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Abstract 
Background: Menopause is an important transition in women’s lives, but knowledge, and attitudes 
associated with this natural biological process vary widely amongst different populations, and cultural 
background. 
Objective: To assess knowledge and attitudes towards menopause among women in Al-Diwaniyah, 
Iraq, and to determine those factors, which are associated with knowledge of the menopause. 
Methods: A cross-sectional study of 285 women aged 35-65 years attending a private gynecological 
service in Al-Diwaniyah between January and December 2023 was undertaken. Data were collected 
using a structured questionnaire assessing sociodemographic data, knowledge of the menopause, and 
attitudes to the menopausal transition. Knowledge was scored, and the results allocated into three 
categories, poor, moderate or good knowledge based on correct answers given. 
Results: Women’s mean age was 47.3±7.2 years. Overall, 38.6% of women exhibited good knowledge 
of menopause, 43.5% had modern knowledge, while 17.9% had poor knowledge. High levels of 
education, and prior exposure to health education were significantly associated with higher levels of 
knowledge (p<0.001). In regard to attitude, 52.3% of women had a negative attitude to menopause, 
mainly associated with old age and loss of femininity. Only 31.2% of participants had discussed 
menopause with health practitioners before experiencing symptoms. 
Conclusion: Knowledge of menopause was suboptimal in Al-Diwaniyah amongst these women with 
mainly negative attitudes to the transition in life. There is an urgent need for appropriate health 
education designed to improve knowledge and attitude to menopause. 
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Introduction 
Menopause is defined as the permanent cessation of menses that is the result of loss of 
ovarian follicular activity, usually determined after 12 consecutively occurring months of 
amenorrhea and in the absence of other pathological or physiological phenomena [1]. This is a 
normal biological phenomenon that signifies the close of a woman’s reproductive life and is 
an important transitional period in the female life cycle. The average age of natural 
menopause is between 45 and 55 years of age but varies with races, genetic, and 
environmental and socioeconomic phenomena [2]. It is important to determine the information 
and attitudes of women concerning menopause, in order that they may be properly cared for 
during this transition phase of their life. The menopause transition or perimenopause, may be 
defined as the several years preceding the final menstrual period, and is characterized, 
initially, by that variety of change in the hormonal milieu which is responsible for various 
physical and mental manifestations [3].  
The woman undergoing a time of the change of life experiences vasomotor symptoms, such 
as hot flushes and sweating, symptoms of the genitourinary system, such as dryness and 
incontinence: psychological symptoms, such as depression and change of moods; finally, 
there are sleep disturbances, etc. [4]. The duration and severity of these various phenomena 
may be very different in the various types of people and at various times. Research has 
shown that approximately 75 per cent of all menses women, experience vasomotor 
symptoms, and that from 25 to 30 per cent of them, had these symptoms so severe as to 
interfere with the daily routine of life [5]. All these symptoms, however, are not the only 
serious effects following the menopause. There are more serious effects which obtain at a 
later date, and which require much consideration and preventive treatment. The loss of 
estrogen production during the menopause leads women to many of the chronic diseases so 
common to them, as osteoporosis, cardiovascular diseases and changes degenerative to the 
intellect [6].
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 Postmenopausal women undergo rapid bone loss with more 
than 1-2% of bone density lost annually during the first five 
years of menopause, resulting in an increase in fracture risk. 
Similarly, the protective effects of estrogen on 
cardiovascular health are diminished after menopause 
leading to increased instances of coronary heart disease, 
stroke, and hypertension in women who are 
postmenopausal. The morbidity and mortality associated 
with these disorders underscore the need for adequate 
knowledge about and awareness of menopause which is 
needed to effect early intervention and preventive measures. 
Women’s knowledge of menopause affects their health-
seeking behavior, management of symptoms, and quality of 
life as they transition through this vital period. It is well 
documented that women who have improved knowledge of 
menopause are more prone to adopt healthier lifestyle 
modifications, seek proper medical care for symptoms and 
have decreased anxiety over the changes that result from 
menopause [9]. Conversely, a lack of knowledge often results 
in an increase in unneeded suffering, possibly delaying the 
effort for treatment or facilitating the misinterpretation as to 
the real status which could result in faulty self-care 
measures [10].  
A systematic review of the literature regarding menopause 
knowledge has shown that there are significant voids of 
knowledge amongst women in various countries with many 
being unable to correctly identify the symptoms associated 
with menopause or realizing the health significance 
associated with estrogen deficiency [11]. Responses to 
menopause are formed by complicated interactions of 
biological experiences, social structures, culturally held 
beliefs and the individual’s expectations [12]. Menopause has 
cultural meanings in various societies beyond the biological 
definition and is commonly constituents of aging, loss of 
femininity, and decrease in socially perceived value [13]. 
These socially and culturally held definitions greatly affect 
how women perceive and react to the menopause. Studies 
show that there are great inter-cultural differences in attitude 
to menopause. In Western cultures it is presented in most 
unfavorable terms, while certain Asiatic and primitive races 
appear to have a more neutral or favorable outlook as it 
exhibits a change in life which passes them to a stage of life 
which is honored [15].  
Although these cultural concepts influence the 
psychological adjustment of women to menopause as well 
as the willingness to discuss symptoms and seek adequate 
care [16], in the East, in the countries Mohammedan 
influenced, as in Iraq, menopause approaches being a taboo 
subject and it may be said that there is little open discussion 
of women's reproductive health [17]. Traditional cultural 
mores influence people not to discuss an accumulation of 
bodily changes or seek knowledge about health regarding 
mode of reproduction, the result being ignorance concerning 
health and possibly false attitude toward the phenomenon of 
menopause [18]. This is considered to be compounded in 
many Islamic countries through the lack of health education 
regarding menopause [19]. Moreover, the health systems in 
these countries are, for the most part, designed to care for 
women and child health but do not give much attention to 
this class of health services [20]. The health system in Iraq 
has sustained great losses over the last half century due to 
wars, economic boycotts and political instability, which has 
affected the care and availability of health care for health 

