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This study aimed to examine the determinants of knowledge about menopause
and the extent of menopausal symptoms among Vietnamese women in Ho Chi Minh City
(HCMC). Data for this research was drawn from the survey “Complaints of the Peri-
menopause” which was a cross-sectional survey conducted in 1997 for the purpose of
exploring the situation of menopausal women in HCMC, Vietnam. Data from 477 female
respondents, aged between 40-54 years old, was selected for the present study. Bivariate
analysis (Chi-square test with Chi-square value and Cramer’s value, one-way ANOVA
and t-test) was used for finding the linkages between the variables.

The findings suggest that there is an association between knowledge about
menopause and the extent of menopausal symptoms; the more the women know about
menopause, the greater the menopausal symptoms they experience (menopausal
symptoms as measured by presence and severity). Menopausal experience is also
influenced by current age, parity, income per capita and the presence of mother (or
mother-in-law) in the household. Social characteristics (including educational level,
occupation and income per capita).and current age, clearly have an impact to knowledge
about menopause. Overall, educational level and income per capita are found to be
strongly associated with knowledge.

In spite of the limitations of this study, it can give a partial picture of
menopausal Vietnamese women. The health problems experienced by Vietnamese women
in HCMC during menopause are real. More attention should be given to the study of
older women’s health in Vietnam. This research could be the basis for further studies on
the subject.
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CHAPTER ONE

INTRODUCTION

1.1. Background and Rationale

In recent decades, by the improvement of health condition and living standard, life
expectancy has become longer. Worldwide, in 1995, the average of life expectancy at
birth was 67 years in women and 65 years in men (Stuckelberger, 1997). At one
extreme in Japan, this number was over 83 years in women and nearly 77 years in
men; at the other extreme in Sub Saharan Africa, life expectancy was 52 years in
women and 49 years in men (Stuckelberger, 1997). In all of these groups, women
always live longer than men. Although life expectancy at birth varies significantly in
the world, once women have reached 50 years of age, there is a remarkable similarity
in life expectancy at 50 years of age: it is between 20 to 30 additional years (WHO,
1996). So, with the age of menopause being around 50 years (Hill, 1996), women live
an average of 2 to 3 decades in post-menopause.

However, the quality of human life is at least as important as its quantity.
Increase of life expectancy will lead to the increase of chronic diseases, the chronic
disability condition of aging (WHO, 1997). Longer life will be considered as a penalty
rather than a prize if it happens with suffering the severe diseases, the chronic
diseases, the mental or physical disability. Longer life in post-menopausal women
might be a burden with unpleasant vasomotor symptoms, negative changes in mood or

the diseases of aging. The trend is for morbidity and mortality in women to increase



after menopause due to the risk of cardio-vascular diseases, neoplasm of the breast or
endometrium and fractures from osteoporosis (Hill, 1996). About 12 to 20 percent of
patients with hip fractures will die within one year of the event; about 1.3 million
osteoporotic fractures occur annually in the United States with a medical expense of
about USD 10,000 per year (WHO, 1996).

The number of menopausal women in 1993, worldwide, was 470 million
with 40 percent living in developed countries. This number would be estimated to be
about 1.2 billion in the year 2030 with 24 percent in developed countries. The change
of this proportion is caused by the difference in annual growth rate in the number of
women aged over 50 in the world (this rate is estimated in developing countries to be
about 2 to 3.5 percent while in developed countries, it is about 1.5 percent). The
proportion of post-menopausal women is 5 to 8 percent in developing countries and
more than 15 percent in developed countries; and it is estimated that these numbers
would have increased from 8 to 17 percent and from 15 to 23 percent respectively in
the year 2030 (World Bank, 1993).

Increasing attention to the menopausal topic has resulted from this increase
and also from the consequence of growing interest in women’s health during their
entire lives. Although almost all the researches had been devoted to women in
developed countries; even in these countries, the data on cost and benefit of
therapeutic methods have received inadequate attention (WHO, 1996).

Menopause, in a woman’s life, is an inevitable event, but it does not mean

the end of life or the time when life becomes less enjoyable.



During the menopausal transition, a serious change occurs in hormonal
secretion, especially for the reproductive hormones. Estrogen withdrawal leads to
many disturbances, usuaily unpleasant to women's lives.

Also, some other important life events may occur during this period. In the
family, this is the time when children grow up, get married or leave home for carrying
on their independent lives which may cause their parents to have the phenomenon
called “empty nest syndrome” (Lock, 1986), especially for their mother who is always
sensitive to the children’s problems. This is also the time when illness or death can
happen to the menopausal women’s parents and so lead them to have negative
emotional reactions. Socially, this is the time of retirement when women move out of
environmental contacts and become isolated from workmates and their work.

Menopausal symptoms, therefore, are the complex disorders, caused by a
biological process and social life. According to Cobb (1994), women perceived
menopause not only in terms of the disorders and the health risk caused by this
transition, most of them viewed this transition as a process of aging with a realistic
fear in a society where aging women are generally treated with contempt. In resolving
the health problems in this period, a physician is required, not only to provide the
medical knowledge, but also the understanding about the social and environmental

interactions.



1.2. Justification:

The population of Viet Nam had reached 72 millions by the year 1994 and women
accounted for more than half of this number ( Uy Ban Quoc Gia DS & KHHGD,
1995) .

By law, there is an equality between men and women concerning rights and
obligations. But, in fact, in many respects, women still get more discrimination (in
society: less instance in literacy, health care, social security and wage; in family: less
power on deciding family problems although having the same responsibilities). So, the
biological stresses caused by their obligation in childbearing and the social stresses
caused by inequality clearly affected the health status of women for those of both
younger and even older age.

The proportion of women of age 45 years and older in 1993 was 18.6
percent with the life expectancy of around 70 years old (Uy Ban Quoc Gia DS &
KHHGD, 1995). The Vietnamese population is a young population with a high natural
growth rate. Thus, governmental health programs have intended to place emphasis on
women’s health problems during childbearing age such as safe motherhood, induced
abortion, contraceptive use and family planning. Despite the fact that the number of
older women increases continuously, menopause is still not mentioned adequately.
Rarely, some gynecologists use the Hormone Replacement Therapy (HRT) for their
patients that have adequate financial resources. Providing knowledge about

menopause to the community is still limited. Therefore, preventive programs of

disorders related to the menopausal transition has not been a concern.



The study of menopausal experiences of women will give us the
information about older women’s health, the understanding of the factors influencing
the menopausal transition and so, can help us to design effective programs for
resolving the disturbances of older women.

Ho Chi Minh City (HCMC) has a population of 4.9 million people with
more than half of this number being women and the proportion of women older than
45 years of age is 10.09 percent (Cuc Thong Ke TPHCM, 1995). HCMC is the largest
city of the country and the economic center in the South of Viet Nam. Two-thirds of
its population is concentrated in the inner city. In 1990-1995, its GDP grew at an
annual rate of 12.6 percent, which was 1.5 to 1.7 times higher than the average of the
country. In 1995, income per capita of the HCMC population was estimated to be 915
USD a year, which was 3.3 times higher than that of a person in the country. Out of
the total capital of 14 billion USD to be invested in all urban areas, 38 percent were
invested in HCMC (SOHCM, 1996). HCMC can be viewed as one of the
representative place with high demographic pressure where many social interactions
happen. Results from a social study conducted in HCMC can be applied to the other

urban areas in the South of country.



1.3. Research Question:

Menopause is a universal event but women, worldwide, experience it differently.

According to difference in socio-economic status and in demographic
characteristics, women can get different levels of knowledge on menopause and they
can get menopausal symptoms to different degrees.

This thesis will examine the factors associated with knowledge on
menopause and extent of the menopausal symptoms. The argument used in this study
proposed that social and demographic factors can affect the knowledge on menopause
and extent of menopausal symptoms. In addition, this thesis will examine the

relationship between knowledge on menopausal transition and extent of menopausal

symptoms.

1.4. Objectiveg

General objective:
To explore the situation of menopausal women in HCMC, Viet Nam.
Specific objectives:
1. To investigate the knowledge on menopausal transition among Vietnamese
women in HCMC.
2. To investigate the extent of menopausal symptoms among Vietnamese
women in HCMC.
3. To study the relationship between social and demographic factors and the

knowledge on imenopausal transition among Vietnamese women in

HCMC.



4. To study the relationship between social and demographic factors and the
extent of menopausal symptoms among Vietnamese women in HCMC.
5. To study the relationship between knowledge on menopause and extent of

menopausal symptoms among Vietnamese women in HCMC.

1.5. Limitations of Study:

This study has several limitations. Because of using secondary data, this study could
not use other concepts beyond those obtained by the structured questionnaire. The
information of knowledge about menopause concerned in this analysis is just on the
preliminary level. This study could not examine the knowledge about nutrition and
exercise during the menopausal transition, the perception of women on menopause.

The menopausal symptoms are reported subjectively by the participants, so
we can not avoid the bias from the participants’ recognition. Presence or extent of
menopausal symptoms is influenced not only by social and demographic factors that
were mentioned in this studies. The role of women’s perception of menopause and
health behavior were suggested in many previous studies.

Due to the small sample and poor distribution between the different
categories, this study just used the bivariate analysis, so the interaction between the
independent variables was not examined.

Due to the differences in economic and geographic conditions, the results of
this study can be applied only to the urban areas in the South of Viet Nam. However,
the findings ot this analysis might give a partial picture of menopausal women in Viet

Nam. Further studies on this topic are required.



CHAPTER TWO

LITERATURE REVIEW

This chapter will present the discussion about menopause. Definitions of some terms
used when talking about menopause will be shown first. After that, there is a little
presentation about the menopausal transition. The results from previous studies on

menopause related to the objectives of this study will be mentioned at the end.

2.1. Definition of Menopause

Menopause is the time of a woman‘s life when reproductive activity ceases and is
marked by the permanent cessation of menstruation (WHO, 1996). With this
cessation, ovulation stops and the end of the secretive function of the ovaries occurs
which leads to the reduced productions of the reproductive hormones.

