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Abstract 

Background: Menopause is a significant life stage for women, marking the permanent cessation of 
menstruation and the end of reproductive function. It may occur naturally or be induced surgically 
or medically through treatments such as hysterectomy, chemotherapy, or hormone suppression. 
While natural menopause is often gradual, surgical and medical menopause are associated with 
abrupt hormonal changes and more severe symptoms. India is experiencing a rapid demographic 
transition with a growing ageing female population. Despite this, menopause remains under-
recognised in public health discourse, with limited research on women’s experiences and a lack of 
integrated care pathways. This study explored the lived experiences of perimenopause, menopause, 
and post-menopause among Indian women, focusing on how biological, psychological, sociocultural, 
and health system factors shape these experiences. Methods: A qualitative study was conducted as 
part of the MARIE India chapter (work package WP2a) using semi-structured in-depth interviews. 
Nineteen participants aged 35–70 years, including those with natural, surgical, and medical 
menopause, were purposively sampled to represent diverse geographical and socioeconomic 
contexts. Interviews were conducted in local languages, transcribed verbatim, and translated into 
English. Analysis was guided by the Delanerolle and Phiri framework, supported by thematic, 
comparative, and contextual approaches. Themes were identified iteratively through team 
discussions and validated through member checking. Results: Women described menopause as a 
complex transition influenced by intersecting biological, psychological, cultural, and structural 
determinants. Surgical menopause was associated with sudden, intense symptoms, while natural 
menopause presented more gradual variability. Cultural silence and stigma limited open discussion, 
leaving many to manage symptoms alone. Fragmented healthcare systems and lack of coordinated 
follow-up care exacerbated challenges, especially for women with multimorbidity or living in rural 
areas. Conclusions: Menopause care in India requires urgent attention. These findings highlight the 
need for culturally sensitive, integrated services and policies to support women through this 
transition and reduce systemic inequities. 

Keywords: sociocultural; systemic determinants; menopause; experiences; India 
 

1. Background 

Perimenopause, menopause, and post-menopause represent critical stages in a woman’s 
reproductive life course, each marked by distinctive physiological and psychological changes 1,2. 
Perimenopause is the transitional phase leading up to menopause, typically beginning in the mid- to 
late-40s, characterised by fluctuating hormone levels and irregular menstrual cycles. During this 
time, women often experience symptoms such as hot flushes, night sweats, mood disturbances, 
cognitive changes, and sleep disruption3. Menopause is clinically defined as the permanent cessation 
of menstruation for twelve consecutive months, indicating the end of natural reproductive function 
4. Post-menopause follows this milestone and continues for the remainder of a woman’s life, with 
symptoms often persisting and evolving over time5,6. Menopause may occur naturally with age or be 
induced surgically or medically7. Surgical menopause results from procedures such as hysterectomy 
with bilateral oophorectomy, leading to an abrupt and intense onset of symptoms due to the 
immediate loss of ovarian hormones 8,9. Medical menopause can occur as a side effect of treatments 
such as chemotherapy, radiotherapy, or hormone-suppressing therapies used for conditions like 
endometriosis or breast cancer. Unlike natural menopause, which allows for gradual hormonal 
adjustment, surgical and medical menopause are frequently associated with more severe vasomotor, 
psychological, and musculoskeletal symptoms, underscoring the need for tailored clinical care and 
support10. 

India is undergoing a demographic shift marked by a rapidly ageing population11. 
Improvements in healthcare, falling fertility rates, and increasing life expectancy mean that a growing 
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proportion of Indian women are living well beyond their reproductive years12. This creates new 
public health challenges, as a significant segment of the population will experience menopause and 
its associated health concerns simultaneously. Women in India often occupy central roles within 
families and communities, serving as primary caregivers for children, spouses, and elderly relatives13. 
In a patriarchal society, women’s health is frequently deprioritised, with cultural expectations placing 
them in the position of providing care while neglecting their own wellbeing. This dynamic can 
exacerbate the challenges faced during menopause, especially when symptoms are severe or poorly 
understood. Many women may continue to work in paid employment or informal sectors while 
managing extensive domestic responsibilities, often without adequate rest or support14. The dual 
burden of caregiving and symptom management is particularly significant for those living in rural 
or resource-limited areas, where healthcare access remains inconsistent. Supporting women through 
menopause is therefore not only a matter of individual health but also of sustaining family structures 
and community resilience. Failing to address the unique needs of ageing women risks perpetuating 
cycles of ill health, economic vulnerability, and gender inequity across generations. 

Rationale 

Menopause remains a neglected area of research and public health discourse in India, despite 
its profound implications for women’s health and wellbeing. Current reproductive health policies in 
India predominantly prioritise maternal and child health, with minimal focus on the needs of midlife 
and older women. While organisations such as the Indian Menopause Society and other midlife 
health committees exist, challenges in this domain are often addressed through international 
literature rather than context-specific research. Public awareness remains limited, with efforts often 
confined to sporadic events rather than sustained, grassroots engagement. There is a lack of 
systematic statistical analysis to identify region-specific challenges, and the development of evidence-
based, locally relevant management protocols is still emerging. 

Compounding this, there is a paucity of robust data on the lived experiences of Indian women 
undergoing natural, surgical, or medical menopause. This gap hinders understanding of the complex 
interplay between biological, psychological, and sociocultural factors influencing health outcomes. 
Deep-rooted cultural stigma and silence around menopause further restrict open dialogue, delaying 
care-seeking and perpetuating myths and misinformation. Clinically, fragmented health systems 
result in menopausal symptoms being treated in isolation, if addressed at all, with limited 
coordination between specialities. 

This research aims to address these critical gaps by systematically exploring the experiences of 
Indian women across perimenopause, menopause, and post-menopause in diverse settings. By 
integrating biological, psychological, cultural, and health system perspectives, it generates evidence 
to inform targeted interventions and equitable policies. Understanding these experiences is essential 
not only to improve quality of life for individual women but also to shape workforce training, service 
delivery, and community-based programmes. In doing so, this study contributes to a more holistic 
and inclusive approach to women’s health, ensuring that midlife and older women are no longer 
marginalised within India’s health agenda. 

