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Abstract 

Although women’s reproductive health has improved remarkably in Bangladesh since her 

independence in 1971, other aspects of women’s health remain neglected. The overall aim 

of this thesis was to determine the awareness of, and barriers to, cervical cancer (CCa) and 

breast cancer (BCa) screening, the prevalence and severity of menopausal symptoms, and 

pelvic floor disorders (PFDs) in Bangladeshi women. 

A nationally representative, cross-sectional survey of women aged 30-59 years was 

conducted in Bangladesh, using a multistage cluster sampling technique, between 

September 2013 and March 2014. Factors associated with all outcomes were investigated 

separately, using simple and multivariable logistic regression. 

Of 1590 participants, mean age 42.3 (± 8.0) years, 81.3% and 48.6%  had ever heard of CCa 

and CCa screening respectively, while 81.9% and 64.2% had ever heard of BCa and BCa 

screening, respectively. 8.3% of those who had ever heard of CCa, had been screened for 

CCa and 8.0% of those who had ever heard of BCa, reported clinical breast examination 

(CBE). Awareness of CCa was inversely associated with living in a rural area compared 

with an urban setting and having no education compared with women having education 

beyond secondary school, while being positively associated with being aged 40–49 years 

compared with being aged 30-39 years, and being obese. Awareness of BCa was positively 

associated with being aged 40–49 years and 50–59 years compared with being aged 30–39 

years, being overweight and obese, while being inversely associated with rural dwelling, 

having primary or no education compared with women having education beyond secondary 

school, and having at least three children compared with ≤2 children. The leading barrier to 
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both CCa and BCa screening uptake was lack of understanding of the concept of screening 

healthy women for disease. Having been screened for CCa was associated with being aged 

40–49 years compared with 30-39 years and employed outside the home, and inversely 

associated with rural dwelling and having no education. Women with no education were 

less likely to have undergone CBE compared with women having education beyond 

secondary school. 

Of the study participants, 59.4% were premenopausal, 8.4% perimenopausal and 32.3% 

postmenopausal. Nearly all of the women had reached menopause by the age of 50 years. 

The prevalence of moderate-severely bothersome vasomotor symptoms (VMS) was 4.1% in 

premenopausal, 33.3% in perimenopausal, and 28.2% in postmenopausal women. Factors 

associated with moderate-severely bothersome VMS were being perimenopausal or 

postmenopausal compared with premenopausal and obesity. The prevalence of moderate-

severely bothersome joint pain was 40.3% in postmenopausal, 36.2% in perimenopausal, 

and 15.3% in premenopausal women. Moderate-severely bothersome joint pain was more 

likely both in perimenopausal and postmenopausal women compared with premenopausal 

women, and in women with no education compared with women having education beyond 

secondary school. No women reported prescription therapy for menopausal symptoms. 

The weighted prevalence of at least one PFD was 35.3%, urinary incontinence (UI) 23.7% 

faecal incontinence (FI) 5.3%, and pelvic organ prolapse (POP) 16.2%. Compared with 

women aged 30-39 years, at least one PFD was more likely for women aged 40-49 years 

and 50-59 years. Having at least one PFD was significantly associated with having ≥3 

compared with fewer children, being in the middle, second lowest or lowest wealth quintiles 

compared with the highest wealth quintile, and being a self-reported diabetic. 
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With continued ageing of the population in Bangladesh, the health issues of women at mid-

life investigated in this study need to be given a higher priority. Efforts to screen for CCa 

and downstage BCa need to be accompanied by community-based education. The impact of 

menopause requires greater recognition as do the prevention and treatment of PFDs. 
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PART-I 

Chapter 1: General Introduction 

1.1 Background 

Although health of women associated with reproduction has improved remarkably in 

Bangladesh since her independence in 1971 (1, 2), other conditions especially, cervical 

cancer (CCa), breast cancer (BCa), urinary incontinence (UI), fecal incontinence (FI), pelvic 

organ prolapse (POP) and menopausal symptoms, that account for much of the morbidity 

and mortality of Bangladeshi women beyond their childbearing years, have been neglected. 

CCa is the second most common cancer, following BCa, affecting women in Bangladesh, 

with about 50·1 million women aged 15 years and older, potentially at risk (3). Current 

estimates reveal that 17,686 Bangladeshi women are diagnosed with, and 10,364 women die 

from CCa each year (4). The annual crude incidence rate of invasive CCa is higher in 

Bangladesh (15·9 per 100,000) than the global annual crude incidence rate of 15.1 per 

100,000 (3). Bangladesh was among the few countries in the world to introduce visual 

inspection after application of acetic acid (VIA) in 2004 as the primary screening test in a 

nationwide community-based opportunistic screening program for women over the age of 

29 years. This is now available at 252 facilities, from primary to tertiary care levels (5, 6). 

However, the screening uptake among women, aged 30-59 years, has been low (8.6%) (6). 

Knowledge and awareness of CCa and CCa screening, and the reasons for Bangladeshi 

women’s unwillingness to be screened is not understood. 

BCa is the leading cancer affecting women in Bangladesh, with an estimated annual crude 

incidence rate of 22.5 per 100,000 (3, 7). As there is no national cancer registry in 

Bangladesh, this estimate is based on age-standardized incidence rates in India and Pakistan, 
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which suggest that each year 30,000 Bangladeshi women are newly diagnosed with BCa (8). 

Data for the total number of deaths from BCa and the number of women living with a 

diagnosis of BCa are lacking (3, 9). 

 

UI and FI are the two neglected and silent conditions for Bangladeshi women, the majority 

of whom are Muslim. Both are humiliating conditions, which often force a woman to limit 

activities, impede interpersonal relationships, and cause distress and reduced health-related 

quality of life (10, 11). They have a devastating effect on the quality of life of Muslim 

women because of the religious laws surrounding leakage of urine and stool onto clothing 

(12). POP is also a common gynaecological disorder for women in Bangladesh, although its 

true prevalence may be underestimated because of underreporting by women due to shame, 

ignorance, and social stigmatization (13). Menopause is another neglected health condition 

that is likely to impact quality of life. These issues are poorly understood due to a lack of 

research in this area in Bangladesh. 

 

1.2 Rational of the Research 

Despite centralised coordination and a potentially effective opportunistic CCa screening 

program in 44 out of 64 districts in Bangladesh, uptake among the eligible women (30-59 

years) was extremely low. Only 8.6% of eligible women attended, despite billboard 

advertisements, posters or hearing about the program from community health workers (6). It 

has been suspected that socio-cultural barriers impede CCa screening. This warrants further 

investigation. No organized approach to the early detection of BCa has been launched in 

Bangladesh; however, barriers to BCa screening merit investigation along with barriers to 

CCa screening. 
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Both UI and FI confine women to the home and make prayer for Muslim women extremely 

challenging, while POP reduces quality of life considerably and results in significant 

morbidity (12, 14, 15). There is a compelling need to determine the prevalence of UI, FI and 

POP amongst Bangladeshi women and to identify the risk factors associated with each, in 

order to institute interventions aimed at the treatment and ultimately prevention of these 

conditions. Menopause affects all women from mid-life. The prevalence of menopausal 

symptoms has not been explored systematically in Bangladesh. The Bangladesh Midlife 

Women’s Health Study (BMWHS) was undertaken to provide an understanding of a broad 

spectrum of neglected health issues amongst women at midlife in Bangladesh. 

 

1.3 PhD Research Objectives 

The aim of this study was to improve our understanding of the major non-reproductive 

neglected morbidities of Bangladeshi women in a large sample of women aged 30-59 years 

recruited from the community. Our specific objectives were: 

i) to investigate the knowledge, awareness and screening practices for CCa 

and BCa, and to understand the socio-economic, demographic and access 

factors/barriers to screening for CCa and BCa; 

ii) to document the prevalence of UI, FI and POP, and the risk factors for 

these conditions; and 

iii) to determine the prevalence and severity of symptoms of the menopause, 

taking into account the limitation of many women being uncertain of 

their age. 
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PART-II 

Chapter 2: Cervical Cancer in Developing Countries 
 

2.1 Background 

CCa, a highly preventable disease, is one of the leading cancers in women worldwide. It is 

estimated that over 270,000 women die from CCa each year, and approximately 85% of the 

deaths occur in women living in developing countries (16). CCa mortality rates and the 

prevalence of infection with human papillomavirus (HPV) in women vary considerably in 

different regions of the world (17, 18). Low risk regions include Western Asia, Northern 

America and Australia/New Zealand, while risks are highest in Eastern and Western Africa, 

Southern Africa, South-Central Asia, Middle Africa and South America (18). The incidence 

rate of CCa in many developing countries has changed little in recent decades (19). 

 

2.2 Risk Factors for, and Symptoms of, Cervical Cancer 

Sexually transmitted HPV, the most common viral infection of the reproductive tract, is now 

well established as causing CCa (3, 16, 20). Although most sexually active women and men 

will be exposed at some point in their lives, the most likely time for acquiring HPV 

infection for both sexes is shortly after becoming sexually active (16). Of 15 high risk types 

of HPV, types 16 and 18 are responsible for about 70% of all CCa cases worldwide (20, 21). 

Other important risk factors for CCa include multiple sexual partners, early age at first 

intercourse, early age at first birth, parity and long-term use of contraceptives (16, 22-25). 
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In most cases, women do not have any signs or symptoms in the early stages of CCa. 

Persistent infection with HPV may lead to precancerous lesions that may progress to CCa if 

left untreated. Symptoms of CCa usually appear when cancer reaches an advanced stage. 

Common symptoms of CCa include irregular bleeding, intermenstrual (between periods) 

bleeding or vaginal bleeding after sexual intercourse; bleeding after menopause; back, leg or 

pelvic pain; and vaginal discharge (16). 

 

2.3 Cervical Cancer Control and Prevention  

The World Health Organization (WHO) has provided comprehensive CCa control and 

prevention guidelines for governments and healthcare providers for primary, secondary and 

tertiary prevention (26). Primary prevention of CCa is through HPV vaccination of girls 

aged 9-13 years, ideally before they become sexually active. Secondary prevention 

encompasses cytology based screening (Papanicolaou test/pap smear), screening for women 

over 30 years of age using VIA or HPV testing, followed by treatment of detected 

precancerous lesions, which may develop into CCa. Tertiary prevention includes access to 

cancer treatment including surgery, chemotherapy and radiotherapy (26). 

 

Early detection and education to promote early diagnosis and screening for CCa greatly 

increases the chances of successful treatment and survival (27). CCa screening can detect 

cancer at an early stage and treatment has a high potential for cure. Cytology based 

screening, followed by an evaluation using colposcopy and cervical biopsy for women with 

cytological abnormalities, is the most common method of CCa screening (28). Although this 

method of screening is widely used in developed countries (29), it has proven extremely 

difficult to implement in low-resource settings due to the complex infrastructure required 

for the screening program, rather than the cost of the test (30, 31). Two alternative methods 
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of CCa screening are visual examination of the cervix and molecular testing for high-risk 

types of HPV. The visual methods include unaided visual inspection of the cervix, VIA 

[synonyms: direct visual inspection, cervicoscopy, aided visual inspection], VIA with low-

level magnification, cervicography, and visual inspection with Lugol’s iodine (32). VIA is 

the simplest, most feasible, effective and the least expensive screening test which is based 

on the principle that most cervical intraepithelial neoplasia 2 and 3 lesions are acetowhite 

(i.e. they develop a white colour when vinegar or acetic acid is applied to the cervical 

epithelium) (29, 32, 33). Currently women are treated with cryotherapy when lesions have 

been detected on VIA in many developing countries, using a single-visit “screen-and-treat” 

strategy (33, 34). Although there is variability in the performance of VIA, there is 

substantial evidence to support it’s use in developing countries (33, 35, 36). The advantage 

of VIA is that it is a point-of-care test, which means that women can be immediately 

informed if a screening test is positive; and it does not require a cytopathology laboratory 

(29, 36-38). They are also be treated immediately so do not have to return for a second visit. 

 

Ideally HPV vaccination and HPV testing will be implemented in low resource countries in 

the future. A recent cluster-randomised trial in rural India has reported that a single round of 

HPV testing can significantly reduce the incidence of, and death from, invasive CCa (39). 

Other studies have also shown the efficacy of HPV testing as an approach to CCa screening 

(40, 41). Despite the proven efficacy of HPV testing as a basis for screening in a few 

developing countries, a major barrier to HPV testing is the current cost of the equipment 

(32). Socio-cultural acceptability, political will, and public support are also significant 

challenges to the introduction of HPV testing in developing countries. In some countries, 

people mistrust governmental health care initiatives involving vaccination where young 

women are concerned, as they fear these are attempts to control fertility (42). Nonetheless, 
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the ideal program for CCa prevention, even in resource-poor settings, would include HPV 

vaccination of adolescent girls and screening of women aged 30-45 years with VIA (42) 

 

2.4 Screening Programs, Uptake and Barriers to Screening Uptake in Developing 

Countries  

Although the majority of CCa deaths occur in developing countries, effective population-

based CCa screening programs have not yet been implemented in most of these countries 

(43). In countries where screening programs have been employed, the screening uptake is 

very low when compared with developed nations (6, 44-49). Numerous studies have 

reported a broad range of barriers in which socio-cultural, religious and structural barriers 

are foremost (8, 50-54). Most often there is speculation regarding the barriers, rather than 

research-derived evidence (51). 

 

Four studies were found, through a systematic database search, in four low income countries 

of Southern Africa that investigated enablers and barriers to CCa screening uptake (Table 1) 

(55-58). Studies conducted in Mozambique, Malawi and Zimbabwe reported lack of 

awareness of, and knowledge about, CCa and CCa screening as a common barrier to 

screening uptake (55-57). Screening uptake was also lower among multiparous Mozambican 

women and in women who believed that CCa is caused by a curse/witchcraft (55). 

Zimbabwean women who were employed and financially independent were more likely to 

undergo screening (57). A Tanzanian study reported that women who attended a screening 

service were older, listened regularly to the radio, had a poorer quality of life, had faced cost 

barriers to obtaining health care in the preceding year, and held a more positive attitude 

towards CCa screening compared with women who did not attend (58). Six studies in lower-

middle income countries explored promoters and barriers to CCa screening (52, 59-63). 
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Studies undertaken in Bangladesh and India identified almost identical barriers to screening 

uptake, including socio-demographic, structural issues and lack of knowledge (59, 60). 

Although the authors reported limited availability of health services and cost as barriers to 

screening in Bangladesh, the opportunistic screening program had not been initiated in the 

country when this study was undertaken. Two studies were conducted in Kenya and 

reported consistent results of lack of knowledge and structural barriers (62, 63). A study in 

Honduras reported structural, psychological, and socio-cultural and religious barriers that 

included cost, distance, access, fear, lack of knowledge and male partners’ attitude towards 

screening. The issue of the partner’s attitude is that the procedure violates his expectations 

for his wife’s modesty. A study in Indonesia revealed that knowledge and perceptions were 

the most important barriers to screening as many women were not aware of CCa and were 

reluctant to go for screening because they were afraid of the procedure or felt shy about 

exposing themselves to providers (52, 61). Sixteen studies were retrieved from upper-

middle income countries that investigated facilitators and barriers to CCa screening (47, 64-

78). Included were three from Mexico (71, 73, 78), three from Turkey (67, 68, 77), and two 

from Brazil (65, 69). Seven studies came from seven individual countries (47, 66, 70, 72, 

74-76) while one study included five Latin American countries (64). Most of the Mexican 

and Turkish studies reported common barriers including lack of knowledge and awareness 

of CCa and screening, demographic, psychological, and structural factors. One study from 

Mexico (71) also reported socio-cultural and religious factors as barriers, while a study from 

Turkey (77) reported negative perceived barriers, based on a health belief model. Lack of 

knowledge and awareness of CCa and screening were reported as barriers in studies 

conducted in Botswana, China, Malysia, Nigeria, Peru, Serbia and Thailand (47, 66, 70, 72, 

74-76). A study of five Latin American countries reported structural, demographic and 

psychological factors as barriers to CCa screening uptake (64). Although there is variation 
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in the reporting of barriers to CCa screening, lack of knowledge and awareness of the 

disease and understanding of screening are the key barriers in LMICs. 
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Table 1: Barriers to CCa screening based on level of income of the countries 

Author & Country Year 
Study design 

& 
Methodology 

Sampling technique 
& 

frame 

Sample size 
(n) 

 

Age group 
(yrs.) 

 

Screening 
method used 

Barriers 
themes 

Quality 
rating 

Low income countries 

Audet CM et al. 
Mozambique 2012 

XS 
Quantitative 

Questionnaire survey 

Convenience  
In two clinics 101 30-56 VIA A 

B 

Medium 

Fort VK et al. 
Malawi 2011 

XS 
Qualitative 

In-depth interview 

Convenience  
In one hospital and 

catchment area 
20 20-50 VIA 

A 
D 
E 

Medium 

Mupepi SC et al. 
Zimbabwe 2011 

XS 
Quantitative 

Questionnaire survey 

 
Random 

In a rural district  
514 12-84 VIAC A 

D 

High 

Perng P et al. 
Tanzania 2013 

XS 
Quantitative 

Questionnaire survey 

Convenience  
In a rural village 300 25+ VIA 

A 
B 
D 

High 

Lower-middle income countries  

Ansink AC et al. 
Bangladesh 
 

2008 
XS 

Qualitative 
Focus group 

Convenience 
In catchment areas of 

2 hospitals 

220 
Men, women 

and 
Adolescents 

20-49 
 

VIA 
 

A 
D 
 

Medium 

 
Basu P et al. 
India 

2006 
XS 

Quantitative 
Questionnaire survey 

Random 
In one area 469 25-65 VIA 

A 
D 
 

High 

Garrett a JJ et al. 
Honduras 2013 

XS 
Qualitative 

Focus group & in-
depth interviews 

Convenience 
In rural settings  20 18-65 Pap smear 

A 
C 
D 
E 

Medium 

Kim YM et al. 
Indonesia 2012 

XS 
Qualitative  

Focus group 

Convenience 
In 7 health centres  

20 received 
VIA 25-50 Cryotherapy 

after VIA A 
Low 

Ngugi CW et al. 
Kenya 2012 

XS 
Qualitative 

In-depth interviews 
 

Convenience 
In one district hospital 50 18+ VIA/VILLI 

A 
C 
D 
 

Medium 

 2013 XS Systematic random 388 15-49 Pap smear A High 
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Sudenga SL et al 
Kenya 
 

Quantitative 
Questionnaire survey 

In 4 health facilities in 
under one district 

B 
D 

Upper middle income countries 

Agurto I et al. 
Latin America 
 

2004 

XS 
Combination of 5 
Qualitative studies 
Focus group & in-
depth interviews  

Convenience 
In 6 areas in 5 

countries  
 

Unclear 25-64 Pap smear C 
D 

Medium 

Augusto EF et al. 
Brazil 
 

2013 
XS 

Quantitative 
Questinnaire survey 

Unknown 351 17-79 Pap smear B 
D 

Medium 

Budkaew J at al. 
Thailand 2014 

Case-control 
Quantitative 

Questionnaire survey 
& in-depth interviews 

Systematic  
In one medical 

hospital 
195 30-60 Pap smear 

A 
B 
D 

Medium 

Duran ET 
Turkey  
 

2011 
XS 

Qualitative 
Case studies 

Convenience 
In 2 hospitals in a 

small city 

11 
 15-49 No specific 

CCa screening 

A 
C 
D 

High 

Ersin F et al. 
Turkey 2013 

XS 
Qualitative 

Focus group 

Random 
In one district  35 40+ Pap smear 

A 
B 
D 

High 

Fernandes JV et al. 
Brazil 2009 

XS 
Quantitative 

Questinnaire survey 

Stratified 
In a city 267 15-69 Pap smear 

B 
D 
E 

Low 

Gan DEH et al. 
Malysia 2013 

XS 
Quantitative 

Questinnaire survey 

Multistage random 
In 5 rural districts 959 20-64 Pap smear 

A 
B 
E 

High 

Jia Y et al. 
China 2013 

XS 
Quantitative 

Questinnaire survey 
 

Convenience 
In 3  high incidence 

towns 
 

5929 26-65 

VIA, 
visual 

inspection 
with Lugol’s 

iodine, 
colposcopy 

A 
B 
D 
F 

Medium 

Lazcano-ponce EC et al. 
Mexico 
 

1999 
XS 

Qualitative 
Focus group 

Convenience 
One urban & one rural 

city 

4 FG  
(each 7/8) 25-35 Pap smear 

A 
B 
D 
E 

Medium 

Markovic M et al. 2005 XS Convenience 62 35-55 Pap smear A High 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Sudenga%20SL%5BAuthor%5D&cauthor=true&cauthor_uid=23694983
http://www.ncbi.nlm.nih.gov/pubmed/?term=Agurto%20I%5BAuthor%5D&cauthor=true&cauthor_uid=15207990


30 
 

Serbia Qualitative 
Focus group 

In 2 cities  C 
D 
E 

Marva´n M L et al. 
Mexico 2013 

XS 
Quantitative 

Questinnaire survey 

Convenience 
In one urban & 2 rural 

areas 
 

384 26-64 Pap smear 
A 
B 
D 

Medium 

McFarland D M 
Botswana 2003 

XS 
Qualitative 

Questionnaire & 
semi-structured 

interview 

Convenience 
In capital city 30 30+ Pap smear 

 

A 
D 
E 

High 

Nwankwo KC et al. 
Nigeria 2011 

XS 
Quantitative 

Questinnaire survey 

Convenience  
In a church-based 
mandatory annual 

meeting 

815 18-70 Pap smear A 
D 

Medium 

Paz-Soldan VA et al. 
Peru 2010 

XS 
Qualitative 

Focus group 

Convenience  
In 4 cities  177 18-40 Pap smear A 

C 

Medium 

Reis N et al. 
Turkey 2012 

XS 
Quantitative 

Questinnaire survey 

Random 
In outpatient clinics of 

2 cities 
387 Average age 

34.4 years Pap smear 

A 
B 
D 
F 

Medium 

Watkins MM et al. 
Mexico 2002 

XS 
Quantitative 

Questinnaire survey 
 

Convenience 
In a rural village 97 16-66 Pap smear 

A 
B 
D 

Medium 

 

A= Barriers related to lack of knowledge and awareness about cervical cancer, and screening methods; B=Demographic factors include age, marital status, occupation; 
C=Psychological factors include fear, anxiety, depression etc.; D= structural barriers include income and cost associated with screening and treatment, distance to the 
service centres, access and availability to screening; E= Socio-cultural and religious barriers include that family does not allow screening, modesty mostly associated with 
religion, believing the disease caused by a curse; and F= Perceived barriers, particularly the health belief model. 
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Chapter 3: Breast Cancer in Developing Countries 

3.1 Background 

The global burden of BCa incidence and mortality in women is substantial and increasing in 

LMICs (79-82). It is the most frequently diagnosed cancer and the leading cause of cancer 

death in women, accounting for 23% of the total cancer cases and 14% of the cancer related 

deaths (83). The WHO estimated that 508,000 women die from BCa annually and more than 

60% of deaths occur in women living in LMICs (Africa and Asia as well as Central and 

South America) (84-86). More specifically, Asian countries, which represent 59% of the 

global population, accounted for 39% of the new cases and 44% of BCa deaths, while 

African countries (15% of the world population) represented 8% of new cases and 12% of 

deaths (82). In these settings, most cases of BCa are detected in relatively advanced stages 

when treatment is less likely to be successful (87). 

 

In many developing countries, BCa incidence rates have been reported to be increasing (88). 

For instance, China’s urban cancer registries have reported a 20%-30% increase in the 

incidence rate of BCa in the past decade (89). A similar pattern of increasing incidence of 

BCa is observed in urban areas of India (90). Hence, BCa once seen as predominantly a 

problem of western countries, has become global (18, 79, 91). 

 

3.2 Risk Factors for, and Symptoms of, Breast Cancer 

The risk factors for BCa are not necessarily ‘causes’ of BCa. Sex is the strongest risk factor 

for BCa such that women are 100 times more likely to develop BCa than men (92). 

Although BCa can occur at an early age, in western countries the risk tends to increase with 

age. About 75% of BCa cases occur after 50 years of age in Australia (93). However, the 
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age-specific BCa incidence rates amongst women after 50 years in LMICs may be flat or 

decline with age, which implies that the mean age at diagnosis in developing countries, is 

lower than that of developed countries and the peak incidence is in younger women (84, 94). 

Family history is another significant and well-established risk factor for BCa. A woman 

with one or more first-degree relatives with BCa is at greater risk than a woman with no 

affected first-degree relative (95). Other known factors associated with a moderate increased 

risk of BCa are early age at menarche, late age at menopause, late age at first full term 

pregnancy, nulliparity, absence of breast feeding, long-term combined estrogen/ progestin 

hormone replacement therapy, long-term use of oral contraceptives, and a prolonged 

duration of time between menarche and the first completed pregnancy (95, 96). 

 

A new lump or mass in the breast is the most common symptom of BCa. Other symptoms 

include nipple discharge, swelling of all or part of a breast, skin irritation or dimpling, breast 

or nipple pain, nipple retraction, redness, scaliness, or thickening of the nipple or breast skin 

and deformity of the breast (97, 98). 

 

3.3 Breast Cancer Control and Prevention  

Three methods of screening for BCa have been proposed: breast self-examination (BSE), 

clinical breast examination by a health practitioner (CBE), and mammography. Although 

BSE has not been shown to be associated with a reduction in BCa mortality, it may be an 

effective tool in breast health education and may increase breast awareness (81, 99). No 

randomised-controlled trials have been conducted of CBE in women not receiving other 

types of screening (81, 99, 100). However, it is an important means of diagnosis of women 

in areas where mammography is unavailable (101). Mammography is the only screening 

method that has been found to be effective in reducing BCa mortality (102, 103). 
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Since the incidence of BCa in LMICs is lower than in developed countries, the age at peak 

incidence is younger when the breast is more glandular (84) and optimum participation rates 

will be difficult to reach, the benefits of screening mammography in LMICs are likely to be 

low or even null (104). Also, the cost associated with mammographic screening programs, 

including buying mammography machines, training radiologists and radiographers, 

organizing invitations for screening and follow up, maintaining a screening register, 

managing patients found to have a positive result, and so forth are high for resource poor 

countries. Added to this, detecting BCa in women using mammographic screening is of little 

value unless treatment facilities are available, but treatment facilities are currently very 

limited in most developing countries. Consequently, mammographic screening might not be 

appropriate for most LMICs. So, screening with CBE, which could result in down staging of 

breast disease in LMICs, linked to appropriate treatment, is likely to be more cost-effective 

than screening by mammography (51, 82, 105, 106). 

 

3.4 Screening Programs, Uptake and Barriers to Breast Cancer Screening in 

Developing Countries  

Most LMICs do not have organized BCa screening programs and opportunistic screening 

continues sporadically in many of them (100, 107). Within existing programs, the uptake of 

screening is often low (108-110). Studies have reported that BCa screening uptake in 

LMICs, like CCa screening uptake, is also obstructed by socio-demographic, cultural, 

religious and structural barriers (8, 111-113). In a systematic search of databases, no studies 

were found to have investigated barriers to BCa screening in low-income countries. Four 

studies were found in lower-middle income countries which investigated promoters and 

barriers to BCa screening (Table 2) (114-117). Two studies conducted in India (114, 117) 

reported lack of knowledge and awareness of BCa, and BCa screening methods as well as 
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demographic and psychological factors such as not being married, fear and anxiety. A study 

from Bangladesh (116) reported lack of knowledge and awareness to be the main barrier to 

BCa screening. Studies conducted in Egypt and India (115, 117) presented all the barriers 

mentioned above as well as structural barriers which included access, availability and cost. 

 

Thirteen studies were found in upper-middle income countries (53, 112, 118-129), of which 

seven were from Turkey (112, 121-123, 125, 126, 128). Most Turkish studies reported 

themes including lack of knowledge and awareness about BCa, and BCa screening methods 

as well as demographic factors such as being single and psychological factors such as fear 

and anxiety. The study conducted by Dunder et al. 2012 identified structural barriers which 

included lack of access and cost as well as socio-cultural and religious factors. Four studies 

from Iran (53, 118, 127, 129) identified socio-demographic, structural and knowledge 

barriers. However, the study conducted by Lamyian et al. 2007(127) also identified socio-

cultural and religious barriers. The only Malaysian study (120) presented very similar 

themes to the Iranian studies. The Chinese study (124) reported socio-demographic, 

cultural, religious, psychological and structural barriers to screening mammography among 

Chinese and Korean Chinese women. In conclusion, even though each nation portrayed 

barriers using slightly different terminology, depending on the mix of cultures, religions, 

perceptions, education and accessibility of screening services, lack of knowledge and 

understanding of BCa and breast screening emerged as the key barriers to BCa screening in 

lower-middle and upper-middle income countries. 
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Table 2: Barriers to BCa screening based on level of income of the countries 

Author & Country Year 
Study design 

& 
Methodology 

Sampling technique 
& 

frame 

Sample 
size (n) 

 

Age group 
(yrs.) 

 

Screening 
method used 

Barriers 
themes 

Quality 
rating 

Low income countries 
No studies have found on barriers to BCa screening in Low income countries 
Lower-middle income countries 

Aboserea M et al. 
Egypt 2011 

XS 
Quantitative 

Questionnaire survey 

Multistage cluster 
random 

In one district 
390 Unclear BSE, CBE, 

Mammography 

A 
B 
D 
 

 
 

Medium 
 

Fire KG et al. 
India 2013 

XS ? 
Quantitative 

Questionnaire survey  
 

Among intervention 
group of RCT 52, 011 30-69 BSE, CBE A 

B High 

Rasu RS et al. 
Bangladesh 
 

2011 
XS 

Quantitative 
Questionnaire survey 

Convenience  
In one district 

 

152 
Women 
from uni 

and college 

40+ BSE, 
Mammography A High 

Sreedevi A et al. 
India 2014 

XS 
Quantitative 

Questionnaire survey 

Multistage random  
In one district 809 15-50 BSE, CBE, 

Mammography 

A 
B 
D 

 
Medium 

 
Upper middle income countries  
Ahmadian M et al.  
Iran 
 

2011/ 
2012 

XS 
Quantitative 

Questionnaire survey 

Multistage cluster 
random  

In 4 outpatients clinic 
400 35-69 Mammography 

A 
B 
D 

 
Medium 

 

Al-Naggar RA et al. 
Malaysia 2012 

XS 
Quantitative 

Questionnaire survey 

Random  
In one area 200 40+ Mammography 

A 
B 
D 

 
Low 

 
Avci IA et al. 
Turkey 
 

2008 
XS 

Quantitative 
Questionnaire survey 

Unknown 
In one health center  387 35+ Mammography F 

 
Medium 

 

Cam O et al. 
Turkey 
 

2009 
XS 

Quantitative 
Questionnaire survey 

Stratified random 
In 3 health clinics in 

one area 
382 40+ BSE, CBE, 

Mammography 
A 
B 

Medium 
 

Dunder PE et al. 2012 XS Systematic random 446 50-69 Mammography D Medium 
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Turkey 
Important as ref. 

Quantitative 
Questionnaire survey 

In 2 districts  F  

Gang M et al. 
China 2013 

XS 
Quantitative 

Questionnaire survey  

Convenience 
In one city 406 20+ Mammography 

B 
D 
F 

 
High 

 

Gürsoy AA et al. 
Turkey 2011 

XS 
Quantitative 

Questionnaire survey 

Cluster 
In catchment area of 2 

urban clinics 
1342 18+ BSE, CBE, 

Mammography 

A 
B 
E 
F 

 
Medium 

 

Khazaee-Pool M et al. 
Iran 2014 

XS 
Qualitative 

Focus group 

Convenience 
In one health care 

centre 
24 30+ BSE, CBE, 

Mammography 

A 
C 
D 

 
Medium 

 

Kissal A et al. 
Turkey 2011 

XS 
Qualitative 

Focus group 

Convenience 
In one district 46 60-75 BSE, CBE, 

Mammography 
A 
C 

High 
 

Lamyian M et al. 
Iran 2007 

XS 
Qualitative 

In-depth interviews 

Convenience 
Unclear  31 40+ Unknown 

C 
D 
E 

 
High 

 

Monatazeri A et al. 
Iran 2003 

XS 
Quantitative 

Questionnaire survey 

Convenience 
In 7 health centres 410 19-58 BSE, CBE 

A 
B 
D 

 
Medium 

 

Secginli S et al. 
Turkey 2006 

XS 
Quantitative 

Questionnaire survey 

Convenience 
In 3 heath centres 656 20+ BSE 

Mammography 
A 
D Medium 

Tuzco A et al. 
Turkey 2015 

XS 
Qualitative 

Focus group 

Convenience 
In one area among 
migrants women 

39 20+ BSE, CBE, 
Mammography 

A 
B 
D 

 
High 

 
*Not an independent sovereign country  

Azaiza F et al. 
*Palestine 
 

2010 
XS 

Quantitative 
Questionnaire survey 

Stratified 
In 4 districts 397 30-65 BSE, CBE, 

Mammography 

A 
B 
D 
E 

 
 

High 
 

Shaheen R et al. 
*Palestine 
 

2011 

XS 
Quantitative 

Questionnaire/telephone 
interviews 

Convenience 
Unclear 100 35+ Diagnostic and 

Mammography D High 
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A= Barriers related to lack of knowledge and awareness about cervical cancer, and screening methods; B=Demographic factors include age, marital status, occupation; 
C=Psychological factors include fear, anxiety, depression etc.; D= structural barriers include income and cost associated with screening and treatment, distance to the 
service centres, access and availability to screening; E= Socio-cultural and religious barriers include that family does not allow screening, modesty mostly associated with 
religion, believing disease caused by a curse; and F= Perceived barriers, particularly the health belief model. 
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Chapter 4: Prevalence of Menopausal Symptoms in Women in Asian 
Countries  

 

4.1 Introduction  

It is evident that there is wide variation in the estimated prevalence of menopausal 

symptoms across the menopausal stages among women in Asia. However, no systematic 

review had been conducted of studies reporting the prevalence of menopausal symptoms in 

this context. This chapter is a paper that systematically reviewed the published articles that 

have documented the prevalence of menopausal symptoms in Asian women, and explored 

the reasons for the variation in the findings. 

 

The review found that physical symptoms were the most prevalent symptoms followed by 

psychological, vasomotor and sexual symptoms, with wide variation in symptom prevalence 

between the menopausal stages. Variation between studies was also due to differences in 

modes of recruitment, study design, sampling procedures, the time frame over which 

symptoms were assessed and use of different assessment tools.  

 

This review paper suggested further studies of representative samples are required to 

understand whether the variation in prevalence between countries is a function of 

methodological issues or due to ethnic, cultural or socio-economic differences. 
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  ABSTRACT 

  Objective  To systematically review published articles for the prevalence of menopausal symptoms in Asian 
women. 

  Methods  A comprehensive and systematic literature search was performed using MEDLINE, EMBASE, 
PsycINFO, CINAHL, SCOPUS and Google scholar in June 2013 to retrieve all English-language studies that 
included information on the prevalence of menopausal symptoms in women living in Asian countries. Risk 
of bias of included studies was assessed using a risk-of-bias tool explicitly designed for the systematic review 
of prevalence studies. 

  Results  Twenty-three independent studies met our inclusion criteria. Physical symptoms were the most 
prevalent symptoms compared to psychological, vasomotor and sexual symptoms. There was a wide variation 
in the prevalence of all symptoms across the menopausal stages due to the differences in modes of recruitment, 
study design, sampling procedures, the time frame over which symptoms were assessed and use of different 
diagnostic or screening tools. A high level of bias was observed for both external and internal validity for 
most studies. 

  Conclusion  Although there is a wide variation in the reported prevalence of menopausal symptoms, physical 
symptoms predominate, followed by psychological symptoms, vasomotor symptoms and sexual symptoms. 
Further studies of representative samples are necessary to understand whether the variations in prevalence 
reporting are a function of methodological issues or due to ethnic, cultural or other socioeconomic 
differences.   

  INTRODUCTION 

 The prevalence of various menopausal symptoms, as well 
as symptom severity, varies depending on the geographic, 
socioeconomic and cultural context in which women live 1 – 4 . 
In developed countries amongst Caucasian women, vasomotor 
symptoms predominate, whereas several studies have indicated 
that Asian women mostly report somatic symptoms 2 – 6 . How-
ever, there appears to be substantial variation in the prevalence 
of menopausal symptoms reported across studies of women in 
Asia. No systematic review has been conducted of studies 
reporting the prevalence of menopausal symptoms in the Asian 
context. The objective of this study was to systematically 
review the published articles that have documented the preva-
lence of menopausal symptoms in Asian women and consider 
potential explanations for the variations in the fi ndings.   

 METHODS  

 Data sources 

 A comprehensive and systematic literature search was per-
formed using MEDLINE, EMBASE, PsycINFO, CINAHL, 
SCOPUS and Google scholar in June 2013 to retrieve all 
English-language studies that contained information on the 
prevalence of menopausal symptoms in women living in Asian 
countries, as listed by the International Monetary Fund 7 . We 
also completed a retrospective literature search of published 
review papers to retrieve relevant articles. The subject search 
and text word search were done separately in all databases 
and then combined. MeSH terms included climacteric/or 
menopause/or premature/or perimenopause/or postmeno-
pause and menopaus * .mp, climacteric * .mp, postmenopaus * .
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mp, post-menopaus * .mp, perimenopaus * .mp, peri-menopaus * .
mp, vasomotor * .mp, hot fl #sh * .mp, (night *  adj3 sweat * ).mp, 
(vagina *  adj3 dry * ).mp, (joint *  adj3 pain * ).mp, (joint *  adj3 
stiff * ).mp, (shoulder *  adj3 stiff * ).mp and asia * .af.   

