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This study analyzed the effects of estrogen replacement

therapy (ERT), ethnicity, marital status, education level,

maternal status and financial security on the perceived life

satisfaction of women over fifty. Information was collected

from 125 subjects at an independent school district. The

instrument was adapted from a life satisfaction scale

originally developed by B. Neugarten. Eight demographic

items included ERT use, age, menopause status, marital

status, educational level, ethnicity and perception of

financial security. Statistical analysis consisting of one

way analysis of variance, Student Newman-Keuls ad hoc

procedure and multiple regression indicated an independent

correlation between financial security and education level

to life satisfaction scores. Neither ERT nor menopause

status was correlated with perceived life satisfaction score

of respondents.
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CHAPTER I

INTRODUCTION

Baby boomers are aging and therefore the need for

medical information and its physical and psychological

effects is becoming an important health topic. There are

more than 35 million women over the age of 50 in the United

States today and by the year 2010, that number should top 50

million (Kase, 1991).

This study will examine the relationship among

menopause, estrogen replacement therapy (ERT) and life

satisfaction of women over fifty. The menopause is the

gradual cessation of menstruation over a period lasting 15

to 20 years. This is the transition period of a woman who

is able to reproduce to the time she is unable to reproduce

(Hyde, 1986). Physical symptoms such as hot flashes,

vaginal dryness, bone loss and increased risk for coronary

heart disease may be relieved by ERT.

ERT is prescribed by physicians who believe that

menopause is a deficiency disease and they feel women should

receive ERT from before the last menses until death (Kelly,

1987). Arie Birkenfeld, M.D. says, "Some people argue that

menopause should be regarded as an unpreventable part of the

aging process and should be left alone" (Kase, 1991, p. 84).
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The psychological state of being satisfied with one's

life is important for everyone. Researchers John and Sylvia

McKinlay state, "menopause as a physiological process

provides a single, convenient, potentially treatable cause

of emotional troubles" (Kase, 1991, p. 85), while Karen

Matthews of the University of Pittsburgh, after a three year

study, refutes that opinion. Using a sample of 500 women

she found that menopausal women were no more stressed or

depressed than non-menopausal women (Kase, 1991). Since more

women today than ever before are experiencing menopause, the

resolution to this debate is important and timely.

The menopause is the peak of a woman's mid life. She

can expect to live a full and healthy life for at least

twenty five years past the menopause. To remove unnecessary

fear and alleviate anxiety from the menopausal years is a

secondary purpose of this study.

When life expectancy was lower for women, there was not

much concern about the quality of life after menopause

because most menopausal women did not have to endure

menopausal symptoms for too long before they died. In 1990,

however, the life expectancy for a female in the United

States is 75 years of age. Most of these women will

experience menopause by age 50.5 years (Guerami, 1989),

ushering in the last third of a woman's life.
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Statement of the Problem

This study investigates the relationship of ERT and

perceived life satisfaction of a selected sample of post

menopausal women 50 years or older employed by a selected

Independent School District in the state of Texas during the

spring semester, 1991.

Purpose of the Study

The purpose of this study is to determine the

relationship between the use of ERT and scores on the Life

Satisfaction Scale of post menopausal women.

Significance of the Study

To mediate the unpleasant symptoms associated with

menopause, various therapies have been attempted so far.

There is much in the literature to support the use of ERT to

alleviate physical symptoms such as hot flashes, coronary

heart disease and osteoporosis. Surprisingly, in an

exhaustive search of the literature, no research was found

that specifically addresses ERT and its effects on the

psychological health of post menopausal women. There is an

obvious need for this study. If a positive effect on life

satisfaction for women who use ERT can be found, this

finding will potentially affect the lives of multitudes of

women who are experiencing unpleasant symptoms during this

transition period.
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Hypotheses of the Study

1. A significant difference exists between the

use of ERT and the score on the Life

Satisfaction Scale (LSS).

2. A significant difference exists between the

ethnicity of a woman and the score on the LSS.

3. A significant difference exists between the

marital status of the woman and the score on

the LSS.

4. A significant difference exists between the

educational level of the woman and the score

on the LSS.

5. A significant difference exists between the

maternal status of the woman and the score on

the LSS.

6. A significant difference exists between the

financial security of the woman and the score on

the LSS.

Limitations of the Study

The study is restricted by the following limitations:

1. Test subjects are not randomly selected, therefore,

the study can not be said to represent the larger

population.

2. Test subjects are limited to volunteer female

employees of an independent school district.
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3. The survey is a self-reported questionnaire and is

limited by the honesty and candor of respondents.

4. The ethnic backgrounds of subjects will be varied,

but the majority will be caucasian.

5. Only one mail-out was performed.

Definitions of Terms

1. Estrogen replacement therapy (ERT) - replacement

hormone for the treatment of menopause.

2. Life satisfaction - the relationship between

situations or achievements (what is) and

aspirations (what one wishes for) (Bearon,

1989, p. 772).

3. Menopause - the gradual cessation of menstruation,

sometimes accompanied by hot flashes, vaginal

dryness, bone loss and increased risk of coronary

heart disease.



CHAPTER II

REVIEW OF LITERATURE

This chapter will review the literature pertinent to a

study of ERT and its effect on the life satisfaction of post

menopausal women. It will be divided into the following

subheadings:

a. Menopause

b. Menopausal symptoms

c. Attitudes towards menopause

d. Estrogen replacement therapy

e. Life satisfaction

Menopause

Menopause, the cessation of menstruation, is a definite

landmark in the aging process of women which is unrelated to

poor diet, lack of exercise, environmental hazards or

disease (Voda, 1981). Menopause can occur from age 35 to

age 55 or later. The perimenopausal or climacteric period

is defined by Voda as "the period of time that begins with

the onset of the first hot flash and terminates when hot

flashes disappear" (Voda, 1981, p. 64). The World Health

Organization in its 1981 report on menopause defines

perimenopausal as the "period immediately prior to menopause

when endocrinological, biological and clinical features of

approaching menopause commence, continuing for at least the

6
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first year after the menopause (Voda & George, 1986). Hyde

refers to the climacteric as a period lasting 15 to 20

years. During this time a woman's body adjusts to the

decline in the function of the ovaries. To produce an egg,

the ovaries need to respond to the pituitary hormones. As

the ovaries grow older, they no longer respond to the

follicle stimulating hormone produced by the pituitary

gland; therefore, they do not produce an egg or the

resulting estrogen. Since the cycle is interrupted, the

corpus luteum does not produce progesterone which usually

thickens the endometrium. This change occurs very slowly

and gradually over the perimenopausal period (Hyde, 1986).

Due to the changes in the levels of estrogen and

progesterone in the aging female, the medical community

associates these hormonal declines directly with symptoms of

vasomotor control such as hot flashes and night sweats.

They also associate the low levels of estrogen with bone

loss which occurs at about 1% per year following the last

menstrual period. If one uses the medical description of

menopause as a disease resulting from the falling levels of

hormones, then physicians must treat the condition when

symptoms develop and when laboratory tests show rising

follicle stimulating hormone and falling estrogen levels

(Kaufert, 1982).



8

Other physical changes occurring during the

perimenopausal period affect the reproductive organs. The

vagina atrophies, leading to its eventual shortening. The

thickness of the vaginal wall is reduced, causing it to be

open to injury and infection. The bladder loses its tone

and the urethra has an increased tendency for infection.

