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Abstract

Objectives: To assess family physicians’ knowledge of menopause and hormone replacement therapy (HRT), their at-
titudes and referral behaviors, and predictors of adequate knowledge and confidence in counseling.
Methods: This cross-sectional questionnaire study included 250 family physicians. A 25-item instrument assessed de-
mographic and practice characteristics, knowledge of menopause and HRT, attitudes, and referral preferences. A 9-item 
knowledge score was categorized as low (≤4), moderate (5–6), or adequate (≥7). Multivariable logistic regression was 
used to identify predictors of adequate knowledge and counseling confidence.
Results: Overall, 105 respondents (42.0%) were family medicine residents, and 162 (64.8%) were women. Nearly half 
(46.4%) had received no structured education on menopause or HRT, and only 9.6% regularly followed current guide-
lines. The mean knowledge score was 6.36±1.74, and 104 physicians (41.6%) had adequate knowledge. Basic meno-
pause-related questions were answered correctly by most respondents, whereas knowledge of HRT indications (54.4%) 
and contraindications (43.6%) was weaker. Only 37.6% felt confident counseling patients about HRT, and 40.4% pre-
ferred to avoid HRT because of perceived risks. Adequate knowledge was associated with postgraduate training, regular 
guideline follow-up, and specialist status. Counseling confidence was associated with adequate knowledge and train-
ing but was inversely associated with risk-avoidant attitudes.
Conclusion: Family physicians had reasonable basic knowledge of menopause but important HRT-specific knowledge 
gaps, low counseling confidence, and risk-avoidant attitudes. Structured training and concise guidance may improve 
menopause management in primary care.
Keywords: Attitudes, Family, Health knowledge, Hormone replacement therapy, Menopause, Physicians, Practice, Pri-
mary health care
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Menopause is a universal reproductive transition, de-
fined retrospectively after 12 consecutive months of 

amenorrhea following the loss of ovarian follicular activity.
[1] The final years of ovarian function are characterized by 
increasingly erratic estrogen secretion and declining pro-
gesterone production rather than a gradual decline, which 
helps explain why symptoms during the menopausal tran-
sition are highly variable and often unpredictable.[2,3] Be-
cause life expectancy now extends well beyond the age 
of natural menopause, most women spend approximately 
one-third of their lives postmenopausally, and many seek 
care for symptoms such as vasomotor symptoms, sleep dis-
turbances, mood changes, and genitourinary syndrome of 
menopause (GSM).[1]

Hormone replacement therapy (HRT) remains the most ef-
fective treatment for moderate-to-severe vasomotor symp-
toms and GSM and is effective in preventing bone loss.[1,4] 

Following the initial reports from the Women’s Health Ini-
tiative, HRT prescribing declined sharply, and a degree of 
therapeutic caution has persisted among clinicians and 
patients alike.[4-6] Subsequent evidence has refined rather 
than overturned these findings: the balance between ben-
efits and risks depends on a woman’s age, time since meno-
pause, formulation and route of administration, and base-
line cardiovascular and thrombotic risk, with low absolute 
risks among symptomatic women who initiate treatment 
before 60 years of age or within 10 years of menopause.
[1,4] HRT is nevertheless contraindicated or requires caution 
in several well-defined circumstances, including a history 
of breast cancer, unexplained vaginal bleeding, active or 
previous venous thromboembolism, active liver disease, 
and established coronary or cerebrovascular disease.[7,8] 

Two scenarios warrant particular attention in primary care: 
GSM, which is common yet remains persistently underdi-
agnosed and undertreated,[9] and premature ovarian in-
sufficiency, for which early recognition and adequate hor-
mone replacement help protect bone, cardiovascular, and 
cognitive health.[10]

In most health care systems, the family physician is the 
first, and often the only, clinician whom a midlife woman 
consults regarding menopause.[11] Primary care therefore 
carries much of the responsibility for symptom assess-
ment, risk stratification, initial counseling, and timely refer-
ral. However, clinician surveys from several countries have 
repeatedly demonstrated inconsistent knowledge of HRT 
indications and contraindications, limited confidence in 
counseling, and reluctance to prescribe HRT driven more 
by concerns about harm than by individualized risk assess-
ment.[11-13] Structured education improves both knowledge 
and preparedness, but such training is inconsistently avail-
able during and after residency.[14] Patients themselves of-

ten hold inaccurate beliefs about menopause and HRT and 
rely on their physicians to correct them, sometimes in the 
context of poor-quality information obtained from social 
media and other lay sources.[15,16]

Data on menopause-related knowledge and attitudes to-
ward HRT among family physicians in Türkiye are limited, 
and few studies have examined which characteristics pre-
dict adequate knowledge or counseling confidence in this 
group. We therefore conducted a cross-sectional survey of 
family physicians to assess their knowledge of menopause 
and HRT, describe their attitudes and referral behaviors, 
and identify factors associated with adequate knowledge 
and confidence in counseling.

