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Abstract
Background  The onset of menopause leads to diminished estrogen exposure, resulting in a high morbidity burden 
related to menopausal symptoms. Menopausal hormonal therapy is an effective therapy that offers more advantages 
than disadvantages for women aged less than 60 years or who have had menopause for less than 10 years.

Objective  This study aimed to assess the prevalence of menopausal symptoms, identify factors associated with 
menopausal symptoms, and assess the use of menopausal hormone therapy among women aged 40–60 who visited 
the gynecological clinics of three hospitals in Addis Ababa, Ethiopia.

Methods  A facility-based cross-sectional study was conducted from January 2022 to June 2022 at Gandhi Memorial 
Hospital, Tikur Anbessa Hospital, and Zewditu Memorial Hospital on 296 middle-aged women. Data were collected 
using an interviewer-administered structured questionnaire and analyzed for sociodemographic factors, utilization 
of menopausal hormone therapy, and prevalence of menopausal symptoms using the menopause rating scale. Data 
were analyzed using SPSS version 25. Bivariate and multivariate logistic regression analyses were performed to identify 
independent predictors of each subscale of menopausal symptoms. The strength of the association was measured 
using odds ratios with 95% confidence intervals, and statistical significance was set at a value of P < 0.05.

Result  The prevalence of menopausal symptoms was 89.9%. According to the menopausal rating scale, the 
frequency of reported symptoms was hot flushes (54.7%), muscle and joint pain (32.1%) on the somatic subscale; 
physical and mental exhaustion (55.1%), irritability (48.6%) on psychological subscale; and sexual problems (41.3%), 
bladder problems (39.2%) on urogenital subscale. This study also showed that the age of women [aOR: 0.317, 95%CI 
(0.102, 0.990)], and monthly family income [aOR = 0.182, 95% CI (0.041, 0.912)] were significantly associated with 
somatic menopausal symptoms. There was no utilization of menopausal hormonal therapy to treat menopausal 
symptoms and to prevent complications.

Conclusion  The prevalence of menopausal symptoms is high; however, the utilization of individualized 
administration of menopausal hormone therapy according to symptoms is negligible. It appears essential for these 
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Background
With a few exceptions, women have longer life expec-
tancies than men related to female biology, such as hor-
monal protective factors, and fatal risk factors associated 
with male working conditions, lifestyle, and a higher risk 
of injury [1]. At the global level in 2019, approximately 
9% of people were 65 years or older, with two-thirds of 
the world’s older population now living in low-income 
and middle-income countries [2]. According to the 2019 
Revision of World Population Prospects, Ethiopia’s life 
expectancy 2021 is 67.07 years [2]. 

Menopause is a normal phase of life, similar to puberty; 
and should not be viewed as abnormal. For many women, 
it is a welcome change, with no further menses or pre-
menstrual syndrome (PMS), and there is no need for con-
traception or concern for conceiving [3]. 

Menopause is that point in time when permanent ces-
sation of menstruation occurs following the loss of ovar-
ian activity. Perimenopause includes the years before the 
final menstrual period, during which menstrual cycles 
progress from a regular ovulatory and predictable pattern 
to irregular and increasingly anovulatory cycles, to even-
tual cessation of menses. This stage ends 12 months after 
the final menstrual cycle [4]. 

Menopausal symptoms are experienced by many 
women during menopausal transition and postmeno-
pausal period [5–10]. Hot flashes, one of the most com-
mon symptoms, typically resolve several years later, for 
about 15–20% of women untreated symptoms are severe 
enough to interfere with quality of life [11–13]. 

For these women, estrogen therapy is the most effective 
treatment for relieving hot flashes, night sweats, vaginal 
dryness, and possible improvements in mood, sleep qual-
ity, and concentration. It also protects against osteopo-
rotic fractures and prevents osteoporosis [14, 15]. 

These data indicate that the initiation of menopausal 
hormonal therapy soon after menopause in women with 
presumably normal arteries may not be at risk and may 
even derive beneficial cardiovascular effects. In contrast, 
initiation many years after menopause is susceptible to 
the proinflammatory and prothrombotic effects of estro-
gen among the associated atherosclerotic lesions, lead-
ing to excessive coronary risk. This timing hypothesis 
does not mean that recently menopausal women should 
be administered estrogen therapy for the primary pre-
vention of coronary heart disease. Rather, clinicians are 
reassured in clinical practice of cardiac risks when con-
sidering the short-term use of menopausal hormonal 

therapy in women with bothersome vasomotor symptom 
relief [16, 17]. 

