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Abstract

Every woman, if she lives long enough, will experience perimenopause, the time period
leading up to menopause when hormonal changes often cause physical, and sometimes
emotional, changes. Whilst menopause has been extensively investigated perimenopause has
received little attention and much of the existing research has been conducted by health
professionals, with often only a narrow focus. In addition, the experience of women living
through perimenopause is largely missing. Knowledge of such experiences can assist in
understanding the meaning that perimenopause has for women, and can also assist in
providing insight into the effectiveness of current models of care and management.

The aim of this study was to explore the experiences of Western Australian women living
through perimenopause. A phenomenological approach, specifically, van Manen’s human
sciences (2017) and phenomenology of practice (2014) approaches, were used to collect and
analyse qualitative data from eighteen women. van Manen’s (2017) four existentials, namely
corporeality, temporality, spatiality and relationality, were used as a reflective lens during the
exploration and organisation of the data, resulting in the generation of themes within the four
lifeworld existentials. A feminist framework also guided development of the research design
and feminist theories, along with Leder’s (1990) essay on the absent body in everyday life,
provided support for the discussion of the findings.

The women described their perimenopausal experiences in terms of challenges, and in terms
of agency. Challenges related to the body, the environment, and the attitudes of spouses and
other family members. The attitude and care provision of medical doctors was also viewed as
a challenge by many women. However, the women demonstrated agency by finding
alternative sources of care and ways of coping with their symptoms, by drawing on their
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mothers’ experiences to improve their own, and by seeking valuable friendships in which to
safely discuss perimenopause.

The stories of the women demonstrated that the current medical model of care and
management does not fit the needs of contemporary perimenopausal women. There is also a
general lack of experiential information about perimenopause, and this has resulted in an
incomplete and incorrect picture of perimenopause. In addition, adequate support structures
for perimenopausal women are missing. Women demonstrate agency, however, by seeking
alternative support structures and driving their own changes to improve their midlife health.
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Use of gendered language

Words that suggest any gender include all genders. While I affirm and support gender-diverse
persons around the world, in some situations, such as in this research, use of sex-specific
language may be preferable. My reasons for this are as follows:


None of the participants in my study identified as non-binary; indeed, they all
referred to themselves as "woman", and used the words "woman/women",
"girls/girlfriends" and the pronouns "she/her", throughout the interviews.



The women referred to their partners as “husbands”.



I have given all participants pseudonyms that have matched each participant’s
identification as female.

When citing data, recommendations, or policies from other organizations or from published
and grey literature I use the original author’s or organization’s choice of language.
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Chapter One: Introduction

This chapter introduces my doctoral research, which is a phenomenological study of
women’s experience of perimenopause. I provide an overview of the study, including the
aim, objectives and significance of the research. In addition, I explain my reason for doing
this research. The chapter concludes with the thesis structure.

Phenomenon of Interest

The study of a particular phenomenon begins with identifying a topic of interest (van
Manen, 2017; Richardson-Tench, 2014), which in this thesis explores women’s experiences
of perimenopause. In the following paragraphs, I briefly explain my topic of interest and the
reasons for my decision to study women’s experiences of this midlife event. In searching for
information on menopause for my personal purposes in the late 1990s, I came across the term
perimenopause. At that time, I was considering the topic of menopause for my Honours
research, and so I was searching for information on menopause. My interest in menopause
resulted from my own experiences of this midlife hormonal transition that were occurring at
the same time as my enrolment in the Honours degree (I elaborate on this in Chapter 4). In
my research, I noticed the term perimenopause, and realised that I was not menopausal, but
rather I was experiencing perimenopause. This was a shock to me. I had been a nurse and
midwife for almost twenty years, and I had not registered the difference between menopause
and perimenopause. I was dismayed to realise that my initial training and ongoing education
had not provided me with this information.

The use of the term perimenopause is relatively new in the English language. It was
first introduced in 1980 by the World Health Organisation [WHO]. The WHO defines
perimenopause as “the period immediately prior to the menopause (when the
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endocrinological, biological and clinical features of approaching menopause commence) and
the first year after menopause” (World Health Organisation Scientific Group, 1996, p.13). In
the report from the WHO Scientific Group, perimenopause and menopause are clearly
differentiated, and menopause is defined separately as “the permanent cessation of
menstruation resulting from the loss of ovarian follicular activity and which is recognised to
have occurred after 12 consecutive months of amenorrhoea” (World Health Organisation
Scientific Group, 1996, p.12). Despite this clear differentiation, the term menopause is still
used to refer to the years leading up to cessation of menses. This misuse of the term
menopause can therefore cause confusion, as women may not understand the significance of
perimenopause. This may have negative consequences for women and for health
professionals who care for perimenopausal women.

Most women will experience perimenopause. Menstrual cycles and vasomotor
symptoms, such as hot flushes or night sweats, usually signal this hormonal transition
(RANZCOG, 2020). There are other signs of bodily adjustments to hormonal changes, such
vaginal dryness and dyspareunia (difficult and painful sexual intercourse), which are as a
result of decreasing oestrogen levels (Hickey, et al., 2005). Issues such as weight gain,
emotional and mental changes, insomnia and arthralgia (joint pain) are often associated with
the midlife transition, but there is no scientific evidence of these issues being caused by
declining oestrogen levels (Hickey et al., 2005). Some women are not troubled by their
bodily changes, but other women find the signs of this hormonal transition challenging to
endure. Perimenopause can begin when a woman is around 45 years of age (RANZCOG,
2020), but there is variation in this start time. For example, Harlow and Derby (2015) assert
that the female midlife transition begins at around 35 years, and can extend until a woman is
in her sixties. This variation in definition can cause confusion for women and healthcare
practitioners, as younger women may be surprised to find themselves experiencing
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perimenopausal symptoms and health practitioners may not attribute the symptoms to midlife
hormonal changes. I discuss perimenopause, and the variation in definition and informative
material in more detail in Chapter 2.

The average age at which women cease menstruating, and are thus postmenopausal, is
around 51 years, but again, there is a wide age variation (Jane & Davis, 2014). Menopause
comprises a single instance recognising 12 months’ absence of menses (RANZCOG, 2020).
However, as previously mentioned, the word menopause is commonly used to mean
perimenopause. Confusion abounds, therefore, because women who associate menopause
with those over the age of 50 are surprised when they start experiencing hormonal changes
(that is, perimenopause) in their mid-forties. Although I wasn’t concerned about my hormonal
changes, which occurred in my forties, I was surprised to find that I had been using incorrect
terminology.

Returning to my Honours research, once I had identified myself as a perimenopausal,
rather than a menopausal, woman, I adjusted my information search. The search revealed
such interesting material that I decided my Honours Degree should explore perimenopause,
not menopause. I used discourse analysis to analyse various medical journals, self-help
books, transcripts from television programs, and women’s magazines. I concluded that the
texts revealed four main themes about perimenopause:


it is a medically defined condition that needs management;



it is confusing and contradictory;



it is to be feared;



it is a time of rejuvenation.
Whilst these themes were evident in the chosen texts, they did not wholly resonate with

my experience. Indeed, my journey through perimenopause was largely at odds with the texts
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I explored in my Honours Degree. (I describe my journey in more detail in Chapter 4.) In
addition, I was concerned that many of the texts were medical-based, and that there was
minimal material in the women’s own voices. I wondered whether other perimenopausal
women may have experiences that, like me, conflict with medical and lay literature. I
concluded that a doctoral research study that included accounts of individual experiences
might reveal that women have a diversity of different experiences, some of which might
concur with the above themes, but some that do not. I was aware that research around
perimenopausal experiences exists, but that it differs in many ways from the research I
proposed for this doctoral study. I will discuss some of these differences now.

Some researchers have obtained data about perimenopause from both perimenopausal
and postmenopausal women for their studies, despite the researchers clearly distinguishing
between perimenopause and postmenopause (examples are Mackey, 2007; Dare, 2011;
Jurgenson et al., 2014; Hyde et al., 2010). This lack of clarity may confuse the actual focus of
the work being undertaken, and I will enlarge on this topic in Chapter 2. Other studies have
focused on specific aspects of perimenopause, such as certain symptoms, specific treatments,
or racial or cultural differences (Trudeau et al., 2011; Duffy et al., 2012; Thompson et al.,
2017; Im et al, 2010; Hyde, et al., 2011). Health professionals, mainly medical practitioners,
completed many of these studies; therefore, the focus is largely biomedical. Many are
quantitative studies in which women completed standardised questionnaires (McVeigh, 2005;
Hickey et al., 2017; Hardy et al., 2018). While contributing to the information on
perimenopause, these quantitative studies do not enable women to provide detailed
descriptions of their lived experiences, and the resulting lack of knowledge means that an
incomplete picture of perimenopause is available to health professionals and women.
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Much of the research on menopause and perimenopause has been conducted mostly in
the United States of America (USA) (Field-Springer et al., 2018) and the United Kingdom
(UK) (Beck et al., 2020), but research has also been undertaken in other countries such as
Thailand (Noonil, Hendricks & Aekwarangkoon, 2012), Poland (Bien et al., 2015) and
Singapore (Mackey et al., 2014). There are a few Australian studies (Herbert et al., 2020;
Jurgenson et al., 2014; Perz & Ussher, 2008), but these have also either blurred the lines
between perimenopause and menopause or focused on specific aspects of perimenopause,
such as the impact of hormonal changes for working woman (Jack et al., 2019). Few studies
have explored the experience of a perimenopausal woman using a phenomenological
methodology as the women are living through perimenopause (Morgan et al., 2012; Knutson,
2012). This lived experience is important to obtain, as it enables a view of the phenomenon as
it appears (Parahoo, 2014) to women. I found only one study based in Perth, Western
Australia (Dare, 2011); this suggests that Perth women have largely been excluded from
voicing their midlife transition experiences. A noticeable feature of many of the above studies
is the age of the research, as much of the research is not recent.

There are, therefore, gaps and inadequate information in the available literature
regarding the experience of perimenopausal women, and the dominance of medical and
scientific literature may result in a predominantly biomedical view of perimenopause. In
addition, there is little recent research in which women are able to describe their entire
experiences of perimenopause, as they are living them. I concluded that a phenomenological
methodology for my study would enable an understanding of the everyday world of the
perimenopausal woman. I used the work of Canadian scholar in phenomenological research
methods and pedagogy, van Manen (2014; 2017), as a guide for my research, because of his
focus on the human sciences and on the practical possibilities of phenomenological enquiry.
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Phenomenological researchers seek the lived experience of a particular phenomenon,
that is, the phenomenon as it is experienced rather than a reflection on past experience
(Liamputtong, 2013). I recruited women who identified as perimenopausal at the time of
interview. The importance of how it is “to be”, rather than how one might reflect
retrospectively on one’s experiences, is considered by the key 20th century German
philosopher Heidegger, to be a fundamental aspect of phenomenology (Heidegger, 1962).
Heidegger maintained that humans are always situated in particular contexts, and cannot be
viewed separately from those contexts, because their interpretation of their world includes the
understanding of those contexts (Heidegger, 1962). van Manen (2014; 2017) aligned with
Heidegger’s philosophy of exploring human experience as it is lived, allowing us to ask what
it means to be a perimenopausal woman in this world, when she has varying socio-cultural
and historical influences impressed upon her.

van Manen (2017) provided a guide for ascertaining the experiential meanings, through
the use of four existentials. These existentials are corporeality, spatiality, temporality and
relationality (2017). In other writings (2014), van Manen listed additional possible
existentials such as death, language, materiality and technology. However, van Manen
emphasises that corporeality, spatiality, temporality and relationality are the existentials that
are “fundamental” (2017, p.303) to all humans, in that “We all experience our world and our
reality through these existentials” (2017, p.303). Consequently, I used van Manen’s (2017)
four existentials of corporeality, spatiality, temporality and relationality as a reflective lens as
I analysed the women’s stories. No previous phenomenological studies about perimenopause
have used van Manen’s (2017) existentials as guides for analysis of the lived experience. On
listening to the participants in my study, I noticed the women’s consistent references to the
way they viewed their perimenopausal bodies (corporeality), as well as the way their
perimenopausal status impacted their relationships (relationality). The women described how
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the spaces around them affected them as perimenopausal women, and how they used spaces
and places as perimenopausal women (spatiality). The women also talked of time, and their
temporal relationships with their perimenopausal bodies (temporality). This reflective
analysis has enabled a presentation and discussion of the themes representing perimenopausal
women’s experiences as they related to van Manen’s four fundamental existentials. Although
such an approach has been used to analyse and explain results from other studies, such as the
experiences of childless women (Rich et al, 2013), or the lived experiences of ICU patients
(Locsin & Kongsuwan, 2013), this is the first time the fundamental existentials have been
operationalised to reflect upon and highlight the experiences of perimenopausal women.

As this study is focused on women and their experiences of perimenopause, with an
aim to make those experiences visible (Birke, 2000b), feminism also provided a lens by
which the women’s experiences in this study could be viewed. Similarly, Leder’s (1990)
essay on the importance of an absent body in everyday life formed a backdrop to my
discussion of the findings. Leder’s observation that one usually only notices one’s body when
it becomes apparent through illness or malfunctioning adds to a discussion of perimenopause,
because of the sometimes disruptive nature of this midlife change. I provide more
information on the feminist framework, feminist theory, Leder, and phenomenology in
Chapters 2, 4 and 5.

I commenced this doctoral degree some years after completing my Honours Degree. I
expected many changes to have taken place in the medical field, in the scholarly literature on
perimenopause, and in society in general. Increasingly, women have access to many more
forms of information and opinions via the internet, and they are no longer wholly reliant on
medical opinion. They may also have been exposed to information about the Women’s
Health Initiative (WHI), a study to determine the effect of hormone preparations on the
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incidence of heart disease and breast cancer (Women’s Health Initiative Study Group, 1998).
Women were recruited and assigned to one of four interventions: two types of hormonal
treatment, diet modification, or use of supplements (see Chapter 2 for more information on
this extensive study). The WHI investigators abruptly ceased the intervention arms of the
WHI study after only a few years of research, due to some medication used in the study
showing marked increases in cancer (Writing Group for the Women’s Health Initiative
Investigators, 2002). Advances in medical science mean that women now have various
options regarding the management of perimenopausal symptoms. Many over the counter
management options are also available to women. Women who are currently perimenopausal
have been exposed to decades of various hormonal drugs, decisions, definitions and
management. Mothers, aunties, sisters and friends, who traversed their hormonal changes in
varying contexts, have influenced these women. I wanted to hear how all these changes and
influences have affected perimenopausal women.

Although my professional fields are nursing midwifery and academia, I did not set out
to research the phenomenon of perimenopause from a nursing or midwifery viewpoint. I did
not want to be restricted to one or two professional fields; I wanted a very broad view of
perimenopause. Midlife women have already been pigeon-holed and stereotyped across many
decades, and I did not want my research to be restricted in its exploration of the phenomenon.
This research, therefore, captures as many aspects as possible of a perimenopausal woman’s
experience.

Clarification Regarding the Use of Various Terms in This Thesis

I have been clear that perimenopause was the phenomenon that I researched, and that it
is important to make the distinction between perimenopause and the more commonly used,
yet possibly incorrect, term menopause. However, throughout this thesis I will use additional
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terms to signify perimenopause. I do this so that the reader does not have to endure continual
mentions of the word perimenopause. These terms include menopausal transition, midlife,
midlife transition, midlife hormonal transition, and midlife hormonal changes. Also, in
Chapter 2 (Literature Review) and Chapter 6 (Discussion), I refer to studies that blur the line
between perimenopause and menopause. I use this literature only when I am certain that
some of the participants are perimenopausal, either by noting the age groups of the
participants, or by the distinct reference to perimenopausal participants. Without the inclusion
of this literature, the number of available references regarding perimenopausal women only
would be extremely low.

Purpose and Significance of the Study

The purpose of this study was to describe and understand the experiences of
perimenopausal women, as they were living them. Perimenopause can only be understood by
women, as only women experience this phenomenon. This study is thus ontological in that
the women described how it is to be perimenopausal. It is essential to hear from the women
themselves. Health practitioners, including general practitioners who perimenopausal women
often contact first, may not understand or appreciate the diverse midlife experiences and so
may benefit from the information raised by this study. Other women may also gain valuable
insight from the experiences of the women in this study.

My research question was:
“How do perimenopausal women describe their experiences of perimenopause?”

The objectives of my study were as follows:

1. To contact women who self-identify as being perimenopausal at the time of the study;

20

2. To record the experiential stories of these women and to explore significant aspects of
those stories in more depth by using questions as prompts;
3. To reflect on the women's stories and analyse their experiences using van Manen’s
(2017) phenomenological framework of the four fundamental existentials, as well as
using feminist theory and Leder’s (1990) theorising on the body.
The significance of this study is twofold. Firstly, there is a paucity of recent research
about the subjective experience of perimenopausal women as they are living through
perimenopause. Because of this deficit, women and health practitioners may have an
inadequate or incorrect picture of what constitutes perimenopause. The healthcare and
information provided to perimenopausal women may therefore be unsuitable. The work I
present in this research study will allow a more comprehensive view of the perimenopause, it
may assist in adjusting clinical practice and it could contribute to policy formation. The
quality of life of perimenopausal women may therefore be improved. Secondly, the method
of analysis, which is novel for research on perimenopause, enabled a broad exploration of
women’s experiences. The resultant findings and my discussion add to feminist scholarly
knowledge of women’s midlife hormonal transitions and the institutional, cultural and
societal influences on those transitions.

Conclusion and Structure of the Thesis

This chapter has provided an introduction to the study, including a brief explanation of
perimenopause. In this chapter I outlined the choice of topic, the aim, objectives and
significance of the study. I identified the knowledge gap and explained the relevance of the
research. The structure of the rest of this thesis is outlined below.

In Chapter 2 I provide a detailed history of perimenopause, and I discuss how medical
and pharmaceutical institutions have appropriated both menopause and perimenopause. I also
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provide a reflection on information obtained from an Australasian Menopause Society
conference I attended.

Chapter 3 contains a narrative review of some of the available literature around
perimenopause. I describe some of the more recent research on perimenopause, so as to place
my research study in context.

Chapter 4 details the theoretical framework of my study. This chapter provides details
of the feminist theories that inform my research, especially feminist theorising around
menopause and the body. I also discuss the seminal work The absent body by Leder (1990),
which provides a useful backdrop to theorising about the everyday body as compared to the
perimenopausal body.
Chapter 5 contains a description of my methodological design. Using Crotty’s (1998)
scaffolding process to order my discussion of the methodology, I provide details of my
axiological, ontological and epistemological assumptions, before elaborating on
phenomenology, the methods used to recruit participants and the methods used to collect,
store and analyse the data. This chapter includes a summary of my demonstration of
trustworthiness and of the necessary ethical considerations. I also provide a piece on my
personal journey through perimenopause and my previous research on perimenopause.

Chapter 6 contains a detailed description of the study findings. In this chapter, the
women’s quotes highlight the experiences contained within the themes. Providing quotes
from the participants adds to the study's integrity and allows meaning to be gleaned from the
participant’s experiences. This chapter also includes an anecdotal story, which is a composite
of the experiences of one participant who suffered from menorrhagia. The use of anecdotal
stories in van Manen’s version of phenomenology is explained in Chapter 4.
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In Chapter 7, I discuss the findings, placing them within the context of scholarly
literature around the experience of perimenopause, feminist theories and Leder’s seminal
work. I also provide suggestions for the importance and relevance of my findings. I give
recommendations for the possible use of my findings in the clinical, academic and policy
fields and suggestions for further research within this field of study.

Chapter 8 provides a conclusion of my doctoral research, in which I summarise the
study. This chapter also acknowledges the limitations of this study.

Clarification of Terms

Arthralgia: Painful joints

Dilation and curettage: a medical procedure to open (dilate) the cervix in order to insert
instruments used for scraping out the endometrium (lining of the uterus). This is usually done
in cases of heavy bleeding

Dyspareunia: Painful intercourse, often resulting from vaginal dryness

Embolism: The formation of undissolved fragments of material, which may be body tissue,
clumps of bacteria, or fat globules, and that are carried through the body by the bloodstream

Formication: itching and tingling of the skin, a sensation of insects crawling over the skin
Menopause: “the permanent cessation of menstruation resulting from the loss of ovarian
follicular activity and which is recognised to have occurred after 12 consecutive months of
amenorrhoea” (World Health Organisation Scientific Group, 1996, p.12)
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Menopause Hormone Therapy (MHT): A range of synthetic hormonal medications used to
reduce and control menopausal symptoms. MHT was previously known as Hormone
Replacement Therapy

Mirena intra-uterine device: a tiny t-shaped device containing progestogen, which is inserted
into the uterus to act as a long-term contraceptive, or to reduce excessive build-up of the
lining of the uterus, thereby decreasing heavy bleeding

Oestrogen: A steroid hormone that is secreted by the ovaries
Perimenopause: “the period immediately prior to the menopause (when the endocrinological,
biological and clinical features of approaching menopause commence) and the first year after
menopause” (World Health Organisation Scientific Group, 1996, p.13)

Premature ovarian insufficiency: amenorrhoea (no menstruation) because of premature loss
of ovarian function prior to the age of 40

Progesterone: The hormone secreted by the corpus luteum of the ovary. Progesterone acts
during the menstrual cycle to predispose the lining of the womb (endometrium) to receive
and retain the fertilized ovum

Thermal ablation: the surgical removal, using heat, of uterine tissue to reduce heavy bleeding

Vasomotor: relating to the regulation of the diameter of blood vessels

Venous thrombosis: A fibrinous clot which forms in and obstructs a blood vessel, in this case
a vein
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Chapter Two: The Phenomenon of Perimenopause: Context, history and background

Introduction

In this chapter, I provide a brief history of the evolution of the concept of
perimenopause. This history gives the reader a background against which the perimenopausal
women in my study live their lives, and “delineate[s]” (Fry, Scammell & Barker, 2017, p.51)
or precisely describes the phenomenon that is perimenopause, so that it is clearly identified.
The chapter also provides a context within which my research has taken place.

A Brief History of Perimenopause

The use of the term perimenopause is relatively new and so is not found routinely in
either the lexicon of most medical and allied health personnel or the general public. Indeed,
library databases such as PubMed only added the word perimenopause to their MeSH
searches in 2005. Three decades before this inclusion, and in response to confusion among
medical personnel regarding the different usage of words to describe similar hormonal
changes, a group of World Health Organisation (WHO) medical doctors convened to review
all existing information on menopause (WHO Scientific Group, 1996). The subsequent report
from this scientific group led to the standardisation of nomenclature and the introduction of
the term perimenopause in 1980. The WHO Scientific Group defined perimenopause as “the
period immediately prior to the menopause (when the endocrinological, biological and
clinical features of approaching menopause commence) and the first year after menopause”
(1996, p.13).

The WHO differentiated between perimenopause and menopause; before this
differentiation, perimenopause had been included within the term menopause. The term
menopause had thus encompassed any hormonal changes in women’s bodies over the age of
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about forty. Despite this new differentiation and the agreed definition, the word
perimenopause remains little used or recognised. The terms menopause transition and
menopause tend to be more commonly utilised by health professionals and non-medical
people when referring to all women who experience hormonal changes in midlife. The WHO
Scientific Group (1996) defined menopause as “the permanent cessation of menstruation
resulting from the loss of ovarian follicular activity and which is recognised to have occurred
after 12 consecutive months of amenorrhoea” (p.12). Menopause has variously been known
as the climacteric, menopausal transition, midlife, and the change of life. According to the
WHO definition, however, menopause can only be defined once menstruation has definitely
ceased. Thus menopause is determined after the fact, most commonly after twelve months of
amenorrhoea having elapsed. Despite this unambiguous definition of menopause from the
WHO, the term menopause is still used when talking about perimenopause. This fact is
problematic for pedants such as me, and for feminists such as Gambaudo, who ask “how can
we have a pre-discursive experience of menopause when the very definition of menopause is
founded on the retro-active recognition of experience?” (2017, p.553)

Given perimenopause has been subsumed under the mantle of menopause for so long,
any discussion of perimenopause needs a history of menopause. As there are few recent
descriptions of the history of menopause and perimenopause, some references in this section
are over ten years old, and some material predates the term perimenopause. The history of
menopause and perimenopause demonstrates how both have been appropriated by the
medical fraternity, and how both of these normal reproductive life events have been
medicalised. This medicalisation has been critiqued by feminists, and so my literature review
will include one of those critiques (Coney, 1991), whilst other critiques of medicalisation are
included in the section on feminist theorising in Chapter 3. Medicalisation relates to the way
in which a process that is usually considered to be normal is changed into one that may be
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claimed to be pathological and is said to require medical involvement (Zola, 1972). Midlife
hormonal changes are not a new phenomenon in female bodies, but the medicalised
construction of menopause and perimenopause as abnormal ‘conditions’ is a relatively recent
development (Newhart, 2013). Increasingly, women are living as long as postmenopausal
humans, than as pre-menopausal ones, and this longevity is not wholly due to women’s
dependence on science and medicine. The need for medical assistance and management of
perimenopausal and postmenopausal women has therefore been questioned (Meyer, 2001),
yet the medical and pharmaceutical control of these phases of women’s lives continues.

Menopause was first referred to as a syndrome by Gardanne in 1816 when he
described it as a “cumbersome cessation of menstruation” and called it “la Menespausie”
(Haspels & van Keep, 1979, p.57). Numerous other medical writers besides Gardanne had
focused on climacteric maladies (Haspels & van Keep, 1979). The rapidly growing interest in
menopause at the time was partly due to the increasing number of more affluent women
seeking medical assistance from doctors to treat their symptoms. Women had previously
sought help from midwife-nurses, who were well-versed in women’s bodies and often
prescribed herbal and home remedies to relieve female afflictions (Haspels & van Keep,
1979). However, due to increasing access to the examination of women’s bodies, because of
the establishment of hospitals where patients provided living models for doctors, medical
practitioners became more familiar with women's midlife experiences (Haspels & van Keep,
1979). In addition, by the beginning of the twentieth century, pharmaceutical companies were
producing oestrogenic products. Medical practitioners were being introduced to synthetic
hormones to manage the troublesome afflictions of the menopausal transition (Haspels & van
Keep, 1979).
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The way in which doctors were encouraged by the pharmaceutical industry to
prescribe synthetic hormones is described at length by Palmlund (2006) and Padamsee
(2011). Initially, in the 1920s, doctors prescribed injections of synthetic oestrogen for various
uncomfortable menopausal issues (Palmlund, 2006). These maladies ranged from
“nervousness and menstrual disturbances to rapid heartbeats, headaches and excessive
sweating” (Palmlund, 2006, p.542). Despite a lack of scientific evidence of oestrogen's
effectiveness for these conditions, doctors continued prescribing oestrogen for women. In
1938 oral preparations of oestrogen, in the form of pills of diethylstilbestrol (DES), became
available and were marketed as safe and cheap (Palmlund, 2006; Newhart, 2013). This was
the beginning of menopause being described as a “hormone deficiency disease” (Newhart,
2013, p.366), a medical view that remained unchanged for decades. At the time of the
introduction of hormones, medical researchers warned the pharmaceutical industry of the
cancer risk associated with the use of DES. However, the manufacture and global distribution
of DES continued, and by the 1950s, advertisements for oral oestrogen were common in
medical journals (Palmlund, 2006).

It has been claimed (Palmlund, 2006; Padamsee, 2011) that the American
pharmaceutical industry in particular capitalised on the medicalisation of menopause. Indeed,
the American pharmaceutical industry undertook a major marketing campaign to encourage
doctors to prescribe hormones and to apply pressure on women to use hormones to maintain
their youthful looks (Palmlund, 2006). A strong influence on the oestrogen pharmaceutical
market in the 1960s was Dr Robert Wilson, who wrote a book (Wilson, 1966) about the
“horror of this living decay” (Palmlund, 2006, p.543) of menopause. Indeed, advertisements
depicted Dr Wilson’s potion as a miracle cure that would help women and the men who
shared their lives (Padamsee, 2011). There was a 400% increase in oestrogen sales following
the release of Wilson’s book, resulting in millions of women taking hormone therapy
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(Palmlund, 2006). Menopause had been “symbolically transformed into a deficiency and a
need that should be met by physicians, who had both legitimacy and responsibility to
prescribe hormone drugs” (Palmlund, 2006, p.543).

Following the enormous success of pharmaceutical companies in joining forces with
medical doctors to build a thriving hormone therapy industry, some feminists began to object
to the way women’s bodies and bodily processes were medicalised and pathologised. Perhaps
the most well-known of these feminists were Germaine Greer (1991), Sandra Coney (1991)
and Emily Martin (1992). Some of their material may seem dated, yet their writing opened up
the debate among feminists about menopause. I expand on the feminist writings of Greer,
Coney, Martin and others in Chapter 3, but I mention Coney (1991) in particular here,
because Coney focused on the expansion of the medicalisation of menopause into the
psychiatric field. The medical discourse around menopause had grown from a physical one to
encompass psychiatric concerns, and menopause became known as a psychiatric disease
called involutional melancholia (Coney, 1991). During the middle decades of the twentieth
century, Coney (1991) described how many women were diagnosed with involutional
melancholia and were prescribed tranquillisers and anti-depressants. Involutional melancholia
was introduced into the Diagnostic and Statistical Manual (DSM) of Mental Disorders of the
American Psychiatric Association in the late 19th century and was also included in the second
edition, up to as late as 1968 (Coney, 1991; Gambaudo, 2017). It was finally removed from
the manual in 1980 just before the publication of the WHO definition of perimenopause
(Bromberger, et al., 2011). Depression continues to be associated with menopause
(Gambaudo, 2017), however, thereby maintaining the link between menopause and the need
for medical management.
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Medicalised views of menopause and perimenopause shifted once again in the mid1980s to focus on the long-term effects of midlife hormonal changes (Coney, 1991). Some
psychoanalysts in the 1980s stated that aging women were experiencing emotional crises
because they associated the loss of youthful looks and reproductive ability with menopause.
Coney described how aging therefore became linked with both the physical and
psychological representations of menopause, which in turn became connected to conditions
such as osteoporosis. Reduction in bone density can begin in the mid-thirties in both men and
women. Coney (1991) asserted, however, that the relationship between menopause and
osteoporosis, as well as other ageing processes, was established and accepted when the
American Federal Drug Administration (FDA) approved oestrogen to prevent bone loss in
women in 1986. This association between oestrogen and chronic disease prevention remains
common in current medical journals (see discussion further on in this section). It
demonstrates how the discourse around menopause and hormone therapy evolved into a
public health discussion, yet another type of medicalisation that has been exposed and
critiqued by feminists.

The public health discourse strengthened during the 1990s. Various doctors and
medical organisations suggested that there should be stronger links between the usage of
hormones and chronic preventable diseases, because of the benefits of hormones for women.
For example, in the USA, all menopausal women were advised by the American College of
Physicians to take oestrogen for cardiac disease, Alzheimer’s disease, and bowel cancer,
among others (Andrist & McPherson, 2001; Meyer, 2001). Whilst this public health message
originated in the USA, it has spread to the rest of the world. In Australia, the link between
oestrogen deficiency and cardiac disease or osteoporosis is ongoing (RANZCOG, 2016).
Despite the emphatic public health message from doctors and pharmaceutical companies,
some feminists contended there is little data to support the link between perimenopause or
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postmenopause and these diseases (Andrist & McPherson, 2001; Meyer, 2001). In a
systematic deconstruction of scientific ‘evidence’ of the link between oestrogen lack and
cardiovascular disease, osteoporosis and Alzheimer’s disease, Meyer (2001) demonstrated
how scientists and medical doctors have misinformed women of the findings of studies. This
misinformation has been used by pharmaceutical companies in some cases to justify the
development of their products.

The links between pharmaceutical products such as synthetic hormones, and extended
hormonal changes such as perimenopause, are not surprising when considering
pharmaceutical companies' far-reaching effects. Organon International, one of the
pharmaceutical companies that have played a significant role in distributing synthetic
oestrogen, has become one of the world’s largest multinational pharmaceutical corporations
(Padamsee, 2011, p.1344). In 1990, Organon introduced a glossy magazine called ORGYN,
designed to educate doctors on the latest developments in Organon pharmaceutical products.
The underlying message of the magazine was that the pharmaceutical industry and medical
doctors are “natural partners” and provide “good work” (Padamsee, 2011, p.1344) in the care
of women. The magazine was of high quality with a professional, appealing look. It featured
stories from various doctors in medical facilities worldwide who had used Organon’s
products to successfully address issues such as infertility, pregnancy, contraception and
menopause. Throughout the lifespan of ORGYN (1990 – 2006), menopause appeared as a
topic in over 90% of the issues (Padamsee, 2011). It is easy to see how doctors and medical
organisations, such as the American College of Physicians, have been heavily influenced to
use and promote such pharmaceutical products.

Whilst the American College of Physicians was swayed by pharmaceutical
organisations, the College guidelines regarding the use of oestrogen for some diseases, such
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as osteoporosis, did state that further clinical investigations might result in the College
adjusting the guidelines. The clinical investigations referred to were part of the most
extensive study of postmenopausal women’s health undertaken at that time. The Women’s
Health Initiative (WHI), launched in 1993, was a study based in the USA that consisted of a
randomised controlled trial with three interventions (Writing Group for the Women’s Health
Initiative Investigators, 2002). In the first intervention, women who had undergone a
hysterectomy took hormone tablets containing oestrogen only. In contrast, those women who
still had a uterus took oestrogen combined with progestin to assess the hormones' effect on
heart disease and breast cancer (The Women’s Health Initiative Study Group, 1998). The
Women’s Health Initiative researchers hypothesised that hormone therapy would protect
against heart disease but possibly increase the risk of breast cancer (The Women’s Health
Initiative Study Group, 1998). The other two interventions comprised the following:
assessing the effectiveness of a diet modification on the prevention of breast and colorectal
cancer, and assessment of the effectiveness of taking calcium and vitamin D supplements to
prevent hip fractures. An observational arm consisted of women who were unable or
unwilling to participate in the clinical trials (The Women’s Health Initiative Study Group,
1998). The study recruited 16,608 postmenopausal women whose ages ranged from fifty to
seventy-nine, with planned trial duration of fifteen years (Writing Group for the Women’s
Health Initiative Investigators, 2002). The researchers prematurely and suddenly ceased the
hormone therapy intervention arms of the study when the number of adverse outcomes
among the women was much higher than initially estimated, and the risks of the oestrogenprogestin therapy far outweighed the benefits (Writing Group for the Women’s Health
Initiative Investigators, 2002). Heart disease, strokes, pulmonary emboli and breast cancer
increased in incidence for those women taking the combined oestrogen/progestin hormone
preparation. The risks far exceeded the benefits for colon cancer and bone fractures (Writing
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Group for the Women’s Health Initiative Investigators, 2002). A sub-arm of the WHI study
showed that the combined drug also caused an increase in dementia in women over the age of
sixty-five (Shumaker et al., 2003). Agencies such as the USA Food and Drug Administration
(FDA) and the European Agency for the Evaluation of Medicinal Products (EMEA)
subsequently advised that women should only use hormones at the lowest dosage and shortest
time to achieve the desired treatment outcomes (Bren, 2003). The WHI study was one of
many trials that caused immense concern over the use of synthetic hormones.

Other trials of hormone therapy that were being conducted simultaneously were also
quickly halted, once they too showed an increase in risks for breast cancer and stroke
(Palmlund, 2006). A randomised controlled trial that had commenced in 1993 in the USA,
entitled Heart and Estrogen/progestin Replacement Study (HERS), was using combined
oestrogen and progestin tablets to assess the protective effect on postmenopausal women who
had existing heart disease (Hulley et al., 1998). The hypothesis was that heart disease would
improve, but the trial showed increased risks of myocardial infarctions and strokes (Hulley et
al., 1998). The Women’s International Study of long-Duration Oestrogen after Menopause
(WISDOM) trial was a global study to assess the hormones' effect on heart disease. This trial
was also halted prematurely because of reports of adverse outcomes from the WHI study
(White, 2002). Organisers of the Million Women Study, which commenced in 1996 in the
United Kingdom, also noted an increase in breast cancer in all hormone therapy intervention
arms (Beral et al., 2003).
There was an intense “media frenzy” (Schonberg et al., 2005, p.188) over the reports
from these trials, and the subsequent pharmaceutical and medical fallout was enormous. The
WHI results were published globally (Schonberg et al., 2005) and repeatedly. Prescriptions
for hormone therapy in the USA fell by 43% (Palmlund, 2006), as women stopped taking
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MHT and general practitioners became wary of prescribing the drugs, and pharmaceutical
companies reportedly lost considerable revenue (Palmlund, 2006). A telephone survey
conducted in the USA found that 93% of the women had heard of the WHI study, and 70% of
those women had stopped taking MHT (Schonberg et al., 2005). Twenty-six per cent of the
women had lost confidence in medical practitioners’ recommendations, and 34% were
reluctant to take any preventative drugs for cardiac disease (Schonberg et al., 2005). Similar
unease about MHT was evident among women in Australia as well (Herbert et al., 2020). The
pharmaceutical company Organon International moved its glossy, upmarket print format of
the magazine ORGYN to an online format, possibly due to the revenue loss from the extreme
drop in Organon MHT sales (Padamsee, 2011). At the same time, the magazine curtailed its
references to MHT by 62%; however, the magazine continued to display MHT in a positive
light, thus ensuring that Organon International still had a part to play in the medicalisation of
menopause despite the negative impact of the WHI results (Padamsee, 2011).

Experts in the field scrutinised the WHI results, and controversies raged back and
forth (Power et al., 2008). Some doctors blamed the study's design, saying that hormone
therapy is preferably for perimenopausal women, to relieve vasomotor changes, and not for
postmenopausal women (Power et al., 2008). Other doctors postulated that the WHI findings
were incorrect (Power et al., 2008). Discussion about the trial has continued to this day, with
an uneasy consensus regarding the use of MHT only reached in the last few years. A synopsis
of this Global Consensus Statement (de Villiers et al., 2013) is provided further on in this
section.
A consensus was desperately required to negate the ongoing influence of Dr Wilson’s
comments about “decay” (Palmlund, 2006, p.543) and “deficiency” (Padamsee, 2011,
p.1346) in midlife women, which have remained influential in the medical field. Analysis of
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eight medical textbooks from two New Zealand university medical schools found that they
continue to refer to menopause as “failure” (Niland & Lyons, 2011, p.1241) or as a
“precursor to disease” (Niland & Lyons, 2011, p.1241) including breast, bone and genital
diseases, and that menopause is an “unknown” phenomenon (Niland & Lyons, 2011, p.1242).
The researchers who conducted this analysis concluded that negative language and inferences
have continued to prevail in texts used for training medical professionals (Niland & Lyons,
2011). Such medical training can adversely affect the women who consult medical
practitioners; moreover, it constructs stereotypes. Agreement on terminology and
management of midlife hormonal changes could assist in alleviating the negativity of
Wilson’s claims.

Globally, agreement on the use of MHT has been reached to some degree. The
European Menopause and Andropause Society released a Global Consensus Statement on
Menopausal Hormone Therapy in 2013. This Statement was endorsed by several prominent
medical societies, such as The International Menopause Society and The North American
Menopause Society (de Villiers et al., 2013). Included in the Statement was a guideline for
using MHT for vasomotor symptoms, with a caveat that the benefits of MHT outweigh the
risks of MHT only if the woman is younger than sixty years or if she commenced MHT
within ten years of the last menstrual period (de Villiers et al., 2013). The caveat also stated
MHT might be useful for preventing osteoporosis-related fractures in at-risk women and may
assist in reducing the risk of coronary heart disease (de Villiers et al., 2013). MHT is also the
“preferred” (de Villiers, et al., 2013, p.203) form of treatment for vaginal dryness during
intercourse or dyspareunia (see Clarification of terms in Chapter 1). The guidance in the
Global Consensus Statement, which was updated and expanded in 2016, has been echoed in
statements from countries around the world.
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In Australia, the Royal Australian and New Zealand College of Obstetricians and
Gynaecologists (RANZCOG) recently revised their guideline for managing menopausal
symptoms. The current guideline suggests a holistic approach and indicates that ideally,
women should first be offered alternatives to medication, such as lifestyle changes
(RANZCOG, 2020). However, they also state MHT remains the most effective medication
for vasomotor symptoms that cause distress to women and a health professional should
review all women taking MHT after six months of treatment. This follow up is particularly
important because combined oestrogen/progestogen hormone therapy increases breast cancer
risk, and this risk may persist after a woman discontinues MHT (RANZCOG, 2020).
Additionally, the risk of venous thrombosis and embolism (see Clarification of terms)
doubles in all women using oral hormone therapy (RANZCOG, 2020). Various other
medications, such as some anti-emetics and anti-depressants, are also recommended for use
by RANZCOG (2020) as they reduce vasomotor symptoms, and cognitive behavioural
therapy has also been found to be effective for some women. However, research on over-thecounter or alternative medications, such as black cohosh and phytoestrogens, has not
demonstrated consistent positive effects (RANZCOG, 2020).

In November 2015, the UK-based National Institute for Health and Care Excellence
(NICE) issued guidelines for diagnosing and managing menopause. The aim was to improve
the consistency of healthcare professionals' support and information to women in menopause
(NICE, 2015). The information provided by NICE echoes information from other medical
organisations. The North American Menopause Society (NAMS) also released a guide for
managing perimenopause and menopause. Recommendations were similar to those in the
RANZCOG guidelines and the Global Consensus Statement, with additional advice to use the
lowest MHT doses for the shortest duration necessary (NAMS, 2017).
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Whilst these Global Statements from influential organisations are definite regarding
the use of MHT, the definition of perimenopause remains blurred. Despite the introduction of
the clear definition by the WHO in 1980, some medical organisations and medical
practitioners have continued to use conflicting definitions for many years. Some definitions
have included multiple physical and emotional changes, whereas others have referred to
menstrual changes only. Many of these definitions are assimilated into women’s everyday
conversations and have become ‘common’ knowledge. Lack of consensus about the meaning
of perimenopause has also resulted in wide variations in its management. In an attempt to
facilitate consistency among healthcare professionals regarding the definition, diagnosis and
management of the late reproductive stages of women’s lives, the Stages of Reproductive
Aging Workshop (STRAW) was convened in 2001 and again in 2011 (Harlow et al., 2012).
These Workshops, held in North America, aimed to propose “nomenclature and a staging
system for ovarian aging [by] including menstrual and qualitative hormonal criteria to define
each stage” (Harlow et al., 2012, p.843).

One outcome of the Workshops was the proposition that female reproductive life has
seven stages. I list here the two stages that relate directly to perimenopause, which is also
referred to by the STRAW as the “menopausal transition phase” (Harlow et al., 2012, p.844).
Stage -2 is the “early” (Harlow et al., 2012, p.844) menopausal transition, when the length of
the menstrual cycle starts to vary and levels of the hormone Follicle Stimulating Hormone
(FSH) increase. Stage -1 is the “late” (Harlow et al., 2012, p.844) menopausal transition. It
coincides with women starting to notice skipped menstrual cycles or an interval of more than
sixty days between periods, and FSH levels remain elevated. The Royal Australian and New
Zealand College of Obstetricians and Gynaecologists (RANZCOG) has based its current
definition of perimenopause on the one provided by the STRAW, as has the Australasian
Menopause Society (AMS).
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In Australia, support and healthcare for perimenopausal women is largely maintained
within the field of medicine. Medical students, allied health professionals and doctors can
access training on the midlife transition through various means, including an online program
(International Menopause Society Professional Activity for Refresher Training – IMPART)
developed by the International Menopause Society that is available globally (Davis, 2018).
Clinics for the care of midlife women are overseen by medical professionals, rather than
nursing or midwifery professionals. Medical organisations such as the RANZCOG and the
AMS are the main disseminators of informative material around perimenopause and
postmenopause. An organisation such as Jean Hailes for Women’s Health (Jean Hailes) has
diversity in its governance, and has a nationwide reach; however, all information supplied to
women about midlife hormonal issues is assessed by medical doctors prior to release to the
public (Jean Hailes, 2021). The United Kingdom (UK) is leading the way in recognising the
value of including additional health professionals in the care of women. The Royal College of
Nurses (RCN) and the British Menopause Society (BMS) have drawn up guidelines for
nurses and midwives who work with midlife women (Royal College of Nursing, 2020). This
follows a recommendation from the National Institute for Health and Care Excellence (NICE)
that there is a need to have nurse menopause specialists (NICE, 2019), a role that is being
developed by the RCN in conjunction with the BMS. In addition, the UK has guidelines for
appropriate support and management of perimenopausal women in the workplace, for nurses
and midwives (Royal College of Nursing, 2020) in their work areas, and across all
workplaces (Hardy et al., 2019; Cross Government Menopause Network, 2019; Faculty of
Occupational Medicine, 2016). If such initiatives were to be implemented in Australia, the
conversation around perimenopause could be normalised and the discussion could be
broadened to include health and allied health professionals other than medical doctors.

38

This section has briefly demonstrated how menopause and perimenopause have been
described as conditions requiring medical management. This trend has continued for decades
and has been affected by vigorous pharmaceutical marketing and medical control. Despite the
reduction in emphasis on hormonal treatment for perimenopause, this life event is still
overwhelmingly viewed as a health issue requiring some kind of intervention. Latterly, that
intervention has focussed on the prevention of bone and cardiac deterioration. The
perimenopausal woman today has thus been exposed to many changes regarding menopause
and perimenopause. She is living in a time of “widespread contemporary conundrum”
(Thompson, 2010, p.14), in which she needs to negotiate the “discourses of risk, personal
responsibility, healthcare plurality, and a proliferation of information and choice”
(Thompson, 2010, p.14).

Cochrane Reviews

Cochrane Reviews are systematic reviews, a collation and summary of randomised
controlled trials, and are considered the gold standard of medical or scientific research.
Examples of Cochrane Reviews on the topic of perimenopause are the following: the study of
the long-term use of hormone therapy in perimenopause (Marjoribanks et al., 2012); hormone
therapy for sexual dysfunction (Martins et al., 2014); whether relaxation exercises can assist
with various perimenopausal symptoms (Saensak et al., 2014); and evaluation of the clinical
effectiveness of black cohosh for symptoms of hormonal change (Leach & Moore, 2012).
Whilst these Cochrane Reviews are valuable due to the vast amount of literature included
within them, the narrow focus of the Reviews does not fit my topic of women’s general
experiences of the midlife transition.
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Knowledge Gained From Other Sources

As part of my research on perimenopause, I was keen to build on the knowledge
gained in my review of the literature and ensure I had accessed the most up to date
information on a) how doctors view perimenopause and perimenopausal women and b) what
they offer women as management of hormonal issues. During my search of the literature (see
Chapter 4), it became clear that relationships between perimenopausal women and medical
doctors are not always positive. In some studies, women have stated that doctors do not
always listen to their needs; moreover, the women perceive their ‘choices’ to be limited
because of a narrowly focused, medicalised approach. Therefore, to add to my knowledge
from the literature, I attended the 18th Congress of the Australasian Menopause Society.
18th Congress of the Australasian Menopause Society

The Australasian Menopause Society convenes a yearly scientific conference (known
as Congress), where international and national speakers attend and present research papers.
The conference is designed to update and upskill medical personnel about the midlife
hormonal transition and management. My main reason for attending this conference was to
hear what doctors and allied health professionals are being taught about perimenopause and
try to glean what they tell women about it.
The theme of the conference was “The heart of the matter”, with the sub-heading:
“Heart disease is the leading cause of death in women, with gender differences observed in
cardiovascular disease presentation, investigation and outcomes” (Australasian Menopause
Society, 2014). However, conference presentations did not focus solely on cardiovascular
issues in midlife women. There were presentations on testosterone therapy for low libido,
breast cancer in midlife women, bone health, the body’s microbiome, obesity, vulval disease,
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and Primary Ovarian Insufficiency (see Clarification of terms in Chapter 1). There were
many presentations on MHT and its use in managing unwelcome or debilitating symptoms in
perimenopausal and postmenopausal women. I was aware of some of the information
provided, as I had already partially reviewed current literature; however, presentations on
specific topics that I had not researched, such as cardiovascular disease in postmenopausal
women, skin conditions in midlife women, and management of menopause after breast cancer
added to my knowledge. There were no presentations on women’s general experiences of
perimenopause, which is the focus of my study, although there was one presentation on the
general symptoms of midlife hormonal transition. An example of the new information I
absorbed that was useful for my study was about symptoms of perimenopause. Whilst most
women will have symptoms of perimenopause, most of these symptoms will be mild to
moderate. In addition, these symptoms will last for more than 5 years, although vasomotor
symptoms (hot flushes and night sweats) usually continue for up to 8 years. The conference
took place after the second Stages of Reproductive Aging Workshop in 2011, and there was
strong emphasis at the AMS conference regarding usage of MHT, in that MHT should be
used with caution in postmenopausal women.

