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Perceptions of healthcare provision throughout the menopause
in the UK: a mixed-methods study
Nayra A. Martin-Key1, Erin L. Funnell1, Benedetta Spadaro1 and Sabine Bahn1✉

The UK healthcare system faces a shortage of high-quality menopausal care. The objective of this study was to understand
perspectives of menopause care in the UK. An online survey was delivered. Data from 952 respondents were analysed. Descriptive
statistics were calculated for quantitative data overall and per menopause stage. Thematic analysis was calculated on qualitative
data. 74.47% sought help for the menopause. Oral (68.83%) and topical medication (17.21%) and lifestyle changes (17.21%) were
the most common treatment approaches. Consistent integration of mental health screening into menopausal care was lacking.
Open-ended data from women who reported poor care quality revealed six themes: consequences of poor care, dismissive or
negative attitudes from healthcare professionals (HCPs), poor treatment management, symptom information and misattribution,
poor HCP knowledge, and the need for self-advocacy. The findings underscore the importance of improving HCP knowledge,
providing empathetic and supportive care, and involving women in decision-making.
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INTRODUCTION
The menopause marks a substantial milestone in a woman’s life,
which is characterised by the halt of menstruation owing to the
decline of ovarian follicular function1 (throughout the current
study, we refer to a woman as anyone assigned female at birth). It
tends to occur naturally between the ages of 44 and 55 years2, but
can be brought on earlier due to surgical procedures, medication,
or severe illness3. The perimenopause, also referred to as the
menopause transition, is defined as the phase leading up to
menopause and is distinguished by a decline in ovarian function,
leading to less frequent menstrual cycles. The perimenopause
phase can be divided into two stages: the early perimenopause
stage, which is characterised by a significant change in the length
of menstrual bleed or the time between periods that is not due to
pregnancy or breastfeeding, stress, or a medical condition, and
the late perimenopause stage, which is defined by no menstrual
bleeding in three to 11 months not due to pregnancy or
breastfeeding, stress, or a medical condition. The perimenopause
phase is estimated to last a median of four years4.
Although every woman’s experience of the menopause is

unique, the symptoms that come with it and the transition leading
up to it can be incredibly challenging. As many as 80% of women
report difficulties during this time, with 25% rating these
difficulties as severe5. Women who go through the menopause
and its transition naturally may experience a range of vasomotor
symptoms, such as hot flushes and night sweats, physical
symptoms, including tiredness and bone and joint pain, as well
as sexual symptoms, including loss of libido and vaginal dryness
during intercourse. Though it has also been posited that only
vasomotor symptoms are specific to the menopause, while other
symptoms may be more strongly associated with socio-
demographic variables6.
Of note, numerous studies have found a connection between

menopausal symptoms and decreased quality of life, with a
greater number of symptoms generally resulting in lower overall
quality of life7–12. There is also evidence to suggest that, relative to
natural menopause, women with medically induced menopause

experience more severe menopausal symptoms and worse quality
of life13,14. In turn, medically induced menopause has been
associated with a range of long-term health consequences,
including early onset cardiovascular disease, osteoporosis, demen-
tia, and increased risk of mortality (or early death)15.
The menopause, and particularly the menopause transition, also

present a period of heightened vulnerability for mental health
issues16 especially depression17,18. Notably, perimenopausal
women tend to report different symptoms of depression
compared to premenopausal women, such as increased anger
and irritability, sleep disturbances, fatigue, as well as a range of
non-specific somatic complaints19. Interestingly, a systematic
review involving over 10,000 menopausal women has revealed a
bidirectional relationship between depressive and vasomotor
symptoms20, with women experiencing moderate to severe
depressive symptoms being nearly twice as likely to report
vasomotor symptoms compared to those with no or mild
depressive symptoms21. This suggests a potential aggravating
effect of vasomotor symptoms on depressive symptoms22,23,
although some propose that depression precedes hot flushes
rather than being caused by them24.
Furthermore, women who have a history of depression or pre-

existing physical health conditions are at a heightened risk of
developing a depressive illness during this transitional phase25,
and previous research has found a higher prevalence of
depression among women with medically induced menopause
compared to women who experience natural menopause26. Taken
together, these findings pose important implications for health-
care professionals (HCPs) regarding the identification and
management of mental health symptoms in women during the
menopause and menopause transition, with routine mental health
screening being crucial for early identification and intervention.
Undoubtedly, the menopause is a multifaceted phase that

encompasses not only physical changes but also significant
psychological challenges. Recognising the holistic nature of
menopausal experiences is crucial for providing comprehensive
care. In a systematic review examining perceptions of healthcare
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among immigrant women, most were dissatisfied with the care
they had received27. Indeed, it is disheartening to note that
menopausal care provision remains inadequate, even in high-
income countries24. For instance, despite the monumental launch
of the 2015 National Institute for Health and Care Excellence
(NICE) guidelines for menopause care provision in the UK, the
healthcare system continues to grapple with a lack of compre-
hensive and high-quality care for women28.
Critically, there is a notable gap in research regarding women’s