Concerns include increased risks of thromboembolic 
disease, endometrial cancer, gallbladder disease, and 
breast cancer as well as increased risks of dementia, car-
diovascular events, stroke, and ovarian cancer [18–22]. 

Accordingly, most people now believe that short-term 
menopausal hormonal therapy using the lowest effec-
tive dose is a reasonable option for women with severe-
to-moderate menopausal symptoms who are recently 
menopausal and have satisfactory cardiovascular health 
[17, 23]. Short-term therapy is no more than 4–5 years 
because symptoms diminish after several years, whereas 
the risk of breast cancer increases with a longer duration 
of hormone therapy [23]. 

As shown in a multicenter randomized trial conducted 
in Denmark in 2012, after 10 years of randomized treat-
ment, women using hormone replacement therapy 
(HRT) early after menopause had significantly reduced 
risks of mortality, heart failure, and myocardial infarction 
without any apparent increase in cancer, venous throm-
boembolism, or stroke [24]. 

According to the governing principles of the Interna-
tional Menopausal Society (IMS) guideline, Menopausal 
hormonal therapy (MHT) is the most effective therapy 
for urogenital atrophy and vasomotor symptoms. It may 
also improve sleep disturbances, mood swings, joint and 
muscle pain, and sexual dysfunction including reduced 
libido. IMS supports initiating treatment for MHT before 
the age of 60 years, and its use for 5 years in healthy 
women is safe [25]. 

The World Health Organization recommends MHT as 
the most effective treatment for vasomotor symptoms 
(VMS) and genitourinary syndromes of menopause. It 
is also effective in the prevention of osteoporosis and is 
advantageous for women who have had menopause for 
less than 10 years or aged less than 60 years [26]. 

In women with no risk factors especially perimeno-
pausal women, low-dose COCs are effective for the treat-
ment of vasomotor symptoms, irregular uterine bleeding, 
and maintenance of bone mineral density. However, 
menopausal symptoms can worsen during the pill-free 
period; therefore, it should be used continuously [27, 28]. 

Accordingly, the Ethiopian standard treatment guide-
lines also recommend MHT for at least five years in 
healthy post-menopausal women aged < 60 years [29]. 
Conjugated equine Estrogen and Estradiol are available 

institutions to work on service availability and delivery of menopausal hormone therapy for those in need of wider 
benefits for their clients.
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in Ethiopia, Ethiopian Food and Drug Authority, Ethiopia 
[29, 30]. 

Menopause and its burden on women’s physical and 
psychosocial health are among the least studied issues 
in Ethiopia. The use of MHT is common and standard in 
different parts of the world, and little is known about the 
use of HRT in Ethiopia. In addition, menopausal symp-
toms, such as vaginal health, urogenital symptoms, and 
vasomotor symptoms, are not usually assessed and dis-
cussed in health facilities in Ethiopia despite their high 
prevalence in menopausal women [5, 31–36]. 

Hence, we aimed to assess the prevalence of meno-
pausal symptoms, identify factors associated with meno-
pausal symptoms, and use of menopausal hormone 
therapy among women aged 40–60 years who visited the 
gynecological clinics of three hospitals in Addis Ababa, 
Ethiopia.

Methods
Study setting and design
This facility-based cross-sectional study was conducted 
in three large hospitals in the capital city of Ethio-
pia, Addis Ababa: Tikur Anbessa Specialized Hospital 
(TASH), Gandhi Memorial Hospital (GMH), and Zew-
ditu Memorial Hospital (ZMH), between January 2022 
and June 2022. The study included 296 patients who vis-
ited the outpatient gynecological clinics of the hospitals. 
The required sample size was determined using a single 
proportion population formula by assuming a 95% con-
fidence interval, and 5% margin of error, and taking the 
second commonly reported individual symptom and 
variable that gives the largest sample size, which is the 
prevalence of difficulty falling asleep (P = 49.6%) from a 
community-based study conducted in Gullele sub-city of 
Addis Ababa, Ethiopia [5]. Adjustments were made for 
the population (less than 10 times the estimated sample 
size) using a finite population correction factor.