The uterus shrinks to one-quarter the size of the pre-

menopausal organ. One of the physical symptoms causing the

most concern is the wrinkling of the skin and the thinning

of hair. Studies show that external applications of

estrogen do not affect either the skin or the hair (Gosden,

1985). Bone loss is one of the most serious outcomes of the

menopause. The lower levels of estrogen appear (but are not

proven conclusively) to be part of the cause of osteoporosis

or the onset of bone loss (Gosden, 1985).

The effect of menopause on the sexual behavior of women

was studied by Kinsey in his 1953 report. While sexual

activity declined in men at approximately age 40, women

reported a decline in sexual activity at age 55. When women

complain of decreased libido during perimenopausal period,

it is thought that the physical discomfort of the vasomotor

symptoms with the resulting insomnia and anxiety, coupled

with vaginal atrophy, may more likely be the causative

factors (Gosden, 1985, p. 139).
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Menopausal Symptoms

Four out of five women experience symptoms related to

the perimenopausal period (Greenwood, 1984). Cessation of

menstruation, a signal of the onset of menopause, in the

middle-aged woman can mean one of three things: she is

pregnant, she is experiencing menopause, or she has an

underlying pathological disease (Kaufert, 1982).

Symptoms of menopause can be divided into two groups:

somatic and psychological. Of the somatic symptoms, the hot

flash is the most common with 10-80% of menopausal women

experiencing it or some vasomotor instability (Voda, 1981).

The onset of the hot flash is a debated point. Voda (1981)

reports the hot flash beginning shortly after the last

menses and Kaufert (1982) reports 26% of pre-menopausal

women, 48% of perimenopausal women and 68% of post

menopausal women experience hot flashes. The hot flash

varies greatly between women, some experiencing hourly

flashes and others very few flashes per week.

The first physiological study of hot flashes was done

in 1975 (Voda, 1981, p.126) and showed the occurrence of the

physiological changes in skin temperatures and pulse rate.

This study reported a rise of 4 degrees centigrade in skin

temperature and 28% increase in pulse rate during a hot

flash. The mean length of a flash was reported to be 3.31

minutes. Most hot flashes begin in the upper body and
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spread all over the body and were rated as mild to moderate

for discomfort.

Although most researchers relate hot flashes to the

declining level of estrogen, one report relates them to the

shutting down of uterine function. During the reproductive

years, the uterus contains a vascular bed in the building up

and shedding of endometrium. When menses cease, this large

vascular bed is lost, thus causing an upset in the vascular

system, resulting in hot flashes (Shainess, 1982). In a

report in the Journal of Behavioral Medicine, it is stated

that hot flashes may be the result of daily stress, ambient

temperatures, caffeine and alcohol intake (Gannon, 1987).

This report, however, offers ERT as the only acceptable

treatment for hot flashes.

Women cope with hot flashes differently. In a

cross-cultural study, Mexican-American women report removing

blankets at night, using cool wash cloths and wearing loose

clothing. The Anglo women remove clothing, take cold

showers, drink cold drinks and wear clothing that allows for

greater coolness and comfort (Kay, 1982). There are many

prescription treatments for hot flashes, and side effects

are common. Some drugs used include estrogen, progestin,

Bellergal, a phenobarbital (sedative), ergotamine (contracts

smooth muscle and increases blood pressure), and belladonna

(inhibits the parasympathetic branch of the nervous system)
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combination. Another drug used is Catapres (clonadine), a

high powered medication which lowers blood pressure.

Alternative forms of therapy are vitamin E, ginseng root and

"oil-of-evening primrose." Like prescription medicines,

they must be used with care. "Listen to the wisdom of your

body and discontinue any therapy that causes unpleasant,

unbalanced feelings" (Greenwood, 1984).

The other major somatic symptom of menopause is vaginal

dryness. This occurs because of the lack of cervical

secretions of mucus that were present in the reproductive

years. Lubricants such as creams, vegetable oils and water-

soluble jellies can be helpful during intercourse. Estrogen

creams may be very helpful or if estrogen can not be used, a

testosterone cream has been reported to be a useful

alternative (Greenwood, 1984).

Shainess (1982) reports hot flashes and cessation of

menses to be the only symptoms associated directly with

menopause. She claims that all other symptoms are related

to psychological problems. Robert Greenblatt argues, "A

woman in the Autumn of her life deserves an Indian Summer,

rather than a Winter of discontent" (Shainess, 1982, p. 90).

The psychological symptoms could be related to hormonal

levels, but there is not enough research to either

substantiate or refute this explanation. The irritability,

depression and nervous tension (Kaufert, 1982) women report
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could be related to their personal experiences. A study of
"vivid versus non-vivid" experiences found that women who

experienced information in a "vivid" form, such as explicit

case histories or personal experiences were more apt to

react in the same way (Rook, 1986). If a woman observes

other women in their middle years experiencing severe

psychological symptoms, they will associate these symptoms

automatically with the menopause. Whether or not these

symptoms are psychological or menopausal, it is important

that a woman realize that the middle years are a time when

many changes are occurring.

Attitudes Toward Menopause

Present day society expects women to be ever youthful,

no matter what age (Berkun, 1986). For many women, the

menopause is a signal that youth is long past. In a review

of menopausal literature from 1900 to 1976, Voda & Eliasson

(1983) found that myths and stereotypes have a tremendous

effect on a woman's attitude and experience of menopausal

symptoms. One of the myths of the nineteenth century was

that the menstrual cycle would be upset if a woman studied

too hard. This in turn would affect her ability to

reproduce. This theory was used by men to keep women out of

institutions of higher learning (Kaufert, 1982). Not all
women subscribed to this thinking. Women novelists of the
20th century portray women in control of their physical and
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emotional lives. "In the study of menopause as a literary

sign pointing to physiological phenomena that generates

social, psychological and political changes in women's lives

indicate that in novels written by women, middle-aged female

protagonists create their own changes of life" (Voda, 1981,

p. 74).

Today's feminists view the menopause as a time of

renewal. They look at a menopausal woman as one who is

"entering upon a new cycle of life while still vigorous"

(Kaufert, 1982, p. 162). They feel the menopausal women has

the benefit of experience and the ability to value life and

make time count for more. The women's health movement

opposes the medical view of menopause as a disease and the

use of ERT on physical and political grounds. On physical

grounds, they argue that ERT is correlated with the

incidence of cancer, particularly in the breast, cervix,

uterus and ovaries. On political grounds, they claim that

ERT is a conspiracy of the medical profession and the drug

industry (Kaufert, 1982) to control women by the use of

their power to withhold birth control pills and abortion.

The feminist movement has set up women's health centers and

published books such as Our Bodies, Ourselves to combat the

control of the medical profession.

In a 1.977 study by Bournes, as reported by Muchlemkamp,

it appears that women are ready to view menopause more as a
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natural process than as a disease. The result of the adult

subjects suggests that "youth worship" in our society may be

disappearing and women are looking at themselves, no matter

what their age, in the best possible light. This study

found negative attitudes projected on other women but not on

themselves (Muhlemkamp, 1983).

