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1  | INTRODUC TION

Menopause is a transitional life phase and most commonly oc-
curs between 45 and 55  years of age.1 After menopause the risk 
of noncommunicable diseases such as cardiovascular disease2 and 

osteoporosis3 increases. Ageing, changes in hormone levels and poor 
health behaviours contribute to this. Risk can be mitigated through 
health promoting behaviours. Hence, health behaviours around the 
time of menopause influence healthy ageing.4

In order to understand health promotion messages and 
apply health behaviours that promote optimal health in later life, 
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Abstract
Issue addressed: Changes in health require new learning. There are increased risks of 
chronic noncommunicable diseases after menopause and positive health behaviour 
during the peri-menopausal years and beyond are crucial for a healthy postmenopau-
sal life. In order to implement health promotion messages, women require adequate 
health literacy skills in order to achieve better health and access to appropriate health 
care.
Methods: This qualitative study explored menopause-related health literacy and ex-
periences of menopause-related health care using semi-structured interviews with 
women from the Horn of Africa nations who had migrated to Melbourne, Australia.
Results: Participants viewed menopause as a normal life phase and did not see the 
need for accessing menopause-related information and care. Limited education, 
low literacy and being unfamiliar with the internet were barriers to health literacy. 
Participants' preferred health care providers who could converse in their first lan-
guage, but regretted their lack of proactive engagement in providing menopause-
related information.
Conclusion: Primary health care providers need to be aware that immigrant women 
from the Horn of Africa nations have poor health literacy and may be unaware of the 
benefits of positive health behaviours during and after menopause. Offering meno-
pause-related health promotion opportunistically may lead to better postmenopau-
sal health for this group of women.
So what? Health promotion and education programs codesigned with community 
stakeholders may be effective in engaging immigrant communities to improve men-
opause-related health literacy.
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individuals need to have adequate health literacy skills. Sorensen and 
colleagues5 conceptualised the Integrated Model of Health Literacy. 
It consists of different components and determinants, and describes 
the pathways linking health literacy to health outcomes. The model 
defines health literacy as the capacity to access, understand, evalu-
ate and use health information and services, which is needed to make 
well-informed health-related decisions. This capacity is at the core of 
the model and it is influenced by antecedents including situational 
determinants (eg individuals' use of media, physical environment, so-
cial support, and family and peer influences); personal determinants 
(eg age, race, gender, socio-economic status, education, occupation, 
employment, income and literacy) and societal and environmental 
determinants (eg demographic situation, culture, language, political 
forces and societal systems).

Inadequate health literacy has been linked to low participation 
in health screening and health promotion programs, increased use 
of emergency care and increased risk of hospitalisation.6 To im-
prove health behaviours related to chronic diseases, health literacy 
interventions in primary care have been implemented. Taggart and 
colleagues7 completed a systematic review of 52 studies investigat-
ing interventions to improve health literacy relating to behavioural 
risk factors for chronic diseases. They found that both group and 
individual level interventions improved health literacy and health 
behaviours including smoking cessation, better diet and increased 
physical activity.

Furthermore, health literacy research shows that inadequate 
health literacy is more prevalent among people with limited ed-
ucation, from socio-economic disadvantaged backgrounds, and 
among immigrants from non-English speaking background.8,9 Yet, 
there are limited investigations evaluating interventions to improve 
health literacy among these vulnerable groups including migrant 
populations.10

Australia is a pluralist society. The 2016 Australian Census of 
Population and Housing data showed that 26% of the population 
was born in countries outside of Australia.11

Migration is most commonly initiated for economic and political 
reasons. For those who migrate to improve their economic position, 
migration can be an empowering experience.12 However, for those 
who are forced to migrate due to armed conflict, natural disasters or 
persecution in their country of origin, it is driven predominantly by 
needs for safety and survival.13

The recent history of the Horn of African nations (Eritrea, 
Ethiopia, Somalia, South Sudan and Sudan) is marked by war, civil 
unrest and environmental crises. The war between Eritrea and 
Ethiopia; between Sudan and Somalia; and recurring droughts and 
famine in this region have resulted in millions of people being in-
ternally and externally displaced.14‒16 Many live in refugee camps 
in neighbouring countries for years before being resettled in 
countries such as Australia under the Refugee and Humanitarian 
visa program.17 Women are particularly vulnerable in situations 
of forced migration.18 In 1989, the Australian Government rec-
ognised the unique gender-based risks for women who were un-
accompanied by a male relative, and introduced the ‘Women at 