 Inclusion criteria 

 We included studies that were cross-sectional or observational, 
included women with natural or surgical menopause, used 
validated or non-validated tools, and were conducted either in 
community or hospital/clinic settings. If any study compared 
the prevalence of menopausal symptoms in an Asian country 
with a non-Asian country, we included information only from 
the Asian country for that particular study.   

 Exclusion criteria 

 We excluded studies undertaken to evaluate treatments for 
menopausal symptoms, studies of women with co-morbidities 
such as breast cancer or osteoporosis, studies investigating 
associations between menopausal symptoms and other vari-
ables, studies conducted to assess the quality of life of meno-
pausal women (in the absence of assessment of menopausal 
symptoms) and studies that included women taking meno-
pausal hormone therapy (MHT) or the oral contraceptive pill 
(OCP). Studies that reported mean menopausal scores but did 
not provide prevalence data were also excluded.   

 Data extraction 

 Data were extracted independently by two of the authors 
(M.R.I. and P.G.). Three other authors (R.J.B., P.F. and S.R.D.) 
cross-checked all the fi nal papers selected for this review. If 
there was disagreement on a particular article, consensus was 
reached by discussion before the fi nal inclusion of the paper. 
If the study had not used validated tools, the symptoms were 
divided into four categories based on the Greene Climacteric 
Scale (GCS) and the Menopause-specifi c Quality of Life 
(MENQOL) validated tools. Data were abstracted into evi-
dence tables and summarized descriptively. Our manuscript 
was structured using the PRISMA checklist.   

 Risk-of-bias assessment 

 The risk of bias of the included studies was assessed using a 
risk-of-bias tool developed explicitly for the systematic 
review of prevalence studies 8,9 . The tool includes ten items: 
(1) national representativeness, (2) target population repre-
sentativeness, (3) random selection or census undertaken, (4) 
minimal non-response bias, (5) data collected from subjects, 
(6) acceptable case defi nition used, (7) valid and reliable 
study instrument used, (8) same mode of data collection for 
all subjects, (9) length of the shortest prevalence period, and 

(10) appropriateness of numerator(s) and denominator(s) for 
the parameter, respectively. Items 1 – 4 assess the external 
validity of the study and items 5 – 10 assess the internal valid-
ity. All of these items are rated high or low. Item 11, the 
summary assessment, evaluates the overall risk of study bias 
and is based on the author ’ s subjective judgement given 
responses to the preceding ten items rated as low, moderate 
or high risk.   

 Defi nition of menopause 

 The Stages of Reproductive Aging Workshop (STRAW) has 
precisely defi ned the stages of the menopause transition and 
these have been used in this review 10 .  Menopause  is defi ned 
as 12 or more months of amenorrhea following the fi nal men-
strual period.  Early postmenopause  is defi ned as 1 – 5 years of 
amenorrhea, and  late postmenopause  as more than 5 years 
from the last menstrual period.  Perimenopause  is the develop-
ment of variable cycle length (early stage) or two or more 
skipped cycles and an interval of amenorrhea of at least 
2 months (late stage).    

 RESULTS 

 A total of 6194 papers were identifi ed by our initial search. 
We fi rst excluded 1484 duplicates (Figure 1). We then excluded 
another 4658 studies that were either not conducted in Asia, 
were clinical trials, included women with co-morbidities or 
women using MHT or OCP. Of the remaining 52 studies, 
there were 26 that met our inclusion criteria. Two studies 
reported results from the same data and one study was 
excluded due to plagiarism 11  leaving 23 independent studies 
for our review. Of these, nine studies used a validated tool, 
either the Menopause Rating Scale (MRS) 12 – 15 , the Greene 
Climacteric Scale (GCS) 16,17  or the Menopause Specifi c 
Quality of Life (MENQOL) 18 – 20 . The rest of the studies used 
non-validated questions or questionnaires. The menopausal 
symptoms presented in all studies were classifi ed as vasomo-
tor, physical/somatic, psychological, and sexual.  

 Study selection 

 Our included studies were published between 1981 and 2012. 
The studies ranged in size from 129 to 3929 participants, with 
a total number of 18 166 women providing data across the 
23 independent studies 12 – 35 . The study participants ranged in 
age from 35 to 70 years. Menopausal symptoms were reported 
according to menopausal status in 11 studies 12 – 15,20,24 – 28,32 . 
Symptoms were reported without reference to menopausal 
status in six studies 22,29 – 31,33,34 , while three studies reported 
symptoms only for women classifi ed as postmenopausal 18,19,23 . 
Three studies provided data on symptoms in pre- and 
post- but not the category of peri-menopausal women 16,17,21 . 
Five studies used the STRAW defi nition to classify menopause 
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status 12,13,15,17,20 , while three studies used WHO criteria. 
However, the remaining studies did not provide details as to 
how menopausal status was determined 16,25,34 . One study 
included both naturally and surgically menopausal women 12  
while the rest included only naturally menopausal women. 
Ten studies did not specifi cally state that women using MHT 
had been excluded 12,13,17,21,23,25,29,31 – 33 . Two studies did not 
specify whether women using the OCP had been excluded 19,20  
and two studies did not report that women using either MHT 
or OCP had been excluded 14,16 . 

 All of the included studies were cross-sectional. Twelve 
studies involved random sampling in which nine studies 
recruited women from the community 13,14,16 – 19,23,29,31 , while, 
in the other three studies, women were recruited from health 
centers, electoral rolls and from a telephone directory 12,22,25 . 
However, one study did not describe the sampling process 
fully, though this study selected municipal corporation wards 
randomly 19 . Four studies involved community convenience 
sampling 24,30,33,34  and seven studies did not specify the sam-
pling procedure 15,20,21,26 – 28,32 . The sampling frame was unclear 
in most studies, even those describing recruitment  ‘ from the 
community ’ . 

 Women were asked about symptoms at the time of the 
survey in six studies 12 – 14,16,24,28 , in the preceding 1 week in 
one study 17 , in the preceding 2 weeks in fi ve studies 25,29,33 – 35  
and in the preceding 1 month in fi ve studies 15,18 – 20,26 . 

In two studies, women were asked about symptoms over 
12 months 27,32  while one study asked about menopausal 
symptoms that the women ever experienced 23 . The duration 
of occurrence of symptoms was not specifi ed in the remain-
ing studies.   

 Vasomotor symptoms 

 All the included studies provided data for the prevalence of 
vasomotor symptoms (VMS) (Table 1). Ten independent stud-
ies reported the prevalence of VMS including hot fl ushes and 
night sweats 16,21,22,24,25,27,28,32,34,35 , two studies combined hot 
fl ushes and sweating 13,15 , while two studies reported only hot 
fl ushes by menopausal status 12,14 . Six studies provided data 
also on cold fl ushes, cold sweats, sudden sweats and 
sweating 13,15,18,25,29,33 , symptoms which are not usually 
included as VMS. The prevalence of VMS by menopausal 
status was not included in four studies 29,31,33,34 . Three studies 
were restricted to postmenopausal women 18,19,23 . None of the 
studies included a VMS diary; however, about half of the 
studies used validated questionnaires 12 – 20 . Only two studies 
had sample sizes of fewer than 200 women 16,35 . 

 For premenopausal women, the range of the reported 
prevalence of hot fl ushes was 8.2 – 59%, and night sweats, 
3.1 – 34.8%. The studies that provided prevalence data for 

Full articles assessed (n = 52)

Duplicates removed (n = 1484)

Title and abstracts identified 
through database searching 
(Total n = 6194)

MEDLINE (n = 2747)

EMBASE (n = 654)

PsycINFO (n = 1217)

CINAHL (n = 807)

Scopus (n = 643)

Google scholar (n = 126)

Titles and abstracts screened 
(n = 4710)

Excluded: clinical trials and studies of women
with co-morbidities or outside Asia (n = 4658)

Studies included in the review (n = 23)

Excluded

Women using MRT (n = 16)

Plagiarism (n = 1)

Studies from same cohort (n = 2)

Studies reporting menopausal symptoms with a 
mean score (n = 4)

Studies which explained association between 
symptoms and other variables and/or no 
prevalence results (n = 6)

   Figure 1  Study fl ow diagram. MEDLINE, International biomedical bibliographic database; EMBASE, International biomedical and 
pharmacological bibliographic database; PsycINFO: Psychological Information Database; CINAHL, Cumulative Index to Nursing and Allied 
Health Literature; Scopus: A Multidisciplinary Database  
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other psychological assessment tool. In nine studies, the 
psychological domain of a validated instrument for assess-
ing menopausal symptoms was used. The symptoms 
reported were depression, anxiety, irritability, nervousness, 
dizziness, fatigue, being dissatisfi ed with personal life, 
experiencing poor memory, crying spells, panic attacks, 
feeling gloomy, diffi culty in concentration, and mood 
swings. 

 The range of the estimated prevalence of depression and 
irritability for premenopausal women was from 15.9% to 
72.4% and from 21% to 75.8%, respectively. The reported 
prevalences of depression for perimenopausal women ranged 
from 25.8% to 82.8% and of irritability from 26.5% to 
85.2%. For postmenopausal women, the reported preva-
lences of depression ranged from 24.4% to 77.4%, anxiety 
from 17.3% to 81.2%, irritability from 21.8% to 75.9% and 
fatigue from 33.3% to 83.8%. 

 Thus, there was substantial overlap in the reporting of psy-
chological symptoms for the stages of the menopause and 
marked differences in the prevalences provided by the pub-
lished studies.   

 Sexual symptoms 

 Eighteen independent studies provided data for the preva-
lence of sexual symptoms in relation to the menopause 
(Table 4). Parameters included loss of interest in sex, not 
being sexually active, change in or reduced sexual desire, 
sexual problems, avoiding intimacy, vaginal dryness or vagi-
nal pain during sexual activity, and vaginal discharge or itch-
ing. Fourteen studies provided data on vaginal dryness of 
which six studies reported prevalence by menopausal 
status 12 – 15,20,24  and eight used validated questionnaires 12 – 15,17 – 20 . 
The reported prevalences of vaginal dryness for premeno-
pausal, perimenopausal and postmenopausal women ranged 
between 7.4% and 31.8%, 11.1% and 46.2% and 6.1% and 
99.6%, respectively. All the studies showed a distinct differ-
ence between premenopausal and postmenopausal women 
for this outcome. In two studies, loss of interest in sex in 
postmenopausal women, as assessed by a single question in 
the GCS, was 8.2% and 39.2% 16,17 . Anderson and col-
leagues also reported the prevalence of loss of interest in sex 
in all women in the sample (71.5%), but did not use a vali-
dated questionnaire 22 . Syed Alwi and colleagues used the 
MENQOL questionnaire and reported the prevalence of 
avoiding intimacy by menopausal status 20 . They reported 
prevalences for this outcome of 10% for premenopausal, 
49.1% for perimenopausal and 76.4% for postmenopausal 
women. Aaron and colleagues reported that 32% of pre-
menopausal women were not sexually active while the cor-
responding prevalence for postmenopausal women was 
54% 21 . 

 In summary, across the published studies, the range of the 
reported prevalence of sexual symptoms was narrower for 
premenopausal women than that for postmenopausal women, 
although overlap between groups was apparent.   

perimenopausal women reported a prevalence of hot fl ushes 
and night sweats that ranged from 12.5% to 66.7%, and from 
7.1% to 64.9%, respectively. The prevalence of hot fl ushes for 
postmenopausal women in the various studies ranged between 
4.3 % and 73.7% and for night sweats, between 11.4% and 
63.2%. 

 The prevalences of VMS in all subgroups provided by Nisar 
and colleagues were very high; however, this study reported 
prevalence of hot fl ushes and sweating together 13 . The study 
conducted by Sivert and colleagues reported two prevalences 
for hot fl ushes, one for the total sample (46%) and another 
for a subsample (73%) of women who wore an ambulatory 
hot fl ush monitor for 8 h on average, from mid-morning to 
early evening 34 . 

 Thus, across the published studies, the range of the reported 
prevalence of VMS was wide and there was substantial over-
lap in VMS for premenopausal, perimenopausal and post-
menopausal women.   

 Physical and somatic symptoms 

 Prevalence data for physical and somatic symptoms were pro-
vided by all studies included in our review (Table 2). Physical 
and somatic symptoms evaluated in the included studies were 
described as muscle and joint pain or discomfort, low back 
pain and back ache, headaches, insomnia and sleeping prob-
lems, heart discomfort, poor memory, a decrease in physical 
energy, strength or stamina, upset stomach, sore throat, numb-
ness in the hands and feet, change in appearance, texture or 
tone of skin, and making more mistakes than usual. 

 The prevalences of joint and muscle pain, low back pain 
or backache, headaches and insomnia for premenopausal 
women ranged from 10.3% to 82.1%, from 26% to 65%, 
from 7.3% to 76% and from 6.1% to 54%, respectively. For 
perimenopausal women, the reported prevalence of joint and 
muscle pain was between 28.8% and 91.4%, low back pain 
or backache, between 33.7% and 82.5%, headaches between 
12.5% and 86.0% and insomnia between 16.4% and 85.3%. 
The corresponding prevalences of joint and muscle pain in 
postmenopausal women ranged from 15.8% to 90.2%, low 
back pain or backache from 29.8% to 80.0%, headaches 
from 5.5% to 82% and insomnia from 16.4% to 79.2%. For 
postmenopausal women, the prevalence of frequent urination 
ranged from 17% to 84%. 

 In summary, the reported prevalences of physical symp-
toms varied widely and differed substantially between stud-
ies. Overall, the prevalence of most of these symptoms was 
lower for premenopausal than for the perimenopausal and 
postmenopausal groups.   

 Psychological symptoms 

 Twenty-two independent studies provided prevalence data for 
psychological symptoms, as listed in Table 3. Most of the 
studies did not employ a validated depression instrument or 
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 We identifi ed a high risk of bias for eight of the ten items 
assessed by the risk-of-bias tool: national representativeness, 
target population representativeness, random selection or cen-
sus undertaken, non-response bias, acceptable case defi nition, 
valid study instrument, prevalence period, and the appropri-
ateness of numerator and denominator. The items for which 
there was high risk of bias are included in the fi rst column of 
Tables 1 – 4. 

 Three studies had a high risk of bias both for the exter-
nal and internal validity items. These studies used non-
validated questionnaires and also used a convenience sam-
pling procedure 21,30,32 . Six studies had moderate ratings 
for items related to both external and internal validity 
including two studies which used validated tools 16,19  and 
four studies in which the validation status of the question-
naire was not clear 25,27,29,34 . Five studies had moderate and 
low external and internal validities, respectively 12 – 14,24,28  
(Table 5).    

 DISCUSSION 

 Our aim was to systematically review the published data for 
the prevalence of menopausal symptoms in Asian women. 
Our key fi ndings were that physical and somatic symptoms 
were consistently dominant; the prevalence of VMS in the 
studies that had non-representative samples and did not use 
validated instruments was low; prevalence symptoms were 
more consistently reported in studies that used validated tools 
and random sampling in community-based settings, and, over-
all, there was a marked variation in symptom prevalence 
across the studies. 

 The prevalence of physical symptoms in these studies of 
Asian women was higher than other symptoms that charac-
terize the menopause. After physical symptoms, we observed 
psychological symptoms to be the next in prevalence followed 
by VMS and sexual symptoms. This pattern is in line with the 
Asian Menopause Survey and the Pan Asia Menopause Study, 
neither of which were included in our analysis as these stud-
ies did not meet our inclusion criteria 6,36 . In contrast, studies 
in western countries portray a different picture with VMS 
dominating menopausal symptomatology 37 – 39 . 

 Our review demonstrated ethnic variation in the reporting of 
the prevalence of menopausal symptoms across Asia, consistent 
with the Pan-Asia Menopause study 36  and other studies 3,37,38,40 – 42 . 
Studies conducted in China, Hong Kong, Japan, Taiwan and 
Singapore reported a low prevalence of VMS compared with 
studies conducted in Bangladesh, India, Iran, Malaysia, Oman, 
Pakistan and Sri Lanka. A recent study conducted in Japa-
nese-American women in Hawaii revealed that the reporting 
of a low prevalence of hot fl ushes is due to a reporting bias 4  
which might be true for some of our included studies. In addi-
tion, objective measures of VMS detect more hot fl ushes than 
women report subjectively 4,43 . Consistent with this, the study 
conducted in Bangladesh reported a large difference in the 
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prevalence of VMS between women who wore an ambu-
latory hot fl ush monitor and women reporting VMS by 
questionnaire 34 . 

 With respect to menopause-associated psychological well-
being, most of the studies in our review did not employ a 
validated questionnaire. The two studies used the Hospital 
Anxiety and Depression Scale; however, they reported mean 
scores rather than prevalence of anxiety and depression 24,28 . 
None of the included studies used a validated sexual func-
tion questionnaire, limiting the quality of data for the 
prevalence and severity of sexual symptoms in women in 
Asia. Notably, no study reported on distress due to sexual 
dysfunction. 

 Discrepancies in study designs, modes of recruitment, 
sampling procedures, time frames over which symptoms 
were assessed and use of different assessment tools con-
tributed to the inconsistencies in our fi ndings. Half of the 
studies used either convenience sampling or the sampling 
process was not specifi ed. Studies recruited women from 
different locations in the community such as primary-care 
centers, government offi ces, schools, colleges and university 
staff, women ’ s clinics, gynecological clinics and hospitals, 
private nursing homes, ladies clubs, parent associations, 
women ’ s groups and networks, and women living in  ‘ any 
other household or street’ 16,20,30 . However, it is impossible 
to know, despite the diversity of recruitment settings, the 
representativeness of these samples. The time frame over 
which women were asked to report their symptoms was 
wide ranging. Variations in the period of ascertainment 
likely contributed to the variation of the reported preva-
lence of symptoms. 

 Consistent with these concerns, application of the risk-of-
bias tool demonstrated a high level of bias in eight of the 
ten items related to both external and internal validities. An 
overall assessment of risk of bias of evidence across studies 
and outcomes was not included because it has been suggested 
that general judgements should not be made in the context 
of systematic reviews that are intended to inform decisions 
across a variety of settings 9 . 

 Our systematic search of the literature for studies that met 
our inclusion criteria is a strength of this review. Another 
strength is the inclusion of all Asian countries and all 
menopausal symptom domains. This contrasts with previ-
ous reviews which have been restricted to only some Asian 
countries 1,44  and which did not cover all domains of meno-
pausal symptoms 1,45 . A limitation was our focus on symptom 
prevalence. This required exclusion of some studies that had 
not provided prevalence data, although they had employed 
validated questionnaires. Although we excluded all studies 
that specifi ed that women using MHT or the OCP were 
included in their analyses, we included several studies that 
provided no statement regarding MHT or OCP use in their 
publications. Amongst these were ten studies that poten-
tially included women using MHT 12,13,17,21,23,25,29,31 – 33 , two 
studies in which women OCP users may have been included 19,20  
and two studies that may have included either MHT or 
OCP users 14,16 .   T
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 CONCLUSION 

 There is wide range of reported prevalence of menopausal 
symptoms from different studies conducted in Asia. Physical 
and somatic symptoms predominate, followed in frequency 
by psychological, VMS and sexual symptoms. There is a need 
for further studies of representative samples to understand 

   Table 5  Review of authors ’  subjective judgements about the overall 
risk of bias for each included study  

 Bias in external validity 

 Bias in internal validity  –  Low  Medium  High 

 –  – 1  – 1
Low 1 1 5 2
Medium  – – 6 1
High  – 1 1 3

    External validity: 1/4, low, 2/4, medium; 4/4, high; internal validity: 
1/4, low, 2 – 3/4, medium; 4/4, high. Numbers inserted in the boxes 
represent the number of articles that are associated with respective 
risk of biases   

whether the variations in prevalence reporting is a function 
of methodological issues or due to ethnic, cultural or other 
socioeconomic differences.              
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4.3 An Update of Systematic Review on Prevalence of Menopausal Symptoms in 

Women at Mid-life in Asia 

The systematic review of the ‘prevalence of menopausal symptoms in Asian mid-life 

women’ included all papers published as of June 2013. Following all the same criteria used 

in that review (130), a systematic literature search was conducted that resulted 20 articles 

(131-150) reporting prevalence of menopausal symptoms in Asian countries between July 

2013 and March 2016.  

Consistent with our previous review (130), this update showed that physical symptoms were 

more prevalent than psychological, vasomotor and sexual symptoms with large variation 

between the menopausal stages (Table 3-6). However, our own study (145) reported a high 

prevalence of VMS which was consistent with a recent study conducted in Australia using 

the same questionnaire (MENQOL) to assess menopausal symptoms (151). 

The reasons for the difference in prevalence between studies was similar to what was found 

in our previous review. The application of the risk-of-bias tool demonstrated a high level of 

bias in most studies, especially in the four items related to external validity. Two studies, 

including our own, had low (152) or no (145) risk of bias in both the areas of external and 

internal validity.  

Our update demonstrated that the variation in prevalence might be a function of 

methodological issues rather than the issue of ethnic, cultural or socio-economic differences. 

Further nationally representative studies are needed in Asian countries, especially in China, 

Japan and Korea where a low prevalence of vasomotor symptoms is often reported. 
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In conclusion, with an ageing population, menopause is becoming a growing health issue in 

Asian countries. A more accurate picture of menopausal symptoms could be established in 

Asian countries in the future, if nationally representative large studies are conducted using 

validated questionnaires. 
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Table 3: Prevalence of vasomotor symptoms in Asia 

Author/ 
Year/ 

Country/ 
Risk-of-bias 

indicator 
(Items ranked 

high†) 

Study 
Design 

Sampling 
Method/ 
Settings 

Sample Size 
(n) 

Age 
Group 
(yrs.) 

Instrument 
Used/ 

(Validated/ 
Translated) 

Menopause 
Type 

Symptoms (%) in different menopause stages 

Symptoms Pre Peri Post Total 

AlDughaither, 
A. et al. 2015; 
Saudi Arabia* 
†1, 2, 3, 4 

XS 
Convenience 

A primary care 
clinic 

119 45-60 MRS 
V/T 

NM 
26.0% Pre 
41.2% Peri 
32.8% Post 

HF & 
sweating 7.6 24.4 15.1 47.1 

Alizadeh, M. 
 et al. 2014 ; 
Iran 
†1, 2, 3, 4 

XS Convenience 
Health centres 300 40-60 MENQOL 

V/T 

NM 
21.6% Pre 
31.9% Peri 
46.5% Post 

HF  31.4 70.0 75.6 54.0 

NS 19.2 39.7 64.0 38.0 

Batool, S. F.  et 
al. 2014; 
Pakistan*, ** 
†1, 2, 3, 4, 6, 10 

XS Convenience 
3 Hospitals 200 45-55 MRS 

VU/TU Not clear HF & 
sweating - - - 73.5 

Bindhu, A. S.  
et al. 2014; 
India* 
†1, 2, 3, 4, 6 

XS Convenience 
Community 320 43-55 GCS 

VU/TU 

NM 
50.0% Pre 
50.0 Post 

HF 32.5 - 49.4 40.9 

NS 27.5 - 38.1 32.8 

Chou, M. F. et 
al. 2014; 
China* 
†1, 2, 3 

XS Convenience 
A clinic 442 40-60 MRS 

V/T 

NM 
37.8% Pre 
28.1% Peri 
34.2% Post 

HF & 
sweating 33.5 68.5 72.8 - 

Dasgupta, D. et 
al. 2015; 
India 
†1, 2, 7, 10 

XS 
Multistage 

random 
Community 

1400 40-55 QNV 
VU/T 

NM 
48.9% Peri 
51.1% Post 

HF - 37.0 41.6 39.4 

NS - 42.5 50.6 46.2 

Ghazanfarpour, XS Convenience 349 38-78 MENQOL NM HF - - - 58.9 
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M. et al. 2015; 
Iran* 
†1, 3 

Health care 
centres 

V/T 100.0% Post NS - - - 56.1 

Sweating - - - 63.3 
Ghimire, N. et 
al. 2015 
Nepal*, ** 
†1, 2, 4 

XS Convenience 
Community 924 40-60 MRS 

V/T 

Unknown 
31.0% Pre 
17.8% Peri 
51.2% Post 

HF 31.4 34.5 42.4 37.6 

Islam, R. et al. 
2016; 
Bangladesh XS Random 

Community 1590 30-59 MENQOL 
V/T 

NM 
59.3% Pre 
8.4% Peri 

32.3% Post 

HF 17.0 65.7 60.8 35.2 
NS 9.9 64.8 44.6 25.7 

Sweating 6.1 41.0 23.1 15.0 
Jayabharati, B. 
et al. 
2016; 
India* 
†1, 3, 4, 6, 10 

XS Convenience 
Community 130 45-55 MRS 

V/TU 
Unknown 
100% Post 

HF - - 72.0 - 

NS - - 71.5 - 

Joseph, N. et al. 
2014; 
India* 
†1, 2, 3 

XS Convenience 
Clinics 110 40-65 MRS 

V/T 

NM 
11.8% Pre 
15.5% Peri 
72.7% Post 

HF & 
sweating - - - 81.8 

Joshi, M. et al. 
2015; 
India*, ** 
†1, 3 

XS Convenience 
Community 1000 30-60 MRS 

VU/TU 

Unknown 
58.7% Pre 
14.6% Peri 
26.7% Post 

HF & 
sweating - - - 22.0 

Kolisetty, R. et 
al.  2015;  
India* 
†1, 2, 3, 6, 7, 9 

XS Convenience 
Hospital 152 40-54 QNV 

VU/TU 
NM 

100% Post 

HF - - 38.6 - 

NS - - 43.7 - 

Rokhade, C.J. 
et al. 2013 ; 
India* 
†1, 2, 3, 4, 6, 7, 
9, 10 

XS Convenience 
Community 115 51-55 QNV 

VU/TU 
NM 

100% Post 

HF - - 12.2 - 

NS - - 8.7 - 

Ryu, K.J. et al. 
2015 ; 
Korea 
†1, 2, 3 

XS Convenience 
Health centres 

1,906 45-65 MRS 
VU/TU 100% Post HF & 

sweating - - 58.0 - 
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Singh A. et 
al. 2014 ; 
India*, ** 
†1, 2, 4, 7 

XS Random 
Community 252 40-54 QNV 

VU/T 
NM 

100% Post 

HF - - 46.4 - 

NS - - 45.6 - 

Srivastava, M. 
Et al. 2015; 
India** 
†1, 2, 3, 4, 6, 10 

XS Unknown 
Community 117 > 40 MRS 

V/TU 
NM 

Not classified 

HF, cold 
sweats & 

clod hands 
and feet 

- - - 53.9 

Subrahmanyam, 
N.et al. 2016; 
India** 
†1, 2, 3, 4, 6 

XS 
Convenience 
Community 120 40-55 GCS 

V/TU 

NM 
48.3% Peri 
51.7% Post 

HF - - - 46.7 

NS - - - 50.0 

Yim, G. et al. 
2015 
Korea* 
†1, 2, 3 

XS Convenience 
Health centres 

1,774 44-56 MENQOL 
V/T 

NM 
42.6% Pre 

16.9% early Peri 
19.8% late Peri 

20.7% Post 

HF 30.1 47.1 60.1 42.7 

NS 18.4 30.5 45.7 28.6 

Sweating 22.8 37.3 54.2 34.7 
Zhang, J. et al. 
2016 
China* 
†1, 4, 6 

XS Convenience 
Community 

2429 40-59 Modified KMI 
V/TU 

NM 
38.9% early Peri 
31.5% late Peri 

18.8% early Post 
10.8 Late Post 

HF - - - 34.5 

* OCP use is unspecified; ** HRT use is unspecified; †Item under the risk of bias tool: 1 (National representativeness), 2 (Target population representativeness), 3 (Random
selection or census undertaken), 4 (non-response bias), 6 (acceptable case definition), 7 (valid study instrument), 9 (prevalence period), 10 (appropriateness of numerator and 
denominator) 

Note: XS= Cross-sectional; QNV= Questionnaire not validated; V/NV/VU= Validated/Not validated/Validated unknown; T/NT/TU= Translated/Not translated/ Translated 
unknown; NM= Natural Menopause; MENQOL= Menopause Specific Quality of Life; MRS= Menopause Rating Scale; GCS= Green Climacteric Scale. 
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Table 4: Prevalence of physical/somatic symptoms in Asia 

Author/ 
Year/ 

Country/ 
Risk-of-bias 

indicator 
(Items ranked 

high†) 

Study 
Design 

Sampling 
Method 

Sample 
Size (n) 

Age 
Group 
(yrs.) 

Instrument 
Used/ 

(Validated/ 
Translated) 

Menopause 
Type 

Symptoms (%) in different menopause stages 

Symptoms Pre Peri Post Total 

AlDughaither, A. 
et al. 2015; 
Saudi Arabia* 
†1, 2, 3, 4 

XS 
Convenience 

A primary 
care clinic 

119 45-60 MRS 
V/T 

NM 
26.0% Pre 
41.2% Peri 
32.8% Post 

Heart discomfort  8.4 16.8 10.1 35.3 
Sleep problems   7.6 8.4 10.1 26.1 
Muscle and joint pain 20.2 36.1 24.4 80.7 

Alizadeh, M. 
 et al. 2014 ; 
Iran 
†1, 2, 3, 4 

XS Convenience 
Health centres 300 40-60 MENQOL 

V/T 

NM 
21.6% Pre 
31.9% Peri 
46.5% Post 

Muscle and joint pain  56.0 85.2 76.4 69.0 
Feeling tired  57.9 72.1 72.2 66.0 
Decrease in physical strength 48.8 76.7 70.0 62.0 
Experiencing poor memory 41.6 62.1 69.3 56.0 

Batool, S. F.  et 
al. 2014; 
Pakistan*, ** 
†1, 2, 3, 4, 6, 10 

XS Convenience 
3 Hospitals 200 45-55 MRS 

VU/TU Not clear 
Heart discomfort  - - - 76.5 
Sleep problems   - - - 85.0 
Muscle and joint pain - - - 59.0 

Bindhu, A. S.  
et al. 2014; 
India* 
†1, 2, 3, 4, 6 

XS Convenience 
Community 320 43-55 GCS 

VU/TU 

NM 
50.0% Pre 
50.0 Post 

Lack of energy 42.5 - 56.9 49.7 
Muscle and joint pain 31.9 - 40.0 35.9 
Difficulties sleeping 25.0 - 35.0 30.0 

Chou, M. F. et 
al. 2014; 
China* 
†1, 2, 3 

XS Convenience 
A clinic 442 40-60 MRS 

V/T 

NM 
37.8% Pre 
28.1% Peri 
34.2% Post 

Heart discomfort  40.7 66.1 72.2 - 
Sleep problems   68.3 78.2 86.1 - 
Muscle and joint pain 81.4 91.9 93.4 - 

Dasgupta, D. et 
al. 2015; 
India 
†1, 2, 7, 10 

XS 
Multistage 

random 
Community 

1400 40-55 QNV 
VU/T 

NM 
48.9% Peri 
51.1% Post 

Painful urination - 16.0 17.7 16.9 
Increased frequency of urination - 28.1 36.6 32.5 
Stress  urinary incontinence  - 51.2 55.4 53.1 

Ghazanfarpour, 
M. et al. 2015; XS Convenience 

Health care 349 38-78 MENQOL 
V/T 

NM 
100.0% Post 

Muscle and joint pain  - - - 74.8 
Decrease in physical strength  - - - 70.2 
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Iran* 
†1, 2, 3 

centres Decrease in stamina  - - - 65.0 
Difficulty in sleeping - - - 59.8 

Ghimire, N. et 
al. 2015 
Nepal*, ** 
†1, 2, 4 

XS Convenience 
Community 924 40-60 MRS 

V/T 

Unknown 
31.0% Pre 
17.8% Peri 
51.2% Post 

Heart discomfort  41.1 45.9 53.6 48.1 
Sleep problems   48.8 52.7 69.3 58.8 
Muscle and joint discomfort 62.8 65.5 78.5 71.3 

Islam et al. 
2016; 
Bangladesh XS Random 

Community 1590 30-59 MENQOL 
V/T 

NM 
59.3% Pre 
8.4% Peri 

32.3% Post 

Muscle and joint pain  42.3 76.2 75.1 55.8 
Feeling tired  55.2 88.6 84.6 67.5 
Decrease in physical strength 61.8 91.4 93.1 74.7 
Difficulty in sleeping 26.1 55.2 56.4 38.3 

Jayabharati, B. 
et al. 
2016; 
India* 
†1, 3, 4, 6, 10 

XS Convenience 
Community 130 45-55 MRS 

V/TU 
Unknown 
100% Post 

Muscle pain - - 67.0 - 

Sleep problems  - - 60.3 - 

Difficulty in urination - - 62.0 - 
Joseph, N. et al. 
2014; 
India* 
†1, 2, 3 

XS Convenience 
Clinics 110 40-65 MRS 

V/T 

NM 
11.8% Pre 
15.5% Peri 
72.7% Post 

Heart discomfort - - - 70.0 
Sleep problems   - - - 72.7 
Muscle and joint pain - - - 85.4 

Joshi, M. et al. 
2015; 
India*, ** 
1, 3 

XS Convenience 
Community 1000 30-60 MRS 

VU/TU 

Unknown 
58.7% Pre 
14.6% Peri 
26.7% Post 

Heart discomfort - - - 45.0 
Sleep problems  - - - 24.5 
Pain in hands and legs - - - 73.6 

Kolisetty, R. et 
al.  2015;  
India* 
†1, 2, 3, 6, 7, 9 

XS Convenience 
Hospital 152 40-54 QNV 

VU/TU 
NM 

100% Post 

Sleep disturbances   - - 52.7 - 
Muscle and joint pain - - 48.4 - 
Tiredness   - - 39.5 - 
Headache - - 21.2 - 

Rokhade, C.J. 
et al. 2013 ; 
India* 
†1, 2, 3, 4, 6, 7, 
9, 10 

XS 
Convenience 

Community 
115 51-55 QNV 

VU/TU 
NM 

100% Post 

Joint pain - - 51.3 - 

Knee pain - - 66.1 - 

Back pain - - 48.7 - 

Singh A. et 
al. 2014 ; 
India*, ** 
†1, 2, 4, 7 

XS Random 
Community 252 40-54 QNV 

VU/T 
NM 

100% Post 

Sleep disturbances   - - 62.7 - 
Muscle and joint pain - - 59.1 - 
Tiredness   - - 40.1 - 
Headache - - 28.6 - 
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Subrahmanyam, 
N.et al. 2016; 
India** 
†1, 2, 3, 4, 6 

XS 
Convenience 
Community 120 40-55 GCS 

V/TU 

NM 
48.3% Peri 
51.7% Post 

Muscle and joint pain  - - - 95.0 
Feeling tired  - - - 78.3 
Decrease in physical strength - - - 86.5 

Srivastava, M. 
Et al. 2015; 
India** 
1, 2, 3, 4, 6, 10 

XS Unknown 
Community 117 > 40 MRS 

V/TU 
NM 

Not classified 

Fatigue and lack of energy - - - 72.9 
Headache - - - 55.9 
Weight gain - - - 43.1 

Yim, G. et al. 
2015 
Korea* 
†1, 2, 3 

XS Convenience 
Health centres 

1,774 44-56 MENQOL 
V/T 

NM 
42.6% Pre 

16.9% early Peri 
19.8% late Peri 

20.7% Post 

Feeling Tired 81.4 86.1 81.2 83.1 
Joint and muscular pain 65.6 75.7 74.2 71.1 
Decrease in physical strength 77.2 83.6 80.8 80.3 
Sleeping problems 41.4 54.1 65.9 51.1 

Zhang, J. et al. 
2016 
China* 
†1, 4, 6 XS Convenience 

Community 
2429 40-59 Modified KMI 

V/TU 

NM 
38.9% early Peri 
31.5% late Peri 

18.8% early 
Post 

10.8 Late Post 

Fatigue - - - 49.0 

Arthralgia & mayalgia - - - 46.6 

Insomnia - - - 40.0 

* OCP use is unspecified; ** HRT use is unspecified; †Item under the risk of bias tool: 1 (National representativeness), 2 (Target population representativeness), 3 (Random
selection or census undertaken), 4 (non-response bias), 6 (acceptable case definition), 7 (valid study instrument), 9 (prevalence period), 10 (appropriateness of numerator and 
denominator) 

Note: XS= Cross-sectional; QNV= Questionnaire not validated; V/NV/VU= Validated/Not validated/Validated unknown; T/NT/TU= Translated/Not translated/ Translated 
unknown; NM= Natural Menopause; MENQOL= Menopause Specific Quality of Life; MRS= Menopause Rating Scale; GCS= Green Climacteric Scale. 
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Table 5: Prevalence of psychological symptoms in Asia  

Author/ 
Year/ 

Country/ 
Risk-of-bias 

indicator 
(Items ranked 

high†) 

Study 
Design 

Sampling 
Method 

Sample Size 
(n) 

Age 
Group 
(yrs.) 

