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Abstract.
BACKGROUND: Menopause is part of working women’s lives. In Western countries, labour market patterns are changing
rapidly: women’s labour participation has increased, the percentage of full-time working women is rising, and retirement age
is increasing.
OBJECTIVE: This narrative literature study aims to provide an insight in the state of the art in the literature about the
relationship between menopause, work and health and to identify knowledge gaps as input for further research.
METHODS: The search was conducted in PubMed, CINAHL, MEDLINE and ScienceDirect. The final set includes 36
academic articles, 27 additional articles related to the topic and 6 additional sources.
RESULTS: Research on menopause, work and health is scarce. Results are grouped thematically as follows: Menopause
and (1) a lack of recognising; (2) sickness absence and costs; (3) work ability; (4) job characteristics; (5) psychosocial and
cultural factors; (6) health; (7) mental health, and (8) coping and interventions. Work ability of women with severe menopausal
complaints may be negatively affected.
CONCLUSIONS: Due to taboo, menopause remains unrecognised and unaddressed within an organisational context. New
theoretical and methodological approaches towards research on menopause, work and health are required in order to match
the variety of the work contexts world-wide.
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1. Introduction

In Western countries, women make up half of
the labour force in full- and part-time jobs [1–3].
Furthermore, labour market patterns are changing
rapidly: women’s participation in the labour market
has increased, the percentage of full-time working
women is rising, and retirement age is increasing in
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many countries. As a result, a growing number of
women aged 45 years and older participates in the
labour market, hence, menopause is part of working
women’s lives. Aim of this narrative literature study
is to provide an insight in the state of the art in the
literature about the relationship between menopause,
work and health and to identify knowledge gaps as
input for further research.

Virtually all women will go through menopause
and, often, experience menopausal symptoms and
complaints [4]. Given their high prevalence, symp-
toms can impact on women’s working lives. In a
large representative Dutch study, older (> 45 yrs)
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and in particular highly educated female employees,
reported high work-related fatigue [5]. The authors
state that menopause may partly account for the unex-
plained differences in work-related fatigue between
older highly educated men and women. To date, only
few studies directly relate menopause to work, for
instance to lower work ability [6–9], and show that
both women and employers possess little knowledge
about menopause. Employers are therefore unaware
of how to contribute to a healthy working environ-
ment for female employees in this life phase, and
women do not recognise their bodily signals or do
not dare to ask for help [2].

1.1. Menopause and menopausal complaints

In this review, we approach menopause as a phys-
iological process and a female-specific transitional
life phase in women’s natural ageing process [10].
Menopause, perimenopause and postmenopause are
stages in a woman’s life when her monthly period
stops. Perimenopause is the first stage in this process
and can start eight to 10 years before menopause.
Menopause is the point when a woman no longer
has menstrual periods for at least 12 months. Post-
menopause is the stage after menopause. Already
in perimenopause women can have menopausal
symptoms.

There is large variation of the age, as well as dur-
ation and symptoms of menopause [11, 12]. Cur-
rent definitions estimate the average duration of the
menopause from five to 10 years, and the average
age at which the menopause occurs, is 51 years [3,
13, 14]. Furthermore, no particular set of symptoms
is unquestionably ‘menopausal’, except for biomed-
ically defined physiological symptoms which are
associated with fluctuating and declining hormone
levels finally resulting in the end of the menstrual
cycle. Often from the mid–40s onwards, the protec-
tive effect of estrogen is lost and changes occur that
lead to an increased risk of heart disease in the ensuing
years. Consequently, traditional cardiovascular risk-
factors are becoming more important; for instance,
more than half of the postmenopausal women
will develop hypertension. Furthermore, increase in
cholesterol, body weight and diabetes play an impor-
tant role and can be positively influenced by healthy
lifestyle [15, 16]. The most commonly reported
symptoms related to the hormonal changes during
perimenopause are hot flashes, night sweats and vagi-
nal dryness [e.g. 17]. Non-specific complaints related
to menopause such as sleeping problems, headache,

fatigue, mood changes and loss of concentration are
hard to distinguish from other health problems such
as stress, hypertension and burnout [9, 14, 18, 19].
Hence, complaints may be related to menopause but
not recognized as such, while vice versa, non-specific
complaints may be attributed to menopause while
having a different cause. Confusion among women
themselves as well as their health professionals can
be the result [20].

