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Menopause experiences and care vary widely because of biological, sociodemographic, and sociocultural
factors. Treatments for troublesome symptoms are not uniformly available or accessed. Intersectional factors
mayaffect the experienceandarepoorly understood.Disparities acrosspopulations highlight theopportunity
for a multifaceted equitable approach that includes patient-centered care, education, and policy change.
Menopause is usually a typical reproduc-

tive stage for individuals assigned female

at birth (henceforth referred to as

‘‘women’’), generally occurring around

age 51 years.1 However, it often happens

earlier in women from low- and middle-in-

come countries, which may have implica-

tions for the risk of chronic disease such

as osteoporosis and cardiovascular dis-

ease.1 Menopause may be spontaneous

or iatrogenic due to bilateral oophorec-

tomy or cancer treatment such as chemo-

therapy or radiation. While many women

navigate menopause without seeking

medical treatment, around 60%–80%

experience vasomotor symptoms that

can last for more than 7 years2 and impact

their quality of life.1 Effective treatments

are available for vasomotor symptoms

(hot flushes and night sweats) and vaginal

dryness. Menopausal hormone therapy

(MHT) reduces vasomotor symptoms by

around 85%, and some nonhormonal

treatments may also be effective but less

so than MHT.1 Psychological therapies,

including cognitive behavioral therapy

and hypnosis, have a small to moderate

effect, with additional benefits for sleep,

mood, fatigue, and quality of life.1 Howev-

er, these treatments are not equally ac-

cessed across socioeconomic groups

and race.3,4 Other circumstances influ-

encing menopause-related health out-

comes include geography (e.g., access

to health care) and healthcare provider

perceptions and attitudes (e.g., mistaken

belief in the long-term benefits of MHT).5
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In addition, factors driving treatment use

are menopause awareness, perceptions,

and education; perceived health status;

help-seeking behaviors; preference for

alternative management strategies; and

stigma.5 How these factors interplay to

impact treatment access and uptake is

not well understood.

Symptoms and treatment
Vasomotor symptoms are the leading pa-

tient priority for treatment.1 Bother and

interference due to vasomotor symptoms

drive treatment seeking more than fre-

quency or severity does.1 Other symp-

toms commonly associated with meno-

pause include muscle and joint pain,

sleep disturbance, and genitourinary is-

sues such as vaginal dryness. Here, we

focus on how sociodemographic, socio-

economic, and gender disparities impact

the experience and management of vaso-

motor symptoms.

The nature, perceived severity, and

impact of vasomotor symptoms aremedi-

ated by several factors. The intersecting

structural systems of society, weathering

(i.e., prolonged exposure to stressors

that worsen health issues), and social

determinants of health affected by race,

ethnicity, disability, educational level,

employment, economic status, resi-

dence, relationship status, social sup-

ports, parity, body mass index, and life-

style factors modify the severity and

duration of vasomotor symptoms.6 Addi-

tional influences that may affect access
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psychological treatments for vasomotor

symptoms include sexuality, chronic

health conditions, attitudes, and health lit-

eracy.7–9 How these intersect to affect the

experience of menopause is uncertain.

For example, a US-based study reported

that African American women experience

more frequent and prolonged vasomotor

symptoms and are more bothered by

them compared with White American

women, while Chinese American and

Japanese- American women describe

fewer vasomotor symptoms than White,

African American, or Hispanic American

women.2,4 This suggests that racial fac-

tors impact on symptom experience.