The transition from regular ovulatory cycles to menopause is not an
instantaneous event. In fact, ovarian function begins to decrease as early as the age of
forty, characterized by the decrease of fertility and progressive tissue atrophy. This
period is called by the term climacteric and menopause is the culmination of
climacteric (Chin, 1997).

The menopausal transition is divided into different periods in which pre-
menopause is used to refer to the 1-2 years immediately before menopause and post-
menopause is used to refer the period after the final menstrual period which always is

defined in retrospect one year or more after this event. Peri-menopause so, includes



the period prior to the menopause when the endocrine, biological, clinical

disturbances of approaching menopause commence and the first year after menopause

(WHO, 1996).

Final menstrual period (Menopause)

) Pre-menopause Post-menopause ,

12 months .| =2 yearg

»

A

Peri- menopause

A

(Source: WHO, 1996)

Menopause can be caused naturally from the loss of ovarian activity
(natural menopause) or artificially from the surgical oopharectomy (induced

menopause).

2.2. The Menopausal Symptoms

There are many disorders during the menopausal transition, both physically and
mentally; some of these can be recognized by the women themselves, some take place
in silence and cause, over time, severe disturbances in women‘s lives.

These changes are classified into different clusters, depended on the
different studies. The Manitoba study divided them into six clusters including
psychological, vasomotor, respiratory, gastrointestinal, somatic and musco-skeletal
symptoms; the Massachusetts study included four clusters: psychological, vasomotor,

respiratoiy and gastrointestinal sympioms {Mitcheii & Woods, 1996).



10

The frequency of these symptoms and their stability vary over the time.
Some happen frequently during pre-menopause and decrease over time. Some occur
and increase progressively from pre-menopause to post-menopause and become more
severe near the end of life.

Little distinction has been made between symptoms that result from a loss
of ovarian function, from the aging process or from the social and environmental
stresses of the mid-life years (WHO, 1996).

The four main groups of changes cited below are the common symptoms
which lead women to seek medical assistance (Speroff, 1994).

e Vasomotor troubles usually have been a great distress for many women and has
been a concern of many studies.

e Atrophic condition that commonly occurs in the uro-genital tract, causes disorders
in sexual activities and urinary difficulties.

e Disorders in menstrual pattern, on the length and the bleeding pattern of menstrual
cycles.

e Psychological disturbances can be explained by social factors as well as by
biological reasons.

Among these changes, the first three groups can be assumed to be physical

symptoms and can be relieved, partially, by exogenous hormone.

Vasomotor Troubles

Hot flashes are the popular vasomotor symptoms that signal the commencing of

menopause. The classic hot flash is often started with a sensation of pressure in the
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head. It is followed by a wave of heat, occurring suddenly from the head and neck
areas, spreading to the upper torso and arms and involving the whole body.
Vasodilatation caused by heat loss mechanism, occurs next and is partially the cause
of the other vasomotor symptoms such as sweating, palpitation and dizziness
(Kronenberg, 1994). This mechanism also causes the increase of body surface
temperature along with the decrease of core body temperature measured at 0.2°C. Hot
flashes happen frequently at night and during stress (Chang, Plouffe & Schaffer,
1994).

The frequency, duration and intensity of hot flashes vary, but commonly,
this symptom is unpleasant to women and leads them to tension or nervousness.

The prevalence of hot flashes associated with menopause varies in different
studies in different countries and are more common in European and North American
women: being 45 percent in North American women (WHO, 1996) and 20 to 40
percent in French women (Ledesert, Ringa & Breart, 1993). From a survey of
menopausal symptoms conducted in seven Asian countries, this prevalence was
reported to be from 9.8 to 38.5 percent (Boulet et al., 1994). The difference in
prevalence of hot flashes is explained by differences in genetic factors, in prior health

status and in nutrition status of the participants (WHO, 1996).

Uro-genital Atrophy

The genital tract is one of the organs responsive to reproductive hormones.
Diminution of esirogen during the menopausai stage causes vulva-vaginal

dysfunction.
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With estrogen loss, the vulva loses most of its collagen, adipose, water
retaining ability and epithelial glands. It becomes flattened, thin and more irritated
with any type of contact (Bachmann, 1994). Also, the vagina shortens and narrows
with its walls becoming thin, less elastic and less smooth (by losing secretive function
and mature layers). Changes of the vaginal tract lead to changes in the urethral orifice,
urethral axis and so cause urinary difficulties (Bachmann, 1994). Menopausal women
often report vulva-vaginal complaints by the presentation of: vaginal dryness and
irritation, malodorous vaginal discharge, vulva pruritus, dyspareunia, postcoital
bleeding and urinary frequency or urgency (Bachmann, 1994).

These symptoms were reported in Czech women to be about 24 percent in
dysuria (Netstrand, Pertl & Hammar, 1996), in French women to be about 19 to 24.3
percent (by cystitis, vaginal dryness, urinary problems) (Ledesert, Ringa & Breart,
1993). In Asia women, from 10 to 20 percent noted only incontinence and dyspareunia

(Boulet et al., 1994).

Menstrual Disorders

These disorders happen frequently in pre-menopause with the changes in the interval
of menstrual cycle (irregular cycles, more commonly with oligomenorrhea - short
cycles due to the lack of ovulation) and in the bleeding pattern of menses
(hypomenorrhea or hypermenorrhea, menorrhagia, metrorrhagia).

These disorders happen commonly during the 6 to 12 months prior to the
final nienstiuation and are usually disregarded by women, even by some physicians.

There are only 10 percent of women who stop menstruating abruptly (WHO, 1996).
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However, some malignant diseases (cancer of the cervix or endometrium) can be
signaled by abnormal vaginal bleeding and these symptoms can be ignored or be

attributed to menopausal symptoms.

Psychological Symptoms

Commonly, the psychological symptoms of menopause include depression, irritation,
fatigue or apathy, change of concentration, emotional swing and change of sexual
behavior. These symptoms can happen in all age ranges. Some are observed during
premenstrual period (and called premenstrual syndrome) or postnatal period when
hormonal changes occur (Smith & Studd, 1994). But, most frequently, these happen
during menopausal age (Gannon, 1985).

It is still a hot debate between health experts to find the reason for the
psychological symptoms during menopause. With the psychologists, the psychological
symptoms are concerned as social problems that are influenced by the events
happening during the woman‘s life rather than by the change of reproductive
hormones. With the gynecologists, the psychological changes are secondary in
women, after suffering the physical changes or even, directly caused by a group of
hormonal changes including reproductive hormones (Gannon, 1985).

The frequency of these symptoms in French women was found to be about
50 to 60 percent (Ledesert, Ringa & Breart, 1993), in Asian women it was reported to

be about 15 to 50 percent (Boulet et al., 994).
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2.3. Theories of Menopausal Symptoms

Biological Theories

The biomedical model is the primary model which states that both physical and
psychological symptoms are the direct result of estrogen withdrawal or the result of
biochemical changes that are caused by hormonal changes (Gannon, 1985). This
model is supported by the laboratory evidence in measuring the level of estrogen in
menopausal women’s blood and strongly by the effect of exogenous estrogen in
relieving some symptoms such as hot flashes and atrophic vaginitis. Many studies
found that reproductive hormones have a limited value and some psychological
symptoms responded significantly both to hormonal therapy and to placebo therapy
(Gannon, 1985); sometimes, the effect of hormone reduces quickly after ending
therapy.

Cited also as a biological issue, the domino theory states that the hormonal
factors cause vasomotor symptoms and due to the effects of these symptoms,
psychological symptoms happen secondarily (Gannon, 1985). According to Beard
(1976), no relationship was found between physical and psychological symptoms.

According to these theories, being in menopause was the same meaning as

being deficient in reproductive hormone.

Personality Theories

In the premorbid personality model, some menopausal symptoms are viewed as a
result of a history of poor adjustinent. Menopausal women with psychologicai

complaints, often suffer a lifelong history of similar complaints. A history of low self-
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esteem and little life satisfaction easily leads to difficulties in menopausal transition
(Gannon, 1985).
The humoral theory of disease supposes that varieties of personality can

predispose one to or protect one against various forms of mental disorders (Last,

1987).

The Coincidental Model

Events which happen during mid-life are significantly related to the incidence and
séverity of some menopausal symptoms (Gannon, 1985). Kaufert explained that these
events, weighty affected to women’s relationship in family which lead them to other
position in family structure (Kaufert, 1982).

Green and Cooke (1980) suggested that life stress can contribute to
psychological and somatic symptoms and they accounted for 38 to 43 per cent of the
variance of these symptoms.

The events in mid-life were noted as playing a significant role including
child rebelling, child’s leaving house, the illness or the death of a family member.
This model can not be applied in the societies when the age of menopause do not

happen at the same time with these changes in the women’s lives.

The Cultural Theory

The perception of menopause depends upon the opinion of a loss or a gain in the life
of a woman that is defined by the cultural values. And by the different perceptions,

menopausal experience varies.
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In Western societies, women’s role are evaluated in terms of being
attractive and bearing, raising children and so, women have a negative view with
menopause when happen loss of femininity, diminution of health and loss of power to
children (their mature children no longer look to them for advice). Most menopausal
symptoms are reported in this case (Gannon, 1985).

In the societies which contraceptive are not commonly provided,
menopause has the same meaning as the end of childbearing age and relieves women
from the fear of getting pregnant, so psychological symptoms are less frequent (Beard,
1976).

In Mayan women (a race of Indians in Mexico), according to the view of
society, menstruation was regarded as a danger and impurity, so women are restricted
in their social activity during menstrual period. Thus, Mayan women welcome
menopause as a life stage free of taboo and restriction, offering increased freedom of
movement. Few Mayan women had experiences of menopausal symptoms (Beyene,
1986).

So, there is a variety of different models about the menopausal transition.
No one model is sufficient to clearly explain the changes during this period. But, all of

these models are useful to help us in understanding the menopausal transition.

2.4. Results from Previous Studies about Menopause
Mitchell & Woods (1996), in investigating the stability of menopausal symptoms,
found that menopausal syiptomns are novi due to the same mechanism but have

different etiologies. And by the chronic or transient or recurrent condition of these
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reasons, the stability of menopausal symptoms varies. In Europe and North America,
lower socio-economic classes always have more complaint about menopause.
Conversely, in Asia, severe symptoms are reported in the higher socio-economic

classes (Dennerstein, 1996).