This more positive view is a change from the attitudes

revealed in a study done by Neugarten in the 1960s. This

certainly contained positive views, "Why make any fuss about

it" and "I just made up my mind I'd walk right through it

and I did", but very negative attitudes were also reported,

"I worried about losing my mind" and, "I thought menopause

was the beginning of the end" (Neugarten, 1963).

The 1990 view of the menopause is not as clear cut as

the 1960 view. Today's woman tends to view menopause as a

combination of a disease and a natural aging process. To

look at any problems they may have as all physical or all

emotional is doing an injustice to today's woman. It is

very important that these women in their middle years be

examined at regular intervals because of the increased risk

of cardiovascular disease and cancer. They should be

encouraged to talk to other women to share their interests

and concerns.

When asked by Kaufert where they received information

concerning menopause, 73% reported that their friends were
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their main source of information. About 44% of these women

reported that they had never discussed menopause with their

physicians because they felt they would be labeled as

"depressed, neurotic or psychosomatic" (Kaufert, 1980, p.

191). When asked what they saw as a major factor in

determining whether a women would have difficulty at

menopause, physicians reported psychological factors such as

mental attitude, emotional attitude, coping ability and

self-esteem as being major contributors (Kaufert, 1980). As

expected, physicians also considered hormones as another

major factor (Cowden, 1985). In a study by Berkun of

menopausal women, concern was expressed about physical

deterioration of their bodies and the inability to control

emotions were also major issues. They felt that the advice

they received from their physicians was inadequate (Berkun,

1986).

The need for control of physical and psychological

experiences is great for these women (Kresovich, 1980). The

average woman has 456 menstrual periods. If put together,

they would add up to over five full years. It is no wonder

menopause has such an impact on a woman's life (Berkun,

1986). Dr. Charles Andrus explains in his book Myths of

Human Sexuality in the Aging (1977), "It is necessary to

dispel false ideas, myths, legends and stories of former

eras and to center our research on discovering further
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methods of implementing the total and complete happiness in

human sexuality." Understanding menopause is the first step

toward a happy second half of life for most women.

Estrogen Replacement Therapy

The Fourth International Menopause Congress in 1984

defined menopause as a "sex-linked, hereditary estrogen

deficiency disease." The medical community continues to

treat this deficiency disease with ERT (Voda, 1986). In the

mid 70's, four articles appeared in the New England Journal

of Medicine proposing a link between ERT and cancer of the

endometrium. When this information filtered into popular

magazines, ERT became a feminist issue (Lock, 1986).

In 1991, a study was released by the University of

California reporting the results of a 7 1/2 year study of

over 8000 post menopausal women. Contrary to the 70's

belief, this study found a 40 percent lower death rate in

women who had taken ERT for 15 years or longer. Even women

who only reported a short-term use of ERT had a 20 percent

lower death rate than women who had never taken ERT. This

study went on to show a correlation between education and

income level and lower death rates among test subjects

(Henderson, 1991).

The American Journal of Nursing reports that ERT is

indicated for women who are caucasian, of advanced age, thin

body type and bedfast. It is also indicated for women who
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who are alcoholic, have endocrine disorder or a history of

strenuous exercise associated with amenorrhea. The major

risk encountered with ERT is an overgrowth of the uterine

lining which is the precursor of uterine cancer with

prolonged estrogen-only therapy. The precautions and

contraindications of ERT include a history of breast cancer,

caution with benign breast disease or conditions aggravated

by fluid retention, such as asthma, migraines, or

insufficiency of cardiac, renal or hepatic function (Nurses

Drug Alert, 1988, p. 1531).

ERT can be administered in a variety of ways.

Parenteral administration of estrogen is accomplished by

subcutaneous implants, transdermal and vaginal routes.

Intramuscular injections, very popular in the past, are no

longer used due to the initial high levels of estrogen

followed by very low levels as well as the discomfort of the

patient. Subcutaneous implants of estrogen have been shown

in some studies to produce effective and stable levels, but

some women may not tolerate the hormone or may receive an

overdosage and the implants are difficult to remove. The

vaginal lining systemically absorbs estrogen and the use of

vaginal rings and vaginal creams can be effective. The

estrogen levels can vary with this type of administration

because of vaginal secretions and blood supply of the

vaginal lining. The transdermal infusion system is a method
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of delivering medicine by placing it in a special gel-like

matrix that is applied to the skin. The medicine is

absorbed through the skin at a fixed rate. Estrogen patches

are applied twice a week. This method is convenient and can

be effective at lower dosage :Levels that the oral route. A

disadvantage to this method of administration is that 5 to

20% of women who use the patch experience skin irritation,

but site rotation can decrease this problem.

Oral administration of estrogen is routinely prescribed

in the United States for 25 days of each cycle with

progesterone added on the last 12 days of the estrogen

cycle. Bleeding will occur on or after day 12 of

progesterone. For women who do not want monthly bleeding, a
combined therapy of estrogen and progesterone on a

continuous basis has been used in the United Kingdom. This

method will cause the endometrium to atrophy and results in

amenorrhea.

ERT must be closely monitored. Prior to ERT therapy, a

complete physical with a Pap smear and a mammogram should be

performed. The woman should be checked after 3 months on

ERT and then at regular 6 month visits. Pap smear and

mammogram should be done on a yearly basis. At the

Consensus Development Conference on Prophylaxis and

Treatment of Osteoporosis in 1987, the length of treatment

was suggested to be 10 years. With improvement of ERT
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administration a woman could continue therapy for her life

time (Sitruk-Ware, 1990).

Premenopausal women have a lower incidence of coronary

heart disease (CHD) then men of any age, but after

menopause, a woman's high density lipoprotein level (HDL)
drops and the low density lipoproteins (LDL and VLDL) rise,

giving an HDL/LDL cholesterol ratio that equals the high

risk of the male (Rifkind, 1990). A study comparing female

monkeys who had their ovaries removed to premenopausal

animals with normal uterine function found after 30 months

the animals without ovaries had higher total plasma

cholesterol, lower HDL's and more extensive coronary artery

atherosclerosis at autopsy than the animals with normal

ovaries. This evidence suggests an important role for ERT

as protection for those women at risk for CHD, especially

those women with a high HDL/LDL cholesterol ratio (Clarkson,

1989).

A study of over 1000 women confirm the positive effect

ERT has on cardiac risk factors. Current users of ERT had

lower blood pressure, lower weight and lower glucose levels

than non-users , and higher HDL's and lower LDL's. This

study reports no block of the cardio-protective effect of

estrogen by the addition of progesterone (Barrett-Connor,

1989).

A
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The addition of progesterone has been found to protect

against cancer by preventing an endometrium build-up in the

uterus. The progesterone added to ERT causes a shedding of

the uterine lining. In a study directed by Magos at Dulwich

Hospital, London, women took ERT and progesterone together

instead of on a cyclic basis. These women reported being

amenorrheic with no complaint of abdominal bloating.

Endometrial biopsies at six and eighteen months showed

complete suppression of endometrial formation, therefore no

risk for uterine cancer (Magos, 1985).

The difficulty with progesterone occurs in the

cardiovascular system. Although Barrett-Connor reports no

blocking of CHD protective effect, Robert Marcus of Stanford

University reports the CHD protective effect is from

estrogen alone and studies show that progesterone blocks the

protective effect (Munnings, 1988). Progesterone decreases

a woman's HDL cholesterol level resulting in the threat to
the cardiovascular system (Carr, 1989). Progesterone has

been used alone without being an additive to ERT. A three

month trial comparing women on ERT and women on progesterone

resulted in both groups reporting a decrease in hot flashes

and reduction in urinary calcium/creatinine which measures

bone resorption (Lobo, 1984).

