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Resume Abstract 
Background: The p c r i m c n o p a u s c is o f t en 
accompanied by distressing symptoms which may 
take their toil on the woman and her family. This 
study aimed to assess the possible association of the 
pcrimcnopausc with poor family functioning. 
Methods: It was a cross-sectional, descriptive study 
of 132 women aged >.40 years, carried out at the 
Department of Family Medicine of the University 
College Hospital, Ibadan, Nigeria. The questionnaire 
included the General Functioning Scale of the Family 
Assessment Device, a self-report measure of family 
functioning that describes emotional relationships 
and funct ioning within the family. Explanatory 
variables were demographic data parameters and 
onset of menstrual irrcgularitios, outcome variables 
were p r e s e n c e or a b s e n c e of good f ami ly 
functionality. Categorical and continuous variables 
were analysed with chi-squarc test and students't-
test, respectively. Data analysis was with IBM SPSS 
Statistics 20. Ethical approval was obtained from the 
institutional cthical committcc. 
Results: Most (80.3%) of the 132 respondents were 
already experiencing irregular menses. The General 
Functioning scale scorcs ranged from 1.08 to 3.08. 
The modal score was 1.92 which was within the 
range of good function. Applying a standard cut-off 
point of 2.17, 92 (69.7%) reported good family 
functioning, while 40 (30.3%) reported poor family 
functioning. Of all socio-dcmographic variables 
assessed, being in a monogamous marriage was the 
only observed one significantly associated with good 
family functioning (/><0.01). 
Conclusion: These middle-aged women mostly had 

significant association; the reasons for this may be 
further explored. 
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Contexte: La peri m e n o p a u s e est sou vent 
accompagncc dc symptomcs pcniblcs qui pcuvcnt 
porter attcintc a la femme ct a sa famillc. Ccttc etude 
visait a cvalucr ^association possible dc la peri 
m e n o p a u s e avee un fonc t ionncmcnt fami l ia l 
mediocre. 
Methodes: II s'agissait d 'unc etude transversale ct 
dcscriptivc dc 132 femmes agccs dc plus dc 40 ans, 
mcnccs au Dcpartcmcnt dc Mcdccinc Familialc du 
College Hospitalicr Univcrsitairc, Ibadan, Nigeria. 
Lc ques t ionna i r e comprcna i t P E c h e l l c dc 
Fonctionncmcnt Generate du Dispositif deva lua t ion 
Famil ia lc , une mcsu rc d ' a u t o - c v a l u a t i o n du 
fonctionncmcnt dc la famillc qui dccrit les relations 
emotionncllcs ct lc fonctionncmcnt au scin dc la 
famillc. Les variables cxplicativcs ctaicnt les paramctrcs 
dc donnccs dcmographiqucs c t ' Pappar i t ion 
d'irregu la rites mcnstrucllcs, les variables dc rcsultat 
ctaicnt la presence ou I 'abscnce dc bonnes 
fonctionnalitcs familialcs. Les variables categoricllcs 
ct continues ont etc analysccs respectivement avec le 
test du chi-carrc ct lc test t- d'clcvc. L'analyse des 
donnccs a etc cficctucc avec IBM SPSS Statistiqucs 
20. ^approbation cthiquc a etc obtcnuc auprcs du 
comitc d'ethique institutionncl. 
Resultats: La plupart (80,3%) des 132 rcpondants 
connaissaicnt deja des regies irrcgulicrcs. Les scorcs 
dc I'cchclle des fonctions genera les variaicnt de 1,08 
a 3,08. Lc score modal ctait dc 1,92 qui ctait dans la 
gammc dc bonne fonction. En appliquant un point 
dc coupurc standard dc 2,17 ; 92 (69,7%) ont declare 
un bon fonctionncmcnt dc la famillc, tandis que 40 
(30,3%) ont signalc un fonctionncmcnt familial 
mediocre . Dc tou tcs les va r i ab l e s 
sociodcmographiqucs cvaluccs, Vexistence d 'un 
mariagc monogamc ctait la scule obscrvcc qui ctait 
significativement associcc au bon fonctionncmcnt 
dc la famillc (p <0,01). 
Conclusion: Ccs femmes d ' age moyen avaicnt 
sur tou t un bon fonc t ionncmcnt fami l i a l . La 
monogamic ctait une association importantc; Les 
raisons de ccla pcuvcnt ctre explorces d'avantagc. 

