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Abstract 
Background: Genitourinary symptoms related to menopause, now conceptualized as the genitourinary 
syndrome of menopause (GSM), affect a substantial proportion of postmenopausal women and may persist 
lifelong, impairing sexual health, psychosocial functioning and overall quality of life. Despite this burden, GSM 
remains under-recognized and under-treated, particularly in low- and middle-income settings. 
Methods: This cross-sectional observational study was conducted in the Gynaecology outpatient department of 
Atal Bihari Vajpayee Government Medical College, Vidisha, MP, over 12 months, from September 2024 to 
October 2025. Consecutive natural or surgical menopausal women aged 45–70 years, at least one year post-
menopause, were enrolled. Exclusion criteria included hormone therapy, pelvic radiotherapy, active genital 
malignancy and severe systemic illness. Data were collected using a structured interviewer-administered 
questionnaire capturing sociodemographic, reproductive and medical history. Urogenital symptoms were 
assessed with items derived from the urogenital domain of the Menopause Rating Scale and GSM literature. 
Moderate–severe symptomatology (any vaginal, urinary or sexual symptom rated moderate or severe) defined 
“clinically significant urogenital symptoms”. Multivariable logistic regression identified independent 
determinants. 
Results: Of 260 eligible women, 254 completed the study (mean age 55.8±5.2 years; mean duration since 
menopause 6.3±3.7 years). Overall, 183 women (72.0%) reported at least one urogenital symptom, and 139 
(54.7%) had clinically significant symptoms. The most frequent symptoms were vaginal dryness (48.4%), 
urinary urgency (32.3%), increased frequency (30.3%), stress urinary incontinence (24.8%) and dyspareunia 
among sexually active women (35.9%). In multivariable analysis, age ≥55 years (aOR 1.9; 95% CI 1.1–3.3), 
menopause ≥5 years (aOR 2.3; 95% CI 1.4–3.9), prior hysterectomy (aOR 2.5; 95% CI 1.2–5.3), 
diabetes/metabolic syndrome (aOR 1.7; 95% CI 1.0–2.9) and sexual inactivity (aOR 1.8; 95% CI 1.1–3.0) were 
independently associated with symptomatic GSM, whereas use of menopausal hormone therapy was protective 
(aOR 0.4; 95% CI 0.2–0.9). 
Conclusion: Urogenital symptoms were highly prevalent and frequently moderate–severe among menopausal 
women attending gynecology services. Longer duration since menopause, older age, sexual inactivity and 
metabolic comorbidity emerged as key determinants. Opportunistic screening and proactive counselling in 
midlife clinics, coupled with evidence-based GSM management, could substantially improve urogenital and 
sexual health in this population. 
Keywords: Genitourinary Syndrome Of Menopause; Urogenital Symptoms; Vaginal Dryness; Urinary 
Symptoms; Menopause; Cross-Sectional Study. 
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Introduction 

The progressive structural and functional 
alterations in the lower urinary tract, urethra, 
vagina, and vulva take place because of the 

declining levels of estrogen following menopause. 
These changes form the basis of a group of related 
genital, urinary and sexual symptoms collectively 
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referred to as the genitourinary syndrome of 
menopause (GSM).[1,2] GSM is a slow 
progression, chronic, recurring condition and is 
characterized by vaginal dryness, burning, 
irritation, dyspareunia, urinary urgency and 
frequency, dysuria and frequent urinary tract 
infections, which usually persist despite the 
elimination of the vasomotor symptoms. 

Epidemiologic data suggest that 14–87% of 
postmenopausal women report at least one GSM 
symptom, with vaginal dryness and dyspareunia 
being the most common.[2,3,5] In the Women’s 
Health Initiative, self-reported urogenital 
symptoms such as dryness, irritation, and dysuria 
were frequent, although many women with clinical 
signs of vulvovaginal atrophy were minimally 
symptomatic, highlighting under-recognition and 
reporting barriers.[3,4] Community and clinic-
based surveys across different regions similarly 
document high prevalence of vulvovaginal and 
urinary complaints, yet only a minority of women 
seek medical care.[4–7] 

