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Abstract

Objective: Menopause, a universal yet diverse life stage, profoundly influences women'’s physical,
emotional, and social wellbeing. In Malaysia’s multi-ethnic context, experiences are shaped by
cultural meanings, religious beliefs, healthcare structures, and socioeconomic factors. Despite this,
policies and services remain limited, with low uptake of hormone replacement therapy (HRT), poor
workplace recognition, and uneven access to care. This study is designed to identify the different
experiences of menopause in Malaysian population. Design: Qualitative study using semi-structured
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interviews. Setting and Population: Women in perimenopause, menopause, and post-menopause
stages from the general population. Methods: Part of the Malaysian chapter of the MARIE WP2a
project, this study explored lived experiences among women aged over 18, purposively recruited
across ethnic, religious, and socioeconomic groups. Interviews conducted in English, Malay, or
Mandarin were analysed thematically using the Delanerolle and Phiri equity-oriented framework to
identify determinants at individual, community, health system, and policy levels. Results: Eleven
women described a range of symptoms, from mild discomfort to severe vasomotor, psychological,
and musculoskeletal issues. Surgical menopause caused abrupt, compounded symptoms. Coping
strategies included exercise, herbal remedies, religious practices, and selective biomedical use. HRT
uptake remained low due to cancer fears, cultural perceptions, and limited clinician engagement.
Workplace support was minimal, with most relying on informal networks. Healthcare engagement
was reactive, and anticipatory guidance scarce. Equity gaps emerged around affordability, rural-
urban divides, religious norms, workplace stigma, and lack of culturally appropriate information.
Conclusion: Menopause in Malaysia is shaped by biological, sociocultural, and systemic factors.
Culturally sensitive clinical pathways, workplace reforms, and equity-focused primary care policies
are urgently needed.

Keywords: bridging the gap; evidence; women; menopausal experience; Malaysia; menopause
guidelines; cultural; religious; equity realities

Research in Context

Evidence Before this Study

We searched PubMed, Scopus, and Google Scholar for studies published between Jan 1, 2000,
and Dec 31, 2024, using the terms “menopause”, “perimenopause”, “Malaysia”, “Asia”,
“qualitative”, and “women’s health”. Previous research in Malaysia has largely been cross-sectional,
focusing on symptom prevalence, age of onset, or use of complementary medicine. While some
studies have highlighted ethnic differences in symptom expression, there remains little
understanding of how sociocultural norms, language, and workplace structures shape women’s
experiences. Crucially, few studies have examined the colloquial ways women articulate their
symptoms or explored how these affect care-seeking behaviour and policy engagement.

Added Value of this Study

To our knowledge, this is the first qualitative study to apply an equity-oriented framework to
menopause in Malaysia. By incorporating narratives from Malay, Chinese, Indian, and Indigenous
women, the MARIE WP2a chapter highlights how symptoms are not only biological but filtered
through cultural interpretations, religious practice, and linguistic expression. Colloquial terms such
as “rasa panas mendadak” (sudden heat) and “susahlah tidur” (can’t sleep) demonstrate how women
describe menopause in everyday contexts, often in ways that remain invisible in biomedical
discourse. The study reveals that workplace stigma, cost constraints, and policy gaps exacerbate
inequities, while women’s strong self-management capacity reflects resilience in the face of systemic
under-provision.

Implications of All the Available Evidence

These findings suggest that menopause care in Malaysia requires a paradigm shift from
biomedical symptom management towards culturally sensitive, equity-driven strategies. National
guidelines should be expanded to include faith-sensitive counselling, multilingual resources, and
greater involvement of primary-care providers in initiating treatment such as HRT. At the workplace
level, menopause must be recognised as a legitimate occupational health issue warranting supportive
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policies. Public education efforts should draw on everyday language to improve reach and relevance.
Ultimately, embedding women'’s lived experiences into clinical practice, health systems, and policy
frameworks will be essential to ensuring that the growing population of post-menopausal women in
Malaysia can achieve equitable health and quality of life.

Background

Introduction

Menopause marks a key stage in a woman'’s life course, defined clinically by the permanent
cessation of menstruation for twelve consecutive months in the absence of other causes'2. It is
preceded by perimenopause, a phase characterised by irregular cycles and fluctuating symptoms,
and followed by post-menopause, during which long-term health risks emerge3*. Globally, the
average age at natural menopause is between 49 and 52 years, while in Malaysia, current data
suggests a mean age of approximately 50 years>s. With female life expectancy exceeding 77 years,
many Malaysian women will spend one-third of their lives beyond menopause’. The impact of
declining ovarian function extends far beyond reproduction, affecting cardiovascular,
musculoskeletal, cognitive, and psychosocial health®. As such, the menopausal transition represents
not only a biological milestone but also a stage of significant clinical and public health relevance.

The manifestations of perimenopause and menopause are highly variable, reflecting the
interplay between hormonal decline, genetic predisposition, lifestyle and environmental influences.
Vasomotor symptoms such as hot flushes and night sweats remain the most commonly reported
globally, while mood changes, anxiety, irritability, and sleep disturbance, can substantially impair
quality of life®10. Urogenital atrophy leads to sexual dysfunction and urinary complaints, while
reduced oestrogen accelerates risks of osteoporosis and cardiovascular diseases in later life12.
However, cross-cultural differences shape both experience and interpretation. In Malaysia, the multi-
ethnic composition has meant Malay, Chinese, Indian, and indigenous groups shape both symptom
expression and the meanings attached to menopause often differently’®15. Cultural interpretations
can frame menopause as natural and liberating or, conversely, as a marker of social decline,
influencing whether women seek medical support, turn to complementary therapies, or remain silent
about their symptoms.

