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Abstract: Background: Hormone Replacement Therapy remains underutilised and under-researched
in low- and middle-income countries (LMICs), despite its potential to alleviate menopausal
symptoms. Pharmacists, as accessible healthcare providers, play a pivotal role in shaping perceptions
and improving access to HRT. This study explored pharmacists' perspectives on the use, cost, and
availability of HRT across six LMICs. Methods: A cross-sectional survey was conducted from January
1 to March 31, 2025, as part of the Global Menopause Project. Pharmacists working in community,
hospital, and private sector settings in Malaysia, Sri Lanka, Nepal, Nigeria, Ghana, and Tanzania
were recruited (minimum n=50 per country) via e-poster invitations. Participants completed an
anonymous online questionnaire. The questionnaire was piloted prior to dissemination, assessed
HRT availability, pricing, and perceived barriers to use. Findings: A total of 331 pharmacists
responded: Ghana (18-4%), Sri Lanka (17-5%), Tanzania (16:9%), Nepal (16:6%), Malaysia (15-4%), and
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Nigeria (15-1%). The respondents were almost equally distributed between sexes (50-8% were
female), and most were aged 26-35 years (49-0%). The majority worked in private community
pharmacies (41-7%) or government hospitals (32:6%), and 57-4% were based in urban areas. HRT costs
varied widely, with Sri Lanka reporting the highest prices and Malaysia the lowest. Key barriers
identified included low health literacy, economic constraints, and limited healthcare access.
Interpretation: Significant disparities exist in HRT access and affordability across LMICs, with urban-
rural gaps further compounding inequities. Pharmacists’ insights underscore the urgent need for
inclusive, equitable strategies in menopausal care and women's health policy in resource-limited
settings.

Keywords: availability; acceptability; hormone replacement therapy; low- and middle-income
countries; pharmacists

Evidence before this study

To our knowledge there has been minimal evidence available to report the pharmacists’ perception
on Hormone Replacement Therapy globally.

Added value of this study

The MARIE project is the first multi-work package project exploring perimenopause, menopause
and post-menopause, whether this be natural, surgical or medical among cis and trans-gender
population. This paper is a reflection of the WP2a-1 results linked to exploring the pharmacists’
perception on the availability and acceptability of Hormone Replacement Therapy in Low- and
Middle-Income countries like Sri Lanka, Nepal, Malaysia, Ghana, Nigeria and Tanzania.
Implications of all the available evidence

This exploratory study shows gaps in knowledge, misconceptions, and access to HRT. The need
for better understanding of HRT within the pharmacists community is vital as they are well placed
to information to support patient’s manage perimenopause, menopause and post menopause. In
high income countries such as the UK pharmacists are encouraged to provide information
including directing patients to doctors that can support symptom management. Training programs
to support upskilling of pharmacists can add value to LMIC healthcare systems. From a
sociological perspective, whilst cultural, faith and costs can influence discussions about
menopausal health in low middle income countries, empowering patients to choose their preferred
treatment is vital. This can lead to creating a culture of awareness and equity to support women’s

health care. This study also helps us to conduct a wider study with other health care professional

in the future to better integrate menopausal care offered.

Introduction

Hormone Replacement Therapy [HRT] is commonly utilised to manage physiological and
psychological symptoms associated with perimenopause, menopause, and post-menopause, whether
it occurs naturally, surgically or is medically induced [1,2]. The decline in circulating concentrations
of oestrogen and progesterone during these stages can lead to vasomotor and genitourinary
symptoms and mood disturbances [3]. HRT could alleviate these symptoms and offer benefits such
as maintenance of bone mineral density and potential cardiovascular protection, particularly when
initiated near the onset of menopause [4,5].

Women undergoing early or surgical menopause are at heightened risk for vasomotor and low-
mood symptoms, sexual dysfunction, and long-term consequences such as osteoporosis,
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cardiovascular disease, and cognitive decline [6]. Globally, over 70% of women experience vasomotor
symptoms during menopause, with many reporting substantial impacts on sleep, mental health,
work productivity, and overall quality of life. Therefore, HRT could act as a preventive strategy to
mitigate these risks [7,8]. Clinical decision making regarding the use of HRT requires an
individualised and evidence-based risk-benefit assessment [4,5,9].

As the global population of women continue to rise, the demand for optimal menopausal care
is expected to grow. In high-income countries (HICs), HRT is commonly prescribed as part of
standard menopausal care, to improve quality of life and long-term health outcomes [6]. However,
the use of HRT is far from universal, especially in low- and middle-income countries (LMICs), where
its availability and acceptability remain limited due to several interconnected factors such as
economic constraints [10], inadequate healthcare infrastructure, and a lack of public awareness
regarding menopausal health [11]. The decision to use HRT is also influenced by cultural attitudes
towards menopause, which may vary significantly across regions [12]. In some societies, menopause
is viewed as a natural phase of life, and women may be reluctant to seek medical treatment,
particularly one that involves hormonal interventions [13,14]. Furthermore, the cost of medicines,
which is often more prohibitive in LMICs relative to the national average earnings and due to
importation taxes and limited production, can also act as a significant barrier [15]. Moreover,
following the publication of the Women’s Health Initiative (WHI) trial, global HRT use declined
sharply due to concerns about increased risks of breast cancer and cardiovascular disease. However,
subsequent analyses have revealed that the risk-benefit profile is more favourable for younger
women or those initiating treatment near the onset of menopause.

While the World Health Organisation has highlighted the need for affordable healthcare access
for women [16], the implementation of such recommendations remains uneven, with many countries
struggling to provide comprehensive treatment options for menopausal women. In many LMICs, the
absence of national clinical guidelines for menopause management, along with the exclusion of HRT
from essential drug lists and weak referral systems, further limits access and appropriate use.

Enhancing menopausal health aligns with Sustainable Development Goal 3, which advocates
for universal access to healthcare and the reduction of non-communicable disease burden among
ageing populations.