first-hand experiences with menopausal care provision in the UK
general population and it remains uncertain whether care
experiences in the UK differ based on the specific stage of the
menopause (i.e., early or late perimenopause stage versus the
menopause) or for those experiencing medically induced meno-
pausal symptoms. By gaining insights into women’s perspectives
and challenges at different stages of the menopause and for those
with medically induced menopause, we can develop a more
patient-centred approach to menopausal care in the UK.
To this end, we set out to explore experiences with care

provision throughout the menopause transition and the meno-
pause offered via healthcare services in the UK using a mixed-
methods approach. The key objective of this study was to
understand women’s perspectives regarding the availability and
quality of menopause care services in the UK, including care
provision specifically for mental health concerns that may arise
due to the menopause. In addition, we explored whether
experiences with care provision vary across the perimenopause
and the menopause, as well as for individuals with medically
induced menopausal symptoms. The findings from this study have
important implications for the development of future healthcare
policies and guidelines and the improvement of the quality of care
for women experiencing menopausal symptoms in the UK.

RESULTS
Sociodemographic characteristics
Respondents’ sociodemographic information across the entire
sample can be found in Fig. 1 and Supplementary Table 1A
(Supplementary Materials). A total of 1154 participants com-
menced the survey, of which 82.50% (n= 952) completed at least
97% of the survey: early perimenopause stage (48.21%, n= 459),
late perimenopause stage (17.54%, n= 167), post-menopause
(26.05%, n= 248), and medically induced menopause (8.19%,
n= 78) (Fig. 1A).
The average age across the entire sample (N= 952) was 50.01

(SD= 5.27, range=24–69), with the majority of respondents
identifying with the female gender (98.00%, n= 933), being white
(97.27%, n= 933), having at least an undergraduate degree
(59.98%, n= 571), and being married or in a civil partnership
(61.97%, n= 590) (Fig. 1B). Regarding accommodation character-
istics, living with a partner and children (44.96%, n= 428) or living
with a partner (33.82%, n= 322) were the most common
arrangements. 85.19% (n= 811) were employed (Fig. 1C) and
61.76% (n= 588) had a household income of at least £35,001
before tax (Fig. 1D).
For a summary of between-group comparisons (i.e., early

perimenopause stage, late perimenopause stage, post-meno-
pause, medically induced menopause) on sociodemographic
information see Supplementary Table 1A (Supplementary Materi-
als). There was a significant between-group difference in age (F(3,
948)= 139.97, p < 0.001, η2= 0.31), with those in the early
perimenopause stage being younger (M= 47.16, SD= 4.21) than
all other groups, and both respondents in the late perimenopause
stage (M= 51.37, SD= 3.96) and medically induced menopause
group (M= 51.18, SD= 6.20) being younger than the post-

Fig. 1 Sociodemographic characteristics. A Participant subgroup, B Education, C Employment, and D Household income. Key. A level,
Advanced level qualification; GCSE, General Certificate of Secondary Education; IB, International Baccalaureate. a Percentages add up to more
than 100% as respondents could select multiple options; b includes full-time employment (n= 450), part-time employment (n= 256), and self-
employment (n= 105); c includes having an income of £15,000 or less (n= 69), between £15,001 and £25,000 (n= 76), and between £25,001
and £35,000 (n= 108); d includes having an income between £35,001 and £45,000 (n= 100), between £45,001 and £55,000 (n= 106), and
between £55,001 and £65,000 (n= 90); e includes having an income between £65,001 and £75,000 (n= 90), between £75,001 and £85,000
(n= 65), and £85,001 or above (n= 137).
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menopause group (M= 54.01, SD= 4.32). There was also a
significant group difference in education level (H(3)= 10.21,
p= 0.017). Respondents in the early perimenopause stage were
more highly educated than the post-menopause group
(U= 46030, p= 0.003, r= 0.11). Furthermore, there was a
significant group difference in employment (χ²(3,
N= 952)= 19.76, p < 0.001, φc= 0.14), with respondents in both
the early perimenopause stage and post-menopause being less
likely to be retired relative to those in the late perimenopause
stage. No other significant group differences were found.

Healthcare provision throughout the menopause
Respondents’ healthcare provision across the entire sample can be
found in Fig. 2 and Supplementary Table 1B (Supplementary
Materials). Overall, the majority (74.47%, n= 709) of respondents
had discussed their menopausal symptoms (e.g., hot flushes,
mood changes, night sweats, irregular or absent periods,
decreased sex drive) with a HCP (Fig. 2A), most frequently a
National Health Service (NHS) GP (90.41%, n= 641), followed by a
NHS gynaecologist (13.68%, n= 97), a private HCP (13.68%,
n= 97), and other HCP (12.13%, n= 86; Fig. 2B). Of these,
78.56% (n= 557) expressed that they were aware that these
symptoms were related to the menopause prior to their
appointment with a HCP. For those who had visited a HCP for
their menopause symptoms, the most common treatment or
support options were oral (68.83%, n= 488) and topical medica-
tion (e.g., vaginal oestrogen creams) (17.21%, n= 122), as well as
lifestyle changes (17.21%, n= 122) (Fig. 2C), with the majority
(55.29%, n= 392) being prescribed these treatment or support
options by their HCP (Fig. 2D). 18.76% (n= 133) of those who had
visited a HCP for their menopausal symptoms had not received
any treatment or support options (Fig. 2C). In terms of overall
perceived quality of care for menopausal symptoms, 36.95%
(n= 262) stated that they had received very good or good care,