1.2. Menopause as a life phase

Health complaints can occur during the meno-
pausal transition which can last for 10 to 15 years,
and changes can influence the quality of women’s
lives [21–23]. Not only women themselves, but also
society at large attaches meaning to menopause.
Perceptions of menopause are embedded in gender
ideologies, lack of understanding and stereotypes
about ageing women [24]. Furthermore, different
understandings of menopause are found across cul-
tural groups. Menopause is more often viewed
positively in cultures where ageing in general is val-
ued [25]. Women’s interpretations of their symptoms
depend on how ‘natural’ they are, or what their final
period means to them [26, 27]. For some women, an
end of physical fertility may be difficult, especially
when fertility plays an important role in their iden-
tity as a woman. Ayers et al. conducted a systematic
review to study the cultural, social and psychologi-
cal context surrounding menopause, and reported that
women who perceive menopause negatively, experi-
ence more complaints [24]. However, cause and effect
remain unclear. Menopause and midlife can be prob-
lematic for women, but they can also be a turning
point, after which women experience more focus and
room for careers and self-development [26]. Denner-
stein et al. showed that life events, daily activities,
family life and job satisfaction all affect the mood
of women during menopause [28]. Besides midlife
is often characterised by age-related health prob-
lems and complaints, having adolescent children or
becoming empty nesters, suffering from bereavement
after the loss of parents, or providing informal care, a
task still mostly assigned to women [2, 20, 29]. Disen-
tangling menopause from other phenomena related to
the life course, is challenging for women themselves,
but also for occupational health physicians and other
specialists and professionals, and for supervisors at
work.
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1.3. Complex interconnections

Women’s bodily experiences and biological
changes interact with the social and cultural context,
such as work, in which women’s lives are embed-
ded. This complicates the study of the biological
phenomenon of menopause from a psychological or
sociological perspective [9]. According to Dillaway,
a holistic view of menopause is important for ade-
quate treatment of menopausal complaints [11, 30].
She illustrates how women, doctors and researchers
define and describe menopause mainly in terms of
chronological age. However, age- and time-bound
characterisations are insufficient. When health care
professionals and women themselves do not recog-
nize menopause as a life phase, for instance because
they confine themselves to a certain age category
to indicate menopause, negative consequences may
occur: it may limit recognition and treatment options,
influence complaints that women experience and
undermine women’s confidence in their own bodies,
which in turn can lead to a feeling of insecurity, to sub-
optimal treatment or delay in adequate treatment and
influence quality of life. This leads us to the following
research questions:

1. What is the state of the art in the literature about
the relationship between menopause, work and
health?

2. Which knowledge gaps can be identified?

2. Methods

In this literature review, we conducted a narrative
analysis and covered a broad range of topics by using
studies of various complexity and design [31]. Our
search was conducted between December 2018 and
February 2019 in the databases PubMed, CINAHL,
MEDLINE and ScienceDirect, originally using the
MeSH terms ‘menopause AND work’. Our choice
for the MeSH terms instead of the author’s key words
was deliberate, because MeSH terms are assigned
by the database specialists and function as stronger
identifiers of the content. MEDLINE is a subset of
PubMed, but given the low rate of the search hits
found in PubMed we decided to include the searches
in both databases as MEDLINE (1946) is older than
PubMed (1996). This strategy resulted in many dou-
bles, which were deleted during the fourth step of the
search process. Inclusion criteria were the English

Fig. 1. Flowchart of empirical studies and reviews.
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language, empirical research and review articles to
contextualise our findings. We screened articles and
excluded those with an exclusionary medical content
(see Fig. 1 Flowchart).

We excluded articles based on our selection crite-
ria. We deleted doubles, after which two researchers
checked abstracts of remaining articles. Finally, we
analysed the subset of 36 articles (see Appendix).
Selected articles have been read by at least two
researchers. Notes have been compared and arranged
thematically.

Besides these 36 selected articles, we used another
27 articles in our results section to contextualise and
interpret our findings. Additional articles were found
through snowballing, including in selected articles’
references, and were included when they helped to
contextualise the findings. In these studies, the rela-
tionship between menopause and work was often
secondary or marginal. A few sources were found
via Google, e.g. union surveys.

