain in the 

joints, rheumatoid complaints).     
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39. Are you suffering from any other symptoms other than menopausal symptom mentioned 

above? 

Symptoms Yes =1 No=2 
1.headache   

2.vertigo   

3.weakness   

4.Anorexia    

5.Blurring of vision   

6.Anaemia   

 

40. Did your symptoms, as listed above, interfere with:  

 Not at 

all 

0 

Mild 

1 

Moderate 

2 

Severe 

3 

A. Your work efficiency     

B. Your home responsibilities     

C. Your relationships with your family     

D. Your social life activities     

 

Health seeking behavior  

Sl.no Questions Response  Code 

41 For how long are you suffering with the 

symptoms?  

In full months  

 

42 How have you dealt with these 

symptoms? 

Self care 

Consult with relatives or 

Neighbors 

Traditional car or herbal 

care 

Homeopathic care 

Hospital or clinic care 

Others 

1 

 

2 

3 

4 

5 

99 

 

If answer is one, Q43 is applicable. If answer is 5, Q44(A) is applicable. If answer is not 5, 

Q44(B) is applicable. 
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43 Which type of self-care do you have with 

the symptoms? 

changes in diet 

home remedies 

rest 

changes in sexual behavior 

self-treatment 

1 

2 

3 

4 

5 

 

44(a) Why have you seek support form a health 

care provider? 

Intolerable symptoms  

Have knowledge on health 

services 

Have family support 

Service at community level 

Financial capacity 

Previous good experience 

1 

2 

3 

4 

5 

6 

 

44(b) Why haven’t you seek support from a 

health care provider? 

Lack of 

knowledge/awareness 

Lack of family support 

Lack of money 

Social/cultural stigma 

Distance from home 

Previous bad experience 

1 

2 

3 

4 

5 

6 

 

45 What are your goals in taking or seeking 

health Services? 

 

Reduce menopausal 

symptoms 

Improve mood 

Improve libido or sexual 

function 

Reduce joint pain or 

stiffness 

Improve energy level 

1 

2 

3 

4 

5 

 

 

Perception towards menopause 

Sl.no Questions Response  Code 

46 How do you view menopause?  

 

Positively 

Negatively 

1 

2 

 

47 How do you consider menopause? medical 

condition 

normal transition 

1 

2 

 

48 Do you know about the right age of menopause? Yes 

No 

1 

2 

 

49 How do you get your information about 

menopause? 

Books 

Elders in Family 

Friends 

TV 

Healthcare 

providers 

1 

2 

3 

4 

5 

 

50 How would you rate your knowledge about 

menopause? 

Very good 

Good 

Fair 

Some knowledge 

No knowledge 

1 

2 

3 

4 

5 
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51 Do you any knowledge about HRT? Yes 

No 

1 

2 

 

52 Is there any health service available for post-

menopausal symptoms at your slum level? 

Yes 

No 

1 

2 

 

 

55. Attitude towards menopause checklist 

Attitude towards menopause Strongly 

Agree  

Agree Disagree Strongly 

Disagree 

1. A woman is concerned about how her husband 

will feel about her after menopause. 

    

2. A woman should see a doctor at menopause.     

3. Menopause is one of the biggest changes that 

happens in a woman’s life. 

    

4. Menopause is an unpleasant experience.     

5. After menopause a woman feels freer to do 

things for  

Herself 

    

6. Women think of menopause as the beginning of 

the end. 

    

7. Women generally feel better after menopause.     

8. Frankly speaking, just about every woman is 

depressed about menopause. 

    

9. Women are generally calmer and happier after 

menopause.  

    

10. Menopause is a disturbing thing that women 

generally dread. 

    

11. Women should expect some troubles during 

menopause  

    

12. A woman’s body may change in menopause 

but otherwise she doesn’t change much. 

    

13. Women usually feel “down in the dumps” at 

the time of menopause 

    

14. Life is more interesting for a woman after 

menopause 

    

15. After menopause, women do not consider 

themselves “real women” 

    

16. Changes inside the body that women cannot 

control cause all the trouble at menopause 

    

17. The only difference between a woman who has 

been through menopause and one who has not is 

that one menstruates and the other doesn’t  

    

18. Going through menopause really does not 

change a woman in any important way. 