Given that most attendees were doctors, and the companies sponsoring the conference
were either pharmaceutical or medical-related companies, it is not surprising that a great deal
of the conference content was medical and scientific. Most of the speakers were doctors in
gynaecology, endocrinology, oncology, dermatology, cardiology, microbiology, sexual health
or general women’s health. However, there were alternative presentations as well. Other
speakers included a lawyer (the legal opinion on bio-identical hormone use by midlife
women), a physiotherapist (continence and women’s health), a health sociologist (the use of
complementary and alternative medicines and therapies), a psychologist (cosmetic surgery of
the vulva) and a health psychologist (the meanings of menopause in medical texts).
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I found most of the presentations interesting and useful. The medical and scientific
information improved my knowledge of the menopausal transition. I was able to absorb the
messages being given to doctors (who are likely to provide these messages to the women who
seek their help). The most interesting presentation for me was the one given by Dr Antonia
Lyons, a health psychologist from Massey University in Wellington. I had used Dr Lyons’
2003 journal article (Lyons & Griffin, 2003) to frame my Honours thesis, and so I was keen
to hear her presentation. In the conference talk, Dr Lyons discussed a research study on the
analysis of common, current Australian and New Zealand medical textbooks for
representations of menopause (Niland & Lyons, 2011). Dr Lyons stated that the texts still
represent women (and their vulvas, vaginas, bladders, uteruses) as failing, worn-out,
shrivelled, and useless. I talked with Dr Lyons after the session and we discussed how little
has changed since her previous paper in 2003 and how little qualitative material has been
written from the woman's point of view.

The most surprising element I discovered at the conference was that some medical
students have previously not received any teaching on menopause during their university
training. This point was first brought up by a doctor who was the facilitator of the session in
which Dr Lyons presented her paper, in her commentary after Dr Lyons’ talk, and confirmed
by another doctor in the following presentation. I asked four other doctors sitting at my table
if they had received medical school teaching on menopause, and they denied receiving any
such training. Any training in menopause is included in post-registration upskilling or
women’s health courses. This lack was a shock to me, but when I reflected on the nursing and
midwifery degrees that I was aware of, I realised there is little discussion of midlife women
or hormonal changes in those degrees either.
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I was delighted to hear a GP’s presentation, in which she spoke about the
perimenopausal women she had cared for in her regional town in Victoria. The GP found
many women did not know what to expect regarding perimenopause. She devised an
education tool for perimenopausal women, which was delivered at a specially developed
educational evening. The GP planned and catered for 30 to 50 women to attend, but over 200
women attended! She was overwhelmed by the numbers who attended and by the positive
feedback.

Conclusion

Within this chapter I have briefly discussed the way in which perimenopause has evolved as a
concept, and I have highlighted the varying influences on that process. This information
provides a view of the current socio-cultural context in which my research has taken place. I
have included a reflection on my attendance at the 18th Congress of the Australasian
Menopause Society, where I obtained additional contemporary information on menopause,
perimenopause and the way in which women and doctors view this hormonal change.
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Chapter Three: A Review of the Literature

The purpose of this chapter is to situate the study within a narrative overview of the
available literature regarding perimenopause and women’s experiences of this life event. A
narrative review is used because it provides a valuable approach when the discussion includes
studies originating from a wide range of sources, as is the case in my review. According to
the SALSA (Search, AppraisaL, Synthesis and Analysis) framework (Grant & Booth, 2009),
in which the most common literature review types are detailed, a narrative review of the
literature may not provide a complete list of literature about a particular topic. The literature
search may not be comprehensive (Grant & Booth, 2009). Frequently, there is no systematic
process in the less formal narrative review of the literature, and the search process may not be
provided (Jahan et al., 2016); however, the search process I used and the organisation of the
literature is described below. A narrative review is typically descriptive (Jahan et al., 2016;
Schneider et al., 2013), and there is sometimes a focus on subsamples of studies, chosen
because of current availability or because of the nature of the research topic (Jahan et al.,
2016). The traditional narrative review provides information from different disciplines and
methodologies (Efron & Ravid, 2018; Schneider et al., 2013; Richardson-Tench et al., 2018).
Efron and Ravid argue that the resulting summary thus provides a “cohesive and fuller”
(2018, p.21) understanding of how the topic under discussion is perceived within the
available literature. In order to provide this “fuller” picture, I have included literature on the
topic of perimenopause, as well as material that provides examples of the contribution of
different methodologies, methods and theories to research perimenopause.

A narrative review is particularly relevant as an approach to describing current
knowledge around perimenopause. Firstly, the literature related to perimenopause has, for
decades, often been subsumed under the title of ‘menopause’. Secondly, much of the
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literature is located within health disciplines such as medicine and nursing, but midlife
hormonal changes have also been researched within many other disciplines. Thirdly, a range
of methodologies, methods, and data analysis has been used. Finally, research on either
perimenopause or menopause, whilst prolific in the early twenty-first century, appears to
have waned after that, with a paucity of related research in recent decades. Consequently, this
review examines scholarly writing with a wide variation in age.

The Literature Review in Phenomenological Research

Whether to access literature on the study topic in the initial or later stages of a
hermeneutic phenomenological study remains undecided (Fry, Scammell & Barker, 2017).
Some phenomenological researchers are adamant that knowing what others have previously
written on a topic will sway or “contaminate” (Fry, Scammell & Barker, 2017, p.50) the
researcher’s view. van Manen (2017) states that one should try to focus on and understand the
meaning of the phenomenon under study before reading other researchers’ insights. However,
it is also crucial to build on or “test” (van Manen, 2017, p.76) one’s ideas by reading the
writing of those who are well-versed on the subject, as this reading may demonstrate areas of
improvement in one’s understanding of the topic. It is also important to be aware of previous
research to avoid replicating that research and wasting time and effort (Morse, 2012). I
sought relevant literature throughout my research study, so as to avoid repeating previous
works, and to stay up to date with contemporaneous literature.
Vagle advocates a “partial” (2014, p.72) review of the literature, so as to “open up”
the researcher to exploring the phenomenon. Such an approach makes a narrative review
ideally situated, contributing to an understanding of the phenomenon, whilst also ensuring the
research will not be a waste of time (Vagle, 2014). My review provides examples of what has
been written by women, as well as what has been written by people who do not experience
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perimenopause, such as male medical doctors. This was done in an attempt to provide a
balance of views on perimenopause. Because this is a narrative review, there is no systematic
summarising of papers; instead, I have provided a broad framework for understanding the
variation in the literature and have identified gaps in current knowledge.
Whilst van Manen (2017) suggests that one should consider the phenomenon “on
one’s own first” (van Manen, 2017, p.76), without any other influences, this was impossible
to do in my case. I could not begin this research study without having prior knowledge of
perimenopause, as I am a woman who has experienced this midlife transition. I have also
completed an Honours research study on representations of perimenopause in medical and
popular literature, so I have an extensive repository of knowledge on this topic. I am also a
nurse and midwife, with clinical knowledge of women’s health and women’s bodies. I began
this doctoral study with the express intention of building on my prior knowledge; I wanted to
know if women’s experiences were the same as, or different to, those I had found in medical
or popular literature. Therefore, I cannot claim to have considered the topic of women’s
experiences of perimenopause without prior access to available literature or experiential
knowledge.

My prior understanding of perimenopause could be considered a limitation in the
application of van Manen’s (2017) recommendation. How could I listen to perimenopausal
women, analyse the data supplied by them, and translate that data without somehow
imprinting my own experiences on that data? This potential for bias is an important area for
concern and I address this issue more specifically in Chapter 5. However, I also insert a brief
comment here, as readers may be concerned that my past experiences have shaped my
collection of the available literature. Firstly, I have provided a summary of my own
experience of perimenopause (in Chapter 5) to show how I differ from many of the women I
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interviewed. In this summary, I describe how my personal experience of perimenopause
influenced my Honours research. Secondly, the knowledge gained from my Honours research
has enabled me to view the literature with a more critical eye; it also helped me to seek
information from a far broader field than the medical one, which is the dominant discourse
around women’s reproductive lives, and which general society usually accepts. Thirdly,
phenomenological research based upon Heidegger’s description of phenomenology requires
the researcher to engage in a prior understanding of the study topic. Finally, a feminist
researcher must be active within a research study and not merely be a passive observer as is
usually the case in quantitative research, and my previous knowledge of perimenopause
allows me to achieve this.

A review of the literature

In searching the literature, I was mindful of my research question, which is: How do
women describe their experiences of perimenopause? I therefore searched available literature
for women’s experiences of the phenomenon of perimenopause; however, I also needed to
have some background to the current context on menopausal or perimenopausal research, and
so broadened my search to include that literature. I accessed the literature before data
collection and throughout my study. A research study is not a linear process of forming a
view of a topic through reading about it, conducting one’s research, then writing a thesis.
Instead, one usually reads and engages with the literature throughout a research study, and
this has certainly been true for me. I had some prior knowledge of my research topic, but
increased that knowledge before, during and after data collection, as well as during data
analysis and writing my discussion. It was an iterative process; one piece of literature led to
another and each article enabled me to consider my topic in different ways to previous
considerations.
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Databases used to undertake the literature search included Academic OneFile and
Academic Search Premier, Australasian Digital Thesis Program, Ausstats (Australian Bureau
of Statistics), Biomed Central Open Access Journals, CINAHL Plus, Dissertations and
Theses Global, Ebrary, Ebscohost, healthinfoNet, Informit, Joanna Briggs Institute, JStor,
PubMed, SocINDEX, Google Scholar, and Taylor & Francis Online. Keywords I used
included perimenopause, menopause, midlife, change of life, climacteric, feminist theory,
qualitative, experiences, menopausal transition, menopausal changes, embodiment, and
hormone replacement therapy, including contractions of those words or phrases. I also handsearched individual journals such as Social Science and Medicine, Qualitative Research,
Body and Society, Sociology of Health & Illness, Climacteric, Women’s Studies International
Forum, Maturitas, and Women’s Health Issues. References within journal articles that
appeared to promise further information were sought, and those papers were either used or
discarded. I limited my search to literature that provided access to the full text either online or
through Article Reach or Document Delivery, was scholarly and peer-reviewed, and written
in English.

A literature review on perimenopause is not easy to accomplish. My study focuses on
the perimenopausal years of a women’s life. However, in the literature there is little recent
writing on perimenopause only, yet there is much writing about the more widely-used term of
menopause. Some of the authors used perimenopause in the title of their articles, but reverted
to using the term menopause in the text. In some studies, there was a mix of perimenopausal
and postmenopausal participants. This adds to the confusion regarding the extent or limits of
perimenopause, and makes it difficult for a researcher to focus on perimenopause only. For
the purposes of my study, I have included literature that either uses the word perimenopause
in the article, or indicates that some of the research participants were perimenopausal by
mentioning hormonal status or age.

48

This literature review is organised as follows: first, I provide literature about women’s
general experiences of perimenopause. I then discuss some of the topic-specific research,
such as midlife women’s experiences in the workplace, and their relationships with health
practitioners. Following that, I briefly discuss examples of other literature, such as Cochrane
reviews and international literature, to demonstrate the depth and breadth of available
literature, even although not all of this literature is used in my study. I also discuss differing
methodologies and methods used in some research, as well as differing discipline-related
research, to show the variety of methodologies, methods and disciplines. I list the
phenomenological studies of perimenopause that I located, as well as some feminist research
studies on this phenomenon. It must be noted that there is no study other than mine that uses
van Manen’s (2017) existentials for studying the experience of perimenopausal women. I
conclude by showing how my research study aims to fill a gap in scholarly research and
literature.
Women’s experiences of perimenopause
As my qualitative study is a general exploration of women’s experiences of
perimenopause, I searched for similar previous studies. The exploration of the
perimenopausal experience may be thought to have a good fit in qualitative research, where
rich data is normally obtained; however there is a paucity of qualitative studies that aim to
harness the overall perimenopausal experience. The few qualitative and quantitative studies
that had the objective of gaining insight into the experiences of midlife women are described
below.

The focus of the qualitative section of a mixed-methods study was an exploration of
the “normal range of experience of the menopause” (Guthrie et al., 2004, p.375). Guthrie et
al. interviewed 438 women between the ages of 45 and 55. These women were also
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physically assessed and they completed a quality of life survey, as part of the second-stage
section of The Melbourne Women’s Midlife Health Project, a nine-year study that
commenced in 1991. They described many distressing symptoms of the midlife transition,
some of which affected their quality of life. Most women reported four or five symptoms that
bothered them greatly. The well-being of the participants was reduced in the first two years,
but after that time, women began to feel more positive. Overall, the women rated their health
as good, which was taken to mean that the menopausal transition did not directly affect their
overall quality of life. Some physical measurements were impacted by perimenopause, and
Guthrie et al. advised counselling by health practitioners to improve the health of midlife
women.

Alfred et al. (2006) conducted focus groups with 31 Australian women aged 40 to 64,
so as to explore their menopausal experiences, and their management and support
requirements. Using a grounded theory methodology, the researchers found the women
preferred as little intervention in their menopausal journeys as possible and that lifestyle
strategies were preferred over MHT. The women also stated that lifestyle strategies should be
promoted more by health practitioners and employers. Barriers to their menopausal journey
were lack of time to discuss the hormonal changes, the narrow biomedical context in which
menopause is placed, lack of current health information, lack of female doctors (especially
when highly intimate conversations are needed), and the continued insistence that MHT is
gold standard treatment with definite outcomes, a claim disputed by the women. Alfred et al.
provided suggestions for GPs who care for menopausal women, based on the comments from
the participants.

Women's ability to move beyond the narrower biomedical description of
perimenopausal changes is the focus of a study by Dillaway and Burton (2011). Mindful of
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how feminists have previously criticised the medicalisation of hormonal changes, Dillaway
and Burton avoided direct questions about medical knowledge of menopause, by instead
asking the women to describe their menopausal journeys and to state whether they had any
concerns about menopause. Forty-six percent of the women in the study identified as being
perimenopausal. Dillaway and Burton found that the women had difficulty aligning their
experiences with those provided by medical doctors, particularly the knowledge of the end of
menopause. Women were keen to know how long they would endure the hormonal changes,
but they could not find any medical assistance with this conundrum. Dillaway and Burton
emphasised that attempting to produce such a definition would deny the wide range of
hormonal changes experienced by women and would be counter-intuitive to feminist
theorising. They suggested that these varied experiences should be the norm in educating
women about the midlife transition so that women are aware of the lack of definition.

Dare (2011) is the only other researcher I have located who has talked with women
living in Perth, Western Australia, about their perimenopausal experiences. Dare asked 40
women between the ages of 45 and 55 to simply describe their experiences of midlife
hormonal transitions. Dare's methodology was ethnography, which Dare defined as being
concerned with “the meaning of actions and events to the people we seek to understand”
(Dare, 2011, p.2). Dare described herself as a participant/observer in the research process, as
she was also experiencing midlife hormonal transition. Dare found the women acknowledged
and dealt with the physical aspects of hormonal changes relatively easily, but other aspects of
midlife were more daunting. The death of one’s parents, or a divorce or deteriorating
relationship, and the process of ageing, had more significant financial and emotional impacts
on the women in Dare’s study. Dare suggested that more attention be given to this aspect of
perimenopausal women’s lives, and that supportive policies be put into place across the
community.
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In a qualitative study, and with the aim of exploring women’s experience of
menopause, Lim and Mackay (2012) interviewed 14 Chinese Singaporean women aged 40 to
60. The women spoke of the symptoms they experienced and how they managed these
symptoms. Abnormal bleeding, hot flushes, and emotional problems were identified by the
women as the most common symptoms. Despite these symptoms, the women viewed their
midlife transition as a natural part of life and unproblematic. The women used a mix of
Chinese and Western interventions to manage their midlife transition. They also sought
support from family and friends, which they found very useful. Lim and MacKay noted that
the women reported only two symptoms significant to their menopausal journey; however,
this is a common feature of Asian women’s stories, according to Lim and MacKay. The
researchers also noted how each woman provided a highly individualised story of her
experience. The researchers, both of whom are nurses, stated that nurses could be useful in
assisting women to transition through menopause, but that nurses need high quality
knowledge of this life event, in order to provide good care.

Noonil, Hendricks and Aekwarangkoon (2012) recruited 18 Thai women, aged 40 to
55, and asked them to describe their changing bodies as they transitioned through midlife.
Noonil et al. emphasised the importance of asking their participants to talk about their midlife
physiological changes as they were experiencing them (in the same way that my study
participants have done). The participants in this study were living the experiences they
described, at the time of the study. Descriptions of the “immediate now” (van Manen, 2014,
p.34) of the lived experience are an essential aspect of phenomenological research. In
addition, enabling the woman to use her own words in describing her current experience
results in “a richer understanding of the experience” (Noonil et al., 2012, p. 313). Participants
spoke of how their support needs were met more by other women than by medical
practitioners, who were out of step with the requirements of the women. Inconsistent and
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inadequate information from Western medical practitioners resulted in the women turning to
more traditional ways of dealing with their symptoms. As in many other studies, the
participants in this study described many aspects of their midlife journey, one of which was
their changing relationship with their bodies and their spouses. The researchers, all of whom
are nurses, concluded that health professionals need to adjust how they view women’s midlife
experiences, so as to offer appropriate and supportive care to women experiencing hormonal
changes.

Topic-specific research

Much of the literature I located focused on specific aspects of perimenopause (or
menopause). Researchers introduced specific aspects of perimenopause to women and asked
them to talk about those topics. I found many research studies useful because the focus of
their research related to spatiality, corporeality, relationality or temporality, even although the
researchers did not explicitly use those terms. There are hundreds of research studies of this
nature, and so it is beyond the scope of this literature review to describe them all. Most of the
topic-specific research studies are quantitative, and many of these are medical or scientific.
Health professionals, many of whom are medical doctors, have conducted much of this
research. However, quantitative research is not the purview of medicine, just as qualitative
research is not the purview of disciplines such as nursing, midwifery and allied health. Health
professionals such as nurses and psychologists have completed quantitative research, and
medical professionals are increasingly undertaking qualitative research; one such example is
the article (described below) by Herbert et al. (2020). Although quantitative research can
have a narrower focus than qualitative research, I found some quantitative studies provided a
great deal of information, which I have been able to use in support of my own study. I have
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divided the topic-specific literature into sections that represent the variety of perimenopause
or menopause topics chosen by researchers.

Knowledge of Perimenopause. Taiwanese nurses surveyed perimenopausal women
in northern Taiwan, using the Perimenopausal Knowledge Questionnaire, to ascertain their
knowledge about midlife hormonal changes and to identify how healthcare providers can
assist in providing information (Tsao et al., 2004). The Perimenopausal Knowledge
Questionnaire comprises four main sections: perceptions about perimenopause, self-care,
changes within the body and use of MHT. There were 353 participants, aged 40 to 55. The
researchers found that many of the women lacked knowledge on how to manage
perimenopausal symptoms; moreover, some of the knowledge they had was inaccurate. Not
all of this knowledge was received from health professionals, however, as the women
reported relying on the media for information too, where the message of perimenopause was
often pathologised. The women felt obliged to seek help from medical practitioners, and had
little knowledge about self-management of symptoms. Alarmingly, the research authors noted
how even medical doctors were providing incorrect information to women, by telling women
that ovaries needed to be removed if a hysterectomy was necessary. Tsao et al. concluded that
health practitioners require improved training regarding perimenopause and its management,
and that management protocols need to be consistent. The researchers stated that information
provided to women needs to be free of medical jargon. Moreover, since women may not
necessarily view medical doctors as sources of information, women should be able to access
perimenopausal information in places other than medical practices.

Educational Needs. Trudeau et al. (2011) conducted a needs assessment study and
implemented an online self-management program for American menopausal women. Trudeau
et al. identified the educational needs of the women by engaging 24 women aged 40 to 55 in
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focus groups. The researchers also conducted phone interviews with health professionals
from medicine and allied health in which they asked about the professional experience of the
practitioners, their health advice for menopausal women, and the difficulties they faced in
caring for menopausal women. Trudeau et al. identified various women’s menopausal needs
from the focus groups; these included the need for more information, especially about
symptoms and treatment options and side-effects, the need to understand how menopause
affects women in different ways, and the potential impact of menopause on relationships.
Importantly, the women said that they wanted to hear “real” (Trudeau et al., 2011, p.148)
stories about personal experiences of menopause. Health professionals stated that lack of time
was a major barrier in treating menopausal women. The health professionals also stated that
MHT was still the most common treatment administered, but that health promotion strategies
were being included in health conversations. The health professionals asserted that women
were either misinformed about menopause, or the information they were given was
insufficient. Trudeau et al. did not specify where the misinformation had originated. The
researchers compiled all information and created an educational pilot study, which was
administered to 35 menopausal women and nine health professionals. The women reported
great improvement in their knowledge of menopause following the study; friends had been
identified as the main source of information for the women prior to the education program,
with family, health care providers and the internet following closely behind. Most of the
health professionals approved the study, saying that they would probably recommend it to
clients. Trudeau et al. felt that their educational program could be used in parts or as a whole
for health educators developing curricula on the menopausal transition, either for women or
for other health professionals.

Symptom Experience and Management. In a qualitative study Im et al. (2008) used
an online forum to encourage American women to talk about their menopausal symptoms.
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The forum remained open for six months, and 23 White women took the opportunity to
discuss their symptoms, with some women saying they wouldn’t otherwise have had the
chance to talk about their menopausal transition. The women spoke of how their symptoms
affected their daily lives. They also expressed dissatisfaction with some doctors, who had
ignored their symptoms. Overall, however, the women appeared positive regarding their
midlife transition. All but one of the study researchers were nurses, and they suggested that
nurses have an important role to play in the midlife transition of women, and that nurses
should ensure that women are heard and that they have choices regarding management of
symptoms.

The frequency and management of midlife hormonal symptoms were the focus of a
quantitative study by Duffy et al. (2012). Over 4400 women in northeast Scotland aged 45 to
55 responded to a questionnaire. The researchers found hot flushes, night sweats and vaginal
dryness were the most common symptoms experienced by the women, although less than half
of the women described the symptoms as “quite bothersome or extremely bothersome”
(Duffy et al., 2012, p.561). Management of bothersome symptoms was achieved by finding
ways of cooling their bodies, or by using CAM methods such as herbal remedies or relaxation
strategies. The majority of women found support through their family and friends, but more
than one third of the participants felt they could have received more support from their doctor
or nurse in the local GP surgery. Duffy et al. concluded that further research should be
extended beyond common foci, and should explore issues such as support networks,
availability of information regarding symptom management, and environmental conditions
that adversely affect menopausal women.

The common symptoms of perimenopause and the extent of distress caused by those
symptoms was the focus of a study by McVeigh (2005). Two hundred Australian women
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aged 45 to 55 completed a survey and reported that the most frequent symptoms were
forgetfulness, lack of energy, irritability and weight gain. The weight gain caused the most
distress for 86% of the women, with other distressing symptoms being poor concentration,
menorrhagia, incontinence of urine and low mood, to the point where some felt that life was
not worth living. McVeigh reported that those taking MHT were more distressed than those
not on MHT. She suggested closer monitoring of perimenopausal women and further
exploration of the connection between symptoms and quality of life.

Healthcare and Health Professionals. The tension between health professionals’
authority and women was highlighted in a study by Hyde et al. (2010). In this qualitative
study based in the United Kingdom (UK), 39 women aged between 42 and 63 were
interviewed and asked about their experiences and understanding of menopause. Whilst Hyde
et al. did not provide a breakdown of the hormonal status of each woman, they did state some
of the women had “currently defined themselves as [menopausal]” (Hyde et al., 2010, p.808).
As part of the study's background, Hyde et al. discussed the feminist theorising around
society’s commonly accepted biomedical authority, especially concerning menopause. Whilst
feminists have roundly criticised this authority, Hyde et al. commented on how difficult it
may be for some women to accept the “natural and unproblematic” (2010, p.807) viewpoint
of menopause that is proposed by some feminists. These women may feel silenced and may
not seek the assistance that they require. Hyde et al. found some women in their study used a
combination of biomedical and ‘natural’ views in their constructions of their menopausal
journeys. In the discussion of their study findings, Hyde et al. concluded that the women’s
perceptions of menopausal status and bodily changes were affected by their medical
practitioners’ interpretations. These interpretations occurred despite how the women
described their own experiences, which usually focused on their bodies or everyday lives.
The researchers also noted some women had sought medical confirmation of their hormonal
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status despite rejecting other forms of medical authority such as the need for hormone therapy
or medical tests. This tension between the culturally accepted biomedical authority and the
women’s interpretations of their own experiences enabled them to redefine or “rescript”
(Hyde et al., 2010, p.813) narrower versions of midlife hormonal changes. Hyde et al.
acknowledged the contribution of feminist debate to the understanding of the female body in
their study on the impact of biomedicine on women’s menopausal status.

In contrast to the study by Hyde et al. (2010), Huston et al. (2009) found whilst
women did source information about the midlife hormonal transition from several sources,
their medical practitioners were considered to be the most important and the most
knowledgeable. However, this was particularly the case for women already using MHT or
past users of MHT; those women who were not taking MHT considered television programs
on hormone therapy more useful. These women displayed distrust of the medical model and
perceived a lack of open-mindedness in medical practitioners. In their quantitative study of
765 women aged 45 to 61 years, Huston et al. emphasised the slow progress that healthcare
providers are making in building trusting and helpful relationships. The researchers cited a
study (Clinkingbeard et al., 1999) from ten years earlier, which had noted women’s
frustration because their questions on menopause were not being adequately addressed by
doctors. Indeed, Clinkingbeard et al. (1999) suggested, over twenty years ago, that doctors
develop strategies for improving health encounters between women and medical
practitioners; this suggestion was attended to in Huston’s et al. (2009) study, where practical
ways to improve the communication between doctors and women were put forward. One
example was to take the educational talk into a community setting.

The way in which Australian midlife women negotiated the dominant medical
discourse around menopause was the focus of a qualitative study by Perz and Ussher (2008).
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The researchers interviewed 21 women and found most women had positive experiences,
despite expressing some sadness at the passing of time and the realisation of aging. The
women recognised the changes taking place in their bodies, and stated they could no longer
take their bodies for granted. Despite the discussion on corporeality, the women noted
general life events also impacted their experiences of menopause, and that social context was
important to consider. Perz and Ussher found the women exhibited agency in not succumbing
to medical pressure to use MHT, mostly because they were concerned about the perceived
lack of benefit of the medication, or they were worried about side-effects or long-term risks.
The researchers concluded their participants were generally satisfied with how they
journeyed through the midlife transition, and they were able to resist any unnecessary
medical management.

Factors that play a role in health decisions of midlife women were explored in a
qualitative study based in the United Kingdom (Green et al., 2002). The researchers were
particularly interested to find out how women viewed the risks of taking or not taking MHT.
Interviews were completed with 32 health professionals and 53 women. The researchers
found different approaches to MHT. The women viewed MHT as a short-term measure to
provide a reprieve from troubling menopausal symptoms; they also worried about side-effects
such as weight gain. Doctors were more concerned about prevention of long-term health
issues, and so promoted long-term usage of MHT. Green et al. noted the complexity of
decision-making for the participants, saying that women did not consider only medical or
scientific information, but that many factors affected decisions regarding midlife health.
Women therefore exhibited agency in their health-related decisions.

A qualitative study about the knowledge and understanding of women regarding
menopause in general, and the “consequences” (Herbert et al., 2020, p.622) of menopause on
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the women’s health, was undertaken in Australia. The researchers, two of whom are medical
doctors, approached this study from the perspective that many Australian women are not
using MHT, despite having severe menopausal symptoms. Herbert et al. reviewed the safety
and efficacy of MHT at the start of the journal article on this study, reminding readers MHT
can be effective in the treatment of menopausal symptoms, and MHT is quite safe to take, as
long as the recommended guidelines are followed. Thirty-two pre-, peri- and postmenopausal women were interviewed; however, only three of these women were
perimenopausal. The women exhibited good knowledge of the short-term effects of
menopause, and they sought healthcare based on those symptoms. However, the knowledge
of long-term effects of menopause such as osteoporosis was limited, according to the
researchers. They expressed concern at this, as well as at the negative attitude of the women
towards MHT, despite its “safety and effectiveness” (Herbert et al., 2020, p.628). The women
did express the need for more information on menopause, and the researchers concluded that
this need should be addressed.

The way in which GPs construct menopause, and the implications of those
constructions for menopausal women, was explored in a qualitative study by Murtagh and
Hepworth (2003). As GPs are community-based medical practitioners, who are often the first
line of medical management for most health issues, the researchers felt that these primary
health carers were important to engage in discussions around menopause. In this UK-based
study nine GPs and four women, aged in their mid-thirties to early fifties, were interviewed.
Discourse analysis was used to analyse the data. This postmodern approach was used because
of the inherent power relations in medical encounters (Murtagh & Hepworth, 2003). Murtagh
and Hepworth asserted the doctors constructed menopause as a health promotion discourse,
and so limited the choices for women. The researchers stated that the echoing of language
used by health promotion messages and the women’s health movement suggested the women
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were empowered in their choices, but in fact, this altered medical discourse only resulted in
positing menopause as a condition requiring self-surveillance. The individual responsibility
of the woman was therefore emphasised in this discourse, according to Murtagh and
Hepworth. They stated, however, that women still have some degree of autonomy and
resistance to this medical model, and suggested this empowerment can be further broadened.

The attitudes of women to hormone replacement therapy in the years following the
abrupt cessation of the intervention arms of the Women’s Health Initiative (WHI) study was
the focus of a quantitative investigation by Sveinsdottir and Olafsson (2006). The researchers
surveyed 561 Icelandic women and found that those women were satisfied with the health
information about menopause received from their medical doctors. They also found that
women had positive attitudes towards MHT, especially when MHT was discussed with their
doctors, demonstrating that the negative results from the Women’s Health Initiative did not
seem to trouble them. According to the researchers, the women rated medical information
more highly than information from family and friends. Sveinsdottir and Olafsson suggested
that nurses play a more active role in advising women about perimenopause and MHT,
because nurses communicate with and respond to women in less gender-structured ways, and
could therefore deliver health care that is more empowering of women.
In a mixed-methods study, the impact of the Women’s Health Initiative on
menopausal women was investigated (Tao et al., 2011). The researchers conducted a metaanalysis and systematic review of 11 qualitative and 27 quantitative studies completed since
the cessation of the WHI intervention arms. They aimed to investigate women’s attitudes and
knowledge towards MHT, and found there were positive and negative views of MHT. Whilst
women received information from many sources, such as healthcare providers, media and
family or friends, media sources were viewed as highly as medical sources. As noted by
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Herbert et al (2020), Tao et al. (2011) noted women tended to view MHT as a short-term
measure for relief of symptoms, rather than for prevention of long-term risks. Tao et al. found
some obstetricians and gynaecologists were not inclined to change any part of their MHT
prescribing practice following the results of the WHI, and Tao et al. suggested the need for a
widely-disseminated standard protocol for prescription of MHT by doctors. In addition,
physicians should engage in or initiate discussions that are balanced and reliable (Tao et al.,
2011).

Complementary and Alternative Medication or Therapies (CAM). Using
interviews and focus groups, Thompson et al. (2017) explored the motivations of 21 women
for their use of compounded bioidentical hormone therapy (CBHT). These American women
spoke of the factors that pushed them away from considering conventional MHT, such as
their fears about safety of the synthetic hormones, as well as their distaste for animal-based
medication. The women also voiced a distrust of medical doctors, who they felt were
dismissive in attitude, and who appeared to view hormonal medication with an uncritical eye.
Some participants, however, were also critical of herbal and soy supplements. Reasons for
use of CBHT included its effectiveness and safety, and the women felt it was a good fit for
their bodies, thus enabling them to live their daily lives without too much disruption. They
also perceived the CBHT health professionals to be trustworthy and attentive to their
individual needs. The women stated they felt included in their management plans.

Motives for use of CAM by menopausal women were investigated by Gollschewski et
al. (2008), using focus groups and interviews in a study of 15 Australian women. They found
the women used CAM for short-term goals, such as to gain relief from their symptoms, and
for their long-term health. The women felt their decision regarding CAM use afforded them
greater autonomy over their health care. Despite having little scientific information on the
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efficacy of CAM, the women felt they had made the correct decision regarding its usage,
seeing as their symptoms were relieved. A major factor in the seeking of alternative
treatment, according to the authors of the study, was the poor relationship with medical
practitioners. Women wanted to be heard and validated by their doctors, but they felt this was
not the case. In addition, once they started using CAM, many women did not inform their
doctors of this, stating that their doctors would not respect their decisions to use CAM. The
researchers concluded more information regarding safe usage of CAM during menopause is
required. The researchers also found communication between GPs and women needs
improvement, so that open, balanced discussions with positive outcomes can take place.
Women’s decision-making regarding use of complementary and alternative medicines
during menopause was explored by Wathen (2006) in her multi-method study. Wathen
interviewed 20 women and surveyed a further 285 women in this Canadian study. All women
were current or former MHT users. Wathen found the main reason for women using CAM
was desperation; their severe and chronic symptoms forced them to seek additional or
alternative options to MHT. In addition, the women expressed dissatisfaction with poor
results from conventional medical therapy. They were also concerned about the risks of
MHT. The women felt safe using the CAM; indeed, they felt it was safer than MHT, despite
no scientific evidence of this. Conversely, women who wanted to prevent risk factors such as
osteoporosis tended to use MHT. For those women who took MHT, medical information was
the most influential factor; however, when considering stopping MHT, women said the
medical information was confusing, and they made the decision to cease MHT without
relying on any other sources. The women in Wathen’s study said information about CAM
was lacking in quality or sufficiency. Wathen suggested further studies with more specific
aims might result in a full understanding of CAM use in menopausal women.
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In a study about the treatment of abnormal bleeding during perimenopause, 15
randomised controlled trials (RCTs) were reviewed by Shang et al. (2018). The effectiveness
of Chinese herbal medicines (CHM) in the treatment of abnormal perimenopausal bleeding
was the focus of this study. Using both qualitative and quantitative methods to review the
RCTs, the researchers found there were many advantages of using CHM, but there was little
improvement in rate of haemostasis (blood clotting). Advantages included improvement in
flow, regularity and length of periods, as well as an improvement in iron levels. Women also
found improvement in other menopausal symptoms using CHM which led the researchers to
suggest CHM may be effective in the case of abnormal uterine bleeding during
perimenopause, especially as CHM has fewer side-effects than conventional Western
medicine. Despite these positive results, the researchers stated that due to methodological
weakness in some trials, their results should be viewed as inconclusive.

Workplace. In researching menopausal experiences in the workplace as part of a
large mixed methods research project, Jack, Riach and Bariola (2019) interviewed 48
Australian female university employees, not all of whom were academics. Whilst they use the
term ‘menopause’ in the journal article, the ages of the women and the description of their
experiences imply that some of the participants may have been perimenopausal. The
researchers aimed to understand the health and well-being of midlife women in the
workplace, and to discover the organisational support for menopausal working women. Jack
et al. used Grosz’s more recent interpretations of time (2004; 2005) to provide a feminist
theoretical framework. Jack et al. explained Grosz’s theory as how it is to become as a
corporeal being, and how different aspects of our world, such as political, cultural, and
technological events, affect our becoming. In their study Jack et al. focused on the temporal
organisation of the workplace, and outlined how time locates the women’s experiences and
assists in the construction of that experience. Some women perceived their menopausal status
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gave them a distinct advantage over younger women, as they no longer had to “play that role”
(Jack et al., 2019, p.132) of being youthful and sexually attractive. Other women found their
menopausal status limiting because of the ageist attitudes and the constraints of time within
their organisation. In addition, women felt they had to hide evidence of their hormonal status
from their employers and colleagues, as the effects of that hormonal status may be viewed as
problematic. Indeed, women went to great lengths to achieve this hiddenness. Conditions
within the workplace sometimes made it difficult for women to feel comfortable at work, and
Jack et al. concluded organisations should make changes to the work environment, so that
midlife women are able to work without distress or anxiety. The researchers mentioned the
advancements that positively affect midlife women in workplace relations and environment
in the UK.

In a quantitative study 1092 women aged 40 and above, who were employed in three
Australian hospitals, were surveyed by Hickey et al. (2017). Work performance or job
satisfaction was not significantly affected by reproductive status, according to the women in
this study. Indeed, they felt their work performance was excellent. Some also perceived their
organisations and line managers to be supportive of any hormonal issues they endured.
Conversely, some participants stated they did not feel they could talk with their managers
about their hormonal problems, as this discussion might adversely affect the women’s
employment. However, the women did talk about other aspects of their menopausal
experience. Difficulty with sleep, hot flushes and vaginal dryness were common problems,
and despite the organisational support, more was needed. Access to flexible working hours,
environmental props, such as cooling fans and temperature control, and information for
colleagues and managers were mentioned by the participants. Hickey et al. concluded that
organisations could make many positive changes within the workplace so as to improve the
working lives of midlife women.
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The impact of work on the lives of midlife women was the focus of a study by Hardy
et al. (2018). In this UK quantitative study, which was part of a larger study entitled Women's
Midlife Health, 216 pre-, peri- and post-menopausal women, aged 45 to 60, were surveyed
online. Hardy et al. sought information about the menopausal status of the women, and how
their menopausal experiences, specifically the symptoms of hot flushes and night sweats,
affected their work performance. The researchers also wanted to know how menopause
affected women’s absenteeism and possible intent to resign from work. The women asserted
their menopausal status did not affect any work outcomes, in that their work performance was
not reduced. However, their menopausal symptoms caused them to consider resigning from
their jobs, such was the severity of the effect of hot flushes; almost half of the participants
admitted to this. In addition, many took more days off sick than other staff members. The
researchers noted the important finding of lack of impact on work performance of vasomotor
menopausal symptoms; however they also noted additional support for working women
would greatly benefit the women and the organisation. Whilst women may have rated
themselves as being continuously proficient in their jobs, despite their hot flushes and night
sweats, the researchers noted many women had to work harder to ensure that their
performance did not suffer. Hardy et al. suggested organisational changes were needed to
prevent distress at work for menopausal women, and to prevent women leaving their jobs.

The range of experiences of menopausal women in relation to their working lives was
researched by Griffiths et al. (2010) in a mixed methods study in the UK. The researchers
also wanted to know which improvements could be made for working women. Griffiths et al.
reviewed literature, interviewed 61 women aged 45 to 55, and surveyed 912 women in
managerial and administrative positions in ten different organisations. The researchers found
the women were unprepared for the onset of menopause, and they felt ill equipped to deal
with menopause at work. Symptoms caused them to lose confidence in their abilities, and
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some symptoms challenged their ideals of polished professionals. Hot flushes were the most
distressing of symptoms. The women also spoke poorly of their working environments,
saying that lack of access to temperature control and ventilation exacerbated their discomfort.
In addition, “high visibility work” (Griffiths et al., 2010, p.52) such as leading meetings or
doing formal presentations greatly affected women. In short, and in contrast to some other
literature cited above, around half of the women stated that their work performance was
affected by their hormonal status. About one third of the women said their work performance
would have been affected if they hadn’t put in time and effort to prevent poor performance.
About one fifth of the women suspected their managers considered their work performance to
be poorer than normal when their symptoms became excessive. The researchers reported
most of the women were not taking MHT, but those that did take it did so to reduce adverse
effects of menopausal symptoms at work. The majority of women felt that their work
organisations lacked supportive managers and colleagues, and that there was little awareness
of menopause, because it was still seen as a taboo conversation. Griffiths et al. suggested that
menopause is an occupational health issue, and they concluded that widespread change in
organisations is needed to ensure a supportive working environment.

Menopause was found to be a taboo topic in the workplace in a quantitative study by
Beck, Brewis and Davies (2020) who assessed the attitudes to and knowledge about
menopause of 5399 UK women, most of whom were perimenopausal. The women reported
being uncertain about their hormonal status, demonstrating a lack of reproductive knowledge.
The symptoms that affected work performance were tiredness, hot flushes, insomnia, poor
focus and concentration, and generalised anxiety. Support structures were few, especially at
work, and women admitted to keeping their hormonal status hidden from managers and
colleagues. This lack of disclosure emphasised the taboo characteristic of the menopausal
transition. Beck et al. echoed the suggestion of Griffith et al. (2010) in saying that menopause
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is everybody’s business, and that support from all avenues of society is required.
Occupational health programs, policy changes, human resources guidance and support from
trade union representatives are a few ways in which attitudes towards menopause could be
improved, according to Beck et al. (2020).

In a UK study, women admitted to being challenged by their physical symptoms, but
also by organisational norms that disempowered them, and by the discourse around aging
women (Butler, 2020). Butler conducted interviews and focus groups with 23 administration
workers in local government services. The women found it difficult to talk with their line
managers about their bodily challenges, as they were afraid to be seen to be “complaining”
(Butler, 2020, p.707). Yet the women displayed agency in refusing to get caught up in those
challenges, and instead challenged various societal and organisational norms that they
considered “ridiculous” (Butler, 2020, p.703). For example, the purchase of grey-coloured
office chairs was a decision made by someone “who wasn’t a woman on the change or any
woman, to be honest” (Butler, 2020, p.703). The lack of common sense regarding light
coloured office furniture that might show up blood leakages, or high-necked uniforms that
increased the body temperature of the women, were highlighted by the women in Butler’s
study. Here Butler concurs with Jack et al. (2019) in demonstrating how organisations should
remember that working women have bodies, and cannot be separated from the functioning of
those bodies. However, Butler also noted how the women used the menopausal symptoms
affecting their bodies to their advantage at times; drawing attention to their sweaty and red
bodies by fanning themselves or dabbing their soaked chests caused some colleagues to be
sympathetic and other colleagues to leave them alone.

Relationships of Menopausal Women with Their Mothers. Some research studies
begin with a particular intent, then find the focus has shifted because of the information from
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the women. This was the case for Dillaway (2007) in her American study. Dillaway
interviewed 61 women aged 38 to 60, with a view to increasing sociological knowledge about
the interaction between family and menopausal women. Participants in the study
spontaneously mentioned their mothers’ experiences of menopause in the interviews, and
proceeded to discuss this topic extensively by comparing themselves and their experiences to
that of their mothers. Many of the participants had thought they would have similar
experiences to their mothers’, but that did not always happen, and this suggests the
importance of social and cultural elements in a woman’s midlife transition, according to
Dillaway. Some participants did not know much about their mothers’ experiences of
menopause, and they expressed sorrow at this lack of knowledge. Dillaway stressed the
importance of further qualitative research on this topic, so as to gain more information on
how menopausal women define their midlife experiences.

In contrast to Dillaway, Utz (2011) set out to compare the menopausal experiences of
mothers and daughters. Utz interviewed women who were around the age of 50 at time of
interview, and also interviewed the mothers of the women; the mothers were aged from 68 to
80 at time of interview. These two generations of American women demonstrated the
influence of different social and cultural attitudes towards menopause. The increasing
influence of pharmaceutical companies which marketed MHT, and the growth in internet and
social media, affected the younger women more than it did their mothers. Whilst the mothers
had relied on their doctors for information, the younger women had more options for gaining
information. The mothers had watched advertisements on TV about menopause, but those
messages had changed by the time their daughters were experiencing menopause. Whilst Utz
was conducting her study, the intervention arms of the Women’s Health Initiative Study were
stopped (see section above: A brief history of perimenopause). Utz was therefore able to
assess the impact of this sudden cessation of research on the women. Many of the
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participants, both the women and their mothers, stopped taking their MHT, expressing fear of
cancer and distrust of medicine. Utz emphasised the effect of institutions such as media and
the pharmaceutical industry in the midlife transition, as well as the effect of medicalisation on
menopause in general.

Attitudes towards and experiences of menarche, menstruation and menopause across
three generations of women was the focus of a study by Field-Springer et al. (2018). Many of
the participants viewed menopause as a time of freedom from menstrual cycles, because
societal attitudes towards menstruation had imposed a requirement to constrain the seepage of
blood from their bodies. Differences in attitudes towards discussion of reproductive issues
were noted in this study; grandmothers were hesitant to mention the words period or
menstruation, yet mothers and daughters exhibited less restraint. The authors of the study
highlighted this positive and progressive step in health literacy. The multi-generational
contributions to the narrative around menopause were noted as improving the general
understanding regarding this midlife transition.

Relationships of Menopausal Women with Their Spouses. Perceptions of male
spouses of menopause and their attitudes towards their wives’ experiences of menopause was
explored in a Brazilian study (Cacapava Rodolpho et al., 2016). The researchers also sought
to identify the men’s perceptions of their wives’ social and health needs. They found the men
lacked knowledge about menopause and so found it difficult to determine the needs of their
wives. Because of this limited knowledge, the men felt the best course of action was often to
stay away from their wives: “I stay far from my wife when her mood is bad, to avoid
conflicts” (Cacapava Rodolpho et al., 2016, p.325). Some men found it difficult to remain
tolerant of their wives’ mood changes, admitting to becoming “aggressive” at times
(Cacapava Rodolpho et al., 2016, p.325). However, the men were able to name some of the
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symptoms that were experienced by their wives, and they did make an effort to provide
support where possible. The men felt increased access to information about the menopausal
transition would assist them in tending to their wives’ needs. Without this information, the
men felt barriers between themselves and their wives would continue. The men recognised
the need to make some changes in their own lives, so as to prevent the decline of the
marriage; such an example was the need to reconsider their approach to sexual relations
whilst the woman was experiencing hormonal challenges.

Male partners of perimenopausal women were interviewed by Mansfield et al. (2003).
The focus of this research was the men’s perception of their support of the women, the men’s
knowledge about perimenopause, and the personal stresses of the men. Most of the men
believed that they were supportive of their wives, or they at least expressed the desire to
support. Many of the men stated they lacked good knowledge about perimenopause, and the
researchers concluded this lack may have been a barrier to positive support. One quarter of
the men admitted to knowing “nothing or nearly nothing” (Mansfield et al., 2003, p.103)
about the menopausal transition. Half of the men who claimed knowledge about
perimenopause stated the information had come from their wives. Twenty-five per cent of the
participants said that they believed their wives’ hormonal changes had adversely affected
their lives, with men reporting confusion, frustration and anxiety. The researchers concluded
that menopausal education should be targeted at men, and suggested various ways in which to
achieve this education.

