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Abstract

Objective: To evaluate whether hormonal therapy (HT) had any significant effect on
quality of life (QoL) in a selected group of postmenopausal women. Methods: The
study was conducted in a specialist private practice in Tygerberg, Cape Town, South
Africa, over an 18-month period ending in July 2003. A questionnaire using the Utian
Quality of Life (UQoL) scale was posted to all women with established postmeno-
pausal status, seen over this period. 541 questionnaires were posted, 421 returned
and 398 could be used. Women gave written informed consent. Results: The average
age of the women was 60 years. 313 women (78.6%) were using hormone therapy
(HT) while 275 women (69.1%) reported concomitant medical problems. HTusers had
significantly higher scores in three of the four QoL domains, namely, occupational
( p =0.046), emotional ( p =0.03), and sexual ( p =0.009). There was no significant
difference in the health domain ( p =0.2). Conclusion: This study found that post-
menopausal South African women experienced that HT had a positive effect on
global quality of life.
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1. Introduction

The publication of the estrogen/progestogen (E/P)
arm of the WHI study (July 2002) had a major
impact on the practice of menopausal medicine
[1].
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Table 1 Utian quality of life scale (UQOL)

Number Question

1 I am able to control things in my life that are
important to me.

2 I feel challenged by my work.
3 I believe my work benefits society.
4 I am not content with my sexual life.
5 I am content with my romantic life.
6 I have gained a lot of personal recognition

within my community or at my job.
7 I am unhappy with my appearance.
8 My diet is not nutritionally sound.
9 I feel in control of my eating behaviour.
10 Routinely, I engage in active exercise three or

more times each week.
11 My mood is generally depressed.
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Health care providers managing the problems of
women past their reproductive years have had to
re-evaluate their stance on the role of hormone
therapy (HT) in the light of new evidence-based
medicine.

Medical practice and patient attitudes have
been dramatically influenced by the WHI study
and the influence of selective reporting of the
study results in the media. A number of studies
have looked at the impact of these findings on
medical practice and on patient attitudes [2,3].

Hormonal therapy has a proven place in the
management of the problems associated with
estrogen deficiency in the post-menopause. Vaso-
motor symptoms, uro-genital atrophy and preven-
tion of osteoporosis are well-known advantages of
hormonal therapy, as endorsed by the position
statements of both NAMS (North American Meno-
pause Society) and the IMS (International Meno-
pause Society) [4,5]. Improvement in Quality of Life
(QoL) is often mentioned as an added advantage of
the use of HT, and has been shown to positively
affected by the use of HT [6,7].

Decision analysis regarding therapy in the men-
opausal woman should be tailored to an individu-
alized approach. Perceived QoL in women with
menopausal symptoms should be taken into ac-
count when deciding on whether or not to use HT
[8]. The problem, created by the widespread
publication of the results of the original WHI study
in the lay press, could also be considered from a
different perspective. That is, when a person has
responded to HT and perceives her QoL to be high,
should therapy simply be stopped due to the new
fears and concerns raised?

No data in this regard have been published from
a South African perspective. As most HT is
prescribed in the private sector, the authors
decided to conduct a survey in a private practice
setting to evaluate QoL in the post-menopausal
population.
12 I frequently experience anxiety.
13 Most things that happen to me are outside

my control.
14 I am content with the frequency of my sexual

interactions with a partner.
15 I currently experience physical discomfort or

pain during sexual activity.
16 I believe I have no control over my physical

health.
17 I am proud of my occupational accomplishments.
18 I consider my life stimulating.
19 I continue to set new personal goals for myself.
20 I expect that good things will happen in my life.
21 I feel physically well.
22 I feel physically fit.
23 I continue to set new professional goals for

myself.
2. Methods

The survey was conducted amongst the post-
menopausal patients of a single private specialist
practice in Cape Town, South Africa. Over an 18-
month period (January 2002—July 2003), the names
of all postmenopausal patients consulted were
noted. The study population comprised women
with middle to high socio-economic status.

Postmenopausal status was determined by his-
tory (total abdominal hysterectomy with bilateral
salpingo-oophorectomy or amenorrhea for at least
1 year), clinical evaluation (vulvovaginal atrophy)
and, where appropriate, special investigations. The
latter tests included ultrasound measurement of
the endometrium (less than 5 mm) and hormone
profile (estradiolb75 pmol/L, follicle stimulating
hormoneN75 IU/L) as indicated. These cut-off
points were used to place the postmenopausal
status beyond any reasonable doubt, as advised
by the local pathology laboratory. Known patients
with established postmenopausal status using hor-
mone therapy were also included. For the purpose
of the survey, no women were excluded from the
study.