2. Methods 

2.1. Study Design 

This qualitative study was conducted as part of the MARIE India chapter (work package WP2a) 
to explore the lived experiences of perimenopause, menopause, and post-menopause among diverse 
groups of women and transgender individuals across India. 

2.2. Setting 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 29 October 2025 doi:10.20944/preprints202510.2169.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202510.2169.v1
http://creativecommons.org/licenses/by/4.0/


 4 of 19 

 

The study adopted an interpretivist epistemological stance in state of West Bengal-semi rural, 
rural, urban and semi-urban settings, recognising that knowledge is co-constructed through lived 
experience and interaction with social and healthcare environments. The research followed the 
Consolidated Criteria for Reporting Qualitative Research (COREQ) guidelines to ensure 
methodological transparency, completeness, and rigour throughout the study. 

2.3. Sampling and Recruitment 

Participants were purposively sampled to ensure variation in menopausal stage, geographical 
location, and socioeconomic status. Recruitment strategies were developed collaboratively with local 
stakeholders to reach populations in urban, semi-urban, and rural areas. Community health workers, 
local non-governmental organisations, and public and private health facilities acted as recruitment 
points. 

All biological females, aged between 18- 90 years that had experienced natural, surgical, or 
medically induced menopause were included. Nineteen participants were recruited in total, ensuring 
representation from different social, cultural, and health system contexts. Informed consent was 
secured from all participants, with verbal consent documented for those with literacy barriers.  

2.4. Data Collection 

Data collection involved semi-structured, in-depth interviews conducted in participants’ 
preferred languages to promote cultural appropriateness and accurate capture of experiences. 
Interviews were facilitated by trained female research assistants experienced in working with 
sensitive health topics. To ensure the interview guide reflected local realities, it was co-produced 
through workshops with clinicians, community representatives, and pilot study participants. This 
collaborative approach strengthened its relevance and sensitivity to sociocultural contexts. 

The topic guide explored four main domains. The biological domain focused on physical and 
cognitive changes experienced during perimenopause, menopause, and post-menopause. The 
psychological domain addressed emotional wellbeing, mood disturbances, and mental health 
challenges. The sociocultural domain captured issues such as stigma, silence around menopause, 
family dynamics, and community attitudes. The health system domain explored access to services, 
quality of interactions with healthcare providers, and systemic barriers to care. 

Interviews were carried out in private spaces to ensure confidentiality and facilitate open 
dialogue. All interviews were audio-recorded with participant consent and later transcribed 
verbatim. Bilingual translators provided English translations of transcripts, which were checked 
independently by additional team members to ensure accuracy and preserve cultural and linguistic 
nuances. Field notes were recorded during and immediately after each interview to capture 
contextual observations, such as non-verbal communication and environmental factors that might 
shape participants’ narratives. 

2.5. Analytical Framework 

The study employed a comprehensive analytical approach integrating the Delanerolle and Phiri 
theory and framework15, thematic analysis, comparative analysis, and contextual interpretation. This 
multi-level strategy enabled an exploration of individual lived experiences while connecting them to 
structural and systemic factors. 

2.6. Delanerolle and Phiri Theory and Framework 

The Delanerolle and Phiri framework15 conceptualises health outcomes as the result of 
interactions between four interconnected domains. The biological domain includes hormonal 
changes, comorbidities, and other physiological factors. The psychological domain captures 
emotional trajectories, mental health, and individual coping strategies. The sociocultural domain 
considers gender norms, stigma, familial roles, and broader cultural factors. The health system 
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domain encompasses policies, access, workforce capacity, and service delivery models. By 
systematically coding transcripts within these domains, it was possible to explore how biological, 
psychological, cultural, and structural determinants intersected to shape menopause experiences. 
The framework was also used to identify systemic inequities, such as gaps in service provision and 
barriers to accessing appropriate care. 

2.7. Thematic Analysis 

Thematic analysis followed the six phases outlined by Braun and Clarke. This began with 
repeated readings of transcripts and field notes to ensure immersion in the data. Initial codes were 
systematically generated and collated across the dataset. Codes were then organised into potential 
themes and refined through iterative discussions among the research team. These themes were 
carefully defined to ensure they accurately represented participants’ accounts. 

2.8. Comparative Analysis 

Comparative analysis was used to explore variations across different participant groups. 
Comparisons were made between perimenopausal, naturally menopausal, surgically menopausal, 
and medically menopausal participants, as well as across rural, semi-urban, and urban settings. 
Socioeconomic differences were also examined to capture the diverse realities of women’s lives across 
India. This comparative lens highlighted convergences and divergences in experiences and allowed 
a deeper understanding of how structural factors influenced health outcomes. 

2.9. Contextual Analysis 

Contextual analysis was integrated to situate personal narratives within wider healthcare and 
policy settings. National and state-level policies related to reproductive health, women’s health, and 
ageing were reviewed to understand how services are organised and delivered. Structural challenges 
such as cost, workforce shortages, geographic disparities, and limited awareness of menopause were 
considered alongside participant narratives. Field notes were used to capture community-level 
dynamics, such as support networks, informal care practices, and environmental barriers to accessing 
health services. This enriched the analysis by connecting individual stories to broader social 
determinants and systemic structures. 

2.10. Trustworthiness and Rigour 

Multiple strategies were employed to enhance the rigour of the study. Data triangulation 
involved integrating interviews, field notes, and stakeholder engagement discussions. Member 
checking was carried out with a subset of participants to verify the interpretation of findings, 
ensuring they reflected participants’ lived realities. Reflexive journals were maintained by 
researchers to document their positionality and manage potential biases throughout the study 
process. Peer debriefing sessions with an interdisciplinary team of clinicians, social scientists, and 
policy experts provided critical feedback, fostering reflexivity and accountability. 