Data collection procedures and analysis
The average age of occurrence of the first symptoms of 
menopause is variable in different parts of the world, with 
evidence showing that the majority of women suffered 
and started to manifest menopausal symptoms in the 
age group of 40–60 years [5, 37, 38]. According to Ethio-
pian standard treatment guidelines, hormone replace-
ment therapy is recommended before the age of 60 years 
[29]. Therefore, women aged 40–60 years who attended 
gynecological clinics in the three selected hospitals were 
recruited for the study.

According to the HMIS report of TASH, ZMH, and 
GMH between December 2020 and May 2021, the total 
number of patients evaluated and treated in the gyne-
cologic clinics was 1096, 712, and 653 respectively; of 
these, 43.6%, 35%, and 31.2% of them aged 40–60 years, 

respectively. Therefore, 931 women aged 40–60 years 
were served by these three hospitals during the specified 
period.

Pregnant or lactating women, women who were using 
hormonal contraceptives, women with uncontrolled 
medical conditions such as hypertension, hyperthyroid-
ism, diabetes mellitus, or heart disease, women who were 
undergoing treatment for serious diseases such as cancer, 
and women who refused to participate were excluded 
from the study.

Women were selected as they appeared for a clinic visit 
for various gynecological complaints, and information 
was collected until the desired sample size was achieved. 
Information was collected by three trained interviewers 
(BSC nurses) through face-to-face interviews.

The data were collected using a standard interviewer-
administered questionnaire. The questionnaire was first 
prepared in English, then back-translated to Amharic, 
and translated back to English to maintain consistency. 
The study questionnaire was adapted from the Ethiopia 
Demographic and Health Survey 2011 questionnaire, a 
previous menopausal study, and menopausal symptoms 
were collected from participants according to an 11-item 
Menopause Rating Scale (MRS). The MRS is a self-
reported subjective scale that has been used in different 
international populations and validated in clinical and 
epidemiological studies on menopausal symptoms [39]. 

The MRS is composed of 11 items assessing meno-
pausal symptoms and is divided into three subscales: (1) 
somatic: hot flushes, heart discomfort, sleeping prob-
lems, and muscle and joint problems; (2) psychological: 
depressive mood, irritability, anxiety, and physical and 
mental exhaustion; and (3) urogenital: sexual, bladder, 
and vaginal problems. The MRS has been translated into 
more than 22 languages that do not include the Amharic 
version. However, it was used in a study conducted in 
Ethiopia that used an English version. For this research, 
the English version of the MRS was used. The draft 
Amharic translation of the MRS was made by the pri-
mary investigator, reviewed, and finalized by a committee 
consisting of a translator, three obstetricians (experts in 
the field), and one MSc holder in public health [39]. The 
dependent variables were the MRS subscales of meno-
pausal symptoms (somatic, psychological, and urogenital 
symptoms) and utilization of menopausal hormone ther-
apy. The independent variables were socio-demographic 
characteristics (age, marital status, educational level, 
partner educational level, occupation, and monthly fam-
ily income) and obstetric and gynecological characteris-
tics (parity, age at menarche, age at first and last delivery, 
history of oral contraceptive use, smoking history, and 
history of physician visit).

Data were analyzed using SPSS version 25. Fre-
quency distribution, percentages, mean, median, and 
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cross-tabulation between the dependent and indepen-
dent variables were calculated, and the basic socio-
demographic characteristics of the respondents were 
summarized.

Variables with P value < 0.2 during the bivariate analy-
sis, were included in the multivariate analysis to deter-
mine the effect of confounding factors. The strength of 
the association was measured using odds ratios with 95% 
confidence intervals and statistical significance was set at 
a value of P < 0.05.