conditions that are not of an emergency nature, such as 
menopause [21].  
All sorts of barriers present themselves to Iraqi women 
when they would seek complete information regarding 
reproductive health and medical care. The health care 
system is poorly developed in physical plant and adequate 
specialized health with the back ground of economic 
problems [22]. These structural barriers are hay, a good many 
are due to the fact that the socio-cultural system restricts 
women in having independence in seeking medical care and 
information concerning delicate subjects in health [23]. Al-
Diwaniyah province, in central Iraq, reflects many of the 
problems of women in Iraq in regard to health care access 
and health literacy. The population of the area maintains a 
strong vestige of traditional values but is experiencing a 
modernization, which provides a unique milieu for looking 
at women's health views and attitudes [24]. Private clinics in 
Al-Diwaniyah have become increasingly important sources 
of health care, offering an alternative to crowded public 
health checks and providing a better avenue for women 
seeking reproductive health care needs [25].  
Knowledge and attitudes from patients attending these 
clinics would give us needed information on the health 
educational needs of the province. Several international 
studies have looked at the menopausal knowledge and 
attitudes of populations and there seems to be considerable 
variation. In one study done in Saudi Arabia, it was found 
that 63% of women had an inadequate knowledge of 
menopause, with better knowledge associated with higher 
education status [26]. Similarly, work from Pakistan indicated 
that 71% had poor knowledge of menopausal symptoms and 
their treatment and many were relying on nonprofessional 
sources for their information [27]. An Iranian study indicated 
that 54% of women had moderate knowledge of menopause 
but that attitudes were, on the whole, negative towards 
menopause, especially concerning the association of 
menopause with aging [28]. These studies show the need for 
health education programs that are culturally and regionally 
appropriate. Studies from elsewhere in the Middle East also 
indicate predominantly adverse attitudes toward menopause. 
In an Egyptian study, it was shown that 68% of women had 
adverse attitudes about menopause feeling that it was 
associated with unappealing, loss of communications in 
marriage [29]. The women from Lebanon also had the same 
worry, expressing concern about losing femininity and loss 
of quality-of-life post-menopause [30]. These detrimental 
views result from different psychosocial factors including a 
strong link between women's own identity and reproductive 
powers in traditional societies [31].  
Information source about menopause is an important 
determinant in the level of knowledge and opinion held by 
women on this aspect. Many studies indicate that the source 
of information about menopause is not a medical source but 
comes from informal sources such as friends, family and 
media [32]. This is sometimes helpful to have the backing of 
one's friends in such situations, but information out of the 
medical field has a strong potential to be both false and 
misleading and hence lead to erroneous views and 
ultimately erroneous types of management [33]. Contact with 
the medical profession provides the strong potential for 
adequate evidence-based information as well as for 
adequately handling the anxieties, etc., about which most 
women have serious apprehensiveness about this period in 
their life, but there are studies indicating that, alas, there is 
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 inadequate contact with the medical services to the extent of 
some degree of dissatisfaction expressed by many about the 
amount of communication with their own medical 
practitioner, etc., on this sex-life period [34]. These 
educational approaches have showed improvement in 
knowledge and opinions of women specific to this life 
period with the results of studies in other countries 
supporting the view that educational approaches are 
successful in improving knowledge scores about menopause 