3. Results

3.1. Not recognizing menopause

Both women and employers hardly receive infor-
mation or training on menopause and thus, lack
the knowledge about menopause-related health com-
plaints and their impact on work [25, 32]. According
to Fenton and Panay, this is out of balance when
compared to the attention and support for pregnancy
(leave) [33]. Female workers report a need to discuss
menopause and break taboos surrounding menopause
in the workplace. Often, women either do not see the
opportunity or fear to discuss menopausal complaints
and how they may affect their job performance [8,
25]. They fear speaking of menopause, in particu-
lar women in higher positions, for being ridiculed,
stereotyped and stigmatised [2, 33]. Hammam et
al. found that adverse (physical) working conditions
(e.g. no ventilation, inflexible working hours, no pos-
sibility to change workload or tasks) were related to
increased health complaints among postmenopausal
women [34]. Discussing this with supervisors was
uncommon, because of a lack of opportunity or time,
or social and cultural barriers. According to Hardy
et al., an open culture and a supervisor with basic
knowledge about menopause facilitated the conver-
sation about menopause and work, while supervisors’
gender (male), male dominance in the workplace,
stigmatisation, fear, discrimination and shame were

mentioned as barriers [35]. In the communica-
tion itself, being understanding, jointly looking for
solutions and an empathic sense of humour were
important, whereas not being taken seriously was felt
as a barrier. Education and training programmes for
women themselves are important and may help to
diminish menopausal complaints [36].

3.2. Menopause and sickness absence and costs

A few studies focused on the relationship between
menopause, absenteeism and productivity loss and
costs. Geukes et al. state that three quarters of
symptomatic menopausal Dutch women looking for
professional help because of health complaints, has
an increased risk for sickness absence, and possibly
even for early withdrawal from the labour market
[1]. Other studies report that menopause is associ-
ated with lower work productivity and short-term
sick leave, and hence, with increased (indirect) costs
for employers and for health care (direct costs) [23,
37–39]. In particular, insomnia and depression among
women with menopausal complaints were associated
with productivity loss and higher costs [40, 41]. Pos-
sibly, not all women report the ‘real’ reasons for
sickness absence or taking a day off [8]. The evidence
is however inconclusive. In Hardy et al.’s electronic
survey no significant association was found between
menopausal status and work-related outcomes such
as sickness absence, job performance and turnover
intention [42]. Further research is warranted.

3.3. Menopause and work ability

High and Marcellino reported that menopausal
symptoms, in particular irritability and mood
changes, negatively impacted on the job performance
of older female employees, although less so for
women in managerial positions [43]. In their early
studies, Ilmarinen et al. en Tuomi et al. have devel-
oped the ‘Work Ability Index’ (WAI), an instrument
to assess work demands in relation to the worker’s
health and resources [44–46]. They concluded that for
older employees, men and women, work adaptations
should balance physical and mental job demands,
and advocated for research on the potential influ-
ence of menopause on work ability. This has been
done recently by Geukes et al., who studied healthy
working women, representative of the Dutch female
population, and showed that women’s physical and
psychological menopausal complaints were associ-
ated with lower work ability, which increased the
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possibility of sickness absence [7]. The authors con-
cluded that the women had a relatively low level of
vasomotor symptoms (VMS) and that these com-
plaints did not negatively impact on their work
ability (see also [47]). More recently however, other
researchers reported that VMS were the most fre-
quently reported complaints with a negative effect
on work [6]. In Jack et al.’s study, women reported
that menopausal complaints negatively affected their
motivation and commitment to work and increased
turnover intention or intention to leave the labour
market altogether [32]. In another study, women
themselves directly related lower job performance
to their menopausal symptoms. They tried to hide
their health complaints from colleagues and super-
visors by working harder to compensate for lower
performance [8]. More recently, Geukes et al. con-
cluded that the risk of reporting low work ability is
eight times higher among women who report severe
menopausal complaints (including VMS, physical
and psychological symptoms), than women who do
not report menopausal complaints [1].

3.4. Menopause and job characteristics

Generally, work improves women’s mental well-
being, since it positively affects self-esteem, health
and diminishes psychological stress [1, 14, 48]. Work
contributes to women’s quality of life, in particu-
lar during midlife: the task of ‘raising children’ is
(almost) fulfilled, so there is more room for work
and self-development [3]. Job characteristics play an
important role in health, in particular autonomy and
support. For instance, Bariola et al. found that support
from the supervisor, fulltime work, the possibility to
regulate temperature in the workplace and autonomy
were associated with fewer symptoms [49].

Some studies associate women’s job characteris-
tics with cardiovascular disease, sleeping problems,
VMS and depressive symptoms [14, 50–52]. In a
Lithuanian case-control study with women who had
suffered from myocard infarction, Malinauskiene and
Tamosiunas (2010) studied the relationship between
menopause, cardiovascular risk and job character-
istics [53]. Controlled for socioeconomic position,
menopausal women with the lowest autonomy at
work had the highest cardiovascular risk, while those
in the second and third quartile had a step increased
risk. Evolahti et al.’s longitudinal study on the effects
of psychosocial job characteristics on menopausal
women’s cholesterol levels found that autonomy
at work was an important predictor of healthy

cholesterol levels [54]. Such results challenge us
to take a broader view on the relationship between
menopause and work ability, job performance and
sickness absence.