The effect of menopause on the families of the women in midlife hormonal transition
was studied by Dillaway (2008). Sixty-one American women were interviewed. Women
reported feeling that their menopausal experience was monitored by their husbands, with
almost half of the sample perceiving this monitoring to be negative. According to some
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women, the husbands became frustrated at the lack of control the women had over the
menopausal symptoms, and some husbands viewed the symptoms as adversely affecting the
marital relationship. On some occasions, the women simply gave in to the requests from the
husbands to get help with problematic menopausal symptoms. Dillaway found that some
symptoms were highlighted over others by the male partners and other family members. The
effects of hot flushes in particular were joked about, and Dillaway suggested such negative
connotations of menopausal symptoms effectively demonstrated the irrational or uncontrolled
stereotype of women. For one woman in the study, withdrawal and silence about her
menopausal symptoms was necessary because of the disbelief of her husband. Dillaway
claimed that this was a form of agency for the woman, because she made the conscious
decision not to endure her husband’s criticism of menopause. Other women recognised their
lack of agency in their menopausal journey, by stating they could have changed attitudes and
perceptions within their families, but that they chose not to. Some women stated their
husbands appeared to resist the usual gender stereotype, and were sensitive and attentive to
their partner’s needs, and they encouraged positivity.

Male partners of midlife women were asked their views of menopause in a qualitative
study by Liao et al. (2015). The impetus for this study was the anecdotal evidence from
psychological counselling by Liao; the women counselled by Liao often stated that they
didn’t know how much knowledge or interest their partners had in their menopausal
transition challenges. Eight men were interviewed. The men spoke about the transformative
process of menopause; whilst stereotypical attitudes such as loss of femininity and youth
were mentioned, the men also talked of a possible positive future after menopause. The men
confessed to being affected by their partners’ menopausal journey, especially regarding loss
of sexual relations, but they also felt helpless to assist their partners. One reason for this
helplessness was a lack of knowledge (and to a lesser degree, a lack of interest) about the
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menopausal transition. The men suggested that information tailored specifically for men
would be of benefit.

Research on perimenopause has been conducted in many countries and using many
methodologies. In the following section, I provide more examples of such literature so as to
provide a view of the diversity of research. Not all of the following studies have been used to
support my study; where I have used the research, I describe it in more detail.

International Literature

Many of the research studies I found originate in the USA or the UK. I have provided
some examples in the paragraphs above (for example, Field-Springer et al., 2018 and Beck et
al., 2020). However, research has also been conducted in Thailand (Noonil et al., 2012),
Taiwan (Tsao et al., 2004), Poland (Bien et al., 2015) and Ethiopia (Yismah et al., 2017). In
the study by Bien et al. (2015), 148 Polish women aged 44 to 60 were surveyed about their
perceived quality of life during the menopausal transition. The researchers, all of whom were
obstetricians and/or gynaecologists, aimed to assess the effect of menopausal symptoms on
the women’s experience of temporal aspects of their daily lives, relationships, physical
activity, medical requirements and physical attractiveness. Correlations between poor quality
of life and education, residence and employment were found; that is, socio-cultural conditions
directly affected the women’s stress levels during menopause. In addition, the severity of
some symptoms affected quality of life. The researchers recommended education on ways of
coping with menopausal symptoms, so as to improve the quality of life of menopausal
women.

The prevalence of symptoms and the health needs of Ethiopian menopausal women
were surveyed in a quantitative study of 226 perimenopausal and postmenopausal women
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(Yismah et al., 2017). The women were aged 30 to 49; this is an interesting point, as it
suggests Ethiopian women experience perimenopause and menopause at a much earlier age
than most Western women. The participants identified many physical symptoms, but also
talked of psychological symptoms. The most common physical symptom was hot flushes,
with over two thirds of women complaining about that symptom. However, postmenopausal
women experienced more symptoms than the perimenopausal women. The women reported
differing levels of severity of symptoms, but most women described physical symptoms as
mild. This was the first study of perimenopausal and postmenopausal women in Ethiopia, and
the researchers suggested this untapped area of research held many possibilities for research
expansion in Ethiopia and other developing countries.

Research Disciplines in Literature About Perimenopause

Nurses have made significant contributions to both quantitative and qualitative
literature on menopause and perimenopause. In addition to the research listed above (Noonil
et al., 2012; Tsao et al., 2004; Lim & MacKay, 2012), I list a few more qualitative examples
here. Swords (2017) wrote an overview of how to assess and educate midlife women about
hormone therapy Another example is an educational piece on how nurses can ensure midlife
women receive appropriate counselling and support regarding sexual challenges (Tremayne
& Norton, 2017). Devlin (2019) wrote a commentary about the large numbers of older
women in the UK nursing workforce who may experience distressing signs of hormonal
change in the workplace, such as heavy bleeding or hot flushes. Menopause training for
nurses in the United Kingdom is widely available, according to Devlin, unlike in Australia,
yet few nurses have taken the opportunity to improve their knowledge, and this has resulted
in an ongoing lack of support in the workplace for perimenopausal nurses (Devlin, 2019).
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The discipline of the researchers publishing in the area of menopause and
perimenopause is varied. Besides nursing researchers, I located qualitative studies written by
researchers from anthropology (Morrison et al., 2014), sociology (Dillaway, 2007), computer
technology and healthcare informatics (Lazar et al., 2019) and psychology (Perich et al.,
2017). This variety in qualitative research from diverse disciplines results in a wide-ranging
picture of perimenopause.

Quantitative Methods

In the examples already provided above, I have demonstrated a range of methods in
quantitative research. For example, Beck et al. (2020) used a survey to canvass working
women about their experiences and knowledge of hormonal changes and the general
workplace attitude to menopause. Shang et al. (2018) used a systematic review to evaluate
Chinese herbal medicines' efficacy for perimenopausal abnormal uterine bleeding. Other
examples of quantitative methods are the following: an online survey to investigate whether
unwelcome changes that often occur in the menopausal transition, such as hot flushes and
night sweats, impact women’s daily working lives (Hardy et al., 2018); and a scoping review
of the literature to determine the impact of reproductive transitions such as perimenopause on
women's health (Hoyt & Falconi, 2015).

Qualitative Research Methodologies

The methodologies in qualitative studies include ethnography (Dare, 2011; Thompson
et al., 2017; Hyde et al., 2010), grounded theory (de Salis et al., 2018; McCloskey, 2012;
Dillaway & Burton, 2011; Hyde et al., 2011), content analysis (Pimenta et al., 2020 – in a
mixed method study), interpretative phenomenological analysis (Gavranich, 2011), and
narrative analysis (Nosek et al., 2012a; Lilgendahl & McAdams, 2011; Nosek et al., 2012b).
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Other researchers did not identify a particular qualitative methodology, or they described a
less familiar one. Morrison et al. (2014) spoke with Hawaiian women about their midlife
experiences, and the researchers used a type of anthropological inquiry that they termed “talk
story” (p.4). Utz’s methodology was described as the “cohort concept” (2011, p.153). Dare
and Green (2011) merely stated they used qualitative in-depth semi-structured interviews.
The properties of Transitions Theory assisted in the methodological processes in the study by
Marnocha et al. (2011).

Mixed-method or Qualitative Research in Scientific or Medical Journals

Whilst much of the perimenopause-related research in the scientific or medical
journals is quantitative, some of the topic-specific studies are also mixed-method or
qualitative. I have provided examples of literature on menopause or perimenopause that is
mixed methods above (one example is Tao et al., 2011). These studies are published in
scientific or medical journals, despite having a qualitative component. Whilst this statement
may seem an odd one to make, it must be noted that until relatively recently, some scientific
and medical journals have not welcomed qualitative research. The British Medical Journal is
an example of a journal that has prioritised quantitative material. In 2016 the journal’s editors
returned a qualitative paper to the author as rejected, with a comment to say that qualitative
work resulted in “limited downloads” (Clark & Thompson, 2016, p.1) from the journal. This
caused great concern among global researchers, and an open letter to the journal from many
internationally recognised researchers called on the journal’s editors to recognise the value of
qualitative research because of the depth of experiential knowledge it obtains (Clark &
Thompson, 2016; Greenhalgh et al., 2016). After some time the journal relented. This success
story is an important one, as it demonstrates that health professionals can see the value in
recognising the entire context of the person who is presenting to their practice. It is also an
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important issue for other health researchers or health professionals who, like me, are seeking
information about a particular topic; restricting access to qualitative material may limit
understanding of that topic.

Phenomenology as Research Methodology

Phenomenology is the methodology used in my research, and so I was keen to read
phenomenological work by other researchers. I located only four studies that used
phenomenology as the research methodology, although each of those studies focused on a
specific aspect of women’s experience, rather than on perimenopause in general. Two studies
focused on health during perimenopause. In one of these studies, researchers studied textual
material and dialogue with women to determine their subjective experience of uncertainty
during first-time older mothers' perimenopause (Morgan et al., 2012). Interviews were held
with 13 perimenopausal women experiencing motherhood for the first time during midlife,
and the interviews were analysed using thematic analysis. The women commented they had
experienced emotional issues and uncertainty. The researchers found stronger links with
previously researched concepts, such as uncertainty during the hormonal transition among
women in general. They were also able to create new knowledge about the health of women
in this age group. In the second of the two studies on health, Knutson (2012) interviewed six
perimenopausal women. These women had taken part in a marathon for the first time after
they started to experience perimenopause. Knutson did not intend to interpret her findings;
she merely described how exercise added to the participants' perimenopausal experiences.
These phenomenological studies increase knowledge of the meanings that midlife women
give to certain aspects of hormonal change.

In another phenomenological study, Alwatban (2013) interviewed 12 women who had
chosen to take bio-identical hormone therapy (BHT) instead of the synthetic hormones often
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prescribed by medical practitioners. Ten of the women were postmenopausal, and two were
perimenopausal. The physicians who prescribed the BHT were also interviewed. The
intention of this study, according to Alwatban, was to capture “the essence of the women’s
BHT journeys” (2013, p.24). The concept of describing essences is associated with the
German phase of phenomenology and often implies the true or ordinary meaning of a
phenomenon (Speziale & Carpenter, 2011).

My search for phenomenological studies revealed just one other researcher who has
used van Manen for studying midlife women’s experiences. van Manen’s six-step process for
analysis was used by Mackey (2007) to guide her interpretive phenomenological research on
the midlife transition. Mackay defined interpretive phenomenology as understanding “what it
means to be” (2007, p.41). Due to the relevance of van Manen to my study, I describe
Mackey’s thirteen-year-old study here. Mackey interviewed 18 post-menopausal women who
had self-identified as having been well at menopause. Mackey used the term ‘perimenopause’
in the study's title, but the word ‘menopause’ within the text. However, the women's
descriptions served to clarify that although they were post-menopausal at the time of the
study, they were retrospectively discussing their perimenopausal experiences. Mackey did not
intend to describe the women's ‘lived experiences’ because they could not provide
information about the “immediate now” (van Manen, 2014, p.34) of perimenopause.
Mackey’s study intended to uncover a “particular state of being [well]” (2007, p.41). It
identified three themes: “the continuity of menstrual experience, the embodiment of
menopausal symptoms and the containment of menopause and menopausal symptoms”
(Mackey, 2007, p.42).
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Use of a Feminist Framework

Many researchers have used either feminist theory or methodology in their research.
However, whilst some studies appear to have followed feminist methods, such as
acknowledging the “broader social fabric” (Dare, 2011, p.129) of women’s lives, or exploring
the complexity in “the interaction between knowledge, meaning, interpretation and power in
the constitution of belief systems” (Jurgenson et al., 2014, p.49), or the collaboration between
the interviewee and the researcher in the production of knowledge (Jarvie et al., 2015), some
authors do not explicitly detail the role of feminist theory or research methods. I could locate
only four research studies within the last ten years that clearly indicated a feminist
framework; I have already mentioned two of these (Jack et al., 2019 ; Hyde et al., 2011), and
I describe the other two studies in detail in the following paragraphs. All four studies are
topic-specific in that the researchers focus on a particular aspect of midlife hormonal
changes. As with much of the other literature I have described, the authors have used the
terms menopause and perimenopause interchangeably.
A “feminist perspective” (Im et al., 2010, p.2) was used to explore attitudes towards
physical activity of 23 midlife Hispanic women in the USA. The researchers were interested
in finding out whether the cultural norms of health and beauty applied to the Hispanic women
as they journeyed through hormonal changes. The researchers also wished to determine
whether the restrictive characteristic of ethnicity in the case of Hispanic women exacerbated
the general “lack of participation in physical activity” (Im et al., 2010, p.565). Forty-four per
cent of the participants were perimenopausal. Three themes were listed by the researchers:
family priorities meant that the women had no time for exercise; Hispanics were “naturally”
(Im et al., 2010, p.573) healthier than other ethnic groups (according to the participants), and
their daily activities provided sufficient exercise to stay healthy. If a chronic disease such as
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diabetes or cardiac disease arose, the women might have reconsidered the importance of daily
exercise. On the whole, however, they said exercise was a “waste of time” (Im et al., 2010,
p.572). The researchers made several recommendations for creating exercise programs, all
directed at improving Hispanic women's health, which health professionals could implement.

The second study used a postmodern feminist framework to investigate distress
during menopause (Nosek et al., 2010). The importance of considering additional
“discourse[s]” (Nosek et al., 2010, p.E25) in women’s lives when undertaking a study of
women’s experiences was emphasised. According to the researchers, discourses included the
social and cultural knowledge of women, as well as expectations and assumptions that
affected daily living. The researchers defined discourse as “forms of knowledge or powerful
sets of assumptions, expectations, and explanations governing mainstream social and cultural
practices” (Nosek et al., 2010, p.E25). Women aged between 40 and 60 and who had selfidentified as experiencing distress during the midlife hormonal changes were interviewed and
asked to describe their menopausal experience in general. Fifteen women participated in the
study, and approximately half of those women were perimenopausal. The researchers
concluded the women's opportunity to tell their stories as they wanted to resulted in an
augmented view of “a potentially marginalised group of women” (Nosek et al., 2010, p.E33).
The researchers also commented on the need for health practitioners to reflect upon their
assumptions about menopausal women and ensure they do not ignore those women who may
not open up discussions about emotional difficulties during the menopausal transition.
Use of van Manen’s Existentials
No studies on the perimenopausal experience of women have utilised van Manen’s
(2014; 2017) fundamental lifeworld existentials as a reflective guide for data analysis;
however van Manen’s existentials have been used for research studies in other disciplines and
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on other topics. Examples are the following: a phenomenological exploration of the use of
student-driven inquiry (which is a form of inquiry-based learning) by students in middle
school (Buchanan, 2018); the lived experience of women graduate students participating in
fieldwork (McAuliffe, 2020); the meaning of waiting for weight-loss to occur (Glenn, 2012);
the experiences of parents whose child is in a neo-natal intensive care unit (van Manen, M.A.,
2014); the lived experience of basketball in university scholar-athlete women (Sotudeh,
2012).

Whilst the existentials are not made explicit in research on either menopause or
perimenopause, corporeality, temporality, spatiality and relationality are included in some
research. For example; relationality is studied in the research about the connections between
midlife women and their mothers, spouses or health practitioners (Dillaway, 2007; Cacapava
Rodolpho et al., 2016; Herbert et al., 2020). Corporeality is studied in almost every research
project, as women discuss how their changing bodies affect their daily living. Spatiality and
temporality are the focus of research about the workplace, and how menopausal women
adjust to organisational space and time when they are experiencing unruly and untimely
menopausal symptoms; an example of this research is Hardy et al. (2018). Temporality is also
discussed in many studies, as women talk about their concerns about the uncertainty of the
length of menopause (Dillaway & Burton, 2011) or the temporal restraints of the workplace
(Jack et al., 2019).

Summary of Literature

In undertaking this literature review, I sought to obtain research that enhanced my
knowledge of women’s experiences of perimenopause, as this is the focus of my research. I
also wished to gain some insight into the extent of previous research, so I could place my
own study in context, and create a background picture of research around the midlife
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transition. As previously stated, this was not as simple a task as I had anticipated. There are
very few articles on women’s overall general experiences of perimenopause, especially in
recent years, and especially regarding the experience of perimenopausal women as they are
living through that experience. There is also a lack of recent literature about perimenopause
from a feminist viewpoint. Much of the literature is science-dominant, quantitative and
focuses on a specific aspect of perimenopause. Whilst quantitative research is very useful,
mostly within the health and scientific community, it reduces the possibility of hearing the
voice and also the depth of experience of the individual woman. I have used the information
in some of these studies to provide examples, in my discussion of findings, of how
perimenopausal women are described and viewed by the scientific and health fields.

Some quantitative and qualitative studies have both perimenopausal and
postmenopausal women as participants, making it difficult to ascertain the experiences of
perimenopausal women. There is also a lack of recent literature, especially specific to
perimenopause. Most research studies were conducted in the early part of the 21st century.
After an apparent pause in research about the midlife transition, some qualitative and
quantitative studies have been conducted in the last few years, particularly on aspects of the
midlife transition such as women’s experiences of this life event in the workplace. However,
as they are topic-specific, these studies do not enable a broad view of the experience. There is
no research on the midlife transition that utilises van Manen’s (2017) four lifeworld
existentials, although most research studies do include extensive discussion of the midlife
body, and many note the impact of space, time and relationships on midlife women.

I have also demonstrated there is a lack of literature that explores perimenopause
using a phenomenological methodology. There is, therefore, a paucity of literature regarding
the phenomenon of perimenopause as it appears (Parahoo, 2014) to perimenopausal women.
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In composing my research, I was keen to obtain the participants’ “immediate now” (van
Manen, 2014, p.34). Thus, I recruited women who self-identified as actually experiencing
perimenopause at the time of the interviews. I wanted the women to describe their
experiences of perimenopause as they were living through them, because the immediacy of
their real-time circumstances would allow me to “enter” (Parahoo, 2014, p.211) and feel the
unique and alive world of each perimenopausal woman. Only one other research study on
women in midlife transition, that I could find, has used phenomenology to discern the prereflective experiences of the women (Noonil et al., 2012), but no other study has utilised van
Manen’s existentials. My phenomeological study of perimenopausal women adopts the four
lifeworld existentials as a reflective tool to explore how perimenopausal women experience
their bodies in relation to a particular place and time, and in relation to their human
connections. The study also positions women at an interesting point in ongoing medical
theorising about managing midlife hormonal changes and adds a hitherto untapped feminist
view of the phenomenon that is perimenopause.

Conclusion

In this chapter, I have placed my study in context by describing available research
around women’s experiences of perimenopause, noting the research that has assisted and
guided me in my study. I have critically reviewed that literature in a summary, demonstrating
the gaps in current literature, and showing how my study fills those gaps.
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Chapter Four: Theoretical Framework

Introduction

In this chapter I discuss the theoretical framework that guides my study. A theoretical
perspective frames the research whilst justifying the approach used by the researcher. It is
used as a guide by the researcher to decide which issues may require examination, and which
group of people should be studied (Creswell, 2014). This perspective enables the researcher
to orientate their focus, and it assists in structuring the types of questions in the interviews,
the way in which data is collected and analysed, as well as the position of the researcher
within the study (Creswell, 2014).

The use of theory in the practice of phenomenology is greatly debated. Theory is
normally resisted, because theory is viewed as being “tested” (Vagle, 2014, p.74) in a similar
way to scientific research. According to the debate by some researchers, therefore, if a fixed
theory is applied to a participant’s experience, the description of that experience could be
limited (Vagle, 2014). However, because humans live in a world that is constantly changing,
and therefore constantly needs interpreting (that is, theorising), it is “impossible”, according
to Vagle (2014, p.74), to avoid the use of theory in phenomenology. Indeed, Vagle states that
it is “undesirable” (p.74) to leave theory until later in a research project, and theory that is
useful in understanding the phenomenon should be utilised from the early stages of study
design. In phenomenology, a theoretical framework denotes the platform on which and from
which the researcher approaches the study; it is not used to test a hypothesis. In the
discussion below, I provide a wide range of examples of feminist theorising around the
medicalisation of menopause, as well as feminist and Leder’s theorising around the body,
which are pertinent to the current study.
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Feminist theory

Feminist theorising enables a critical focus on issues of dominance by various
institutions in society, such as the dominant role played by the medical institution in the
reproductive lives of women (Hesse-Biber, 2012). Other key areas of focus in feminist
theorising are issues of power, stereotyping, gender roles and objectification (Hesse-Biber,
2012). All of these apply to discussions of perimenopause. I have included some discussion
of feminist theorising around stereotyping, gender roles and objectification in Chapter 2; in
this chapter, I will focus on feminist critiques of the medicalisation of menopause, and on
feminist theories of the body.

Feminist Theorising About the Medicalisation of Menopause

The way in which menopause (a term that has commonly been used to refer to both
perimenopause and menopause) has been appropriated by medical doctors has been a source
of intense discussion by feminists, especially since publications by Greer (1991), Coney
(1991) and Martin (1992). Germaine Greer’s famous 1991 book, entitled The Change:
Women, Ageing and the Menopause, was based on historical texts, literature, medical articles
and conversations with women. She wrote a public criticism of the homogenous description
and treatment of menopausal women by medical and pharmaceutical institutions. Coney
(1991) and Martin (1987; 1992), contemporaries of Greer, were similarly critical of
medicalisation of aspects of women’s life processes. I have discussed Coney’s contribution to
feminism in some detail in Chapter 2, but provide more discussion on her writing here,
following a critique of Martin’s work.
Emily Martin demonstrated the overt negativity around descriptions of women’s
bodies through analysis of medical texts from the 18th century to the 20th century. The
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menopausal transition was described as a breakdown in the body’s systems where “the
ovaries fail to respond, and the consequence is decline, regression and decay” (Martin, 1992,
p.173). The woman’s body was described as a processing system, controlled by the
hypothalamus (Martin, 1992). The body was said to act as a machine, whereby all parts
worked together to achieve a purpose. This purpose, according to Martin, was the healthy
growth of a fertilised ovum. Women’s bodies, therefore, were important only insofar as their
ability to reproduce. When, at menopause, the reproductive system no longer enabled
pregnancy, women were said to have bodies that had broken down (Martin, 1992). The
“failure” (Martin, 1987, p.42) of ovaries to continue with their purpose was viewed as a
pathological state. Language used to explain this failed processing system was negative and
dismissive of aging women: “members of the system decline: ‘breasts and genital organs
atrophy’, ‘wither’, and become ‘senile’ ” (Martin, 1987, p.42). Descriptions such as these
resulted in menopause being associated with deterioration and weakness. Through this
analysis of medical texts, Martin demonstrated how the medical discipline, which professed
scientific and factual rigor, was subjective and prejudicial towards women’s bodies.
Contemporary feminists have added to Martin’s writing. According to Ussher (2006),
the female body has been described by patriarchy as “dangerous and defiled” (p.1), possibly
because of woman’s “fecund flesh” (p.1), and because she has a “seeping, leaking, bleeding
womb [which is] a site of pollution and source of dread” (p.1). Menstruation is viewed by
both men and women as messy and is often called the ‘curse’. Women have been taught that
revealing internal bodily processes, such as menses, may disgust or contaminate those around
them (Chrisler, 2011; Roberts, 2004), and so women ensure no-one knows when they are
menstruating. Menstrual blood is seen as breaking the boundaries of the body and is therefore
material matter that is “out of place” (Lupton, 2010, p.152), or “abject” (Cregan, 2006, p.96).
It is vital women deal with this breach of bodily boundaries, so as to avoid disrupting
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symbolic societal order (Cregan, 2006, p.96). Menstruating bodies require sanitary products,
which are marketed as providing freshness and feminine hygiene (Chrisler, 2011; Roberts,
2004). This selective language ensures the producers of feminine products themselves remain
‘sanitised’, whilst also ensuring women of the possibility of containing their bodily fluids
through the use of such products. The negative attitudes towards women’s bodily functions,
as related by Martin (1987; 1992), are therefore still perpetrated in today’s society.

Sandra Coney (1991) examined medical documents to gain an understanding of how
menopause had been appropriated by the medical establishment and converted into an
industry, particularly with regard to the evolution of menopause from, firstly a psychiatric
illness, to then a physiological public health concern. When menopause was viewed as a
psychological disease, it was seen as causing fear in both men and women that women would
go “insane”, “berserk” or “whacko” (Martin, 1992, p.174). These psychological
manifestations of menopause, known as “involutional melancholia” (Coney, 1991, p.56),
necessitated the use of anti-psychotic medication, which could only be prescribed by the
medical profession. This psychiatric definition of menopause, which has been described in
more detail in the section on perimenopause in Chapter 2, was considered a valid medical
diagnosis until the 1980s. Whilst some harmful attitudes towards menopause such as the
psychiatric definition have been discontinued, others have been perpetuated within the
medical discipline. Contemporary research (Niland & Lyons, 2011) of medical textbooks in
New Zealand (see Chapter 2 for more information) demonstrates that negative views of
menopause continue. Menopause is still declared to be a ‘failure’ of female bodily processes
within medical textbooks (Niland & Lyons, 2011), one which requires medical intervention.
The medicalisation of menopause by the pharmaceutical and medical industry (Coney, 1991)
therefore continues.
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Medicalisation was defined in 1972 by Zola (1972); however, medicalisation of
women’s bodies long precedes this definition. Women have been demeaned or defined by
their reproductive processes since the 19th century. For example, menstruation has been
viewed as waste from the body, or a crying uterus that was grieving for a baby (Martin,
1999). Another example of medicalisation is the construction of the term hysteria, which was
said to be an illness unique to women because their bodies contained a uterus (the Greek
word for uterus is hystera). Various causes of hysteria have been postulated, one being that
older women whose ability to reproduce had ceased were desperately grief-stricken (CrannyFrancis et al., 2003; Lupton, 2002). Since the hysterical women were viewed as abnormal due
to their reproductive inability, they were treated for this malady through confinement to bed
and seclusion (Lupton, 2002). Another view of hysteria was that women were resistant to
sexual intercourse and thus were irrational or mad (Lupton, 2002). Discourses such as this are
reductionist and ignore the personal, socio-political and economic influences on women, and
so make the women responsible for their bodily functions and behaviour as well as the
‘illness’ that has befallen them (Lupton, 2002). This opportunity for control (especially of
women) is one of the major reasons why medicalisation became so prevalent, according to
Lupton (2002). The medical institution took over the regulation of social control from
religion and law, and established itself as the source of truth and knowledge regarding
sickness and health (Lupton, 2002).

One of the most prominent contemporary writers on medicalisation is Foucault, a
French philosopher. Foucault’s writings are often used by feminists in their arguments about
medicalisation, although he is not favoured by all feminists, due to his initial lack of attention
to issues of female gender in his works (Sawicki, 1991; Davis, 2007). In addition, Foucault
has been accused of disregarding the lived body, the site of experience (Davis, 2007).
However, his writing on power and medicalisation has enabled critical thinking about some
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of the dominant institutions in society. Regarding medicalisation, Foucault argued the
medical clinic has been exercising disciplinary power since the 18th century. Medical power
is exhibited by a particular body of knowledge, which has been obtained through examination
and surveillance of bodies by medical doctors (Foucault, 1977). Medicine has long held the
power to label particular types of bodies especially those apparently in need of control. In the
case of menopause and perimenopause, it has been argued by feminists that medicalisation
has led to the control of thousands of women through the defining of menopause as a medical
condition needing hormone therapy (Lupton, 2010). This control was termed biopower by
Foucault (1977), and the aim was a community of docile, productive (Foucault, 1977)
citizens. However, Foucault stated that this medicalised control is not violent or forceful, nor
is it always repressive (Foucault, 1977). Part of Foucault’s contention was that society, as a
whole, is medicalised so order can prevail and so citizens can live and work in good health
(Foucault, 1977; Lupton, 2010). The need for beneficial scientific and medical control,
through a COVID-19 global vaccination program, is uppermost in the minds of millions of
people across the world at this moment in time. In this contemporary example, therefore,
Foucault’s argument about medical power means that we do live within a medically
controlled society, albeit a regime that can sometimes exercise power in a positive way.

The power within relationships between medical doctors and lay people, especially
women, remains an important debate. Foucault’s work did consider the patient’s resistance to
docility (Foucault, 1980; Lupton, 2002). Foucault based this work on the view that some
patients may consider their own knowledge to be expert, and so may resist the dominant
medical view (1980). Women consider their knowledge to be expert, because they live in
their own bodies. Foucault described non-medical knowledge as knowledge that does not
need a scientific or medical grounding, but which is particular to the individual (1980). In
Chapter 2 I have provided examples (such as Hyde, et al., 2010) where women have resisted
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the dominant medical view of menopause or perimenopause, due to their own knowledge of
this midlife transition. Unfortunately, women may be negatively judged whether they exhibit
agency or not. Women who decide against MHT may be labelled as non-compliant by
medical doctors, whereas women who accept the hormonal treatment may be labelled as
passive, should they ‘give in’ to medical treatment for unpleasant midlife hormonal
symptoms (Lupton, 2002). In addition, women who are encouraged to monitor their own
health may have supplanted one form of medicalisation for another (Lupton, 2002). Power
relations within medical encounters are therefore complex, but vital to consider in research.

Power relations within interactions between health practitioners and women make it
difficult for women to resist medicalisation and exercise agency. In addition, the authoritative
knowledge exhibited by medicine can appear overwhelming, and so “the very act of entering
the doctor’s surgery may make impossible the equalisation of power relationships” (Murtagh
& Hepworth, 2003, p.1646). By constructing perimenopause within a biomedical model,
health professionals have made women’s choices very limited (Murtagh & Hepworth, 2003),
and when a woman enters a doctor’s office, those limits are in place and well-known to
women. Even though both the health practitioner and the perimenopausal woman may
consider the woman to be ‘informed’, she still cannot exercise freedom of choice or
autonomy, because she really has only one choice: the biomedical one (Murtagh &
Hepworth, 2003). Up until recently, this “singularity choice” (Murtagh & Hepworth, 2003,
p.1650) has been prevalent because MHT has often been the only ‘choice’ to be offered to
women. In Australia, the current advice is for doctors to include alternative suggestions such
as reducing smoking and alcohol, weight control, environmental management, and increasing
physical activity (Jane & Davis, 2014). Murtagh and Hepworth (2003) suggest that if there
could be a holistic approach to the care of perimenopausal women that involves health
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practitioners, women and policy makers, power relations within medical encounters might be
transformed.

Some of the literature in the paragraphs above was written decades ago, and older
writings such as those by Martin, Coney and Greer may seem outdated in the twenty-first
century. Shifts in attitudes towards the menopausal transition and gender issues have
occurred. However, it is interesting that the heated feminist debates about menopause (or
perimenopause) appeared to die down for some time. For example, I could not locate any
feminist concern in the literature over the invention of the term perimenopause. Also, it is
only very recently that feminist discussion about menopause or perimenopause has
resurfaced. Whilst this new debate is a welcome return, much of it revolves around specific
aspects of perimenopause, such as work (examples are Jack et al., 2019; Beck, et al., 2020.
See Chapter 2 for more information on such literature.). Discussion about the effects of the
material perimenopausal body on women remain largely absent in feminist theorising. One
possible reason for this apparent disinterest is the changing view of the body in feminist
debates. The following section provides a short precis of feminist theory about the body.

Feminist Theorising About the Body

Feminists initially viewed the body as one of the most important areas of feminist
discussion and political struggle (Kuhlman & Babitsch, 2002). Some feminists (Sakalys,
2006; Canode, 2002), however, began to separate their theorising from the biological
determinism that was associated with feminism, because they were concerned women were
being identified only by their corporeal being or their biology. Feminists such as Beauvoir
(1982), for example, alleged the female was being closely associated with nature and also
with unstable emotions (an echo of Martin’s writings), whilst the male was associated with
the mind and logical reasoning. This dualism is based on Descartes’ division of mind and
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body. Descartes was a philosopher who claimed a chasm between the mind and the body
(Canode, 2002). The body was needed only to nourish the mind, and had no role in the highorder function of reasoning and rationalisation (Canode, 2002). The body was therefore
viewed as unimportant in philosophy and so was seen to be irrelevant (Canode, 2002).
Because the male was associated with the mind and the female with the body, the female was
seen to be irrelevant as well. In addition, any bodily sensations and experiences were
similarly discounted, to the point where women were discounted as knowers even of their
own bodies (Sakalys, 2006). The extraordinary processes of the female body, such as
menstruating, lactating and reproducing, were viewed as limiting women to the private arenas
of life (Grosz, 1994), where high-order reasoning was not required. Biological descriptions of
the female body were therefore viewed as essentialist, and so feminists moved away from
theorising about the body (Birke, 2000b).
The body thus became an “uncertain zone” (Kuhlman & Babitsch, 2002, p.433), as
theorising and debate about the body became more varied and “complex” (Kuhlman &
Babitsch, 2002, p.433). Indeed, theorising about the female body has become abstract and
now incorporates various technologies (Fahs, 2015). The body is still discussed, but from
theoretical or ideological perspectives rather than from practical ones (Fahs, 2015). Also, the
reduction in corporeal discussion has meant that an understanding of how the body negotiates
time and space is diminished (Fahs, 2015). This is not to say that intense theorising about the
body has ceased; Kuhlman and Babitsch (2002) named three feminists who have
concentrated their theorising on the body. Butler, Grosz and Haraway have been cited by
Kuhlman and Babitsch (2002) as having made enormous strides in trying to initiate
discussion about the body without that discussion being seen as essentialist and reductionist,
and who are also greatly influencing feminist thinking in this area. Each of these three
feminists has added extraordinary debate to the complex theorising around the body.
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The view of gender as fluid and as a performance, meaning that one ‘does’ gender,
rather than having a fixed, assigned identity, has been described by Butler (1990). In
performing one’s gender, one can challenge the oppressive ties of conforming to the sociallyascribed norms of either masculine or feminine (Butler, 1990). Butler’s writing has added to
the argument that the body is constructed by cultural norms and practices within the varied
contexts of women’s lives (Kuhlman & Babitsch, 2002). However, Butler’s work has been
critiqued by other feminists. Weston (2002) has stated that the ‘freedom’ to perform and
construct one’s gender simply isn’t available to most people. Also, although Butler attempted
to resurrect the “reality” (Kuhlman & Babitsch, 2002, p.435) of the body she didn’t
adequately accentuate the felt body of a woman, according to Kuhlman and Babitsch (2002).
This reduces the possibility of emphasising corporeal aspects of the woman’s lived
experience. A similar assertion has been made by Klinge (1996), who wrote that Butler
demonstrated an “absence of consideration of pain and feeling” (p. 279) within the body.
Alaimo and Hekman went so far as to say that there is a “loss” (2008, p.3) of the material in
Butler’s writings on the body.

Haraway has been lauded by Kuhlman and Babitsch (2002) as being the most
instrumental in dissolving the essentialist debate. Haraway echoed Beauvoir’s assertion when
she wrote that “[B]odies, then, are not born: they are made” (Haraway, 1991, p.10).
Haraway’s theory was that bodies are not a standardised given, but instead are produced
through exposure to varied and multiple institutional and societal knowledges and influences
(1989). The result of these cultural impressions is a body that is de-gendered (Lupton, 2002),
and that may cross the boundaries between human, animal and machine (Haraway, 1989).
According to Haraway, technology contributes greatly to this construction of the cyborg
body, which has only vague suggestions of gender, sexuality and ethnicity. Kuhlman and
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Babitsch talked with some hesitancy about possible “ethical risks” (p.436) regarding
Haraway’s ideas of human versus non-human bodies.

In her earlier writing, Grosz, according to Kuhlman and Babitsch (2002), criticised
those feminists who did not foreground bodily issues and she herself did concentrate on the
materiality of the body. Grosz was quick to state, however, that a material view of the body
does not mean that the body should be seen as “natural” (1994, p.21). Neither should it be
viewed as solely a cultural construction (Grosz, 1994). Instead, Grosz suggested various ways
of approaching a feminist perspective of the body. These include the following: avoiding the
Cartesian dichotomies of mind versus body; ceasing the association of women with “being
the body for men while men are left free to soar to the heights of theoretical reflection and
cultural production” (Grosz, 1994, p.22, emphasis in original); stressing the multiple realities
of bodies; reducing the emphasis of the biological over the socio-cultural production of the
body; demonstrating a connection between the psychological and the biological; and
problematising binary opposites, such as private versus public and natural versus cultural.
Grosz proposed a view of the body as a Möbius strip, a perspective that takes all of the above
into consideration. The Möbius strip has no beginning or ending, and it is difficult to define
its interior or exterior. “Tracing the outside of the strip leads one directly to its inside without
at any point leaving its surface” (Grosz, 1994, p.117). In this way, neither mind nor body is
prioritised; both are dependent on and connected to the other (Grosz, 1994). The principles
behind Grosz’s suggestion of the Möbius strip align with my perspective of the body;
however, I wonder whether the principle of avoiding the emphasis of the biological over the
socio-cultural would resonate with some women. There are perimenopausal women whose
biological changes are overwhelming and distressing, and although their negative experience
of those changes may be due to socio-cultural constructions, the women may find it difficult
to focus on anything but the biological at times. Kuhlman and Babitsch (2002) critiqued
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Grosz’s earlier work by stating that Grosz did not attempt to demonstrate just how bodies
come to be.
In her latter writing, Grosz turned to Darwin’s evolutionary theory in her suggestion
that all aspects of our lives result from evolution and natural selection (2008). In this writing,
Grosz deviated from Butler and Haraway. She argued binary sexual difference is immutable;
that is, we simply are the bodies that we were biologically born with (2008). This means it is
nature, rather than culture, that drives our existence (Grosz, 2008). Grosz’s later work has
also been criticised. Jagger (2015) suggested Grosz simply “capitulate[s]” (p.336) to
Darwinism, and that she added little to the important move away from emphasising culture
over nature or vice versa. In considering Grosz’s latter work I feel that I require a broader
theory for my research. In particular, the suggestion we are simply our biology does not
appear to allow for influences of institutions such as medicine, which may play an important
role in women’s perceptions and experiences of their bodies. I wonder whether Grosz’s
‘natural’ bodies are too passive or inert, without much ability to demonstrate agency; agency
is certainly a characteristic that many perimenopausal women exhibit.

Butler, Haraway and Grosz have also been criticised for not going far enough in
foregrounding important perspectives on the body, especially in debates around female
health, according to Kuhlman and Babitsch (2002). For example, Kuhlman and Babitsch
(2002) stated Butler did not appear to have an interest in women’s health. They also asserted
Haraway and Grosz did not refer to research on women’s health when discussing health
issues, and did not talk of the individual felt experiences of women. Kuhlman and Babitsch
(2002) did not offer any alternatives for feminist theory on the body. They suggested there is,
in fact, no “single perspective” (p.440) that will assist researchers in exploring issues of the
body; an eclectic range of feminist theorising is necessary. Bray and Colebrook (1998) made
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a similar suggestion, saying “there cannot be a single theory of the body’s relation to
signification” (p.39), and that if feminists do not think beyond the restrictive idea that the
body is “the innocent other of patriarchal representation” (p.39), then feminists are not
liberating the body from “primarily repressive and negative masculine reason” (p.35). Bray
and Colebrook (1998) argued bodies are continuously negotiating and reforming as they
encounter “pleasures, pains, other bodies, space, visibility, and medical practice” (p.43), and
that the body, at any one given moment, cannot be defined by only one of these influences,
but must be seen as a combination of the effects of interactions. From my own experience of
perimenopause, and my interactions with other perimenopausal women, I concur that
perimenopausal women cannot be seen as a homogenous group. In addition, it appears
women’s perimenopausal experiences cannot possibly be theorised using only one current,
particular feminist theory about the body.

My research of perimenopausal experiences necessitates the incorporation of material
aspects of the body, because these aspects are included in the health of women. However, I
am concerned my discussion of corporeality (one of van Manen’s existentials) could result in
accusations of a return to essentialism on my part. In this regard, I am drawn to the commonsense writing of feminists, such as Birke, Alaimo and Hekman, who have viewed the
materiality of the body as an essential aspect of feminist theorising and research. Birke
(2000b) stated that because women’s bodies – their biology - have been categorised as
‘normal’ or ‘pathological’ through the use of medical terminology, feminists need to “take
biology more seriously” (p.20). Medical assumptions about the biological body are grounded
in discourses of power that result in inequalities, and feminists should critique such
assumptions and address such inequalities (Birke, 2000b). Birke (2000b) asserted that rather
than rejecting the study of biology as essentialist, feminists should look for ways in which
biology can be incorporated into feminist theory.
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Birke’s writing resonates with me with regard to one of my aims in pursuing my
research. I wanted to find out whether my nursing and midwifery knowledge could be
successfully combined with feminist and women’s studies research, so as to avoid the
“demarcation” (Asberg & Birke, 2010, p.416) between biology (commonly the domain of the
health professions) and women’s studies. Statements by Birke such as “biological knowledge
can be a feminist ally” (Asberg & Birke, 2010, p.415) therefore greatly inspire me. I discuss
human biology, as well as the situation of human bodies in society, every day in my roles as a
nurse and midwife and as a lecturer in midwifery, either in clinical work or in teaching about
the body. Whilst my research study is not actually engaging with science, there is a great deal
of discussion about biological aspects of the body within my study; these biological aspects
are often appropriated and made exclusive by scientific fields such as medicine. Birke
(Asberg & Birke, 2010) said that feminists really need to “pay more attention to the biology
of the body” (p.417), and that as women, we have to better understand the biological
processes of our bodies instead of relegating them to specialist knowledge. Interdisciplinary
collaboration between medical doctors, nurses and midwives, and feminists is one way of
crossing “the chasm” (Asberg & Birke, 2010, p.419) between science and women’s studies.
However, a collaborative type of approach could be construed as “sitting on both sides of the
fence at once” (Birke, 2000a, p.587) in that feminists might feel they have one foot in the
camp of biological or biomedical aspects and the other foot in the camp of social
constructionist ideation. Birke (2000a) clarified this by stating that feminists need to fully
deconstruct social and cultural constructionism, but also draw upon the knowledge of science
so as to understand the intricacies of the body. My research therefore includes exploration of
the temporal, spatial and relational effects - some of which are political and patriarchal
constructs - on the perimenopausal body (the corporeal).
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Alaimo and Hekman (2008) concurred with Birke, and stated that if the material body
is not included in feminist research, it becomes difficult for feminists to become involved in
medical and scientific debate. Indeed, if we move away from discussions around nature and
biology, we are only perpetuating the misogynistic view of women’s bodies (Alaimo &
Hekman, 2008). Alaimo and Hekman (2008) stated that nature has agency and the acts of
nature have the power to transform; therefore feminists should not view nature as merely an
“inert” (p.4) canvas on which to inscribe dominant theories. Alaimo and Hekman echoed
Grosz when they urged feminists to re-think the concept of nature, and to consider “the
interaction of culture, history, discourse, technology, biology and the environment, without
privileging any one of these elements” (2008, p.7). Material feminists such as Alaimo and
Hekman, and Birke, therefore stress the relevance of including the body in discussions
around women’s lives.

In perimenopause, there is no getting away from the body. Whilst at times we may not
be aware of our bodies, especially if they are behaving as we would expect, the
perimenopausal body reveals aspects of bodily functioning of which we were previously
unaware. Hot flushes and excessive bleeding make us notice our bodies more keenly. Those
“interior processes” (Birke, 2000b, p.24) are often not considered in discussions of the
perimenopausal body. Klein has criticised postmodern feminist writing for talking about
bodies that “do not breathe, do not laugh, and have no heart” (Klein, 1996, p.349). Somerville
has stated that the female body has disappeared “from view” (2004, p.48) in feminist
theorising. This is somewhat understandable, given the history I have provided above.
However, I have also shown the importance of considering the body in debates around
dominant discourses, especially the biomedical one. The tension in feminist discussion of the
body, therefore, is in revealing the interior processes as they appear to women without

98

focussing so much on the biologism that the women become “invisible” (Klein, 1996, p.349)
again; this would emulate the reductionist view of the female body.

The Use of the Term Perimenopause. I am acutely aware that I consistently use a
medically-constructed term throughout this study. Perimenopause is a term that was invented
by a medical and scientific group of doctors, forty years ago. There were female doctors on
that scientific panel; however, I know that I could be criticised for the use of this term in
recruiting women for my study, and for asking women to identify as perimenopausal at the
time of interview. My reason for doing this, however, is deliberate. In my Honours research,
and in the research for this study, I became aware of the lack of knowledge about
perimenopause, which is the lead-up to menopause. Many women may not be aware of the
ways in which a reduction in oestrogen, which can occur over many years, may affect their
bodies, and they may be confused by the changes taking place in their bodies at an age earlier
than when they would expect menopause to occur. The term menopause is more well-known;
it is a blanket term that has been commonly used to mean the perimenopausal changes as well
as the first year after cessation of menses (the term ‘post-menopause’ takes over from
‘menopause’ once the cessation of menses has been confirmed). I feel it is important to make
this distinction between perimenopause and menopause, so clarity is established.
Leder’s The Absent Body
Leder’s seminal piece of writing, The Absent Body, relates mostly to the effect of
illness - “dis-ease” (1990, p.88) - on the human body. Whilst it is my firm belief that
perimenopause is not an illness, there are many aspects of Leder’s writing that relate directly
to the way in which women experience perimenopause. On the first page of this book, Leder
wrote: “Why does the body, as a ground of experience, tend to recede from direct
experience?” (1990, p.1). In other words, why does my body largely disappear from my self-
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awareness in everyday life? If, as van Manen (2014) said, I experience the world through my
body, why is it that it is “absent” (Leder, 1990, p.26) from my cognition?

Whilst my body may be continually providing me with messages about the world
around me, the internal functioning of the body is hidden from me for the most part. Leder
(1990) described this as the body being absent to me. It disappears from my gaze; “My
visceral organs … disappear from the ranks of the perceived” (Leder, 1990, p.44). Although I
am using my body to experience life or the world, my body is only important to me insofar as
it must perform the bodily tasks necessary to make that experience real to me. As an example,
I go for a walk on a path beside the sea. As I walk, I focus on the sunny warmth of the day’s
temperature, or on the sparkling sea. I might also focus on a problem I have been having at
work, or on an upcoming appointment that is making me anxious. I don’t concentrate on
putting one foot in front of the other, nor do I necessarily concentrate on the ways in which
my muscles work together to raise one leg, and then the other. The machinations of my brain,
muscles, nerves and limbs are absent to me. All of a sudden, I trip over an uneven section of
the path, and fall down. I try to get up, but one ankle is very painful, and I find that I cannot
walk. In the space of a few seconds, my body has ceased to perform this function of walking,
which was previously taken for granted. Suddenly, my activity is impaired. My focus shifts
from my activity-in-the-world (walking) to the functioning of my body. My outward gaze
shifts to focus on the internal workings of my body. What is it about the rolled ankle that
disallows me from doing the activity? Is it because my ankle tendons have snapped, or have I
pulled a muscle, or do I have a broken bone? The internal workings of the ankle suddenly
become all-encompassing of my focus; my now swollen and very painful ankle “dys-appears”
(Leder, 1990, p.84).

