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ABSTRACT

Introduction: Menopause is a universal life transition with
lived experiences shaped by biological, psychological,
sociocultural and systemic factors. In Singapore, where
diverse cultural norms intersect with a high-pressure
professional environment, little is known about how
these influences converge to shape symptom recognition,
coping and care.

Results: Participants described heterogeneous symptom
trajectories, with vasomotor, genitourinary and cognitive
symptoms as most prominent. Multimorbidity and surgical
menopause intensified symptom burden and narrowed
treatment options. Anxiety, low mood and brain fog
impaired work, particularly without workplace support.
Sociocultural silences and misinformation reinforced self-

Methods: This qualitative study formed part of the multi-
country MARIE project on menopause and midlife health.

Eighteen participants with different menopausal stages
were purposively sampled ensuring variation in age,
ethnicity, socio-economic status and health status.
Semi-structured interviews explored symptom profiles,
psychosocial well-being, family and workplace dynamics,
and healthcare experiences. Data were analysed

management and delayed care-seeking. Resilience rooted
in peer and family support, and culturally familiar coping
strategies buffered distress for some. Health system
gaps included inconsistent general practitioner’s know-
ledge, reluctance to prescribe hormone therapy and private
care costs. Study participation itself triggered symptom
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recognition and help-seeking in some, underscoring
menopause invisibility in routine care.

Conclusion: Findings highlight that menopause in
Singapore is navigated through intersecting clinical,
cultural and structural determinants. Addressing inequities
requires embedding women’s voices into clinical
pathways, training clinicians in culturally competent care,
and implementing workplace and public health policies
that legitimise menopause as a health and occupational
issue.

Keywords: family medicine, induced menopause, medical
menopause, menopause, natural menopause, obstetrics and
gynaecology, perimenopause, post-menopause, surgical
menopause, women's health

CLINICAL IMPACT

What is New

* To our knowledge, this study provides the first
qualitative account of Singapore women'’s
menopause experiences, highlighting how cultural
silence, lack of information and occupational stress
influence the symptom trajectory and engagement
with healthcare.

* Systemic gaps identified included variable clinician
expertise, reluctance to start hormone therapy and
financial costs, which reflect the need for integrated,
accessible and evidence-based menopausal care.

Clinical Implications

e The systemic and cultural nuances around
menopause are major contributors to delayed
recognition and management.

e Standardised clinical training and evidence-based
menopause care pathways, sensitised to cultural
beliefs and practices, are needed to reduce practice
variation and improve quality of care. Integrating
these into occupational and public health frameworks
will enhance symptom management and improve
health equity.

INTRODUCTION

Menopause is a universal life transition in women,
marking the end of reproductive capacity through the
permanent cessation of menstruation. Globally, the
age of natural menopause ranges between 45 and
55 years, with ethnic and geographic variations.'?
While vasomotor symptoms (VMS), sleep disturbance,
mood changes and genitourinary problems are widely
recognised, their intensity and impact are mediated
by intersecting determinants, such as comorbidities,
cultural beliefs, occupational settings and health
system responsiveness.®*
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Singapore, as a high-income nation with advanced
healthcare infrastructure, presents a unique context
for exploring these issues.® Its rapidly shifting
demographics and multi-ethnic population comprising
Chinese, Malay, Indian and Others bring diverse
cultural and religious beliefs influencing perceptions
of health, ageing and gender roles. Asian perspective
of menopause either as a natural process requiring
minimal intervention or as a stigmatised marker of
ageing and diminished femininity introduces reluctance
in discussing symptoms, particularly sexual health,
reinforcing silence within families, workplaces and
clinical settings.®’

Clinical pathways for menopause care in Singapore
reflect broader global trends of fragmentation and
under-recognition. Although specialist services exist,
they are not widely utilised, with primary care often
serving as the first point of contact. General practitioners
(GPs), however, may lack familiarity and confidence
in diagnosing and managing menopause. Historical
concerns about cancer risk fuel caution and reluctance
in prescribing hormonal therapy, despite evolving
evidence regarding its safety and effectiveness in
appropriate populations.?