Instrument 
Used/ 

(Validated/ 
Translated) 

Menopause 
Type 

Symptoms (%) in different menopause stages 

Symptoms Pre Peri Post Total 

AlDughaither, 
A. et al. 2015; 
Saudi Arabia* 
†1, 2,3, 4 

XS 
Convenience 

A primary 
care clinic 

119 45-60 MRS 
V/T 

NM 
26.0% Pre 
41.2% Peri 
32.8% Post 

Depression 4.2 13.4 11.8 29.4 
Irritability 5.0 10.9 12.6 28.6 
Anxiety 5.0 14.3 11.8 31.1 
Physical/mental exhaustion 14.3 28.6 21.8 64.7 

Alizadeh, M. 
 et al. 2014 ; 
Iran 
†1, 2, 3, 4 

XS Convenience 
Health centres 300 40-60 MENQOL 

V/T 

NM 
21.6% Pre 
31.9% Peri 
46.5% Post 

Feeling nervous or anxious 57.9 70.7 72.7 65.0 
Feeling depressed, down or blue 49.2 69.5 61.8 58.0 
Experiencing poor memory 41.6 62.1 69.3 56.0 

Batool, S. F.  et 
al. 2014; 
Pakistan*, ** 
†1, 2, 3, 4, 6, 10 

XS Convenience 
3 Hospitals 200 45-55 MRS 

VU/TU Not clear 

Depression  - - - 67.0 
Irritability - - - 50.0 
Anxiety  - - - 70.0 
Physical/mental exhaustion - - - 59.0 

Bindhu, A. S.  
et al. 2014; 
India* 
†1, 2, 3, 4, 6 

XS Convenience 
Community 320 43-55 GCS 

VU/TU 

NM 
50.0% Pre 
50.0 Post 

Irritability 36.5 - 45.6 41.1 

Feeling sad or down 34.4 - 43.8 39.1- 

Crying spells 30.8 - 35.0 32.9 
Chou, M. F. et 
al. 2014; 
China* 
†1, 2, 3 

XS Convenience 
A clinic 442 40-60 MRS 

V/T 

NM 
37.8% Pre 
28.1% Peri 
34.2% Post 

Depression  58.7 79.8 79.5 - 
Irritability 63.5 88.7 85.4 - 
Anxiety  54.5 79.8 78.1 - 
Physical/mental exhaustion  85.6 92.7 93.4 - 

Ghazanfarpour, 
M. et al. 2015; 
Iran* 
†1, 2, 3 

XS 
Convenience 
Health care 

centres 
349 38-78 MENQOL 

V/T 
NM 

100.0% Post 

Feeling nervous or anxious - - - 74.3 
Feeling depressed, down or blue - - - 53.8 
Experiencing poor memory - - - 61.8 
Wanting to be alone - - - 41.0 

Ghimire, N. et 
al. 2015 
Nepal*, ** 

XS Convenience 
Community 924 40-60 MRS 

V/T 

Unknown 
31.0% Pre 
17.8% Peri 

Depression  55.4 50.7 63.7 58.7 
Irritability 65.5 65.5 66.0 64.7 
Anxiety  43.0 37.8 46.1 43.6 
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†1, 2, 4 51.2% Post Physical/mental exhaustion 69.4 76.4 81.5 76.3 
Islam et al. 
2016; 
Bangladesh XS Random 

Community 1590 30-59 MENQOL 
V/T 

NM 
59.3% Pre 
8.4% Peri 

32.3% Post 

Feeling nervous or anxious 53.9 74.3 75.6 62.6 
Feeling depressed, down or blue 17.0 33.3 45.6 27.5 
Impatient with personal life 9.8 24.8 27.7 16.8 
Wanting to be alone 10.1 24.8 30.5 17.9 

Jayabharati, B. 
et al. 
2016; 
India* 
†1, 3, 4, 6, 10 

XS Convenience 
Community 130 45-55 MRS 

V/TU 
Unknown 
100% Post 

Forgetfulness - - 61.5 - 
Poor self-esteem - - 59.5 - 
Angry outburst - - 59.0 - 
Frustration  - - 56.5 - 

Joseph, N. et al. 
2014; 
India* 
†1, 2, 3 

XS Convenience 
Clinics 110 40-65 MRS 

V/T 

NM 
11.8% Pre 
15.5% Peri 
72.7% Post 

Depression  - - - 50.9 
Irritability - - - 69.1 
Anxiety  - - - 63.6 
Physical/mental exhaustion - - - 85.4 

Joshi, M. et al. 
2015; 
India*, ** 
†1, 3 

XS Convenience 
Community 1000 30-60 MRS 

VU/TU 

Unknown 
58.7% Pre 
14.6% Peri 
26.7% Post 

Depression  - - - 35.5 
Irritability - - - 32.8 
Anxiety  - - - 67.4 
Physical/mental exhaustion - - - 66.8 

Kolisetty, R. et 
al.  2015;  
India* 
†1, 2, 3, 6, 7, 9 

XS Convenience 
Hospital 152 40-54 QNV 

VU/TU 
NM 

100% Post 

Depression  - - 26.5 - 
Irritability - - 37.3 - 
Anxiety  - - 18.8 - 
Poor concentration - - 30.5 - 

Rokhade, C.J. 
et al. 2013 ; 
India* 
†1, 2, 3, 4, 6, 7, 
9, 10 

XS Convenience 
Community 115 51-55 QNV 

VU/TU 
NM 

100% Post Insomnia - - 61.7 - 

Singh A. et 
al. 2014 ; 
India*, ** 
†1, 2, 4, 7 

XS Random 
Community 252 40-54 QNV 

VU/T 
NM 

100% Post 

Poor concentration - - 44.8 - 

Irritability - - 41.7 - 

Srivastava, M. 
Et al. 2015; 
India** 
†1, 2, 3, 4, 6, 10 

XS Convenience 
 Community 117 > 40 MRS 

V/TU 
NM 

Not classified 

Depression (>50 yrs) - - - 45.0 
Anxiety (40-44 yrs) - - - 66.6 
Nervousness (45-50 yrs) - - - 50.0 

Subrahmanyam, 
N.et al. 2016; XS Convenience 120 40-55 GCS 

V/TU 
NM 

48.3% Peri 
Feeling nervous  - - - 73.3 
Feeling depressed - - - 85.0 
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India** 
†1, 2, 3, 4, 6 

Community 51.7% Post Difficulty in concentrating  - - - 32.5 
Irritability - - - 85.8 

Yim, G. et al. 
2015 
Korea* 
†1, 2, 3 

XS Convenience 
Health centres 

1,774 44-56 MENQOL 
V/T 

NM 
42.6% Pre 

16.9% early Peri 
19.8% late Peri 

20.7% Post 

Feeling nervous or anxious 48.7 61.0 65.6 56.8 
Feeling depressed, down or blue 49.1 60.3 64.1 56.3 
Experiencing poor memory 77.5 81.8 85.8 80.8 
Wanting to be alone 47.7 55.9 58.2 52.9 

Zhang, J. et al. 
2016 
China* 
†1, 4, 6 XS Convenience 

Community 
2429 40-59 Modified KMI 

V/TU 

NM 
38.9% early Peri 
31.5% late Peri 

18.8% early 
Post 

10.8 Late Post 

Nervousness - - - 39.0 

Insomnia - - -  40.0 

* OCP use is unspecified; ** HRT use is unspecified; †Item under the risk of bias tool: 1 (National representativeness), 2 (Target population representativeness), 3 (Random
selection or census undertaken), 4 (non-response bias), 6 (acceptable case definition), 7 (valid study instrument), 9 (prevalence period), 10 (appropriateness of numerator and 
denominator) 

Note: XS= Cross-sectional; QNV= Questionnaire not validated; V/NV/VU= Validated/Not validated/Validated unknown; T/NT/TU= Translated/Not translated/ Translated 
unknown; NM= Natural Menopause; MENQOL= Menopause Specific Quality of Life; MRS= Menopause Rating Scale; GCS= Green Climacteric Scale. 



71 

Table 6: Prevalence of sexual symptoms in Asia  

Author/ 
Year/ 

Country/ 
Risk-of-bias 

indicator 
(Items ranked 

high†) 

Study 
Design 

Sampling 
Method 

Sample Size 
(n) 

Age 
Group 
(yrs.) 

Instrument 
Used/ 

(Validated/ 
Translated) 

Menopause 
Type 

Symptoms (%) in different menopause stages 

Symptoms Pre Peri Post Total 

AlDughaither, 
A. et al. 2015; 
Saudi Arabia* 
†1, 2,3, 4 

XS 
Convenience 

A primary 
care clinic 

119 45-60 MRS 
V/T 

NM 
26.0% Pre 
41.2% Peri 
32.8% Post 

Sexual problems 6.7 7.6 10.1 24.4 

Vaginal dryness 7.6 13.4 10.1 31.1 

Alizadeh, M. 
 et al. 2014 ; 
Iran 
†1, 2, 3, 4 

XS Convenience 
Health centres 300 40-60 MENQOL 

V/T 

NM 
21.6% Pre 
31.9% Peri 
46.5% Post 

Change in sexual desire 31.9 48.0 70.8 37.0 
Vaginal dryness 28.1 40.0 50.0 47.0 
Avoiding intimacy 22.0 30.0 53.5 34.0 

Batool, S. F.  et 
al. 2014; 
Pakistan*, ** 
†1, 2, 3, 4, 6, 10 

XS Convenience 
3 Hospitals 200 45-55 MRS 

VU/TU Not clear 
Sexual problems - - - 63.5 

Vaginal dryness - - - 63.5 

Bindhu, A. S.  
et al. 2014; 
India* 
†1, 2, 3, 4, 6 

XS Convenance 
Community 320 43-55 GCS 

VU/TU 

NM 
50.0% Pre 
50.0 Post 

No sexual interest - - - 48.0 

Chou, M. F. et 
al. 2014; 
China* 
†1, 2, 3 

XS Convenience 
A clinic 442 40-60 MRS 

V/T 

NM 
37.8% Pre 
28.1% Peri 
34.2% Post 

Sexual problems 58.1 75.0 72.5 - 

Vaginal dryness 28.7 53.2 65.6 - 
Dasgupta, D. et 
al. 2015; 
India 
†1, 2, 7, 10 

XS 
Multistage 

random 
Community 

1400 40-55 QNV 
VU/T 

NM 
48.9% Peri 
51.1% Post 

Vaginal dryness - 5.0 14.2 9.9 
Vaginal discharge - 28.4 10.0 18.9 
Vaginal itching - 17.8 13.2 15.3 

Ghazanfarpour, 
M. et al. 2015; 
Iran* 
†1, 2, 3 

XS 
Convenience 
Health care 

centres 
349 38-78 MENQOL 

V/T 
NM 

100.0% Post 

Vaginal dryness - - 22.2 - 

Avoiding intimacy - - 24.6 - 
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Ghimire, N. et 
al. 2015 
Nepal*, ** 
†1, 2, 4 

XS Convenience 
Community 924 40-60 MRS 

V/T 

Unknown 
31.0% Pre 
17.8% Peri 
51.2% Post 

Sexual problems 78.3 86.5 81.7 80.8 

Vaginal dryness 56.2 56.8 69.6 62.6 

Islam et al. 
2016; 
Bangladesh XS Random 

Community 1590 30-59 MENQOL 
V/T 

NM 
59.3% Pre 
8.4% Peri 

32.3% Post 

Change in sexual desire 46.8 89.7 91.4 62.8 
Vaginal dryness 26.2 71.7 83.9 45.1 
Avoiding intimacy 23.8 56.0 59.4 35.9 

Joseph, N. et al. 
2014; 
India* 
†1, 2, 3 

XS Convenience 
Clinics 110 40-65 MRS 

V/T 

NM 
11.8% Pre 
15.5% Peri 
72.7% Post 

Sexual problems - - - 67.3 

Vaginal dryness - - - 41.8 

Joshi, M. et al. 
2015; 
India*, ** 
†1, 3 

XS Convenience 
Community 1000 30-60 MRS 

VU/TU 

Unknown 
58.7% Pre 
14.6% Peri 
26.7% Post 

Sexual problems - - - 24.5 

Vaginal dryness - - - 48.5 

Kolisetty, R. et 
al.  2015;  
India* 
†1, 2, 3, 6, 7, 9 

XS Convenience 
Hospital 152 40-54 QNV 

VU/TU 
NM 

100% Post 

Sexual problems  - - 31.8 - 

Vaginal dryness and itching - - 9.3 - 

Singh A. et 
al. 2014 ; 
India*, ** 
†1, 2, 4, 7 

XS Random 
Community 252 40-54 QNV 

VU/T 
NM 

100% Post 

Vaginal dryness - - 20.2 - 

Decrease sexual desire - - 33.7 - 

Subrahmanyam, 
N.et al. 2016; 
India** 
†1, 2, 3, 4, 6 

XS 
Convenience 
Community 120 40-55 GCS 

V/TU 

NM 
48.3% Peri 
51.7% Post Loss of interest in sex - - - 82.5 

Yim, G. et al. 
2015 
Korea* 
†1, 2, 3 

XS Convenience 
Health centres 

1,774 44-56 MENQOL 
V/T 

NM 
42.6% Pre 

16.9% early Peri 
19.8% late Peri 

20.7% Post 

Change in sexual desire 54.8 65.5 74.6 62.8 

Vaginal dryness 52.5 61.9 78.9 61.5 

Avoiding intimacy 54.6 64.6 76.9 62.9 
Zhang, J. et al. 
2016 
China* 
†1, 4, 6 

XS Convenience 
Community 

2429 40-59 Modified KMI 
V/TU 

NM 
38.9% early Peri 
31.5% late Peri 

18.8% early 

Low sex drive - - - 42.0 
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Post 
10.8 Late Post 

* OCP use is unspecified; ** HRT use is unspecified; †Item under the risk of bias tool: 1 (National representativeness), 2 (Target population representativeness), 3 (Random
selection or census undertaken), 4 (non-response bias), 6 (acceptable case definition), 7 (valid study instrument), 9 (prevalence period), 10 (appropriateness of numerator and 
denominator) 

Note: XS= Cross-sectional; QNV= Questionnaire not validated; V/NV/VU= Validated/Not validated/Validated unknown; T/NT/TU= Translated/Not translated/ Translated 
unknown; NM= Natural Menopause; MENQOL= Menopause Specific Quality of Life; MRS= Menopause Rating Scale; GCS= Green Climacteric Scale. 
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PART-III 

Chapter 5: Methods and Study Populations 

5.1 Introduction 

Conducting health survey research among women in a developing country is an immense 

challenge due to multiple issues. Being predominantly a Muslim country, we anticipated 

that the conduct of a women’s health survey in Bangladesh would be complicated by social, 

cultural and religious sensitivities. 

The aim of the first paper of the BMWHS was to describe, in detail, the method employed 

in conducting the survey and to describe the challenges and experiences encountered during 

data collection for the BMWHS. Our major challenges and experiences included difficulties 

in age determination, selection of and access to households, establishing interview privacy, 

lack of basic and health literacy, lack of transportation, political unrest and maintaining the 

security of the interviewers. By managing these challenges, we were able to 

comprehensively survey a representative sample of Bangladeshi women. 
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Objectives: To understand the challenges and experiences encountered during data collection for
Bangladesh Midlife Women’s Health Study (BMWHS) that investigated the low uptake of cervical cancer
(CCa) screening barriers, understanding of breast cancer (BCa) knowledge and practices, the prevalence
of urinary and fecal incontinence and menopausal symptoms.
Methods: A multistage cluster sampling technique was used to recruit women from the 32 districts of
Bangladesh that had offered CCa screening. Female interviewers were trained to undertake structured
face-to-face interviews that incorporated both non-validated and several validated questionnaires, such
as Question for Urinary Incontinence Diagnosis, Pelvic Organ Prolapse Distress Inventory, Colorectal-Anal
Distress Inventory and Menopause-Specific Quality of Life.
Results: We completed surveys of 1590 women, estimated age 30–59 years, between September 2013
and March 2014. We implemented several strategies to deal with low literacy and used the temporal
relationship between marriage and childbirth, and the average age of onset of menarche, to estimate age.
Cultural and religious sensitivities and personal security were managed by engaging community leaders,
limiting activities to daylight hours, adopting local codes of dress, such as the wearing of head scarves.
Our major challenges and experiences included difficulties in age determination, selection of and access
to households, interview privacy, lack of basic and health literacy, transportation, political unrest and

security of the interviewers.
Conclusion: By anticipating challenges, we have been able to comprehensively survey a representative
sample of Bangladeshi women. Disseminating information about the field challenges and experiences
from the BMWHS should assist other researchers planning to conduct surveys about women’s health
issues in similar context.

© 2014 Elsevier Ireland Ltd. All rights reserved.
. Introduction

Cervical cancer (CCa) and breast cancer (BCa) are the leading
ancers for women in Bangladesh, with current estimates that
very year 17,686 Bangladeshi women are diagnosed, and 10,364
omen die from CCa [1]. The annual crude incidence rate of inva-

ive CCa in Bangladesh is the second highest (22.4 per 100,000) in
he world followed by south Asia (21.0 per 100,000), with the global

nnual crude incidence rate being 15.8 per 100,000. Despite this,
he uptake among women, aged 30–59 years, of a centralized CCa
creening program was only 8.6% [2]. The annual crude incidence

∗ Corresponding author at: Department of Epidemiology and Preventive Medicine,
chool of Public Health and Preventive Medicine, Monash University, 99 Commercial
oad, Melbourne, 3004 VIC, Australia.

(R.M. Islam).

ttp://dx.doi.org/10.1016/j.maturitas.2014.10.005
378-5122/© 2014 Elsevier Ireland Ltd. All rights reserved.

76
rate of BCa is also high (22.5 per 100,000), but data for BCa-related
deaths in Bangladesh are lacking [3,4]. There is no national BCa
screening in Bangladesh and CCa screening remains opportunistic.

Urinary incontinence (UI) and fecal incontinence (FI) are
neglected and silent conditions amongst Bangladeshi women, par-
ticularly for Muslim women. Both forms of incontinence impede
domestic and religious activities, interpersonal relationships, cause
distress and reduce health related quality of life [5–7]. Menopause,
another neglected health issue, has the potential to adversely
impact the quality of life of Bangladeshi women.

The Bangladesh Midlife Women’s Health Study (BMWHS) was
undertaken to investigate women’s knowledge of CCa and BCa;
to understand the socio-economic, demographic and access issues

which might act as barriers to early diagnosis of CCa and BCa;
to document the prevalence of UI and FI, and the risk factors for
these conditions; and to determine the prevalence and severity of
symptoms of the menopause and achieve a best estimate of the

dx.doi.org/10.1016/j.maturitas.2014.10.005
http://www.sciencedirect.com/science/journal/03785122
http://www.elsevier.com/locate/maturitas
http://crossmark.crossref.org/dialog/?doi=10.1016/j.maturitas.2014.10.005&domain=pdf
dx.doi.org/10.1016/j.maturitas.2014.10.005
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verage age of menopause, taking into account the limitation of
ural women being uncertain of their age.

We anticipated the conduct of the BMWHS health survey would
resent challenges including lack of literacy and determination of
omen’s ages. Being predominantly a Muslim country, the conduct

f a women’s health survey would be complicated by social, cultural
nd religious sensitivities. We expected working in remote rural
reas with poor access due to lack of road infrastructure and limited
ublic transport, political unrest, social insecurity and distrust of
utsiders would be difficult [8–10]. This manuscript describes the
ethods employed to address the expected challenges to ensure

ull participation in our study, of a representative sample of women.

. Methods

.1. Study design, study sample and distribution

The BMWHS is a population-based, cross-sectional study utiliz-
ng a multistage cluster sampling technique (Fig. 1). The basis of the
ample size calculation was the prevalence of CCa screening uptake
n Bangladesh as described below. The 7 divisions of Bangladesh
re made up of 64 administrative districts. Of 64 districts, 32 had
ffered an opportunistic CCa screening program. As our primary
im was to determine the barriers to uptake of CCa screening,
ur sampling was restricted to these 32 districts. We randomly
elected one district that had offered CCa screening from each divi-
ion. The included districts were Barisal, Tangail, Comilla, Sathkhira,
ajshahi, Rangpur and Habigonj. The number of women recruited

n each of the 7 selected districts was determined by the distribu-
ion of the 3.24 million women aged 30–59 years in those districts
11]. We also took into account the ratio of urban–rural women in
he target age group within each district. The selected districts con-
ained between 18 and 72 enumeration areas (EAs) designated by
he “Monitoring the Situation of Vital Statistics of Bangladesh” and
rovided by the Bangladesh Bureau of Statistics. Each EA includes,
n average, 120 households [12]. EAs are categorized as either
rban or rural. As shown in Fig. 1, when the total sample size of
586 was distributed across the rural and urban areas of the 7 dis-
ricts, the smallest number of women required to be recruited in
ny single area was 36. This was in the urban area of Habigonj where
6 women were recruited from one EA with a total of 101 house-
olds. This was used as the maximum sampling intensity for any
ne EA. For all other samples, more than one EA was required to
ecruit the desired number of women in any one district. The EAs
ere selected randomly, and within each, the first household was

elected at random. Only one eligible woman was recruited from
ach household. If an index woman was not found in a selected
ousehold, the adjacent household was approached.

The sample size for the BMWHS was calculated based on the
stimated prevalence of CCa screening uptake among women at
idlife. A sample size of 755 allowed us to estimate the prevalence

f CCa screening uptake to within ±2% of the estimate of 8.6%. As
ur study is a cluster sample, the sample size was multiplied by
he design effect (D), which commonly ranges from 1.5 to 3.0 [13].
n this study, D was given a value of 2, as the population charac-
eristics were almost homogenous when urban and rural EAs were
onsidered independently. The sample size was further increased
y 5% to allow for contingencies. Thus, the final sample size was
586 women.

.2. Study population
The potential BMWHS study population consisted of all women
3,238,742), estimated age between 30 and 59 years, living in their
espective households, in the 7 selected districts of Bangladesh [11].

77
s 80 (2015) 89–94

To be eligible, women were required to be free of any serious illness
that would limit their being interviewed and to be able to provide
verbal informed consent.

2.3. Study instrument

The structured questionnaire was developed in English and then
translated into Bengali. The accuracy of the translation was verified
by an independent bilingual translator with women’s health exper-
tise (Dr. Roslin Botlero). The precision of the translation was further
verified by back-translation. A pilot survey tested the questionnaire
in 16 women, and this resulted in further questionnaire refinement.

The questionnaire comprised questions about identification,
socio-demographic and household characteristics, and CCa and BCa
knowledge and screening. It also included several validated ques-
tionnaires: the Questionnaire for Urinary Incontinence Diagnosis to
assess different types of UI (stress, urge or mixed UI) [14]; the Pelvic
Floor Distress Inventory to assess FI [15]; and the Menopause-
Specific Quality of Life Questionnaire to assess the prevalence and
severity of vasomotor, physical, psychosocial and sexual symp-
toms [16]. Menopausal status was assessed using an instrument
developed by the Monash Women’s Health Research Program [17].
This algorithm allows for the menopausal status classification of
women, including those who have had a hysterectomy and/or are
taking systematic hormones.

2.4. Training and data collection

Six female university graduates were trained in the adminis-
tration of the study questionnaire. All had prior experience with
surveys and were willing to commit up to six months to the
study. They underwent a two-week intensive training program that
included lectures on contents of the research, how to complete the
questionnaires, mock study interviews and a field practice pre-test.
Based on performance, four interviewers were selected.

We implemented several strategies to deal with low literacy in
the study population. A verbal explanation of the objectives, general
content, and time commitment involved in participating in the sur-
vey, and assurances of confidentiality, were provided. Then, each
participant’s verbal consent was obtained at the beginning of the
interview. The data collection involved the interviewer reading and
explaining each question, and then recording the responses. Each
interview took approximately 40–50 min.

The data collection was supervised and monitored by the first
author. Completed questionnaires were reviewed daily. Missing
data points and ambiguous responses were discussed with the
interviewers and households were revisited the next day if needed.

3. Results

Approximately 1700 households were approached and 1590
women agreed to participate. Reasons for non-participation were
the questions pertaining to sexual function and men in the house-
hold not allowing a woman to be interviewed. In urban areas
women occasionally declined the survey as it would interrupt their
food preparation and other household duties. We faced serious dif-
ficulty with access to urban households, as some women would
not open the main gates of their multi-story apartment block due
to security concerns related to the political turmoil at the time.
Only 19 participants did not provide responses to the questions
pertaining to sexual health.
3.1. Distrust of outsiders

Due to extensive research undertaken in Bangladesh, people are
distrusting of outside visitors. They tend to believe that researchers
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Fig. 1. Sampling pr

re interested in their own gain and are not there to improve the
ircumstances of the local people. They also think that researchers
re the recipients of government or non-government organization
NGO) money that is not passed on to the community. Conse-
uently, people were occasionally suspicious of our survey. This
istrust was minimized when we explained our research objec-
ives and its potential enduring benefits to them. In some regions,

eople were very sensitive to our interviewers not wearing Hijab,
he Islamic veil that covers a woman’s head, mouth and part of her
ose [18]. As a result our interviewers adopted headscarves in these
reas.

78
re of the BMWHS.

3.2. Selection of households

Household numbers are not in any order in Bangladesh. We
selected study households from each EA, not by the household
number, but by our estimation based on the total number of
households listed in each EA. In urban areas, our interviews
started between 9:00 and 9:30 am. As women were often busy

with food preparation and taking children to school, we often
had to visit two to three households at this time to recruit one
woman. The conduct of interviews at noon presented similar
obstacles.
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Prior to commencing interviews in a new village, we identi-
ed the locally elected leaders of local government to explain the
eason for our presence, the study objectives and to gain an under-
tanding of the distribution of households in the village. Women
ere mostly at home during the hours we conducted the surveys,

lthough they continued their household chores while being inter-
iewed. The rural women were friendly and well-mannered and
ost provided light refreshments, while some invited us to eat with

hem.

.3. Interview privacy

The interconnectedness of the Bangladeshi households meant
hat establishing interview privacy was challenging. Furthermore,
hen an interviewer approached a household, other women in the

icinity expressed interest as it is common for NGOs undertaking
esearch in Bangladesh to offer incentives in cash or in kind. It was
ften necessary to explain that we were not providing any benefit to
he participants and to ask other women to leave to provide privacy
or the interviewee.

The presence of the husband or a son in the household during
he interview occasionally led to embarrassment for both the inter-
iewers and study participants. There were incidents of harassment
r teasing in some locations. One interviewer reported that “while
was conducting one of the interviews, I found after some time the
espondent’s son turned on the music loudly just to harass me that
ade difficulties to continue the interview.” Another interviewer

tated that “in one house, the respondent’s elder son verbally abused
e while I was leaving the respondents household after completion of

nterview.”

.4. Determination of age of the respondents

There was no mandatory and universal birth registration in
angladesh until 2007 [19]. Although the use of life events (his-
orical/political events e.g. year of the war of liberation, nationally

emorable natural disasters and local events) is a valid process
or age estimation [20,21], accurate determination of age was a
hallenge, particularly in rural areas where women are mostly illit-
rate; and for women who were born before independence in 1971.
herefore, we employed a method based on the average age of onset
f menarche in Bangladesh (13 years) [22,23], as menarche is a sig-
ificant life milestone [23,24]. Taking 13 years as the standard, we
sked women about the onset of menarche in relation to their years
f marriage, birth of their first child and the current age of their first
hild. For instance, if a women married two years after her first
enstruation, gave birth to her first child 1 year after the marriage

nd the current age of the first child is 22 years, then we added all
ears (13 years for age of menarche plus 2 years to marriage plus 1
ear to first childbirth plus 22 years that child’s age) to estimate the
ge of the woman (38 years). Using both of these methods, ages of
ndividual women were estimated and the mean age of the study
articipants was determined to be 42.27 (±8.02) years.

.5. Language difficulties and health literacy

Language was a challenge in the remote villages where local
ialect is spoken. The standard Bengali word for breast is Ston,
ut, we encountered various synonyms for Ston, such as ton, thon,
honko, buk, mye, dudh. When interviewers encountered the differ-
nt dialects, they promptly adopted local words within their initial
nterviews. A woman’s reproductive organs and diseases associated
ith them are not discussed within the family, or in educational or
ommunity settings. Thus, photos of a normal cervix and a cervix
ith cancer, as well as a normal breast and a breast with signs

f cancer were shown to respondents when an understanding of
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cervical or breast disease was lacking. Many respondents struggled
to distinguish uterus and cervix, even after being shown pictures of
each. When the concept severity of menopausal symptoms was not
understood, women were shown a scale and asked to mark which
point on the scale they felt was appropriate.

3.6. Transportation and lack of vehicles

Many of the randomly selected study villages were in remote
locations. For security reasons, we stayed in government accom-
modation in a main town of each district rather than in the remote
villages. This meant daily travel to the remote villages using local
buses, old jeeps in poor condition, three-wheeled compressed nat-
ural gas (CNG) autos, auto-rickshaws, paddle rickshaws, auto-vans,
paddle vans, and occasionally boats. Commuting often involved
roads that were poorly maintained, sandy and hilly, resulting in
long, arduous journeys. In some instances access was only possi-
ble by foot. The local transportation was always risky as because
approximately 12,000 people die each year as a result of road traffic
injury in Bangladesh [25]. In rural areas travel was restricted to day-
light hours, since some of the areas were unsafe. On one occasion,
en route to a remote village, three teenage boys on a motor bike
followed our three-wheeled CNG auto and spat on the interviewers.

3.7. Political unrest and social security

During our data collection Bangladesh underwent its worst and
most prolonged political upheaval since its independence with
hundreds of death [26,27]. The incumbent government refused
to step down and the opposition party continued their strikes in
favor of a neutral caretaker government. This period of political vio-
lence was sparked when the international crimes tribunal indicted
11 opposition leaders and executed a Jamaat-e-Islami leader for
crimes committed during the war of independence with Pakistan
[28]. During this time, strikes were common and pickets often
resorted to brutal terrorism and vandalism. This impacted our abil-
ity to travel to cities where violence was widespread. Although we
conducted some interviews in rural areas during the strikes, field-
work was postponed from December 2013 until mid-January 2014
due to continuous strikes, blockades and violence.

4. Discussion

Despite the importance of cross-country collaborative health
research little has been published about the “on-the-ground” field
challenges and experiences, to assist in informing and guiding
fieldwork plans and processes [8,10,29,30]. There is no pub-
lished information pertaining to the challenges and experiences
of conducting women’s health survey research in Bangladesh. The
conduct of our population-based health survey of women at mid-
life in Bangladesh presented multiple challenges. The challenges
encountered, and experiences in the field can be classified into
two broad categories; practical and cultural issues. The practi-
cal problems were difficulties in age determination, lack of basic
and health literacy, establishing interview privacy, selection of and
access to households, transportation, political unrest and the secu-
rity of interviewers. Life events along with mean age of onset of
menarche enabled us to best estimate of age of illiterate women.
Despite the lack of health literacy, the use of pictures of the cervix
and breast enabled us to complete the questions that dealt with
cervical and breast cancer.

We anticipated that being primarily a Muslim country, the par-

ticipation rate might be low. However, the women were highly
receptive to our invitations to participate. It is possible that their
enthusiasm was a spill-over effect of the health achievements, as
well as social transformation, including women’s empowerment
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nd education, since the independence of Bangladesh [31]. We also
nticipated that the religious and cultural context would influence
he success of our data collection, such that data collection might
e more difficult in rural areas. By approaching community leaders

n remote villages and being sensitive to the local customs, includ-
ng dress codes, we were able to gain acceptance and complete
ur study. In the end, however, only 19 women did not answer
uestions about sexual function.

The major strengths of the BMWHS are that it is population
ased using a robust sampling procedure and validated instru-
ents. The main study limitation is that we needed to estimate

he mean age at menopause based on the women’s estimated year
f birth. Nonetheless, the BMWHS provides a rich data base which
ill enable us to estimate the age-specific prevalence of UI, FI,
enopausal symptoms and their severity, and explore women’s

nowledge about, attitudes toward, and uptake of cervical and
reast cancer screening in Bangladesh. Moreover, identification of
he field challenges and experiences from the BMWHS provides
nformation for other researchers planning to conduct surveys
bout women’s health issues in developing countries.
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Chapter 6: Knowledge about Cervical Cancer and Barriers to Cervical 

Cancer Screening in Bangladesh 

6.1 Introduction  

Although cervical cancer (CCa) is the second most common cancer among women in 

Bangladesh, the uptake of CCa screening is very low. Barriers to CCa screening uptake are 

unknown. This chapter consists of a peer-reviewed paper that investigated awareness of 

CCa and CCa screening, and factors associated with women’s preparedness to be screened. 

This paper showed that lack of awareness of CCa and of understanding of the concept of 

screening are the key barriers to screening uptake in women at mid-life in Bangladesh, not 

cultural and religious beliefs. This paper also indicated that health education programs are 

needed to increase screening in Bangladesh, with the view to reducing mortality. This paper 

has been published in The Oncologist, the official journal of the Society for Translational 

Oncology. The journal identified this paper for Continuing Medical Education (CME) 

accreditation. 
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Global Health and Cancer
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ABSTRACT

Background. Cervical cancer (CCa) is the second most common
cancer among women in Bangladesh. The uptake of CCa
screeningwas less than10% inareaswhere screeninghasbeen
offered, so we investigated the awareness of CCa and CCa
screening, and factors associatedwith women’s preparedness
to be screened.
Methods. A nationally representative, cross-sectional survey
ofwomen aged 30–59 yearswas conducted in 7 districts of the
7 divisions in Bangladesh, using a multistage cluster sampling
technique. Factors associated with the awareness of CCa and
screening uptake were investigated separately, using multi-
variable logistic regression.
Results. On systematic questioning, 81.3% and 48.6% of the
1,590participants,whosemeanagewas42.3 (68.0)years,had
ever heard of CCa and CCa screening, respectively. Having
heardofCCawas associatedwith living in a rural area (adjusted
odds ratio [OR]: 0.42; 95%confidence interval [CI]: 0.26–0.67),

being 40–49 years old (OR: 1.59; 95% CI: 1.15–2.0), having no
education (OR: 0.25; 95%CI: 0.16–0.38), and being obese (OR:
2.04; 95% CI: 1.23–3.36). Of the 773 women who had ever
heard of CCa screening, 86% reported that they had not been
screened because they had no symptoms and 37% did not
know screening was needed. Only 8.3% had ever been
screened. Having been screened was associated with being
40–49 years old (OR: 2.17; 95% CI: 1.19–3.94) and employed
outside the home (OR: 3.83; 95% CI: 1.65–8.9), and inversely
associated with rural dwelling (OR: 0.54; 95% CI: 0.30–0.98)
and having no education (OR: 0.29; 95% CI: 0.10–0.85).
Conclusion. Lack of awareness of CCa and of understanding of
the concept of screening are the key barriers to screening
uptake inwomenatmidlife inBangladesh.Targetededucational
health programs are needed to increase screening in Bangla-
desh with the view to reducingmortality.The Oncologist 2015;
20:1386–1392

Implications for Practice: This is the first nationwide and population-based study in Bangladesh to collect detailed information
pertaining to theawareness ofcervical cancerand cervical cancer screening, and factors associatedwithwomen’s preparedness to
undergo screening. Rather than cultural and religious barriers, lack of awareness and knowledge of cervical cancer and screening
present theprimarybarriers to screeninguptake.Theresultshighlight theurgentneed forhealtheducationprogramsthathave the
potential to increase cervical cancer awareness and screening uptake, and reduce cervical cancer mortality.

INTRODUCTION

Cervical cancer (CCa), a highly preventable disease, is the
second most common cancer in women in Bangladesh, with
approximately 54.4 million women aged 15 years and older
potentially at risk [1]. Current estimates reveal that 17,686
Bangladeshi women are diagnosed and 10,364 women in the
country die of CCa each year [2]. The annual crude incidence
rate of invasive CCa in Bangladesh is lower (15.9 per 100,000)
than the annual overall incidence rate in South Asia (17.1 per

100,000); however, it is higher than the global annual crude
incidence rate of 15.1 per 100,000 [1, 3].

To reduce the burden of this disease, Bangladesh launched
in 2004 a national, opportunistic CCa screening program of
visual inspection after application of acetic acid for women
over the age of 29 years. This is now available at 252 facilities,
from tertiary to primary care levels [4]. The screening uptake
amongwomenaged 30–59years has been low (8.6%), resulting
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in low coverage of the target population [5]. Furthermore, poor
compliancewithcolposcopy,whenindicated,hasbeenreported
[4, 5].

The Bangladesh Midlife Women’s Health Study (BMWHS)
was a population-based survey undertaken between Septem-
ber 2013andMarch2014 todeterminewomen’s awareness of
CCa and uptake of CCa screening, and to identify socioeco-
nomic, cultural, and religious barriers to screening uptake.

MATERIALS AND METHODS

Study Setting and Participants
We used a multistage cluster sampling method to obtain a
representative sample of women, aged 30–59 years, living in
each of the 7major administrative divisions that comprise the
64 administrative districts of Bangladesh. The 7 selected
districts (Barisal, Tangail, Comilla, Sathkhira, Rajshahi, Rang-
pur, and Habigonj) were randomly selected from the 32
districts offering opportunistic CCa screening, as described in
detail elsewhere [6].Thenumberofwomenrecruited ineachof
the 7 districts was determined by the distribution of the 3.24
million women of the target age group in these districts in the
2011 population and housing census, taking into account the
ratio of urban to rural women in each district [7].Within each
district, there are enumeration areas (EAs) that are the small-
est units with a defined area that include, on average, 120
households [8].

When the total sample size of 1,590 women was dis-
tributed across the rural and urban areas of the 7 districts,
the smallest number of women required in any single EA
was 36 [6]. Thus, the household selection was an unequal
probability systematic selection with 36 households per EA.
The EAs within each district were selected randomly, and
within each EA, the first household was selected at random.
Subsequent households (whether second, third, or fourth)
were selected by using systematic sampling. Only one eligible
woman was recruited from each household. If an index
woman was not found in a selected household, the adjacent
householdwas approached. In linewith themultistage cluster
design, sampling weight ensured representativeness of the
sample at all stages.The calculation details and description of
sample weight are provided in the supplemental online
Appendix.

