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Abstract 

Background 

Menopause, characterised by significant hormonal changes, can greatly impact mental 

health. While physical symptoms are well-known, the psychological effects, particularly 

suicidality, are underexplored. Suicide rates among women aged 45-55, the typical 

menopausal transition age, are notably higher, potentially linked to hormonal fluctuations 

that affect mood regulation. Despite this, little qualitative research exists on the relationship 

between perimenopause and mental health challenges, including suicidality. 

Objectives 

This study explores the mental health challenges, especially suicidality, experienced by 

women during perimenopause and menopause. It seeks to understand the factors 

contributing to these experiences and the role of healthcare in addressing them. 

Design 

Qualitative semi-structured interviews explored women’s experiences of perimenopause 

and menopause, with a particular focus on mental health challenges including suicidality. 

The interviews were conducted and spanned from March 2023 to February 2024.  

Method 

Semi-structured interviews were conducted with 42 women, recruited from a private 

menopause clinic and the general population. Interviews, lasting 30-45 minutes, explored 

participants’ mental health experiences during perimenopause and menopause. Data were 

analysed using reflexive thematic analysis, with NVivo 14 used for data management. 

Results 

Participants reported varying degrees of suicidality, from abstract thoughts to suicide 

attempts. Feelings of hopelessness and entrapment were common triggers. Delays in 

receiving appropriate hormone replacement therapy (HRT) and misdiagnoses, such as being 

prescribed antidepressants instead of HRT, worsened symptoms. Women reported 

significant improvements in mental well-being after receiving timely HRT. Peer support and 

lifestyle changes were also identified as beneficial. 
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Conclusions 

Improved training for healthcare providers, timely HRT access, and holistic care are crucial 

for addressing perimenopausal mental health challenges. Women’s Health Hubs, as outlined 

by the Women’s Health Strategy for England, offer a potential solution for integrated care. 

 

Keywords: menopause, suicidality, hormones, mental health 

 

 

Introduction 

Menopause, marked by significant hormonal shifts, is a critical phase in the female lifespan 

that can profoundly affect mental health [1]. While physical symptoms such as hot flushes 

and sleep disturbances are well-documented [2], the psychological impact remains 

underreported. Available statistics from the UK, USA and Australia illustrate that suicide 

rates amongst women are more frequent around the age (i.e., 45 – 55 years) of the 

menopausal transition [3] [4] [5], suggesting that mental health issues are particularly 

significant during this period. The limited research in this area indicates that menopause is 

characterised by decreasing or fluctuating oestrogen and progesterone levels, and suicides 

in women tend to cluster around these hormonal states [6], potentially via lower hormone 

activity reducing serotonergic function [7]. However, issues of suicidality and potential 

mediating and protective factors have not been adequately examined in existing research. 

The current research primarily focuses on the biological and psychosocial aspects of 

perimenopause – the few years leading up to menopause [8] – as research has suggested 

that suicide risk can be more pronounced during this period [9] [10] [11] [12]. It is important 

to consider that the field of perimenopause and suicidality is complex and multifaceted, and 

is potentially related to hormonal changes, mental health history and social factors. 

However, there is a paucity of qualitative research on mental health challenges during 

perimenopause despite the benefits of phenomenological research in health care [13]. The 

significance of understanding the lived experiences of women and those around them can 

shed light on the factors contributing to suicidality during perimenopause and help identify 
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specific needs that may be overlooked in general mental health care. Furthermore, it is 

crucial in developing tailored mental health interventions unique to this life stage. Therefore, 

this study aims to explore the experiences of severe mental health issues particularly 

suicidality among women who are currently going through or have previously experienced 

perimenopause or menopause. 

 

Method 

Design 

Qualitative semi-structured interviews explored women’s experiences of perimenopause 

and menopause, with a particular focus on mental health challenges including suicidality. 

The interviews were conducted online to enhance accessibility, accommodate participants 

from diverse geographical locations, and provide a comfortable environment for discussing 

sensitive topics. The interview period spanned from March 2023 to February 2024. We 

employed a qualitative methodology to capture women's experiences in more depth and 

detail than previous quantitative work in this area. The consolidated criteria for reporting 

qualitative research (COREQ) checklist [14] was used to ensure we had covered all the 

appropriate elements necessary for a rigorous study.  