The intersection of medical comorbidities and
menopause introduces an additional layer of
complexity.® Chronic conditions such as hypertension,
diabetes, autoimmune disorders and neurological
diseases are increasingly prevalent among midlife
women in Singapore, in line with global non-
communicable disease trends.” Menopause both
influences and is influenced by these, altering symptom
expression, treatment decisions and care pathways.
Surgical or medically induced menopause, particularly
in cancer survivors, intensifies the symptom burden,
with clinical encounters complicated by treatment
contraindications and absence of tailored, integrated
care models.™

Despite these challenges, women’s resilience remains
a critical mediating factor. Coping strategies rooted
in spirituality, exercise, social networks and reframing
menopause as a natural life stage buffer distress and
foster adaptation.' However, resilience is unevenly
distributed and mediated by socio-economic position,
cultural context and access to supportive environments.

Empirical data capturing the lived experiences
of Singapore women remain scarce, particularly
qualitative accounts that illuminate how symptoms,
cultural norms and systemic structures converge.
Addressing this gap, the present study employs an
equity-oriented qualitative framework to examine
the multifaceted experiences of perimenopause,
menopause and post-menopause in Singapore. By
embedding women’s voices into the evidence base,
this study aimed to inform clinical practice, workplace
strategies and policy interventions that can collectively
reduce disparities and improve health outcomes.
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METHODS

Study design

This qualitative study formed part of a larger multi-
country study of menopause and midlife health called
the Menopause and Ageing Research in International
Environments — Work Package 2A (MARIE WP2A) with
the Singapore arm focusing on lived experiences of
individuals undergoing perimenopause, menopause
and post-menopause in Singapore. A qualitative design
was selected to capture nuanced, in-depth accounts
of symptom experiences, healthcare interactions and
sociocultural contexts that cannot be adequately
represented through quantitative methods.

Sampling and recruitment

Participants were recruited purposively to capture
heterogeneity across age, menopausal stage, socio-
economic position, ethnicity and healthcare access.
Eligibility criteria included: (1) age 18-99 years; (2)
self-identifying as experiencing perimenopause,
menopause or post-menopause—natural, surgical or
medically induced; and (3) Singapore resident for at
least 12 months. Exclusion criteria comprised inability
to communicate in English or cognitive impairment
precluding informed consent. Recruitment was mainly
from clinics in a tertiary hospital with some from
community networks. Informed consent, outlining the
study purpose, voluntary nature and confidentiality
assurance was obtained electronically before each
interview. In total, 18 participants were interviewed.

Data collection

Semi-structured interviews were conducted between
March and May 2025 by trained qualitative researchers
with a background in women'’s health. Interviews took
place via secure videoconferencing on Microsoft
Teams platform, lasting 45-90 minutes. An interview
guide, co-developed with clinical experts and
individuals with lived experiences explored biological
symptoms, psychological well-being, sociocultural
influences and healthcare experiences. The guide
allowed flexibility to probe emergent issues in depth.
All interviews were audio-recorded and transcribed
verbatim by professional transcribers. Identifying
details were removed from transcripts and participants
were assigned unique identifiers. Quotes used were
anonymised. Reflexive field notes documented
contextual factors, non-verbal cues and researcher
reflections.

Analytical framework

For analysis, the Delanerolle and Phiri framework,'? a
structured model incorporating 4 interrelated domains
of biological, psychological, sociocultural and health
system enabling systematic exploration of symptom
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profiles and care experiences was used alongside
Braun and Clarke’s 6-step thematic analysis. Analysis
proceeded in 4 stages, as described in Table 1.

Codingwas conducted inductively within each domain
and iteratively refined to capture both unique and
recurrent experiences. Two researchers independently
coded an initial subset of transcripts and subsequently
discussed code application, domain mapping and
thematic saturation. Discrepancies were resolved,
ensuring reflexivity and analytic consensus.

Reflexivity and positionality

The research team comprised clinicians, public
health scientists and patient partners, with diverse
professional and personal experiences of menopause.
This positionality informed data interpretation while
being critically examined throughout the analytic
process. Reflexive discussions addressed potential
biases, particularly regarding symptom prioritisation,
interpretations of healthcare encounters and cultural
framing of menopause.