Risk’ program which prioritises unaccompanied refugee women 
for resettlement.17

In the Horn of Africa nations life expectancy for women currently 
ranges from 58.3  years in South Sudan to 67.8  years in Ethiopia.19 
There are no reliable data on life expectancy of women who were born 
in the Horn of Africa nations and migrated to Australia. Some studies 
report improved health status in migrants who migrated from low- and 
middle-income countries to high-income countries. This is thought to 
be the result of having better access to health care and health promo-
tion and screening programs which are uncommon in lower income 
countries where health care systems largely focus on cure and inter-
ventions rather than prevention for noncommunicable diseases.20‒23

Little is known about menopause-related health literacy among 
immigrant women, including how they access, understand, evaluate 
and apply menopause-related information and care.24 The aims of 
this study were to describe how women who were born in the Horn 
of Africa nations and migrated to Australia in adulthood experience 
and manage their menopausal transition; how personal, situational, 
societal and environmental factors influence their health literacy 
skills; and explore their experiences and satisfaction with meno-
pause-related health care.

2  | METHODS

2.1 | Study design

Qualitative research methods provide fine-grained knowledge about 
individual experiences. This study used semi-structured interviews 
to gain deep understanding of menopause-related experiences of 
women in midlife.

2.2 | Setting

The study was conducted in Melbourne, Australia where 28.4% 
of residents were born overseas.11 The 2016 Australian Census of 
Population and Housing reported that nearly 21 000 people living 
in Victoria were born in Horn of Africa nations and had arrived in 
Australia either under the Refugee and Humanitarian or the Family 
Stream Migration program since the 1990s.25

2.3 | Participants and recruitment

Women aged between 45 and 60 years, who were born in one of 
the Horn of Africa nations, migrated as adults and were peri- or 
postmenopausal were eligible to participate. Flyers providing infor-
mation about the purpose of the study, eligibility criteria for partici-
pation and contact details of the researcher were distributed widely 
to community health services, community learning centres and com-
munity groups in areas with high proportions of residents who had 
migrated from the Horn of Africa nations. Community leaders were 
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contacted to secure their support for the study and permission to 
attend community meeting places.

2.4 | Data collection and management

An interview guide was developed based on the published litera-
ture,24 the investigators' clinical and research experience in women's 
health, and study aims. Three broad topics guided the interviews: 
participants' experiences and management of menopause; their ca-
pacity to access, understand, evaluate and use menopause-related 
information; and their experiences of menopause-related health 
care.

Once eligibility had been established interviews were scheduled 
and conducted at locations convenient to participants. An accredited 
interpreter assisted in interviews with women who had insufficient 
English language proficiency to be interviewed in English. Written 
informed consent was obtained before the interview. Interviews 
were audio-recorded with permission. The audio-recorded inter-
views were transcribed and entered into NVivo for data analysis. 
In interviews that were conducted with the assistance of an inter-
preter, only the English interpretation was transcribed. To protect 
anonymity participants were given a pseudonym.

2.5 | Data analysis

Data were analysed using thematic analysis as described by Clark 
and Braun.26 This method involves six phases: familiarisation with 
the data by transcribing and repeated reading of the transcripts; 
development of initial codes based on the topics of the interview 
guide; grouping of codes into preliminary themes; refining of the 
preliminary themes into final themes; and generating a report. The 
initial analysis was conducted by KS Findings and interpretation of 
the data was discussed with the research team until consensus was 
reached.

2.6 | Ethics approval

The study was approved by Monash University Human Research 
Ethics Committee (MUHREC 8128).

3  | RESULTS

Eleven women agreed to be interviewed. All interviews were con-
ducted face to face either in the participants' homes or in a private 
room at a community centre. Four interviews were conducted with 
the assistance of a qualified interpreter. The socio-demographic 
characteristics of the participants are shown in Tables 1 and 2.

Participants were diverse in terms of age, menopausal status, 
country of origin and level of education. Most participants had 

resettled in Australia in early 2000 after having lived in refugee 
camps in countries bordering their country of origin in order to es-
cape famine, ongoing civil and political unrest.

Four themes emerged from the data.

3.1 | Menopause and midlife—a welcomed life phase

Menopause was a welcomed life phase and represented normal 
physiological changes. It was predominantly described as a re-
lease from the reproductive role and the inconveniences caused by 
monthly menstruation.