Despite its widespread impact, menopause has received limited policy or service attention in
Malaysia. Uptake of hormone replacement therapy (HRT), an effective treatment for vasomotor and
urogenital symptoms, remains low due to fears of side effects, inconsistent counselling, and
variability in clinician expertise!®!8. Access to specialist care is uneven, leaving rural and indigenous
communities at a particular disadvantage. Workplace recognition of menopause is minimal, leaving
many women unsupported as symptoms affect productivity, attendance and career progression.
Stigma and cultural taboos surrounding reproductive health reinforce silence in families, workplaces,
and healthcare settings. National epidemiological data on symptom prevalence and care-seeking
remain scarce, and little is known about how socioeconomic status, co-morbid conditions such as
diabetes and hypertension, or geographical disparities shape the lived experience of menopause in
Malaysia.

Rationale

Addressing the gaps in menopause research in Malaysia requires moving beyond
epidemiological survey to explore women’s lived experiences, across diverse ethnic, cultural, and
socioeconomic settings. While the MARIE Malaysia chapter has provided valuable insights into age
of onset and symptom prevalence, they do not reveal the social meanings, structural barriers, and
cultural adaptations that shape how menopause is experienced and negotiated in daily life. The
qualitative approach within the current work-package (WP2a) is therefore essential to understand
how women articulate their symptoms, navigate between biomedical and traditional treatments, and
encounter challenges in healthcare access and workplace equity. In Malaysia’s context, where cultural
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pluralism intersects with uneven health system distribution, such insights are vital to inform policy,
design responsive clinical pathways, and shape public health messaging. Embedding women's
narratives at the centre of the MARIE Malaysia study ensures that the voices of women themselves
guide the development of evidence-based, culturally sensitive strategies to improve menopausal care
and equity across the life course.

Methods

Study Design and Setting

We conducted a qualitative study as part of the Malaysian arm of the MARIE WP2a project, a
multi--country investigation into perimenopausal, menopausal, and post--menopausal health. The
Malaysian context is characterised by a multi--ethnic and multi--religious population, comprising
Malay, Chinese, Indian, and Indigenous groups, with diverse sociocultural beliefs influencing health-
-seeking behaviours. Healthcare is delivered through a mixed public—private system, with substantial
urban-rural disparities in access, cost, and continuity of care.

Participants and Recruitment

Participants were biologically adult females above 18 years, and had experienced
perimenopause, menopause, or post--menopause, whether natural, surgical, or medically induced.
We sought diversity across age, ethnicity, religion, menopausal stage, geographical location,
employment sector, and comorbidity status. Recruitment used purposive and snowball sampling via
healthcare providers, community networks, and social media outreach. Eligible individuals provided
written informed consent prior to participation.

Data Collection

Semi--structured interviews were conducted in English, Malay, or Mandarin, either face--to--
face or via secure Microsoft Teams. An interview guide explored symptom experiences, health--
seeking behaviours, healthcare interactions, workplace impact, social and family dynamics, and
perceptions of policy support. Interviews lasted 45 to 90 minutes, were audio--recorded, transcribed
verbatim, and translated into English where necessary. Field notes captured contextual observations,
non--verbal cues, and reflexive insights.

Analytical Framework

Data were analysed using the Delanerolle & Phiri equity--oriented framework! in conjunction
with reflexive thematic analysis (Table 1). The framework comprises four stages as indicated in Table
1.

Table 1. Application of the Delanerolle & Phiri equity--oriented framework in MARIE-Malaysia WP2a.

Stage Description Application in MARIE-Malaysia WP2a
Researchers reviewed each transcript multiple times alongside field notes,
PR Immersion in transcripts to understand the identifying Malaysia--specific contextual factors such as gender role
. Contextua
. cultural, social, and structural contexts expectations, cultural beliefs about menopause, religious influences on
familiarisation ) ) o ) ) ] .
influencing participant narratives. health--seeking, and disparities between urban and rural healthcare
provision.
. o Codes reflected barriers to care, affordability and insurance constraints,
Generation of initial codes that capture both o . . .
X X o . . language and communication needs, social stigma (particularly around
2. Equity--oriented descriptive phenomena and equity--linked . . .
. . genitourinary symptoms and mental health), workplace exclusion, and
coding determinants (e.g., gender norms, healthcare

. . . intersectional disadvantages associated with age, marital status, ethnicity,
access, socioeconomic position). o )
migration status, and income level.

. Organisation of codes into domains reflecting ~ Data were categorised into four domains (individual, community, health
3. Framework mapping =~ . . . . . . .
individual, community, health system, and system, policy) while preserving Malaysian cross--cutting themes
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policy levels, while retaining cross--cutting including religious considerations in treatment choices (e.g., perceptions
themes such as stigma, intersectionality, and of HRT), reliance on informal care networks, multilingual service needs,

structural inequality. and systemic underfunding of women’s health.