The study received ethical approval from SingHealth
Centralised Institutional Review Board (CIRB 2024/2126).
All procedures were conducted in accordance with
the Declaration of Helsinki and reported following the
Consolidated Criteria for Reporting Qualitative Research
(COREQ) guidelines. Participants provided informed
consent electronically prior to participation. Data were
anonymised and securely stored on encrypted servers
with restricted access to ensure confidentiality.

RESULTS

Analysis of 18 in-depth interviews (Table 2 with parti-
cipant characteristics) revealed diverse menopausal
trajectories shaped by biological, psychological, socio-
cultural and health system factors, with substantial
variation in symptom severity and comorbidities.
While some participants reported minimal disruption,
others experienced multi-domain impact that signi-
ficantly affected daily functioning, relationships and
occupational capacity.

Cross-cutting themes (Table 3), such as comorbidity
intersections, delayed symptom recognition, and the
moderating effect of resilience and social support,
recurred across domains.

Biological domain

Vasomotor and sleep disturbance

VMS ranged from absent or mild (participant
identification number [PID]: PID3, PID4, PID17) to
severe, sleep-disrupting episodes (PID 1, PID6, PID?,
PID10). Night-time hot flushes were particularly
problematic, often fragmenting sleepand compounding
overall fatigue. In some cases, workplace productivity
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Table 1. Four-stage analytical process using the Delanerolle and Phiri'? framework.

Stage Description

Key outputs

1. Contextual
familiarisation

Immersion in transcripts to understand participants’ social, cultural and structural
contexts, noting relevant personal histories and intersectional determinants
influencing menopausal experiences.

Reflexive notes; preliminary
contextual profiles for each
participant.

2. Equity-oriented
coding

Generation of initial descriptive and interpretive codes reflecting both symptom
experiences and equity-linked determinants® (e.g. gender norms, healthcare access,
socio-economic position, intersecting marginalisations).

Code list with definitions;
coding framework incorporating
equity dimensions.

3. Framework mapping

Organisation of codes into the 4 domains of the Delanerolle and Phiri framework®—
biological,© psychological, sociocultural,® health system—while retaining cross-
cutting concepts such as stigma, intersectionality? and structural inequality."

Mapped framework with
domain-specific subthemes;
visual thematic schema.’

4. Integrative
interpretation

Synthesis of patterns within and across domains to elucidate how individual
narratives intersect with systemic and structural determinants, generating a coherent
analytic storyline.

Thematic narratives; integrated
domain-level findings; evidence-
informed interpretations.

2 Equity-linked determinants: Socio-economic status, geographic location, cultural beliefs, healthcare access and marginalisation that influence

menopausal experiences and outcomes.

® Delanerolle and Phiri framework: An equity-oriented analytical model that organises findings across 4 domains—biological, psychological,
sociocultural and health system—to understand how personal experiences intersect with structural determinants.
¢ Biological domain: Includes physiological changes, symptoms, hormonal influences, reproductive history and medical conditions relevant to

menopause.

< Psychological domain: Refers to emotional health, cognitive responses, coping mechanisms, stress and mental well-being.
¢ Sociocultural domain: Encompasses social norms, cultural expectations, gender roles, family and community influences, stigma and lived

experience.

fHealth system domain: Covers access to healthcare services, service availability, provider communication, referral pathways and barriers within

health systems.

9 Intersectionality: The layered interaction of multiple identities (e.g. gender, age, class, marital status) and structural forces that create cumulative

disadvantage.

P Structural inequality: Systemic and institutional barriers that limit equitable access to healthcare, resources and opportunities.
' Thematic schema: A visual or conceptual map that organises themes and subthemes to illustrate relationships across domains.

and emotional regulation were adversely affected,
with participants adopting cooling strategies, evening
showers and in rare cases, hormone replacement
therapy (HRT), to mitigate symptoms.

“Suddenly | used to wake up with lots of sweat...
sometimes for few hours | was not able to sleep.” (PID9)

“Turn on the fan and aircon at the same time in order
to sleep.” (PID1)

Several participants (PID10, PID14) developed or
worsened VMS years after their final menstrual period,
highlighting variability in onset and the potential for
late-emerging needs.