Mots clcs: Peri menopause, climaterique, famide 

Introduction 
Menopause is a lilc-changing event. The reproductive 
changes of menstrual irregularity followed by 
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amcnorrhoca arc obvious and of ten an t i c ipa t ed ; 
however, the emotional and psychological changes may 
be unexpected, bewildering and extreme (1,2], a fleeting 
the balance of the entire family. Puberty is noted to 
affect these other aspects [3,4]: similarly, this can also 
be the experience at menopause, the other extreme of 
reproductive life. Furthermore, about the t ime of 
menopause, middle-aged women may also develop 
concurrent medical disorders that require long-term 
lifestyle changes or may have poor prognosis [5 J. The re 
may also be family changes [5] such as loss of a 
spouse, children leaving home or getting marr ied , 
which leads to them becoming grandmothers . All 
these happening at the same time may const i tute a 
stress to pcrimcnopausal women and their families 
[6,7]. 

Pcrimcnopausc is the period 4prior to the 
menopause (when the endocrinological, biological 
and clinical features of the approaching menopause 
commence) and the first year after menopause ' [8]. 
The prevalent symptoms of the pcrimcnopausc and 
menopause arc wcll-dcscribcd [2, 9]; they arc of ten 
discomfiting and women may respond in a variety 
of ways, which may take its toll on their family life. 
The psychological and emotional symptoms include 
anxiety, depression and easy irritability [2]. The latter 
will expectedly affect people in close proximity to 
the woman, which includes their families. 

In comparison to other g y n a e c o l o g i c a l 
conditions, anecdotal experience shows there a rc not 
many menopause-related hospital consultat ions in 
Nigeria. This may be due to the fact that women who 
perceive menopause as being normal arc not likely 
to seek medical attention [10] while those who sec 
it as being abnormal or as a result of a supernatural 
force may be inclined to seek he lp f r o m t h e 
traditionalist [11] or from patent mcdicinc dealers 
[10]. The authors did not find any indexed research 
on the impact of menopause on the well-being of 
the Nigerian family. 

Researchers have noted from focus g roup 
discussions, the fears of women a b o u t p o s t -
menopausal sexual intercourse causing ill health. The 
discussants mostly agreed that menopausal women 
should abstain from sex III , 12 J. Some a l so Icel sex 
during this phase can harm their husbands , while 
others state that their husbands feel that sex with a 
menopausal wife would harm them [ 11 ]. A husband, 
who still desires sexual activity m a y f ind o the r 
partners, or marry a younger woman. This may cause 
strife and rancour in the family. For a w o m a n to 
function well in her traditional role as a family care-
giver, she ought to be as healthy as possible at every 
stage of her life. 

The Family Assessment Device (FAD) is a 
validated sell-administered tool directed at assessing 
family functioning; based on the McMastcr Model 
of Family Function 113-16]. The model identifies 
six d imens ions of family functioning: problem 
s o l v i n g , communicat ion, roles, affective 
responsiveness, affective involvement and behaviour 
c o n t r o l . A seventh scale (general functioning) 
assessed general health or pathology of the family-
It is recommended that the FAD is administered to 
all f ami ly members older than 12 years [13]. 
Flowcvcr, it has also been used with only one family 
m e m b e r in clinical settings [13, 17]. The FAD 
consists of 53 items [ 13]. The FAD has been assessed 
for use by family physicians; with a conclusion that 
these doctors have sufficient skills to carry out the 
process [14]. The tool used in this study was modified 
f rom the original FAD—it is the 12-itcm General 
Functioning Scale (GF) of the FAD [17]. The GF 
has been validated for use in survey research. As 
described above, it is the portion of the FAD that 
assesses the general health or pathology of the family. 
The G F has been used in several settings: patients 
with medical or psychiatric disorders and their 
fami l ies [18], children [19], and in non-clinical 
collcgc undergraduates [20] and adolescents [21]. 

