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More than 12.9 million African American women are between the ages of 45 and 

54, which is the perimenopausal period. Regardless of the millions of African American 

women transitioning to menopause yearly, very little information is available about their 

experiences, and even less is known about how they manage their symptoms. 

 The purpose of this study was to examine the relationship between menopausal 

knowledge, stress, and symptom management among rural southern African American 

women. Researchers have examined menopausal experiences over the last two decades; 

the majority of health information about menopause is based on studies of middle-to-

upper-class Caucasian women. Hence, findings related to other ethnic groups of women 

cannot be generalized to African American women. Research findings available to health 

care providers lack robust research studies about how knowledge about menopause 

impacts the overall health status of African American women, including their symptom 

management behaviors. 

Hertzman’s Determinants of Health Model served as the theoretical framework 

for this study. This descriptive correlation study used a secondary data analysis from a 

study that was conducted in rural central Florida, “Southern Rural African American 

women in mid-life.” In this parent (original) study, African American women, between 

the ages of 40 and 60, were invited to participate (n = 206). The study sample was 

recruited from churches, beauty salons, day-care centers, work sites (hospitals, public 

schools and small businesses) and rural community centers.  Data were collected utilizing 

The Menopausal Health Survey, The Life Stress Questionnaire, and The People in Your 

Life Questionnaire. Multiple regression analysis indicated a direct relationship between 
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menopausal knowledge and the management of menopausal symptoms. Also, another key 

finding suggested that a higher knowledge level was correlated with lower stress and a 

greater satisfaction with life. Based on these and similar findings, the following 

recommendations were suggested: 

 

1. Design studies that would support healthcare providers with approaches to 

impact the menopausal knowledge base among Southern Rural African 

American women. 

2. Further exploration of innovative interventions, evidence-based methods that 

are helpful for managing menopausal symptoms and related stress are needed 

to determine best practices.  

3. Systematically explore appropriate research interventions and clinical 

approaches that will minimize the rates of morbidity and mortality among 

Southern Rural perimenopausal African American women.  
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CHAPTER I 

Introduction  

          It is estimated that 154.1 million females make up the United States population 

(United States Census Bureau [USCB], 2009) and approximately 22.5 million women in 

the United States are between the ages of 45 and 50.  In the United States, there are over 

21 million African American women, which equates to more than 13% of the U.S. 

population.  This was, until recently, the largest minority group in the United States 

(USCB, 2007). Importantly for this study, there are nearly 2.9 million African American 

women between the ages of 45 and 54.  The changes in the ethnic and racial make-up of 

the U.S. population makes it crucial that health care providers offer care with a greater 

appreciation of cultural preferences that exist among this group of Americans.  When 

considering their patients’ knowledge of menopause, stressors in their daily lives, and 

symptom management, health care providers will need to become more attuned to their 

health beliefs and practices (Im, 2009).   

 Despite a growing body of interdisciplinary knowledge on menopause, there 

remains a dearth of information about how women experience this life process (Dillaway, 

Byrnes, Miller, & Rehan, 2008). Less is known about how African American women 

experience menopause even though millions of African American women begin 

menopause annually (Strickland & Dunbar, 2000; Im, Lee, & Chee, 2010).  Clearly, this 

research gap suggests that there is a need for additional attention to this developmental 

stage, especially in the context of specific cultural experiences.  Im, Lee, Chee, Dormire, 

and Brown (2010) studied the experience of menopause symptomatology of American 

Black women in midlife.  They revealed that Black women in midlife utilized an inner 
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Power to cope with their menopausal symptoms.  Other researchers have suggested that 

the menopause experience should be defined more clearly than simply as a set of 

symptoms because the self-reported symptoms could be diverse depending on the culture 

(Dillaway et al., 2008).  In addition, researchers have not yet explicated how women of 

different ethnic groups perceive or experience menopause and menopausal symptoms 

within a unique psycho-socio-cultural context (Im et al., 2010).  This research contributes 

to better understanding of the health status of Black women who are going through 

menopause and may also indirectly help to reduce their rates of mortality and morbidity. 

 Menopause—or the permanent cessation of menstruation—occurs as a result of 

diminished ovarian follicular activity (Curran, 2011). Menopause is a natural part of the 

female aging process (National Institute of Health [NIH] State-of-the-Science Conference 

Statement, 2005).  Rees and Purdue (2006) define menopause as the cessation of 

menstruation due to shrinking of the ovarian follicles, which causes changing ovarian 

hormone levels.  It brings about the final menstrual period that women will have during 

their lives (Boughton, 2008; NIH, 2008).  Menopause can begin as early as age 35 and as 

late as age 60 or even older.  The menopausal process can occur naturally or it can be 

induced. 

Natural Menopause 

      Natural menopause is considered to have occurred if a woman has not had a 

menstrual period for 12 consecutive months in the absence of a physiologic or pathologic 

cause (Palmer, Rosenburg, Wise, Horton, & Adams-Campbell, 2003; Richard-Davis, 

Wellons, 2013).  This period reflects diminished ovarian hormone secretion. Estrogen 

and progesterone levels decrease in relation to the decline of ovarian function (NIH, 
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2010).  Natural menopause is neither a disease nor a hormonal dysfunction; however it 

has historically been treated as both (Wingert & Kantrowitz, 2009).   

      In the U.S., the median age of menopause is 51 years (American College of 

Obstetricians and Gynecologists [ACOG], 2010) although there exists individual 

variability related to lifestyle factors (e.g., obesity and smoking) (Im, 2010) and genetic 

constitution (Henderson, Bernstein, Henderson, Kolonel, & Pike, 2008; NIH, 2007).  

Some women experience menopause at a much earlier age; when it occurs before the age 

of 40, it is considered to be “premature.”  Women’s ovaries can cease functioning at an 

early age because of genetics (family history), or autoimmune disorders (e.g., thyroid 

dysfunction, Addison’s disease, diabetes, and others) (ACOG, 2010; Wingert & 

Kantrowitz, 2009). Medical treatments (e.g., chemotherapy, radiation therapy, and drug 

therapy for cancer treatment) can also cause premature menopause (ACOG, 2010). 

     According to Wingert and Kantrowitz (2009), the 1% of women who enter 

menopause early has a greater risk for developing osteoporosis and heart disease later in 

life than do their counterparts.  The rapid decline of estrogen at menopause escalates the 

natural bone thinning that occurs with age, leading to diminished bone mass and strength.  

Heart disease is related to decreased estrogen production that leads to alteration in lipid 

metabolism, which, in turn, may lead to the increase in heart disease (Cooper, 2009). In 

general, these conditions are related to the loss of estrogen necessary for efficient 

functioning of the skeletal and cardiac systems (ACOG, 2010).   

Induced Menopause 

     For some women, menopause does not occur as a mid-life transition.  Menstrual 

periods are at times interrupted as a result of surgical treatment and premature ovarian 
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failure.  Surgical menopause—which includes removal of the ovaries (oophorectomy) 

and uterus removal (hysterectomy)—is typically done because these organs are diseased 

or damaged.  Some women’s healthy ovaries are removed in conjunction with removal of 

the uterus to prevent estrogen-receptor-positive breast cancer.  In addition, ovaries are 

removed during other surgeries to treat colon, rectal, and cervical cancer (National 

Institute on Aging [NIA], 2010).   

      Hysterectomy is the second most common surgical procedure in the United States 

(Domingo & Pellicer, 2009; Eden & Wylie, 2009) and is one of the most prevalent 

surgeries worldwide.  Nine out of 10 times, it is performed for noncancerous conditions 

that have a negative impact on quality of life (Domingo & Pellicer, 2009).  Women 

undergo hysterectomies for uncontrollably heavy menstrual periods, fibroids 

endometriosis, uterine prolapse, and malignant or premalignant changes of the uterus.  A 

hysterectomy initiates menopause in response to the disturbed blood supply to the 

ovaries, which facilitates release of prostaglandins.  Hysterectomies account for high 

health care costs, amounting to over $2.1 billion each year in the United States. 

(Arnette, 2008). Black women have two to three times the incidence of fibroids (the 

leading reason for hysterectomies) compared to White women.  Black women are 

younger at diagnosis for hysterectomy, and have more tumors when diagnosed (Arnett, 

2008).  The Black Women’s Health Study found an association between later age at 

menarche (initial menstrual cycle), increased birth parity, and fewer menstrual cycles, 

thus reduced exposure to endogenous estrogen which promotes the growth of fibroids 

which leads to hysterectomies (Arnett, 2008).  In addition, African American women 

experience surgical menopause because of unnecessary hysterectomies due to 
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discrimination within medical institutions (Dillaway, 2002; St. Hill, 2003; Im, Lee, & 

Chee, 2010). 

Perimenopause 

      Declining ovarian function begins several years before the ovaries cease 

performance. The number of quality ovarian follicles diminishes, leading to a decreased 

release of estrogen (the hormone that nourishes the lining of the uterus for pregnancy) 

(Stages of Reproductive Aging Workshop [STRAW], Soules, 2001).  The period before 

and around menopause is best described as Perimenopause (Seaman & Eldridge, 2008).  

Perimenopause is sometimes referred to as menopause transition, a time of change (The 

Boston Women’s Health Book Collective, 2006).  The World Health Organization 

[WHO] (1996) describes Perimenopause as the 2 to 8 years preceding menopause and the 

1 year after final menses. This period highlights the endocrinological, biological, and 

clinical changes that are associated with menopause (Harvard Women’s Health Watch, 

2005).  

     The STRAW mapped the Perimenopause process for women (Soules, 2001).  Early 

signs of Perimenopause include changes in the menstrual cycle, shortening of the 

follicular phase, heavier or lighter menses, and skipped menses.  Women complain of 

hot/warm flashes, a sensation of feeling warm all the time, and sleep disturbances. The 

sleeplessness increases tension, irritability, and mood swings, and exacerbates 

premenstrual syndrome.  In addition, perimenopausal women may experience pain with 

intercourse, lack of motivation, and impaired concentration. These manifestations further 

contribute to memory loss and difficulty managing everyday activities (NIA, 2010). 
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Dynamics of Menopause 

      Menopause originates with the absence of ovulation during the body’s natural 

cycles (interplay of brain, ovaries, and hormones that prepares the uterus for pregnancy). 

Ovarian function starts to decline prior to menopause.  Ovulation function is diminished 

significantly at Perimenopause.  This is the period when menstruation diminishes. Since 

this ovarian reduction suppresses the production of estrogen and progesterone, in 

response, the pituitary gland produces greater amounts of follicle stimulating hormone 

(FSH) and luteinizing hormone (LH).  Next, the production of progesterone ceases and 

estrogen is secreted in minimal amounts by the ovaries, adrenal glands, and extragladular 

sources.  The interplay of these hormone changes leads to missed or irregular periods. 

This uterine breakdown eventually produces heavy menstrual flows.  Ultimately, the 

ovarian function ceases, resulting in menopause.  Although the ovary no longer releases 

an egg, the central area of the ovary produces the hormone estrone.  Estrone freely 

circulates in the blood and changes into body fat with the aid of androgen hormone to 

estrone. Hence, the body now transitions from ovarian to adrenal production of estrogen 

(estrone). This leads to the accumulation of fatty tissue deposits in Perimenopausal 

women.  The diminished circulating estrogen initiates the physiological and 

psychological symptomatology of menopause (Alexander & Moore, 2007; Berg, Larson, 

& Pasvogel, 2008).  

Menopausal Symptomatology 

      Physiological, hormonal, and clinical changes occur immediately before 

menopause (during Perimenopause) and last 3.5 to 4.0 years (NAMS, 2000; NIH, 2005; 

& Lewis, 2015).  Approximately 80-85% of all women experience menopausal 
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symptoms at varied times during their menopausal transition (NAMS, 2000, 2004; 

Richard-Davis, & Wellons, 2013).  Menopausal symptoms are sometimes difficult to 

distinguish from the aging process as women progress from premenopause to 

postmenopause.  Premenopause usually starts 6 to 8 years prior to menopause, and results 

in common symptoms involving the menstrual cycle, genitourinary, neuro-endocrine, and 

skin and related body tissue changes systems (Cooper, 2009; Godfrey & Naftolin, 2008).  

Perimenopausal symptoms are usually transient; however, for some women they can be 

more troubling than menopausal symptoms.  These symptoms can be present in varying 

degrees of severity or at different times (Cooper, 2009).  

     Menopausal women experience vasomotor symptoms, breast tenderness, 

insomnia, migraines, and premenstrual symptoms such as irritability, aggression, 

paranoia, emotional liability, and even panic attacks (Cooper, 2009).  In addition, late 

menopause can produce genital atrophic symptoms and problems in sexual function.  The 

most frequently reported symptoms are hot flashes, night sweats, irritability, moodiness, 

tension, anxiety, and emotional instability (Pullen, 2013, & Avis, Crawford, Greendale, 

Bromberger, Everson-Rose, Gold, Hess, Joffe, Kravitz, Tepper, & Thurston, et al. (2015).  

The sexual problems often include vaginal dryness, vaginal atrophy and a decreased 

interest in sexual activity (Eden & Wylie, 2009; Santora, 2005).  Menopausal symptoms 

can be categorically clustered into three groups: vasomotor, somatic, and psychological.  

Symptomatology varies significantly between and across ethnic groups, cultures, 

socioeconomic groups, and even climates (Gold et al., 2006; Im, 2009; Thurston et al., 

2008).  Vasomotor symptoms are the most frequent and prominent; they have also been 
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reported as some of the most difficult to manage (Berg et al., 2008; Santora, 2005; 

Warren, 2010). 

Vasomotor Symptoms. The prevalence of vasomotor symptoms of menopause 

(VMS) is high in the U.S. with 40-50 million women experiencing VMS during 

menopause (USCB, 2000).  VMS, characterized by hot flashes, night sweats, and mood 

and sleep disturbances, are a result of diminishing ovarian function (Freeman & Caan, 

2011; Svartberg, Muhlen, Kritz, Silverstein, & Barrett-Connor, 2009).  VMS etiology is 

not conclusive, although these symptoms probably result from the brain’s response to the 

hormonal imbalance caused by menopause.  VMS is directly related to alterations in 

temperature homeostasis secondary to changes in steroidal hormone and neurotransmitter 

levels or norepinephrine (NE) and Serotonin (5-HT) (Phillips, Collop, Drake, Consens, & 

Vgontzas, 2008).  Symptoms of hot flashes—sudden sensations of intense heat with 

sweating and flushing—usually last 5-10 minutes and night sweats are reported regularly 

(Stearns, 2007).  VMS negatively impacts the quality of life for women and their 

families, regardless of age or socio-demographic variables (Blumel, Castelo-Branco, 

Binfa, & Dowlani, 2007; Stubbs, Cohen, & Carr, 2008).  Approximately 50% of 

menopausal and postmenopausal women experience hot flashes and 40% have night 

sweats (Williams et al., 2008).  Although the majority of women report that hot flashes 

are not so bothersome, some (9%) find them to be severe and disruptive of daily activities 

so as to warrant treatment (Williams et al., 2008).  A study of 16,065 multiethnic/ 

multiracial women aged 40-55 years in the United States who experienced hot flashes 

revealed rates ranging from a low of 17.6% in Japanese women to a high of 45.6% in 

African American women (Gold et al., 2000). 
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Somatic symptoms. Menopause symptoms also include urogenital atrophy and 

pain. In a longitudinal study of 438 Australian women, Dennerstein and colleagues 

(2000) reported that peak prevalence of vaginal dryness occurred 6-12 months after the 

last menstrual period (LMP). Observational studies on menopause have supported the 

evidence that menopause causes vaginal dryness (NIH, 2005).  Microscopic examination 

of vaginal cells from menopausal women experiencing vaginal dryness indicated a low 

estrogen level. In addition, the vagina loses elasticity and shrinks, thinning and becoming 

more fragile. Vaginal atrophy (loss of elasticity) may develop, particularly among women 

who are not sexually active (Love, 2003).  These findings support the complaints of 

painful intercourse (dyspareunia) experienced by menopausal women as well as 

complaints of sexual problems and decreased libido.  The physiological and biological 

symptoms experienced during menopause may affect the well-being and mental health of 

middle-age women (Singh & Singh, 2007; Richard-Davis, & Wellons, 2013). 

Psychological symptoms. The hormonal changes of menopause—specifically, the 

decline in estrogen—can contribute to depression.  The symptoms of depression and 

menopause are similar (Singh & Singh, 2007; Bromberger, Kravitz, Chang, Cyranowski, 

Brown, & Matthews, 2011).  The erratic changes in ovulation cause unpredictable release 

of estrogen and progesterone, which leads to mood swings, forgetfulness, and depression 

(Singh & Singh, 2007; Bromberger et al; 2011).   The physiological alterations associated 

with estrogen levels during menopause are often associated with increased anxiety and 

stress as a result of sleep deprivation and mood swings (Alexander & Moore, 2007).  