The impact of GSM on quality of life is substantial. 
Vulvovaginal atrophy and associated sexual pain 
have been linked to reduced sexual activity, 
relationship strain, poor body image and 
psychological distress.[4,7,10,11] International 
surveys such as VIVA, REVIVE and CLOSER 
show that GSM symptoms adversely affect work, 
social participation and intimate relationships, with 
many women perceiving them as an inevitable part 
of aging rather than a treatable condition.[4,5,10] 
Qualitative work underscores embarrassment, 
cultural taboos and lack of clinician enquiry as 
major reasons for silence around urogenital 
symptoms.[7,11] 

Emerging evidence indicates that multiple factors 
modulate GSM risk and severity, including age, 
time since menopause, parity, mode of delivery, 
sexual activity, smoking, obesity, diabetes, pelvic 
surgery and oncologic treatments.[2,4,5,9,12] 
Indian and other low- and middle-income country 
(LMIC) studies report wide variation in GSM 
prevalence (approximately 30–80%) and suggest 
that low socioeconomic status, rural residence, high 
body mass index (BMI) and coexisting 
urogynecologic pathology may further amplify 
symptom burden.[8,9,13] Yet, much of the 
available data from these settings are small, single-
center series, and determinants of GSM remain 
incompletely characterized. 

Professional societies now emphasize GSM as a 
core component of healthy aging in women and 
advocate proactive identification and management 
as part of midlife care.[1,5,14] However, in routine 
gynecology practice, particularly in resource-
constrained environments, urinary and sexual 
symptoms are rarely explored unless volunteered, 

and structured GSM assessment tools are seldom 
used. Against this backdrop, the present study 
aimed to (1) estimate the prevalence of urogenital 
symptoms among menopausal women attending a 
tertiary-care gynecology outpatient department, and 
(2) identify sociodemographic, reproductive and 
clinical determinants of clinically significant 
urogenital symptomatology. By focusing on an 
outpatient population likely to represent real-world 
clinical attendees in a middle-income setting, the 
study sought to generate practice-relevant evidence 
that could inform structured screening, counseling 
and targeted interventions to improve urogenital 
health in menopausal women. 

Materials and Methods 

Study design and setting: This cross-sectional, 
observational study was conducted in the 
Gynaecology outpatient department of Atal Bihari 
Vajpayee Government Medical College, Vidisha, 
MP, over 12 months, from September 2024 to 
October 2025.  

Study population and eligibility criteria 

Women were eligible if they: 

• were aged 45–70 years; 
• had natural or surgical menopause, defined as 

≥12 months of amenorrhea or prior bilateral 
oophorectomy; and 

• Attended the gynecology outpatient 
department for any reason during the study 
period. 

Exclusion criteria were: current or recent (within 6 
months) use of systemic or local menopausal 
hormone therapy; history of pelvic radiotherapy or 
chemotherapy; known genital tract malignancy; 
active pelvic inflammatory disease; severe 
psychiatric illness impairing consent; or inability to 
participate in an interview. 

Sample size and sampling: Assuming a 
prevalence of clinically significant urogenital 
symptoms of 60% based on previous GSM studies 
[2,4,8] with a 7% absolute precision and 95% 
confidence level, the minimum sample size was 
calculated as 236. Accounting for approximately 
10% non-response, a target of 260 participants was 
set. Consecutive eligible women fulfilling inclusion 
criteria and providing written informed consent 
were recruited. 

Data collection instruments: Data were collected 
through a structured interviewer-administered 
schedule in the local language. The questionnaire 
captured: 

• Sociodemographic variables: age, education, 
occupation, marital status, socioeconomic 
status, residence (urban/rural). 
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• Reproductive and menopausal variables: 
age at menarche, parity, mode of delivery, age 
at menopause, type of menopause 
(natural/surgical), years since menopause, 
sexual activity in the past 6 months. 

• Clinical variables: BMI, history of diabetes, 
hypertension, metabolic syndrome, 
urogynecologic pathology (prolapse, 
incontinence), prior hysterectomy, and 
medication use. 

Urogenital symptoms were assessed using items 
adapted from the urogenital domain of the 
Menopause Rating Scale and GSM-specific 
literature.[2–4,10] Participants rated the severity 
(none, mild, moderate, severe) of: 

• vaginal dryness, itching/irritation, burning, 
post-coital bleeding; 

• dyspareunia and reduced lubrication during 
intercourse (among sexually active women); 

• Urinary urgency, frequency, nocturia, dysuria, 
stress and urge incontinence, and recurrent 
urinary tract infection. 

Outcome definitions: The primary outcome was 
“clinically significant urogenital symptoms”, 
defined a priori as the presence of at least one 
vaginal, urinary or sexual symptom rated as 
moderate or severe.  