Pharmacists, as key healthcare professionals, play a crucial role in achieving this, shaping the
accessibility and acceptability of medications like HRT. Their responsibilities often extend beyond
dispensing medications as they provide vital counsel to educate patients about the treatment options
and collaborate with physicians to optimise therapeutic regimens, particularly in HICs such as the
United Kingdom (UK) [17]. In LMICs, pharmacists may face challenges such as limited professional
autonomy, lack of menopause-focused continuing education, and gender dynamics that can hinder
open discussions about menopausal symptoms with women clients. Despite the importance of
pharmacists in the healthcare delivery process, there is a paucity of research data examining their
views and practices on the availability and acceptability of HRT in LMIC settings. This gap highlights
the need for a more nuanced understanding of how pharmacists view and address the barriers linked
to HRT use in LMICs. To gain initial insights, we developed a pilot study as part of a multifaceted
global menopause project, MARIE[18] to explore the perspectives of pharmacists on HRT use, cost
and availability across six LMICs.

Methods

Study Design and Participants

This is a cross-sectional study conducted as a part of the multifaceted global menopause project,
MARIE (supplementary file 01) , and is reported according to the Strengthening the Reporting of
Observational Studies (STROBE) (Supplementary file 02) in Epidemiology guidelines for cross-
sectional studies [19].
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Pharmacists working in community, public and private hospital settings in Malaysia, Sri Lanka,
Nepal, Nigeria, Ghana and Tanzania were included. The study was conducted from the 1+t of January
to the 31t of March 2025, and participants were invited using e-posters to participate in an
anonymous online survey to prevent bias.

The online survey was made available in English language. The survey was actively promoted
by MARIE project Principal Investigators (PIs) based in Sri Lanka, Malaysia, Nepal, Nigeria, Ghana
and Tanzania.

Data Collection Tool

Data was collected using a structured online questionnaire (supplementary file 3). Open-ended
follow-up questions were used to obtain detailed descriptions, and examples were: “In your
experience, what are the main challenges or barriers that prevent women in underserved
communities from accessing HRT?”, “What resources, training, or support would help you better
advise and provide HRT to underserved populations in your practice?”, “Are there specific concerns
or misconceptions about HRT among patients, and how do you address these during counselling?”,
“Do you think alternative non-pharmacological treatments to manage the menopausal symptoms
would be of any help?”, “Please justify your above answer”.

The questionnaire was content and face-validated using experts in the field and pretested with
10 pharmacists prior to data collection.

Sample Size Calculation

The below formula was used to calculate the sample size for each country.

Z>xp(1-p)

82

Sample size =

! (zszil—p) )
e’N
N = population
e =margin of error (percentage in decimal form)
z = z-score* (how many standard deviations the data is from the mean)
*A 95% confidence level is a z-score of 1-96.

The number of pharmacists in Sri Lanka is steadily declining as qualified professionals migrate
overseas. As of November, re-registration data from the Sri Lanka Medical Council (SLMC) indicated
that only 6,700 pharmacists were actively practising across the country [20].

In Nigeria, although there are 21,892 registered pharmacists, only 12,807 (58-5%) were actively
licensed and practicing as of 2016, based on data from the Pharmacists Council of Nigeria [21].

Malaysia has 19,260 registered pharmacists with active practising certificates, regulated by the
Pharmacy Board of Malaysia under the country’s pharmacy laws [22].

Tanzania has 2111 pharmacists registered to practice [23].

In Ghana, the Pharmacy Council regulates the practice of pharmacy professionals. According to
recent data, there are approximately 9,000 registered pharmacists in the country, with around 7,000
reported to be in active practice [24].

In Nepal, 4,829 pharmacists were registered with the Nepal Pharmacy Council as of March 25,
2020 [25].

Given the varying number of active pharmacists across these countries and for the purpose of
maintaining consistency and comparability across data sources, we have decided to recruit a sample
size of 50 pharmacists per country, with an additional 5 participants per country to account for
potential non-response or incomplete data.
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Statistical Analyses

Aiming to recruit a sample of 50 pharmacists as a minimum per country across six countries
yielded a sample of 331 participants. We summarised demographic and professional characteristics
using frequencies (%), and compared responses across countries using the Chi-square or Fisher’s
exact tests for categorical variables like gender, age, educational level, location. A thematic analysis
was conducted on open-ended responses from pharmacists to explore underlying perspectives and
contextual factors influencing HRT use. This qualitative approach enabled the identification of
recurrent patterns, attitudes, and perceived barriers across diverse healthcare settings.

Ethical Aspects

The data collection was led by the MARIE-Sri Lanka team following approval from the Ethics
Review Committee at the Faculty of Allied Health Sciences, University of Ruhuna, Galle, Sri Lanka
(Reference number: 2024-07-421).

Results

Socio-Demographic Characteristics of Pharmacists

The survey collected responses from 331 pharmacists across six countries: Sri Lanka (17-5%, n =
58), Tanzania (16-9%, n = 56), Malaysia (15-4%, n = 51), Ghana (18-4%, n = 61), Nigeria (15-1%, n = 50),
and Nepal (16:6%, n = 55). A total of 49% (n=162) of the pharmacists were aged between 26 and 35
years, and 50-8% (n=168) were female.

Among the respondents, 41-7% (n = 138) worked in private community pharmacies (Sri Lanka
(23-1%, n = 32), Tanzania (15-9%, n = 22), Malaysia (8:7%, n = 12), Ghana (29%, n = 40), Nigeria (13-8%,
n=19), and Nepal (9-4%, n =13)), 32:6% (n=108) worked in government hospitals (Sri Lanka (13-8%,
n = 15), Tanzania (14-8%, n = 16), Malaysia (34-2%, n = 37), Ghana (3-7%, n = 4), Nigeria (21-3%, n =
23), and Nepal (12%, n = 13)) and 16-6% (n = 55) were employed in private hospitals (Sri Lanka (3-:6%,
n =2), Tanzania (14-5%, n = 8), Malaysia (3-6%, n =2), Ghana (21-8%, n = 12), Nigeria (7-3%, n=4), and
Nepal (49:1%, n = 27)). A smaller proportion of respondents worked in government community
pharmacies (3-9%, n = 13) or in other sectors like clinical pharmacy and regulatory pharmacy (5-1%,
n = 17). There was a statistically significant difference in the distribution of pharmacists’ positions
across professional groups by country (x2 = 141-3, p < 0-0001).