Result
Socio-demographic characteristics
A total of 296 women aged between 40 and 60 years 
were invited for the interview, consented to partici-
pate in the study giving a response rate of 100%, and 
were included in this study. The mean age of study par-
ticipants was 46 years (SD ± 6.1), 149/296 (50.3%) of the 
participants were in the age range of 40–44 years. Nearly 
three-fourths (211/296, 71.3%) of the participants were 
married, 120/296(40.5%) were housewives, and 72/296 
(24.3%) were government employees. Almost one-third 
of the participants (92/296, 31.1%) completed secondary 
education. Most participants had low and middle-family 
incomes, according to the classification of employment 
income tax rates for Ethiopia. (Table 1)

Gynecologic and obstetrics characteristics
The mean age of menarche was 14.8 years (SD ± 1.95) and 
almost half (51.4%, 152/296) of the participants had their 
menarche above the age of 14 years. Almost two-thirds 
(202/296, 68.2%) of the participants were parous. Among 
the parous participants, almost one-third (59/202, 29.2%) 
of them gave their first birth before the age of 20 years, 
and 69/202 (34.1%) of them have had their last delivery in 
the age group of 30 to 34 years.

A majority (165/296, 55.7%) of the respondents 
never use oral contraceptives. Most of the respondents 
(230/296, 77.7%) were sexually active in this sample as is 
shown in the table below (Table 2).

Menopausal symptoms on menopausal rating scale
History of menopausal symptoms in the previous month 
of the study period was collected by using the Meno-
pausal Rating Scale (MRS). The common symptom was 
physical and mental exhaustion which was complained of 
by 163/296 (55.1%) women, followed by classical meno-
pausal symptoms - hot flushes, which was complained 
of by 162/296 (54.7%) women. Out of 230 sexually active 
women, only one-quarter (62/230, 27%) of them com-
plained vaginal dryness during sexual intercourse.

Table 1  Socio-demographic characteristics of study participants
Variables Category Frequency Percent
Age in years 40–44 149 50.3

45–49 81 27.4
50–54 24 8.1
55–60 42 14.2

Marital status Married 211 71.3
Single 29 9.8
Divorced 26 8.8
Widowed 30 10.1

Occupation Housewife 120 40.5
Private business owner 35 11.9
Government employee 72 24.3
Private employee 58 19.6
Farmer 11 3.7

Education No formal education 54 18.2
Primary 81 27.4
Secondary 92 31.1
College and above 69 23.3

Monthly fam-
ily income in 
Ethiopian birr

≤ 1650 8 2.7
1651–3200 91 30.7
3201–5250 92 31.1
5251–7800 40 13.5
7801–10,900 40 13.5
> 10,900 25 8.4

Table 2  Gynecologic and obstetrics characteristics of 
participants
Variables Category Frequency Percent
Parity Nulliparous 94 31.8

Primiparous 40 13.5
Multiparous 124 41.9
Grandmultiparous 38 12.8

Age of menarche in years ≤ 12 31 10.5
13–14 113 38.2
> 14 152 51.4

Age at 1st delivery* in years < 20 59 29.2
20–24 60 29.7
25–29 56 27.7
30–34 17 8.4
35–39 8 4.0
40–44 2 1.0

Age at last delivery* in years < 20 8 4.0
20–24 10 5.0
25–29 46 22.8
30–34 69 34.1
35–39 53 26.2
40–44 12 5.9
≥ 45 4 2.0

Oral contraceptive use Yes 131 44.3
No 165 55.7

History of smoking Yes 8 2.7
No 288 97.3

Current Sexual activity Active 230 77.7
Inactive 66 22.3

* n = 202, the percentage was calculated for 202 parous women
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Based on the MRS, the two most frequently reported 
symptoms within each of the subscales were hot flushes 
(54.7%), muscle and joint pain (32.1%) on somatic sub-
scale; physical and mental exhaustion (55.1%), irritability 
(48.6%) on psychological subscale; and sexual problems 
(41.3%), bladder problems (39.2%) on urogenital subscale. 
As per scoring of all domains, 266 (89.9%) of study par-
ticipants had one or the other symptoms in the previous 
month, contributing to 89.9% prevalence of menopausal 
symptoms. (Table 3)

Menopausal symptoms stratified by age
When stratified by age, the predominant symptoms expe-
rienced by the women varied. Hot flashes were the most 
reported symptoms in the age group of 40–44 and 45–49 
years with (n = 73/149, 49.0%) and (n = 55/81, 67.9%) 
respectively. In the age group of 50–54 years, Physical 
and mental exhaustion were the predominant symptoms 
(n = 14/24, 58.3%). Sexual problems were the symptoms 
reported more by women of aged category 55–60 years 
(n = 25/32, 78.1%). (Fig. 1)

Menopausal symptoms stratified by MRS Subscale
As the scoring of all domains, 266/296(89.9%) of study 
subjects had at least one of the symptoms in the previous 
month, contributing to 89.9% prevalence of menopausal 

symptoms. The distribution of symptoms by the MRS 
subscale is shown in Fig. 2.