100

Because the ankle no longer functions, such that I simply cannot walk, and because it
is now extremely painful, I view it as being pathologically damaged. The Greek suffix, dys-,
refers to something which is bad or difficult (Oxford English Dictionary, 2021). The suffix is
commonly used in medical terms, and implies pathology; an example is dysphasia (difficulty
with speech). When viewing my non-functional ankle, I immediately consider what
pathology might be involved in that lack of function. My ankle, previously invisible to me as
I strode along the path, now dys-appears in my consciousness, and forces me to view the
world around me in a different way. My relationship with the world has changed
significantly. Walking is difficult – impossible even; how will I get to that appointment I was
thinking about earlier? Now there is a distance between myself and the activity that I was so
involved in and so enjoying.
Leder’s (1990) descriptions of the absent body and the body which dys-appears
provide a valuable lens through which one might view the effect of perimenopause on a
woman’s body and on her life in general; my experience of perimenopause brought to the
conscious aspects of my body that had not previously been obvious. My unremarkable body
suddenly became unruly, as my face flushed brightly and vividly and sweat trickled down the
back of my neck and sides of my face when I had a hot flush. Leder (1990) wrote that the
body, which is normally relegated to an indistinct or even invisible role (as related to the
mind/body dualism proposed by Descartes), cannot be taken for granted in times of unusual
functioning (as might occur in perimenopause). It is at these times it is necessary to observe
and evaluate the body more closely; the body becomes an “explicit object” (Leder, 1990,
p.93). Indeed, in times of dys-appearance of the body, where the Greek suffix “dys-” (Leder,
1990, p.91) is used by Leder to mean ‘bad’, the body may even seem to be threatening one’s
very existence. Some perimenopausal women experience extremely unpleasant physiological
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symptoms, such as severe menstrual haemorrhaging. These confronting situations may
threaten the smooth running of women’s daily lives.
Another perspective in Leder’s (1990) description of the absent body is the awareness
that normal functioning of parts of the body may become absent or disappear. Whereas prior
to perimenopause, I could usually tell which week of the month it was because of the onset of
my period, my perimenopausal body became unpredictable and unmanageable when I began
to experience months without menstruation. In this case, according to Leder (1990), I was in
a situation of temporary disablement; as Leder wrote: “The “I can” of bodily ecstasis is
disturbed” … “I no longer can …” (1990, p.81). Leder named this the “secondary absence”
(1990, p.90).

Leder concurred with van Manen (2014; 2017) and Merleau-Ponty (2012), in stating
that we engage with the world through our bodies, and that the body is a “being-in-the-world”
(Leder, 1990, p.21). Thus, we definitely have a material body, which can be viewed and
studied as a discrete object (common in medicine and other health disciplines, where health
professionals examine and probe sections of the body), and we also have a “lived body”
(Leder, 1990, p.6), which experiences and embraces daily occurrences. However, the lived
body has to have the material body in order to be, and Leder emphasised that a
phenomenological account of the body must include the “living process” (Leder, 1990, p.30),
that is, what is actually happening to the body as one lives through a particular phenomenon.
Finally, Leder’s work is significant for this study because the perimenopausal body
has largely ‘disappeared’ from feminist, indeed, any literature. As has been demonstrated in
my discussion of perimenopause in Chapter 2, there is little recent writing that focuses on
perimenopause only, and even less recent writing undertaken by feminists. Half of the
world’s population will probably experience perimenopause, yet there is still a dearth of
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contemporary research about this hormonal change from a woman’s point of view. The
phenomenological and existential descriptions of the experiences of the perimenopausal
women in my study, seen through the lens of feminism and Leder’s writings, will enhance
this discussion around midlife women’s lives.

Conclusion

This chapter has provided the reader with information about my chosen theoretical
framework. I have discussed prominent feminist writing on the body, and I have described
the work of those feminist theorists whose writing has contributed to my research perspective
and design. The chapter also includes a discussion of Leder’s theorising around the
disappearance and dys-appearance of the body from daily activities, and how his theory can
be used in the exploration of perimenopausal women’s experiences.
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Chapter Five: Methodological Framework

Introduction

In this chapter, I discuss the methodological framework that guides my study. My theoretical
framework has been described in Chapter 3. Using Crotty’s (1998) scaffolding process to
order this discussion, I begin by explaining my axiological, ontological and epistemological
assumptions and then detail the methodological framework that forms the basis of my study.
The data collection methods are described, as is how I analysed the data. Ethical integrity and
how trustworthiness was achieved are also included in this chapter. The section on
trustworthiness also provides my reflection on my journey through perimenopause; this
reflection details influences on myself and my research.

Research Design

The process by which research is conducted needs to be logical and methodical. Crotty
(1998) contended that researchers often skip a couple of steps in the research design and do
not carefully consider the epistemology or theoretical perspective before choosing data
collection methods. Crotty suggested a scaffolding process, whereby the epistemology,
theoretical perspective, methodology and methods are aligned. The steps are as follows:

1. Develop the research objectives
2. Explore the epistemology
3. Explore theoretical perspectives
4. Explore methodology
5. Explore methods.
I use this approach to describe my research design and outline two additional steps to
clarify my axiological assumptions and my ontological perspective.
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Axiological Assumptions

Axiology focuses on the researcher's values, specifically whether the researcher
considers their research aims and the research process to be valuable for the participants
(Creswell, 2013). Research regarding perimenopausal women has often been conducted
without considering the women’s actual experiences; this objective approach may suggest a
de-valuing of women’s experiences. My approach is value-bound; I respect and accept the
truths told by the women in my study, and I acknowledge their subjective experiences. To
this end, I utilise the women's words throughout the Findings chapter (Chapter 5) to
demonstrate the unique worth of each woman’s story. I aim to describe the experiences of
each participant in such a way that other women might recognise themselves in the
descriptions, and might feel their experiences are acknowledged as real and important. These
are characteristics of research that is guided by a feminist framework (Oleson, 2018).

The values of the researcher should be demonstrated throughout the research project
(Creswell, 2013). I make explicit my values and the ethical considerations in undertaking my
study in the section entitled Ethical Considerations, and they are also woven throughout this
chapter.

Ontological Perspective
Ontology is the study of how things are; a common ontological question is “What is
the nature of reality?” (Schneider et al., 2013, p.23). In my study, the ontological question is:
What is the nature of perimenopause? My ontological perspective is that each woman has her
reality, which may differ from the next woman. The experiences of the perimenopausal
women in my study have some similarities, but there are also multiple differences. There are,
therefore, numerous realities of what it means to be a perimenopausal woman. Research
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about perimenopause, particularly medical research, has led to the implication that all
perimenopausal women will experience these hormonal changes in similar ways; all will have
hot flushes or night sweats or vaginal dryness. While this may apply to many women, the
research does not always consider how each woman experiences these similarities. One
woman might feel the need to tear off all of her clothes when she gets a hot flush, for
example, whilst another woman might feel a mere warmth in her body. Each woman is telling
the truth about her experience.

Research Objectives
The initial step in Crotty’s (1998) scaffolding process is to identify the study's
purpose and state the research question, prior to selecting a suitable approach for fulfilling the
aims of the research and answering the research question. This initial step was discussed in
Chapter 1; however, I repeat the research question and objectives here.

My research question was:
“How do perimenopausal women describe their experiences of perimenopause?”

The objectives of my study were as follows:

4. To contact women who self-identified as being perimenopausal at the time of the
study;
5. To record the experiences of these women and to explore significant aspects of the
narratives in more depth by using questions as prompts; and
6. To explore women's narratives and analyse their experiences through the reflective
lens of van Manen’s (2017) phenomenological framework of the four lifeworld
existentials, as well as feminist and Leder’s (1990) theorising around the body. The
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analysis will include the physical, factual elements of the women’s experiences (the
ontic) as well as the meaningful structures of their experiences (ontological).

Epistemology

Once the research objectives have been established, the researcher must consider the
epistemology that best fits the research question. Crotty (1998) urged researchers to refrain
from jumping straight to declaring the methods and data analysis; he suggested that
researchers need to place the study in the correct epistemological context before choosing
data collection methods and analysis.

Epistemology refers to the essence of knowledge and how the researcher acquires
knowledge (Liamputtong, 2017). In other words, how do I know what I know, and how do I
know that it is true (Richardson-Tench et al., 2014)? Ontological beliefs drive the
researcher’s epistemology (Crotty, 1998). My knowledge of perimenopause is driven by my
own experience, health professional background, and Honours research. This knowledge,
therefore, is associated with the social institutions that have shaped me: religious and familial
institutions, as well as medical and academic institutions. I acknowledge the power of these
social institutions to influence and increase the parameters of my knowledge about
perimenopause. Whilst my background in midwifery has enabled me to individualise the
stories of each woman in my study and attempt to form a meaningful relationship with each
woman, the medical profession has been slower to recognise the value of personal
experience. The essence of the woman’s experience – that is, what matters to the woman –
has often been left out of the dialogue about the best approach to the woman’s presenting
issue (Greenhalgh, 2014). Despite these influences on my knowledge, I am comfortable with
the subjective interpretation of each woman's experience. My epistemology - and my research
- is therefore based on constructivism.
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A constructivist viewpoint holds that people try to make sense of their experiences in
the specific circumstances in which they live and work (Creswell, 2014). The specific context
of each person depends on their historical, cultural, and social backgrounds, which are
formed through interactions with other people; these interactions help shape the meanings
given to certain experiences in particular contexts (Creswell, 2014). Constructivist
researchers attempt to understand and capture both the context and the personal experience of
each study participant and create a particular meaning through inductive interpretation
(Creswell, 2014). In my study, I do not set out to create a theory, study a particular ‘culture’,
or describe the experience of perimenopause from an outsider’s viewpoint. The focus of my
study is to describe and understand what it is like to be a perimenopausal woman who lives in
Perth when there is much debate about the management of hormonal changes in mid-life.

Theoretical Perspective
The third step in Crotty’s scaffolding process is to explore the researcher’s theoretical
perspective (Crotty, 1998). I use feminist theory and Leder’s theorising on the body as my
theoretical perspective. Due to the extensive information contained within my theoretical
framework, it has been extracted from my methodological design and is in a separate chapter
(Chapter 4).

Methodology
An exploration of methodology, Crotty’s fourth step in the scaffolding process,
involves assessing one’s assumptions regarding the choice of methods used in the research
study (Richardson-Tench et al., 2014). The methodology is a blueprint, of sorts, as to how the
research study should unfold. The choice of methodology will dictate the methods used to
undertake the study. Research methods differ from methodology in that they focus on
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procedures such as data collection and analysis rather than on theoretical assumptions
(Richardson-Tench et al., 2014). The methodology, therefore, is the design or plan of action
linked to the methods and the purpose of the study. Researchers need to provide robust
explanations for their chosen methodology and demonstrate the correct use of particular
methods to ensure trustworthiness.
I have chosen phenomenology; specifically, van Manen’s (2014; 2017) approaches to
phenomenological research, as the most appropriate methodological approach for exploring
perimenopause from a woman’s perspective. In the following section, I outline the reasons
for my choice.

Phenomenology as a Methodological Framework. Phenomenology evolved from
the Greek word phainomenon, which means “appearance” (Parahoo, 2014, p.212), or “to
show itself” (Liamputtong, 2013, p.7), and also from the suffix -ology, which means “the
study of”. Phenomenology, therefore, is the study of how these ideas, events and images
‘appear’ to us, that is, how we view and perceive them as they happen (Parahoo, 2014).
Phenomenology has been used in Buddhist and Hindu cultures for centuries. It has been
practised by many philosophers, such as Immanuel Kant, Johann Lambert and William
James, throughout the ages (Stanford Encyclopedia of Philosophy, 2013). Philosophers
Husserl and Heidegger typified the German phase of the phenomenological movement, whilst
Gabriel Marcel, Jean-Paul Sartre and Merleau–Ponty were the predominant leaders in the
French movement (Speziale & Carpenter, 2011). Heidegger has famously been quoted as
defining phenomenology as letting “what shows itself [to] be seen from itself, just as it shows
itself from itself” (Heidegger, 2010, p.32). What phenomenology aims to reveal, therefore, or
what was hidden from our view, is an essential aspect of the phenomenon necessary for the
phenomenon to have meaning (van Manen, 2017). It is not simply the experience that one is
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describing; one conceptualises each experience to frame it in a way that provides meaning.
Thus, phenomenology is also a study of the meaning ascribed to each experience (van
Manen, 2017). Phenomenology has been described as both a philosophy and method
(Speziale & Carpenter, 2011). From van Manen’s viewpoint, phenomenology is a “meaninggiving method of inquiry” (van Manen, 2017, p.28) and also “a philosophic method for
questioning” (van Manen, 2017, p.29).

As a philosophy, phenomenological research questions how we experience the world.
Moreover, because we are simply living ‘in the world’, phenomenological questions are often
about the quotidian existences we might have. The experience of perimenopause is one such
existence for women. Almost every woman will experience perimenopause, which may cause
changes in her everyday life for possibly up to fifteen years (Andrist & MacPherson, 2001;
Harlow & Derby, 2015). For many women, perimenopause is a life event, which is dealt with
in an unremarkable way. For some women, however, there are aspects of perimenopause that
stand out or make a difference to that everyday existence. Phenomenology can delve into all
of these experiences. As van Manen stated: “Lived experience names the ordinary and the
extraordinary, the quotidian and the exotic, the routine and the surprising, the dull and the
ecstatic moments and aspects of experience as we live through them in our human existence.”
(2014, p. 39).

I have used phenomenological methodology to discover what the experience of
perimenopause means to women. Utilising a phenomenological mindset, I have wondered:
How do women make sense of what happens to them when going through perimenopause?
What is perimenopause like for women? How can I, as a researcher, gain a deeper and fuller
understanding of this phenomenon that is perimenopause? In so doing, I am not attempting to
arrive at a fixed conclusion for how the phenomenon may be described, defined or theorised
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because doing so would homogenise all perimenopausal women. Following van Manen’s
methods, I have simply “wondered” (van Manen, 2014, p.29) and explored the phenomenon
of perimenopause from the perspective of the women.
van Manen’s Influences. van Manen (2017) suggests a structure that can be used to
conduct phenomenological research. However, this structure is not prescriptive, and the steps
or “activities” (van Manen, 2017, p.30) of the structure may not need to be completed
separately from each other. Below, I outline how I have utilised van Manen’s structure within
my research study.

The first step involves being or becoming interested in a particular phenomenon and
deeply questioning various aspects of that phenomenon (van Manen, 2017). My interest in
perimenopause is evident, as it was the topic of my Honours degree. Also, I have questioned
the phenomenon in relation to my journey and in relation to the literature.

In the second step of the structure, it is advocated the researcher should seek out the
experience of the phenomenon under study as experiences that are lived rather than theorised
or conceptualised (van Manen, 2017). In this study, the phenomenon is not something
abstract or unreal but is something concrete that affects and disrupts the daily reality of many
women. van Manen (2017) cautions the researcher to remain “in the midst of the world of
living relations and shared situations” (p.32); that is, to stay rooted in reality, and not to think
about the phenomenon in a sterile, clinical, calculated fashion. There is a large amount of
research regarding perimenopausal women, but some studies were undertaken in isolation
from reality by researchers distanced from the participants or by focusing on specific aspects
of perimenopause. By asking the women in my study to relate their personal experiences of
perimenopause, as they experienced this phenomenon, and without specifying which
particular aspect they should focus on, I was able to remain in the reality of the ‘here’ and
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‘now’. There is very little research regarding the subjective experience of perimenopausal
women who live within a busy and concrete world and go about their quotidian lives.
Documenting the realities of the women in this study using a phenomenological framework,
will increase understandings of perimenopause from the women’s perspectives.
The third step in the structure necessitates “reflecting on the essential themes that
characterise the phenomenon” (van Manen, 2017, p.30). In this reflection, it is crucial to
concentrate on the “essence” (van Manen, 2017, p.30) of the phenomenon and attempt to
highlight or foreground the parts of the phenomenon that make up perimenopause, but which
may be hidden. However, it is important to note the ‘essence’ of perimenopausal experience
is not a universal one; instead, each woman’s experience will have an individual essence.
Echoing van Manen’s instructions, I asked what it is about perimenopause that gives it
significance. What makes up the experience that is perimenopause? In asking the women in
my study about their experiences, I attempted to grasp aspects of their experiences that they
may not have considered. I did this by asking such questions as “What has been the most
positive aspect about perimenopause for you?” (see Appendix D for a list of questions).

The fourth step of the process described by van Manen (2017) is to write and re-write
about the phenomenon. He suggested that to undertake phenomenological research, one must
apply logos to the phenomenon as soon as it shows itself to the researcher. van Manen
defined logos as “language and thoughtfulness” (2017, p.33). van Manen said that by writing,
one discovers what is necessary (2017, p.32). Writing concentrates one’s thoughts and
reasonings on paper to arrive at a conclusion. As van Manen stated: “Writing fixes thought on
paper” (2017, p.125). The following paragraph demonstrates how I used writing to formulate
and express my ideas about the data that I had obtained.
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I transcribed the interviews myself soon after completing each one; I also wrote a
synopsis of each interview. I found by writing about the interviews soon after completing
them, I was able to consider the nuances of the conversations and recall important nonverbal
features that had arisen through the interview, which added to the relevance of the
information. I completed the first three interviews of my study on the same evening and
transcribed these first three interviews immediately. I followed this pattern throughout my
research. I also re-organised the data in a few different ways, writing about various themes
that resonated with me. One example of this re-writing is a piece about my experience of the
interviews; I was struck by how each woman approached her interview and progressed
through it. I was surprised at my reactions to some of the interviews. I was also interested in
the views of some of the women towards me, the researcher. Another example of the rewriting is how some participants viewed the perimenopausal experiences of their mothers;
many of these views impacted the participants’ own experiences. I have incorporated part of
this writing into Chapter 5 (Findings).
The fifth step ensures a “strong and oriented relation” (van Manen, 2017, p.33) to the
research. van Manen (2017) advised that the researcher maintain a close and personal
attachment to the data to avoid making clinical and sterile assumptions. The data should be
treated as being real or alive, not abstract, and the researcher should be “animated” (van
Manen, 2017, p.33) by this living material. The researcher should refrain from making
superficial assumptions and remain true to the stories provided by the participants. van
Manen also cautioned against “scientific disinterestedness” (2017, p.33) when undertaking
phenomenological research. I comment, in Chapter 2 and also throughout the thesis, on the
vast amount of scientific literature available on the hormonal changes in the midlife woman,
to the exclusion of whole-of-experience literature. I also note that some feminists (Coney,
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1991; Greer, 1991) have commented on how the medical field (well-known for its clinical
sterility) has appropriated this normal life event.

The sixth and final step is to ensure that each part of the research study provides
balance and significance to the whole structure of the research text (van Manen, 2017). As
van Manen (2017) implied, it is easy to miss seeing the wood because of all the trees, and
researchers need to see the whole picture to collate an effective construction of the data.
Often it is as one works through the data that the ‘wood’ or structure becomes visible. van
Manen (2017) provided various ways of working with data to structure the material
satisfactorily. I follow one of his suggestions about working with the data, namely utilising
the four existentials of temporality, corporeality, spatiality and relationality to interpret the
data provided by the women. In other words, as I have scoured the data, I have asked: how do
these perimenopausal women experience their perimenopausal bodies in time or space or
relationships? I expand on each of these existentials below.
van Manen’s Four Existentials. The existence of the body in space, time, and
relationship with others, was described by van Manen (2017) as the four existentials of
corporeality, spatiality, temporality and relationality. van Manen stated that researchers can
“temporarily study the existentials in their differentiated aspects” (2017, p.105) and that the
existentials – these “lifeworld themes” (2017, p.101) – can be used as “guides” (2017, p.101)
in research for reflecting, questioning, and writing. Consideration of my perimenopausal
journey made me realise how my everyday bodily existence became challenging in space,
time and relationships once the phenomenon of perimenopause was added. The exterior of
my body became an exhibition of the workings of my internal organs whenever I broke out in
a hot flush. I could not control the timing or duration of these hot flushes, and the effect of
this exhibition on those around me was obvious, as people looked at me with embarrassment

114

or pity. I wanted to draw out other such intricate details from the women in my study; van
Manen’s four existentials suit this purpose. As a way of reflecting on the data from the
women, I wrote various pieces that enabled me to become more familiar with the material
and to ‘hear’ what the women had told me, as described above. In the following few
paragraphs, I provide a synopsis of the four existentials described by van Manen. Information
about the existentials is taken from two books by van Manen, dated 2014 and 2017.

Corporeality is one of the four existentials described by van Manen (2017). van
Manen stated that the body is “fundamental” (2014, p.304) in understanding phenomena,
from both a way of being in the world and how I come to know the world. This
understanding occurs because the body is exposed to the daily life of experiences, emotions,
people, objects, the environment, time, and space, and the relationships between the body and
all of these. I experience the world, other people and life events through my body (van
Manen, 2014). My body is how the world is ‘shown’ to me; without my body, I simply
cannot be aware of what is happening around me and what is happening to me. My body is
“open to the world” (Diprose & Reynolds, 2008, p.111), exposed to the daily life of
experiences, emotions, people, objects, the environment, time, and space, as well as the
relationships between the body and all of these. Everything experienced by the body becomes
bodily knowledge, which is held by the body. van Manen named this “corporeal knowing”
(van Manen, 2014, p.270), and Husserl (1970) used the term Leib to describe how the
everyday encounters with the world are integrated into the lived body. The lived body is the
here-and-now. I experience the world from here and now; what happens to me in this place
and time is how I form my perspective of the world. This human state of being-in-the-world
and being-affected-by-the-world is called embodiment; a living body within this world
absorbs facets of the world.

115

Husserl (1970) compared the lived, embodied body with the body that is literally a
physical object, the Korper. Health professionals, such as nurses, midwives and doctors, are
used to examining and handling the physical body – the Korper. We are trained to critically
assess the body's functioning and evaluate that assessment to explain any malfunctioning of
the body. However, health professionals may tend to isolate the area of the body which is
problematic and focus attention on that particular area rather than viewing the body
holistically. This fragmentation of the body has been criticised by feminists, and doctors in
particular have been accused of objectifying the body (see the section on feminist theory)
rather than working with the person who has a lived body.

My lived body is essential for me to make meaning of everyday life. Even though I
am using my body to achieve this quotidian existence in my day-to-day existence, I may not
pay much attention to my body at all. van Manen (2014) quoted Sarte and uses the wonderful
phrase of “passe sous silence – passed over in silence” (p.304), which means that my body is
essentially silent to me most of the time. I often don’t consider my bodily actions before
taking them; I just expect my body to continue functioning as it always has. My expectation
is because my body has retained the knowledge of all that it experiences and can perform
similarly to previous experiences when required (van Manen, 2014).
Relationality was described by van Manen as “the lived relation we maintain with
others in the interpersonal space that we share with them” (2017, p.104). In other words, we
experience our relationships with those around us in particular spaces and at specific points in
time. van Manen (2014) suggested that the researcher considers how the person experiencing
and living the phenomenon is connected to other people and objects. Is there any sense of a
“community” (van Manen, 2014, p.303) within the experience? What is the importance of
family relations? How do women experience themselves, or their relationships with their
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bodies, as they journey through this phenomenon? van Manen suggested that there might be
“a nonrelational relation” (2014, p.303), where the self becomes less significant in
relationships, or is even “erased” (2014, p.303), as the object of the relationship itself (eg.
being a mother first, and a perimenopausal woman second) takes prominence. The lived body
is the way I interact with my surroundings and how I engage with the things and people
around me (Merleau-Ponty, 1962; Leder, 1990; Toombs, 2001). Therefore, if my body
changes, such as when I am ill or experiencing perimenopause, my “access to the world”
(Morris, 2008, p.113) is altered. My plans, actions and relationships are changed, as are the
ways in which I even view my own body.
Spatiality should be viewed as the “felt space” (van Manen, 2007, p.102), meaning
the spaces I experience in my quotidian existence directly affect me. Spatiality does not refer
to geographical limits but rather refers to how I live in space (Heidegger, 1993). The concept
of a space is connected to physical characteristics, of course, but it is also connected to
multiple other meanings, such as our identity, our safety, the control over our daily lives, and
our privacy (Andersson et al., 2019; Baldursson, 2011). The home space, for example, is a
place where people can socialise with others, live entirely alone, be a refuge or it can be an
isolating space (Andersson et al., 2019). van Manen (2014) suggested when studying a
particular phenomenon, researchers should attempt to discover the characteristics of a lived
space that give that phenomenon meaning. van Manen (2017) drew on Bollnow (1961) when
he stated spatiality or lived space depends entirely on having a body within the space that can
provide purpose and meaning to the space. Spatiality, wrote Bollnow (1961), can only be
described by and through the orientation of that body to that particular space. In addition, the
body is an object that takes up space. We can feel ‘at home’ in our bodies, especially when
our bodies function as they should. Yet when ill health or unusual changes occur in our
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bodies, we can describe our bodies – those once-familiar spaces – as alien and uncomfortable
(Svanaeus, 2002).
As I have studied the women’s perimenopausal experiences, I have realised that the
women refer to varied lived spaces, and I have asked: What gives this particular lived space
meaning to this woman? What is it about this space that affects the woman’s experience?
How do certain spaces make women feel ‘at home’ or crowded, small and insignificant,
exposed, lost, vulnerable or empowered, excited and stimulated? Each lived space has a
“social character” (van Manen, 2007, p.103); that is, each space is positively or negatively
affected by the social context in which the women live and move, and there are many sociocultural mores that contribute to these spaces. One socio-cultural more that may contribute to
women’s experiences of their hormonal changes is that of power relations within particular
spaces. Foucault (2003) has emphasised that it is crucial to analyse spaces because doing so
may reveal the power relations held within that space. Further discussion on power relations
is included in the section on feminist theory.

The Oxford English Dictionary provides three definitions of space; the third definition
is “an interval of time” (Oxford English Dictionary, 2021). This relationship of space with
time has been viewed as necessary by philosophers (Merleau-Ponty, 1962),
phenomenologists (van Manen, 2017) and feminists (Canode, 2002, for example) alike; they
argued there should be a definite emphasis on the consideration of time when discussing
spatiality. van Manen and Adams (2006) emphasised that researchers must consider space
according to its physical attributes and how space is influenced by time. Of particular concern
is the way female bodies and male bodies differ in space, especially public space and time
(Canode, 2002).
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Temporality was defined by van Manen (2017) as the time that is lived by the person.
It is not the same as the time that appears on a clockface, or the “world time that I fix in
relation to earth and sun” (Husserl, 1991, p.128). Lived time cannot be measured
scientifically or objectively in minutes, hours, days, weeks. That is not to say people do not
experience the individual minutes of an hour when experiencing a particular phenomenon;
however, it is the way the minute is experienced that is of interest when exploring
temporality. Therefore, the phenomenology of temporality distinguishes between objective or
structured time and temporal experiences, which are times that cannot be measured. The
former example of time can be called “clock time” (Brough, 2001, p.38); originally measured
using the rotation of the earth around the sun, now clock time utilises specific and sometimes
sophisticated instruments for measurement. Clock time is essential in our world; as a nurse
and midwife, I rely on the clock to announce the exact minute a baby is born to the parents or
educate a patient on the absolute importance of taking tablets at a particular time each day.
Lived time, on the other hand, can only be measured by time as it appears to us or as we
experience it. Because our lived bodies are present in the world, now, lived time is “the now
from which I understand the past and reach for the future” (Dahlberg, 2019, p.2). We
experience time as it is now, but we also draw on the memories of the past, and we look
forwards in anticipation of our future.

Despite living in the now, however, the time we experience does not necessarily equal
the length of clock time. Brough (2001), in his extensive explanation of temporality, stated
there are two critical features of lived time: time can spread out, and time has movement. The
spreading out of time means the time has stretched out beyond the usually measured amount
of one minute or one hour. We talk of an expanse of time or an extent of time. Time ceases to
have a specific limit; instead, it has a varied and variable range. The second important feature
of lived time, the movement of time, refers to how time has a “ceaseless flowing” (Brough,
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2001, p.30). We marvel at how time flies, or we become vexed when time merely seems to
creep. We cannot believe how one year appears to meld into the next, and we roll our eyes in
impatience when the minute hand on the clock seems to stay in the same place over
apparently several of our own lived minutes. The ‘now’ in which we are experiencing life can
be elastic; it expands or contracts depending on the experience that fills that particular ‘now’.
Husserl (1991) maintained the now is our entire point of reference as regards our
consciousness of our temporal experiences. We can only be aware of what is past and future
by relating them to the now. The now provides us with a vantage point to reflect on how time
has passed us by and consider how much time we have before us. For example, we may
experience extraordinary moments when time appears to ‘stand still’. However, Husserl
emphasised these unusual moments are not isolated. Instead, we experience them as a
continuum that spans and unites past, present and future. What we experience in today’s time
will inextricably affect how we consider the past and the future. In this way, people who are
given devastating news, such as having a life-threatening disease, may see their past flying
before their eyes and may also lament the contraction of their future (Brough, 2001). These
experiences cannot be measured adequately using clock time.

Heidegger used the concept of temporality in his description of the way in which
humans exist in the world, and named this “being-in-the-world” (Heidegger, 1962, p.65).
Heidegger viewed humans as being enmeshed in the world, rather than separated from it by
an objective stance. Humans rely on being immersed in the world for their existence in order
to make sense of their existence. Heidegger names this ability to be aware of one’s being, and
to be capable of reflecting on one’s being, Dasein. This German word means “being there” or
“presence” (Heidegger, 1962, p.65). To be aware of one’s being (and also the potential for
death) is to exist “authentically”, according to Heidegger (1962, p.68). This awareness has to
be completed against the backdrop of time; indeed, Heidegger stated that all human
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experience is situated in time. His use of the term Dasein – being there – demonstrates how
all humans are temporally situated in this world. Temporality is seen by Heidegger to be an
awareness of time through our life experiences of being in time. Whilst there is a past, a
present and a future – common concepts of time – Heidegger’s temporality states that these
three concepts are as one. We are never static in one particular time period; rather, we are
always directed towards the future, but with a merging of present and past experiences to add
to our ‘being’ in time. Besides being in time in the world, Heidegger’s Dasein is also situated
spatially in the world. Heidegger’s concept of being-in-the-world was an ontological one,
rather than a physical one (Heidegger, 1993). Heidegger was more concerned with the
meaning and truth of Dasein’s place of being, than with the physical characteristics of the
space.

I use the four existentials to guide how I see the lifeworlds of perimenopausal women.
Despite my intention to use each existential separately to articulate the effect of each one on
the perimenopausal women, it is impossible to completely detach the body, family or other
relationships, particular spaces, and temporal issues from each other. As noted by van Manen,
each existential cannot be discussed in isolation; they “can be differentiated but not
separated” … “one existential always calls forth the other aspects” (2017, p.105). Indeed, this
“intricate unity” (van Manen, 2017, p.105) should be maintained and drawn upon when
analysing data.
van Manen’s Method of Reduction. In order to understand the meanings of the
experiences we are trying to analyse, we need to be aware of any preconceptions, biases and
assumptions that may inhibit a deep and true interpretation. Becoming aware of these prior
beliefs and assumptions can be difficult, especially as many of them are taken for granted.
van Manen suggested that the researcher needs to “break through this taken-for-grantedness”
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(van Manen, 2017, p.215), so that the meaning of the experiences is made clear, and so that
one can marvel at the “spontaneous surge of the lifeworld” (2017, p.185). This inceptive
method of reflection results in “plausible” (van Manen, 2014, p.344) examples of lived
experiences. The process of reflection involves several steps, which van Manen referred to as
the reduction. van Manen’s method of reduction needs to be explained and compared to
Husserl’s method of reduction, because Husserl’s method has been regarded as being closely
associated with the natural sciences, where the phenomenon might be removed from the lived
context and viewed objectively (Groenewald, 2004; Hycner, 1999). Husserl altered and
refined his descriptions of the reduction continuously, and even suggested more than one
method of the reduction (1931, 1950, 1970).

Reduction consists of two parts: the epoche and the reduction. Husserl adopted the term
epoche to explain how our everyday beliefs, practices and assumptions should be suspended
so that they do not limit our vision of the meaning of a phenomenon (1931). Husserl used the
word bracketing to explain the epoche (1931). Bracketing originates in mathematics, where it
is used to separate one part of an equation from another part; this enables one to work on the
content between the brackets without the rest of the equation encroaching on your vision or
thought processes (Hamill & Sinclair, 2010). Husserl suggested that the preconceptions,
biases and assumptions of the researcher should be completely separated from the research,
so that they do not influence the data collection or analysis (Husserl, 1931). The second part,
the reduction, leads us back to the true or unique appearance of the phenomenon, and enables
a clear vision of the phenomenon (van Manen, 2014).

The reduction is a contentious topic in phenomenology, because researchers worry that
they cannot achieve the epoche. Heidegger (1962) also argued that Husserl’s process of
bracketing was impossible to achieve, and was not best practice. Instead, the researcher who
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is already within the world and thus constantly interpreting that world, should draw on the
meanings that they have constructed, and use them in the research (Heidegger, 1962). van
Manen aligns with Heidegger and states that his steps of reduction allow the researcher to
remain “open” (Heinonen, 2015, p.24) to all possibilities within the research. I describe van
Manen’s four steps of reduction in the following paragraphs.
The first step involves being open to the “wonder and amazement … [of the] world”
(van Manen, 2017, p.185). This sense of wonder and awe enhances the way one approaches
the phenomenon under review. According to van Manen, the path to understanding and
knowledge of the phenomenon is by way of being “struck by” or “taken in” with the
exceptional “strangeness” (2014, p.223) of the phenomenon. During my Honours research, in
which I discursively analysed various texts regarding perimenopause, I was interested to find
so few of the texts resonated with me as a perimenopausal woman. How was it that I should
be so different to the women described in the texts? This questioning led me to conduct more
research, this PhD, and ask other women about their experiences of perimenopause as a way
of exploring the strangeness or the familiarity of perimenopause.
Secondly, to see the experience as it is actually lived, one’s preconceived ideas and
beliefs of the phenomenon need to be examined and made explicit. van Manen suggested this
involves “turning over” (2014, p.224) in one’s mind the various perceptions and interests one
may have regarding the phenomenon and reflecting on the meanings these perceptions may
bring to the research. This “turning over” (van Manen, 2014, p.224) prevents one from
arriving at biased or hasty conclusions. As a nurse and midwife, I have many biomedical
influences in my approaches to life and my ways of thinking. My account (see Personal
Influences below) of my perimenopausal journey makes these influences explicit and
demonstrates how strong some of them are in my life. By acknowledging these influences, I
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confirm my attempt to “overcome” (van Manen, 2014, p.224) any biomedical influences that
may restrict my view of the phenomenon, and I am willing to be open to whatever I may
learn about perimenopause from the women in the study.

Thirdly, one should attempt to view the phenomenon in a concrete rather than an
abstract fashion and not be swayed by theoretical or scientific assumptions (van Manen,
2017). van Manen uses the word ‘concrete’ here to mean ‘real’ or ‘lived’ experience, rather
than experience that is abstracted or generalised. Being concrete is an integral part of the
reduction process as far as perimenopause is concerned. The female adult hormonal changes
of perimenopause and menopause are highly medicalised and are continually discussed
(theorised) and assigned ‘scientific’ characteristics. It is crucial to critically examine these
theories and characteristics (so familiar to me, as one who works in health) because they may
hide or gloss over the actual reality of the experience. Being aware of the concepts that hide
the phenomenon ensures that I do not retain a highly biased view of perimenopause.

Finally, one should not concentrate on the actual phenomenon but on what the
particular phenomenon truly means (van Manen, 2017). Much has been written about the
causes, symptoms, management or treatment, and the prevention of perimenopause and
menopause. Research in the science fields tends to focus objectively on a particular illness or
disease or issue rather than exploring the subjective experience of the illness or disease or
issue. In this study, I am concentrating on how perimenopausal women live through midlife
hormonal changes and on what the changes in their bodies mean to them.

Feminist Critique of Phenomenology. As the feminist lens is being used in this
study’s exploration of perimenopausal women’s experiences, it is vital to understand the
feminist view of phenomenology. Grosz (1994) is one feminist who maintained that
phenomenology does not enable one to view a phenomenon through the lens of gender
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because the phenomenological body is generic and apolitical. There can be no argument that
bodies are both gendered and sexed (Fisher & Embree, 2000) and cannot be treated
generically. Further, feminists have argued that differences between men and women have
been smoothed over, such that one dominant narrative has prevailed and that is “essentialist”
and “masculinist” (Fisher & Embree, 2000, p.21). The masculinist criticism draws on
Merleau-Ponty’s phenomenology. While he is lauded by feminists for discussions of the
body, embodiment and lived experience of the body in his work, he is criticised for failing to
comment on the differences and nuances of sex and gender (Fisher & Embree, 2000). The
essentialist criticism relates to feminist claims that Merleau-Ponty homogenised all subjective
experiences or assumed that the subjective experiences could be viewed from a male
perspective (Fisher & Embree, 2000). These arguments are somewhat dated because they
commenced in the 1980s. However, they go some way to explaining why there are so few
phenomenological explorations of women’s lived experiences of life aspects such as
perimenopause. As explained by Stoller, the “great rift [that] damaged the relationship”
(2009, p.23) between phenomenology and feminism has continued, and the feminist notion of
experience is still – in 2009 when Stoller wrote her piece – recovering from the strong
critiques.

Feminism and phenomenology can cohabit, however, and feminist phenomenologists
are widely recognised. Simone de Beauvoir is cited (van Manen, 2014; Stoller, 2017; Kruks,
2014) as being one of the first and foremost feminist phenomenologists. De Beauvoir has
been lauded for using phenomenology to focus specifically on women’s experiences (Kruks,
2014). Iris Marion Young is also acknowledged as contributing feminist theorising to her
gendered and phenomenological analysis of bodily comportment in her essay entitled
“Throwing like a girl: A phenomenology of feminine body comportment motility and
spatiality” (1980). Phenomenological researchers commonly reject the detached observation
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of bodies and instead seek insight into how bodies are lived, and this resonates with feminists
(Fisher, 2010).

Methods
The fifth and final step in Crotty’s (1998) scaffolding process is exploring the
methods used to obtain the data. The following paragraphs contain descriptions of my
methods.

Recruitment of Participants. This research study sought to recruit English speaking
women who self-identified as perimenopausal at the time of the study. The decision to
exclude non-English-speaking women is a regrettable limitation of this study; however, the
decision was a purely economic one, as my limited budget would simply not extend to the
services of interpreters. Because perimenopause can extend across a fifteen-year range, I
aimed to recruit women aged thirty-five to fifty-five. I sent letters of introduction (see
Appendix A) to five women’s health centres in Perth. I received only one response from the
five information letters; however, that participant referred me to three other women. I was
also helped in the recruitment by friends and colleagues who spread the word about my study.
In most research studies, a ‘sample’ of the population is selected for interview or
observation. However, in phenomenology, generalisation from a subset back to the
population is not possible (van Manen, 2017). There is, therefore, no point in aiming for a
specific number of research participants (van Manen, 2017). Instead, the researcher should
view participants as “examples” (van Manen, 2017, p.352) of the population and aim to
obtain participant stories that are “rich” and “powerful experiential … anecdotes” (van
Manen, 2017, p.353).
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Interviews with Perimenopausal Women. Potential participants demonstrated an
interest in the study either via email or text message. I provided an electronic copy of the
study’s information sheet (see Appendix B) and a consent form (see Appendix C). Once the
women indicated an intention to participate, we organised a mutually safe meeting place. I
travelled to most of the interviews, although a couple of women chose to travel to me. At this
meeting, I summarised the research project, answered any questions and collected a signed
copy of the consent form prior to commencing the data collection through interview. The
participants were advised that one participant, randomly drawn, would receive a $50 Myer
voucher once the research study was completed.

The qualitative data in this study was collected using recorded, in-depth, semistructured interviews. Semi-structured interviewing is a qualitative data-gathering technique
that allowed me to interact closely with the participant (Reinharz, 1992). Using open-ended
questions encouraged extended description by the participant, leading to a real understanding
of how women lead their daily lives (Reinharz, 1992). Women are motivated to supply
information in their own words rather than conform to the words of the researcher, which is
the case with quantitative survey questions. As the woman talks, the researcher listens
intently and introduces questions based on what the participant has said, rather than asking a
prescribed or set list of questions. This reflexivity means that the interview is entirely
“interviewee-oriented” (Reinharz, 1992, p.216). Using this data collection method also allows
the researcher to listen to the subtle nuances of the conversation, such as the attitudes and
feelings of the women; these nuances are not picked up in written surveys. To explore the
effect of perimenopausal changes on working women, Gavranich (2011) used in-depth, semistructured interviews in her study. She found the interviews became more of a conversation.
The conversational style allowed for more depth of understanding, as she adjusted her
questions according to the responses from the participants. In preparing for the interviews
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with my study participants, I absorbed all of the above constructive information and tailored
it to my specific research project. I now describe how this information was used.

I constructed a list of indicative questions for the semi-structured interviews that I
held with the perimenopausal women (see Appendix D) using my previous Honours research
and research of perimenopausal and menopausal women by other researchers. I aimed to
encourage detailed descriptions of perimenopausal experiences. These questions were more
of a prompt than set questions and served as topics I was hoping the women would cover in
their conversations with me.

I did not judge the perimenopausal status of the women; instead, I encouraged them to
tell me how they had identified themselves as perimenopausal. I felt this acceptance of each
participant’s self-described status encouraged them to share their experiences. It was also
crucial for me not to sound too knowledgeable, in a professional way, of perimenopause. I
was not talking with them to inform them; instead, they were the experts of their own
perimenopausal experiences, and they were telling me. Interviewing from a feminist
perspective should not include any advice-giving, nor should the interviewer overtly display
any professional status; women have long been exposed to this type of research, especially
medical research. Many have tended to become distrustful of professionals (Reinharz, 1992).
I was constantly aware of my position (in society) as a nurse/midwife and as an academic and
a PhD student, although most of the participants only knew of my role of PhD student. A few
of the participants were aware of my academic status and health professional background;
however, in such cases, I attempted to minimise my academic and health professional
statuses to avoid intimidating or patronising the participants.

I was aware participants might be awed by my professional role as nurse and midwife
and academic and was concerned that they might ask perimenopause-related questions, such
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as what to expect as far as perimenopause was concerned. Therefore, I was careful to qualify
anything I said as my own experience and refer women to health professionals qualified to
deal with midlife hormonal changes if required. It was also important not to disclose too
much of my experience, as the women might feel, in turn, they had to reveal themselves in
the same way that I had (Reinharz, 1992).

Because I was led by the stories of the women, I did not ask the interview questions in
order, nor were all the questions asked. Some women raised new and thought-provoking
aspects of perimenopause, which led me to construct new questions for subsequent
interviews. Also, I was able to integrate parts of my analysis of interviews into subsequent
interviews in the form of questions. Sarantakos describes this as an iterative process, whereby
the data that has been collected and analysed can be “used as a spring-board for further
sampling, data collection, processing and analysis” (2013, p.368).
All the interviews were held in private, in environments of the participants’ choosing,
or where they felt very comfortable. The participants were aware of the expected timeframe
of about one hour for each interview. Some interviews only lasted half an hour; others lasted
ninety minutes to two hours. I used an electronic tablet to record each interview so that I
could fully concentrate on the participant, and so I would not have to rely on my memory. I
confirmed the consent given by each woman regarding the recording of the interview before
switching on the electronic tablet. I did jot down a few points from time to time to serve as a
reminder for questions I wished to add to that interview or if I wanted to clarify something
later in the conversation.

I transcribed the interviews myself, as I wanted to become entirely familiar with the
data. This process allowed me to “see” (van Manen, 2017, p.55) the meanings within the
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texts that I had created. I did not use any computer-assisted data management programs to
sort and organise the data; I devised spreadsheets to make sense of the data.

Data Analysis. Qualitative analysis sets out to make sense of the collected data and to
transform the data into a meaningful narrative. There are various ways of constructing this
meaning; I utilised van Manen’s suggestion of “guided existential inquiry” (2014, p.302). van
Manen suggested these existentials be used as “productive categories” (van Manen, 2014,
p.305) when completing the data analysis and writing about the data. My data analysis was
thus completed by exploring the data from the women with the four lifeworld existentials as
category guides.
In analysing phenomenological material, researchers need to “get to the meaning
structures” (van Manen, 2014, p.215); that is, we need to avoid common assumptions and
instead seek unusual or hidden aspects of the phenomenon, which will enable new insight
into the phenomenon. van Manen (2014) termed this process the reduction. This term has
been explained above (pp.131-134).

There are several ways to analyse phenomenological data. van Manen (2014) has
cautioned against prescribed rules within the data analysis process, and states that there is no
place for the common analysis methods such as coding in phenomenology (van Manen,
2017). Instead, van Manen advised the researcher to view analysis as a creative process to
discover the complex meanings within the participants’ stories. van Manen (2014) stated:
“the research is the writing” (p.389). To this end, I wrote separate pieces on aspects of the
data that stood out for me (such as the participants’ mother’s experiences of perimenopause,
which is included in Chapter 5) and on one particular aspect of the data collection process
(attached as Appendix E).
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van Manen (2014) stated the researcher could use three steps to gain meaning from data,
and I have used van Manen’s steps to assist in the organisation and interpretation of my data
analysis. These three steps are Wholistic reading, Selective reading, and Detailed reading.

Wholistic reading. First, I read the data from all participants to elicit an overall meaning
of the phenomenon. van Manen suggests that researchers should ask “how the main
significance of the text as a whole” (2014, p.320) can be captured. Whilst I intended to use
the lifeworld existentials to organise my data, I was aware the women’s experiences may not
reflect those existentials, and thus this wholistic reading was an essential part of the analysis
process. To this end, therefore, and guided by van Manen (2014), I asked the following
questions of the participant’s data:


How does the body experience the phenomenon of perimenopause?



How does the perimenopausal woman experience temporal aspects of her world?



How does the perimenopausal woman experience spatial aspects of her world?



How does the perimenopausal woman experience relational aspects of her world?

I wrote sentences describing my interpretation of the meaning of the text in the context of
the existentials. I did this repeatedly as I added new data from each interview to the whole
text.

Selective reading. Second, I chose an existential, and reread each transcript against the
backdrop of the chosen existential. I did this so as to provide equal weight to all of the
existentials across all interviews (Rich et al., 2013). I reread each interview as a whole and
noted phrases that revealed particular parts of the phenomenon or the participant’s
experience in relation to each of the four existentials. I highlighted these phrases on the
transcript and added each phrase to the relevant existential. As I re-read the phrases I had

131

collected, I grouped them together in categories that appeared to refer to particular aspects of
the participants’ experiences of the existentials. As these categories grew, I could discern a
commonality of the experiences, and I could see how the data could be related and organised
logically into categories (Fossey et al., 2002). I was able to name a theme. I used some of the
women’s phrases as headings for the themes; for other themes, I tried to capture the
composite essence in the theme's title.

Detailed reading. Third, I went through each transcript again line by line in case I had
missed any important phrases or sentences previously. On reading each line I asked how the
experience of perimenopause was revealed.

Once I had completed these steps, I wrote descriptions of the experiences of each
participant within the overarching themes of corporeality, spatiality, temporality and
relationality; these descriptions contributed to the final pieces within the findings.

van Manen (2017) suggested an additional step in the analysis process. Sections of the
data can be re-written into an “exemplary story or anecdote” (van Manen, 2017, p.320). This
step can be used especially when a participant’s experience invokes a powerful reaction of
wonder and surprise. van Manen explained this by reminding us that when we read a text, we
are already interpreting it to find its meaning, so we may as well re-write it in the way we
have interpreted it (van Manen, 2017). This rewriting may be construed as “fiddling with the
data” (Crowther et al., 2017, p.830); however, the purpose of re-writing the data is to
construct a story that demonstrates how the researcher has made sense of the data. It is sensemaking that is the significant result of this creative process because the relevant aspects of the
phenomenon are exposed in the story (Crowther et al., 2017). These stories are not factual,
just as the accounts told to us by participants are not factual. Instead, the re-crafted stories
add “closeness” (Crowther et al., 2017, p.833) to the participant’s experience that may not be
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noticed in a transcript. I wrote stories about a number of the participants. One of these clearly
demonstrates how the fragmented and circulating stories of the women can be re-crafted to
form a comprehensive view of their experience; I have included this as an appendix
(Appendix E). In the case of Maria’s re-written story this enabled me to see precisely how her
day-to-day life had been impacted by perimenopause.