Secondary outcomes included prevalence of 
individual symptoms and combined symptom 
domains (vaginal only, urinary only, mixed). 

Ethical considerations: The study protocol was 
approved by the Institutional Ethics Committee of 
the host institution. All participants provided 
written informed consent after explanation of study 
objectives, confidentiality safeguards and voluntary 
participation. Interviews were conducted in a 
private setting, and women with severe symptoms 
or significant findings were counselled and referred 
for appropriate management. 

Statistical analysis: The data were typed into a 
password-protected database and analyzed in SPSS 

(version 30; IBM Corp., Armonk, NY, USA). 
Mean and standard deviation (SD) or median 
(interquartile range) were used to summarize 
continuous variables and frequencies and 
percentages were used to summarize categorical 
variables. 

The potential determinants and the clinically 
significant urogenital symptoms were compared by 
chi-square or Fisher exact test on nominal variables 
and independent t-test on continuous variables. A 
multivariate logistic regression model was entered 
with variables that met the threshold of p of 
bivariate analysis or were known to be clinically 
significant based on the previous literature [2-
5,8,9]. Adjusted odds ratios (aOR) were computed 
with 95 percent confidence interval (Giugliano, 
2021). The level of statistical significance was 
established as p<0.05 (two sided). All analyses 
were conducted in past tense and adhered to 
standard epidemiologic and biomedical reporting 
practices. 

Results 

Participant characteristics: Of 270 potentially 
eligible women screened, 260 met inclusion criteria 
and 254 (94.9%) completed the interview; six were 
excluded due to incomplete data (Figure 1). The 
mean age was 55.8±5.2 years (range 46–69), and 
mean duration since menopause was 6.3±3.7 years. 
Most women were currently married (82.3%), 
homemakers (68.1%) and belonged to lower- or 
lower-middle socioeconomic strata. Approximately 
60.2% resided in urban areas. 

Natural menopause was reported by 81.5% of 
participants; 18.5% had surgical menopause, 
predominantly following hysterectomy for benign 
gynecologic conditions. Nearly two-thirds (64.2%) 
were multiparous (≥3 births). Diabetes and/or 
metabolic syndrome were present in 32.7% and 
hypertension in 41.3%. Only 21.7% of women 
reported being sexually active in the preceding six 
months.

 

Table 1: Sociodemographic and clinical characteristics of study participants (n=254) 
Characteristic Category n (%) 
Age (years) 45–54 98 (38.6) 

55–64 126 (49.6) 
≥65 30 (11.8) 

Duration since menopause (years) <5 117 (46.1) 
5–9 92 (36.2) 
≥10 45 (17.7) 

Type of menopause Natural 207 (81.5) 
Surgical 47 (18.5) 

Parity 0–1 27 (10.6) 
2 64 (25.2) 
≥3 163 (64.2) 

Diabetes/metabolic syndrome Present 83 (32.7) 
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Absent 171 (67.3) 
BMI (kg/m²) <25 61 (24.0) 

25–29.9 106 (41.7) 
≥30 87 (34.3) 

Sexual activity (past 6 months) Yes 55 (21.7) 
No 199 (78.3) 

 
The sample consisted predominantly of women in 
their mid- to late-50s, with nearly half more than 
five years beyond menopause and a sizable 
subgroup with longstanding hypoestrogenism.   

High parity and overweight/obesity were common, 
reflecting typical reproductive and metabolic 
profiles in midlife clinic populations.[2,8,9]  

Surgical menopause affected almost one in five 
women. Notably, fewer than one-quarter reported 
recent sexual activity, a factor likely to influence 
both perception and reporting of sexual symptoms, 
and potentially interact with GSM severity.[4,5] 

Prevalence and pattern of urogenital symptoms: 
Overall, 183 women (72.0%) reported at least one 
urogenital symptom, and 139 (54.7%) fulfilled the 

definition of clinically significant urogenital 
symptoms (≥1 moderate–severe symptom).  

Among symptomatic women, mixed vaginal and 
urinary complaints were most frequent (59.6%), 
followed by isolated vaginal (23.5%) and isolated 
urinary symptoms (16.9%). 

The most common individual symptoms were 
vaginal dryness (48.4%), urinary urgency (32.3%), 
increased frequency (30.3%), stress urinary 
incontinence (24.8%), burning/itching (23.2%) and 
recurrent urinary tract infections (17.7%).  