[35]. 
 One study covering education programs for menopausal 
women indicated that structured programs show that there 
are significant increases in knowledge scores and women 
reported negative attitudes diminish with this sort of 
structured course. Quality of life seems to improve also [35]. 
There are positive aspects within this group approach as 
well as in the individual counseling but usually it is found 
that educational approaches should be of the participation 
and interactive type as opposed to a passive form of giving 
information [36]. Another obstacle has appeared in these 
cases regarding the design and details of making effective 
either group or individual counseling programs successful 
and which will have an impact, because to do so considers a 
sensible approach to the cultural conditions extant in that 
people, their level of literacy and their particular community 
requirements, etc., [37]. While there is a sizable body of 
international literature related to knowledge and attitudes 
about menopause, there is little data from Iraq, especially 
from areas outside of the large city centers, on this topic. 
The previously published work in Iraq has focused primarily 
on the larger cities of Baghdad and Basra, creating a lack of 
knowledge about women's experiences and perceived 
knowledge of menopause other than these locations [38].  
Since the discontinuities of culture, sociologists and health 
care infrastructure among the various areas of Iraq are such 
that the findings from the major cities may not be applicable 
to the other regions. One unique area of Iraq is Al-
Diwaniyah, but little is known of its inhabitants in terms of 
their demographic and cultural characteristics important in a 
study related to knowledge and attitude toward menopause. 
The state of the present knowledge and attitudes toward 
menopause among the women in Al-Diwaniyah is important 
to consider for several reasons. The first of these is that it 
provides baseline data from which the need for health 
education programs, in this case that concerning menopause, 
may be targeted to meet the specific needs of this group. 
Second, it aids health care providers in understanding the 
problem of the women concerning their problems in gaining 
access to knowledge about men's health, and thus the 
knowledge can help them more effectively offer counseling 
and support. The third advantage of this knowledge is that it 
contributes to the body of knowledge concerning women 
and their attitude toward health concepts and may aid in 
policy decisions about providing health knowledge and 
services aimed at this population in the country of Iraq.  
The aim of this study was: to determine what knowledge 
and what attitudes were held by women visiting a private 
office of gynecology in Al-Diwaniyah, Iraq, concerning this 
phenomenon and identify were [1] the degree of knowledge 
about menopause including: what it was, its definition, its 
symptoms and its relative health implications; [2] the 
attitudes of women toward the menopausal sexual identity 
change and what factors influenced these attitudes; [3] what 
were the sociodemographic factors which could be related to 

the degree of the knowledge, there would obtained; and [4] 
where one got his information concerning menopause and 
whether anything had been discussed with any medical 
practitioners about the subject. The data which will be 
gained through this research not only will add to the limited 
amount of data available concerning health knowledge 
about menopause in Iraq but also it will provide insight into 
the dissemination of cultural intervention in providing 
knowledge of women about this ever-important change in 
their sexual lives. 
 
Methodology 
Study Design and Setting 
This was a descriptive cross-sectional study conducted at a 
Private Gynecology Clinic in Al-Diwaniyah city, Iraq. The 
clinic was selected as the study site because it represents one 
of the largest private gynecology practices in the 
governorate, serving a diverse population of women from 
both urban and rural areas of Al-Diwaniyah. The clinic 
provides comprehensive women's health services, including 
routine gynecological care, family planning, antenatal care, 
and consultations for menopausal complaints. The study was 
conducted over a 12-month period from January 1, 2023, to 
December 31, 2023, to ensure adequate sample size and 
representativeness across different seasons, as some 
menopausal symptoms may vary seasonally. 
 
Study Population and Sampling 
The target population consisted of women aged 35 to 65 
years attending the clinic for any gynecological consultation 
during the study period. This age range was selected 
because it encompasses the typical age range for 
perimenopause and menopause, while also including 
younger women who may be approaching menopause and 
older women with more experience of the postmenopausal 
period. Women in this age group are most likely to benefit 
from knowledge about menopause and may be actively 
seeking information or experiencing symptoms. 
The inclusion criteria were: [1] women aged 35-65 years; [2] 
Iraqi nationality; [3] resident of Al-Diwaniyah governorate; [4] 
ability to understand and communicate in Arabic; and [5] 
willingness to provide informed consent to participate in the 
study. Exclusion criteria included: [1] women with premature 
ovarian failure (menopause before age 40) or surgical 
menopause, as their experiences may differ significantly 
from natural menopause; [2] women with severe psychiatric 
disorders that might affect their ability to understand and 
respond to questions; [3] women with cognitive impairment; 

[4] women currently receiving hormone replacement therapy 
at the time of initial assessment, as this might bias their 
knowledge and attitudes; and [5] women who were too ill to 
participate or declined to give consent. 
The sample size was calculated using the formula for cross-
sectional studies: n = Z²p(1-p)/d², where Z is the standard 
normal variate (1.96 for 95% confidence interval), p is the 
expected prevalence of adequate knowledge (estimated at 
40% based on previous studies in similar populations), and d 
is the precision (set at 6%). This calculation yielded a 
minimum required sample size of 256 participants. 
Accounting for a potential non-response rate of 10%, the 
target sample size was set at 285 participants. A consecutive 
sampling technique was employed, where all eligible 
women attending the clinic during the study period were 
invited to participate until the desired sample size was 
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 achieved. This approach was chosen to minimize selection 
bias and ensure representativeness of the clinic's patient 
population. 
 