Data from the Study of Women’s Health across the Nation (SWAN), suggest that women 

in early menopause have a higher rate of persistent mood symptoms, primarily irritability, 
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nervousness, and frequent mood changes (Bromberger, Assman, Avis, Schocken, 

Kravitz, & Cordal, 2003).  Menopausal women are vulnerable to and should be screened 

for a first episode of major depression.  Bromberger, Kravitz, Matthews, York, Brown, 

and Feng (2009) conducted a study with the participants of SWAN menopausal 

transition, mental health, and ethnicity studies (MHS).  The investigation followed a 

multi-site community-based cohort during the first 7 years thereafter.  The structured 

clinical interview for DSM-IV axis disorders (SCID) was used to assess diagnosis of 

lifetime, annual, and current major depression.  Findings indicated that 42 (15.8%) 

women met criteria for a diagnosis of major depression.  Lifetime history of anxiety 

disorder (HR 2.20, p = .02) and role limitations due to physical health (HR 1.88, p = .07) 

were found to be statistically significant.  At baseline and during stressful life events (HR 

2.25, p = .04) predicted a first episode of depression.  Thus, both earlier (history of 

anxiety disorders) and more proximal factors (life stress) may be more important than 

vasomotor symptoms (VMS) in a menopausal woman’s first major episode of depression.   

      Reed, Ludman, and Newton (2009) examined whether menopausal symptoms 

were common and/or more severe among women with depressive symptoms.  Of the 

women, 12.7% had moderate/severe depression and 87.3% had no/mild depressive 

symptoms.  Women with moderate/severe depressive symptoms were almost twice as 

likely to report recent VSM.  Findings suggested that depressive symptoms amplified the 

menopausal experience or, alternately, severe vasomotor symptoms worsened depressive 

symptoms.  During the menopause process, a wide range of physiological and emotional 

issues converge and disrupt sleep (Wingert, 2009).  The National Sleep Foundation 

(2007), studied women to identify sleep disorders and alterations experienced during 
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Perimenopause.  Findings indicated that 59% of women experienced insomnia a few 

nights a week; 43% reported sleep disorders such as snoring, sleep apnea, and restless leg 

syndrome (RLS); and 20% of women had a difficult time going to sleep because of hot 

flashes or night sweats. 

      SWAN researchers have suggested that perimenopausal women appear to be more 

affected by psychological symptomatology than are postmenopausal women.  In addition, 

it was determined that vasomotor symptoms, ethnicity, and pre-existing conditions play a 

significant role in their mental health (Bromberger et al., 2003; Bromberger et al., 2009).  

Thus, several studies support the physical, social, and psychological changes that affect 

the well-being and mental health of menopausal women.  The National Institute on Aging 

(2006) described the quality of life during the menopausal transition as a cascade effect. 

Menopausal symptoms act in an additive manner to cause distress.  The sequelae of 

symptoms synergize to intensify distress.  Vasomotor symptoms could exacerbate pre-

existing anxiety, leading to an increase in vasomotor symptoms in a feed-forward 

fashion.  This cascade process could disrupt sleep, leading to a negative mood, which, in 

turn, diminishes quality of life. The resulting overarching perception is that menopausal 

symptomatology does not occur in isolation but concurrently with other issues in a 

complex fashion.  Hence, psychological symptomatology of the menopausal process is an 

area requiring continued research, especially because menopausal women are 

concurrently aging, increasing their risk for serious chronic conditions such as 

osteoporosis, osteopenia, and cardiovascular disease (Cooper, 2009). 
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Related Medical Conditions 

     Several medical conditions have been associated with menopause; among the 

most common and crucial for concurrent management are osteoporosis and heart disease.  

Osteoporosis. Osteoporosis—a bone disorder that decreases bone strength and 

increases the risk of breaks and fractures—can be particularly troublesome. Osteoporosis 

develops due to a lack of estrogen and progesterone, which leads to the build-up of 

hyper- functional osteoclasts (Curran, 2011).  Osteoclasts have estrogen receptors and 

these are the mechanisms by which estrogen replacement protects against osteoporosis.  

During menopause, a large drop in estrogen leads to bone loss because the osteoclasts 

work harder than do the osteoblasts; less calcium is absorbed, yet the kidneys excrete 

more calcium. Moreover, Vitamin D becomes less active (Wingert & Kantrowitz, 2009).  

The body detects the low calcium blood level and stimulates the parathyroid glands to 

pull more calcium out of the bones.  This is a response to the body’s message system.  

However, this action further worsens the osteoporosis process.  The hip, spine, wrist, and 

pelvic bones are most vulnerable to these changes. 

         African American women are less likely than Caucasian or Asian women to get 

osteoporosis.  One rationale is that African American women tend to have higher bone 

mass.  This finding agrees with others that Black women are less likely to experience 

bone dysfunction (Woodson & Grattan, 2004).  This observation was the basis for some 

early research (1970s and 1980s) as to why African American women did not develop 

osteoporosis.  However, more recent data and informed opinions have refuted this 

observation.  African American women, like other groups, should be assessed for this 

condition and treated as indicated (Woodson, 2004).  Although African American women 
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are at a lower risk for osteoporosis-related fractures than are White women, Black women 

have a significantly higher risk for morbidity and mortality following a fracture 

(Woodson, & Grafton; 2004).  Thus, African American women with salient risk factors 

(sedentary lifestyles, bilateral removal of the ovaries family history) should be evaluated 

for osteoporosis; if found to have low bone density, these women should be treated to 

prevent osteoporotic fractures (Woodson, & Grafton; 2004).   

Heart disease. The leading cause of death worldwide as well as in the United 

States, heart disease, claimed 315,930 (26%) American women in 2006 (Heron, Hoyest, 

Xu, Kochanek, & Tejada-Vera, 2009).  Over 20,000 women under age 65 die from 

coronary problems (The Women’s Healthy Heart Program, 2006).  In addition, twice as 

many women die from heart disease than cancer (National Women’s Health, 2002).  In 

2006, 8.8% of African American women were living with heart disease (Lloyd-Jones, 

Adams, & Brown, 2010).  African American women are at a high risk for heart disease 

(NIH, 2009).  Heart disease is more prevalent among Black women than White women 

because of the prevalence of risk factors: high blood pressure, high body mass index, and 

diabetes (NIH, 2009).  After menopause, women are at a higher risk for heart disease 

compared to men of the same age group (Seaman & Eldridge, 2008).  Researchers 

theorized that this finding was in relation to the extra estrogen that women have 

maintained in their bodies to keep their hearts stronger and younger before menopause 

(CDC, 2009).  

         Women have faced great bias in heart medicine for years.  Most cardiac trials 

have been performed on men.  Additionally, health care providers have been slow in 

identifying specific warning signs among women.  In particular, women are more likely 
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to experience subtle signs like unusual sensations a month or more before a cardiac event.  

The classic symptoms of chest discomfort are experienced by only 30% of women.  In 

addition, women described the feeling more frequently as an ache in the chest.  Of 

women with heart disease, 43% experienced no chest pain at all (Wingert & Krantrowitz, 

2009). Finally, men have historically been more likely to receive referrals for cardiac 

symptoms management (Seamen & Eldridge, 2008).  This finding might be related to the 

inaccurate diagnoses that they received at the time of assessment.  Even though deaths 

from heart disease have declined across the country, women’s deaths have remained 

relatively consistent (CDC, 2009).  

Symptom Management for Menopause 

      Some treatments for menopausal symptoms may require minor adjustments in 

lifestyle such as exercise and relaxation techniques, depending on the severity of 

symptoms.  Recently, alternate modalities, including herbal remedies, acupuncture, 

massage therapy, and changes in lifestyle, have been proven to be effective (Smith, 2005; 

Thurston, Bromberger, Joffe, Avis, Hess, Crandall, Chang, Green & Matthews, 2008).  

Menopausal women with significant clinical manifestations are prime candidates for 

hormonal therapy.  Regardless of the treatment modality used, it is essential to 

understand and incorporate previous medical history, family history, lifestyle habits, risk 

factors for chronic disease, and belief systems about health into treatment (Smith, 2005).  

A variety of treatment modalities have been studied in randomized clinical trials for 

menopausal symptom management (NIH, 2005).  Estrogen hormonal replacement 

hormone therapy has been the most intensively studied treatment for the management of 
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menopausal symptoms (Barbaglia, Marcia, Comans, 2009; Lindh-Astrand, Brynhildsen, 

Hoffman, & Hammer, 2009). 

Hormone therapy. Hormone therapy sales in the United States have risen slightly 

over the last few years.  Hormonal therapy revenues for 2008 reached $2.1 billion, up 

3.7% from $2.02 billion in 2007 (NAMS, 2011).  The use of hormone therapy should 

consider the benefits and risks to women as individuals. Hormone therapy is the primary 

indication for the treatment of vasomotor symptoms, sleep disturbances, vaginal atrophy, 

painful intercourse, and decreased libido that are common at menopause and that can 

diminish quality of life (NAMS, 2010).  The effects of hormonal therapy for relieving 

menopausal symptoms are well established.  A study of women who had recently become 

postmenopausal (45-58 years of age) showed a significant reduction in vasomotor 

symptoms after 5 years of estrogen therapy (ET) and estrogen and progesterone therapy 

(EPT) (NAMS, 2005).  Random controlled trials (RCTs) have demonstrated that ET 

provides relief of the clinical manifestations of urogenital atrophy, and reduces the risk of 

recurrent urinary tract infections (UTI).  Specifically, ET reduces the risk of recurrent 

UTI by direct effect on the urethra and bladder epithelia.  This action restores the acidic 

environment and normal flora of the vagina, thereby discouraging pathogenic organisms 

associated with UTIs (NAMS, 2010).  The benefit risk ratio for menopausal women 

continually changes with age and symptoms which can directly or indirectly affect the 

quality of life of women.  These risk factors relate to a woman’s baseline risks: age, age 

at menopause, cause of menopause, time since menopause, and prior use of hormones 

(NAMS, 2010). 
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      ET, with or without progesterone, is the most effective therapy for hot flashes and 

night sweats.  The administration of ET dosing has been shown to decrease the risk for 

stroke, deep vein thrombosis (DVT) and pulmonary embolism (NIH, 2005).  The 

Women’s Health Initiative (2002) investigated the effects of ET vs. EPT, but the findings 

were unclear to women and providers (Pace, 2006).  The intent of the study was to 

provide scientific validation that hormone therapy reduced heart disease and other 

chronic diseases.  However, findings did not indicate a positive cardiovascular effect.  

Instead, adverse effects of HT were determined (NIH, 2005). 

      This study gained media attention, which led to confusion and misplaced fears.  In 

response, many women stopped taking hormones, some providers advised women to stop 

therapy, and other providers stated that they would no longer prescribe HT.  Some 

providers adopted the “wait and see” approach.  Therefore, at termination, the study was 

criticized as “poorly planned.”  In March 2004, NIH terminated the estrogen-alone arm of 

the intervention.  Further clinical trials studied the possible increased risk of stroke (Pace, 

2006); women were more confused than ever.  Appling et al. (2000) surveyed low-

income, menopausal women who lived in urban areas to determine their knowledge of 

menopausal HRT.  Results revealed a general lack of knowledge about menopause and 

HRT, especially relative to heart disease and its role in HRT prevention.  Furthermore, 

providers often treat African American and low-income women as if they are unable to 

fully understand their health status (Boston Women’s Health Collective, 2006).  Thus, 

this vulnerable population is more likely to lack knowledge about menopause, HRT, and 

the potential consequences of HRT. 
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      Current prescribing guidelines recommend using ET/EPT to treat moderate-to- 

severe vasomotor symptoms associated with menopause when the benefits outweigh the 

risks (Warren, 2010).  Menopausal women who are not candidates for HT because of 

medical conditions or individual preference may seek alternative treatments.  As a result 

of the potential for adverse effects of HRT, many menopausal women are seeking 

complementary and alternative medicine (CAM) options, including non-pharmacological 

interventions (NPI) to relieve menopausal symptomatology (Daley, 2006; Godfrey & 

Dog, 2008; NIH, 2005; Smith, 2005). 

Complementary and alternative medicine. There has been increased use of CAM 

worldwide (Hoffman et al., 2005).  Health care providers should discuss alternative 

options including acupuncture, massage therapy, aerobic exercise, strength training, and 

good nutrition (Godfrey & Dog, 2008).  Newton, Buist, Keenan, and Anderson (2002) 

reported that two-thirds of the women in their sample used natural approaches.  Daley, 

MacArthur, McManus, Stokes, Wilson, Roalfe and Mutrie (2006) studied the use, 

effectiveness, and lifestyle/demographic factors associated with the use of CAM.  Study 

findings indicate that 47% of the women were symptomatic. The most common CAM 

uses included diet/nutrition (44.3%), exercise yoga (41.5%), relaxation/stress 

management (27.4%), and homeopathic/naturopathic remedies (25.4%).  Large numbers 

of women reported positive outcomes.  Associated characteristics independently related 

to the use of CAM were being White, being physically active, and not smoking.  The uses 

of antidepressants (Effexor, Zoloft, and Paxil) have been effective in the treatment of hot 

flashes (Stearn, Buebek, & Iyengar, 2003). The North American Menopause Society 
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(NAMS) suggests the use of Selective Serotonin Reuptake Inhibitors (SSRIs) and 

gabapentin for women who experience moderate to severe menopause-related hot flashes. 

      Freeman et al. (2011) recently reported on clinical trials with Escitalopram 

(SSRI).  Women administered Escitalopram experienced a mean reduction of 4.6 hot 

flashes per day.  This is a viable option for women to consider, especially considering the 

distress and discomfort associated with hot flashes for many menopausal women.  

Further studies are needed to evaluate their use (Nelson, Vesco, & Haney, 2006).  

Phytoestrogens found in foods containing soy and black cohosh may be helpful in 

alleviating symptoms; however, these substances are presently in clinical studies (Borrelli 

& Ernst, 2008; Favre, Chantre, & Manes, 2002).  It is evident that further studies are 

needed about CAM treatments for menopausal symptoms before recommendations can 

be made (Smith, 2005).   

Menopausal Knowledge Base of African American Women 

      The majority of menopause research in the United States does not address 

women’s unique and varied socio-cultural levels, especially racial and ethnic experiences 

(Dillaway et al., 2008; Sampselle, Harris, Harlow & Sowersky, 2002; Winterich, 2003).  

Attention to populations that now comprise minority groups is important because of the 

changing racial and ethnic composition of the U.S. (Im, 2009).  Women’s menopause 

experiences are influenced by their cultural and ethnic backgrounds.  For example, a 

Black woman’s role in the family is traditionally that of a strong pillar.  Thus, Black 

women may hide their menopausal sequelae to appear strong and stoic (Boston Women’s 

Health Collective, 2009; Im, 2010; Rousseau & McCool, 1997).  SWAN conducted a 

federally funded study to better understand diversity among American women.  This 
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large-scale study investigated African American, Chinese American, and European 

American, Hispanic American, and Japanese American women.  The findings supported 

those manifestations of menopause that vary by race, ethnicity, lifestyle, and socio-

economic status (Gold et al., 2006).   

      Women of color experience racism and other barriers when attempting to obtain 

healthcare and information (Im, 2009).  Health care providers stereotype women of color 

and provide different diagnoses and management of care, even though their symptoms 

are similar to those experienced by middle-class, White women (Appling et al., 2000; 

Pham, Grisso, & Freeman, 1997).  In addition, health care providers treat women of color 

and/ or low income patients as if they are not cognitively competent to understand health 

information and concerns (Appling et al., 2010; Boston Women’s Health Collective, 

2006).     

African American Women, Stress, and Menopause 

   Manifestations of menopause may contribute to stress, a condition or state in 

which our bodies respond to real or perceived threats (Wingert & Kanbrowitz, 2009).  

When we are faced with stress, the body is affected and responds by protecting itself with 

the "fight or flight" response (Boston Women’s Health Collective, 2006).  This response 

increases heart rate, blood pressure, muscle tension, and adrenaline to face the perceived 

threat.  The results of the SWAN longitudinal study indicate that African American 

women reported a high incidence of hot flashes (45.6%).  The study also showed a 

correlation between hot flashes and anxiety (Gold et al., 2000).  Consequently, the body 

can become bombarded with stressors and proceed to distress, which would have an 

effect on the mood and thought processes. Quite similarly, menopausal women who 
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experience irregular menstrual cycles, hot flashes, night sweats, vaginal dryness, and 

other symptoms, are having a stress response (NIH, 2005).  This stress sequalae in 

response to the VMS are strongly associated with sleep disturbances and insomnia 

(Bidolesa et al., 2010; Tranah et al., 2010).   