Social Factors and Menopausal Symptoms

According to the opinion of human ecologists, occupational exposures are associated
with many risks to health. Occupation affects people in many ways: directly by
working condition or indirectly through income, stress during working time (Last,
1987). And once examining the role of occupation, we can not omit the role of
education. Educational attainment might help women in attaining high self-esteem or
self-rating the menopausal symptoms. At least, level of education of a woman can
facilitate her in finding a good paid job and economically, education can affect her
health status. According to Torgerson, current income levels are more important than
education attainment in examination the menopausal women (Torgerson, 1994). The
effect of education can be more likely explained by occupational status (Luoto, Kaprio
& Uutela, 1994).

Hall & Johnson found that depression can happen more easily for
unemployed Swedish women than for employed. Unemployed women get
psychological distress 4.49 times more frequently than employed women (Hall &
Johnson, 1988). In analyzing menopausal symptoms of Netherlands women, Beard
found that the number of complainis was higher in women of more limited education

(Beard, 1976). In a study of menopause in seven Asian countries, besides the
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difference in culture, genetic factors, region and economic status; lower education
level was associated closely with psychological symptoms (Boulet et al., 1994). A
study of menopausal Pakistani women conducted in three separate groups of different

socioeconomic status found differences of reported symptoms (Wasti et al., 1993).

Marital Status and Menopausal Symptoms

Mental health can be affected by the difficulties in marital life.

According to Demo & Acock (1996) in a survey on the effect of family
structure on mother’s well-being, not only family structure, even family relationships
are significantly related to depression.

Psychological distresses happen less frequently in married or remarried
women than in those who are single or divorced. Marriage can affect women by
reducing financial difficulties and emotional strains (Shapiro, 1996).

Despite the atrophic condition increasing with aging and menopause, sexual

activity seems to tend to improve vaginal atrophy (WHO, 1996).

Parity and Menopausal Symptoms

Impact of family factors is increased by the contribution of parity.

In spite of the delay of age of menopause in multi-parity women
(Torgerson, Avenell & Russel, 1994), the number of deliveries seriously detracts from
women’s health. The number of children incregse family burden and, for women, that

means an in-rease in house work and emotional roactions.
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As Kirchiengast found in a study of Austrian women, the number of
pregnancies, of natural or induced abortions and births associated with the severity of

menopausal symptoms (Kierchiengast, 1992).

Living Arrangement and Menopausal Symptoms

According to Loomis & Booth (1995), the well-being status of women can be affected
in multi-generational families.

Having responsibilities for children can increase financial strains, marital
conflicts and reduces marital interaction or satisfaction in the leisure time. Lower
well-being status and increased negative mood were associated with the presence of
vasomotor, psychological and respiratory symptoms in Dennerstein’s study
(Dennerstein, 1996). Psychological symptoms can increase due to different
intergenerational relations in the family (Dunham, 1995).

On the other hand, living arrangement may have some advantages to the
women’s health. Three-fourths of the female caregivers said that looking after their
parents can make them feel useful (Osterkamp, 1992). In Japan, close relations
among family members are more valued than relations with friends or acquaintances;
by living together the family members ensure the healthy living of their elderly parents
(Nakamura, 1997). In African society, elderly means someone who knows, who has
vision. Elder persons have the role of guidance or consultion in family or community

problems (Apt, 1997). Elder women (mothers or mothers in law) might help
menopausal women in the housework. share the emotional reactions of life or the

experiences of menopause. Whether or not they are asked about their mother’s
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menopausal experiences was one of the items in a survey by the North American
Menopause Society (Utian & Schiff, 1994). In a survey in Finland, there was an
association between mother’s climacteric symptoms and current climacteric

complaints of menopausal women (Holte & Mikkelsen, 1991).

Knowledge on Menopause

Our health status is influenced by our health belief.

For the reason of behavior to one disease, negative or positive, we will have
different reactions to this disease, active or passive. Our behavior is related to our
perception towards the disease and the events happening in our life (Last, 1987). Give
the person health information is a way help them get a correct perception and this is
the main purpose of the IEC programs.

The extent of the symptoms of a disease is another factor that reflects the
severity of the disease, its impacts on health status, the sensibility and the intention of
patients to their health and, partially, their health behavior. Many studies suggested
that women with professional interests, intellectual and creative outlets and
challenging responsibilities have an easier time during menopause (Ojeda, 1992).
Ojeda, in her book, explained that happened because these women have less time to
dwell on their symptoms, because they are generally more knowledgeable about the
physiological details about menopause and about their body and therefore, they could
maintain self-esteem (Ojeda, 1992).

Knowledge on menopause, like health knowledge, might be related to the

individual characteristics such as education level, social position, work-environment
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or family environment. The socio-cultural environment profoundly influences
knowledge and attitudes about health issues. Environmental influences can happen at
home, in the workplace, through the mass media, by the way of contact with health
workers or the others (Last, 1987). And so, individual characteristics such as
educational level, social position, occupation, marital status or situation of living
arrangement might be the determinants of getting the knowledge on menopause. In
Manitoba study, 65 percent of women reported that they get information about
menopause from their physician, the other sources included women’s friends, relatives

and the women’s own mother (Kaufert & Gilbert, 1986).

The Role of Age in Menopausal Setting

Many surveys were conducted in the world concerning the age of menopause.
According to McKinlay, the mean age of menopause of Caucasian women is
estimated at 51.3 years with a period of peri-menopause about 3.8 years (McKinlay,
1996). Genetic and racial factors, behavior and socio-demographic factors have been
suggested as the determinants of age of natural menopause (Luoto, Kaprio & Uutela,

1994). In social research, age is one of the determinants that influences social

reactions.



Menopause is a moment of women’s lives. This is also a process where in many
changes happen: the biological changes caused by a reduction of reproductive
hormones, the psychological changes caused by the impacts of social and emotional
events during women’s life. Also, economic status, social and demographic
characteristics influence the menopausal experience. Information about menopause
also plays a role in understanding and coping with this. Menopause is obviously a

psychological, cultural and biological event.

2.5. Conceptual Framework:

Independent variables Dependent variable

Social Factors , Knowledge on
Educational Level / Menopause
Occupation

Income (per capita)
Demographic Factors

Age \ Extent of the

Marital Status Menopausal Symptoms
Parity

Living Arrangement

The above figure presents the expected relationships among the variables used in this

study.

Social factors (such as educational level, occupation, income per capita)
and demographic factors (such as marital status, parity, living arrangement) were
considered as independent variables. Krnowledge on menopause and extent of

menopausal symptoms were used as the dependent variables.
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It is expected that social and demographic factors have an effect on
knowledge on menopause and extent of menopausal symptoms. However, there is also

the relationship between knowledge on menopause and extent of menopausal

symptoms

2.6. Hypotheses

e There is an association between knowledge on menopause and some social and
demographic factors. In this thesis, these factors include educational level,

occupation, income per capita, current age, marital status, parity and living

arrangement.

o There is an association between extent of menopausal symptoms and the social

and demographic factors mentioned above.

e There is an association between knowledge on menopause and extent of

menopausal symptoms.



CHAPTER THREE

RESEARCH METHODOLOGY

3.1. Source of Data:
Data used in this study is taken from the survey “Complaints of the Peri-
menopause", conducted in Ho Chi Minh City in 1997. This is a cross-sectional study
(quantitative study which used structured questionnaire) which targeted female
residents of HCMC, aged from 40-60 years. The sample size is 800 people in three
groups: pre-menopause, peri-menopause and post-menopause. The primary data did
not include the women having artificial menopause.

(Determination of the menopausal period was done according to the
menstruating status during the recent year:

e The group of pre-menopause included the women that have regular
menstruation.

e The group of peri-menopause included the women that have irregular
menstruation or have experienced natural amenorrhea less than 12
months.

e The group of post-menopause included thé women that have experienced

natural amenorrhea equal or more than 12 months).



The group of post-menopause was excluded from the analysis because of these

reasons:

e There is a large difference in menopausal symptoms between the post-menopausal
group and the others (especially in the cases of women who are past the
menopausal transition for a long time) in the previous studies and also in the
primary data. This difference is caused not only by pathological characteristics of
menopause, but also by the effect of aging, the duration of untreated of
menopausal disturbances (Boulet et al, 1994).

e Post-menopause is a retrospective diagnosis and this period lengthens from final
menstruation period to the end of life (WHO, 1996). Choosing this group can give
us the bias of disorder in aging.

e The group of peri-menopause included, partially, the early post-menopausal
women.

Also, for avoiding the bias by hormonal treatment, the participants who used

HRT was excluded also (the percentage of this group is too small, about 5 percent in

the primary data and is not reported adequately in detail).

By the two selective conditions: the first — pre or peri menopause, the

second — not using HRT, the new sample is 477 people.

3.2. Operational Definition:
Extent of Menopausal Symptoms (M.S) is evaluated by the reported menopausal
symptoms. Although there are lots of disorders during the menopausal transition, we

examine only the symptoms that commonly happen including vasomotor, uro-genital



and psychological symptoms. The presence and the severity of the symptoms are
mentioned.
Knowledge of Menopause: there are 3 items being mentioned in this study: the
knowledge of the changes during menopause, the knowledge of the diseases on
menopause and the knowledge about Hormone Replacement Therapy (HRT).
Educational Level is the highest grade for which a woman had passed an examination
or successfully completed the course requirements.
Occupation is the main job in which women spent most of her time during the
reference year (whether or not they were paid).
Income per capita is defined by the total income of the family divided by the number
of persons in the family. (This concept does not reflect the ability of women to earn a
living, but it can reflect the economic status of their family).
Age: is defined by the current age of the women at the time of interview.
Marital Status was recorded as: -
e Single: woman has never been married at the time of interview.
e Married: woman was married (or remarried) by law or custom and has been
living with her husband.
e Widow woman was married and her husband had died, she has not remarried.
e Divorced: woman was married at some time in the past but had been divorced by
law and has not remarried.
e Separated: woman was married, was not formally divorced but she is living apart
from her spouse permanently.