) L . Themes were integrated to illustrate how menopause experiences are
Synthesis to highlight the interplay between . . .
. . . ) . . shaped by sociocultural beliefs, family and workplace roles, structural
4. Integrative lived experiences and systemic factors, situating . . L L . .
. . oo . . health inequities (cost, availability, continuity), and gaps in national
interpretation these within national sociocultural and . o o o ) . .
policy. The synthesis identified implications for equitable service delivery
healthcare contexts. A .
in Malaysia.

Coding was conducted reflexively and iteratively using a structured codebook, auditable coding
matrices, and version-controlled documents to maintain a transparent decision trail (including
analytic memos and code—quote linkages). Peer debriefs were held at regular intervals to test
alternative explanations and enhance credibility. A reflexivity statement documented researchers’
positionalities and how these might have influenced interpretation. All quotes were anonymised and
tagged by participant ID.

Ethical Considerations

Ethical approval was granted by Medical Research & Ethics Committee, Ministry of Health
Malaysia (NMRR ID 23-03581-PO8 (IIR)). All participants received study information sheets and
provided written informed consent for participation and publication of anonymised quotes. The
study was conducted in accordance with the Declaration of Helsinki.

Results

Eleven participants provided findings that illustrate menopause is shaped by intersecting
cultural, social, and systemic factors rather than symptom biology alone (Table 2). Women's
experiences reflected coping strategies such as prayer, exercise, and herbal remedies, alongside
barriers in healthcare access, workplace recognition, and policy provision, as indicated in the
thematic Table 3. Economic constraints, language barriers, and rural-urban disparities compounded
inequities, while religious and cultural norms strongly influenced how symptoms were understood,
disclosed, and managed. These insights underscore the need for culturally competent counselling,
workplace policies, and equity-focused national strategies to ensure menopause care is both
accessible and meaningful in the Malaysian context.

Table 2. Social demographic characteristics of the participants.

Location (where . . . .
PID Age . Socioeconomic Status (inferred) Race Religion Menopausal Status
available)

) ) Middle SES (employed, )

PID1 Mid-50s Urban / semi-urban o Malay Muslim Menopause (natural)
recreational activities affordable)
Middle SES (retired, financially

PID2 59 Urban, retired Malay Muslim Post-menopause (natural)
stable, internet access)
Middle-low SES (kindergarten

PID3 55 Semi-urban teacher, large family, modest IChinese Christian Menopause (natural)
income)

Middle SES (employed, access to

PID4 49 Urban Chinese  Christian Menopause (surgical)

government and private care)
Middle SES (works with children
. with disabilities; financial . o
PID5 62 Semi-urban Chinese  Christian Post-menopause (natural)
awareness; stopped supplements
due to cost)
Middle SES (former corporate
PID6 63 Urban worker; surgery limited by Chinese  Christian Menopause (surgical)

regional hospital protocols)
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Middle SES (stable health

PID7 57 Urban professional role, comorbidity: =~ Malay Muslim
asthma)
Middle SES (healthcare worker, o
PID8 47 Urban Melanau Christian

with diabetes and hypertension)
Middle SES (senior healthcare

PID9 57 Urban . Malay Muslim
worker, continuous employment)

Middle SES (retired, hypertension

PID10 59 Semi-urban / rural and hypercholesterolaemia Malay Muslim
controlled)
Middle-low SES (working

PID11 54 Semi-urban professional, diabetes, Malay Muslim

hypertension, stroke history)

6 of 16

Post-menopause (natural)

Post-menopause (natural)

Post-menopause (natural)

Post-menopause (natural)

Peri-menopause (natural)

SES, Socioeconomic Status.

Table 3. Themes and sub-themes identified in the qualitative sample.

Theme Sub-Themes Exposure / Determinants

Exercise (Zumba, walking), religious Individual health literacy, affordability

Coping & Adaptation . . .
ot coping (prayer, zikir), herbal of supplements, cultural framing of
rategies
g supplements, peer advice “natural” vs “chemical” remedies
. o Islamic rules on purity during
. Menstruation and prayer eligibility, . .
Cultural & Religious . . prolonged bleeding, cultural beliefs
marital expectations, modesty norms, o o o
Influences around intimacy, ethnic diversity in

cultural framing of menopause . .
meaning-making

. . . Uneven rural vs urban service
Proactive vs reactive care, surgical vs =~ e .
. . . distribution, limited primary-care
Healthcare Access & Quality natural menopause trajectories, lack )
. . engagement with HRT, under-
of integrated services ] ]
discussion of sexual health

Supportive vs stigmatising Gendered stereotypes, lack of

Workplace Experiences environments, reliance on informal  occupational health policy,

flexibility, absence of formal policies presenteeism, restructuring stressors

Multimorbidity (diabetes,

Mood swings, anxiety, sleep .
. hypertension, stroke),
Psychological Impact disruption, cognitive decline, . .
family/workplace stress, lack of clinical
compounded by multimorbidity

recognition

Cost of supplements, out-of-pocket  Public—private health financing gaps,

Economic Constraints expenses for private care, indirect retirement-related affordability,
costs of travel/time reliance on informal alternatives
Influence on health-seeking Religious values shaping perceptions

Religious Norms behaviour, acceptance/refusal of HRT,of medical treatment, reliance on
framing of symptoms as natural spiritual coping

. . . . Cultural taboos, stigma around
. . Emotional reciprocity, selective . o .
Family & Community Support . o . reproductive ageing, intergenerational
disclosure, silence within families
knowledge gaps

Awareness of national guidelines,  Specialist-only initiation of HRT, poor
Policy & Guideline Gaps lack of implementation, bottlenecks indissemination of CPG, limited CME

HRT provision training for clinicians

Practice Implications

Clinicians should explore women'’s
self-management strategies and
provide balanced advice on safe

complementary use.