      A high incidence of psychosocial stress has been found among African 

Americans.  Interestingly, sleep and stress are correlated to Body Mass Index (BMI) and 

Cardiovascular Disease (Bidolesa et al., 2010).  In addition, sleep disturbances can easily 

lead to distress, insomnia, and loss of quality of life (Santoro, 2007).  NAMS (2000) 

describes the period surrounding menopause as stressful.  This stressful period is related 

to hormonal changes and vasomotor symptomatology.  This symptomology coupled with 

family challenges, aging parents, teenage children, children leaving home, and mid-life 

spouse and career changes tend to converge on women during menopause, leading to 

distress and sometimes depression (Bosworth et al., 2001). 

Statement of the Problem 

      The U.S. Census Bureau forecasts an increase in ethnic minority groups from one 

in four Americans to one in three by 2020 (USCB, 2010).  This reshaping of the ethnic 

and racial landscape necessitates changes in the delivery of health care.  Health care 

providers will need to practice with a higher level of ethnic and cultural awareness.  In 

addition, the management of care during menopause requires culturally competent 

delivery of care, specifically, in situations in which cultural practices affect the biology of 

reproduction and aging (Dillaway et al 2008. 2010; Im, 2009). 

            Over the last two decades, researchers have begun to explore menopausal 

experiences of select non-European ethnic groups, including Indonesian, Rajput, and 
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Japanese (Boughton, 2008; Lerner-Geva, Boyko, Blumstein, & Benyamini, 2010; 

McNamara, 2009; Melby, Lock, & Kautert, 2005).  Most information on menopause has 

come from research in Europe and North America, and the majority from research on 

middle-to- upper class Caucasian women (Agee, 2000; Curran, 2011; Huffman, Myers, 

Tingle, & Bond, 2005; Smith-DiJulio & Mitchell, 2008).  Findings suggest variations in 

the responses toward menopause of women of different ethnic groups, which support the 

conclusions of other investigators (Huffman et al., 2005; Im, 2009); in other words, 

findings about other populations of women cannot be generalized to African Americans.  

As a result of this lack of empirical evidence on the menopausal experiences of Black 

women, professional interventions are based on findings of the symptoms experienced by 

Caucasian women.  Inadvertently, health care providers lack accurate knowledge about 

how ethnic minority women experience symptoms of menopause (Boston Women’s 

Health Collective, 2006; Dillaway et al., 2008; Strickland & Dunbar, 2000). 

        Only a few studies have attempted to address minority women’s responses to the 

menopausal experience (Bromberger et al., 2001). Palmer and Rosenberg (2003) 

conducted a national women’s health survey to examine the relationship between 

psychological stress and natural menopause among 16,000 women in the United States, 

including Black, Chinese, Caucasian, Hispanic, and Japanese American women aged 40-

55 years.  Information was obtained on menstrual regularity, psychosocial factors, and 

health and was associated with irregular menses in mid-life.  Distress was significantly 

higher for Caucasian women than for those of other ethnic groups. 

      Black women’s perceptions and attitudes during menopause need to be 

understood from a developmental perspective.  This information is slowly forthcoming.  
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Similarly, as with all developmental phases of life, perspectives vary among women, but 

health care providers have tended to apply treatments uniformly without consideration of 

patients’ ethnic and cultural backgrounds.  Consequently, when Black patients have 

received information, it has been contradictory to the information given to Caucasian 

women (Hudson, Taylor, Lee, & Gillis, 2005).  This has led to a conflict in how to view 

menopause and what interventions are appropriate for healthy, mid-life women.  

Significance of the Study 

      The findings from this study contribute to the management of health care for 

menopausal African American women.  Health care providers could improve their 

cultural and ethnic sensitivity when intervening with this group. Further knowledge and 

sensitivity will enhance access to care for African American women.  Accessible health 

care will encourage Black women to engage in preventive behaviors to improve 

outcomes.  Specifically, appropriate education, screenings, and preventive measures can 

address the challenges of menopausal African American women. 

    Moreover, the outcomes of this study empower menopausal women during this 

transitional stage of life. The dissemination of culturally competent information should be 

addressed in community coalitions in which psychological and health care needs of 

menopausal women are supported (Huffman et al., 2005). In addition, the results of this 

study provide African American women with support systems, resources, and 

interventions to fulfill their health care needs (Im, 2009).   

      More specifically, nursing curricula should inform health-related interventions 

across the lifespan of patients in the United States and elsewhere when appropriate. 

Menopause could be addressed more exclusively in relationship to the mid-life transition.  
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Also, this information could help therapists and counselors to design strategic 

interventions for helping women understand and adjust to the mid-life and menopausal 

transition.  As a result, counselors will begin to adopt a complex perspective and move 

beyond outdated theories of women’s development during mid-life transition (Dillaway 

et al., 2008; Im et al., 2010). 

Purpose 

       The purpose of this study was to examine the relationship between menopausal 

knowledge, stress, and symptom management among southern rural African American 

women who self-report their physical health, stress, and depression scores. The study also 

examined the socio-demographic characteristics and menopausal knowledge (menopause 

process, physiologic factors, hormonal changes, long-term complications, symptoms, and 

treatment options) of Black women as well as the relationships among menopausal 

knowledge, symptom management, developmental milestones, stress, and health 

disparities of African American women.  The independent variable in the study was 

menopausal knowledge.  The dependent variables were stress and symptom management.  

Findings from this study can be used to guide future health care research, practice, 

education, and policy at the local, national, and international levels.  Significantly, it 

provides specific information that will help explicate health-service utilization, attitudes, 

and behaviors of southern rural African American women. Moreover, the study enhances 

the scientific base for future intervention studies designed for African American women. 

Research Questions 

      This study was designed to answer the following research questions: 
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Research Question #1:  What are the socio-demographic variables, developmental tasks, 

and health disparities of menopausal African-American women? 

Research Question #2:  What are the relationships among African-American women’s 

menopausal knowledge, stress, and symptom management?   

Research Question #3: Does menopausal knowledge predict the perceived health status of 

African American women? 

Research Question #4: Do the social determinants of health (income, education, and local 

resources) predict stress and symptom management? 

Assumptions 

      This study had three assumptions.  First, it assumed that African American 

women experience natural or induced menopause.  Second, it assumed that menopausal 

knowledge will increase symptom management.  Third, it assumed that menopausal 

knowledge (menopause process, physiologic factors, hormonal changes, long-term 

conditions, symptoms, and clinical manifestations) and symptom management will lower 

stress and improve quality of life.    

Conceptual Framework 

Hertzman's Determinant of Health Model 

 This study was guided by the Hertzman’s framework for human development and the 

social determinants of health (Keating & Hertzman, 1999).  This conceptual model of 

human development represents the individual lifecycle as an arrow piercing a bull’s eye, 

which represents society.  Society is represented by three classes of factors.  These 

factors are depicted by three concentric circles, which represent the determinants of 

health and well-being at three levels of social aggregation.  The three levels of 
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aggregation included in the center are the social networks in which the individual is 

embedded as well as the personality and coping styles embedded within the individual.  

These have both a social network aspect and a longitudinal, developmental aspect.  The 

second level of aggregation encircles the social network.  These are embedded in the 

larger society, characterized by its supportive characteristics, social capital, challenges, 

and stressors.  This level maintains a series of factors that include volunteerism, social 

affiliation, trust and cohesion, discrimination and social exclusion, and the capability of 

important social institutions to respond to current and changing human needs (Hertzman, 

1999).  These factors at the level of a civil society can buffer or exacerbate stressors of 

daily living.  In addition, civil society functions as an experience of hierarchical stability 

and enforcement. This function is exhibited in positive experiences (such as a positive 

workplace and home life) and bad experiences (such as a negative workplace and home 

life or a loss of control at work, layoffs, or long-term unemployment).  These functions 

reside in an intermediate zone between the individual and the state.  Then, the widest 

level of aggregation is the national context and policies that affect economic 

opportunities.  This level encompasses the state factors, particularly national health, 

income distribution, and the structure of opportunities created by history, geography, and 

fortune.  These structures support or undermine health or well-being.  

 The Determinants of Health model depicts a lifelong interaction between the 

cognitive and socio-emotional capabilities of the developing individual and 

socio/economic/psychosocial (SEP) conditions as they exist at the intimate, civic, and 

state levels.  The insights of human development evolve as one of the principal 
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components of SEP conditions that determine health throughout the lifecycle (Keating & 

Hertzman, 1999). 

 Hertzman’s (1999) model is used to guide the conceptual analysis of this study 

and is applicable to rural southern African American women (see Figure 1).  Hertzman 

makes the point that health is critical at every stage of development, including middle and 

early old age.  Emphasis is placed on all phases of life and, at the same time, the model 

suggests that critical factors such as social networks, civility in society, socioeconomic 

status of the nation and the individual, and the environment are all critical variables that 

impact health in the later stages of life (Krieger, 2001). 

 



27 

 

 

Figure 1: Hertzman’s Determinants of Health Model 

 

Life course development and its influences on health 

 The determinants of health are part of the life course.  Life course events influence 

health and are directly influenced by prenatal and birth conditions across the lifespan and 

into later life (40-65 years, the focus of this research).  Life circumstances in adulthood 

are closely related to a person’s social network.  According to Hertzman (1999), a 

person’s social network includes reliable family members, supportive neighbors, and a 

sense of status in one’s family and community.  The necessity of living in a civil society 
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is also highlighted.  That is to say, in regions of the world where there is civil strife, 

health care systems are not a priority; health status of women, regardless of age and 

ethnicity, has little space in the national agenda (Healthy People, 2010; U.S. Department 

of Health and Human Services, 2010).  Recall that there must be stability in civil society 

before the health of a nation can emerge as a priority, and before morality can be 

addressed in a systematic and reliable manner.  Another basic variable that is displayed in 

the model is the environment, including the socio-economic milieu of a neighborhood, a 

society, or an entire nation (WHO, 2007).  Finally, Hertzman suggests that these 

variables influence the human condition from birth (which is influenced by one’s prenatal 

environment) to death.  In other words, these variables influence every stage of a person’s 

life, and the manifestations of these variables are evident in mid-to-late life (Hertzman, 

1999).     

Hertzman’s life course perspective 

 The life course development involves three processes: latent, pathway and cumulative.  

Latent effects occur when early life environmental circumstances affect adult health 

independently in later life (Hertzman, 1999).  Latent effects are primarily biological 

factors and developmental in nature.  Menopause is an example of such an effect in that it 

cannot be stopped and detained without extreme medical interventions that have their 

own untoward effects.  However, other variables such as socio-economic status, health 

knowledge, and health practices might influence how menopause is experienced (e.g., 

high body fat index is related to dietary habits, cultural preferences, and class status).  

Among African American women, high body fat is associated with increased vasomotor 

symptoms, heart disease, and osteoporosis (Cooper, 2009; Gold et al., 2006, & Huffman 
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et al., 2005).  These specific biological factors and developmental opportunities in life 

have a profound impact on health and well-being, regardless of subsequent life 

circumstances, such as raising young children or teens (or both), aging parents, divorce, 

empty nest, and career issues (Thurston et al., 2008).   

 The second process is the pathway link.  Pathway life course affects health status 

over time.  Early life circumstances, including social networks, the civility of society, and 

the environment within which one lives, determine life trajectories.  The pathway effect 

acknowledges that differences in early life environments may direct individuals into 

different life courses (Dillaway et al., 2008; Lerner-Geva et al., 2010).  Menopausal 

African American women experience multiple pathway effects such as low economic 

resources, low self-esteem, limited knowledge about health and self-care, inadequate 

health coverage, and miscommunications between health care providers and African 

American women (Gold et al., 2006; Witt, Winickoff, Pirraglla, Ferlls & Fortuna, 2009).  

It is paramount that health care providers gain an understanding of general health beliefs 

and practices that are common to members of a specific group, including African 

American women.  

      African American women traditionally practice folk beliefs and have acted as 

gatekeepers of health care for themselves (Im, 2010).  African American health care 

practices emerged out of cultural tradition and necessity.  It has remained a dominant 

feature of the culture (Hughes, Gaston, & Porter, 2003).  Carlton-Laney (1992) conducted 

an exploratory study of African American women who were active members and leaders 

in churches and members of sisterhood organizations.  These women developed 

organized networks that provided a permanent coping mechanism that contributed to 
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their self-esteem and sense of support.  These networks also served as a mechanism for 

receiving and giving aid; they promoted feelings of security, thereby reducing stress, and 

generally contributing to the maintenance of good health (Im, Lee, Chee, 2010). 

      Lastly, the cumulative process involves the effects of the intensity and duration of 

exposure to unfavorable environments, which subsequently adversely affect health status 

(Power & Hertzman, 1997).  In 2006, 8.8% of African American women were living with 

coronary heart disease (CDC, 2010). The Behavioral Risk Factor Surveillance system 

identifies heart disease as the leading cause of death for women of most racial/ethnic 

groups.  Cigarette smoking, overweight, and high blood pressure are risk factors for heart 

disease.  These cumulative factors, coupled with the menopausal sequence, could create 

an unfavorable environment for African American women and ultimately affect their 

health status. 

      Life course experiences are foundational to addressing the socioeconomic 

gradient, especially sensitive periods in human development.  Life course factors and 

contemporary circumstances at various levels of social aggregation sets the stage for 

differential health status (Hertzman, 1999; Li, Mates, Stanley, McMurray, & Hertzman, 

2009). 

Contemporary circumstances 

 Life course factors such as low economic resources, low self-esteem, lack of education 

and training, ineffective health coverage, smoking, high blood pressure, overweight, and 

level of physical activity creates a transverse interaction across the three levels of 

aggregation (social network, civil society, and national socio-economic environment).  

The widest level of social aggregation (macro) is the national context for policies that 
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affect economic stability.  The hallmark determinants for health at this level are income 

per capita and income distribution (Kaplan, 1996; Satcher, 2010; Wilkinson, 1997).  

       In 1999, the Florida per capita income was $21,557.  Florida counties’ per capita 

income was $12,333, $17,848, and $18,465 for Union, Marion, and Alachua counties, 

respectively (U.S. Census Bureau State and County Quick Facts, 2010).  These counties’ 

various income per capita rates have different effects on the health levels of their 

populations. Countries with higher incomes have better health outcomes across the 

lifespan.  (Hertzman, 1999; Marmot, 2005).   

      Within the broadest level of social aggregation is the civil society level.  This 

“meso” level is inclusive of groups of variables such as volunteerism, social affiliations, 

trust and cohesion, discrimination and social exclusion, and the capacity of major social 

institutions to acknowledge current changing human needs (Hertzman, 1999).  Thus, 

these variables are viewed as essential elements of an organized society.  The civil 

society variables have the ability to neutralize or eradicate the stressors that impact health 

status.  Significantly, variables as diverse as psycho-social occupation environments and 

service level organizations can be included.  Strong social support has contributed 

significantly to the health care practices of African Americans.  Research on social and 

cultural factors that impact how individuals cope in times of stress has illustrated the 

importance of access to social support (Dillaway et al., 2008).  Support systems among 

African Americans include members both within and outside the households.  This 

extended family network provides emotional support and needed resources. 

      African American families’ mutual rights and obligations to family have been 

shown to be stronger than in Caucasian families (Im et al., 2010).  This contributes to the 
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practice of African American women seeking health options within the community and 

closer to home.  This practice occurs when illness is treated at home, and non-traditional 

methods of care are sought prior to traditional medical care (Richard-Davis, Wellons, 

2013; & Dillaway et al; 2008).  Consequently, it is likely that individuals of this type of 

community, especially menopausal women, invest greater trust in supportive 

relationships of kin and friends than in the professional community (Dillaway et al., 

2008; Im et al., 2010). 

      Menopause, a normal mid-life transition for women, remains unevenly researched 

and understood, especially in minority women.  Huffman et al. (2005) studied 226 

African American women in midlife.  Information about health status, stressful life 

events, social support, and demographics was obtained.  The majority of women reported 

good or excellent health status, with two-thirds experiencing major life stressors and 

having multiple sources of social support.  In addition, the majority of women in the 

study reported having a network of friends and family members who provided social 

support and mediated the effects of stressful life circumstances.  Im, Stultbergen, and 

Walker (2010) reported that women who can discuss menopause with social support 

networks reported positive attitudes toward menopause.   

      Participant’s self-reported symptomatology included hot flashes and night sweats. 