Parity: is measured on the number of live births.
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Living Arrangement: there are two variables in examining this concept: the number
of people living together and the presence of mother (or mother-in-law) who
experienced menopause which can affect the knowledge or recognition of menopausal

symptoms of interviewees.
3.3. Measuring the Variables

Extent of Menopausal Symptoms:

" Vasomotor troubles included 4 symptoms (hot flashes, sweaty, palpitation
and dizziness) and were reported on 3 levels in order of ascending severity: mild,
moderate, severe (<3 times/day, 3-10 times/day and >10 times/day). Each reported
symptom is scored as 1 point for level 1, 2 points for level 2, 3 points for level 3 (if the
women had no symptom, no point will be given). Total of the points is the index of
vasomotor symptoms (ranged from 0 to 12 points).

Uro-genital troubles included 4 symptoms (urinary frequency more than 5
times / day, loss of control of urine during the 3 preceding months, dysuria, vaginal
dryness or irritation) and were reported as yes or no, 1 point is scored for one yes
answer (if the women had no symptom, no points will be given). Total of the points is
the index of uro-genital symptoms (ranged from 0 to 4 points).

Psychological changes included 9 symptoms (irritation, boredom,
depression, difficult concentration, anxiety, headache, insomnia, forgetfulness, mood
swing) and were reported on 3 levels in order of ascending severity : mild, moderate,

severe (<3 days/month, 3-10 days/month and >10 days/month). Each reported
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symptom is scored as 1 point for level 1, 2 points for level 2, 3 points for level 3 (if the

women have no symptoms, no points will be given). Total of the points is the index of

psychological symptoms (ranged from 0 to 27 points).
Extent of menopausal symptoms is defined by two scores (interval scale):

e Score 1 measures only the presence of menopausal symptoms, one present
symptom is calculated by one point (even though these symptoms are reported in
which severe degree). Score 1 is the total of these points.

e Score 2 measures the severity of the reported symptoms, it is the total of

vasomotor, uro-genital and psychlological index.

Result of the two scores in data:

Score Range Mean S.D.
Score 1 (Presence of M.S) 0-17 73 4.6
Score 2 (Severity of M.S) 0-35 8.7 6.5

Knowledge on Menopause: is measured by three variables (dichotomous). There are
3 groups of questions for these three variables.

Knowledge of the changes during menopausal transition: there are 5
changes mentioned in the questionnaire. If the participant has known one of these five
changes (changes on menstruation, vasomotor symptoms, psychological changes,
urological signs, genital signs), she is coded “yes” in this knowledge (the code “no” is

given when the participant did not know any change mentioned in the questionnaire).
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Knowledge of the disease during menopausal transition: there are 5 diseases
mentioned in the questionnaire (on the heart, genital organ, skin, bone system, fracture).
If the participant has known one of these five diseases, she is coded “yes” in this
knowledge (the code “no” is given when the participant did not know any disease
mentioned in the questionnaire).

Knowledge of HRT: the participant is coded “yes” in this knowledge if she

has heard about HRT and the cost-benefit value of this therapy.

Educational Level includes three levels: level 1 - less than or equal to primary level,
level 2 — equal or less than lower secondary level (but having finished primary level),
level 3 — higher than lower secondary level. (According to educational system in Viet
Nam: primary level includes 5 schooling years, lower secondary level is defined after

finishing 9 schooling years and upper secondary level includes 12 schooling years).

Occupation is divided into four categories: housewife, selling, worker, employee.

Income per capita, in the primary data, this variable ranged from 0 to 2,000,000
Dong (monetary unit in Viet Nam) with the median of 300,000 Dong. In analysis, this
is grouped into 3 levels: level 1 - less than 350,000 Dong; level 2 - 350,000 to 500,000
Dong; level 3 - more than 500,000 Dong. This scale is constructed upon the situation
of living expenses in HCMC (average of expense per one per month is about 356,000
Dong, Cuc Thong Ke TPHCM, 1995) and upon the distribution of income per capita

in this study.
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Age: although the sample was limited to those in their menopausal period, the
participants in the new sample have an age range from 40 to 54 years. The mean of age
of peri-menopause estimated from the original data was 45 years with the standard
deviation of 2.7 years. So, the age of new sample is grouped in three categories: 40-42

years, 43-47 years, older than 47 years.

Marital Status is divided into three groups: married, single and others (including

widow, divorced or separated).

Parity is divided into three groups: no births, 1-2 births and more than 2 births.

Living Arrangement:

o Number of people living together: in the data, this number ranges from 1 to 18
people with the median of 5 persons. This number is grouped in 3 groups.
These groups are constructed upon the common situation of living arrangement
in HCMC (the average number of person in a family is 4 - 5 persons, Cuc
Thong Ke TPHCM, 1995). This variable has 3 categories: 1-3 persons, 4-5
persons, >5 persons.

e Presence of mother (or mother-in-law) in the family is a variable with two

categories: live with mother or not live with mother.
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3.4. Data Analysis
First, percentage analysis Is used to describe the social and demographic
characteristics, the knowledge on menopause and the extent of menopausal symptoms
of the respondents.

Second, cross-tabulation and chi-square is used to identify the association
between knowledge and the independent variables. Furthermore, Cramer's value is
calculated in examining the strength of these relationships.

One-way analysis of variance (and Sheffe test) and t-test is calculated to find
out the association between extent of menopausal symptoms and the others variables.
In this part, mean of extent of menopausal symptoms is calculated and compared
between the different categories of the independent variables for finding the differences

in menopausal experience.



CHAPTER FOUR

FINDINGS AND DISCUSSION

This chapter presents the findings of the study, results of the analysis process and the
discussion about these which will be put together. There are five parts in this chapter.
The first part shows the description of the sample on social and demographic
characteristics, the second is the description of knowledge status about menopause
and the third is the status of extent of menopausal symptoms. The fourth part
examines the relationship between knowledge on menopause and social and
demographic factors. The association of menopausal symptoms and the remaining

variables is presented in the fifth part.

4.1. Socio-demographic Characteristics of the Sample

The women in the sample were aged from 40 to 54 years old. More than 70 % of
women attended at least 9 years of schooling (lower secondary or higher). The
majority of women were housewives. The average expense per capita per month in
HCMC in 1995 was about 356,000 Dong (Cuc Thong Ke TPHCM, 1995) and more
than a half of the women in this study were found to be in a difficult economic
condition with an income per capita less than this number. A large percentage of

women were married (79%). A minority of women had not given birth (9.2%) (within

more than a half of these were being single woman) while half of the women had given
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given birth more than 2 times. The majority of women live families with more than 3

persons living together. (Table l1a).

Table 1a: Percentage Distribution of the Sample by Selected Socio-Demographic

Characteristics.
n Perc@l
Educaticnal Level
Primary 134 28.1
Lower Secondary 153 32.1
Higher 190 39.8
Occupation
Housewife 206 43.2
Selling 81 17.0
Worker 120 25.2
Employee 70 14.7
Income Groups (unit: 1,000 Dong)
<350 270 56.6
350-500 132 27.7
>500 75 15.7
(Min:100 Max: 2,000 Median: 300 SD 227)
Age Groups
40 - 42 years 197 41.3
43 - 47 years 200 41.9
> 47 years 80 16.8
(Min:40 Max: 54 Mean:44 Median 43, SD 3.35)
Marital Status
Married 377 79.0
Single 28 59
Others 72 15.1
Parity
No birth 44 9.2
1 - 2 births 200 42.0
>2 births 233 48.8
Living With Mother (or mother in law)
Yes 94 19.7
No 383 80.3
Person Living Together
1-3 person 94 19.7
4-5 person 239 50.1
> 5 person 144 30.2

(Min:1 Max:18 Median: 5 SD:2)

293408 |1y 5a84X
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Because of lack of available questions on the exact moment when finished the
menstruation, this study can not calculate the exact age of menopause. We have just
estimated the age when the problems of peri-menopause happen (this age is about 45
years with a standard deviation of 2.64 years). The previous studies on age of
menopause found that peri-menopausal period spans an average interval of 3-4 years
before the last menstruation (WHO, 1996). With this study, we just can suggest that
among Vietnamese women in HCMC, menopause will occur between 45 to 50 years of
age. In general, when compared to the results from previous studies, menopause
happens among Vietnamese women a little earlier than among women in the other

countries (except on Mayan women). (Table 1b)

Table 1b: Age of Menopause in some Previous Studies.

Year Country Race Author Mean Age
1978 Belgium Caucasian Brand & Lehert 49.6
1981 India Asian Sharma & Saxena 47
1986 Mexico Mayan Beyene 42
1986 Greece Caucasian Beyene 47
1990 Nigeria Black Okonofua 48
1992 USA Caucasian Mc Kinlay 513
1992 Norway Caucasian  Holte 51.1
1992 Pakistan Asian Wasti 47
1992 Thailand Asian Chompootweep 49.5
1993 Finland Caucasian  Luoto 51
1993 South East Asia Asian Boulet 51.9
1995 Czech Caucasian  Nedstrand 50
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More changes during the menopausal transition were known than the diseases in

menopause (two thirds of women knew about the changes while less than a half of

them knew about the diseases). A small number of women knew all of the diseases or

the changes mentioned in the study. Knowledge of Hormone Replacement Therapy is

known only by a small number of women. This is reasonable, now, in Viet Naim when

menopause and women’s health during menopause has been paid attention only in the

few recent years. (Table 2a).

Table 2a: Percentage Distribution of Knowledge on Menopause.