Among the respondents, 35% (n=116) held a Bachelor of Pharmacy (BPharm) degree, while 23%
(n=76) had a Bachelor of Science in Pharmacy (BSc in Pharmacy). Additionally, 13-6% (n=45) held a
Certificate of Proficiency or Efficiency, and 13-3% (n=44) had a Higher National Diploma. The
remaining respondents held postgraduate qualifications, including Master of Pharmacy (MPharm)
(8-8%, n=29), Doctor of Pharmacy (PharmD) (2-1%, n=7), Doctor of Philosophy (PhD) (1-2%, n=4),
Master of Philosophy (MPhil) (0-9%, n=3), and other degrees (2:1%, n=7). There was statistically
significant heterogeneity in the distribution of the highest educational qualifications across countries
(x2=371-5, p < 0-0001).

Most of the pharmacies (57-4%, n = 190) were based in urban areas, while 32:9% (n = 109) were
in semi-urban areas, and 9-7% (n = 32) were in rural areas. There was a statistically significant
difference in the distribution of pharmacy locations by level of urbanisation (urban, semi-urban and
rural) across countries (x? = 24-43, p = 0-0065).

Socio-demographic characteristics of pharmacists are presented in Table 1.
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Table 1. Socio-demographic characteristics of pharmacists.
Characteristics Chi-
Sri Lanka | Tanzania Malaysia Ghana Nigeria Nepal
(n=58) (n=56) (n=51) (n=61) (n =50) (n =55) Total square
P value
Gender
Female 37 (63 8%) | 26 (46- 4%) 38 (74 5%) 26 (42 6%) 24 (48%) 17 (30- 9%) 168 (50 7%) <0- 0001
Male 21 (36:2%) | 30 (53 6%) 13 (25 5%) 35 (57 4%) 26 (52%) 38 (69 1%) 163 (49- 3%)
Age groups
20 to 25 years 5 10 0 21 2 8 46 (13- 9%) <0- 0001
26 to 30 years 6 14 12 16 23 12 83 (25 1%)
31 to 35 years 10 14 15 13 14 13 79 (23- 9%)
36 to 40 years 15 6 12 9 2 10 54 (16: 3%)
41 to 45 years 6 8 8 2 6 10 40 (12- 1%)
46 to 50 years 9 2 2 0 0 0 13 (3-9%)
51 to 55 years 3 2 2 0 2 1 10 (4- 8%)
Above 56 years 4 0 0 0 1 1 6 (0- 3%)
Highest educational qualification
Certificate of Proficiency or Efficiency 28 8 0 2 7 45 (13- 6%) <0- 0001
Higher National Diploma 6 26 0 0 0 12 44 (13- 3%)
BSc in Pharmacy 2 12 3 49 9 1 76 (23%)
BPharm 20 4 39 4 33 16 116 (35%)
Postgraduate 2 4 7 6 7 17 43 (13- 0%)
Other 0 2 2 0 1 2 7 (2- 1%)
Position in professional group
Community Pharmacist- Government 7 6 0 0 0 0 13 (39 %) <0- 0001
Community Pharmacist- Private 32 22 12 40 19 13 138 (41- 7 %)
Hospital Pharmacist - Government 15 16 37 4 23 13 108 (32: 6 %)
Hospital Pharmacist - Private 2 8 2 12 4 27 55 (16° 6 %)
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Pharmacists’” Awareness and Availability of HRT for Dispensing

Among the total respondents, 91-5% (n =303) of pharmacists were aware that HRT is prescribed
for perimenopausal, menopausal, and postmenopausal women. There was statistically no significant
difference between countries in terms of their awareness (x? = 9-246, p = 0-0996). Although 91-5% of
surveyed pharmacists reported being aware of HRT, further analysis of their responses revealed
notable misconceptions regarding its definition and application. Specifically, some respondents
identified oral contraceptives as forms of HRT in all the countries, reflecting a misunderstanding of
the distinct therapeutic indications and hormonal compositions of these treatments. Furthermore,
explanations provided by pharmacists for patients' reluctance to initiate HRT included reasons such
as “consuming emergency contraceptive pills”, “misconceptions about family planning prevent them
from accessing these services” and “not being with their husbands or having no intention of further
childbearing, hence perceiving no need for HRT” as noted in Ghana.

Among all respondents, 68:9% (n = 228) of pharmacists reported that HRTs were available for
dispensing in their respective countries. The highest proportion was reported in Nepal (92-7%, n =
51), while the lowest was in Nigeria (42%, n = 21). There was a statistically significant difference
among countries regarding the availability of HRTs for dispensing (x2=56-77, p < 0-0001).

The most commonly available HRTs reported by pharmacists included Estradot (estradiol),
Femoston (estradiol and dydrogesterone), Progynova (estradiol valerate), Tibolone, Depo-Provera
(medroxyprogesterone  acetate)) ~ Angeliq  (drospirenone and  estradiol),  Provera
(medroxyprogesterone acetate), Lenzetto (estradiol), Combi-Patch (estradiol and norethindrone),
Evorel (estradiol and norethisterone), Duphaston (dydrogesterone), Duavee (estrogens and
bazedoxifene), Prometrium (micronized progesterone), and Premarin vaginal cream (conjugated
estrogens). Additionally, perimenopausal women were also using intrauterine devices such as
Mirena (levonorgestrel) and Eloira (levonorgestrel). Depo-Provera was available for all six countries.
The HRTs reported as available across the countries are presented in Table 2.