Methods

Study Design and Participants
We conducted a cross-sectional, questionnaire-based 
study among family physicians practicing in Türkiye and re-
ported the study in accordance with the STROBE statement 
for cross-sectional studies. Eligible participants were family 
medicine residents, family medicine specialists, and gen-
eral practitioners providing primary care to adult patients. 
The questionnaire was distributed electronically through 
professional networks, and responses were collected on-
line over a one-month period in 2026. Participation was 
voluntary and anonymous. Physicians who did not provide 
consent or who did not provide care to adult female pa-
tients were excluded. A total of 250 physicians completed 
the survey and comprised the analytic sample.

Survey Instrument
The instrument was developed by the investigators after 
reviewing current menopause and HRT guidelines.[1,4,7] It 
comprised 25 items organized into four sections. Section A 
(seven items) addressed demographic and practice charac-
teristics, including age, sex, years in practice, type of insti-
tution, monthly volume of peri- and postmenopausal pa-
tients, previous menopause/HRT education, and guideline 
follow-up. Section B (four items) assessed core knowledge 
of menopause, including the definition of menopause, rec-
ognition of menopausal symptoms, the approach to ab-
normal perimenopausal bleeding, and the domains that 
should be evaluated during a menopause consultation. 
Section C (five items) assessed HRT-related knowledge, 
including the principal purpose of treatment, appropriate 
indications, contraindications and conditions requiring 
caution, the need for progestogen for endometrial protec-
tion in women with an intact uterus, and the relevance of 
age and time since menopause to the risk–benefit assess-
ment. Section D (nine items) examined attitudes, clinical 
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approaches, referral preferences, perceived educational 
needs, and self-reported difficulties using five-point Likert-
scale items, multiple-response items, and single-choice 
questions.

No previously validated scale was used in this study. In-
stead, the questionnaire was developed by the investiga-
tors to assess clinically relevant domains of menopause 
knowledge, HRT-related knowledge, counseling confi-
dence, referral behavior, and educational needs among 
family physicians. The questionnaire content was derived 
from contemporary menopause and HRT guidance, and 
the items were reviewed by the investigator team for face 
and content relevance before distribution.

Scoring and Definitions
A total knowledge score was calculated from the nine 
knowledge items in Sections B and C. Each item was scored 
as correct (1) or incorrect (0), yielding a possible score of 
0–9. For multiple-response items, a response was consid-
ered correct only if the participant selected all appropriate 
options and no incorrect options. Reference answers were 
defined a priori according to contemporary guideline rec-
ommendations.[1,4,7] Knowledge was categorized as low (≤4 
correct responses), moderate (5–6), or adequate (≥7). The 
threshold of ≥7 of 9 was defined before the analysis as the 
operational criterion for adequate knowledge. For Likert-
scale items, responses of “agree” and “strongly agree” were 
combined and categorized as agreement in dichotomous 
analyses. Confidence in HRT counseling was defined as 
agreement with the corresponding attitude statement.

This score was developed for descriptive and analytical 
purposes in the present study and should not be interpret-
ed as a validated knowledge scale.

Statistical Analysis
Categorical variables are presented as counts and per-
centages, and continuous variables as mean±standard 
deviation. Group comparisons were performed using the 
chi-square test or Fisher’s exact test for categorical vari-
ables and the independent-samples t test for continuous 
variables, as appropriate. Two multivariable binary logistic 
regression models were constructed. The first examined 
predictors of adequate knowledge (≥7/9), and the sec-
ond examined predictors of confidence in HRT counsel-
ing. Candidate variables were selected on clinical grounds 
and included professional status, previous postgraduate 
menopause/HRT education, guideline follow-up, month-
ly volume of menopausal patients, sex, and, in the confi-
dence model, adequate knowledge. Results are reported as 
adjusted odds ratios (aORs) with 95% confidence intervals 
(CIs). A two-sided p value<0.05 was considered statistically 

significant. Statistical analyses were performed using SPSS 
version 25.

Ethics
The study was approved by the Ethics Committee of An-
kara Atatürk Sanatorium Training and Research Hospital 
(approval no. 2024-BÇEK/619) and was conducted in ac-
cordance with the principles of the Declaration of Helsinki. 
Completion of the questionnaire followed presentation of 
an electronic informed consent statement, and no identify-
ing information was collected.