Sample Size
The sample size calculation was based on the estimated
prevalence of CCa screening uptake (8.6%) [4], with a margin
of error of 62%, among women at midlife, resulting in a
minimum sample size of 755. This was then multiplied by the
design effect of 2, as the urban and rural EAs were considered
independently.The sample sizewas further increased by 5% to
allow for nonsampling error, particularly nonresponse error.
Thus, the final estimated sample size was 1,590 women.

Data Collection
Literacy in Bangladesh is low; thus, participation involved a
structured interview during which the interviewer completed
the study questionnaire. Interviews were conducted by
4 female university graduates who underwent a 2-week

Table 1. Characteristics of women in the Bangladesh Midlife

Women’s Health Study (n5 1,590)

Characteristic n (%)

Place of residence

Rural 1,174 (73.8)

Urban 416 (26.2)

Age (years)

30–39 653 (41.1)

40–49 591 (37.2)

50–59 346 (21.7)

Marital status

Married 1,413 (88.9)

Widowed, divorced, or separated 177 (11.1)

Years of education

Higher secondary and above 190 (12.0)

Secondary 411 (25.9)

Primary 349 (21.9)

Illiterate 640 (40.2)

Occupation

Household duties 1,498 (94.2)

Other (employed outside household) 92 (5.8)

Religion

Islam 1,467 (92.2)

Hindu 122 (7.6)

Christian 1 (0.1)

Husband’s years of education

Higher secondary and above 379 (23.8)

Secondary 460 (29.0)

Primary 288 (18.1)

Illiterate 463 (29.1)

Husband’s occupation

Servicea 496 (31.3)

Business 431 (27.2)

Agriculture 389 (24.5)

Day laborer 126 (8.0)

Other 144 (9.1)

BMI category (kg/m2) (n5 1,588)

Underweight (,17.5) 86 (5.4)

Normal weight (17.5–23) 626 (39.4)

Overweight (23.00–28) 609 (38.4)

Obese ($28.00) 267 (16.8)

Wealth quintiles

Lowest 318 (20.0)

Second 313 (19.7)

Middle 323 (20.3)

Fourth 318 (20.0)

Highest 318 (20.0)

Parity (n5 1,571)

No child 5 (0.3)

1 child 114 (7.3)

2 children 448 (28.5)

3 children 461 (29.3)

$4 children 542 (34.5)
aService includes both government and nongovernment jobs.
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intensive training program that includedmock interviews and
field practice to ensure interview consistency. A verbal expla-
nationof theobjectives, general content,andtimecommitment
involved in participation was provided, as was assurance of
confidentiality. Verbal consent was then obtained. Completed
questionnaires were reviewed daily and, if necessary, house-
holdswererevisitedthenextdaytoresolveanyambiguitiesorto
collect missing data.

The study questionnaire captured personal, sociodemo-
graphic and household characteristics, and knowledge and
awareness of CCa and CCa screening.The latter were assessed
by five questions: have you ever heard of CCa; have you or a
member of your family had cervical cancer; can you please tell
me any symptoms that would indicate awoman has CCa; have
you ever heard about women having screening to find
cervical cancer, and do you know of any methods of cervical
cancer screening? The questionnaire also included a series of
questions about potential barriers to screening. Based on the
BangladeshDemographic andHealthSurvey, eachhousehold’s
“wealth index” was derived from variables such as housing
materials, furniture and other assets, sources of water, and
sanitation [9].The questionnairewas first developed in English
and translated into Bengali. Translation accuracy was verified
by an independent bilingual translator and further verified by
back-translation. The questionnaire was finally piloted in 16
women, after which minor refinements were made.

The BMWHS was approved by the Monash University
HumanResearch Ethics Committee,Melbourne, Australia, and
theBangladeshMedical ResearchCouncil, Dhaka, Bangladesh.

Statistical Analysis
CCa awareness (ever heard of CCa) and CCa screening uptake
were considered as two outcome variables. CCa awareness
was investigated for all study participants, whereas CCa
screening uptake was investigated only for those who ever
heard of CCa screening. Univariate and multivariable logistic
regressions were used to evaluate the association between
each of the outcomes and participants’ socioeconomic and
demographic characteristics. Each household’s wealth index
was ascertained using a principal component analysis andwas
presented as wealth quintiles [9, 10]. We considered 11
variables as potential predictors for both outcomes; however,
husband’s education and wealth quintiles were excluded
from the multivariable logistic regression models because
of multicolinearity with women’s education and place of
residence, respectively. A variablewith ap value of less than or
equal to 0.05 was considered significant. The area under the
receiver operating characteristics curve (ROC) and theHosmer
and Lemeshow (H-L) p value were used to assess the model’s
discrimination and calibration performances. The first-degree
interaction effect between independent variables was also
investigated. All analyses were performed using statistical

Figure 1. Flowchart of women who had ever heard of cervical cancer and cervical cancer screening in the Bangladesh Midlife Women’s
Health Study population. p, percentage of those interviewed; †, percentage of those who had ever heard of CCa; ‡, percentage of those
who had ever heard of CCa screening.

Abbreviation: CCa, cervical cancer.
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software packages Stata version 12.0 (StataCorp, College
Station,TX, http://www.stata.com)andSPSSversion20.0 (IBM
Corp., Chicago, IL, http://www-01.ibm.com).

RESULTS

Weapproached1,700households and1,590womenagreed to
be interviewed in the study. The mean age of the participants
was 42.3 (68.0) years (Table 1). Of the 1,590 participants,
73.8% resided in rural areas. The majority (94.2%) were not
employed outside the home, 88.9% were married, and 92.2%
reported their religion as Islam. Having had no formal
education was reported by 40.2% of the women and 12.0%
had more than 10 years of education; 29.1% of the women
reported that their husband had no education, and 32.5% of
the women’s husbands worked in agriculture or as day
laborers. Findings also showed that 16.8% of participants

were obese and 5.4% were underweight, and 34.5% of the
women had 4 or more children and 0.3% were nulliparous.

Knowledge and Awareness of Cervical Cancer
and Screening
Systematic questioning revealed that 81.3%of thewomenhad
ever heard of CCa (Fig. 1). Of these, 59.8% had heard of CCa
screening. Of the 773 women who had ever heard of CCa
screening, 15.7% were able to report at least 1 method of
CCa screening, 8.3% had been screened, 2.9% reported that a
member of their family had had CCa, and 21.7% identified at
least 1 correct CCa symptom from a list of symptoms provided
(data not shown).

We recorded 11 potential predictors of CCa awareness, of
which 9 were retained in the multivariable logistic regression
model (Table 2).Womenwere less likely to haveheardof CCa if
they were living in a rural area (adjusted odds ratio [OR]: 0.42;

Table 2. Univariate and multivariable analyses of factors associated with having ever heard of cervical cancer (n5 1,590)

Variables

Ever heard of CCa Unadjusted Adjusted

Yes (n5 1,288), n (%) No (n5 302), n (%) OR (95% CI) p value OR (95% CI) p value

Place of residence

Urban 413 (92.8) 32 (7.2) 1.0 1.0

Rural 880 (76.9) 265 (23.1) 0.26 (0.18–0.38) ,.0001 0.42 (0.26–0.67) ,.0001

Age (years)

30–39 541 (82.1) 118 (17.9) 1.0 1.0

40–49 485 (84.3) 90 (15.7) 1.17 (0.87–1.6) .300 1.59 (1.15–2.0) .005

50–59 268 (75.1) 89 (24.9) 0.65 (0.48–0.89) .007 1.30 (0.89–1.90) .178

Marital status

Married 1,156 (82.0) 253 (18.0) 1.0 1.0

Widow, divorced, separated 137 (75.7) 44 (24.3) 0.67 (0.47–0.97) .035 0.97 (0.33–1.49) .903

Education

Secondary and higher 564 (92.3) 47 (7.7) 1.0 1.0

Primary 287 (83.7) 56 (16.3) 0.19 (0.14–0.27) ,.0001 0.50 (0.32–0.80) .003

No education 442 (69.5) 194 (30.5) 0.43 (0.28–0.65) ,.0001 0.25 (0.16–0.38) ,.0001

Occupation

Household duties 1,213 (81.0) 284 (19.0) 1.0 1.0

Other 80 (86.0) 13 (14.0) 1.47 (0.81–2.69) .209 1.21 (0.59–2.52) .596

Religion

Islam 1,187 (81.1) 277 (18.9) 1.0 1.0

Hindu 106 (84.1) 20 (15.9) 1.21 (0.74–1.98) .451 1.41 (0.82–2.45) .211

Husband’s occupation

Service 448 (90.1) 49 (9.9) 1.0 1.0

Business 365 (84.7) 66 (15.3) 0.60 (0.40–0.89) .011 0.93 (0.60–1.42) .744

Agriculture and other 477 (72.4) 182 (27.6) 0.42 (0.20–0.40) ,.0001 0.72 (0.49–1.06) .095

BMI category

Normal weight 469 (74.9) 157 (25.1) 1.0 1.0

Underweight 63 (75.9) 20 (24.1) 1.07 (0.63–1.84) .802 1.11 (0.65–1.91) .683

Overweight 515 (84.3) 96 (15.7) 1.79 (1.35–2.37) ,.0001 1.12 (0.83–1.52) .448

Obese 245 (91.1) 24 (8.9) 3.46 (1.19–5.48) ,.0001 2.04 (1.23–3.36) .005

Parity

#2 children 487 (86.7) 75 (13.3) 1.0 1.0

$3 children or more 786 (78.4) 217 (21.6) 0.56 (0.42–0.75) ,.0001 0.90 (0.65–1.91) .512

Abbreviations: BMI, body mass index; CCa, cervical cancer; CI, confidence interval; OR, odds ratio.

www.TheOncologist.com ©AlphaMed Press 2015

Islam, Bell, Billah et al. 1389

 by R
akib Islam

 on D
ecem

ber 28, 2015
http://theoncologist.alpham

edpress.org/
D

ow
nloaded from

 

87

http://www.stata.com
http://www-01.ibm.com
http://www.TheOncologist.com
http://theoncologist.alphamedpress.org/


95% confidence interval [CI]: 0.26–0.67), and had primary
(OR: 0.50; 95% CI: 0.32–0.80) or no education (OR: 0.25;
95% CI: 0.16–0.38). Women aged 40–49 years were more
likely to knowaboutCCa comparedwithwomenaged30–39
years (OR: 1.59; 95% CI: 1.15–2.0), and obese women were
more likely to be aware of CCa compared with women of
normal body mass index (OR: 2.04; 95% CI: 1.23–3.36). The
ROC and H-L p values for the model were .736 and .085,
respectively.

Barriers and Screening Uptake
Of the 709 women who had ever heard of CCa screening but
had not been screened, the reasons given for not undergoing
screening included having no symptoms (86.1%), not knowing
screening was needed (37.5%), and possible expense associ-
ated with screening (11.5%) (Table 3). Modesty issues and
religious barriers were reported by 1.9% and 0.5% of women,
respectively.

In the multivariable logistic regression model of potential
predictors of uptakeof CCa screening, being employedoutside
the home was strongly associated with screening (OR: 3.83;
95% CI: 1.65–8.92) (Table 4). Women aged 40–49 years were
more likely to have been screened than women aged 30–39
years (OR: 2.17; 95% CI: 1.19–3.94).Womenwere less likely to
have been screened if they lived in a rural area (OR: 0.54; 95%
CI: 0.30–0.98) and had no education (OR: 0.29; 95% CI:
0.10–0.85).The ROC and H-L p values for themodel were .744
and .241, respectively.

DISCUSSION

In this representative sample of Bangladeshi women aged
30–59 years, the primary barrier to CCa screening was lack of
knowledge. Although greater than 80% of women reported
they had heard of CCa, nearly 40% of these women said they
were unaware of a screening test for this condition, despite
residing in areas where opportunistic screening had been
offered. Similar findings have been reported in a recent study
in Tanzania [11]. Furthermore, greater than90%of thewomen
who said they were aware of screening did not take up
screening because they reported that either they had no
symptoms or did not know screening was needed, or both.
Contrary to our expectations, few women offered cultural or
religious beliefs as barriers to screening. Accurate knowledge
of symptomsofCCawas limited, consistentwith the findingsof
a previous qualitative study of community perceptions of CCa
andscreening inBangladesh [12].The lower level of awareness
of CCa in rural communities most likely reflects low media
exposure, poor literacy, poverty, and women not undertaking
employment outside the home. Also associated with aware-
ness of CCa were age, level of education, and obesity. That
middle-agedwomenweremore likely than youngerwomen to
have ever heard of CCa might be because of their greater
exposure tomaternal andchildhealth services implemented in
Bangladesh after the country’s independence in 1971 [13].
Studies in India have reported that prior exposure to
reproductive health services was influential in creating
awareness of CCa screening [14, 15]. In addition to older
women having had greater exposure to health services,
younger women may well have the perception that, being in
good health, they are not at risk. The association between

education and knowledge of CCa is not surprising. In our study,
obesity was associated with urban living and high socioeco-
nomic status,whichmayexplainwhyobesewomenweremore
likely to have ever heard of CCa.

Wehypothesized that cultural and religious beliefs, as well
as access to screening facilities, might be operating as barriers
to CCa screening uptake, as reported in other countries
[16–23]. To address this issue, we asked a separate question
aboutpossible reasons fornotattending forCCa screening.The
minimal influence of cultural and religious beliefs on the
decision to be screened is a positive finding because these
factors can be challenging to modify. Our most important
finding was that themajority of womenwho had heard of CCa
screening did not understand the concept of “screening” but
rather thought this should only be undertaken if symptoms
were present. The variables positively associated with CCa
screening in our study—namely, level of education, urban
living, employment outside the home, and age—are all indices
of opportunity for knowledge acquisition.The impact of age is
in agreement with studies undertaken in rural Malaysia,
Tanzania, and New Zealand [24–26].

Our data strongly support the proposal that a broad,
community-based awareness program is likely to improve CCa
screening uptake in Bangladesh [5]. But our findings also
demonstrate that the development of an awareness program
in Bangladesh must take into account both the low level of
literacy and that few women work outside their homes.
Therefore, tobeeffective, anawareness campaignwouldneed
to incorporatevisualandverbal communication, andbeable to
reach women in their immediate domestic environment. A
model piloted in Bangladesh for breast health promotion has
involved the use of smartphone technology by community
workers [27]. This model could be adapted to improve
knowledge of CCa screening, treatment, and, ultimately,
vaccination.

Table 3. Women’s reasons for not being screened for cervical

cancer (n5 709)

Barriersa,b Frequency (%)

I had no symptoms 611 (86.1)

I didn’t know screening was needed 266 (37.5)

Screening was expensive (accommodation,
treatment, medicine)

82 (11.5)

Lack of information about CCa and treatment 16 (2.2)

Undressing/embarrassing or awkward nature of
diagnosis

14 (1.9)

Lack of time for screening 13 (1.8)

I didn’t know where to go 13 (1.8)

My family didn’t allow me to go 11 (1.6)

Health-care service center was too far 4 (0.6)

Chronic disabling conditions 4 (0.6)

Religious reason 3 (0.5)

Painful instrument used for screening 3 (0.5)

Attitude of service providers 2 (0.3)

Lack of government financial support 2 (0.3)

Poor road communication and transportation 1 (0.1)
aAll barriers listed in the questionnaire are not provided here.
bMultiple responses allowed.
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Amajor strength of the BMWHS is the robust sampling of
a socioeconomically heterogeneous group of women living
in regions where CCa screening has been available for some
years. This unique data set has enabled us to explore the
impact on CCa screening of a range ofdemographic variables.
Careful questionnaire development, interviewer training,
andquality controlof interviewsensured thecredibilityof the
results. That the level of screening uptake in our study is
identical to an independent report of uptake [4] provides
strong evidence of external validity. Recall and reporting bias
with respect to some questions pertaining to awareness,
knowledge, and barriers to screening uptake might have
occurred. Although 80% of the participants in our study said
they had heard of CCa, this figuremay be an overestimate, as
many of the women had difficulty distinguishing between

CCa and cancer of other reproductive organs, or other
conditions such as genital prolapse or fistula.

CONCLUSION
Awareness of the role of screening is the key barrier to CCa
screening uptake in Bangladesh. Health education programs,
appropriately adapted to the target population, particularly
women confined to their homes and who are illiterate,
younger, and living in rural areas,have thepotential to increase
CCa screening uptake and reduce CCa mortality.
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Table 4. Univariate and multivariable analyses of factors associated with cervical cancer screening among women who had ever

heard of screening (n5 773)

Variables

CCa screening uptake Unadjusted Adjusted

Yes (n5 66), n (%) No (n5 700), n (%) OR (95% CI) p value OR (95% CI) p value

Place of residence

Urban 38 (14.1) 232 (85.9) 1.0 1.0

Rural 28 (5.6) 468 (94.4) 0.40 (0.24–0.66) ,.0001 0.54 (0.30–0.98) .045

Age (years)

30–39 24 (7.2) 309 (92.8) 1.0 1.0

40–49 34 (11.8) 253 (88.2) 1.51 (0.87–2.65) .141 2.17 (1.19–3.94) .011

50–59 8 (5.5) 138 (94.5) 0.77 (0.34–1.74) .532 1.06 (0.42–2.67) .894

Marital status

Married 63 (9.0) 636 (91.0) 1.0 1.0

Widow, divorced, separated 3 (4.5) 64 (95.5) 0.62 (0.21–1.84) .386 0.56 (0.16–2.04) .383

Education

Secondary and above 49 (12.0) 193 (88.0) 1.0 1.0

Primary 12 (7.5) 147 (92.5) 0.24 (0.10–0.57) .001 0.75 (0.36–1.59) .456

No education 5 (2.5) 360 (97.5) 0.74 (0.38–1.40) .352 0.29 (0.10–0.85) .024

Occupation

Household duties 56 (7.8) 662 (92.2) 1.0 1.0

Other 10 (20.8) 38 (79.2) 3.06 (1.44–6.53) .004 3.83 (1.65–8.92) .002

Religion

Islam 61 (8.6) 646 (91.4) 1.0 1.0

Hindu 5 (8.5) 54 (91.5) 1.30 (0.53–3.20) .572 0.97 (0.36–2.65) .960

Husband’s occupation

Service 35 (11.9) 258 (88.1) 1.0 1.0

Business 22 (9.9) 201 (90.1) 0.63 (0.35–1.14) .127 1.04 (0.57–1.90) .900

Agriculture and other 9 (3.6) 239 (96.4) 0.28 (0.14–0.59) .001 0.57 (0.24–1.33) .194

BMI category

Normal weight 15 (5.8) 244 (94.2) 1.0 1.0

Underweight 2 (7.4) 25 (92.6) 0.77 (0.12–4.96) .787 1.86 (0.38–9.10) .446

Overweight 30 (9.4) 288 (90.6) 1.29 (0.68–2.45) .434 1.22 (0.61–2.42) .576

Obese 19 (11.8) 142 (88.2) 2.10 (1.06–4.16) .034 1.42 (0.66–3.05) .367

Parity

#2 children 29 (9.3) 284 (90.7) 1.0 1.0

$3 children 36 (8.1) 407 (91.9) 0.92 (0.55–1.55) .761 1.50 (0.82–2.73) .185

Abbreviations: BMI, body mass index; CCa, cervical cancer; CI, confidence interval; OR, odds ratio.
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Chapter 7: Awareness of Breast Cancer and Barriers to Breast Screening 
in Bangladesh  

7.1 Introduction  

Breast cancer is the leading cancer among women in Bangladesh, a lower-middle income 

country. However, data pertaining to the total number of deaths from breast cancer, the 

number of women living with a diagnosis of breast cancer, and awareness of and delivery of 

breast cancer screening are lacking. 

The aim of this paper was to report on awareness of breast cancer, practices of breast cancer 

screening and barriers to the utilization of methods for early detection among women at 

mid-life in Bangladesh. In conclusion, this paper provided evidence that participation in 

breast cancer screening is low in women in Bangladesh and lack of understanding of the 

role of the assessment of asymptomatic women is the key barrier to breast cancer screening 

uptake. This paper also recommended that health education programs, especially breast 

cancer awareness programs, have the potential to result in down-staging of disease in 

Bangladesh. 
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a b s t r a c t

Objectives: To investigate the awareness of breast cancer (BCa) and BCa screening amongst women at
midlife in Bangladesh.
Methods: A nationally representative cross-sectional survey of women aged 30–59 years was conducted
in 7 districts of the 7 divisions in Bangladesh, using a multistage cluster sampling technique. The factors
associated with the awareness of BCa and breast assessment of asymptomatic women were investigated
separately, using multivariable logistic regression.
Results: Of the 1590 participants, mean age 42.3 (±8.0) years, 81.9% had ever heard of BCa and 64.2% of
any methods of BCa screening, respectively. Awareness of BCa was associated with being aged 40–49
years (adjusted OR 2.04, 95% CI 1.46–2.84), aged 49–59 years (1.96, 1.32–2.91), being overweight (1.46,
1.07–2.01) and obesity (1.62, 1.01–2.62), while inversely associated with rural dwelling (0.37, 0.22–0.61),
primary education (0.44, 0.27–0.70), having no education (0.23, 0.14–0.36) and parity (0.62, 0.44–0.87).
Of the 750 women who were aware of clinical breast examination (CBE) or mammography, reasons
provided for not undergoing screening included that they had no symptoms (92%) and that they did not

know screening was needed (40%). 8% of women reported CBE. Women with no education were less
likely to have undergone CBE (0.38, 0.14 1.04; p = 0.059).
Conclusion: Lack of understanding of the assessment of asymptomatic women is the key obstacle to BCa
screening uptake in Bangladesh. Health education programs, especially BCa awareness programs, have
the potential to increase BCa awareness and down-staging of the disease.

© 2015 Elsevier Ireland Ltd. All rights reserved.
. Introduction

Breast cancer (BCa) is the leading incident cancer amongst
omen in Bangladesh [1,2]. There is no national cancer registry

n Bangladesh. Using data from India and Pakistan, it has been
stimated that 30,000 Bangladeshi women are newly diagnosed
ith BCa annually [3]. Over 40% of women diagnosed with BCa

n Bangladesh are premenopausal and most women present with

ocally advanced or disseminated disease [4]. Hence, in contrast to

hat is seen in developed countries, in Bangladesh, BCa is a dis-
ase of young women which conveys high morbidity and mortality

∗ Corresponding author at: Women’s Health Research Program, School of Public
ealth and Preventive Medicine, Monash University, 99 Commercial Rd, Melbourne,
004 VIC, Australia. Fax: +61 3 99030828.

ttp://dx.doi.org/10.1016/j.maturitas.2015.11.002
378-5122/© 2015 Elsevier Ireland Ltd. All rights reserved.

93
due to presentation at a late stage. Access to breast surgery and
radiotherapy is increasing across Bangladesh [5] such that mor-
bidity and mortality could be significantly reduced if BCa was to
be diagnosed at an earlier stage (clinical down-staging). Recognis-
ing this, BCa has been identified as a major target for early disease
diagnosis by the Bangladesh Ministry of Health and Family Wel-
fare [6]. Campaigns to educate women about the symptoms and
signs of BCa have been proposed [6]. It has been reported that a
breast health awareness program would be ineffective because of
entrenched complex socio-cultural, economic, and health systems
barriers that include gender inequity and human rights issues [3].

The Bangladesh Midlife Women’s Health Study (BMWHS) is a
population-based study to which 1590 women, aged 30–59 years,

were recruited between September 2013 and March 2014, to better
understand the health needs of Bangladeshi women at midlife [7].
This study has revealed that the major barrier to cervical cancer in

dx.doi.org/10.1016/j.maturitas.2015.11.002
http://www.sciencedirect.com/science/journal/03785122
http://www.elsevier.com/locate/maturitas
http://crossmark.crossref.org/dialog/?doi=10.1016/j.maturitas.2015.11.002&domain=pdf
dx.doi.org/10.1016/j.maturitas.2015.11.002
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angladesh is a lack of understanding of the concept of screening
symptomatic people [8]. We now report on the knowledge and
wareness of BCa and barriers to the utilization of methods for the
arly detection of BCa, using data from the BMWHS.

. Methods

.1. Study setting and participants

We recruited women from seven districts in Bangladesh,
amely Barisal, Tangail, Comilla, Sathkhira, Rajshahi, Rangpur and
abigonj, using a multistage cluster sampling method to ensure a

epresentative study sample. Seven main administrative divisions
omprise the 64 administrative districts of Bangladesh. Women,
ged 30–59 years were recruited from each of 7 districts randomly
elected from the 32 districts offering opportunistic cervical can-
er screening, as described in detail elsewhere [7]. We used the
istribution of the 3.24 million women of the target age group in
hese districts in the 2011 housing and population census to deter-

ine the number of women to be recruited in each district, taking
nto account the ratio of urban to rural women in each district [9].

ithin each district, there are enumeration areas (EAs) that are
he smallest units with a defined area, and each includes on aver-
ge 120 households [10]. The least number of women required in
ny single EA was 36 [7]. As a result, the household selection was
n unequal probability systematic selection with 36 households
er EA. The EAs within each district were selected randomly, and
ithin each EA, the first household was selected randomly. System-

tic sampling was then used to select the second, third or fourth
ousehold, depending on the number of eligible women in the EA.
nly one eligible woman was recruited from each household. If a
articipant was not identified in a selected household, the adjacent
ousehold was approached. In accordance with multistage cluster
esign, sampling weight ensured representativeness of the sample
t all stages [7,8].

The BMWHS was approved by the Monash University
uman Research Ethics Committee, Melbourne, Australia and the
angladesh Medical Research Council, Dhaka, Bangladesh.

.2. Sample size

The sample size calculation was based on the previously
eported prevalence of cervical cancer screening uptake (8.6%) [11],
ith a margin of error of ±2%, amongst women at midlife. This gave
minimum sample size of 755. This figure was multiplied by the
esign effect of 2, as the urban and rural EAs were considered inde-
endently. The sample size was further increased by 5% to allow
or non-sampling error, particularly non-response error. The final
priori sample size estimation was 1586 women. Given that the
revalence of uptake of clinical breast examination (CBE) 8%, we
re appropriately powered for this study outcome [12].

.3. Study questionnaire

The study questionnaire developed in English was first trans-
ated into Bengali after which translation accuracy was verified
y an independent bilingual translator and further verified by
ack-translation. The questionnaire was piloted in 16 women,
hich led to minor refinement. Questions pertaining to personal,

ocio–demographic and household characteristics were obtained
rom the Bangladesh Demographic Health Survey questionnaire
13]. Questions about knowledge and awareness of BCa, and prac-

ices of BCa screening were formulated on the basis of an extensive
eview of the published literature. Nine questions pertained to BCa
wareness and knowledge, and screening of BCa: have you ever
eard of BCa? Have you or a member of your family had BCa? Can
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you please tell me any symptoms which would indicate a woman
has BCa? Have you ever heard about women having screening to
find BCa? Do you know of any methods of BCa screening? Do you
know how to check your breasts for lumps or other abnormali-
ties (breast self-examination [BSE])? Did you ever check your own
breasts for possible lumps (chaka), distortions or swelling? Have
you ever had your breasts examined by a doctor, nurse, or other
health professional (CBE)? Have you ever had a mammogram? The
questionnaire also included a series of questions about potential
barriers to screening of BCa. A household ‘wealth index’ was derived
from variables such as housing materials, households assets and
amenities, sources of water and type of toilet facilities used [13].

2.4. Data collection

Data collection was by structured interview as literacy in
Bangladesh is low. Four female university graduates were trained
to conduct the interviews. Training involved a two-week intensive
program, mock interviews and field practice to ensure interview
consistency. Participants were first given a verbal explanation of
the objectives, general content and time commitment involved in
participation, and assurance of confidentiality. Once verbal consent
was obtained, the interviewer completed the study question-
naire based on participants’ responses. Each day all the completed
questionnaires were reviewed. When necessary, households were
revisited the following day to clarify any ambiguities or to collect
missing data.

2.5. Statistical analysis

BCa awareness (ever heard of BCa) and screening of BCa (CBE)
were considered as two outcome variables. BCa awareness was
investigated for all study participants, whereas screening of BCa
was investigated only for those who had ever heard of CBE. We did
not model for BSE and mammography due to small numbers in the
cells. Simple and multivariable logistic regression analyses were
used to evaluate the association between each of the outcomes
and participants’ socio-economic and demographic characteristics.
Each household’s ‘wealth index’ was ascertained using a principal
component analysis and was presented as wealth quintiles [13,14].
Parity was treated as dichotomous for regression analyses, two or
fewer children and more than two children, since “Boy or Girl, two-
children are enough” as a significant slogan played vital role to
reduce population growth rate in Bangladesh [15]. We considered
11 variables as potential predictors for both outcomes, however,
husband’s education and wealth quintiles were excluded from the
multivariable logistic regression models due to multi-colinearity
with women’s education and place of residence respectively. A vari-
able with a P value of less than or equal to 0.05 was considered
significant. The area under the receiver operating characteristic
curve (ROC) and the Hosmer and Lemeshow (H–L) P value were
used to assess the models’ discrimination and calibration perfor-
mances. The first-degree interaction effect between independent
variables was also investigated. All analyses were performed using
statistical software packages STATA (version 12.0; StataCorp LP,
College Station, Texas) and SPSS (version 20.0; SPSS Inc. Chicago,
Illinois, USA).

3. Results

Of 1700 approached households, 1590 women agreed to par-
ticipate in the study. Their mean age was 42.3 (±8.0) years and

73.8% resided in rural areas (Table 1). The majority (94.2%) were
not employed outside the home, 88.9% were married, and 92.2%
reported their religion as Islam. 40.2% of the women had no formal
education and 12.0% had more than 10 years of education. 29.1%
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Table 1
Characteristics of women in the BMWHS (n = 1590).

Characteristics N (%)

Place of residence
Rural 1174 (73.8)
Urban 416 (26.2)

Age (in years)
30–39 653 (41.1)
40–49 591 (37..2)
50–59 346 (21.7)

Marital status
Married 1413 (88.9)
Widow, divorced and separated 177 (11.1)

Years of education
Higher secondary and above 190 (12.0)
Secondary 411 (25.9)
Primary 349 (21.9)
Illiterate 640 (40.2)

Occupation
Household duties 1498 (94.2)
Other (employed outside household) 92 (5.8)

Religion
Islam 1467 (92.2)
Hindu 122 (7.6)
Christian 1 (0.06)

Husband’s years of education
Higher secondary and above 379 (23.8)
Secondary 460 (29.0)
Primary 288 (18.1)
Illiterate 463 (29.1)

Husband’s occupation
Servicea 496 (31.3)
Business 431 (27.2)
Agriculture 389 (24.5)
Day labourer 126 (8.0)
Other 144 (9.1)

BMI (kg/m2)b

Underweight (<17.5) 86 (5.4)
Normal weight (17.5–23) 626 (39.4)
Overweight (23.00–28) 609 (38.4)
Obese (≥28.00) 267 (16.8)

Parityc

No child 5 (0.3)
One child 114 (7.3)
Two children 448 (28.5)
Three children 461 (29.3)
Four children and above 542 (34.5)

o
3
l
t

3
c

e
o
p
b
e
m
o
(
O

a Service includes both government and non-government job.
b n = 1588 for BMI.
c n = 1571 for parity.

f the women reported that their husband had no education and
2.5% of the women’s husbands worked in agriculture or as day

abourers. 16.8% were obese and 5.4% were underweight. 34.5% of
he women had 4 or more children and 0.3% were nulliparous.

.1. Knowledge, awareness and utilization of women’s breast
ancer and breast cancer screening

Systematic questioning revealed that 81.9% of the women had
ver heard of BCa (Fig. 1). Of 1302 women who had ever heard
f BCa, 42.6% identified at least one correct symptom from a list
rovided and 4% (n = 51) reported that a member of their family had
een diagnosed with BCa (data not shown). Of the women who had
ver heard of BCa, 64.2% (n = 836) had ever heard of a BCa screening

ethod, 11.4% (n = 95) knew of BSE, 97.6% (n = 816) had ever heard

f CBE and 5.6% (n = 47) had ever heard of mammography. 87.8%
n = 79) of the women who knew about BSE said they performed it.
f those who had ever heard of mammography, 23 women (49%)
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had ever had a mammogram. The corresponding figure for women
who had ever heard of CBE was 8% (n = 66).

We recorded 11 potential predictors of BCa awareness of which
9 were retained in the multivariable logistic regression model
(Table 2). Women were less likely to have heard of BCa if they
lived in a rural area (adjusted odds ratio [OR], 0.37; 95% confidence
interval [CI], 0.22–0.61), and had only primary (OR, 0.44; 95%CI,
0.27–0.70), or no education (OR, 0.23; 95%CI, 0.14–0.36). Women
aged 40–49 years (OR, 2.04; 95%CI, 1.46–2.84,) and 49–59 years
(OR, 1.96; 95%CI, 1.32–2.91) were more likely to be aware of BCa,
compared with women aged 30–39 years, and women who were
overweight (OR, 1.46; 95%CI, 1.07–2.01) or obese (OR, 1.62; 95%CI,
1.01–2.62) were more likely to be aware of BCa compared with
women of normal body mass index (BMI). Women who had three or
more children were less likely to be aware of BCa (OR, 0.62; 95%CI,
0.44–0.87), compared with women who had fewer than three chil-
dren. The ROC and H–L p value for the model were 0.750 and 0.166,
respectively.

3.2. Barriers to screening of breast cancer

The reasons women, who knew of CBE or mammography,
gave for not undergoing screening included having no symptoms
(92.4%), not knowing screening was needed (40.1%) and possible
expense associated with screening (7.2%) (Table 3). Modesty issues
and religious barriers were reported by 4.7% and 1.7% of women,
respectively.

In the multivariable logistic regression model for CBE uptake, 9
of 11 potential predictors were retained in the final model (Table 4).
From the multivariable analysis, there was a trend towards an effect
of education that women were less likely to undergo for CBE if they
had no education (OR, 0.38; 95%CI, 0.14–1.04; p = 0.059). The ROC
and H–L p value for the model were 0.667 and 0.562, respectively.

4. Discussion

This population-based study demonstrates that the primary
impediment to the early diagnosis of BCa in Bangladeshi women
is lack of understanding of the role of screening to detect early
stage disease. Most women in our study had heard of BCa, and
two-thirds of these women said that they were aware of screen-
ing for breast cancer. Despite this, over 90% said they had never
been assessed as they thought breast checks were only for women
who had symptoms. Although most of our study participants were
aware of BCa, only a minority had an accurate knowledge of the
symptoms of BCa. This is consistent with recent studies conducted
in India and Malaysia [16,17]. As in our study, a low level of screen-
ing, despite a high level of BCa awareness, has been reported in
other low and middle income countries [18–20]. Again, the reasons
women gave in these studies for not undergoing breast assessment
were either lack of symptoms, or not understanding the concept of
the assessment of asymptotic women or both [18].

Studies conducted in Turkey and in China identified signifi-
cant associations between location of residence and BCa awareness
[21,22]. The lower level of awareness of BCa in rural Bangladesh
might reflect low literacy, little mass–media exposure, poverty, and
women’s position within households. Age, education, BMI and par-
ity were also associated with awareness of BCa in our study. In
many countries younger women have been found to have greater
BCa awareness, attributed to their being better educated and hav-

ing more interest in health than older women [22,23]. In contrast,
in Bangladesh as in Malaysia [17] and in Qatar [24], older women
are more BCa aware which might be that they are more likely to
have heard of others having BCa in the community.



R.M. Islam et al. / Maturitas 84 (2016) 68–74 71

Women (30-59 yrs.) li ving in the 32  districts surveyed  
n=3,238,742

Women app roached 
n= 1,700

Women interviewed 
n= 1,590

Refused interview 
n= 110 (6.5%)

Never heard of BCa
n= 284 (18.1%)ᵃ

Ever heard of BCa
n= 1,302 (81.9%)ᵃ

Didn’t know any symptoms of BCa
n= 747 (57.4%)ᵇ

Knew any symptoms of BCa
n= 555 (42.6%)ᵇ

Aware of BSE, 
CBE/mammogra phy

n= 836 (64.2%)ᵇ

Unware of BSE, 
CBE/mammog raphy

n= 466 (35.8%)ᵇ

Didn ’t kno w 
about BSE

n= 741 (88.6%)

Did BSE
n= 79 (87.8%)ᶜ

Did no t do  BSE
n= 11 (12.2%)ᶜ

Knew 
about BSE

n= 95 (11.4%)

Ever heard of CBE
n= 816 (97.6%)

Never heard of CBE
n= 20 (2.4%)

Examined by CBE
n= 66 (8.0%)ᵈ

Not examined  by CBE
n= 750 (92.0%)ᵈ

Ever he ard of mammogra phy
n= 47 (5.6%)

Never heard of mammography
n= 789 (94.4%)

Examined by mammogra phy
n= 23 (49.0%)ᵉ

Not examined by mammography
n= 24 (51.0%)ᵉ
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ig. 1. Knowledge and practices of breast cancer and breast cancer screening in the
Ca, Breast cancer; BSE, Breast self-examination; CBE, Clinical breast examination;
bout BSE; d% of those who had ever heard of CBE; e% of those who had ever heard

The positive association between education and BCa aware-
ess is not unexpected and is in agreement with recent studies in

ndia and Malaysia [25,26]. Compared with women of normal BMI,
etter awareness amongst overweight and obese women might
e explained by an association between higher BMI and urban
welling, as well as higher BMI and higher socio-economic status.
hat woman with ≥3 children were less likely to have ever heard of
Ca, compared with those with fewer children, may be due to the

ormer being more socially isolated as they are mostly older, live in
ural areas and are not in paid employment.