No, because it [menopause] is normal for us, you know, 
we used to be tired washing pads every months and 
you will be happy, yeah you can see your time is it. Yeah 

TA B L E  1   Participants' socio-demographic characteristics

  Women (n = 11)

Country of birth

Eritrea 2

Ethiopia 3

South Sudan 4

Sudan 2

Age group

45-49 5

50-54 3

55-60 3

Menopausal status

Peri-menopausal 7

Postmenopausal 4

Average age at menopause 48

Marital status

Never married 1

Married 3

Widowed 1

Divorced/separated 6

Level of completed education

No schooling-illiterate 2

Primary School 4

High School 5

Tertiary/university 0

Employment

Employed 5

Home duties 6

Years in Australia

1-10 0

11-20 9

21-30 2

>30 0
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[menopause] good thing for us. And you no more getting 
babies because you expect to get babies. 

(Aamira)

We don't like period, it's very annoying. 
(Duaa)

Midlife was described in a social context as a life phase where 
women gain greater social standing and are highly regarded for their 
wisdom and maturity within their community. This respect is heavily 
reliant on women's achievement as wife and mother as highlighted by 
Salina's reflection.

Respect comes from status and in Ethiopia status comes 
from family. You get married and have children these are 
all things, you gain status. 

(Salina)

You become top in your family and even in your commu-
nity. Especially in my age, I would be happy at home. I 
would be like … everybody would come and ask me ‘ah 
Sabeen we need to do this’ and then I would give ideas. So 
everybody would go and do it and I would be respected 
all the time. 

(Sabeen)

3.2 | Limited education linked to knowledge about 
menopause and women's health

When asked about their personal menopause-related experience, all 
participants described the changes of their menstrual cycle and most 
said that they experienced some physical symptoms including hot 

flushes, muscular-skeletal pains and tiredness. Most reported limited 
understanding about women's health and menopause specifically.

I don't know anything about menopause. 
(Muhsina)

At first, I didn't know. I was feeling hot and sweating all 
the time. I thought I had an infection and wanted to see 
my doctor. 

(Yena)

Some attributed their lack of knowledge about women's health to 
having had limited educational opportunities and having spent most of 
their lives in remote areas.

Most of us, we were born in the cattle care, in the village, 
far away from the city. 

(Aamira)

… but you know especially women they don't think that 
much about women's health, especially the woman in the 
village. They don't care about the … you know … meno-
pause or whatever. Maybe they can feel tired but they 
don't think … this is like … changing menopause or all this 
stuff. They just notice it and then that's it. 

(Kazima)

3.3 | Political and societal environment linked to 
health literacy

Information gathering can be from formal or informal sources. Health 
care providers and reputable websites are regarded as formal and 

TA B L E  2   Individual participant characteristics (N = 11)

Pseudo nym Menopause status Year of migration
Interview with 
interpreter Level of education Paid employment

Mena Postmenopausal 1994 No Year 9 Yes-business owner

Yenu Peri-menopausal 1997 No Year 12 Yes-business owner

Salina Postmenopausal 2002 No Year 12 Yes-health care 
industry

Aamira Postmenopausal 2005 Yes No schooling-illiterate No

Nafiza Post menopausal 2004 Yes No schooling-illiterate No

Kazima Peri-menopausal 2002 No Year 12 No

Muhsina Peri-menopausal 2003 No Years 12 Yes-self employed

Duaa Peri-menopausal 2004 No Some Primary 
School-illiterate

No

Sabeen Peri-menopausal 2003 No Year 12 Yes – community 
sector

Hyiab Peri-menopausal 2000 Yes Year 7 No

Fofo Peri-menopausal 2003 Yes Primary School No
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more trustworthy and family members, friends or the popular press 
are regarded as informal and less trustworthy sources of information.

Few participants had ever looked for or accessed menopause-re-
lated information. They reflected that seeking health information 
was uncommon in their country of origin. They explained that due to 
poverty, war and political unrest health services were very basic and 
the concepts of patient education unfamiliar.

South Sudan it's not like a first world … there is a doctor, 
but you know … 

(Kazima)

You know we are in the war, we don't have um, go to 
hospital. 

(Aamira)

In addition, women's health, including menopause, is rarely dis-
cussed in their communities and therefore they had not sought meno-
pause-related information intentionally.

Huge difference [compared to Australian culture] in our 
culture. Menopause is secret, nobody talks about thing 
like that. We don't discuss it and we struggle with it. 

(Salina)

The few participants who sought information about menopause 
accessed it mainly through informal sources such as close female 
friends, family members or occasionally from older women from their 
community.