Bone loss is one of the most serious outcomes of the

menopause. Peak bone mass occurs between the ages of 30 and
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endocrine function. The lower levels of estrogen at

menopause appear to be part of the cause of osteoporosis.

The areas most affected are the forearm (Colles' Fracture),

the spine (vertebral crush fractures) and the hip (Madson,

1989). The addition of calcium and Vitamin D to the diet

may slow down the rate of bone loss (Gosden, 1985). ERT

begun early in menopause and continued for at least ten

years have been found to retard bone loss. Adequate calcium

throughout life protects bone and should be used as a

preventive measure. The recommended dietary allowance (RDA)

for adult women with adequate estrogen is 1000 mg. per day.

Women without adequate estrogen should take 1500 mg. per day

(Munnings, 1988).

A Bone Mineral Density (BMD) test was done on 65 post

menopausal women. Twenty-three estrogen users were paired

with age-matched non-estrogen user controls. There was no

significant difference in height, weight or dietary calcium

intake. A low BMD was found in only 2 of the 23 estrogen

users (11.5%), but 11 of the 40 (27%) of the non-estrogen

users had a low BMD (Moore, 1990).

The average woman lives 25 years after menopause and it

is estimated that 2% to 3% of cortical bone is lost each

year. Cortical bone is found in the shafts of the long

bones and comprise 80% of the skeleton. Trabecular bone is

21
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found in the vertebrae, pelvis and other flat bones and

accounts for 20% of the skeleton. Absorptiometry is the

method used to measure bone (Madsen, 1989). Single-photon

absorptiometry measures cortical bone and dual-photon

absorptiometry can assess both cortical and trabecular bone.

Computerized axiol tomography measures the vertebral

trabecular bone. These measures are most often used after a

fracture occurs or on high risk women. The most susceptible

women for osteoporosis are slender, white and have a history

of a high intake of caffeine, nicotine and/or alcohol

(Madsen, 1989).

Drugs that prevent further bone loss and that are

approved by the Food and Drug Administration (FDA) are

estrogen, calcium and calcitonin. Calcitonin, an expensive

alternate therapy is used when estrogen is contraindicted.

It must be injected and is very expensive. Research is

developing an intranasal form of calcitonin that will be

approved in the future. Drugs that have potential to

increase bone mass are sodium flouride and anabolic

steroids. Both drugs are under investigation by the FDA and

are not presently approved for this use (Madsen, 1989).

ERT most often is taken to reduce hot flashes. A study

done in Montreal reported women on ERT experiencing higher

energy levels, more enhanced sense of well being and

disappearance of hot flashes. Their HDL levels were up and
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LDL levels were down. The group having the best result

received cyclic estrogen while the group with the highest

attrition rate received ERT and progesterone on a cyclic

basis. Women who withdrew did so because of excessive

bleeding and abdominal bloating (Sherwin, 1989).

ERT and progesterone can possibly prevent osteoporosis,

CHD, uterine cancer and hot flashes, but if the attrition

rate is high, alternatives were used. Exercise has been

frequently mentioned as a factor in maintaining bone

density. Rose Frisch at the Harvard School of Public Health

has studied former college athletes. She observed lower

rates of osteoporosis and cancer in these women and also

found them to be healthier than non-athletes. However, she

was unable to show a significant relationship between

exercise and the athletes low rates of disease. "The

evidence that hormones at menopause maintain bone is

overwhelming, but there is no evidence that exercise

maintains bone at premenopausal levels in the absence of

estrogen" (Munnings, 1985, p. 158). Other alternatives

include looking at the amounts of normally circulating

estrogen. Studies show that vegetarians secrete three times

more estrogen in their feces than do meat eaters. Along

with decreasing the risk for cardiovascular disease, a low

meat diet appears to increase amounts of circulating

estrogen. Smokers also may have lower levels of estrogen
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because smoking reduces the hormone output from the ovaries.

When a woman quits smoking she reduces her CHD risk as well

as increases estrogen levels (Greenwood, 1984). Some

reports show a positive effect on menopausal symptoms with

the use of vitamin E and "oil-of-evening primrose." Studies

using these natural treatments in conjunction with modern

drugs are being used by holistic physicians (Gosden, 1985).

Very thin women will show very low levels of normally

circulating estrogen in their bodies. Adipose tissue is

capable of producing estrogen from a circulating substance

called androstenedione (Voda & George, 1986).

Life Satisfaction

The female population over the age of 50 is growing in

this country and their life satisfaction is a legitimate

variable to examine. Due to their longer life expectancy, a

high percentage of this population are widowed. In a study

comparing widows with never-married women over the age of

60, it was found that the never-married females reported a

higher level of life satisfaction than the widows. The

differences were explained through the theory of role

consistency. The never-married had more role consistency

because fewer changes had to be made with aging. The widows

had less role consistency because of the loss of their

spouses and resulting major changes in self identity.
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Widows in this study lose their major role at a time when it

is more difficult to create new roles. The widows and

neve-married women of this study do not have three of the

major roles that contribute to life satisfaction - wife,

mother, and worker (Rice, 1989).

Ethnic studies in life satisfaction are limited. Black

women have the lowest median level of occupation and income

of any race or sex group. In a study of 245 Black women,

the life satisfaction scores were high when correlated with

being married and not feeling overworked (Crohan, 1989).

Intellectual skills predict life satisfaction in old

age for working class women, while emotional health is more

influential on life satisfaction for women of the upper

class. This study (Capsi, 1986) shows significant support

for the supposition that the influence of social change on

life events is based on what the individual brings to change

situations. Crohan's study in 1989 reported a significant

relationship between job satisfaction and life satisfaction.

The subjects also had higher life satisfaction scores when

correlated with higher income and being married. When

compared to older women, middle-aged women emphasized

material well-being. Older women do not place much

importance on material comforts to provide life satisfaction

(Bearon, 1989). Repeated studies concerning a woman's sense

of deservingness and personal entitlement suggest that
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despite prejudice, discrimination and restricted opportunity

in the job market, women report no lack of general life

satisfaction (Major, 1988).

Health appears to be a major source of life

satisfaction among older women. Concerns voiced by women

intimate that they truly do subscribe to the old adage,

"When you've got your health, you've got everything"

(Bearon, 1989). Gerontological studies have found the most

consistent relationship between physical health status and

life satisfaction. People with poor health are generally

less satisfied with their lives than those in good health.

Subjective studies report older adults perceiving their

health more positively than younger adults, even though the

health problems may be the same (Lohr, 1988).

Perception of what life satisfaction should be

sometimes explains why a woman's life satisfaction is low.

Lack of control of physical and emotional states may affect

a woman's self esteem. Women prefer to compare themselves

to others in similar situations. This type of comparison

leads to a higher level of life satisfaction. By making

such comparisons, women may be insulated against what is

happening to those in groups other than their own (Major,

1988).