In Sri Lanka, the majority of pharmacists (72-4%, n=42) incorrectly identified oral contraceptive
pills (OCPs) or emergency contraceptive pills as HRTs. Similarly, some pharmacists in other countries
also mistakenly identified OCPs or emergency contraceptive pills as HRTs, including Tanzania
(16-:0%, n=9), Malaysia (9-8%, n=5), Ghana (13-1%, n=8), Nigeria (10%, n=5), and Nepal (7-8%, n=4).
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Sri Lanka

Tanzania

Malaysia

Ghana

Nigeria

Nepal

Depo-Provera

Femoston mono

Primerin  vaginal
cream

Tibolone

Vaginal Oestrogen
Estradot

Femoston Conti
Testosterone
Mirena Coil

Progynova

Depo-Provera
Evorel
Lenzetto
Progynova
Prometrium
Vaginal Oestrogen
Mirena Coil
Duphastone
Angeliq
Provera
Femhrt
Angeliq
Duavee

Combipatch
Dydrogesterone
Primerin vaginal

cream

Depo-Provera

Femoston mono
Primerin vaginal

cream
Tibolone

Vaginal Oestrogen
Angeliq

Estradot
Femoston Conti
Testosterone
Mirena Coil
Progynova
Provera
Combipatch
Premarin
Prometrium

Evorel

Depo-Provera
Duavee

Estradot
Lenzetto
Oestrogen Only
Spray

Primarin vaginal
cream

Progynova
Prometrium
Sandrena
Tibolone

Vaginal
Oestrogen
Provera
Cyclogest
pessaries

Angeliq

Estriol ~ vaginal

cream

Depo-Provera
Combipatch
Progynova
Provera
Testosterone
Evorel
Lenzetto
Angeliq
Oestrogen Only
Spray

Vaginal
Oestrogen

Estradot
Primarin vaginal

cream

Duphaston

Depo-Provera

Femoston mono

Primerin vaginal cream

Duavee
Estradot
Mirena Coil
Angeliq
Combipatch
Dupahston
Gestofit
Mirena Coil
Vaginal Oestrogen
Testosterone
Eloira IUD
Susten

Edil

estrofem
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HRT Pricing Variations Across Countries

HRT pricing varied significantly across the countries. In Sri Lanka, the Mirena coil was the most
expensive HRT at US$101, followed by Depo-Provera at US$25. In contrast, Malaysia offered the most
affordable options, with Progynova priced as low as US$0-20, followed by Provera (US$6), Premarin
(US$18), Angeliq and Depo-Provera (each at US$22), and Tibolone (US$25). Nepal displayed a
moderate pricing structure, with the Mirena coil available at US5$36, Femoston Mono at US$22, and
Premarin at US$5-50. Nigeria reported relatively lower prices for some products, such as Depo-
Provera at US$3 and Progynova at US$25, though vaginal oestrogen was higher at US$38. Tanzania
reported the highest prices for certain products, including Lenzetto at US$122 and Depo-Provera at
US$120, while Angeliq and vaginal oestrogen were priced at US$19 and US$60, respectively. Ghana's
prices fell in the mid-to-high range, with Depo-Provera at US$65, Provera at US$40, Progynova at
US$10, vaginal oestrogen at US$20, and Tibolone at US$20.

HRT Dosages Across Countries

Sri Lankan pharmacists have reported only the doses of Depo-Provera (150 mg) and Femoston
(Img and 2mg).

In Tanzania, Depo-Provera was reported in 75 mg to 150 mg doses. Duavee (conjugated
oestrogen) was available in 0-625 mg and 1-25 mg strengths. Vaginal cream was dispensed in amounts
of 1-2 g. Other formulations included Evorel 25 mcg, Mirena coil (levonorgestrel) 150 mg, and
Duphaston 10 mg.

Malaysian pharmacists reported Premarin was available in a 0-625 mg dose. Depo-Provera came
in a 150 mg dosage. Provera was available in dosages ranging from 5 mg to 10 mg. Progynova was
offered in doses of 1 mg to 2 mg. Prometrium was available in a 100 mg dose. Estradiol was available
in a 1 mg dose, while Dydrogesterone was offered in a 10 mg dose. Evorel came in dosages ranging
from 1 mg to 2 mg. Lastly, Femoston-Conti combined 1 mg of estradiol and 5 mg of dydrogesterone.

In Ghana, Depo-Provera was available in a 150 mg dosage. Progynova was offered in doses
ranging from 1 mg to 2 mg. Estriol vaginal cream (Ovestin) was available in a 500 mcg dosage.
Provera was available in a 5 mg dose. Cyclogest pessaries were offered in dosages of 200 mg to 400
mg. Vaginal estrogen tablets were available at 10 mcg per tablet. Tibolone tablets came in a 2-5 mg
dose. Vaginal creams were available in concentrations of 0-1% and 0-01%. Estradot transdermal
patches were offered in dosages of 25 mcg, 50 mcg, 75 mcg, and 100 mcg. Estradot spray was available
at 1.53 mg per spray. Evorel transdermal patches were available in dosages of 25 mcg, 50 mcg, 75
mcg, and 100 mcg. Femoston Mono tablets were available in dosages of 1 mg and 2 mg. Estradot gel
was offered in 0-5 mg, 1 mg, and 1-5 mg dosages.

Provera was available in dosages of 2-5 mg, 5 mg, and 10 mg in Nigeria Duphaston was available
in a 10 mg dosage. Progynova was offered in doses of 1 mg, 2 mg, and 10 mg. Levofem, which
contains 0.15 mg of Levonorgestrel and 0-03 mg of Ethinylestradiol, was available with ferrous.
Duavee was available in a 500mcg dose. Depo-Provera was available in a 150 mg dosage.
Testosterone was available in a 100 mg dose. Premarin (Conjugated Estrogen) tablets were available
in dosages of 0-3 mg, 0625 mg, 0-9 mg, and 1-25 mg. Premarin vaginal cream was available at a
concentration of 0-625 mg per gram, and Premarin estrogen cream was available in a 0.625 mg dose.