3.5. Menopause and psychosocial and cultural
factors

Sarrel reported a relationship between menopausal
health complaints and mental well-being, since
menopausal complaints can be experienced as a
source of insecurity, anxiety and shame [9]. Hot
flashes in particular are experienced as problematic
in the workplace, because they have an impact on
women’s self-confidence, harming a desired profes-
sional image, especially for women with demanding
jobs and responsibilities [8, 33, 55]. Besides the
association between VMS and work ability, Gar-
toulla and colleagues found that other factors such
as overweight, financial insecurity, being single and
having informal care responsibilities are associated
with work ability and well-being [6]. According to
Griffiths et al., having to hide menopausal com-
plaints can become a stressor in itself [8]. Studies
show that experienced stress can increase menopausal
complaints [9]. Smith and colleagues suggest that
the menopausal women’s assumptions about others’
reactions to hot flashes, may be more negative than
is actually the case [56]. The respondents explained
visible hot flashes and sweating among menopausal
women by other factors, such as health problems,
emotions, physical exercise, temperature, etcetera.
Hence, the women’s own mindsets and convictions
about menopause deserve more attention in research.

Jack et al. analysed the embodied experiences of
women in relation to their work at Australian univer-
sities and identified three time-related themes [57].
First, some women described menopause as a ‘period
of time’: menopause could be a time for reflection,
a time for a second chance and renewed ambitions,
or a time when women put the organisation where
they work in ‘its place’ and put themselves central.
Second, some women described menopause rather
as a ‘spiral’, since their bodily experiences during
menopause were not in line with time, as required
by the organisation: unpredictable hot flashes or
severe menstruations that require regular toilet vis-
its create confusion and discomfort during travels,
planned meetings, or education activities that were
planned months in advance. Small tokens of appre-
ciation and recognition, such as access to ventilated
places, make women feel more relaxed at work, while
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denial of their experiences aggravate physical symp-
toms. And third, new alliances developed around
menopause – with mothers, colleagues, supervisors,
the organisation itself. New meanings were created
about relations among women, in which silence about
menopause was loudly heard in the realisation of
shared physical experiences. The women reflected on
the past, looked back at their mothers’ lives, but also
at their future: how to maintain one’s position in the
labour market until the retirement age, and what they
need to achieve it.

3.6. Menopause and health in relation to work

A vast amount of research focuses on menopause
and health problems, such as the relationship between
depression and VMS [e.g. 22]or sleeping prob-
lems, which can affect women’s work [e.g. 58].
Malinauskiene and Tamosiunas studied the associ-
ation between menopause and cardiovascular risk
profiles among working Lithuanian women [53].
They concluded that smoking, alcohol consumption
and other psychosocial factors must be incorpo-
rated when developing cardiovascular risk profiles
for menopausal women. Some evidence exists about
a relationship between depression, sleeping problems
and night sweats, but the mechanisms behind this
relationship are unclear [14, 52]. Worsley et stud-
ied the association between moderate to severe VMS
and moderate to severe depressive symptoms, using
data collected by Gartoulla et al. [6, 59]. Moderate
to severe VMS were independently associated with
depressive symptoms, after controlling for age, BMI,
relationship status, education, job status, informal
care, the financial and living situation and the use
of Hormone Suppletion Therapie (HST).

One of the few longitudinal studies by Woods
and Mitchell describes women’s experiences over the
course of 18 years regarding interference at work
and interference in social relations in relation to age,
menopausal status, experienced stress, cortisol levels,
self-reported health, as well as variety of menopausal
symptoms such as hot flashes, sleeping problems,
depressive mood and memory loss [19]. The influence
of the symptoms on work (experienced interference)
and on relations, was assessed by analysing observa-
tions collected in menstrual calendars, annual health
reports, morning urine samples and symptom ratings
from diaries. First, Woods and Mitchell conclude that
good self-reported health is associated with less inter-
ference of menopausal symptoms at work [19]. This
is also the case for self-reported stress, but not for

cortisol levels. Concentration problems and a depres-
sive mood influence both work and social relations
at work, even when self-reported health and self-
reported stress are accounted for. The main symptoms
that interfered with work and social relations were a
depressed mood and difficulties with concentrating.
Menopause itself does not interfere heavily with daily
life, according to the researchers.