Menopausal hormone therapy
In this study, there was not a single woman who has ever 
used menopausal hormone therapy to treat menopausal 
symptoms or to prevent complications like osteoporosis, 
despite 60/269(20.3%) women having a history of seeking 
help from health professionals for complaints of one or 
more menopausal symptoms.

Determinant factors affecting MRS subscales of 
menopausal symptoms
After binary logistic regression, variables with P ≤ 0.2 
were further analyzed using multivariate logistic regres-
sion. Accordingly, age, income, and history of visits for 
menopausal symptoms were significantly associated 
with somatic-vegetative symptoms. The odds of having 
somatic menopausal symptoms in the age group of 40–44 
years women is about three times less likely compared 
with the age group of 55–60 years [aOR = 0.317, 95%CI 
(0.102, 0.990)], while the odds of having somatic meno-
pausal symptoms in women with monthly family income 
of 3201-5250ETB and 5251-7800ETB were about 5.7 and 
5.5 times less likely when compared with women with 
monthly family income of above 10900ETB [aOR = 0.175, 
95% CI(0.042, 0.737)] and [aOR = 0.182, 95% CI (0.041, 

Table 3  Frequency of menopausal symptoms among participants
Subscales Category Frequency Percentage The overall prevalence in each 

domain
Somatic Symptoms Hot flushes, sweating Yes 162 54.7 Frequency percentage

No 134 45.3 218 73.6
Heart Discomfort Yes 93 31.4

No 203 68.6
Sleeping problems Yes 80 27.0

No 216 73.0
Muscle and joint pain Yes 95 32.1

No 201 67.9
Psychological Symptoms Depressive mood Yes 103 34.8 222 75.0

No 193 65.2
Irritability Yes 144 48.6

No 152 51.4
Anxiety Yes 140 47.3

No 156 52.7
Physical and mental exhaustion Yes 163 55.1

No 133 44.9
Urogenital Symptoms Sexual problems** Yes 95 41.3 173 58.4

No 135 58.7
Bladder problems Yes 116 39.2

No 180 60.8
Dryness of vagina** Yes 62 27

No 169 73.5
Prevalence of overall menopausal symptoms 266 89.9
** n = 230, the percentage is calculated from those sexually active women (230)
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Fig. 2  Percentage of menopausal symptoms stratified by MRS subscale

 

Fig. 1  Menopausal symptoms stratified by age
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0.912)] respectively. Moreover, the odds of having 
somatic menopausal symptoms were approximately 18 
times higher in those women who had a history of seek-
ing help from health professionals for complaints of one 
or more menopausal symptoms [aOR = 18.554, 95% CI 
(4.11,83.71)]. (Table 4)

The multivariate analysis revealed that age and monthly 
family income were significantly associated with meno-
pausal psychological symptoms. Accordingly, the odds of 
having psychological menopausal symptoms were about 
four times more common among women in the age group 
of 45–49 years compared with those in the age group 
of 40–44 years [aOR = 3.909, 95%CI (1.738,8.795)]. 
In addition, the odds of having psychological meno-
pausal symptoms are 3.4 and 3.1 times more common 
among women with monthly family income of 1651 to 
3200 and 3201 to 5250 ETB than women with monthly 
family income above 10,900 ETB [aOR = 3.366, 95%CI 
(1.138,9.962)] and [aOR = 3.143, 95%CI (1.108,8.913)] 
respectively. (Table 5).

