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ABSTRACT
Aim: The aim of this study was to determine menopausal symptoms, sleep levels, quality of life of women in the premenopausal, menopausal, and postmenopausal period, to increase their knowledge level with training to be provided, to reduce their menopausal symptoms, to improve quality of life and sleep quality, and to enable self-examination of breasts and vulva with training provided.
Method: The research was conducted in a public hospital in Eskişehir. The study had a quasi-experimental design. The sample of the research consisted of 36 women aged between 40-65 years. These women were asked to complete the Sociodemographic Characteristics Determination Form, Menopause Rating Scale, Pittsburgh Sleep Quality Index, and Quality of Life Scale (SF-36) when they applied to menopause school. After the forms were completed, the participants were given training. Following training, the scales were re-completed and then women were enabled to perform self-examination of breasts (SEB) and self-examination of the vulva (SEV). The IBM SPSS Statistics 21.0 was used for the analysis.
Results: The mean age of the women was 50.66±4.45 and that the mean menopause age was 47.60±3.45. The most frequently described symptom was fatigue (91.7%). It was seen that after the training, the MRS score of the women decreased from 16.83±8.87 to 13.66±8.36; the PSQI score decreased from 14.34±2.64 to 13.81±2.55; the mean Quality of Life (SF-36) scale score increased from 48.74±19.13 to 54.92±17.40. As a result of SEB and SEV performed by the women after the training, it was determined that 5.6% of the women had a breast deformity, that 8.3% had a palpable mass in the breast and that 13.9% detected a vaginal discharge in the vulva examination (p<0.05).
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Conclusion: It is easier to overcome this period with specific comprehensive training 
and women are enabled to cope with symptoms more effectively.
Keywords: Menopause, woman, school

What’s already known about this topic?: Menopause is one of the most special periods in women's life and affects the quality of life, psychological status, and thus the general health of the woman. But, the knowledge of menopause and methods of the deal with this period's period is very low among the women.
What does this article add? : Menopause could become easier to overcome with specific comprehensive training and women are enabled to cope with symptoms more effectively.


















































INTRODUCTION
The World Health Organization (WHO) defines menopause as the permanent termination of menstruation due to loss of ovarian activity (1). The menopausal period is divided into three stages. The symptoms start in the premenopausal period; the last time menstrual bleeding occurs in the menopausal period; the postmenopausal period begins a year after menopause and lasts until the beginning of old age (2). 
The vast majority of women enter the menopausal transition period towards the end of their 40s. This physiologically accepted transition period is completed between the age of 51-56 (3). According to the 2014-2016 data of the Turkish Statistical Institute (TSI), women's life expectancy at birth is estimated to be 80.7 years in our country (4).  In this respect, the menopausal period covers a large part of women's life (5). 
During menopause, low estrogen levels can lead to vasomotor and genitourinary symptoms and metabolic and structural changes such as osteopenia, osteoporosis, skin thinning, and increase of adipose tissue content in breasts. (3). Furthermore, due to estrogen deficiency, development of atrophy in various tissues, regression of secondary sex characters, thinning of epithelium and loss of rugae in the vagina, shortening of the vaginal length, decreased elasticity and decreased lubrication in case of sexual stimuli can be seen (6). The increase in the number of elderly women due to prolonged life expectancy may lead to changes in women's social lives and quality of life. This results in the increased prevalence of stress incontinence, osteoporosis, rheumatic diseases, cardiovascular problems, depression, chronic diseases, and diseases such as cancer in women compared to men of the same age group (7). 
In the menopausal period, sleep problems are one of the most important symptoms affecting health of women. Sleep problems increase by 50-100% in women, especially in the perimenopausal and postmenopausal periods compared to those in the premenopausal period (8). Complaints of women during menopause are affected by educational status, age, occupation, economic independence, income level, marital adjustment, marital status, orientation to other fields, family size, status of receiving period-specific information, role change, and values attributed to women by society (9). In particular, with comprehensive training specific to menopause, women are enabled to cope with symptoms more effectively.
The aim of this study was to determine menopausal symptoms, sleep levels, quality of life of women in the premenopausal, menopausal, and postmenopausal period, to increase their knowledge level with training to be provided, to reduce their menopausal symptoms, to improve quality of life and sleep quality, and to enable self-examination of breasts (SEB) and self-examination of vulva (SEV).