Musculoskeletal (MSK) and bone health

MSK pain and bone density changes were frequent
but variably attributed to menopause. In some, MSK
pain was the sentinel symptom prompting HRT
initiation (PID7), leading to rapid and sustained
resolution. Others linked aches to comorbidities such
as osteoarthritis (PID16) or previous injuries (PID5),
while dualenergy x-ray absorptiometry (DEXA) scan
-confirmed osteopenia in PID1 and PID7 underscored
the role of oestrogen in bone health.

“Hip pain... very deep-seated... nothing was helping...
went away after HRT.” (PID7)

"DEXA... still osteopenic... trying to get it up.” (PID1)
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Weight-bearing exercise and physiotherapy were
effective non-pharmacological strategies, though
awareness of menopause-bone health links was
inconsistent.

Genitourinary and sexual health

Genitourinary syndrome of menopause (GSM)
emerged as one of the most consistent burdens across
surgical and natural menopause cases. Symptoms
included vaginal dryness, dyspareunia, urinary urgency
and recurrent infections (PID1, PID6, PID9, PID16).
Some experienced marked improvement with topical
oestrogen or tibolone (PID10, PID16), while others
faced treatment intolerance or contraindication due to
cancer history (PID2, PID8).

“It was very uncomfortable even when | just touch that
area... painful because it was so dry.” (PID1)

“The dryness is like... a magic pill...gone [after
tibolone].” (PID16)

Under-recognition of urinary and bladder symptoms
as menopause-related delayed appropriate care,
particularly among those without prior menopause
education.

Metabolic and endocrine interactions

Midlife metabolic shifts were reported, with several
participants identifying hypercholesterolaemia (PID1)
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Table 3. Thematic table which includes sub-themes, exposures, determinants and practice implications.

Domain Sub-themes

Exposures Determinants

Practice implications

Vasomotor disturbance

Biological
and sleep disruption

Night sweats, hot flushes,

Hormonal decline,
late-onset vasomotor
symptoms, comorbid

insomnia

fragmented sleep

Embed menopause screening
into primary care; develop
tailored sleep and vasomotor
management pathways.

Musculoskeletal and
bone health

Oestrogen deficiency,
multimorbidity (osteoporosis,
arthritis), low awareness of
bone health link

Joint pain, osteopenia/
osteoporosis, mobility
limitations

Integrate menopause into chronic
disease management; routine
bone health monitoring.

Genitourinary and
sexual health (GSM)

Oestrogen decline, surgical
menopause, treatment
contraindications (cancer)

Vaginal dryness,
dyspareunia, urinary
urgency

Expand access to local oestrogen
therapies; train clinicians to
proactively address GSM;
normalise sexual health
in consultations.

Metabolic and
endocrine changes

Midlife metabolic transition,

Hypercholesterolaemia,
multimorbidity

pre-diabetes

Link menopause care with
metabolic disease prevention;
lifestyle counselling alongside

symptom management.

Mood disturbance

Psychological
and anxiety

Hormonal fluctuations, work
stress, family strain, ADHD/
neurodiversity

Irritability, intrusive
thoughts, withdrawal

Integrate mental health support
within menopause care; normalise
mood symptoms in consultations.

Cognitive change
(brain fog)

Hormonal shifts, occupational

Forgetfulness, reduced
stress, ageing stigma

concentration

Provide workplace adjustments
(flexible deadlines, memory aids);
clinician training to distinguish
cognitive ageing versus
menopause.

Coping and resilience

Health literacy, supportive
networks, socio-economic
resources

Exercise, mindfulness,
reframing menopause

Build resilience programmes
into workplace and community
interventions; leverage digital
peer support tools.

Family and
interpersonal
dynamics

Socio-cultural

GSM, stigma around ageing/

Reduced intimacy,
sexuality, cultural silence

spousal withdrawal,
supportive partners

Couple-based counselling; culturally
sensitive education for families.

Peer influence and
misinformation

Lack of public health
messaging, cultural
conservatism

HRT cancer myths,
reliance on friends’ advice

Launch multilingual,
evidence-based campaigns;
regulate health misinformation
in media.

Stigma and silence

Cultural taboos on ageing/
sexuality, gendered
expectations

Reluctance to disclose,
avoidance of clinical help

Normalise menopause
conversations in schools,
workplaces and community groups.