MHT is used more frequently and for

longer periods in White women who

generally have relatively higher education

and socioeconomic status.1,3 Data from

the United States, China, and Iran report

that higher educational attainment, in

either women or their partners, is associ-

ated with less severe vasomotor symp-

toms—with educational programs having

the potential to improve both the psycho-

logical and physical domains relating

to menopause-related quality of life.4,8

This may suggest that higher education

leads to increased awareness and

empowerment regarding seeking help or

that it may reflect intersectional effects,

such as different symptom experiences

according to race. Intersectionality is

the interconnected nature of social

categorizations, or the overlapping and
he Authors. Published by Elsevier Inc. 1
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Figure 1. How menopause can be viewed in the context of a social health model
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interdependent systems of discrimination

or disadvantage. In this example, inter-

sectionality may affect how educational

attainment influences the work or home

environment or access to support and

care. Marginalized groups, including

sexually diverse and indigenous popula-

tions, often report knowledge gaps in un-

derstanding menopause symptoms and

treatment options.7 This may be due to

the effect of stigma and discrimination

on their health experiences. There is a

paucity of health equity research that ex-

amines whether disparities in menopause

care are due to biases in healthcare provi-

sion, differences in patient factors (such

as treatment-seeking behaviors), patient

choice, or access to care.3

Most menopause research has been

conducted in high-income countries,

with cisgender, White women. Less is

known about the efficacy and accept-

ability of treatment options in less-privi-

leged or disadvantaged women. In partic-

ular, the short- and long-term safety of

treatments such as MHT in diverse

groups is poorly understood and may

be of direct clinical importance.7 For

example, the risk of stroke is tripled

among African American women aged

50–60 years.10 While MHT is reported to

have a minimal impact on stroke risk in
2 Cell Reports Medicine 5, 101616, June 1
White women under the age of 60, its ef-

fects on stroke risk in women from other

racial groups are unknown.10

In considering intersectionality, multiple

factors contribute to menopause symp-

toms and treatment utilization, but limited

research exists on the hierarchy and

weight of attribution of these factors to

women’s experiences. Those who are

more disadvantaged are more likely to

experience poor health throughout their

lives, and the effects on poor health

(across all health areas) accumulate.

This is likely to also apply to the experi-

ence of menopause. Few studies have

examined how factors that influence

health equity collectively affect the occur-

rence, impact, or treatment of vasomotor

symptoms. A secondary analysis of data

from 1,027 midlife women in the United

States explored the collective impact of

the interaction between frequency and

severity of vasomotor symptoms and

other characteristics across four groups:

non-Hispanic White, non-Hispanic Afri-

can American, non-Hispanic Asian, and

Hispanic women.11 The authors found

that both country of birth and employment

cumulatively contributed to the frequency

and severity of vasomotor symptoms and

differed across racial groups, illustrating

that these factors interact to influence
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symptoms. Research exploring these re-

lationships can improve the understand-

ing of the combined influence of the fac-

tors that affect menopause.

Creating equity in menopause care
The World Health Organization report

on ‘‘Closing the gap in a generation’’

(https://www.who.int/publications/i/item/

WHO-IER-CSDH-08.1) states that to

achieve equity, all women can have a

fair and just opportunity to attain their

highest level of health. In the context of

menopause, clinicians can recognize the

diversity and complexity of symptoms

experienced during the menopause tran-

sition, which can be considered using

a social health model (Figure 1). This

framework illustrates that to provide equi-

table care, interventions could come at

different levels—addressing modifiable

factors at the individual level and advo-

cating for structural changes for the

semi-modifiable and non-modifiable fac-

tors. Potential approaches to address

these factors are described below.

Using a patient-centered approach

to clinical care

A patient-centered, social health model

considers where disadvantages may

have an impact on both the nature

or symptoms and the appropriate
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Figure 2. An empowerment model for managing menopause
Reprinted from The Lancet, vol. 403, Hickey et al., Copyright 2024, with permission from Elsevier.1
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management strategy to facilitate patient-

informed care. Clinicians could be aware

of and sensitive to the cultural beliefs,

norms, and preferences about meno-

pause. They can also understand the

importance of gender in making patients

feel included and comfortable during clin-

ical encounters and can tailor their care

approaches accordingly. For example, a

study of menopause experiences among

Vietnamese migrant women in Australia

suggests that primary care physicians

proactively discuss menopause since

women may be reluctant to raise the

topic.12 Clinicians could acknowledge

and validate the unique experiences of

patients from marginalized groups, who

may feel ‘‘invisible’’ or that their experi-

ences are dismissed since they are not

represented in the available data.7 Per-

sonal choice (often based on personal

values, opinions, and perspectives)