3.7. Menopause and mental health: stress,
fatigue, and burnout

In their longitudinal study, Mishra and Kuh pointed
out that job stress is one of the main risk factors for
lower quality of life among menopausal women [21].
Gujski et al. studied job stress in relation to cognitive
functioning (aspects of memory, psychomotor speed,
reaction time, complex attention, cognitive flexibility,
processing speed etc.) among Polish peri- and post-
menopausal female intellectual workers and found
correlations between the cognitive functions and the
stress-inducing factors at work [60]. The social con-
tacts at work, a lack of rewards and support and the
psychological load due to complexity of work were
the main reasons for stress. Especially among women
in postmenopausal period negative correlations were
found between the majority of the cognitive functions
and intensity of stress, and the majority of stress-
inducing factors.

Matsuzaki et al. looked into the association
between menopausal symptoms and job stress among
Japanese nurses aged 45–60 years [61]. Most nurses
reported less energy, irritability and concentration
problems. Nurses in managerial positions felt unhap-
pier and cried more often. They reported that the
stress they experienced was related to overburdening
at work. This indicates that differentiating between
professions and functional levels is useful.

Verdonk et al. studied the prevalence and deter-
minants of the need for recovery after work among
Dutch employees. In particular, highly educated
women aged 50–64 reported a high need for recov-
ery, which was associated with working conditions,
including high job demands and low autonomy in
combination with lower self-reported health [5].
Chronic stress or long-term work-related fatigue can
result in stress or burnout [20]. Health complaints
associated with burnout can be similar to health com-
plaints associated with menopause: fatigue, sleeping
problems, cognitive problems such as concentration
problems and memory loss, rumination and emo-
tional problems such as irritability and emotional



P. Verdonk et al. / Menopause and work 489

instability. Such health complaints are non-specific,
are associated with high job demands and prob-
lems related to work, whereby long-term fatigue
or exhaustion are the main issue. Chronic fatigue
is also associated with other (severe) health com-
plaints. Menopause and burnout are easily confused,
by women themselves and by health professionals,
which delays adequate health care [11].

3.8. Menopause and coping and interventions

3.8.1. Individual coping strategies
Various individual coping strategies are described

in the literature [2, 8, 33]. For sleeping problems
and possible consequences, such as fatigue, solu-
tions are not simple. Coping with hot flashes is
often resolved by bringing extra clothes, dressing
in ‘layers’, or bringing along a (mini) fan. Some-
times, windows can be opened, or women refresh
themselves in bathrooms. Strategies for concentra-
tion problems or forgetfulness are for instance double
checking one’s work or making to do lists. Adapting
tasks or changing work schedules are also mentioned.
Other coping strategies, more lifestyle-oriented, are
changes in diet, (extra) exercise or sleeping extra
hours [2, 8, 33].

The use of humour or talking about menopause
with other people is mentioned least often by women
themselves [8]. Less beneficial coping strategies that
some women use, are for instance working extra hard
in order to make up for the ‘shortcomings’ that result
from menopausal complaints, compensating hours or
hiding these ‘shortcomings’, taking sick leave or hol-
idays without mentioning the real reasons [2, 33]. In
short, strategies directed at adjustment in the work-
place and openness seem to be used less often than
strategies that focus on coping with or diminishing
the complaints.

3.8.2. Interventions aimed at women
HST is a contested issue, because it raises ques-

tions regarding contraindications or a lack of clarity
about the long-term health effects [62–66]. More and
more attention has been paid to non-hormonal treat-
ment in order to diminish VMS or depression, such
as lifestyle interventions e.g. diet or non-hormonal
medication [for an overview see 67]. Cognitive and
behavioural therapy and mindfulness-based therapy
continue to play a role in the treatment of health
complaints related to menopause, in particular to
depressive symptoms [68, 69]. Few studies asso-
ciate therapeutic support with women’s work ability.

In 2016, Hunter et al. published a study proto-
col for a randomized controlled trial to study the
effects of a self-help intervention based on cogni-
tive behavioural therapy for menopausal complaints
[70]. They expected that diminishing VMS and night
sweats would lead to less sickness absence and pre-
senteeism, lower job stress levels and turn over
intention, and higher job satisfaction and produc-
tivity. The intervention consisted of a four-week
programme based on psychoeducation, relaxation
and breathing exercises, cognitive exercises and other
suggestions. Results were published in Hardy et al.’s
later study, which indeed showed a positive effect
of cognitive behavioural therapy on VMS and night
sweats as well as on job performance, and a negative
effect on presenteeism [71].