Data Collection Instrument 
Data were collected using a structured, interviewer-
administered questionnaire developed specifically for this 
study based on extensive literature review and adapted from 
previously validated instruments used in similar cultural 
contexts. The questionnaire was developed in Arabic and 
consisted of four main sections. The first section collected 
sociodemographic information, including age, marital status, 
educational level, employment status, place of residence 
(urban/rural), number of children, monthly family income, 
and presence of chronic diseases. The second section 
assessed menopausal status and history, including menstrual 
history, age at menopause (if applicable), duration of 
amenorrhea, presence and severity of menopausal 
symptoms, and any treatment received for menopausal 
symptoms. 
The third section evaluated knowledge about menopause 
through 20 questions covering various aspects of 
menopausal health. These questions addressed: [1] basic 
understanding of menopause (definition, natural process, 
age of onset); [2] recognition of common menopausal 
symptoms (vasomotor, genitourinary, psychological, and 
physical symptoms); [3] knowledge of health risks associated 
with menopause (osteoporosis, cardiovascular disease, 
weight gain); [4] awareness of management options (lifestyle 
modifications, hormone replacement therapy, alternative 
treatments); and [5] preventive health measures (calcium and 
vitamin D supplementation, exercise, healthy diet). Each 
correct answer was awarded one point, with a maximum 
possible score of 20 points. Based on the total score, 
knowledge was categorized as poor (0-10 points), moderate 
(11-15 points), or good (16-20 points). 
The fourth section assessed attitudes toward menopause 
using a 15-item scale with statements evaluated on a 5-point 
Likert scale (strongly disagree, disagree, neutral, agree, 
strongly agree). The attitude statements covered perceptions 
about menopause as a natural process, concerns about aging 
and physical appearance, impact on femininity and 
sexuality, effects on marital relationships, emotional 
responses to menopause, and overall quality of life 
expectations. Additionally, questions explored sources of 
information about menopause (healthcare providers, 
family/friends, media, internet) and previous discussions 
about menopause with healthcare professionals. 
 
Validity and Reliability 
The questionnaire underwent face and content validity 
assessment by a panel of five experts, including two 
gynecologists, two public health specialists, and one 
psychiatrist with expertise in women's health. The experts 
reviewed the questionnaire for relevance, clarity, 
comprehensiveness, and cultural appropriateness, and their 
feedback was incorporated into the final version. A pilot 
study was conducted with 30 women (not included in the 
final sample) to test the questionnaire's clarity, acceptability, 
and time required for completion. Based on the pilot study, 
minor modifications were made to improve question 
wording and response options. The internal consistency of 
the knowledge section was assessed using Kuder-
Richardson Formula 20 (KR-20), yielding a coefficient of 

0.78, indicating acceptable reliability. The attitude scale 
demonstrated good internal consistency with Cronbach's 
alpha coefficient of 0.82. 
 
Data Collection Procedure 
Data collection was performed by two trained female 
research assistants who were nurses with at least five years 
of clinical experience in gynecology. The research assistants 
received comprehensive training on the study objectives, 
ethical considerations, interview techniques, and 
questionnaire administration. They were instructed to 
maintain a non-judgmental attitude, ensure privacy during 
interviews, and provide clarification when needed without 
leading or biasing responses. Eligible women were 
identified through daily clinic attendance records and 
approached in the clinic waiting area. The research 
assistants explained the study purpose, procedures, 
voluntary nature of participation, confidentiality measures, 
and the right to withdraw at any time without affecting their 
medical care. Women who agreed to participate provided 
written informed consent. 
Interviews were conducted in a private room within the 
clinic to ensure confidentiality and minimize distractions. 
Each interview lasted approximately 25-30 minutes. For 
women with limited literacy, questions were read aloud and 
responses were recorded by the interviewer. All 
questionnaires were reviewed for completeness at the end of 
each day, and any missing information was clarified by 
contacting participants when necessary. Completed 
questionnaires were stored securely in locked cabinets with 
access limited to the research team. 
 
Ethical Considerations 
All participants provided written informed consent after 
receiving detailed information about the study. Participation 
was completely voluntary, and women could decline or 
withdraw at any time without consequences. Confidentiality 
and anonymity were strictly maintained throughout the 
study. Questionnaires were assigned unique identification 
codes, and no personal identifying information was 
recorded. All data were stored securely and accessed only 
by the research team. Participants did not receive any 
financial compensation, but were provided with an 
educational brochure about menopause and healthy aging at 
the conclusion of their interview as a token of appreciation 
and to promote health literacy. 
 