The Consensus Statement from the Breast Health Global Ini-
iative highlights the importance of public awareness in the early
etection of BCa in low resource countries [27]. Our findings refute
revious reports that gender inequity, modesty, wanting only to

ee a female doctor and cultural and religious beliefs are signifi-
ant barriers to Bangladeshi women undergoing any form of breast
ssessment [3,28–30]. Small studies in Bangladesh and in Palestine

96
HS population.
those interviewed; b% of those who had ever heard of BCa; c% of those who knew

mmography.

have reported similar findings to ours [31,32]. Women who had
no education were less likely to undergo BCa assessment which
is in agreement with another small study of working women in
Dhaka where highly educated women are more likely to practice
BSE compared with less educated women [31].

Our findings suggest that educating the community about
assessment of asymptomatic women has the potential to increase
the proportion of BCa detected at an early stage (disease down-
staging). Although increased awareness is likely to initially increase
the incidence of BCa, the hope is that disease down-staging will
reduce BCa morbidity and mortality [5]. A pilot mobile inter-
vention program in Bangladesh has shown that regardless of
socio-economic and educational status, women exposed to an edu-
cational intervention were more likely to attend a follow up clinic

for abnormal breast examination findings compared with a control
group [33]. This reinforces the crucial role of education in reducing
delayed presentation.
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Table 2
Univariate and multivariable analyses of factors associated with having ever heard of breast cancer (n = 1590).

Variables Ever heard of BCa Unadjusted Adjusted

Yes (n = 1306) No (n = 284) OR (CI) P value OR (CI) P value
n (%) n (%)

Place of residence
Urban 417 (93.7) 28 (6.3) 1.0 1.0
Rural 889 (77.6) 256 (22.4) 0.24 (0.16–0.35) <0.0001 0.37 (0.22–0.61) <0.0001

Age (in years)
30–39 543 (82.5) 115 (17.5) 1.0 1.0
40–49 482 (83.8) 93 (16.2) 1.10 (0.82–1.86) 0.531 2.04 (1.46–2.84) <0.0001
50–59 280 (78.4) 89 (21.6) 0.78 (0.56–1.07) 0.123 1.96 (1.32–2.91) 0.001

Marital status
Married 1171 (83.1) 238 (16.9) 1.0 1.0
Widow, divorced and separated 135 (74.6) 46 (25.4) 0.59 (0.41–0.85) 0.005 0.78 (0.51–1.20) 0.252

Education
Secondary and above 574 (93.8) 38 (6.2) 1.0 1.0
Primary 289 (84.5) 53 (15.5) 0.15 (0.10–0.22) <0.0001 0.44 (0.27–0.70) 0.001
No education 443 (69.5) 194 (30.5) 0.36 (0.23–0.56) <0.0001 0.23 (0.14–0.36) <0.0001

Occupation
Household duties 1213 (81.0) 284 (19.0) 1.0 1.0
Other 80 (86.0) 13 (14.0) 1.11 (0.63–1.95) 0.715 0.97 (0.47–2.00) 0.936
Religion
Islam 1187 (81.1) 277 (18.9) 1.0 1.0
Hindu 106 (84.1) 20 (15.9) 1.27 (0.77–2.12) 0.351 1.61 (0.91–2.86) 0.104

Husband’s occupation
*Service 448 (90.1) 49 (9.9) 1.0 1.0
Business 365 (84.7) 66 (15.3) 0.56 (0.38–0.84) 0.005 0.91 (0.59–1.40) 0.666
Agriculture and other 477 (72.4) 182 (27.6) 0.28 (0.20–0.40) <0.0001 0.80 (0.54–1.18) 0.263

±BMI (kg/m2)
Normal weight 469 (74.9) 157 (25.1) 1.0 1.0
Underweight 63 (75.9) 20 (24.1) 0.70 (0.42–1.15) 0.161 0.84 (0.50–1.41) 0.505
Overweight 515 (84.3) 96 (15.7) 2.11 (1.57–2.85) <0.0001 1.46 (1.07–2.01) 0.018
Obese 245 (91.1) 24 (8.9) 2.72 (1.77–4.19) <0.0001 1.62 (1.01–2.62) 0.047

Parity
Two children or less 487 (86.7) 75 (13.3) 1.0 1.0
Three children or more 786 (78.4) 217 (21.6) 0.36 (0.42–0.65) <0.0001 0.62 (0.44–0.87) 0.006

OR: odds ratio, CI: confidence interval. The area under the receiver operating characteristic curve and the Hosmer and Lemeshow p value for breast cancer awareness were
0.750 and 0.166,̈ respectively.

Table 3
If you have never had any breast cancer screening/diagnosis (either by clinical breast examination or by mammography) can you please explain the reasons? (n = 750).

Barriers Frequency (%)

I had no symptoms 696 (92.4)
I did not know screening was neededa 302 (40.1)
Expensive (accommodation, treatment, medicine) 54 (7.2)
Undressing/embarrassing or awkward nature of diagnosis 35 (4.7)
Religious reason 13 (1.7)
Lack of information about BCa and treatment 12 (1.6)
I did not know where to go 12 (1.6)
Lack of time for screening 7 (0.9)
Health care service centre was too far 6 (0.8)
Fear of diagnostic test and result 4 (0.5)
My family did not allow me to go 3 (0.4)
No accompany to go for screening 2 (0.3)

ad no

e
c
e
a
C
i
a
t
o

Poor read communication and transportation

a Only 11 did not also say “I had no symptoms”; of 302 women, 291 also said “I h

Strength of the BMWHS is the robust sampling of a socio-
conomically heterogeneous group of women living across the
ountry. This unique data set has enabled us to explore knowl-
dge, awareness and utilization of BCa screening, taking into
ccount a range of socio-economic and demographic variables.
areful questionnaire development, interviewer training and qual-

ty control of interviews ensured the validity of the results. Recall

nd reporting bias, with respect to some questions pertaining
o awareness, knowledge and barriers to screening might have
ccurred. With respect to awareness of methods of diagnosis

97
2 (0.3)

symptoms”.

for BCa, there was a large difference between the proportion
of women who reported knowing about CBE (97%) compared
with the proportions reporting that they knew about BSE (11.4%)
and mammographic diagnosis (5.6%). Despite our explanations,
some of the women may have confused attending clinic vis-
its for other health issues, such as gynaecological problems,
with CBE. Hence, we may have over-estimated the prevalence of

awareness of CBE as a method of early diagnosis for breast can-
cer.
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Table 4
Univariate and multivariable analyses of factors associated with clinical breast examination (CBE) amongst women who had ever heard of CBE (n = 816).

Variables CBE Unadjusted Adjusted

Yes (n = 66) No (n = 750) OR (CI) P value OR (CI) P value
n (%) n (%)

Place of residence
Urban 31 (11.4) 241 (88.6) 1.0 1.0
Rural 35 (6.6) 509 (93.6) 0.53 (0.32–0.89) 0.015 0.72 (0.41–1.28) 0.265

Age (in years)
30–39 34 (9.8) 313 (90.2) 1.0 1.0
40–49 24 (7.7) 289 (92.3) 0.76 (0.44–1.32) 0.335 0.91 (0.51–1.64) 0.766
50–59 6 (5.1) 148 (94.8) 0.50 (0.22–1.10) 0.085 0.67 (0.28–1.59) 0.366

Marital status
Married 64 (8.6) 679 (91.4) 1.0 1.0
Widow, divorced and separated 2 (2.7) 71 (97.3) 0.30 (0.07–1.25) 0.097 0.40 (0.09–1.75) 0.222

Education
Secondary and above 44 (10.5) 376 (89.5) 1.0 1.0
Primary 16 (9.1) 159 (90.9) 0.86 (0.47–1.57) 0.623 1.10 (0.56–2.16) 0.782
No education 6 (2.7) 215 (97.3) 0.24 (0.10–0.57) 0.001 0.38 (0.14–1.04) 0.059

Occupation
Household duties 65 (8.4) 705 (91.6) 1.0 1.0
Other 10 (18.2) 45 (81.8) 1.86 (0.80–4.30) 0.148 1.56 (0.61–3.99) 0.357

Religion
Islam 59 (7.7) 705 (92.3) 1.0 1.0
Hindu 7 (13.5) 45 (86.5) 0.94 (0.36–2.44) 0.903 0.96 (0.36–2.58) 0.942

Husband’s occupation
*Service 31 (10.4) 267 (89.6) 1.0 1.0
Business 22 (9.3) 215 (90.7) 0.88 (0.50–1.57) 0.667 0.96 (0.53–1.75) 0.896
Agriculture and other 13 (4.7) 265 (95.3) 0.42 (0.22–0.82) 0.012 0.63 (0.30–1.34) 0.233

±BMI (kg/m2)
Normal weight 17 (6.1) 263 (93.9) 1.0 1.0
Underweight 4 (11.8) 30 (88.2) 2.06 (0.65–6.53) 0.218 2.74 (0.82–9.20) 0.102
Overweight 30 (8.7) 314 (91.3) 1.48 (0.80–2.74) 0.215 1.19 (0.62–2.29) 0.605
Obese 115 (9.5) 142 (90.5) 1.63 (0.80–3.37) 0.183 1.17 (0.54–2.53) 0.685

Parity
Two children or less 31 (9.3) 301 (90.7) 1.0 1.0
Three children or more 34 (7.2) 437 (92.8) 0.75 (0.45–1.26) 0.280 1.10 (0.62–1.94) 0.753
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R: odds ratio. CI: confidence interval. The area under the receiver operating charac
ere 0.667 and 0.562, respectively.

In conclusion, early BCa detection and disease down-staging
emains the cornerstone of BCa control to improve BCa out-
ome and survival in low income countries [34–36]. This study
rovides evidence that lack of understanding of the role of
ssessment of asymptomatic women is the key obstacle to BCa
creening uptake in Bangladesh, not cultural and religious barri-
rs.
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Chapter 8: The Prevalence and Severity of Menopausal Symptoms in 
Bangladesh 

8.1 Introduction  

This chapter is a peer-reviewed paper that reported the prevalence and severity of 

mmenopausal symptoms in women at midlife in Bangladesh. 

This paper demonstrated that many women in Bangladesh experience VMS and joint pain in 

association with menopause, and that a considerable proportion of the women reported these 

symptoms to be bothersome. Despite the substantial symptom prevalence, no women 

reported prescription therapy, suggesting that menopause remains neglected in Bangladesh. 
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Abstract
Objective: The aim of the study was to document the prevalence of menopausal symptoms and the extent to

which women are bothered by vasomotor symptoms (VMS) and joint pain in Bangladesh.
Methods: A total of 1,590 women, aged 30 to 59 years, participated in a cross-sectional, questionnaire-based

study between September 2013 and March 2014. The main outcome measures were moderate to severely
bothersome VMS and joint pain, measured by the Menopause-Specific Quality of Life questionnaire.

Results: Of participants, 59.4% were premenopausal, 8.4% perimenopausal, and 32.3% postmenopausal.
Approximately all women reached menopause by the age of 50 years. The prevalence of moderate to severely
bothersome VMS was 4.1% in premenopausal, 33.3% in perimenopausal, and 28.2% in postmenopausal women.
Factors associated with moderate to severely bothersome VMS were being perimenopausal (odds ratio [OR] 46.34,
95% CI 13.29-161.56; P< 0.001) or postmenopausal (OR 19.15, 95% CI 5.63-65.11; P< 0.001) and obesity (OR
2.20, 95% CI 1.03-4.71; P¼ 0.042). The prevalence of moderate to severely bothersome joint pain was 40.3% in
postmenopausal, 36.2% in perimenopausal, and 15.3% in premenopausal women. Moderate to severely bothersome
joint pain was more likely both in perimenopausal (OR 2.64, 95% CI 1.63-4.29; P< 0.001) and postmenopausal
women (OR 2.96, 95% CI 2.06-4.24; P< 0.001). Moderate to severely bothersome joint pain was also more likely in
women with no education compared with women having education beyond secondary school (OR 2.38, 95% CI
1.02-2.32; P< 0.001). No women reported prescription therapy for menopausal symptoms.

Conclusions: This study demonstrates that a high proportion of Bangladeshi women experience moderate to
severely bothersome VMS and joint pain. Despite the considerable symptom prevalence, no women reported
treatment, suggesting that menopause remains neglected in Bangladesh.
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vasomotor symptoms (VMS) and considerable overlap of the
prevalence of VMS across premenopausal, perimenopausal,
and postmenopausal women.1 Studies conducted in South
Asian countries such as Bangladesh, India, Pakistan, and
Sri Lanka have reported a higher prevalence of VMS than
studies conducted in other Asian countries.1 None of the
studies included in our systematic review, however, reported
on the degree to which women are bothered by their symp-
toms and most were limited by a high risk of bias.1 Arthralgia
is considered to be a characteristic of menopausal symptoms
of women in Asia,2,3 so we considered arthralgia to be an
outcome of interest.

The Bangladesh Midlife Women’s Health Study
(BMWHS) provided the opportunity to investigate meno-
pausal symptoms experienced by women aged 30 to 59 years,
randomly recruited from the seven districts of Bangladesh,
using validated questionnaires.4 Inclusion of the Menopause-
Specific Quality of Life questionnaire (MENQOL) in the
BMWHS enabled us to document the prevalence of a range
of menopausal symptoms and the extent to which women are
bothered by these symptoms. Our specific focus was on
moderate to severely bothersome VMS and joint pain.
Menopause, Vol. 23, No. 7, 2016 1
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METHODS

Study setting and participants
Recruitment was undertaken using multistage cluster

sampling to obtain a nationally representative study sample.
Seven main administrative divisions comprise the 64 admin-
istrative districts of Bangladesh. Women, aged 30 to 59 years,
were recruited from each of the seven districts (Barisal,
Tangail, Comilla, Sathkhira, Rajshahi, Rangpur, and Habi-
gonj) randomly selected from 32 districts that had previously
offered opportunistic cervical cancer screening, as described
in detail elsewhere.4 According to the 2011 Housing and
Population Census, 3.24 million women of the target age
group reside in these districts.5 The Census also provides data
for the proportion of women living in urban and rural parts of
each district and divides each district into enumeration areas
(EAs). The EAs are the smallest geographical units which
include, on average, 120 households.6 The total sample size
was recruited from randomly selected EAs across the seven
districts, taking into account the ratio of urban-rural women of
the target age in each district. As the smallest number of
women living in any single EA included in our study was 36,
this was set as the sample size for each EA.4 The household
selection was an unequal probability systematic selection with
36 households per EA, and we selected the first household
randomly. Systematic sampling was then used to select the
subsequent households, with only one woman recruited per
household. If there was no eligible participant at a selected
household, the study interviewer approached the adjacent
household. In the multistage cluster design, the sample
weights adjusted for unequal probabilities of selection
throughout this process.4 All the analyses have included these
sampling weights.

The BMWHS was approved by the Monash University
Human Research Ethics Committee, Clayton, Australia and
the Bangladesh Medical Research Council, Dhaka, Bangladesh.

Data collection
Literacy in Bangladesh is low. Four female university

graduates were trained to collect the data by structured inter-
views. The interviewers underwent intensive training that
included mock interviews and field practice to maximize
interview consistency. When women were invited to partici-
pate in the study, they were provided with an oral explanation
of the study objectives, the type of questions to be asked, the
time involved, and assurance of confidentiality. Once verbal
consent was given, the study questionnaire was administered
orally, with the interviewer recording all the responses. All
completed questionnaires were reviewed at the end of each
day, and if there were ambiguities or missing data households
were revisited the following day.

The study questionnaire was initially developed in English
and then translated into Bengali, after which translation
accuracy was verified by an independent bilingual translator.
For further verification it was then back-translated.4 Individ-
ual identification, sociodemographic, and household charac-
teristics were documented. Each household’s ‘‘wealth index’’
2 Menopause, Vol. 23, No. 7, 2016
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was estimated using variables such as housing materials,
household assets and amenities, sources of water, and avail-
able toilet facilities.7 The prevalence and severity of meno-
pausal symptoms were documented by the MENQOL.8

Sample size
The BMWHS is a comprehensive study of the health of

women at midlife in Bangladesh. Calculation of sample size
for the BMWHS was based on the previously reported
prevalence of cervical cancer screening uptake (8.6%),9 with
a margin of error of �2%, among women at midlife. This
provided a minimum sample size of 755. This number was
multiplied by the design effect of 2, as the urban and rural EAs
were considered independently. The sample size was further
increased by 5% to allow for nonsampling error. The final
sample size was 1,586 women. Even though the largest
subgroup in this study was that of premenopausal women
and they had a relatively low prevalence of VMS, we are still
adequately powered for the logistic regression analyses hav-
ing considerably more than the required 10 participants for
every explanatory variable included in the model.10

Estimation of age of the respondents and
menopause status

Because there was no requirement for birth registration in
Bangladesh until 2007,11 accurate determination of the age of
participants was a challenge, particularly for rural and older
women. We used a combination of a method based on the
average age of onset of menarche in Bangladesh,12 and one
utilizing life events, a valid process for age estimation.13,14

The process of age determination has been previously
described in detail.4

The menopause status of women was established using
published algorithms,15,16 derived from the Stages of Repro-
ductive Aging Workshop þ10 classification.17,18 Each wom-
an’s menopause status was assessed using age, knowledge of
bilateral oophorectomy, hysterectomy, menstrual bleeding,
use of systemic hormonal contraception or hormone therapy
(HT), and VMS.

Assessment of menopausal symptoms
Menopausal symptoms were assessed using the MEN-

QOL,8 which comprises four symptom domains. Each of
the domains, VMS, physical, psychological, and sexual,
includes several symptoms, and women report whether they
have experienced each symptom in the last 4 weeks (yes/no).
If yes, the extent to which a woman was bothered (0, no
bother; 6, extreme bother) resulted in a symptom score from 1
to 8 (1, no symptom). The VMS domain comprises hot flashes,
night sweats, and sweating. For hot flashes, night sweats, and
sweating, the degree of bother of each symptom was scored
from 1 to 8. Women who ranked their degree of bother as
more than the midpoint of the item (>5 to 8) were considered
to have moderate to severely bothersome symptoms (‘‘mod-
erate-severe symptoms’’). Therefore, the overall VMS symp-
tom severity was categorized as none (1), mild (�2 to �5),
� 2016 The North American Menopause Society
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TABLE 1. Sociodemographic data

Characteristics N (%, 95% CI)

Place of residence
Rural 1,174 (73.8, 71.7-76.0)
Urban 416 (26.2, 24.0-28.3)

Age, y
30-39 653 (41.1, 38.6-43.5)
40-49 591 (37.2, 34.8-39.5)
50-59 346 (21.7, 19.7-23.8)

Menopause status
Premenopause 944 (59.3, 56.9-61.8)
Perimenopause 133 (8.4, 7.0-9.7)
Postmenopause 513 (32.3, 30.0-34.6)

Marital status
Married 1,413 (88.9, 87.3-90.4)
Widow, divorced, and separated 177 (11.1, 9.6-12.8)

Years of education
Higher secondary and above 190 (12.0, 10.4-13.5)
Secondary 411 (25.9, 23.7-28.0)
Primary 349 (21.9, 19.9-24.0)
Illiterate 640 (40.2, 37.8-42.7)

Occupation
Household duties 1,498 (94.2, 93.1-95.4)
Other (employed outside household) 92 (5.8, 4.6-6.9)

Religion
Islam 1,467 (92.3, 91.0-93.6)
Hindu 122 (7.6, 6.4-9.0)
Christian 1 (0.1, �0.1 to 0.2)

Husband’s years of education
Higher secondary and above 379 (23.8, 21.7-25.9)
Secondary 460 (29.0, 26.7-31.2)
Primary 288 (18.1, 16.2-20.0)
Illiterate 463 (29.1, 26.9-31.4)

Husband’s occupation
Servicea 496 (31.3, 28.9-33.5)
Business 431 (27.2, 24.9-29.3)
Agriculture 389 (24.5, 22.4-26.6)
Day laborer 126 (8.0, 6.6-9.3)
Other 144 (9.1, 7.6-10.5)

BMI, kg/m2b

Underweight (<17.5) 86 (5.4, 4.3-6.5)
Normal weight (17.5-23) 626 (39.4, 37.0-41.8)
Overweight (23.00-28) 609 (38.4, 36.0-40.7)
Obese (�28.00) 267 (16.8, 15.0-18.6)

Parityc

No child 5 (0.3, 0.1-0.7)
One child 114 (7.3, 5.9-8.5)
Two children 448 (28.5, 26.1-30.6)
Three children 461 (29.3, 26.4-30.9)
Four or more children 542 (34.5, 33.0-37.8)

Systemic hormonal contraception used

Yes 358 (22.7, 20.6-24.7)
No 1,220 (77.3, 75.2-79.4)

Hysterectomye

Yes 89 (7.3, 5.9-8.8)
No 1,127 (92.7, 91.2-94.1)

BMI, body mass index.
aService includes both government and nongovernment job.
bn¼ 1,588 for BMI.
cn¼ 1,571 for parity.
dn¼ 1,578 for systemic hormonal contraception use.
en¼ 1,216 for hysterectomy, and no women reported oophorectomy.

MENOPAUSAL SYMPTOMS IN BANGLADESHI WOMEN
and moderate-severe (>5 to 8). We have reported the preva-
lence and severity of joint pain, which was assessed by a single
question in the physical domain, in the same manner.

Statistical analysis
Descriptive data were presented using numbers (percentage

and 95% CI) for categorical data and mean (SD) for continu-
ous data. The MENQOL domain scores by menopause status
were tested using one-way analysis of variance, with the
Bonferroni test performed if analysis of variance was signifi-
cant at an a of 0.05. For comparing two categorical variables,
a test for equality of two proportions was used. Univariate and
multivariable logistic regression were used to assess factors
associated with any VMS, moderate-severe VMS, any joint
pain, and moderate-severe joint pain, with the outcomes
defined as ‘‘any VMS’’ versus ‘‘no VMS,’’ ‘‘none or mild
VMS’’ versus ‘‘moderate-severe VMS,’’ ‘‘any joint pain’’
versus ‘‘no joint pain,’’ and ‘‘none or mild joint pain’’ versus
‘‘moderate-severe joint pain,’’ respectively. Women using
systemic hormonal contraception (combined hormonal con-
traception or systemic progestogen) were excluded from
analyses. The single Christian woman was also excluded
from the logistic regression analyses. Each household’s
‘‘wealth index’’ was determined using a principal component
analysis and was expressed as wealth quintiles.7,20 Parity was
treated as dichotomous for regression analyses, ‘‘two or fewer
children’’ and ‘‘more than two children,’’ as ‘‘the Boy or Girl,
two-children are enough’’ campaign has played a vital role in
reducing population growth over the last couple of decades in
Bangladesh.21 We considered 13 variables as potential pre-
dictors for all outcomes; however, there were three pairs of
variables where collinearity was an issue: age/menopause
status, women’s education/husband’s education, and the place
of residence/wealth quintile. The collinearity between age and
menopause status was strong and the inclusion of both
variables created instability in the model, so only menopause
status was included. For the other two pairs of variables, the
inclusion of both variables did not affect the performance of
the model. So to report the more parsimonious option, only
one of each pair of the variables was included. A variable with
a P � 0.05 was considered significant. The Hosmer and
Lemeshow (H-L) P value was used to assess the models’
goodness-of-fit. The first-degree interaction effect between
independent variables was also investigated. All analyses
were performed using statistical software packages Stata
(version 12.0; StataCorp LP, College Station, TX) and Stat-
istical Package for the Social Sciences (version 20.0; SPSS
Inc, Chicago, IL).

RESULTS

Characteristics of the study population
A total of 1,590 women were recruited to the study between

September 2013 and March 2014 from 1,700 households.
Women declined to participate because of the inclusion of
questions pertaining to sexual health (n¼ 21), men being
present who did not permit the interview to proceed or
Copyright � 2016 The North American Menopause Society
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interruption of food preparation (n¼ 89). The mean (SD)
age of the participants was 42.3 (�8.0) years, 73.8% (95%
CI 71.7%-76.0%) lived in rural areas, 88.9% (95% CI 87.3%-
90.4%) were married, 92.2% (95% CI 91.0%-93.6%) reported
their religion as Islam, and 5.8% (95% CI 4.6%-6.9%) were
employed outside the home (Table 1). No formal education
was reported by 40.2% (95% CI 37.8%-42.7%) of the women,
Menopause, Vol. 23, No. 7, 2016 3
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and 29.1% (95% CI 26.9%-31.4%) said their husband had no
education. Obesity (body mass index [BMI] �28 kg/m2) was
recorded for 16.8% (95% CI 15.0%-18.6%) of the participants
and 5.4% (95% CI 4.3%-6.5%) were underweight (BMI
<17.5 kg/m2). Approximately two-thirds had more than
two children and 0.3% (95% CI 0.1%-0.7%) were nulliparous.
Hysterectomy was reported by 89 (7.3%, 95% CI 5.9%-8.5%)
women, and no women reported having had a bilateral
oophorectomy. Systemic hormonal contraception use was
reported by 358 (22.7%, 95% CI 20.6%-24.7%) women.
No women reported using HT (estrogen therapy, estrogen-
0
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progestogen therapy, tibolone or ‘‘bioidentical’’ estrogen), or
nonhormonal prescription medication specifically for VMS
(gabapentin, sertraline, clonidine, and venlafaxine).

Based on the information obtained at interview, 59.3%
(95% CI 56.9%-0.61.8%) women were classified as preme-
nopausal, 8.4% (95% CI 7.0%-9.7%) as perimenopausal, and
32.3% (95% CI 30.0%-34.6%) as postmenopausal. By the age
of 47, half of the women were postmenopausal, whereas all,
except four women, had reached the menopausal transition by
the age of 50 years. The distribution of menopause status by
age is shown in Figure 1A.
45 46 47 48 49 50 51 52 53 54 55 56 57 58 59

imenopausal Postmenopausal

45 46 47 48 49 50 51 52 53 54 55 56 57 58 59

Mild night sweats No night sweats

45 46 47 48 49 50 51 52 53 54 55 56 57 58 59

Mild joint pain No joint pain

45 46 47 48 49 50 51 52 53 54 55 56 57 58 59

Mild hot fla shes No hot flashes

y by age: (A) menopause status (n¼ 1,590); (B) severity of hot flashes
int pain (n¼ 1,220), by age in years.
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Menopausal symptoms assessed by the MENQOL and
missing data

There were no missing data for the VMS domain of the
MENQOL. Complete data were not available for two women
(physical domain) and one woman (psychological domain),
and these women were excluded from the analyses of these
domains. Complete responses for the sexual domain were not
provided by 14% of the participants. Most of these women
were unmarried, separated, divorced, or widowed, so they
were reluctant to answer these questions for cultural and
religious reasons. These women were excluded from the
analysis of this domain.

The prevalence of any VMS in perimenopausal (79.1%,
95% CI 71.3%-86.8%) was not significantly different from
that in postmenopausal women (68.5%, 95% CI 63.8%-
73.1%; P¼ 0.482) and both were greater than that for pre-
menopausal women (22.5, 95% CI 19.4%-25.5%; P< 0.001
for both). The mean VMS domain score was highest for the
perimenopausal women (3.4� 1.8; P< 0.001) compared with
postmenopausal (2.7� 1.6; P< 0.001) and premenopausal
women (1.4� 0.9; P< 0.001). The prevalence of moderate-
severe hot flashes was significantly higher in perimenopausal
(33.3%, 95% CI 24.3%-42.4%; P< 0.001) and postmeno-
pausal women (28.2%, 95% CI 23.7%-32.7%; P< 0.001)
compared with premenopausal women (4.1%, 95% CI
2.7%-5.6%), with no significant difference between perime-
nopausal and postmenopausal women (data not shown).
Moderate-severe hot flashes persisted in postmenopausal
women into their late 50s. The patterns of hot flashes and
night sweats by age are shown in Figure 1B, C, respectively.

Physical symptoms were highly prevalent. The mean
(�SD) physical domain scores for postmenopausal and
perimenopausal women were not different (2.9� 0.8 for
both), but both were significantly higher than that for pre-
menopausal women (2.9� 0.8 vs 2.1� 0.8; P< 0.001).
TABLE 2. MENQOL scor

MENQOL domain
Menopause

status n

MENQOL
domain score

mean (SD)

One-way ANO
for MENQO

mean scor

Vasomotor Premenopausal 725 1.4 (0.9) P< 0.001
Perimenopausal 105 3.4 (1.8)
Postmenopausal 390 2.7 (1.6)

Physical Premenopausal 723 2.1 (0.8) P< 0.001
Perimenopausal 105 2.9 (0.8)
Postmenopausal 390 2.9 (0.8)

Psychological Premenopausal 724 1.9 (0.8) P< 0.001
Perimenopausal 105 2.7 (0.9)
Postmenopausal 390 2.8 (1.0)

Sexual Premenopausal 694 1.6 (0.9) P< 0.001
Perimenopausal 91 2.4 (1.0)
Postmenopausal 273 2.4 (1.0)

MENQOL total score Premenopausal 692 1.8 (0.6) P< 0.001
Perimenopausal 91 2.8 (0.9)
Postmenopausal 273 2.7 (0.8)

ANOVA, analysis of variance; MENQOL, Menopause-Specific Quality of Life
aExact Binomial (Clopper-Pearson) method used for 95% CI. For other percenta
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The prevalence of any joint pain was significantly higher in
perimenopausal (76.2%, 95% CI 68.0%-84.3%; P< 0.001)
and postmenopausal women (75.1%, 95% CI 70.8%-79.4%;
P< 0.001) compared with premenopausal women (42.5%,
95% CI 38.9%-46.1%). The prevalence of moderate-severe
joint pain was significantly higher in postmenopausal (40.3%,
95% CI 35.4%-45.1%; P< 0.001) and perimenopausal
women (36.2%, 95% CI 27.0%-45.4%; P< 0.001) compared
with premenopausal women (15.3%, 95% CI 12.7%-17.9%),
with no difference between perimenopausal and postmeno-
pausal women (data not shown). The pattern of reporting of
joint pain by age is shown in Figure 1D.

Psychological symptoms were significantly more prevalent
in both perimenopausal (98.1%, 95% CI 95.5%-100%;
P< 0.001) and postmenopausal women (97.9%, 95% CI
96.5%-99.4%; P< 0.001) compared with premenopausal
women (79%, 95% CI 76.0%-82.0%). The mean (�SD)
psychological domain score for postmenopausal women
was significantly higher than that for premenopausal women
(2.8� 1.0 vs 1.9� 0.8; P< 0.001), but was not significantly
different from that of perimenopausal women (2.8� 1.0 vs
2.7� 0.9; P¼ 0.485).

A total of 1,056 women provided responses for the sexual
domain questions. The prevalence of any sexual symptoms
was 52.3% (95% CI 48.6%-56.0%) in premenopausal women,
which was significantly lower than the prevalence in both
perimenopausal (94.5%, 95% CI 89.8%-99.2%; P< 0.001)
and postmenopausal women (95.2%, 95% CI 92.7%-97.8%;
P< 0.001). The mean (�SD) sexual domain score for post-
menopausal and perimenopausal women did not differ, and
both were significantly higher than that for premenopausal
women (2.4� 1.0 for both vs 1.6� 0.9; P< 0.001).

The mean (�SD) MENQOL total score for perimenopausal
women was significantly higher than that for premenopausal
women (2.8� 0.9 vs 1.8� 0.6; P< 0.001), but was not
es by menopause status

VA
L

e

Statistical difference
in domain scores

between menopause
status groups

With any
symptoms

(%, 95% CI)

Statistical difference
in any symptoms

between menopause
status groups

Reference 22.5, 19.4-25.5 Reference
<0.001 Reference 79.1, 71.3-86.8 <0.001 Reference
<0.001 <0.001 68.5, 64.1-73.3 <0.001 0.482

Reference 95.6, 94.1-97.1 Reference
<0.001 Reference 100.0, 96.5-100a 0.486 Reference
<0.001 1.000 99.5, 98.8-100 <0.001 0.267

Reference 79.0, 76.0-82.0 Reference
<0.001 Reference 98.1, 95.5-100 <0.001 Reference
<0.001 0.485 97.9, 96.5-99.4 <0.001 0.052

Reference 52.3, 48.6-56.0 Reference
<0.001 Reference 94.5, 89.8-99.2 <0.001 Reference
<0.001 1.000 95.2, 92.7-97.8 <0.001 0.103

Reference 96.4, 95.0-97.8 Reference
<0.001 Reference 100.0, 96.0-100a 0.466 Reference
<0.001 0.335 99.6, 98.9-100 0.497 0.226

Questionnaire.
ges, asymptotic (Wald) method used for 95% CI.
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significantly different from that of postmenopausal women
(2.8� 0.9 vs 2.7� 0.8; P¼ 0.335) (Table 2).

Factors associated with VMS and joint pain
In the multivariable logistic regression analyses, for the

outcomes of any VMS, moderate-severe VMS, any joint pain,
and moderate-severe joint pain, we retained 10 variables in
the adjusted models including place of residence, menopause
status, marital status, education, occupation, religion, hus-
band’s occupation, BMI, parity, and hysterectomy. Compared
with premenopausal women, the likelihood of having any
VMS was greater for perimenopausal (adjusted odds ratio
[OR] 14.68, 95% CI 8.16-25.03; P< 0.001) and postmeno-
pausal women (OR 8.67, 95% CI 6.07-12.38; P< 0.001)
(Table 3). Compared with being Muslim, being Hindu was
associated with a lower likelihood of reporting any VMS (OR
0.52, 95% CI 0.29-0.93; P¼ 0.028). The likelihood of mod-
erate-severe VMS was greater for perimenopausal (OR 46.34,
95% CI 13.29-161.56; P< 0.001) and postmenopausal
TABLE 3. Univariate and multivariable logistic regression

Any VM

Variables n
Unadjusted OR

(95% CI)

Place of residence
Urban 330 1.0
Rural 890 1.26 (1.00-1.59)b

Menopause status
Premenopause 725 1.0
Perimenopause 105 13.01 (7.88-21.47)a

Postmenopause 390 7.48 (5.68-9.86)a

Marital status
Married 1,090 1.0
Widow, divorced, and separated 130 2.17 (1.58-2.98)a

Education
Secondary and above 465 1.0
Primary 263 1.27 (1.18-2.02)b

No education 492 1.96 (1.56-2.46)a

Occupation
Household duties 1,142 1.0
Other 78 0.99 (0.52-1.24)

Religion
Islam 1,120 1.0
Hindu 100 0.69 (0.44-1.06)

Husband’s occupation
Service 375 1.0
Business 330 0.88 (0.68-1.16)
Agriculture and other 513 1.25 (0.99-1.59)c

�BMI, kg/m2

Normal weight 473 1.0
Underweight 72 1.04 (0.66-1.63)
Overweight 467 0.81 (0.65-1.02)c

Obese 207 0.84 (0.63-1.12)
Parity

Two children or less 437 1.0
Three children or more 767 2.22 (1.79-2.76)a

Hysterectomy
No 889 1.0
Yes 66 1.80 (1.16-2.80)b

The Hosmer and Lemeshow P value for any VMS and moderate-to-severe VMS
BMI, body mass index; OR, odds ratio; VMS, vasomotor symptoms.
aP< 0.001.
bP< 0.05.
cP< 0.07.
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women (OR 19.15, 95% CI 5.63-65.11; P< 0.001) than
premenopausal women. Obesity was significantly associated
with moderate-severe VMS (OR 2.20, 95% CI 1.03-4.71;
P¼ 0.042). The H-L P values for any VMS and moderate-
severe VMS were 0.113 and 0.366, respectively.