    

19. A woman gets more confidence in herself after 

menopause.  

    

Thank you! Please note that the information you have provided will be held in the strictest 

confidence.  
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Bangla Questionnaire 

সম্মতি পত্র 
তিয় উত্তরদািা 

লটারীর মাধ্যমম বাছাই 
আপনামে লটারীর মাধ্যমম এই গমবষণার জন্য উত্তরদািা তিসামব বাছাই েরা িময়মছ। এই গমবষণাতট পতরচালনা েরমছন 
ডাাঃ সসাতনয়া আতরফা,  তিতন ঢাো তবশ্বতবদযালময়র অধ্ীমন বাাংলামদশ ইন্সতটতটউট অব সিল্থ সাইমন্সস (তবআইএইচএস) এর 
এতপমডতমওলতজ এবাং বাময়াস্টাতটসতটেস এর এমতফমলর ছাত্রী। বিতমামন এই ধ্রমনর গমবষণা পৃতথবীর তবতিন্ন সদমশ 
পতরচাতলি িমে। 
গমবষণার তশমরানাম 

এই গমবষণার তশমরানাম Health Seeking Behaviour of the Menopausal Women in Urban Slum of Dhaka City.  
গমবষণার লক্ষ্য  

ঢাোর বতি এলাোর মতিলামদর সমমনাপজ এবাং এর উপসগত সমাোতবলার িতি মমনািাব এবাং আচরণ সম্পমেত জানা। 
িথয সাংগ্রমির পদ্ধতি 

সরাসতর সাক্ষ্াৎোর। 
সময় সীমা 

িতিতট সাক্ষ্াৎোমরর জন্য িায় ৩০- ৪০ তমতনট লাগমব। 
সগাপনীয়িা 

আপনার সদয়া িমথযর সগাপনীয়িা রক্ষ্া েরা িমব এবাং িা োমরা োমছ িোশ েরা িমব না। এই িথযাতদ শুধ্ুমাত্র গমবষণার 
োমজ বযবহৃি িমব। আপনার নাম,  তিোনা এবাং বযতিগি িথযাতদ সগাপন েমর এেতট সোমডর মাধ্যমম সনাি েরা িমব। 
ফলাফল 

এই গমবষণালব্ধ ফলাফল নীতিতনধ্তারেমধ্র সিায়িা েরমি বযবিার েরা িমব িামি েমর, সুতবধ্াবতিি জনমগাষ্ঠীর 
মতিলামদর সুতবধ্ামথত সমমনাপজ সাংক্রান্ত িথয এবাং স্বাস্থ্যমসবা বতৃদ্ধ েরার জন্য েমতমেৌশল িণয়ন েরমি পামরন।  
এই ফলাফল তবতিন্ন গমবষণাপত্র,  িচার মাধ্যম এবাং তরমপামটত িোতশি িমব। এছাড়াও স্থ্ানীয় স্বাস্থ্যেমতীরা আপনামদর স্বাস্থ্য 
সসবায় িা বযবিার েরমব। 
সিমণাতদি অাংশগ্রিন 

এই গমবষণায় আপতন সস্বোয় অাংশগ্রিন েরমবন এবাং সিমোন সময় আপতন এ সথমে তনমজমে সতরময় তনমি পারমবন। 
আপতন এই িশ্নপমত্রর সিমোন িমশ্নর উত্তর দান সথমে তবরি থােমি পারমবন। এই গমবষণা সম্পমেত সোন তেছু জানমি 
চাইমল আমার সামথ সিাগামিাগ েরমি পামরন(ডাাঃ সসাতনয়া আতরফা :০১৯১১৭৪৬২৬) । 
অাংশগ্রিমন সম্মতি 

এই সম্মতির মাধ্যমম সবাঝামব সি আপতন সস্বোয় এই গমবষণায় অাংশগ্রিন েমরমছন। 

উত্তরদািা পমড়মছন  সাক্ষ্ািোর গ্রিনোরী  
সম্মি  সম্মি িনতন  

 
স্বাক্ষ্র 
আতম গমবষণা সম্পমেত িামলা েমর সজমন ১ম ও ২য় ধ্ামপর উত্তর দামন সম্মতি জ্ঞাপন েরতছ 