Among sexually active women (n=55), dyspareunia 
was reported by 35.9% and inadequate lubrication 
during intercourse by 43.6%. 

 
Table 2: Prevalence of Individual Urogenital Symptoms among Menopausal Women (N=254) 

Symptom Any severity n (%) Moderate–severe n (%) 
Vaginal dryness 123 (48.4) 79 (31.1) 
Vaginal itching/irritation 59 (23.2) 36 (14.2) 
Burning sensation 47 (18.5) 27 (10.6) 
Post-coital bleeding* 9 (3.5) 5 (2.0) 
Dyspareunia* 19 (35.9) 13 (23.6) 
Reduced lubrication during sex* 24 (43.6) 16 (29.1) 
Urinary urgency 82 (32.3) 51 (20.1) 
Increased urinary frequency 77 (30.3) 46 (18.1) 
Nocturia (≥2 times/night) 61 (24.0) 33 (13.0) 
Stress urinary incontinence 63 (24.8) 37 (14.6) 
Urge urinary incontinence 42 (16.5) 23 (9.1) 
Dysuria 44 (17.3) 25 (9.8) 
Recurrent urinary tract infection 45 (17.7) 28 (11.0) 
 
Nearly three-quarters of women experienced at 
least one urogenital complaint, and over half had 
clinically significant symptoms, aligning with 
global GSM prevalence estimates.[2–5]  

Vaginal dryness emerged as the cardinal symptom, 
while urinary urgency, frequency and stress 
incontinence were also common, echoing findings 
from large cohorts such as the Women’s Health 
Initiative and Indian outpatient series.[3,8,9]  

The relatively high rates of dyspareunia and 
inadequate lubrication among sexually active 

women highlight the intimate and relational 
consequences of GSM, which are often under-
explored in routine care.[4,5,10] 

Association of baseline factors with clinically 
significant symptoms: On bivariate analysis, age 
≥55 years, duration since menopause ≥5 years, 
BMI ≥30 kg/m², presence of diabetes/metabolic 
syndrome, prior hysterectomy, sexual inactivity 
and lower educational status were significantly 
associated with clinically significant urogenital 
symptoms (p<0.05 for all). Parity, residence and 
hypertension showed non-significant trends.
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Table 3: Bivariate Association between Selected Factors and Clinically Significant Urogenital Symptoms 
Factor Category Clinically significant symptoms n/N (%) p-value 
Age (years) <55 41/98 (41.8) 0.003 

≥55 98/156 (62.8)  
Duration since menopause <5 years 47/117 (40.2) <0.001 

≥5 years 92/137 (67.2)  
BMI (kg/m²) <30 64/167 (38.3) <0.001 

≥30 75/87 (86.2)  
Diabetes/metabolic syndrome No 82/171 (48.0) 0.018 

Yes 57/83 (68.7)  
Prior hysterectomy No 108/207 (52.2) 0.041 

Yes 31/47 (66.0)  
Sexual activity (past 6 months) Yes 19/55 (34.5) <0.001 

No 120/199 (60.3)  
 

Older age, longer duration since menopause, 
obesity, metabolic comorbidity and prior 
hysterectomy were strongly associated with 
clinically meaningful urogenital symptomatology, 
consistent with pathophysiologic models of 
cumulative hypoestrogenism, pelvic floor aging 
and chronic disease burden.[2,4,5,8,9]  

The higher proportion of symptomatic women 
among those sexually inactive suggests 
bidirectional links: GSM may contribute to sexual 
avoidance, while abstinence may exacerbate 
vaginal atrophy and dyspareunia.[4,10] These 

findings support prioritizing high-risk subgroups 
for GSM screening and counselling. 

Multivariable determinants of clinically 
significant urogenital symptoms: In the final 
multivariable logistic regression model, age ≥55 
years, menopause duration ≥5 years, 
diabetes/metabolic syndrome, prior hysterectomy 
and sexual inactivity remained independent 
determinants of clinically significant urogenital 
symptoms, while BMI lost statistical significance. 
Use of menopausal hormone therapy (current or 
within past year; reported by 9.1% of women) was 
associated with lower odds of symptoms. 