around management of menopause will

also drive healthcare use and adherence

to treatment. Alignment of value manage-

ment strategies may improve well-being

and quality of life.1 For example, some

Asian American groups tend to use com-

plementary and alternative approaches

to symptom management more than

they use MHT and report lower quality of

life withMHT.1 This could indicate less se-

vere vasomotor symptoms but could also

reflect personal preferences.1,7,12 Using

an empowerment model for menopause

(Figure 2) can help to address many of

these issues.1 Empowering individuals to

actively participate in decision-making

regarding their healthcare enables them

to assert their preferences and needs,

promoting equitable treatment outcomes.

Evidence gaps

To understand why some groups are

more likely to receive care or use different

treatment options for vasomotor symp-

toms, researchers could investigate the
underlying drivers. For example, some

women may not need medical care or

treatment.1 Some may not seek medical

assistance because they believe that

menopause is a natural process of ag-

ing.9,13 Others may be reluctant to seek

treatment despite experiencing bother-

some symptoms.13 A deeper understand-

ing of these factors could lead to more

equitable and customized care and inter-

ventions for menopause that will meet

personal needs.

Increasing menopause education

Comprehensive health education pro-

grams can empower women with

knowledge about menopause and avail-

able support services.1 However, access-

ing evidence-based information about

menopausal symptoms and the effective-

ness of various treatments produced

without commercial bias is often diffi-

cult. Information can also be culturally

accessible. Examples include https://

mymenoplan.org/ and https://wandcre.

org.au/menopause-and-healthy-living/.

Specifically, providing decision support

for treatment options could be particularly

helpful.1 There is also an opportunity for

better training of all healthcare profes-

sionals regarding menopause and man-

agement of troublesome symptoms.

Changing attitudes toward

menopause

Traditionally, much research in women’s

health has predominantly concentrated

on reproductive health, often overlooking

postmenopausal women. This narrow

focus can contribute to negative attitudes

toward aging and menopause, suggest-

ing that these life stages are less worthy

of attention and care. Attitudes toward

menopause relate to the symptom experi-

ence.8 In societies where aging in women

confers respect, women report fewer

troublesome symptoms.8 While is it un-

clear whether positive attitudes result in
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whether fewer symptoms result in positive

attitudes, challenging prevalent gendered

agism may confer benefits for older

women and society in general.1

Shifting perspectives requires a feminist

approach that captures women’s realities

and voices, acknowledging the multiple

and intersecting factors that can drive in-

equalities in practice and challenging the

structures that determine funding and re-

porting for research. A LancetCommission

on gender and global health (https://

genderandhealthcommission.org/) is un-

derway, guided by a feminist, intersec-

tional, decolonial, and political approach

that aims to achieve shared global health

equity goals. This approach fits well in

the context of advocating for change in at-

titudes at all levels (individual, health sys-

tem, and policy).

Workplace interventions

Workplace environments can impact the

menopause experience. For example,

lack of flexibility around work hours and

place, limited access to toilets, or non-

breathable uniforms can increase the

burden of vasomotor symptoms.14 The

nature of employment is often influenced

by socioeconomic status, gender, geog-

raphy, and education, meaning that

disadvantaged, minoritized groups may

be further disadvantaged at work. For

example, people from ethnic minority

backgrounds may face systemic barriers,

particularly if educational and network

disparities can have an impact on the abil-

ity to secure high-paying positions. Ad-

dressing workplace factors likely to affect

disadvantaged women may help create

an inclusive work culture, particularly for

those with lower socioeconomic status

or less job security who may currently be

less able to discuss problems with leader-

ship.14 However, there is a gap in the evi-

dence around workplace interventions for

those experiencing troublesome meno-

pausal symptoms.