উত্তরদািার নাম       সাক্ষ্ী: 
 
স্বাক্ষ্র / তটপসই       স্বাক্ষ্র / তটপসই           
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িশ্নমালা 
Health Seeking Behaviour of the Menopausal Women in Urban Slum of 

Dhaka City 

                                                                                                                                                                                              

                                                                                                                                 

Bangladesh Institute of Health Sciences  

                                                                         

িশ্নোরীর নামাঃ  

সাক্ষ্াৎোর গ্রিমণর িাতরখাঃ             সাক্ষ্াৎোমরর 
সময়াঃ 

উত্তরদািার পতরতচতি 

উত্তরদািার নামাঃ        আই তডাঃ 

তিোনাাঃ 

সটতলমফান নম্বর (িতদ থামে)-   

জনিাতিে িথয 

ক্রতমে িশ্ন উত্তর সোড 
১ আপনার বয়স েি? ( সম্পূণত বছমর( 

( বয়স অনুমামন সািািয েরুন)  
বছরাঃ 

 
২ আপনার ধ্মত তে? ইসলাম 

তিন্দু 
তিস্টান 
সবৌদ্ধ 

১ 
২ 
৩ 
৪ 

 

৩ সবতমমাট, েি বছর আপতন স্কমুল (িাে স্কুল বামদ) বা পমুরা 
সময় সলখাপড়ায় বযয় েমরমছন? 
( তশক্ষ্া বছমরর সমাট সাংখযা তলতপবদ্ধ েরুন, িাে স্কলু ও 
তেন্ডারগামটতন বযিীি) 

বছরাঃ 
 
িিযাখযান 
অতশতক্ষ্ি                          

 
 
৭৭ 
০০ 
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৪ আপনার বববাতিে অবস্থ্া তে?  তববাতিি 
তববাি তবমেদ 
তবধ্বা 
অন্যান্য 

১ 
২ 
৩ 
৯৯ 

 
 

৫ আপনার স্বামী জীতবি আমছন? হ্াাঁ 
না 

১ 
২ 

 
 
 

 

আথত- সামাতজে িথয 

ক্রতমে িশ্ন উত্তর সোড 
৬ আপনার সপশা তে? চাকুরী 

বযবসা 
শ্রতমে 
গৃতিনী 
গৃিেমতী 
অন্যান্য (উমেখ 
েরুন) 

১ 
২ 
৩ 
৪ 
৫ 
৯৯ 

 
 
 
 

অন্যান্য িমল উমেখ েরুন................................. 
৭ আপনার পতরবামরর মাতসে আয় েি? টাোাঃ 

 
িিযাখযান 

 
 
৭৭  

৮ আপনার পতরবামরর মাতসে বযয় েি? টাোাঃ 
 
িিযাখযান 

 
 
৭৭  

৯ আপতন তে ধ্রমনর পতরবামরর অাংশ?  এেে 
সিৌথ 

১ 
২ 

 
১০ আপনার পতরবামর েিজন সদস্য আমছ? সাংখযা ১ 

২ 
 

১১ আপনার েিজন জীতবি সন্তান আমছ? সাংখযা ১ 
২ 

 
১২ পতরবামর আপনার অবস্থ্ান তে?   তনিতরশীল নয় 

তনিতরশীল 
১ 
২ 

 

১৩ আপনার সামথ পতরবামরর অন্যান্য সদস্যমদর মমধ্য সম্পেত 
সেমন? 

খুব খারাপ 
খারাপ 

১ 
২ 
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সমাটামুতট 
িামলা 
খুব িামলা 

৩ 
৪ 
৫ 

 

স্বাস্থ্য তবষয়ে িথয 

ক্রতমে িশ্ন উত্তর  সোড 

১৪ আপনার তে এই সেল সরাগ আমছ তেনা? উচ্চ রিচাপ 
ডাময়মবতটস 
েযান্সার 
থাইরময়ড সমস্যা 
সোমড় বযাথা 
অন্যান্য 
সোন সরাগ নাই 

৩ 
৪ 
৫ 
৬ 
৭ 
৯৯ 
২  

১৫ আপনার তে সম্প্রতি শরীমরর ওজন েমমমছ? হ্াাঁ 
না 

১ 
২ 

 
 
 

১৬ আপনার তে েখনও সোন অমরাপচামরর আমছ? হ্াাঁ 
না 

১ 
২ 

 

হ্াাঁ িমল উমেখ েরুন ............................................................ 