My period sometime is you know, is coming every 2 
weeks. And sometimes is very heavy and sometimes only 
one day. And when I tell her [older female community 
member] they said ‘oh my baby your period you know is 
going to be stopped’. 

(Mena)

Only few used the internet as a source of information. Salina re-
flected on her experience when seeking information about menopause 
symptoms, ‘actually when I get hot flushes and periods got heavy, I 
googled it.’

Finally, participants who were unable to read in their native lan-
guage as well as in English identified this as a barrier for being able to 
access menopause-related information.

I don't know how to read. 
(Nafiza)

Oh the one thing I will tell you, I don't know how to read. 
And I don't know how … to go and look about healthy 
things. 

(Duaa)

3.4 | Perceptions and experiences of menopause-
related health care

All participants had been resettled in Australia more than 10 years 
ago. Despite having arrived under the Refugee and Humanitarian 
Program,27 having experienced abject poverty, war, lengthy periods 
in refugee camps, having had limited formal education, and having 
limited English language proficiency all women accessed primary 
health care. Many participants reported positive relationships with 
their general practitioners (GPs) describing their care as thorough 
and caring. They preferred GPs who spoke their first language be-
cause that helped them fully understand the information provided 
during their health consultation.

Yeah is good doctor. The reason we go to the um, Arabic 
doctors is because, is not because we don't like Australian 
doctors, it is because of the language. Because we want 
the language that we can understand. That is why we go 
to this Arabic doctor who can speak my, our language. 

(Hyiab)

I also saw a lady doctor in Moonee Ponds and she (par-
ticipant indicated that the doctors touched her arm) said 
‘we do this together’. This was lovely, very lovely [laughs]. 
When I need to have a very detailed conversation, I go 
to a doctor in Werribee. He is from Ethiopia, sometimes 
there are still words that are difficult to describe. 

(Salina)

Participants with limited English proficiency who consulted 
English-speaking GPs were either accompanied by family mem-
bers who acted as interpreters or offered a telephone interpreter 
service.

Some participants who saw their GPs for menopause-related 
care were disappointed by the lack of information provided and 
some felt misunderstood and that their concerns were dismissed.

The doctors, they don't listen. Still I feel sweats and I 
don't know how long [they will last]. Maybe they think 
I know, but he didn't ask. Doctors should tell, not every-
body is internet person. 

(Yena)

I feel nervous a bit because you know … when you go to 
the doctor, it's just … [dismissive gesture] ah that's … take 
some Panadol and that's it. But they don't actually give 
an explanation. 

(Kazima)

In response to a follow-up question about how health services 
could be improved most participants reflected that the GP needed to 
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be proactive and provide more health information and suggested that 
regular community talks about women's health would be beneficial.

4  | DISCUSSION

To our knowledge this is the first study investigating menopause-
related health literacy among immigrant women born in the Horn 
of Africa nations. We found that this group of women welcomed 
menopause as a normal, positive life phase. They had limited knowl-
edge about menopause and lacked the health literacy competencies 
necessary to be able to make well-informed menopause-related 
health decisions. While many perceived their health care providers 
in Australia as caring and competent, they wished that GPs would be 
more proactive in providing menopause-related health information 
and that community-based health education were available.

This study identified three barriers to accessing menopause-re-
lated health information.

Firstly, the influence of their culture on perceptions of menopause 
limited participants' understanding of the links between menopause 
and later life health. In Western societies, menopause is viewed as 
a marker of ageing and a time when health behaviour is linked to 
health in later years.4 Health care providers are encouraged to remind 
women of the importance of positive health behaviour to reduce the 
risk of developing chronic noncommunicable diseases later in life.28 
On the other hand, based on some anthropological observation, 
Flint29 argues that in traditional cultures menopause is predominately 
perceived as a time of liberation when women gain greater social priv-
ileges and control. However, there is little contemporary evidence 
about the experiences of menopause among women in traditional 
cultures to support this assertion. Nevertheless, the women in this 
study viewed menopause as a normal, positive life phase associated 
with greater social position and they did not see the need to seek 
menopause-related health information and care. This may in part be 
because the health care system in their countries of origin focuses 
on curative rather than preventive care and as a result, there is no 
tradition in seeking health-related information.21‒23 Consequently, 
participants' apparent unawareness of the increased risks of chronic 
noncommunicable diseases postmenopause leaves them vulnerable 
to missing out on menopause-related health information and the 
opportunity to adopt health promoting behaviours during and after 
menopause.