Access and care
pathways

Health system

Unequal insurance coverage,

Public/private divide,
socio-economic status

prohibitive costs

Subsidise menopause care;
ensure equitable public access
to HRT and counselling.

Clinical knowledge
and attitudes

Limited training, persistent

GP reluctance to prescribe
“hormone phobia”

HRT, dismissal of symptoms

Introduce menopause modules
in medical education; upskill GPs
and non-specialists.

Continuity and
integration

Biomedical silos, absence of

Fragmented provision,
structured pathways

lack of integrated
multimorbidity care

Develop 1-stop menopause clinics;
embed care in chronic disease
management.

Trigger points for
care-seeking

Systemic invisibility of

Participation in MARIE
menopause in screening

survey prompted
recognition

Introduce structured menopause
screening tools in primary care
and occupational health.

ADHD: attention deficit/hyperactivity disorder; GP: general practitioner; GSM: genitourinary syndrome of menopause;

HRT: hormone replacement therapy; MARIE: Menopause and Ageing Research in International Environments

Ann Acad Med Singap Vol 55 No 1 Jan 2025 | annals.edu.sg
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or pre-diabetes (PID16) during routine checks. In cancer
survivors (PID5, PID8), endocrine therapy confounded
symptom attribution, complicating management.
Surgical menopause in oncology patients amplified
systemic effects, with rapid oestrogen withdrawal
producing intense but sometimes unrecognised
symptom clusters.

Cross-cutting biological theme: Comorbidity
interaction

Across cases, comorbidities such as autoimmune
disease (PID10), Parkinson’s disease (PID12), attention
deficit/hyperactivity disorder (PID11, PID13) and cancer
survivorship (PID2, PID5, PID8, PID17) intersected
with menopause to influence symptom profile, care-
seeking and management options. These intersections
required nuanced clinical assessment but were
frequently overlooked.

Psychological domain

Mood disturbance and emotional regulation

Mood changes ranged from mild irritability (PID4,
PID15) to severe, prolonged low mood with anxiety
and intrusive thoughts (PID1, PID11, PIDé). For
some, symptoms were cyclical, intensifying during
perimenopause (PID13). Interpersonal strain, particu-
larly within families, was common, leading to social
and emotional withdrawal as a coping mechanism
(PID117).

“Small thing would just trigger me... now it can last for
days.” (PID11)

“l became anxious... bothersome thoughts... | could
not cope as well as before.” (PID1)

HRT improved mood stability in those able to access
it (PID13, PID18), while others relied on meditation
(PID8, PID17) or lifestyle-based strategies.

Cognitive change

Brain fog, forgetfulness and reduced concentration
were widely reported (PID1, PID9, PID13, PID16,
PID18). These symptoms affected work performance
and confidence, prompting compensatory strategies
such as note-taking, mental exercises and mindfulness.

“I could quite easily forget within 5 minutes...” (PID18)
“I can be in the middle of sharing something, and |

forgot why...” (PID16)

Cognitive impacts were often normalised or
attributed to ageing, delaying targeted intervention.

Coping and resilience

Adaptive coping mechanisms included reframing
menopause as a natural life stage (PID15), keeping
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physically and socially active (PID3, PID15), and spiritual
practices (PID4, PID17). Resilience was bolstered by
supportive peer or family networks, professional health
literacy and workplace flexibility.

Cross-cutting psychological theme: Professional
paradox

Healthcare  professionals (PID6, PID7, PID12)
sometimes delayed their own menopause care despite
high knowledge levels, reflecting cultural “hormone
phobia,” time constraints and occupational role
expectations.

Sociocultural domain

Family and interpersonal relationships

Menopause altered family dynamics for many.
Spousal withdrawal (PID1) and reduced intimacy
linked to GSM (PID9, PID16) affected emotional well-
being, while others described understanding and
accommodation from partners and children (PID2,
PID3).

“Husband... withdrew... kids... told to steer clear of
mum.” (PID1)

“They just... keep quiet.” (PID2)

Peer influence and social narratives

Peers were both sources of misinformation (PID1,
PID13) and support (PID4, PID15). Cancer myths
about HRT persisted, deterring uptake even in eligible
women. Workplace cultures ranged from silence to
active engagement through education programmes
(PID18).