while 27.65% (n= 196) experienced acceptable care, and 35.40%
(n= 251) expressed that they had received poor or very poor care.
For a summary of between-group comparisons (i.e., early

perimenopause stage, late perimenopause stage, post-meno-
pause, medically induced menopause) on healthcare provision
throughout the menopause see Supplementary Table 1B (Supple-
mentary Materials). There was a significant group difference in the
proportion of respondents who had seen a HCP for their
menopausal symptoms (χ²(3, N= 952)= 18.61, p < 0.001, φc=
0.14), with respondents in the early perimenopause stage being
less likely to have visited a HCP than both the post-menopause
and medically induced menopause groups. In addition, there were
significant differences in the type of HCP seen for menopausal
symptoms between the groups, specifically with regard to seeing
a NHS gynaecologist (χ²(3, N= 709)= 30.90, p < 0.001, φc= 0.21)
and a private HCP (χ²(3, N= 709)= 9.48, p= 0.024, φc= 0.12). The
medically induced menopause group was more likely to have seen
a NHS gynaecologist relative to all other groups, and to have seen
a private HCP in comparison to those in the early perimenopause
stage. For those who had visited a HCP for their menopausal
symptoms, there were significant group differences in the use of
oral and topical medication (oral medication: χ²(3,
N= 709)= 12.60, p= 0.006, φc= 0.13; topical medication (e.g.,
vaginal oestrogen creams): χ²(3, N= 709)= 15.20, p= 0.002,
φc= 0.15). Respondents in the early perimenopause stage were
less likely to have used oral medication relative to all other groups,
as well as topical medication (e.g., vaginal oestrogen creams) in
comparison to the medically induced menopause group. There
was also a significant group difference in the proportion of
respondents who had received no treatment or support for their
menopausal symptoms (χ²(3, N= 709)= 9.88, p= 0.020, φc=
0.12), with respondents in the early perimenopause stage being
more likely to have had no treatment or support than the post-
menopause group. Finally, there was a significant group difference
in perceived overall quality of care for menopausal symptoms

Fig. 2 Healthcare provision throughout the menopause. A Consulted HCP for menopausal symptoms, B HCPs consulted, C Recognised
menopause as cause of symptoms, and D Treatment or support for menopausal symptoms. Key. GP general practitioner, HCP healthcare
professional, NHS National Healthcare Service. a Includes those who had visited a HCP for their menopausal symptoms (n= 709); bpercentages
add up to more than 100% as respondents could select multiple options.
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(H(3)= 11.44, p= 0.010), with the medically induced menopause
group expressing significantly lower satisfaction relative to those
in the late perimenopause stage (U= 3182, p < 0.001, r= 0.24). No
other significant group differences were found.

Mental healthcare provision throughout the menopause
Respondents’ mental healthcare provision throughout the meno-
pause can be found in Fig. 3 and Supplementary Table 1C
(Supplementary Materials). Overall, the majority of respondents
(86.76%, n= 826) expressed that their menopausal symptoms had
negatively affected their mental health (Fig. 3A), with 61.26%
(n= 506) of these stating that they had visited a HCP to discuss
their mental health symptoms since the onset of the menopause
transition. Only 28.49% (n= 202) reported that they felt the HCPs
involved in the management and treatment of their menopausal
symptoms were aware of the (peri)menopause impact on their
mental health, and only 24.40% (n= 173) were provided with mental
health information by their HCP (Fig. 3B). In addition, 33.99%

(n= 241) respondents expressed that they had been asked about
their mental health by a HCP involved in the management and
treatment of their menopausal symptoms (Figs. 3C), and 7.85%
(n= 58) had been asked to complete a mental health assessment
(Fig. 3D). Overall, in terms of perceived quality of care for mental
health symptoms, 36.36% (n= 184) of respondents expressed that
they felt their mental health symptoms related to the menopause
were not taken at all seriously by their HCP, while 63.64% (n= 322)
stated that their mental health symptoms related to the menopause
were taken at least slightly seriously by their HCP (Fig. 3E). 43.70%
(n= 416) of respondents expressed that the best method to provide
information on mental health symptoms related to the menopause
would be at first contact with a HCP for any menopausal symptom
(Fig. 3F). This was closely followed by providing information via text
or post to anyone approaching the average age for the menopause
transition (42.86%, n= 408) (Fig. 3F).
For a summary of between-group comparisons (i.e., early