2.11. Codebook Development 

The final codebook was developed through integration of the Delanerolle and Phiri framework 
with emergent themes identified during analysis (Table 1). Codes were organised under the four 
main domains, with subdomains representing recurring patterns in the data. For instance, in the 
biological domain, subdomains included vasomotor symptoms, musculoskeletal pain, and sleep 
disturbance. The psychological domain included emotional instability, cognitive challenges, and 
anxiety. The sociocultural domain incorporated themes such as silence, stigma, and invisible 
domestic labour. The health system domain captured fragmented care, lack of surgical follow-up, 
and clinician awareness. Each code was accompanied by definitions, application criteria, and 
representative quotations, allowing consistent application across transcripts and supporting a 
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transparent analytical process. This codebook provided a systematic tool for examining the interplay 
of individual, cultural, and structural factors shaping menopause experiences across diverse Indian 
settings, ensuring depth and consistency in interpretation. 

Table 1. Code book based on the sample identified. 

Domain Code Description When to Apply Example (Verbatim) PID 

Biological Vasomotor 
symptoms 

Sudden sensations of 
heat, sweating, night 

sweats linked to 
menopause 

When a participant 
describes experiences 
of heat, sweating, or 

temperature 
fluctuations 

“Hot flashes and 
night sweats are 

extreme.” 
PID12 

Biological Urogenital changes 

Vaginal dryness, 
discomfort, altered 

libido, or sexual 
function changes 

Apply when there is 
discussion of sexual 

health, vaginal 
symptoms, or intimacy 

issues 

“My sexual urge has 
increased… it gives 
me energy for daily 

work.” 

PID7 

Biological Sudden surgical 
onset 

Immediate and intense 
symptoms following 
surgical menopause 

When participants 
report abrupt, severe 
changes immediately 

after surgery 

“My symptoms 
increased after the 

surgery.” 
PID12 

Biological Musculoskeletal pain 

Back pain, joint pain, 
or generalised body 

aches impacting 
mobility 

When participants 
discuss body pain or 
movement limitations 

“My pain is eight out 
of ten.” PID9 

Biological Sleep disturbance 

Insomnia, early 
waking, broken sleep, 

fatigue related to 
menopause 

Use when disrupted 
sleep patterns are 

mentioned 

“Early wake up… my 
sleep affects daily 

activity.” 
PID8 

Biological Endometriosis 
management 

Experiences of 
hormonal therapy for 
endometriosis and its 
impact on menopause 

Apply to narratives 
about endometriosis 
treatment influencing 

menopausal 
symptoms 

“When I miss the 
tablet, I feel bleeding 

and pain again.” 
PID7 

Psychological Anxiety and 
restlessness 

Expressions of worry, 
panic, unease, or 

heightened sensitivity 

When participants 
describe emotional 
tension or anxiety 

“I get upset very 
often and overreact 

to small things.” 
PID14 

Psychological Cognitive challenges 

Forgetfulness, poor 
focus, or mental 
lapses related to 

menopause 

When participants 
mention memory 

problems or 
concentration issues 

“I am scared of 
forgetting things at 

work.” 
PID8 

Psychological Emotional instability 
Sudden mood swings, 
irritability, or emotional 
reactions to symptoms 

Use for fluctuating 
emotional states 

linked to menopause 

“Sometimes I feel 
like crying for no 

reason.” 
PID14 

Psychological Positive emotional 
wellbeing 

Stability, cheerfulness, 
or resilience despite 

menopause 
challenges 

When participants 
describe positive 

mood or strong coping 
mechanisms 

“I feel cheerful now, 
even more than 

before.” 
PID11 

Socio-cultural Social silence and 
stigma 

Avoidance of 
discussing menopause 
due to shame, stigma, 

or norms 

Apply when 
participants reference 

secrecy or silence 
around menopause 

“Menopause is not 
talked about here, so 

I just keep quiet.” 
PID14 

Socio-cultural Invisible domestic 
work 

Unrecognised 
household 

When women 
describe the burden of 

“Even if I feel weak, 
my family expects PID13 
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responsibilities 
expected of women 

unpaid labour or lack 
of appreciation 

me to do all the 
cooking.” 

Socio-cultural Functional limitation 
and roles 

Limitations in daily 
tasks caused by pain, 
disability, or fatigue 

Use when physical 
symptoms affect 

women’s ability to 
manage roles 

“As a housewife… I 
can’t stand for long 

or walk far.” 
PID9 

Socio-cultural Positive coping 
buffers 

Community 
engagement, faith, or 

relationships that 
provide resilience 

When women 
describe social roles 

as protective and 
empowering 

“My social work 
gives me purpose.” PID10 

Health-system Systemic 
fragmentation 

Disconnected, poorly 
coordinated healthcare 

services 

Apply when there is 
mention of navigating 

multiple specialists 
without integration 

“Care is fragmented 
across specialists.” PID13 

Health-system Lack of surgical 
follow-up 

Absence of 
counselling or support 

after surgical 
menopause 

When participants 
report no preparation 

or post-op care 

“After my surgery, 
nobody explained 

what changes I 
would face.” 

PID12 

Health-system Symptom dismissal 
by clinicians 

Clinicians not 
recognising or 

addressing 
menopausal 
symptoms 

Use when symptoms 
are minimised or 
attributed to other 

conditions 

“The doctors just 
give medicine for my 
diabetes, nothing for 

these symptoms.” 

PID11 

Health-system Lack of menopause 
medication 

Care accessed but no 
treatment offered for 

menopausal 
symptoms 

Apply when 
participants explicitly 
say no medications 

were given 

“I have consulted a 
doctor but take no 

medicine for 
menopause.” 