"Research on life satisfaction provides strong evidence

that older people tend to be as satisfied with their lives
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as younger people despite lower average incomes and poorer

health" (Bearon, 1989, p. 772). Interviews with older women

revealed their perceptions of their lives to be as good as

possible. They did not reveal whether they were truly

satisfied with their lives or if they saw few possibilities

for growth and change. The women in middle age (45 years)

achieve satisfaction from looking forward to achievements

and acquisitions, while older women (70 years) receive

satisfaction from the status quo (Bearon, 1989). Coping

response (behavioral or cognitive actions taken to deal with

problems and their aversive consequences, p. 54) are

problem-focused when the goal is to change the actual

condition, and emotion-focused when the goal is to change

the reaction to the condition. A study of 293 women with

various physical conditions found that emotion-focused

coping responses had direct positive effect of life

satisfaction and problem-focused coping responses had no

direct effect on the life satisfaction scores. Problem-

focused coping may have been ineffective because chronic

conditions of older women are not easily changed or even

modified. Positive comparison with other women with a focus

on the good aspects of their health allows them to ignore

the importance of health problems. Positive emotion-focused

coping is effective for increasing levels of life

satisfaction (Lohr, 1988).
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Women are more "communal, status-neutralizing and

interpersonally oriented . . . they place a high value on

interpersonal outcomes such as pleasant relationships and

less value on money . . . women are socialized to be self-

less" (Major, 1988, p. 8-9). Many women in the self-less

role are helpers. Helper therapy principle states that

those who help are helped most. In a study of self-help

group leaders, life satisfaction as well as other measure of

physical and mental health showed improvement for the

majority of the leaders (Redburn, 1989).

Life satisfaction may be based on what one has or could

have by looking at individuals or groups in the person's

social network. Underpaid working women in a number of

studies found no dissatisfaction in their lower pay

standards by selectively comparing themselves with other

women in the same financial state (Major, 1988).

Life satisfaction is impacted by one's personal social

network. Rice (1989) reports higher scores on the LSS by

those women who had higher numbers of personal visits, and

by those women who were closely connected to their social

support system. This system is not necessarily family

members. The need for a close family life differed in a
study of middle-aged and older women. Older women more

often lived away from their families and did not involve

themselves in family decisions, while middle-aged women
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placed high satisfaction on being involved in all aspects of

family life (Bearon, 1989).

In summary, it is evident from this review that many

variables affect the life satisfaction of menopausal women.

Physical and psychological problems are a reported part of

the menopause. Physical symptoms can be related to the lack

of the hormone, estrogen. ERT has been shown to

successfully relieve symptoms such as hot flashes, and to

prevent osteoporosis and coronary heart disease.

Alternative therapies such as exercise, low meat diet and

vitamins have also been used to affect the physical symptoms

of menopause.

Life satisfaction can be affected by children, friends,

and for some women, a change in marital or financial status.

Health is possibly the main contributor to the level of life

satisfaction in the older woman. Florence Nightingale

"projected a view of health as a natural balance; nurses

were instructed to care for their ill patients by

manipulating their environment in such a way that nature

could restore balance" (Engel, 1984, p. 13). If this study

finds a positive effect on life satisfaction for women who

use ERT, this manipulation can truly restore balance for the

millions of women whose equilibrim has been upset by

menopause.



CHAPTER III

METHODOLOGY

The study has been designed to examine the association

between ERT on the life satisfaction of a selected sample of

post menopausal women 50 years or older who are currently

employed in the Denton Independent School District, Denton,

Texas.

Selection of Subjects

The sample for this study was comprised of all female

employees 50 years or older (N=200) of the Denton

Independent School District. The list of subjects was

generated by the Director of Personnel for the Denton ISD

during the 1990-91 school year and permission was granted by

Dennis Stephens, Director of Personnel, to conduct this

study.

Data Gathering

A cover letter (Appendix A), survey (Appendix B), and a

stamped self-addressed envelope was mailed to the home of

each subject. The survey is a modified version of a Life

Satisfaction Scale used by Dr. Mounir G. Raghab of Florida

State University (1982). The instrument, designed to be

completed in 15 minutes or less, contains 8 demographic

items and 28 life satisfaction statements. The cover letter

provided instructions for completion of the survey. Written

30
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consent was not obtained as consent was assumed when the

respondent completed the survey. The subject was assured

(in the cover letter) that their responses would be

anonymous and confidential.

Description of the Instrument

The LSS, with 28 items, is adapted from a survey used

by Dr. Mounir G. Ragheb, an associate Professor in Leisure

Services and Studies at Florida State University in

Tallahassee,, Florida (Ragheb, 1982). He revised the LSS

developed earlier by Neugarten (Neugarten, et. al., 1961).

The positive life satisfaction items are 1, 2, 4, 5, 6, 8,

9, 10, 11, 14, 16, 17, 18, 19, 20, 22, 25, and 26. The

negative items are 3, 7, 12, 13, 15, 21, 23, 24, 27, and 28.

The best possible score is 118. This score would indicate a

high life satisfaction. Internal consistency of this scale,

measured by Cronbach's alpha was .84. This LSS was

developed for and has been used extensively with older

adults (Ragheb, 1982). The items are scored from strongly

disagree (1) to strongly agree (6). A test-retest pilot

study was conducted to determine reliability of the modified

LSS used in this study. Eight women volunteers, age 50 and

above, were readministered the test after a two-week time

lapse during November, 1990. The resulting coefficient was

0.70, indicating that the modified LSS is both valid and

reliable for use in this project. The University of North
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Texas Institutional Review Board for the Protection of Human

Subjects in Research granted approval on February 13, 1991.

The 8 demographic items included ERT use, age, menopause

status, marital status, maternal status, educational level,

ethnicity and financial status. Due to time constraints,

other variables relating to life satisfaction will not be

explored. These variables include: coping response, social

network, control of physical and emotional status and

physical health.

Treatment of Data

A non-experimental, descriptive design was used in the

study. Frequency and percent were compiled for the

following variables: ERT, age, menopausal status, marital

status, maternal status, educational level, ethnicity and

financial security. One way analysis of variance (ANOVA)

was used to test the relationship between ERT, ethnicity,

marital status, educational level, maternal status,

financial security and the result of the Life Satisfaction

Scale. Student-Newman-Keuls Procedure was used as ad hoc

tests on the ANOVA's and a multiple regression analysis was

performed. The Statistical Package for the Social Sciences

(SPSS-X, 1988) program was used in performing the

statistical analyses at the University of North Texas

Computer Center.



CHAPTER IV

ANALYSIS OF DATA

A cover letter (Appendix A), survey (Appendix B) and a

stamped self-addressed envelope were mailed to the home of

each subject. The addresses were obtained from the teacher

organization directory. The survey was designed to measure

perceived life satisfaction of respondents and correlate it

with eight demographic items. From the data generated on

the returned surveys, the following six hypotheses were

tested using the methods outlined in the previous chapter:

1. A significant difference exists between the use of

ERT and the score on the Life Satisfaction Scale (LSS).

2. A significant difference exists between the

ethnicity of a woman and the score on the LSS.

3. A significant difference exists between the marital

status of a woman and the score on the LSS.

4. A significant difference exists between the

educational level of the woman and the score on the LSS.

5. A significant difference exists between the

maternal status of the woman and the score on the LSS.

6. A significant difference exists between the

financial security of the woman and the score on the LSS.

33
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Description of the Sample

The sampling frame for this study consisted of 200

female employees of an independent school district (N=200)

in the State of Texas, who were born in 1940 or before.