Nepal reported Premarin estrogen cream was available in a 0-625 mg dose. Estradot was offered
in dosages of 1 mg and 2 mg, and conjugated estrogen was available at 0-625 mg. Eloira IUD, which
contains 20 mcg of levonorgestrel, and Mirena coil with 20 mcg of levonorgestrel were available.
Susten was offered in 100 mg and 200 mg dosages. Edil was available in 1 mg and 2 mg doses. Ovral
L, Ovral G, Loette, Premarin, and Dydrogesterone (2 mg) were available. Delivery was available in a
10 mg dose. Conjugated estrogen tablets were offered in dosages of 0-625 mg and 0-3125 mg. Estradiol
vaginal cream was available at a concentration of 0-01%. Estradiol (2 mg) and Dydrogesterone (10
mg) were available together. Depo-Provera was available in 50 mg, 100 mg, and 150 mg dosages.
Testosterone was available in dosages ranging from 0-03 mg to 1-5 mg. Duphaston was available in a
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10 mg dose. Gestofit and Estroflav capsules were available in dosages of 100 mg and 200 mg. And
also, Femoston Mono tablets were available in dosages ranging from 1 mg to 10 mg.

Dosage Forms Preferred by Patients

According to pharmacists, tablets were the most preferred dosage form for HRT among patients
(79-2%), followed by vaginal gels/creams (32%), transdermal patches (15-7%) and vaginal or nasal
sprays (5:7%). There was a statistically significant difference in the types of HRT dosage forms
available between countries (x2 = 68-64, p <0-0001)

Pharmacists View on Level of Awareness of HRT Among the Patients

According to pharmacists across all six countries, the level of awareness and understanding of
HRT among patients was very low, with 88-8% reporting limited knowledge. Among them, view of
the Nepal pharmacists showed the highest awareness and understanding of HRT among patients (20
%) (Table 3). However, there was no significant difference between countries in terms of patients’
level of awareness regarding HRT (x2 =996, p = 0-0763).

Table 3. Level of awareness and understanding about HRT among the patients of six countries.

Country High level (n, %) Low level (n, %)
Sri Lanka 3,52% 55, 94-8%
Tanzania 4,71% 52, 92-9%
Malaysia 3,59% 48,94-1%

Ghana 9,14:8% 52, 85:2%
Nigeria 7,14-0% 43,71-7%

Nepal 11, 20 % 44, 80%

The majority of pharmacists (57-1%) expressed willingness to discuss HRT with perimenopausal,
menopausal, and postmenopausal women. Among the total, 67-4% of pharmacists believed that
alternative non-pharmacological treatments can help manage menopausal symptoms.

For the question, “In your experience, what are the main challenges or barriers that prevent
women in underserved communities from accessing HRT?” pharmacists from Nepal, Nigeria,
Ghana, Malaysia, Tanzania, and Sri Lanka consistently identified a range of socio-cultural,
educational, economic, and healthcare system-related barriers that hamper women in underserved
communities from accessing HRT.

The following key themes emerged from the responses of the pharmacists.

Lack of Awareness and Health Literacy

A prominent barrier reported across all countries was the limited awareness and understanding
of menopause and HRT. According to the respondent pharmacists, many women in these countries
are unaware of the availability of HRT or do not recognise menopause-related symptoms as
conditions that warrant medical attention. This is compounded by low levels of general and health-
specific literacy, particularly in rural or illiterate populations.

“They are miscommunicated & mislead by some of the people in our society who are less in education
in medical field but educated in English or some other field” (Sri Lanka)

“Lack of knowledge about the menopause and the risks and benefits of HRT by women” (Malaysia)

“Unawareness on pre/post-menopausal issues that require clinical advice” (Malaysia)
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“They lack the general knowledge on the use of Hormone Replacement Therapy and its health benefits

during the menopausal and post-menopausal phase” (Ghana)
“Women think them self those type medicines are like otc medication” (Nigeria)

Economic Constraints and Drug Affordability

From a public health standpoint, economic barriers represent a critical impediment to equitable
access to HRT. In contexts characterised by high out-of-pocket health expenditure and limited
insurance coverage, the cost of HRT can be prohibitive, disproportionately affecting low-income
populations. Financial insecurity, exacerbated by broader socioeconomic inequities, limits women's
ability to initiate and sustain treatment, even when HRT is technically available. Clinically, this
translates into suboptimal management of menopausal symptoms, increased risk of untreated
comorbidities, and avoidable deterioration in quality of life. Pharmacists and frontline providers
consistently report that cost considerations often override clinical need in treatment decisions,
indicating a misalignment between therapeutic availability and accessibility. These findings
underscore the necessity of integrating affordability-focused interventions such as subsidy programs,
inclusion of HRT in essential medicines lists, and expanded insurance coverage into public health
strategies aimed at improving menopausal care.

“Payment required is higher than what they can afford” (Tanzania)

Misinformation and Fear of Adverse Effects

Misinformation surrounding the safety and side effects of HRT was identified as a critical
deterrent. Pharmacists suggested that myths such as the fear of weight gain, cancer risk, or long-term
hormonal imbalance often led to reluctance or refusal to initiate therapy. In some regions, women
believe menopause is a natural life stage that does not require medical intervention.

“Fear of getting fat” (Nigeria)

Cultural and Religious Beliefs

Cultural norms and religious doctrines constitute significant sociocultural determinants
influencing healthcare-seeking behaviours, particularly in the context of menopause and HRT.
According to the perception of pharmacists, from settings such as Nigeria and Tanzania suggest that
deeply embedded patriarchal structures and gendered expectations frequently constrain women's
autonomy in making informed health decisions. According to them, religious interpretations may
further stigmatise discussions around menopause or the use of pharmacological interventions such
as HRT, framing them as unnatural or morally inappropriate. In many instances, male family
members exert substantial influence either explicitly or implicitly over whether women are permitted
to access treatment, thereby reinforcing structural barriers to care. These dynamics underscore the
critical need for culturally sensitive, gender-transformative approaches that address power
asymmetries and promote equitable health decision-making.

“Men do not allow woman to use HRT” (Tanzania)

Stigma and Social Taboos

The stigmatisation of menopause and discomfort in discussing reproductive health issues were
highlighted, particularly in Nepal, Malaysia, and Sri Lanka. Many women feel embarrassed to
disclose symptoms or seek advice, resulting in silence and neglect of treatment options.