perimenopause stage, late perimenopause stage, post-

Fig. 3 Mental healthcare provision throughout the menopause. A Menopause symptoms affected MH, B Provided with MH information by
HCP involved in menopausal care, C Asked about MH by HCP involved in menopausal care, D Asked to complete a MH questionnaire by HCP
involved in menopausal care, E MH symptoms related to the menopause taken seriously, and F Best method to provide information on MH
symptoms related to the menopause. Key. HCP healthcare professional, MH mental health. a Includes those who reported that their
menopausal symptoms have negatively affected their mental health (n= 826); b includes those who have visited a HCP for their menopausal
symptoms OR their mental health symptoms related to the menopause (n= 739).
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menopause, medically induced menopause) on mental healthcare
provision throughout the menopause see Supplementary Table 1C
(Supplementary Materials). No significant group differences were
found.

Experiences regarding poor or very poor menopausal care:
thematic analysis
Of the 251 (35.40%) respondents who reported having received
poor or very poor quality of menopausal care by their HCP, 170
provided (optional) open-ended response data regarding whether
they had received any comments about the menopause from a
HCP that had seemed unusual or inappropriate and how that
made them feel. Of these, 159 open-ended responses were
included in a thematic analysis as two respondents only
responded ‘no’ and nine responses could not be categorised
and were therefore excluded. Thematic analysis revealed six
themes: consequences of poor care experiences, HCP was

dismissive or negative, poor perception of treatment manage-
ment, lack of symptom information and misattribution, HCP
knowledge, and self-advocacy (see Fig. 4 for a summary of the
sub-themes and themes generated).
Consequences of poor care experiences was a key theme

generated, with respondents expressing feeling unsupported by
their HCP, stating that they “felt dismissed” [late perimenopause
stage, age 50] and as if they were “just another person and not
listened to or understood” [early perimenopause stage, age 51]. Poor
or very poor experiences of menopausal care resulted in some
respondents feeling negative emotions, including feeling “hope-
less” [post-menopause, age 56] and “unimportant, disregarded”
[medically induced menopause, age 41]. Respondents also
expressed that the poor quality of their menopausal care had
resulted in years lost, such that “after 7 years of being given the
wrong treatment, [they were] told there was nothing more they
could do” [post-menopause, age 55] and that they were told they
“had to suck it up… for 6 years [by] multiple gps” [medically induced

Fig. 4 Themes (inner ring) and sub-themes (outer ring) generated from (optional) open-ended response data regarding experiences with
menopausal care by a HCP in respondents who rated their quality of menopausal care as poor or very poor (n= 159). The size of the
segments correspond to the frequency of the themes and sub-themes in the dataset. Key. HCP healthcare professional, HRT hormone
replacement therapy, MH mental health, QOL quality of life.
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menopause, age 41]. In turn, poor care experiences resulted in
respondents feeling discouraged from further formal help-
seeking, including feeling “entirely put off seeking any further help”
[post-menopause, age 55] and that “there’s no point going back to
ask for HRT [hormone replacement therapy]” [early perimenopause
stage, age 43]. Furthermore, respondents expressed being made to
feel as if they were a burden by their HCP when seeking help, for
example “I felt like I had wasted his [HCP] time and just to ‘get on
with it’” [post-menopause, age 56], and “…was made to feel like I
was being unreasonable in raising it with the GP, and that I was
wasting her time” [post-menopause, age 55].
The second theme identified regarded HCPs being perceived as

dismissive or negative. Respondents expressed that their meno-
pausal symptoms had been dismissed due to their age, for
instance one respondent was told they were “too young for
perimenopause at 41” [late perimenopause stage, age 47] and
another that they “too young to be going through menopause,
despite only having one ovary and with both [their] mum and sister
going through menopause in their early 40’s” [early perimenopause
stage, age 42]. Some respondents felt their menopause symptoms
had been dismissed as being a natural aspect of aging, including
being told that the “menopause is a natural process that the
majority of women go through with no need for support” [post-
menopause, age 55] and that there are “women in 3rd world
countries without medication so [they] should be able to” deal with
it too [early perimenopause stage, age 44]. Others expressed that
their symptoms had been ignored following a hormonal blood
test result, for instance: “I have been told that because the blood test
result I received was normal it was unlikely that my symptoms
related to the menopause” [early perimenopause stage, age 53]
while another was told that their “hormone levels were normal and
[their] symptoms would probably go away” [late perimenopause
stage, age 47]. Some respondents’ mental health symptoms
related to the menopause were dismissed, with one expressing
that “no mental health support was recommended even though
[their] symptoms included depression and anxiety” [early perimeno-
pause stage, age 47] and another respondent stating that their
HCP had told them that “the menopause is not a reason to be off
work… [despite] having a week to 10 days with full blown depression
like symptoms” [medically induced menopause, age 54]. Similarly,
respondents reported that symptoms related to poor sexual
functioning or reduced libido had been ignored or dismissed, with
one respondent expressing the following: “I told GP I had lost my
sex drive which was effecting [sic] my relationship. They ignored
what I’d said and offered me antidepressants and advised CBT” [early
perimenopause stage, age 51]. Others expressed that the impact of
the menopause on their quality of life had been dismissed,
resulting in “…the effect on [their] life [being] diminished at best and
ignored at worst” [early perimenopause stage, age 41]. Medical
gaslighting was also identified, such that HCPs made patients feel
as if they were “a neurotic mess” [post-menopause, age 57] or that
they must be “imagining the symptoms” [medically induced
menopause, age 41]. In addition, respondents stated that they
had received a rude or inappropriate comment, such as “all
women in their 40s are miserable” [early perimenopause stage, age
41] and that they “needed to ‘get a life’ and forget [they were] ill”
[post-menopause, age 58].
The third major theme concerned respondents’ perceptions of