In a retrospective cohort study, Geukes et al. stu-
died the relationship between (improvement of)
severe menopausal symptoms and work ability
among working women [72]. The women, who vis-
ited a menopause clinic for the first time, were
followed for 3–9 months. First, they were offered an
intervention consisting of a 60-minute intake about
menopausal symptoms and lifestyle with a specialist
nurse, a consultation with a gynaecologist to sup-
port decision-making about treatment and a short
follow-up consultation with the gynaecologist. In
the following 3–9 months, a second consultation
took place with the nurse. Most women reported
improved work ability during follow-up, and all
women reported fewer complaints. In the Finnish
study, Rutanen et al. looked into physical exercise
and its effects on i.a. women’s work ability [73].
After six months of aerobics training, the participat-
ing women showed improved mental health outcomes
and decreased physical demands compared with the
control group, but no differences in WAI scores. Stud-
ies of such interventions are scarce.

Ariyoshi conducted an evaluation study (survey
and case study) among female journalists, adminis-
trative and sales representatives who worked or had
worked for a Japanese media company [74]. Women’s
menopausal complaints were the reason to participate
in the study. Data about consultation with a nurse,
three case studies, and the number of sick days related
to menopause were collected and assessed. After the
intervention, sick leave related to menopause had
diminished, as well as turnover. The study showed
that a specialist nurse and human resource manage-
ment can play an important role by developing and
offering tailored interventions for working women
going through menopause.
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3.8.3. Interventions aimed at the workplace
The British UNISON’s (The Public Service Union)

guide to menopause states that menopause is too often
considered to be a private issue instead of an occu-
pational health issue [75]. According to UNISON,
employers should realise that women going through
menopause may need special support to continue
working and be productive [75]. Griffiths et al. state
that at least four issues need to be addressed [8, 76]:
(1) awareness among supervisors that menopause
can cause problems at work, (2) flexible schedules,
(3) access to information and resources, and (4)
temperature and ventilation at work. According to
Fenton and Panay, offering awareness training to
supervisors can be useful [33]. They emphasise the
importance of a positive attitude and organisational
culture, which offers a safe environment for women
to address menopausal complaints. There should be
options to talk with a confidential advisor, preferably
a female colleague with experience, because women
feel uncomfortable addressing these issues with their
(male) supervisor [2]. These authors advocate for
flexible sick leave procedures in case of menopausal
complaints, and warn against the negative conse-
quences of sick leave. Policies directed at taking
(extra) breaks or leaving early when menopausal
complaints occur, are also suggested as improve-
ments of a sustainable working environment that
takes menopause as a phenomenon seriously [33].

Hickey et al. studied the relationship between
menopausal symptoms as measured with the
Menopause Rating Scale (MRC) and work-related
outcomes such as job performance, frequency of
mistakes, autonomy and turnover intention [14].
Symptomatic women received a number of sugges-
tions for possible support. Addressing temperature
control, flexible hours, seminars about healthy age-
ing, flexible work spaces, physical exercise programs
and table fans were the most attractive to the partic-
ipants. Organisations benefit from policies directed
at healthy ageing, and the working environment must
be designed to not exaggerate menopausal symptoms.
Furthermore, specific needs of women in menopause
deserve attention in risk-inventories and evaluations.

Studies show that menopausal complaints are
affected by situational factors and can be aggra-
vated by the work environment [8, 13, 42]. Hardy et
al. studied female employees’ perspectives on their
employers [13]. For some women it was difficult to
deal with menopause in the workplace, partly due
to aspects of the work environment such as lack of
knowledge or awareness among colleagues, a lack of

communication skills among employees and employ-
ers and the lack of organisational policies. This was
in line with other studies, and organisational policies
for women in this stage are helpful [2, 13, 14, 76–78].

Hardy et al.’s recent work describes a first attempt
to address difficulties with talking about menopause
[79]. In their study, the supervisors of three large
British organisations (one public and two private)
received a 30-minute online training with the aim
to raise awareness, increase knowledge and improve
attitudes towards menopause, and to develop their
skills in communication about menopause with
employees. Most of the trainees would recommend
the training to colleagues.

4. Discussion

4.1. State of the art

Menopause in relation to work is hardly stud-
ied, but the number of studies is increasing [4, 77].
The first cautious conclusions from our findings are:
(a) menopause can play a role in diminished work
ability of women in this life stage but evidence
is inconclusive; (b) menopausal complaints could
be a likely explanation for older women’s higher
sickness absence rates; (c) women with menopausal
complaints continue to work (presenteeism), and (d)
women remain silent about their menopausal com-
plaints (taboo) and seek individual solutions to cope
with work.