“Friends... said HRT couldbe... cancerinducing.” (PID1)

Stigma and silence

Participants repeatedly noted the absence of open
conversation about menopause (PID13, PID14, PID18).
Cultural conservatism and fear of ageing reinforced
reluctance to disclose symptoms, especially sexual
health concerns.

“People still...don’t want to talk about it.” (PID13)

“Some people...don’t accept the fact they are going
through menopause.” (PID14)

Cross-cutting sociocultural theme: Community gaps
and opportunities

The absence of peer-support groups (PID11) and
culturally adapted educational campaigns (PID18)
limited collective learning and normalisation.
Suggestions included discreet WhatsApp groups,
school-based education and leveraging Asian heritage
influencers.
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Health system domain

Access and pathways

Access varied sharply between public and private
sectors. Some had a long-term trusted relationship
with their GP (PID9), while others avoided public
services anticipating delays or dismissal (PID13). Public
specialist services were valued for their compre-
hensiveness and patient-centred approach (PID18),
whereas private care was sometimes seen as
commercially driven with less menopause expertise.

“Private... knowledge  was  very
commercial.” (PID18)

lacking...

“I had to spend a lot of money to go through the
private system.” (PID13)

Clinical knowledge and attitudes

Participants identified pervasive knowledge gaps
among GPs and non-specialists, including normalisation
of heavy bleeding (PID1), symptom dismissal (PID2,
PID16) and reluctance to prescribe HRT (PID7, PID13).
Even in healthcare settings, women reported being
questioned about the necessity and duration of HRT.

“Doctors are not trained...they don’t know how to
prescribe hormone therapy.” (PID7)

“The first thing they say is, ‘'Why are you on it? When
are you going to get off it?"” (PID13)

Continuity and integration of care

Positive experiences occurred where continuity
existed, such as ongoing GP or specialist relationships
(PID9, PID12). Integration of menopause care into
chronic disease management was rare but proposed
by participants with multimorbidity (PID10, PID16).

Cross-cutting health system theme: Trigger points
for care-seeking

Participation in the MARIE survey prompted self-
recognition of symptom burden and subsequent help-
seeking for several participants (PID6, PID10). This
underscores the potential for structured screening
tools to act as entry points into care.

Cross-cutting themes narrative: Intersectionality of
health status and menopause

Menopause experiences were profoundly shaped by
pre-existing health conditions and surgical histories.
Autoimmune disorders (PID10), neurological condi-
tions (PID1, PID12, PID13), chronic metabolic disease
(PID14, PID16) and cancer survivorship (PID2, PID5,
PID8, PID17) altered symptom expression, complicated
assessment and limited treatment options. Surgical
menopause cases described more abrupt symptom
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onset and higher GSM prevalence, though symptom
severity varied widely. For many, multimorbidity
necessitated integrated care approaches, yet most
described fragmented provision (Fig. 1). This intersec-
tional complexity underscores the importance of
holistic assessment, where menopause is neither
overshadowed by nor isolated from other health
conditions.

Resilience as a mediating factor

Personal resilience rooted in health literacy, pro-
fessional knowledge, coping strategies and suppor-
tive social networks significantly moderated symptom
burden. Participants with strong partner or workplace
support (PID2, PID3, PID15, PID18) reported greater
adaptability, even in the face of moderate-to-severe
symptoms. Coping mechanisms included structured
exercise, mindfulness, reframing menopause as a
natural life stage and leveraging peer connections.
Workplace-led initiatives (PID16, PID18) and culturally
aligned self-care practices (PID8, PID17) provided
further buffers. However, resilience was unevenly
distributed, with women lacking such resources
experiencing greater distress, thus reinforcing existing
inequities.

Systemic and cultural silence

Across cases, both institutional and societal silence
acted as a structural determinant of delayed
recognition and management, fostering reliance
on self-navigation and amplifying disparities for
those without the means or confidence to advocate
for themselves. Cultural conservatism and stigma
(PID13, PID14, PID18) limited discussion of sexual
health and emotional changes. In healthcare settings,
undertrained clinicians often normalised symptoms or
dismissed hormonal contributions (PID1, PID2, PID16),
leading to missed intervention opportunities. Service
invisibility compounded these gaps, with several
participants unaware of specialist menopause services
(PID10, PID11). This silence extended to workplaces,
where only a minority experienced formal menopause
policy support.