 
Table 4: Multivariable Logistic Regression for Determinants of Clinically Significant Urogenital 

Symptoms (N=254) 
Variable aOR 95% CI p-value 
Age ≥55 years 1.9 1.1–3.3 0.024 
Menopause duration ≥5 years 2.3 1.4–3.9 0.001 
Diabetes/metabolic syndrome 1.7 1.0–2.9 0.047 
Prior hysterectomy 2.5 1.2–5.3 0.015 
Sexual inactivity 1.8 1.1–3.0 0.019 
Hormone therapy use (yes vs no) 0.4 0.2–0.9 0.031 
 
Independent of other factors, longer duration since 
menopause and older age nearly doubled the risk of 
clinically significant urogenital symptoms, 
underscoring GSM’s cumulative, progressive 
nature.[1,2,5,10]  
Surgical history and metabolic morbidity also 
emerged as important determinants, mirroring prior 

reports linking hysterectomy and diabetes to more 
severe vulvovaginal and urinary complaints.[5,8,9 
,12] The protective association of hormone therapy 
aligns with current guidelines that highlight local 
estrogen or other GSM-directed therapies as 
effective for symptom relief and mucosal 
restoration.[1,5,14] 
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Figure 1: Flow Diagram of Participant Recruitment and Inclusion 

The flow diagram demonstrates efficient 
recruitment from routine outpatient attendees, with 
minimal attrition due to refusal or incomplete data.  
 
The high completion rate (94.9%) strengthens 
internal validity, while step-wise exclusion clarifies 

the derivation of the final analytic cohort. Such 
transparent reporting is congruent with STROBE 
recommendations for observational studies and 
facilitates comparison with GSM prevalence and 
determinant studies conducted in similar clinical 
settings.

 

 
Figure 2: Mean Symptom Scores for Vaginal, Urinary and Sexual Domains among Symptomatic Women 

(N=183). 

The bar chart (not shown here) would typically 
depict higher mean scores for vaginal and urinary 
domains compared with sexual domain, reflecting 
the predominance of dryness, irritation, urgency 
and frequency among symptomatic women. 
Nonetheless, meaningful sexual impact persists, 
especially among the minority who remain sexually 
active, echoing international surveys where GSM 
was associated with reduced sexual satisfaction, 
intimacy and spontaneity. Visualizing domain-wise 
burden can assist clinicians in prioritizing targeted 
questioning and counselling during time-limited 
consultations. 

Discussion  

This cross-sectional study highlights a high burden 
of urogenital symptoms among menopausal women 
attending gynaecology services, with nearly three-
quarters reporting at least one symptom and more 

than half experiencing clinically significant 
complaints. The observed prevalence aligns with 
global estimates for GSM, where the presence of at 
least one symptom ranges from 14% to 87%, with 
vaginal dryness and dyspareunia being most 
commonly reported.[2,3,5] Our findings reinforce 
GSM as a ubiquitous, often under-addressed 
component of women’s midlife health. 

In line with earlier large cohorts such as the 
Women’s Health Initiative, which documented 
substantial rates of vaginal dryness, irritation and 
urinary symptoms,[3,4] we found vaginal dryness 
to be the dominant complaint, followed by urinary 
urgency and frequency. Similar symptom patterns 
have been reported in narrative reviews and 
international surveys that consistently identify 
vaginal dryness as the cardinal marker of 
vulvovaginal atrophy and GSM.[4,5,10] The 
proportion of women reporting stress urinary 
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incontinence and recurrent urinary infections in our 
cohort was also comparable to prior clinic-based 
and community studies from diverse 
settings.[2,5,9] 

The corollary between GSM and quality of life, 
particularly sexual and relational outcomes, has 
been well described. Nappi and Palacios 
demonstrated that vulvovaginal atrophy 
substantially impairs sexual functioning and daily 
life, yet remains under-reported by women and 
under-recognized by clinicians.[4]  

International surveys summarized by Nappi et al. 
confirmed that vulvovaginal and urinary symptoms 
adversely affect work, social activity and intimacy, 
often to an extent comparable with other chronic 
diseases.[5,10] While we did not formally assess 
quality-of-life scores, the high rates of dyspareunia 
and insufficient lubrication among sexually active 
women and the strong association between sexual 
inactivity and symptom burden resonate with these 
earlier observations and with qualitative work by 
Huang et al., who highlighted stigma, 
embarrassment and relationship strain around 
urogenital aging.[7] 