 

Participants 

A total of 42 women participated in the interviews. Seventeen of these women were 

patients of a private menopause clinic, and the remaining 25 were recruited from the 

general population through an advertisement posted on social media. This sampling method 

aimed to reduce potential bias and ensured more diverse perspectives. Menopausal status 

was determined through self-report. While sociodemographic details such as age, education 

level, and family situation were not systematically collected, participants were recruited 

from diverse backgrounds, including those accessing specialist menopause healthcare 

services and those from the general population. This approach ensured a range of 

perspectives on menopausal mental health challenges, though it does limit the ability to 

analyse differences based on sociodemographic factors.  
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The key themes identified in the study were consistent across both recruitment groups. To 

be eligible, women had to self-report current or previous experience of perimenopause, and 

must have faced mental health struggles, specifically suicidality or self-harming behaviours. 

Each participant received a £10 Love2Shop voucher as compensation for their time. While 

monetary incentives can enhance recruitment and engagement, they also carry potential 

risks of response bias, social desirability bias, and undue influence, which were carefully 

considered to ensure ethical and authentic data collection [15]. 

 

Materials 

An interview schedule was used as an aid in exploring women’s experiences. The questions 

were open-ended and organised around the key themes of: 1) general experiences of 

perimenopause or menopause; 2) support for managing suicidal thoughts or self-harm in 

the context of healthcare interactions; 3) comparison of suicidal ideation over time; 4) 

external support sought for mental health issues; and 5) additional insights or reflections on 

their experiences.  

The research question was developed through a collaboration involving clinicians, 

researchers, carers and people with lived experience. People with lived experience were 

women who had personal experience of being in a suicidal crisis or had a suicide attempt or 

those who had been bereaved by a female suicide. Members of the group were involved in 

reviewing study materials and agreeing plans for the dissemination of the study to ensure 

that the findings are shared with wider, relevant audiences within the field. 

 

Procedure 

In the private menopause clinic, participants were invited to join the study at the end of 

their appointments and given the primary researcher’s email to express interest. Those 

recruited via social media were similarly instructed to contact the researcher. After 

expressing interest, participants received the participant information sheet via email. Audio-

recorded verbal consent was obtained before interviews, with participants informed they 

could pause or withdraw at any time. The rationale for obtaining verbal consent instead of 
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written consent was to increase accessibility and participant comfort, particularly given the 

sensitive nature of the study topic. Verbal consent allows for greater inclusivity, especially 

for participants who may feel uncomfortable signing formal documents related to their 

mental health experiences. Additionally, conducting interviews remotely meant that 

obtaining written signatures could have created logistical barriers.  

To ensure well-being, participants were given the research team’s contact details, and those 

who found the interview topics particularly distressing were offered a debrief session with a 

clinician from the specialist menopause clinic. While this was not a structured psychological 

intervention, it served as an immediate support mechanism to mitigate potential distress 

and ensure participants were not left feeling overwhelmed following their participation. All 

interviews were conducted one-to-one via Microsoft Teams, lasting 30-45 minutes. 

Interviews were conducted until data saturation was reached, meaning that no new themes 

or perspectives emerged in the later interviews, ensuring a comprehensive understanding of 

participants’ experiences.  

 

Data analysis strategy 

The interviews were transcribed and analysed using Braun and Clarke’s updated reflexive 

thematic analysis framework [16]. Key phases, included familiarisation with the data, 

generating codes, constructing themes, reviewing and defining themes, and writing up the 

results. Reflexivity was integral, with researchers actively reflecting on their own biases, 

assumptions, and positionality to prevent undue influence of the analysis. A hybrid approach 

combined a deductive framework to guide initial coding while remaining open to inductive 

insights that emerged from the data. After identifying and refining the codes, they were 

grouped into broader themes that encapsulated significant patterns across the dataset. 

Themes were collaboratively reviewed and agreed upon by the research team to ensure 

rigour. Data management and analysis were facilitated using NVivo 14 software [17]. 

 

Results 
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Forty-two women volunteered and took part in the study. All had experienced suicidality (i.e. 

suicidal thoughts, and/or behaviours, including self-harm) and most (95%, n = 40) had seen 

their general practitioner (GP) or a specialist for their symptoms. Participants reported 

severe mental health challenges during menopause, with 19 expressing a general sense of 

not wanting to be alive. Suicidal ideation was described by 12 women, seven of whom had 

both the means and motivation to act, while eight had self-harmed, and eight had 

attempted suicide. Only three had a prior history of suicidality. 