Secondly, barriers to health literacy were identified. Sorensen 
and colleagues5 refer to health literacy as the capacity to access, 
understand, evaluate and use health-related information. The ability 
to access health information is foundational and the stepping stone 
to the subsequent competencies. If this first competency cannot be 
completed successfully it follows that the remaining health literacy 
competencies cannot be achieved. In contemporary high-income 
settings the internet is a primary source of health information.30 
Since most online health information is text based, it is only ac-
cessible to people who are literate and able to use the internet. As 
demonstrated in this study migrants with limited education and low 

literacy may be unfamiliar with the internet and are therefore unable 
to seek and use online information. This in turn means that they may 
miss out on information that would enable them to make positive 
menopause-related health decisions.

Thirdly, in the absence of the capacity to access menopause-re-
lated information participants relied on their GPs to provide this. 
Health literacy is assisted by a health care system that considers and 
acts upon factors influencing health literacy. Higginbottom et al31 
investigated health care experiences among immigrant women in 
Canada and found that communication difficulties and lack of health 
information in relevant community languages were two of the most 
commonly cited barriers to health care. Participants in this study had 
seen GPs and many had overcome language challenges by consulting 
GPs who conversed in their native language. However, the lack of 
proactive engagement by their GPs in providing menopause-related 
information was a barrier to receiving menopause-related health 
care and the opportunity to act on health promoting information.

Study strengths include that participants were diverse in terms 
of menopausal status, age, duration of residence in Australia, marital 
status and educational status. Furthermore, volunteers with insuffi-
cient English language proficiency were able to participate with the 
assistance of a qualified interpreter, all of whom were female and of 
similar cultural background to participants.

Nevertheless, we acknowledge some limitations. Cross-cultural 
and cross-lingual research poses unique challenges.32‒34 Some inter-
views required interpretation, which always carries the risk that sub-
tleties and potentially relevant information may be lost.34 There were 
no participants who had been born in Somalia. It is possible that per-
ceptions and experiences of women from Somalia may not be identi-
cal to those of participants from other Horn of Africa nations. Overall, 
however, we believe that the strengths of the study outweigh its 
limitations and that the findings help us understand the barriers and 
enablers of menopause-related health literacy among women from 
these nations who have migrated to high-income countries.

5  | CONCLUSION

In summary, our study suggests that menopause-related experi-
ences and health literacy among immigrant women from the Horn of 
Africa nations are linked to both previous experiences in their coun-
try of origin and current experiences in the country of immigration. 
Understanding the factors that influence health literacy among im-
migrant women from this region allows us to think creatively about 
ways to improve their access to information about health behaviours 
that reduce the risk of noncommunicable diseases postmenopause.

6  | IMPLIC ATIONS AND FUTURE 
RESE ARCH

Women who have migrated from the Horn of Africa nations perceive 
the menopausal transition as a normal, positive life phase and are 
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unlikely to seek menopause-related information. It might be benefi-
cial if primary health care providers adopt a proactive approach to as-
sessing menopausal status and discussing menopause-related health 
in their encounters with immigrant women during their midlife. Any 
primary health care consultation offers an opportunity to assess 
menopause-related health knowledge, recommend relevant health 
screening and provide health promoting information.

Increased awareness among health care providers and health 
educators about the cultural influences on the experiences and per-
ceptions of menopause and the personal, situational, societal and 
environmental determinants of health literacy may help overcome 
the barriers to accessing menopause-related health information 
identified in this study. Targeted professional education programs 
codesigned by community stakeholders may increase their ability to 
engage vulnerable communities in health promotion programs and 
activities.

Health information is largely internet based and consequently 
inaccessible for migrant women with limited literacy and internet 
skills. Community-based health information programs delivered by 
bilingual health educators in community settings such as community 
health centres, existing social or community groups allows the use 
of diverse information dissemination strategies and may provide an 
alternative in promoting menopause-related health literacy.

A possible area of future research is to investigate how people 
with low literacy access health information, and what approaches 
they use to overcome access barriers. This would inform strategies 
to reaching people with low literacy with preventive health mes-
sages. Furthermore, primary health care providers are in ideal po-
sition to complete opportunistic health assessments and provide 
recommendations to promote optimal health in older age. Research 
investigating potential knowledge gaps, learning needs and barriers 
to providing menopause-related care to immigrant women is war-
ranted to inform health care practice and policies.
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