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Women in Cheir Middle
Years and beyond

YT IPNEEN
| he health of women during their middle

and older years is beginning to be
| recognized as important in many
b countries. Women age 35 years and
. older are an important force in the
cial, cultural, and economic spheres in their
community, yet their health needs often are
overlooked. Furthermore, the population of
older women (age 50 and beyond) is increasing
everywhere, particularly in developing regions
(see Table 1). As women age, their health is
influenced by many factors: their living
conditions, reproductive history, work and
home life demands, diet, exposure to infectious
and chemical agents, and availability of health
care. Certain conditions—some influenced by
menopause and others by aging—also affect
older women'’s health and well-being. In many
developing countries older women have limited
access to health care services, which tend to
focus on younger women and their children.

Although definitions vary regarding what
constitutes “the middle years,” this article looks
at reproductive health issues affecting women
between the ages of 35-55-before, during, and
after menopause. Menopause is defined as t:.he
permanent cessation of menstruation. Whl(’.:h
erally occurs between the ages of 45-55 (in
some women menstruation stops abruptly, in
most many months of irregular bleeding
precede the final menstrual period). The median
age of menopause is 50-52 in industrialized
countries and about one to two years younger
in developing countries. Cigarette smoking is
associated with earlier age at menopause. The
menopausal transition—the period before
menopause when hormonal and clinical
changes occur—lasts about four years.
Reported physical symptoms associated with
the menopausal transition vary among different
cultures. Specific diseases associated with the
hormonal changes accompanying menopause-
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circulatory diseases and osteoporosis—also
vary in incidence somewhat among different
regions.

Much of the information presented here is
summarized in a report of a World Health
Organization 1994 Scientific Group meeting
that updated a 1980 report, reviewed meno-
pause research, and made recommendations
for research and clinical practice. Most of the
research on menopause comes from developed
countries; it is important to generate more data
on menopause-related health problems and
intentions from developing countries.

TasLe 1
Women Aged 50 and Older
(as a percent of total population) by Region

Total Increase

1990-2020
1990 2020
Asia 15% 24% 316 million
Latin America 14% 24% 53 million
and Caribbean
Africa 10% 12% 49 million

Source: Yung, 1994

THE PHYsioLoGY OF MENOPAUSE AND RELATED
SympTOMS

As a woman approaches menopause, the
hormone levels in her body start to shift.
Estrogen and progesterone levels decline
sharply, stabilizing a few years after the final
menstrual period. Levels of the two pituitary
hormones, follicle stimulating hormone (FSH)
and luteinizing hormone (LH), become variable
during the menopausal transition, but increase
over time.

In addition to irregular bleeding patterns
and declining fertility, menopausal women may
experience vasomotor symptoms (hot flushes,
night sweats), urogenital problems, and
psychological symptoms (see Table 2). Not all
women experience or report all these symp-
toms. Also, some symptoms are experienced
more commonly before and during menopause
and others after. In a study of almost 3,000
women (aged 40-60) in seven Southeast Asian
countries, complaints of vasomotor symptoms
and urinary incontineqce were largely asso-
ciated with the menopausal transition through
to the first year after menopause, while
psychological symptoms largely occurred after

menopause. Menopausal symptoms are usually
less severe in women who experience natural
menopause compared to those in whom
menopause is induced by removal of their
ovaries or cessation of ovarian function due to
chemotherapy or radiation.

Declining estrogen levels lead to urogenital
atrophy (decreased vaginal and bladder muscle
tone), a thinner vaginal epithelium, and vaginal
dryness, which can make intercourse painful.
Urinary problems—urgency of urination, pain
on urinating, and incontinence (leaking
urine)—are reported to affect 25-50 percent of
postmenopausal women. Pelvic floor muscles
that have been damaged from repeated
pregnancies further compound the problem of
urinary incontinence.

HeawtH CoNSEQUENCES oF MENOPAUSE

Certain health risks, including cardio-
vascular diseases and osteoporosis, increase
after menopause.

Cardiovascular diseases. In almost all parts
of the world, cardiovascular disease (CVD) is
one of the most common causes of death in
older women. While various environmental and
genetic factors contribute to CVD (diabetes,
cigarette smoking, family history of heart
disease, and hypertension), data from deve-
loped countries indicate that postmenopausal
women have a twofold to threefold increase in
CVD compared to premenopausal women of the
same age.

The risk of CVD increases after menopause
due to hormonally influenced changes in blood
lipid profiles. Postmenopausal women have
higher cholesterol levels (including total
cholesterol, very-low-density lipoprotein
cholesterol, and low-density lipoprotein choles-
terol) than premenopausal women. Other
conditions linked to CVD also may be
associated with menopause. A recent study in
Argentina that assessed risk factors for CVD
found that menopause was associated with
psychosocial risk factors for CVD (insomnia,
depression. irritability}, as well as hormonally
influenced blood lipid changes.