PID12 

Cultural context Local terminology 
and expressions 

Culturally specific 
words for symptoms or 

experiences 

Use when participants 
use Hindi or Bengali 

terms to describe their 
symptoms 

“Achanak Garmī aur 
pasina” (sudden 
heat, hot flush) 

PID14, 
PID10 

2.12. Ethical Considerations 

The study adhered to the Declaration of Helsinki and local ethical guidelines. Ethics approval 
was granted by Regional Medical Research Centre, Bhubaneswar (ICMR-RMRC/IHEC-2023/175), 
Institutional Ethic Committee JSS, Medical College, Mysore (JSSMC/IEC/18122023/33 NTC/2023-
24) and MARIE consortium oversight committee. Participants received compensation for travel costs 
but no financial incentives, to minimise coercion. The study was conducted in accordance with the 
Declaration of Helsinki. 

3. Results 

3.1. Framework-Guided Synthesis 

We analysed 19 interviews spanning natural, surgical, and medical menopause across rural and 
urban India and experiences were clustered into interlocking themes (Figure 1).   

3.2. Biological Domain 

Participants described a range of biological changes shaped by their type of menopause, 
underlying health conditions, and previous treatments. Women experienced pain and spotting linked 
to medical menopause.  

“I have a pain of 4 out of 10. I also have back pain” (PID01) 

“I had surgery for endometriosis. I also had COVID. My menopausal symptoms increased after COVID” (PID07) 
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Surgical menopause was frequently associated with sudden and severe symptoms, leaving 
women little time to prepare or adapt. These abrupt changes were especially evident in vasomotor 
and urogenital symptoms.  

“My symptoms increased after the surgery.” (PID12) 

“I had surgery for endometriosis. After that removed my ovaries and uterus. I have vaginal dryness” (PID9) 

Natural menopause followed a more gradual trajectory, with some women reporting mild 
discomfort and others describing progressive pain, fatigue, and sleep disruption. 

“I feel tense and wound up” (PID19) 

“I have back pain” (PID19) 

“Hot flashes and night sweats are extreme.” (PID12) 

Pain was a recurring concern, particularly among participants with disabilities or comorbid 
conditions such as arthritis or spinal issues. For some, pain caused considerable mobility limitations, 
forcing them to depend on family members for routine household tasks. In contrast, participants on 
continuous hormonal therapy for endometriosis reported fewer classic menopausal symptoms.  

“My pain is eight out of ten.” (PID9) 

“Mostly muscle pain but also bad joint pain” (PID02) 

“Muscle pain mostly is a problem” (PID04) 

“When I miss the HRT tablet, I feel bleeding and pain again.” (PID7) 

Participants described heightened sexual desire or drive ,but they had to comply and opt out 
due to lack of  familial privacy , forbidden act like thoughts as imposed , partner’s non-cooperation 
or rarely vaginal dryness.  

“Sweating at night, extremely” (PID03) 

“Sex interest increased than before. Three or 4 times a month” (PID04) 

“Sex interest there. It is more” (PID19) 

Sleep experiences varied. While some women were able to maintain restorative rest, others 
experienced persistent early waking and fatigue, which affected both professional and domestic 
responsibilities. 

“I cannot stand for prolonged periods or walk long distances.” (PID9) 

“I feel exhausted and burnt out” (PID06) 

“Moderate sleeping” (PID07) 

Suppressed sexual desire/dissatisfaction was expressed by various unexplained psychosomatic 
problems like irritability, anger, familial disharmony etc. In contrast three fully engaged women with 
active sexual life experienced no obvious menopausal symptoms even at 53 year but without HRT. 

3.3. Psychological Domain 

Psychological responses ranged from resilience and positivity to significant emotional distress. 
Some participants reported feeling irritable and prone to overreaction, often linked to fatigue and the 
physical toll of symptoms. For employed women, these psychological effects manifested in concerns 
about making mistakes or forgetting tasks at work. 

ʺThe fatigue makes me anxious about my performance. I keep checking my work repeatedly because I fear missing 
something.ʺ (PID13) 

ʺSometimes I feel very irritable and snap at people for no reason. It is mostly when I am tired and the symptoms are 
overwhelming.ʺ (PID01) 

ʺI get easily upset these days, even small things make me overreact. It feels like I canʹt control my emotions.ʺ  (PID14) 

“I feel exhausted and lose focus.” (PID8) 
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Conversely, a minority of women described feelings of cheerfulness and stability, which they 
attributed to supportive relationships, positive family dynamics, and meaningful community 
involvement. These external factors acted as buffers against the psychological burden of menopause. 

“I get upset very often and overreact to small things.” (PID14) 
“I feel cheerful now, even more than before.” (PID11) 
“Sometimes I feel like crying for no reason.” (PID14) 
“I am scared of forgetting things at work.” (PID8) 

ʺI keep busy with my work and personal life, and I feel completely fine without taking any 
medicines.ʺ (PID19) 

3.4. Socio-cultural Domain 

Cultural expectations influenced how women experienced and managed their symptoms. 
Menopause was rarely spoken about openly, creating a sense of isolation and limiting opportunities 
for seeking support. Participants described feeling pressured to continue with their household duties, 
regardless of how unwell they felt. In some cases, even when participants expressed their struggles, 
these were dismissed or normalised by family members as a routine part of ageing. 

“As a housewife… I can’t stand for long or walk far.” (PID9) 
“My social work gives me purpose.” (PID10) 

Women in nuclear families depended heavily on spouses or children for support, though this 
assistance was inconsistent. Those involved in community work or social roles described these 
activities as sources of identity and purpose. In contrast, women with limited mobility often felt 
disconnected and invisible within their communities. 
“Even if I feel weak, my family expects me to do all the cooking.” (PID13) 
“Menopause is not talked about here, so I just keep quiet.” (PID14) 

ʺEven on bad days, I focus on my family and my faith. It helps me stay grounded and hopeful.ʺ  (PID19) 

3.5. Health-System Domain 

Across all participants, healthcare experiences were described as fragmented and poorly 
coordinated. Many women reported seeking help for specific symptoms such as hypertension or 
pain, but menopause itself was rarely addressed in a comprehensive way. Even following surgical 
menopause, structured follow-up care was uncommon. 