MATERIALS AND METHODS
The research was designed as a quasi-experimental study based on the pretest-posttest model and carried out between May 24 and June 28, 2018, in a hospital in the province of Eskişehir after obtaining the ethics committee approval and institutional permit.
The universe of the research consisted of women aged between 40-65 who started to have menopausal complaints and who were in the menopausal and post-menopausal period. No sample selection was made and 36 women aged between 40-65 who applied to the Menopause School in 2018 and continued their education for 5 weeks, who were not diagnosed with a long-term sleep disorder, and who agreed to participate in the study constituted the sample of the research.
In the study, women were informed about the menopause school with posters and brochures through the hospital one month before the training. During the enrollment period for the menopause school, women were informed about the subject, purpose, and methods of the research, and women were included in the study after taking their informed consent.
Data Collection Tools Used in the Research: The data were collected by the researchers via survey technique in face-to-face interviews. The women who continued to the Menopause School were asked to fill in the Socio-demographic Characteristics Determination Form which was prepared by the researcher in line with the literature, the Menopause Rating Scale and the Pittsburgh Sleep Quality Index before the training. After the forms were completed, the women were given visual and applied training. After the training, the women were asked to complete the same forms again and enabled them to perform the Self-Examination of Breasts (SEB) and Self-Examination of Vulva (SEV). Then the results were evaluated.  
Socio-demographic Characteristics Determination Form: The form was prepared by the researchers in line with the literature and consisted of questions regarding age, marital status, educational level, income status, presence of chronic disease and menopausal signs and symptoms.
Menopause Rating Scale (MRS): The original form of the Menopause Rating Scale was developed in German by Schneider, Heineman et al. in 1992 to measure the severity of menopausal symptoms and their effect on the quality of life. The English validity and reliability study was conducted by Schneider, Heinemann et al. in 1996 and the Turkish validity and reliability study of the scale, “Menopoz Semptomlarını Değerlendirme Ölçeği”nin Turkish, was carried out by Gürkan in 2005 (10-12). The scale has a Likert-type rating system consisting of 11 items regarding menopausal complaints. Each item is rated as 0: No symptoms, 1: Mild, 2: Moderate, 3: Marked and 4: Severe. The total score of the scale is calculated as the sum of scores given for each item. The minimum score that can be obtained from the scale is 0 and the maximum score is 44. The 11-item scale regarding menopausal complaints consists of 3 subdimensions. These sub-dimensions are 1-Somatovegetative complaints subdimension (items 1,2,3,11), 2-Psychological complaints subdimension (items 4,5,6,7), and 3-Urogenital complaints subdimension (items 8,9,10). The increase in the total scale score indicates an increase in the severity of complaints and thus indicates that the quality of life is negatively affected. (11-13). In the original text of the MRS, it is stated that a score of “35 points and/or over” indicates that the symptoms are severe, that a score between “20–34 points” indicates marked symptoms, that a score between “15–19 points” indicates moderate symptoms, and that a score between “1–14 points” indicates that there are no symptoms (10). 
Pittsburgh Sleep Quality Index (PSQI): The PSQI was developed by Buysse et al. (1989) and adapted to Turkish by Ağargün et al. (1996). PSQI is a self-report scale consisting of 19 items, that evaluates sleep quality and disorder in the past month. It consists of 24 questions including 19 self-report questions and 5 questions to be answered by spouse or roommate. Eighteen questions scored on the scale consist of 7 components that are Subjective Sleep Quality, Sleep Latency, Sleep Duration, Habitual Sleep Efficiency, Sleep Disturbance, Use of Sleeping Medication, and Daytime Dysfunction. Each component is rated between 0-3 points. The sum of the scores from 7 components gives the total scale score. The total score ranges between 0-21 points. A total score over 5 points indicates a “poor sleep quality” (14-15).
Quality of Life (SF-36) Scale: The SF-36 was developed by Ware in 1987 and the Turkish validity and reliability study was performed by Koçyiğit et al. in 1999 (16). In this scale, health is evaluated in 8 components. High scores indicate a better health level. SF-36 scale consist of physical functioning (limited physical activity due to health problems), physical role (limited daily life activities due to health problems), bodily pain, general health (self-assessment of the health), energy, general mental health, social functioning and emotional role (limited daily activities due to mental health problems). The SF-36 scale is scored over 100 points and the score varies between 0 and 100 points for each component. In this scale, high scores indicate a better health level, while low scores indicate a deterioration in health (17). 
Training program: Women who applied to the menopause school received training for a total of ten hours, two hours a week for five weeks, from faculty members, physicians, nurses, dieticians and psychologists in the training hall. Menopause, premenopausal period, menopausal period, postmenopausal period, cycle in menopause, vasomotor and emotional changes, changes in the urinary system topics were covered in the first week. Changes in vulva and vagina, in ovaries and pelvic floor, in sexual life, in breasts and skin, and in the musculoskeletal, cardiovascular and digestive system were covered in the second week. Diagnosis, gynecological examination, laboratory tests, bone densitometry, ultrasound, mammography, treatment, hormone replacement therapy, alternative therapies, proper nutrition in menopause, calcium intake and sufficient fluid intake were covered in the third week. Stress coping methods, adequate sleep, social support, coping with vasomotor and skin changes, maintenance of self-esteem and protection from pregnancy topics were covered in the fourth week. Activity in menopause, Kegel exercises, Menopause exercises, SEB and SEB Practice, SEV and SEV were covered in the fifth week. 
Evaluation of Data: Continuous data were given as mean ± standard deviation and categorical data were given as a percentage (%). The dependent sample t-test was used in order to test the significance of the difference between the arithmetic means of the two related groups and Pearson Chi-Square analysis was used in the analysis of the cross tables. The IBM SPSS Statistics 21.0 (IBM Corp. Released 2012. IBM SPSS Statistics for Windows, Version 21.0. Armonk, NY: IBM Corp.) program was used for the analyses. The statistical significance was accepted as p<0.05.
Limitation of the Research: The limitation of the research is that only women who applied to the Menopause School we organized were included in the study.