When compared with premenopausal women, perimeno-
pausal women (OR 3.70, 95% CI 2.26-6.09; P< 0.001) and
postmenopausal women (OR 3.23, 95% CI 2.31-4.51;
P< 0.001) had a greater likelihood of any joint pain (Table
4). Women were more likely to report any joint pain if they
had no education compared with women having education
beyond secondary school (OR 1.54, 95% CI 1.02-2.32;
P¼ 0.041). Women who had had a hysterectomy were more
likely to report any joint pain compared with women who had
not had a hysterectomy (OR 1.89, 95% CI 1.02-3.52;
P¼ 0.044). The likelihood of moderate-severe joint pain
was greater for perimenopausal (OR 2.64, 95% CI 1.63-
4.29; P< 0.001) and postmenopausal women (OR 2.96,
95% CI 2.06-4.24; P< 0.001) than premenopausal women.
for predictors of any VMS and moderate-to-severe VMS

S Moderate-to-severe VMS

Adjusted OR
(95% CI)

Unadjusted OR
(95% CI)

Adjusted OR
(95% CI)

1.0 1.0 1.0
1.10 (0.74-1.65) 1.31 (0.74-2.33) 1.44 (0.66-3.12)

1.0 1.0 1.0
14.68 (8.16-25.03)a 33.61 (13.30-84.94)a 46.34 (13.29-161.56)a

8.67 (6.07-12.38)a 14.85 (6.26-35.22)a 19.15 (5.63-65.11)a

1.0 1.0 1.0
0.81 (0.52-1.27) 1.94 (1.03-3.65)b 1.02 (0.50-2.08)

1.0 1.0 1.0
1.28 (0.80-2.02) 1.34 (0.68-2.68) 1.25 (0.53-2.93)
1.31 (0.84-2.05) 1.81 (1.03-3.16)b 1.16 (0.50-2.69)

1.0 1.0 1.0
1.04 (0.54-2.02) 1.36 (0.57-3.24) 1.44 (0.44-4.76)

1.0 1.0 1.0
0.52 (0.29-0.93)b 0.83 (0.32-2.10) 1.05 (0.38-2.88)

1.0 1.0 1.0
0.84 (0.56-1.28) 0.71 (0.36-1.41) 0.74 (0.34-1.65)
0.75 (0.50-1.14) 1.21 (0.70-2.09) 1.08 (0.52-2.29)

1.0 1.0 1.0
0.83 (0.45-1.56) 0.23 (0.03-1.74) 0.19 (0.02-1.46)
0.96 (0.68-1.38) 1.09 (0.64-1.88) 1.40 (0.75-2.60)
1.22 (0.77-1.94) 1.29 (0.67-2.48) 2.20 (1.03-4.71)b

1.0 1.0 1.0
1.09 (0.78-1.55) 1.23 (0.44-1.31) 0.78 (0.42-1.48)

1.0 1.0 1.0
1.11 (0.62-1.98) 1.90 (0.87-4.18) 1.45 (0.62-3.40)

are 0.113 and 0.366, respectively.
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Women were more likely to report moderate-severe joint pain if of the participants reported the use of any prescription therapy

TABLE 4. Univariate and multivariable logistic regression for predictors of any joint pain and moderate-to-severe joint pain

Any joint pain Moderate-to-severe joint pain

Variables n
Unadjusted OR

(95% CI)
Adjusted OR

(95% CI)
Unadjusted OR

(95% CI)
Adjusted OR

(95% CI)

Place of residence
Urban 330 1.0 1.0 1.0 1.0
Rural 890 1.26 (1.01-1.59)b 0.86 (0.60-1.25) 1.30 (0.96-1.77) 0.87 (0.58-1.32)

Menopause status
Premenopause 725 1.0 1.0 1.0 1.0
Perimenopause 105 4.33 (2.70-6.95)a 3.70 (2.26-6.09)a 3.14 (2.00-4.90)a 2.64 (1.63-4.29)a

Postmenopause 390 4.09 (3.11-5.37)a 3.23 (2.31-4.51)a 3.73 (2.80-4.96)a 2.96 (2.06-4.24)a

Marital status
Married 1,090 1.0 1.0 1.0 1.0
Widow, divorced, and separated 130 2.13 (1.50-3.01)a 1.06 (0.67-1.68) 2.04 (1.39-2.98)a 1.07 (0.70-1.65)

Education
Secondary and above 465 1.0 1.0 1.0 1.0
Primary 263 1.47 (1.08-1.99)b 1.52 (0.99-2.33)c 1.15 (0.78-1.69) 1.40 (0.99-2.33)
No education 492 2.05 (1.58-2.66)a 1.54 (1.02-2.32)b 2.51 (1.86-3.40)a 2.38 (1.02-2.32)a

Occupation
Household duties 1,142 1.0 1.0 1.0 1.0
Other 78 0.71 (0.46-1.08) 1.05 (0.59-1.88) 1.03 (0.61-1.74) 1.38 (0.72-2.63)

Religion
Islam 1,120 1.0 1.0 1.0 1.0
Hindu 100 0.65 (0.45-0.94)b 0.69 (0.41-1.17) 0.68 (0.40-1.14) 0.64 (0.35-1.19)

Husband’s occupation
Service 375 1.0 1.0 1.0 1.0
Business 330 0.86 (0.66-1.12) 0.80 (0.55-1.16) 0.87 (0.60-1.25) 0.82 (0.54-1.26)
Agriculture and other 513 1.38 (1.05-1.70)b 1.02 (0.69-1.49) 1.45 (1.07-1.97)b 0.96 (0.64-1.45)

�BMI, kg/m2

Normal weight 473 1.0 1.0 1.0 1.0
Underweight 72 1.00 (0.63-1.57) 0.64 (0.36-1.14) 1.03 (0.58-1.81) 0.85 (0.45-1.60)
Overweight 467 1.01 (0.80-1.27) 1.27 (0.91-1.77) 0.95 (0.71-1.27) 1.14 (0.80-1.62)
Obese 207 0.95 (0.71-1.27) 1.23 (0.80-1.89) 0.89 (0.61-1.30) 1.36 (0.86-2.15)

Parity
Two children or less 437 1.0 1.0 1.0 1.0
Three children or more 767 1.98 (1.56-2.51)a 1.35 (0.98-1.86)c 1.57 (1.18-2.08)b 0.93 (0.65-1.33)

Hysterectomy
No 889 1.0 1.0 1.0 1.0
Yes 66 2.40 (1.33-4.34)b 1.89 (1.02-3.52)b 1.13 (0.65-1.95) 0.87 (0.49-1.54)

The Hosmer and Lemeshow P value for any joint pain and moderate-to-severe joint pain are 0.572 and 0.552, respectively.
BMI, body mass index; OR, odds ratio.
aP< 0.001.
bP< 0.05.
cP< 0.07.

MENOPAUSAL SYMPTOMS IN BANGLADESHI WOMEN
they had no education compared with women having education
beyond secondary school (OR 2.38, 95% CI 1.02-2.32;
P< 0.001). The H-L P values for any joint pain and moderate-
severe joint pain were 0.572 and 0.552, respectively.

DISCUSSION
This is the first nationally representative, population-based

study to report the prevalence and severity of menopausal
symptoms among women at midlife in Bangladesh. The key
findings are that approximately 80% of perimenopausal
women and 70 % of postmenopausal women reported any
VMS, and one-third of perimenopausal women and more than
one-quarter of postmenopausal women reported their VMS to
be moderate to severely bothersome. Joint pain was more
prevalent in perimenopausal and postmenopausal women,
with three-quarters of these women reporting any joint pain
and about half moderate to severely bothersome joint pain.
Despite the high prevalence and severity of symptoms, none
Copyright � 2016 The North American Menopause Society
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for menopausal symptoms.
Approximately all the women in our study had reached

menopause by the age of 50 years. This is consistent with the
findings of other studies of women in Asia, and earlier than
seen in developed countries.22 This may reflect poorer health
and nutrition, and lower socioeconomic status, as prior studies
have observed that lower social class, identified either by a
woman’s educational attainment or by her own or her hus-
band’s occupation, is associated with an earlier age at natural
menopause.22-24

Compared with our study, three studies conducted in India,
Pakistan, and Sri Lanka using validated instruments reported a
lower prevalence of VMS and joint pain.25-27 Although Nisar
and Sohoo28 reported a higher prevalence of both VMS and
joint pain in Pakistani women, they did not find any difference
in prevalence according to menopause status. Overall, these
studies, except that of Nisar and Sohoo,28 are limited by small
sample size.
Menopause, Vol. 23, No. 7, 2016 7

. Unauthorized reproduction of this article is prohibited.



CE: R.R.; MENO-D-15-00280; Total nos of Pages: 9;

MENO-D-15-00280

REFERENCES

ISLAM ET AL
There were no Asian studies with which to compare our
findings for the severity of VMS. The reporting of any VMS
and moderate-severe VMS by women in this study is, how-
ever, strikingly similar to that recently reported by Australian
women in a study that also used the MENQOL.19 As in the
recent Australian study and other studies,29-32 we observed a
significant association between moderate-severe VMS and
obesity; however, we did not find an association between the
reporting of VMS and level of education. Previous studies
have reported a lower prevalence of VMS in well-educated
women19,33,34; however, only 12% of the women in our study
were educated beyond high school.

Muslim women were twice as likely to report any VMS
compared with Hindu women. Sievert et al35 reported hot
flashes, measured by sternal skin conductance during the
daytime, were more common among Muslim than Hindu
women in Bangladesh, and attributed this to differences in
clothing. As the VMS domain includes night sweats, it is,
however, possible that factors beyond clothing contribute to
this difference.

To our knowledge, this is the first study to report the
severity of any joint pain and the associated factors. That
joint pain was associated with being less educated may be
explained by uneducated women being more likely to perform
more physically demanding domestic duties. Although hys-
terectomy was associated with any joint pain, it was not
associated with moderate-severe joint pain. We suspect some
of our study participants who reported hysterectomy may also
have had a bilateral oophorectomy, and were unware of it.

As in other studies,3,27,28,36,37 the prevalence of physical
symptoms was high and did not vary greatly according to
menopause status. Psychological symptoms, although slightly
less prevalent in premenopausal women, were still highly
prevalent in all groups. These findings are in line with
previous studies in Asia26,28,37 and Australia.19 Sexual symp-
toms were more prevalent in perimenopausal and postmeno-
pausal groups compared with other studies in Asia and
Australia.3,19,25,27,28,36,37 Any sexual symptoms were reported
by half of the premenopausal women and 95% of the peri-
menopausal and postmenopausal women. These proportions
are much greater than recently reported for Australian pre-
menopausal (44%), perimenopausal (59%), and postmeno-
pausal women aged less than 55 years (69%) using the same
questionnaire.19 This difference may reflect the sex inequity
that persists in Bangladesh, exemplified by over 53% of
married Bangladeshi women reporting intimate partner
physical and/or sexual violence in a large national survey
that used structured face-to-face interviews.38

Strengths of the BMWHS include the robust sampling of a
socioeconomically heterogeneous group of women recruited
across the country and the use of a validated measure of
menopausal symptoms and objective measures of height and
weight. Careful questionnaire development, interviewer train-
ing, and quality control of interviews ensured the validity and
completeness of the results. Recall and reporting bias may
have occurred with respect to the estimation of age and
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women’s knowledge of oophorectomy. Another potential
limitation is that we did not ask women about natural rem-
edies used for menopausal symptoms.
CONCLUSIONS
This large population-based study of women aged 30 to 59

years indicates that menopausal symptoms, especially VMS
and joint pain, are a considerable problem in Bangladesh, with
many women having bothersome symptoms. Despite this, no
women reported prescription therapy, suggesting that meno-
pause remains neglected in Bangladesh.
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Chapter 9: Pelvic Floor Disorders in Women in Bangladesh 

9.1 Introduction 

Pelvic floor disorders (PFDs) including urinary incontinence (UI), faecal incontinence (FI) 

and pelvic organ prolapse (POP) are neglected health conditions in women in Bangladesh 

which again are not adequately understood due to lack of research. This chapter is a 

manuscript which is currently under review in a peer-reviewed journal, Obstetrics & 

Gynecology, for publication. This paper investigated the prevalence of, and risk factors for, 

pelvic floor disorders in women at midlife in Bangladesh. 

This paper reports that PFDs, particularly UI and POP, affect a concerningly high 

proportion of women at midlife in Bangladesh and become more common with age and 

parity. This paper recommended that increased attention is needed to the diagnosis, 

treatment, and ultimately prevention of PFDs to reduce the health burden of these conditions 

for Bangladeshi women. 
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The prevalence of symptomatic pelvic floor disorders in women in Bangladesh
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ABSTRACT
Objective: To investigate the prevalence of, and risk factors for, pelvic floor disorders (PFDs) in women
in Bangladesh.
Methods: A nationally representative sample of 1590 Bangladeshi women, aged 30–59 years, was
recruited using a multistage cluster sampling technique, between September 2013 and March 2014.
Urinary incontinence (UI), fecal incontinence (FI) and pelvic organ prolapse (POP) were assessed using
validated questionnaires. The weighted prevalence and the factors associated with each PFD were
investigated using multivariable weighted logistic regression.
Results: The weighted prevalence of UI was 23.7% (95% confidence interval (CI) 21.3–26.0%), FI 5.3%
(95% CI 4.0–6.6%), POP 16.2% (95% CI 14.2–18.2%), and having at least one PFD 35.3% (95% CI
32.6–37.9%). Women were more likely to have at least one PFD if aged 40–49 years (adjusted odds
ratio (AOR) 1.46, 95% CI 1.02–2.08; p¼ 0.040) or 50–59 years (AOR 2.39, 95% CI 1.59–3.58; p< 0.0001),
compared with women aged 30–39 years. Having at least one PFD was positively associated with hav-
ing three or more versus fewer children (AOR 1.61, 95% CI 1.14–2.27; p¼ 0.007), being in the middle
(AOR 3.05, 95% CI 1.72–5.41; p< 0.0001), second lowest (AOR 2.49, 95% CI 1.39–4.47; p¼ 0.002) or low-
est (AOR 3.13, 95% CI 1.68–5.86; p< 0.0001) wealth quintile compared with the highest, and self-
reporting diabetes (AOR 2.55, 95% CI 1.54–4.23; p< 0.0001).
Conclusions: One-third of Bangladeshi women aged 30–59 years had at least one symptomatic PFD.
Risk factors included greater age, higher parity, lower wealth status and self-reported diabetes. The
diagnosis, treatment, and prevention of PFDs in Bangladesh need greater attention, as the prevalence
of these disabling conditions is likely to increase with the aging of the population.
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Introduction

Pelvic floor disorders (PFDs), namely urinary incontinence
(UI), fecal incontinence (FI), and pelvic organ prolapse (POP),
are major causes of morbidity in women. The limited avail-
able data suggest that age, parity, obesity and vaginal deliv-
ery are risk factors for PFDs in developing countries, as in
developed countries1–3. However, in developing countries,
women marry and reproduce at a young age, have high par-
ity and commonly have lifestyles that require frequent heavy
lifting, increasing the risk of PFD1,4. With increasing life
expectancy in developing countries, such as Bangladesh,
more women are likely to live with the socioeconomic, psy-
chological and physical consequences of pelvic floor dysfunc-
tion for several decades1. The prevalence data for PFDs,
diagnosed by validated questionnaires, in representative
community-based samples in developing countries are inad-
equate. The Bangladesh Midlife Women’s Health Study
(BMWHS) is a comprehensive study of the health of women
at midlife in Bangladesh5. This study has provided the oppor-
tunity to investigate, using validated questionnaires, the

weighted prevalence estimates of symptomatic PFDs and
their risk factors in a randomly recruited, nationally represen-
tative sample of women at midlife.

Methods

Study design and participants

Bangladesh has a total female population of 70 million and
they live in seven divisions which are further divided into 64
districts6. The primary outcomes of the BMWHS were the
knowledge, awareness and uptake of cervical cancer and
breast cancer screening to investigate why the uptake of
screening has been low7,8, with the prevalence of, and risk
factors for, UI, FI and POP stipulated as secondary outcomes
in the study protocol. The BMWHS was a cross-sectional
study of women aged 30–59 years. Therefore, using a multi-
stage cluster sampling method, a district from each of the
seven divisions was selected at random from the 32 districts
where opportunistic cervical cancer screening had been
offered5. Study participants were then randomly recruited,
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between September 2013 and March 2014, from the districts
of Barisal, Tangail, Comilla, Sathkhira, Rajshahi, Rangpur, and
Habigonj. Based on the Population and Housing Census
2011, the number of women recruited in each district was
determined by the distribution of the 3.24 million women of
the target age group in these districts, taking into account
the ratio of urban to rural women in each district. The small-
est defined unit (enumeration area; EA) within each of the
seven districts included, on average, 120 households6. When
the total sample size was distributed across the rural and
urban areas, the smallest number of women required in any
single EA was 365. Within each district, the EAs were selected
randomly, and within each EA, the first household was
selected at random. Subsequent households were selected
using systematic sampling, with only one woman included
from each household. If an eligible woman was not found in
a selected household, the neighboring household was
approached. Sampling weight was adjusted for unequal
probabilities of selection and ensured representativeness of
the sample at all stages, as previously described7.

Sample size

The BMWHS was undertaken to explore several neglected
women’s health issues, including the PFDs described in this
manuscript. The sample size was based on the previously
reported prevalence of cervical cancer screening uptake
(8.6%)9, with a margin of error of ±2%, among women at
midlife. This provided a minimum sample size of 755. This
was multiplied by the design effect of 2 to adjust the sam-
pling variance resulting from the multistage study design.
The sample size was further increased by 5% to allow for
non-sampling error. The final sample size was 1586 women.
Given the prevalence of UI (23.7%), POP (16.2%), and FI
(5.3%), we were appropriately powered for the study out-
comes of UI, POP and FI at 4%, 3% and 2% levels of preci-
sion, respectively10. In relation to the logistic regression
analyses, considerably more than the required 10 participants
for every explanatory variable have been included11.

Study questionnaires

The study questionnaire had two components: one compo-
nent that comprised questions about personal, sociodemo-
graphic, and household characteristics. Each household
‘wealth index’ was derived from variables including housing
materials, household assets and amenities, sources of water
and toilet facilities. Height and weight, in light clothing,
were measured by the interviewers. Women were considered
to have probable diabetes mellitus if they reported having
been diagnosed with high ‘blood sugar’ or diabetes by a
health-care provider within the past 3 years. The other com-
ponent was comprised of validated PFDs questionnaires. The
presence and type of UI were assessed by the Questionnaire
for Urinary Incontinence Diagnosis (QUID)12. The first three
questions of QUID pertain to stress incontinence, while the
last three to urge incontinence, over the past month. Each
question includes six frequency-based response options,

ranging from ‘none of the time ¼ 0’ to ‘all of the time ¼ 5’
(score 1 ¼ rarely, 2 ¼ once in a while, 3 ¼ often and 4 ¼
most of the time), which are scored from 0 to 5 points.
Scores are summed, resulting in separate stress and urge
scores, each ranging from 0 to 15 points. A score of �4
out of 15 for questions 1–3 identified stress UI and a score
of �6 out of 15 for questions 4–6 identified urge UI13.
Women with both stress and urge UI were classified as
having mixed UI.

POP and FI were assessed by the Pelvic Organ Prolapse
Distress Inventory-6 (POPDI-6), and the Colorectal-Anal
Distress Inventory-8 (CRADI-8), respectively. These are two of
the three subscales of the Pelvic Floor Distress Inventory-20
(PFDI-20), a condition-specific validated questionnaire14. This
questionnaire provides a symptom inventory and a measure
of the degree of bother and distress over a 3-month recall.

Symptomatic POP was defined as a positive response to
one of the POPDI-6 symptom questions ‘Do you experience
bulging or something falling out you can see or feel in the
vaginal area?’. This was in accordance with prior reports of
the prevalence of symptomatic POP15. An affirmative
response to this question correlates well with the presence
of a vaginal bulge on examination16.

The CRADI-8 scale assesses the presence of well-formed,
loose, or flatus incontinence. We defined FI as uncontrolled
loss/leakage of well-formed or loose stool, expressed as a
dichotomous variable (yes/no). Flatus incontinence was not
included when categorizing women as having ‘any FI’.

Procedures

The study questionnaire was developed in English and then
translated into Bengali. It was then back-translated into
English by a bilingual translator with women’s health expert-
ise to verify validity. The questionnaire was piloted in 16
women, and underwent minor refinement prior to implemen-
tation. As literacy is low in Bangladesh, all data were collected
by structured interview. Four female interviewers underwent
a 2-week intensive training program, including mock inter-
views and field practice to ensure interview consistency and
reliability. Each participant was given a verbal explanation of
the study objectives and the anticipated interview time
required, and of confidentiality. Since about 40% of women
are illiterate, verbal consent was obtained for all participants
by the interviewers. All questionnaires were checked daily.
Households were revisited the following day if response clari-
fication was required, or to collect missing data. Since there
was no formal birth registration in Bangladesh until 2007,
accurate estimation of the age of women was a challenge,
particularly for illiterate and/or older women. We used a com-
bined method of age estimation based on the average age of
onset of menarche in Bangladesh as well as life events which
has been described in detail elsewhere5.

The BMWHS was approved by the Monash University
Human Research Ethics Committee, Melbourne, Australia
(CF13/1280-2013000646), and the Bangladesh Medical
Research Council, Dhaka, Bangladesh (BMRC/ERC/2013-2014/
1336).
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Statistical analysis

The weighted prevalence estimates and 95% confidence
intervals (95% CIs) for each PFD, incorporating the design
effect, appropriate sample weights, and sample design, are
presented. Estimates with relative standard errors of more
than 25% were not considered statistically reliable17. Simple
and multivariable weighted logistic regression analyses were
used to calculate the adjusted odds ratios (AORs) and 95%
CIs controlling for the potential and known risk factors for
each PFD. ‘The wealth index’ of each household was con-
structed using principal component analysis and is expressed
as wealth quintiles18. Since ‘the Boy or Girl, two-children are
enough’ campaign has played a vital role in reducing popula-
tion growth over the last 25 years in Bangladesh, parity was
treated as dichotomous for regression analyses, ‘two or fewer
children’ versus ‘more than two children’19. We considered
12 variables as potential predictors for all outcomes; how-
ever, place of residence and menopausal status were
excluded from the multivariable logistic regression models
due to collinearity with wealth quintile and age, respectively.
Marital status, occupation, religion, and body mass index
(BMI) were not included in the model, as they were either
not statistically significant in simple logistic regression analy-
ses, or did not affect the performance of the model.
Hysterectomized women were excluded from the regression
analyses as this was a small sub-group of women and the
reasons for hysterectomy were not known. Data regarding
mode of delivery was not collected. However, from the
Bangladesh Demographic Health Survey, for women of this
age in Bangladesh, over 93% would have had home births,
with about 10% delivered by skilled birth attendants, and
less than 2% delivered by Cesarean section20. Thus the num-
ber of births was considered as indicative of the number of
vaginal deliveries. All statistical tests were two-sided, and a p
value <0.05 was considered statistically significant. The
Hosmer and Lemeshow (H-L) p values were used to assess
the models’ goodness-of-fit. The first-degree interaction effect
between independent variables was also investigated. All
analyses were performed using statistical software packages
Stata (version 12.0; StataCorp LP, College Station, Texas,
USA), and the Statistical Package for the Social Sciences
(SPSS) (version 20.0; SPSS Inc. Chicago, Illinois, USA).

Results

Characteristics of the study population

A total of 1700 households were approached and 1590
women were interviewed between September 2013 and
March 2014. Eighty-nine (5.2%) women were unable to par-
ticipate either because a male household member refused
permission, or because of pressure of household duties.
Twenty-one (1.2%) women declined to be interviewed
because the survey included sexual health questions. The
characteristics of the study participants and the weighted
prevalence of each of the PFDs are presented in Table 1.
The mean (standard deviation) age of the participants was
42.3 (±8.1) years; 1174 (73.8%) women lived in rural areas,

1498 (94.2%) were not in paid employment, and 1413
(88.9%) were married (Table 1). Six hundred and forty (40.2%)
women had no formal education, and 1467 (92.3%) reported
their religion as Islam. The prevalences of being underweight
(body mass index (BMI)< 17.5 kg/m2), and being obese
(BMI �28 kg/m2) were 5.4% and 16.8%, respectively. One
thousand and eight (64.3%) women had three or more chil-
dren, and 138 (8.7%) women reported having been
diagnosed with diabetes. Hysterectomy was reported by
89 (7.3%) women.

Overall, 558 (35.3%; 95% CI 32.6–37.9%) women were clas-
sified as having at least one symptomatic PFD. Of these, 376
(23.7%; 95% CI 21.3–26.0%) had UI, including 86 (5.4%; 95%
CI 4.2–6.6%), 178 (11.2%; 95% CI 9.5–12.9%) and 111 (7.0%;
95% CI 5.6–8.4%) with stress UI only, urge UI only and mixed
UI, respectively, 83 (5.3%; 95% CI 4.0–6.6%) had FI, and 258
(16.2%; 95% CI 14.2–18.2%) had symptomatic POP.

Risk factors for symptomatic pelvic floor disorder

At least one pelvic floor disorder
Women aged 40–49 years (AOR 1.46, 95% CI 1.02–2.08;
p¼ 0.040) and 50–59 years (AOR 2.39, 95% CI 1.59–3.58;
p< 0.0001) were more likely to have at least one PFD com-
pared with women aged 30–39 years (Table 2). Having three
or more children was associated with having at least one
PFD compared with having fewer children (AOR 1.61, 95% CI
1.14–2.27; p¼ 0.007). Compared with women in the highest
wealth quintile, the proportion of women with at least one
PFD was greater for those in the middle (AOR 3.05, 95% CI
1.72–5.41; p< 0.0001), second lowest (AOR 2.49, 95% CI
1.39–4.47; p¼ 0.002), and lowest (AOR 3.13, 95% CI 1.68–5.86;
p< 0.0001) wealth quintiles. Reporting of a diagnosis of dia-
betes was associated with having at least one PFD (AOR 2.55,
95% CI 1.54–4.23; p< 0.0001).

Urinary incontinence
UI was more prevalent amongst women aged 40–49 years
(AOR 1.85, 95% CI 1.19–2.88; p¼ 0.006) and 50–59 years
(AOR 3.40, 95% CI 2.10–5.51; p< 0.0001) compared with
women aged 30–39 years. Women with three or more chil-
dren were more likely to have UI (AOR 1.99, 95% CI
1.31–3.04; p¼ 0.001) compared with women who had fewer
children. Compared with women in the highest wealth
quintile, the proportion of women with UI was greater for
those in the middle (AOR 2.11, 95% CI 1.10–4.09; p¼ 0.025),
second lowest (AOR 2.24, 95% CI 1.15–4.39; p¼ 0.018), and
lowest (AOR 2.27, 95% CI 1.24–5.29; p¼ 0.011) wealth quin-
tiles. Reporting a diagnosis of diabetes was significantly
associated with having UI (AOR 1.87, 95% CI 1.31–3.04;
p¼ 0.0261). Women with POP were more likely to have UI
(AOR 2.46, 95% CI 1.67–3.61; p< 0.0001), but not more
likely to have FI.

Pelvic organ prolapse
The prevalence of POP was greater amongst women in the
middle (AOR 2.46, 95% CI 1.35–4.49; p¼ 0.003), second
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lowest (AOR 2.22, 95% CI 1.19–4.14; p¼ 0.012), and lowest
(AOR 2.17, 95% CI 1.13–4.16; p¼ 0.019) wealth quintiles com-
pared with those in the highest wealth quintile. Having three
or more children was associated with a greater likelihood of
POP (AOR 1.48, 95% CI 1.02–2.16; p¼ 0.040).

Fecal incontinence
Women in the lowest wealth quintile were more likely to
experience FI (AOR 5.74, 95% CI 1.14–28.82; p¼ 0.028) com-
pared with women in the highest wealth quintile. FI was also
associated with self-reported of diabetes (AOR 4.18, 95% CI
1.77–9.86; p< 0.0001). Age and parity were not significantly
associated with FI.

Discussion

This national, population-based study of PFDs in women at
midlife in Bangladesh demonstrates that PFDs are highly
prevalent amongst women aged 30–59 years. More than
one-third of all the participants and more than half of the
women aged 50–59 years had at least one PFD. In addition
to age, the main factors associated with having any PFD
were higher parity, lower wealth status and having reported
diabetes as diagnosed by a health professional.

PFDs appear to affect Bangladeshi women at a relatively
young age. The prevalence of at least one PFD was higher
across all age groups than reported for women in the US by
the National Health and Nutritional Examination Survey

Table 1. Weighted prevalence rates of urinary incontinence, fecal incontinence, pelvic organ prolapse and one or more pelvic floor disorders by demographic
profile of all participants. Data are given as % (95% confidence interval) or mean ± standard deviation.

Characteristics
Number of
women (%)

Urinary incontinence
(n ¼ 376)

Fecal incontinence
(n ¼ 83)

Pelvic organ prolapse
(n ¼ 258)

One or more pelvic floor
disorders (n ¼ 558)

Overall 1590 23.7 (21.3–26.0) 5.3 (4.0–6.6) 16.2 (14.2–18.2) 35.3 (32.6–37.9)

Place of residence
Urban 416 (26.2) 15.3 (11.9–18.6) 4.0 (2.1–5.6) 10.5 (7.7–13.4) 24.3 (20.4–28.4)
Rural 1174 (73.8) 26.9 (24.4–29.5) 5.8 (4.4–7.1) 18.5 (16.2–20.7) 39.5 (36.7–42.4)

Age (years) 42.3 ± 8.1 45.5 ± 8.3 44.4 ± 8.8 42.8 ± 8.4 44.4 ± 8.5
30–39 653 (41.1) 14.5 (11.9–17.3) 4.6 (3.0–6.2) 15.6 (12.9–18.4) 27.1 (23.6–30.4)
40–49 591 (37.2) 23.4 (20.0–27.0) 4.3 (2.5–5.8) 15.4 (12.4–18.3) 34.6 (30.7–38.4)
50–59 346 (21.7) 40.9 (35.8–46.0) 8.1 (5.3–11.0) 18.8 (14.7–22.8) 51.5 (46.4–56.7)

Menopause status
Premenopause 944 (59.3) 16.1 (13.8–18.5) 3.6 (2.4–4.8) 15.3 (13.1–17.7) 27.5 (24.7–30.4)
Perimenopause 133 (8.4) 27.3 (19.5–34.8) 7.9 (3.2–12.5)b 22.7 (15.4–29.7) 40.9 (32.3–49.1)
Postmenopause 513 (32.3) 36.7 (32.5–40.9) 7.7 (5.4–10.0) 16.3 (13.0–19.4) 48.3 (44.0–52.7)

Marital status
Married 1413 (88.9) 22.1 (19.9–24.2) 4.8 (3.7–6.0) 15.7 (13.8–17.6) 33.4 (30.9–35.9)
Widow, divorced or separated 177 (11.1) 36.2 (29.5–43.5) 8.5 (4.3–12.4) 20.3 (14.6–26.3) 49.7 (42.4–57.0)

Years of education
Secondary and above 601 (37.8) 15.4 (12.5–18.2) 3.0 (1.6–4.3) 12.8 (10.1–15.4) 25.8 (22.3–29.3)
Primary 349 (22.0) 30.1 (25.3–35.0) 7.8 (5.0–10.8) 17.8 (13.8–21.9) 42.3 (37.0–47.5)
Illiterate 640 (40.2) 28.1 (24.6–31.6) 6.1 (4.2–7.9) 18.6 (15.7–21.7) 40.5 (36.6–44.3)

Occupation
Household duties 1498 (94.2) 23.3 (21.2–25.5) 5.0 (3.9–6.1) 16.4 (14.6–18.3) 35.3 (32.9–37.7)
Work outside the home 92 (5.8) 28.9 (19.8–38.3) 9.3 (3.2–14.6)b 13.5 (6.9–21.0)b 34.6 (25.1–44.5)

Religion
Islam 1467 (92.3) 23.3 (21.1–25.5) 5.4 (4.3–6.6) 16.4 (14.6–18.4) 35.2 (32.8–37.7)
Hindu 122 (7.7) 28.3 (20.7–36.5) 3.6 (1.0–7.4)b 13.8 (8.0–20.2) 36.0 (27.3–44.1)

Wealth quintile
Highest 318 (20.0) 16.1 (12.1–20.1) 2.3 (0.8–4.2)b 11.4 (8.4–15.5) 24.4 (19.8–29.3)
Fourth 318 (20.0) 19.3 (15.1–23.9) 3.7 (1.5–5.5)b 15.0 (11.2–19.0) 28.8 (23.7–33.6)
Middle 323 (20.3) 24.6 (19.8–29.1) 4.0 (1.9–6.2)b 19.1 (14.9–23.5) 40.3 (35.0–45.6)
Second 313 (19.7) 27.9 (22.9–32.8) 8.0 (5.0–11.0) 19.3 (15.1–23.9) 40.6 (35.1–46.0)
Lowest 318 (20.0) 30.8 (25.7–35.9) 8.4 (5.3–11.6) 19.1 (14.9–23.6) 42.2 (36.5–47.6)

Body mass index category (kg/m2)c

Underweight (< 17.5) 86 (5.4) 24.1 (14.9–33.3) 3.9 (0.5–7.7)b 22.7 (13.0–30.9) 38.1 (27.7–48.5)
Normal weight (17.5–23) 626 (39.4) 23.8 (20.5–27.2) 6.3 (4.4–8.2) 18.7 (15.7–21.8) 37.2 (33.3–40.9)
Overweight (23.00–28) 609 (38.4) 23.5 (20.2–26.9) 4.7 (3.0–6.3) 15.5 (12.7–18.4) 34.9 (31.1–38.7)
Obese (� 28.00) 267 (16.8) 22.9 (18.0–28.1) 4.7 (2.3–7.4)b 10.0 (6.4–13.6) 30.5 (25.1–36.1)

Parityd

Two children or less 559 (35.7) 13.3 (10.8–16.5) 3.6 (2.0–5.1) 12.1 (9.3–14.6) 24.6 (21.1–28.2)
Three children or more 1008 (64.3) 29.3 (26.5–32.1) 6.0 (4.5–7.5) 18.8 (16.4–21.3) 41.4 (38.4–46.6)

Diabetes mellitus
Yes 138 (8.7) 35.0 (27.5–43.5) 8.1 (3.5–12.5)b 15.7 (9.8–22.0) 49.6 (41.3–58.0)
No 1452 (91.3) 22.6 (20.4–24.7) 5.0 (3.9–6.1) 16.3 (14.4–18.2) 33.9 (31.5–36.4)

Hysterectomye

Yes 89 (7.3) 35.2 (25.4–45.0) 8.7 (3.0–14.6)b 4.3 (0.2–8.7) 44.4 (34.2–54.7)
No 1127 (92.7) 24.4 (21.8–26.9) 5.2 (3.9–6.5) 17.1 (15.0–19.4) 36.1 (33.3–38.9)
a, n¼ 1583 for fecal incontinence and pelvic floor disorder; b, relative standard errors of more than 25% were considered unreliable estimates; c, n¼ 1588 for
body mass index; d, n¼ 1567 for parity; e, n¼ 1216 for hysterectomy
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(NHANES)3,15. Notably, the prevalence of at least one PFD for
women aged 30–39 years was double that reported for the
same age group in NHANES3. Although the NHANES data
were captured using different validated questionnaires, these
measured similar outcomes. Consistent with studies from
developed countries, we found an increase in PFD prevalence
with increasing age and parity3,15. Whereas the NHANES data
showed no association between PFDs and the poverty
income ratio, we observed a significant association between
PFDs and low wealth status.

UI was the most common PFD, affecting nearly one-quar-
ter of the surveyed women. The prevalence of UI was higher
than that reported in developed countries3,14, but lower than
for some developing countries21,22. As in other studies21,22,
age and parity were risk factors for UI, as was diabetes23,
although this diagnosis was reliant on self-report. The associ-
ation between diabetes and UI may reflect glycosuria, urinary
tract infections or bladder dysfunction, secondary to dia-
betes24. As reported here, UI has been associated with symp-
tomatic POP in community-based studies24,25.

One in every six women surveyed had POP. Age, parity,
vaginal delivery, poor delivery practices, heavy lifting and
poor nutrition have been associated with POP in developing
countries1. Our finding, that poor women were more likely to
have POP, could be a function of obstetric complications
experienced by poor women mostly living in rural areas26.
The greater likelihood of poorer women undertaking heavy
physical work may also contribute to their higher risk of POP.

Epidemiological data for FI in developing countries are
sparse, with the reported prevalence varying from 4 to
41%27,28. This reflects assessment using different validated
and non-validated questionnaires, different time frames over
which symptoms have been assessed and the inclusion of
older women. The relatively low prevalence of FI observed in
the present study may reflect the relatively young age of our
study sample. UI, parity, vaginal delivery, level of education,
diabetes, inflammatory bowel disease and osteoarthritis have
been identified as independent risk factors for FI27.
Consistent with a prior study28, we found diabetes to be a
risk factor for FI. Factors that may predispose diabetic
women to FI include peripheral neuropathy29, and gastro-
intestinal complications of diabetes30. In the present study, FI
was also significantly associated with lower wealth status,
but not with age or parity.

Study strengths of the BMWHS include the robust sam-
pling of a socioeconomically heterogeneous group of women
recruited nationally, the use of validated measures of the
PFDs and objective measurement of height and weight.
Careful questionnaire development, interviewer training and
quality control of the interviews ensured the validity and
completeness of the results. The limitations include not hav-
ing documented the mode of childbirth or the amount of
heavy work performed by the study participants. Although
we do not have data on mode of delivery, we used parity as
a surrogate measure of vaginal delivery because the
Cesarean section rate would have been less than 2% for
women of this age in Bangladesh20. Furthermore, causality
cannot be established by cross-sectional data. Reporting bias
may have occurred as we assessed diabetes mellitus based

on women reporting that they had been diagnosed with dia-
betes by a health professional within the last 3 years.
However, given the restricted access of women in
Bangladesh to health professionals, it is unlikely that this
would be an over-estimate of the prevalence of diabetes. It is
more likely that some women with diabetes have never been
tested for it.

Conclusion

Symptomatic pelvic floor dysfunction is known to adversely
impact well-being31. In this setting, PFDs are not only embar-
rassing and distressing, but also can be socially disabling. As
PFDs, particularly UI and POP, affect one-third of women at a
relatively young age in Bangladesh, the diagnosis, treatment
and prevention of these chronic conditions should be consid-
ered a woman’s health priority, particularly as their preva-
lence is likely to increase as the population ages. More
specifically, efforts should be strengthened to improve access
to family planning and safe delivery services. Training in pel-
vic floor exercises should also be incorporated as part of rou-
tine postnatal care through existing health services to reduce
the likelihood of developing incontinence. Furthermore, early
intervention strategies for symptomatic PFDs should be
considered.
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Chapter 10: Integrative Discussion, Conclusion and Future Direction 

Despite startling improvement in the reproductive health of women, non-reproductive health 

issues remain neglected in Bangladesh and these underpinned the issues examined in this 

thesis. A nationally representative, cross-sectional survey of women aged 30-59 years was 

conducted to improve our understanding of women’s knowledge of CCa and BCa and 

barriers to early prevention and diagnosis. This thesis also aimed to determine the 

prevalence and severity of symptoms of the menopause; and documented the prevalence of, 

and risk factors for, UI, FI and POP amongst Bangladeshi women at mid-life. 