 

রীমরাগ- সাংক্রান্ত িথয 

ক্রতমে িশ্ন উত্তর সোড 
১৭ িথমবার মাতসে িওয়ার বয়স ১২ বছমরর আমগ 

১২ বছমরর পমর 
১ 
২ 

 
১৮ আপনার মাতসে তে তনয়তমি তছল? হ্াাঁ 

না 
১ 
২ 

 
১৯ মাতসমের সময় তে বযাথা িমিা? হ্াাঁ 

না 
১ 
২ 

 

২০ েি বছর বয়মস মাতসে অতনয়তমি িমি শুরু েমর? ৪০ বছমরর আমগ 
৪০ বছমরর পমর 

১ 
২ 

 

২১ েখন আপনার মাতসে সম্পুণত বন্ধ িময় িায়? বয়স (পূণত বছর)  
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২২ আপনার মাতসে বন্ধ িওয়ার পর এে বছর পার িময়মছ 
তেনা? 
(post menopausal)    

হ্াাঁ 
না 

১ 
২ 

 

২৩ আপনার সমমনাপমজর োরণ তে তছল? স্বািাতবে/িােৃতিে 
অপামরশন 
অন্যান্য 

1 
2 
99  

অন্যান্য িমল উমেখ েরুন................................. 

 

ধ্াত্রীতবদযা- সাংক্রান্ত িথয 

ক্রতমে িশ্ন উত্তর সোড 
২৪ আপতন আপনার জীবমনর সোন পতরবার পতরেল্পনা পদ্ধতি 

বযবিার েমরমছন? 
হ্াাঁ 
না 

১ 
২ 

 
হ্াাঁ িমল ২৭ নাং িশ্ন িমিাজয িমব... 

২৫ সোন ধ্রমনর পতরবার পতরেল্পনা পদ্ধতি বযবিার 
েমরমছন? 
(সমবতাচ্চ ৩ তট পদ্ধতি তলতপবদ্ধ েরা িামব) 

জন্মতনয়ন্ত্রণ বতড়                              
আই ইউ তড (েপার 
তট) 
ইনমজেশন 
ইমপ্ল্যান্ট (নরপ্ল্যান্ট)                        
েনডম 
বন্ধযােরন 
অন্যান্য 

১ 
২ 
৩ 
৪ 
৫ 
৬ 
৯৯  

২৬ আপতন জীবমন েিবার গিতবিী িময়মছন? সাংখযা  

 
২৭ আপনার িথম সন্তান জন্মগ্রিমনর সময় আপনার বয়স েি 

তছল? 
১৮ বছমরর েম 
১৮ বছমরর সবশী 
সন্তান নাই 

১ 
২ 
৭  

২৮ আপনার সশষ সন্তান জন্মগ্রিমনর সময় আপনার বয়স েি 
তছল? 

৩৮ বছমরর েম 
৩৮ বছমরর সবশী 
সন্তান নাই 

১ 
২ 
৭  

২৯ গিতাবস্থ্ায়,  সন্তান িসব বা িসব- পরবিতী সমময় সোন 
জতটলিা িময়তছল তেনা? 

হ্াাঁ 
না 

১ 
২ 

 

হ্াাঁ িমল উমেখ েরুন ............................................................ 