Hot flashes are particularly significant because of their recognized disruption of activities 

of daily living.  It is also the primary reason that menopause women seek medical 

attention.  Lastly, it has been suggested that lack of knowledge of normal menopausal 

changes among African American women has limited their ability to self-advocate and 

receive appropriate symptom management (Huffman et al., 2005). 
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      As evidenced, the literature highlights key information and experiences of 

menopausal women in general; however, limited information is available regarding 

African American and women living in rural areas.  The rural setting poses such 

limitations as geographical isolation, lack of confidentiality and anonymity, stress from 

multiple family and work roles, poverty, and limited health care services (Leipe & 

Reutter, 2005).  Study findings have suggested that rural living affects women’s health 

because of limited access to health services and geographic and socio-cultural 

characteristics that influence health-seeking behaviors.  Reuter & Leipe (2005) found 

that, as a result of the lack of resources, rural women were hardened toward cultural and 

rural influences. Also, rural women were at risk for receiving insufficient information 

about resources and inadequate symptom management due to lack of resources.  

       Therefore, women residing in rural areas are faced with impediments to health 

care access (Ziller, Coburn, Loux, Huffman, & McBride, 2003). Little information exists 

on the menopausal experience of women in rural areas where the social environment is 

distinctly unique (Price, Storey, & Lake, 2008).  Thus, the socio-cultural context in which 

menopause is experienced should be taken into consideration when designing support and 

information services for women in rural environments.  Price et al. (2008) studied 25 

menopausal women in a naturalistic inquiry.  Findings suggested that rural women need 

to understand the intensity of menopause symptomatology.  Study participants described 

struggling to sift through large amounts of conflicting information.  The participants 

identified the need to obtain reliable information from sources they trusted.  In addition, 

study participants described menopause as having a significant impact on their personal 

relationships and identified social support and humor as coping strategies.  Therefore, 
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health care practitioners must devise innovative strategies to support women living in 

rural areas to improve health and well-being as they transition through menopause. 

      The final contemporary circumstance and determinant of health most related to 

private life is the “Micro” level.  This level comprises the nature and quality of personal 

social support, intimate relationships, friendship, and the availability of personal help 

when required (Hertzman, 1999).  

      African American women have interfaced with racism and other forms of bias 

that create barriers to obtaining health care and information needed to make appropriate 

health care decisions.  In addition, health care providers stereotype women of color or 

low financial means, offering different diagnoses and treatment (Boston Women’s Health 

Collective, 2006).  Culturally, African American women have been reluctant to express 

personal and family issues with people outside of their families, including health care 

providers (Waters & Locke, 2005).  African Americans infrequently practice prevention 

and usually only seek treatment from the health care system at later stages in disease 

progression (Hueston & Hubbard, 2000).  Interestingly, the American Cancer Society 

(2009) reported that African American women have a lower incidence of breast cancer 

than do White women, yet they are more likely to die from breast cancer than are White 

women.  This occurs because African Americans enter the health care system when they 

have reached advanced stages of cancer.  The literature addresses Black women’s respect 

for health care providers; however, they also note that African American women are 

suspicious of health care institutions.  This behavior is probably related to the research 

atrocities committed against Blacks in the past (St. Hill, 2003).  These embedded 

behaviors and attitudes have been addressed in other findings (Dillaway et al., 2008).  
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Dillaway and colleagues refer to this behavior as “Black women’s lived experiences with 

oppression in U.S. society” (p. 766).  

Biological embedding 

 African American women will experience systematic differences as a result of the 

interaction of life course factors and contemporary circumstances during menopause.  

The complete menopausal process transverses from premenopause through 

postmenopause. African-American women’s determinants of health will impact the 

course of the menopause process (see Figure 2).  Biological embedding will direct the 

physiological and life path consequences of health across the life cycle (Hertzman & 

Keating, 1999). 

Menopausal 

African American 

Woman

Socio-Economic 

Environment

Supportive 

Determinants

Pre-

menopause

Post-

menopause

 

 

Figure 2: Hertzman’s Determinants of Health Model adapted to perimenopausal African 

American women. 
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Definition of Terms 

  African American women. African American female who has origin in any of the 

Black racial groups of Africa (USCB, 2009).  Within this study, African American 

women are female individuals of African descent between the ages of 40 to 60 years, who 

reside in a rural community in the southern United States.   

 Civil society. Social aggregation at a meso level that includes a group of variables: 

volunteerism, social affiliation, trust, cohesion, discrimination, and social exclusion, and 

the capacity of important social institutions to respond to current and changing human 

needs. This society can buffer or exacerbate the stressors of life (Hertzman, 1999). 

 Current circumstances. Refers to life course explanations for adult health 

outcomes (Hertzman, 1999). 

 Developmental perspective.  The perspective that considers mid-life crisis and 

developmental tasks coupled with the menopause experience (Derry, 2006; Sampselle, 

Harris, & Sowersky, 2002). 

Menopause. The absence of menstrual cycles for a duration of one year, not 

caused by pharmacological intervention (ACOG, 2007; NIH, 2010).  Natural or 

spontaneous menopause refers to the absence of menstrual flow for 1 year from last 

ovarian activity with no pathological or physiological cause (Rees & Purdue, 2006).  

Induced menopause is a sudden onset of a cessation of menstrual cycles related to 

surgical removal of ovaries, chemotherapy, or radiation (Boston Women’s Health 

Collective, 2006). 

 Menopausal knowledge. The conceptualized level of information that African 

American women report about predisposing factors for clinical manifestations of, and the 
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management of, menopause.  Operationally, menopause knowledge is related to the 

participants’ responses to the Knowledge of Menopause questionnaire. 

 National socio-economic environment. Broadcast (macro) level of social 

aggregation.  It constitutes the socio-economic environment of society holistically.  

Principal determinants of health at this level are income per capita and distribution 

(Wilkinson, 1997; Kaplan, 1996) 

 Perimenopause.  Two to eight years preceding menopause and the 12-month 

period after final menses (WHO, 1996).  Perimenopause refers to the menopause 

transition (North American Menopause Society, 2000) 

Rural. Refers to an area determined by population density within a municipality 

that is less than 274 people per square mile; the municipality’s total population is fewer 

than 2,500 (The Center for Rural Pennsylvania, 2000).  In this study, “rural” relates to 

African American women who reside outside the boundaries of incorporated cities in 

North Central Florida. 

 Social determinants of health. The socio-economic gradient in health status and in 

life circumstances in adulthood (Hertzman, 1999). 

Social networks. Social aggregation at a micro level that encompasses the 

determinants of health that are associated with private life (Berkman, 1995). 

 Stress. Many women find the time around menopause stressful.  This is related to 

hormonal changes and the resulting symptoms: hot flashes and disturbed sleep.  

Additionally, family and personal issues (such as the demands of teenage dependents, 

children leaving home, aging parents, mid-life spouse and career changes) converge on 
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the menopausal women during these years (NAMS, 2010).  Operationally, stress refers to 

the participants’ responses to the Life Stress questionnaire 

 Symptom management. Interventions and strategies to ameliorate symptoms 

related to the menopause experience (Santoro, & Sherman, 2007). 
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CHAPTER II 

 Review of Related Literature 

 This chapter presents related research on women’s menopausal knowledge 

(menopause process, physiologic factors, hormonal changes, long-term conditions, 

symptoms, and clinical manifestations).  The studies are presented according to the 

variables that are relevant to the study.  Menopausal knowledge is the independent 

variable; physical health, symptom management and stress, are the dependent variables.  

These variables are addressed in relationship to theories of midlife developmental issues, 

social determinants of health (income, education, and local resources), and health 

disparities.  Inferences can be made that too few studies have engaged African American 

women participants in research.  Concerns about the reported findings and their relevance 

to Black women were constant queries during the synthesis of the literature.  

Nevertheless, these observations help to substantiate the need for the current study, which 

is designed to address gaps in the literature.  Variables central to this study are the 

following: knowledge of menopause (menopause process, physiologic factors, hormonal 

changes, long-term conditions, symptoms, and clinical manifestations), physical health, 

and stress.  

Overview of Midlife Development 

 Historically, developmental psychologists have focused primarily on childhood 

and adolescence, analyzing the challenges and progression through these life phases 

(Staudinger & Black, 1999).  This trend has changed over the past 40-50 years, however, 

as adult development has increasingly been raised as a topic for research.  Still, most 

research has focused primarily on later life.  Looking across the lifespan, the gap in 
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research on midlife development is evident (Lachman, 2001; & Huffman, Myers, Tingle, 

& Bond, 2005).  It is important to examine the reasons for the apparent dearth of theory 

and research concerning midlife, which may exist because there is no clear demarcation 

of midlife. For instance, childhood is clearly at the beginning and old age is at the end of 

life.  Thus, the question to address is whether midlife exists as a life phase and, if so, 

when does it begin and end?  In general, midlife development is an uncharted period 

during which chronological age is not the dominant, salient marker (Lachman, 2001).  

Consequently, one might conclude that midlife begins around 40 and ends by 60 

(Boughton, 2008; Henderson, Bernstein, Henderson, Kolonel, & Pike, 2008; Perrig-

Chiello, Hutchison, & Hoepflinger, 2008).  

 Today’s mid-life population are individuals who were born between 1946 and 

1965—the traditional parameters for the Baby Boom Generation (Estrine & Estrine, 

1999).  Regardless, of our chronological age, midlife occurs as we age. Midlife is a life 

transition that can be as confusing as adolescence with the added social and 

psychological challenges (Lerner-Geva, Boyko, Blumstein, & Benyamini, 2010). 

Psychoanalytic/Psychodynamic Theories of Midlife Development 

Long-held tradition within the scholarly discipline of psychology views midlife as 

a time of quiescence between the formative years of adolescence and early adulthood and 

declining years of old age (Whitbourne, 1996).  The foundation of current developmental 

theory is founded in the early 20th century with Freud’s psychosexual stages (Gramling, 

2007).  Midlife traditional origins are addressed in the writings of Freud.  According to 

Freud, individuals in midlife lack personality elasticity in their mental processes (Freud, 

1942).  Freud believed that personality change was virtually impossible past the age of 
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50. Freud’s specifications have laid the foundation for other developmental theories.  

Freud’s views of human development are significant and controversial.  For example, 

Freud credits the ability to love and work as a major accomplishment of mature genitalia, 

the final stage of psychosexual development (Willis & Reid, 1999).   

Psychosocial Theories of Midlife Development 

Erickson (1963), following Freud, proposed a staged theory of human 

development that includes emotional or psychosocial concepts and applies these to older 

adults as well as younger ones.  This addition of psychosocial concepts provides 

contextual and relational elements to the study of midlife development (Gramling, 2007).  

Erickson’s (1963) eight-stage psychosocial model of the lifecycle is applicable to mid-

life development.  In Erickson’s model, each psychosocial crisis is theorized to provide 

an opportunity for the development of the ego.  Erickson extended the cycle to old age.  

Freud’s and Erickson’s stages and crises are foundational to lifecycle development.  

Stage VII (30-60 years procreativity and generativity vs. stagnation provides the 

conceptual basis for midlife development for this study.  Since the time of Freud’s and 

Erickson’s works, some psychoanalysts have deviated from these perspectives.  Other 

psychoanalysts propose that middle adulthood is characterized by a more developed and 

sound personality than could be achieved in the earlier years (Whitbourne, 1999). 

 Jung (1968) believed that complete mature development is not likely to occur 

before midlife.  “Mature development” occurs when the psyche is individualized.  Other 

recent psychodynamic models have incorporated the concept of the individual’s ego 

defenses as they continue to expand into higher levels of maturity throughout the mid-life 

years (Vaillant, 1977). 
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Humanistic Theories of Midlife Development 

Humanistic models suggest that midlife development provides opportunities for 

growth (Whitbourne & Connolly, 1991).  Maslow (1962) addressed self-actualization, 

defined as the realization of one’s full potential.  Maslow’s biographical and empirical 

studies have received support in the adult development research. Similarly, Rogers 

(1961) described the functioning individual who has achieved congruence within the self 

and life experiences.  Subsequently, these theorists were not developmental in the 

conservative mode. Specifically, these theorists did not address the traditional phenomena 

involved between the individual and shifting life experiences. Instead, their observations 

focused on the mature or developed adult personality in relation to the expected 

movement in midlife toward an optimal individual functioning (Whitbourne, 1996).  

 The majority of the theoretical models of human development are typically 

produced from the experiences of men and assumed to be true for women also.  These 

theories tend to provide inadequate descriptions of women’s developmental processes. 

There is evidence to disprove negative interpretations of women’s lifecycles; however, 

more in-depth research and theory development are needed (Gramling, 2007). 

Midlife Development 

 Gramling (2007) conducted a study to expand theory in the field of women’s 

development in mid-adulthood.  Specifically, midlife women’s developmental concerns 

and transitions were explored and delineated.  The field study was conducted over 16 

years and involved 55 participants.  Interpretive analysis techniques were used for 

individual and cohort observations of the study participants.  Interviews, focus groups, 

and life-line activities were the key measures.  As with this study, the majority of the 
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interviews were conducted in the women’s homes and workplaces, and field observations 

were also noted.  Researchers even attended the participants’ birthday parties and 

welcoming celebrations. Erickson’s stage theory was utilized as a source theory for 

construction, expansion, and classification reasoning.  While applying Erickson’s theory, 

women were selected, new information was derived from women’s lifecycle descriptions, 

and concepts and contexts were modified to create a new theory appropriate for women 

(Gramling, 2007).  The study determined that the psychosocial tasks of mid-adulthood 

are to continue the tasks of intimacy and generativity and add integrity.  This perspective 

proved to be challenging for the women in mid-adulthood. 

 Women in midlife are usually able to cope with the challenges and responsibilities 

of adulthood.  Many of the issues and challenges—changing family dynamics, aging 

parents, growing children, and empty nests—are present though they are experienced far 

differently, compared to those in young adulthood. Subsequently, women appreciate 

partnerships and relationships with other women in midlife. Hence, these women have a 

new and dynamic focus (Gramling, 2007).  Consequently, midlife women without 

partnerships are more comfortable with this status than are younger women (Arnold, 

2005; Gramling, 2007).  One study participants had this to say: 

 This sense of well-being that I feel as I approach age 50 is unlike anything I felt in 
my early adult years.  In my early adult years, I don’t think I had a comfortable 
sense of self as I do now. (Gramling, 2007, p. 100). 

   
 Menopause was frequently a topic of discussion during the focus groups.  

Responses ranged from, “I love menopause; I don’t have any problems with it,” to stories 

of many problems. Hormone replacement was a frequent concern of the study 
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participants.  Women were seeking the best treatment for menopause as one participant 

describes: 

 I was crazy on Premarin and progesterone.  It almost pushed me over the edge.  
People would ask me "who is this person in your body?"  I realized I had to do 
something to regain my sense of self. (Gramling, 2007, p. 100). 

 
 Consequently, midlife women were considered incomplete because of their 

physical responses to menopause.  This assumption is not consistent with data from this 

study, nor is it consistent with a phenomenological study conducted by Arnold (2005). 

This was a purposive sample of 23 women who identified benchmark themes occurring 

in their lives as they moved into their mid-life experience.  They did not identify 

menopause as a benchmark of entry into older adulthood (Arnold, 2005). 

 These women clearly did not define themselves by menopause; “control” was the 

central theme for women in midlife.  As one woman noted: 

I think taking care of my body, exercising, changing my diet has helped me feel 
more in control.  I think the key is to focus on you.  For the past few years, I have 
focused more on me and my feelings, what I want and what I want to accomplish 
(Gramling, 2007, p. 101).  
 

 It was evident that the midlife women participating in this study were self-

confident and more comfortable with themselves than they had been in previous life 

stages.  Women at midlife are more diverse, with varied life patterns such as partnerships, 

child-rearing, and work roles.  In sum, women at midlife are wiser and more masterful 

(Erickson, 1963, 1997). 

 

Social Determinants of Health 

 Defining midlife for women encompasses a gender gap in longevity and the 

greater salience of family values for women (Moen, 1997; Wethington, 1998).  In 
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alignment with social role and life course perspective on midlife, one could consider 

midlife as initially a period of extensive social and personal responsibilities that 

culminates in a period of relinquishing (or contemplating relinquishing) their roles as 

employee and/or parent of (pre-adult) children (Perring-Chiello & Hoepflinger, 2005).  

Limited research has attempted to describe and understand the dynamics involved in the 

varied roles among midlife women (Moen & Wethington, 1999).  Midlife has been a 

phase of adulthood essentially neglected by research. Hence, midlife has often been 

regarded as a staging area on the way to old age (Perring-Chiello, Hutchinson, & 

Hoepflinger, 2008).  As the Baby Boomers surge in large numbers into midlife, more 

information about the social and developmental dynamics of midlife is essential 

(Roberto, Blieszner, & Allen, 2006).   

 There is a broad range of physiological variations among women who are 

experiencing menopause during midlife.  In addition, midlife is a dynamic interplay 

between biological age, social determinants, and resources (Moen & Wethington, 1999). 