Within ten days of mailing, 125 surveys were returned. This

translates into a usable return rate of 63%.

Descriptive Data

Table 1 presents the age of the sample. The majority

of the subjects were between the ages of 50-55 (53.6%),

while 27.2% were between the ages of 56-60 and 16% were 61-

65.

Table 1

Age of Subjects (N=125)

Frequency Percent

50-55 67 53.6

56-60 34 27.2

61-65 20 16.0

66-70 2 1.6

71-75 2 1.6
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As seen in Table 2, married women were in the majority

(76.8%) with divorced women comprising only 15.2% of the

sample.

Table 2

Marital Status (N=125)

Frequency Percent

Married 96 76.80

Divorced 19 15.20

Widowed 8 6.40

Single 2 .01

Table 3 reported on the maternal status of subjects.

Not surprisingly, the overwhelming majority (96%) were

mothers.

As reported in Table 4, nearly all of the respondents

were white (94.4%), while 4% were Afro-American/Black and

1.6% were of Hispanic origin.
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Table 3

Maternal Status (N=125)

Frequency Percent

No children 5 4.0

One or more children 120 96.0

(Natural, adopted, step)

Table 4

Ethnicity (N=125)

Frequency Percent

Afro-American/Black 5 4.0

Whit e 118 94.4

Hispanic 2 1.6

Table 5 reports on the educational level achieved by

subjects. This sample was highly educated, with 41.6%

possessing graduate degrees, 13.6% with some graduate work,

11 IIIIIIIIIIII



13.6% with a baccalaureate degree, and 29.6% with a high

school diploma.

Table 5

Education (N=125)

Frequency

Less than High School

High School diploma

College degree

Some graduate work

Graduate degree

Percent

2

37

17

17

52

1.6

29.6

13.6

13.6

41.6

Table 6 shows response to the statement, "I feel

financially secure". Seventy-two percent of the respondents

agreed slightly, agreed somewhat or strongly agreed with the

statement.

Most of the women (93%), as reported in Table 7, were

either in process or had experienced natural or surgical

menopause.
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Table 6

Financial Security (N=125)

Frequency Percent

Strongly disagree 12 9.7

Disagree somewhat 9 7.3

Slightly disagree 13 10.5

Slightly agree 10 8.1

Agree somewhat 50 40.0

Strongly agree 24 24.2

Table 7

Menopause Status (N=125)

Frequency Percent

Natural 57 45.6

Surgical 38 30.4

In Process 21 16.8

Not in menopause 9 7.2

.......... mi
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As the average age of menopause in the United States is

50 years (Voda, 1983), the sample included only women who

were 50 years or older. As reported in Table 8, of these

women 57% had taken ERT; current users accounted for 40%,

with 17% reporting previous use of ERT. Fifty-four women

(43.5%) had never taken ERT.

Table 8

ERT Use

Frequency Percent

Current ERT Use 50 40.0

ERT Past or Present 71 57.0

Sever Taken ERT 54 43.5

As seen in Table 9, a majority (57%) of the sample

strongly disagreed with the statement, "My responses to most

of the above statements would have been different before

menopause". This strong disagreement related to the LSS

(items 1-28 of the survey).

I p
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Table 9

Response to LSS (N=125)

Frequency

No response

Strongly disagree

Disagree somewhat

Slightly disagree

Slightly agree

Agree somewhat

Strongly agree

Percent

3

71

16

15

12

3

4

2.4

57.3

12.9

12.1

9.7

2.4

3.2

Scores on the LSS ranged from 79 to 135. Of the women

on ERT, the highest mean scores on the LSS were found among

those who have been on ERT for 1-4 years and 5-9 years (see

Table 10). Interestingly, the women reporting that they

were not in menopause had the lowest LSS score while those

reporting natural or surgical menopause had the highest.

....II..
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Table 10

Life Satisfaction Scores by ERT and Menopause Status (N=125)

Variable Mean Score SD Min Max

No ERT

(n=75) 108.92

Current ERT

(n=50)

ERT under 1 yr

(n=19)

ERT 1-4 yrs

(n=20)

ERT 5-9 yrs

(n=15)

ERT 10-14 yrs

(n=8)

ERT 15+

(n=7)

Natural Men

Surgical Men

In process

No Men

109.26

105.263

110.550

110.533

106.

110.

109.789

109.632

108.048

104.333

10.369

10.812

13.144

12.228

12.955

11.735

5.627

10.915

11.374

9.151

6.0

82 130

131

80 123

89 130

84 131

89 124

103

80

82

87

95

117

131

126

127

111

IIIIII
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Table 11 reports lower life satisfaction score by the

71-75 and 61-65 age groups with the scores of the other

groups ranging from 108 to 112.

Table 11

Life Satisfaction Scores by Age (N=125)

Age Mean Score SD Min Max

50-55

(n=67) 108.164 9.825 80 127

56-60

(n=34) 112.324 10.727 85 131

61-65

(n=20) 106.850 11.056 82 122

66-70

(n=2) 112.5 14.849 102 123

71-75

(n=2) 102. 18.385 89 115

As reported in Table 12, a wide variance is found in

the LSS scores when compared to the response of "I feel

financially secure". Those who "strongly disagreed" with

that statement had a mean score of 102 while those who

"strongly agreed" reported a score of 115.
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Table 12

Life Satisfaction by Financial (N=125)

Response Mean Score

Strongly disagree

(n=12)

Disagree somewhat

(n=9)

Slightly disagree

(n=14)

Slightly agree

(n=ll)

Agree somewhat

(n=49)

Strongly agree

(n=30)

102.917

111.333

102.286

106.091

110.816

115.967

SD

13.754

9.247

10.986

9.628

9.660

10.040

Min Max

79

98.

79

85

89

91

130

124

119

119

130

135

Educational level in Table 13 revealed a great variance

ranging from a mean score of 93 for those "with less than a

high school education" to a score of 113 for those "with

some graduate work". The higher the score on the LSS, the

more satisfied the subject perceived her life to be.

... ..
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Table 13

Life Satisfaction Scores by Education (N=125)

Ed Level1 Mean Score SD Min Max

Under High School

(n=2)

HS diploma

(n=36)

College degree

(n=13)

Grad work

(n=21)

Grad degree

(n=53)

93.

106.361

110.923

113.190

111.528

9.899

11.502

10.751

6.462

11.627

86 100

79 130

91 123

101 124

79 135

Table 14 reflects the LSS scores for the ethnic,

marital and maternal variables. The majority of the

subjects were white with a mean score of 109. Ninety-five

subjects were married with children and had a mean score of

110.

i ~I I s II
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Table 14

Life Satisfaction Scores by Ethnic, Marital and Maternal

(N=125)

Group Mean Score SD Min Max

Afro-American

(n=5)

White

(n=118)

Hispanic

(n=2)

Single

(n=2)

Married

(n=95)

Divorced

(n=20)

Widowed

(n=6)

No children

(n=5)

Children

(n=120)

108.0

109.780

107.0

105.5

110.363

108.6

103.3

106.6

10.840

11.081

6.364

10.607

11.031

10.937

13.985

11.059

96 123

79 135

101 113

98 113

85 135

79 122

79 115

98 123

110.1 11.165 79 135



Non-Descriptive Data

For this study, six hypotheses were developed to

determine if there are significant differences on the LSS

for this sample and if the variables of ERT, ethnicity,

marital status, educational level, maternal status and

financial security had any relationship to the score of the

LSS. Significance level was set at p < .05. Two hypotheses

showed results that are statistically significant.