Depression and anxiety were widespread, affecting 36 and 34 participants, respectively, 

while four experienced psychotic symptoms. Notably, only seven had a history of depression, 

and six had prior anxiety, suggesting these symptoms were new for most. Accessing care was 

a struggle, with 29 facing GP resistance and 14 experiencing delays in treatment. Of those 

who received treatment, 32 found HRT effective, while eight did not. Antidepressants were 

beneficial for only five, with 14 reporting no improvement. Lack of awareness was a key 

issue, as 26 participants did not initially recognise their symptoms as menopause-related, 

and 24 had to educate themselves. Many endured prolonged distress and misdiagnosis 

before identifying hormonal changes as the root cause. 

The thematic analysis process [16] applied to the transcripts elicited key concepts evident in 

the data. These themes are essential in understanding the perimenopausal experience, from 

pre-diagnosis to post-treatment. The categories have been split into “Symptomology of 

Perimenopause: Cyclical Patterns, Physical Discomfort and Psychological Distress”, “You’re 

Just Dying Inside; What’s the Importance of Living?” and “Treatment: What Works and What 

Doesn’t” (See Figure 1). 
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Fig 1. A thematic analysis map describing the themes and subthemes. 
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Symptomology of perimenopause: cyclical patterns, physical discomfort, and psychological 

distress 

Cyclical patterns 

In the interviews, women marked perimenopause by the interplay of physical and 

psychological symptoms, several of which they claimed to occur cyclically which may be 

related to hormonal fluctuations in the body. Women frequently reported that these 

symptoms intensified during the luteal phase of their erratic menstrual cycle, typically what 

would have been a week before their menstruation began: 

“Particularly just before my period… I’d be getting quite intrusive suicidal thoughts” – 

Participant 9. 

The wide and cyclical nature of these symptoms can be both predictable and disruptive, 

ranging from physical discomfort to severe psychological distress typically aligned with the 

menstrual cycle.  

 

Physical discomfort 

Among the most commonly reported physical symptoms of perimenopause were hot flushes 

– sudden, intense waves of heat that disrupt daily activities and sleep patterns. These 

episodes of overheating are often coupled with night sweats, leading to insomnia: 

“They’re very severe… I would have my bed sheets soaked… it felt like I was going to die from 

the heat” – Participant 14. 

The hot flushes were reported by women to be tied to an increase in anxiety, which further 

complicated their ability to sleep. Alongside these temperature fluctuations, women 

reported experiencing musculoskeletal pains and body discomfort, which also prevented a 

restful sleep and subsequently caused fatigue: 

“I’ve been parachuted… from being fit and healthy and active to being a decrepit, tired, old 

lady full of aches and pains” – Participant 30. 
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Psychological distress 

The psychological symptoms of perimenopause are often just as debilitating as the physical 

ones, manifesting in a wide variety of ways. Several women reported a unique form of 

depression that differed from bouts of depression they had experienced pre-

perimenopause. For instance, they retained energy, could function in daily life, and were 

clearly aware of their emotional state, recognising that something felt inherently abnormal. 

Additionally, they noted that their depressive symptoms emerged despite the absence of 

external stressors or significant life challenges. However, few noted similarities between the 

perimenopausal episode of depression and depression caused at other times of hormonal 

fluctuation, for instance during the luteal phase of the menstrual cycle when diagnosed with 

PMDD or postnatally but “way worse”. This perimenopausal depression was also 

characterised by extremely low mood, a sense of fatigue, feelings of uselessness or being a 

burden to others. A sense of despair also characterised it, as few women believed that they 

had nothing left to offer. They were questioning their value and purpose and felt as though 

their life was effectively over: 

“What’s the point in being alive? What purpose, what function do I have? I’ve got nothing 

left to give, nothing left to contribute. Why am I still here?” – Participant 30. 

Several women were confused by their feelings because they could see nothing wrong in 

their lives. Yet, despite the absence of obvious stressors, they found themselves 

overwhelmed by feelings of irrational sadness. One participant recalled feeling out of place 

in a psychiatric hospital because her life seemed stable and fulfilling, and her issues did not 

align with the challenges typically discussed in psychological therapy: 

“I just didn’t have anything to say [in therapy]… I felt ridiculous because everyone I was 

surrounded by had these huge life problems, and I was just like… I love my husband, I’ve got 

three great kids and I’m really enjoying my life. And they said I wasn’t being honest. 