“In Sri Lanka, women are shy to discuss about HRT” (Sri Lanka)
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“Readiness to be treated is still low” (Tanzania)

“Most perceived menopause as a normal stage in womanhood. everyone will experience it”
(Malaysia)

“Some women felt embarrassing to discuss this issue or some do not know who to seek for advice”

(Malaysia)

Limited Access to Healthcare Facilities and Providers and Availability

Access to healthcare infrastructure, including specialists knowledgeable in managing
menopause, is limited in many underserved settings. Geographic barriers such as long distances to
clinics, inadequate transportation, and long wait times further impede access. In Ghana and
Tanzania, for instance, HRT is reportedly only available in tertiary-level or urban healthcare centres.

“Pharmacists are not available in most community pharmacies and patients don’t get proper

instructions” (Sri Lanka)

“Such drugs are available in big health facility” (Tanzania)

“Distance between the community and the pharmacy shop” (Ghana)

“Poor healthcare access makes it difficult to receive proper prescriptions and follow-up care” (Ghana)
“It’s not even available here” (Nigeria)

“Gynaecology clinics are not functioning in most Government hospitals” (Sri Lanka)

Systemic Gaps in Healthcare Delivery

Pharmacists from several countries noted systemic issues such as under-prescribing of HRT due
to a lack of trained professionals, especially in primary care. Poor communication between healthcare
providers and patients was also mentioned as a contributing factor.

“HRT only available in Hospital Formulary & categorised as A class drug according to MOH
Formulary which can be started by Gyn and Obs specialist only” (Malaysia)

“There are few specialized physicians in these areas and hence the issue has been under prescribing

even in the face of high prevalence of menopause-related symptoms” (Ghana)

Out of those themes ‘Lack of Awareness and Health Literacy’, ‘Economic Constraints and Drug
Affordability” and ‘Limited Access to Healthcare Facilities and Providers and availability” (Figure 1)
were the most commonly mentioned barriers and challenges by pharmacists from different countries
(Table 4).
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Table 4. Number of Pharmacists and the different barriers and challenges rated in different countries.

Lack of Misinformation | Cultural Stigma and | Economic Limited Systemic
Awareness | and Fear of and Social Constraints Access to Gaps in
and Health | Adverse Effects | Religious Taboos and Drug Healthcare | Healthcare
Literacy Beliefs Affordability | Facilities Delivery
and
Providers
and
availability
Sri Lanka | 27 4 6 9 21 6 1
Tanzania 35 3 3 1 15 18 4
Malaysia | 31 5 0 7 5 4 2
Ghana 33 3 5 6 22 21 2
Nigeria 28 4 3 3 16 8 0
Nepal 44 3 2 11 15 4 0

CAUSES HEALTH SOLUTIONS
e Lack of awareness IN EQUALITI Es e Public education

and health literacy campaigns

CONSEQUENCES

» Misinformation e Culturally
and adverse events sensitive

* Health disparities el TeTEETE

e Cuitural and

religious beliefs e Increased morbidity

e Community-
* Poor treatment based approaches
adherence

 Stigma and social
taboos  Improving
* Delayed diagnoses affordability
of treatments

e Economic contraints
and drug affordabilit)

e Limited access to
healthcare facilities « Health disparities

and providers « Increased morbidity
e Systemic gaps in  Poor treatment
health delivery adherence

Figure 1. Is a conceptual framework illustrating the causes, consequences, and potential solutions associated
with health literacy and access challenges about hormone replacement therapy and broader healthcare access.
The figure categorises key causes (orange section), including lack of awareness and health literacy,
misinformation about adverse events, cultural and religious beliefs, stigma and social taboos, economic
constraints and HRT drug affordability, limited access to healthcare services and providers, and systemic gaps
in healthcare delivery. These factors drive health inequalities (central red box), leading to
significant consequences (lower red box), such as delayed diagnosis, poor treatment adherence, increased
morbidity, and reduced quality of life. Outlined in green, the final section presents targeted solutions, including
community education, culturally tailored communication, affordability initiatives, health system strengthening,
and improved provider availability and training. This framework emphasises the interrelated nature of

individual, community, and systemic factors and the need for comprehensive, context-sensitive interventions.
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For the question, “What resources, training, or support would help you better advise and provide HRT
to underserved populations in your practice?” pharmacists from six diverse countries, Sri Lanka,
Tanzania, Malaysia, Ghana, Nigeria, and Nepal, identified several strategic areas for strengthening
their ability to support and counsel women in underserved communities regarding HRT. Their
responses revealed common themes across educational, infrastructural, financial, and regulatory
domains as follows:

Training and Professional Development

A predominant recommendation was the need for specialised training in menopause
management and HRT, particularly tailored to pharmacists and pharmacy staff:

“Wanted to trained all staff in a pharmacy about HRT, some of pharmacy staff have no any ideas
about HRT, even they don’t know what the meaning for HRT is, my idea is that Pharmacists must

be in their position and want to do counselling to each patient” (Sri Lanka)

Calls for continuing professional development (CPD), seminars, certification courses, and
workshops were recurrent. In-service education on counselling techniques, non-HRT alternatives,
and clinical updates on HRT were emphasised. The training of all pharmacy personnel, including
support staff, was deemed essential to ensure consistent and informed patient advice. Pharmacists
also suggested the incorporation of tele-education, webinars, and online CME modules to facilitate
widespread access to up-to-date knowledge.

Community and Patient Education

Pharmacists strongly advocated for improved public awareness by way of patient friendly
educational materials such as pamphlets, posters, and flyers, preferably in local languages. Use of
mass media platforms including TV, radio, and social media to disseminate accurate information
about menopause and HRT. Recommendations included public awareness campaigns, home visits,
health talks, and community outreach programs to demystify HRT and reduce stigma.

Availability and Accessibility of HRT

Improving product availability and affordability was highlighted as a critical area. Pharmacists
requested regulation of HRT pricing, subsidies (e.g., NHIS in Ghana), and provision of free or low-
cost medication for women in need. They emphasised to ensure consistent supply of HRT, especially
in rural or government healthcare facilities where current stock is often inadequate. Suggestions also
included providing free samples and incentivising pharmacies to support HRT services.