The study aims to determine the effect of 
the p c r i m c n o p a u s c on the families of women 
a t tending a family practice clinic, and therefore 
assess the need for anticipatory care and counselling 
to these women. 

Materials and method 
T h e study employed a cross-sectional, descriptive 
design. It was carried out at the Family Medicine 
Depar tment of the University Collcgc Hospital, 
Ibadan, located in South-west Nigeria. It is situated 
in the ccntral, urban area of the city, and also serves 
peri-urban and rural communities of Ibadan and its 
e n v i r o n s . A minimum sample size of 98 was 
calculated from a formula for cross-sectional studies, 
using a prevalence of 6.8%. This was derived from 
the proportion of women who were unhappy about 

i — J r• - — 
Women aged 41 years and over, who attended the 
cl inic over a four-week period and gave written 
conscnt, constituted the study population. Women 
wi th debi l i ta t ing illness were excluded. Ethical 
approval was obtained from the joint University of 
I b a d a n / Univers i ty Collcgc Hospital Ethical 
Commit tee . 

T h e in'crvicwcr-administercd study 
quest ionnaire sought information on demographic 
and other characteristics, and induded the 12-itcm 



/•'amily filia tion in the pcrimcnopausc 293 

General Functioning Scale (GF) of the Family 
Assessmen t Device. The GF is a se l f - repor t 
measu re of family func t ion ing that descr ibes 
emotional relationships and functioning within the 
family 11 7]. The possible range of scorcs for each 
item is from one to four points ; represent ing 
'strongly agree', 4 agree\ 'disagree* and 'strongly 
d i sag ree ' , respectively. It ut i l izes the reverse 
scoring system for the negatively-worded items 
(which arc also odd-numbered: 1, 3, 5, 7, 9 and 
11). The total obtainable score ranges from 12 to 
48 points. The part icipant 's family functioning 
score is the average of the 12 items. On this scale, 
using a standard cut-off of 2.17, high mean scorcs 
dcpict unhealthy 'pathologic ' family functioning, 
while lower scorcs dcpict healthy family function 
[17]. In an attempt to further assess the effect of 
the pcrimcnopausc on the part icipants ' families, 
they were asked to recall their family life up till 
they w e r e 4 0 y e a r s old a n d f i l l t he GF 
retrospectively into a second copy of the tool. 

The outcome variables were the presence or 
a b s e n c e of good f ami ly func t i ona l i t y . The 
explanatory variables were demographic data such 
as family status parameters and onset of menstrual 
irregularities. Categorical variables were analysed 
with chi-squarc tests, while continuous variables 
were analysed with students' t-tcst. Data analysis was 
done with IBM SPSS Statistics 20. 

Results 
One hundred and thirty-eight eligible women filled 
the questionnaire. However, only the 132 (95.7%) 
that completed all 12 items of the GF were included 
in the analysis. Their demographic characteristics 
arc dcpictcd in Table 1. Most of the study population 
(81.1%) were already within the pcrimcnopausc, 
inferred by the onset of menstrual irregularity. 

T w e n t y - f o u r r e s p o n d e n t s ( 1 8 . 2 % ) 
reported being more irritable than usual within the 
past year. Ten (7.6%) of them feel it had affected 
their relationship with their partner, while 7 (5.3%) 
felt it had affected their relationship with their 
children. Twenty-seven (20.5%) reported having 
had sex within a week of the interview, 36 (27.3%) 
within a month, 26 (19.7%) within six months, 
and the rest (43; 32.5%) had abstained longer than 
that . T h i r t y - t w o of the women ( 2 4 . 2 % ) had 
previously been diagnosed with medical illnesses, 
of which hypertension (22; 16.7%) was the most 
prevalent. 