Trustworthiness

Throughout qualitative research projects, the researcher is obliged to demonstrate
trustworthiness (Cypress, 2017) to provide a degree of confidence in the data obtained from
the participants, how the data was obtained, as well as the interpretation of that data by the
researcher (Polit & Beck, 2014). The qualitative research project is scrutinised for scrupulous
attention to all aspects of the study. The terms trustworthiness and rigour have been used
interchangeably by some qualitative researchers; however, Morse (2018) cautioned against
this seemingly careless usage and emphasised a distinct difference between rigour and
trustworthiness.

Rigour refers to the reliability, validity and generalisability of the research (Morse, 2015).
Morse utilised words such as “accurate”, “consistency”, and “repeatability” (2015, p.254)
when referring to rigour, but these words may not fit comfortably in qualitative research,
according to some. Cypress (2017), for example, acknowledged rigour had been used to
describe aspects of the qualitative research process, such as the strength of the research
design or methods. She suggested using the terms rigour and qualitative is an oxymoron
because the very nature of qualitative research means it does not fit into the precise or
bounded mould in the same way quantitative research does. Qualitative research is often
descriptive or explanatory; moreover, the research area may be largely unknown simply
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because it hasn’t been previously explored. Researchers often rely on emerging material to
guide them in the next phase of the research project (Richardson-Tench, 2014).

Despite the iterative and evolving nature of qualitative research, Morse (2015) persisted
in her suggestion of the term rigour rather than the term trustworthiness as coined by Guba
and Lincoln (1985). Morse’s reason for this view was that the strategies used by qualitative
researchers to assert trustworthiness have not been adequately assessed as being appropriate.
Also, some researchers think that as long as some strategies are listed as being included in the
research, trustworthiness is achieved (Morse, 2018). Morse complained this is a type of
“tickbox checklist” (2018, p.802); how each strategy is used in the research and the influence
on the research is not taken into account. In addition, Morse (2018) stated many of the
trustworthiness strategies suggested by Guba and Lincoln do not enable the researcher to
conduct rigorous research. Thus, the researcher needs to be prudent in their selection of
strategies.

Despite the extensive reasoning provided by Morse (2015; 2018) regarding the need to
return to the use of the term rigour in qualitative research, I employ the term trustworthiness
in this thesis. I do this because the data in my research project is unlikely to be called exact,
or precise, or even repeatable. Each woman’s story is imprecise, possibly muddled, and may
not be repeatable in another woman’s life. Each woman’s story is unique to that woman;
whilst other women may recognise aspects of a particular story in themselves, they do not
live the experience in exactly the same way as another woman. My research is therefore not
generalisable. “Phenomenology does not generalize (sic) from an empirical sample to a
certain population, nor draw factual conclusions about certain states of affairs, happenings, of
factual events” (van Manen, 2014, p.249). My research data is also not replicable (reliable),
nor did I use a validated tool to obtain the data (validity). In addition, reliable and valid
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findings depend upon a degree of objectivity, which is impossible in a qualitative research
study, where the researcher is directly involved with the collection and analysis of data
(Parahoo, 2014).

Trustworthiness within a research study means that the researcher can demonstrate the
reality of the phenomenon and provide accurate and honest data from the participants (Cluett
& Bluff, 2006). There is, however, no consensus regarding a unified approach towards the
criteria for trustworthiness (Parahoo, 2014). Guba and Lincoln (1989) suggest four criteria:
credibility, auditability, fittingness and confirmability. Cluett and Bluff (2006) suggest three
criteria: dependability, transferability and credibility. Parahoo (2014) describes the audit trail,
reflexivity and validation as tools to ensure rigour; however, Parahoo does state the nature of
qualitative research may make it too difficult to decide on specific criteria.

van Manen (2014) is very clear that validity cannot be applied to a phenomenological
research project as a tool to measure the strength of a study. He states that aspects of external
validity, such as sample size and member checking, “do not belong to the methodology of
phenomenology” (van Manen, 2014, p.347). This is because the validation that is assumed to
be achieved by member checking cannot verify the overall phenomenological quality.
Member checking is also rejected as a straightforward form of trustworthiness by Braun and
Clarke (2013), Birt (2016) and Thomas (2017). These writers state they know of no
explanation of how member checks contribute to the quality of research studies. Indeed, some
have suggested caution when conducting member checks, as the participants may feel obliged
to agree with the summary provided by the researcher (Smith & McGannon, 2018). Further,
the participants may not recognise themselves in the researcher’s summary, leading to
questions regarding interpretation of the data by the researcher (Braun & Clarke, 2013).
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According to van Manen (2014), it is more important to produce a scholarly and authentic
phenomenological interpretation of the participants’ descriptions. “No predetermined
procedure such as “members’check” or “triangulation of multiple methods” can fulfil such
demand for validating a phenomenological study” (van Manen, 2014, p.348-349). van Manen
provides criteria by which a phenomenological study might be assessed as authentic. He
suggests asking the following questions (van Manen, 2014, p.355-356) of a study might
reassure a reader of the strength of the study:


Is there a sense of wonder and attentiveness within the study?



Is there a rich description of the experience of the phenomenon in the study
report?



Is the report deeply insightful? Does the researcher demonstrate reflection and a
thorough interpretation of what is and what could be?



Does the researcher remain true to the meaning of the phenomenon?



Is the meaning of the report clear?



Does the report “speak” to the reader? Is the reader affected or “awaken[ed]” (van
Manen, 2014, p.356) by the descriptions of the experiences?

Some of the questions listed above can be answered by the reader only once the final
report is read. However, as it is the responsibility of the researcher to demonstrate
trustworthiness throughout the research study (Schneider et al., 2013), I describe below how I
have achieved this:


The topic of my study is an important and relevant topic for women, health
professionals, families and the academic community. I provide the reasons for my
study in Chapters 1 and 2. I discuss the findings of my data analysis in Chapter 5;
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this analysis is directly connected to my research question. I list possible
recommendations from my study in Chapter 6.


I employed ethical integrity throughout the interviewing process; evidence of this
integrity is provided within this chapter and demonstrated through the attachment
of documents as appendices.



The process of data collection and analysis is clearly laid out in the methods
section of this chapter. This section provides a detailed and transparent view of
how I have conducted the research in this study. The methods of data collection
and analysis align with my theoretical and methodological frameworks. In
addition, my supervisors and I have held long and detailed discussions regarding
the data analysis; this complete immersion in the data – by student and supervisors
– was the topic of a paper that I gave at the Postgraduate Supervision Conference
in South Africa in 2015.



Throughout data analysis, I have constantly written and re-written various pieces
about the data, demonstrating reflexivity. I repeatedly assessed the data based on
my particular understanding of the topic. One piece of this type of writing is a
reflection on some of the interviews.



I provide the participants' exact words in the Findings chapter (Chapter 5), so the
reader can feel the emotion conveyed by the participants through their words. This
rich description of the participants’ stories enables a deep connection to the data.

Personal Influences

A researcher must be aware of her life influences when exploring a research topic
(Creswell, 2014). A researcher who undertakes feminist research must include her particular
personal context (Sarantakos, 2013).) In addition, the “recognition of sameness and
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difference” (Ezzy, 2010, p.164) during the contact between the researcher and participant
must be made explicit. To this end, I have documented how my journey led me to this
research, an epistemology, as it were, of how I have come to know about perimenopause and
what has influenced that knowledge (Clough & Nutbrown, 2007). My journey is vital to how
I created the study, including the study questions and how I related to the participants and
their information. My personal and professional knowledge of perimenopause, as well as my
personal experience of perimenopause, has no doubt influenced my approach to this study;
“researchers are rarely distinct from their research topics” (Clough & Nutbrown, 2007, p.65).
This reflection on what has influenced me provides evidence of my attempt to suspend or
move away from aspects of the phenomenon that may hinder my research, a vital part of
qualitative research. Commonly known as bracketing, van Manen names this process the
“epoch” (2014, p.215).

My interest in this topic stems partially from my own experience of perimenopause
and partly from the research I completed for my Honours degree. In that research, I explored
how perimenopausal women are ‘known’ in various texts; the texts consisted of medical
journal articles, articles from a popular woman’s magazine, transcripts from popular day-time
shows, internet articles, and self-help books. I drew these nine texts from various institutions
such as medicine and social media, choosing the ones I considered to be most accessible to
many women. I included articles from medical texts because general practitioners (GPs), who
might be the first medical resource for perimenopausal women, would be informed by
medical texts. I wanted to know what all nine texts said about perimenopausal women, what
they said about me, a woman who was herself, at that time, experiencing perimenopause.

My analysis of these texts revealed four themes about perimenopause: it is a
medically defined condition needing management; it is confusing and contradictory; it is to
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be feared; it is a time for rejuvenation. On a personal basis, I identified with only one of these
themes: perimenopause is confusing and contradictory. I was confused by the lack of a clear
definition of perimenopause, which I thought had been very clearly defined by the WHO in
1980, and I was frustrated by the apparent variation in approaches to perimenopause. Using a
reflexive journal, I compared my journey through perimenopause with the written
information in the texts and found some inconsistencies with how I was ‘supposed’ to be
experiencing perimenopause. I also noticed a distinct lack of perimenopausal women’s
accounts. Doctors (some male who could not possibly experience perimenopause) wrote
many of the texts. Other authors of texts relied upon medical expertise to validate their
information. In my opinion, it seemed they valued doctors’ knowledge above that of women.

Several factors had informed my view of perimenopause. I grew up in isolated regions
of Africa because my parents were missionaries who were stationed in some unusual places. I
was taught to accept and appreciate one’s lot in life and to get on with living in the best way
one can. Our isolation also resulted in us, my three sisters and me, rarely coming into contact
with other viewpoints and rarely questioning these teachings until we left home and forged
our individual paths. Years later, this background still influenced me when I experienced
perimenopause because I viewed it as an irritating blip that I needed to endure in the middle
of a normal life.

Other factors influenced my view of perimenopause as well. By the time I reached
perimenopause, I had trained as a nurse and midwife and worked in the clinical midwifery
field for over twenty years. Whilst midwifery did concentrate most of my knowledge in the
reproductive years of women’s lives, the holistic perspective of women’s health also
influenced me. This perspective is an integral part of midwifery. Midwifery is based on the
phrase of ‘being with woman’, as the origin of the word midwife is ‘mit wyf’, which means
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to be ‘with woman’. To this end, midwives respect women and their choices and advocate for
women so their voices can be heard (International Confederation of Midwives [ICM], 2017;
Nursing and Midwifery Board of Australia [NMBA], 2018). Midwives also tend to consider
the normal rather than the abnormal, whereas medical doctors are trained in risk assessment.
My undergraduate degree in women’s studies bolstered my holistic midwifery
background because it comprised a feminist approach and taught me to critically question the
taken-for-granted and dominant scientific and medical viewpoints in society. I, therefore,
challenged the assertions made in some of the nine texts I had analysed in my Honours
research and critiqued them to be, at the least, unrepresentative of women in general, and at
the most, scare-mongering and negligent. Because I didn’t identify with many of the
assertions made in the nine texts, I wondered whether other perimenopausal women did. How
did other perimenopausal women describe themselves? Did they use similar terminology as
that in the texts? Where was the voice of the ordinary woman (me) in these texts? Why was it
that these texts ascribed more status to the information provided by medical practitioners than
details from women who were experiencing perimenopause? If most women, like me, did not
identify with the information in these texts, where did they get their information about
perimenopause? What resources are available to perimenopausal women, and what
informational resources do perimenopausal women need? Does the acquisition of, or nature
of, that information change perimenopausal women's perceptions, actions, and experiences?

Once I completed my Honours degree, I felt the need to have a break from study. I
also needed a break from the relentless onslaught of high-intensity emotional work as a
midwife in the state's only tertiary obstetric hospital. I moved to the same hospital's operating
theatre suite and reinvented myself as a theatre nurse at the age of forty-six. With its lists of
scheduled cases and immediate access to emergency medical staff, this ordered environment
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contrasted sharply with the unexpected, sudden and dramatic issues that I had dealt with in
the Labour and Birth Suite. I found myself able to ‘breathe’ and calm myself once again. The
operating theatre environment also gave me access to gynaecological cases. I worked closely
with gynaecologists, listened to and absorbed many of their discussions, some of which
included perimenopause and menopause. I witnessed and participated in many procedures
and treatments designed to stop or prevent problems such as menorrhagia, commonly
associated with perimenopause. These treatments included thermal ablation, vaginal
hysterectomy and abdominal hysterectomy, Mirena IUD insertion, and dilatation and
curettage (see Clarification of terms in Chapter 1). My observation and knowledge of these
procedures allowed me to (a) formulate my own opinion as to which path I would take,
should I need to, and (b) to be an understanding and empathetic listener once I started
interviewing the perimenopausal participants in my study.

In the operating theatre suite, I worked alongside a nurse who lectured part-time at a
Perth university. She encouraged me to teach as a sessional tutor at the university. This
experience tapped into my love of teaching, an essential part of the midwife's role, and an
activity that I had always embraced whole-heartedly. When a position for a permanent
lecturer arose at the university, I applied and was appointed. I was fifty-one years old and was
by that time postmenopausal.

The tertiary academic environment necessitates a life of research, as I continuously
source current, valuable information for my teaching. I have access to literature from many
different avenues besides nursing and midwifery. I have been able to use my background in
sociology and women’s health in my midwifery teaching. My constant connection with
research stimulated, once again, my questions surrounding the texts that I had reviewed for
Honours many years before. I began to casually search for material about perimenopause,
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thinking that in the six years since I completed Honours, attitudes towards perimenopause
must surely have changed. To my amazement, I found that (a) attitudes had changed little,
and perimenopause was now even more medicalised than before, with medical practitioners
using new ‘classifications’ of perimenopause, and (b) there was, still, very little written by
perimenopausal women. This lack of voice from the women who were themselves
experiencing perimenopause – the experts on their bodies and their own experiences,
therefore – intrigued me. I decided that if their journeys were similar to mine, and they made
their decisions in life based on their contexts rather than their hormones, then their stories
should be heard.

To this end, I decided to continue researching, this time studying the actual lived
experiences of perimenopausal women who reside in Perth, Western Australia. Research has
been conducted with women across Australia, asking women about their experiences of
change at midlife, but this research is now over a decade old. There is no recent research on
perimenopausal women who reside in the relatively prosperous city of Perth, where there is
easy and affordable access to good medical care and many other resources, such as education
and the internet. Also, to my knowledge, no study has concentrated on a particular city when
researching the experiences of perimenopausal women. This research, therefore, seeks to
understand the real and ongoing experiences from the viewpoints of Perth women who are
journeying through perimenopause. These documented experiences can expose the societal
elements that contribute to the women's experiences (Sarantakos, 2013) and reveal the
diversities of those experiences, to normalise the diversities. These women's experiences can
sometimes demonstrate a distinct difference from the mostly biomedical perspective
represented in the current literature regarding perimenopause.
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Ethical considerations

All ethical considerations for this research study have been implemented following
the recommendations by the National Health and Medical Research Council (NHMRC)
National Statement on Ethical Conduct in Human Research (2007), the NHMRC Australian
Code for the Responsible Conduct of Research (2018), and the Murdoch University Human
Research Ethics Policy (2014).

Ethical approval for this study was obtained through the Human Research Ethics
Committee at Murdoch University; the Project Number for this research study is 2013/037.
Once approval had been granted, I commenced participant interviews. In the section on
Interviews above, I discuss various ways I ensured ethical integrity in my contact with the
participants. These ethical issues include gaining informed consent, ensuring privacy,
addressing potential power relations, and confirming consent for recording the interview.

The electronic recordings were completed on a Samsung Galaxy Tablet, and the
recordings were downloaded to my personal computer and stored in a folder. The transcripts
of the interviews are also stored in this particular folder. My computer has security software
and password protection. I asked the women to give me their first names only before starting
the interview to call them by name during the interview. None of the women mentions their
name in the interviews, and so they cannot be identified from the recordings. I have used a
letter and number to identify each participant’s transcript, and the list of the names and
identifiers is kept separate from the folder of recordings. This data will be held for five years
as required by the NHMRC regulations and destroyed after this time.

Some of the information given to me by the women was very sensitive and emotional.
I kept a list of possible counsellors with me at interviews in case a woman became distressed
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and needed emotional and psychological assistance. I informed the women of this list of
counsellors; however, no woman asked for assistance.

Conclusion

This chapter has provided the reader with information about my methodological
framework. I have followed Crotty’s scaffolding process throughout this chapter. I have
discussed my axiological, ontological and epistemological assumptions. The methodological
framework, phenomenology according to van Manen, has been discussed in detail. I have
written briefly about the historical tension between some feminists and phenomenology. The
chapter includes information on the method that I used to obtain data and how I analysed the
material given to me by the perimenopausal women. Issues of trustworthiness and ethical
integrity have also been discussed in this chapter.
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Chapter Six: Findings

Introduction

In this chapter, I use the four existentials as described by van Manen (2016) as a lens
through which to organise and present my findings regarding the perimenopausal experiences
of the women in my study. van Manen (2016) lists the four existentials as corporeality,
spatiality, temporality and relationality. van Manen suggested using these existentials, which
he termed “lifeworld themes” as “guides” (2016, p.390) for reflecting, questioning, and
writing. Throughout all of the study’s interviews, the women spoke of disruptions to their
bodies, to their relationships, to the way they utilised spaces around them, and to their time.
As a way of reflecting on the data collected, I wrote various pieces, utilising the material to
‘talk’ to me, and to make me more familiar with it. Examples of this writing are a) a
reflection of my interviews with the women, b) the impact of the mothers’ experiences of
perimenopause on the women in my study (see the section on Relationality in this chapter)
and c) re-writing the women’s interviews as stories (see Appendix E). I used this re-writing to
gain a holistic view of the women’s experiences. As I wrote, it became obvious that the
women in my study face daily challenges as perimenopausal women. These challenges can be
described in terms of the way their bodies, which are already adjusting to perimenopausal
changes, also cope with space, time and relationships.

I first provide a brief summary of the characteristics of the participants. Following
this, I describe the findings, which I have separated into four sections: corporeality,
relationality, spatiality and temporality. At the start of each section I provide a description of
each existential, closely following van Manen’s (2016) explanations. An extensive
description of the existentials was provided in Chapter 4; however, I feel that a brief reminder
will benefit the reader. It is important to note that whilst I have divided the women’s
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experiences into four sections, placing various examples under each one, some of the
examples could easily fit into any one of the four existentials, and could also fit into all of
them. For example, under the section on the unruly body, some of the women’s experiences
refer to how the women had to re-negotiate their relationships with their bodies. I have placed
these experiences into the existential that I felt had the best fit. A description of how I arrived
at the themes, and how they were named, is in Chapter 4.

Conventions Used in the Reporting of Findings

A number of conventions are used throughout the chapter to ensure consistent and clear
presentation of the data. These conventions are as follows:


Direct quotes from participants are in italic typeface to ensure the women’s words
stand out clearly. No attempt has been made to correct grammatical or knowledge
errors.



The use of square brackets [ ] within direct quotes indicates my additions; these
additions are not in italics. Additions are only used when they are considered
necessary to reduce confusion and ensure clarity of meaning and context for the
reader.



The insertion of words within spherical brackets (…) within direct quotations is used
to protect the identity of family members of the participants.



The insertion of an ellipsis … indicates that either the intervening text, such as small
talk, is considered irrelevant to the context and meaning of the quote, or the
participant paused in her story.



Pseudonyms have been assigned to participants to preserve their anonymity.
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Characteristics of the participants

I interviewed twenty women; however, I discarded the information from two
participants. One woman admitted to being postmenopausal once the interview had
commenced, and because she was postmenopausal I could not use her data. My purpose in
undertaking this study was to gather data from women as they were experiencing
perimenopause, so that I could stay true to describing the lived experience. I completed the
interview and thanked the woman without making any comment to her, but her data has not
been used in this study. The second woman contacted me some time after her interview to say
that she had mistaken her bodily changes for perimenopause when in fact she was pregnant.
She asked me to dismiss her interview.

All but three of the women were employed at the time of interview; one woman was
an unemployed university student, one woman had resigned from her job, and one employed
woman was on extended health-related leave. Two of the women were employed in clerical
or secretarial work, one woman was in a managerial position at a woman’s health centre,
three women were academics, and two women were nurses/midwives (one was unemployed
at time of interview). One woman was a self-employed accountant, two of the women were
counsellors, one woman was a geology analyst, and three of the women were teachers. All
participants were resident in Perth, Western Australia, at the time of interview, and came
from diverse social and educational backgrounds. One woman identified (through casual
conversation, as I did not ask for any demographic data) as having been born outside
Australia. No participant identified as being of Aboriginal or Torres Strait Islander descent.
The ages of the participants ranged from twenty-seven to fifty-six. Most were in permanent
relationships with a male.
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Findings

Twelve themes emerged from the data analysis. They are briefly listed in the table
below to demonstrate how themes that were developed were reflected in van Manen’s four
lifeworld existentials and how the existentials have guided the presentation of the findings.
As noted in the methodology, although I have used each existential separately to articulate
the effect of the various themes on the perimenopausal women, it is impossible to completely
detach the body, family or other relationships, particular spaces, and temporal issues from
each other, as will also be evident in the more detailed presentation of the findings below.

Table 1
Explication of Themes, Guided by van Manen’s Four Lifeworld Existentials

Existential
Corporeality

Spatiality

Temporality

Relationality

Theme


The visibility of the internal body



The unruly body



Listening to the body



Boundaries



Spaces for me



The timing of perimenopause



Temporal disruptions



The future



The time-consuming aspect of perimenopause



Relationships with medical practitioners and other
health personnel



Relationships with friends, family and spouses



Relationships with mothers
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Corporeality

We experience the world through our bodies; our bodies are the way in which the
world is ‘shown’ to us. Without bodies, we simply cannot be aware of what is happening
around us and to us. The body is the “fundamental” (van Manen, 2016, p.304) medium
through which we get to know and become involved with our surroundings. A body is not
merely particles of matter, integrated to make up a structure which has various functions.
Bodies are living, breathing, moving entities, and we use our bodies to connect with the
world. Indeed, without a body, we simply would not be; we would not have any idea of what
the world is like, and we could not function in the world. We use our bodies to ‘meet’ with
people; we smile, talk, laugh or listen, and all of these actions necessitate the use of a body
and also reveal something of our material bodies. Without this physical structure – the body –
we would not be able to interact with others, nor even exist in the world.

In considering the corporeality of perimenopausal bodies, I explore how each
woman’s body is experienced relative to the hormonal changes of perimenopause. The body
is a central topic in this thesis. All the women who I interviewed made reference to their
bodies on several occasions throughout the interviews, including how the changes in their
bodies during perimenopause affected them. Some women commenced their narratives by
explaining their emotional states to me; these emotional effects seemed to the women to
evolve from within their bodies and entirely affect their bodies.

There are three themes around the corporeality of the body; these are:


The visibility of the internal body



The unruly body



Listening to the body
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The Visibility of the Internal Body
The visibility of the internal body was represented in the women’s interviews when
they talked about the symptoms they experienced, such as hot flushes or heavy periods
experienced during perimenopause. Such symptoms had the effect of showing the internal
workings of the body to the world. Hot flushes often exhibit as redness in the face and
sweating in the hairline or base of the neck. They seem to suggest a dysfunctioning in a
bodily system normally hidden from view. The blood loss in heavy periods comes from a
deeply-placed internal organ, the uterus, which is also normally not ‘seen’. The women in my
study described bodily aspects of perimenopause from a place deep within themselves, to
demonstrate how they felt the exteriorisation of the inner functioning of their perimenopausal
bodies. These are not scientific or abstract or objective aspects for the women – they are
lived, and the women in my study seemed intent on having me understand this.

Most of the women I interviewed were able to describe their perimenopausal
biological changes in detail, because they were real and embedded in their daily lives. P12
described her hot flushes in a way that allowed me to visualise exactly what she had been
experiencing: There are no triggers for my hot flushes. I have them so infrequently, but they
start with palpitations. I get hot and sweat from the neck up. I asked P12 how these hot
flushes affect her: Not good – it depends where I am. I don’t feel unwell, but I have to stop
what I’m doing.

The intense feelings that accompany hot flushes were felt by most of the women I
interviewed. Nancy gave some insight into how hot flushes affected her by painting a
dramatic picture, saying that her fingers swell up and become “tight sausages about to burst”.
She spoke of hot flushes that went away when she tried menopause hormone therapy (MHT),
but “came back with a vengeance” when she ceased the MHT. She also reported headaches,
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for which she had to take “frequent aspirin”, as well as eye twitches together with her hot
flushes, and she they looked increasingly unhappy as she described these bodily signs,
saying: “I hate it – I just want to feel normal again”.

Maddie started having hot flushes at age thirty-five. She is a nurse and a midwife, and
noticed how even in the operating theatre, which is kept at a low temperature, she was
“always sweating”. She described sweat breaking out on her top lip, then enveloping the rest
of her face, and also affecting the back of her neck. Maddie recognised the feeling that
accompanies these hot flushes as the same one that she experiences after drinking wine: “an
alcoholic drink feeling”. Sadie also had a problem with heat rising up inside her body when
she had hot flushes. Sadie had just returned from Canada when she spoke to me, so had
recently experienced some very cold winters. Despite the external cold, she had noticed how
warm the hot flushes made her feel, saying that “in the middle of winter, I would want to take
my clothes off”. She described the hot flushes as a “rising of heat, [with] sweat beads on my
lip, and I get hot underneath my hair”. Even in the middle of winter (in Canada) Sadie would
wear sleeveless tops, “to keep [my] temperature down”.

Because of the rich visual description Sadie provided, I asked her how obvious her
hot flushes were to people around her: “Oh they would be obvious to some people because I
go red”. In noticing Sadie’s discomfort, her husband and sister often fanned her – “this makes
it worse [for me]”. Barbara has also experienced other people noticing her hot flushes, which
occurred two to three times a day. She found that she also had to divest herself of some
clothing, such as a neck-scarf, when she felt the flush starting, and she has noticed her (male)
boss smiling when she removed her scarf. Pam said: “there is no hiding because of the hot
flushes … you cannot not acknowledge them.” The slightest bit of exercise caused a hot flush
to occur on Pam’s face, which happened “many times a day”, and she “see people registering
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my hot flush”. In Pam’s experience “People are very polite, on the whole” and Pam tried to
avoid commenting on her very visible hot flushes so as to “protect” her colleagues, because
she did not want others to become embarrassed by her body functions. Pam tried to reduce
her hot flushes by dressing in layers, so that she could easily divest clothing when she started
to heat up: “I now understand the value of the cardigan!” Kathy said that she felt hot “all the
time”, and that she was always conscious of the need to “cool down”.

The internal processes of the body are also exhibited through the heavy periods that
some women experience in perimenopause; however, I will discuss this hormonal change in
the following section, as this symptom was viewed by some women as being a result of an
unruly or recalcitrant body.

The Unruly Body

Unruly or undisciplined bodies, as described by many participants throughout their
interviews, signalled the way in which the women felt their bodies had sometimes let them
down. They had previously been reasonably happy with the functioning of their bodies, and
had not found cause to even take much note of their bodies, up until the start of
perimenopause. For some women, perimenopause disrupted their ‘normal’ and familiar
relationship with their own body, so that they had to renegotiate their attitudes towards their
bodies. The women mentioned many signs their body was unruly or recalcitrant; a couple of
women noted changes not usually highlighted in perimenopausal women. Pam said her skin
had “changed”, and was becoming “itchy” and “acne-like”. Barbara noticed her skin was
much drier than usual, and Jacinta spoke of how she had noticed increased cravings for food,
especially sugar-laden food, and alcohol. However, the main cause of dissatisfaction and
distress of an “out-of-control” (Kathy) body was menstrual irregularity, such as heavy
periods or irregular periods.
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Kathy told me how she has always had regular menstrual cycles, “like clockwork”, up
until her early forties, but for the past ten years she has had highly irregular cycles. She also
started to get the type of pre-menstrual syndrome (PMS) signs that a woman might get just
prior to a period. She had abdominal pain, her legs ached, and she became very irritable,
anxious and tired. Kathy described this change as having an “out of control” body; “I like to
be in control! Now I don’t know what will happen. It’s not a nice feeling – this feeling of
unknown – when will my period happen?” Caitlin also found the irregularity and the
unpredictability of her body “irritating”; she has experienced “five menstrual periods in six
weeks”, and told me that “I’m not really in control of my body now”. Mandy felt as if her
body had “let [her] down” too, because her “emotions are taking control of [her] body”, such
that she was losing control of her body. Nancy didn’t recognise her own body at times; she
described her perimenopausal body as a “wild horse”. She talked about her “unpredictable”
body with regards to irregular periods: “I had light periods for a while … then no periods …
then my periods came back … and now they’re gone again!” She also had an irritating eye
twitch, which occurred at the most inconvenient times. “I don’t know what my body is doing.
I’m so used to knowing my body – I’ve always been really in touch with my body. Now … it’s
out of control … confronting.”

Six participants reported experiencing menorrhagia (heavy menstrual bleeding).
Control of this bleeding can be very difficult, and knowing that one is failing to achieve this
control can be distressing. Menorrhagia can also be debilitating, and some of the women
described how they needed to adjust their routines because of the extreme blood loss. After
the birth of her third child, Narelle started to experience “flooding periods”, which sometimes
lasted for ten days. She found it difficult to work because of the heavy flow of blood, and
impossible to leave the house on some occasions, for fear of “blood run[ning] down legs”, a
completely unacceptable situation in a normal social context. The exhaustion from the heavy
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blood loss left her feeling flat in her mood as well; this was unusual for Narelle, who
described herself as normally being an extrovert. Lorraine also felt challenged by
menorrhagia:
“[I’m] in constant fear of suddenly flooding … I never know whether my period will
be heavy, and I always have to be prepared. I’ve had to wear a tampon, and sanitary
towel, and an incontinence pad – all at once – and still be worried about whether
that’s enough [to contain the blood flow]”.

The need to be prepared at all times for heavy blood loss is depicted clearly by Maria.
Maria often had to travel to an isolated part of a developing country for work. Her carry-on
luggage was always filled with pads and tampons, which were necessary for Maria’s very
heavy periods, because Maria knew that she could not obtain such specific sanitary protection
in remote [country] in the quantities she needed. “One tampon is not enough … I have to use
pads too.” On reaching the mine site, Maria’s luggage was always inspected by the mine-site
security. On one occasion: “I got checked by security four times on my way in [to the mine
site] and seven times on the way out. I felt the security guys looking at me”. The shame at
having her sanitary products obviously and extensively inspected by a male stranger was
visible on Maria’s face as she told me this story. Maria had also noticed a change in
regularity of her menstrual cycle and this had also affected her greatly. As an analyst,
someone who is used to watching trends, Maria could see the changes in the trend of her
menstrual cycle. Over the last four to five years, her periods have become more frequent and
very heavy; whereas previously they occurred every thirty-one to thirty-five days, they now
occur roughly every twenty-one days. Sometimes Maria continued spotting between her
periods as well. All of this “drives me nuts”, and made her feel “really pissed off”, because
they were “something else to worry about on top of everything else”. These changes affected
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Maria’s work and home life. At work, she had to be careful to constantly check her clothing
for blood seepage, and at home, she felt that she had to hide the excessiveness of her bodily
functioning from her family. She verbalised the effect of these changes on her life:
What was normal is not normal anymore. You have to do stuff that you didn’t do
before. I hate it absolutely, even although I know that it is a process that I have to go
through … it’s not predictable or manageable.

Sadie told me categorically that she has not been able to be in control of her body. Her
body seemed to have taken on a new dimension over the previous few years. Sadie related
how her body “rejected” the Mirena that was inserted prior to going to Canada (so that she
wouldn’t have to worry about menstrual cycles in the stressful move); this rejection of the
Mirena by her their body caused an intra-uterine infection, which left scarring on her cervix.
The result of the uterine infection is the real possibility of not being able to conceive a child.
Sadie was devastated by this lack of control over her body, as her their plan was to have
another child, and she they pondered whether she could even be viewed as a “functional”
woman anymore. Lack of control of the body manifested itself to women in other ways too;
Barbara noticed how the shape of her body had changed, and that she gained five kilograms
over three years. She attributed this weight gain to hormonal changes and viewed it as a
failure on the part of her normally average-sized body. She didn’t like the “sluggishness” that
this extra weight caused; “this is not who I am”. Barbara was questioning her very self, and
recognising that her self has changed because of perimenopause: “It impacts my self-image”.
Barbara started attending a woman-only gym, so as to achieve some “definition” in her body
shape, and to maintain the control over her body. Maria also noticed how her body shape had
changed “rapidly” recently; “I’ve had a decrease in my chest size and my hips are wider … is
this going to be the normal from now on?” She lamented the lack of forewarning about this
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lack of control over her body: “People don’t talk about body shape [in association with
perimenopause] … they talk about hormones, periods and hot flushes, but not body shape”.

Other women felt their brains or emotions had let them down. Yvonne talked of her
emotional state as one of the first signs, for her, that she was perimenopausal. She described
how she started “going off” at the in-laws, and how her “up and down” moods forced her
daughters and husband to “walk on eggshells” around her. Kate opened our conversation by
telling me how irritable she was becoming, especially towards her son, who was still living at
home. He had remarked on her irritability, saying that he thought it time that he and Kate
moved into separate houses. Kate felt irritable at work too, and this caused great stress.

Jacinta also said that she was badly affected by emotional changes, saying that she got
so angry sometimes that she was sure she “will kill someone”. Her labile, grumpy states
reduced her to tears. Caitlin told me that anxiety was the reason she considered herself to be
perimenopausal. Her anxiety had become so heightened that she had difficulty approaching
sections of the road down which she had to drive; Caitlin felt forced to seek out other routes.
Lorraine also felt that her heightened anxiety was due to perimenopause. For the previous
few years, Lorraine had episodes of anxiety when she could not function normally. She was
unable to work, study, drive or do well-known daily functions such as housework. Even
pleasurable pursuits, such as gardening, were not possible. Lorraine also complained of
“scattered brain”, when she could not think of the correct word, or forgot what she was
supposed to be doing. All of these symptoms were devastating to Lorraine, who viewed
herself as a highly-functioning woman, but felt forced to accept and adjust to the hormonal
changes. Mandy quit her job of seven years, because she became “stressed” and was “not
feeling well” once perimenopause commenced.
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Despite viewing the body as being out of control, most of the women did not see their
bodies as abnormal or pathological. Jacinta assured me that she is “not sick”, and that
perimenopause “is inevitable”; this was despite having irregular periods, which sometimes
lasted for six days, along with heavy flooding for the first two days, which made her them
feel that she “can’t put up with this”. Similarly, Nancy, whose hot flushes were “not good”
because they made her “stop what I am doing”, stated that she would not describe herself as
“unwell”. Maria, who had heavy menstrual flow, sleepless nights because of night sweats,
and weight gain around her hips, viewed perimenopause as “perfectly natural and normal”.
Another woman, Kathy, who had irregular periods and felt “hot all the time” did not feel
betrayed by her body, commenting: “No … it’s natural. It’s part of what you go through as a
woman”. She went on to say: “It’s life … it’s all intermingled. You cannot separate it [from
the rest of your life]. You just need to go along with it … deal with it. Eventually it will pass.”

Not all of the women considered the perimenopausal changes in their bodies to be
unruly. Joanne described her hot flushes as “just a little sweat between the breasts … I feel
hot, but they don’t cause any sleep disturbances”. In addition, Joanne made light of one of
the more noticeable features of hormonal changes; she joked how her daughter always
inspected her face prior to leaving the house, so as to remove any unsightly facial hair.
Joanne made comparisons to other life experiences she could identify with, to explain many
of her perimenopausal changes: “I haven’t taken any treatment for the night sweats, because
from talking to other people, I’ve found that I’m really lucky!”; “I’ve had some weight gain,
but then I’m not so active anymore”; “I’ve had lots of aches and pains, but it’s probably due
to age … I’m not twenty anymore”. Conversely, one woman was acutely aware of and
distressed by her hormonal episodes, but the symptom she was having was not at all obvious.
Kate told me, whilst fanning her their face: “I’m having a hot flush now, as we are talking …
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I can feel the heat rising in my body”; however, I could not notice any change in her their
skin colour or temperature.

Listening to the Body

A few of the women told me how aware they had become of parts of their bodies
since perimenopause commenced, such that these body parts were ‘talking’ to them, giving
them messages. For the most part, the women listened to and acted upon these messages.
Every night, at about ten pm, Pam “has an enormous hot flush – this tells me that it is
bedtime”. Pam noticed that by this time of night her energy levels had usually decreased and
she had to retire earlier to bed than she used to. She said that her “body is presenting itself to
me, making me aware” of its “movement in this time of life”. Pam described how, as a
younger person, it had not been so obvious that she was “in” her body. Perimenopause was
enforcing this encounter with her body, and letting her them know that she had to become
more mindful of her body and of the “more significant” changes occurring within her body,
as they were “big changes, which are noticeable”. Pam has celebrated the lesson that
perimenopause has taught her about her own body, that of learning to listen to her body. She
stated that she has “opened herself to listening” to her own body, as well as to what other
women are saying about perimenopause.

Joanne told me that she was listening to her body too. She wondered whether the
night sweats she was having were triggered by red wine; she stopped having red wine and
found that the night sweats also stopped. Jacinta noticed how she was becoming more aware
of an approaching menstrual period. She started to feel tired – “bone tired, as I was when I
was pregnant” – and over the following couple of days she experienced a bad headache and
breast tenderness. Forty-eight hours later, her menstrual period commenced and the tiredness
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and headache evaporated. This new awareness of the body caused Jacinta to reassess her
hormonal state: “I haven’t felt that I was perimenopausal but my body is alerting me to a
shift”. Whatever Jacinta’s expectations of perimenopause were, they had been usurped by the
“shift” that was occurring in her body. Lorraine had also started listening to her body, and
when perimenopausal anxiety threatened to overwhelm her, as it often did, she withdrew
from society and found a calming space where she could isolate herself (see section on
Spatiality for more data on Lorraine). Sadie stated that she was “listening to my body” too;
she said: “I’m having regular check-ups and listening to my body. I’m eating well, exercising
and trying to find a balance in life.”

Summary

This section has provided details of the ways in which the women in my study were
made aware of their perimenopausal bodies. The material body, which in this context means
the way in which the women felt and lived their perimenopausal bodies, featured strongly in
every single interview transcript. The women described their bodily changes in ways that
enabled visual perceptions of their experiences, and they stated how these changes affected
them. They also talked about the unruliness of their bodies; previously their bodies had
worked “like clockwork” (Kathy), but now they were uncertain of how their bodies would
behave. The women were confronted by their changing perimenopausal bodies, and they had
to form new relationships with their bodies and their selves. Some women said that they
received messages from their bodies, and that they had to “listen” to their bodies in order to
get through the day. I have provided instances of the women’s corporeal experiences, using
the women’s own words.
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Spatiality

Spatiality is described by van Manen (2016) as lived space. The action of living
within a space most certainly has geographical connections, in that one may think of a
particular place – surrounded by limits – when considering a lived space. However, spatiality
consists of much more than a geographical or physical space. It is where we feel the effects of
that space. Do we feel exposed or vulnerable within a certain space, asks van Manen (2016).
Does the space cause us anxiety or elation? Are we comfortable or uncomfortable in that
space? The nature of each space, and the socio-cultural mores which affect each space, are
what constitute our lived experiences of those spaces.

The themes related to spatiality are:


Boundaries



Spaces for me

Boundaries
This theme is about the relevance of boundaries – those bordered spaces – for the
women. Some boundaries were forced upon the women because of the hormonal changes
within their bodies. For example, when Narelle started to experience very heavy periods, she
felt unable to participate in the daily walk to school with the children, for fear of not being
able to contain the flow of blood. While this walk was not long, and P10 enjoyed the time it
allowed her with the children, the distance became too great at those times when she was
unsure of how much blood she would lose. “I had flooding periods – sometimes lasting for up
to 10 days. My children know where all the public toilets are between home and school!”
(Narelle). Narelle has actually experienced the panicky situation of feeling blood running
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down her legs, and having to “race home because of the flooding”, and being “worried to be
in public”.

This restriction of not being able to move around easily in familiar or common
surroundings was echoed by Maria. She described how a familiar environment – the work
group meetings she leads every week – became a space of anxiety and stress once she started
perimenopause. Maria was quite comfortable with leading these meetings; however, when
her their menstruation was heavy or she they had continuous hot flushes, she had to schedule
frequent “freshen-up” breaks during the meetings, so that she could check clothing and
change a soaked tampon or pad, or cool down her hot face. “It’s manageable, but I’m
annoyed that it has to happen, and that I have to be conscious of it” (Maria). Pam also learnt
to “manage” her “flooding” periods within the usually familiar environment of the university
campus. “The rapid onset [of the period] is alarming – they are unexpected and I don’t know
when [the flooding] will occur. I have had to be prepared … but I have managed to do this.”
Pam was constantly worried about having a flooding period when she was lecturing to
students; the well-known setting of the lecture theatre became a place to dread when Pam was
menstruating.

A few of the women in my study spoke of how the changes in their bodies resulted in
changed routines and relationships. The women formed imagined boundaries around
themselves so as to be able to cope with their daily routine. Jacinta provided an example of
this: the heavy periods, migraines and emotional changes that Jacinta was starting to
experience at the time of our interview made her close in on herself, and she felt as if she they
were was shutting her family out, forming boundaries within her home to protect herself. This
“perimenopausal atmosphere”, which was noticeable as “a shift in relationship” with her
husband and daughter, was not an experience she wanted; she stated she would like to be
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“less occupied by my boundaries and what is happening to me, and to be able to interact
more with the world”. Even whilst she was using her home as a haven, Jacinta noticed
tensions within the home. Her daughter “gets jealous” when Jacinta’s husband devoted time
to caring for Jacinta during her difficult phases. Lorraine found that she, too, had to confine
herself themself within her home – her “quiet place” – when she was suffering from extreme
perimenopausal anxiety: “I have to avoid contact with my family and my friends … I can’t
work, study, drive or even do housework”. Even pleasurable tasks, such as gardening, were
not possible for Lorraine when she they had anxiety episodes. She remained in her cloistered
place until the anxiety receded. Lorraine did not only shield herself from those outside her
home, she t also had to shield her body from physical touch by those within her home. The
slightest physical contact was distressing and her husband was well aware of the “no-touch
zones” when Lorraine was experiencing increased anxiety.

On the other hand, Nancy spoke about how she craved the ability to draw boundaries
around herself, as Jacinta and Lorraine have been able to do. Nancy stated: “I feel like I need
to be wrapped in cotton wool”, as a protective barrier against the hormonal changes and the
changes in her life circumstances. “My hormones are racing – it’s an awful time”, stated
Nancy. She felt that if she had some sort of barrier or protection, she “might embrace
perimenopause a little more”. Nancy recognised that this need for a barrier would not be
fulfilled, however, due to the immense family and work constraints in her life: “I’m the glue”.

Abstract boundaries may arise when women feel unable to address their
perimenopausal status or feelings. Pam felt that her work-place, the university academic
setting in which high-order scholastic discourse is encouraged, was not the ideal space for a
conversation about perimenopause. Pam deliberately shied away from broaching the topic at
work, for fear of being seen as inefficient: “it’s [perimenopause] not part of being efficient”.
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Pam felt that by allowing people to see, either by discussion or observation, the hormonal
changes that she was experiencing, she may have somehow been viewed as being less
academically able. She stated that she had to learn to recognise the “rare spaces” at work
where she could discuss perimenopause: “I have to recognise where it’s OK to talk about it;
it’s not a water-cooler conversation”. Some spaces for discussion about perimenopause were
therefore restricted to her. Caitlin, a teacher, who suffered from debilitating perimenopausal
anxiety, had a similar experience: “It’s difficult when I’m at work … there’s no space to deal
with it [perimenopausal anxiety]”. Caitlin worried that her work peers might have considered
her to be “weak and not coping if they saw my anxiety”. Caitlin was on one year’s leave of
absence from her teaching job at the time of our interview; she felt it necessary to separate
herself from that work-space in order to self-care.

Mandy has tried talking with her previous work colleagues about perimenopause. One
female work colleague was open to talking about hormonal changes “a bit”, but generally,
Mandy found that “the women at work are not forthcoming with any information”. Maria
marvelled at the fact that perimenopause is still a taboo topic: “Every second person on the
planet has menopause (sic), yet no-one is talking about it”. Like Mandy, Maria found that
“there’s no opportunity in the workplace [for a discussion on perimenopause] … this doesn’t
bother me, because I’m self-sufficient and capable”. However, whilst the women at Maria’s
workplace may not have discussed perimenopause with each other, they had no qualms about
educating the men in the work setting about the needs of perimenopausal women. Maria said
that one female colleague, of a similar age to Maria, was always saying to male colleagues:
“Leave that air-conditioning on! There are women getting hot flushes – deal with it!”

Boundaries around possible discussions of perimenopause are not limited to workspaces, though, and a couple of women struggled to find the right places to talk about their
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experiences even in other areas of their daily lives. Mandy stated that she could talk with one
of her friends about perimenopause, but “nobody else”. “Nobody’s willing to talk about it;
nobody discusses it. It’s private … or old-fashioned … women don’t discuss this.” Because of
this barrier to a possible space for a heartfelt talk about perimenopause, Mandy could not
even tell her friends about the more traumatic emotions she associated with perimenopause,
such as “crying and feeling alone”. For Mandy, even private spaces limited her ability to talk
about her hormonal changes; “[my] husband walks away [from me] when I’m crying”. (A
further discussion of the relationships between study participants and their partners or family
members can be found in the section on Relationality.)
Spaces “for Me”

This second theme contains stories of how the women used spatiality to overcome
issues of being a perimenopausal woman in a particular space by creating specific spaces for
themselves. Some participants did have spaces where they could talk of their experiences of
perimenopause, or they purposely created or located such spaces. In these spaces, they could
simply ‘be’, instead of feeling constrained and restricted by family, work, or environmental
boundaries. Instead of feeling silenced, they felt that discussion around hormonal changes
could take place. This allowed a sharing of experiences rather than an enforced solitude. The
women could connect on a similar level, resulting in a freedom from restraint. The clearest
demonstration of this free space was the art group to which three of the women in my study
belonged.