“HRT needy parents are mostly over 50 retired or above to retire they not having proper revenue to

by their essentials” (Sri Lanka)

Supportive Infrastructure and Collaboration

Recommendations extended to broader health system support include standardised prescribing
and counselling guidelines specific to HRT. Collaborative training with other healthcare providers,
particularly reproductive and primary care providers. Trained teams or HRT champions in each
community or ward should be formed to act as a local point of care and advice. Development of data
tracking systems to monitor uptake, adherence, and outcomes of HRT among underserved
populations.

Government and Policy-Level Interventions

Pharmacists advocated for systematic government involvement to create sustainable support for
HRT delivery. Government-sponsored awareness and training campaigns, including those run by
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Ministries of Health (e.g., Ministry of Health clinics in Sri Lanka and Nepal). Integration of
menopause care into primary healthcare and maternal health programs. Establishment of national
guidelines and regulatory frameworks for HRT counselling, prescription, and dispensation. Out of
those support suggested ‘Training and Professional Development’,, ‘Community and Patient
Education Resources’ were the most commonly suggested support by pharmacists from different
countries (Table 5).

Table 5. Number of Pharmacists and the different types of support suggested in different countries.

Training and | Community | Availability Supportive Government
Professional | and Patient and Infrastructure and Policy-
Development | Education Accessibility | and Level
of HRT Collaboration Interventions
Sri Lanka | 21 23 6 0 1
Tanzania 34 21 4 2 3
Malaysia 24 21 0 0 1
Ghana 24 41 2 2 17
Nigeria 11 26 5 1
Nepal 22 29 3 3 5

Discussion

Although pharmacists play a critical role in healthcare systems, especially in LMICs, limited
research has explored their perspectives and practices regarding the accessibility and acceptability of
HRT. This lack of evidence underscores the importance of understanding how pharmacists perceive
and manage the challenges associated with HRT use in these settings. To begin addressing this gap,
we conducted a pilot study aimed at investigating pharmacists” views on HRT usage, affordability,
and availability across six LMICs. The demographic and professional profile of the respondents
provides important context for interpreting the findings of this multi-country study. With
participation from 331 pharmacists across six LMICs, including Sri Lanka, Tanzania, Malaysia,
Ghana, Nigeria, and Nepal, the survey achieved balanced geographic representation with a
minimum of 50 respondents per country. The majority of pharmacists were between 26 and 35 years
of age, and gender distribution was nearly equal, indicating a relatively young and gender-balanced
workforce. A significant proportion were employed in private community pharmacies (41-7%), with
More than half of
the pharmacists held a bachelor’s degree in pharmacy (58%), while a smaller proportion had
postgraduate qualifications (13%), suggesting a moderate level of academic advancement. The

others working in government hospitals (32:6%) and private hospitals (16-:6%).

majority of pharmacies (57-4%, n = 190) were located in urban areas, followed by 32:9% (n = 109)
situated in semi-urban settings.

Although a high proportion of pharmacists (91-5%) reported awareness that HRT is prescribed
for perimenopausal, menopausal, and postmenopausal women, qualitative responses revealed
notable gaps in understanding. The findings reveal a concerning gap in pharmacists' knowledge
regarding HRT, particularly in Sri Lanka, where a majority (72-4%) incorrectly identified OCPs or
emergency contraceptive pills as HRTs. This misconception was also observed, albeit to a lesser
extent, among pharmacists in several other countries, including Tanzania, Malaysia, Ghana, Nigeria,
and Nepal. This conflation highlights a superficial level of awareness, where general recognition of
HRT exists, but detailed knowledge about its specific indications, mechanisms, and appropriate use
remains limited. These responses suggest a conflation between HRT and family planning methods,
raising concerns about the depth and accuracy of pharmacists' knowledge regarding the role of HRT
in managing menopausal symptoms rather than fertility regulation. Such findings underscore the
need for targeted educational interventions to address gaps in understanding among pharmacy
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professionals, particularly in distinguishing HRT from contraceptive therapies. Availability of
HRTs varied significantly across the surveyed countries, with 68-:9% of pharmacists overall reporting
that these therapies were accessible for dispensing. Nepal reported the highest availability (92:7%),
indicating a well-established supply or demand for HRT in the country. In contrast, Nigeria had the
lowest reported availability (42%), suggesting potential challenges in access, supply chain logistics,
regulatory approvals, or demand for menopausal care. The reported availability of HRT among
pharmacists suggests access to a range of commonly prescribed formulations. Products such as
Estradot, Femoston, Progynova, Tibolone, Angeliq, and Provera reflect a mix of estrogen-only and
combined estrogen-progestogen therapies, catering to diverse patient needs.

Therefore, this study offers a unique multi-country perspective on the availability and
accessibility of HRT in LMICs viewed through the lens of practicing pharmacists. As frontline
healthcare providers and readily accessible medication counsellors, pharmacists play a crucial role
in guiding menopausal women toward appropriate therapeutic options. The findings highlight
significant gaps influenced by pharmacists’ knowledge, infrastructural limitations, and socio-cultural
factors, which collectively hinder the optimal use of HRT among underserved populations. And also,
the findings indicated that pharmacists in Sri Lanka possess the poorest knowledge regarding
available HRT dosing protocols, suggesting that HRT is not a commonly dispensed medication in the
Sri Lankan healthcare setting.

By investigating the factors that influence pharmacists’ perceptions and practices related to HRT,
this research provides valuable insights for policymakers, healthcare providers, and advocates
seeking to improve menopausal care in these regions. Ultimately, the findings can inform strategies
to enhance the accessibility, affordability, and acceptability of HRT, thereby improving the health
and well-being of women in LMICs.

Given their proximity to both patients and the healthcare system, pharmacists offer critical
insights into the barriers and facilitators surrounding HRT use. These include logistical challenges
such as inconsistent supply chains, regulatory hurdles, and limited availability of therapeutic
alternatives. Furthermore, pharmacists' understanding of HRT’s benefits and risks, their training, and
attitudes toward menopause care directly influence patient acceptance and adherence to treatment.