“I have consulted a doctor but take no medicine for menopause.” (PID12) 
“Care is fragmented across specialists.” (PID13) 
“After my surgery, nobody explained what changes I would face.” (PID12) 

Participants described how navigating between multiple specialists without a central point of 
coordination added to their stress. Several reported that clinicians lacked understanding of 
menopausal needs and often dismissed or minimised their concerns. Women using hormone 
replacement therapy were still left to manage care across different departments on their own, which 
created significant gaps in their health journey. 

“The doctors just give medicine for my diabetes, nothing for these symptoms.” (PID11) 

ʺEven after the operation, I only went back to the hospital when something was wrong. There was no regular follow-
up.ʺ (PID9) 

ʺI didn’t know what symptoms were from menopause and what were from other problems. The doctors 
also seemed unsure.ʺ (PID7) 
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Figure 1. Thematic and sub-thematic map. 

3.6. Cross-Domain Intersections 

The interaction between biological, psychological, socio-cultural, and health-system factors 
shaped each woman’s experience. Women undergoing surgical menopause described sudden, 
intense biological changes that triggered anxiety, disrupted sleep, and cognitive difficulties. These 
symptoms were intensified by the absence of coordinated care and by societal expectations that 
women continue fulfilling their roles without complaint. Women with multimorbidity, such as 
diabetes or arthritis, faced additional challenges, as fragmented healthcare services addressed each 
condition separately rather than holistically. Conversely, those on continuous hormonal therapy for 
endometriosis often had more stable energy levels and higher sexual wellbeing. However, these 
women expressed uncertainty about what would happen when their treatment ended, as no 
proactive menopause planning had been provided. 

“Treatment is to keep endometriosis stable… not for menopause.” (PID7) 

“After my surgery, nobody explained what changes I would face.” (PID12) 

3.7. Comparative Analysis 

Surgical menopause was associated with more severe and sudden symptoms, including intense 
hot flushes, night sweats, and rapid changes in mood and cognition. Natural menopause was more 
variable, ranging from mild discomfort to progressive, chronic pain. Both groups described 
difficulties accessing specialist services, but those with surgical menopause highlighted a lack of 
preparation and abrupt transition into symptom management. 

“My symptoms increased after the surgery.” (PID12) 

Employment status shaped how women experienced menopause. Those in professional roles 
reported fatigue and concentration lapses affecting work performance, with little to no workplace 
support. Women without paid employment carried the full weight of domestic labour, which 
remained largely invisible and unacknowledged. 

“Early wake up… my sleep affects daily activity.” (PID8) 

“Even if I feel weak, my family expects me to do all the cooking.” (PID13) 
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Women managing endometriosis with continuous hormonal therapy described a unique 
experience of increased sexual desire and energy. These outcomes contrasted with the experiences of 
others, underscoring the influence of treatment history on menopausal trajectories. 

“My sexual urge has increased… it gives me energy for daily work.” (PID7) 

3.8. Contextual Analysis 

The narratives revealed that menopause cannot be understood as a purely biological process. 
Instead, it was experienced as part of a complex web of personal, social, and systemic factors (Table 
2). Surgical menopause highlighted the shortcomings of healthcare systems, where women were 
unprepared for abrupt physical and psychological changes due to a lack of counselling and follow-
up. Natural menopause demonstrated how gradual changes could be either manageable or 
overwhelming, depending on levels of family support, financial stability, and healthcare access. 
Cultural silence played a central role in shaping these experiences. Participants often avoided 
discussing menopause, even with close family members, because of social norms that framed it as a 
private or shameful topic. This silence not only delayed care-seeking but also reinforced feelings of 
isolation. At the same time, cultural expectations of women as caregivers meant that they were 
expected to prioritise the needs of others, often at the expense of their own health. The healthcare 
system was described as fragmented and reactive rather than proactive. Women moved between 
different specialists without a centralised pathway for menopause care, leading to gaps in treatment 
and inconsistent advice. This lack of integration particularly affected women with multiple health 
conditions, who had to navigate complex and uncoordinated services. 

Table 2. Thematic table showcasing sub-themes, determinants, exposures and impact. 

Theme Sub-theme Determinants Exposure Impact PID Verbatim 
Example 

Vasomotor 
symptoms 

Hot flushes, night 
sweats 

Hormonal decline, 
abrupt surgical 

changes 
Daily or nightly 

Severe 
discomfort, 

disrupted sleep, 
exhaustion 

PID12 
“Hot flashes and 
night sweats are 

extreme.” 

Urogenital changes 
Vaginal dryness, 

altered sexual 
desire 

Oestrogen loss, 
absence or 

presence of HRT 
Persistent 

Intimacy 
challenges or 

improved sexual 
wellbeing 

PID7 

“My sexual urge 
has increased… 

it gives me 
energy for daily 

work.” 

Sudden surgical 
onset 

Abrupt post-
surgical hormonal 

drop 

Lack of 
preparation and 

counselling 

Immediate 
post-surgery 

Shock, severe 
early symptoms, 

emotional 
instability 

PID12 
“My symptoms 
increased after 
the surgery.” 

Musculoskeletal 
pain 

Back pain, joint 
pain, generalised 

aches 

Ageing, comorbid 
conditions, 
menopause 

Daily 

Restricted 
mobility, 

dependency on 
family members 

PID9 “My pain is eight 
out of ten.” 

Sleep disturbance Early waking, 
broken sleep 

Vasomotor 
symptoms, stress, 

anxiety 
Frequent 

Cognitive decline, 
work errors, 

fatigue 
PID8 

“Early wake up… 
my sleep affects 

daily activity.” 