৩০  আপনার সিৌন জীবমন সোন সমস্যা আমছ তেনা? হ্াাঁ 
না 

১ 
২ 
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৩১ আপনার সিৌনেমমতর ইো বা িাড়না তে েমম তগময়মছ? হ্াাঁ 
না 

১ 
২ 

 
৩২ সিৌনসাংগমমর সময় আপনার বযথা অনুিিূ িয় তেনা? হ্াাঁ 

না 
১ 
২ 

 
   

বযতিগি অিযাস 

ক্রতমে িশ্ন উত্তর  সোড 

৩৩ এই অিযাসগুমলা তে তনয়তমি চচতা েমরন? িাি সধ্ায়া 
সগাসল েরা 
স্যাতনটারী পায়খানা 
বযবিার 

১ 
২ 
৩ 

 
৩৪ আপতন তে পান খান? হ্াাঁ 

না 
১ 
২ 

 

৩৫ আপতন তে ধ্ূমপান েমরন? হ্াাঁ 
না 

১ 
২ 

 

৩৬ আপতন তে অন্য সোন ধ্রমনর িামাে বযবিার েমরন? হ্াাঁ 
না 

১ 
২ 

 

৩৭ আপতন তে আ বা েতফ পান েমরন? হ্াাঁ 
না 

১ 
২ 

 

 

৩৮.  সমমনাপজ সরতটাং সস্কল / Menopause Rating Scale (MRS) 

নীমচর সোন উপসগতগুমলা এখন আপনার আমছ?  

উপসগত   নাই অল্প মাঝারী সবশী িীব্র 
 ০ ১ ২ ৩ ৪ 

১. িিাৎ অতিতরি গরম অনুিব েরা, ঘাম সদয়া 
(তেছুক্ষ্ণ পরপর ঘাম সদয়া) 

     

২. বুমে অস্বতি লাগা, িাটততবট অনুিূি িওয়া, বেু 
ধ্ড়ফড় েরা অথবা বমুে চাপ অনুিব িওয়া 

     

৩.  ঘুমমর সমস্যা (ঘুম আসমি সদরী িওয়া, টানা ঘুম 
না িওয়া, িাড়ািাতড় ঘুম সিমে িাওয়া) 

     

৪.  তবষণ্নিা (মন খারাপ থাো, দাঃখিাব, োন্না 
আসা, সোন োজ েরমি ইো না েরা, মানতসে 
অবস্থ্া দ্রুি পতরবিতন) 

     

৫.  তবরি লাগা, নািতাস লাগা, সটনশন িওয়া অথবা 
আক্রমণাত্মে মানতসেিা 
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৬.  উমেগ, দতিন্তা, আিাংে, অতস্থ্রিা      
৭.  শারীতরে ও মানতসে অবসাদ (েমতক্ষ্মিা হ্রাস,  
সৃ্মতি হ্রাস, মমনামিামগ সমস্যা অথবা িুমল িাওয়ার 
িবণিা) 

     

৮.  সিৌন সমস্যা  
(মিৌন িাড়না, োিতেলাপ এবাং সন্তুতিমি পতরবিতন 
আসা)      

     

৯.  িস্রামব সমস্যা, বারবার িস্রাব িওয়া বা িস্রামবর 
সবগ অনুিূি িওয়া 

     

১০.  শুষ্ক সিাতনপথ 
(মিাতনপমথর শুষ্কিা, জ্বালািন্ত্রণা, সিৌনতমলমন সমস্যা)  

     

১১.  িামড়র সতন্ধমি / সজামড় এবাং মাাংসমপতশর 
বযাথা 

     

 

৩৯.  আপনার তে উপমরাি সমস্যা ছাড়া আর সোন সমস্যা আমছ? 

উপসগত হ্াাঁ – ১ না -  ২ 
১.  মাথাবযাথা   

২.  মাথা সঘারা   

৩.  দবতলিা   

৪.  অরুতচ    

৫.  সচামখ ঝাপসা সদখা   

৬.  রিস্বল্পিা   

 

৪০.  উপমর উতেতখি সমস্যাগুমলা তে তনমচর সোন সক্ষ্মত্র সমস্যা সৃতি েমর?  
 এেদম 

না 
০ 

অল্প 
১ 

মাঝারী 
২ 

সবশী 
৩ 

ে.  আপনার েমতদক্ষ্িা     

খ.  আপনার পাতরবাতরে দাতয়ত্ব পালমন     

গ.  পতরবামর সদস্যমদর সামথ আপনার সম্পেত     

ঘ.  আপনার সামাতজে জীবন     

 

স্বাস্থ্যমসবা সনয়ার আচরণ 

ক্রতমে িশ্ন উত্তর ক োড 
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৪১ আপতন েিতদন িাবি এই উপসগতগুমলামি 
িুগমছন? 