Data Analysis 
Data were coded, entered into Microsoft Excel, and 
analyzed using Statistical Package for Social Sciences 
(SPSS) version 26.0. Data entry was double-checked for 
accuracy, and data cleaning procedures were performed to 
identify and correct any errors or inconsistencies. 
Descriptive statistics were used to summarize 
sociodemographic characteristics, menopausal status, 
knowledge scores, and attitudes. Continuous variables were 
expressed as means with standard deviations or medians 
with interquartile ranges, depending on distribution 
normality assessed by Shapiro-Wilk test. Categorical 
variables were presented as frequencies and percentages. 
Bivariate analysis was conducted to examine associations 
between sociodemographic characteristics and knowledge 
categories using chi-square test for categorical variables and 
one-way ANOVA for continuous variables. Fisher's exact 
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 test was used when expected cell frequencies were less than 
five. Independent t-test was used to compare mean 
knowledge scores between two groups, while one-way 
ANOVA followed by post-hoc Tukey test was used for 
comparisons among three or more groups. Pearson or 
Spearman correlation coefficients were calculated to assess 
relationships between continuous variables. Multivariable 
logistic regression analysis was performed to identify 
independent predictors of good knowledge about 
menopause, adjusting for potential confounders. Variables 
with p-value <0.20 in bivariate analysis were included in the 
multivariable model. Results were presented as adjusted 
odds ratios with 95% confidence intervals. A p-value of less 
than 0.05 was considered statistically significant for all tests. 
All tests were two-tailed. 

Results 
Sociodemographic Characteristics 
A total of 285 women participated in the study with a 100% 
response rate. The mean age of participants was 47.3±7.2 
years (range: 35-65 years). Table 1 presents the 
sociodemographic characteristics of the study participants. 
The majority of women were married (81.8%), while 8.4% 
were divorced, 6.7% were widowed, and 3.1% were single. 
Regarding educational level, 23.2% had no formal 
education, 28.8% had primary education, 27.0% had 
secondary education, and 21.0% had higher education. More 
than half of the participants (58.6%) were housewives, while 
26.3% were employed in the public sector, 10.5% worked in 
private sector, and 4.6% were self-employed. The 
distribution of residence showed that 64.2% lived in urban 
areas and 35.8% in rural areas. 

 
Table 1: Sociodemographic Characteristics of Study Participants (N=285) 

 

Characteristic n % 
Age Group (years) 

35-39 58 20.4 
40-44 63 22.1 
45-49 82 28.8 
50-54 54 18.9 
55-59 21 7.4 
60-65 7 2.4 

Marital Status 
Single 9 3.1 

Married 233 81.8 
Divorced 24 8.4 
Widowed 19 6.7 

Educational Level 
No formal education 66 23.2 

Primary 82 28.8 
Secondary 77 27.0 

Higher education 60 21.0 
Employment Status 

Housewife 167 58.6 
Public sector 75 26.3 
Private sector 30 10.5 
Self-employed 13 4.6 

Residence 
Urban 183 64.2 
Rural 102 35.8 

Monthly Family Income 
<500,000 IQD 89 31.2 

500,000-1,000,000 IQD 134 47.0 
>1,000,000 IQD 62 21.8 

 
Menopausal Status and Characteristics 
Regarding menopausal status, 34.4% of women were 
premenopausal, 28.1% were perimenopausal, and 37.5% 
were postmenopausal. Among postmenopausal women, the 
mean age at menopause was 48.6±3.4 years. The most 
commonly reported symptoms were hot flashes (62.8%), 
night sweats (58.2%), joint and muscle pain (54.7%), mood 
changes (51.6%), and sleep disturbances (49.5%). Only 
31.2% of participants had discussed menopause with a 
healthcare provider prior to experiencing symptoms. 
 

Knowledge about Menopause 
Table 2 presents the distribution of participants according to 
their knowledge levels about menopause. Overall, 38.6% of 
women had good knowledge, 43.5% had moderate 
knowledge, and 17.9% had poor knowledge about 
menopause. The mean knowledge score was 13.8±4.2 out of 
20 points. Specific knowledge gaps were identified in areas 
related to long-term health risks, particularly osteoporosis 
(only 42.1% were aware) and cardiovascular disease (38.6% 
were aware). Knowledge about hormone replacement 
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 therapy was limited, with only 34.4% of women having heard about this treatment option. 
 

Table 2: Distribution of Knowledge Levels about Menopause 
 

Knowledge Category Score Range n % Mean Score ± SD 
Poor knowledge 0-10 51 17.9 7.8±2.1 

Moderate knowledge 11-15 124 43.5 13.2±1.4 
Good knowledge 16-20 110 38.6 17.3±1.2 

Total 0-20 285 100 13.8±4.2 
 
Factors Associated with Knowledge Levels 
Table 3 demonstrates the association between 
sociodemographic factors and knowledge categories. 
Educational level showed a strong significant association 
with knowledge (p<0.001), with good knowledge ranging 
from 10.6% among women with no formal education to 
71.7% among those with higher education. Urban residence 

was associated with better knowledge compared to rural 
residence (p<0.001). Employment status also showed 
significant association (p=0.002), with employed women 
demonstrating better knowledge than housewives. Women 
who had previous health education about menopause had 
significantly better knowledge scores compared to those 
who had not (p<0.001). 