A woman’s physical and mental health histories impact role transitions and trajectories in 

midlife (Perrig-Chiello, Hutchison, & Hoepfinger, 2008; Allen, 2006).  Physiological 

illnesses and disabilities have been shown to impede role acquisition and management of 

numerous roles (Moen, 1997).  Other evidence supports that it is not the assumption of 

multiple roles so much as the quality of a woman’s experiences within and across roles 

that impacts varied health outcomes (Ruderman, Ohlott, Panzer, & King, 2002). 

 Researchers in developmental health suggest that micro-level influences from 

social and economic circumstances early in life provide explanations for social inequities 

across the lifespan (Jianghong, McMurray, & Stanley, 2008).  The WHO commission on 
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social determinants of health concluded that the social condition in which people are 

born, thrive, and are employed determines their health status (WHO, 2008).  The 

commission examined programs designed to alleviate poverty. In India, the Self-

Employed Women’s Association was designed to aid poverty-stricken women by 

providing loans.  In the eastern Mediterranean region, the poor status of women is one of 

the prime underlying social determinants of health.  The poor health indicators for 

women in several countries have resulted in the high maternal mortality rate estimated at 

1,600 deaths per 100,000 live births in Afghanistan and Somalia, and higher suicide rates 

among women of reproductive age (WHO, 2007). All of these epidemiological 

observations are important because it has been argued that women are usually the 

impetus for improving a population’s health (Assai, Siddligi, & Watts; 2006).  

Income 

The socioeconomic circumstances of individuals directly impact their health 

(Adler & Stewart, 2010; Marmot, 2005); it is evident that poverty is the precursor for 

inequalities in health care (Marmot, 2005). Most Americans recognize that the health 

effects of poverty are a national problem; however, intervening to relieve the effects 

requires a thorough understanding of the health effects of social and economic policies 

(Marmot, 2005).  Poverty alone provides an incomplete explanation for the variances in 

mortality among subgroups within countries.  It is evident that, among rich countries, 

there is a minimum correlation between gross national product (GNP) per person and life 

expectancy (Marmot, 2005).   For instance, Greece maintains a life expectancy of 78.1 

years with a lower GNP than that of the U.S. Interestingly, the US—with a GNP of more 

than $34,000—has a life expectancy of 76.9 years.  By contrast, Costa Rica and Cuba 
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stand out as countries with GNPs less than $10,000 and lifespans of 77.9 and 76.5 years, 

respectively (United Nations Development Program, 2003). 

Link and Phelan (1995) suggest that those with more resources, social income, 

position, and social capital have better health outcomes.  This is referred to as the 

fundamental social cause hypothesis.  These individuals are better able to take advantage 

of new knowledge about health, have better access to interventions, and have typically 

lived in an environment that fosters good health.  According to the fundamental social 

cause hypothesis, social resources that are instrumental in providing advantage offer not 

only economic benefits, but also social capital—social relationships and human capital, 

including education (Fagan et al., 2007). 

 One of the relevant indicators of death is poverty (Foege, 2010).  Poverty is a 

major contributor to adverse health outcomes, and health outcomes tend to deteriorate as 

poverty worsens (Centers for Disease Control and Prevention, 2009).  Specifically, 

income influences health by its direct effect on living conditions (Beckles & Truman, 

2011). The WHO commission on social determinants of health developed programs to 

reduce poverty.   For instance, Chile promoted a program that decreased 70% of poverty 

by providing employment for their citizens. Another program, Self-Employed Women’s 

Association in India, provides loans to thousands of women.  

The relationship between financial instability and women’s health has been well 

documented.   In comparison to men, women tend to be more income-distressed, which 

has negative consequences on the mental and physical health (Black, Murray, Cutrona, & 

Chen, 2009; Murray et al., 2008).   
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 Murray et al. (2008) explained the sequence of events that transpires in response 

to strained financial resources. As finances become significantly challenged, women 

experience unrelenting cycles of increased psychological distress, resulting in 

disequilibrium and disruption to their overall well-being.  Black et al. (2009) studied 747 

African American mothers to determine the effects of stressors on health functioning.  

African American mothers were selected because of their historical income restriction 

experiences as a race and gender (U.S. Census Bureau; 2007).  In addition, as an 

aggregate group, African American women are paid less per dollar than White men and 

women as well as African American men (U.S. Census Bureau, 2007).  Results indicated 

that the challenges arising from the mother’s financial instability were related to 

compromise mental health and ineffective coping strategies.  Conversely, mothers who 

effectively responded to stressors experienced uneventful mental health that, in turn, 

promoted optimal physical health (Murray et al., 2008). 

Education 

Educational attainment has proven to be a positive determinant of future 

employment and income (Beckles & Truman, 2011).  The majority of an individual’s 

educational accomplishments are a reflection of material and other resources of family of 

origin and the knowledge base and skills obtained by the time that person reaches 

adulthood.  Hence, education encompasses early life circumstances and the influence of 

adult circumstances (Beckles & Truman, 2011).  Education and income contribute 

strongly to the socioeconomic disparities among adults. 

 Educational attainment is one of the indicators utilized to estimate the influence of 

socioeconomic circumstances on health (Marmot, 2005).  A portrait view of educational 
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attainment in the United States is represented in the American Community Survey 

(ACS), the 2008 Social and Economic Supplement (ASEC), and the current Population 

Survey (CPS) (Crissey, 2007) The Census Bureau has tabulated data to support a 

consistent increase in the educational attainments of the population (USCB, 2007). The 

ACS (2007) study findings suggested that 84% of individuals 25 and over in the U.S. 

reported earning high school diplomas.  In addition, more than half (54%) reported some 

college completion (USCB, & Crissey, 2007). 

 Educational accomplishments varied geographically in 2007.  The percentage of 

the population with high school diplomas was highest in the Midwest and lower in the 

South.  In addition, the highest accomplishment of college graduates was in the District 

of Columbia, where 47% of the adults had a bachelor’s degree or higher (Crissey, 2007; 

USCB, 2007). Lastly, educational attainment varied by country of origin.  For foreign-

born Americans, educational attainment was highest in the Northwest region and lowest 

in the West.  In most states, a greater population of native-born residents had achieved a 

high school education or higher. 

 Educational attainment can lead to economic success and, by extension, higher 

median earnings ranging from $19,000 for those with less than a high school diploma to 

over $60, 000 for those with higher degrees (Beckles & Truman, 2011). Women earned 

less than men on average (about $27,000 and $40,000, respectively).  Among all workers, 

Asians earned more than Whites and Blacks, with Hispanic workers earning the least.  

African American workers had the lowest average earnings at the less-than-high-school-

graduate and high-school-graduate levels. US Census Bureau data from 2005-2009 

current population survey (Keppel, Pamuk, & Lynch, 2005; USCB, 2000, 2006) analyzed 
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disparities in the prevalence of non-completion of high school and poverty. These 

findings indicated a limited sex disparity (1.85% points; p < .05).  The extent of disparity 

varied significantly among the non-White racial/ethnic groups from three to nine times 

greater for Hispanic than for other groups. Differences between the age and non-

completion of high school increased with decreasing poverty-to-income ratio. In addition, 

significant age differences prevalent in non-completion of high school were identified 

between the youngest age group, age groups > 65 years, and 45-65 years. Significant 

disability was present overall and among both sexes. A greater degree of disparity existed 

among females compared to males in relation to the lower value (45-65) referent group 

(Beckles & Truman, 2011). 

 Disparities identified were consistent with socio-demographic differences 

reported by national surveys (Adler &Stewart, 2010; Crissey, 2007).  Findings from this 

study support the vulnerability of the adult population to varied health problems.  In 

addition, these findings can be utilized as a basis for monitoring efforts toward 

eradicating health disparities. 

Local resources 

Income is the driving determinant that directly measures resources (Beckles & 

Truman, 2011).   Hence, income can influence health by having a direct effect on living 

standards such as access to better quality food and housing, leisure time, and health care 

services (Beckles & Truman, 2011).  The striking disparities between educational 

attainment and marginal income have directly impacted the U.S. adult population’s 

vulnerability to health problems (Adler, 2010; Crissey, 2007).  Insufficient resources—

specifically material deprivation, dirty water, and poor nutrition associated with lack of 
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quality health care—account for the 20-year gap in life expectancy of populations in the 

U.S. (Marmot, 2005).  Some find it difficult to understand how poverty in the form of 

material deprivation shortens lives; hence, it is not an easy problem to fix. The relief of 

material resource deprivation is not a simple technical intervention of providing clean 

water or improved health care. Who gets these resources is socially determined (Kim, 

Millen, Irwin, & Gershman 2000; Wilkinson, 2005). 

 Link and Phelan’s (1995) fundamental social cause hypothesis proposes that there 

is a rationale for those individuals with more resources (higher socioeconomic position, 

more social capital). These individuals experience more positive health outcomes because 

they are more equipped to take command of new knowledge regarding health, ascertain 

access to interventions, and participate in environments that support good health.  As 

applied to age at natural menopause, the median age at menopause occurs several years 

prematurely in women from Latin America and the Caribbean. The data was analyzed to 

estimate the median age of the Latin American and Caribbean women at menopause.  

Findings suggested that life courses and socioeconomic indicators were related to earlier 

menopause age: low education (hazard ratio [HR], 1.16; 95% [CI 1.07-1.26]) and manual 

occupation/housewives (HR, 1.12; 95% [CI 1.03-1.20]).  Other factors were current 

smoking (MR, 1.14; 95% [CI 1.03-1.27]), null parity (HR, 1.14; 95% [CI 1.02-1.28]) and 

multiparty (HR 1.15; 95% [CI 1.06-1.24]).  The median age at menopause was lower for 

women with multiple life course socioeconomic adversity compared to women with no  
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adversities (HR, 1.40; 95% [CI 1.10-1.77]) (Beckles & Truman, 2011; Link & Phelan, 

1995). 
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CHAPTER III 

Methods 

The purpose of this study was to examine the relationships among menopausal 

knowledge, stress, and symptom management in a sample of southern rural African 

American women who self-reported their perceptions of their overall health status. 

Specifically, the study described a) the socio-demographic variables, knowledge, and 

health disparities that could be associated with this population; (b) the relationships 

among African American women’s menopausal knowledge, stress, and menopausal 

symptom management;  (c) whether stress predicts the clinical manifestations of 

menopause;  (d) whether menopausal  knowledge predicts the perceived health status, 

physical health, stress, and depression of African American women; and (e) whether the 

social determinants of health (income, age, education, employment, and health insurance) 

predict levels of stress and symptom management. The findings of this study can be used 

to guide health care research, practice, education, and policy. Significantly, this study 

provides essential information that could help explain health services utilization attitudes 

and behaviors of southern rural women. Importantly, it also builds a scientific base for 

future intervention studies designed for African American women in the South and 

perhaps in other regions of the U.S. 

   A descriptive correlation design is a practical method to efficiently identify 

interrelationships within a study to examine current or past variables (Burns & Grove, 

2009).  Data on participants’ menopausal knowledge (menopause process, physiologic 

factors, hormonal changes, long-term conditions, symptoms, and clinical manifestations) 
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were collected through face-to-face interviews that took place in the women’s 

communities.  Finally, this study can assist with the understanding of menopause in 

southern rural African American women and its relationship to selected dependent and 

independent variables.  From this study, researchers and clinicians should be better 

informed of appropriate research interventions and clinical approaches that will assist in 

the reduction of morbidity and mortality rates among southern rural perimenopausal 

African American women.   

 This study was based on data obtained from southern rural African American 

women who were queried about their personal characteristics, health status, knowledge 

about menopause, and other variables. The original data were collected by principal 

investigators in a previous study (Gary, Yarandi, & Rivers, 2001).  Rural perimenopausal 

African American women residing in North Central Florida were invited to participate in 

the study.  Interviews were conducted by face-to-face interactions with 206 women 

between the ages of 40-60. All individuals who participated in the study completed a 

training program. 

Research Design 

Purpose and design 

The original design was a descriptive correlation study that was created to (a) 

identify and describe decision-making practices, informal self-care, and health beliefs 

about  knowledge of perimenopausal health,  socioeconomic backgrounds, occupations, 

and educational  achievements among southern rural African American women between 

the ages of 40-60;  (b) assess different health beliefs, informal care, knowledge, decision-

making practices, and reported levels of stress and depression within the context of 
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personal characteristics (age, socioeconomic status, and access to health care); and (c) 

determine implications for findings of the study for future interventions from the 

perspective of southern rural African American women.   

Setting 

Various sites in North and Central Florida were used to conduct this study.  All 

sites were within a 50-mile radius of a large public state university. North Central Florida 

comprises 13 counties; the population grows faster in this region than in the rest of the 

state.  For instance, between 2000 and 2010, the population of North Central Florida 

increased by 17.5%.  However, the population of Florida and the entire U.S. increased by 

16% and 8%, respectfully (USCB, 2010).  In addition, the population of Florida is 

increasing in ethnic and racial diversity.  Florida’s Asian, Pacific Islander, and African 

American populations increased by 43.3%, 35.4% and 12.3%, respectively, between 2000 

and 2010.  The migration of people to Florida is a result of the mild climate, extended 

periods of sunshine, close proximity to the gulf and ocean, and lack of state income taxes 

(Florida Quick Facts; Moreno, 2011 & U.S Census Bureau, 2010). 

              North Central Florida has a comparatively high population of rural African 

American women. Therefore, findings from the study will provide a basis for future 

research on southern rural perimenopausal African American women.  North Central 

Florida was selected for the original study because of the dearth of research on southern, 

rural, perimenopausal African American women and their health.  The principal 

investigator of the original study is knowledgeable about the culture, health benefits, and 

practices of these women, and the research team recognized the limited scientific data on 
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this growing population.  The close proximity of the large state university contributed to 

the principal investigator’s choice of setting.   

Sample 

The sample consisted of 206 African American women from various sites in rural 

North Central Florida.  Criteria for inclusion in the study were African Americans who 

(a) were female, (b) were willing to participate and complete consent documents, (c) 

were between the ages of 40 and 60 years,  (d) had resided in a rural community for 5 

years or more, and (e) who spoke English.    

 Pilot study. A pilot study (n = 6) was conducted by the principal investigator.  

Women from the 3 aforementioned counties were involved in the pilot.  This preliminary 

study afforded the principal investigator the opportunity to determine the feasibility of the 

study, adjust the instruments, determine data analyses design, and gain familiarity with 

the data-collection methodology (Burns & Grove, 2009; Polit & Belk, 2010). Based on 

the pilot, revisions and changes were implemented as appropriate. 

Sampling Procedures 

 The convenience sampling procedure was used because of the limited scientific 

knowledge available on southern rural African American women.  The convenience 

sample provided the principal investigator with a wealth of information (Straker, 2010) 

on knowledge, attitudes, health beliefs, health practices, symptom management, stress, 

and levels of depression as associated with perimenopausal health among this population 

during the perimenopausal phase of their lives.  Research results served as a scientific 

base for the development of evidence-based practices. Over time, the findings from this 
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study could reduce the health disparities that exist in this population (CDC, Healthy 

People, 2010). 

Procedure and Data Collection  

 The principal investigator sought the local chapter of the National Black Nurses’ 

Association for assistance in recruiting participants. Selected professional nurses were 

trained by the principal investigator.  In addition, two psychology graduate students 

assisted with data collection.  The research assistants, professional nurses, and 

psychology graduate students served as volunteers and were specifically trained to 

conduct the face-to-face interviews.  Also, a trained non-volunteer was employed by the 

study to conduct interviews and assist with other aspects of the study. 

 Upon approval from the Institutional Review Board (IRB), the researchers 

informed selected community leaders about the study.  The researchers thought it would 

be appropriate to inform the community leaders and obtain their support before beginning 

the research.  This open communication provided the community leaders with firsthand 

information, and the opportunity to address concerns and ask questions about the research 

process. The community leaders appreciated the “respect” that the research team afforded 

them and thanked them for allowing their involvement on the front-end of the research. 

The study was supported by each community leader who was contacted.  In addition, the 

community leaders were given copies of the informed consent that detailed the purpose 

of the study, and the exact activities the women would be asked to participate in. That is, 

the researchers clearly communicated to the leaders what was expected of the women 

who would be involved in the study.  Recruiting strategies included visiting churches, 

beauty shops, and other community settings. 
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 Churches. Face-to-face meetings occurred with ministers and the principal 

investigator to discuss the study in detail.  Associate ministers, deacons, and other church 

affiliates accompanied the ministers on some occasions. All were welcomed.  The 

principal investigator informed them in detail about the purpose and nature of the 

research study; copies of the consent form were provided and discussed as needed. Some 

of the ministers and church leaders requested that the researchers visit the church and 

present the research to the entire congregation while others gave their approval and 

invited the researchers to come to the church and engage the women after Sunday 

services or some other church activity. The researchers followed the lead of the ministers 

and other community leaders.  