Known the changes during menopause
Do not know any change
Known at least 1 change including:
Known 1 change
Known 2 changes
Known 3 changes
Known 4 changes
Known all 5 changes

Known the diseases in menopause
Do not know any disease
Known at least 1 disease including:
Known 1 disease
Known 2 diseases
Known 3 diseases
Known 4 diseases
Known all 5 diseases

Known the HRT
Do not know about HRT
Known about HRT

n
138
339
66
131
69
28
45
248
229
24
182
18
4
3
455
22

Percent

28.9
71.1
13.8
27.5
14.5
5.9
9.4

51.6
48.4
5.0
38.2
3.8
0.8
0.6

95.4
4.6
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Regarding in the information about the changes during menopause, more
than one fourth knew 2 changes, less than 10 percent knew all 5 changes mentioned
on this study. Menstruation is the most common knowledge with more than 60
percent of women who knew about it. Psychological changes rated in the second
position with less than a half of the women having ever heard about it. About one
fourth knew about Genital or Vasomotor changes waile less than one fifth knew about
urinary changes. (Table 2a & 2b)

Of the diseases of menopause, Cardio-vascular diseases and Osteoporosis
were known more than the others (more than one third of women). The diseases on
the skin were known only by a small number of women (less than one tenth). One

third of women knew two diseases in menopause. (Table 2a & 2b)

Table 2b: Percentage Distribution of Women Who Know about Menopausal

Symptoms

n Percent

Know The Changes
Menstruation 300 62.9
Psychological 217 45.5
Genital 135 28.3
Vasomotor 131 27.5
Urinary 89 18.7

Know The Diseases
Osteoporosis 185 38.8
Cardiovascular 172 36.1
Genital Tract 48 10.1
Skin 35 7.3
Fracture 33 6.9
Know HRT 22 4.6
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4.3. Menopausal Experience of the Sample (Table 3a & 3b)

Regarding vasomotor symptoms, palpitation was reported with the great percentage
(more than a half of women) while hot flashes, characteristic for menopause, was the
third most common reported symptom (about one third). Most of the symptoms were
recognized at a mild degree of severity (<3 times per day). At the severe degree,
dizziness was the highest percentage reported - 5.7 % (>10 times per day) while
sweating was the lowest symptoms (0.6%).

Concerning the uro-genital symptoms, all participants reported dysuria
(100%), 31.7% had the disorders in the frequency of urine (more than 5 times per
day), 23.1% could not control urine when laughing, co;lghing or lifting something
heavy, 21.2 % had dryness or irritation of the genital tract. These symptoms were not
asked by degree of severity. Perhaps, the dysuria reported in these cases was just the
transient and mild symptoms.

Within the psychological symptoms, headache was reported in the highest
percentage (more than a half) and was also being the highest percentage at a severe
degree (>10 days per month). In the majority of cases, psychological disorders were
reported at a mild degree (<3 day per month).

In general, it seems likely that psychological symptoms were perceived
more than uro-genital symptoms. The symptoms caused directly by the lack of
estrogen such as hot flashes, sweating, vaginal irritation were recognized lower than
the other symptoms. Most menopausal symptoms were reported at a mild degree of
severity. Menopausal expeiience among Victnamese women in HCMC; might b< an

acceptable experience.
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Table 3a: Percentage Distribution of Menopausal Symptoms

Symptoms n Percent
Vasomotor Symptoms
Hot flashes 166 34.8
Sweating 164 344
Dizziness 245 514
Palpitation 218 45.7
Uro-genital Symptoms
Dysuria 477 100.0
Frequency of Urine 151 - 31.7
Control of Urine 110 23.1
Vaginal Irritation 101 21.2
Psychological Symptoms
Headache 280 58.7
Forgetfulness 276 57.9
Insomnia 229 48.0
Irritation 199 41.7
Mood Swing 188 39.4
Anxiety 180 37.7
Difficult Concentration 179 37.5
Depression 157 32.9
Boredom 148 31.0

Table 3b: Percentage Distribution of Some Menopausal Symptoms Classified by
Their Severity.

Symptoms Mild Moderate Severe

Vasomotor Symtoms

Hot flashes 85.5 11.5 3.0
Sweeting 84.2 15.2 0.6
Dizziness 77.6 16.7 5.7
Palpitation 81.2 16.5 23
Psychological Symptoms
Difficult Concentration 84.4 14.0 1.6
Boredom 83.1 15.5 1.4
Depression 82.8 15.9 1.3
Irritation 78.9 19.6 1.5
Anxiety 77.8 20.0 2.2
Mood Swing 75.5 21.3 3.2
Insomnia 71.6 21.0 7.4
Headache 66.8 24.6 8.6

Forgetfulness 65.9 30.1 4.0
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In comparison to the study of Boulet et al. conducted in seven Asian
countries in 1993, the menopausal symptoms in this study were reported more. But in
general, there is a similar trend in menopausal experience: dizziness was reported
highest among vasomotor symptoms and among psychological symptoms, headache
was the highest. Dizziness, perhaps, is related with the malnutrition or anemia status
in women, the common situation of women’s health in developing countries.
Headache, in this case, may be related to the diseases of blood pressure which happen
during older age (table 3c).

Because of lack of information about the extent of menopausal symptoms
in previous studies, in this case, we have no base for comparing with our study. Most
menopausal symptoms, physical or psychological, are reported to be of mild severity.
The prevalence of respondents who complained about menopausal symptoms varies
between 20 to more than 50 percent. This finding, similar to the finding of Boulet' s
Study, once again justifies that, despite the fact that in Asian countries menopause has
been seen more as a reward than a punishment, the rate of menopausal symptoms was
reported considerably. The menopausal syndrome is not a Western cultural behavioral

disorder.
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4.4. Relationship between Knowledge on Menopause and Socio-Demographic
Characteristics.

In this part, the relationship between knowledge on menopause and the socio-
demographic characteristic is analyzed. Crosstabulation with Chi-square test was used
in analysis. The Chi-square value was calculated for finding the significant value.
Furthermore, the Cramer’s value is calculated for comparing the strength of these

associations.

* In regarding to the knowledge of the changes during menopause, we found that

more than two thirds of women had the knowledge on this item.

More than 80 percent of women having an educational level higher than
lower secondary knew about the changes while less than half of the women having a
primary level of education knew about them. In the groups of occupation, the selling
had the smallest percentage (less than 60%) of having this knowledge while the
employee women had the highest percentage (more than 80%). With increasing
amount of income, the percentage of women having knowledge increased also. It
seems that the marital status group with the highest percentage of knowledge of
menopausal changes was single women. Also, the highest percentage of women with
no parity (including the single women) had knowledge. More of women living with
their mothers knew about the changes than those not living with their mother. More of
the women living in a family with 1 to 3 persons knew about the changes than the

others.
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In spite of the differences in percentages of women having known in
different groups of socio-demographic characteristics, only educational level,
occupation, income per capita and age group had statistically significant differences.
Overall, education had the strongest relationship with knowledge of the changes

during menopause. (Table 4a)
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Table 4a: Knowledge of the Changes during Menopause Classified by Social,
Demographic Characteristics.

Known the changes  Total @) A ?Value Cramer's

Value
Know Don’t know
Total 71.1 28.9 100 (477)
Educational Level §2.13%%*  (.33%**
Primary 48.5 51.5 100 (134)
Lower Secondary 73.2 26.8 100 (153)
Higher 853 14.7 100 (190)
Occupation 16.06***  0.18***
Housewife 69.9 30.1 100 (206)
Selling 59.3 40.7 100 (81)
Worker 70.8 29.2 100 (120)
Employee 88.6 11.4 100 (70)
Income Per Capita 15.64%**  0.18%**
(unit: 1,000 Dong)
<350 64.1 359 100 (270)
. 350 - 500 78.0 22.0 100 (132)
> 500 84.0 16.0 100 (75)
Age Groups 13.72 ***  0.17%**
40 - 42 years 61.9 38.1 100 (197)
43 - 47 years 77.0 23.0 100 (200)
> 47 years 78.8 21.3 100 (80)
Marital Status 0.55 0.03
Married 70.3 29.7 100 (377)
Single 75.0 25.0 100 (28)
Others 73.6 26.4 100 (72)
Parity 1.35 0.05
No birth 75.0 25.0 100 (44)
1 - 2 births 73.0 27.0 100 (200)
> 2 births 68.7 313 100 (233)
Presence of Mother 247 0.07
No 69.5 30.5 100 (383)
Yes 77.7 22.3 100 (94)
Person Living 0.32 0.03
together
1 - 3 person 73.4 26.6 100 (94)
4 - 5 person 70.3 29.7 100 (239)
> 5 person 70.8 29.2 100 (144)

Note: *x* P < (.001
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* In regard to the knowledge of the diseases in menopause, we found that less than a

half of the women in the sample had the knowledge on this item.

More than 60 percent of women having an educational level higher than
lower secondary knew about the diseases while less than one fifth of women having a
primary level of education knew about them. In the groups of occupation, the selling
had a smallest percentage (less than 40%) of baving this knowledge while the
employee women had the highest percentage (70%). With increasing amount of
income, the percentage of women having knowledge increased also. It seems that the
highest percentage of single women had knowledge of diseases in menopause. Also,
the women with no parity (including the single women) was the group with the
~ highest percentage in having knowledge. A higher percentage of women living with
their mothers knew about the diseases than those who did not live with their mothers.
It seems that the percentage of women having knowledge was similar in the different
groups of living arrangements.

In spite of the difference of percentage of women having knowledge in
different group of socio-demographic characteristics, only differences in educational
level, occupation, income per capita and age group were statistically significant.
Overall, education had the strongest relationship with knowledge of the diseases in

menopause and age had the weakest relationship. (Table 4b)
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Table 4b: Knowledge of the Diseases of Menopause Classified by Socio-
Demographic Characteristics.