 
Table 3: Association between Sociodemographic Factors and Knowledge Levels 

 

Variable Poor Knowledge n (%) Moderate Knowledge n (%) Good Knowledge n (%) p-value 
Educational Level <0.001 

No formal education 28 (42.4) 31 (47.0) 7 (10.6)  Primary 15 (18.3) 48 (58.5) 19 (23.2)  Secondary 7 (9.1) 31 (40.3) 39 (50.6)  Higher education 1 (1.7) 14 (23.3) 45 (75.0)  Residence <0.001 
Urban 22 (12.0) 74 (40.4) 87 (47.6)  Rural 29 (28.4) 50 (49.0) 23 (22.6)  Employment Status 0.002 

Housewife 38 (22.8) 78 (46.7) 51 (30.5)  Employed 13 (11.0) 46 (39.0) 59 (50.0)  Previous Health Education <0.001 
Yes 4 (4.5) 28 (31.5) 57 (64.0)  No 47 (23.9) 96 (48.9) 53 (27.2)  

 
Attitudes toward Menopause 
Attitudes toward menopause were predominantly negative, 
with 52.3% of women viewing menopause negatively, 
31.6% having neutral attitudes, and only 16.1% having 
positive attitudes. The most common negative perceptions 
included viewing menopause as a sign of aging (68.4%), 
belief that menopause marks the end of femininity (54.7%), 
concerns about decreased attractiveness (61.8%), and 
worries about impact on marital relationships (47.4%). Only 
28.4% of women viewed menopause as a natural and 
positive transition. Women with better knowledge about 
menopause demonstrated more positive attitudes (r=0.42, 
p<0.001). 
 
Sources of Information 
Regarding sources of information about menopause, friends 
and relatives were the most common source (58.9%), 
followed by media and television (34.7%), healthcare 
providers (31.2%), and internet (12.3%). Only 25.6% of 
women reported that they actively sought information about 
menopause before experiencing symptoms. Women who 
obtained information from healthcare providers had 
significantly better knowledge scores compared to those 
relying on informal sources (15.8±3.1 vs. 12.9±4.3, 
p<0.001). 
 
Discussion 
This study evaluated knowledge and attitudes regarding 
menopause among women attending a private gynecology 
clinic in Al-Diwaniyah, Iraq. There were significant deficits 
in knowledge and primarily negative attitudes toward this 

natural life process. These data give important insight into 
the current level of understanding or lack of understanding 
related to menopause in this population and highlight the 
need for focused interventions to improve women’s 
understanding and acceptance of menopause. The average 
knowledge score was 13.8/20, and only 38.6% of the 
participants had good knowledge regarding menopause and 
its sequelae, indicating a significant opportunity for 
improvement with regard to women’s menopause health 
literacy in Al-Diwaniyah. This level of knowledge correlates 
with the findings in other Middle Eastern countries in that 
50% to 70% of women in these countries have been 
documented to have inadequate menopause knowledge, 
suggesting that this may be a regional difficulty that might 
require some comprehensive approaches to health education 
(26,27,28).  
The pattern of knowledge deficits that have been observed 
in this study, particularly regarding the long-term health 
problems associated with deficient estrogen, such as 
osteoporosis and cardiovascular disease, is simply a 
reflection of studies done in neighboring countries and 
indicates a universal need for comprehensive health 
education that goes beyond the mere management of acute 
symptoms and seeks to educate on the long-term 
implications of estrogen deficiency on health (29,30). The 
limited knowledge regarding hormone replacement therapy 
indicated in this study, with only 34.4% of women surveyed 
having heard about this type of treatment, is particularly 
alarming, given that hormone replacement therapy continues 
to be an important management tool for appropriately select 
women who experience moderate to severe menopausal 
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 symptoms. This knowledge gap indicated may influence 
women’s abilities to make intelligent choices about their 
medical care or the availability of treatments that may be 
beneficial for our findings are similar to those from studies 
in Pakistan and Egypt, which also identified lack of 
awareness about treatment as a major barrier to good 
management of menopause [27, 29].  
The large number of women in this study expressing 
negative perceptions (52.3%) of menopause demonstrates 
the complex interrelation of biological, psychological, social 
and cultural influences which can affect women's 
experiences of this life transition. The relationship between 
menopause and the worries about aging, loss of femininity 
and reduced attractiveness identified in our findings is 
consistent with the sociocultural construct of menopause 
operative in many traditional cultures where the identity and 
worth of women is linked to their reproductive capacity [31]. 
In patriarchal societies such as that of Iraq, where social 
status and family roles are often fixed by child-bearing 
capacity, the cessation of reproductive capacity may be 
perceived as a loss of worth and value and thus contribute to 
the negative emotional reactions to menopause [39]. 
Furthermore, the negative attitudes found may be reinforced 
by the lack of examples of positive role models and open 
discussion about menopause in families and communities 
and help to sustain an environment of silence and stigma 
about menopausal health [40].  
The fact that only 16.1% of women had positive feelings 
towards menopause stands in marked contrast to those 
reported from some western and Asian studies where more 
positive or neutral attitudes have been reported, suggesting 
that cultural factors have an important effect on naturally 
occurring menopausal experiences [15, 41]. In our study, 
educational level was the strongest predictor of knowledge 
about the menopause. Women with higher levels of 
education had significantly better knowledge than women 
with no formal education. This finding agrees with many 
studies in other parts of the world which have found such 
strong associations between educational attainment and 
health literacy in a variety of different health areas [26, 42]. 
The mechanisms underlying this association are probably 
multi-factored, such as better access to sources of 
information, a better ability to understand health 
information, greater health consciousness and larger 
resources in searching for and utilizing health care. 
Education gives women the thinking skills necessary to 
analyze health information, and to discriminate between 
trustworthy and untrustworthy sources of information so 
that they can make informed health decisions [43].  
The considerable numbers of women in this sample which 
had no formal education or only elementary education 
(52%) indicates a considerable vulnerable population 
requiring special interventions in health education. The 
development of culturally appropriate, low-literacy 
educational materials, and the use of alternative modes of 
education delivery, such as audio-visual materials, 
community health worker projects and peer education, may 
offer effective means to chronic illiterates [44, 45]. The 
important association between urban locality and better 
knowledge observed in this study reflects the disparity in 
access to health information and services in urban compared 
to rural areas of Iraq. Urban dwellers usually have access to 
better facilities for the dispensing of health care, educational 
facilities, greater access to media and the internet, which 