The QoL study was conducted as part of another
study in which patient perceptions and perspec-
tives on the menopause were evaluated [9]. A
questionnaire, utilising the validated Utian QoL
(UQoL) scale, was posted to all eligible patients
[10]. The study was approved by the Ethics and
Peer Review Committee of the study hospital. This
occurred during May 2004.

It was decided to use the Utian QoL scale, as it is
a practical, psychometrically sound instrument that
has been validated on a cross-sectional basis. This
scale measures global QoL in the climacteric years,
but can also be used as a generic instrument in



Table 2 Scoring algorithm

Domain Item numbers to be summed to
calculate domain scores.

Occupational 2, 3, 6, 17, 18, 19, 23.
Health 7, 8, 9, 10, 16, 21, 22.
Emotional 1, 11, 12, 13, 15, 20.
Sexual 4, 5, 14.
Total score Add domain scores

Tables 1 and 2 reproduced with permission of the authors
[14].
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other situations. Professor Utian was personally
contacted by the principal author of this study, and
written permission was obtained to use his QoL
questionnaire.

It is a 23-item questionnaire with a stable factor
structure that demonstrates four separate, inter-
correlated domains: occupational, health, sexual
and emotional. Each question on the Utian QoL
scale is answered with a five-point Likert-type
score. Domain scores are derived by adding the
question scores in that domain. Negative item
scores are reversed.

A detailed discussion regarding the Utian QoL
scale and implementation in a clinical setting is
available in the relevant literature ([10,14]). An
abbreviated version of the questionnaire is shown
in Table 1, with the scoring algorithm shown in
Table 2.

An accompanying letter explaining the nature
and confidentiality of the study was attached to
each questionnaire. Written informed consent was
obtained from each participant. Non-responders
were contacted once telephonically, 1 month after
the posting of the questionnaire.

Statistical analysis was carried out using SPSS,
version 10. Categorical data were analysed using
the Chi-square test. Where an expected cell value
was less than 5, the Fischer exact test was used.
Continuous data were analyzed with the Student’s
t-test for parametric data and the Mann—Whitney
U-test for non-parametric data. A p-value of b0.05
indicated statistical significance.
Table 3 Results of QoL questionnaire

QoL Score (median and range)

HT use Non-user

n =313 n =85

Occupational 25 (3—35) 24 (6—35)
Health 25 (5—35) 23 (7—35)
Emotional 24 (6—30) 23 (6—30)
Sexual 10 (1—15) 9 (3—15)
Total score 83 (25—112) 78 (26—112)

avg=average/mean, std=standard deviation.
3. Results

Of the 541 questionnaires sent out, 421 were
returned, 120 not returned and 398 (73.6%) could
be used in the study. Those that could not be
evaluated (n =23) included six that were returned
as the address was unknown, three where the
women had died, one had Alzheimer’s disease, one
where the woman was incorrectly identified as
post-menopausal, and 12 where the questionnaires
were incompletely filled in.

The mean age of the respondents was 59.8 years
(range 37—88 years). A total of 236 (59.3%) had had
a previous hysterectomy, of whom 109 (27.4%) also
had a bilateral oophorectomy.

A total of 313 (78.6%) respondents were using HT
at the time of the study, with 85 (21.4%) non-users.
Of all the respondents, 275 reported concomitant
medical problems. These included 109 (39.6%) with
hypertension, 73 (26.5%) with osteoporosis or
osteopenia, 63 (22.9%) with thyroid dysfunction
64 (23,3 %) with depression, 24 (8.7%) with other
cardiac conditions, 22 (8%) with breast cancer and
11(4%) with diabetes. The percentages refer to
those women who reported any medical problem
and who were on treatment for the specific
conditions.

The results of the QoL questionnaire are shown
in Table 3.

Table 4 shows a further analysis of the patients
who also reported depression as a problem.

These results show improved QoL scores for HT
users in three out of four categories. Women with
depression using HT scored higher in all categories.
A further elaboration of these findings can be found
in Discussion.
4. Discussion

The objective of this study was to evaluate whether
the use of HT had any impact on patient’s
perceived quality of life in the post-menopause.
Score (avg and std) p-value

HT user Non-user

24.7 (6.6) 23.1 (6.7) 0.046
24.7 (5.3) 23.9 (5.8) 0.200
23.3 (4.5) 22.1 (5.1) 0.031
10.3 (3.1) 9.2 (3.2) 0.009
81.9 (15.1) 77 (15.5) 0.009