Psychological 
strain 

Anxiety, 
irritability, panic, 

overreaction 

Symptom load, 
household 

pressures, sleep 
loss 

Ongoing 
Burnout, mood 

swings, 
relationship strain 

PID14 

“I get upset very 
often and 

overreact to 
small things.” 

Cognitive 
challenges 

Forgetfulness, 
loss of focus 

Psychological 
stress, fatigue, 

ageing 
Intermittent 

Mistakes at work, 
loss of 

confidence 
PID8 

“I am scared of 
forgetting things 

at work.” 
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Social silence 
Avoidance of 
discussing 
menopause 

Cultural stigma, 
generational 

attitudes 
Continuous 

Isolation, delayed 
help-seeking, 

emotional burden 
PID14 

“Menopause is 
not talked about 

here, so I just 
keep quiet.” 

Invisible domestic 
work 

Household duties 
unrecognised 

Gender roles, 
cultural norms 

Daily, 
repetitive 

Fatigue, lack of 
rest or 

recognition 
PID13 

“Even if I feel 
weak, my family 
expects me to do 
all the cooking.” 

Positive coping 
buffers 

Social 
engagement, 
faith, family 

support 

Access to 
community roles, 
enabling networks 

Ongoing 

Improved 
resilience, 

positive mood, 
empowerment 

PID10, 
PID11 

“My social work 
gives me 
purpose.” 

Systemic 
fragmentation 

Lack of 
integrated 

menopause 
services 

Siloed care, poor 
communication Persistent 

Self-management 
burden, stress, 
unaddressed 

needs 

PID13 

“Care is 
fragmented 

across 
specialists.” 

Lack of surgical 
follow-up 

No counselling or 
preparation 

Limited protocols 
and clinician 
awareness 

Post-surgery 

Shock, 
unmanaged 
symptoms, 

delayed recovery 

PID12 

“After my 
surgery, nobody 
explained what 

changes I would 
face.” 

Endometriosis 
management 

Continuous 
hormonal therapy 

Disease-focused 
care without 
menopause 

planning 

Ongoing 

Stability, higher 
libido, 

unprepared for 
future changes 

PID7 

“Treatment is to 
keep 

endometriosis 
stable… not for 
menopause.” 

3.9. Cultural Importance and Views of the Findings 

Cultural values shaped how women interpreted and responded to their menopausal symptoms. 
In both Hindi- and Bengali-speaking contexts, participants relied on everyday language to describe 
their experiences rather than using medical terms. Words such as ʺ achanak garmī aur pasinaʺ (feeling 
of heat or hot flush) and ʺghabrāhaṭʺ (restlessness or anxiety) conveyed nuanced meanings that were 
deeply embedded in local understandings of health. 

This linguistic framework (Table 3) has significant implications for clinical practice. Without 
cultural competence, clinicians may misinterpret these descriptions, leading to underdiagnosis or 
inappropriate care. Recognising and respecting these expressions is essential for building trust and 
delivering effective services. Menopause was also intertwined with social expectations of 
womanhood. The expectation that women continue to fulfil domestic duties regardless of their health 
placed a heavy burden on those with severe symptoms or disabilities. Conversely, community roles 
and social engagement provided some women with strength and resilience, offering spaces where 
they could redefine their identities beyond the family setting. These findings highlight the need for 
culturally tailored interventions that go beyond biomedical treatment. Addressing menopause 
effectively requires acknowledging the socio-cultural realities in which women live, ensuring that 
services are linguistically accessible, socially sensitive, and responsive to diverse needs. 

Table 3. Colloquial Glossary Table. 

Language Colloquial Term 
(Script) Transliteration English Meaning Context in Findings 

Hindi 
गरमी चढ़ना/गरमी कȧ 

लहर 
garmī 

chaḍhnā/pasina, 
garmī kī lehar 

Sudden heat or 
hot flush 

Used to describe vasomotor symptoms such 
as hot flushes or night sweats 

Hindi घबराहट ghabrāhaṭ Anxiety, 
restlessness 

Emotional unease or panic during 
menopause 
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Hindi Ǒदल कȧ धड़कन तेज dil kī dhaṛkan tez Palpitations, rapid 
heartbeat 

Described during episodes of anxiety or heat 
waves 

Hindi कमजोरȣ kamzorī Weakness, low 
energy 

Commonly reported fatigue or physical 
depletion 

Hindi जोड़ो मɅ दद[ joṛoṅ meṅ dard Joint pain Common musculoskeletal complaint 

Hindi नी�द टूटना nīnd ṭūṭnā Broken or 
disturbed sleep Describing insomnia or early waking 

Hindi चÈकर आना chakkar ānā Dizziness, vertigo Linked to fatigue or hormonal fluctuations 

Bengali গরম έলেগ যাওয়া gorom lege jāoā Feeling hot, hot 
flush 

Equivalent to vasomotor complaints in 
everyday speech 

Bengali বুক ধুকপুক buk dhukpuk Heart pounding 
or palpitations Symptom described during stress or anxiety 

Bengali অশািо/অিѸরতা ashaṇti/asṭhiratā Unease, internal 
restlessness 

Emotional response linked to irritability or 
anxiety 

Bengali শরীর বҝথা shorir byathā Generalised body 
ache Physical pain expressed non-clinically 

Bengali জেয়েл বҝথা joente byathā Joint pain Common phrase for musculoskeletal 
discomfort 

Bengali ঘুম ভাঙা ghum bhāṅgā Sleep broken or 
disrupted Waking too early or restless sleep patterns 

4. Discussion 

The findings of this study reveal menopause as a deeply multifaceted transition shaped by 
interconnected biological, psychological, sociocultural, and health system factors. Women’s 
experiences were diverse, with surgical menopause associated with abrupt and intense symptom 
onset, while natural menopause followed a more gradual course with varied symptom trajectories. 
Psychological effects, including anxiety, emotional instability, and cognitive changes, were closely 
linked to physical symptoms such as sleep disturbance and pain. Cultural silence and stigma 
surrounding menopause were found to significantly limit help-seeking behaviours, leaving many 
women to manage their symptoms alone. In addition, fragmented healthcare systems, lack of 
continuity of care, and absence of structured follow-up after surgical interventions compounded the 
challenges faced by participants. These findings highlight the need to move beyond a purely 
biomedical framing of menopause to one that also considers sociocultural contexts and systemic 
inequities influencing access to care and overall wellbeing (Table 5). Indian women want to share 
every personal problem like those of developed countries, but failure by caregivers to interact with 
empathy and compassion makes the difference. 