FINDINGS
When the characteristics of the women included in the research were examined, it was found that the mean age of the women was 50.66 4.45 (min:42, max:61) and the mean marriage duration was 26.94±7.01 (min:5, max:41) years. It was determined that 100% of the women lived in the city center, that 91.7% were married, that 88.9% had social security insurance from SSI and that 91.7% had a nuclear family. It was found that 50.0% of the women had a chronic disease. In addition, the mean menopausal age was 47.60±3.45 (min:37, max:56).
In the study, it was found that 77.7% of the women performed self-examination of breasts and the mean frequency of SEB was once in every 9.67±9.30 (min:1, max:36) months. It was determined that 94.4% of the women had breast ultrasonography, that 88.8% had mammography and that 88.8% had a pap-smear test.
The most frequently described symptoms in the menopausal period by the women who participated in the study were fatigue (91.7%), weakness and hot flashes (86.1%), sweating (83.3%), nervousness (80.6%), night sweating, insomnia, feeling cold, redness on face and neck (75.0%), respectively. In addition, the least described symptoms in the menopausal period were uterine prolapse (5.6%), itching in the vulva (13.9%), and osteoporosis (16.7). The frequency of vasomotor, emotional and physiological changes of the women in the menopausal period was found to be significant (p<0.05) (Table 1).
After the training, the mean MRS score of the women who participated in the study decreased from 16.83±8.87 to 13.66±8.36 and the mean PSQI score decreased from 14.34±2.64 to 13.81±2.55. This difference in means was found to be statistically significant (p<0.05). Again, the mean Quality of Life (SF-36) scale score increased from 48.74±19.13 to 54.92±17.40 after the training and this difference was found to be highly significant (p<0.001) (Table 2).
The women performed SEB and SEV after the training. In the visual breast examination, 5.6% of the women detected breast deformity; 8.3% detected a palpable mass in the breast during palpation; 13.9% detected vaginal discharge in the visual vulva examination (p<0.05) (Table 3).