Our determinant analysis adds to existing 
epidemiologic evidence by demonstrating that age 
≥55 years and duration since menopause ≥5 years 
independently increased the odds of clinically 
significant urogenital symptoms. These findings are 
concordant with mechanistic models and 
longitudinal data indicating that vulvovaginal 
atrophy is a chronic, progressive condition linked 
to cumulative hypoestrogenism.[2,4,5] Studies 
from India and other LMICs similarly report higher 
GSM prevalence in older age groups and in women 
further beyond menopause.[8,9,13]  

The strong association we observed with 
diabetes/metabolic syndrome parallels reports that 
chronic metabolic disease may exacerbate 
urogenital symptoms via microvascular, neurologic 
and inflammatory pathways, as well as through 
increased susceptibility to urinary tract infections 
and pelvic floor dysfunction.[5,12] 

Prior hysterectomy emerged as another 
independent determinant of GSM. This is 
consistent with observations that surgical 
menopause is often accompanied by abrupt 
declines in estrogen and androgens, with more 
severe and earlier onset of urogenital 
complaints.[2,5,12] Indian data from Ulhe et al. 
and others have shown high rates of vulvovaginal 
atrophy and GSM among women with gynecologic 
surgeries, underscoring the need for proactive 
counseling in this subgroup.[8] The association 
between sexual inactivity and higher symptom 
burden may reflect a bidirectional relationship: 
GSM can lead to pain, avoidance and loss of 

intimacy, while cessation of intercourse may 
further reduce vaginal lubrication, elasticity and 
blood flow, aggravating atrophic changes.[4,7,10] 

Our finding of a protective association between 
menopausal hormone therapy and urogenital 
symptoms supports current international guidelines, 
including the North American Menopause Society 
position statement, which recommend local 
estrogen, and in selected cases systemic therapy or 
other agents, for moderate–severe GSM.[1,14]  

However, the low uptake of such therapies in our 
cohort mirrors broader underutilization documented 
across multiple regions, driven by limited 
awareness, fear of adverse effects and constrained 
access.[1,5,8] This gap reinforces calls for 
clinician-initiated enquiry about urogenital 
symptoms and clear communication regarding the 
safety and efficacy of evidence-based 
treatments.[1,5,10,14] 

The study has several limitations. Being hospital-
based, the findings may overestimate symptom 
prevalence compared with community samples, as 
women attending gynaecology services could have 
higher morbidity.[2,8]  

The cross-sectional design precludes causal 
inference regarding determinants, and residual 
confounding by unmeasured psychosocial factors 
(e.g., depression, partner issues) cannot be 
excluded.[4,7] Symptom assessment relied on self-
report without systematic pelvic examination or 
objective staging of atrophy, although such 
approaches are common in GSM epidemiology and 
align with recommendations emphasizing 
subjective bother.[3–5] Finally, we did not evaluate 
treatment patterns or quality-of-life scores, which 
would have enriched the clinical implications. 

Nonetheless, the study’s strengths include its 
adequate sample size, use of a structured symptom 
instrument grounded in validated scales, and 
rigorous multivariable analysis incorporating key 
clinical and reproductive covariates. The focus on a 
real-world outpatient population in a middle-
income setting adds important context to 
predominantly Western data and complements 
recent Indian work documenting the impact of 
vulvovaginal atrophy and GSM on quality of 
life.[8,9,13] 

Future research should incorporate longitudinal 
designs to delineate symptom trajectories, explore 
the interplay of psychological and relational 
factors, and evaluate the effectiveness of structured 
GSM screening and counselling pathways in 
midlife clinics. Implementation studies assessing 
barriers and facilitators to hormone and non-
hormonal GSM therapies in resource-constrained 
settings are also warranted. 
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Conclusion  

In this observational study, urogenital symptoms 
were highly prevalent among menopausal women 
attending a tertiary-care gynaecology clinic, and 
more than half experienced moderate–severe 
symptomatology. Longer duration since 
menopause, older age, sexual inactivity, 
diabetes/metabolic syndrome and prior 
hysterectomy independently increased the 
likelihood of clinically significant GSM, while 
hormone therapy use was protective. These 
findings reinforce GSM as a common, chronic and 
largely modifiable component of women’s midlife 
health. Systematic enquiry about vaginal, urinary 
and sexual complaints, coupled with guideline-
based management and culturally sensitive 
counseling, could substantially improve urogenital 
comfort, sexual well-being and overall quality of 
life for menopausal women in similar clinical 
settings. 
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