Sometimes I tried to make things up so I had something to say” – Participant 3.  

Mainly, what sets this form of depression apart from clinical depression seems to be the 

awareness women maintain while experiencing it. Despite their emotional struggles, they 

understand that their mood shift is hormonally driven; a level of rational insight that isn’t 
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typically present in traditional depressive episodes. However, with this brings a sense of 

powerlessness, as women are aware of their emotional descent, but feel unable to stop it: 

“I believe the drop in oestrogen had caused issues with my brain. I could feel something 

wasn’t right, but I couldn’t stop it… I had enough insight to know that this was not me” – 

Participant 32. 

In addition to depression, a majority of women experienced heightened anxiety, often for 

the first time in their lives. This included dread, paranoia and intrusive thoughts which could 

be suicidal in nature. Another cognitive challenge that was reported during the 

perimenopausal period was problems with memory, such as “scary” levels of brain fog and 

inability to concentrate which have knock-on effects on overall mental well-being. 

One participant reported psychotic experiences during their perimenopause, such as 

auditory and visual hallucinations: 

“I heard footsteps on the stairs and the landing creaking…there were two of me in the 

bedroom, and I couldn’t actually work out which was the real me and which was the 

hallucination” – Participant 28. 

This emotional volatility can lead to irritability and episodes of rage, as women try to 

navigate their new normal: 

“My little four-month-old daughter wouldn’t eat [her dinner]… I had this overwhelming sense 

of irritability and anger, I had to hide in the pantry. I’ve never felt it ever before” – Participant 

1. 

 

Interplay of physical and psychological symptoms 

The physical and psychological symptoms experienced during perimenopause can lead to a 

significant loss of resilience, creating a vulnerable state where women may feel emotionally 

and mentally depleted: 

“I got overwhelmed by the slightest thing, like taking a parcel to the post office. I just 

couldn’t do it. It was too much” – Participant 11. 
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As the symptoms cycle through alongside major life events also occurring (e.g. relationship 

struggles, children moving out of the family home, physical health problems, financial 

difficulties), it can lead to feelings of failure, self-doubt and eventually suicidality.  

 

“You’re Just Dying Inside; What’s the Importance of Living?” 

Suicidality was prevalent among all the women interviewed, with each expressing varying 

degrees: 

“There was a period where I gave up… I just wanted it all to end” – Participant 23. 

This emotional distress did not always manifest as an active desire to end one's life but often 

stemmed from inability to see an escape from the constant struggle. Suicidal thoughts and 

ideations may be triggered by the overwhelming exhaustion due to navigating the intense 

physical and psychological symptoms, causing feelings of entrapment and hopelessness 

about the future: 

“I’m going to die. I can’t go on like this. I don’t know where to go, I don’t know what to do” – 

Participant 31. 

However, the severity of suicidality during perimenopause varied greatly among women 

interviewed, ranging from distressing thoughts to life-threatening actions. For several, 

suicidal ideation was more abstract, with women idealising or fantasising about how they 

might end their lives as a coping strategy, without a plan to act on the thoughts: 

“I could grab one of those [ropes] and hang myself in our house… it wasn’t like I was 

intentionally exploring that as an option, but it was like my head was presenting these 

coping options to me” – Participant 5.  

In contrast, others experienced more intense and urgent suicidal thoughts, where they not 

only imagined specific ways to end their lives but also had the means readily available and 

the motivation to act. Several women made plans to act on their suicidal thoughts but did 

not follow through either due to a moment of hesitation, fear, or because of loved ones: 
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“In 2018, I went out with the intention of ending my life. I had a plan, I knew exactly what, 

where, when, how…I would really have to fight hard not to go out and actually follow 

through with the plan that was in my head” – Participant 11. 

Unfortunately, few women reached a critical point where the burden became unbearable, 

leading them to follow through with the plan to end their lives: 

“I tried to throw myself in front of a train, I tried to drink myself out of here, and I just 

wanted to die… begged my husband to take me to Dignitas (euthanasia service)” – 

Participant 7. 

