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Abstract
Background: Menopause represents the permanent cessation of menstrual periods and the loss of fertility due
to the loss of ovarian function. It can occur spontaneously (natural menopause) or it can be surgically induced.
They are different entirely. One is a natural stage of life that all women experience, the other is the result of
surgery, that is, bilateral oophorectomy. Surgical menopause is when surgery, rather than the natural aging
process, causes a woman to go through menopause. The ovaries are the main source of estrogen production in
the female body. Their removal triggers immediate menopause, despite the age of the person having surgery.
While surgery to remove the ovaries can operate as a stand-alone procedure, it is sometimes performed in
addition to hysterectomy to reduce the risk of developing chronic diseases. This study was designed to compare
the effects of the natural and the surgical menopause.
Methods: This prospective observational study was conducted in the Department of Obstetrics and Gynaecology
of Z. H. Sikder Women’s Medical College & Hospital, Dhaka from January 2016 to December 2018. During
the study period a total of 275 patients with surgical menopause (total abdominal hysterectomy with bilateral
salpingo-oophorectomy was done in all cases) and 275 patients with natural menopause were enrolled. After
taking written consent detailed information about the patients was collected in a predesigned data collection
sheet for each patient.
Results: Age of most of the patients in surgical menopause group was within 41 to 50 years and most patients
were >50 years old in natural menopause group. Most of the patients were illiterate in both groups and
maximum patients were in poor socio-economic condition in both groups. Hot flush (48.0% vs 28.0%), palpitation
(28.0% vs 4.0%) and dryness of vagina (12.0% vs 0.0%) were higher and body ache (32.0% vs 48.0%),
tiredness (8.0% vs 36.0%), insomnia (8.0% vs 28.0%), depression (4.0% vs 16.0%), lack of concentration
(0.0% vs 4.0%), loss of memory (0.0% vs 16.0%) and irritability (4.0% vs 8.0%) were found significantly
lower in surgical menopause than natural menopause group. Dyspareunia (72.0% vs 28.0%), dysuria (92.0%
vs 40.0%) and increased frequency of urination (68.0% vs 36.0%) were significantly higher in surgical menopause
than natural menopause group. Urgency, hesitancy and incontinence of urination were significantly lower in
surgical menopause than natural menopause group.
Conclusion: Ovaries were removed in all of the surgical menopause cases, which may be the reason of more
deleterious effects in surgical menopause than natural menopause. So, it is highly recommended to preserve
ovaries in hysterectomies due to benign indications.
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Introduction
Menopause is the permanent cessation of menstruation
resulting from reduced ovarian hormone secretion that
occurs either naturally or is induced by surgery,
chemotherapy or radiation. Natural menopause can be
recognized after 12 months of amenorrhea that is not
associated with a pathologic cause.1 Surgical menopause
is the cessation of menses resulting from surgical
removal of the uterus, leaving one or both ovaries or
the removal of both ovaries.2
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The genitourinary syndrome of menopause (GSM) is a
new term that describes various menopausal symptoms
and signs associated with physical changes of the vulva,
vagina and lower urinary tract. The GSM includes not
only genital symptoms (dryness, burning and irritation)
and sexual symptoms (lack of lubrication, discomfort
or pain and impaired function), but also urinary
symptoms (urgency, dysuria and recurrent urinary tract
infections).3
The syndrome or its features manifest in some manner
in approximately 15% of premenopausal women4 and
40-54% of postmenopausal women.5 Because women
have a higher life expectancy than men and
approximately >17% of the population will be age >65
years by 2030, the consequences of declined
endogenous estrogen levels in menopausal women
should be of great interest to clinicians.6
In Western women, 45% to 63% of postmenopausal
women reported that they had experienced vulvovaginal
symptoms7 most commonly vaginal dryness; other
symptoms included dyspareunia, vaginal irritation,
itching sensation, vaginal tenderness and vaginal
bleeding or spotting during intercourse.7-9 Similarly, in
a Korean study, 49% of postmenopausal women had
experienced vulvovaginal symptoms including vaginal
dryness and dyspareunia.10
As a result of estrogen deficiency after menopause,
anatomic and histologic changes occur in female genital
tissues, including reduction in the content of collagen
and hyaluronic acid and in the levels of elastin, thinning
of the epithelium, alterations in the function of smooth
muscle cells, increase in the density of connective tissue
and fewer blood vessels. These changes reduce elasticity
of the vagina, increase vaginal pH, lead to changes in
vaginal flora, diminish lubrication and increase
vulnerability to physical irritation and trauma.11,12
The female genital tract and lower urinary tract share a
common embryonic origin, both arising from the
urogenital sinus. As estrogen plays an important role in
the function of the lower urinary tract throughout the
premenopausal period, estrogen deficiency after
menopause causes lower urinary tract symptoms, such
as dysuria, urgency, frequency, nocturia, urinary
incontinence (UI) and recurrent UTI.13
In a study by Robinson and Cardozo13 about 20% of
postmenopausal women had severe urgency and almost
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50% had stress incontinence. In particular, urge
incontinence is more prevalent after menopause than
before menopause and its prevalence increases with time
in women with estrogen deficiency. The study by Hyun
et al. 14 suggested that the major cause of UI in
postmenopausal women was the intrinsic sphincteric
dysfunction related to altered connective tissue
following estrogen deficiency, while the anatomical
change was the most responsible factor of UI in
premenopausal women. The incidence of UTI rises
dramatically in elderly women. Studies have shown that
15% to 20% of women aged 65 to 70 years and 20% to
50% of women aged > 80 years have bacteriuria.15,16
This study was aimed to identify symptoms toward
menopause in a definite age grouped women and the
profound negative impact on QOL (Quality of life) of
postmenopausal women. Women should be made aware
of their problems and treated with an appropriate
effective therapy. The fundamental data of women’s
symptoms could be a strategy to guide the management
for encouraging a successful menopausal transition in
postmenopausal women.
Methods
This prospective observational study was conducted in
the Department of Obstetrics and Gynaecology of Z.H.
Sikder Women’s Medical College & Hospital, Dhaka
from January 2016 to December 2018. During the study
period a total of 550 patients were enrolled (275 cases
of surgical menopause and 275 cases of natural
menopause). After taking written consent detailed
information about the patients was collected in a
predesigned data collection sheet for each patient.
Inclusion criteria
• Age: 41-75 years
• Surgical menopause: all patients underwent total
abdominal hysterectomy with bilateral salpingooophorectomy
• Surgery was done for benign causes
Exclusion criteria
• Associated chronic liver disease and neurological
disorders
• Malignant cases
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Results
Age of most of the patients in surgical menopause group
was within 41 to 50 years and most patients were >50
years old in natural menopause group. Most of the
patients were illiterate in both groups and maximum
patients were in poor socio-economic condition in both
groups (Table I).