facilitate the acquisition of health information [46].Women in 
rural areas of the country have a number of barriers to 
obtaining health information such as geographical isolation, 
inadequate health infrastructure, limited educational 
opportunities, and a significant reliance on traditional beliefs 
which can hinder health-seeking behavior [47].  
The urban-rural differences in health knowledge have very 
important implications for health equity and support the 
need for targeted interventions designed specifically for 
rural populations. Mobile health clinics, community-based 
education programs and the use of locally trusted persons 
such as traditional birth attendants and faith-based leaders in 
health information dissemination may be effective options 
for reaching rural women [48]. The effect of employment on 
knowledge acquisition shown in our study suggests that 
exposure at the place of work, social interaction with diverse 
groups and economic independence may increase women’s 
access to health information and their willingness to seek 
health services. Working women may have increased 
opportunities to discuss health topics with colleagues, 
greater exposure to health programs at the workplace, and 
access to financial resources to seek private sector health 
care services where the quality of information may be better 

[49]. In contrast, housewives may have less extensive social 
networks, decreased exposure to diverse information 
sources and less autonomy than working women in health 
decision-making. This is especially true where the husband 
or male family member controls all family finances and 
health related decisions in traditional societies [50]. 
Empowerment of housewives through initiation of 
community-based women’s groups, mother’s meetings at 
health care market centers, and home visit programs by 
community health workers would go a long way towards 
addressing these disparities [51].  
The finding that only 31.2% of participants had discussed 
menopause with their health care providers before they 
manifested symptoms represented a significant missed 
opportunity for preventive health education and counseling. 
Healthcare providers are important sources of credible, 
accurate health information. Many women in our study did 
not benefit from provider input, however, until they were 
having problems. This trend may be the result of many 
factors, including: limitations of time while in clinical 
consultation, provider discomfort discussing reproductive 
health issues, the perception that menopause is not a medical 
problem needing intervention, and patient reluctance to 
initiate discussions about sensitive topics [52]. Studies in a 
variety of countries have documented that healthcare 
providers often underestimate the value of discussing 
menopause with their patients. In addition, they may lack 
training in the management of menopause, this being 
particularly true in developing countries where continuing 
medical education opportunities are absent [53, 54]. 
Incorporating routine menopausal counseling into well 
woman visits and providing an opportunity for physicians to 
learn effective methods of communication about sensitive 
issues might improve patient-provider discussions about 
menopause [55]. The widespread reliance on informal 
contacts with friends and relatives as sources of menopausal 
information in our study presents the advantage of social 
support, but the danger of misinformation. The information 
gained through social networks is often based on personal 
experience, anecdotal evidence, and cultural attitudes and 
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 mores with the possible result that mistaken impressions and 
unsound health practices may be encountered [32, 33].  
The moderate use of media and television as sources of 
information (34.7%) has both opportunities and problems in 
regards to health information and education. The mass 
media have the capability of reaching large populations, but 
the quality of health information available is highly variable. 
The accuracy of such information is, likewise, variable, and 
commercial considerations may influence presentation of 
information toward the sale of particular products [56]. The 
relatively low use reported for the Internet as an information 
source (12.3%) is likely reflective of the demographic 
characteristics of our sample, where a significant proportion 
of the women have limited education and possibly the 
limited use of the Internet or limited literacy. With the 
increased penetration of smartphones and social media in 
Iraq, new avenues for health education are available through 
digital health interventions for younger women approaching 
the menopause [57]. The very strong positive correlation 
observed between knowledge and attitude finds support in 
health behaviour theories which suggest that knowledge 
affects attitude, which in turn leads to health behaviour and 
health outcomes [58]. If women are better able to understand 
that menopause is a natural biological process rather than a 
disease or deficiency, it is likely they will have a more 
positive attitude and less distress during the menopausal 
transition. Educational interventions that provide accurate, 
extensive knowledge about menopause while at the same 
time dealing with misconceptions and cultural perspectives 
have been shown to be effective in improving knowledge 