In Bangladesh, more than 80% of women are aware of CCa, however, about 40% of these 

women were unaware of a screening test for this condition, despite the women in this survey 

living in areas where opportunistic screening is known to have been offered. Women living 

in rural areas and women with little education were less likely to be aware of CCa than 

urban-dwelling women with some education. On the other hand, women who were obese 

and older were more likely to be aware of CCa compared with women of normal weight and 

younger. In this setting, obesity is likely to be a surrogate measure of higher social class. We 

found similar results for BCa and BCa screening awareness in the women surveyed. 

Consistent with other studies in developing countries, the uptake of CCa and BCa screening 

has been low in Bangladesh, even though potentially effective opportunistic CCa screening 

programs exist. The reasons for not undertaking screening were that women thought that 

they needed to have symptoms or did not know screening was needed, or both. Our 

multivariable analyses showed that residing in a rural area and being uneducated were 

independent barriers to CCa screening uptake, while being employed outside of the 
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household and being older were associated with the uptake of CCa screening. For BCa 

screening uptake, there was a trend towards women being less likely to undergo CBE if they 

had no education. As a Muslim country, it was anticipated that religious and cultural beliefs 

might be the most influential barriers to screening uptake among women in Bangladesh. 

However, our results showed that simple lack of knowledge of CCa and BCa and lack of 

awareness of the role of screening were the key barriers to screening uptake. 

A systematic literature search was conducted to review the published data on the prevalence 

of menopausal symptoms in Asian women. The key findings were that physical symptoms 

were the most prevalent symptoms in Asian women compared with psychological, 

vasomotor and sexual symptoms. There was wide variation in the prevalence of symptoms 

which was due to the differences in modes of recruitment, study design, sampling 

procedures, the time frame over which symptoms were assessed and use of different 

assessment tools. A high level of bias for both external and internal validity was observed 

for most studies. The systematic review revealed that further studies of representative 

samples are necessary to understand whether the variation in prevalences is exclusively a 

function of methodological issues or could include a component of ethnic, cultural or socio-

economic considerations. 

To address the lack of information identified in the systematic review, we conducted a 

nationally representative study using a validated questionnaire, the MENQOL. Our study 

showed that 59.4% of the women aged 30-59 years were premenopausal, 8.4% 

perimenopausal, 32.3% postmenopausal, and nearly all women reached menopause by the 

age of 50 years. Consistent with the review, our study showed that physical symptoms were 

the most prevalent, followed by psychological, vasomotor and sexual symptoms. The VMS 
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showed the greatest differences across the menopausal groups. The prevalences of VMS and 

sexual symptoms were higher in our study than in other studies of women in Asia. The 

prevalence of moderate-severely bothersome VMS was 4.1% in premenopausal, 33.3% in 

perimenopausal, and 28.2% in postmenopausal women. Our results showed that, compared 

with premenopausal women, perimenopausal and postmenopausal women were more likely 

to have moderate-severely bothersome VMS. Compared with women of normal weight, 

obese women were more likely to have moderate-severely bothersome VMS. The 

prevalence of moderate-severely bothersome joint pain was 40.3% in postmenopausal, 

36.2% in perimenopausal, and 15.3% in premenopausal women. Risk factors for moderate-

severely bothersome joint pain included being peri-menopausal or postmenopausal 

compared with premenopausal women and having no education compared with women 

educated beyond secondary school. Our study demonstrated that a substantial proportion of 

Bangladeshi women experience menopause associated moderate-severely bothersome VMS 

and joint pain. Despite the high symptom prevalence, no women reported treatment, 

suggesting that menopausal symptoms remain neglected in Bangladesh. 

The BMWHS provides the first nation-wide estimates of the 3 symptomatic PFDs in women 

at mid-life in Bangladesh. The key finding was that PFDs are common in Bangladeshi 

women at a relatively young age. More than one-third of all the women, and more than half 

of the women aged 50-59 years were identified as having at least one PFD.  In addition to 

age, the main factors associated with having at least one PFD were high parity, low wealth 

status and diabetes diagnosed by a health professional. UI was the most common disorder 

amongst PFDs and was present in nearly one-quarter of women. This proportion is higher 

than numerous studies conducted in developed countries but lower than some studies in 
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developing countries. Major risk factors for UI were age, high parity, low wealth status, 

diabetes and having POP.  

POP was also common with one in every six women suffering from this condition. Factors 

associated with POP were higher parity and lower wealth status. The prevalence of FI in our 

study was low (5.3%) when compared with previous studies in developing countries. This 

was possibly due to the women in our study being younger than those included in other 

studies. Less wealthy women and women reporting a diagnosis of diabetes were at greater 

risk of FI than wealthier and non-diabetic women, respectively. There is a need for 

increased attention to the diagnosis, treatment and ultimately prevention of PFDs in 

Bangladesh and other developing countries as these chronic conditions are not only 

embarrassing, but are often lifestyle limiting, and can be disabling. 

The BMWHS had several strengths. It was a nation-wide population-based study using a 

robust sampling technique, and validated instruments. The BMWHS provided a rich data 

base which has enabled us to explore women’s knowledge about, and uptake of, CCa and 

BCa screening and to estimate the age-specific prevalence of UI, FI, POP and menopausal 

symptoms and their severity. Careful questionnaire development, interviewer training, and 

quality control of interviews ensured the validity and reliability of the results. Furthermore, 

identification of the field challenges and experiences from the BMWHS has provided 

background for other researchers planning to conduct surveys about women’s health issues 

in developing countries. The main limitation of the BMWHS is that causality between risk 

factors and outcomes cannot be established due to the cross-sectional nature of the study. 

There may also have been some lack of precision in relation to the estimate of the mean age 

of menopause as in some cases women needed to estimate their age based on major life 

events.  
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In Bangladesh, more than 14 million women will be 50 years or older by 2021(153). With 

an ageing population, the number of women with these conditions, CCa, BCa, menopausal 

symptoms and PFDs, will increase substantially. Although BCa statistics are lacking in 

Bangladesh, the Bangladesh Ministry of Health and Family Welfare has identified CCa and 

BCa as major targets for early disease detection and campaigns have been proposed to 

educate women about the symptoms and signs of CCa and BCa (154). For programs to be 

effective in Bangladesh, women need to be educated about the concept of screening for 

these conditions even when they lack symptoms. Targeted educational health programs are 

needed to increase CCa screening uptake, while CBE should be promoted for down staging 

of BCa in Bangladesh. 

Unlike numerous other studies undertaken in women in Asian countries, our study shows 

that bothersome VMS are common among perimenopausal and postmenopausal women in 

Bangladesh and remain untreated. With an ageing population, the number of symptomatic 

women in the community will be substantial and options for symptom relief need to be 

available. With population ageing, PFDs will emerge as a major health problem. Targeted 

education health programs are needed to increase awareness of these conditions in 

Bangladesh, with the view to improving the treatment of these conditions and ultimately 

reducing their impact on morbidity and mortality. 
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Appendices 

Appendix I 

1.1 English questionnaire 



1 

MONASH UNIVERSITY, AUSTRALIA UNIVERSITY OF DHAKA 

INTRODUCTION AND CONSENT 

Hello. 
My name is _______________________________________ and I am inviting you to take part in a survey on “Examining Neglected 
Health Problems in Women at Midlife in Bangladesh”. We are seeking to understand how much women know about cancers that 
only affect women and problems some women have that might limit their activities. If you are aged 30-59 years old we would 
appreciate your agreeing to being involved in this study. The survey takes about 45-60 minutes to complete.  

As part of the survey I would first like to ask some questions about you and your household.  I will then ask you questions about 
your understanding of cancer in women. After that there are questions about your personal health. All of the answers you give will 
be kept private. We will not use your name but will use a serial number. As a result, your responses will no longer be identifiable 
except by the number. 

Participation in this survey is completely voluntary. We cannot guarantee or promise that this survey will directly benefit you but 
we hope our work will help to reduce neglected health problems nationally. If we come to any question you don't want to answer, 
just let me know and I will go on to the next question; or you can stop the interview at any time. However, we hope you will 
participate in the survey since your views are very important. 

At this time, do you want to ask me anything about the survey? 

May I begin the interview now? 

Signature of respondent: ………………………………………………………………Date:…………………………. 

Signature of interviewer: ………………………………………………………………Date:…………………………. 

NOTE: 
□ Respondent agrees to be interviewed (verbal consent) – Continue

□ Respondent does not agree to be interviewed – The end
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SURVEY QUESTIONNAIRE 

Examining Neglected Health Problems in Women at Midlife in Bangladesh 

SECTION 1: IDENTIFICATION 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES 
101 Division Barisal 1 

Chittagong 2 
Dhaka 3 
Khulna 4 
Rajshahi 5 
Rangpur 6 
Sylhet 7 

102 District Barisal 1 
Comilla 2 
Tangail 3 
Satkhira 4 
Rajshahi 5 
Rangpur 6 
Habigonj 7 

103 Upazila (Sub-distric) Code Please specify in number............................................... 

104 Union/Ward Code Please specify in number............................................... 

105 Village/Block Please write down the name of village/block 

106 Cluster Number Please specify in number............................................... 

107 Type of Cluster Urban.....................1 Rural......................2 

108 Household Number Please specify in number............................................... 

109 Name of the Interviwee................................................................. 

111 Name of the Husband of Interviwee.............................................. 

112 Name of the Interviwers................................................................ 

 Start time of the interview Hours: Minutes: 
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SECTION 2: SOCIO-DEMOGRAPHIC AND HOUSEHOLD CHARACTERISTICS 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
201 How old are you? Please specify in years……………………. 

202 What is your date of birth? Please write down the year of birth…………… 
203 Have you ever attended school? Yes ................................................................. 1 

No .................................................................. 0 205 

204 If yes, how many years of schooling have 
you completed? Please specify in absolute years ....................  

205 What is your occupation, that is, what kind 
of work do (did) you mainly do? 

Agriculture ..................................................... 01 
Domestic/Household work ........................... 02 
Maid servant/Day labourer ........................... 03 
Business ......................................................... 04 
Service ........................................................... 05 
Doctor/Enginieer/Teacher ............................ 06 
Others (Please specify) .................................. 99 

206 Has your husband ever attended school? Yes ................................................................. 1 
No .................................................................. 0 208 

207 If yes, how many years of schooling has 
your husband completed? Please specify in absolute years ....................  

208 What kind of work does (did) your husband 
mainly do? 

Agriculture ..................................................... 01 
Rickshaw/van puller ...................................... 02 
Day labourer .................................................. 03 
Business ......................................................... 04 
Service ........................................................... 05 
Doctor/Enginieer/Teacher ............................ 06 
Others (Please specify) .................................. 99 

209 What is the main source of drinking water 
for members of your household? 

Main Source Yes  No 
Piped water 1 0 
Deep Tubwell 1 0 
Well 1 0 
Water from spring 1 0 
Rain water 1 0 
Bottle water 1 0 
Surface water 
(River/Dam/Lake/Ponds/Strea
m/Canal/Irrigation channel) 

1 0 

210 What is the main source of water used by 
your household for other purposes such as 
cooking and hand washing? 

Main Source Yes  No 
Piped water 1 0 
Deep Tubwell 1 0 
Well 1 0 
Water from spring 1 0 
Rain water 1 0 
Bottle water 1 0 
Surface water 
(River/Dam/Lake/Ponds/Strea
m/Canal/Irrigation channel) 

1 0 

211 What kinds of toilet facility do members of 
your household usually use? 

Type of toilet Yes  No 
Flush/Pour Flush toilet 1 0 
Pit latrine 1 0 
Busket toilet 1 0 
Hanging toilet 1 0 
No facility/Bush/Field 1 0 

    213 
212 Do you share this toilet facility with other Yes ................................................................. 1 
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NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
households? No .................................................................. 0 

213 Does your household have the following 
items? 

(Multiple responses) 

Households Items Yes No 
Electricity 1 0 
A radio/television 1 0 
A computer/ i pad 1 0 
A mobile telephone 1 0 
A land phone 1 0 
A refrigerator 1 0 
An almirah/wardrobe 1 0 
A table 1 0 
A chair 1 0 
A watch 1 0 
A bi-cycle 1 0 
A motor cycle/motor 
scooter/tempo 

1 0 

An animal-drawn cart 1 0 
A car/truck/bus 1 0 
A boat with a motor 1 0 

214 Does your household own any livestock, 
herds, other farm animals or poultry? 

Yes ................................................................. 1 
No .................................................................. 0 

215 Does your household own any homestead? Yes ................................................................. 1 
No .................................................................. 0 

216 Does your household own any land (other 
than the homestead land)? 

Yes ................................................................. 1 
No .................................................................. 0 

217 What is the main material of the floor of 
your house? 

Main material Yes  No 
Natural floor (Earth/Sand) 1 0 
Rudimentary floor (Wood 
Planks , Palm/Bamboo) 

1 0 

Finished floor (Parquet or 
polished wood, Ceramic tiles, 
Cement, Carpet) 

1 0 

218 What is the main material of the roof of 
your house? Main material Yes  No 

Natural roof (Earth/Sand) 1 0 
Rudimentary roof (Wood 
Planks , Palm/Bamboo) 

1 0 

Finished roof (Parquet or 
polished wood, Ceramic tiles, 
Cement, Carpet) 

1 0 

219 What is the main material of the wall of 
your house? Main material Yes  No 

Natural wall (Earth/Sand) 1 0 
Rudimentary wall  (Wood 
Planks , Palm/Bamboo) 

1 0 

Finished wall (Parquet or 
polished wood, Ceramic tiles, 
Cement, Carpet) 

1 0 

 

220 What is your religion? Islam .............................................................. 01 
Hindu ............................................................. 02 
Buddhist ........................................................ 03 
Christianity .................................................... 04 
Others (Please specify)...................................99 

221 What is your marital status? Married ......................................................... 01 
Unmarried ..................................................... 02 
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NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
Separated ...................................................... 03 
Divorced ........................................................ 04 
Widow ........................................................... 05 
Others (Please specify)...................................99 

222 Have you ever given birth to a child? 
(including stillbirths, excluding 
miscarriages) 

Yes ................................................................. 1 
No .................................................................. 0 225 

223 How many live children do you have? Please specify in numbers .............................  

224 How many live children were died? Please specify in numbers .............................  

225 Have you ever taken birth control pills? Yes ................................................................. 1 
No .................................................................. 0 227 

226 How many years in all have you taken birth 
control pills? 

Please specify in months ...............................  

227 Have you had a tubal ligation (‘tubes’ 
tied)? 

Yes ................................................................. 1 
No .................................................................. 0 

228 What is your weight (in kg)? Please MEASURE in kg ..................................  

229 What is your height (in cm)? Please MEASURE in cm .................................  

230 Have you had a test for high blood sugar or 
diabetes within the past three years? 

Yes ................................................................. 1 
No .................................................................. 0 

231 Have you ever been told by a doctor or 
other health professional that you have 
diabetes? 

Yes ................................................................. 1 
No .................................................................. 0 

SECTION3: CERVICAL CANCER 

KNOWLEDGE ABOUT CERVICAL CANCER AND SCREEING BARRIERS 

NO QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
301 Have you ever heard of cervical cancer? Yes ................................................................. 1 

No .................................................................. 0 401 
302 Have you or your family had cervical 

cancer? 
Family 
member 

Yes No Don’t 
know 

Don’t 
want to 

say 
You 1 2 77 88 
Mother 1 2 77 88 
Maternal 
grandmother 

1 2 77 88 

Paternal 
grandmother 

88 

Daughter 1 2 77 88 
Sisters 1 2 77 88 
Maternal 
aunties 

1 2 77 88 

Paternal 
aunties 

1 2 77 88 

303 Can you please tell me any symptoms 
which would indicate a woman has cervical 
cancer? 

Yes ................................................................. 1 
No .................................................................. 0 305 

304 What are the symptoms of cervical cancer? 

(Multiple responses) 

Symptoms Yes No 
Vaginal bleeding between periods 1 0 
Vaginal discharge 1 0 
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NO QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
Bleeding after sex 1 0 
Pain or discomfort during/after 
sex 

1 0 

Bleeding after menopause 1 0 
305 Have you ever heard about women having 

testing to find cervical cancer screening? 
nu¨v ............................................................... 1 
bv ................................................................... 0 401 

306 Do you know what major methods of 
cervical cancer screening are? 

Yes ................................................................. 1 
No .................................................................. 0 308 

307 What are the major methods of cervical 
cancer screening? 

(Multiple responses) 

Screening methods Yes No 
Pap test 1 0 
Visual inspection of cervix after 
applying acetic acid (VIA) 

1 0 

HPV (Human papillomavirus) 
testing 

1 0 

 

308 Have you ever had screening for cervical 
cancer? 

Yes ................................................................. 1 
No .................................................................. 0 311 

309 What sort of screening did you have? Pap test (pap smear/pap test)- ..................... 01 
VIA (visual inspection of cervix after applying 
acetic acid) .................................................... 02 
HPV (Human Papilloma virus) ....................... 03 
Don’t know .................................................... 77 

310 How many times have you been 
screened for cervical cancer? 

Please write down in numbers ......................  

311 Why did you not take up screening for 
cervical cancer? 

(Multiple responses) 

Barriers/Causes Yes No 
Did not know screening was needed 1 0 
Did not know where to go 1 0 
Had no symptoms 1 0 
Lack of information  about 
disease/treatment 

1 0 

Expensive (accommodation, 
treatment, medicine) 

1 0 

Service centre was too far 1 0 
Transportation problem 1 0 
Family did not allow 1 0 
No one to accompany 1 0 
Modesty/Shyness 1 0 
Fear of test result/having cancer 1 0 
Fear of deportation by the 
families/friends/neighbours 

1 0 

Undressing/Embarrassing or 
awkward nature of  diagnosis 

1 0 

Painful instrument used for 
screening 

1 0 

Attitude of the service providers 1 0 
Lack of female screeners 1 0 
Lack of government financial 
support 

1 0 

Lack of time 1 0 
Chronic disabling conditions 1 0 
Religious reasons 1 0 
Others, please specify…………… 1 0 
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312 If religious reason, could you please 
explain in details? 

(Multiple responses) 

Religious reasons Yes No 
Coming from God/ God’s will 1 0 
Only God can cure 1 0 
Undressing in front of  others is not 
permitted 

1 0 

Other religious 
reasons………………………… 

1 0 

313 If family did not allow, could you please 
explain in details? 

(Multiple responses) 

Familial reasons Yes No 
Husband did not allow me to go to 
the doctors 

1 0 

Husband did not provide me with 
economic support 

1 0 

Father/Mother-in-law did not allow 
me to go to the doctors 

1 0 

Other family reasons ………… 1 0 
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SECTION 4: BREAST CANCER 

KNOWLEDGE AND PRACTICES OF BREAST CANCER AND SCREENING BARRIERS 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 
401 Have you ever heard of breast cancer? Yes ................................................................. 1 

No .................................................................. 0 501 
402 Have you or a member of your family 

had breast cancer? 
Family 
member 

Yes No Don’t 
know 

Don’t 
want to 

say 
You 1 2 77 88 
Mother 1 2 77 88 
Maternal 
grandmother 

1 2 77 88 

Paternal 
grandmother 

88 

Daughter 1 2 77 88 
Sisters 1 2 77 88 
Maternal 
aunties 

1 2 77 88 

Paternal 
aunties 

1 2 77 88 

403 Can you please tell me any symptoms 
which would indicate a woman has 
breast cancer? 

Yes ................................................................. 1 
No .................................................................. 0 405 

404 What are the symptoms of breast 
cancer? 

(Multiple responses) 

Symtopms Yes No 
Nipple discharge 1 0 
Lump (Chaka) in the breasts 1 0 
Pain in the breasts  1 0 
Deformity  of breasts 1 0 
Skin ulceration 1 0 
Redness on the breasts 1 0 

405 Have you ever heard about any 
methods to find breast cancer in 
women? 

Yes ................................................................. 1 
No .................................................................. 0 501 

406 What are the methods of breast cancer 
screening? 

Methods Yes No 
Breast self-examination (BSE) 1 0 
Clinical breast examination (CBE) 1 0 
Mammography 1 0 

501 
501 

501 
407 Do you know how to check your breasts 

for lumps or other abnormalities? 
Yes ................................................................. 1 
No .................................................................. 0 410 

408 Do you ever check your own breasts for 
possible lumps (Chaka), distortions or 
swelling? 

Yes ................................................................. 1 
No .................................................................. 0 

410 

409 Why do you not check your breasts 
yourself  

(Multiple responses) 

Reasons not to check Yes No 
I didn’t know doing this is 
important 

1 0 

I wouldn’t know what to do 1 0 
I didn’t know when to do 1 0 
I don’t think there is anything 
wrong with my breasts 

1 0 

I would be embarrassed/ashamed 
to be doing this 

1 0 
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410 Have you ever had your breasts 
examined by a doctor, nurse, or other 
health professional for lumps? 

Yes ................................................................. 1 
No .................................................................. 0 412 

411 How many times has your health care 
provider examined (felt for lumps with 
his/ her hands) your breasts in the last 
5 years? 

Please write down in numbers .....................  

412 Have you ever had a mammogram? A 
mammogram is an x-ray of each breast 
to look for breast cancer. 

Yes ................................................................. 1 
No .................................................................. 0 414 

413 How many times have you had a 
mammogram? 

Pleasewrite down in numbers ......................  

414 If you have never had any breast cancer 
screening (either by clinical breast 
examination or by mammography) can 
you please explain the reasons?  

 (Multiple responses) 

Barriers/Causes Yes No 
Did not know screening was 
needed 

1 0 

Did not know where to go 1 0 
Had no symptoms 1 0 
Lack of information  about 
disease/treatment 

1 0 

Expensive (accommodation, 
treatment, medicine) 

1 0 

Service centre was too far 1 0 
Transportation problem 1 0 
Family did not allow 1 0 
No one to accompany 1 0 
Modesty/Shyness 1 0 
Fear of test result/having breast 
cancer 

1 0 

Fear of divorce due to breast 
cancer 

1 0 

Fearful about mammography 1 0 
Fear of deportation/rejection by 
the families/friends/neighbours 

1 0 

Undressing/Embarrassing or 
awkward nature of  diagnosis with 
breast cancer 

1 0 

Breast cancer bring curse to the 
family 

1 0 

Lack of female screeners 1 0 
Lack of government financial 
support 

1 0 

Lack of time 1 0 
Chronic disabling conditions 1 0 
Religious reasons 1 0 
Others, please specify…………… 1 0 

415 If religious reason, could you please 
explain in detail? 

 (Multiple responses) 

Religious reasons Yes No 
Coming from God/ God’s will 1 0 
Only God can cure 1 0 
Undressing in front of  others is not 
permitted 

1 0 
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416 If family did not allow, could you please 
explain in detail? 

(Multiple responses) 

Familial reasons Yes No 
Husband did not allow me to go to 
the doctors 

1 0 

Husband did not provide me with 
economic support 

1 0 

Father/Mother-in-law did not allow 
me to go to the doctors 

1 0 

Other family reasons ………… 1 0 
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SECTION 5: URINARY INCONTINENCE 

I am now going to ask you some questions about your body functions. 

The first questions are about whether you ever experience problems leaking/passing your urine. You may find some of these 
questions embarrassing, however if you have any of these symptoms you are not alone in this. Problems with leaking/passing urine 
are very common amongst women. Answering these questions will help us understand just how common this is for Bangladeshi 
women and how severely women are affected.  

Please put a Tick mark in ONE box for the response to EACH question 

Question for Urinary Incontinence Diagnosis (QUID) 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

Do you leak urine (even small 
drops), wet yourself, or wet 
your pads or under- 
garments…..... 

None of 
the time 

Rarely Once in a 
while 

Often Most of 
the time 

All of the 
time 

501 When you cough or sneeze? 0 1 2 3 4 5 

502 When you bend down or lift 
something up? 0 1 2 3 4 5 

503 When you walk quickly, jog, or 
exercise? 0 1 2 3 4 5 

504 While you are undressing to 
use the toilet? 0 1 2 3 4 5 

505 Do you get such a strong and 
uncomfortable need to urinate 
that you leak urine (even small 
drops) or wet yourself before 
reaching the toilet? 

0 1 2 3 4 5 

506 Do you have to rush to the 
bathroom because you get a 
sudden, strong need to 
urinate? 

0 1 2 3 4 5 
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SECTION 6: FECAL INCONTINENCE 

I am now going to ask you some about possible bowel, symptoms and some more questions about bladder symptoms, and, if you 
have these, how much they bother you. While answering these questions, please consider your symptoms over the last 3 months.   

Please put a Tick mark in in the appropriate BOX or BOXES.  

Pelvic Organ Prolapse Distress Inventory 6 (POPDI-6) 

Did you experience the following problems in the last 3 months? 

No - 0 Yes 

If yes, how much does it bother you? Not at all Somewhat Moderately Quite a bit 
1 2 3 4 

Pelvic Organ Prolapse Distress Inventory 6 (POPDI-6) 
NO. QUESTIONS AND FILTERS CODING CATEGORIES CODE SKIP 

No Not at all Somewh
at 

Moderate
ly 

Quite a 
bit 

601 Do you usually experience 
pressure in the lower abdomen? 
 

0 1 2 3 4 

602 Do you usually experience 
heaviness or dullness in the 
pelvic area? 

0 1 2 3 4 

603 Do you usually have a bulge or 
something falling out that you 
can see or feel in your vaginal 
area? 

0 1 2 3 4 

604 Do you ever have to push on the 
vagina or around the rectum to 
have or complete a bowel 
movement? 

0 1 2 3 4 

605 Do you usually experience a 
feeling of incomplete bladder 
emptying? 

0 1 2 3 4 

606 Do you ever have to push up on 
a bulge in the vaginal area with 
your fingers to start or complete 
urination? 

0 1 2 3 4 

150



13 

Colorectal-Anal Distress Inventory 8 (CRADI-8) 
NO. QUESTIONS AND FILTERS CODING CATEGORIES CODE SKIP 

No Not at all Somewhat Moderatel
y 

Quite a 
bit 

607 Do you feel you need to strain 
too hard to have a bowel 
movement? 
 

0 1 2 3 4 

608 Do you feel you have not 
completely emptied your bowels 
at the end of a bowel 
movement? 

0 1 2 3 4 

609 Do you usually lose stool beyond 
your control if your stool is well 
formed? 

0 1 2 3 4 

610 Do you usually lose stool beyond 
your control if your stool is 
loose? 

0 1 2 3 4 

611 Do you usually lose gas from the 
rectum beyond your control? 0 1 2 3 4 

612 Do you usually have pain when 
you pass your stool? 0 1 2 3 4 

613 Do you experience a strong 
sense of urgency and have to 
rush to the bathroom to have a 
bowel movement? 

0 1 2 3 4 

614 Does part of your bowel ever 
pass through the rectum and 
bulge outside during or after a 
bowel movement? 

0 1 2 3 4 
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SECTION 7: MENOPAUSE 

Menopause is when a woman stops having her monthly bleed and can no longer have children. I am now going to ask you a few 
questions using a FLOW CHART to know whether you have reached this time of life (the menopause). 

It is important that you respond to each statement even if you feel that it does not apply to you. 

Removal of both 
ovaries? 

No 
Aged over 58 years? 

Yes 
Postmenopausal 

No 
On OCP or HRT? 

Yes 
Postmenopausal 

Yes 
Which one? 

No 
Removal of uterus? 

HRT  
Postmenopausal OCP 

Pre-menopausal  No Yes 

Last period >12 
months prior 

Postmenopausal 

Reg/irreg periods 
with no hot 

flushes/sweats Pre-
menopausal  

Reg/irregular 
periods with hot 

flushes/sweats Peri 

More than 3 months 
since last period 
Peri-menopausal 

No info on periods/ 
flushes/sweats 

Use Age 

Aware of cycle 
Pre-menopausal  

Hot flushes or  
Night sweats  

Postmenopausal 

Not aware of cycle 
Use Age 

Irregular periods 
with no hot 

flushes/sweats Pre 
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MENOPAUSE: SYMPTOMS (Menopause-Specific Quality of Life (MENQOL)) 

The next few questions are about symptoms some women have when they reach menopause (no longer fertile) or are close to 
menopause. 

Please answer each question, thinking about the symptoms you have experienced in the LAST MONTH. 

 If you have NOT experienced the problem in the last month, just TICK the ‘NO’ box and we will go on to the next question. 
 If you have experienced the problem in the last month (TICK the ‘YES’ box), and I will ask you how bothered you have been 

by it.  (Tick the box that indicates how bothered the participant was by the problem). 

Did you experience these problems in the LAST MONTH? 

No- 0 Yes 

If yes, how much does it 
bother you? 

Not at all Rarely 
bothered 

Sligthly 
bothered 

Moderately 
bothered 

Mostly 
bothered 

Very much 
bothered 

Extremly 
bothered 

1 2 3 4 5 6 7 

NO 
Have you experienced the problem in the last month? 

If you have had the problem during the last 
month, how bothered were you? 

CODE 

1 2 3 4 5 6 7 
701 A. Hot flushes □ No-0 □ 

1 
□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

702 B. Night sweats □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

703 C. Sweating □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

704 D. Being dissatisfied with my personal life □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

705 E. Feeling anxious or   nervous □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

706 F. Experiencing poor memory □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

707 G. Accomplishing less than I used to □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

708 H. Feeling depressed, down or blue □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

709 I. Being impatient with  other people □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

710 J. Feelings of wanting to be alone □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

711 K. Flatulence (wind) or gas pains □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

712 L. Aching in muscles and   joints □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

713 M. Feeling tired or worn out □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

714 N. Difficulty sleeping □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

700 What is the menopausal status of the 
interviewee acoording to the above 
menotined flow chart? 

Premenopause .............................................. 1 
Peri-menopasue ............................................ 2 
Postmenopuase ............................................. 3 
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715 O. Aches in back of neck or head □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

716 P. Decrease in physical strength □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

717 Q. Decrease in stamina □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

718 R. Feeling a lack of energy □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

719 S. Drying skin □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

720 T. Weight gain □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

721 U. Increased facial hair □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

722 V. Changes in appearance, texture or tone of 
your skin 

□ No-0
□ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

723 W. Feeling bloated □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

724 X. Low backache □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

725 Y. Frequent urination □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

726 Z. Involuntary urination when laughing or 
coughing 

□ No-0
□ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

727 AA. Change in your sexual desire □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

728 AB. Vaginal dryness during intercourse □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

729 AC. Avoiding intimacy □ No-0 □ 
1 

□ 
2 

□ 
3 

□ 
4 

□ 
5 

□ 
6 

□ 
7 

 End of the interview Hours: Minutes: 

THANK YOU VERY MUCH FOR YOUR PARTICIPATION 
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1.2 Bengali questionnaire 



0 

Rwic cÖkœcত্র 

evsjv‡`‡ki ga¨eqmx gwnjv‡`i Ae‡nwjZ ¯^v¯’¨ mgm¨v 

†mKkb 1: mbv³KiY m¤úwK©Z Z_¨vejx 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES 

101 wefvM ewikvj 1 
wPUvMvs 2 
XvKv 3 
Lyjbv 4 
ivRkvnx 5 
iscyi 6 
wm‡jU 7 

102 †Rjv ewikvj 1 
Kzwgjøv 2 
Uv½vBj 3 
mvZ¶xiv 4 
ivRkvnx 5 
iscyi 6 
nweMÄ 7 

103 Dc‡Rjv †KvW msL¨vq wbw ©̀ó K‡i wjLyb.........................................................

104 BDwbqb/IqvW© †KvW msL¨vq wbw ©̀ó K‡i wjLyb.........................................................

105 MÖvg/eøK MÖvg/eø‡Ki bvg wjLyb 

106 ¸”Q msL¨v msL¨vq wbw ©̀ó K‡i wjLyb.........................................................

107 ¸”Q †kÖYxwefvM 
kni.....................1 MÖvg......................2 

108 evox/Lvbvi b¤̂i 
msL¨vq wbw ©̀ó K‡i wjLyb.........................................................

109 ¯^v¶vrKvi cÖ`vbKvixi bvg................................................................. 

111 
¯^v¶vrKvi cÖ`vbKvixi ¯^vgxi bvg........................................................ 

112 
¯^v¶vrKvi MÖnYKvixi bvg.................................................................. 

 ¯^v¶vrKvi ïiæi mgq N›Uv: wgwbU:
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†mKkb 2: mvgvwRK, RbwgwZK I cvwievwiK ˆewkó¨ m¤úwK©Z Z_¨vejx 

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

201 Avcbvi eqm KZ? c~Y© eQ‡i eqm wjLyb ............................................. 

202 Avcbvi Rb¥ eQi ejyb? mvj wjLyb .......................................................... 

203 Avcwb wK KL‡bv ¯‹z‡j wM‡q‡Qb? nu¨v ................................................................... 1

bv .................................................................... 0 205 

204 Avcwb m‡e©v”P †Kvb †kªYx পর্ যন্ত †jLvcov K‡i‡Qb? †kªYx c~Y© eQ‡i wjLyb 

205 Avcwb cÖavbZ wK ai‡bi KvR K‡ib? K…wlKvR ..................................................................... 01 

evoxi KvR/M„wnbx ........................................................ 02 

w`bgRyi/M„ncwiPvwiKv ................................................. 03 

e¨vemvqx .................................................................... 04 

PvKzix ........................................................................ 05 

Wv³vi/BwÄwbqvi/wk¶K ............................................... 06 

Ab¨vb¨ (wbw ©̀ófv‡e D‡jøL Kiæb) .................................. 99

206 Avcbvi ¯^vgx KLbI ¯‹z‡j wM‡qwQ‡jb wK? nu¨v ................................................................... 1

bv .................................................................... 0 208 

207 Avcbvi ¯^vgx m‡e©v”P †Kvb †kÖYx পর্ যন্ত †jLvcov 

K‡i‡Qb? 
†kªYx c~Y© eQ‡i wjLyb 

208 Avcbvi ¯^vgx cÖavbZ wK ai‡bi KvR K‡ib? K…wlKvR ..................................................................... 01 

wi·vPvjK / f¨vbPvjK ................................................. 02 

w`bgRyi ..................................................................... 03 

e¨vemvqx .................................................................... 04 

PvKzix ........................................................................ 05 

Wv³vi/BwÄwbqvi/wk¶K ............................................... 06 

Ab¨vb¨ (wbw ©̀ófv‡e D‡jøL Kiæb) .................................. 99

209 Avcbvi cwiev‡ii m`m¨‡`i Lvevi cvwbi cÖavb Drm wK? cÖavb Drm nu¨v bv 

cvB‡ci cvwb 1 0 

bjKzc 1 0 

Kzqvi cvwb 1 0 

SiYvi cvwb 1 0 

e„wói cvwb 1 0 

†evZ‡ji cvwb 1 0 

b`x, cKzi, Lvj-wej A_ev †mP †_‡K 

cÖvß cvwb

1 0 

210 Avcwb Avcbvi M„n¯’vjxi Kv‡Ri Rb¨ cÖavbZ (†hgb, 

ivbœvevbœv, nvZ ‡avqv, †Mvmj Kiv) †Kv_v †_‡K cvwb msMÖn 

K‡ib? 

cÖavb Drm nu¨v bv 

cvB‡ci cvwb 1 0 

bjKzc 1 0 

Kzqvi cvwb 1 0 

SiYvi cvwb 1 0 

e„wói cvwb 1 0 

†evZ‡ji cvwb 1 0 

b`x, cKzi, Lvj-wej A_ev †mP †_‡K 

cÖvß cvwb

1 0 

211 Avcbvi cwiev‡ii m`m¨iv mvaviYZ wK ai‡Yi cvqLvbv 

e¨envi K‡ib? 

cvqLvbviaiY nu¨v bv 

d¬vk/m¨vwbUvix Uq‡jU 1 0 

gvwUi cvqLvbv 1 0 

ev‡¯‹U cvqLvbv 1 0 

ঝুলন্ত cvqLvbv 1 0 

†Svc/gvV/R½j 1 0 
213 

212 Avcwb wK Ab¨ cwiev‡ii mv‡_ cvqLvbv fvMvfvwM K‡ib? nu¨v ................................................................... 1

bv .................................................................... 0
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NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

213 Avcbvi ev Avcbvi Lvbvq emevmiZ †Kvb m`m¨‡`i wK 

c¦v‡k© ewY©Z DcKiY¸‡jv Av‡Q? 