Know the diseases Total (n) ) 2Value Cramer's

Value
Know Don’t know
Total 48.0 52.0 100 (477)
Educational Level 75.2%** 0.4%**
Primary 20.1 79.9 100 (134)
Lower Secondary 46.4 53.6 100 (153)
Higher 68.9 31.1 100 (190)
Occupation 18.4%%* 0.2%**
Housewife 44.7. 55.3 100 (206)
Selling 37.0 63.0 100 (81)
Worker 48.3 51.7 100 (120)
Employee 70.0 30.0 100 (70)
Income Per Capita 20.63%*%  (.2]1%%*
(unit: 1,000 Dong)
<350 40.4 59.6 100 (270)
350 - 500 51.5 48.5 100 (132)
> 500 69.3 30.7 100 (75)
Age Groups 8.41* 0.13*
40 - 42 years 40.1 59.9 100 (197)
43 - 47 years 53.5 46.5 100 (200)
> 47 years 53.8 46.3 100 (80)
Marital Status 0.06 0.01
Married 48.0 52.0 100 (377)
Single 50.0 50.0 100 (28)
Others 47.2 52.8 100 (72)
Parity 2.1 0.07
No birth 52.3 47.7 100 (44)
1 - 2 births 51.0 49.0 100 (200)
> 2 births 44.6 554 100 (233)
Presence of Mother 1.26 0.05
No 46.7 53.3 100 (383)
Yes 53.2 46.8 100 (94)
Person Living 0.03 0.01
together
1 - 3 person 47.9 52.1 100 (94)
4 - 5 person 47.7 52.3 100 (239)
> 5 person 48.6 514 100 (144)

Note: * P <0.05, ** P <0.01, *** P <0.001
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* Regarding the knowledge of HRT, we found that few women (less than 5 percent)

concerned have knowledge on this item.

A great percentage of women having an educational level higher than lower
secondary had knowledge compared with the others. In the groups of occupation, the
smallest percentage of housewives (less than 3%)had this knowledge while the
highest percentage of employee women (10%) had knowledge. With increasing
amounts of income, the percentage of women having knowledge increased also. In
this case a lower percentage of single women than the married women had knowledge
of HRT. The women with parity more than 2 times of delivery had the smallest
percentage in having knowledge. A lower percentage of women living with their
mothers knew about HRT than those who did not live with their mothers. A higher
percentage of women living in families with 4 to 5 person had knew about the
changes than the others.

In spite of the difference in percentage of women having known in different
groups of socio-demographic characteristics, only differences in educational level and
income per capita were statistically significant. Occupation may have a significant
relationship with this knowledge but in this study, the significance value was marginal

at 0.07. (Table 4c)
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Table 4c: Knowledge of HRT Classified by Socio-Demographic Characteristics.

Known the HRT Total (n) ) 2value Cramer's
Value
Know Don’t know
Total 4.6 95.4 100 (477)
Educational Level 7.83* 0.13*
Primary 0.7 99.3 100 (134)
Lower Secondary 4.6 95.4 100 (153)
Higher 7.4 92.6 100 (190)
Occupation 6.87 (.07) 0.11(.07)
Housewife 2.9 97.1 100 (206)
Selling 6.2 93.8 100 (81)
Worker 33 96.7 100 (120)
Employee 10.0 90.0 100 (70)
Income Per Capita 12.39** 0.16%*
(unit: 1,000 Dong)
<350 1.9 98.1 100 (270)
350 - 500 6.8 93.2 100 (132)
> 500 10.7 89.3 100 (75)
Age Groups 1.51 0.05
40 - 42 years 3.6 96.4 100 (197)
43 - 47 years 6.0 94.0 100 (200)
> 47 years 3.8 96.3 100 (80)
Marital Status 0.78 0.04
Married 5.0 95.0 100 (377)
Single 3.6 96.4 100 (28)
Others 2.8 97.2 100 (72)
Parity 1.61 0.06
No birth 4.5 95.5 100 (44)
1 - 2 births 6.0 94.0 100 (200)
> 2 births 3.4 96.6 100 (233)
Presence ‘of Mother 0.54 0.03
No 5.0 95.0 100 (383)
Yes 3.2 96.8 100 (94)
Person Living 3.63 0.09
together
1 - 3 person 4.3 95.7 100 (94)
4 - 5 person 6.3 93.7 100 (239)
> 5 person 2.1 97.9 100 (144)
Note: * P<0.05 ** P<0.01
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Educational level has the most strong association with knowledge of changes or
knowledge of diseases. The association of occupation or income with knowledge
seems be similar for both knowledge of the changes or knowledge of the diseases.
(table 4d)

Current age of women was related to knowledge of the changes or
knowledge of the diseases in menopause. It seems that the association of age with
knowledge of the changes was stronger than with knowledge of the diseases (table

4d).

Table 4d: Cramer’s Value in Comparing between 3 Items of Knowledge.

Knowledge of Knowledge of the  Knowledge of
the Changes Diseases HRT
Age group 0.17 0.13
Educational Level 0.33 0.40 0.13
Occupation 0.18 0.20
Income per capita 0.18 0.21 0.16

Hypothesis 1 (relationship between social, demographic factors and knowledge on
menopause) is accepted according to the result on table 4a, 4b & 4c.

In general, more of the respondents knew the changes during menopause
than the diseases of menopause and only a small number knew about HRT.
Educational level, occupation, income per capita and age were found to have a
significant relationship with the knowledge on menopause. Therefore, it seems that

educational level and income per capita have a strong relationship.
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As cited in the operational definition, income per capita in this study
presented only the economic status of women. A higher income means a good
economic condition, so women easily have the time and also the condition to inform
themselves about health problems. The chance to be exposed to mass media (news,
radio, television ...) happens more easily in the women with high economic status than
in women of lower economic status.

Educational level may help women to easily understand the information
given by the media and health workers. In this case, education might be a factor
occurring simultaneously beside occupation and income: a woman with high education

can find a good job and can manage her family better than the others, so her life status

*
is better and she can pay attention to health problems more than the others.

Beside the effect through the effect of earning a higher income"”, occupation

might be associated with knowledge in the terms of environmental contacts. The
contact between workmates can improve the lack of knowledge about health problems

during menopausal transition.

¥ Relationship between educational level and occupation or income get a significant value:

e  Occupation by educational level: Chi-square value: 85.77, P < 0.001; most of the women in
selling worker have got primary or secondary level of education, most of the employees got
educational level higher than lower secondary degree.

e Income by educational level: Chi-square value: 20.88, P < 0.001; most of the women have got
primary level of education gain an income less than 350,000 Dong per month.

** Relationship between occupation and income get a significant value:

Chi-square value: 44.22, P < 0.001, half of the housewife got an income less than 350,000 Dong per
month while most of the employees can get higher than this level.

(Appendix C)
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4.5. Relationship of Extent of Menopausal Symptoms (M.S) with Socio-
Demographic Characteristics and Knowledge on Menopause.

One-way analysis of variance is used in examining the extent of menopausal
symptoms. The mean of these symptoms (measured by both of their presence and their
severity) is calculated for each of the categories of independent variables. The Sheffe
test with a significance level of 0.05 is used for determining whether or not differences

between the means are statistically significant.

Relationship of Extent of Menopausal Symptoms (M.S) with Socio-Demographic

Characteristics

* In regard to the Presence of Menopausal symptoms (M.S), Income per capita, Age,

Parity and Presence of mother were found to have a significant association with
presence of menopausal symptoms. (Table 5a, 5c)

The change of income was opposite to the change of mean of extent of
menopausal symptoms: the women with higher income had a lower mean extent of
symptoms. The mean of extent of M.S increased with the women’s age. The highest
mean appeared in the group of women who gave birth more than two times in
comparison with the other groups of parity. The women living with their mothers (or
mothers-in-law) had a lower mean of M.S than those not living with their mothers.
(Table 5a, 5¢)

Table 5b presents the significant differences between the means when

comparing pairs of the categories. In the groups of income, only the difference
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between the group of higher than 500,000 Dong per month and the group of less than
350,000 Dong had a significant value. In the case of parity, the difference did not
appear when comparing with the group who had not given birth. In the case of age,
there was a significant difference when comparing the other groups with the group

older than 47 years of age. (Table 5b)
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Table 5a: Analysis of Variance of Presence of Menopausal Symptoms (M.S) by
Socio- Demographic Characteristics.

Independent Variables n Mean of S.D F Value F Prob.
Presence
of M.S
Educational Level: 0.7252 0.4848
Primary 134 7.4 4.56
Lower Secondary 153 6.9 4,29
Higher 190 15 4.77
Occupation 0.9846 0.3998
Housewife 206 7.7 4.61
Selling 81 7.1 4.54
Worker 120 7.1 4.19
Employee 70 6.7 5.02
Income Per Capita 4.0377  0.0182*
(unit : 1,000 Dong)
<350 270 7.8 4.52
350 - 500 132 6.9 4.67
> 500 75 6.3 4.30
Age Group: 28.7670  0.0000*
40 - 42 years 197 6.1 438
43 - 47 years 200 7.2 4.12
> 47 years 80 10.5 4.60
Marital Status: 0.1133 0.8929
Married 377 7.2 4.56
Single 28 7.3 4.97
Others 72 7.5 4.42
Parity: 3.9855  0.0192*
no birth 44 6.9 4.93
1 - 2 births 200 6.7 4.49
> 2 births 233 7.9 4.48
Person Living Together: 0.2573 0.7732
1 - 3 person 94 7.0 4.83
4 - 5 person 239 7.3 4.39
> 5 person 144 7.4 4.67

Note: * P <0.05




53

Table 5b: Comparison of Mean of Presence of Menopausal Symptoms between
women in Different Groups of Age, Income and Parity (Sheffe test)

Age Group
40-42 43-47 > 47
Mean 6.1 72 10.5
Mean
40 - 42 years 6.1
43 - 47 years 2 1.1
> 47 years 10.5 4.4* 3.3%
Income Per Capita <350 350 - 500 > 500
(unit : 1,000 Dong)
Mean 7.8 6.9 6.3
Mean
<350 7.8
350 - 500 6.9 0.9
> 500 6.3 1.5% 0.6
Parity: no time 1-2times > 2 times
Mean 6.9 6.7 7.9
Mean
no birth 6.9
1 - 2 births 6.7 0.2
> 2 births 79 1.0 1 26

Note: * P <0.05

Table 5c: Test of Difference of Mean of Presence of Menopausal Symptoms by
Presence of Mother (or Mother-in-law) in The Family

Independent n Mean of S.D t Value P Value
Variables Presence
of ML.S
Presence of Mother -3.23 0.001*
No 383 7.5 4.56
Yes 94 6.4 4.47

Note: * P <0.05
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* Regarding to the Severity of Menopausal symptoms, Income per capita, Age and

Parity were also found to have a significant association with presence of menopausal
symptoms. The presence of mother in this case did not have a significant relationship.
(Table 6a, 6¢)

The change in income was opposite with the change in mean of extent of
menopausal symptoms (M.S): the women with higher income had a lower mean. The
mean of extent of M.S increased with the women’s age. The highest mean appeared in
the group of women having more than two times of giving birth in comparison with
the other groups of parity. (Table 6a)

Table 6b presents the significant differences between the means when
comparing pairs of the categories. In the groups of income, only the difference
between the group of higher than 500,000 Dong per month and the group of less than
350,000 Dong had a significant value. In the case of parity, the difference did not
appear when comparing with the group who had not given birth. In the case of age,
the differences were significant when comparing with the group older than 47 years of

age. (Table 6b)
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Table 6a: Analysis of Variance of Severity of Menopausal Symptoms (M.S) by
Socio- Demographic Characteristics.