Faith-sensitive counselling and
culturally competent communication

should be embedded in primary care.

Integrate menopause into chronic
disease care, train primary care to
address GSM, vasomotor symptoms,
and sexual health routinely.
Develop workplace menopause
policies (flexible scheduling,
awareness training, rest spaces) to

reduce inequities.

Incorporate routine screening for
psychological symptoms and provide

accessible referral pathways.

Ensure subsidies for essential
menopause care, expand insurance
coverage, and reduce out-of-pocket
spending.

Engage faith leaders in awareness
programmes and co-develop
culturally respectful health
messaging.

Promote family-inclusive education
and digital peer support networks to
reduce isolation.

Empower primary care to initiate
HRT, expand CME, and embed equity
metrics into national audit

frameworks.
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L L Geographic disparities in surgical Expand telehealth menopause
Specialist concentration in urban ] ) . . . .
Rural vs Urban Access o . practice and menopause services, services, train regional providers, and
centres, limited rural services . . .
transport costs decentralise specialist services.
Multilingual society (Malay, Develop multilingual education

. Limited multilingual materials, : . . . .
Language Barriers . . Mandarin, Tamil, English), poor materials and standardised
reliance on peers or internet . L K . .
clinician communication skills counselling scripts.

Address stigma through national

Cross-cutting: Stigma, . . Structural invisibility of menopause in . . o
. . Gender norms, ageism, intersection of . ) campaigns, ensure equity monitoring,
Intersectionality, Structural L health policy, workplace bias, and . .
. ethnicity, income, geography L. o and integrate menopause in women'’s
Inequities limited cultural visibility
health hubs.

GSM, genitourinary syndrome of menopause; HRT, hormone rpelacment therapy; CPG, clinical practice

guidelines; CME, continuous medical education.

Symptom Experiences and Trajectories

Across the sample, menopause was experienced along a continuum from minimal disruption to
significant physical and psychological burden. Women with natural menopause commonly reported
vasomotor symptoms such as hot flushes, night sweats, sleep disturbance, mood fluctuation, and
musculoskeletal discomfort. In several accounts, genitourinary syndrome of menopause (GSM),
including vaginal dryness, dyspareunia, urinary leakage, and vulval irritation, emerged as a
persistent, often untreated concern. Surgical menopause cases described a more abrupt onset, with
compounded fatigue, cognitive decline, and palpitations following hysterectomy and oophorectomy.
Symptom severity often reflected underlying health conditions; multimorbidity, such as diabetes,
hypertension, post-stroke sequelae, shaped functional capacity and care priorities. Notably, several
participants reported that symptoms resolved or became less intrusive over time, but unaddressed
sexual health changes, sleep problems, and joint pain remained.

“Stress about hot flushes.” (PID1)

“Sometimes... feeling hot at night.” (P1ID4)

“Kurang... lendir... rasa tidak selesa... ada sakit.” [Less... lubrication... not feeling comfortable... got
pain.] (PID8)

“Now I have diabetes and hypertension... I've had laser treatment [for diabetic retinopathyl].” (P1D7)

“I didn’t really feel menopausal... just normal.” (PID10)

Coping Strategies and Self-Management

Coping responses were strongly shaped by personal beliefs, health literacy, and affordability.
Many women adopted self-directed approaches, including exercise such as walking, Zumba, and
dietary supplements, such as evening primrose oil and herbal remedies. In addition, religious
practices such as zikir, prayer, scriptural reading, and seeking digital information were also used.
Several avoided pharmacological interventions, particularly HRT, due to perceived cancer risks,
cultural framing of hormones as “chemical,” or a view that mild symptoms did not warrant medical
treatment. Cost was a determinant of discontinuing supplements for some, particularly post-
retirement. Religious coping provided psychological stability for Muslim and Christian participants,
while social and leisure activities mitigated isolation. Coping through selective emotional disclosure
was common, reflecting workplace norms and cultural boundaries.

“Self-talk... Self-motivation... Zumba sometimes.” (PID1)

“When I feel stressed... I do zikir. It has helped a lot this past year.” (PID11)
“I don't take anything at all.” (PID6)

“We used KY Jelly before... it helped.” (PID10)

“Saya tak suka ambil bahan kimia... teh herba chamomile... sangat membantu.” [I don't like taking
chemicals... chamomile herbal tea... really helps.] (PID8)
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Community and Workplace Contexts

Community and workplace environments played pivotal roles in shaping menopause
experiences. Supportive colleagues, particularly in smaller teams, offered flexibility, understanding,
and rest breaks. However, workplace menopause policies were absent across sectors, and
occupational adaptations depended on informal goodwill rather than formal entitlements. Women
in healthcare roles often reported a lack of leadership awareness about menopause and limited
organisational training. In some workplaces, menopausal symptoms intersected with corporate
restructuring, relocation, or pandemic-related disruptions, amplifying stress and undermining
morale. Ageist and gendered stereotypes, particularly in Chinese corporate settings, framed
menopausal women as “difficult,” reinforcing stigma and discouraging disclosure. Beyond work,
family played mixed roles: some provided emotional reciprocity and companionship; others avoided
engagement when participants were “in a bad mood.”