Here are some suggested opportunities to inform the congregation about the 

study: For some cases, as part of the Sunday morning church services, the principal 

investigator was given the opportunity to describe the study to the congregation and 

solicit the women’s participation.  At other churches, the minister announced that he had 

approved the study and encouraged women to take care of their health.  Some ministers 

and church leaders indicated that they would talk with women of the church, inform them 

of the study, and allow them to decide if they would participate in the study.  Again, the 

ministers and church leaders were supportive of the study and provided space for 

interviews; sometimes food and drinks were provided, and conversations with the women 

about their health abounded. Some of the ministers requested that the results of the study 

be shared with them. The level of cooperation allowed for much of the data to be 

collected at the churches following the Sunday church services where face-to-face 

interviews were conducted in the church’s fellowship halls or inside the sanctuaries. 



59 

 

 

 

 In addition to the Sunday data collection, research data continued to be collected 

throughout the week, in which case ministers allowed access to the churches' fellowship 

halls or sanctuaries where face-to-face interviews continued to be conducted.  Lastly, 

some of the women who were not able to meet after Sunday church services because of 

various reasons, requested to have interviews at other settings, such as libraries, 

community centers, or their homes.  These interviews were conducted in settings that 

were close to their homes, jobs, or neighborhoods.   

Community centers. The researchers identified specific establishments that were 

frequented by the study participants.  Community centers, convenience stores, libraries, 

beauty shops, and child care centers were identified as frequented arenas for the study 

participants.  A rural community center that served as a night club on weekends was 

sought for recruitment of participants.  Eligible participants who were interviewed at this 

rural community center were recruited via fliers, which were posted in churches, schools, 

grocery stores, community gathering locations, gas stations, beauty salons, small strip 

malls, and fast food restaurants. 

 Day care centers. Interviews were conducted at an isolated rural nursery school.  

The principal investigator obtained permission from the proprietor of the day care center 

who was also a long-time community leader.  Eligible participants were women who 

sought services for the day care center for their infants (typically grandchildren, nieces, 

and nephews).  The interviews were pre-arranged with potential participants and took 

place predominantly in the afternoons and evenings when the women returned to the 

nursery to retrieve their children. 
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Beauty shops. Interviews with eligible participants were conducted at beauty 

salons.  The principal investigator acquired approval from the beauty salon owners and 

asked them to inform women about the study and encourage them to participate.  To 

maintain study privacy requirements, interviews that occurred in the salons were 

conducted in private, comfortable places away from conversations among clients who 

were waiting to receive personal services.  Beauty salon operators or owners who were 

willing to participate in the study had the opportunity to join this research study. They 

were typically the last ones during the data-collection sessions to complete the 

interviews. This approach helped to ensure privacy and confidentiality. 

Workplaces. Other study participants were interviewed at their places of 

employment.  The interviews were primarily conducted during lunch or dinner hours, in 

private, comfortable spaces in worksite settings.  In some instances, the interviews 

occurred at the public university in the office of the principal investigator. Others selected 

to have their interviews at restaurants or in their homes. 

 Individual interviews occurred over 1 to 2 hours, and the participants were offered 

$20 as a token of appreciation to help defray any costs associated with participating in 

this research study.  Furthermore, at the conclusion of the interview, the participants were 

provided information on the prevention and management of heart disease, cancer, 

diabetes, mental illness, and other health issues. The extensive recruitment approach 

provided a heterogeneous sample of southern rural African American women 

representing 11 distinct small communities. 
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Sample Size and Power Determination  

 The sample size was the entire sample of the original study (n = 206), with an 

alpha of 0.05, beta of 0.15, and an effect size of 0.30 for correlations.  In accordance with 

Laferrere, Zhu, Clarkson, Yosioka, and Krauskopf (2002), the power of this study was 

0.85.  The alpha, beta effect size and power were chosen for the study to minimize the 

chance of committing Type 1 or Type II errors and to enable the investigator to detect the 

phenomenon under investigation (Polit & Belk, 2010).  

 Because the southern rural perimenopausal African American women’s self-

reported menopausal knowledge, stress, and symptom management may not be easy to 

detect, the principal investigator selected a medium effect size, which had been utilized in 

related studies (Burns & Grove, 2009; Im, 2009; Kerlinger & Lee, 2008). This increased 

the likelihood of capturing the phenomenon being investigated. 

 The effect size of 3.0 enabled the investigator to utilize correlation analyses, and 

logistic and multiple regression statistics to examine the associations among the 

dependent and independent variables. 

Research Measures 

 Three instruments were used in the original study and were also utilized in the 

current study.  A description of each measure follows: 

 The socio-demographic information questionnaire (see Appendix B) was intended 

to collect participants’ personal data; it included items such as age, marital status, 

employment status, income, educational level, religious affiliation, ethnic/cultural 

background, and health insurance status. 
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 Age.  Age was defined as the length of time that an individual has existed as 

expressed in years.  Age in this study was measured by one item: “How old are you?” 

 Marital status. Marital status described the individual’s relationship with a 

significant other.  In this study, marital status was measured by one item, which asked 

each participant if she was married, divorced, single (never married), widowed, or 

separated. 

 Employment status. Employment status related to an individual’s source of 

income from labor.  Employment status was measured by one item, which asked the 

participant whether she was employed full-time, employed part-time, or not employed. 

 Family income level. The family income level referred to the annual amount of 

money the women and their family members earned before taxation.  Income level was 

determined by one item in the socio-demographic component of the questionnaire: “What 

was your approximate total household income (before taxation) during the past year?’’ 

The response options to this item ranged from 1 ($10,000) to 10 ($100,000 and above). 

Educational status. Educational status referred to the highest grade or academic 

qualification attained by each of the women.  Educational status was measured by one 

socio-demographic question, which determined the highest grade or class that the 

participant completed in a school system: “What was the highest grade or class you 

completed in school?” There were eight response options to this question that ranged 

from 1 (less than high school graduation) to 8 (other). 

Religious preference or affiliation.  Religious affiliation referred to belonging to a 

religious group that worshiped God or some other higher divine authority.  In this study, 

religious affiliation was measured by one item.  Each participant was asked to indicate if 
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she had any religious preferences or affiliation.  The responses ranged from 1 (none) to 5 

(other). 

Ethnic or cultural background.  Ethnic or cultural background related to the 

individuals’ distinctive cultural traits.  The participants’ ethnic backgrounds were 

measured by one item: “What is your ethnic/cultural background?”  There were four 

response options to this question, which ranged from 1 (African American born in the 

USA) to 4 (other). 

Health insurance status.  Health insurance status referred to the extent to which 

the women paid for their healthcare; the question asked if payment was completely out-

of-pocket, partly out-of-pocket, or provided by another source (private or government 

insurance). One demographic item determined the menopausal women’s means by which 

healthcare services were paid: “What is your source of payment for medicines you take 

that are prescribed by a physician?”  There were four options in response to this item, 

ranging from 1 (payment is provided completely out-of-pocket) to 4 (don’t know).  

Menopausal Health Survey Measure.  This survey was a 92-item measure 

evaluating general information via seven subscales.  The Menopausal Health Survey 

(MHS) contains 10 demographic questions, 18 menopausal-health-related questions, 15 

questions on previous experiences and the women’s likelihood to take HRT; 24 items on 

information/knowledge of menopause, 15 items on decision making, 12 items on 

menopausal symptoms, 7 items on self-care, and 3 items on utilization and perception of 

health services. The internal consistency of the MHS subscales range from 0.77 to 0.97 

(Rothert et al., 1997). See Appendix, for a listing of all instruments used in the study. 
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Menopausal knowledge.  The independent variable of menopausal knowledge 

consists of African American women’s factual information about menopausal signs, 

symptoms, and self-management.  Menopausal knowledge were measured by the 24-item 

Knowledge of Menopause questionnaire, which is a subscale of the MHS (Rothert et al., 

1997).  The menopausal knowledge subscale yields dichotomous responses (true/false).  

Higher scores indicate more knowledge, whereas lower scores indicate knowledge 

deficits.  The alpha coefficient of the menopausal knowledge subscale is 0.85 (Rothert et 

al., 1997). 

Social support.  Social support is related to the amount of emotional support, 

advice, information, love, and assistance that the menopausal women receive from 

significant individuals such as family members, relatives, friends, neighbors, and health 

professionals (Wingert & Krantrowitz, 2009). The people in your life (PIYL) scale 

(Marziali, 1987) was used to determine the participants’ social support.  The research 

team adapted the PIYL for use with the women in the sample. 

 The original PIYL scale is a 23-item self-report measure and an adaptation of 

Henderson, Duncan-Jones, Byrne, and Scott’s (1980) Interview Schedule for Social 

Interaction.  The PIYL scale determines the amount of friendly attachments and the level 

of satisfaction that exists among the individual’s relationships and friends.  The last 10 

items inquire about their availability (number of persons); the responses range from 0 

(none) to 10 (10 or more). The availability item is followed by a question on the women’s 

satisfaction with various aspects of their social relationships.  The items related to 

satisfaction are ranked on a 4-point scale that ranges from 0 (very satisfied) to 4 (very 

dissatisfied).  The highest score on the availability of friends is 130 (many available 
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friends) and the lowest score is 0 (no friends or support).  In the satisfaction subscale, the 

highest score is 40 (severe dissatisfaction); the lowest score is 0 (greater satisfaction). 

 The PIYL scale is a reliable and valid self-report instrument for social support 

(Furukawa & Shibayama, 1997); it has been examined for reliability and validity in two 

studies (Marziali, 1987).  The initial study was conducted with patients and non-patients 

in an outpatient department of a mental health teaching hospital (251 mental health 

outpatients and 260 non-patients).  The alpha coefficients for each of the subscales were 

0.88 (friends available [FAV]), 0.93 (friendship satisfaction [FSAT]), 0.93 (intimate 

available [INAV]), and 0.94 (intimate satisfaction [INSAT]).  Test-retest (52 patients, 62 

non-patients) coefficients for n = 114 were 0.80 (FAV), 0.83 (FSAT), 0.76 (INAV), and 

0.71 (INSAT).  Separate analyses for patients (n = 52) were significantly lower than those 

for non-patients ranging from 0.46 (INSAT) and 0.78 (FAV).  However, the coefficients 

for patients ranged between 0.82 (FAV) and 0.90 (INSAT). 

 In a second study of 42 patients who were in brief dynamic psychotherapy and 

completed the scale pre-and post-treatment, the pre-therapy correlations between 

satisfaction and subscales and the symptom index and depressive mood scale supported 

the construct validity of the support measure; they were consistent with findings from 

other investigators (Furukawa, Sarason, & Sarason, 1998).  The predictive validity of 

PIYL was supported by aggregate correlations between the pre-treatment intimate 

satisfaction scale scores and the post-treatment depressive mood scale, together with 

partial correlations between all four support scales' pretreatment and social adjustment 

between FSAT and ISAT: 0.64 for patients and 0.69 for non-patients.  Correlations 

between the availability and satisfaction subscales were 0.48 for patients’ friendship 
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subscales (FAV and FSAT) and 0.49 for non-patients.  The intimate subscales (INAV 

and INSAT) were r = 0.40 for patients and r = 0.27 for non-patients. 

Symptom management 

Symptom management referred to the health care actions that were initiated by 

the perimenopausal women to prevent or alleviate menopausal symptoms and promote 

their general health.  The Symptom Management subscale (seven items) of the MHS was 

used to measure symptom management activities (including HRT) among 

perimenopausal women.  

 Women may elect to follow a traditional pharmacological intervention, opt for 

CAM treatments, or use a combination of these options. In traditional approaches, 

antidepressants are useful in the treatment of hot flashes; NAMS suggest the use of 

selective serotonin reuptake inhibitors (SSRIs) and gabapentin for menopause-related hot 

flashes. 

  Complementary and alternative medicine (CAM) (e.g., acupuncture, massage 

therapy, aerobic exercise, strength training, good nutrition, and homeopathies/ 

naturopathic remedies) and non-pharmacological interventions (NPI) (e.g., herbs 

vitamins, minerals and medications [prescribed or non-prescribed]) are suggested 

therapies. Soy and black cohosh (phytoestrogens foods) have been helpful in alleviating 

symptoms.  

 The first three items of the symptom management subscale are presented on a 5-

point Likert scale that ranges from 1 (never) to 5 (everyday).  The last item is scored on a 

6-point Likert-like scale, ranging from 1 (never) to 6 (not applicable).  The highest 

possible score for the symptom management subscale is 39 points and the lowest score is 



67 

 

 

 

7.  Lower scores were indicative of low or no symptom management. Higher scores 

suggested that the women engaged in more symptom management activities. 

 Physical health. Physical health was the participants’ self-reported overall 

physical well-being.  The women’s physical health was measured by 1-item that asked if 

the participants’ health was poor, fair, good, or excellent. 

 Stress. Stress referred to the women’s perceived imbalance between the 

menopausal symptoms and their abilities to cope with them along with other daily 

demands.  The Life Stress Questionnaire [LSQ] (Lustman, Sowa, & Day, 1981) is a 63-

item scale that is designed to determine stressful life events, similar to the social 

readjustment rating scale (Holmes & Rahe, 1967).  The LSQ has additional items that 

reflect the individual’s perception of the experienced stressful events.  Each item in the 

questionnaire is scored in three parts.  The participant first indicates whether the 

particular event had a good or bad effect on her life.  Then the woman evaluates how 

stressful the event was (very, somewhat, little, not at all).  Higher scores indicate that the 

event was stressful and lower scores suggest that the event was not stressful.  This 

measure was adopted for use in this study.  The psychometric properties of the LSQ were 

tested on a sample of 200 veterans (Van Atta, 1997).  The alpha coefficients reflected that 

the LSQ had high consistency and ranged from 0.78 to 0.91 (Van Atta, 1997). Each study 

measure is addressed in the data analysis (see Table 1). 
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Table 1 

Summary of Study Measures 

 Type of Variable Measure No. Items Scale 

Dependent Variables    
Physical Health MHS Subscale 1 Ordinal 

      Stress LSQ 63 Interval 
    
Independent Variables    

Menopausal Knowledge MHS Subscale 24 Interval  
Social Support PIYL 15 Interval  
Symptom Management MHS Subscale 7 Interval   

Control Variable    
Socio-demographic MHS Subscale 10 Nominal/Interval 

Note. LSQ = Life Stress Questionnaire; MHS = Menopause Health Survey; PIYL = People in Your 
Life Questionnaire 

  
  

Data Analysis Plan 

 Statistical Packages of Social Sciences (SPSS, Version 20.0) were used for data 

analyses.  Statistical analysis began with preparatory activities such as the treatment of 

missing data, identification of outliers, and other data-cleaning activities.  The 

distributions of all obtained measures were plotted graphically for visual inspection 

regarding deviation from normality.  Also, appropriate quantitative tests, such as the 

Kolmogorov-Smirnov goodness-of-fit test and the Shapiro-Wilk test for normality were 

used to evaluate the data for possible deviations. Appropriate data transformations such 

as logarithms and square roots were used to restore normality of these distributions. 

Visual examination of scatter plots, histograms, and other graphical summaries were used 

to identify possible associations of interest and provide quick but accurate information 

about the data. 

 A p-value of less than 0.05 was considered statistically significant and was 

adjusted downward to account for multiple comparisons.  Descriptive statistics were used 
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to determine frequency distributions, percentage distributions, means, standard 

deviations, and inclusive ranges as evidenced by the data.   

Research Question 1. What are the socio-demographic variables, development 

tasks, and health disparities of menopausal women? Descriptive statistics (mean, 

frequency) were used for the data analysis of the perimenopausal women’s socio-

demographic variables, developmental tasks, and health disparities. 

Research Question 2. What are the relationships among African American 

women’s menopausal knowledge, socio-demographic variables, (age, marital status, 

educational level, employment, household income, and health insurance status), stress, 

and symptom management? 

 Pearson’s correlation analysis was used to determine the significance of the 

relationship among variables. The Spearman rank correlation coefficient was considered 

if the normality assumptions were not met.  For the relationship between categorical 

variables, the analysis of frequency (Chi-square test) was used. 

Research Question 3.  Do menopausal symptoms scores, self-care scores, and 

socioeconomic status predict the women’s self-reported stress levels?  

Multiple regression equations were used to evaluate the potential impact of menopausal 

symptoms scores, self-care scores, and socioeconomic status on women’s self-reported 

stress levels.  Crude (unadjusted) regression coefficients were estimated as well as 

adjusted regression coefficients based on multivariate modeling of multiple factors. 

Residual analysis was conducted to identify sources of model misspecification, outliers, 

and possibly influential observations. Sensitivity analysis was performed to discern the 
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impact of influential cases on the results. In predicting women’s self-reported stress 

levels, step-type regression analysis was used to obtain the optimal model. 

Research Question 4. Do demographic characteristics, menopausal knowledge 

scores, and depression scores predict favorable health status among the women?  