পুণত মামস তলখনু   

 
৪২ আপতন এই উপসগতগুমলামে তেিামব সমাোমবলা 

েমরমছন? 
স্ব- িত্ন / তনমজর িত্ন 
আত্মীয় বা িতিমবশীর সামথ 
পরামশত েমরমছন 
গিানুগতিে বা সিষজ িত্ন 
সিাতমওপযাথী 
িাসপািাল বা তিতনে 
অন্যান্য 

১ 
 
২ 
৩ 
৪ 
৫ 
৯৯ 

 

উত্তর ১ িমল, ৪৩ নাং িশ্ন িমিাজয িমব। উত্তর ৫ িমল, ৪৪(ে) নাং িশ্ন িমিাজয। উত্তর ৫ না িমল, ৪৪(খ) নাং 
িশ্ন িমিাজয। 
৪৩ তে ধ্রমনর স্ব- িত্ন / তনমজর িত্ন আপতন এই 

উপসগত সমাোমবলার জন্য তনময়তছমলন? 
খাবামর পতরবিতন 
বাতড়মি সিজলিয িতিোর 
তবশ্রাম 
সিৌনেমমত পতরবিতন 
স্ব- তচতেৎসা 

১ 
২ 
৩ 
৪ 
৫ 

 

৪৪(ে) আপতন সেন এেজন স্বাস্থ্যমসবা িদানোরীর 
সিায়িা তনময়মছন? 

অসিনীয় উপসগত 
স্বাস্থ্যমসবা সম্পমেত জানা 
তছল 
পতরবামরর সমথতন তছল 
বাতড়র োমছ সসবািাতি 
আতথতে সামথতয 
স্বাস্থ্যমসবা সম্পমেত িাল 
অতিজ্ঞিা  

১ 
২ 
৩ 
৪ 
৫ 
৬ 
 
 
 
 
 

 

৪৪(খ) আপতন সেন এেজন স্বাস্থ্যমসবা িদানোরীর 
সিায়িা সনন নাই? 

স্বাস্থ্যমসবা সম্পমেত জানা 
তছল না 
পতরবামরর সমথতন তছল না 
আতথতে সামথতয তছল না 
সোমোজি  কুসংস্কোর 

বোসো কেক  দরূত্ব 

স্বাস্থ্যমসবা সম্পমেত খারাপ 
অতিজ্ঞিা 

১ 
২ 
৩ 
৪ 
৫ 
৬ 

 

৪৫ স্বাস্থ্যমসবা সনয়ার সক্ষ্মত্র আপনার লক্ষ্য তে?  সমমনাপমজর উপসগত েমামনা 
মানতসে অবস্থ্ার উন্নতি 
সিৌনক্ষ্মিার উন্নতি 
িাড় সজামড়র বযথা েমামনা 
শারীতরে শতির উন্নতি     

১ 
২ 
৩ 
৪ 
৫ 
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সমমনাপমজর িতি ধ্ারণা 

ক্রতমে িশ্ন উত্তর  সোড 

৪৬ সমমনাপজমে আপতন তেিামব সদমখন? 
 

িালিামব 
খারাপিামব 

১ 
২ 

 

৪৭ সমমনাপজমে আপতন তে তিসামব সদমখন? 
 

শারীতরে সমস্যা 
স্বিাতবে িতক্রয়া 
 

১ 
২ 

 

৪৮ আপতন তে সমমনাপমজর সতিে বয়স জামনন? হ্াাঁ 
না 

১ 
২ 

 

৪৯ সমমনাপজ সম্পমেত আপতন সোথা সথমে িথয পান? বই 
পতরবামরর মুরুব্বী 
বন্ধুবান্ধব 
তটতি 
স্বাস্থ্যমসবা িদানোরী 

১ 
২ 
৩ 
৪ 
৫ 

 

৫০ সমমনাপজ সম্পমেত আপনার জ্ঞযান বা ধ্ারণা তে মামনর 
বমল আপনার ধ্ারনা? 