“If they see I'm stressed... they tell me to rest first.” (PID11)
“Support is fine... but more humane... give us some leaves.” (P1D4)
“Nobody talked about it openly.” (PID2)

“Ketua Unit pun tidak memahami... sepatutnya... mereka kena faham.” [Unit Heads don’t
understand...supposedly .... they have to understand.] (PIDS)

“Like an orphan” [during workplace restructuring]. (PID6)

Health System Interactions and Service Gaps

Healthcare engagement was typically reactive and symptom-triggered rather than preventive.
Few participants reported being proactively asked about menopause in clinical settings, even when
attending for chronic disease management. Menopause-specific services were rare; surgical cases
described good oncology follow-up but no integrated menopause care. GSM and sexual health
concerns were often undiscussed with clinicians, due to embarrassment, perceived triviality, or
cultural modesty. Primary care rarely offered or discussed HRT, and several participants reported
learning about menopause only after experiencing symptoms. Positive care experiences centred on
trusted providers who offered advice or symptom relief. Structural barriers included incompatible
clinic hours for working women, appointment booking requirements, regional inequities in surgical
practice, and the absence of multidisciplinary menopause teams.

“No” [to receiving needed support from primary care]. (PID1)

“I only learned about it after experiencing it myself.” (PID11)

“We treat women in their 50s... but don’t ask about menopause.” (PID7)
“Everybody Googles... maybe it’s the right kind of information.” (PID2)

“Ubat ni (i.e,, HRT) tak digunakan... dan tidak... dibincangkan.” [This medicine isn’t used... and it’s
not... discussed.] (PID8)

Policy Awareness and Advocacy

Participants consistently expressed a desire for systemic change. At the policy level, they called
for public awareness campaigns, community-level education, workplace menopause policies, and
integration of menopause into chronic disease care. Recommendations included dedicated
menopause clinics in both public and private sectors, multidisciplinary teams incorporating mental
health professionals, targeted courses for women in midlife, and mass media outreach to help
partners and families understand menopause. Digital peer-support platforms were suggested as
accessible, stigma-reducing spaces. Women in healthcare roles emphasised the need for continuing
medical education (CME) for managers and clinicians to improve menopause literacy and patient—
provider communication. Policy advocacy was grounded in equity concerns, ensuring that women
with low education, rural residence, or limited health literacy could access tailored support.
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“Give awareness talk.” (PID1)

“Arrange a course to help them better understand their menopausal condition.” (PID3)

“Helpful to have some articles in the newspaper so that more women can gain awareness.” (PID4)
“Emotional support is very important... if our emotions are okay, we can work.” (PID11)

“Clinics should tell clients about menopause so they are ready.” (PID6)

Cross-Cutting Equity Themes

Analysis through the Delanerolle & Phiri equity-oriented framework revealed intersecting
determinants across all domains. There is a constellation of intersecting determinants that extend
beyond the biological manifestations of menopause, underscoring the importance of structural,
cultural, and economic contexts in shaping women’s health outcomes.

Knowledge and information asymmetry were evident even among healthcare professionals,
indicating that occupational proximity to health services does not guarantee menopause literacy. The
latter aligns with global evidence that formal medical training often neglects menopause, with limited
curricular emphasis on HRT safety, indications, and alternatives. Reliance on peers or the internet as
primary information sources risks perpetuating misinformation, reinforcing self-management
approaches that may be suboptimal or delaying care-seeking.

The cultural-religious interface illustrates how physiological changes intersect with faith-based
practices and social norms. Prolonged or irregular bleeding disrupted religious rituals, especially in
Islam, where menstruation affects prayer eligibility, contributing to heightened anxiety.
Simultaneously, modesty norms restricted the disclosure of sexual health concerns, a pattern
documented in other conservative settings. Such constraints create a dual-layered invisibility, where
both the symptom and its cultural significance remain under-addressed in health encounters limiting
the opportunity for culturally competent care.

Economic determinants played a subtler but important role. Public healthcare in Malaysia is
heavily subsidised; however, indirect costs including loss of income from time off work to attend a
congested clinic, transportation, and the purchase of over-the-counter supplements influence health
decisions. Women reported discontinuing supplements or forgoing private consultations due to cost.
This reflects broader findings from low- and middle-income countries (LMIC) contexts where out-of-
pocket expenditure is a major determinant of health-seeking behaviour, and where menopause-
related care is rarely prioritised in household health budgets.

Gender norms and marital expectations emerged as a salient driver of sexual health inequities.
Dyspareunia and low libido were sometimes negotiated within frameworks of marital obligation,
with women feeling unable to refuse intimacy despite discomfort. Such dynamics echo feminist
analyses of reproductive health, where social scripts of marital duty constrain women’s bodily
autonomy. The absence of routine enquiry about sexual function in primary care settings compounds
the problem, leaving symptoms untreated and the relational dimension unaddressed.