The Multivariate logistic regression showed that the 
odds of having urogenital menopausal symptoms were 
approximately four and seven times higher in those 
women in the age group of 50–54 and 55–60 years 
than those 40–44 years age group women with aOR= 

[4.029, 95%CI (1.353,11.995)] and aOR=[6.838, 95%CI 
(2.145,21.792)] respectively. In addition, the odds of hav-
ing urogenital menopausal symptoms were five times 
higher in merchant women than housewife women 
[aOR = 5.305, 95%CI (1.968, 14.30)]. Moreover, the pres-
ence of urogenital menopausal symptoms is associated 
with education, occupation, parity, and income. (Table 6).

Discussion
In this study, the overall prevalence of menopausal symp-
toms in all domains was reported very high (89.9%). This 
finding aligns closely with findings from Delhi-India, 
Karnataka-India, South Korea, Kathmandu-Nepal, 
Pokhara-Nepal, Sri Lanka, China, and Ibadan-Nigeria [7, 
9, 40–43]. The prevalence of menopausal symptoms in 
the somatic, psychological, and urogenital domains was 
73.6%, 75%, and 58.4%, respectively, indicating highly 
prevalent compared to the study conducted in Addis 
Ababa [5]. This elevated prevalence may be attributed to 
differences in the study population’s age and participants’ 
demographics. variability in findings has also been noted 
compared with studies in China, Cambodia, India, and 
Nepal [8, 43–46]. , highlighting how menopausal disor-
ders vary based on women’s cultural and socioeconomic 
contexts.

Table 4  Bivariate and multivariate logistic regression for factors associated with somatic symptoms
Variable Somatic symptoms p-value COR with 95%CI P-value AOR with 95%CI

Yes No
Age
  40–44 89 60 0.003 0.247(0.09,0.62) 0.048 0.317(0.102, 0.990)
  45–49 75 6 0.230 2.083(0.63,6.91) 0.166 2.761(0.656, 11.62)
  50–54 18 6 0.283 0.500(0.14,1.77) 0.745 1.279(0.291, 5.624)
  55–60 36 6 1 1
Education
  No formal education 48 6 0.020 3.265(1.21,8.84) 0.377 2.140(0.396, 11.56)
  Primary 56 25 0.802 0.914(0.45,1.85) 0.555 0.739(0.270, 2.021)
  Secondary 65 27 0.960 0.983(0.49,1.95) 0.569 0.768(0.310, 1.902)
  College & above 49 20 1 1
Monthly Family Income
  <=1650 6 2 0.569 0.571(0.083,0.916) 0.441 0.356(0.026, 4.937)
  1651–3200 77 14 0.940 1.048(0.312,3.518) 0.311 0.457(0.100, 2.083)
  3201–5250 63 29 0.135 0.414(0.130,1.315) 0.017 0.175(0.042, 0.737)
  5251–7800 23 17 0.032 0.258(0.075,0.890) 0.026 0.182(0.041, 0.912)
  7801–10,900 28 12 0.209 0.444(0.125,1.575) 0.233 0.417(0.099, 1.754)
  > 10,900 21 4 1 1
Parity
  Nulliparous 76 18 0.236 0.497(0.16,1.58) 0.450 1.856(0.373,9.231)
  Primiparous 22 18 0.002 0.144(0.04,0.48) 0.079 0.218(0.040,1.192)
  Multiparous 86 38 0.019 0.266(0.09,0.80) 0.571 0.648(0.145,2.904)
  Grand multiparous 34 4 1 1
History of physician visit
  Yes 58 2 0.000 13.775(3.27,57.89) 0.000 18.554(4.11,83.71)
  No 160 76 1 1
COR: crude odds ratio; aOR: adjusted odds ratio
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Additionally, this study identified a significant asso-
ciation between the age and monthly family income of 
women with all three subscales of the menopausal rating 
scale. Older women reported more bothersome somatic 
and urogenital menopausal symptoms than younger 
women (aged 40–44). It is scientifically sound that such 
menopausal symptoms are more common in older meno-
pausal women, as serum estrogen levels are abolished. 
Similar findings were noted in a study conducted in 
Egypt, where Essa found a significant correlation between 
age and menopausal symptoms [47]. 

Furthermore, women with relatively low monthly fam-
ily income (1651–3200 ETB) experienced more psycho-
logical and urogenital symptoms than those with higher 
family incomes (> 10900 ETB). This could be attributed to 
people with low income having other stressors in addi-
tion to underlying medical illnesses. These results are 
consistent with studies from Cambodia and India [46, 48, 
49]. 