The art group was held each Wednesday evening in the art room at a school, and was
run by the school art teacher. Only women attended this group, although being female was
not a pre-requisite, and many of them were of a similar age. Three of the women in this group
agreed to talk to me about their experiences of perimenopause, and I interviewed all three
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women separately, in an adjoining space. They each told me how important the space of the
art group was for them to de-stress, and to discuss a multitude of issues, one of which was
perimenopause. Because some members of the art group were experiencing similar hormonal
changes, much discussion ensued during each Wednesday meeting about their physical and
emotional changes. They had also set up a Facebook page, mostly to keep in touch regarding
the art group meetings, but they found that their Wednesday night discussions on
perimenopause often continued on into the virtual medium, which was yet another space for
sharing. Each woman I interviewed commented on how much this free talk has assisted her.
Nancy described the art group as “an open atmosphere” and said they could “talk freely”.
Nancy stated that the most positive aspect of perimenopause for her was the ability to share
with the art group members, so that she could be reassured that she wasn’t “going it alone”.
Joanne spoke of how she had learnt, from listening to the other women in the group, how
fortunate she was regarding the severity of perimenopausal symptoms. Yvonne told me that
the group members supported each other and that this support enabled Yvonne to grow closer
to other women through discussing such personal issues with them, something which had
been missing from her life. Yvonne had previously not had any “coffee-group” female friends
with whom to share her problems. She and her husband had always socialised with other
heterosexual couples as a foursome, and she felt that there was never any chance to have
intimate female discussions on those occasions. The art group allowed her to decrease the felt
space between herself and other women.

Kathy also told me about a space where she could talk about hormonal changes. The
work setting of Kathy is a women’s health centre, and most of the staff are female; therefore
“we can talk quite openly [about perimenopause] around the lunch table”. This opportunity
was important to Kathy, because “I don’t think it’s something that people talk that openly
about”. Kathy joked that she belonged to a ‘club’ – the “have-you-started-yet club” –
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reminiscent of the have-you-started-your-periods-yet club as a teenager”. She said that she
felt that this imaginary club “bonds women”, and gave them an excuse – a space – to talk
about hormonal changes. This was important, because according to Kathy, midlife women
don’t often “get the chance to learn from each other”.

Pam found an opportunity to learn from her mother; she has been able to talk with her
mother about perimenopause, and to listen to her mother’s experiences of these hormonal
changes. This “rare” and “valued” space – a space which is both physical and figurative –
has increased the bond between Pam and her mother, thereby decreasing the relationship
space between them. (I elaborate on how valuable these discussions were for Pam in the
section on relationality.) Pam told me how she would love to meet with other women to have
discussions about the experiences of hormonal changes: “We should set up coffee groups, or
craft groups…we should share experiences. Otherwise, how can we help younger people who
are fearful [of perimenopause]?”

Some women in my study created special spaces so that they could concentrate on
personal aspects of their bodies, or just so that they had a space “for me” (Nancy). It became
more and more important to them to seek out these places as they journeyed through
perimenopause. Nancy took up yoga, and found this to be the most helpful way of achieving
a “calm state of mind” – for her, yoga was a serene space that helped to “dampen the
wildness”. Mandy used the reassuring space of the surgery of the “Chinese doctor of
medicine” to become “empowered” to manage her life: “I’m doing this for me”. Caitlin used
outside spaces to “clear the head”; she went walking and cycling with female friends. She
also removed herself from a space which contributed to great anxiety by taking a year off
from work (as a teacher) so as to “relax”. In order to deal with her dreadful anxiety, Lorraine
had to retire to a quiet place and either read or rest, and avoid contact with her family and
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friends. Pam started doing Zumba classes, to allow her body to move freely in space. She
commented on how many of the women in her Zumba group had “ample” bodies, which took
up a fair amount of space, but that Zumba emphasised and encouraged the use of extended
spaces. “Zumba has made me more aware of my body, but I’m happy with it now. I used to
feel awkward – uncomfortable – in my body, but now I feel more feminine!” (Pam).

Summary

In this section, I described the perimenopausal experiences of the women with regard
to spatiality. The perimenopausal bodies of the women in my study were lived and felt in
various spaces. Some spaces affected the women deeply, such that they tried to avoid those
spaces. Other women found that certain spaces restricted them from being themselves, that is,
being women who are perimenopausal. They felt constrained and disempowered from living
their daily lives. Some women purposely constructed spaces for themselves – spaces to talk
or create – that enhanced their daily existences, and stretched the borders of their lived
spaces.

Temporality

Temporality is defined by van Manen (2016) as the time that is lived by the person. It
is not the same as the time that appears on a clockface, or the “world time that I fix in relation
to earth and sun” (Husserl, 1991, p.128). Lived time cannot be measured scientifically or
objectively in terms of minutes, hours, days, weeks; it is a subjective experience of a
particular timeframe, such as the agonising minutes ticking when waiting to enter an exam
room – agonising especially if one is unprepared. This individual experience of those anxietyprovoking minutes is what is of interest when exploring temporality. The “temporal
dimensions” (van Manen, 2016, p.104) of what has happened in a person’s past, or what is
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happening currently, or what will happen in the future, are what tell us about how that person
has experienced time. Each time period is not a discrete, siloed event, however; memories of
what has happened in the past may compel us – in the present – to make changes, so that our
future is assured.

There are four themes in this section:


The timing of perimenopause



Temporal disruptions



The future



The time-consuming aspect of perimenopause.

The Timing of Perimenopause

Timing plays an important part when an event or phenomenon of significance occurs.
We may talk of how the ‘timing is bad’ if we are forced to stop and take stock of our
situations, or adjust our progress in our life journeys. For some of the women in my study, the
timing of the onset of perimenopause was entirely unsuitable. Nancy told me that she had a
“high pressure job” at the local school, and so “the timing is not good”; my husband is sick –
I’ve got teenage kids – I’m the glue at school and at home – I have to keep it together” [for
the sake of the family and finances]. Sadie, who was thirty-nine years old at interview, was
shocked by the information from her doctor that she was perimenopausal. Sadie has two boys
and had long planned to have a third child; the realisation that her current hormonal status
would prevent this has left her devastated. “People have asked me about having a girl – they
have no idea – they can’t tell by looking at me that I’m going through [perimenopause]”.
When Sadie told her friends that she was perimenopausal, they were shocked too: “That
doesn’t happen to people our age!” Sadie’s friends started to question whether they too
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would experience perimenopause at an earlier-than-expected age. The timing of the onset of
hormonal changes comes as a surprise to many perimenopausal women, who may associate
these hormonal changes with a time period which is much further into the future. Sadie
looked to her past in order to find answers for her lack of ovulation, wondering if anything
she had done previously may have caused the unexpected and untimely onset of
perimenopause: “Was it because I took the pill for so long?” She mused on other possible
answers: “I had osteoarthritis after my second baby, so I thought maybe my periods stopping
were an immune response from a virus”.
This sense of being ‘out of time’ or ‘off-beat’ was also felt by Effie, who was told at
the age of twenty-five that she was perimenopausal; this was before she even had her first
child. Effie was told by her gynaecologist to imagine that she is ten years older than her
chronological age, due to the fact that she began perimenopause prematurely. The timing of
this news was distressing to Effie who was newly married at twenty-five years of age, and
very hopeful of having many babies. At the time of interview, Effie was twenty-seven years
old, and told me that since the unexpected diagnosis of perimenopause she had formed
friendships with women of her mother’s age, effectively building relationships across time, so
as to source information about midlife hormonal changes. “I can relate to my mother’s
friends, because we’re on the same page with hormonal issues” (Effie).

Maddie, at the age of thirty-five, had also been thinking about the timing of
perimenopause in her life. Maddie, a former work colleague, had previously listened to me
talking about my study but had not considered that she might one day be a participant. When
she started experiencing hot flushes, she realised that she could be one of the women who
have a very long lead-up time, sometimes up to fifteen years (Harlow & Derby, 2015) to
menopause. Maddie therefore volunteered to be interviewed. Before talking with me, Maddie
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had discussed the possibility of perimenopause with some of her friends; they had told her
“You’re too young for that!” Now that Maddie is perimenopausal, she has started to think
about her future chances of becoming pregnant. This, for Maddie, was one of the negative
aspects of perimenopause. “I’m concerned that I won’t be able to fall pregnant. I know my
Mum is concerned about this too. She keeps asking me if I am still getting my period. But I
know I am – my feet still swell up so I know I’m ovulating!” Jacinta is fifteen years older than
Maddie, but even Jacinta had been told by her friends that she was “too young” to be
commencing perimenopause. The very thought of these hormonal changes occurring to
Jacinta, even at the age of fifty, was “ridiculous!” To Jacinta’s mind, perimenopause
“appeared overnight … or maybe my subconscious is finally allowing me to admit it now that
I’ve turned fifty”. Whilst Jacinta questioned the timing of her hormonal changes, another
participant fully expected the onset of perimenopause at the time it actually occurred. When
Narelle turned forty, she began to wonder how alike her mother she was going to be as far as
hormonal changes were concerned. “My Mum started perimenopause at thirty-nine, when I
was nine or ten years old. She had massive migraines with her periods, and flooding. She put
up with that until she was fifty-six.” Narelle started perimenopause at forty-one, just two years
later than her mother.

The uncertainty regarding the onset or the timing of hot flushes or heavy periods
during perimenopause is also of concern for the women. Sometimes Narelle has had to “race
home because of the flooding”; when her heavy periods have caught her unawares. Pam also
worried about the timing of heavy or flooding periods, especially if she was in the middle of a
lecture (see the discussion regarding Pam and Narelle in the Spatiality section, above). Maria,
who, like Pam, also had very heavy periods, and sometimes continuous spotting between
periods, has had to estimate the time that it might take her to get home from work to change
her clothing. It was important to her sense of self, as well as to the norms of the work
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organisation, that Maria presented as controlled and contained in the departmental meetings.
“If my period is early or late, if it’s longer or heavier, it’s more difficult to deal with if I’m in
a meeting or in the field. If I was doing a lot of travelling, I’d talk to the doctor [about how to
control her heavy periods], but now I can get home in fifteen minutes [to change clothing], so
that’s OK”. Nancy said that she “go[es] blank” and “can’t think” when she experienced a hot
flush, and this was not helpful in her “high pressure job” in a school, where time periods rule
the daily activities. Caitlin, who also works in a school, felt that her perimenopausal anxiety
affected her work so much that she had to take a year off from work in order to get away
from the “work stress” and “pressures” of adhering to temporal regimes.

Prior to perimenopause, a few of the women were pro-active in attempting to predict
when they might have their periods. They monitored their menstrual cycles using calendar
time so as to anticipate the next menses. Maddie used an app on her phone: “I have had to
track my periods, purely to save my relationship [with boyfriend]. I had to know when I’m
going to get bloated and tired and grumpy.” Unfortunately, because of the irregularity of
timing and heavy flow of menses in perimenopause, this monitoring was no longer reliable.
Now Maddie could no longer be sure when her period would start, nor how long it would
last. She said: “The girls at work know that I’m always well prepared. My handbag is
organised with six tampons and two pads. I’ve never leaked through in public!” Maria used
Microsoft Outlook to track her periods. When we met for interview, Maria was about to go
on a month-long holiday with her family and she knew that within that month she could
easily have two heavy periods, with spotting in between the periods as well. The irregularity
of her menstrual cycle, previously fairly regular every thirty-one to thirty-five days, made her
feel “really pissed off”, because it was “something to worry about on top of everything else”.
Jacinta stated that she has changed, as a person, and has become “someone who is uncertain
of timing of periods”. This uncertainty was worrying for Jacinta: “I can’t put up with this.
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Can it be avoided? Should I take advice?” Caitlin, who had recently endured five periods in
six weeks, said that she was tired. This untimely and relentless menstrual cycle affected not
only the physical body, but also the emotional body: “My husband says I’m irritable; he
thinks I should have controlled it. He tells me to just snap out of it.” These ongoing,
inescapable features of perimenopause left some women questioning whether there was an
end in sight for them.

Temporal Disruptions

Participants discussed the ways in which their time has been disrupted by hormonal
changes, and how there has been a flow-on effect of this disruption for some of the partners
or families. The realisation that they may have had to endure some of the more unpleasant
aspects of perimenopause for even just four to five years was abhorrent for some of the
women. Yvonne thought that her hormonal changes would “last a few months”; when she
found out that they might go on for years, she decided to go to her general practitioner (GP)
for help. The emotional changes that Yvonne endured before getting medication from her GP
affected those around her, such that her daughters and her husband were “walking on
eggshells” around her. The anti-depressant medication prescribed by her GP has made an
enormous difference: “I would recommend this to anybody! The pills will fix it – I take a pill
and all’s good!” The husband of Yvonne, however, endured ten years of Yvonne’s labile
emotions prior to her starting the anti-depressants, and was still afraid that Yvonne would “go
off” at him. He therefore developed a daily routine of asking her whether she had taken her
tablets. In a similar way, Patricia’s husband was alarmed at the seemingly never-ending
chronicity of perimenopausal symptoms. When he found out that perimenopausal changes
could perhaps last for ten years, he immediately told her to “Go and get [the drugs]!” The
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possibility of Patricia having a “regular meltdown” or “mood swing”, which would “throw
the family”, was too much for Patricia’s husband to consider.

The stories that some women hear about the length of time of perimenopause may not
be helpful; a couple of the participants in this study told of women they knew whose
hormonal symptoms apparently lasted for decades. Nancy told me that her “old friend, Pat,
who’s 62, is still going through menopause!” Pat’s experience clearly affected Nancy, who
told me that she was “concerned about the future – how much longer will this go on?” Kathy
also had a friend who was “still getting hot flushes at 68!” Kathy asked: “Surely we don’t
have to go through it for so long?”

The thought of endless repetitions of hot flushes, night sweats, mood swings and
menorrhagia – a perimenopausal form of Groundhog Day – was also of concern for some of
the women. Maria was enduring very heavy periods, which sometimes lasted for ten days.
She was taking progesterone tablets (to reduce the amount of blood flow), but they did not
appear to be working effectively, as Maria still had to use a number of sanitary devices
(tampon plus pads) to collect the blood. The daily necessity of having to be prepared for
heavy periods, or for continuous spotting between periods, or for having to rush home
because of soiled clothing, was taking its toll on Maria, who was “really pissed off”. Caitlin
was also fed up with the chronic symptoms of perimenopause; she had five periods in the six
weeks leading up to our conversation. Although they were light periods, the cyclical pattern
of bleeding/no bleeding over six weeks made Caitlin tired and irritable. The never-ending
episodes of hot flushes or night sweats also affected some of the women. Before commencing
on MHT, Yvonne was having about twelve “very bad” hot flushes during the day and about
six at night. Nancy said that she woke up at least three times during the night in a sweat; the
disturbed sleep pattern had her asking “how much longer” she would have to endure this
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unpleasant and fatiguing cycle. The disruption to one’s daily life, as well as the inability to
plan ahead, effectively disabled the women. They were unable to complete tasks
satisfactorily. Yvonne said that her hot flushes had a debilitating effect on her. “I can’t plan –
I have to work harder to concentrate”.

Other participants also felt the debilitating effects of a disturbance in the rhythms of
the body. Patricia had always enjoyed a good night’s sleep, but a few months prior to our
conversation, she started to experience disturbed sleep. She woke up at three am and was
wide awake, so much so that she got out of bed, read a book or made the work lunches for her
husband and two sons. She did eventually go back to bed and fall asleep, but was extremely
tired the following day and was falling asleep by nine pm. This “out of whack” feeling made
her annoyed and frustrated with her “out of control” body. Patricia felt the effects of insomnia
as it occurred (in that she achieved completion of some useful tasks), but she also felt the
effects of that insomnia in another dimension of time (she was exhausted by nine pm). Sadie
said that her night sweats interrupted her sleep: “I wake up wet around my chest, about seven
times a night”. This had a detrimental effect on her functional ability during the daytime: “It’s
debilitating. It’s affecting me”. Maria also had night sweats, and was woken “several times a
night” by them; she too felt that this constant sleep interruption severely affected her daytime
functioning.

It is only when circumstances change that one may become aware of how time has
changed too. Jacinta talked about how her body had alerted her to a “shift”. This shift was a
move from being someone who had always been sure of the timing of her menstrual cycle, to
someone who was now completely uncertain of the timing of her periods. This uncertainty of
timing was the only aspect of perimenopause, thus far, which made Jacinta feel “uneasy”.
The irregularity of her periods had caused Jacinta to consider seeking advice or information;
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it’s the “only strange symptom” – the only part of perimenopause which she didn’t
understand. With this shift in the timing of her menstrual cycle, Jacinta’s solid foundations
appeared to have moved, and she no longer felt stable and secure in her knowledge of her
menses. For Jacinta, however, there was an even bigger disruption in time. She told me that
all of her bodily changes seemed to happen “overnight”; “I woke up as a fifty-year old with
all these issues!” Jacinta was becoming uncertain of who she was, in the wake of this sudden
“shift”, and she was having to re-consider her selfhood, that is, she was having to re-evaluate
her assessment of her individuality or distinctiveness.

The Future

Many of the women in my study reflected on their current situations, and found that
they started to look to the future. Yvonne told me that she was finding she had “more time” to
reflect and look back at her life. However, she had also considered the future. Yvonne and
her husband (who have had a “difficult” relationship over the last five years) were planning to
move to a small town south of the city – a “tree change” – as a “positive” move. Narelle, who
was “just keeping my head above water” when she started perimenopause at the age of fortyone, now felt that she could enjoy life. Previously, she had “three children under the age of
five”, was suffering from menorrhagia, and felt that her life was “on the back-burner”
because of her family responsibilities. Since having a Mirena, however, and finding
“something that worked” to reduce her flooding periods, other aspects of her life had
improved too. “I can start taking time for myself now. I have the time and space to think
about myself, now that the kids are older”.
Joanne saw her future as being positive if she didn’t have to endure menstrual periods;
even though Joanne said that she had “no period problems”, she was looking forward to
menopause, saying that it would be “positive because I won’t have periods!” Patricia also
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said that she looked forward to the “freedom” of no periods; she has been booking family
holidays around her periods, so that menstrual bleeding did not deter her from enjoying her
holidays. Other participants echoed the relief of a future in which they would not have to deal
with menstrual periods. Nancy said that the only positive thing to look forward to, as a
consequence of perimenopause, was “no periods and no hot flushes”. Jacinta was also
looking forward to the day when her frequent and irregular periods stop: “I’m tired of dealing
with them ... I don’t need them any more … they are a hassle”.
Sadie, on the other hand, felt “gutted” when she was told that she “would be lucky to
have another period”. Sadie was desperate to have a third child, but had been advised that she
would not become pregnant again. Sadie echoed a socio-cultural view of the value of women
when she told me: “I’m not a woman anymore … I’m not able to produce [children] because
I’m not having a period.” Faced with this bleak future, Sadie said that she was:
“not thinking about the future … I’m taking it as it comes. I’m having regular checkups, I’m listening to my body, I’m eating well and exercising … I’m trying to find a
balance in life. I won’t get down about having a baby – as I get older, this feeling will
decrease.”
Other women didn’t see such a balanced or calm future for themselves. Nancy told
me that she was “concerned about the future – how much longer [will perimenopause last]?”
She was preparing to “ride the storm” that perimenopause would be for her. Throughout her
interview, Kathy repeatedly wondered aloud when she would “hit menopause”. She had a
dread of menopause, rather than perimenopause, because of all the possible physical effects
of reduced oestrogen levels on her body. Already at risk of heart disease, Kathy viewed
menopause in a negative light. “When is it going to happen? When will the transition occur?
What will be the effects on my body? Oestrogen is protective for heart disease. I dread not
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knowing – not having definite information.” Caitlin also felt that “the unknowing of what
exactly will happen, or length of time, or consequences [is] unsettling”, but that she could not
change that uncertainty.

This lack of certainty in the future has the potential to be very debilitating. Pam,
whilst feeling “calm” at time of interview, felt that the full onslaught of perimenopause
would be negative and that when she “hits the wall, everything will be different”. Mandy
worried about the changes that life will bring her; she wondered what would happen to her
marital relationship if she could not cope with the heightened emotions that perimenopause
had caused. She questioned whether her relationship would survive perimenopause,
especially as she had watched some of her friends of a similar age get divorced. Despite
being only forty-eight years of age, Mandy also worried about how much longer she would
live, when she said that she “may only have twenty years left”.
For one of the participants, the future – once imagined as full of life and promise –
was now experienced as bleak. Effie was told she was perimenopausal before she even had
her first child, which was devastating news because she and her partner had planned to have a
large family. After the birth of their first daughter, they were ecstatically happy, and became
positive about achieving their dream. They bought a table that seats ten people in preparation
for all of their children. Now, after many failed cycles of in-vitro fertilisation, a miscarriage
and the loss of a twin in her second pregnancy, Effie told me that she often lay awake at
night: “I stare at the empty space where the baby cot was. Is this the contentment that I will
have for the rest of my life?” Effie was also worried about how the future will affect her
mental health: “All of my friends will soon be pregnant; how will I cope?”

Patricia was looking to the future as well. She felt the onset of perimenopause was
signalling “a certain point” in her life, and she had spent some time reflecting upon what that

177

particular point might involve. She didn’t attribute any significance of this reflection to
perimenopause, as such – “it’s not a perimenopausal thing; it’s a ‘time-of-life’ thing”. The
significance related more to what was happening generally in her life; her sons were finding
jobs and leaving home, and Patricia wondered whether this would free up more time for her
to take the opportunity to do something different, such as a different job or more study. “Now
is a good time to do things”, she told me, “yes, it’s the end of a chapter, but also an
opportunity.” Jacinta also related perimenopause to a specific point in her life; all of the
changes in her body – which she attributed to perimenopause – seemed to have occurred as
soon as she turned fifty. Jacinta had a “wellness test at work” soon after turning fifty and
found that she had high blood pressure and high cholesterol levels; these were significant
health issues for her. In addition, the changes in her menstrual cycle seemed to have
“appeared overnight”. Whilst Jacinta began our conversation appearing to be a little
distressed by all that has recently happened in her life, she told me that she was making
positive changes for the future. She was using perimenopause to focus on herself, instead of
always focusing on others; “to talk about what is happening to me”. She recognised that she
didn’t “always have to be operating at 100 miles an hour”, and that she didn’t have to feel
guilty about being “emotional for no reason at all”. Jacinta told me that recognising that she
was allowed to reflect on herself and on her future – “what I want or don’t want” – is
“liberating”.

Looking towards the future also entails a consideration of ageing. Whilst some of the
participants in my study felt comfortable about ageing, others were concerned about this
time-related process. Midlife hormonal changes are commonly associated with ageing bodies,
and menopause especially carries the stigma of lack of youthfulness, vigour and value. Pam
provided an example of this stereotyping by relating a story about the shock exhibited by her
sister-in-law, on hearing the news that Pam was perimenopausal: “She laments my
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perimenopausal onset!” Pam went on to explain this reaction from her sister-in-law, who was
ten years younger than Pam, and who worked in the television industry where “image is
everything”. She told me that there was a constant “pressure of younger women to take over”
and that there was a constant “chipping away of confidence of women in that industry”. Even
though Pam’s sister-in-law was relatively young, she was still “aware of her disappearing
youthfulness, and she sees her use-by date ... she’s had Botox!” In contrast to her sister-inlaw, Pam was not concerned about ageing: “At no other stage in my life have I been happy
with my sense of self. We need to find a match between the ageing body and the sense of self.”
Mandy also talked about the stereotyping of midlife hormonal changes in the media: “The
media focuses on the negatives of perimenopause. I’m fighting a battle with this age thing”.
Whilst she was grateful “that I got to this stage in life”, Mandy vacillated between worrying
about how much longer she was going to live and worrying about aging.

Other participants also brought up the topic of ageing spontaneously. Yvonne was
bitter about ageing, having been made redundant from a previous firm so as to make way for
a younger woman. “I was made redundant, but then I found out that I had been replaced – it
was because of my age.” Kate has fought against showing her age for many years, mostly
influenced by her mother’s fear of ageing. Her devotion to this has had positive results, in
that she does look younger than her chronological age, but the onset of perimenopausal
bodily changes were reminding her that perimenopause is a time-related process that occurs
at midlife, and thus she was definitely growing older. Kate talked about the physical changes
associated with changing; she was having a lot of difficulty coming to terms with the fact that
perimenopause demonstrates an ageing body. “I don’t like these wrinkles in my skin. I don’t
want to think about losing my vitality” (Kate).
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Narelle also associated perimenopause with age, and spoke of how she dreaded
people seeing her as “irrelevant” and not worth listening to, now that she was in her forties.
Narelle had her children at a more mature age than some of her peers, and her youngest was
only five years old at time of interview. She compared herself to the other mums at her
children’s school: “I’m not a hip young mum. I feel a bit old in comparison to other parents”.
Narelle perceived judgement and disregard from the younger mothers in her child’s school:
“As you get older, do people not hear your voice? Do people want to listen to you?” Narelle
aligned her concerns about ageing with perimenopause, which added to her negative view of
this midlife hormonal transition. Barbara, at fifty-six, also had a negative view towards
growing older since she had started perimenopause; she told me she perceived people to see
her as an ageing woman. She related how up until recently, people had always commented on
how young she looked in photographs. “In photos of me at fifty, people would say that I look
forty. They always said that I look good for my age. Now … people don’t say that so much
anymore.”
Whilst a few of the women felt they were “too young!” (Jacinta) to be
perimenopausal, other women in the study did not feel the stereotypical angst when talking
about ageing, and they didn’t necessarily view ageing in a negative way. Patricia did not see
the need to get anything “fixed up” to mask her body’s ageing process, and she was
philosophical about ageing. “Ageing doesn’t scare me. As long as I am healthy and well, I’m
not worried about ageing. I will age disgracefully!” Patricia said: “Me and [husband] have
had a long chunk of life together – we’ve been together since we were fifteen – we have
grown older together thus far and will continue to do so.” In a similar fashion, Caitlin, at
forty-nine years of age, said that she was at the end of one period of her life, and was looking
forward to ageing – “the older the happier”. Joanne told me that she had noticed quite a few
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aches and pains in her body lately, but didn’t attribute these to perimenopause at all, saying
that they were simply part of the ageing process.

Perimenopause is Time-consuming

The time-consuming nature of perimenopause was all too real for some of the women
in my study. The preparation involved in buying, storing and packing sanitary products was
discussed by some of the participants. The descriptions provided by Maria regarding her
time-consuming preparations for her erratic and flooding menses are the most vivid of all.
Maria related how she had to ensure that she had packed enough tampons and pads for a field
trip for work, because she knew that she was unlikely to have the opportunity to source these
vital items whilst travelling (mostly in remote areas of a developing country). Not knowing
how long a menstrual cycle might last whilst she was away, or even if she would menstruate
whilst travelling, left Maria “absolutely” hating this time-consuming practice of always being
prepared.

Whilst the impact of an issue such as menorrhagia is time-consuming within itself,
because of the need for frequent checking, and sanitary or clothing changes, the effects of that
issue are time-consuming as well. Narelle discussed the drawn-out process of the daily
naturopathic regime for management of her menorrhagia. In order to reduce the flow of her
excessively heavy periods, which had an enormous impact on her and her family life, Narelle
started to take trochets of progesterone; she had to take half a tablet every day for twentyeight days, then have a short tablet-free break. She told me that she “lived life by the
calendar”, and that this was “worse than taking the oral contraceptive”! After “driving the
whole family nuts”, Narelle ceased the trochets.
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Dealing with their hot flushes or heavy periods or night sweats, or even simply
seeking information, was time-consuming in other ways too. Nancy had been to her GP
twice, she went to a naturopath for a dietary supplement, had acupuncture for her headaches,
and she attended yoga for meditation and the art group “for me”. All of these appointments or
meetings took up a significant amount of time. Jacinta had to get up three times a night on
some occasions to change her nightclothes, which were soaked in sweat. This necessity to
change clothing ate into her precious sleeping time, and broke up her sleep pattern, and left
her tired after each unsettled night. Caitlin had been to her GP for a prescription for the oral
contraceptive (denied, because of her age and because she smokes); she had undergone a
thermal ablation (see Clarification of terms) to reduce the thickness of the lining of the
uterine endometrium, and she went to a “Chinese doctor of medicine” a number of times over
a period of two months. Caitlin also had numerous conversations with the pharmacist about
various perimenopausal issues. Maddie told me that all of her workmates and friends knew
that she was “always well prepared” in case they or she needed extra sanitary protection for
heavy bleeding. Maddie checked her handbags each day to ensure that she had six tampons
and two pads in each. Barbara had seen her GP many times over the past year, to get help for
her hot flushes and decreased libido. The GP suggested Evening Primrose Oil first, which
Barbara tried “for a few months”. She had also seen two gynaecologists, and had tried oral
antidepressants for a short time, oestrogen pessaries (for five months) and oestrogen patches
(for six months). Barbara had also sought help from the local pharmacist and a local
naturopath. All of these visits to health-care providers ate into Barbara’s daily routine.

Summary

In this section, I have explored the existential of lived time or temporality. Through
the words of the perimenopausal women, I have demonstrated the different effects of time-as-
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lived for these women, and how the women saw themselves as being or existing in time, in
relation to perimenopause. The women provided descriptions of their perimenopausal lives as
lived in the present, but often referred to past incidents and events, and also looked to the
future. They talked of how their bodies, their spirits and their emotions had been affected by
the temporal fabric of perimenopausal life.

Relationality
Relationality is described by van Manen as “the lived relation we maintain with others
in the interpersonal space that we share with them” (2016, p.104). In other words, we
experience our relationships with those around us in particular spaces and at certain points in
time. As described in the section on Corporeality, we usually conduct relationships through
our corporeal portal; that is, we use our bodies to interact with other people. Indeed, our
experience of our world is through interacting with other people; we need the network of
relationships that we have with others in order to make sense of our journeys through life
(Merleau-Ponty, 1962). In considering the relationality of perimenopausal bodies, I explore
how the women in my study relate to those around them.

There are three themes in this section of lived relationships, or relationality:


Relationships with medical practitioners and other health personnel



Relationships with friends, family and spouses



Relationships with mothers

Relationships with Medical Practitioners and Other Health Professionals

Almost all of the women in my study consulted a medically-trained doctor and some
women also consulted other types of health professionals, such as naturopaths, pharmacists,
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and herbalists. Because of some of the women’s initial instinct to view perimenopause as a
biomedical issue, medical doctors were often the first point of contact. As will be
demonstrated by the words of the women, the medical consultations did not always provide
the women with the answers or information that they felt they needed, and in some cases, the
women felt the doctor did not recognise their needs. In addition, the choices that were offered
were viewed by the women as limited.
Nancy stated that she was an “emotional wreck” when she went to her GP. She could
identify some of the causes of those chaotic emotions herself; “work was stressful” because
Nancy had a “high pressure job”, but she also had a sick husband and teenage children.
Perimenopause issues, such as hot flushes, headaches, eye twitching and irregular periods,
simply added to the already “awful” time that Nancy was experiencing. Her GP, after telling
her that “It’s probably perimenopause”, advised her to take MHT straightaway. Nancy did
not feel that she was pushed into taking MHT, but did feel that MHT was the only option to
try. Whilst Nancy did find the blood test that confirmed her hormonal status “reassuring”,
and whilst she did expect the “biomedical model” regarding perimenopause issues from her
GP, she was disappointed in the lack of attention to the emotional concerns she had, and the
lack of suggestion as to how to deal with those.

Nancy was not the only woman in the study to feel disappointed by her interaction
with a medical health professional. In attempting to gain some insight into why her menses
had become irregular in flow and timing, Sadie consulted a gynaecologist. Sadie was told she
was “in full-blown menopause”, and that she would be “lucky to get another period”. This
was a devastating message for Sadie, who had considered having more children. When Sadie
demonstrated distress at the words provided by the gynaecologist, she was advised by him to
tell other women of childbearing age to “hurry up with kids”. The gynaecologist also
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informed Sadie that she “needed oestrogen to prevent cancer, weight gain and osteoporosis”.
The gynaecologist’s advice “gutted” Sadie; she told me that this was one of the most negative
features of perimenopause for her. She found the gynaecologist too “blunt” and stated that he
had not considered her feelings at all.

Kathy also viewed her interactions with her doctor in a negative light. She had a
number of medical issues that prevented her from taking MHT for the perimenopausal
changes she was experiencing. Whilst she understood this, Kathy still felt that her GP could
offer her much more assistance for the irregular periods, PMS, irritability and fatigue that
Kathy was experiencing. The message of “Just put up with it” or “basically, just bear it” that
she had received from the GP was not helpful for Kathy. She felt a more in-depth
conversation about her own experience of perimenopause would have been of great benefit,
rather than a focus on one form of management (MHT) that Kathy felt was not appropriate
anyway.

Narelle experienced an unusual and uncomfortable interaction with her GP. Narelle
knew her GP was also a naturopath, so when she started experiencing perimenopausal
changes, she consulted her GP to ask about the use of ‘natural’ therapies in perimenopause.
She was completely unprepared for the intimacy of the questions that were asked; she
expected general questions as to her level of libido, or even vaginal dryness, but the
“awkward” questions about the frequency of masturbation and orgasm were confronting for
Narelle. She could not see the reason for this intense scrutiny of her sex life, nor for the
questions that didn’t seem to “fit” her presenting complaint. Narelle didn’t go back to that GP
but consulted a gynaecologist instead, with whom she was very happy.
Pam hadn’t been to see her male GP about any perimenopausal issues yet; she did see
him about her debilitating fatigue at the start of perimenopause, and was treated for anaemia.
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However, she was “not keen to talk to him [about perimenopause] … I will seek out a female
GP to talk about perimenopause”. Pam was hopeful that a female GP might talk with her
about health concerns that didn’t necessarily relate to medication: “I want a conversation on
how to stay well”. She asked: “Am I well? How can I manage to remain well?” She wondered
if there were “bone density things” that could ensure a healthy future. “I want my productive
side to continue … I don’t want the ‘crisis’ of perimenopause.” (Pam). Pam wondered
whether a medical doctor would be the best person to see about perimenopause, though; Pam
told me: “I don’t really want the medicalised side, so I may go to a naturopath. I haven’t
really thought it through”.

Mandy was unhappy with her GP, who denied her a prescription for MHT because of
Mandy’s medical and family history. She felt that he was “too busy” to spend time with her,
and that he withheld some of her medical results from her. Mandy also suspected that her GP
would refuse to work alongside the “holistic Chinese doctor of medicine” who Mandy had
consulted regarding her heavy periods. Indeed, her GP “would not embrace any other
options” that Mandy pursued, such as using Bowen therapy for fibromyalgia. He would be
especially inept, in Mandy’s view, when dealing with her emotional issues: “If I went to my
GP with complaints of feeling emotional [because of perimenopause], he would ask me
questions about depression”. Caitlin had similar feelings towards her GP. Caitlin was firm in
her answer when I asked her to whom she would go for help about perimenopause: “Not my
GP”. Caitlin said that if she did have to go to the GP for assistance with a medical issue, she
would have “specific” questions, rather than asking for general information. Caitlin indicated
that she needed to take charge in any conversation with her GP, rather than be swayed in a
particular direction.
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One woman, Kate, did feel able to negotiate with medical practitioners so that she
could obtain the best possible outcome for herself. Kate had no compunction about using
medical doctors to her advantage. Kate works with gynaecologists on a daily basis and so is
very comfortable around medical doctors; she had already approached one of the
gynaecologists for advice and guidance at the time of our interview, even though her
perimenopausal symptoms had only recently begun. Kate had asked for and received a script
for Premarin (an oestrogen-only pill) from this gynaecologist, and she had commenced this
course of treatment the day before we met. The main reason for taking the oestrogen therapy
was to reduce the hot flushes, which Kate found extremely uncomfortable and distressing.
Lorraine also used her relationship with medical doctors in a positive way. Lorraine had a
doctor for a husband and she was friendly with many other doctors, with whom she often had
conversations about the midlife experiences of women. When Lorraine wanted a medical
script for hormones, she was able to easily obtain one from one of those doctors in whom she
had great respect and trust.

Other women in the study were also very happy with the relationships that they had
with their doctors. Maddie, whose heavy, flooding periods became worse at the
commencement of perimenopause, was “saved” by her GP, who advised Maddie to have a
Mirena intra-uterine device. Maddie had tried five oral contraceptive pills in five years in an
attempt to decrease the flow of blood during her menses. The Mirena achieved this; even
though Maddie still had a period (not a common occurrence with a Mirena in situ), the period
was far less heavy, and Maddie didn’t “need a super-tampon” any more. Yvonne went to her
GP when she noticed how everybody was “walking on eggshells” around her, because of her
“up and down” moods. The GP did suggest the “natural” stuff first, which Yvonne tried for a
short time; when the GP prescribed MHT Yvonne took it for a while, but was so concerned
about developing cancer that she stopped the tablets. However, the hot flushes combined with

187

work and family pressures resulted in Yvonne breaking down at a second GP visit. The GP
prescribed antidepressants; whilst Yvonne would rather not take anti-depressants, she felt that
she could not be without them now. Yvonne called the anti-depressants her “happy pills”, and
stated that now she felt as if she could cope. Previously, when things had been quite bad for a
couple of years, Yvonne had sometimes “lost it” with her children and husband, and had
started “going off” at her in-laws. Now, the pills “fix” things: “I take a tablet and all’s good”.
Yvonne did not receive counselling for the depression diagnosed by the GP, either from the
GP or any other health professional.

Some of the women consulted other health professionals. Hannah has a pharmacist for
a father, and she told me that he was the first person she turned to if she required medication
information. Hannah also consulted the Mayo Clinic website for any information on
perimenopause that she may have needed: “I haven’t been to the doctor yet … I’d rather do
without hormone therapy, if I can”. Kathy, Narelle and Barbara also went to their pharmacists
for advice and information, with Barbara also using the naturopath at the local pharmacy for
advice. Mandy sourced a “Chinese doctor of medicine” for help with her perimenopausal
changes, and had been consulting her for two months. Mandy described the Chinese doctor as
a “holistic” practitioner, who had helped to “balance everything”. Sadie has previously used a
reflexologist to help her to conceive a child, and told me that she had plans to seek out the
reflexologist again. She would also look for a naturopath and acupuncturist to help her deal
with her perimenopausal changes. The “natural methods” appealed to Sadie more than the
conventional ones; she told me that she had a “cupboard full of natural therapies”, and she
read widely on alternative management of a range of issues.
Not all medical doctors promoted the medicalised view at first. Barbara’s GP did not
initially focus on MHT, but instead suggested the use of alternative forms of assistance first
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for Barbara’s hot flushes and lack of vaginal lubrication. The GP suggested that Barbara use
Evening Primrose Oil, which Barbara took for six months, but which she found unhelpful. As
noted above, Yvonne’s doctor also suggested over-the-counter medication first, but Yvonne
felt that she couldn’t wait for the tablets to work. Yvonne was grateful for her
“understanding” GP, who was willing to try “a few different things”.

A few of the women in my study chose not to consult medical doctors at all, thus
exercising agency over their own health management. Joanne had not seen her GP about any
of her bodily changes during this hormonal transition. “I’m not looking for any information
[on perimenopause]. If I need to, I’ll look on Google … I haven’t looked yet! Or I’ll discuss it
with my friends. Only if my issues are debilitating will I go to the GP.” Joanne felt that she
was “very lucky” regarding her experience of perimenopause, and this was why she didn’t
need any further assistance from anybody at that time. She did see a naturopath, who drained
the lymph from under her breasts because of the increasing number of breast lumps that she
was getting. But she viewed perimenopause as “normal”, so didn’t feel the need to talk to a
doctor nor take medication. Patricia didn’t feel that MHT was necessary for her, at that time:
“If I can avoid it, I will”. However, this was not because of her relationship with her GP, who
Patricia really liked, and with whom she would not be uncomfortable discussing
perimenopausal issues. She felt that only “if symptoms increase”, would she seek more
information from a medical doctor. Jacinta had been seeing a naturopath for elevated blood
pressure and cholesterol, but she hadn’t asked the naturopath about any perimenopausalrelated issues yet. Even though her extreme fatigue, headaches and mood swings, which
Jacinta related to perimenopause, were debilitating at times, Jacinta stated that gaining
control of her high cholesterol was more important to her. “Perimenopause is inevitable – all
women go through it – high cholesterol is not” (Jacinta). Jacinta was another participant who

189

had not consulted a medical doctor regarding perimenopause; she stated that she may go to a
GP “if the perimenopausal symptoms affect me greatly”.

Nancy was prescribed MHT, which she took for a short while, but was confronted by
the side-effects of the medication. The increase in weight gain was “depressing … I didn’t
feel like me” and she ceased taking the MHT. Nancy did not go back to her GP for any further
assistance with perimenopausal issues; instead, she consulted a naturopath, and was using a
herbal supplement. She was also having acupuncture for her headaches; this was very
effective, but unfortunately quite expensive … “hormone therapy is cheaper!” She felt that
the naturopathic treatments were “more in tune with [her] body”, whereas “HRT [sic] is
chemical and dangerous”.

Relationships with Friends, Family and Spouses

Friends. The relationships the women had with their friends, who were mostly
female, were very important to them. Friends assisted with humour and normality; they also
assisted with information by sharing their own experiences. The value derived from female
friendships was most evident in the first three interviews of my study. As described in the
section on Spatiality, above, the first three participants belonged to an art group, which was
held each week. Although most of the talk related to art, the topic of hormonal changes often
came up. The three women from the group who agreed to be interviewed told me that the
group has been important to them, in that they could share information and voice their
concerns and frustrations within the group. The art group Facebook page continued the
support in the virtual medium as well. Nancy described this relationship with her art group
peers as “open … I feel like I’m not alone [in the perimenopause experience]”. Yvonne told
me that the relationships within the art group were the most positive aspect of perimenopause
for her, because she had been able to form close friendships with other women. This type of
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friendship opportunity was not previously possible for Yvonne, because Yvonne and her
husband had always socialised with other couples, in situations that were “not conducive to
talking about perimenopause!”

Jacinta was another participant who relied heavily on friends for support through
perimenopause. She went on “girl’s weekends” with her friends, where they shared much
laughter. One weekend, one of the women who was taking MHT forgot to bring her tablets,
and “all the girls joked about how she would turn out over the weekend”. When Jacinta told
her friends about her bodily changes, they suggested to her that she might be perimenopausal.
Prior to this suggestion Jacinta had not really thought about perimenopause, and the way that
her friends talked about perimenopause made Jacinta somewhat concerned: “they say it
[perimenopause] as if it’s something”. Patricia had supportive friends too: “They’re close. All
of them have already been down the track, and we’ve all survived life together”. Patricia
stated that her girlfriends would be her first source of information about perimenopause.

Other women spoke of the importance of relationships with friends, and the way in
which friendly talk provided support for their sometimes tumultuous experiences of
perimenopause. Narelle mentioned her book club, and said that the conversation at book club
often revolved around hormonal issues: “Women are really good at sharing!” Caitlin relied
on her friends to provide “general” conversations; however, despite not “purposefully”
discussing perimenopause, “things just came up”. This was a relief for Caitlin, after feeling
restricted in attempting to talk with her husband about her hormonal changes (see section
below). Mandy found her friends extremely supportive; “they normalise what you are going
through”. She was grateful for the “connection” with her female friends, and for finding
“people in a similar situation” to herself.
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Spouses and children. There was great variety in how the women viewed their
relationships with their partners or with children, and how the perimenopausal-related
changes altered those relationships. All of the women with partners identified their partners
as male; only two participants did not mention a current relationship.

The relationship with some of the spouses of the participants was not always easy or
supportive when perimenopausal issues needed attention. In talking about their relationships
with their spouses some of the women in my study spoke with a negative emphasis. One of
the participants described how her partner checked up on her, to make sure that she was
taking her MHT medication to ease symptoms of perimenopause. Yvonne related how her
husband was “always asking me – have you taken your tablets [antidepressants]?” In fact,
Yvonne cited her relationship with her husband as the most negative aspect of
perimenopause: “It’s [marriage] a lot more difficult”. Yvonne felt pressurised by her husband
to keep taking her MHT: “I’m worried about the reaction from him if I don’t”.

According to some participants, their husbands appeared to think that women should
embrace any simple solutions to perimenopausal issues, instead of putting up with labile
emotions or dreadful physical symptoms. Narelle told of how her husband appeared to
become frustrated and impatient with her heavy periods, which were a “visual, in-your-face
sign to [husband]” of her bodily changes, at one stage saying to her: “Just do something!”
Narelle’s partner had also commented on her psychological well-being. She related how her
husband told her that her “excessive mood swings” had ceased after she had the Mirena
inserted, and that Narelle was “much better and happier”. Narelle perceived this “feedback”
as one of the most positive aspects of her perimenopausal experience. Barbara had a similar
view; her husband had suggested that she might be depressed. Instead of viewing this
comment in a negative light, Barbara saw her husband’s suggestion as “looking at the big
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picture” of her menopausal transition. She told me that women need to view all aspects of
perimenopause, not just the physical symptoms. Failure to deal with every part of the midlife
transition is a “major reason why relationships are breaking up”.

Yvonne, however, did not view the comments from her husband regarding her mental
state as positive. Her husband had suggested to her that she had dementia, because “he’s
noticed a lot of things”. This comment by her husband had resulted in Yvonne wondering if
he was correct, and she had started monitoring her memory and recall, which she felt “had
improved”. Other participants had also received negative or unhelpful comments from their
partners about their mental, emotional, or physical issues. Caitlin felt that her husband viewed
her irritability and extreme fatigue as aspects of perimenopause that she should have been
able to control. In fact, the comments by her husband regarding her irritability were one of
the most negative aspects of perimenopause for Caitlin. She was not able to broach the topic
of her emotions with her husband; instead, she hoped that he had listened to her conversations
with other women about the difficulties of perimenopause, and that he had picked up some
information about the effects of midlife hormonal changes on women. Mandy had also been
told by her husband that she was irritable; she didn’t pursue a conversation with her husband
about his comments either, because it was “not the right time”. “Men sometimes get angry”,
said Mandy, and so a protracted confrontation with her husband was too much to bear.
Instead, Mandy sought support from female friends, and had found peace for herself away
from the house and her family.

Mandy had enormous concerns over her relationship with her husband. She felt that
her emotional changes, which she attributed entirely to perimenopause, had affected their
(previously) “good” relationship. She described her husband as an “Ocker Oz”, who “won’t
handle it if I lose the plot”. “Women don’t talk about menopause with husbands, because they
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don’t understand” (Mandy). Mandy was afraid to show any heightened emotions, because her
husband “won’t give me any support – he’ll just walk away from the relationship”. Mandy
dwelt on this issue for quite some time during our discussion. She worried: “Will [our]
relationship be OK? All our friends have divorced in the last five years”.

Two other women also described the ways in which their physical or emotional
changes had disrupted their relationships with their partners. Lorraine experienced
“emotional and moody” times in her perimenopausal life. These were so bad that her husband
talked of “no-touch zones” to explain how he steered clear of Lorraine when she was
exceptionally sensitive. Maddie tracked her menstrual cycle on her smartphone; she kept data
on when she felt “bloated, tired, grumpy, or have backache”, so that she could warn her
partner that her period was approaching – “purely to save the relationship”.