DISCUSSION

The qualitative analysis of Singapore participants in
the MARIE WP2A study revealed a complex interplay
between workplace inequities, healthcare access
barriers, sociocultural norms, psychological well-
being and self-management strategies. Participants
described how menopausal symptoms such as
vasomotor, cognitive and psychological disturbances
intersected with professional responsibilities in high-
pressure environments. Stigma and silence, both
in professional and social settings, were recurrent
threads, influencing not only help-seeking behaviours
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Fig. 1. Thematic map presenting key themes and sub-themes identified from the qualitative analysis of Singapore participants in the MARIE
WP2A study. Main themes are represented in green, and subthemes in blue, illustrating the relationships between broader domains and specific

lived experiences.
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but also perceptions of legitimacy regarding symptoms.
Thematic connections illustrated a fragmented care
landscape in which specialist availability was not
well known, costs were prohibitive for some and
referral pathways were inconsistent. These dynamics
reinforced reliance on informal networks and self-care
approaches, particularly digital tools and peer support,
which partially mitigated but did not eliminate the
cumulative impact on quality of life.

Importantly, several of the barriers described by
the Singapore participants—fragmented pathways,
uncertainty about specialist access and reliance
on informal networks—resonate with challenges
documented in lower- and middle-income countries
(LMICs), though shaped by different resource contexts.
In many LMIC settings, limited formulary availability,
unstable supply chains and high out-of-pocket costs
restrict access to HRT, while gaps in clinical training
and persistent misconceptions further constrain
prescribing and help-seeking. These patterns parallel
the stigma, silence and informational inequities evi-
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dent in the Singapore cohort, suggesting common
structural drivers operating at different intensities.
Recognising these cross-contextual dynamics is
essential for designing equitable, culturally sensitive
strategies to strengthen menopausal care across
diverse health systems.'314

Population insights

Singapore’s population is characterised by a unique
multicultural ~ composition,  comprising  primarily
Chinese, Malay and Indian communities, alongside a
smaller proportion of Eurasian and other ethnic groups.
This diversity is further shaped by a sizeable expatriate
population, adding to the mosaic of languages,
cultural norms and health beliefs. Such heterogeneity
has profound implications for menopausal care.
Health-seeking behaviours, perceptions of meno-
pause, and openness in discussing symptoms are
influenced by culturally embedded values—ranging
from the Chinese emphasis on balance and traditional
medicine, to Malay and Indian norms around modesty
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and intergenerational respect. The participant
experiences in this study reflected these intersections:
some women preferred holistic and herbal approaches
rooted in cultural tradition, others prioritised
privacy over disclosure even to clinicians, and many
highlighted the role of family dynamics in shaping
their coping strategies. Tailored interventions that are
linguistically accessible, respectful of religious and
cultural sensitivities, and inclusive of both biomedical
and culturally familiar therapies are essential if care
pathways are to be both effective and equitable.

Clinical impact

The lived experiences described by the Singapore
participants highlight a need for embedding women'’s
narratives into clinical pathways and co-designing
clinical guidelines with patients. Menopause care
cannot be effectively delivered if it is narrowly defined
through biomedical parameters alone; it must also
integrate an understanding of the psychosocial
and occupational realities patients face. Lack of
alignment of treatment options for menopausal and
perimenopausal women among healthcare providers
leaves women confused and turning to informal
networks for information.™ Lack of clinician education
on appropriate treatment for menopausal symptoms
as well as lack of empathy for women’s suffering
highlight a need for training not only in the
pharmacological and non-pharmacological manage-
ment of symptoms but also in culturally competent
communication that addresses stigma and normalises
open discussion.” Standard consultations should
incorporate space for exploring work-related impacts,
sleep disturbance and sexual health, while acknow-
ledging patients’ own strategies for symptom control.