Osteoporosis. Menopause also triggers a
process of reduction in bone mass that can
result in pain, disability, and increased risk of
fractures (particularly hip and spine fractures
in women aged 60-80). The link between
osteoporosis and menopause is related to
decreasing ovarian hormone levels, particularly
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estrogen. Lack of calcium in the diet,
inadequate exposure to sunlight, and inactivity
also affect bone density. Other risk factors
include short stature, being underweight,
alcoholism, and cigarette smoking.

Globally, osteoporosis is estimated to occur
in about 10 percent of women over the age of
60. Prevalence varies by region and population.
It is rare in African countries, frequent in India,
and becoming more prevalent in Asian
countries. Its incidence is not well documented
in Latin America. Earlier age at menopause may
be linked to younger age at hip fracture. Data
from Pakistan (where the mean age of
menopause was 47 years) found that the mean
age of hip fracture in women was considerably
lower than reported from other parts of the
world.

OtHER CommoN Reprobuctive HeaLtH Disorpers
AssociaTep wiTH AGING

Cancers. Reproductive tissue cancers
(breast, ovary, endometrium, vulva, cervix ) all
can be influenced over time by exposure to
estrogens and progestins, whether produced by
a woman’s body or taken therapeutically. The
two most frequent cancers among postmeno-
pausal women are breast cancer and cervical
cancer.

Breast cancer is the most common cancer
among women in all developed countries
(excluding Japan) and in Northern Africa, South
America, and Western Asia. Since breast cancer
is influenced by exposure to estrogen, risks
increase with later age at first pregnancy, earlier
age at menarche, and later age at menopause.
Obesity in postmenopausal women also
increases risk of breast cancer.

Cervical cancer is the most frequent cancer
among developing country women and the
second most frequent cancer in women world-
wide. About 500,000 new cases of cervical
cancer occur annually worldwide—80 percent

of these are in developing countries. Poorer
countries and poorer groups of women within
countries—are at higher risk. Southern Africa
and parts of Latin America have a particularly
high incidence. Cervical cancer can be
controlled through screening at-risk women
and treating women with precancerous and
cancerous lesions: cervical dysplasia precancer
can be successfully treated on an outpatient
basis.

Genital prolapse. Repeated pregnancies and
obstetric trauma can lead to genital prolapse,
a painful, debilitating condition. Genital
prolapse can involve the vaginal wall or uterus
descending below their normal positions. It also
can involve protrusion of part of the bladder or
rectum from the vagina. A study of
gynecological morbidity in rural Egypt found
that more than half of women surveyed were
suffering from different types of genital
prolapse.

Urinary and reproductive tract infections
(RTIs). As women age, various factors make
them more susceptible to urinary tract
infections, including decreased bladder tone,
incomplete voiding, gentile prolapse, and, in
some cases, reduced immune function.
Prolapse also can compound reproductive tract
infections (vaginitis, cervicitis, PID). In the
study of morbidity among women in rural Egypt,
women with vaginal prolapse had three times
greater risk of reproductive tract infection
compared with women not suffering from
prolapse. Little is known about women’s relative
risk of sexually transmitted disease (STD) as
they age, but the vaginal changes (thin, dry,
epithelium and altered pH) likely make women
more susceptible to STD infection.

HeALTH INTERVENTIONS

Educational and emotional support during
menopause also is important in helping women
deal with symptoms and share concerns. Good

TaBLE 2
Symptoms and Consequences of Menopause

Pain during intercourse

Vasomotor Urogenital Psychological Other Long-term Health Consequences
Hot flushes Irregular bleeding Anxiety Insomnia Increased risk of heart disease
Sweating Incontinence Irritability Backache Declining bone mass,
Palpitations Bladder infections Headache increased bone fragility
Dizziness Vaginal infections Fluid retention
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health at menopause and beyond is most in-
fluenced by a woman’s overall health. For
example. the best way to prevent CVD is to eat
an appropriate diet, get regular exercise, and
abstain from smoking. To prevent osteoporosis,
it is important to have an adequate diet
(including sufficient calcium) throughout life,
regular exercise, and to abstain from cigarette
smoking and excessive alcohol use.

Health education. Health education about
the importance of a proper diet and the risks of
smoking is particularly important for meno-
pausal women since they often are not aware
of the possible long-term effects of menopause.
Among 200 perimenopausal women in Hong
Kong and Southern China, none was aware of
the problem of osteoporosis or cardiovascular
disease in postmenopausal women.

Techniques to reduce urogenital discomfort.
Some effects of menopause and aging can be
alleviated by specific strategies. For example.
continuing to participate in sexual activity may
protect women against vaginal atrophy; use of
a vaginal lubricant can alleviate discomfort due
to vaginal dryness. Regular Kegel exercises
(voluntary contraction of the pelvic and uro-
vaginal muscles} can help strengthen the pelvic
floor and relieve some forms of incontinence
and pelvic discomfort. Pessaries are an option
for treating prolapse in some women. A pessary
is a simple device inserted in the vagina that
helps support the pelvic and vaginal muscles.
Pessaries come in a variety of shapes and sizes
and must be fitted by a clinician.