Focusing research on patient

priorities

Understanding the key knowledge gaps

for those experiencing menopause and

their healthcare providers can inform

research to deliver more equitable care,

interventions, and resources. The Meno-

pause Priority Setting Partnership (MAPS,

https://obgyn.uchicago.edu/research/

menopause-priority-setting-partnership) is
ts Medicine 5, 101616, June 18, 2024 3
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addressing the discrepancy between what

researchers choose to study and what pa-

tients and healthcare providers want to

know. The priority research gaps identified

byMAPSwill be used to set a new, patient-

focused research agenda.

Technology

Harnessing technology, such as digital

health platforms and telemedicine, can

potentially improve access to meno-

pause-related healthcare, particularly for

individuals in remote or underserved

areas who have access to technology.15

By leveraging technological solutions,

healthcare providers may overcome

geographical barriers and deliver care

more efficiently. For areas that lack ac-

cess to technology, there is a pressing

opportunity to enhance and guarantee

access to health technologies.

Increased diversity in global

menopause health leadership

A key element influencing gender equity

and equality in health is representation.

Opportunities for women are limited by

gender bias and discrimination in the

health workforce. Additionally, caregiving

responsibilities can limit opportunities for

women and diverse groups to reach lead-

ership positions. Bullying and harassment

can further hamper career development.

A cultural shift can ensure that diverse

leadership is supported and retained.

Policy changes

Socioeconomic circumstances may be

modifiable by policies at the local, na-

tional, and global levels. Interventions

can address structural barriers by target-

ing education about menopause, ad-

dressing financial disparities, and

improving access to care. For example,

education programs can empower

women to make informed health deci-

sions. Some women report that meno-

pause can be stigmatizing (as it may be

viewed as an indicator of aging), and

changing societal attitudes around aging

in women, particularly in the context of

menopause, might mitigate this.6 In gen-

eral, prioritizing inclusive language and

practices in healthcare could mitigate

the reluctance of marginalized commu-

nities to seek medical care due to fears

of discrimination and mistreatment.7,9

This also applies for menopause care.

Treatment costs can be a barrier for those

with low incomes, but subsidized access

to healthcare and effective treatments
4 Cell Reports Medicine 5, 101616, June 1
can increase accessibility.7 For example,

the United Kingdom has recently

endorsed 12 months of low-cost MHT.

More accessible care, such as women’s

health hubs (https://www.rcgp.org.uk/

representing-you/policy-areas/womens-

health-hub-model), may provide a safe

space for women to seek menopause

care. Upskilling primary care providers

to manage menopause may increase

access to care. Legislation may also pro-

tect women experiencing menopausal

symptoms at work. In the United

Kingdom, discrimination due to meno-

pause falls under the Equality Act

2010, and employers have an obligation

to provide safe working conditions

for women experiencing menopausal

symptoms (https://www.legislation.gov.

uk/ukpga/2010/15/contents).

Conclusion
Although all women who reach a certain

age will eventually undergo menopause,

their experience may be profoundly

affected by intersectional socioeconomic

and sociocultural factors. Although effec-

tive treatments are available, their access

and utilization across diverse groups are

considerably unequal. Addressing these

issues requires a multifaceted approach.

Policies at local, national, and global

levels can shape better outcomes by ad-

dressing structural barriers and fostering

interventions that enhance women’s

knowledge, train providers, and improve

access to treatment for those who want

it. Financial disparities in access to care

can also be addressed. By leveraging a

patient-centered, culturally sensitive

approach and considering the modifiable

social factors, the medical community

can foster more equitable menopause

care. This may improve health outcomes

and enhance quality of life. It is essential

to understand how sociodemographic,

socioeconomic, and sociocultural factors

affect the symptoms of menopause as

well as the safety and efficacy of its treat-

ments. Future research can address how

interventions can best meet the diverse

needs of the populations they are in-

tended to serve. Ultimately, an equitable

approach to menopause care requires a

concerted effort from healthcare pro-

viders, researchers, policymakers, and

society at large to ensure that every indi-

vidual can receive support and care.
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