Table 4 Patients with depression

QoL Score (median and range) Score (avg and std) p-value

HT user Non-user HT user Non-user

n =84 n =16

Occupational 25 (7—35) 20 (6—34) 24.6 (6.1) 20.3 (6.9) 0.024
Health 23 (10—34) 19 (7—26) 23.3 (5.7) 19.7 (4.4) 0.027
Emotional 22 (12—30) 19 (12—24) 21.4 (4.7) 18.5 (3.3) 0.026
Sexual 10 (2—15) 6 (3—14) 10.3 (3.1) 8.3 (2.6) 0.027

avg=average/mean, std=standard deviation.
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It must be kept in mind that the study population
comprised a selected group of patients from a
private healthcare setting. They came mostly from
a middle to upper socio-economic background. All
patients with established postmenopausal status
seen over an 18-month period were included in the
study. When evaluating the response to the ques-
tionnaires, selection bias (the bhealthy user Q con-
cept) regarding hormone users and responders to
questionnaires must also be kept in mind. Although
the authors recognize this limitation, the cross-
sectional nature of the study and adequate numb-
ers to evaluate statistical significance make the
findings noteworthy.

The World Health Organization (WHO) defined
QoL as individuals’ perceptions of their position in
life, in the context of the culture and value systems
in which they live and in relation to their goals,
standards and concerns [11].

Perceived QoL is difficult to define and measure
because there is no globally accepted agreement
on what it is, and how it can be quantified. An
excellent overview of the different QoL assess-
ments is summarized in Utian’s article on develop-
ment and validation of a QoL scale [10].

Many of the menopause-specific QoL measures
are mostly symptom-focused, such as the one
developed by Greene [12]. Some, like the well-
known Blatt—Kupperman menopausal index, are no
longer relevant in 2005, and have been discredited
[13].

The Utian QoL scale has been used in a
longitudinal setting [14], but the authors found it
to be a practical instrument to use in this cross-
sectional study to quantify patient perception of
quality of life in the post-menopausal period.

Of the 398 patients whose completed UQoL
questionnaires could be used in the study, 313
(79%) were using HT, and 85 (21%) were not. As can
be seen from Table 3, the difference in QoL is
significantly better for women on HT, compared to
those not utilizing HT (p =0.009). If the results are
broken down into the different domains, 3 of the 4
reach statistical significance, i.e., occupational
( p = 0.046), emotional ( p = 0.031) and sexual
(0.009). Only the health domain (p =0.200) does
not reach statistical significance.

It can be argued that health-related issues, such
as chronic diseases, impact negatively on global
QoL. Whether one then uses HT or not does
probably not have a major impact in this regard.
QoL in post-menopausal women is often compro-
mised by chronic diseases and can furthermore be
influenced by symptoms relating to estrogen defi-
ciency. HTcan alleviate these symptoms and have a
positive influence on the risk of developing osteo-
porosis and colorectal cancer [15]. Health-related
QoL was addressed in the WHI trial and was found
not to be improved by HT [16]. As QoL was not a
primary endpoint in the original WHI trial, the
number of women with severe menopausal symp-
toms at recruitment was small. Because the
participants were much older (mean age 63 years)
than the age at which HT is typically initiated (early
50s), one must be careful when interpreting these
findings. The WHI study did not use a validated QoL
instrument. In order to determine whether HT had
any impact on health-related QoL, they extrapo-
lated from other measures taken. This was obvi-
ously not satisfactory and their results accordingly
of little significance.

In contrast to the above, and supporting the
findings in this study, are the results of the QoL
data from the HERS trial [17]. Women with vaso-
motor symptoms who were assigned to HT had
improved mental health and fewer depressive
symptoms. However, QoL scores were significantly
lower among patients with health problems like
diabetes, hypertension, and cardiac disease.

An interesting finding was that 64 women (16% of
the total respondents) were on treatment for
depression. This is an increase (up from 8%)
compared to figures obtained in the same practice
in a study done in 1998 [18] (p =0.009). This
concurs with reports showing a rising trend in the
incidence of this debilitating disease [19,20].

If the Utian QoL scale is applied to the patients
with depression in the present study, it is interest-
ing to note that in all domains, women on HT
reported a better QoL than those not on HT. The
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figures, however, may be too small to draw any
major conclusions from this finding (see Table 4).

Many different instruments to evaluate QoL are
available for utilization in studies [21]. The authors
found the Utian QoL scale to be practical and easy
to implement in the setting of the index study.

The response rate in this study was high (74%).
According to Babbie et al., a response rate of
greater than 70% can be regarded as very good [22].

When managing problems associated with the
postmenopausal woman, it is important to individ-
ualize. In the risk-benefit equation, quality of life
and how to evaluate it should always be consid-
ered. From this study utilizing the UQoL scale, the
authors conclude that HTappears to enhance global
quality of life.
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