treatment management. One respondent expressed that “there is
a tendency to jump very quickly to antidepressants rather than HRT”
[post-menopause, age 46]. Another respondent stated that they
were “offered antidepressants repeatedly until [they] thought [they
were] actually depressed” [early perimenopause stage, age 51].
Respondents also felt that their treatment had been poorly
managed by their HCP. This included a lack of monitoring of
treatment efficacy and response, for instance a respondent said:
“she [HCP] started me on hrt then left me a year till she reviewed my
regime then changed my current regime and said I’d have another

review in about a year again, it’s not acceptable to be left struggling
like this with no funds to go private” [early perimenopause stage, age
49]. Respondents also expressed feelings of not being involved in
decision-making regarding their treatment, such that when one
respondent mentioned side effects, they were not “offered
alternatives, just stopping” [late perimenopause stage, age 53].
Another respondent stated that their “1st doctor was male and
wouldn’t prescribe HRT as his wife had gone thru [sic] menopause
naturally and he recommended the same even though [they] asked
for HRT to be prescribed he still refused” [medically induced
menopause, age 45]. Respondents expressed having received no
signposting to additional information or sources of help, for
instance one respondent expressed that they were “unable to go
on HRT due to many reasons and wasn’t given any advice or help
about how to source any other help” [post-menopause, age 53],
while another was given “no advice… from GP when [they were]
first told [they] were probably perimenopausal” and that they
“would’ve liked some information or to be directed where to get
reliable information” [early perimenopause stage, age 54]. Finally,
respondents with medically induced menopause expressed
having received no treatment: “no proper review or discussion
about options to manage menopausal symptoms post hysterect-
omy” [medically induced menopause, age 55] while another was
“told by GP its [sic] to be expected that [their] symptoms were due to
surgery” but received “no treatment despite symptoms for 2 years”
[medically induced menopause, age 57].
Another major theme identified regarded the lack of informa-

tion regarding the symptomatology of the menopause and issues
surrounding misattribution of menopausal symptoms to other
health conditions or lifestyle factors. Respondents expressed that
their HCP had not provided them with any information on the
menopause or menopause transition, including treatment options
or directing them to reliable sources of information. In this regard,
one patient stated that they were “mystified why menopause was
never mentioned or suggested” when they went to see a HCP about
their “low mood, hot flushes, [and] fatigue” [late perimenopause
stage, age 44], while another stated that there had been “no
mention that what [they were] experiencing was perimenopause”
[late perimenopause stage, age 51]. In addition, some respondents
stated that their menopausal symptoms had been attributed to
other health conditions such that “it’s probably just long covid”
[early perimenopause stage, age 38] or “just depression and anxiety”
[late perimenopause stage, age 46]. Similarly, respondents also
commented on the fact that their menopausal symptoms had
been trivialised as being due to their weight or lifestyle factors,
such as being told “to loose [sic] weight and [they] would feel better”
[post-menopause, age 54] or that their symptoms were “due to
stress” [early perimenopause stage, age 44].
Respondents also commented on HCPs’ knowledge, noting that

their HCP was uneducated about the menopause. For instance,
one respondent expressed that their “GP was unable to answer
[their] questions about effects of hormones on [their] symptoms as
she did not have enough knowledge herself” [early perimenopause
stage, age 52]. Another expressed that “the doctor did not have a
clue, kept saying erm and I could tell he was reading off the internet”
[late perimenopause stage, age 52]. Related to this, respondents
also provided comments that they had received about the
menopause and its treatment that were incorrect, such that
because they “didn’t have hot flushes, HRT wouldn’t help” [late
perimenopause stage, age 61] and that “there’s no evidence that
depression and anxiety are symptoms of menopause” [medically
induced menopause, age 56].
The final theme regarded self-advocacy. Some respondents

expressed that they felt that they had to take responsibility for the
identification of the menopause symptoms and management
options and share this with their HCP, with one respondent stating
“after my own research I went to GP and told them it was
perimenopause and I was prescribed HRT which made a big
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difference suggesting I was correct” [early perimenopause stage, age
49]. Another respondent stated that they “had to print out
information from the NHS website to show [their] GP” [post-
menopause, age 62]. Similarly, some respondents commented on
the fact that they had to insist on being prescribed HRT
medication, such that one respondent “suffered for nearly 10 years
before demanding HRT from [their] GP” [late perimenopause stage,
age 54]. Another respondent expressed that “it took 3 years of
[them] insisting and for [their] periods to stop completely for a year
for the gp to prescribe hrt” [late perimenopause stage, age 46].