The range of GF scorcs of these women were 
1.08 to 3.08, with most of them scoring 1.92. On 

Tabic 1: Demographic characteristics of respondents 

Variable N (%) 

Age (years) 
41-45 73 (55.3) 
46-50 41(31.1) 
51-55 18(13.6) 
Marital status 
Single 5(3.8) 
Married 108(81.8) 
Separated/divorced 6 (4.5) 
Widowed 13(9.8) 
Type of marriage 
Monogamous 68(51.5) 
Polygamous 40 (30.3) 
Parity 
0 1 (0.8) 
1-2 18(13.6) 
3-4 47 (35.6) 
c"5 66 (50.0) 
Tribe 
Yoruba 81(61.4) 
Igbo 13(9.8) 
Hausa 34 (25.8) 
Other tribes 4(3.0) 
Religion 
Christianity 71 (53.8) 
Islam 59 (44.7) 
Traditional 2(1.5) 
Occupation 
Unemployed 6 (4.5) 
Unskilled 86(65.1) 
Skilled 34 (25.8) 
Professional 6 (4.5) 
Level of education 
None/informal 33 (25.0) 
Primary 31 (23.5) 
Secondary 25(18.9) 
Tertiary 43 (32.5) 
Irregularity/cessation of menses 
Yes 107(81.1) 
No 25(18.9) 

applying a cut-off of above 2.17 for poor functioning; 
92 (69.7%) reported good family functioning, while 
40 ( 3 0 . 3 % ) repor ted o therwise . Selected 
demographic characteristics were cross-tabulated 
with good versus poor family functioning to evaluate 
possible associations (Tabic 2). Being married, 
having children, medical co-morbidity or having 
transited into pcrimcnopausc were not associated 
with family functioning. Being in a monogamous 
marriage was the only observed variable significantly 
associated with good family functioning (/;<0.01). 

The previous and current GF scales were 
compared (Table 3). The mean scorcs were similar 
in both sets, with no statistical difference (t-tcst: 95% 
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Tabic 2: Possible explanatory factors for respondents' perception of family functioning 

Variable 'Good* family 
function (N 92) 

'Pathologic* family 
function (N =40) 

P 

Marital stains 
Married 74 (68.5) 34(31.5) 0.53 
Unmarried 18(75.0) 6(25.0) 
Type of marriage 

12(17.6) <0.01 Monogamous 56(82.4) 12(17.6) <0.01 

Polygamous 18(45.0) 22 (55.0) 
Has living children 
Yes 91 (70.5) 38 (29.5) 0.22* 
No I (33.3) 2 (66.7) 
Medical co-morbidity 

0.89 Yes 22 (68.8) 10(31.2) 0.89 
No 70 (70.0) 30 (30.0) 
Presence of menstrual irregularities 

0.98 Yes 74 (69.8) 32 (30.2) 0.98 
No 16(69.6) 7 (30.4) 

*Fishers' exact test 

Table 3: Comparison of family function scores before and during the pcrimcnopausc 

'Good' family 
function N(%) 

'Pathologic' family 
function N(%) 

Before climacteric 
During climateric 

82 (69.5) 
79 (66.9) 

36 (30.5) 
39 (33.1) 

0.67 

CI= -0.05 - 0.01;/?=0.19). There was no diffcrcncc 
in chi-squarc test either, when categorized and 'good ' 
or 'pathologic' functioning (/;=0.67). 