Hypotheses 4 states that "a significant difference exists

between the educational level of the woman" and the score on

the LSS. As shown in Table 15 an ANOVA was performed and

indicated a significant retention interval effect,

F(4,124)=116.49, p < .02, was found.

Table 15

Variable LSS by Variable Education (N=125)

Source D.F. Mean Squares F Ratio F Prob

Between Groups 4 350.9814 3.0111 .0208

Within Groups 120 116.4973

Total 124

To determine if any of the educational groups (less

than high school, high school, college, graduate work,

46



graduate degree) had a larger effect on the overall F Value,

a multiple range test was performed. The Student-Newman-

Keuls Procedure found that no two groups were significantly

different at the .05 level.

Hypotheses 6 states that "there is a significant

difference between the financial security of a woman and the

score on the LSS. " An ANOVA, reported in Table 16, was

performed and indicated a significant retention interval

effect, F(5,124)=106.41, p < .0003.

Table 16

Variable LSS by Variable Financial (N=125)

Source D.F. Mean Squares F Ratio F Prob

Between Groups 5 543.9607 5.1118 .0003

Within Groups 119 106.4117

Total 124

47
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Table 17

Student-Newman-Keuls Procedure (N=125)

Group 3 1 4 5 2 6

(slightly disagree) 3

(strongly disagree) 1

(slightly agree) 4

(agree somewhat) 5 * *

(disagree somewhat) 2

(strongly agree) 6 * * *

A multiple range test was performed to determine if any

of the financial security groups (1=strongly disagree,

2=disagree somewhat, 3=slightly disagree, 4=slightly agree,

5=agree somewhat, and 6=strongly agree) had a larger effect

on the overall F value. A Student-Newman-Keuls Procedure

produced the results found in Table 17.

The results indicate that groups 5 and 6 generated a

significant difference between groups 3 (slightly disagree)

and 1 (strongly disagree) for group 5 (agree somewhat).

There was also a significant difference between groups 3, 1

and 4 (slightly agree) for group 6 (strongly agree).

Table 18 shows the results of a stepwise multiple

regression test using the variables "Financial", "ERT",

"Educational ", "Ethnic" and "Maternal" to predict the
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variance in the Life Satisfaction Scale. The overall model

is significant, F(1,123)=15.69, p=.0001. The total variance

impacting LSS is 11%. "Financial security" was the only

significant predictor, T=3.96, p < .0001.

Table 18

Multiple Regression Analysis (Stepwise) (N=125)

D.F. Sum of Square Mean Square

Regression 1 1740.02 1740.02 F=15.68

Residual 123 13642.77 110.91 P=.0001



CHAPTER V

RESULTS, DISCUSSION,

IMPLICATIONS, AND RECOMMENDATIONS

The purpose of this study was to examine the

relationships between ERT and the scores on the LSS of post

menopausal women. The literature review indicated many

other variables that might affect life satisfaction such as

coping response, social network, control of physical and

emotional states and physical health. The variables

examined in this study were ERT, ethnicity, marital status,

educational level, maternal status and perception of

financial security.

Results

This study examined six hypotheses. The first stated

"a significant difference exists between the use of ERT and

the score on the Life Satisfaction Scale (LSS). This study

revealed no effect on the LSS with the use of ERT. Of the

sample (125), only nine women reported to be pre-menopausal.

The women ranged in age from 50 to 75 and 69 of these women

reported using ERT now or in the past. Women never using

ERT numbered 54.

Hypothesis two looked at the effect the ethnicity of a

woman had on the score of the LSS. White women numbered 118

of the sample with the remainder being Black (five) and

50
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Hispanic (two). No significance could be found for this

variable.

Hypothesis three stated "a significant difference

exists between the marital status and the score on the LSS".

There were two single subjects, three were divorced and 95

married women. No significant difference was found between

these groups and the LSS scores.

"A significant difference exists between the

educational level of a woman and the score on the LSS" is

the fourth hypothesis. The subjects' educational levels

ranged from less than a high school diploma to graduate

degrees. Analyses showed a significant impact on the LSS

for women with higher levels of education. The women who

scored highest on the LSS were those with college degrees

and some graduate work.

Hypothesis five looked at differences between the

maternal status of women and the score on the LSS. Only

five of the subjects had no children while 120 reported

having natural, adopted or step children. Analyses revealed

no significance between maternal status and the score on the

LSS.

Perception of financial security was examined in

hypothesis six. Analyses showed that this variable had a

significant bearing on the LSS score. The more financially

secure a woman perceived herself, the higher her LSS score.
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Discussion

This study looked at a small sample of a rapidly

growing group of women. Menopausal women will exceed 50

million in the United States by the year 2010 (Kase, 1991).

Life satisfaction is a very important part of the lives of

those millions of women. Menopause and ERT was thought to

have a large impact on life satisfaction. This study's

findings supported the opinion of Karen Matthews of the

University of Pittsburgh who reported that her sample of

menopausal women were "no more stressed or depressed than

non-menopausal women" (Kase, 1991). The mean scores on the

LSS ranged from 108 for women who had never taken ERT to 110

for women who have used it for one to nine years. LSS

scores revealed that women who have not yet experienced

menopause have lower life satisfaction than women who have

experienced natural or surgical menopause.

Although no statistical significance was found for the

variable of age, higher scores on the LSS are found for the

women who are in the 56-60 and 66-70 age groups. The

literature reports a high correlation between health and

life satisfaction (Lohr, 1988). The low LSS scores for the

women in the 71-75 and 61-65 age groups could possibly be

explained by the presence of health problems. However, this
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factor was not examined in this study and due to the small

numbers in the groups, it was impossible to make any

judgements according to the results of this study, ethnicity

has no significant impact on LSS with the overwhelming

majority of subjects being white. Married women had a

higher mean LSS than divorced women, while singles scored

higher than widows. These results were consistent with a

1989 study which reported higher life satisfaction for

single women than for widows. The discrepancy in LSS score

could be explained thusly: widows must change their

identity, while single women maintain the same identity

through the aging process.

Women with children had a higher LSS score than those

without children. Rice (1989) reports that family members

are not as important to older women then they are to middle

aged women. If 50-55 can be considered "middle aged", then

over half of this sample can be included in that group.

Women who report that they are not in menopause have a

lower LSS score than women who report that they are in the

process of menopause or who have experienced natural or

surgical menopause. With the negative press surrounding

menopause, premenopausal women may have a negative attitude

toward menopause and the aging process, thus creating

unnecessary fear and dissatisfaction for them. Post

menopausal women may report being more satisfied with life
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since they have reached an important milestone in their

adult life. Having experienced and survived menopause may

help alleviate unnecessary and misplaced anxiety and

dissatisfaction. Post menopausal women who are employed

report being more secure and content with life (Bearon,

1989). They anticipate few major changes ahead and they are

still reasonably healthy to enjoy life and family.

Those who strongly agree with the statement "I feel

financially secure", have the highest LSS score. This

perception of financial security may be a result of

selectively comparing themselves with other women in the

same financial state (Major, 1988).