DISCUSSION
Healthcare provision throughout the menopause
The vast majority of women in the current study had disclosed
their menopausal symptoms to a HCP, primarily relying on NHS
GPs for assistance. Notably, help-seeking behavior varied between
women with medically induced menopause and those experien-
cing natural menopause, with the former group being more likely
to have discussed their symptoms with NHS gynaecologists or
private HCPs. The findings also revealed that the majority of
women who sought HCP advice had awareness prior to their
appointment with a HCP that the menopause could be the
underlying cause, indicating a reasonable level of knowledge and
understanding regarding the hormonal changes during this
life phase.
It has been previously suggested that women with higher

education levels tend to have greater menopause awareness29.
Given that a significant proportion of the women in this study
were highly educated, it is possible that their awareness levels
may not be representative of the general population in the UK,
which is likely to have lower menopause awareness overall.
Importantly, menopause awareness plays a critical role in shaping
women’s perception of symptom severity and their overall quality
of life30, with research highlighting that a better understanding
and awareness of the menopause and its transition allow women
to feel more empowered to make better healthcare decisions
during this phase of life31,32.
When it came to treatment or support options, the most

commonly reported approaches were oral medication, vaginal
oestrogen creams, and lifestyle changes. Notably, women in the
early perimenopause stage were less likely to receive any
treatment or support compared to women in the post-
menopause group. This could be due to a lack of awareness or
understanding among HCPs regarding the potential impact of
early perimenopause symptoms and the benefits of early
intervention. Indeed, there exists evidence that the early
perimenopause stage may hold particular significance when it
comes to the success of hormone-based treatments for meno-
pausal symptoms33,34. Furthermore, addressing menopausal
symptoms during the early perimenopause stage can have
broader health implications, such as improved cardiovascular
health and bone density35–38, as well as reducing the risk of
Alzheimer’s disease39,40.

Mental healthcare provision throughout the menopause
The majority of women experienced negative effects on their
mental health due to menopausal symptoms. Around two-thirds
of these women sought help from a HCP specifically for their
mental health symptoms related to menopause. However, less
than one-third of the women believed that the HCPs involved in
their menopausal care had sufficient knowledge about the impact
of the menopause on mental health. Additionally, only a quarter of
women received information about mental health symptoms
related to menopause, and just over a third were asked about
their mental health by the HCPs involved in their menopausal
care.

Critically, only around 8% of women were asked to complete a
mental health assessment as part of their menopausal care, and
over a third of women felt that their mental health symptoms
related to menopause were not taken seriously by their HCPs.
Overall, these findings suggest that mental health symptoms
during the menopause are frequently overlooked by HCPs, in spite
of their prevalence41,42, and that mental health screening is not
consistently integrated into menopausal healthcare. Given that
the menopause represents a period of increased vulnerability for
mental health issues16, this indicates a missed opportunity to
identify and address potential mental health concerns that may
arise during this phase of life.

Overall quality of menopausal care provision
Overall, women’s satisfaction with menopausal care was mixed.
Approximately one-third of women felt that they had received
good or very good care. However, a similar proportion expressed
dissatisfaction, rating the care they had received as poor or very
poor. It is worth noting that women who experienced medically
induced menopause reported lower satisfaction rates compared
to those in the late perimenopause stage, with the thematic
analysis further revealing that menopause symptoms arising
following surgery are often not acknowledged or dismissed. This
indicates that there is room for improvement in meeting the
needs and expectations of women undergoing menopausal
transitions, particularly those with medically induced menopause.
The consequences of poor care experiences during the

menopause were significant and multifaceted. Thematic analysis
revealed that women felt unsupported, not taken seriously, or
ignored by HCPs. These findings align with previous research
highlighting the importance of available support for menopausal
women, with a lack of support often leaving women feeling
confused about their symptoms and unsure about how to manage
them effectively43. The women in the study also blamed their
doctors for showing little interest in the topic and felt let down by
the lack of support provided43.
In our study, we observed comparable sentiments, with

negative care experiences for the menopause frequently resulting
in feelings of hopelessness, as well as feeling disregarded and
unimportant. These experiences sometimes even deterred women
from seeking further help altogether. Furthermore, HCPs were
frequently described as dismissive or negative, with medical
gaslighting, where women felt their symptoms were being
invalidated or made to feel like they were imagining them, also
being mentioned. Some women reported that their menopausal
symptoms were disregarded because they were considered too
young or a natural part of aging. Notably, some researchers have
challenged the idea that the menopause is characterised by a
range of vasomotor, psychosocial, physical, and sexual symptoms,
positing that only the former are specific to the menopause, while
other symptoms are more strongly associated with socio-
demographic variables6. While the symptoms of the menopause
continue to be debated by clinicians and researchers, it is
imperative that HCPs offer empathetic and supportive care during
the menopause, ensuring that women feel heard, understood, and
validated in their experiences.
Some women expressed dissatisfaction with the management