Workplace inequities were characterised by an absence of menopause-informed leadership and
policy. In practice, this meant that symptom management (e.g., coping with fatigue, sleep disruption,
or vasomotor episodes) relied on the goodwill of colleagues rather than formal accommodations. This
mirrors global literature showing that, in the absence of policy frameworks, women adapt at an
individual level rather than organisations adapting to their needs. The lack of structural recognition
contributes to presenteeism, reduced productivity, and attrition, with implications for workforce
retention.

Geographic service disparities highlighted how access to surgical and specialist menopause
services was concentrated in urban centres. Participants in smaller regional hospitals reported fewer
options for ovarian-sparing surgery or access to dedicated menopause clinics, reflecting both
infrastructure and workforce distribution imbalances. Such inequities are consistent with the
Malaysian Ministry of Health’s own assessments of urban-rural service gaps and mirror patterns in
other LMICs where reproductive health subspecialties are unevenly distributed.
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Collectively, these determinants illustrate that menopause inequities are not simply a by-
product of symptom variability but are actively shaped by socio-structural conditions. Addressing
them requires multi-level interventions: embedding holistic care of menopause in medical curricula,
integrating cultural and religious competence into care pathways, ensuring equitable resource
distribution, and enacting workplace and public health policies that acknowledge menopause as a
legitimate and significant health phase.

“Penting... ramai tak tahu... perlu beri ilmu kepada mereka.” [Important... many don’t know... need to
give them knowledge.] (PID8)

“We agreed to stop... it was uncomfortable, and my husband isn’t well.” (PID10)

“Period tak berhenti, ganggu ibadah, nak solat...” [Period didn’t stop, disrupted worship, wanting to
pray...1 (PIDS8)

“No workplace policy... we didn't get to discuss that here.” (PID4)

(Y ey}

WP2a Finding
~—

-ategies Coping & A

Culbneal g,

WPhiucves

Cross-cutting: Stigma,

Family & Support

Figure 1. A thematic map visualises the major themes (in green) and contextual factors (in blue) identified from
the analysis of 11 Malaysian qualitative interview transcripts (MARIE WP2a). The central node represents
menopause experiences in Malaysia, with connections to themes and further linked to specific socio-cultural,
economic, and policy contexts. Cross-cutting issues, such as stigma, intersectionality, and structural inequality,

are also included.

Integrative Interpretation

The findings reveal that menopause in Malaysia is not a uniform clinical event but a socially
mediated transition shaped by intersecting biological, cultural, and systemic determinants. Women's
narratives show that while some describe the process as “just normal,” others highlight distress
through colloquial terms such as “rasa panas mendadak” (sudden feeling of heat), “susahlah tidur”
(difficult to sleep), or “maranduttee poren” (I keep forgetting), which capture lived realities often
invisible in formal health discourse (Table 4). Such language underscores both the normalisation of
symptoms and the silence surrounding intimate issues like vaginal dryness or painful sex, which
remain unspoken in clinical settings due to modesty norms, embarrassment, or fear of being
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dismissed. The Delanerolle and Phiri equity framework highlights that these experiences are not only
shaped by symptom severity but also by health literacy gaps, workplace stigma, religious
expectations, and policy omissions that collectively determine whether women seek care, rely on self-
management, or disengage from health services.

Despite strong self-management capacities, women’s reliance on peers, the internet, or
traditional remedies reflects systemic under-provision and a lack of culturally attuned medical
dialogue. Even those with multimorbidity reported menopause as absent from routine consultations,
representing missed opportunities for preventive care. Workplace cultures ranged from supportive
gestures of flexibility to dismissive stereotypes of women as “difficult,” with the absence of formal
menopause policies reinforcing inequities. Public health communication remains fragmented, often
inaccessible in colloquial Malay, Tamil, or Mandarin, leaving women to translate medicalised
concepts into their own everyday language.

These insights point to an urgent need for multi-level reform. Menopause should be embedded
into chronic disease care, supported by culturally competent counselling that recognises how women
themselves describe and interpret symptoms. Workplace and policy interventions must move
beyond token awareness to structural protections and tailored education, delivered in multiple
languages and formats. Without such changes, the disproportionate burden of navigating
menopause will remain on women, entrenching inequities across health, work, and daily life.

Table 4. Colloquial terms unique to Malaysia.

Common English Phrase . X X . Chinese (Mandarin) Translation (
Malay Translation Tamil Translation (SL8lLp)
(from PIDs) 30
“Hot flushes” “Rasa panas mendadak” “SLFGL U,&SI” (suda suda aaguthu) “WHRY (chdo re)
“Night sweats” “Berpeluh waktu malam” “@relev WFTHERMSI” (iravil viyarkkudhu) “YSIT” (dao han)
“No more periods” “Dah tiada haid” “LOMGILITUI @ 6vemev” (maadhavidaai illai) VAR T (méiydu yuejing le)
“Feeling moody / bad “Rasa moody / rasa tak seda . . o
& y ] Y Pulpre eflufléven” (manasu sariyilla) I EEAAE” (qingxcit bit hdo)
mood” hati”
“Dryness down there” “Kering di bawah” “BCLD 2 WTER” (keezhe ularcci) R (xiamian ganzao)
“Pain during sex” “Sakit masa bersama” “2_|_ewimellev eued” (udal uravil vali) “MEZZBIYEIR” (xingjido shi téngtong)
. “Tak ada tenaga / selalu . . ) PR BB (méiyou ligi /
“No energy / always tired” “GFMeUNs Q) HSG” (sorvaaga irukku) )
penat” z0ng shi lei)
“IHETMTS SIS wlev” (nanraga thoonga
“Can’t sleep well” “Susahlah tidur” ibeoromes L ( 8 8 “BEAGF” (shui bl hdo)

mudiyala)
L. . Y [ IR (Ido wang shi /
“Forget things / brain fog” “Asyik lupa / otak berkabus” “LOMBSIL CL. CLITEGMEOT” (maranduttee poren) rozi i)
ndozi hiitii