While factors such as occupation, education level, 
and parity were significantly associated with urogenital 
symptoms. However, marital status, employment status, 
absence of a partner, smoking, menarche, sexual inac-
tivity, and use of COC did not demonstrate a significant 
relationship in this study. This contrasts with findings 
from research conducted in China, Saudi Arabia, India, 
the UK, Korea, and Egypt, where these factors were 

identified as significant predictors of various menopausal 
symptoms [47–53]. 

Our cross-sectional analysis revealed that the two most 
commonly reported individual menopausal symptoms, as 
per MRS, were physical and mental exhaustion (55.1%), 
followed closely by the most classical menopausal symp-
tom i.e. hot flushes (54.7%). Interestingly, these preva-
lence rates are lower than those reported in studies from 
Malaysia, Nepal, Nigeria, Saudi Arabia, Addis Ababa, and 
Motta Ethiopia [5, 35, 54, 55]. Such discrepancies may 
reflect variations in symptoms reporting across differ-
ent populations, ethnicities, and socio-demographic set-
tings, as well as differences in sampling techniques and 
methodology.

Vaginal dryness was the least reported symptom, 
affecting 27% of sexually active women. As women tran-
sition to postmenopause, decreasing estrogen levels lead 
to vaginal atrophy and dryness. The lower prevalence of 
urogenital symptoms may suggest that women adapt to 
these symptoms over time, which may be viewed as a 
cultural norm in Ethiopia, where reduced sexual activity 
in older age is common. This phenomenon has also been 
observed in studies from India and Addis Ababa, Ethio-
pia [5, 48]. 

A notable finding of this study was the complete 
absence of hormone replacement therapy usage among 
participants, despite around 60(20.3%) women who had 

Table 5  Bivariate and multivariate logistic regression for factors associated with psychological symptoms
Variable Psychological symptoms p-value COR with 95%CI p-value aOR with 95%CI

Yes No
Age
  40–44 97 52 1 1
  45–49 71 10 0.000 3.806(1.811,8.000) 0.001 3.909(1.738,8.795)
  50–54 20 4 0.086 2.680(0.870,8.257) 0.134 2.523(0.751,8.471)
  55–60 34 8 0.055 2.278(0.983,5.281) 0.170 2.002(0.742,5.402)
Monthly Family Income
  <=1650 6 2 0.448 2.00(0.334,11.96) 0.573 1.762(0.246,12.61)
  1651–3200 76 15 0.014 3.378(1.277,8.93) 0.028 3.366(1.138,9.962)
  3201–5250 74 18 0.038 2.741(1.058,7.09) 0.031 3.143(1.108,8.913)
  5251–7800 27 13 0.539 1.385(0.49,3.911) 0.315 1.782(0.577,5.504)
  7801–10,900 24 16 1.000 1.00(0.361,2.773) 0.924 1.056(0.344,3.244)
  > 10,900 15 10 1 1
Parity
  Nulliparous 75 19 1 1
  Primiparous 32 8 0.978 1.013(0.402,2.553) 0.487 1.461(0.502,4.249)
  Multiparous 85 39 0.065 0.552(0.294,1.037) 0.160 0.582(0.273,1.238)
  Grand multiparous 30 8 0.914 0.950(0.375,2.404) 0.407 0.622(0.202,1.914)
History of oral contraceptive use
  Yes 92 39 0.092 0.635(0.374,1.078) 0.613 0.849(0.449,1.602)
  No 130 35 1 1
History of physician visit
  Yes 51 9 0.049 2.154(1.003,4.624) 0.144 1.847(0.811,4.207)
  No 171 65 1 1
COR: crude odds ratio; aOR: adjusted odds ratio
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a history of seeking help from health professionals for 
menopausal complaints. This lack of HRT usage con-
trasts sharply with studies from other countries. For 
instance, a multi-ethnic study conducted in Singapore 
reported an overall MHT usage rate of 8.7%, with strati-
fication by ethnicity MHT usage was 11.3% in Chinese, 
8.6% in Indian, and 5.9% in Malay women [56]. The rate 
of MHT usage was 40.1% in Portuguese women living in 
Porto [57], 13% in the United States [58], 13% in Australia 
[59], 45% in Poland [60], and 16% in Germany [61]. The 
reasons behind the absence of MHT in this study warrant 
further investigation.