of their treatment options during the menopause. They reported
instances where HCPs made potentially inappropriate recommen-
dations for antidepressants or psychiatric medication instead of
hormone replacement therapy (HRT; also referred to as meno-
pausal hormone therapy (MHT)). It is important to note, however,
that antidepressants are a valid treatment option for mood-related
menopause symptoms44. These findings may, therefore, be
suggestive of a lack of women’s awareness regarding the available
treatment approaches for the menopause, and potentially
indicates a missed opportunity for HCPs to explain their
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decision-making in selecting antidepressants for the menopause.
Indeed, these women felt that they were not adequately involved
in the decision-making process and were not provided with
sufficient information about their treatment options. This goes
against the guidelines set forth by NICE in 201544, which
emphasise the importance of HCPs offering evidence-based
information on the benefits and risks of different treatment
options, enabling women to make individualised decisions about
their care.
A notable finding from this study was that a considerable

number of women felt that their HCPs inaccurately attributed their
menopausal symptoms to other health conditions or lifestyle
factors. They reported instances where their symptoms were
mistakenly linked to factors such as COVID-19, depression, anxiety,
or weight. This highlights a concerning lack of knowledge or
understanding about the menopause among HCPs. It is particu-
larly alarming that some women received incorrect information
about the menopause from their HCPs. In the UK, where primary
care providers play a crucial role in managing menopause
symptoms within the NHS, it is concerning that GPs often feel
they lack adequate support to effectively advise and treat women
experiencing menopausal symptoms45. Despite efforts to improve
menopause training in medical schools, there is still a perceived
need for further improvement in equipping GPs with the
necessary knowledge and skills to provide comprehensive
menopause care45.
Lastly, some women expressed a sense of needing to take

personal responsibility for their own menopausal care. They
reported having to conduct their own research and advocate for
specific treatments, such as HRT. Similarly, previous research has
shown that women often perceive their doctors as being too
restrictive when it comes to prescribing hormone-based treat-
ments, resulting in having to persuade their doctors to prescribe
certain treatments and feeling fortunate if their doctor agreed43.
Overall, the findings from the current study suggest a lack of
proactive care within the healthcare system, where women
perceive the need to take an active role in advocating for
themselves to ensure they receive adequate care and treatment.
Whilst self-advocacy and increased knowledge can be empower-
ing and improve patient-HCP interactions, it should not be a
requirement for the receipt of high-quality care.

Limitations
The study respondents had higher levels of education, a higher
household income, and a higher proportion of white individuals
compared to the general UK population. Therefore, the experi-
ences and perspective captured in this study may not fully
represent the wider UK population, as well as the experiences of
ethnic minorities and disadvantaged populations in the UK, who
may face additional challenges and negative experiences with
menopausal care provision. Additionally, whilst social media
recruitment and online survey delivery were chosen to maximise
the sample size, this will have resulted in recruitment bias. For
instance, it is likely that those who sought help for mental health
symptoms related to their menopause will have been over-
represented, and, as such, the care experiences of the current
sample may differ from the wider population of menopausal
women in the UK. Moreover, individuals with negative experi-
ences of care provision may have been more inclined to
participate. These factors should be taken into consideration
when interpreting the findings and extrapolating them to the
wider UK population.

CONCLUSION
Taken together, the findings from this study highlight the need for
immediate improvements in the delivery of healthcare services for

women going through the menopause and menopause transition
in the UK. The study brings to light the importance of recognising
the unique care requirements of women who have undergone
medically induced menopause, as their needs may differ from
those who experience natural menopause. Furthermore, it is
essential for HCPs to have an understanding of the physiological
and psychological changes that occur during the menopause
beyond the stereotypically associated symptoms, as well as the
available treatment options, including the option of referring
women to more specialised women’s health services.
The findings from the current study also emphasise the

importance of delivering empathetic and supportive care to
women during the menopause. Women’s experiences and
symptoms during this phase of life can be challenging and
disruptive, both physically and emotionally. It is crucial for HCPs to
demonstrate empathy, actively listen to women’s concerns, and
validate their experiences. Providing a supportive environment
where women feel understood, heard, and respected is likely to
improve their overall care experience and contribute to better
outcomes.
Furthermore, involving women in decision-making processes

regarding their menopausal care is paramount. Women should be
encouraged to actively participate in their own care by being
provided with comprehensive information about available treat-
ment options, including their benefits, risks, and potential
alternatives. By involving women in decision-making, HCPs can
ensure that care plans are individualised, taking into account
women’s preferences and goals. This collaborative approach can
help foster a sense of ownership and empowerment, enabling
women to make better informed choices about their health and
wellbeing.