“H &L QLD CUIMTSI QL6Taqedr” (sudachu  “TFRALIARZIK” (chdo ré rang wd
“Stress about hot flushes” “Stress pasal panas badan” .
varum podhu tension) hén jinzhang)

Discussion

This qualitative study of the Malaysian arm of the MARIE WP2a study demonstrates that
menopause is not a uniform biological event but a socially mediated transition shaped by intersecting
determinants at individual, community, health system, and policy levels. Women’s accounts revealed
wide variability in symptom burden from negligible disruption to persistent, untreated genitourinary
and sleep disturbances yet the trajectory of experience was consistently influenced by cultural norms,
religious practices, workplace environments, and service accessibility. The Delanerolle & Phiri
equity-oriented framework elucidates how structural barriers such as informational asymmetry,
service gaps, and geographic disparities interact with gender norms and marital expectations to
either facilitate adaptation or entrench unmet needs. Importantly, the findings challenge assumptions
that healthcare workers or urban residents are insulated from menopause-related inequities; even
within these groups, limited menopause literacy, reliance on informal advice, and avoidance of
clinical engagement were common. All these reinforce that the drivers of menopause inequity are
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systemic rather than purely individual, requiring a reconfiguration of how menopause is recognised,
discussed, and supported across Malaysian society.

Clinical Implications

For Malaysian women, the findings highlight critical opportunities for enhancing clinical care
through earlier identification, culturally sensitive communication, and proactive symptom
management. The absence of routine enquiry about menopause in chronic disease reviews represents
a missed window to address GSM, sexual function, and sleep disturbance conditions that
significantly affect quality of life and can be managed with accessible interventions such as vaginal
moisturisers, pelvic floor therapy, and cognitive-behavioural strategies for insomnia. Clinicians must
also recognise the cultural and religious dimensions of symptom experience, including the impact of
menstrual irregularities on religious observance, and integrate this into counselling. The fear of HRT,
often based on anecdote evidence rather than scientific, underscores the need for balanced risk-
benefit discussions and shared decision-making that respect individual beliefs. Training programmes
for primary care providers should incorporate menopause-specific modules, with practical guidance
on discussing intimate symptoms in culturally sensitive ways. This would help bridge the knowledge
gap, build trust, and ensure that treatment plans are acceptable, feasible, and aligned with women'’s
values and lived realities.

Sociological Implications

Malaysia’s plural society, Malay, Chinese, Indian and numerous other indigenous communities,
sits within a strongly multilingual and religious landscape (Malay, Mandarin, Tamil, English; Islam
63.5%, Buddhism 18.7%, Christianity 9.1%, Hinduism 6.1%)». Urbanisation is high (about 78—79%),
yet a sizeable minority remain in rural settings where service reach differs?’. These macro-features
shape how women interpret symptoms, disclose intimate concerns, and navigate care. Qualitative
work with East Coast Malaysian women shows limited pre-emptive knowledge, reliance on peers,
and an explicitly religious framing of the midlife phase, treating menopause as a time to deepen faith.

Chinese-heritage narratives from regional syntheses emphasise normalisation, use of traditional
remedies and reticence to discuss sexual function patterns echoed locally. Together, these dynamics
make information pathways, cultural modesty around genitourinary symptoms, and faith-
practicalities such as ritual purity during prolonged bleeding, central to care acceptability.
Traditional and complementary medicine is widely accessed, especially evening primrose oil, black
cohosh, vitamins/minerals and Chinese herbal preparations, often preferred over “chemical”
medicines and sometimes chosen on cost grounds?. Such choices can delay assessment of red-flag
bleeding or under-treat distressing GSM unless clinicians explicitly explore beliefs and affordability.

Practice and Policy Implications

The integration of patient experiences into practice and policy design is essential to broaden the
applicability and equity of menopause care in Malaysia. Workplace policies should explicitly address
menopause, offering flexible scheduling, rest spaces, and temperature control, while embedding
menopause awareness into leadership training to dismantle stigma and normalise discussion. At the
health system level, national guidelines should mandate the inclusion of routine menopause
screening questions within midlife and chronic disease consultations, supported by culturally
adapted public health campaigns in multiple languages. Geographic inequities could be mitigated
by expanding specialist telehealth services and training regional providers in menopause
management, ensuring equitable access for rural populations. Patient narratives from this study
provide a blueprint for such reforms, emphasising the need for accessible information, emotional
support, and service models that account for both biological symptoms and their sociocultural
framing. Embedding these voices in guideline development, CME curricula, and public education
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will not only improve the relevance of interventions but also affirm menopause as a legitimate and
visible component of women'’s health policy.