Some participants said that their partners were not the first people they would turn to
for support and understanding. Maria stated categorically that she did not talk to her husband
about perimenopause, because “he’s not very good with women’s stuff”. Maria said that “if he
had shown an interest, she would have told him” [about her perimenopausal difficulties].
Maria described her husband as “judgemental”, which was why she merely told him the bare
minimum. Maria felt that her adolescent sons shared their father’s attitude towards female
hormonal issues, and this prevented her from sharing “too much about my situation”. She told
her sons that “things are going haywire” with her, but felt that they needed “just a brief
education” only. Sadie cited her husband as being one of the most negative aspects of her
perimenopausal experience. She described him (a medical doctor) as having a “decreased
bedside manner”, and someone to whom she would definitely not turn for help. Sadie related
how her husband blamed her for her current infertility, because Sadie made the decision to
have a Mirena and then kept it in after she had an intra-uterine infection.
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Other participants had nothing but praise for the understanding and support from their
partners. Effie stated that her relationship with her husband was the most positive aspect of
her perimenopausal experience. She told the distressing story of how a counsellor tried to
warn Effie and her husband about divorce after the death of their child: “After we lost [first
child] we were told by the counsellor that the likelihood of us being together for more than
five years was very low. She also said that if we didn’t have any more children, we will soon
separate.” Despite this dreadful portent, Effie and her husband are still together, and Effie
said that she was “so very grateful that we are still together – he’s just there”. Similarly,
Jacinta described her husband as being “very understanding” and “sensitive around hormonal
issues”. This caring relationship has caused problems, however; the extra devotion that
Jacinta’s partner provided to her when she was feeling especially overwhelmed by
perimenopausal issues resulted in a strained relationship with their daughter. The daughter, an
only child, was jealous because she felt that her father’s exceptional nurturing care should
have been targeted towards herself. Despite the attentiveness of her husband, Jacinta admitted
that there had been “a shift” in their relationship, which she noticed “as soon as” she turned
fifty. Jacinta described a “perimenopausal atmosphere” when it came to having sex, saying
that suddenly, she was not so interested in sex anymore. This lack of interest in sex surprised
Jacinta: “Last year, that wouldn’t have happened”.

Only a few women in my study spontaneously broached the subject of sex or intimate
relationships between partners with me. Joanne stated that her decreased sex drive could be
viewed by her husband as the most negative aspect of perimenopause, but that she herself
didn’t “see this as a problem”. Patricia said that although her sex life “hasn’t died”, her
libido was “up and down”. Narelle had also noticed an effect on her libido since commencing
perimenopause. She had some vaginal dryness, but found that this issue – and the diminished
libido – resolved after having the Mirena inserted, “so that was the right decision!” Barbara
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told me that when she had to cease using the oestrogen pessaries and patches, she felt “as dry
as a chip” during sex: “I didn’t feel sexy”. Lubricants did not help the vaginal dryness:
“Lubricants are rubbish!” Barbara, who had “always tried to make time for the sex
component of marriage”, now felt that she had a “disappointing” sex life – “nothing feels the
same – the intensity is reduced”. Barbara had resigned herself to the possibility that there was
little that she could do about this aspect of her life, which she attributed to her recent
hormonal changes. She had considered having intense pulse light treatment in her vagina but
felt prohibited by the cost of $2500 for 3 sessions. The husband of Barbara had stated that he
would support her decision either way if it was important for her, but that he didn’t expect her
to do anything for him. Barbara appeared to be seriously considering this treatment, however,
especially when she told me that she was concerned her husband was drifting away from her:
“He’s slightly flat” [in affect]. Barbara was sure that this change in her husband was
“partially because of my problems”. She told me that “he’s put on weight and spends more
time at the gliding club”. Barbara assured me that her husband would stay with her “no
matter what … we’re still companionable, but our relationship has changed”.

Some of the women recognised this potential damage in their relationships with their
spouses, because in the interview they stated emphatically that husbands (or men in general)
need information about perimenopause. Barbara stated that her husband needed “male”
information or help. Maria implied that her husband was not open to talking about women’s
hormonal processes, and she wished that there was readily accessible knowledge (about
perimenopause) for everybody. Maria said that boys should be educated about “what life is
like for females, so that they can be supportive and understanding”. She stated that partners
or husbands should share in the “celebration of not having periods” at menopause. Patricia
suggested that I should “talk to the men” about perimenopause so that they might have some
idea of the effects of perimenopause on women.
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An example of a man’s lack of knowledge and negative attitude regarding
perimenopause was provided by Pam, who spoke about her father’s attitude toward her
mother’s experience of perimenopause and menopause. Pam’s parents were living in the
country when her mother was perimenopausal; this geographical isolation contributed to the
mental and emotional isolation of Pam’s mother as she had no-one to talk with about her
perimenopausal experience. Pam said: “My father had no concept of what she was going
through. My mother would open the back door to get the breeze through to cool the house
down [as her hot flushes were debilitating], and my father would get annoyed that the flies
were coming in”. Pam had started encouraging her mother to talk about her midlife hormonal
changes, so as to get a sense of what her own perimenopausal journey might entail, and her
father had listened to these extensive conversations. Pam had found that her father gained a
greater understanding of his wife’s experience. “My dad is now involved in the conversations
too … it’s opened up conversations between my mother and father.”

Participants had varying relationships with and reactions from their children regarding
hormonal issues. I have described Maria’s relationship with her two sons above. Narelle had
very open relationships with her children, and shared her hormonal stresses with them. They
memorised all of the public toilet locations between home and school, and they became
involved in her frustration over the finicky naturopathic trochet regime. Narelle’s aim was to
educate her children regarding midlife hormonal changes; she felt that this was very
important: “If you don’t talk about perimenopause, you are keeping secrets. We need to talk,
so as to demystify and normalise”. Caitlin also talked with her children about “changing
hormones”, mainly because she wanted “them to know it’s [her irritability] not their fault”.
Mandy had adult son and daughter, and felt that her low moods had affected each of them.
She said that her son didn’t “connect much now” and her daughter had commented on the
differences between her parents: “she says that I’m more subdued … more ‘meh’ … and
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[husband] is more jovial and cheerful”. Mandy was happy to discuss perimenopause with her
daughter: “The current generation is so open to everything, so it’s easier to talk with
[daughter]”. However, she was not prepared to discuss female hormonal changes with her
son: “he doesn’t need to know everything”. Barbara’s adult daughter demonstrated great
concern over her mother’s hormonal changes and the lack of adequate treatment: “She’s
distressed for me. She’s frustrated, says it’s not fair”. Barbara stated that she and her
daughter can “talk freely” about perimenopause, but her two adult sons “don’t even notice it
[hormonal changes]”.
Relationships with mothers. For some of the women, the mother’s experiences of
perimenopause had become embedded in the lives of the daughters such that the women had
changed aspects of their own lives so as to avoid their mother’s experiences. In relating their
mothers’ experiences, the women demonstrated their relationships with their mothers, and
also the impact of their mothers’ experiences on their own lives. In some cases, the women
wondered whether their genetic ties (relationships) with their mothers would predispose them
to similar experiences. Sometimes the women waited until they had started to experience the
unpleasant features of perimenopause before they decided on a particular avenue of action,
action which may have differed to that taken (or not taken) by their mothers.

Most of the women mentioned their mothers spontaneously. If this did not happen, I
asked questions such as: “What about your mother’s experience of perimenopause? What did
she tell you about her own experience?” Most of the women could relate something of their
mothers’ experiences, demonstrating the common reproductive knowledge that often binds
mothers and daughters. One or two women denied any knowledge of their mother’s
experiences, or stated that their mothers didn’t share much with them. But even these women
were able to provide some aspect of their mothers’ perimenopausal experience,
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demonstrating that these women had assimilated knowledge about perimenopause simply by
observing their mothers.

The most striking example of the effects of the mother on the daughter was the story
related by Maria. Maria brought up her mother’s perimenopausal experience spontaneously
within the first few moments of the interview, and with no prompting from me she mentioned
her mother’s experience on seven occasions in the interview. Maria stated that she did not get
much in the way of direct verbal information from her mother, who she described as “very
closed”; even so, it is obvious that Maria felt the effect of her mother’s experience. Maria
described how her mother was “finishing” her menses, just as Maria was starting hers. Maria
remembers seeing the laundry sink “full of [reusable] pads”, and how she realised that this
was not a normal experience. Maria related how she herself would be changing her sanitary
towel in the bathroom off the laundry, and would watch her mother washing blood-soiled
towels in the laundry sink. “Mum used handtowels to supplement those big pads – what were
they called? – Meds pads …. She attached the towels [to her pads] with a pin, because she
was losing clots as well” (Maria).

Maria would ask her mother if she was alright; her mother would reply that she was
alright, but just “very run-down”. Reflecting on her mother’s experience, Maria came to the
conclusion that her mother was chronically iron-deficient, and so Maria had taken the step of
putting herself on iron tablets so as to prevent anaemia in her own body. The heavy periods
that her mother experienced lasted four to five years, but Maria had vowed “to keep things
normal” for herself: “I won’t go through that”. Maria felt that she had been proactive in
ensuring that her experience would not be the same as that of her mother. She related how her
mother did not seek advice or help for her heavy periods:
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“This was just her way. Mum was thirty-five when I was born, and she lived in an
isolated part of South Australia, with not a lot of people to talk to. She told me that
she had to just “Grin and bear it. That’s our lot. Bear it and get on”. I don’t agree
with that.”

Maria has sought medical advice and help for her own experience of heavy bleeding.
However, despite being on progesterone tablets [to prevent uterine endometrial
engorgement], “a tampon is not enough – I have to use pads too”. Maria described her
periods, and told me that sometimes they could last for ten days, and sometimes she could get
two periods in one month. Maria described the impact of this heavy bleeding on her life, and
to me, it sounded like a modernised version of her mother’s life. Her mother was forty-six at
the time that Maria recalls seeing her mother washing towels in the laundry, and Maria was
also forty-six when she started perimenopause. Her mother didn’t seek any treatment for her
excessive bleeding, but Maria said that she herself would not be averse to any treatment, even
surgical intervention if that became necessary. Despite telling me that she felt as though the
most positive thing about perimenopause was that she has not had her mother’s experience,
and that she had “kept it under control … sorted … manageable for me”, I was amazed at
what Maria put up with (see “A story of menorrhagia” – my synthesis of Maria’s experiences
of menorrhagia – at the end of this chapter). Therefore, I asked her what the tipping point
would be; when would she make the decision that her experience was becoming the same as
her mother’s, and was too much for Maria to cope with? Maria replied that if there was a
change in the “current trend”, she would seek further help:
“I had a ten-day period two months ago, and am still spotting from that time. If this
continues after the next period, then I will go back to the doctor. … If things are
staying the same, then I feel that I have them under control.”
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Pam was the first participant to alert me to the importance of sharing between mother
and daughter when it comes to perimenopause. Pam told me that her mother was the “main
resource” for her regarding information about perimenopause. Pam also conversed with her
mother’s friends and she felt that she had her own “small private support group”. She
enjoyed extensive conversations with her mother in order to gain information about
perimenopause; however, her mother had not had this ability to talk about hormonal changes
at the time of her perimenopause. Pam was unaware of how her mother had experienced
perimenopause; it was only when she herself started midlife hormonal changes that she
started discussions with her mother. Looking back, Pam could see how some changes in her
mother may have been related to perimenopause. She described her mother as sometimes
being “a bit vague”, and “looking unwell”, and having “lost enormous confidence” in herself.
There were a number of personal issues affecting her mother at this time; she had stopped
working, was living in an isolated area, and her son (aged thirty) was going through a very
difficult time. Pam’s mother did not have many people to talk to about her concerns; even her
husband had “no concept” of what she was going through when it came to coping with
perimenopausal bodily changes.
Both Pam and her mother felt that Pam was more “productive” than her mother was
when she was experiencing perimenopause. Pam is an academic and had recently completed
a PhD at the time of interview, so felt confident in her own abilities and was happy with her
“sense of self”. Pam stated, however, that there may come a time when she is “hit” by
perimenopausal issues, as her mother appeared to have been ‘hit’ years before, and she knew
that she may have to take action to relieve those issues. Unlike her mother, she had the option
to consider many forms of support and treatment. Pam related how she noticed that when out
and about with her mother, people (such as shopkeepers) tended to talk to her rather than to
her mother, and she was frustrated by this societal demonstration of deficiency in women
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who are ageing. She herself was determined not to wear the “tag” of a perimenopausal
woman, where she may be viewed as “dithery and un-valued” or “cognitively deficient”. In
some ways, Pam has had similar experiences to her mother; for example, Pam also had
difficulty finding people of her own age to talk with about perimenopause. In other ways,
Pam’s experience was different to her mother’s, in that she felt confident in herself and was
physically well. Pam herself felt that her own experience of perimenopause was quite
different to that of her mother.

Narelle was aware of the age at which her mother had started having hormonal
problems, and when Narelle got to that age, she began to wonder when she would start
perimenopause. “How much like my mum am I going to be?” she asked herself. She stated
that her mother started “menopause” (sic) at the age of thirty-nine, and that she had “flooding
periods”, accompanied by “massive migraines”. Narelle was aged nine or ten at this time.
Narelle’s mother “put up” with this until she was fifty-six (that is, for seventeen years) and
only had a hysterectomy after being told that she had an abnormal cervical smear. Uterine
fibroids (see Clarification of terms) were the reason for her excessive bleeding. Narelle
always thought that her mother was “a martyr for the cause of being a woman”. Narelle was
determined that her family would not suffer because of her menstrual difficulties, because “if
things are not well with the mother, the whole family can fall apart”. Narelle had therefore
already “decided to be proactive” if she herself started “flooding”. Seventeen months after
her third child (at age forty-one), Narelle started getting very heavy periods, leaving her
exhausted. Narelle tried various remedies, to ensure that she would not endure the years of
excessive bleeding as her mother did. Finally, she had a Mirena inserted, which solved her
menorrhagia and other problems. Narelle felt that her decision to have a Mirena has made a
marked difference to her experience of perimenopause, compared with her mother’s
experience.

202

Despite saying that her mother did not provide much knowledge of perimenopause,
Effie obviously observed her mother closely, and was able to identify many aspects of
perimenopause within her own body because of these observations. She also received much
information about midlife hormonal changes from her mother’s friends, with whom she had
close relationships because, hormonally, Effie felt that she was “on the same page” as them.
Both Effie and her mother had excessive perimenopausal bleeding. Effie repeatedly urged her
mother to have a hysterectomy to stop the heavy bleeding, but her mother wanted to “save
her uterus” for a possible surrogacy pregnancy for Effie. Effie had never been able to
conceive spontaneously, due to early onset perimenopause; when she had become pregnant,
she had many difficulties maintaining the pregnancies. This experience contrasted sharply
with that of her mother, who did not have any difficulties with her pregnancies and births.
Effie’s mother finally did have a hysterectomy, and she appeared to Effie to be “emotionally
lighter … stronger”.

To me, Effie appeared to be similar to her mother. Effie had herself been advised by a
gynaecologist to have a hysterectomy because of her own excessive bleeding during her
periods, yet she had not done so. She yearned for another child as she lay awake at night,
staring at the empty space next to the bed where the baby cots had stood in the past. Because
of past experiences of in-vitro fertilisation, however, she was fully aware of how difficult it
would be to conceive again. She also wanted to complete her midwifery training so that she
could achieve her dream of working with women in developing countries, so pregnancy had
to be delayed for that purpose. Thus, Effie put up with the flooding periods, “hot sweats, cold
sweats, night sweats, breast tenderness, and headaches”, much like her mother did.
Not all of the women identified with their mother’s experiences, or received much
information about hormonal changes from their mothers. Joanne’s mother was still “not
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comfortable” talking to her daughter about her experience of perimenopause; Joanne related a
story told by her mother, which may explain the reason why her mother did not talk about
midlife transition with her daughter. Joanne’s mother took one of her children, who was ill, to
the doctor; at the same appointment she plucked up the courage to discuss her problematic
hot flushes with the doctor. Her doctor retorted “It’s the weather, Dorothy!” and thereby
minimised and dismissed the mother’s concerns. Joanne, herself, has not sought any medical
help for her own perimenopausal changes, possibly because of the way her mother was
treated by the doctor. She stated, several times throughout the interview, how “lucky” she was
regarding perimenopausal issues, compared to her mother and compared to everyone else.
She told me how her mother went through “early menopause” in her thirties as a result of
shock at seeing her brother deteriorate with bone cancer. Her mother told Joanne that her
periods stopped very suddenly due to the distress regarding her brother’s illness, but didn’t
provide much more information than that about her hormonal changes.

This lack of sharing between mother and daughter was a common theme with some of
the participants, in that some mothers expressly told their daughters that they were not
comfortable talking about perimenopause. Kathy stated that her mother just “didn’t talk about
perimenopause”. Kathy’s own mother had endured clots with her periods, and had a
hysterectomy in her thirties, a “fairly common” procedure for that time period, according to
Kathy. Caitlin told me her mother “dismissed the whole thing – [saying] I don’t want to talk
about it”. Caitlin did add that her parents were getting divorced around the time that her
mother was experiencing perimenopause, and Caitlin wondered what effect the divorce had
on her mother. She, herself, did not recognise any hormonal changes in her mother nor even
in her sister when her sister had more recently experienced perimenopause. Lorraine stated
that her mother also refused to discuss any mid-life hormonal changes. Lorraine has not
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received any information from her mother, either about her own perimenopause or the topic
in general. Lorraine has relied on her sisters for information and discussion.

Summary

In this section, I have discussed the existential of relationality. I have written a
narrative of the stories provided to me by the perimenopausal women about their
relationships with those around them. For example, the connection between the
perimenopausal woman and the medical practitioner, such as the GP, had a variety of
different interpretations within the women’s stories. For some women, this connection was
positive, “life-saving” even (P14). For other women, the GP was not the first person to whom
they would turn for support and assistance. The importance of friend and family relations was
another strong feature within the data from the women. Spousal relationships were often
strained and discussed with a negative emphasis. Finally, I detailed how the relationships
with their mothers spurred some women to make changes in their own lives, so as to avoid a
repeat of the difficult experiences of the mothers.

Conclusion
In this chapter I have provided the findings from my analysis of the women’s stories,
guided by the four existentials as described by van Manen. Within the section on
Corporeality, I have demonstrated how the women in my study had difficulty dealing with
the way in which their internal bodily functions became visible to the external world. The
women also became aware of how unruly or recalcitrant this new, perimenopausal body
could be. For some women, the changes in their bodies necessitated sensitivity to the body,
and the women found themselves listening to their bodies, and adjusting routines so as to lead
calmer lives.
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The findings within the Spatiality existential included a discussion of the boundaries
perceived by the women. Some of the boundaries did have geographical limits, but were
perceived more broadly by the women due to the way in which they impacted on the
women’s lived space. Also in this section was a description of how the women used the
spaces around them to their advantage, or they deliberately created safe spaces.

Themes related to Temporality illustrated how the timing of perimenopausal changes
affected the women’s daily lives. I also talked about the temporal disruptions for the women,
showing how the cyclical nature of some of the perimenopausal changes seemed relentless.
The women also looked forward to the future, and I related how some women perceived the
time ahead of them. Finally, in this section, I showed how perimenopause is time-consuming,
especially for those who suffered from its more severe aspects.

In the fourth section, Relationality, there were three themes. The first theme related to
the relationship of perimenopausal women with healthcare providers, such as medical
personnel and allied health professionals. Next, I talked about the relationships of the women
with their spouses, other family members and friends. Lastly, I demonstrated how the
relationships with the participants’ mothers have had a profound impact on many of the
women.

206

Chapter Seven: Discussion and Recommendations

This chapter juxtaposes the findings with contemporary literature on the experience of
perimenopause to demonstrate the relevance, usefulness, and possibilities of the research
findings. The discussion is presented using a feminist lens, so that the stories of the women
are visible and validated. Feminist theorising around menopause and the body, as well as
Leder’s (1990) theory of bodily absence, support my discussion. I then summarise the main
points of my discussion prior to presenting my suggestions for changes to clinical practice,
education, policy and for possible future research.

This study captured the experiences of perimenopausal women in Western Australia,
as they were living through perimenopause. I have not located any previous research that has
adopted this approach, and whilst other research does include perimenopausal women, they
are not necessarily the focus of the research. Additionally, I haven’t found any research that
uses van Manen’s (2016) four existentials to analyse the stories of midlife women. The
research findings were presented using van Manen’s four existentials of corporeality,
spatiality temporality and relationality, and themes were identified within each existential.
Although women’s experiences were presented within the discrete existential categories,
there was also an intertwining where themes sometimes included aspects of all four
existentials. In this chapter, I don’t separate the existentials; rather, I incorporate all four
existentials throughout the discussion.

My research question was: How do women describe their perimenopausal
experiences? I contend that perimenopausal women describe their experiences in terms of
challenges, and in terms of agency. Agency, as it is used in this thesis, is defined in Chapter 1
as the steps that a woman takes, after consideration of her options, to improve her current
circumstances. The women in my study existed within specific contexts that were impacted
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by various social structures, such as a dominant biomedical approach to perimenopause.
However, this did not mean that the women considered themselves to be victims of the
biomedical discourse. This would be a very simplistic analysis and would unnecessarily add
to an idea of “all the women of the world lying like squashed ants beneath the increasing load
of sociological documentation of men’s power over them” (Wearing, 1996, p.32). Rather, the
women chose to take active roles within their particular contexts, so as to effect a change in
their circumstances.

This discussion is organised around the two aspects of challenges and agency. The
participants described ways in which their perimenopausal bodies tested them daily, and how
they are were challenged spatially and temporally, and in their relationships. However, the
women exhibited agency, in spite of facing challenges, by seeing a way to utilise those
challenges to their advantage, or to utilise alternative ways of meeting their needs. For
example, some women chose the healthcare provider that best suited their needs, rather than
attending the mainstream health provider. Some women harnessed the information supplied
by their mothers’ experiences to improve their own circumstances. The women also
demonstrated agency by finding appropriate support networks. I discuss each of these themes
in turn. First I discuss the challenges for the perimenopausal body, then I focus on challenges
within the home and work environment, and within medical encounters. Next I show how
women demonstrated agency within the medical and alternative health models, and how they
harnessed alternative means of support. Finally, I discuss the use, by the women, of
knowledge about their mothers’ experiences in improving their own journeys through
perimenopause.
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Perimenopausal Challenges

Bodily Challenges

The main challenge to the women was their changing body. All the women in my
study talked about their changing bodies at length, and in many cases, the interview revolved
almost wholly around the perimenopausal body. Some women commenced their narratives by
explaining their emotional states to me, and these emotional effects seemed, according to the
women, to evolve from within their bodies and entirely affect their bodies. The body is
therefore a central theme in this study in that the changing perimenopausal body forced the
women to focus on and re-appraise their corporeal selves.

For many of the women in my study, the changing body was a surprise to them. Some
women thought they were “too young!” for midlife hormonal changes. Even Barbara, who at
fifty-one was at the exact age (according to medical experts) to expect cessation of menses,
was shocked when she noticed her body changing. Friends of three women commented on
the unexpectedness of perimenopause, thus adding to the disquiet felt by the women. One
woman was adamant that her changes had happened “overnight”, because she woke up at
fifty and was suddenly aware of differences in her body. Some women knew or suspected
that they were perimenopausal but others were unsure, and the realisation of this midlife
process came as a surprise to them.

The intensity of the physical symptoms and the effects of these bodily changes on the
quality of life of the women also surprised the participants. Hot flushes caused red and
sweaty faces, necks and chests, and the women felt their core temperatures rising. Night
sweats resulted in disturbed sleep, with women having to get up time and again to change
sleepwear or bedding. The lack of sleep resulted in “brain fog” (Mandy), as women struggled
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to get through their busy days. Irregular periods caused anxiety, as the women were worried
about correctly anticipating the need for sanitary protection. The irregular menses also caused
the women to doubt their bodies, which had previously worked “like clockwork” (Kathy).
Prolonged or heavy periods caused anaemia and extreme fatigue, as well as fear of not being
able to contain the flooding. The amount of preparation required to ensure that women would
avoid “blood running down … legs” (Narelle) was evident in the participant’s stories. Women
mentally kept track of bathroom locations, they scheduled frequent breaks in work meetings,
or they checked their sanitary supply in their bags each day prior to leaving the house so that
they could be reasonably sure that they would be able to avoid exposure of menstrual blood.
Other physical changes such as weight gain associated with hormonal levels, headaches, and
palpitations, extreme hunger, sugar and alcohol cravings, and dry skin were also mentioned.
Emotional symptoms almost crippled the movements of some women, because they felt
unable to perform their usual daily home routines, or drive a certain route, or even go to
work. One woman had resigned from her job and another had taken a year’s leave because of
their high levels of anxiety. Whilst all the women acknowledged that the changes were part of
perimenopause, and so should be expected, many of the changes caused the women to adjust
their perceptions of their bodies. They saw different versions of their bodies emerging from
the perimenopausal changes, and they were not happy with the changes: “This is not who I
am” (Barbara).

My study concurs with previous studies regarding the intensity of symptoms and the
negative effects of symptoms on quality of life. The lack of preparedness for the onset of
perimenopause, which was commented upon by many of my study participants, is discussed
in one other study (Marnocha et al., 2011). The distressing effects of the symptoms, which
are so evocatively related by my participants, are noted in a few previous studies (Guthrie et
al., 2004; McVeigh, 2005; Dare, 2011; Jurgenson et al., 2014; Bien et al., 2015; Im et al.,
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2008). Most of the symptoms reported in those prior studies are similar to the symptoms
reported by my study participants. My research therefore adds to the body of knowledge
around some aspects of perimenopausal symptoms provided by previous research. There
were a couple of unusual symptoms mentioned by my study participants not found in other
research, such as eye twitching (Nancy), facial hair (Joanne), formication (itchy skin) (Pam)
or alcohol and sugar cravings (Jacinta). Few other studies focus on the aspect of midlife
weight gain; McVeigh (2005) noted how weight gain caused the most distress for the women
in her study, as it did for one of my participants (Barbara). These findings from my study
therefore supply additional knowledge to the experience of perimenopausal women.
Conversely, there were symptoms noted in prior studies that were not mentioned by my study
participants, such as feeling that life was not worth living (McVeigh, 2005), or fear of
becoming unattractive (Bien et al., 2015). Whilst it is possible that some of these symptoms
have little to do with fluctuating hormones in midlife, they are not inconsequential; neither
should the wide range of symptoms be ignored. This is because the women associate the
symptoms with midlife hormonal changes. In addition, they are real for the women, and they
need to be dealt with so their quality of life can be improved. Researchers have previously
observed that there is very little recent qualitative research on the impact of perimenopause
on quality of life (Matthews & Bromberger, 2005). There are quantitative studies, such as the
one by Bien et al. (2015) but apart from the study by Jurgenson et al. (2014), the information
from my study participants is the only qualitative material on quality of life in the past
decade.

The unexpectedness and visibility of the perimenopausal symptoms is a shock to
some women. Leder (1990) states that when our bodies are functioning as they should we do
not even notice them as bodies; they are hidden to us. This is the dis-appearance of our
bodies. When the inner functioning of our bodies suddenly becomes noticeable, however, our
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bodies dys-appear; that is, they become a problem to us. In addition, Leder suggests that we
enter a state of “secondary absence” (1990, p.90), or temporary disablement; whereas
previously we could function normally, suddenly we “no longer can” (1990, p.81). Physical
perimenopausal symptoms that cause chronic sleep deprivation, “brain fog” (Mandy),
anaemia, and anxiety or irritability are problematic for some midlife women. These
symptoms demonstrate the connection between all parts of the body, as theorised in Grosz’s
(1994) Möbius strip, where it is difficult to see where parts of the body begin and end, as they
fold over and interact with each other. Unfortunately, because some of these symptoms and
their effects are not commonly recognised within scholarly literature, they continue to remain
hidden. Until these problems are recognised and discussed, the subjective experiences of
women will remain invalid and women will not be provided with appropriate health care.

The unexpectedness of perimenopause for some women may also be explained by the
confusion within the medical field as to when the onset of perimenopause occurs, the
duration, and the types of symptoms that could be experienced. I noted the variety of
messages from health practitioners and professional organisations regarding definitions and
symptomology of perimenopause in Chapter 2. If this confusing information is passed on to
women, it is not surprising that they have difficulty coming to terms with the onset of
perimenopause. It is not only the medical field that is to blame for mystifying perimenopause,
however. Media images and depictions of women as being a certain age at the onset of
midlife changes, or having grey hair, or looking harassed, are still plentiful. These depictions
may cause confusion for a woman who does not have similar features, yet who is starting
perimenopause. Krajewski (2019) asserts these images greatly affect the self-image of
women. This is not to say that the media is a lost cause with regard to demonstrating positive
and encouraging stories around perimenopause, however. Articles containing women’s
stories of perimenopausal experiences are being published; one such article appeared recently
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in Australian media (Kelsey-Sugg & Tickle, 2021), and an Indian television show on one
woman’s journey through perimenopause is being screened on Netflix (Pandey, 2021). Last
year, Michelle Obama, former First Lady of the United States of America, talked about her
difficulties with troublesome perimenopausal symptoms (Walters, 2020). This type of media
attention assists in normalising perimenopause and reducing taboos. It also helps to reduce
the hold of the medical field over the topic of midlife hormonal changes, and enables wider
discussion, with women as the central figures in the discussion.

On the whole, the women in my study and some studies (Guthrie et al., 2004;
McVeigh, 2005; Dare, 2011; Jurgenson et al., 2014; Bien et al., 2015) attached negative
meaning to their bodily changes. Only one woman in my study stated that she did not have
many symptoms of perimenopause and so was “very lucky” (Joanne). Her descriptions of her
symptoms were brief and humorous. The overwhelming negative portrayal from my study
participants is in contrast to findings from other research studies, however, where women
have described their symptoms lightly. In those studies, women have stated that their
symptoms are “mild” (Yisma et al., 2017, p.6) or merely “irritating” (Dare, 2011, p.7).
Women in Singapore have described their symptoms as “uneventful and ordinary” (Lim &
Mackey, 2012, p.87), American women said that they were “optimistic” about their
symptoms (Im et al., 2008, p.545), and less than half of the Scottish women interviewed by
Duffy et al. rated their symptoms as “bothersome” (2012, p.556). Mackey (2007) reported
that whilst her study participants were aware of the symptoms’ unpleasantness, they
described their symptoms such as hot flushes and menstrual changes as unproblematic
because they did not disrupt daily routines and familiar environments. This broad variation in
reaction to symptoms can be confusing for perimenopausal women because they may not see
a likeness of themselves portrayed in these studies. For example, a couple of women in my
study questioned whether they were even in perimenopause because their symptoms didn’t
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seem typical, compared to what they had heard from other women. Also, some studies, in
particular medical studies, have focussed on only one symptom of perimenopause (see
Chapter 2 for examples of these studies), which may give the impression that it is rare to
experience more than a couple of symptoms. In two qualitative studies (Lim & Mackey,
2012; Dare, 2011), women have admitted to only one or two symptoms rather than the
multiple symptoms listed by the women in my research.

These findings are important because perceptions that perimenopausal women
experience only mildly troublesome symptoms, or only one or two symptoms, may lead to
doctors thinking that women should have only a few unproblematic symptoms, and so they
may provide inadequate or incorrect healthcare. The literature from the Stages of
Reproductive Aging Workshops (STRAW) in 2001 and 2010 lists only two possible
symptoms that could be noticed by women: variations in menstrual cycles for early and late
perimenopause, and “likely” (Burger, 2013, p. 6) vasomotor symptoms in late
perimenopause. Doctors who draw on the limited information in the STRAW literature may
not appreciate the other symptoms with which women present. Medical practitioners are
beginning to realise the short-comings of some previous medical literature, however;
Monteleone et al. (2018) has noted the lack of comprehensive guidance in the STRAW
reports, and has provided detailed descriptions of the possible symptoms that women may
experience. In Australia, health practitioners are able to obtain a much broader picture of
perimenopause from professional medical organisations such as the Australasian Menopause
Society (AMS) and the Royal Australia and New Zealand College of Obstetricians and
Gynaecologists (RANZCOG). Both the AMS and RANZCOG provide a wide variation of
perimenopausal symptoms on their websites. It is up to health practitioners, however, to
remain abreast of current research on perimenopause, to pass that information on to
perimenopausal women, and to use the information to inform their practice.
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Of particular note to me, a midwife, are the stories of two participants who were
devastated at their inability to have more children. One participant was diagnosed as
perimenopausal early in life, and the other participant was in her late thirties; both had been
shocked at the effect of perimenopause on their ability to become pregnant again (although
Sadie may have had an additional reason for not becoming pregnant). This is another aspect
of perimenopause that is not widely discussed. Over one third of all Australian mothers are
aged over thirty (AIHW, 2020), and women over the age of forty are increasingly becoming
pregnant. I located only one study that focused on the experience of mothering as a
perimenopausal woman; however, that study’s researchers did not comment on the difficulty
of becoming pregnant. Morgan et al. (2012) interviewed older first-time mothers, and found
that the main theme was one of uncertainty: about the future, about perimenopause and about
their health. Whilst the two participants in my study did look to the future, their main concern
was their inability to conceive in the present. The effect of the fluctuating hormones in
perimenopause is information that needs to be more widely distributed, so that women are not
surprised if they have difficulty conceiving in their thirties. Clear and widely available
information on the possible effect of perimenopause on conception and pregnancy would be
of benefit to those couples wishing to have children later in life. The experience of another
participant in my study does align with Morgan’s (2012) study, however; Narelle spoke of
how, as an older mother, she struggled with the effects of perimenopause whilst also caring
for her three children. As with the women in Morgan’s study, Narelle was concerned about
staying healthy in order to be present in her children’s future, and so she took steps to reduce
the adverse effects of her perimenopausal symptoms.

Another surprising aspect of contemporary literature is the shortage of studies that
feature menorrhagia as a symptom of concern. One third of my participants stated their heavy
periods caused them ongoing and significant distress. However, I could locate only two
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qualitative studies (Butler, 2020; Lim & Mackey, 2012) that mention heavy menstrual
bleeding during the menopausal transition, although there are several quantitative medical
papers on menorrhagia (Mackey, 2009; van Voorhis, 2005; Shang et al., 2018). This variety
in symptom-reporting compounds the confusion for women regarding a typical picture of the
extent and experience of perimenopause and may cause difficulty for those wishing to obtain
a comprehensive view of perimenopause (Beck et al., 2020).

Reticence regarding in-depth research about the fleshiness and abject nature of the
female body may stem from a fear that such research ties women to their biology, because
biology has been used on countless occasions to restrict women’s physical, social,
educational and political movements (Grosz, 1994). However, Birke (2000b) argues that
denial of biology is detrimental to all people, especially women. Those who suffer because of
their biology – as many of my study participants did – are failed if researchers ignore the
material body (Birke, 2000b). If researchers do not recognise women’s individual experience,
they will get only a partial view (Birke, 2000b; Beck et al., 2020) of perimenopause, and only
a limited picture of how biology works (Birke, 2000b) in perimenopause. A partial view
reinforces the biomedical model, which often represents women by parts of their bodies,
rather than the whole (Birke, 2000b; Alaimo & Hekman, 2008). Extensive and detailed
accounts of fleshy and material aspects of perimenopause are vital. Leder echoes feminists
when he states that phenomenological researchers must include an account of the “living
process” (1990, p.30) of the phenomenon, because it is the body that interprets what is
happening in the world. The materiality of the lived body is essential because the material
body is the site of perimenopausal women’s experiences. This was demonstrated so well by
the descriptions of my study participants. If research studies do not include the material body,
women will not recognise themselves within the research. Moreover, health professionals
caring for perimenopausal women will not identify the features of hormonal change described

216

by the women, and the care provided to women may be inadequate or inappropriate (see
section on health professionals, further on in this chapter). In asking women to describe their
experiences in an uninhibited manner, I have acknowledged the women’s material concerns,
as urged by Birke (2000b). Moreover, I have taken into account their spatial, temporal and
relational environments (Grosz, 1994). The voices of my study participants, therefore, have
contributed to the “creation of science” (Birke, 2000b, p.176) – the formal creation of a
fuller, more comprehensive view of the experience of perimenopause, utilising the voices and
knowledge of those who live this bodily hormonal change.

Challenges in the Environment

The women were also challenged by their environment. The environment comprised
their home and work environments, as well as specific environments they entered, such as the
medical environment. The home environment includes the relationships with spouses and
other family members, and the ability or inability to feel safe to be themselves within that
space, as well as relationships with friends. The work environment includes the difficulty of
aligning the demands of the work place with the demands of the body, and the impact of
visible bodily functioning on working women. Specific environments include the GP or
medical specialist practices visited by the women, and the attitudes and management of the
doctors.

Home. At home, a few women found their spouses difficult to engage in conversation
about their concerns over their perimenopausal changes, and a couple of women felt they
could not talk with their sons either. The attitudes of some spouses and sons were the main
reasons for this difficulty. Spouses appeared to be disinterested in engaging in conversations
about women’s difficulties in coping with bodily changes, and they simply “walked away”
(Mandy) or accused the women of not being able to control their symptoms. Women felt that
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the attitudes of the male members of the family were “judgemental” (Maria), and they
noticed their partners and sons growing more “distant” (Barbara). In addition, a couple of
women felt spouses were monitoring their behaviour and actions, with the spouses suggesting
that the women needed additional medical help, especially for mental deterioration. The
spouses also constantly checked that the women had taken the medication to control their
perimenopausal symptoms. My findings are similar to those in other studies about attitudes of
male partners towards perimenopausal women, in that negative attitudes towards women’s
hormonal events are common. One research study documented that some men chose to
distance themselves from women and their changing bodies (Dillaway, 2008); this is echoed
in my study, with Barbara’s husband spending more and more time “at the gliding club”.
Another study added that the best support was for the men to stay away from the women
(Mansfield et al., 2003). Men in a Brazilian study expressed the belief that their wives used
perimenopause as an excuse for their generally negative outlook on life (Cacapava Rudolpho
et al., 2016). My study therefore adds to these previous studies, and provides new glimpses of
this rather disquieting attitude by men towards their spouses and mothers within the home.
Such negative views could be a result of limited knowledge about women’s midlife
hormonal transitions on the part of the men. Participants in my study suggested that more
readily available information, which is specifically targeted at male spouses, could enable
spouses to better support their wives. The perception of my study participants was that their
spouses did not know about, nor understand the perimenopausal process. Lack of spousal
knowledge has also been found in other studies (Cacapava Rodolpho et al., 2016; Liao et al.,
2015; Mansfield et al., 2003). Paradoxically, despite admitting to reduced knowledge around
the menopausal transition, men can still influence their partners about perimenopausal issues
(Dillaway, 2008). This influence was demonstrated by two of the women in my study, who
took action based on spousal suggestions. Similarly, other research shows that husbands can

218

influence perimenopausal women with regards to the perception of symptoms (Zhang et al.,
2020; Papini et al., 2002), attitudes towards their bodily changes (Zhang et al., 2020) and
decisions around medication (Dillaway, 2008). However, despite the acknowledgement that
the knowledge barrier in men needs improving, no research studies have postulated ways to
reduce the barrier. Besides telling me that I should “talk to the men!” (Patricia), none of my
study participants provided any practical answers either.

The negative views of the spouses and sons could also be explained by the dominance
of the biomedical discourse on women’s health. Many of the women in my study referred to
aspects of perimenopause using biomedical terms. For instance, all participants used the term
‘symptoms’, even though this term is often associated with disease or “disorder” (The
Penguin English Dictionary, 2007) and is often used in connection with disease. This
demonstrates the perpetration, within general society, of perimenopause as a disease
requiring medical management. Sadie echoed the “failure” view of menopause dating from
the 1960s, when she talked of her ovaries failing, and being worthless due to her barren
uterus. It is quite likely that the spouses of the participants simply copied the phrases about
perimenopause from the women. However, as the dominant discourse around perimenopause
is the medical one, it is also likely that biomedical terminology and thinking has become part
of men’s outlook on perimenopause, simply because medicalisation is so pervasive.

The spouses and my study participants demonstrated aspects of medicalisation in two
ways. First, by focussing on a specific part of the women’s being – their mental capacity –
the spouses fragmented the brain from the rest of the body. The brain and its mental ability
became an object to be studied by both the spouse and the participant. Second, following the
spousal suggestions of possible mental deficiency, the women began to monitor and doubt
their mental ability. One participant demonstrated this self-surveillance, which was a result of
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her husband telling her that she had dementia, when she said: “I think I’ve improved over the
last six months” (Yvonne). This self-surveillance demonstrates the theory of biopower
(Foucault, 1977) where citizens of the state monitor their health in order to ensure their
productivity. Another participant started taking anti-depressants on the suggestion from her
husband. There is only one other research study, that I could find, where spousal
medicalisation and surveillance is discussed in detail. In an American study, Dillaway (2008)
noted participants reported spousal monitoring of their menopausal experience, which was
difficult for the women to endure. At times, the negative reactions from the spouses regarding
menopausal symptoms led the women in Dillaway’s study to capitulate and seek the therapy
that they had not wanted. Dillaway’s American study is over twelve years old; my study
provides local and contemporary information about the impact of medicalisation on
perimenopausal women and their partners.

Not all spouses were averse to conversing about perimenopause, nor were they
lacking in support for the woman. Six of the women in my study were grateful for the support
that they received from their partners. Even though only two of those six women stated they
had held conversations with their partners about perimenopause, all six partners were
perceived by their wives to have knowledge and empathy regarding hormonal changes. The
positive partner support is only echoed – briefly – in Dillaway’s (2008) study, and so my
study adds a vast amount of new material to the picture of spousal relationships during
perimenopause. An examination of the six women and partners in my study reveals that one
person within those partnerships had some association with the health industry and so
probably had professional health knowledge. Narelle, for example, one of the participants
who had many conversations with her partner about her perimenopausal journey, is a nurse
and midwife. Barbara is a counsellor, and both Lorraine and her husband are in the health
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profession. This suggests to me that additional health information would be beneficial for all
partners of perimenopausal women, and may be crucial in enabling appropriate support.

Work. In contrast to the private spaces of home, workplaces are normally public
spaces, where women interact with many different people. Many of my study participants
were employed at time of interview, and most of them told of difficulties in coping with
perimenopausal challenges in the workplace. They felt the topic of perimenopause was not
one that could be raised within the workplace, as it was a topic that was simply not
appropriate for the work environment. Only a couple of my participants mentioned the
freedom to converse about hormonal issues at work; both of these women worked in healthrelated professions. Only one participant had talked with a male work colleague; Barbara had
told her team leader that she was experiencing hormonal changes, and felt that she could “tell
him anything”. In addition to lack of opportunity for conversation about perimenopause,
exhibitions of bodily functioning related to changing hormones, such as hot flushes, were
viewed with embarrassment by the women. The women perceived that public display of the
perimenopausal body would somehow mark them as being cognitively inadequate. Only one
of my study participants was adamant that there was “no deficit in [her] intellectual
functioning” (Barbara); indeed, Barbara saw herself as being the “go-to” person at work. Two
women noticed the response of work colleagues when they were having hot flushes and were
embarrassed by the silence (Pam) or the smile (Barbara). A couple of the women were
anxious that heavy bleeding would begin suddenly, and would prevent them from carrying
out their usual work tasks, especially as these tasks were time-dependent, such as being
available at a particular time for a university or school class. One woman stated that she had
to alter meeting agendas, to be sure she would have a break in which to check her clothing for
blood leakage, thus putting in extra effort to disguise her perimenopausal status. Maria’s
perception of this very familiar setting, where she usually felt completely ‘at home’
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(Bollnow, 1961: Svenaeus, 2002; Andersson et al., 2019), had to be adjusted once her
hormonal changes became disruptive.

Over a third of the women in my study stated that workplace environments made a
difference to their ability to function effectively. The temperature of the room was mentioned
by all these women as a factor in poor work environment. The women recognised the need to
have access to temperature control, or have the ability to remove clothing such as scarves,
cardigans or jackets, so that they could attempt to keep their body temperatures low. Two of
the participants admitted to resigning from, or taking a break from, their jobs because of the
impact of the midlife transition on their ability to work effectively. None of the other women,
however, suggested that they might leave their jobs because of perimenopausal symptoms.

My study adds to the recent literature on the effect of changing hormonal status on
working women. Studies from the UK have similar findings to my study, in that they
demonstrate the variety of symptoms that are seen as interfering with women’s functioning at
work, and the hesitancy that women have in discussing hormonal changes in the workplace
(Beck et al., 2020; Butler, 2020; Hardy et al., 2018). An older UK study (Griffiths et al.,
2010) was commissioned particularly to review workplace environments, and provides
comprehensive information about the problems that women have in dealing with midlife
transition body changes at work. My study findings echo some of the findings in the study by
Griffiths et al. (2010). A major factor for a few of my study participants was their
menorrhagia, and this finding concurs with one recent study (Butler, 2020) and one older
American study (Marnocha et al., 2011), which also demonstrated the anxiety of women at
work when they have heavy bleeding.

There are two recent Australian studies about working midlife women, and they differ
significantly from each other. As part of a larger study examining the experience of older
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women in the workplace, Jack et al. (2019) interviewed women who worked in two
universities. As with my study, this qualitative study by Jack et al. found women experienced
multiple symptoms that impacted their work abilities, and the perceptions of inadequacy due
to menopausal status prompted the women to hide evidence of their changing bodies. In
contrast to my study and the other studies mentioned above, however, is a quantitative study
whose participants were female employees at three large hospitals in Melbourne (Hickey et
al., 2017). Most participants in this study did not feel their work performance was affected by
their hormonal status; however, the participants had difficulty talking with their line
managers about their midlife hormonal transition, a finding that is echoed in my study.

Grosz (1994) is one of many feminists (see also Bryson, 2007) who has emphasised
the importance of problematizing binary opposites, such as the public workplace, historically
occupied mainly by men, and the private domestic sphere, where women are said to belong.
In the workplace the body (in this case, the woman’s perimenopausal body) is exposed to the
organisational regime and environment, where women may have little input into working
conditions (Bryson, 2007) which may have temporal constraints (Jack et al., 2019). The
effects on women may be adverse; indeed, women may leave their jobs (Griffiths et al., 2010;
Jack et al., 2019). Australian workplaces should follow the lead of the United Kingdom,
where various policies and education programs about the midlife hormonal transition are in
place (Royal College of Nursing, 2020; Hardy et al., 2017; Cross Government Menopause
Network, 2019; Faculty of Occupational Medicine, 2016). Whilst women in other studies
(Jack et al., 2019; Hickey et al., 2017; Butler, 2020) demonstrated agency in the workplace,
there are few examples of participants in my study doing the same. Participants in my study
appeared to feel strongly constrained by the traditional views of working midlife women,
although they were clearly able to function, even if it meant putting in the ‘body-work’ to
ensure productivity.
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The medical environment. All but four of my study participants consulted a medical
doctor for perimenopausal issues. In many cases, the women had specific queries for their
GPs or gynaecologists; these queries included debilitating hot flushes or night sweats,
anaemia, recent onset of severe PMS, menorrhagia, and anxiety, irritability or other
emotional states. In some cases, the women were happy with the service provided by their
doctor; Maddie viewed her medical management as “life-saving”. Other women, whilst they
expected – and received – the medicalised version of perimenopause, were content with the
way they were treated and happy to follow the management suggested by their doctors. Over
a third of my study participants stated that they were happy with their GPs or other medical
practitioners; Barbara, for example, told me that she could trust any of the GPs at her medical
centre. Four of the participants used professionals other than medical doctors to consult about
perimenopausal changes. Two participants sought pharmacists for health information, one
participant went to an acupuncturist, and one participant employed the services of a Chinese
doctor of medicine. These participants were also satisfied with the care they received.
Contemporary literature does not commonly report examples of contentment with health
practitioners, and so my study contributes more information about women’s positive attitudes
to the small sample of current literature. One-third of the Scottish participants in a study by
Duffy et al. (2012) stated that their GPs were supportive. The perimenopausal and
postmenopausal participants in a quantitative study in the USA ranked doctors more highly
than pharmacists and other healthcare workers for trustworthiness, helpfulness and
knowledge (Huston et al., 2009). A study of Icelandic women found that medical doctors'
health information generally resulted in more positive attitudes about the hormonal transition
(Sveinsdottir & Olafsson, 2006).