Discussion 
The middle-aged women in this study reported good 
family functionality, which was not affcctcd by the 
pcrimcnopausc. The only identified associat ion was 
being in a monogamous marriage. The par t ic ipants 
of this study had fairly well-distributed demographic 
characteristics. These middle-aged w o m e n w e r e 
mostly already experiencing menstrual irregularities, 
so it may be reasonable to assume they arc mostly 
pcrimcnopausal—irregular periods a rc o n e of its 
main clinical features |23 , 24J. M o s t f a m i l i e s 
represented in this study were reported to have good 
functionality. Demographic data that may const i tute 
con founders to these findings were not found to be 
associated: for instance, having a m e d i c a l co-
morbidity, being unmarried or being childless. I lealth 
issues during middle age have been shown to make 
the reproductive transition more cha l l eng ing [5]; 
however, associated illnesses did not t ransla te into 

poor family functioning in the index study Studies 
a l so show that marriage and children improve 
women's experience of the menopause by providing 
social support [25, 26], but this docs not extrapolate 
to improved family functioning in this study. 

With regards to the unmarried respondents, 
it is unusual for older women to live alone in Nigeria, 
where strong family networks exist. Even if she was 
never married and never had children, she would 
likely have younger relatives she had fostered, or 
may live with a member of her extended family. This 
e x p l a i n s why these participants were able to 
complete the GF in the first place, and may also 
somewhat explain the lack of difference with married 
women. Monogamy was the only factor that was 
identif ied as an association to improved family 
function. This is not surprising, as the information 
was elicited from the woman's point of view. Several 
studies show that women in polygamous marriages 
are more likely t > report reduced life satisfaction, 
less marital satisfaction, poorer family functioning, 
more mental health symptomatology and less self-
reported he ilth than monogamous women [27, 28 
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29] Social support reduced the chances of the last 
two problems listed [29]. 

About a fifth of respondents considered 
themselves having been more irritable in the past 
year. Easy irritability is an established symptom of 
the menopause [30]. and is not unusual in the 
pcrimcnopausc. A significant proportion of women 
had also not been having sexual intercourse regularly, 
despite mostly being married. Research in the study 
area showed that many middle-aged women have 
diminished interest in sexual intercourse, and 
decreased sexual activity in direct proportion to 
increasing age [31]. Several reasons were proffered 
for this, including: reduced sexual desire, cultural 
beliefs about sex, dysparcunia and availability of 
other co-wives to satisfy their husbands' sexual 
needs. Despite the irritability and diminished sexual 
activity, few women felt that menopause affected 
their relationship with their husbands or children in 
this study. This finding was similar to an earlier study 
in Ibadan [22]. The latter study also found that 18% 
of sexual-abstaining respondents stopped having 
intercourse because they had no further desire for 
procreation [22]. Any or all of these reasons may 
partly explain the abstinence practiced by some of 
this study's respondents. Pcrimcnopausc docs not 
seem to affect families remarkably cither, probably 
showing the strength of family relationships in the 
locality, or that these families may have coping 
strategics which are cfTcctivc. 

Comparison of the family's current general 
functioning score to the recalled score showed a 
small, but statistically insignificant, change towards 
pathologic functioning over time. This change was 
also not clinically relevant, as the mean scorcs 
remained below the cut-off point. This implies that 
the pcrimcnopausc was not a significant family 
stressor in this survey. Families arc often able to pull 
together and support each other through stressful 
events, so this might not be surprising. Nigerian 
women generally cxpcct these changes as a rite of 
passage to old age, so appear to be well-adjusted to 
them [32]. This study also corroborates that women's 
perception of family functioning was not influenced 
with transition into the pcrimcnopausc (in this ease, 
heralded by menstrual irregularity). 

The interpretation of this study is limited by 
the recall bias and the fact that only one family 
member was interviewed for family functioning. The 
tool is however described for use if only one family 
member is available in a clinic setting 113,17). Also, 
the clinic setting limits generalization of the study 
findings. However, a family practicc clinic represents 
primary carc, which is more likely to represent the 
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community than a specialist clinic, and may thus 
make these findings more acccptablc. 

In conclusion, the middle-aged women in 
this study basically had good family functioning, 
irrespective of their varied demographics. Being in 
monogamous marriages was the only factor that 
influcnccd this. Pcrimcnopausal changcs did not 
affect function. The specific details that associate 
monogamy with good family function may be further 
explored. Counselling and support may ameliorate 
the cffccts of polygamy on women affcctcd by this. 
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