While the MARIE Singapore sample was predomi-
nantly highly educated, this reflects the sociodemo-
graphic composition of urban recruitment sites rather
than a methodological limitation. Evidence from
MARIE studies across multiple countries shows that
core menopause experiences—such as symptom
misrecognition, delays in care, stigma and unmet
needs—are consistent across education levels, with
differences largely in intensity rather than type. Health-
seeking behaviours observed in this cohort reflect
structural factors in Singapore, including access to
MediSave/MediShield (mandatory personal medical
savings account and national health insurance plan in
Singapore), employer benefits and time availability.
The persistence of unmet needs among highly
educated, health-literate women suggests that women
with fewer structural advantages would likely face
greater challenges. These observations support the
transferability of our thematic findings while highligh-
ting the amplified inequalities experienced by less-
resourced populations.
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Policy impact

To optimise menopause care in Singapore, policy
attention is needed on 3 fronts: workplace regulation,
healthcare provision and public health education.
Singapore currently ranks first in Asia-Pacific for having
a low level of gender inequality with more women
participating in the workforce including leadership
roles. To complement progress in providing women
with equal opportunities in the workplace, financial
support for caregivers, and protection against violence
and online harms, there is now a need to acknowledge
menopause as a legitimate occupational health issue.
Introducing workplace accommodations, such as
temperature control, flexible hours and protected
health disclosures, will support women in workforce
going through menopause.’®' This is especially
important as Singapore faces a shrinking birth rate
and should be encouraging more older workers to
continue working.?

On the aspect of healthcare, incorporating meno-
pause management into healthcare subsidies similar
to Singapore’s Community Health Assist Scheme, and
allowing increased insurance coverage will reduce cost
and improve access to care.?’

Public health campaigns, delivered in multiple
languages and tailored to different ethnic and religious
groups, would help dismantle stigma and equip
women with accurate, culturally relevant information.
By aligning policy with clinical realities and population
needs, Singapore can set a precedent for equitable
and inclusive menopause care. We have clarified
when statements reflect participant narratives versus
established evidence, ensuring that qualitative
findings are interpreted without implying causality.
These insights contextualised alongside quantitative
literature, highlight how lived experiences comple-
ment, refine or occasionally challenge existing
knowledge on menopause symptoms and health-
seeking behaviours. Recommendations are framed as
practice- and policy-relevant implications grounded in
participants’ experiences, rather than as generalised
statistical claims, thereby preserving the interpretive
validity of the study.

Limitations

The study has several important strengths, and we
also acknowledge its limitations. Recruitment primarily
via a tertiary hospital may bias the sample toward
health-literate individuals, and conducting interviews
exclusively in English may exclude some non-English-
speaking populations, thereby limiting the transfera-
bility of findings. We acknowledge that language and
sampling choices may influence this. In Singapore,
however, English is the primary language of healthcare
delivery, patient information, clinical consultation
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and most health system interactions. The decision to
conduct interviews in English was therefore taken to
ensure conceptual precision and avoid loss of meaning
during translation, particularly when describing sym-
ptoms and interactions with the healthcare system.
Nonetheless, these constraints may reduce represen-
tativeness and the applicability of themes across
less-resourced or non-English-speaking communities.
While qualitative research does not seek statistical
generalisability, it aims for analytic transferability. Future
research should therefore incorporate community-
based recruitment and multilingual data collection to
enhance contextual diversity and transferability. To
address this issue, the MARIE project, Work Package
2B, incorporates community-level recruitment strate-
gies specifically designed to reach women with lower
socio-economic status, limited English proficiency
and reduced access to healthcare.

CONCLUSION

This study demonstrates that menopause in Singapore
is not solely a biological event, but an experience
profoundly shaped by intersecting cultural norms,
workplace environments, healthcare pathways and
individual resilience. While some women navigated
the transition with minimal disruption, others
experienced multi-domain burdens that compromised
health, relationships and occupational performance.
The persistence of stigma and silence within families,
communities and health systems was a critical
determinant of delayed recognition and inadequate
support.

Policy innovation will help normalise menopause in
workplaces, reduce financial barriers to treatment and
deliver multilingual, culturally sensitive public health
education. Embedding resilience-building strategies
and ensuring inclusive, equitable care could transform
menopause from a silent struggle into a supported
life-course transition.
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