Barriers to HRT access identified in this study are consistent with broader determinants of health
inequity in LMICs-such as economic constraints, medication shortages, and poor access to specialized
care. Due to the high prices of these HRTs compared to the other medicines, people in some of the
countries cannot afford theses and those are not readily available in the pharmacies as well. In our
study it clearly showed that HRT pricing varied significantly across the countries. In Sri Lanka, the
Mirena coil was the most expensive HRT at US$101, followed by Depo-Provera at US$25. In contrast,
Malaysia offered the most affordable options, with Progynova priced as low as US$0-20. That is a
common issue for most of the countries that we studied. In addition, socio-cultural factors including
stigma, religious beliefs, patriarchal decision-making, and embarrassment in discussing menopausal
symptoms further restrict women’s willingness or ability to seek care. These findings echo the World
Health Organization’s call for culturally sensitive, gender-responsive health systems that deliver
comprehensive care throughout a woman’s lifespan.

Encouragingly, pharmacists across all six countries expressed a strong willingness to play a
more active role in HRT counselling, provided they receive appropriate support. The need for
continuing professional development (CPD), access to updated clinical guidelines, multilingual
patient education resources, and broader public health campaigns was consistently emphasized.
Moreover, pharmacists underscored the importance of integrating HRT education into wider
community health initiatives via media, seminars, and digital platforms-demonstrating the potential
for scalable, low-cost interventions that could improve menopause care across diverse LMIC settings.

Importantly, this study sheds light on the structural barriers to HRT implementation. In several
settings, pharmacists noted the lack of HRT availability in public-sector formularies and the
concentration of services in urban or tertiary facilities. Additionally, some reported that even when
HRT was available, affordability remained a major obstacle for postmenopausal women, many of
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whom are financially dependent or uninsured. Addressing these systemic issues requires multi-
sectoral coordination involving national health authorities, pharmaceutical suppliers, and local
health facilities.

This is the first study conducted to explore the availability and acceptability of HRT among
pharmacists. A qualitative study conducted by Barber and Charles (2023) among menopausal
women, general practitioners, and gynecologists in United Kingdom revealed similar qualitative
themes. Among women, perceptions of HRT were largely influenced by beliefs about the risk of
breast cancer. General practitioners (GPs) demonstrated a lack of knowledge regarding HRT,
alternative treatment options, and the broader health benefits-similar to the gaps identified among
pharmacists in the present study [26]. Similarly, Yeganeh et al. (2017) reported knowledge barriers
among healthcare practitioners regarding HRT, which are consistent with the knowledge gaps
observed among pharmacists in the present study [27]. Furthermore, a recent Swedish study found
that only 41-9% of general practitioners demonstrated adequate awareness of HRT [28]. Similar to the
present study, where 91.5% of pharmacists were aware of HRT, a study conducted by Elmahjoubi et
al. (2021) reported that 87% of pharmacists had awareness regarding HRT [29].

Women in these six LMICs have fewer HRT options available for managing menopausal
symptoms compared to women in high-income countries such as Sweden and the UK, which had 47
and 67 HRT products available, respectively, as of 2004 [30].

The insights derived from this cross-sectional study contribute to the limited but growing body
of evidence on menopausal care in LMICs. They highlight the under-recognised yet critical role of
pharmacists in bridging knowledge gaps and improving access to evidence-based therapies. Training
pharmacists to provide accurate, empathetic, and culturally appropriate menopause counseling may
serve as a cost-effective strategy to expand HRT reach and uptake in resource-constrained
environments.

Strengths and Limitations

The use of six LMICs has provided us valuable insights to conduct a much wider study to better
evaluate perceptions and practices among pharmacists, and potentially across other healthcare
professionals, where evidence-based-policies and guidelines can be put in place, that is useful for
these regions. While acknowledging the strengths of this study, several limitations should be
considered. The data were collected through an online survey, which may introduce selection bias
and limit the generalisability of the findings. The study was conducted among pharmacists from only
six LMICs, with a minimum of 50 participants per country. As such, the sample may not be
representative of the broader pharmacist population across all LMICs. Furthermore, the findings are
based on self-reported data regarding participants' awareness and knowledge, which may not
accurately reflect their actual competencies or practices. Social desirability bias and misreporting
cannot be ruled out.

Recommendations

To address the identified gaps in knowledge, misconceptions, and access to HRT, several
targeted strategies are recommended. First, incorporating updated and evidence-based content on
menopause and HRT into pharmacy education and ongoing professional development programs is
essential. This will help ensure pharmacists are equipped with accurate knowledge about the
indications, formulations, and dosing of HRT. Second, public health authorities should implement
awareness campaigns to clarify widespread misconceptions, particularly the confusion between HRT
and contraceptives, which were notably prevalent in some regions. These campaigns should aim to
educate both healthcare providers and the general public. Third, to improve access and reduce
disparities in availability and cost, governments and healthcare systems should explore ways to
regulate HRT pricing and consider subsidy mechanisms to make essential therapies more affordable.
Finally, establishing standardized, country-specific guidelines for pharmacists on HRT use can
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promote consistent counselling and dispensing practices. Together, these recommendations support
safer, more equitable, and better-informed use of HRT in diverse healthcare settings.

Conclusion

Pharmacists across the six surveyed countries generally demonstrated a high level of awareness
that HRT is intended for use among menopausal women. However, this awareness did not always
translate into accurate knowledge, as significant misconceptions were identified, most notably in Sri
Lanka, where a majority confused HRT with oral contraceptives or emergency pills. Similar
misunderstandings were observed in other countries, pointing to widespread confusion regarding
HRT's true purpose, indications, and components. Availability of HRT also varied considerably, with
some countries having broad access and others facing limitations. While certain formulations like
Depo-Provera were commonly available, the range and consistency of other HRT options differed.
Pricing disparities further complicated access, with some countries offering affordable therapies
while others presented prohibitively high costs for common products. Furthermore, knowledge
about HRT dosages and formulations was inconsistent. In some regions, particularly Sri Lanka,
pharmacists showed limited familiarity with dosage variations, while others, like Ghana and
Malaysia, exhibited a broader understanding, likely due to better exposure or training.
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