The strength of this research lies in its focus on a rela-
tively unexplored but essential health problem in Ethio-
pia. The finding that menopausal symptom management 

is virtually non-existent in these large teaching hospitals 
raises significant concerns and provides valuable insight 
for healthcare providers and policymakers. In addition, 
the use of a validated questionnaire for assessing meno-
pausal symptoms lends credibility to the study’s findings, 
making this research a valuable baseline for future stud-
ies and enabling comparisons with research conducted 
in other settings. However, since the study exclusively 
involved governmental health institutions, which may 
not reflect the practice of MHT in private institutions, 
there is a need for further investigation in this area.

Table 6  Bivariate and multivariate logistic regression for factors associated with urogenital symptoms
Variable Urogenital symptoms p-value COR with 95%CI P-value aOR with 95%CI

Yes No
Age
  40–44 73 76 1 1
  45–49 47 34 0.191 1.439(0.834,2.484) 0.213 1.532(0.783,2.998)
  50–54 16 8 0.113 2.082(0.840,5.160) 0.012 4.029(1.353,11.995)
  55–60 37 5 0.000 7.704(2.870,20.68) 0.001 6.838(2.145,21.792)
Occupation
  Housewife 68 52 1 1
  Merchant 27 8 0.032 2.581(1.084,6.146) 0.001 5.305(1.968,14.30)
  Government employee 36 36 0.370 0.765(0.425,1.374) 0.949 0.973(0.418,2.265)
  Private employee 33 25 0.977 1.009(0.536,1.901) 0.956 1.024(0.442,2.375)
  Farmer 9 2 0.124 3.441(0.713,16.61) 0.253 3.295(0.426,25.504)
Education
  No formal education 44 10 0.004 3.385(1.468,7.805) 0.057 0.234(0.052,1.041)
  Primary 46 35 0.974 1.011(0.529,1.933) 0.028 0.320(0.116,0.883)
  Secondary 44 48 0.275 0.705(0.376,1.321) 0.009 0.328(0.143,0.753)
  College & above 39 30 1 1
Family monthly income
  <=1650 4 4 0.922 1.083(0.220,5.326) 0.503 2.079(0.244,17.704)
  1651–3200 65 26 0.031 2.708(1.094,6.708) 0.049 3.683(1.007,13.467)
  3201–5250 57 35 0.211 1.764(0.724,4.298) 0.209 2.121(0.657,6.845)
  5251–7800 17 23 0.664 0.801(0.293,2.186) 0.608 1.413(0.377,5.302)
  7801–10,900 18 22 0.813 0.886(0.325,2.414) 0.490 1.519(0.463,4.983)
  > 10,900 12 13 1 1
Parity
  Nulliparous 59 35 1 1
  Primiparous 19 21 0.103 0.537(0.254,1.134) 0.169 0.522(0.206,1.318)
  Multiparous 60 64 0.035 0.556(0.322,0.961) 0.077 0.507(0.239,1.076)
  Grand multiparous 35 3 0.002 6.921(1.981,24.18) 0.045 5.164(1.037,25.72)
Age of menarche
  <=12 18 13 0.456 0.741(0.337,1.629) 0.453 0.673(0.239,1.893)
  13–14 56 57 0.011 0.526(0.320,0.865) 0.159 0.638(0.341,1.192)
  >=14 99 53 1 1
History of ever use of COC
  Yes 64 67 0.003 0.491(0.307,0.785) 0.188 0.667(0.365,1.219)
  No 109 56 1 1
COR: crude odds ratio; aOR: adjusted odds ratio
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Conclusion and recommendation
The prevalence of menopausal symptoms is high, but 
individualized administration of hormone replacement 
therapy is non-existent in these institutions. It appears 
essential for these institutions to work on the service 
availability and delivery of menopausal hormone ther-
apy for those in need of wider benefits for their clients. 
The underlying reason for the absence of ordering of 
menopausal hormonal therapy among health profes-
sionals working in gynecologic clinics requires further 
investigation.
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