For few interviewed, the onset of suicidality during perimenopause was profoundly 

traumatising, especially for those who had never experienced mental health difficulties 

before. The intensity of the feelings left them deeply unsettled and frightened that their 

brain might go there again: 

“They’ve [suicidal thoughts] left a significant impact on me. I think I’ve got some sort of PTSD 

from it” – Participant 31. 

 

Treatment: What Works and What Doesn’t 

Treatment varied for interviewed women and was sometimes influenced by a clinician’s 

knowledge and expertise in both mental health and/or menopause. Women reported this 

from across both the menopause clinic and general population cohorts. Most of the women 

who reached out to the specialised menopause clinic did so after receiving ineffective 

mental health treatment, consequently causing their mental health to decline. The decline in 

mental health during perimenopause can be catalysed by various factors that intensify 

emotional and psychological strain. This included i) negative gender stereotypes about 

women and menopause, ii) lack of knowledge of menopause within the self, the healthcare 

system and society, iii) resistance from clinicians when treatment is sought out, iv) delays in 

receiving the correct treatment, and v) a lack of appropriate services. Additionally, several 

women interviewed felt a sense of shame at their inability to cope, which worsened their 

mental well-being. This shame was often rooted in societal expectations that women should 

be resilient, nurturing, and capable of managing their own emotions, and was compounded 
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by the cultural tendency to minimise menopause-related struggles, leading some women to 

feel isolated, weak, or as though they were burdening others by admitting to their mental 

health challenges. 

 

Exacerbating factors increasing challenges for perimenopausal women 

Negative female stereotypes during perimenopause sometimes pressure women to ignore 

their struggles. Society expects women to continue performing their roles as professionals, 

caregivers, or partners, disregarding the intense physical and emotional changes they 

experience: 

“I feel like as a woman we kind of just get on with stuff. We have to… the whole family unit 

will just fail, so it’s on our shoulders” – Participant 34. 

The expectation of women being endlessly resilient caused few participants guilt for 

struggling. Additionally, the lack of knowledge that women had about their own menopausal 

transition often contributed to this, as a majority interviewed were unaware they were 

experiencing perimenopause at the time and that it affected mental health. 

Not only was a lack of knowledge reported by women about their own health, but also a 

significant gap in knowledge about menopause and hormones among healthcare 

professionals: 

“There was zero knowledge about hormones. They were doing their best with what they felt 

they knew, but they didn't know anything about this subject whatsoever. It’s not on their 

assessments to ask about women's menstrual cycles” – Participant 2. 

A significant challenge several women faced during their experiences with healthcare was 

the lack of awareness among general practitioners that perimenopause existed. Several 

women reported that clinicians told them they were too young to be menopausal if they 

were still having periods, being “totally shut down” if they queried it. A majority of women 

also found that their symptoms were not taken seriously in general practice, which often 

resulted in frustration: 
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“Nobody really listened until I went to the GPs and said I intend to end my life… nobody 

thought there was an issue” – Participant 11. 

Several interviewed encountered resistance from their GPs when seeking help for their 

symptoms, which added to their distress. Doctors were often sceptical, despite women 

presenting with a range of menopausal symptoms, and reluctant to explore hormone 

replacement therapy as a solution. 

 “I was asking…could it be hormone-related? And they [GP] were saying, ‘no, it couldn’t’. It 

probably was about nine months of…being convinced it was hormones and him resisting” – 

Participant 5. 

Several women reported experiencing dismissing and patronising attitudes from GPs, with 

certain doctors offering inappropriate or overly simplistic solutions to their complex 

symptoms, such as just “to go on holiday”. 

“I went to the GP… she said you just have to get over it. She said you can’t take a tablet for 

everything” – Participant 42. 

Two participants said their GP attributed their concerns to the “Davina effect” (increased 

menopause awareness following Davina McCall's documentaries) reducing their worries as 

media-driven. Others had similar experiences, being told to “pull yourself together” or that 

“menopause doesn’t affect mental health”. One participant was advised to drink alcohol to 

manage her symptoms, despite having quit for health reasons, while another was told 

alcohol, not menopause-related depression would “kill her” first. One participant recalls a 

particularly invalidating experience with her GP: 

“I remember we went out into the waiting room… this lady who was about 85, was old and 

struggling. She [GP] just glared at me and said: ‘this is struggling’, referring to the old lady” – 

Participant 7. 