The 2022 Malaysian Clinical Practice Guideline (CPG) is methodologically strong (AGREE II-
appraised as high quality overall) and provides clear, evidence-based recommendations on
definitions, investigation of abnormal bleeding, indications / contraindications for menopausal
hormone therapy (MHT), and GSM / long-term risk management??4. It recognises Malaysia’s
multilingual reality and explicitly calls for public awareness in three main languages. It also
acknowledges scarce MHT options in peripheral facilities and proposes a Menopause Care
Programme and CME.

Gaps Against Lived Realities

Applicability and reach. The primary-care appraisal notes the applicability domain scored lowest,
signalling implementation weaknesses. The CPG limits initiation of MHT to specialists or trained
practitioners, which, in practice, can bottleneck access outside major centres. While it observes the
scarcity of MHT in peripheral clinics, it stops short of specifying procurement / financing
mechanisms, after-hours models or telehealth to mitigate urban-rural gradients.

Culture, religion and modesty. Beyond multilingual awareness, the CPG offers little practical
guidance on faith-sensitive counselling, such as managing prolonged bleeding that interrupts prayer,
sexual-health modesty, or how to discuss dyspareunia and low libido in ways that address marital
expectations and consent issues that qualitative Malaysian evidence shows are pivotal.

Information Asymmetry

The guidance does not directly address peer- and internet-led knowledge or the prevalence of
traditional medicine use such as what to ask, how to counsel on evidence and interactions, despite
their clear influence on help-seeking and treatment choices.

Work and Psychosocial Context

There is no specific section on workplace policy or occupational adjustments, such as heat
control, flexible rostering, private rest spaces, signposting, despite emerging local employer
initiatives and consistent reporting that informal support currently does the heavy lifting.

The MARIE WP2a findings highlight that any guideline’s real-world impact will depend on
embedding explicit attention to Malaysia’s cultural-religious norms, such as faith-practice
disruptions during irregular bleeding, modesty in discussing sexual health, information ecosystems,
and economic realities, such as cost-related discontinuation of supplements or private consultations.
In addition, the workplace context where an absence of formal menopause policies, reliance on
informal support can cause staff retention at a time Malaysia’s population continues to grow at a
rapid rate, alongside of a significant ageing population. Strengthening the guideline’s applicability
through primary-care empowerment to initiate and manage low-risk MHT, culturally tailored
counselling that addresses religious sensitivities and modesty norms, and equity monitoring to
ensure measurable uptake in rural, multilingual, and lower-literacy populations would directly close
the gap between the guideline’s evidence-based intent and the lived experiences of Malaysian women
documented in this study. As such, we propose culturally responsive recommendations for any
future guidelines in Table 4.
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Table 4. Proposed culturally responsive and equity-oriented add-ons to strengthen future clinical practice

guideline on menopause.

. . Primary Stakeholders /
No. Recommendation Key Actions
Sources
* Incorporate brief, scripted prompts and leaflets on: discussing intimacy

with modesty; first-line GSM options compatible with faith practices;

Embed cultural & religious advice for prolonged/irregular bleeding disrupting prayer. .
1 L. . . o : Health authorities
pragmatics into clinical pathways e Integrate clear red-flag messages and investigation triggers.
e Use the existing guideline’s abnormal uterine bleeding algorithm, but
enhance it with faith-sensitive communication guidance.
¢ Authorise primary-care initiation of low-risk MHT under protocol, with
remote specialist backup.
X . . * Specify procurement lists for district clinics.
Shift from specialist-centric to . PubMed; health
2 . * Support teleconsultation for rural areas. .
primary-care-enabled access authorities

e Introduce clinic-level audit indicators (e.g., proportion of women 45-60
screened for vasomotor symptoms / GSM; time-to-treatment for severe
vasomotor symptoms).
¢ Provide clinician scripts to ask explicitly about uses of supplements /
TCM.
. . * Deliver balanced, evidence-based counselling on benefits / limits.
Normalise conversations where . . . . .
3 . . ¢ Develop multilingual micro-modules and WhatsApp-sized patient Helath authorities; PMC
women seek information . . ) . . .
explainers co-designed with major ethnic communities.
¢ Extend guidelines’ language recommendations to everyday
communication channels.
* Add occupational health annexe: symptom-aware rostering, uniform /
. . fabric guidance, hydration and temperature access, confidential referral
4 Bring the workplace into scope . Ova
routes, and manager training.
¢ Encourage ministries and major employers to adapt annexe content.
* Require routine reporting by ethnicity, language, and urban / rural
. . . location. .
5 Track equity, not just efficacy . . L . . Health authorities
¢ Ensure equity metrics accompany clinical indicators for national audit.

» Use guideline’s clinical algorithms as baseline framework.

Conclusions

Menopause in Malaysia appears to be universal, but socially mediated factors, shaped by
cultural, religious, and systemic contexts. Women'’s accounts highlight gaps in awareness, service
provision, and workplace recognition that perpetuate inequities in symptom management and
support. Strengthening culturally competent clinical care, empowering primary care to deliver
menopause services, and embedding workplace and public health policies are urgently required.
Addressing these gaps will ensure that the national guideline translates into meaningful
improvements in quality of life and equity for Malaysian women across the menopausal transition.
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