Results
A total of 250 family physicians completed the survey and 
were included in the analysis. Most respondents were ear-
ly-career physicians: 105 participants were family medicine 
residents (42.0%), and 77 were family medicine specialists 
within five years of specialist qualification (30.8%). Over-
all, 147 physicians (58.8%) were aged ≤35 years, and 162 
participants (64.8%) were women. More than half of the 
respondents worked in family health centers (54.8%), while 
26.4% were employed in training and research hospitals. 
Nearly half of the physicians reported no previous struc-
tured education on menopause management or hormone 
replacement therapy (HRT) (46.4%), and only 9.6% report-
ed regularly following current menopause or HRT guide-
lines (Table 1).

The mean total knowledge score was 6.36±1.74 out of 9. 
Adequate knowledge, defined as ≥7 correct responses, 
was observed in 104 physicians (41.6%), whereas 94 physi-
cians (37.6%) had moderate knowledge and 52 (20.8%) had 
low knowledge. Basic menopause-related knowledge was 
relatively high: 88.0% correctly defined menopause, and 
85.2% selected an appropriate risk-based approach to ab-
normal bleeding during the perimenopausal period. How-
ever, knowledge gaps were more evident in HRT-specific 
domains. Although 78.8% correctly identified the primary 
purpose of HRT, only 54.4% correctly identified appropriate 
HRT indications, and 43.6% correctly recognized the ma-
jor contraindications or conditions requiring caution with 
systemic HRT. Most respondents knew that progestogen 
should generally be added for endometrial protection in 
women with an intact uterus receiving systemic estrogen 
therapy (82.8%), and 76.8% recognized the importance of 
age and time since menopause in HRT decision-making 
(Table 2).

Attitudes toward HRT were mixed. Although 153 physicians 
(61.2%) agreed or strongly agreed that HRT may be an ef-
fective and safe option in appropriately selected patients, 
only 94 physicians (37.6%) reported feeling confident 
counseling patients about HRT. A substantial proportion 
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of respondents, 101 physicians (40.4%), agreed that they 
generally preferred to avoid HRT because of its perceived 
risks. Most participants supported an individualized ap-
proach that included lifestyle counseling before treatment 
decisions (91.2%), and 72.4% reported a low threshold for 
referral to obstetrics and gynecology specialists for meno-
pause management (Table 3).

Referral patterns were strongly influenced by perceived risk. 
The most commonly selected indications for referral were 
unexplained vaginal bleeding (95.2%), a history of breast 
cancer or venous thromboembolism (89.6%), suspect-
ed contraindications to HRT (82.8%), and suspected early 
menopause or premature ovarian insufficiency (73.6%). 
In contrast, fewer physicians selected treatment-resis-
tant genitourinary symptoms as an indication for referral 
(59.6%), suggesting a relative knowledge gap in the man-
agement of genitourinary syndrome of menopause.

In multivariable logistic regression analysis, adequate 
knowledge was independently associated with previous 

Table 1. Baseline characteristics of respondents

Variable n (%)

Total 250 (100)

Age group

25–30 years 64 (25.6)

31–35 years 83 (33.2)

36–40 years 48 (19.2)

41–45 years 27 (10.8)

46–50 years 18 (7.2)

≥51 years 10 (4.0)

Professional status

Family medicine resident 105 (42.0)

Recently qualified family medicine specialist,  
≤5 years

77 (30.8)

Family medicine specialist, >5 years 48 (19.2)

General practitioner / other primary care physician 20 (8.0)

Previous menopause/HRT education

Undergraduate only 48 (19.2)

Postgraduate only 54 (21.6)

Both undergraduate and postgraduate 32 (12.8)

None 116 (46.4)

Guideline follow-up

Regularly 24 (9.6)

Occasionally 73 (29.2)

Rarely 89 (35.6)

Never 64 (25.6)

Table 2. Knowledge items and knowledge score distribution

Knowledge domain / item Correct response, 
n (%)

Correct definition of menopause 220 (88.0)

Recognition of common menopausal symp-
toms

166 (66.4)

Risk-based approach to perimenopausal 
abnormal bleeding

213 (85.2)

Recognition of key assessment domains in 
menopause

152 (60.8)

Correct identification of the main purpose of 
HRT

197 (78.8)

Correct identification of HRT indications 136 (54.4)

Correct recognition of systemic HRT  
contraindications/cautions

109 (43.6)

Knowledge of progestogen requirement in 
women with uterus

207 (82.8)

Recognition of age/time-since-menopause 
effect on risk-benefit assessment

192 (76.8)