Several women expressed frustration over significant delays in receiving treatment from 

GPs, with several noting that when eventually provided, it often was incorrect. Few women 

had to prescribe and manage their own HRT because of this. One participant recalled her 

husband, a GP, having to prescribe it, as there was no knowledge of prescribing it amongst 

psychiatry, trauma orthopaedics or gynaecology: 
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“In the end, my husband had to prescribe it, pick it up from the chemist, [and] bring it into 

the hospital for them to load it on their system” – Participant 2. 

Often, women were prescribed a wide range of “mind-altering” medications including 

antidepressants, anxiolytics, and antipsychotics before finally being offered HRT: 

“They seemed really willing to repeatedly prescribe loads of different forms of drugs, and yet 

unbelievably resistant to prescribing my own hormones back to me” – Participant 5.  

Several women shared that they underwent “pretty brutal” electroconvulsive therapy for 

their symptoms, even after suggesting it may be hormone-related. 

Discussions in the interviews highlighted a significant lack of menopause-specific services 

available, leaving women feeling unsupported and without access to specialised care, with 

one participant stating that “the NHS is busy doing other things” so “we just have to 

struggle”.  

There were also discussions about the lack of coordinated care even when support is 

available, with “no joined-up thinking” between psychiatry, endocrinology and general 

practice, leading to fragmented and ineffective treatment. 

These negative experiences have caused few women to “question the whole healthcare 

system”, feeling dismissed and unsupported: 

“I saw numerous GPs, I spoke to somebody in a gynaecological department… and spoke to 

two different psychiatrists. And at no time during that journey, did anybody say anything 

about hormones” – Participant 5.  

The negative experiences also made people turn to private healthcare services to receive 

appropriate treatment for their perimenopausal symptoms, but they acknowledged that 

this option may not be financially feasible for many, leaving them without the care they 

need: 

“We’re lucky that we’re in a reasonable financial situation [to go private]. Unless you pay… 

no-one gives a shit. If I hadn’t spent £300 speaking to somebody at [private service], what 

would have happened? I was literally left in the lurch. Unless you’ve got money you’re 
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struggling. And that’s probably why women are topping themselves, isn’t it?” – Participant 

32 

 

Alleviating factors for managing symptoms 

Despite the numerous challenges women can face during perimenopause, many find that 

there are ways to manage the symptoms and improve their quality of life. Understanding 

the importance of support, whether through effective medical treatment, emotional 

support from loved ones and those experiencing something similar, or lifestyle changes can 

make a positive difference in mental well-being. 

One of the main alleviating factors for many women during perimenopause is HRT, which, at 

the correct dose, can regulate the hormonal imbalances that may cause the range of 

physical and emotional symptoms: 

“I didn’t start to feel better until I had my hormones replaced, and it was literally days that 

all those symptoms improved…I’m on max dose oestrogen, progesterone… and I’ve started 

on some testosterone as well. I feel amazing… all my symptoms have gone. You become a 

totally different person. I can’t believe the change. I felt a weight had been lifted” – 

Participant 28. 

For several women, HRT decreased feelings of suicidality specifically: 

“Until I went on HRT, I thought if there was a way that you could go without hurting 

yourself… I would’ve taken that option” – Participant 24. 

Few found that adding testosterone into their treatment plan was particularly beneficial, 

noting that it helped feeling “a sense of joy and well-being, and feeling happy and settled”. 

However, while HRT can be a highly effective treatment for alleviating many of the 

symptoms associated with perimenopause, it is not a cure-all. Many women still experience 

symptoms even after receiving the correct dose of HRT, but they are generally more 

manageable compared to before treatment:  

 “I felt as if I’d been stood on the edge of a cliff and it had enabled me to step a couple of feet 

backwards” – Participant 29. 
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Several women found that a combination of HRT and antidepressants was effective for them 

in managing the psychological symptoms of their perimenopause. However, while HRT has 

proven effective for many women in reducing psychological perimenopause symptoms, it 

does not work for everyone, and few continue to experience severe symptoms: 

“Even with HRT, I still have to do quite a lot of things to be able to feel well enough to 

function in the world the way I want to” – Participant 41. 