Despite the satisfaction with medical practitioners for some of my participants,
negative attitudes towards medical practitioners were more common than positive ones.
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Three participants did not return to their GPs after having unsatisfactory and “awkward”
(Narelle) appointments. Two women were disappointed their doctors didn’t recognise the
value of listening to women when discussing issues other than mere physical symptoms.
Nancy went to her GP as an “emotional wreck” yet was not offered any counselling, and
Mandy perceived her doctor to be “too busy [to] sit around and chat”. Mandy also worried
about how her GP would interpret her negative emotions regarding perimenopause, saying
that she was sure the doctor would diagnose her with depression, instead of normalising her
feelings. Sadie was shocked at the lack of sensitivity in her gynaecologist’s attitude, as he
was aware that she wanted more children. His flippant phrases and diversionary conversation
away from Sadie’s status – “if you know of other people of childbearing age, tell them to
hurry up with the kids” – made her feel annoyed with herself for not anticipating his blunt
approach. My research aligns with many previous research studies, which have commonly
reported women’s dissatisfaction in medical encounters (Marnocha et al., 2011; Hyde et al.,
2010; Tsao et al., 2004), and which have highlighted the negative terms with which women
describe their interactions with health professionals.

Two of my study participants wanted to have a positive relationship with their doctors
by discussing issues other than physical symptoms, but they did not find the GPs receptive to
“in-depth” (Kathy) conversations. This is echoed in a study by Noonil et al. (2012), who
stated that women do expect more from health practitioners and are frustrated when the
medical encounter is not holistic. One way to improve relationships between women and
health practitioners has been suggested by Huston et al. (2009), who stated that moving
educational talks on perimenopause into the community setting would increase the
availability of information for women, and would de-medicalise and normalise the midlife
transition. This has been successfully achieved in Australia; the GP in South Australia (see
section on the AMS conference in Chapter 2) who organised a menopause talk for an
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estimated fifty women was shocked at the large numbers of women who attended. In-depth
discussions, as well as an improvement in trusting relationships, could be achieved by
moving the educational material on perimenopause away from medical institutions and into
the community.

Only one of the women in my study felt that a script for hormones was the only
choice available to her and that her options for any other form of management were limited.
Nancy felt that her GP didn’t really “push” MHT, but it still seemed to Nancy that hormone
therapy was the only option available. This finding differs markedly from other research. In
other studies, some doctors adhered closely to the medicalised opinion that MHT is the best
treatment for various perimenopause issues and this opinion may significantly influence
women’s decision-making (Sveinsdottir & Olafsson, 2006). Many perimenopausal women
included in research studies (Trudeau et al., 2011; Duffy et al., 2012; Alfred et al., 2006) felt
that they had only one perimenopausal management choice. In addition, the perceived
authoritative power of the medical doctor may reduce the quality in relationships between
doctor and woman, according to Murthagh and Hepworth (2003), and may limit the choices
available to women. Some of my study participants were offered alternative choices by GPs;
this is in line with recommendations in Australia, where medical and nurse practitioners have
guidelines for considering alternative choices in the perimenopausal consultation. However,
MHT is still considered to be the “first-line management” (Jane & Davis, 2014. p.4) for
symptoms, and as a preventative medication. This limited choice is reflected in the
experience of Nancy, who presented at her GP clinic with “emotional” issues, yet she left
with a script for MHT.
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Agency

The second way women in my study described their perimenopausal experiences was
in terms of agency. Many of the women chose to act in ways that would benefit them and
allow them to cope with their hormonal transition. Some of these alternative ways are out of
step with the dominant western biomedical system in Australia, in that women chose to seek
alternative care-providers. Other women sought different ways of reducing the troublesome
effects of the hormonal changes by using complementary therapies. Many women looked to
friends or family for information about perimenopause, rather than getting it from their
doctors. Most women drew on the experiences of their mothers in appraising and adjusting
their own circumstances. I will discuss each of these agential acts in turn.

The Medical Model and Alternative Models

Most of my study participants consulted medical doctors for their troublesome
perimenopausal symptoms. However, this does not mean they necessarily took the advice of
the doctors; many women exercised agency in their encounters with doctors, or in their
consideration of management options. For example, Nancy was prescribed MHT; however,
she only used the medication for six weeks. The increase in weight gain was “confronting”
and “depressing” and Nancy chose to use other ways to diminish her perimenopausal
symptoms. Wathen (2006) asserts that women cite themselves as the primary influencer in
stopping MHT; whilst husbands and doctors exert a strong influence over women
commencing MHT, women require their own counsel only when considering cessation of
MHT. A couple of my participants linked MHT with cancer risk, and therefore decided
against using medically-prescribed hormones. However, other women exercised agency
regarding MHT in an opposite way; Kate and Lorraine did want to use MHT, and so took
advantage of their working or personal relationships with doctors to procure advice and
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scripts for hormonal medication. There were additional ways in which agency regarding
adherence to the biomedical model was exercised. Four participants did not see the need to go
to their GPs or other doctors at all. Over a third of the participants used allied health
practitioners, such as pharmacists, for information on perimenopause, or they utilised
complementary and alternative medicines (CAM) or therapies, such as yoga and naturopathic
remedies.

My study findings regarding agency towards the medical model are unusual, in that
they are replicated in only a few other studies, but not in as much detail as I have documented
them. Dissatisfaction with the medical model is certainly noted in many studies (Im et al.,
2008; Marnocha et al., 2011; Buchanan et al., 2001; Green et al., 2002; Hyde et al., 2010;
Murtagh & Hepworth, 2003; Thompson et al., 2017; Tsao et al., 2004; Ballard et al., 2001;
Wathen, 2006). Fear about the link between MHT and cancer has also been mentioned in
prior studies (Thompson et al., 2017; Gollschewski et al., 2008). However, agency on the part
of the women is noted in only a few recent studies; Hyde et al. (2010) discussed the way in
which some women challenged their doctors, and other researchers described how women
chose CAM to avoid medical paternalism and domination, and to exercise greater control
over their health (Thompson et al., 2017; Gollschewski et al., 2008; Wathen, 2006).

Active decision-making regarding healthcare is one of the reasons why women in my
study chose CAM. One woman demonstrated this by saying that her doctor did not always
give her all the necessary information about her condition, and so she decided to control her
health by using a Chinese doctor of medicine and taking natural supplements. Previous
research has found that midlife women felt that CAM practitioners heard and validated their
experiences (Thompson et al., 2017); the GPs I spoke to also commented on the need of
women to feel heard and validated, and suggested that this need is supplied by CAM
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practitioners. The positive attitude from CAM practitioners is in contrast to the lack of
support for perimenopausal symptoms from medical doctors (Gollschewski et al., 2008). Two
women in my study felt this lack of support and told me their GPs would not be happy with
their decision to use CAM rather than conventional medicine, and they either did not go back
to the GP after starting a naturopathic regime, or did not admit to alternative medication use.
Whilst women may expect their medical doctors to respect their decisions to use CAM, as
suggested by previous research (Gollschewski et al., 2008), the women in my study realised
this would probably not be the case for them, and so deliberately made alternative decisions.

Whilst decisions to use alternative treatments or to decline medical treatment may
have been made to avoid negative aspects of the medical model, a major reason why my
study participants chose alternatives was to improve their health. This reason is not evident in
other studies. Some of my study participants voiced abstract (but essential) ways for
improving their health, by recognising the need to “make time for [self]” (Nancy), to “remain
well” and “listen to the body” (Pam), and to be aware of their own requirements: “I’m doing
this for me” (Mandy). Other women provided more concrete health reasons for choosing
alternative treatment, such as wanting to be “proactive” regarding menorrhagia (Narelle), or
using internet groups online to find out about “real” solutions to perimenopausal stressors
(Sadie). These findings point to the need for further exploration of the reasons women use
alternative therapies.

Alternative Sources of Support

Some of my study participants used sources of support that were alternative to the
usual health-related sources. Friends and family members were major sources of support and
information. Friends of the participants assisted by sharing their own perimenopausal
experiences, and by normalising the midlife transition process. Friends also helped to make
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light of aspects of perimenopause, such as the horrifying result of a few days without MHT.
Women stated their friends provided the “most knowledge” (Maria) or were their “go-to”
(Kathy) sources of information. They also provided distractions from the daily challenges of
perimenopause, by being available to chat about anything that “just comes up” (Caitlin). One
woman found her friends’ comments concerning, however. When Jacinta’s friends suggested
she might be perimenopausal, she found herself out of step with their assessment of
perimenopause: “they say it [perimenopause] as if it’s something”. Jacinta viewed
perimenopause as “inevitable” rather than something to dread: “all women go through it”.
Family members, especially sisters, were also strong supports for three participants. Most
participants had older sisters who were able to provide glimpses of how the perimenopausal
journey might look for the participants; they also helped to keep the participants “grounded”
(Lorraine) in reality concerning the hormonal transition. Three participants used a weekly art
club to diffuse their concerns about the perimenopausal journey. The first three participants
belonged to an art club and acknowledged the value derived from female friendships within
this art club.

My study adds some interesting material regarding the choice of the participants to
use family members and friends as influencers on their perimenopausal journey. The findings
are especially important in light of a study that states doctors perceive women to be largely
misinformed about the menopausal transition (Trudeau et al., 2011); the implication from
these medical doctors may be that they should be viewed as the primary sources of
information, rather than friends or family. Such perceptions are potentially damaging to
women, given: a) some doctors provide incorrect information to women (Buchanan et al.,
2001), b) doctors have been known to be influenced by information from large
pharmaceutical organisations, information that may be motivated by financial gain rather than
health concerns (Palmlund, 2006; Padamsee, 2011), and c) some doctors have stated that they
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were not planning to change their MHT prescribing practice following the results of the WHI
(Tao et al., 2011). There are few recent studies that have included information about the
positive influence of female friends or female family members on perimenopausal women.
Studies within the last decade include Jurgenson et al. (2014), Trudeau et al. (2011), Duffy et
al. (2012), McCloskey (2012), and Lim and Mackey (2012). Marnocha et al. (2011) stated the
perimenopausal women in their study did turn to friends and family, especially sisters, for
support and advice, but were mostly disappointed in the lack of clarity or accuracy in the
contributions from their peers. In contrast, my study participants welcomed and relied upon
information from family and friends. The findings from my study suggest further research in
this area would be useful in providing a more comprehensive picture of alternative support
sources.
Using Knowledge of the Mothers’ Experiences to Effect Change in Their Own Lives

Some of the women mentioned their mothers spontaneously. The participants spoke
of how their mothers had endured years of debilitating and distressing menopausal
symptoms. Some participants had observed the effects of these symptoms on their mothers,
and other participants had listened as their mothers related their perimenopausal experiences.
In many cases, the mothers apparently suffered these symptoms without medical assistance or
family support. One mother tried to seek support from her family GP, but was quickly
dismissed: “It’s just the weather, Dorothy!” (Joanne). The participants absorbed these stories,
and many used the information to make changes in their own lives.
Over a third of the participants demonstrated ways in which their mothers’
experiences had affected them. For instance, Joanne, whose mother was abruptly dismissed
by the GP has not been to a medical doctor herself to discuss her perimenopausal experience;
she has used alternative practitioners to alleviate any hormonal concerns. Whilst Joanne
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didn’t elaborate on her relationship with her GP, it is possible that she expects to receive
similar dismissal from her GP as her mother did. Other participants monitored their hormonal
changes, and adjusted aspects of their circumstances in the hope of avoiding a repeat of their
mothers’ stories. For example, Kate commenced MHT soon after starting perimenopause,
since her mother had always warned her about the aging effects of perimenopause, and
Narelle quickly sought medical help for her menorrhagia, because she did not want to endure
seventeen years of heavy bleeding as her mother had done. The women’s actions suggest that
they were concerned about genetic or familial traits for perimenopause, even though it is
likely that social and cultural factors play a more important part than genetics in determining
a woman’s experience of perimenopause (Dillaway, 2007). One participant took the time to
listen to her mother’s perimenopausal experience, and discovered that her own experience
differed greatly to that of her mother. Whilst Pam did not utilise many aspects of her
mother’s story in making changes in her own life, she was aware of how the mother/daughter
discussions had given her greater insight into her mother’s character. The discussions had
also improved the relationship between Pam and her mother, and between the two women
and Pam’s father.

The findings of my study correspond closely with findings from previous studies.
However, only one previous study is recent (Field-Springer et al., 2018); the other two
studies are ten and fourteen years old respectively (Utz, 2011; Dillaway, 2007). There are
other studies (Jurgenson et al., 2014; Marnocha et al., 2011; Mackey, 2007; Berterö, 2003) in
which participants spontaneously mention their mothers in much the same way that my
participants did, but the information about mothers in those studies is not as extensive as in
my study. Dillaway’s (2007) study is from the point of view of the women, as is mine. My
findings are similar to Dillaway’s, in that whilst the women wondered if their experiences
would be the same as their mothers’, this was often not the case. For some women in my
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study, the difference was because of the women’s deliberate changes, but it is also possible
that the socio-cultural fabric of the different eras contributed to the contrasting experiences.
New technology, such as hormone patches, bio-identical hormones and improved intrauterine hormone devices, has enabled greater choice and more effective management of
symptoms, and some of my participants made use of this improved and readily available
technology. In addition, the internet and social media mean that women have access to
information about perimenopause at any time. The women in my study had knowledge of the
risks of MHT, and made decisions regarding its use accordingly. In a similar fashion, Utz
(2011) found that her participants ceased MHT once they learnt of the increased risks. My
study findings are also similar to the findings of Field-Springer’s et al. (2018) transgeneration study, but there are differences. The women in my study did appear to have
freedom in talking with their mothers (for some), female friends, or daughters in relative
privacy about perimenopause; however, there was enormous restraint in discussing this topic
with work colleagues, line managers, or even spouses. The taboo around perimenopause,
which Field-Springer et al. (2018) considered to be generational, is still evident in my
participants’ stories to some degree.

Although women described themselves as agential in ensuring their experiences did
not mirror that of their mothers’, it is difficult to see how one woman in particular changed
her life on the basis of her mother’s experience. Maria seemed to be frozen in the cycle of
endlessly repetitive menorrhagia which was reminiscent of her mother’s experience. Maria
was adamant, however, that she did not have the same experience as her mother. I found it
difficult, however, as one listening to her story, to see how it was different. Maria’s
experience sounded, to me, the same as those of her mother, but in a different era. She was
having repeated heavy bleeding, with some periods lasting ten days. Whilst she had started
iron tablets to reduce the risk of anaemia, and she was taking progesterone tablets to reduce
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the heavy bleeding, her major issue was exactly the same as her mother’s experience. This
unique finding is not mirrored in any of the three studies mentioned above.

Even though the biology of perimenopause is the same for each generation, the
mothers and daughters in my study revealed differences in their overall experiences. For
example, my research participants related how their mothers often accepted their
perimenopausal lot in life, and just “[got] on with it” (Maddie). By contrast, the daughters
actively pursued ways to minimise the possibilities of experiencing perimenopause in the
same way that their mothers had, by using current technology and information. The different
eras in which the mothers and my study participants have grown up have helped shape their
perimenopause experiences. A few participants mentioned the need to consider the next
generation as far as knowledge about perimenopause is concerned, to “de-mystify and
normalise” (Narelle) the topic, as this “information is not passed down through the families”
(Mandy). In addition to information, the agency and resilience of many of my study
participants is an important characteristic to pass on to the next generation.

Summary and Recommendations

Use of the lifeworld existentials of corporeality, spatiality, relationality and
temporality has enabled unique insight into the perimenopausal experiences of the women in
my study. The multiple realities (Grosz, 1994) of women’s experiences are clear in the stories
provided by my participants. The women revealed that they were challenged in many ways.
They experienced bodily changes that were unexpected and confronting, and that resulted in
time-consuming practices to hide breaches of the body. Places such as home and work
presented obstacles, both concrete and abstract, such as adherence to organisational timing or
environmental barriers to comfort. Some relationships, particularly spousal ones, were
affected by the perimenopausal changes, as male partners revealed health literacy
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inadequacies and dependence on the biomedical discourse. In contrast, the participants
demonstrated agency through exercising choice over healthcare provider and symptom
management, and through their choice of information sources and support.

Phenomenological findings should not be, nor can they be, generalised to an entire
population. In addition, generalisation of experiences is not part of feminist research, because
women’s lives and experiences are independent and unique. I have viewed each woman’s
story as authentic, and I have demonstrated this by providing as much information as possible
about each participant from their stories. However, I can see how my findings can suggest
three broad deficits regarding societal attitudes towards, and the health care of,
perimenopausal women, and so I outline these deficits here.

1. The current medical model does not necessarily accommodate the needs of
perimenopausal women. Women in my study spoke of the highly medicalised slant of
the healthcare system, with only a couple of doctors exhibiting alternative views.
Within this system, the women experienced fragmentation of their experiences, in that
presenting symptoms were not always dealt with. The women spoke of limited
choices regarding treatment options; whilst a couple of doctors did suggest bioidentical hormones, the majority of doctors did not. Nor did any doctors suggest
lifestyle changes. This does not comply with the Australian medical toolkit (Jane &
Davis, 2014), where the suggestion is that doctors should advise women to adjust
lifestyle practices or try alternative forms of therapy, such as cognitive behavioural
therapy, prior to using MHT. In addition, my study demonstrates that women are
seeking and using alternative ways with which to cope with perimenopausal
symptoms; therefore if health professionals are knowledgeable about such alternative
options for women, they may be able to better meet women’s needs. Women also
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talked about the gulf between conventional medicine and alternative healthcare; they
suspected that there could be no meeting of minds between their alternative
practitioner and the medical practitioner. Finally, in declining to consult with a
medical practitioner, some of the women demonstrated the lack of fit of the medical
model for themselves.
One of the reasons for this misfit may be the lack of training doctors have regarding
the midlife hormonal transition. In the literature review and in the discussion of the
findings I noted that many doctors admit to their knowledge gap. Yet despite available
training through medical organisations such as the International Menopause Society
(IMS) (Davis, 2018), previous research shows that some doctors continue to provide
incorrect information to women, and there is also information from research showing
that some doctors are unwilling to learn from studies such as the WHI in order to
change their practice. In addition, research studies (Alfred et al., 2006; Noonil et al.,
2012; Tsao et al., 2004; Clinkingbeard et al., 1999) have suggested improvement of
communication and information dissemination by medical practitioners. Improved,
ongoing training may assist in the practice of medical practitioners. In addition,
collaboration between all members of the health team, such as nurses, midwives,
dieticians and counsellors, may also enhance the experience of the perimenopausal
woman. However, women need to have access to alternative choices too, and so
discussions between medical doctors and alternative therapists, so as to find a
common ground, would enable more choices for women.

Several studies (Lim & Mackay, 2012; Sveinsdottir & Olafsson, 2006; Tsao et al.,
2004; Im et al., 2008) have suggested that nurses should play a far stronger role in the
care of perimenopausal women. Both nurses and midwives could be the lead
personnel in the healthcare of perimenopausal women, as nurses and midwives are
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holistic practitioners, and start any assessment of a client from a normal, rather than
abnormal, viewpoint. However, nurses and midwives also lack educational training on
the midlife hormonal transition; barely any material on this topic is included in
nursing and midwifery curricula. Nurses and midwives are eligible to complete the
training provided by the IMS; however, it is up to the individual to take this initiative.
All nurses and midwives working in gynaecology and obstetrics environments,
whether in hospitals or the community, could complete training such as that offered
by the IMS, and so contribute more deeply to the care of perimenopausal women.

2. There is a general lack of realistic and positive information about perimenopause for
women, and for their spouses and families. Some women were surprised by the onset
of perimenopause, and they didn’t know how long it would last or what symptoms to
expect. There is a great deal of information on the websites of organisations such as
Jean Hailes or AMS, but this information is presented under the title of ‘menopause’,
which may lead women to think that the information does not apply to their individual
circumstances. Information needs to be tailored in such a way as to make it applicable
to perimenopausal women. Spouses admitted to limited information on the topic of
perimenopause, and this lack contributed to troubled marital relationships. The
women also had difficulty conversing with male children. Information that is geared
specifically towards male spouses and other male family members would reduce the
stigmatised and limited views of men within families. An example of this maleoriented guidance can be found in the childbirth field. One Perth obstetrician holds
‘men-shed’ discussions in his garden shed. Fathers-to-be are invited to attend and talk
about all aspects of pregnancy, birth and the postpartum period, with a view to
removing fear and stigma from these events. This model could be adapted for male
spouses of perimenopausal women.
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3. Women struggled to find adequate support at home, at work, and in the medical
setting. This struggle is partly because of items 1) and 2) above, but also because of
the physical and emotional challenges of their perimenopausal bodies. The taboo
regarding perimenopause is still in place at home and in the workplace. Women
struggled to talk with family members about perimenopause, and also found that there
was no space to talk about it at work. In addition, environmental conditions at work
sometimes affected the quality of life of a few women. Women felt constrained by the
organisational rules regarding time and place, and felt obliged to meet all their work
commitments; this entailed increased self-monitoring and additional preparation of
the body and sanitary items. Lack of faith in the medical setting, as well as inadequate
medical management, may have led to some women putting up with perimenopausal
symptoms for longer than necessary. Improved support systems across the community
would reduce the anxiety and restrictions of perimenopausal women.
With the above points in mind, I have some suggestions as to how clinical practice,
knowledge, research and policy around perimenopause might be improved. These
suggestions take a holistic approach to perimenopause, with the view of keeping the woman
at the centre of the care.

Clinical

1. Establish collaborative and inter-professional perimenopausal clinics. These could be
nurse- and midwife-led, as is the case in the United Kingdom (UK) (Royal College of
Nursing, 2020), as nurses and midwives, who may work in primary care settings, are
well placed to provide evidence-based expertise and to link women to all other areas
of care where necessary. Perimenopause can usually begin at any age between 35 and
50, and can last for many years. Nurses and midwives may therefore care,
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incidentally, for women whose perimenopausal changes may confound or exacerbate
the presenting health complaint. The Royal College of Nursing encourages UK nurses
and midwives to be educated regarding perimenopause (RCN, 2020). Both nurses and
midwives have excellent knowledge of women’s bodies, and midwives in particular
are well versed in reproductive issues. As has been demonstrated by two participants
in my study, perimenopausal women may wish to be pregnant, and therefore
midwives may be ideal health practitioners to include in the specialised care of
midlife women. In addition, midwives work from a feminist stance by putting the
woman at the centre of any care provided (NMBA, 2018).
a. The guidance developed by Royal College of Nursing (2010) on lifestyle and
therapeutic approaches to menopause could be used as a guide for these
clinics, with adaptations to the Australian context using the toolkit (Jane &
Davis, 2014) drawn up by the Australasian Menopause Society; this would
largely avoid having to ‘reinvent the wheel’.
b. Consumer groups of women would play vital, active roles in the creation and
ongoing governance of the clinics. This will align with Recommendations 4
and 28 of the Sustainable Health Review WA (2019).
c. All midwives and nurses working with the women attending the clinic would
have completed an accredited, certificate-based education program on the
menopausal transition and appropriate, woman-centred management. The
training modules in the online program, IMPART (Davis, 2018) may be
suitable as an education program; however, it would be preferable for any
program to include tuition in assessment skills that cover all aspects of a
woman’s life, not just her physical or emotional symptoms. The program
would ideally also include education in appropriate communication skills.
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d. The clinics would ideally be based within the community so that there is easy
access for women. They would not be attached to a hospital, as this might
suggest pathology in the menopausal transition.
e. All care, whether nurse- or midwife-led, would involve inter-professional
collaboration.
f. All other health professionals, such as medical doctors, naturopaths,
counsellors and dieticians, would have completed the above-named accredited
education course. They would have an expressed and confirmed interest in
working with perimenopausal women.
g. Appointments, especially initial appointments, will be scheduled as long
appointments to allow women to relax and feel heard. Each woman will have
an individualised health plan.
h. All clinics would have interpreter access, so that culturally and linguistically
diverse women would be accommodated.
i. Postmenopausal care could also be included in these clinics. Comments from
two of my participants demonstrate that women continue to experience
symptoms such as hot flushes long after menses have ceased; women require
adequate support on a long-term basis.
j. Nurses and midwives could run community-based education sessions on the
topic of the midlife hormonal transition. These sessions would ideally be in
easily accessible places, such as churches or exercise centres, as suggested by
Huston et al. (2009). Separate education sessions for women and men would
be held, but ‘partner’ sessions would also be useful.
k. Establish safe spaces for men to discuss, with the assistance of a trained
facilitator, their experiences of partnering a woman who is going through
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perimenopause. The men could be guided and educated by the facilitator, who
would ideally be a male nurse, midwife or doctor.
l. The clinic would run a state online or phone consultation service, staffed by
nurses or midwives. Women would be able to access health professionals in
the clinic via Skype or Zoom meetings. This aligns with Recommendations
11a and 22 of the Sustainable Health Review WA (2019). Currently, Western
Australian women can access the Menopause Clinic based at King Edward
Memorial Hospital (KEMH), but this clinic only operates once per week.
Women can also currently call health services in other states, such as the
Australian Menopause Centre in New South Wales, a doctor-led clinic with
nutritionists and naturopaths also involved in the women’s care.
Note: Items j, k and l, above, could be implemented immediately, without the need to await
the development of any clinics.
m. Health professionals within the clinics would view the women as the ‘experts’
in perimenopause. The clinic should include safe spaces for women to sit with
other perimenopausal women and chat about their experiences, so as to learn
from each other. Nurses or midwives could join these coffee-group-style chats,
and correct any misinformation, but would not be there to lead the sessions.
n. The title of the clinics would avoid the inclusion of the term ‘clinic’, as it may
be associated with disease and pathology.
2. Dissemination of information about perimenopause needs to be examined. Women
are not attracted to websites such as the AMS or KEMH websites, and so are not
getting information that health professionals might consider necessary. Websites
commonly include medical terminology and promote MHT. Women who don’t think
of themselves as needing medical assistance or do not want to use MHT may dismiss
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these websites as unhelpful. Medically-led websites need to be consumer-friendly,
attractive, void of medicalised jargon and normalise perimenopause.

Education

1. Improve the knowledge of health professionals by including substantial and practical
woman-centred information on perimenopause in the core curriculum of nursing,
midwifery and medical courses. The National Institute for Health and Care Excellence
guideline on menopause diagnosis and management (2015) suggests enhanced
training for healthcare professionals, but the focus is limited, as it is only on
improving knowledge of MHT. A broader focus may lead to an improvement in
knowledge for health professionals. In addition, lecture material about perimenopause
should be structured from the point of view of normalising perimenopause. Women
do want information and advice about perimenopause, but medicalised information
may not relate to their initial needs. The women will decide when they want medical
information. Women want normalised information that views perimenopause as one
more set of circumstances on the continuum of life. The IMPART program (Davis,
2018) could assist in the development of curricula for nursing, midwifery and medical
professionals, in order to ensure it is holistic and woman-centred.
2. Provide an accredited, certificate-based education program for midwives, nurses,
doctors and other health professionals working specifically with perimenopausal
women, to increase clinicians’ knowledge around perimenopause. The program would
ideally include tuition in appropriate communication skills. The IMPART online
program (Davis, 2018) could be used for part of this education program, but emphasis
on holistic management and normalisation of the midlife transition would enhance
any training program.

242

Research

There are countless options for possible feminist and clinical research on the topic of
perimenopause. Research needs to take place from a health and lifespan perspective, rather
than from a narrow, disease or risk point of view.

1. Explore the experiences of perimenopause for the following groups of women:
a. Australian Aboriginal women;
b. Women from many different cultural backgrounds, and refugee or migrant
women;
c. Women from lower socio-economic backgrounds;
d. Women who are pregnant or breastfeeding whilst perimenopausal;
e. Women living in rural and remote areas of Australia
f. People experiencing perimenopause who identify as non-binary.
2. Explore the experiences of Australian men whose partners are in perimenopause.
There has not been any such research conducted with Australian men. In addition,
consider the midlife experiences of men compared to women, and how both male and
female midlife changes impact on relationships.
3. A focus group research study, in which discussions with women about what they
want, as they journey through perimenopause, would assist policy-makers and health
professionals in their clinical practice and implementation of policies. It might also
assist those who revise the current websites about perimenopause, such as the AMS,
Jean Hailes, Menopause Australia websites (see item 2 under “Policy”, below).
4. Research alternative ways of protecting the heart and preventing osteoporosis; not all
women may feel comfortable using hormones as preventative medication for heart
and bone diseases.
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5. Research on the lived experience of postmenopausal women may provide a more
positive outlook on this period of women’s lives, and may reduce the stereotypical
view commonly held in Western societies.

Policy

1. Enact workplace guidelines, similar to those in the UK. Use the Faculty of
Occupational Medicine of the Royal College of Physicians Guidance on menopause
and the workplace (2016), and Royal College of Nursing RCN guidance for nurses,
midwives and health visitors (2020) as guides.
a. Ensure education about the midlife transition is freely available across the
workplace.
b. Managers, especially, may benefit from workplace training to understand the
challenges that perimenopausal women can face. Additional training in
sensitive engagement with perimenopausal women would be useful.
c. Enable flexible working hours and capacity to work from home (if the job
allows) on days when menorrhagia or fatigue may be an issue.
2. Encourage organisations such as AMS, Jean Hailes, and Menopause Australia, to
create websites that attract women to them. Women need to see themselves in the
website information, rather than seeing older women, or reading information that
doesn’t resonate with them.

Conclusion

In this chapter, I have discussed the findings of my research in detail. I have shown
how the women experienced daily challenges in their lives, which were physical, spatial,
relational and temporal. I described reasons for these varied challenges, and also

244

demonstrated how my findings add to contemporary literature around perimenopause. The
women also exhibited agency, by making choices regarding management of their challenges,
and by choosing alternative paths to the ones followed by their mothers. I demonstrated how
my findings fit into or enhance current literature with regard to the women’s agency. I used
feminist theory and Leder’s discussion of the absent body to support my discussion. In my
summary of the discussion, I showed how women’s perimenopausal experiences continue to
be problematic, despite advances in technology and health literacy. I have made
recommendations in the areas of clinical practice, education, research and policy. In the next
chapter I provide a conclusion to this research study and I note the limitations of my study.
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Chapter Eight: Conclusion and Limitations

In this chapter, I summarise my research study, and suggest how my methodological
framework enabled a unique approach to this study. I reflect on the surprises that I
experienced throughout the study, and I emphasise the contribution of my findings to
knowledge around perimenopause. Finally, I discuss the limitations of my study.

Summary

By analysing the experiential stories of perimenopausal women, I have demonstrated
how midlife women are challenged in corporeal, spatial, temporal and relational ways.
However, women act to reduce or diffuse these challenges, using agency to step outside of
mainstream medical services or utilising alternative means of managing their challenges. The
women’s stories demonstrate that the current Australian medical model does not always suit a
perimenopausal woman, who seeks a healthcare provider who will take time to listen to her,
who will offer an array of management options, and who will respect her choice. In addition,
the women’s experiences demonstrate that information about perimenopause remains highly
medicalised and medically-controlled. It is also often confusing. Clear, non-medical, jargonfree, easily accessible information, for women, men, employers and the community in
general, would improve knowledge of perimenopause and reduce stereotypical attitudes.
Improved knowledge may also assist in implementation of support structures for midlife
women, at home and in the workplace. I have suggested ways in which changes can be made
to clinical practice, education and policy, so that perimenopausal women’s challenges can be
reduced, and so that their agency can be enhanced and recognised. I have also suggested
ideas for further research.
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I used van Manen’s four existentials to guide my analysis of the data. This is a novel
approach to structuring and analysing women’s stories of perimenopause, and the approach
has enabled a broader, yet more nuanced, view of the subjective experiences of midlife
women. A feminist framework, which guided my methodology and supported my discussion
of findings, kept my focus on the women’s stories as valid and authoritative. Leder’s
theorising around bodies that dis-appear or dys-appear from one’s consciousness enhanced
my discussion of the impact of perimenopause on women’s daily lives.

A Reflection

There were a number of surprises for me in this study. Firstly, I was astonished at the
number of women who wanted to tell me their stories. This made me realise the extent of
isolation felt by some perimenopausal women, and the accounts of some women demonstrate
that isolation. Secondly, I was unprepared for the distress of the women when describing their
symptoms, and the effects of those symptoms on their daily lives. As my own
perimenopausal journey had been relatively uneventful, I had not experienced the range of
physical and emotional changes described by my participants. I was therefore astounded by
the multiple and varied symptoms and experiences, as well as the reactions to those
experiences. Thirdly, I was buoyed by the resilience of the women. Even those women who
appeared to be in deep despair about their perimenopausal journey and its effect on their
lives, or who appeared to be going round in circles and not admitting to the seriousness of
their symptoms, amazed me because of their strength and determination. Finally, I was
surprised at my conclusion of the important and extensive role that nurses and midwives can
play in the lives of perimenopausal women. I had tried to avoid focusing on nursing or
midwifery when conducting this study and writing my findings, as I had felt that a broader
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approach was required. Now, however, I can see how nurses and midwives can lead that
broader approach.

My Contribution to Scholarly Knowledge
This study contributes to a wide body of knowledge on midlife women’s experiences
of hormonal changes. However, by using a qualitative paradigm and a feminist framework, I
have expanded the knowledge of this life event that is often dominated by quantitative,
medical research. By focussing on perimenopause, rather than the broader term of
menopause, I have provided a wider view of experiences of the years leading up to
menopause. Also, I have demonstrated how the usual picture of a midlife woman who is
older, possibly retired from the workforce, and with grey hair, is not the correct image of a
perimenopausal woman. I have shown how approaches to management of perimenopausal
women need to be woman-centred and appropriate for each woman. Finally, this study
provides unique and contemporary information on perimenopausal women living in Perth,
Western Australia.

Limitations of the Study

This study has provided valuable and unique insights into the experiences of
perimenopausal women. The data has depicted the daily challenges facing these women, from
corporeal, spatial, temporal and relational aspects. These findings have added to the body of
knowledge about midlife hormonal changes and how they affect women. The study does have
limitations, however, which I now outline.

The participants of this study are, without exception, white, middle-to-upper-class
women who live in a reasonably affluent Australian city where access to the internet and
health care is easy and affordable. These study participants may, therefore, have advantages
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to which other women may be excluded. Women of colour, regional and remote women, and
women from different cultures may not have the same privileges as the women in my study
have. It would be useful to have data on how women in different cultures, regions and
ethnicities experience perimenopause, so that a clearer and holistic picture of the menopausal
transition is obtained. None of the women in my study described themselves in relation to
other forms of gender identity. There are very few studies regarding the experience of nonbinary people experiencing midlife hormonal transition; data on the perimenopausal
experiences of Australian non-binary people, as well as data on the similarities and
differences as compared to heterosexual women, would provide invaluable information for
healthcare professionals. All participants in my study had the advantage of being Englishspeaking; women whose first language is not English may not have the same experiences
accessing informative material regarding perimenopause that is not in their language, or
relating their stories to healthcare personnel.
The methodological design was based on van Manen’s version of phenomenology, in
which he encourages researchers to focus with wonder on a particular phenomenon, so as to
expose possible deeply-hidden aspects. In addition, van Manen’s creative writing exercise
was utilised, in order for me to think through the writing. Division of the data into the four
existentials highlighted unusual and unique facets of the women’s experiences. The
utilisation of a different methodology might have gained equally useful and unusual data,
however. A case study approach of the way in which Australian Aboriginal women
experience perimenopause, or an ethnographic study of women’s encounters with healthcare
professionals, may yield helpful information as well.
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Conclusion

In this chapter I have summarised my research, showing how the use of a particular
methodological framework has resulted in extensive and unique findings which add to the
body of knowledge about perimenopause. I have also discussed the limitations of my study.
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Appendix A: Letter of introduction

P O Box 111
Duncraig East LPO
Duncraig
WA 6023
31 January 2014

The Manager
Midland Women’s Health Care Place Inc.
4 The Avenue
Midland
WA 6056

Dear Madam
PhD study on women’s experiences of Perimenopause
I am a PhD student at Murdoch University. I am interested in the perimenopausal
experiences of women, and would like to talk to women, and encourage them to relate their
unique experiences of perimenopause. Women’s experiences of perimenopause have been
documented previously, but often from the viewpoint of the health “expert”, and often in
the form of quantitative data.
I would be very grateful if you would display the accompanying Letter of Information, and
sample Consent Form, in a prominent place in your building. My hope is that my research
will allow a voice for the perimenopausal woman, and may also help to guide healthcare
providers in their relationships with perimenopausal women.
Please do not hesitate to contact me if you have any questions about this study. My phone
number is 0409 373 883, and my email address is sheena.mcchlery@nd.edu.au
Thank you for your consideration of this matter.
Kind regards,

Sheena McChlery.
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Appendix B: Participant information sheet

The Lived Experiences of Perimenopause
You are invited to participate in this study.
Background
Perimenopause is the time period in and around menopause. It includes the years leading up
to menopause, and the year after complete cessation of menses. Research has shown that
perimenopause may not be a straightforward experience for all women. Perimenopause may
be confusing and contradictory for some women, who may be unsure of the need for medical
management. Perimenopause may also be a time of relief and rejuvenation for women. Much
of the data about perimenopause is written by medical personnel, and there are few
instances of women’s voices in the discussion around perimenopause. I am interested to
learn how women experience perimenopause, and would like women to tell me their stories
of perimenopause. I am inviting you to participate in “The Lived Experiences of
Perimenopause” over the next few months.
My name is Sheena McChlery, and I am a PhD student studying at Murdoch University. I have
a team of two supervisors to assess and guide me.
Aim of the Study
I would like to listen to and record the experiences of women who are currently going
through, or have recently gone through, perimenopause. I would like to know about your
anticipation of, and feelings about, your experience of perimenopause. If you took any
medication to help you through perimenopause, I will ask you about the people who
influenced you regarding this medication.
What Does Your Participation Involve?
As a participant in this study, you will be asked to spend about an hour with me, at a safe
and comfortable location for both of us. I will have some questions with which to prompt your
recollection of your experience of perimenopause, but I will mostly allow you to just talk
about your recollections. I will have an audio recording device, which will be unobtrusive.
Once the meeting is complete, I will transcribe all of the information that you have given me
into a computer. You will be given a copy of that transcription, so that you can confirm that
my data is correct. Once I have interviewed all of the women participants, I will analyse the
data, and write a report of my results. All participants will receive a summary of the report.
Voluntary Participation and Withdrawal from the Study
It is important that you understand that your involvement in this study is voluntary. While I
would be pleased to have you participate, I respect your right to decline. There will be no
consequences to you if you decide not to participate. If you decide to discontinue
participation at any time, you may do so without providing an explanation. If you withdraw
before the writing up of the results, all information you have provided will be destroyed.
Your privacy
Your privacy is very important to me. Your participation in this study and any information
will be treated in a confidential manner. Your name and identifying details will not be used in
any publication arising out of the research. Following the study the data will be kept in a deidentified format, in a locked cabinet in the office of the Chief Investigator – myself - for 5
years and then destroyed.

252
Possible Benefits
Many women do not have the opportunity to voice their personal experiences. Your
participation in this study will allow you, the expert on your perimenopause, to inform other
(women) of the lived experience of this event.
Healthcare providers are often involved in women’s experiences of perimenopause; the
information that you provide me may be able to be used to guide healthcare providers in
their relationships with perimenopausal women.
Possible Risks
There are no specific risks anticipated with participation in this study. However, if you find
that you are becoming distressed, whilst relating some of your experiences, you will be
advised to receive support from a counselor.
Reimbursement
All participants will go in the draw to receive a $50.00 Myer voucher.
Results
Once I have analysed the information from this study I will mail or email you a summary of
my findings. You can expect to receive this feedback in approximately one year’s time.
Questions
If you would like to discuss any aspect of this study please feel free to contact me on 0409
373 883.
Participation
If you would like to participate in this study please contact me on 0409 373 883.
I would like to thank you in advance for your assistance with this research project. I look
forward to hearing from you soon.
If you have any concerns about this study or want to discuss it with my supervisors (Dr
Kathryn Trees 9360 2950, or Assoc Prof Ingrid Richardson 9360 2321) or the Murdoch
University Ethics office please feel free to do so.

This study has been approved by the Murdoch University Human Research Ethics Committee (Approval
2013/037). If you have any reservation or complaint about the ethical conduct of this research, and wish
to talk with an independent person, you may contact Murdoch University’s Research Ethics Office (Tel.
08 9360 6677 or e-mail ethics@murdoch.edu.au). Any issues you raise will be treated in confidence and
investigated fully, and you will be informed of the outcome.
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Appendix C: Participant consent form

Consent Form

The Lived Experiences of Perimenopause
I have read the participant information sheet, which explains the nature of the research
and the possible risks. The information has been explained to me and all my questions
have been satisfactorily answered. I have been given a copy of the information sheet to
keep.
I am happy to be interviewed and for the interview to be audio recorded as part of this
research. I understand that I do not have to answer particular questions if I do not want
to and that I can withdraw at any time without needing to give a reason and without
consequences to myself.
I agree that research data from the results of the study may be published provided my
name or any identifying data is not used. I have also been informed that I may not
receive any direct benefits from participating in this study.
I understand that all information provided by me will be treated as confidential and will
not be released by the researcher to a third party unless required to do so by law.

Participant’s name:

________________________

Signature of Participant:

________________________

Date: …..../..…../…….

I confirm that I have provided the Information Letter concerning this study to the above
participant; I have explained the study and have answered all questions asked of me.
Signature of researcher:

________________________

Date: …..../..…../…….

254

Appendix D: Interview questions

INTERVIEW PROMPTS
1. Tell me your experience of perimenopause
o What made you think / know you are perimenopausal?
o What particular signs led you to believe that you are perimenopausal?
o How did some of the symptoms make you feel? How have you alleviated any
problem symptoms?
o Has perimenopause changed the way that you view yourself / your body /
your relationships / etc? How have your perimenopausal experiences
contributed to your image / perception of you as a woman / person?
o Stepping outside of yourself / your body for a moment, when you think of
perimenopause, what do you see / feel / think? What is the first thing that
comes to mind?
2. What kind of knowledge about perimenopause did you have, prior to starting
perimenopause? How have you used this knowledge?
o Did you use any literature / internet information to assist you in identifying
your perimenopausal signs? If so, which? How helpful / unhelpful was this
information?
 Examples: internet apps / self-help literature / Dr Google
3. Do you feel that you have enough knowledge about perimenopause? If not, what
other knowledge do you feel you need?
4. What help, if any, did you seek from medical professionals or other professionals
during perimenopause?
o How helpful / unhelpful did you find the assistance of these professionals?
o What choices did you feel you had, in your conversations with them?
5. What choices did you make about management of your perimenopausal changes, if
any?
o Have you ever felt any pressure (from anybody) to use one form of
management over another?
o (If taking medication) How helpful / unhelpful did you find the assistance of
medication?
o (If not taking medication) What other strategies have you used to minimise
any problems associated with perimenopause?
6. Who / what has been the most help / the most positive aspect during
perimenopause, and why?
o Is there anybody who has been a great influence on you during
perimenopause? Why?
7. Who / what has been the most negative for you during perimenopause, and why?
8. What help, if any, did you seek from family / friends / work colleagues, etc.?
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o How useful was this help?
9. How do you see your future?
10. Can you tell me which age group you belong to (30-40/40-50/50+)? (For gauging the
age range across which perimenopause occurs)
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Appendix E: An example of how the anecdote was used in the data analysis

An Anecdote

One way to view the data differently, and also show what the researcher has noticed
within the data of working with the data, is to write the data as an anecdote or re-crafted story
(van Manen, 2016). In re-writing the story told by the participant, various aspects of the data
are brought together, as they form another story. I have explained this concept in Chapter 4.
Participants rarely tell their stories in sequence; often they will come back to a particular
topic time and again, and circle around that topic as they elaborate on it. This was particularly
evident in Maria’s interview, as she mentioned her mother on many occasions, and repeatedly
came back to her mother’s and her own experiences of menorrhagia. Here I provide an
example of a re-crafting of Maria’s and her mother’s experiences of menorrhagia.
Explanatory notes are in square brackets. Combining all of Maria’s comments about her and
her mother’s menorrhagia, I have written a story in which I can see despair and frustration,
yet also determination, strength and confidence.

A Story of Menorrhagia (Maria)

I remember the sink being full of those reusable pads. I was changing my pad in the
toilet just off the laundry, and I would sit and watch my mother washing the pads and
bloodied towels in the laundry sink. Mum used handtowels to supplement those big pads …
what were they called? Meds pads – that’s what they were! She attached the towels to the
pads with a pin, because her bleeding was so heavy, she was losing clots as well. I was just
starting my periods when I saw Mum doing this. I asked Mum: Are you OK? She told me she
was OK, but just run-down.
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Mum was forty-six when I watched her washing those pads and towels, and I was
forty-six when I started perimenopause [P15 is fifty at time of interview]. Mum’s heavy
periods lasted four or five years. She didn’t go to see a doctor; that was just her way. She said
to me: “Grin and bear it. That’s our lot. Bear it and get on.” Well, I don’t agree with that. I’m
going to keep things normal for myself; I won’t be like my mother. I want to be liberated. I’m
not like my Mum. I’ve put myself on iron tablets so that I don’t get anaemic like she did. I’m
also on progesterone tablets [to prevent build-up of the uterine endometrium].

I had regular periods as a youngster, even better when I was on the pill. After each of
my boys, my periods went back to that regularity. They were about thirty-one to thirty-five
days apart. But four or five years ago, they became irregular, and they dropped down to about
twenty-three days apart. At first, they got shorter in length, but now they’ve started lasting ten
days and they’ve become very heavy. A tampon is not enough – I have to use pads too. All of
this drives me nuts. What was normal is not normal anymore; I have to do stuff that I didn’t
have to before.
I travel a lot for work, so if my period is early or late, or longer or heavier, it’s
difficult to deal with if I’m in a meeting or in the field. At the moment, I can get home and
back to the office within fifteen minutes to change, if I need to, so that’s ok. In the office
meetings that I lead, I have to schedule freshen-up breaks, so that I can check my clothing for
any break-through bleeding [P15 works in a male-dominated environment]. I know this is a
process I have to go through, but I hate it absolutely. It’s not predictable or manageable.
When I go to (developing country), I have to make sure I’ve got all my gear with me.
I need enough sanitary equipment for the entire trip, because there aren’t any shops near the
mine site for me to buy stuff. I pack all of my pads and tampons in my cabin luggage,
because the checked luggage could go missing! Last time I went to site, I was checked by
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security four times on the way in, and seven times on the way out. They opened my bags, and
I could feel them looking at my pads and tampons, then looking at me.
I’m going on a one-month holiday with my family soon, and I know I could have two
periods in that month. The periods may be heavy, and I could have continual spotting. I’ve
told my boys that my life is going haywire, but I don’t share too much with them. I don’t talk
with my husband about it; if he showed an interest, I’d talk with him, but he’s not very good
with women’s stuff.
All of this pisses me off. It’s something to worry about on top of everything else. I
had another ten-day period two months ago, and I’m still spotting after the last period. I’m
not sure what my tipping point will be. If this lasts until the next period, I’ll go back to the
doctor. I’m an analyst; I look for trends. If things are staying the same, then I’ve got them
under control. It’s when things are consistently different that you need to act.
Hopefully there’s only four or five years of perimenopause left for me. My experience
of it is much better than my Mum’s. I’ve kept things under control and sorted. I’ve kept it
manageable for me.
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