In particular, work ability among women with
severe menopausal complaints may be negatively
affected [1]. Negative consequences of diminished
work ability are sickness absenteeism, turnover inten-
tion and other health related issues. At the same time
less favourable working conditions, such as the lack
of job autonomy or a lack of control over the phys-
ical working environment, seem to negatively affect
menopausal complaints [42, 49]. Women use several
individual strategies to cope with menopausal com-
plaints at work which can be more (healthy lifestyle
changes) or less adequate (working more hours to
make up for lower productivity). Such interven-
tions at an individual level (self-help interventions)
and at the workplace (e.g. educating supervisors)
could be successful. They are positively valued, by
women themselves and also by supervisors [8, 71].
Menopause is hardly discussed in the work-
place, which is related to the taboos surrounding
menopause, as well as to the lack of knowledge by
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the women themselves, health care professionals and
employers [35, 79].

Organisational policies about menopause and work
are hardly described. Further stigmatization of (older)
women needs to be avoided when menopause at
work and its taboo are being addressed –a leap from
women’s work-related health problems to women
themselves being a problem is easily made. We con-
clude that menopause is rather seen as a woman’s
individual problem than as an organisationally and
societally relevant issue. The lack of knowledge
about the relationship between menopause, work and
health directly affects women’s health as well as
their position in the labour market, since they are not
offered workplace interventions or professional sup-
port. Individual solutions of women can (continue to)
lead to diminished well-being at work and eventually
to distancing from or leaving the labour market alto-
gether [40]. However, work is essential not in the least
for women’s economic independence also in midlife
and in old age. For both men and women, work is
a source of self-fulfilment, health, self-development,
self-confidence, and empowerment [80]. However,
the lack of attention for menopause in research and
organisational policies gives the impression that older
women’s work and health are taken less seriously
and are found less important. We conclude that the
resilience of working women in this life stage is very
high, but it is put under pressure in times of increasing
intensification of work, an ageing labour market pop-
ulation and labour market shortages. Good health is
important for women’s sustainable employment and a
dignified life during retirement, but also for the work
organisation and society as a whole. Menopause in
relation to work requires serious consideration, both
in research and policy at all levels.

4.2. Knowledge gaps and directions for new
research

Based on this literature review we identified several
knowledge gaps.

First, we need to understand why a topic that is
relevant to (almost) all working women is systemati-
cally being ignored in research and in organisations.
Women’s health issues such as menopause and
reproductive health, breast cancer or endometrio-
sis, but also sexual or intimate partner violence, are
major public health matters [81]. Gender bias in
medicine has been described for decades already and
women’s health advocates have called for integration
of women’s health in research agendas and curricula

[81]. Our review indicates that epistemic injustice in
organisational and health research is still effectively
in place. The taboo on menopause that is referred to
in studies is reinforced by women themselves, but
this takes place in a context which values (women’s)
youth over midlife, mind over body and productivity
over reflection [82].

Second, menopause must be studied in relation to:
(a) physical working conditions, such as temperature
and ventilation, but also nightshifts, working with
chemical substances and physical requirements such
as heavy lifting, and (b) health issues later in life.
In order to provide women with the opportunities to
live up to their potential, we need to know how psy-
chosocial working conditions, such as coping with
menopausal complaints at work, or the relationship
between menopausal complaints and job demands
and job autonomy, or social support, are associated
with menopausal complaints and with health prob-
lems such as cardiovascular conditions later in life.
At organisational and policy level, it is important that
we understand how organisations and work can be
designed in ways that support sustainable employ-
ment of women in this life stage, including women
with severe menopausal complaints.

Third, we need comparative studies about the
relationship between menopause and work across
professions and sectors, but also across cultures. Most
of the incorporated studies concern women who work
in education and health care, or conduct administra-
tive work, which reflects gender segregation in the
labour market [80]. However, specific studies are
required on the health and experiences of women
during menopause, not just in the ‘female-typed’ sec-
tors, but also in sectors where women represent a
minority such as the military, the police force and
the industry [83]. Being member of a minority group
may bring about even more complex issues regard-
ing menopause and health. In this respect we point
for instance towards Gnudi et al.’s work, in which
the authors explore the relationship between lifelong
physical job demands and retired women’s lower
back pain [84]. The study was not included in this
review, because the relationship between work and
health is only indirectly related to menopause. How-
ever, the authors did address professions that were
characterised by heavy physical job demands (carry-
ing, pushing, lifting heavy weights) in sectors where
women work, such as farming, ceramics and glass
industry, paper production and steel industry. In our
review, we only found few examples of studies that
associated menopause with a particular profession,
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such as Ilmarinen et al.’s study [44]. In a small number
of studies such as Ariyoshi’s study or Cau-Bareille’s
study about the motivations of female kindergarten
teachers for early retirement, attempts were made
to connect experiences with menopause to (quitting)
work [74, 85]. However, these were small studies.
Chau et al. searched for studies on night shifts and
women’s reproductive health in CINAHL, MED-
LINE and other databases using the search terms
‘shift-work’ and ‘female/women’[86]. They identi-
fied 20 articles related to pregnancy, fertility and the
menstrual cycle and zero results related to menopause
and work. We support their urgent call to critically
evaluate research agendas regarding changing labour
market demographics and expected upcoming labour
shortages. Breast cancer in women has been stud-
ied in relation to night shifts [87]. Other research
could focus on wearing uniforms in relation to hot
flashes, negative stereotypes that hamper women’s
functioning and exclusion of women in ‘typical
male’ environments, or the intersection of sexism and
ageism towards working women during menopause.
Comparative intercultural studies are lacking as well.
In 1996, Kaufert already wrote that studies on
menopause conducted outside of the United States
or Europe, often use similar methodological research
designs, whereas the cultural, economic and social
context on other continents is very different, includ-
ing the role of ageing women in societies [34, 88,
89]. Existing knowledge is to a large extent based
on white, middle class, urban and mostly healthy
women. Research methods and recommendations
for practice require accommodation to multicultural
societies.