Logistic regression analysis was also used to explore potential differences in 

demographic characteristics, menopausal knowledge scores, and depression scores 

between those who reported a favorable health status from those who did not.  Modeling 

began by including in the model all predictor variables that have either at least a marginal 

bivariate association with the outcome variables, or for which there is some rationale that 

the variable may be a confounder or effect modifier for other variables.   To obtain an 

optimal model, the non-significant predictor variables were deleted in a stepwise fashion.  

The point and interval estimates of the odd ratios of the categorical predictor variables 

were reported. 

Protection of Human Rights 

 According to Burns and Grove (2009), there are three ethical tenets that should be 

met in any given study.  Those tenets were initially identified by the National 

Commission for the Protection of Human Subjects of Biomedical and Behavioral 

Research. These three tenets are respect for persons, justice, and beneficence (The 

National Commission for the Protection of Human Subjects of Biomedical and 

Behavioral Research, 1979).  This study adhered to these three basic tenets. 

 The Institutional Review Board (IRB) of the University of Florida granted 

permission to the investigators to conduct the study. Furthermore, approval was sought 

from the IRB of the University of Florida for the study's recruitment flyers, which were 
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posted in churches, communities, and other public places.  In addition, the principal 

investigators discussed the research study with ministers, deacons, and other church 

leaders in rural communities; day care center proprietors; and beauty salons owners.  

Members of the research team met and discussed the study with women at their 

workplaces and interviewed them at libraries, fast food restaurants, and other safe 

locations. 

 The research team members explained the purpose of study to the participants 

during their initial contact.  The research team emphasized to all study participants that 

their involvement was voluntary and that they could withdraw from the study whenever 

they wished.  All participants signed a written consent form (see Appendix D).   

Participant anonymity was reinforced and ensured through a standard process to 

encourage participants to omit their names on all questionnaires.  Not even the 

researchers could identify the women’s responses.  All study data were confidential and 

stored under lock and key. 

 Furthermore, the women were informed that if they elected to participate in the 

study, their health care was not going to be affected in any way.  The research team 

members shared information with the women about the benefits and risks of participating 

in the study.  Participants were provided contact information of the research team 

members and the IRB of the University of Florida.  They were also encouraged to contact 

the principal investigator if they had any questions about the study. 
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CHAPTER IV 

Results 

Purpose of study 

The purpose of this study was to examine the relationship between menopausal 

knowledge, stress, and symptom management among southern rural African American 

women who self-report their physical health, stress, and depression scores. The study 

intended to describe socio-demographic characteristics and menopausal knowledge 

(menopause process, physiologic factors, hormonal changes, long-term complications, 

symptoms, and treatment options) of African American women, as well as the 

relationships among menopausal knowledge, symptom management, developmental 

milestones, stress, and health disparities of African American women. 

 This chapter presents the results of a secondary analysis of data from the study, 

“Southern Rural African- American Women’s Health Status, Knowledge, and Income 

during Menopausal Years” (Gary et al., 2001). The results of this study were discussed in 

relation to the perspective of previously cited research, specifically, Hertzman’s 

framework for human development and the social determinants of Health (Hertzman, 

1999).  Hertzman’s model was used to guide the conceptual analysis and is applicable to 

southern rural African American women.  This chapter presents the sample 

characteristics and findings from statistical analysis. This information addressed each 

research question. 
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Analysis of data 

Research Question 1. What are the socio-demographic variables, developmental tasks, 

and health disparities of menopausal women?   

Socioeconomic variables, health knowledge, and their health experiences have an impact 

on how African American women maneuver the menopause experience. The Socio-

demographic Questionnaire, a subscale of the Menopausal Health Survey (Rothert et al., 

1997) was the selected instrument utilized to obtain the study participants' socio-

demographic data (see Table 2). Descriptive data analysis was used to ascertain the 

sample characteristics of age, marital status, employment, income, education, religion, 

health and insurance status.  

As indicated in Table 2, in a sample of 206 rural African American women, the 

mean age of the participants in the sample was 48.09 (SD = 6.45) years. The age of the 

subjects ranged between 39 and 65 years.  The marital status of these subjects were n = 

80 (38.8%) were married, n = 13 (6.3%) marriages were interrupted by separation, n = 45 

(21.8) terminated their marriage unions with divorces, n = 19 (9.2%) of the marriages 

concluded by the death of a spouse, and n = 49 (23.8%) of the women had never married 

(single).  

The majority of the women in this study worked full time, n = 153 (74.3%). Only 

n = 7 (3.4%) of the women held part-time jobs, and n = 23 (11.2%) of the women were 

unemployed. Correspondingly, n = 23 (11.2%) of the women's employment status was 

unknown. The total household annual income of the women was quite dispersed.  A 

sizable amount of the women, n = 47 (22.8%) had an annual household income ranging 

between $10,000 and $14,999. Interestingly, the n = 31 (15%) of the women participating 
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in the study had an annual income which fell below $10,000. Only the n = 2 (1.0%) of the 

women earned $100,000 and above. 

 Consequently, the educational characteristics of these women were impressive. 

The average years in school for these women was 13.5 (SD = 7.02) years.  The majority 

of the women, n = 79 (38.3%) graduated with high school diplomas. Also, n = 55 

(26.2%) of the women completed a college education. Specifically, n = 6 (2.9 %) of the 

women had obtained Master’s Degrees.  In addition, the n = 1 (0.5) of the women had 

obtained a Ph.D./Professional Degree.  

The majority of the women indicated that their practicing religion was Protestant, 

n = 166 (80.5%). Jewish and no religion was the n = 3 (1.5%) religious preference. 

Interestingly, n = 33 (16.0 %) practiced other religious affiliations. Only n = 1 (0.5 %) 

was a practicing Catholic.  Women with supportive networks tend to maintain a healthy 

internal and external environment. Women in this study group categorized their health on 

a scale of poor to excellent.  Poor health conditions were acknowledged by n = 6 (2.9 %). 

Most importantly, n = 143 (69.4%) of the African American women in the sample 

classified their health as excellent or good (favorable) and n = 63 (30.6%) graded their 

health status as fair or poor (unfavorable). The majority of the study participants regarded 

their health status favorably.  

Furthermore, favorable health status can be supported by health care coverage. Of 

the study participants, n = 177 (86%) had some type of health insurance.  
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Table 2 

Sample Characteristics (n = 206) 

Variables Number Percent 

Marital Status 
Married 
Divorced 
Single(never married) 
Widowed 
Separated 

 
80 
45 
49 
19 
13 

 
38.8 
21.8 
23.8 
9.2 
6.3 

Employment Status 
Employed full-time 
Employed part-time 
Not employed 
Other 

 
153 

7 
23 
23 

 
74.3 
3.4 

11.2 
11.2 

Total Household Annual Income 
Under $10,000                                
$10,000 - $14,999                             
$15,000 - $19,999                              
$20,000 - $24,999                                  
$25,000 - $29,999                                 
$30,000 - $34,999                                  
$35,000 - $39,999                                 
$40,000 - $49,999                            
$50,000 - $99,999                            
$100,000 and above                           

 
31 
47 
36 
26 
7 

10 
9 

20 
18 
2 

 
15.0 
22.8 
17.5 
12.6 
3.4 
4.9 
4.4 
9.7 
8.7 
1.0 

Education 
Less than high school graduation             
High school graduate (includes G.E.D.)       
Greater than high school, but no degree      
Technical trade/community college degree     
Bachelor’s Degree                            
Master’s Degree                               
Ph.D./Professional Degree                     
Other                                         

 
40 
79 
32 
26 
21 
6 
1 
1 

 
19.4 
38.3 
15.5 
12.6 
10.2 
2.9 
0.5 
0.5 

Religious Preference/Affiliation 
Protestant                                  
Catholic                                     
Jewish                                        
None                                          
Other                                        

 
166 

1 
3 
3 

33 

 
80.5 
0.5 
1.5 
1.5 

16.0 
Source of Payment for Prescribed Medicines 

Completely out-of- pocket payment              
Partly out-of-pocket payment                 
Completely paid by a third party         
Don’t know                                     

 
23 

161 
16 
6 

 
11.2 
78.2 
7.8 
2.8 

Health Condition 
Poor                                           
Fair                                          
Good                                         
Excellent                                     

 
6 

57 
121 
22 

 
2.9 

27.7 
58.7 
10.7 
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Research Question 2.  What are the relationships among African American women’s 

menopausal knowledge, socio-demographic variables (age, marital status, educational 

level, employment, household income, and health insurance status) stress and symptom 

management?   

Correlation analysis was utilized to examine the relationships between menopausal 

knowledge, socio-demographic variables, stress, and symptom management (see Table 

3). The Knowledge of Menopause Questionnaire, subscale of MHS (Rothert et al., 1997) 

was utilized to ascertain the women’s menopausal knowledge data. Questions queried 

women regarding their menopausal experiences:  addressing symptomatology, hormonal 

changes, risk factors and symptom management. Socio-demographic variables were 

collected using a subscale of the Menopausal Health Survey (MHS). The study 

participants reported using varied self-care techniques for health promotion and 

menopausal symptoms. These study findings are summarized in Table 3. 

As indicated in Table 3, using the Spearman correlation analysis, there was a 

statistically significant direct relationship between rural African American women's  

menopausal knowledge and their education levels (r = 0.22, p = 0.002), household 

income (r = 0.18, p = 0.010), and self-reported health status (r = 0.24, p = 0.001). 

Consequently, an inverse significant relationship between rural African American 

women's menopausal knowledge and life stress (r = -0.21, p = 0.003) is supported. 

However, the relationship between their menopausal knowledge and their ages (r = -0.04, 

p = 0.537) and their insurance status (r = 0.10, p = 0.112) was statistically non-

significant. Furthermore, menopausal knowledge, and decision making (r = 0.25) 
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revealed a significant relationship. Decision making was determined using the MHS 

instrument. A 15-item decision-making subscale measures the participants' decision- 

making abilities. Women experiencing challenging menopausal symptoms obtained 

lower scores. This indicated an inability to intervene with adequate relief. Self-perception 

(r = 0.14) significantly correlates with symptom management. The manner in which the 

study participants perceived their health status correlated with their menopausal 

knowledge.  

In addition, with respect to marital status, divorced African American women in 

the sample had higher average menopausal knowledge scores;  however, the difference in 

the  average menopausal knowledge score among different categories of marital status 

was statistically non-significant (F = 1.08, p = 0.369). With respect to employment status, 

those women who were fully employed had higher average menopausal knowledge 

scores, but the difference in the average menopausal knowledge score among different 

categories of employment status was not statistically significant (F = 2.31, p = 0.078). 

Overall, menopausal knowledge correlated with study variables in a significant manner.  

 

Table 3 

Correlation Coefficients between Menopausal Knowledge and Listed Variable  (n = 206) 

Variables Age Education Income Insurance 
Decision 

Making 

Life 

Stress 

Health 

Promotion 

Health 

Status 

Self-

Perception 

Menopause 

Knowledge 
-0.04 0.22** 0.18** 0.10 0.25** -0.21** 0.15* 0.24** 0.14* 

*. Correlation is significant at the 0.05 level (2-tailed). 

**. Correlation is significant at the 0.01 level (2-tailed). 
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Research Question 3.  Do menopausal symptom scores and socioeconomic status predict 

the women’s self-reported stress levels?  The Life Stress Questionnaire (Lustman, Sowa 

& Day, 1981) was utilized to collect the data regarding the women’s stress levels (see 

Table 4).  The LSQ instrument is comparable to the social adjustment rating scale 

(Holmes & Rahe, 1967). The LSQ scale quantified the study data reported by the women.  

The participants acknowledged experiencing challenging stress factors.  Data items were 

scaled on a 63-point maximum level. Statistical findings related to menopausal symptoms 

and the self-reported stress varied. As indicated in Table 4, stress levels were predicted 

with regression analysis. Data from the LSQ provided valuable information related to the 

participants' stressful experiences. The participants shared their stressful life events 

inclusive of related perceptions. Self-reported stress levels indicated varied levels and 

types of stressful situations.  Regression analysis was conducted with the self-reported 

stress levels on menopausal symptom scores, controlling for age, education and income.  

Regression analysis indicated that menopausal symptoms significantly predicted 

stress (t = -2.21, p = 0.028). Women experiencing menopausal symptomatology also 

experienced stress related to various experiences. The predicator and control variables 

explained 34% of the variance in stress levels (See Table 4).  As indicated in Table 4, 

using analysis for regression predicting study participants' stress levels yielded 

impressionable data. 
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Table 4 

Regression Analysis Predicting Stress Level (n = 206)  

Variables 

Unstandardized Coefficients 
Standardized 

Coefficients 
t p-value 

B Std. Error Beta 

(Constant) 14.792 3.570  4.144 .000 

Age -.079 .063 -.088 -1.259 .210 

Household Income .215 .173 .100 1.245 .214 

Education .075 .321 .019 .232 .817 

Menopause Symptoms -.123 .056 -.158 -2.209 .028 

 

 

Research Question 4.  Do demographic characteristics and menopausal knowledge scores 

predict favorable health status among the women? 

Demographic characteristics and menopausal knowledge scores directly and indirectly 

affected the health status of the study participants (see Table 5). Variables considered for 

this study included employment, income, marital status, education, religion and health 

insurance.  As shown in Table 5, using the analysis of frequency and testing at a 0.05 

level of significance, the results indicated that the association between self-reported 

health status and marital status was statistically non-significant (chi-square = 2.88, p = 

0.0899).  However, there was a significant relationship between self-reported health 

status and employment status (chi-square = 33.26, p < 0.0001).  Among those with 

unfavorable health status, 49.2% were under or unemployed, while only 15.4% of those 

with favorable health status were not fully employed.  The odds ratio (or relative risk 
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estimate) of having unfavorable health status and not being fully employed was 6.17 

times higher than those with favorable health status and  full-time employment status; 

i.e., not fully employed subjects had a probability of 86.05% of having unfavorable 

health status compared to a full-time employed subject.  There was no association 

between health status and religious conviction (chi-square = 0.008, p = 0.9290) and no 

significant association between health status and health insurance (chi-square = 0.39, p = 

0.5335).   
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Table 5 

Frequency and Percent of the Listed Variables for the Two Groups and Favorable and 
Unfavorable Health Status 

 

Variables 
Favorable Health Unfavorable Health 

p-value 
Number Percent Number Percent 

Marital Status 
Not married 
Married 

 
78 
65 

 
54.5 
45.5 

 
48 
15 

 
76.2 
23.8 

0.0899 

Employment Status 
Not fully employed 
Fully employed  

 
22 

121 

 
15.4 
84.6 

 
31 
32 

 
49.2 
50.8 

<0.0001 

Total Household Annual Income 
Under $10,000 
$10,000 - $14,999 
$15,000 - $19,999 
$20,000 - $24,999 
$25,000 - $29,999 
$30,000 - $34,999 
$35,000 - $39,999 
$40,000 - $49,999 
$50,000 - $99,999 
$100,000 and above 

 
11 
22 
29 
25 
7 
9 
7 

17 
15 
1 

 
7.7 

15.4 
20.3 
17.5 
4.9 
6.3 
4.9 

11.9 
10.5 
0.7 

 
20 
25 
7 
1 
0 
2 
3 
3 
1 
1 

 
31.7 
39.7 
11.1 
1.6 
0.0 
3.2 
4.8 
4.8 
1.6 
1.6 

<0.0001 

Education 
Less than high school graduate 
High school graduate (includes 
G.E.D.) 
Greater than high school, but no 
degree 
Technical trade/community college 
degree 
Bachelor’s Degree 
Master’s Degree 
Ph.D./Professional Degree 
Other 