4.1. Population Science 

The qualitative findings reveal a deeply complex landscape of menopausal experiences in India, 
with West Bengal offering a particularly rich context for understanding the intersection of biological, 
sociocultural, and systemic factors. Women’s accounts of perimenopause, menopause, and post-
menopause demonstrate how gender norms, household expectations, and structural inequities 
converge to shape this life stage. Across narratives, women described a strong cultural imperative to 
prioritise family welfare and household duties over personal health, often viewing their physical and 
emotional struggles as a natural and unavoidable part of ageing. This normalisation of suffering 
reflects entrenched patriarchal structures in which women’s health needs remain secondary and often 
invisible within both family units and healthcare systems. A recurring theme was the pervasive 
silence surrounding menopause. Many participants reported that even within families, conversations 
about bodily changes were avoided or dismissed. This lack of dialogue extended into healthcare 
interactions, where menopause was rarely addressed as a comprehensive health concern. Instead, 
women were treated for isolated symptoms such as hypertension, joint pain, or insomnia without 
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consideration of their underlying menopausal transition. This fragmented approach delayed timely 
interventions and left many women feeling unsupported and misunderstood. Those who were able 
to access hormonal therapy or holistic care were in the minority, typically from urban, higher 
socioeconomic groups. For rural women and those in lower-income households, barriers such as cost, 
travel distance, and limited service availability compounded their struggles, reinforcing stark health 
inequities. 

West Bengal illustrates both the diversity and the disparities that define menopausal experiences 
in India (Table 4). Urban areas such as Kolkata offer greater access to tertiary hospitals and private 
clinics, yet these services remain concentrated among middle- and upper-class populations. In 
contrast, rural districts face chronic shortages of gynaecologists and specialised services, leaving 
women reliant on primary care providers with limited training in menopause management. This 
urban-rural divide mirrors national patterns, underscoring systemic weaknesses in India’s healthcare 
infrastructure. Traditional beliefs prevalent in West Bengal such as reliance on home remedies, 
Ayurvedic practices, and dietary adjustments play a dual role. While they provide culturally 
meaningful coping strategies, they can also delay formal care-seeking when symptoms are severe or 
complex. Additionally, religious and cultural customs, including practices surrounding modesty and 
silence about reproductive health, contribute to stigma and hinder open discussion. 

These regional dynamics position West Bengal as a microcosm of broader national 
challenges15,16. Its dense population, diverse cultural heritage, and mixed urban-rural composition 
reflect many of the tensions seen across India; modernisation versus tradition, increased health 
awareness versus persistent stigma, and expanding healthcare infrastructure versus inequitable 
access17,18. Understanding menopause in West Bengal provides transferable insights for other states, 
particularly those in eastern and northeastern India where similar socioeconomic and cultural 
conditions prevail19−21. capturing both regional specificities and universal challenges. While urban 
centres such as Kolkata demonstrate progress in healthcare access, rural and low-income areas 
highlight persistent systemic gaps21,22. Cultural beliefs, gender norms, and structural inequities 
identified in West Bengal resonate strongly with those seen in other eastern states and across the 
nation. Therefore, strategies developed and piloted in West Bengal could be adapted for other 
regions, particularly where urban-rural divides, poverty, and cultural silence hinder progress. By 
addressing these determinants holistically, India can move towards a nationally coordinated, 
regionally sensitive menopause care strategy that reduces disparities and strengthens women’s 
health outcomes22,23. 

To address these challenges, there is a need for regionally sensitive interventions that build on 
local knowledge while strengthening formal health systems. For instance, integrating community 
health workers such as Accredited Social Health Activists (ASHAs) into menopause education and 
care pathways could improve outreach in rural areas24,25. Similarly, culturally tailored public health 
campaigns that use local languages and address myths and misconceptions could reduce stigma and 
promote earlier care-seeking26,27. These findings highlight that menopause in India is not a uniform 
experience but rather a spectrum shaped by intersecting determinants20,28. By situating West Bengal 
within this broader context, it becomes evident that addressing menopausal health is critical not only 
for improving individual quality of life but also for advancing gender equity and population health 
across the country. 

Table 4. The nuance of West-Bengal where it acts as a microcosm of India. . 

Domain West Bengal Context Broader Indian Relevance Implications for Policy & 
Practice 

Cultural Beliefs & 
Norms 

Strong cultural silence around 
reproductive health. Menopause rarely 

discussed openly within families or 
communities. Reliance on traditional 
remedies such as Ayurvedic herbs, 

Similar patterns across 
many states, particularly 

rural areas in Bihar, Odisha, 
Assam, and Uttar Pradesh 

Public health campaigns 
must address cultural 

taboos, encourage open 
dialogue, and integrate safe 
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mustard oil massages, and dietary 
adjustments for symptom relief. 

where modesty and stigma 
are strong. 

traditional practices with 
biomedical care. 

Gender Roles & 
Expectations 

Women prioritise caregiving and 
household duties over self-care. 

Menopause viewed as a private matter 
and a sign of ageing rather than a 

health condition. 

Nationwide trend, though 
intensity varies; more 

visible in patriarchal states 
in northern and eastern 

India. 

Promote gender-sensitive 
health education, 

recognising unpaid care 
work and providing 

workplace menopause 
policies. 