DISCUSSION
Premenopausal, menopausal and postmenopausal periods constitute a large part of a woman's life (3-5). However, with the physiological changes that develop during this long period in women's lives, women can experience many negative experiences. Women should be supported by structured and comprehensive training by healthcare professionals in order to enable women to cope with the symptoms experienced during the menopausal transition period.
The physiologically accepted menopausal transition period is completed approximately in between the age of 51-56 (3). In our study, the mean menopausal age of the women was found to be 47.6 years. The mean menopausal age was 45.7 in a study conducted in Bengal (19), 46.1 in a study conducted in our country (18), 48.9 in a study conducted in Norway (20), and 51.4 (21). in a study conducted in North America. It was seen that the menopausal age varies by country. It was thought that the reasons for the differences observed in the menopausal age were the welfare level of the countries and women's access to nutritional and health services.
The most frequent symptoms in the menopausal period were fatigue, weakness, hot flashes, sweating, nervousness, night sweating, insomnia, feeling cold, redness on face and neck, respectively. The least frequent symptoms were urinary incontinence, frequent urination, constipation, uterine prolapse, itching in vulva and osteoporosis, respectively (p<0.05). In the literature, similar to the results of our study, the most frequent symptoms in the menopausal period were hot flashes and sweating (18-22).physical and mental fatigue, anxiety (18-22) sleep problems (18) and the least frequent problems were heart disease (34), bladder problems such as frequent urination, urinary incontinence, urinary tract infections (22)  and sexual problems (18). It can be said that the high frequency of experiencing menopausal complaints in the menopausal period and these unpleasant experiences may negatively affect the quality of life of women.
Nurses who spend a long time with patients and their relatives should conduct this process effectively in order to prevent the adverse impact on the quality of life of women in the menopausal period and to improve the quality of life. Nurses should provide counseling, care, and training services to women before and during this menopausal process. In our study, it was seen that after the training, the mean MRS score of the women who participated in the study decreased from 16.83±8.87 to 13.66±8.36; the mean PSQI score decreased from 14.34±2.64 to 13.81±2.55; the mean Quality of Life (SF-36) scale score increased from 48.74±19.13 to 54.92±17.40 (p<0.001).
It was determined that the women in our study experienced had “moderate” menopausal symptoms (mean: 16.83±8.87) before the training and “mild” symptoms (mean: 13.66±8.36) after the training. It can be said that health training we provided increased the knowledge of women about menopause, enabled them to experience fewer menopausal symptoms, and made a positive change in the quality of life and sleep quality. In the studies conducted in Turkey, the mean MRS scores of women in the menopausal period ranged between 19.8±9.55 and 23.020±0.000 (18-22). In a foreign multinational survey of menopausal made abroad, the mean MRS score of women was 8.8±7.1 in Europe in a study conducted in Korea, this score was 8.97±5.15 (23). Considering the results of the study, it can be said that women in Turkey experience menopausal symptoms more. Our study suggested that women in our country, women have a lack of information about menopause based on the fact that there was a significant decrease in the mean MRS scores of the women after the training.