Independent Variables n Mean of S.D F Value F Prob.
Severity
of M.S
Educational Level: 1.1080 0.3311
Primary 134 9.3 6.84
Lower Secondary 153 8.2 6.02
Higher 190 8.8 6.72
Occupation 0.6027 0.6135
Housewife 206 9.1 6.31
Selling 81 8.6 7.05
Worker 120 8.7 6.47
Employee 70 7.9 6.78
Income Per Capita 42664 0.0146*
(unit : 1,000 Dong)
<350 270 9.5 6.67
350 - 500 132 8.1 6.62
> 500 77 VAL 5.57
Age Group: 33.4114 0.0000*
40 - 42 years N 7.1 6.03
43 - 47 years 200 83 5.53
> 47 years 80 13.7 7.66
Marital Status: 0.7933  0.4530
Married 377 8.6 6.41
Single 28 9.0 7.09
Others 72 9.6 7.02
Parity: 3.1957 0.0418*
no birth 44 8.6 7.25
1 - 2 births 200 7.9 6.59
> 2 births 233 9.5 6.30
Person Living Together: 0.1104  0.8955
1 - 3 person 94 8.6 7.29
4 - 5 person 239 8.7 6.08
> 5 person 144 9.0 6.80

Note: * P <0.05




56

Table 6b: Comparison of Mean of Severity of Menopausal Symptoms between
women in Different Groups of Age, Income and Parity (Sheffe test)

Age Group
40-42 43-47 > 47
Mean 7.1 83 13.7
Mean
40 - 42 years 7.1
43 - 47 years 83 1.2
> 47 years 13.7 6.6* 5.4%
Income Per Capita <350 350 - 500 > 500
(unit : 1,000 Dong)
Mean 9.5 8.1 73
Mean
<350 9.5
350 - 500 8.1 14
> 500 7.3 2.2* 0.7
Parity: No time 1-2times > 2 times
Mean 8.6 7.9 9.5
Mean
no birth 8.6
1 - 2 births 7.9 0.7
> 2 births 9.5 0.9 1.6*

Note: * P <0.05

Table 6¢: Test of Difference of Mean of Severity of Menopausal Symptoms by
Presence of Mother (or Mother in Law) in The Family

Independent Cases Mean of S.D t Value P Value
Variables Severity
of M.S
Presence of Mother 1.85 0.066
No 383 9.0 6.52
Yes 94 7.6 6.53

Note: * P <0.05
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The second hypothesis (social, demographic factors and extent of
menopausal symptoms) is accepted.

The extent of menopausal symptoms is influenced, mainly by the current
age of women, the presence of a mother (or mother-in-law) in the family, parity and
income per capita.

According to studies in Asian countries, menopausal symptoms commonly
occur in peri-menopause (Boulet et al., 1993; Agoestina & van Keep, 1984). Here, we
found that the older the women are, the more the menopausal symptoms occur (both
in the presence and the severity of these symptoms). As we know, the sample of this
study included the pre-menopausal and the peri-menopausal women. So, the older the
women are, the greater ability of menopause happens and thus, menopausal symptoms
occur. Furthermore, illness and disorders caused by aging can not be excluded when
women’s age increases. Then, this status can increase the extent of menopausal
symptoms.

The presence of an older woman in the family can reduce the extent of
menopausal symptoms (clearly in the case when ecxamining the presence of
menopausal symptoms). An older woman with menopausal experience might give
women the information about menopause and the experience to cope with menopausal
transition. Furthermore, the mother (or mother-in-law) might be an advisor in
managing the family, a consultant in resolving family conflicts and a friend with more
life experience in sharing the emotional strains.

Parity was found to be related to extent of menopausal symptoms. The

correlation with presence of menopausal symptoms is higher than the correlation with



58

severity of these symptoms. This is a complex relationship. As Kirchengast suggested
in the survey on Austrian women, multi-parity women can have a greater amount of
subcutaneous fat than for the others and thus estrogen outside of the ovarian source is
greater than the others, so, the severity of menopausal symptoms caused by the lack of
estrogen can be reduced by higher parity. On the other hand, high parity leads to a big
family and more emotional strains, leads to more psychological troubles (Kirchengast,
1992). In this study, we just found a negative effect of parity: the greater the number
of deliveries, the more menopausal symptoms that women experienced. This finding
might also result from the health status of women in developing countries (including
Viet Nam) where malnutrition and anemia in women is common. These conditions
lead to a weak health condition of women, which lead to more symptoms during
menopause.

Income per capita was found to have a significant association with extent
of menopausal symptoms. According to Seemin (1994) in a study on Thai
menopausal women, the women having a high family income had fewer symptoms
compared to those with a lower income. In this study, the women having an income
less than average expense had more symptoms (and these symptoms were more
severe) than the others. Amount of income, clearly, affects economic status and to life
condition, and thus to women’s health.

The relationship between menopausal symptoms and marital status,

occupation and education were not found to be significant like in the study of Seemin

in Thailand (Seemin, 1994)
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However, the role of educational level and occupation can be examin ed
through the role of knowledge as discussed in the forth section. In the study on
Australian women of O’Connor, these characteristics have a direct association w/ith
some menopausal symptoms (O’Connor, 1994).

We have no evidence to identify the relationship between extent of

menopausal symptoms and the other demographic factors in this study.

Relationship of knowledge on menopause and extent of menopausal symptoms

In both of the two ways in calculating the score of extent of menopa usal
symptoms, ‘there were significant relationships between extent of menopausal
symptoms and both of the knowledge of the changes or knowledge of the diseascs in
menopause. The mean extent of menopausal symptoms was greater in the groups of
women who knew about the changes and who knew about the diseases of menop ause.
Knowledge of HRT seems that no effect to menopausal experience (table 7a & 715).

Table 7a: Test of Difference of Mean of Presence of Menopausal Symptoms by
Knowledge on Menopause

Independent n Mean of S.D t Value P value
Variables Presence ‘
of M.S
Know the changes -3.05 0.003*
No 138 6.3 429
Yes 339 7.7 4.61
Know the diseases -3.64 (.000*
No 248 6.5 4.40
Yes 229 8.1 4.60
Know HRT -0.80 0.434
No 455 7.2 4.54
Yes 22 8.1 4.97

Note: * P <0.05
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Table 7b: Test of Difference of Mean of Severity of Menopausal Symptoms by
Knowledge on Menopause

Independent n Mean of S.D t Value P value
Variables Severity
of M.S
Know the changes -3.23 0.001*
No 138 7.3 5.92
Yes 339 9.3 6.70
Know the diseases -3.73 0.000*
No 248 7.7 6.12
Yes 229 9.9 6.80
Know HRT -0.41 0.689
No 455 8.7 6.51
Yes 22 9.4 7.37

Note: * P <0.05

Hypothesis 3 is accepted that there are relationships between extent of menopausal
symptoms and the knowledge of the changes during menopause and knowledge of the
diseases in menopause: when women know about these issues, they might experience
more symptoms in menopause.

It seems likely that knowledge on menopause increases with the increase of
presence or severity of menopausal symptoms. This can be explained in two ways.
First, because of the information about the changes or diseases in menopause, women
can pay more attention to their health status and can easily recognize the menopausal
symptoms when they happen. Second, a woman has attention to health information is
meaning, similarly that she has attention to her health status, she is sensitive to health
events happening with her and easily, recognizes or sometime over-estimates the
menopausal symptoms.

On the other hand, it is not excluded that, because of disturbances during

the menopausal transition, women tend to search for information about menopause.
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The association of current age with knowledge and extent of symptoms may be used
to explain this opinion. The older the women are, the greater possibility for
menopause to occur, the more menopausal symptoms the women experience, thus,
women tend to find knowledge on menopause. This is only a suggestion. This study
has just identified the association of knowledge on menopause and extent of
menopausal symptoms. It is unable to indicate which is the cause and which is the

effect.



CHAPTER FIVE

CONCLUSION

5.1. Summary

Menopause is a universal event, it happens in older women worldwide. Vietnamese
women in HCMC are not the exceptional cases. In converse, it seems that menopause
occurs a little earlier and with a little higher percentage of menopausal symptoms (their
presence and their severity) than indicated by the results from previous studies in
South-East Asian countries. Despite some limitations of the data, this result can permit
us to conclude that the health problems during the menopausal transition among
Vietnamese women in HCMC are real problems.

The majority of women of the sample were married, gained at least a lower
secondary level of education and were attending in the work force. Half of the women
have an income lower than the average living expense calculated by the Statistic Office
(1995) and have given birth more than 2 times and have more than 4 persons living
together.

From asking about the information about menopause, it was learned that the
changes during menopause and the diseases in menopause were more well known than
the HRT, the therapy for partially ameliorating menopausal experience. Knowledge on
menopause, even when examined at a basis degree, clearly plays a role in menopausal
experience: the more knowledge the women had informed, the more of symptoms they
experience during menopause. Social characteristics clearly have an impact in getting

the knowledge: the low socio-economic status, the women aged less than the age of
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peri-fnenopause (45 £ 2.7 years, estimated from the original data), the house keepers
or selling women or women working in the factory were less informed about
menopause.

Menopausal symptoms were affected by age, income, parity and living
arrangement: the older the age of women, the lower the income, the higher the parity
meant that women would experience more menopausal symptoms. The presence of
mother (or mother-in-law) can reduce experience of menopausal symptoms.