Aside from taking medications, several women found that making lifestyle changes, such as 

increasing their physical activity, and “having the oxygen going through you”, had a positive 

impact on managing the psychological symptoms of perimenopause: 

Similarly, dietary changes helped other women stabilise their moods: 

What you put in and what you do to your body is ultimately what impacts on what happens 

to it. It doesn't make you immune to it, but… it definitely helps” – Participant 27. 

Another factor that was found to be important for women going through perimenopause 

was feeling a sense of community which helped mitigate psychological symptoms, as talking 

to other women experiencing similar things provided emotional validation and reduced 

feelings of isolation: 

“I found my tribe when I went to the menopause clinic because I was there with people who 

were non-judgmental and incredibly supportive…I think that the HRT may have been just as 

important as having felt validated and listened to and in a safe space with people who were 

going through the same thing” – Participant 8. 

Additionally, workplace adjustments emerged as another vital factor in supporting women’s 

health during menopausal transition. Women who reported having an empathetic and 

accommodating work environment described feeling less overwhelmed and more capable 

of balancing their lives, which in turn contributed to improved mental well-being.  

“Our work has given us a women’s room...for people that are in menopause. You can sit and 

chat with somebody, read some literature… it’s not a medical setting, but at least the 

workplace has recognised there’s a need for something, and that’s brilliant” – Participant 24. 
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Discussion 

Our study highlighted the severe mental health challenges women face during 

perimenopause, particularly suicidality, exacerbated by inadequate healthcare support 

which frequently lacked the knowledge and responsiveness needed to address menopausal 

symptoms appropriately.  

The study found that suicidality was a significant concern among women experiencing 

perimenopause, with a majority of women reporting mild and abstract thoughts of death, 

and few attempting to end their lives. This spectrum of intensity is consistent with existing 

suicide research [18]. Some participants reported driving feelings of hopelessness and 

entrapment, feeling overwhelmed by their symptoms, viewing suicidal ideation as an escape 

from their persistent suffering. This aligns with the integrated motivational-volitional model 

of suicidal behaviour [19], which posits that perceiving no escape or solution is a precursor 

to suicidality.  

The delays in receiving effective HRT and mental health support contributed to the 

worsening of symptoms, with most women reporting long waits, multiple appointments and 

having to “fight” before being offered treatment. This is consistent with research that found 

7% of menopausal women attended a GP surgery over 10 times before receiving adequate 

treatment, 30% experienced delays in diagnosis, and 44% waited over a year for treatment 

[20]. When appointments were finally obtained, participants reported a lack of education on 

menopause from healthcare professionals, which ultimately led to the misdiagnosis of 

symptoms, as well as inappropriate advice such as simply learning to deal with symptoms or 

to go on holiday. Participants then described being prescribed antidepressants, anxiolytics, 

antipsychotics, and electroconvulsive therapy, instead of HRT, despite guidance from the 

National Institute for Health Care and Excellence [21] recommending HRT as a first-line 

treatment option, with discussion of risks and benefits. This is in-line with previous research 

showing many women are inappropriately offered antidepressants when seeking help for 

psychological menopause-related symptoms [22]. Current research also suggests that there 

is no clear evidence of antidepressants easing psychological symptoms during menopause 

[23]. Our study found that these alternative treatment pathways often led to the worsening 

of psychological symptoms. All healthcare professionals should understand the mental 

health aspect of menopause [24], including the heightened risk of suicidality at this time, 
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particularly those in primary care in order to better support menopausal women at risk and 

ensuring they receive appropriate, timely care. 

Despite presenting with symptoms clearly linked to perimenopause, women were 

frequently told they were too young to be going through the menopausal transition, or that 

their symptoms were unrelated to menopause. As highlighted in previous research [25] we 

found that barriers to effective menopause care, including delays in receiving HRT and 

inappropriate prescriptions of psychiatric medications exacerbate mental health challenges. 

Unfortunately, this led to feelings of suicidality for several women in our study, as they saw 

no other way to persevere. However, most women in our study who received timely HRT 

described significant improvements in their well-being, including the diminishing of suicidal 

thoughts, aligning with the evidence that HRT can alleviate both the physical and 

psychological symptoms of menopause when used appropriately [8] [23]. In fact, depression 

and anxiety associated with perimenopause can effectively be treated with HRT with or 

without additional psychiatric support [26] [27] [28]. 