†cÖve Kiæb t cÖwZwU DcKi‡Yi †¶‡Î 

cÖwZwU mwVK ’̄vb †ei K‡i wUK wPý w`b| 

(GKvwaK DËi n‡Z cv‡i)

DcKiYmg~n nu¨v bv 

we`y¨r ms‡hvM 1 0 

†iwWI/†Uwjwfkb 1 0 

Kw¤úDUvi/AvBc¨vW 1 0 

†gvevBj †dvb 1 0 

†Uwj‡dvb 1 0 

†iwd«Rv‡iUi 1 0 

Avjwgiv/IqviWªe 1 0 

†Uwej 1 0 

†Pqvi 1 0 

Nwo 1 0 

evBmvB‡Kj 1 0 

†gvUi mvB‡Kj/¯‹zUvi/†U‡¤úv 1 0 

cÖvbx Uvbv Mvwo (†NvovMvwo, গরুi Mvwo) 1 0 

Mvwo /evm/UªvK 1 0 

BwÄbPvwjZ †bŠKv 1 0 

wi·v/f¨vb 1 0 

214 Avcbvi cwiev‡i nuvm, gyiMx, Miæ, QvMj, †fov, gwnl 

Av‡Q wKbv? 

nu¨v ................................................................... 1

bv .................................................................... 0

215 Avcbvi cwiev‡ii wbR¯̂ †Kvb emZwfUv Av‡Q wKbv? nu¨v ................................................................... 1

bv .................................................................... 0

216 Avcbvi cwiev‡ii wbR¯̂ emZwfUv Qvov Ab¨ †Kvb Rwg 

Av‡Q wKbv? 

nu¨v ................................................................... 1

bv .................................................................... 0

217 Avcbvi N‡ii †g‡S wK w`‡q ‰Zix? 
r 

DcKiYmg~n nu¨v bv 

cÖvK…wZK †g‡S (gvwU/evwj) 1 0 

Ac~b©v½ †g‡S (evuk/KvV) 1 0 

c~bv©½ †g‡S (wmivwgK, UvBjm, wm‡g›U, 

Kv‡c©U) 

1 0 

218 Avcbvi N‡ii Qv` wK w`‡q ‰Zix? DcKiYmg~n nu¨v bv 

cÖvK…wZK Dcv`vb (Qb ev Lo) 1 0 

Ac~bv©½ Qv` (evk ev Kv‡Ui Z³v, 

KvW©‡evW©)

1 0 

c~b©v½ Qv` (wUb, KvV, UvBjm&, wm‡g›U) 1 0 

219 Avcbvi N‡ii †`qvj wK w`‡q ‰Zix? DcKiY nu¨v bv 

cÖvK…wZK †`qvj (†eZ/Palm/ Frunks, 

Dirt)

1 0 

Ac~b©v½ †`qvj (evuk I Kv`v, cv_i I 

Kv`v Kv‡Vi Z³v)

1 0 

c~b©v½ †`qvj (wUb, wm‡g›U, cv_i, BU, 

KvV)

1 0 

220 Avcbvi ag© wK? Bmjvg ....................................................................... 01 

wn› ỳ ........................................................................... 02 

†eŠ× ................................................................ 03 

Lªxóvb ........................................................................ 04 

Ab¨vb¨ (wbw ©̀ófv‡e D‡jøL Kiæb)....................................99 

221 Avcbvi ˆeevwnK Ae¯’v wK? weevwnZ ..................................................................... 01 

AweevwnZ................................................................... 02 

cwiZ¨v³v .......................................................... 03 

ZvjvKcÖvß .................................................................. 04 

weaev ......................................................................... 05 

Ab¨vb¨ (wbw ©̀ófv‡e D‡jøL Kiæb)....................................99 

222 Avcwb wK KLbI RxweZ A_ev g„Z সন্তান cÖme K‡i‡Qb? nu¨v ................................................................... 1

bv .................................................................... 0 225 
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NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

223 Avcbvi eZ©gv‡b KZRb সন্তান RxweZ Av‡Q? msL¨vq wbw ©̀ó K‡i wjLyb ........................................ 

224 Avcbvi KZRb সন্তান gviv †M‡Q? msL¨vq wbw ©̀ó K‡i wjLyb ........................................ 

225 Avcwb wK KLbI Rb¥wbqš¿Y ewo MÖnY/†meb K‡i‡Qb? nu¨v ................................................................... 1

bv .................................................................... 0 227 

226 Avcwb me©‡gvU KZ eQi Rb¥wbqš¿Y ewo †meb K‡i‡Qb?  c~Y© eQ‡i wjLyb ................................................... 

227 Avcbvi IRb KZ (†KwR‡Z)?
`qv K‡i cwigvc Kরুb .......................................... 

228 Avcbvi D”PZv KZ (†mw›UwgUv‡i)?  `qv K‡i cwigvc Kরুb .......................................... 

229 MZ wZb eQ‡i Avcwb Avcbvi i‡³i গ্লুক াজ ev 

Wvqv‡ewUm cix¶v K‡i‡Qb wK? 

nu¨v ................................................................... 1

bv .................................................................... 0 

230 Wv³vi ev Ab¨ †Kvb ¯^v ’̄¨Kg©x Avcbv‡K KLbI e‡j‡Qb 

wK Avcbvi Wvqv‡ewUm Av‡Q? 

nu¨v ................................................................... 1

bv .................................................................... 0

†mKkb 3: Mf©vk‡qi gy‡L K¨vÝvi m¤ú‡K© Ávb I Gi cix¶vi (Sereening) †¶‡Î evavmg~n

NO QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

301 Avcwb wK KLbI Mf©vk‡qi gy‡L K¨vÝvi m¤ú‡K© ï‡b‡Qb 

ev Rv‡bb?  

nu¨v ................................................................... 1

bv .................................................................... 0 401 

302 Avcbvi ev Avcbvi cwiev‡ii †Kvb m`m¨‡`i wK 

Mf©vk‡qi gy‡L K¨vÝvi wQj?

n¨uv bv Rvwb bv ej‡Z PvB bv 

Avcbvi 1 2 77 88 

gv 1 2 77 88 

`v`x 1 2 77 88 

bvbx 1 2 77 88 

†g‡q 1 2 77 88 

†evb 1 2 77 88 

Lvjv 1 2 77 88 

dzdz 1 2 77 88 

303 Avcwb wK Ggb †Kvb j¶‡Yi K_v ej‡Z cvi‡eb, hv 

GKRb gwnjvi Mf©vk‡qi gy‡L K¨vÝvi i‡q‡Q e‡j 

Bw½Z K‡i? 

nu¨v ................................................................... 1

bv .................................................................... 0 305 

304 Mf©vk‡qi gy‡L K¨vÝvi Gi cÖavb  j¶Y ¸wj wK wK? 

(GKvwaK DËi n‡Z cv‡i)

j¶Y n¨uv bv 

gvwmK PjvKvjxb e¨wZZ †hvwb c_ †_‡K 

i³cvZ

1 0 

†hvwbc‡_ mªve †ei nIqv 1 0 

†hŠb wgj‡bi c‡i i³cvZ 1 0 

†hŠbwgj‡bi c‡i e¨v_v/A¯̂w¯’‡eva Kiv 1 0 

i‡RveÜ (menopause) nevi ci i³cvZ 1 0 

305 Avcwb KLbI ï‡b‡Qb wK †h w¯Œwbs Gi gva¨‡g 

gwnjv‡`i Mf©vk‡qi gy‡L K¨vÝvi wbY©q Kiv hvq ? 

nu¨v ................................................................... 1

bv .................................................................... 0 401 

306 Avcwb wK Rv‡bb Mf©vk‡qi gy‡L K¨vÝvi w¯Œwbs Gi 

cÖavb c×wZ¸wj wK wK? 

nu¨v ................................................................... 1

bv .................................................................... 0 308 

307 w¯Œwbs Gi cÖavb c×wZ¸wj wK wK? 

(GKvwaK DËi n‡Z cv‡i) 

c×wZ¸wj n¨uv bv 

c¨vc †U÷ (pap smear/pap test)- 1 0 

wf, AvB, G, †U÷ (visual inspection of 

cervix after applying acetic acid) 

1 0 

GBP, wc, wf, †U÷ (Human Papilloma 

virus) 

1 0 

308 Avcwb wK KLbI Mf©vk‡qi gy‡L K¨vÝvi w¯Œwbs 

K‡i‡Qb? 

nu¨v ................................................................... 1

bv .................................................................... 0 311 
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309 Avcwb wK ai‡bi w¯Œwbs K‡i‡Qb? c¨vc †U÷ (pap smear/pap test)- ............................ 01 

wf, AvB, G, †U÷ (visual inspection of cervix after 

applying acetic acid) ............................................... 02 
GBP, wc, wf, †U÷ (Human Papilloma virus) ............ 03 

Rvwbbv/g‡b †bB ......................................................... 77 

310 Avcwb KZevi Mf©vk‡qi gy‡L K¨vÝvi w¯Œwbs K‡i‡Qb? msL¨vq wjLyb .............................................................. 

311 Avcwb †Kb Mf©vk‡qi gy‡L K¨vÝvi w¯Œwbs K‡ibwb? 

(GKvwaK KviY n‡Z cv‡i) 

KviYmg~n n¨uv bv 

w¯Œwbs Kiv cÖ‡qvRb RvbZvg bv 1 0 

w¯Œwbs Gi Rb¨ †K_vq †h‡Z n‡e RvbZvg bv 1 0 

†Kvb DcmM© wQj bv 1 0 

GB †ivM I wPwKrmv m¤ú‡K© †Kvb Z_¨ wQj bv 1 0 

e¨qeûj (nvmcvZv‡j Ae¯’vb, wPwKrmv, Jla) 1 0 

wPwKrmv †K› ª̀ A‡bK `y‡i 1 0 

hvZvqvZ mgm¨v 1 0 

cwiev‡ii †jvKRb m¤§wZ †`qwb 1 0 

mv‡_ hvevi gZ †KD wQj bv 1 0 

K¨vÝvi wel‡q Kv‡iv mv‡_ Avjvc Ki‡Z 

j¾v‡eva Kiv

1 0 

cix¶v m¤ú‡K© fq hw` K¨vÝvi aiv c‡o 1 0 

cwievi, eÜz I cÖwZ‡ekx‡`i  †_‡K cÖZ¨vL¨vZ 

nevi fq

1 0 

†mev`vbKvix/w ¿̄wbsKvixi mvg‡b wee ¿̄ n‡Z n‡e 

GB j¾v/fq

1 0 

w¯Œwbs Gi Rb¨ e¨_¨vhy³ hš¿cvwZ  e¨envi Kiv 1 0 

†mev`vbKvix/w¯ŒwbsKvixi Lvivc g‡bvfve 1 0 

gwnjv w¯ŒwbsKvixi Afve 1 0 

miKvix Avw_©K mnvqZvi Afve 1 0 

mg‡qi Afve  1 0 

`xN©¯’vqx Amy¯’Zv 1 0 

ag©xq Kvib 1 0 

Ab¨vb¨ 1 0 

312 hw` ag©xq KviY nq, `qv K‡i e¨vL¨v Ki‡eb wK? 

(GKvwaK DËi n‡Z cv‡i) 

ag©xq KviYmg~n n¨uv bv 

Mf©vk‡qi gy‡L K¨vÝvi m„wó KZ©vi B”Qv‡ZB nq 1 0 

GKgvÎ m„wóKZ©vB my¯’ Ki‡Z cv‡ib 1 0 

A‡b¨i mvg‡b wee ¿̄ nIqv ag©xqfv‡e wbwl× 1 0 

Ab¨vb¨ ag©xq KviY, wbw`©ó K‡i ejyb 1 0 

313 hw` cwievi AbygwZ bv †`q, `qv K‡i e¨vL¨v Ki‡eb wK 

? 

(GKvwaK DËi n‡Z cv‡i) 

cvwievwiK KviYmg~n n¨uv bv 

¯^vgx Wv³v‡ii Kv‡Q hvevi AbygwZ †`q bv 1 0 

¯^vgx Avw_©K mnvqZv †`q bv 1 0 

kïi-kvïox Wv³v‡ii Kv‡Q hvevi AbygwZ †`q 

bv

1 0 

Ab¨vb¨ cvwievwiK KviY, wbw ©̀ó K‡i ejyb 1 0 
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†mKkb 4: ¯ÍbK¨vÝvi m¤ú‡K© Ávb I Gi cix¶vi (Sereening) †¶‡Î evavmg~n

NO. QUESTIONS AND FILTERS CODING CATEGORIES CODES SKIP 

401 Avcwb wK KLbI স্তন K¨vÝvi m¤ú‡K© ï‡b‡Qb ev 

Rv‡bb? 

nu¨v ................................................................... 1

bv .................................................................... 0 501 

402 Avcbvi ev Avcbvi cwiev‡ii †Kvb m`¨‡mi wK Í̄b 

K¨vÝvi wQj?

m`m¨ n¨uv bv Rvwbbv ej‡Z PvB bv 

Avcbvi 1 2 77 88 

gv 1 2 77 88 

`v`x 1 2 77 88 

bvbx 1 2 77 88 

†g‡q 1 2 77 88 

†evb 1 2 77 88 

Lvjv 1 2 77 88 

dzdz 1 2 77 88 

403 Avcwb wK Ggb †Kvb j¶‡bi K_v ej‡Z cvi‡eb 

hv GKRb gwnjvi ¯Íb K¨vÝvi i‡q‡Q e‡j Bw½Z 

K‡i? 

nu¨v ................................................................... 1

bv .................................................................... 0 405 

404 স্তন K¨vÝvi Gi cÖavb  j¶Y ¸wj wK wK? 

(GKvwaK DËi n‡Z cv‡i) 

j¶Ymg~n n¨uv bv 

¯Í‡bi †evUv w`‡q wKQz †ei nIqv 1 0 

¯Í‡bi wfZ‡i PvKv Abyfe Kiv 1 0 

¯Í‡b e¨v_v  1 0 

¯Í‡bi AvKvi cwiewZ©Z nIqv 1 0 

¯Í‡bi Z¡‡K Nv 1 0 

¯Í‡bi Z¡‡K jvj‡P fve 1 0 

405 GKRb gwnjvi ¯Íb K¨vÝvi mbv³Ki‡bi Rb¨ 

M„wnZ  c×wZ¸wj m¤ú‡K© Avcwb ï‡b‡Qb wK ?

nu¨v ................................................................... 1

bv .................................................................... 0 501 

406 mbv³Ki‡bi cÖavb c×wZ¸wj wK wK? c×wZ¸wj n¨uv bv 

wb‡RB wb‡Ri ¯Íb cix¶v Kiv 1 0 

Wv³vi ev bvm© Gi mvnvh¨ cix¶v Kiv 1 0 

g¨v‡gvMÖvg (Mammogrphy) Kiv 1 0 

501 

501 

501 

407 Avcwb wK Rv‡bb, wKfv‡e wb‡RB wb‡Ri Í̄‡bi 

PvKv ev Ab¨vb¨ A¯̂vfvweKZv cix¶v Ki‡Z nq?

nu¨v ................................................................... 1

bv .................................................................... 0 410 

408 Avcwb wK KLbI Avcbvi ¯Í‡bi PvKv, †dvjv A_ev 

A¯^vfvweKZv cix¶v K‡i‡Qb?

nu¨v ................................................................... 1

bv .................................................................... 0

410 

409 Avcwb †Kb wb‡RB Avcbvi ¯Íb cix¶v K‡ibwb ? 

(GKvwaK DËi n‡Z cv‡i) 

c×wZ¸wj n¨uv bv 

Avwg RvbZvg bv GwU ¸iæZ¡c~Y© 1 0 

Avwg RvbZvg bv wKfv‡e Ki‡Z nq 1 0 

Avwg RvbZvg bv KLb Ki‡Z nq 1 0 

Avwg g‡b Kwibv Avgvi ¯Í‡b †Kvb mgm¨v Av‡Q 1 0 

Avwg GUv Ki‡Z j¾v I অস্বস্তস্ত‡eva Kwi 1 0 

410 Avcwb wK KLbI Wv³vi, bvm© ev Ab¨ †Kvb ¯^v ’̄¨ 

Kg©xi Kv‡Q Í̄b cix¶v K‡i‡Qb? 

nu¨v ................................................................... 1

bv .................................................................... 0 412 

411 Avcbvi wPwKrmv †mev`vbKvix MZ cuvP eQ‡i 

KZevi Avcbvi Í̄b cix¶v K‡i‡Qb? 

msL¨vq wjLyb ....................................................... 

412 Avcwb wK KLbI †g‡gvMÖvg K‡i‡Qb? (†g‡gvMÖvg 

n‡”Q GK ai‡bi G·‡i, hv Øviv Í̄b K¨vÝvi 

cix¶v Kiv nq|) 

nu¨v ................................................................... 1

bv .................................................................... 0 414 

413 MZ  cuvP eQ‡i Avcwb KZevi †g‡gvMÖvg K‡i‡Qb? msL¨vq wjLyb ....................................................... 
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†mKkb 5: cÖmªve wbM©gY (Urinary incontinence) 

G ch©v‡q Avwg Avcbv‡K Avcbvi ¯̂v ’̄¨ m¤úwK©Z wel‡q wKQz cÖkœ Ki‡Z hvw”Q| 

cÖ_g cÖkœwU n‡”Q Avcwb wK KLbI Avcbv-Avcwb cÖmªve wbM©Z nevi gZ mgm¨v Abyfe K‡i‡Qb? Gi g‡a¨ wKQz cÖkœ Avcbvi Kv‡Q weeªZKi/অস্বস্তস্তKi g‡b n‡Z cv‡i| Z‡e 

Avcwb g‡b ivL‡eb cÖmªve wbM©Z nevi mgm¨vwU gwnjv‡`i g‡a¨ LyeB mvavib/cÖPwjZ| ZvB G wel‡q Avcbvi weeªZ nevi †Kvb Kvib bvB| GB cÖkœ¸‡jvi DËi w`‡j Avgiv 

Lye mn‡RB eyS‡Z cvi‡ev †h, GB mgm¨vwU evsjv‡`‡ki gwnjv‡`i g‡a¨ wK cwigvb i‡q‡Q Ges wKfv‡e Zv gwnjv‡`i‡K cÖfvweZ K‡i|

mv¶vrKvi MÖnbKvix c ÖwZwU cÖ‡kœi DË‡ii Rb¨ wUK (√) wPý w`‡e|

Question for Urinary Incontinence Diagnosis (QUID) 

414 Avcwb †Kb Í̄b K¨vÝvi (cix¶vMv‡i cix¶v ev 

†g‡gvMÖvg) w¯Œwbs K‡ibwb?  

 (GKvwaK KviY n‡Z cv‡i) 

KviYmg~n n¨uv bv 

w¯Œwbs Kiv cÖ‡qvRb RvbZvg bv 1 0 

w¯Œwbs Gi Rb¨ †K_vq †h‡Z n‡e RvbZvg bv 1 0 

†Kvb j¶Y wQjbv 1 0 

GB †ivM I wPwKrmv m¤ú‡K© †Kvb Z_¨ wQj bv 1 0 

e¨qeûj (nvmcvZv‡j Ae¯’vb, wPwKrmv, Jla) 1 0 

wPwKrmv †K› ª̀ A‡bK `y‡i 1 0 

hvZvqvZ mgm¨v 1 0 

cwiev‡ii †jvKRb m¤§wZ †`qwb 1 0 

mv‡_ hvevi gZ †KD wQj bv 1 0 

¯Íb K¨vÝvi wel‡q Kv‡iv mv‡_ Avjvc Ki‡Z 

j¾v‡eva Kiv

1 0 

cix¶v m¤ú‡K© fq, hw` Í̄b K¨vÝvi aiv c‡o 1 0 

K¨vÝv‡ii Kvi‡b weevn we‡”Q‡`i fq 1 0 

†g‡gvMÖvg m¤ú‡K© fq 1 0 

cwievi, eÜz, cÖwZ‡ekx‡`i †_‡K cÖZ¨vLvZ 

nevi fq

1 0 

†mev`vbKvix/w ¿̄wbsKvixi mvg‡b wee ¿̄ n‡Z n‡e 

GB j¾v/fq

1 0 

¯Íb K¨vÝvi cwiev‡i Awfkvc e‡q Av‡b 1 0 

gwnjv w¯ŒwbsKvixi Afve 1 0 

miKvix Avw_©K mnvqZvi Afve 1 0 

mg‡qi Afve  1 0 

`xN©¯’vqx Amy¯’Zv 1 0 

ag©xq Kvib 1 0 

Ab¨vb¨ 1 0 

415 hw` ag©xq KviY nq, `qv K‡i e¨vL¨v Ki‡eb wK? 

(GKvwaK KviY n‡Z cv‡i) 

ag©xq  KviYmg~n n¨uv bv 

¯Íb K¨vÝvi m„wó KZ©vi B”Qv‡ZB nq 1 0 

GKgvÎ m„wóKZ©vB my¯’ Ki‡Z cv‡ib 1 0 

A‡b¨i mvg‡b wee ¿̄ nIqv ag©xqfv‡e wbwl× 1 0 

Ab¨vb¨ ag©xq KviY, wbw`©ó K‡i ejyb 1 0 

416 hw` cwievi AbygwZ bv †`q, `qv K‡i e¨vL¨v 

Ki‡eb wK ? 

(GKvwaK KviY n‡Z cv‡i) 

cvwievwiK  KviYmg~n n¨uv bv 

¯^vgx Wv³v‡ii Kv‡Q hvevi AbygwZ †`q bv 1 0 

¯^vgx Avw_©K mnvqZv †`q bv 1 0 

kïi-kvïox Wv³v‡ii Kv‡Q hvevi AbygwZ †`q 

bv

1 0 

Ab¨vb¨ cvwievwiK KviY, wbw ©̀ó K‡i ejyb 1 0 
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NO. QUESTIONS AND 
FILTERS 

CODING CATEGORIES CODES SKIP 

Avcbvi wK cÖvqB Avcbv Avcwb 

cÖmªve †ei n‡q hvq (hw` Zv mvgvb¨ 

†dvUvI nq)/†hŠwbc‡_ †fRv Abyfe 

K‡ib/ অন্তর্ যাস,cvqRvgv, †cwU‡KvU 

wf‡R hvq......

KLbI 

nq bv 

K`vwPr nq nVvr KLbI 

nq 

cÖvqB nq †ewki fvM 

mgqB nq 

memgq nq 

501 
hLb Avcwb nuvwP ev Kvwk †`b? 0 1 2 3 4 5 

502 hLb Avcwb wbPz n‡q †Kvb KvR 

K‡ib ev wKQz Dc‡i IVvb?
0 1 2 3 4 5 

503 hLb Avcwb দ্রুত nv‡Ub/ RwMs K‡ib/ 

e¨vqvg K‡ib?
0 1 2 3 4 5 

504 cÖm&ªv‡ei Rb¨ Uq‡jU wM‡q Kvco 

†Lvjvi Av‡MB cÖmve †ei n‡q hvq?
0 1 2 3 4 5 

505 cÖm&ªv‡ei mgq n‡j †Rviv‡jv I 

A¯ŵ Í̄Ki Pvc Abyfe K‡ib Ges 

Uq‡j‡U hvevi Av‡MB cÖmªve †ei n‡q 

hvq (mvgvb¨ †dvUv n‡jI)

0 1 2 3 4 5 

506 Zvovû‡ov K‡i Uq‡j‡U †h‡Z nq, 

Kvib nVvr K‡iB cÖPÛ cÖmªv‡ei Pvc 

Abyfe K‡ib?

0 1 2 3 4 5 

†mKkb 6: cvqLvbv wbM©gY (Fecal incontinence) 

G chv©‡q Avwg Avcbv‡K Avcbvi †cU I gyÎ_wji wewfbœ mgm¨v msµvšÍ j¶Y wel‡q wKQy cÖkœ Ki‡Z hvw”Q| hw` Avcbvi Gme mgm¨v _v‡K Z‡e Zv Avcbv‡K KZUzKz weeªZ 

K‡i| cÖkœ̧ wji DËi †`evi mgq `qv K‡i MZ wZb gv‡mi j¶‡Yi wfwË‡Z DËi w`‡eb|  

mv¶vrKvi MÖnYKvix mwVK NiwU‡Z/Ni¸wj‡Z wUK wPý w`‡e 

Avcbvi wK MZ wZb gv‡m GB mgm¨v¸‡jv n‡qwQj? 

bv - 0 n¨uv 

n¨v n‡j, Zv Avcbv‡K KZUzKz weeªZ K‡i? GKUzI bv wKQyUv †gvUvgywU wKQyUv †ewk

1 2 3 4 

163



c„ôv8Gi12 

Pelvic Organ Prolapse Distress Inventory 6 (POPDI-6) 

NO. QUESTIONS AND 
FILTERS 

CODING CATEGORIES CODE SKIP 

bv GKUzI bv wKQyUv †gvUvgywU wKQyUv †ewk

601 Avcwb wK cÖvqB Avcbvi Zj‡c‡U Pvc 

Abyfe K‡ib?   
0 1 2 3 4 

602 Avcwb wK cÖvqB Avcbvi Zj‡c‡Ui wb‡P 

fvix Ges স্তনকস্তজ †eva K‡ib?  
0 1 2 3 4 

603 Avcwb wK cÖvqB Abyfe K‡ib/†`L‡Z

cvb †h, Avcbvi †hŠwbc_ †_‡K wKQy †ei 

n‡q Avm‡Q?  

0 1 2 3 4 

604 Avcbv‡K wK cÖvqB cvqLvbv (Bowel 

movement) †kl Kivi Rb¨ cvqyc_ ev

†hvwbc‡_ Pvc cÖ‡qvM Ki‡Z nq?  

0 1 2 3 4 

605 
Avcwb wK cÖvqB cÖmªve Kivi mgq Abyfe 

K‡ib †h, Avcbvi cÖmªve cy‡ivcywi †kl 

nqwb ev gyÎ_wj Lvwj nqwb?  

0 1 2 3 4 

606 Avcbv‡K wK cÖvqB cÖmªve শুরু ev †kl 

Kivi Rb¨ †hvwbc‡_ Av½yj w`‡q Pvc 

cÖ‡qvM Ki‡Z nq?   

0 1 2 3 4 

Colorectal-Anal Distress Inventory 8 (CRADI-8) 
NO. QUESTIONS AND 

FILTERS 
CODING CATEGORIES CODE SKIP 

bv GKUzI bv wKQyUv †gvUvgywU wKQyUv †ewk

607 Avcbv‡K wK cÖvqB cvqLvbv †kl Kivi 

Rb¨ Lye †ewk †Rvi/Pvc cÖ‡qvM Ki‡Z 

nq?  

0 1 2 3 4 

608 Avcbvi wK cÖvqB g‡b nq †h cvqLvbv 

†kl nevi ciI Aš¿ cy‡ivcywi Lvwj nqwb? 
0 1 2 3 4 

609 Avcbvi cvqLvbv k³/¯̂vfvweK nIqv 

m‡Z¡I cÖvqB wK Avcbvi Uq‡j‡U hvevi 

Av‡MB cvqLvbv †ei n‡q hvq?  

0 1 2 3 4 

610 Avcbvi cvqLvbv hLb cvZjv _v‡K ZLb 

wK cÖvqB Avcbvi cvqLvbv †ei n‡q hvq? 
0 1 2 3 4 

611 Avcbvi cvqyc_/gjØvi w`‡q wK cÖvqB 

evqy/ev®ú †ei nq hv Avcbvi wbqš¿‡Yi 

evB‡i?  

0 1 2 3 4 

612 Avcwb wK cÖvqB cvqLvbv Kivi mgq e¨v_v 

Abyfe K‡ib?  
0 1 2 3 4 

613 Avcwb wK cÖvqB cvqLvbv Kivi Rb¨ 

জরুরী Ae¯’v Abyfe K‡ib Ges Zvovû‡ov 

K‡i Uq‡j‡U †h‡Z nq?  

0 1 2 3 4 

614 Avcbvi wK cÖvqB cvqLvbv Kivi mgq ev 

c‡i Avcbvi A‡š¿i wKQy Ask gjØv‡ii 

evB‡i †ei n‡q Av‡m?  

0 1 2 3 4 
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†mKkb 7: i‡RveÜ (Menopause) 

i‡RveÜ (Menopause) n‡jv Ggb mgq hLb GKRb gwnjvi gvwmK ev FZzmªve m¤ú~Y©iƒ‡c eÜ n‡q hvq Ges †m Avi KLbI সন্তানavib Ki‡Z cv‡i bv| Avwg GLb cÖevn

wP‡Îi gva¨‡g wKQy cÖkœ Ki‡Z hvw”Q †h Avcwb Rxe‡bi GB mwÜ¶‡Y (i‡RveÜ) †cuŠ‡Q‡Qb wKbv? 

GUv ¸iæZ¡c~Y© †h, Avcwb cÖwZwU cÖ‡kœi DËi w`‡q‡Qb, hw`I Avcwb g‡b K‡ib GwU Avcbvi Rb¨ cÖ‡hvR¨ bq| 

700 Dc‡iv³ cÖevnwPÎ Abyhvqx ¯̂v¶vrKvi cÖ`vbKvix 

i‡Rve‡Üi †Kvb ch©v‡q Av‡Qb? 

cÖvK-i‡RveÜ ...................................................... 1

i‡Rve‡Ü iƒcvšÍi ................................................. 2 

†cvó-i‡RveÜ ..................................................... 3

Dfq wW¤̂vkq 

Acmvib? 

bv 

eqm 58 eQ‡ii Dc‡i ? 

nu¨v 

†cvó-i‡Rve× 

bv 

Rb¥wbqš¿b ewo/ni‡gvb 

†_ivwc? 

nu¨v 

†cvó-i‡Rve× 

nu¨v 

†KvbwU 

bv 

Rivq~ Acmvib ? 

ni‡gvb †_ivwc? 

†cvó-i‡Rve× 

Rb¥wbqš¿b ewo? 

cÖvK-i‡Rve× bv nu¨v 

me©‡kl gvwmK 

12 gv‡mi c~‡e© ? 

†cvó-iv‡Rve× 

Postmenopausal

wbqwgZ/AwbqwgZ gvwmK 

I †Kvb Mig cÖevn ev Nvg 

†bB| cÖvK-i‡Rve× 

ith no flushes or 
sweats

• per
i 

wbqwgZ/AwbqwgZ gvwmK

I Mig cÖevn ev Nvg| 

i‡Rve‡× iƒcvšÍi 

me©‡kl gvwmK 

3gv‡mi Dc‡i/c~‡e© | 

i‡Rve‡× iƒcvšÍi 

gvwmK, Mig cÖevn 

ev Nv‡gi Z_¨ †bB| 

eqm e¨envi Kiæb

gvwmK Pµ m¤ú‡K© 

m‡PZb| 

cÖvK-i‡Rve×

Mig cÖevn ev 

iv‡Z Nvg| 

†cvó-i‡Rve×

gvwmK Pµ m¤ú‡K© 

m‡PZb bq| 

eqm e¨envi Kiæb
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i‡RveÜ DcmM© [Menopause-Specific Quality of Life (MENQOL)] 

cieZ©x cÖkœ¸‡jv i‡RveÜ j¶Y m¤úwK©Z, hLb gwnjviv i‡RveÜ ev i‡RveÜ Gi KvQvKvwQ mg‡q DcbxZ nq| 

`qv K‡i j¶YMy‡jvi MZgv‡mi AwfÁZvi wfwË‡Z cÖwZwU cÖ‡kœi DËi w`‡eb| 

 Avcbvi hw` MZgv‡m GB mgm¨v¸‡jv bv n‡q _v‡K Z‡e ïaygvÎ ÒbvÓ N‡i wUK wPý w`‡eb Ges cieZ©x cÖ‡kœ P‡j hve| 

 Avcbvi hw` MZgv‡m GB mgm¨v¸‡jv n‡q _v‡K Z‡e Òn¨vÓ N‡i wUK wPý w`‡eb Ges Avcbvi Kv‡Q Rvb‡Z PvB‡ev GUv Avcbv‡K KZUzKz weeªZ K‡i| ( `qv K‡i 

†mB N‡i wUK wPý w`b hv wb‡`©k K‡i †h mgm¨vwU mv¶vrKvi cÖ`vbKvix‡K KZUzKz weeªZ K‡i) 

Avcbvi wK MZ gv‡m GB mgm¨v¸‡jv n‡qwQj? 

bv - 0 n¨uv 

n¨v n‡j, Zv Avcbv‡K KZUzKz weeªZ

K‡i? 

GKUzI weeªZ 

K‡ibv

K`vwPr weeªZ 

K‡i

mvgvb¨ weeªZ 

K‡i

†gvUvgywU 

weeªZ K‡i

cÖvqB weeªZ 

K‡i
Lye weeªZ K‡i

AwZgvÎvq 

weeªZ K‡i

1 2 3 4 5 6 7 

NO
Avcbvi wK MZ gv‡m GB mgm¨v¸‡jvi AwfÁZv n‡q‡Q? 

MZ gv‡m hw` GB mgm¨v¸‡jvi AwfÁZv n‡q _v‡K Zv 

n‡j Zv Avcbv‡K KZUzKz weeªZ K‡i‡Q

CODE 

1 2 3 4 5 6 7

701 kix‡i R¡vjv‡cvov Abyfe Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

702 iv‡Zi †ejvq Nvgv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

703 kixi Nvgv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

704 wLU wL‡U †gRvR Abyfe Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

705 mœvqyweK ~̀e©jZv ev DwØMœZv Abyfe Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

706 ¯§„wZkw³ K‡g hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

707 ¯^vfvwe‡Ki Zzjbvq Kg KvR Ki‡Z cviv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

708 welbœZv Abyfe Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

709 Ab¨‡`i mv‡_ ˆah©¨nxb n‡q cov □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

710 GKv _vK‡Z B”Qv nIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

711 M¨v‡mi e¨v_v □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

712 †ckx I R‡q‡›U e¨v_v □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

713 K¬vwšÍ Abyfe Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

714 Ny‡gi mgm¨v □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7
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715 gv_v, Nvo I wc‡V e¨v_v □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

716 kvwiixK kw³ K‡g hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

717 g‡bi †Rvi K‡g hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

718 Kg©kw³i Afve †eva Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

719 Z¡K ï®‹ n‡q hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

720 IRb †e‡o hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

721 gy‡L †jvg †e‡o hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

722 †Pnviv I Z¡‡K cwieZ©b Avmv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

723 †dvjv Abyfe Kiv/ kixi dz‡j hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

724 †Kvg‡i e¨v_v □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

725 NbNb cÖmªve Kiv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

726 nvwm Kvwki mgq Awb”QvK…Zfv‡e cÖmªve nIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

727 †hŠb evmbvq cwieZ©b Avmv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

728 mnev‡mi mgq †hŠbv½ ïwK‡q hvIqv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

729 ¯^vgxi mv‡_ অন্তরঙ্গতা Gwo‡q Pjv □bv-0 □ 
1

□ 
2

□ 
3

□ 
4

□ 
5

□ 
6

□ 
7

 ¯^v¶vrKvi †kl Kivi mgq N›Uv: wgwbU:

AskMÖn‡bi Rb¨ Avcbv‡K AmsL¨ ab¨ev`|
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Appendix II 

2.1 Ethics approval from the Monash University Human Research Ethics Committee, 
Melbourne, Australia  



Monash University Human Research Ethics Committee (MUHREC) 
Research Office 

Postal – Monash University, Vic 3800, Australia 
Building 3E, Room 111, Clayton Campus, Wellington Road, Clayton 

  
   http://www.monash.edu.au/researchoffice/human/  

ABN 12 377 614 012  CRICOS Provider #00008C

Human Ethics Certificate of Approval 

Date: 18 July 2013 

Project Number: CF13/1280 - 2013000646 

Project Title: Examining neglected health problems in women at mid-life in Bangladesh 

Chief Investigator: Prof Susan Davis 

Approved: From 18 July 2013 to 18 July 2018 

Terms of approval 
1. The Chief investigator is responsible for ensuring that permission letters are obtained, if relevant, and a copy

forwarded to MUHREC before any data collection can occur at the specified organisation.  Failure to provide
permission letters to MUHREC before data collection commences is in breach of the National Statement on
Ethical Conduct in Human Research and the Australian Code for the Responsible Conduct of Research.

2. Approval is only valid whilst you hold a position at Monash University.
3. It is the responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval

and to ensure the project is conducted as approved by MUHREC.
4. You should notify MUHREC immediately of any serious or unexpected adverse effects on participants or

unforeseen events affecting the ethical acceptability of the project.
5. The Explanatory Statement must be on Monash University letterhead and the Monash University complaints clause

must contain your project number.
6. Amendments to the approved project (including changes in personnel):  Requires the submission of a

Request for Amendment form to MUHREC and must not begin without written approval from MUHREC.
Substantial variations may require a new application.

7. Future correspondence: Please quote the project number and project title above in any further correspondence.
8. Annual reports: Continued approval of this project is dependent on the submission of an Annual Report.  This is

determined by the date of your letter of approval.
9. Final report: A Final Report should be provided at the conclusion of the project. MUHREC should be notified if the

project is discontinued before the expected date of completion.
10. Monitoring: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.
11. Retention and storage of data: The Chief Investigator is responsible for the storage and retention of original data

pertaining to a project for a minimum period of five years.

Professor Nip Thomson 
Chair, MUHREC 

cc:  Prof Robin Bell; Mr Md. Rakibul Islam, Assoc Prof Mohammad Bellal Hossain 
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2.2 Ethics approval from the Bangladesh Medical Research Council, Dhaka, Bangladesh 



Bangladesh Medical Research Council
evsjv‡`k wPwKrmv M‡elYv cwil`

Ethical Review Committee

Subject: Ethical Clearance

Mohakhali, Dhaka-1212, Bangladesh, 
  Website: www bmrc net

With reference to your application, this is to inform you that your Research 
Proposal entitled "Examining Neglected Health Problems in Women at Mid-
life in Bangladesh" has been reviewed and approved by the Ethical Review 
Committee of Bangladesh Medical Research Council (BMRC).

You are requested to note the following ethical guidelines as mentioned at page 
2 (overleaf) of this memo.

Ref: BMRC/ERC/2013-2014/1336

Md. Rakibul Islam
PhD Student
Department of Epidemiology & Preventive Medicine
Women's Health Research Program
Monash University
Melbourne 3004, Australia.

Date: 17/01/2014
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THE ETHICAL GUIDELINES TO BE FOLLOWED
BY THE PRINCIPAL/  CO-INVESTIGATORS

Page -2

The rights and welfare of individual volunteers are adequately
protected.

The methods to secure informed consent are fully appropriate and
adequately safeguard the rights of the subjects (in the case of  
minors, consent is obtained from parents or guardians).

The Investigator(s) assume the responsibility of notifying the Ethical Review 
Committee if there is any change in the methodology of the protofcol involving a 
risk to the individual volunteers.

To immediately report to the Ethical Review Committee if any evidence of 
unexpected or adverse reaction is noted in the subjects under study.

This approval is subject to P.I.'s reading and accepting the BMRC ethical principles 
and guidelines currently in operation.
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