Total knowledge score, mean ± SD 6.36 ± 1.74

Low knowledge, ≤4/9 52 (20.8)

Moderate knowledge, 5–6/9 94 (37.6)

Adequate knowledge, ≥7/9 104 (41.6)

Table 3. Attitudes and referral preferences of respondents

Variable n (%)

Attitude items

Agreed HRT may be effective and safe in selected 
patients

153 (61.2)

Felt confident counselling patients about HRT 94 (37.6)

Preferred to avoid HRT because of risks 101 (40.4)

Supported lifestyle advice and individualised  
assessment

228 (91.2)

Reported low threshold for gynaecology referral 181 (72.4)

Needed a concise practical menopause/HRT guide 231 (92.4)

Wanted further menopause/HRT education 220 (88.0)

Referral indications selected

Unexplained vaginal bleeding 238 (95.2)

Breast cancer or venous thromboembolism history 224 (89.6)

Suspected HRT contraindication 207 (82.8)

Severe/treatment-resistant vasomotor symptoms 174 (69.6)

Early menopause/premature ovarian insufficiency 
suspicion

184 (73.6)

Treatment-resistant genitourinary symptoms 149 (59.6)
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postgraduate menopause/HRT training (adjusted odds 
ratio [aOR] 2.31, 95% confidence interval [CI] 1.29–4.16; 
p=0.005), regular or occasional guideline follow-up (aOR 
2.76, 95% CI 1.56–4.90; p<0.001), and specialist status com-
pared with resident/non-specialist status (aOR 1.78, 95% 
CI 1.02–3.10; p=0.041). Monthly exposure to ≥11 peri- or 
postmenopausal patients showed a borderline association 
with adequate knowledge (aOR 1.69, 95% CI 0.98–2.91; 
p=0.059). In a separate model, confidence in HRT counsel-
ing was independently associated with adequate knowl-
edge (aOR 3.48, 95% CI 1.91–6.34; p<0.001), postgradu-
ate menopause/HRT training (aOR 2.12, 95% CI 1.15–3.91; 
p=0.016), and regular or occasional guideline follow-up 
(aOR 2.30, 95% CI 1.25–4.22; p=0.007). Conversely, a 
risk-avoidant attitude toward HRT was negatively associat-
ed with counseling confidence (aOR 0.46, 95% CI 0.24–0.88; 
p=0.020) (Table 4).

Overall, 231 respondents (92.4%) stated that they needed a 
concise, up-to-date, and practical clinical guide for meno-
pause and HRT management, and 220 respondents (88.0%) 
reported willingness to receive further education. The most 
frequently reported challenges were risk–benefit counsel-
ing (24.8%), recognizing HRT contraindications (20.4%), 
and identifying appropriate HRT indications (15.6%)

Discussion
In this survey of 250 family physicians, basic knowledge of 
menopause was reasonably sound, but understanding of 
HRT was uneven, and attitudes were cautious rather than 
confident. Most respondents could define menopause and 
recognized the need for a risk-based approach to abnor-
mal perimenopausal bleeding, yet fewer than half correct-
ly identified contraindications to systemic HRT, and only 
about half recognized its appropriate indications. This 
distinction between solid general knowledge and weaker 
treatment-specific knowledge is the central finding and 

has direct clinical implications: a physician who is com-
fortable explaining menopause but uncertain about who 
can safely receive HRT may be more likely to default to 
non-treatment. The overall proportion of respondents with 
adequate knowledge (41.6%) falls within the moderate 
range reported in clinician surveys elsewhere, which have 
similarly identified specific weaknesses in eligibility and 
safety rather than in basic concepts.[11-13]

The HRT-specific knowledge gap is clinically important be-
cause of the broader context in which treatment decisions 
are made. Vasomotor symptoms are not only among the 
most common reasons women seek care but are increas-
ingly associated with adverse autonomic and cardiovascu-
lar profiles, making accurate symptom assessment relevant 
beyond symptom relief alone.[17] The perimenopausal pe-
riod in particular, during which irregular cycles, abnormal 
bleeding, and early menopausal symptoms may overlap, 
requires clinical judgment that our respondents demon-
strated only in part.[18] The finding that two in five physi-
cians preferred to steer patients away from HRT because of 
perceived risks echoes the post–Women’s Health Initiative 
pattern of risk-averse prescribing, in which concerns about 
breast cancer and thrombosis may outweigh individualized 
risk assessment.[4,12,13] Such caution is understandable but 
is not fully aligned with current evidence, which supports 
treatment for symptomatic women without contraindica-
tions, particularly when HRT is initiated before 60 years of 
age or within 10 years of menopause.[1,4] At the same time, 
genuine contraindications, including thrombophilic states, 
active smoking in the presence of additional vascular risk 
factors, and estrogen-sensitive disease, may appropriate-
ly preclude systemic therapy even in highly symptomatic 
women, and recognizing these conditions is essential to 
safe practice.[7,19] Reassuringly, most respondents knew 
that progestogen is required for endometrial protection 
in women with an intact uterus and recognized the impor-