The study also highlighted key differences between participants from the specialist 

menopause clinic and those from the public, influencing symptom severity and access to 

treatment. Clinic attendees often reported more severe mental health symptoms, likely 

promoting their engagement with private healthcare services – a pattern observed in other 

areas of health research [29]. In contrast, those outside the clinic faced greater delays in 

recognising menopause-related distress and seeking treatment, consistent with research 

indicating poorer outcomes in public outpatient mental health care [30]. 

Additionally, some participants found that exercise, diet changes, and emotional support 

networks played an essential role in improving mental health and feelings of isolation. This 

is supported by research exploring the roles of Menopause Cafés – groups for women to 

openly discuss their experiences with menopause – on mental health. They have been 

described as the most successful way to facilitate social cohesion and the most effective 

method of reducing loneliness and stigmatisation experienced by menopausal women [31], 

however, there has been no empirical research exploring this. 

Few women described finding empowerment in their shared experiences with others, 

highlighting the positive aspects of menopause and womanhood. One participant reflected: 
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“When I went into the clinic, there were women there who looked amazing. And then there 

was others who looked tired like me and a bit fed up and, and it just felt really empowering 

and special”. This sense of community allowed women to feel less alone, as they 

understood that this was a transition unique to the female experience and found solitude in 

that. Another participant described the bittersweet moment of being in the waiting room of 

a menopause clinic, reflecting on the “wonderfulness of being a woman”, even as she 

experienced the end of her fertile years. Menopause, despite its challenges, is ultimately 

part of the journey of womanhood, with few participants highlighting the importance of 

embracing this stage of life. 

Limitations 

The study has several limitations. Firstly, the sample drawn from private clinic patients and 

online respondents may not represent the broader population, particularly those without 

access to private care or digital platforms. Conducting all interviews online may have 

affected the depth of responses and limited rapport with participants. Additionally, reliance 

on self-reported data may introduce recall bias, and the exclusion of non-English speakers 

may have omitted diverse perspectives. Furthermore, sociodemographic data were not 

systematically collected, limiting the ability to explore how factors such as age, 

socioeconomic status, and relationship status influence menopausal mental health, and the 

interview guide was not pilot tested prior to data collection. Future research should address 

these gaps to enhance generalisability and better understand the intersection of 

sociocultural and environmental factors with suicidality risk in menopause [32] [33]. 

Implications for the future 

Changes are needed; a holistic and integrated approach to menopause care is vital, 

particularly in addressing the significant mental health challenges women face during 

perimenopause, including suicidality. An American study estimated the combined costs of 

lost productivity and medical expenses for women with perimenopausal depression at 

$10,000 per woman annually [34], underscoring the need for timely interventions to 

improve mental health outcomes and reduce financial burdens on women, families, and the 

healthcare system.  
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In addition to improving medical interventions, qualitative research on the lived experience 

of perimenopause plays a crucial role in advancing this field, as it provides insight into the 

emotional, social, and psychological challenges that many women face but may not be 

captured in biomedical models alone [35]. Studies exploring women’s first-hand experiences 

highlight gaps in healthcare support, the stigma surrounding menopause, and the impact of 

delayed treatment, further reinforcing the need for comprehensive, patient-centred care 

[36]. 

The call for comprehensive biopsychosocial care aligns with the Women’s Health Strategy 

for England [37], which recognises the gaps in healthcare for women and aims to improve 

menopause care through the establishment of Women’s Health Hubs. These hubs offer a 

tangible solution – creating one-stop centres where women can receive a wide range of 

services, from HRT prescriptions to mental health support, in a setting designed to meet 

their unique healthcare needs. In addition, community-based support networks, such as 

Menopause Café’s, should be considered to foster peer support, reduce isolation, and 

promote emotional well-being. Finally, different health services need to improve data-

sharing practices to provide more efficient and appropriate care to women experiencing 

menopause, who may have sought help or been referred through several services.  

Conclusions 

In conclusion, the present results suggest the failure to adequately recognise the link 

between hormone imbalances and mental health alongside inadequate primary and social 

care during perimenopause has led to mental health difficulties and high suicidality rates. 

These issues not only impact individual mental health, but also place a strain on health 

services and negatively impact economic productivity. Improving access to women’s health 

services, social support, and clinician knowledge of the range of treatment options available, 

will help to alleviate the identified problems. With the highest suicide rates observed in 

women of perimenopausal age, it is clear that action is urgently needed. 
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