 
15 
58 
23 
24 
15 
6 
1 
1 

 
10.5 
40.6 
16.1 
16.8 
10.5 
4.2 
0.7 
0.7 

 
25 
21 
9 
2 
6 
0 
0 
0 

 
39.7 
33.3 
14.3 
3.2 
9.5 
0.0 
0.0 
0.0 

0.0032 

Religious Preference/Affiliation 
Protestant 
Other 

 
115 
28 

 
80.4 
19.6 

 
51 
12 

 
81.0 
19.0 

 
0.9290 

Heath Insurance 
Yes 
No 

 
14 

129 

 
9.8 

90.2 

 
55 
5 

 
87.3 
12.7 

0.5335 
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Table 6 

Summary Measures of the Listed Variables 

Variables 

Favorable Health Status Unfavorable Health Status p-value 

Mean Median SD Min Max Mean Median SD Min Max  

Age 47.7 47.0 6.4 40.0 65.0 49.0 47.0 6.6 40.0 65.0 0.1731 

Menopausal 

Knowledge 
5.8 5.0 3.2 0.0 15.0 3.8 3.0 2.7 0.0 9.0 <0.0001 

Out-of- 

Pocket 

Health Care 

Cost 

308.2 200.0 360.4 0.0 2400.0 1027.9 950.0 636.6 30.0 2600.0 <0.0001 

Decision 

Making 
28.8 28.7 6.5 14.0 46.0 16.03 14.0 6.7 8.0 46.0 <0.0001 

Menopausal 

Symptoms 
30.6 30.8 3.3 16.0 38.0 18.5 16.0 7.3 10.0 35 <0.0001 

Health 

Promotion 
19.1 19.0 7.9 3.0 35.0 16.3 16.0 7.4 5.0 35.0 <0.0001 

Number of 

Pleasant 

Events 

3.7 4.00 0.9 0.0 6.0 1.5 2.0 1.1 0.0 5.0 <0.0001 

Life Stress 8.6 7.0 5.9 1.0 34.0 9.3 8.0 5.5 2.0 28.0 0.2826 

Number of 

Organization 

Groups 

3.9 3.0 1.6 0.0 10.0 2.1 2.00 2.1 0.0 10.0 0.0027 

Self-

Perception 
11.6 10.0 2.6 6.0 19.0 8.1 8.0 3.4 2.0 18.0 <0.0001 

Life 

Experiences 
62.6 64.0 6.9 10 78.0 72.7 73.0 3.5 63.0 78.0 <0.0001 

Unpleasant 

Social 

Interaction 

2.6 2.00 1.6 1.0 7.0 5.1 6.0 1.7 0.0 7.0 <0.0001 

People 

Interaction 
15.7 16.0 3.6 6.0 23.0 16.3 17.0 3.7 9 26 0.3193 
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As shown in Tables 5 and 6, using a two-sample t-test or Wilcoxon rank sum test, 

the results indicated that the subjects with favorable health status were more educated (z 

= 2.98, p = 0.0032), reported higher annual income (z = 4.34, p <0.0001), incurred a less 

than a dollar amount out-of-pocket annual healthcare expenses (t = 8.40, p < 0.0001), had 

a higher score in menopausal knowledge (z = 4.15, p < 0.0001), maintained a higher 

score in decision making (z = 8.98, p <0.0001), resulting in a higher score in controlling 

the menopause symptoms (z = 8.98, p <0.0001);  had a higher score in health promotion 

(z = 6.96, p <0.0001), possessed a higher score in self-perceptions (z = 5.82, p <0.0001), 

had a lower score with  life experiences (z = 6.09, p <0.0001), were involved with fewer 

unpleasant and distressing social interactions (z  = 7.88, p < 0.0001), experienced more 

pleasant events in their lives  (z = 7.66, p <0.0001), and were more active in participating 

in support groups and health-related organizations (z = 3.00, p = 0.0027).  On the other 

hand, there were no statistically significant differences in mean age (t = 1.37, p = 

0.1731), in life stress scores (z = 1.077, p = 0.2826), and in people interactions (z = 0.99, 

p = 0.3193) between the two groups of rural African American women who reported their 

health status as favorable or unfavorable.  

 A stepwise logistic regression was used to investigate the combined effects of all 

the study variables on health status.  The dichotomous dependent variable was named 

Health and coded 1 if the subject’s health was reported as favorable or 0 if the subject's 

health was classified as unfavorable.  The best fitting model was presented in Table 6.  

All of the estimated coefficients were statistically significant at a 0.05 level.  The most 

significant variables in the model were controlling the menopause symptoms, 

experiencing pleasant events in life, unpleasant and distressing social interactions, and 
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self-perceptions (see Table 6).  Due to the confounding effects of the variable in the 

model, some variables that were significantly different between the two favorable and 

unfavorable health status groups, did not appear as statistically significant (p < 0.05) in 

the final logistic regression model.  

As shown in Table 7, those that evaluated themselves as enjoying a favorable 

health status, had 1.83 times the odds (or more likely) of having higher health knowledge, 

1.61 times the odds of securing and managing their menopausal symptoms, and  1.65 

times the odds of involvement in pleasant life events. Additionally, they had 0.310 times 

the odds (or less likely) of encountering unpleasant and distressful social interactions, and 

2.43 times the odds of experiencing higher self-perceptions than those who self-reported 

their health as unfavorable. 
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Table 7 

Results of a Stepwise Logistic Regression Model for the Dichotomous Dependent 
Variable Health. 

 

Variable 
Parameter 

Estimate 

Standard 

Error 
Chi-Square p-value 

Odds 

Ratio 

95% CI 

Lower 

95% CI 

Upper 

Constant -22.40 8.08 7.68 0.006    

Cost -0.01 0.01 4.21 0.040 0.99 0.99 1.000 

Knowledge 
0.60 

0.30 4.03 0.045 1.02 1.83 3.29 

Control 0.48 0.14 10.68 0.001 1.61 1.21 2.14 

Life 0.51 0.17 8.96 0.003 1.65 1.19 2.29 

Interact -1.17 0.42 7.74 0.005 0.31 0.14 0.717 

Self 0.89 0.35 6.47 0.011 2.43 1.23 4.80 

Note: Cost = Out-of-pocket annual healthcare expenses  
Knowledge = Health knowledge  

      Control  = Controlling menopause symptoms  
Life = Experiencing pleasant events in life 

       Interact  = Experiencing unpleasant and distressing social interactions 
       Self = Self-perception 
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CHAPTER V 

Discussion 

This chapter provides the discussion of the findings of this study's research. 

Findings generated in this study were based on a parent study, "Southern Rural African 

American Women’s Health Status, Knowledge, and Income during Menopausal Years" 

(Gary, et al., 2001).  This secondary analysis revealed relevant findings that expanded the 

results of the original study. Furthermore, related implications for health care practice, 

nursing education, and research will be addressed.  

Hertzman’s framework for human development was used to guide this research 

(Hertzman, 1999). This model highlights the interdigitating and interacting variables that 

influence the basic domains of the individual, the family and relational communities, and 

the programs and services that are available to aid in enhancing well-being. This model 

can be used across the life course, and with diverse populations. The World Health 

Organization (WHO) has advocated the use of this model because of its comprehensive 

approach to health and well-being that is sensitive to culture, geography, socioeconomic 

status, and other defining social determinants of health (Hertzman, 2012, 2013; & Foege, 

2010). The domains of the model are embedded into this discussion that highlights the 

major findings that were generated from this research.   

Women in mid-life have reported numerous health and well-being related 

challenges during their transitions into menopause (Im, Lee, & Chee; 2010; Scarinci, 

Moore, Wynn-Wallace, Cherrington, Fouad; & Li, 2014; Garcia, Singh, Kosoy, Nassir, 

Fijalowski, Haan, Robbins; & Seldin; 2014). There remains a dearth of research available 
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to substantiate the reported experiences regarding African American women and how 

they respond to this phase of their lives (Richard-Davis, & Wellons, 2013; Paramsothy, 

Harlow, Elliott, Yosef, Lisabeth, Greendale, Gold, Crawford, & Randolph, 2015).  What 

is available, however, is extensive information about Caucasian women and how they 

manage this stage of growth and development. Hence, most of the research and practice 

guidelines for menopausal women have been generated from the experience as reported 

by Caucasian women, which might not be relevant for African American women 

(Richard-Davis, & Wellons, 2013). These research practices have helped to contribute to 

health-related disparities across a variety of ethnic/minority groups, including African 

American women. 

Theoretical Framework 

All women are affected by menopause, regardless of their racial, socioeconomic 

level, educational attainment, and/or geographical arena (Richard-Davis, & Wellons, 

2013; & Satcher, 2010). Nevertheless, African-American women experience more 

disparities, have higher poverty levels, more chronic health conditions, and inadequate 

insurance coverage than any other groups (Mathunjwa-Dlamini, Gary, Yarandi, 

Mathunjwa, 2011; & Black, Murry, Cutrona, & Chen, 2009). African-American women 

continue to have shorter life spans when compared to their Caucasian counterparts (Adler 

& Stewart, 2010). Hence, Hertzman’s model and variables that are dominant in the 

exploration of the social determinants of health were used to address the relationships 

among menopausal knowledge, stress, and symptom management among southern rural 

African-American women. Importantly, and for emphasis, Hertzman’s model depicts 

growth and development across the life course. When applied to the current study, critical 
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variables that are necessary for African American menopausal women to thrive include 

viable social networks, a civil society, and a relatively stable socioeconomic structure 

where individuals have opportunities for employment and fiscal sustainability (Healthy, 

2010; Hertzman, 2013; Siddiqi, Kawachi, Keating, & Hertzman, 2013). 

The major findings of this research are presented as they relate to each of the 

research questions. 

Measures 

(1) What are the socio-demographic variables, developmental tasks, and health 

disparities of menopausal women? 

A sample of 206 rural African-American women was diverse with regard to several 

major variables, including their marital status, employment status, annual household 

incomes, and insurance coverage. An important finding revealed that the majority of the 

women had private health insurance but they did not always think that they had access to 

health care. This finding is unlike that of many community-based research studies that 

suggest that African American women transitioning into menopause may not have private 

health insurance (Robertson, & Collins, 2011; Prickett, & Angel, 2011; Williams, Wang, 

Holt, Schulz, & Clark, 2015). One explanation for this finding could be related to the 

environment within which the women lived. The majority of these rural women worked 

at state-funded institutions in the surrounding areas. They, without doubt, participated in 

available employment benefit resources that were offered to all employees. Other studies 

suggest that African-Americans are often not insured (Williams, Wang, Holt, Schultz, & 

Clark, 2015; & Beckles & Truman, 2011). In addition, the social determinants of health 
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are interwoven with education and income. Hertzman’s (1999) theory suggests that 

individuals, families, and environments are essential variables that set the stage for 

positive health outcomes. The women in this study did manifest evidence that they had 

the core elements needed for adequate health care as described by Hertzman (1999) and 

others such as Marmot (2005).    

(2) What are the relationships among African-American women’s menopausal 

knowledge, socio-demographic variables (age, marital status, educational level, 

employment, household income, and health insurance status) stress and symptom 

management? 

As is often reported in the scientific literature, knowledge and income are 

significantly related to desirable health outcomes. The findings of the current study 

corroborate the findings from other studies, including those of Noroozi, Dolatabadi, 

Eslami, Hassanzadeh and Davari (2013) who also indicated that knowledge and income 

are related to educational level and health status.  Nevertheless, researchers such as 

Richard-Davis and Wellons (2013), have suggested that additional studies should be 

conducted that have foci on the social determinants of health as described by Marmot 

and/or others with an overarching framework as suggested by Hertzman (1999). 

However, one word of caution is necessary: Some studies have documented that a higher 

socioeconomic status may not insulate menopausal African American women from high 

levels of stress (Nosek, Kennedy, Beyene, Taylor, Gilliss, Lee; 2011; Cuadros, Perez-

Roncero, Lopez-Baena, Cuadros-Celorrio, & Fernandez-Alonso; 2014), health disparities 

(Healthy People 2020, 2011, Moonesinghe, Zhu, & Truman, 2011).  These are barriers to 
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quality health care (Im, 2009) and unconscious biases as expressed during the clinical 

encounter (Godlee, 2010).    

(3) Do menopausal symptom scores and socio-economic status predict women’s self-

reported stress levels? 

Findings from this research does support a predictive relationship among 

menopausal symptoms, socioeconomic status, and stress. Similarly, Nosek, Kennedy, 

Beyene, Taylor, Gilliss, and Lee, 2010, have reported similar findings, suggesting that 

menopausal symptoms and socio-economic status are entwined.  Menopausal African 

American women experience health disparities in enormous proportions when compared 

to other minority groups.  Studies have clearly outlined the social determinants of health 

as drivers for unequal treatment, often experienced by menopausal African American 

women (Satcher, 2010; & Godlee, 2010). Other researchers such as Rigby and Stafford 

(2007); and Vines et al. (2009), have documented relationships among menopausal 

symptoms, socioeconomic status, and stress. Moreover, other studies suggest that women 

who report vexing symptoms were not likely to be employed (Richard-Davis & Walloon, 

2013). Hence, the importance of employment is embedded in this current study and 

others. In addition, Hertzman’s (1999) and Marmot’s (2005) models are useful for 

explaining these findings and planning for future investigations.  

(4) Do demographics and menopausal knowledge scores predict favorable health status? 

Favorable and non-favorable health status was examined in this study. Our 

findings are corroborated by several other researchers who have linked age and 

menopausal knowledge to a favorable health status. For example, studies conducted by 
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Im (2009) and Greendale et al. (2009) have also posited that these variables are favorable 

predictors of health status. Hence, our findings are in line with those of other researchers 

(Avis, Crawford, Greendale, Bromberger, Everson-Rose, Gold, Hess, Joffe, Kravitz, 

Tepper, & Thurston, 2015).  Black et al. (2009) and Richard-Davis and Wellons (2013) 

have posited similar findings.  

In summary, the research findings generated from this study are corroborated by 

those of numerous other researchers. In general, menopausal southern rural African 

American women in this study had health insurance, but did not always perceive that they 

had access to quality health care. Demographic variables such as income, education, 

knowledge, age, and stress levels are predictors of health outcomes.  

Implications 

Practice 

1. The expansion of culturally and linguistically appropriate services are needed to 

help assure that menopausal African American women will have access to quality 

health care.   

2. A more diverse workforce that is inclusive of African Americans and other 

ethnic/minority groups should be implemented to expand practice guidelines, 

evidence-based practices, and best practices, which should improve the health 

status of menopausal African American women in rural and other settings.  

3. Efforts directed at enhancing health literacy among rural African American 

women could improve their health status and help to inform other family 

members about menopause as a developmental state in the life course.  
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Nursing Education 

1. Nursing education administrators could examine curricula to determine the extent 

to which cultural and linguistic menopausal content are embedded in their core 

requirements. African American women should be included in future planning 

and evaluating of their programs. 

2. Proposed curricula changes should be evidence-based and implemented across 

the life course, which would include the menopausal years of African American 

women.   

3. Nurses could take the leadership in providing appropriate advising and 

counseling for African American women at midlife: developmental theory and 

research are essential key elements for adequate advising and counseling.  

Nursing Research 

1. Representative samples of menopausal African-American women should be 

included in future research studies to add to the present scarcity of scientific 

knowledge about African American women, especially those who reside in rural 

southern communities.  

2. Research that examines variables such as menopausal knowledge, symptom 

management, stress, and income are sorely needed in the service of improving 

the overall health status of menopausal African American women.  

3. Using Herztman’s and Marmot’s models, nurse researchers could examination 

the critical variables in these frameworks and then predict the significant 

variables that influence positive health outcomes for menopausal African-

American women. 
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Limitations 

Some limitations of the current study should be considered. First, the present study is 

restricted because it is based on secondary data. Hence, the researcher’s selection of the 

variables that were explicated in the parent study comprised the extent of the available 

data.  Second, this descriptive correlational study is a first step in the exploration of the 

health status of menopausal southern rural African American women. This approach is 

useful, but it also has limitations: the lack of random selection of participants will limit its 

generalizability to other populations.  Third, the study is based on self-reported data 

generated during face-to-face interviews. The researchers did not attempt to corroborate 

the women’s health data with their medical records. Therefore, the study was constructed 

on the information that was articulated by the women during face-to-face interviews with 

the nurse researchers. 

Recommendations 

     This study serves as an impetus in establishing the groundwork for future research 

regarding menopausal African American women. The recommendations that follow are 

examples of future research that would help to enhance the science about menopausal 

African American women.   

1. Develop a phenomenological study designed to highlight the lived 

experiences of African American women at the midlife or menopausal 

developmental stage of growth and development.  
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2. Construct a mixed-methods research study that examines the overlap 

among stress, income, health literacy, education, and health insurance 

among menopausal rural African American women.  

3. Create research studies that compare health outcomes among rural and 

urban menopausal African American women.  

4. Develop a longitudinal study to determine if specific variables such as 

symptom management are related to stress, income, geographical location 

and knowledge, and determine what changes in these dynamics occur over 

time.  

5. Construct a study that includes menopausal African American and 

Caucasian women living in rural southern communities.  

This study of the secondary analysis of data from southern rural, mid-life African 

American women participants (n = 206) explored the relationships among menopausal 

knowledge, stress, and symptom management.  It is imperative that further research is 

undertaken in this area to broaden the present dearth of research. Utilizing Hertzman’s 

and Marmot’s models, researchers could explore the explicit and implicit growth and 

development phenomena that undergird this phase of the life course.  Addressing the 

developmental perspectives of rural African American women specifically relates 

pertinent life-cycle events to the menopausal experience. A developmental perspective 

provides inclusive phenomena needed to qualify this normal life cycle of events.  Even 

more importantly, further research will directly and indirectly impact the quality of life 

for a population at risk for further morbidity and mortality issues.    
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