খুব িামলা 
িামলা 
সমাটামুতট 
তেছু ধ্ারণা আমছ 
সোন ধ্ারণা সনই 

১ 
২ 
৩ 
৪ 
৫ 

 

৫১ আপনার তে িরমমান সথরাতপ সম্পমেত সোন ধ্ারণা আমছ? হ্াাঁ 
না 

১ 
২ 

 

৫২ সমমনাপমজর উপসগতগুমলার জন্য বতিমি তে সোন 
স্বাস্থ্যমসবা পাওয়া িায়? 

হ্াাঁ 
না 

১ 
২ 

 

 

৫৩. সমমনাপমজর বযাপামর আপনার মমনািাব তে? 

সমমনাপমজর বযাপামর মমনািাব সম্পুনত 
এেমি 

এেমি এেমি 
নই 

এেদমই 
এেমি 
নই 

১.  িার সমমনাপমজর পর িার স্বামী িার সম্পমেত তে 
িাবমব সস তবষময় এেজন মতিলা উতেগ্ন থামে 

    

২.  সমমনাপজ িমল এেজন মতিলার ডািার সদখামনা 
উতচি 

    

৩.  এেজন মতিলার জীবমন সবমচময় বড় সি 
পতরবিতনগুতল আমস িার মমধ্য সমমনাপজ এেতট 

    

৪.  সমমনাপজ এেতট তবরতিের অতিজ্ঞিা     
৫.  সমমনাপমজর পর এেজন মতিলা তনমজ সব োজ েরার 
সক্ষ্মত্র আমরা স্বাধ্ীন সবাধ্ েমর 

    

৬.  মতিলারা মমন েমর সমমনাপজ িামদর জীবন সশষ িময় 
িাওয়ার িতক্রয়ার শুরু 

    

৭.  মতিলারা সমমনাপমজর পর সাধ্ারনি িামলা অনুিব 
েমর 
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৮.  িায় সব মতিলাই সমমনাপমজর পর তবষণ্ণিায় সিামগ     
৯.  সমমনাপমজর সপাষ মতিলারা চুপচাপ এবাং আনতিি 
থামে  

    

১০.  সমমনাপমজ এেতট তবরতিের তজতনস িা মতিলারা 
িয় পায় 

    

১১.  সমমনাপমজর সময় মতিলামদর তেছ ুসমস্যা িমিই 
পামর 

    

১২.  এেজন মতিলার শরীর সমমনাপমজর সময় তেছটুা 
পতরবতিতি িয়, িাছাড়া আর সিমন সোন পতরবিতন নাই 

    

১৩.  সমমনাপমজর সময় মতিলারা সশাোিত থামে     
১৪.  সমমনাপমজর পর এেজন মতিলার োমছ জীবন 
আমরা আেষতনীয় িময় ওমি 

    

১৫.  সমমনাপমজর সপাষর মতিলারা তনমজমদরমে আর 
সতিযোমর মতিলা তিসামব িামব না 

    

১৬.  সমমনাপমজর সময় শরীমর সিসব পতরবিতন আমস িা 
মতিলারা তনয়ন্ত্রণ েরমি পামরনা, সসগুমলাই সবচাইমি সবশী 
সিাগায় 

    

১৭.  সমমনাপজ িয়তন এমন এেজন মতিলার সামথ িার 
সমমনাপজ িময়মছ িার পাথতেয িমে সি, সমমনাপমজর পর 
িার শুধ্ুমাত্র মাতসে বন্ধ িময়মছ  

    

১৮.  সমমনাপজ িওয়ার োরমন এেজন মতিলার জীবমন 
এমন সোন গুরুত্বপনূত পতরবিতন আমসনা 

    

১৯.  সমমনাপমজর পর এেজন মতিলার আত্মতবশ্বাস সবমড় 
িায়  

    

 
ধ্ন্যবাদ! আপনার সদয়া িথয সম্পূনত সগাপন রাখা িমব। 
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Annex 2: Work plan and Timeframe 

 

Sl .No.  Activity detail  
1-2 

months 

3-4 

months 

5-6 

months 

7-8 

months 

9-10 

months 

11-12 

months 

1 Title selection and approval       

2 Introduction and Rationale             

3 Literature review              

4 

Questionnaire Development, 

Training of the Data collector 

and Pilot study             

5 Data collection              

6 Data processing and data analysis               

7 Report writing and submission             
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