Healthcare 
Infrastructure 

Urban areas like Kolkata have tertiary 
hospitals and private clinics, but rural 

districts face shortages of 
gynaecologists and specialised 

services. Many rely on primary health 
centres with limited capacity. 

Reflects national urban-
rural divide, seen 

prominently in states like 
Rajasthan, Madhya 

Pradesh, and Jharkhand. 

Strengthen primary care by 
training ASHAs and primary 
care physicians to recognise 

and manage menopause. 

Socioeconomic 
Status & Access 

Higher-income, urban women more 
likely to access hormonal therapy (HRT) 

and specialist care. Low-income rural 
women face barriers such as cost, 

transport, and lack of health literacy. 

Pattern consistent across 
India, with extreme 

inequities seen in tribal 
regions and slum 

populations. 

Introduce subsidised or free 
menopause-related services 

in public health schemes 
such as Ayushman Bharat. 

Health Literacy & 
Awareness 

Low awareness of menopause, with 
many women perceiving symptoms as 
normal ageing. Limited local-language 

educational materials. 

Similar in most states; few 
educational resources 

beyond maternal health, 
especially in regional 

languages. 

Develop culturally and 
linguistically tailored 

educational materials 
targeting both women and 

healthcare providers. 

Workplace & 
Economic Factors 

Few formal workplace policies to 
support menopausal women, especially 
in informal labour sectors such as tea 

plantations and textiles. 

Mirrors national picture, as 
informal work dominates 
women’s employment in 
states like Gujarat, Tamil 

Nadu, and Odisha. 

Advocate for national 
workplace standards 

addressing menopause, 
particularly for informal and 
unregulated labour sectors. 

Religious & 
Community 
Dynamics 

Religious practices influence care-
seeking, e.g., prayer restrictions due to 
bleeding, reluctance to discuss sexual 

health. Community leaders often 
gatekeepers of health information. 

Common across India, 
especially in conservative 
regions like Kerala, Bihar, 

and Uttar Pradesh. 

Engage religious leaders 
and community influencers 
to promote open discussion 

and health-seeking 
behaviours. 

Traditional 
Medicine 

Ayurveda and Unani widely used 
alongside or instead of biomedical care, 
often delaying formal treatment. Some 
women believe menopause should not 

be “treated” medically. 

Parallel trends across India 
with increasing integration 
of AYUSH into state health 

systems. 

Create guidelines for safe 
integration of traditional and 
biomedical care, ensuring 

early recognition of high-risk 
symptoms. 

4.2. Implications for the Indian Diaspora 

The experiences captured in this study have significant relevance for the global Indian 
diaspora29, which comprises millions of women living across diverse countries. Indian women in 
diaspora communities often carry with them the same cultural beliefs, expectations, and silences 
surrounding menopause that were evident among participants in India. In many cases, these cultural 
norms intersect with health systems in host countries that may not fully understand or respond to 
their needs. Women may continue to normalise their symptoms, prioritise family and caregiving 
roles, and avoid seeking care due to stigma or language barriers. This can lead to delayed diagnosis, 
fragmented treatment, and unaddressed psychological distress, even in countries with advanced 
healthcare infrastructure. For healthcare providers serving diaspora populations, these findings 
underscore the importance of culturally sensitive care that acknowledges both the biomedical aspects 
of menopause and the sociocultural context shaping women’s help-seeking behaviours. 
Understanding these experiences can also inform the design of targeted outreach and education 
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initiatives, ensuring that diaspora women have equitable access to information, services, and support 
that reflect their cultural realities while leveraging resources available in their host countries. 

4.3. Practice and Policy Guidelines 

The results underscore the urgent need for systemic changes in practice and policy to improve 
menopause care across India. Primary care systems should integrate menopause screening and 
counselling into routine health services, particularly for women in midlife and those undergoing 
surgical interventions. Clinicians require targeted training to recognise and address menopausal 
symptoms holistically, avoiding the current tendency to treat symptoms in isolation. Community-
based health education programmes are essential to break the cultural silence around menopause 
and empower women with accurate information30. Policies should also focus on making hormone 
replacement therapy and other supportive treatments affordable and accessible, while ensuring 
equitable service delivery across urban and rural areas. By embedding menopause within national 
reproductive and women’s health strategies, the healthcare system can provide proactive, 
comprehensive support for women throughout this transition31. 

Table 5. Recommendations for Practice and Policy. 

Area Recommendation Rationale 
Primary care 
integration 

Include menopause screening, counselling, and 
follow-up within routine services 

Early identification and management of 
symptoms to prevent escalation 

Workforce training Provide clinicians with education on holistic 
menopause care and cultural sensitivity 

Improve quality of care and reduce 
misdiagnosis or dismissal of symptoms 

Community 
education 

Develop culturally relevant educational 
campaigns in local languages 

Reduce stigma and increase awareness of 
menopause and treatment options 

Accessible 
treatments 

Subsidise hormone replacement therapy and 
other evidence-based interventions 

Ensure equitable access across 
socioeconomic groups 

Post-surgical 
pathways 

Establish standardised follow-up care after 
hysterectomy or oophorectomy 

Support women in managing abrupt changes 
associated with surgical menopause 

Policy alignment Integrate menopause care into national 
reproductive and ageing health strategies 

Create sustainable, system-wide 
improvements in service delivery 

5. Conclusions 

This study demonstrates that menopause in India is shaped by the interplay of biological 
changes, psychological wellbeing, cultural expectations, and health system limitations. The findings 
highlight that many women face this life stage with minimal support, navigating symptoms amid 
stigma and fragmented services. By centring women’s lived experiences, this study provides an 
evidence base for culturally tailored interventions and more equitable policies. Addressing 
menopause care requires collaboration between healthcare providers, policymakers, and 
communities to ensure that no woman experiences this transition in silence. Embedding menopause 
into health strategies is critical to improving quality of life and promoting dignity for women across 
Inda.  
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