Fourth, there is a need for innovative method-
ological and theoretical frameworks. Most available
studies used instruments such as GCS, WAI, MEN-
QOL, assessing both biomedical and psychosocial
aspects of menopause. Since these domains can-
not be separated, we need research instruments that
do justice to the complexity of the relationship
between work and menopause. Studying work and
menopause is far from simple. As moving targets,
menopause and menopausal complaints pose diffi-
culties for researchers to demarcate menopause as
a life stage during the life course, but also to demar-
cate menopausal complaints in relation to other health
complaints. These complexities show the different
layers of menopause as a phenomenon, the study of
which requires further development of methodolog-
ical and theoretical frameworks. Jack et al. address
this gap and advocate for research from a feminist

perspective [57]. Their study is an example of how
the approach to studying menopause and work can
be extended from a single biomedical endocrino-
logical perspective (hormone fluctuations) or a
psychological perspective (individual coping and
self-management approaches) to a broader frame-
work. We firmly believe that research on menopause
and work will benefit from a transdisciplinary
approach, preferably from an intersectional perspec-
tive [e.g. 81]. Therefore we advocate for a broader
methodological framework, which incorporates the
use of existing scales and instruments but also
mixed-method research designs, as well as narra-
tive, ethnographic and participatory action research
designs with stakeholder and end-user approaches
[90]. Participatory research is suitable to map multi-
ple perspectives and bring about a dialogue between
employers, employees and other stakeholders about
experiences, problems and possibilities for support,
for instance in the form of adapted HR-policies [91].

Given the many open endings, our recommenda-
tions for practice need to be taken with caution. Based
on our literature review, we do recommend that:
(a) awareness about menopause and work is raised
among occupational health professionals, including
physicians, by developing guidelines for menopause
and work; (b) organisations map health problems, job
characteristics and sickness absenteeism in relation
to female-specific life stages, and (c) a broad aware-
ness raising programme about menopause at work is
developed for employers, employees and the public
at large.

4.3. Strengths and limitations to the study

A main limitation to the review is the small num-
ber of available studies. That is why we incorporated
studies of all qualities, which affects the robustness
of our findings. Authors tend to refer to each other,
which poses the risk that conclusions from a sin-
gle study are generalised and exaggerated. Available
studies are often based on known scales and instru-
ments, often self-report, such as the WAI, and used
in Western settings, but not necessarily validated
for women in menopause and not validated cross-
culturally. The results of the studies usually only
indicate the possible negative effects of certain phys-
ical symptoms such as VSM and sleeping problems,
and of certain psychological symptoms such as stress,
anxiety and shame, on women’s work ability and their
well-being. Positive aspects of menopause and age-
ing in relation to work are not studied. Furthermore,
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these instruments do not necessarily tap into women’s
lived experiences. Other types of research may pro-
vide insight in women’s embodied experiences in this
life stage within the context of women’s lives.

5. Conclusion

Our review is one of few literature studies on
menopause, work and health [77]. Even though the
number of studies on the subject has been increasing
during the past years, we still consider the scarcity
of studies on menopause, health and work as an epis-
temic gap. Our critical stance does not diminish the
relevance of the studies that were conducted during
the past 20 years, and the outcomes of the pioneering
studies incorporated in this review help us move for-
ward and stimulate further research. The resilience
of working women in this life stage is very high, but
under pressure. Good health is important for women,
for the work organisation, and for society as a whole.
Menopause in relation to work requires serious con-
sideration, both in research and policy at all levels.
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