and attitudes about menopause [35, 36]. However, the 
relationship between knowledge and attitude is complex and 
bi-directional, pre-existing attitudes affecting both 
information seeking and acceptance of new information [59].  
It is clear that to alter negative attitudes about menopause, 
which are very entrenched, it is necessary to provide multi-
faceted approaches for the treatment which go beyond mere 
provision of information, involving cognitive restructuring, 
peer support, and challenging sociocultural climate which 
undervalues postmenopausal women [60].The average age of 
menopause in our study (48.6 Years) is comparable to other 
middle-eastern studies and slightly lower than the average 
age in reports from western countries. This may reflect the 
influence of genetical, environmental, nutritional and socio-
economic factors on reproductive senescence [61]. The 
natural age of menopause in the population is of importance 
in identifying women with premature and early menopause, 
who require special investigation and treatment, and the 
planning of health services aimed at the relevant age group 
indicates that there is a high prevalence of menopausal 
symptoms especially in the form of over 60%, suffering 
from vasomotor symptoms and a large proportion suffering 
from psychological and musculoskeletal problems. These 
findings indicate that menopause has a serious effect on the 
quality of life of women. The lack of knowledge on the 
management of these symptoms and the very low 
consultation rates with health care officiants indicates that 
much unnecessary suffering is experienced by women not 
accessing possible treatment. This is another evidence of the 
urgent need for improvement in the access to health care 
have related specifically to menopause and the inclusion of 
menopause as a special aspect of the more general women's 
health services [62].  

Conclusion 
This study showed that the knowledge about menopause and 
the attitudes toward it of the women attending a private 
clinic in Al-Diwaniyah, Iraq, are less than satisfactory. Only 
38.6% of the participants had good knowledge of 
menopause and there were large gaps in knowledge of the 
long-term health risks and treatments. More than half of the 
women had negative attitudes toward the menopause, 
because they viewed it chiefly as a period of aging and loss 
of femininity. The only variable that was statistically 
significant with better knowledge were educational level, 
residence, employment, and prior health education. The 
report pointed out the heavy dependence on informal 
sources for information on the menopause and the small 
number of times the subjects were counseled by the 
physician about the menopause.  
Certainly, there are a number of opportunities for the 
physician to discuss the menopause with the patients but 
these opportunities are wasted if they do not arise. This was 
the case in this study. The findings indicated that there is a 
definite need for comprehensive health education programs 
which are geared to the women in perimenopausal ages 
specifically, in order to better inform the women of the 
menopause as a natural transition point in their life and to 
give them information that they can use to successfully cope 
with the symptoms involved. Physicians should be trained to 
routinely discuss the menopause with women in their mid-
thirties or mid-forties and especially when they are seen in 
the office, so that they can provide anticipatory guidance 
and alleviate the fears which they have about the menopause 
in the beginning rather than in a reactive manner.  
A favorable method of reaching more women including 
those who live in the rural areas and who have little 
education would be to have community programs 
incorporating peer educators, community groups, women's 
groups and the mass media. Materials should be developed 
for presentation which would deal with health education but 
should also include not only the biological but also the 
aspects which have to do with cultural mores. For example, 
challenging the woman's sexual roles and presenting the 
menopause as a transitional time which does not mean the 
end of femininity and the loss of sexual attraction would 
create stimulation for both men and women to have a 
positive attitude toward this period in life. Future research 
efforts could be focused on a variety of studies. More 
studies which are larger in scope and involve a greater 
number of centers need to be done so that the 
generalizability of the findings can be increased. 
Longitudinal designed studies in which the attitude and 
knowledge changes and knowledge are measured may help 
to assess the overall impact of educational programs. 
Intervention studies in which the various methods of 
educating women would be evaluated would also be 
necessary. Qualitative research which would specifically 
address cultural and psychosocial factors determining the 
women's experience with menopause would also be very 
useful. Finally, direct collaboration among healthcare 
providers, public health officials, leaders of the community 
and organizations for women could play a significant role in 
designing and implementing effective means of promoting 
the awareness of health care for women during the 
menopause as well as the women's health in general in Ad-
Diwaniyah and similar populations in Iraq. 
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