Capsi's study (1986) found that intellectual skills

predict life satisfaction in old age for the working class

woman. This study examined only working women and their LSS

scores rose as their educational level increased. In this

study, the low LSS score for women without a high school

diploma could be explained by the tendency women have of

comparing themselves to others in similar situations (Major,

1988). In this public school setting, most of the women

have at least a college degree.

It was hypothesized that ERT would play an important

part in the quality of life of post menopausal women. This

study did not find that to be true. Instead, education and

financial security were found to significantly affect a
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woman's perception of her life satisfaction. This study

found that a woman with more education reported a higher

quality of life satisfaction; not surprisingly, these women

also reported greater financial security.

Implications

This study found that ERT had no significant effect on

the quality of life satisfaction of post menopausal women;

however, perception of financial security and educational

level were significant predictors of life satisfaction.

With the current trend of women outliving men, and the

need for older women to rely almost exclusively on their

social security and pension funds for livelihood, it is

disturbing that their life satisfaction will be so involved

with their perception of financial security. How are poor,

post menopausal women going to experience any life

satisfaction given the current economic instability, where

their pensions and savings are incrementally decreased and

devalued?

Interestingly, the answer seems to be related to the

other factor that correlates with life satisfaction:

educational level. Women with tertiary educational levels

reported higher life satisfaction than women with only high

school degrees, regardless of their menopausal status.

Obviously, to improve life satisfaction of post menopausal

women, it would be prudent to provide opportunities and
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encouragement for them to pursue tertiary education. A

college or professional degree seems to positively affect

the quality of life for post menopausal women. Programs at

universities and colleges that cater to the returning older

female student will go a long way to improving the quality

of life for this population.

Even though ERT was shown to be not significantly

correlated with life satisfaction, it would still be

advisable for post menopausal women to receive estrogen for

health benefits, to include: prevention of coronary heart

disease, prevention of bone loss, control of hot flashes,

and vaginal dryness. Further, ERT may have a secondary

effect on life satisfaction that was not measured by our

study. Since ERT provides such significant physical

benefits (Rubin, 1991), it may enable post menopausal women

to continue working and functioning in a healthy manner.

Being gainfully employed obviously contributes to life

satisfaction and provides for their financial security, thus

contributing to their overall life satisfaction.

Recommendations

1. It is recommended that further studies be done

involving ERT with physical well-being, including

cardiovascular status and bone density and its effect on

life satisfaction.
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2. A study with a larger random sample involving

employed and unemployed post menopausal women to include

other ethnic groups would help determine the role of

employment and race in the etiology and treatment of

menopause.

3. A study involving post menopausal business and

professional executives, blue collar employees, clerical

workers, and retail workers would shed light on the

interaction of menopause and occupation.

4. A longitudinal study following a cohort of

premenopausal women through their menopause would help

determine the roles and functions of a host of factors:

health status, educational status, vocational status and

ERT.

5. An experimental study using pre-post LSS tests with

ERT and non-ERT users could determine any change in the

woman's perception of her life satisfaction.
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Spring, 1991

Dear

You are among a select group of women who are being

asked to assist with a research project on estrogen

replacement therapy and its relationship to life

satisfaction.

Information gathered will be used for group statistical

analysis only. We assure you that your responses will be

kept anonymous and confidential.

You will find the directions at the beginning of the

attached survey. Would you please first read the

directions, and then each item carefully? Decide on your

response based on the provided scale. There are no right or

wrong answers.

Please make sure you have responded to all the items.

Return the completed survey to me in the enclosed stamped

envelope.

Thank you for your cooperation.

Sincerely yours,

Sandra Papich, R.N.
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Directions: Read each statement and ask yourself if you agree
or disagree with it. Indicate how much you agree or disagree
by placing a large "X" in one of the boxes to the right of the
statement. For example, if you slightly disagree with the
statement "Usually I like what I'm doing" place an "X" in the
box that corresponds to the "Slightly Disagree" statement at
the top of the column. Please answer all questions and do not
erase.

a=Strongly Disagree
b=Disagree Somewhat
c=Slightly Disagree
d=Slightly Agree
e=Agree Somewhat
f=Strongly Agree

Example: Usually. I like what
I- A- doin-
1. As I grow older, things
seem better than I thought they
would be.

2. I have gotten more of the
breaks in life than most of the
people I know.

3. This is the worst time of
my life.

4. This is the best time of my
life.

5. I expect some interesting
and pleasant thing to happen to
me in the future.

6. The things I do are
interesting to me.

7. I feel worn out and
somewhat tired.

8. As I look back on my life,
I am fairly well satisfied with
it.

A B C D E F

X

______ I.

I

of



a=Strongly Disagree
b=Disagree Somewhat
c=Slightly Disagree
d=Slightly Agree
e=Agree Somewhat
f=Strongly Agree

9. I would not change my past
life even if I could.

10. Compared to other women my
age, I look pretty good.

11. 1 have made plans for
thing I'll be doing a month or
a year from now.

12. When I think back over my
life, I didn't get most of the
important things I wanted.

13. Compared to other people,
I get down in the dumps too
often.

14. I've gotten pretty much
what I expected out of life.

15. In spite of what people
say, life conditions of the
average person are getting
worse, not better.

16. I am in good health
without symptoms of illness.

17. 1 am pleased with my
physical stamina, energy and
strength.

18. I am in touch with my
inner feelings and I can
express my emotions.

o2

A B C D E F

I

r q

i



a=Strongly Disagree
b=Disagree Somewhat
c=Slightly Disagree
-d=Slightly Agree
e=Agree Somewhat
f=Strongly Agree

19. 1 am mentally alert.

20. I feel that I am
stimulated intellectually.

21. 1 feel that I am
emotionally unstable these days
and often scared.

22. I have intimate
friendships and relationships.

23. 1 feel that I am not
helpful to others or forgiving
and in conflict with others.

24. I quarrel often with
family members.

25. I am satisfied with my
family life.

26. 1 have a sense of purpose
while living a worthy and
meaningful life.

27. I am without hope.

28. My life style can be
described as too fast.

29. My responses to most of
the above statements would have
been different before
menopause.

30. 1 feel financially secure.

63

A B C D E F

1~* ~-1 1-1

-I-, I I.1 I
I 

1

I _

-__

- - - _________ .1



64

31. Choose ONE of the following:

1. I am currently taking estrogen replacement
(Ex.: Premarin)

2. I have taken estrogen replacement
1. 15 years or longer 4. 1-4 yrs.
2. 10 - 14 yrs. 5. under 1
3. 5 - 9 yrs.

3. 1 have never taken estrogen replacement

32. My age is: (Choose one)

1. 50-55 4. 66-70
2. 56-60 5. 71-75
3. 61-65 6. 76 or older

33. I have gone through menopause: (Choose one)

1. yes, natural 3. in process
2. yes, surgical 4. no

34. My marital status is: (Choose one)

1. Single, never married
2. Married 4. Separated
3. Divorced 5. Widowed

35. I have: (Choose one)

1. No children
2. One or more children (natural, adopted, step)

36. I have: (Choose one)

1. Less than a high school diploma
2. A high school diploma
3. A college degree
4. Some graduate work
5. Graduate or professional degree

37. I am: (Choose one)

1. Afro-American/Black 4. Asian
2. White 5. American-Indian
3. Hispanic 6. Other
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