In our study, the sleep disturbance value (PSQI) of the women decreased from 14.34±2.64 to 13.81±2.55 (p<0.05) after training; however, it was seen that sleep quality could not reach the desired level with short-term training since this value remained over 5 points. In a study conducted in China, it was seen that the value of sleep disturbance (PSQI) value was greater than 8 in women in menopause (24). In a study conducted in Canada, women in menopause received cognitive-behavioral treatment, in which cognitive and behavioral strategies were applied together with psychoeducation, and it was reported that there was an effective improvement in sleep disturbance value (p<0.001) (25). As a result, menopausal symptoms disturb women's sleep quality. In order to increase sleep quality, it is recommended to plan long-term training on menopause or to implement alternative interventions.
Menopausal symptoms can damage the quality of life of women (22-26-27). In accordance with the literature, in the study conducted by Gümüşay and Erbil (2019), it was determined that the quality of life was negatively affected in women with negative menopause attitude (28). Women should be professionally supported to protect the quality of life during menopause and to ensure the sustainability of this protection. In the study conducted by Gönenç and Koç (2019), women received training on menopause for 5 weeks and the rate of women with a positive attitude towards menopause increased from 51.6% to 85.5% after the training (p<0.001) (29). It has been evidenced that planned health training on menopause improves the attitudes of women positively. In our study, the women in the menopause school received training from healthcare professionals for 5 weeks and after the training, the mean Quality of Life (SF-36) Scale score of the women increased from 48.74±19.13 to 54.92±17.40 (p<0.001). As a result, with the structured training in our menopause school, positive changes were achieved in sleep quality and quality of life of women and in the menopause rating scale. In the study conducted by Küçükçakır et al. (2013), women with postmenopausal osteoporosis received a supervised Pilates exercise program twice a week for a year and it was found that there was a significant increase in women's quality of life at the end of the year (30). Women can have a positive attitude towards menopause and their quality of life can be improved when they are professionally supported in the menopausal process.
It is known that performing SEB and SEV will increase the ability to detect problems in breasts or vulva and if a disease is detected in the examined area, the process will be positively affected (31-32). Therefore, women should be informed by healthcare professionals on SEB and SEV. Although women did not perform SEB regularly each month, it was found that 77.7% of women performed SEB (9.67±9.30 months on average) and that none of them performed SEV. In the literature, it was seen that the rate of performing SEB in women varied between 15.8% and 79% (33)  and that the rate of performing SEV varied between 3.1% and 55.9 % (33-34). It can be said that the rate of performing SEB is higher than that of performing SEV. In our study, women in the menopause school receive training for 5 weeks, they were informed about SEB-SEV, and they were asked to apply them. After the training, all women performed SEB and SEV. In the visual breast examination, 5.6% of women detected breast deformity. In the palpation, 8.3% of the women detected a palpable mass in the breast. In the visual vulva examination, 13.9% (p<0.05) of the women detected a vaginal discharge. As a result, supporting women on this positively contributed to the implementation. Healthcare professionals should encourage women about the importance of self-examination for early diagnosis.