In spite of limited results, this study can give a partial picture of menopausal
Vietnamese women. Its results can help us in designing IEC programs for menopausal
women, in adapting the health service to serve women of older age and in preparing

further studies for more effective research of menopause.

5.2. Recommendations

In IEC programs:

We should have more programs to provide to older women the knowledge on
menopause. This information will help the women to understand what will happen to
them so that they can cope more easily with menopausal disorders.

These programs should focus- more on the physical disorders such as the
disorders of the genital tract, in urinary tract or the vasomotor troubles. However, the
changes in menopause are just immediate disorders, the unpleasant but acceptable, less
threatening to life. The long-term consequences of hormonal changes are the real risk.
The information about osteoporosis or the risk of fracture should be mentioned more.

Even though the effects of HRT are being questioned in the world, it is obvious that

233408 | 1 $5429X
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some menopausal symptoms can be relieved with HRT. So, we should give women
more information about HRT.

It seems that the women wi“ch low socio-economic status and low educational
attainment had a more limited knowledge than those with higher. These women will be
the target groups of our IEC programs. We should give information about menopause
to the women younger than the age of menopause. Perhaps, this can help them to have
enough the time to prepare for menopausal transition.

Knowledge about menopause can be improved by the improvement of
educational level and occupation of women also by economic status of their family.
The changes in these factors require the cooperation of activities between different

sections in society, between governmental offices and non-governmental associations.

In Health service programs:

Health problems in older age are real problems and required more of our attention. The
health service should organize a special clinic for older women where they are given
the information, consultation and special éxaminations for older age. The lack of
specialists of older age is a problem now. If we have a right view of the importance of
health in older age, we can have the investment in the training for a skilled, effective

team.
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In further studies:

The results of this study would be better if using primary data. Several factors could
not be examined in this study such as the role of women’s perception of menopause,
the health habits of women, the role of health care service. The knowledge on
menopause was just examined at a simple level.

There should be many studies on this topic. These should not only aim to gain
more information in many areas of this subject, also, through the process of interview,
these studies can give older women more information about their health.

We need also the studies that examined the long-term health effects of
menopause, the well-being status interfered with the menopausal transition and the
disability caused by menopausal coﬁséquences. We need also to study a large section
of the menopausal population to get result which are representative of Vietnamese
women. The resulting programs would be more effective when using representative

results.

Healthy life after menopause is a desire of women and also a wish of us, the health
workers. This will be gained if we attend more to the health problems of older age. In
Viet Nam, health problems related to the menopausal period have been mentioned in
some recent years. But the disorders of Vietnamese women are real during this

period. Many further studies on menopause are waiting for us.
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Appendix A: QUESTIONNAIRE OF THE ORIGINAL SURVEY

1. Name
2. Address
3. Age month year
4. Age of husband month year
I. Personal characteristics on socio-economic:
1. Race Kinh (Vietnamese) Chinese Others
2. Religion  Buddhism Catholic (and Protestant)
Others None
3. Education Illiteracy Primary
Lower Secondary Upper Secondary Higher
4. Occupation Housewife Agriculture Selling
Worker Employee
5. Marital status Marries Single
Widow Divorced Separated
6. Parity
e Times of Pregnancy (0, 1, 2, or more than 2 times)
e Times of delivery, counted with the baby weighted more than 1000gs
(0, 1, 2, or more than 2 times)
e Abortion: yes or no
7. Height
8. Weight
9. Smoking  Never Ever less or more than 10 cigarettes/day
10. Alcohol  Never Ever less or more than 250 ml/day

11. The total number of people living together in your family, now:
including: Husband Brother or Sister (and brother, sister in law)
Father Mother (and father, mother in law)
Son  Daughter (and son, daughter in law)
Grand children

12. Income per capita (per month)
13. Are you pleasant with living standard in your family?
Yes alittle pleasant No

I1. Knowledge on menopausal transition:
1. Do you know that you can get one of some changes cited below, during menopausal

transition?
e Abnormal menses
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Vasomotor symptoms: hot flash, night sweet ...
Psychological signs: forgetfulness, irritability, nervousness ...
Urological signs: abnormal frequency, dysuria

Genital signs: vulvapuritus, dyspareunia

. Please tell me the source of this information:

By your friends

By yourselves from news, journals, magazines

By media (radio or television programs)

By health workers from: private clinic
public health service
hospital

By your family members

You never mention on these

. How long have you got these information ?

4. Do you know about the main diseases related with menopausal transition?

If yes, please chose in the diseases cited below:

¢ On the heart

e On genital organ

¢ Onskin

e On bone system

e Fracture

5. Please tell me the source of this information (similar with these in question 2)

(o)
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. Have you ever been counseled about Hormone replacement therapy (HRT)?
Yes No

. If yes, have you known about benefit, cost, convenient and risk of this therapy?
Yes No

. If yes, who did tell you about this information?
OBS-Gynecologist
General Doctor
Pharmacist
Your friends

. What is the name of drug you have used now?

10. How many of months have you used this?

1

1. Have you used this regularly?

13. You knew the benefit of HRT, but you have not used this because:

Afraid of the complication of this
Difficult to use this
The information is not convinced you
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® You just plan to use
e Other reasons (specify)

14. Do you plan to use HRT and like to get a continuous surveillance by a medical
doctor? Yes No

15. Do you think that you need the service from women health service on the area
cited below:

e Counseling about HRT

o Informing generally about menopausal transition

e Examining on gynecological health

e Screening genital cancer

16. From the age of 45 up to now, have you ever get the gynecological examination?
Yes No

II1. Menstrual pattern

1. Menstruation status during recent year:
Have not mense (how many months ago)
Have mense:
e Regular mense
[rregular mense
Oligomenorrhea (long interval)
Hypomenorrhea (small amount of blood in mense)
Menorhagia (mense happen more than 7 days)
Metrorrhagia (abnormal bleeding)

2. Have you ever got one of these genital diseases:
e Menstrual irregularity

e Amenorrhea

e Dyspareunia

e Dysuria

e Discharge

3. When you got it, how did you treat it?
e By going to hospital

¢ By going to private clinic

e By buying yourself the drug

e None

IV. Complaints on menopausal transition (during 3 recent months)

1. Vasomotor troubles: report the symptoms cited below in four level
1. None 2. <3 times/day 3. 3-10 times/day 4. >10 times/day



e Hot flashes

e Sweaty

e Palpitation

e Dizziness

2. Psychological changes: report the symptoms cited below in four level
1. None 2. <3 days/month 3.3-10 days/month 4. >10 days/month
e Irritation

e Boredom

e Depression

¢ Difficulty concentration

e Anxiety

e Headache

e Insomnia

o Forgetfulness

e Mood swing

o Others (specify)

3. Uro - genital signs:

e Urinary frequency (>5 times/day) Yes No

e Loss of control in urine ‘ Yes No

¢ Dysuria Yes No

e Vaginal dryness Yes No

4. Changes on sexual behaviors

e Have also sexual activity Yes No

e Dyspareunia Yes No

o Sexual activity by volunteer or responsibility

o DPleasant with these Yes alittle No

5. Other changes:

e Are you pleasant with your housework? Yes No
e Are you pleasant with your office work? Yes No
e Have you got health exam? Yes No
e Have you got gynecological exam? Yes No
¢ Have you used some hormonal drug? Yes No
e Have you got some chronic diseases? Yes No

THANK YOU FOR YOUR COOPERATION.
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Appendix B: THE QUESTIONS USED IN THIS STUDY

1. Name
2. Address
3. Age

Social, Demographic Characteristics:

1.3. Education

L.4. Occupation

I.5. Marital status

1.6. Parity: times of delivery

I.11. The total of people living together in your family now
1.12. Income per capita (per month)

Knowledge on the Menopause

II.1. Knowledge on the changes during menopausal transition: if the woman knows
one of five changes, it means that she has knowledge on this item. If she does not
know any of these five changes, it means that she has not knowledge on this item.

II.4. Knowledge on the diseases related to menopausal transition: if the woman
chooses one of five diseases, it means that she has knowledge on this item. If she does
not choose any of these five diseases, it means that she has not knowledge on this item.

I1.6 and II.7. If the woman answer by yes in both of these questions, she will be seen as
having knowledge on this item.

Classified the Menopausal Status

III.1. Menstruation status

Have not mense (equal or more than 12 months): it means that the participant is in
post-menopause

Have mense: regular mense, it means that the participant is in pre-menopause

When the woman have mense also, but not the regular mense or when she has not
menses less than 12 months, she will be seen as peri-menopause.

Measure the Menopausal Symptoms
IV.1 Vasomotor troubles reported by two ways, presence or absence of the symptoms
and the degree of severity of present symptoms.

IV.2. Psychological changes reported by two ways, presence or absence of the
symptoms and the degree of severity of present symptoms.

IV.3. Uro-genital signs reported by the presence or absence of symptoms.
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Appendix C: Relationship between educational level and occupation, income per
capita of the sample in this study.

Table A: Occupation of the sample classified by educational level

Occupation Total (n)
Educational Housewife Selling Worker Employee
Level
Primary 433 17.9 388 100 (134)
Lower Secondary 39.2 242 28.1 8.5 100 (153)
Higher 46.3 10.5 13.2 30 100 (190)

Chi-square value: 85.77, P <0.001 (Lambda significant with P < 0.001)

Table B: Income of the sample classified by educational level

Income Total (n)
(unit: 1,000 dong)
Educational <350 350 - 500 > 500
Level
Primary 72.4 18.7 9.0 100 (134)
Lower Secondary 53.6 30.7 15.7 100 (153)
Higher 479 31.6 20.5 100 (190)

Chi-square value: 20.88 P < 0.001 (Lambda significant with P <0.05)

Table C: Income of the sample classified by occupation

Income Total (n)
(unit: 1,000 dong)
Occupation <350 350 - 500 > 500
Housewife 67.0 238 92 100 (206)
Selling 67.9 222 9.9 100 (81)
Worker 475 292 233 100 (120)
Employee 28.6 42.9 28.6 100 (70)

Chi-square value: 44.22 P < 0.001 (Lambda significant with P < 0.05)
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