METHODS
Participants
Participants were recruited between January 2023 and March
2023 via email, paid Facebook and Instagram advertisements,
organic posts on the Cambridge Centre for Neuropsychiatric
Research Facebook and Twitter pages, and Reddit. Recruitment
messages were also disseminated by word-of-mouth and through
relevant foundations and support groups. Inclusion criteria for the
study were: (1) ≥ 18 years, (2) UK residence, (3) must be currently
experiencing symptoms of the menopause or menopause
transition (e.g., hot flushes, mood changes, night sweats, irregular
or absent periods, decreased sex drive) and belong to one of the
following groups: (i) early perimenopause stage: significant
change in the length of menstrual bleed or the time between
periods that is not due to pregnancy or breastfeeding, stress, or a
medical condition, (ii) late perimenopause stage: no menstrual
bleeding in 3–11 months not due to pregnancy or breastfeeding,
stress, or a medical condition, (iii) post-menopause: no menstrual
bleeding in 12 months not due to pregnancy or breastfeeding,
stress, or a medical condition, or (iv) medically induced
menopause: no menstrual bleeding due to hysterectomy with
one or two ovaries retained or other medical procedure.
Participants were also required to not be currently pregnant or
breastfeeding and did not have to have been diagnosed with a
mental health condition to take part in the study. There were no
other inclusion criteria. Participants were invited to enter their
email for the chance to win one of three £50 Highstreet vouchers.

Materials and procedure
Given the uniqueness of the UK’s healthcare system and the fact
that, to our knowledge, there is no validated measure that can
capture the nuances of healthcare experiences and perceptions
specific to the menopause, the creation of an anonymous online
survey was deemed appropriate for the current study. The survey
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was created using Qualtrics XM® in order to explore the current
state of care provision offered via healthcare services in the UK
throughout the menopause and menopause transition. The survey
questions and accompanying study materials were designed in
consultation with an experienced psychiatrist (SB).
The survey could be completed in 15-20 minutes and com-

prised eight sections: (1) participant information sheet detailing
the rational for the study, (2) electronic consent form, (3) socio-
demographic information, (4) healthcare provision throughout the
menopause, (5) mental health symptoms and care provision
throughout the menopause, (6) menopause-specific quality of life
symptoms, (7) experiences and interest in using digital technology
for mental health symptoms related to the menopause, and (8)
debrief. For the purpose of the current study, data regarding
mental health symptoms and data from sections six and seven
were not included. The survey was adaptive in nature, such that
only relevant questions were asked based on previous responses.
It also included an optional open-ended question regarding
whether respondents had received any comments about the
menopause from a HCP that had seemed unusual or inappropriate
and how that made them feel.

Data analytic strategy
Quantitative data were processed and analysed in SPSS version
28.0.1.1. Figures were created using Excel version 2206 and
PowerPoint version 2206 (Microsoft Office 365). Group differences
(i.e., early perimenopause stage, late perimenopause stage, post-
menopause, medically induced menopause) in continuous vari-
ables were explored using one-factor ANOVAs, with effect sizes
reported as eta-squared (η2; small= 0.01, medium= 0.06, large=
0.1446). Where appropriate, pairwise comparisons subject to the
Bonferroni-correction method for multiple comparisons were
conducted. Group differences in ordinal variables were explored
using Kruskal-Wallis H tests, with posthoc Mann-Whitney U tests
subject to the Bonferroni-correction method for multiple compar-
isons conducted where appropriate. Effect sizes are reported as r
(small= 0.10, medium= 0.30, large= 0.5046). Comparisons on
binary variables were conducted using Chi-Square tests (χ²) or
Fisher’s Exact Test (FET) for low frequency data (i.e., values below
five). Effect sizes are reported as Cramer’s V (φc; small= 0.10,
medium= 0.30, large= 0.5046).
Qualitative data were analysed following the recommended six

stages of thematic analysis47. These data comprised (optional)
open-ended responses regarding comments about the meno-
pause from a HCP that had seemed unusual or inappropriate and
how that made them feel. Given that this question aimed to
gather in-depth views of negative experiences regarding meno-
pausal care provision, only responses from those who had
reported having received poor or very poor quality of menopausal
care by their HCP were included in the analysis. The following
steps were conducted: (1) The second author (EF) became familiar
with the data by reading and rereading the open-ended
responses and noting down ideas. (2) The second author (EF)
generated initial codes, and a codebook was produced, including
a brief descriptions for each code. (3) The first two authors (NAM-
K, EF) performed a blinded allocation of codes to each of the
open-ended responses using the codebook. (4) Following this, any
inconsistencies in coding were discussed until a consensus was
reached. (5) The codes were then condensed into broad themes,
with the first and second authors generating themes separately.
(6) These were then discussed until a consensus was reached.

DATA AVAILABILITY
The datasets used and analysed during the current study are available from the
corresponding author (SB) on reasonable request.
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