CONCLUSION
	Menopause is one of the most special periods in women's life and affects the quality of life, psychological status, and thus the general health of the woman. Complaints of women during menopause are affected by many factors. However, the status of receiving information, role changes, and the value attributed to women by society may also affect these complaints. Menopause, which is an important part of women's lives and changes the way of living, could become easier to overcome with specific comprehensive training and women are enabled to cope with symptoms more effectively.
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Table 1. Frequency of Menopausal Symptoms
	
Changes
	
Symptoms
	I had/I have
     n            %
	I did not have/ I do not have
n           %
	
p

	

Vasomotor Changes
	Hot flashes 
	31
	86.1
	5
	13.9
	<0.001

	
	Night sweating
	27
	75.0
	9
	25.0
	

	
	Redness on face and neck
	27
	75.0
	9
	25.0
	

	
	Nausea
	8
	22.2
	28
	77.8
	

	
	Dizziness
	11
	30.6
	25
	69.4
	

	
	Headache
	15
	41.7
	21
	58.3
	

	
	Palpitation
	17
	47.2
	19
	52.8
	

	
	Sweating
	30
	83.3
	6
	16.7
	

	
	Feeling cold
	27
	75.0
	9
	25.0
	

	
	Tingling in hands and feet
	26
	72.2
	10
	27.8
	

	Emotional Changes
	Nervousness
	29
	80.6
	7
	19.4
	<0.001

	
	Intense anxiety
	26
	72.2
	10
	27.8
	

	
	Depression
	22
	61.1
	14
	38.9
	

	
	Insomnia
	27
	75.0
	9
	25.0
	

	
	Fatigue
	33
	91.7
	3
	8.3
	

	
	Restless
	27
	75.0
	9
	25.0
	

	
	Weakness
	31
	86.1
	5
	13.9
	

	
	Drowsiness
	9
	25.0
	27
	75.0
	

	
	Forgetfulness
	19
	52.8
	17
	47.2
	

	Physiological Changes
	Itching in the vulva
	5
	13.9
	31
	86.1
	0.002

	
	Painful sexual intercourse
	15
	41.7
	21
	58.3
	

	
	Frequent urination
	13
	36.1
	23
	63.9
	

	
	Uterine prolapse
	2
	5.6
	34
	94.4
	

	
	Urinary incontinence (stress)
	8
	22.2
	28
	77.8
	

	
	Constipation
	8
	22.2
	28
	77.8
	

	
	Osteoporosis
	6
	16.7
	30
	83.3
	

	
	Skin distortions
	13
	36.1
	23
	63.9
	


* Pearson Exact Chi-Square

Table 2. Pre-Training and Post-Training Mean Menopause Rating Scale (MRS), Pittsburgh Sleep Quality Index (PSQI) and Quality of Life (SF-36) Scale Scores
	
Name of Scale
	
Subdimensions of Scale
	Pre-Training
Mean±SD
	Post-Training Mean±SD
	
t
	
p

	MRS
	Somatovegetative Complaints
	6.08±3.49
	4.91±3.33
	5.48
	<0.001

	
	Psychological Complaints
	6.58±3.50
	5.00±3.09
	6.25
	<0.001

	
	Urogenital Complaints
	4.16±2.34
	3.75±2.45
	3.10
	<0.001

	
	Total Score
	16.83±8.87
	13.66±8.36
	6.35
	<0.001

	PSQI
	Subjective Sleep Quality
	1.75±0.64
	1.58±0.55
	2.64
	0.012

	
	Sleep Latency
	2.91±1.48
	2.16±1.13
	4.18
	<0.001

	
	Sleep Duration
	7.64±1.36
	8.01±1.30
	-1.96
	0.047

	
	Habitual Sleep Efficiency
	0.69±1.16
	0.96±0.99
	3.88
	0.043

	
	Sleep Disturbance
	1.69±0.57
	1.47±0.51
	3.16
	0.003

	
	Use of Sleeping Medication
	0.38±0.83
	0.22±0.48
	2.64
	0.012

	
	Daytime Dysfunction
	0.75±0.80
	0.59±0.63
	2.43
	0.031

	
	Total Score
	14.34±2.64
	13.81±2.55
	2.25
	0.030

	SF-36
	Physical Functioning
	66.66±19.63
	70.69±17.97
	-2.89
	<0.001

	
	Physical Role
	38.88±42.86
	44.44±44.36
	-1.75
	0.088

	
	Emotional Role
	40.95±46.50
	47.61±48.02
	-1.64
	0.109

	
	Energy. Vitality
	46.94±14.89
	52.36±11.86
	-4.63
	<0.001

	
	General Mental Health
	51.88±12.98
	56.88±11.59
	-5.20
	<0.001

	
	Social Functioning
	51.73±20.29
	56.59±15.94
	-3.20
	<0.001

	
	Bodily Pain
	54.30±20.10
	59.72±16.19
	-3.98
	<0.001

	
	General Health
	39.72±17.64
	46.25±14.65
	-4.16
	<0.001

	
	Total Score
	48.74±19.13
	54.92±17.40
	-4.24
	<0.001


* Dependent Sample t-Test








Table 3. Findings regarding Self-Examination of Breasts and Self-Examination of Vulva After the Training 
	Name of Examination
	Examination Method
	Examination Result
	Present
n            %
	Not Present
n            %
	p

	 SEB
	Visual Examination
	Breast Deformity
	2
	5.6
	34
	94.4
	0.151

	
	
	Color Change
	0
	0.0
	36
	100.0
	

	
	Palpation
	Presence of Palpable Mass in Breasts
	3
	8.3
	33
	91.7
	0.076

	
	
	Presence of Axillary Mass 
	0
	0.0
	36
	100.0
	

	 SEV
	Visual Examination
	Vulva Deformity
	0
	0.0
	36
	100.0
	0.021

	
	
	Presence of Vaginal Discharge
	5
	13.9
	31
	86.1
	

	
	Palpation
	Presence of Palpable Mass in Vulva
	0
	0.0
	36
	100.0
	-


* Pearson Exact Chi-Square