Table I Demographic profile of the study subjects in
surgical and normal menopause groups (N=550)
Surgical
Natural
menopause menopause
(n=275)
(n=275)
Age (years)
41 – 50
51 – 60
61 – 70
>70
Mean±SD
Education
Illiterate
Primary
HSC
Higher

209 (76.0)
44 (16.0)
22 (8.0)
0 (0.0)

88 (32.0)
99 (36.0)
77 (28.0)
11 (4.0)

pvalue

<0.001

48.32±7.15 56.96±8.91
187 (68.0) 176 (64.0)
66 (24.0) 66 (24.0)
11 (4.0)
0 (0.0)
11 (4.0)
33 (12.0)

Socio-economic status
Low
165 (60.0) 154 (56.0)
Lower middle
99 (36.0) 77 (28.0)
Upper middle
11 (4.0)
11 (4.0)
High
0 (0.0)
33 (12.0)

<0.001

Surgical
menopause
(n=275)
Hot flush
132 (48.0)
Palpitation
77 (28.0)
Dryness of vagina
33 (12.0)
Body ache
88 (32.0)
Tiredness
22 (8.0)
Insomnia
22 (8.0)
Depression
11 (4.0)
Lack of concentration
0 (0.0)
Loss of memory
0 (0.0)
Irritability
11 (4.0)
Dyspareunia
198 (72.0)
Urinary complaints
Dysuria
253 (92.0)
Increased frequency
187 (68.0)
Incomplete evacuation 110 (40.0)
Urgency
0 (0.0)
Hesitancy
11 (4.0)
Incontinence
0 (0.0)