Appropriate screening. For some health
problems associated with aging, regular health
screening and appropriate interventions can
help reduce morbidity and mortality. For
example, routine blood pressure screening can
help identify and monitor women at risk for
hypertension and related CVD, so that changes
in diet and exercise patterns or medication can
be recommended if necessary.

CONTRACEPTION FOR WOMEN IN THE MiDDLE YEARS

Although many women have achieved their
desired family size by the time they reach 30,
women remain fertile until menopause. Contra-
ception is recommended until one year after
menses cease. Access to appropriate and
acceptable contraception for women in their
later reproductive years is important because
pregnancy after age 35 carries increased health
risks for both a woman and her child. A

woman’s choice and use of contraceptives
during this period is influenced by whether she
may want more children, as well as factors such
as existing disease conditions (diabetes,
hypertension, obesity, anemia, genital tract
disorders), previous experience with contra-
ceptives, and smoking status. For women who
are experiencing menopausal symptoms,
estrogen-containing hormonal methods may be
good choices as they can alleviate some
symptoms.

Because older women are more likely to
have pre-existing, conditions, family planning
programs should provide careful screening and
counseling for these women when providing
contraception. Table 3 provides a summary of
methods and issues for women aged 35 and
older. For detailed information on eligibility
criteria for using contraceptives see Outlook,
Volume 13, Number 4 and Volume 1, Number
1.)

ProGraM IMPLICATIONS

The population of women in their middle
years and beyond is growing, especially in
many developing regions. Programs that
address the health needs of these women need
to be strengthened. An initial step is to provide
training to health care personnel on the
reproductive health problems associated with
menopause and aging. Strategies also should
be developed to promote good health behavior
in older women. Appropriate educational
messages about the long-range value of proper
diet and exercise, and the need to seek medical
help if specific health problems or concerns
arise need to be developed and disseminated.
Carefully targeted programs for hypertension
and cervical cancer screening also should be
considered.

A key challenge will be reaching women who
no longer interact with the health care system.
In many settings, it may be feasible to use
primary health care networks to provide basic
services. Community women’s organizations
may be a particularly appropriate means to
communicate with women about the need for
and availability of services. To support all of
these efforts, community health messages that
present the health of middle-aged and older
women as important to the whole community
are critical.

Source: Outlook, Volume 14, Number 4, March 1997
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TaBLE 3

Contraception for women age 35 and older

Method Advantages Restrictions on Use Counseling Issues
Sterilization + Highly effective. ¢ Not appropriate if woman is 4 gterilization is very effective,
» May protect against ovarjan  uncertain about desire for although recent studies indicate
cancer. future pregnancy. higher failure rates than
previously thought with some
techniques.'8!?
< If pregnancy is suspected, be
alert for ectopic risk.
+ No protection against STD.
Hormonal
Contraception .
Coml:l:ined OC or . H]ghly effective ¢ Not appropriate for women * Importance of consistent and
Injectable « Provides estrogen replace- over age 35 who smoke, hve correct use.

Progestin-only
contraception
(mini-pill, inject-
able, NORPLANT®)

ment and good cycle control.

& Highly effective.
¢ Progestin source for women
receiving estrogen therapy.

other CVD risk factors, or
current breast cancer.

+ Not appropriate for women
with unexplained vaginal
bleeding or breast cancer.

¢ Importance of recognizing
CVD-related symptoms.
+ No protection against STD.

+ Importance of consistent and
correct use.

¢ Delay in return to fertility
with injectables.

+ No protection against STD.

+ Breakthrough bleeding
common.

IUDs
Copper-releasing
IUD

Hormone-releasing

+ Highly effective.

+ Requires little follow-up care
unless problems occur.

+ Effective for up to 10 years
(Copper T 380A).

< Effective for up to S years.

+ Not appropriate for women
with cervical, endometrial, or
ovarian cancer; or if
gynecological abnormalities
make IUD insertion difficult.

+ Same as for copper IUD.

« If pregnancy is suspected, be
alert for ectopic risk.
# No protection agasint STD.

¢ Same as for copper IUD.

1UD* + Reduces blood loss. Fewer
removals for bleeding and
pain.
+ Possible progestin source for
women receiving estrogen
therapy.
Barﬂﬁ;]h:i:l}:;sale ¢ Under user’s control ¢ Requires high motivation to :;?fc:ﬁigce of consistent and
condom + Condoms protect against use consistently and correctly. '
STD.
Diaphragm ¢ Diaphragm/spermicide offer # Same as for male or female + Importance of consistent and
spermicide ’ some protection against STD. condom. correct use. o
+ Spermicide may help with ¢ Use of diaphragm/spermicide
vaginal dryness. may increase risk of urinary
tract infection.
Periodic abstinence ¢ Older couples may be better + Not appropriate for couples « Importance of consistent and

able to follow instructions and
comply with abstinence.

who cannot comply with
abstinence requirements.

correct use.

+ Use may be complicated by
irregular cycle lengths and
hormone levels.

+ No protection against STD.

*For a full description of eligibility criteria for contraceptive use, see Outlook, Volume 13, Number 4 and Volume 14, Number 1.
“*Hormone-releasing 1UDs are more expensive and less available than copper-releasing IUDs.
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