Natural
menopause
(n=275)
77 (28.0)
11 (4.0)
0 (0.0)
132 (48.0)
99 (36.0)
77 (28.0)
44 (16.0)
11 (4.0)
44 (16.0)
22 (8.0)
77 (28.0)

pvalue
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
0.001
<0.001
0.048
<0.001

110 (40.0)
99 (36.0)
110 (40.0)
33 (12.0)
33 (12.0)
44 (16.0)

<0.001
<0.001
1.000
<0.001
0.001
<0.001

*Multiple responses

<0.001

Hot flush (48.0% vs 28.0%), palpitation (28.0% vs
4.0%) and dryness of vagina (12.0% vs 0.0%) were
higher and body ache (32.0% vs 48.0%), tiredness
(8.0% vs 36.0%), insomnia (8.0% vs 28.0%),
depression (4.0% vs 16.0%), lack of concentration
(0.0% vs 4.0%), loss of memory (0.0% vs 16.0%) and
irritability (4.0% vs 8.0%) were found significantly
lower in surgical menopause than natural menopause
group. Dyspareunia (72.0% vs 28.0%), dysuria (92.0%
vs 40.0%) and increased frequency of urination (68.0%
vs 36.0%) were significantly higher in surgical
menopause than natural menopause group. Urgency,
hesitancy and incontinence of urination were
significantly lower in surgical menopause than natural
menopause group (Table II).
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Table II Complaints of the study subjects in surgical
and normal menopause groups (N=550)

Discussion
In this study mean age was 48.32±7.15 years in surgical
menopause and 56.96±8.91 years in natural menopause
patients. Age of the natural menopause patients was
significantly higher than surgical menopause patients.
In the study of Mahajanet al.17 and Ozdemir et al.18,
there were no significant difference in age between
surgical menopause and natural menopause patients.
During menopause women experience numerous
bothersome symptoms like hot flushes, sweating, poor
memory and decreased libido as well as decrease BMD
and some metabolic changes. In this study, hot flush
(48.0% vs 28.0%), palpitation (28.0% vs 4.0%), dryness
of vagina (12.0% vs 0.0%) were found significantly
higher in surgical menopause than natural menopause.
But body ache (32.0% vs 48.0%), tiredness (8.0% vs
36.0%), insomnia (8.0% vs 28.0%), depression (4.0%
vs 16.0%), lack of concentration (0.0% vs 4.0%), loss
of memory (0.0% vs 16.0%) and irritability (4.0% vs
8.0%) were found significantly lower in surgical
menopause than natural menopause. Nasreen et al.19
found significantly higher incidence of hot flush, feeling
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depression and loss of memory in surgical menopause.
Similarly, Ozdemir et al.18 found significantly higher
incidence of hot flushes, sweating, poor memory and
change in sexual desire in surgical menopause.
Duffy et al.20 also stated that higher proportion of
surgically menopause women experience the extremely
bothersome symptoms than naturally menopause
women. Incidence of dyspareunia was significantly
higher in surgically menopause women than naturally
menopause women. Similarly, incidence of urinary
complains (dysuria and increased frequency) were found
significantly higher in surgically menopause women than
naturally menopause women. Similar to this study,
urinary complaints were found more in surgical
menopause than natural menopause even though not
statistically significant.18
Hesitancy was found significantly less in surgical
menopause than natural menopause in this study. Almost
similar finding was seen in the study of Ozdemir et al.18
Limitations of the study and recommendation
The study was single center based with limited study
population. So, multi-center study is recommended in
the future.
Conclusion
In all of the surgical menopause cases, ovaries were
sacrificed. And this may be the reason of more
deleterious effects in surgical menopause than natural
menopause. So, it is highly recommended to preserve
ovaries in hysterectomies due to benign indications.
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