Table 4. Multivariable logistic regression analyses for adequate knowledge and confidence in HRT counselling

Outcome Predictor aOR (95% CI) p

Adequate knowledge (≥7/9) Postgraduate menopause/HRT training 2.31 (1.29–4.16) 0.005

Regular/occasional guideline follow-up 2.76 (1.56–4.90) <0.001

Specialist status vs resident/non-specialist 1.78 (1.02–3.10) 0.041

≥11 menopausal patients/month 1.69 (0.98–2.91) 0.059

Female sex 1.24 (0.69–2.22) 0.469

Confidence in HRT counselling Adequate knowledge (≥7/9) 3.48 (1.91–6.34) <0.001

Postgraduate menopause/HRT training 2.12 (1.15–3.91) 0.016

Regular/occasional guideline follow-up 2.30 (1.25–4.22) 0.007

Risk-avoidant attitude toward HRT 0.46 (0.24–0.88) 0.020
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tance of age and time since menopause, suggesting that 
the “timing” concept has reached primary care even where 
more detailed safety knowledge remains limited.[1,4]

Confidence closely paralleled knowledge. Only 37.6% of 
respondents felt confident counseling patients about HRT, 
and confidence was strongly associated with adequate 
knowledge (aOR 3.48) and previous postgraduate train-
ing, whereas a risk-avoidant attitude was associated with 
lower confidence. Taken together, these associations sug-
gest a potentially modifiable pathway: targeted education 
may improve knowledge, greater knowledge may support 
counseling confidence, and greater confidence may reduce 
reflexive avoidance of an otherwise appropriate therapy. 
The independent associations of postgraduate training 
and guideline follow-up with both outcomes further sup-
port this interpretation and are consistent with curriculum 
studies reporting measurable improvements after struc-
tured menopause education.[14] The finding that nearly half 
of respondents had received no structured education on 
menopause or HRT and that fewer than one in ten regu-
larly followed guidelines identifies a clear and potentially 
addressable deficit.

Referral behavior was driven primarily by perceived risk. 
Physicians readily referred patients with unexplained vag-
inal bleeding, a history of breast cancer or venous throm-
boembolism, and suspected contraindications. These are 
appropriate referral triggers and also underscore the im-
portance of excluding serious gynecological pathology 
in midlife and postmenopausal women, as presentations 
such as adnexal masses may mimic malignancy and re-
quire specialist evaluation.[20] Referral for suspected prema-
ture ovarian insufficiency was also common, which is ap-
propriate given the importance of prompt diagnosis and 
adequate hormone replacement in this population.[10] The 
weakest referral signal involved treatment-resistant gen-
itourinary symptoms, selected by only 59.6% of respon-
dents. This finding is consistent with the well-documented 
tendency for GSM to be underrecognized, insufficiently 
discussed, and undertreated and raises the possibility that 
some women with manageable but quality-of-life–limiting 
symptoms may neither receive treatment in primary care 
nor be referred for further management.[9] The compara-
tively modest rates of correctly recognizing menopaus-
al symptoms (66.4%) and relevant assessment domains 
(60.8%) point in the same direction.

The demand for additional support was notably high: 
92.4% of respondents wanted a concise, practical meno-
pause/HRT guide, and 88.0% were willing to undergo fur-
ther training. This appears to reflect a need not simply for 
more information but for accessible, point-of-care guid-

ance and is consistent with evidence that the quality and 
accessibility of menopause-related information, including 
lay material brought by patients into consultations, are 
variable and often poor.[15,16] A brief, locally adapted de-
cision aid addressing indications, contraindications, the 
need for progestogen, the timing principle, and clear refer-
ral thresholds would align closely with the gaps identified 
in this study.

This study has several limitations. The cross-sectional de-
sign precludes causal inference, and the regression find-
ings indicate associations rather than causal relationships. 
Recruitment through professional networks and use of an 
online questionnaire may have resulted in overrepresenta-
tion of physicians with an interest in the topic and intro-
duced nonresponse and self-selection bias; therefore, a 
true response rate could not be calculated. Self-reported 
attitudes and practices are subject to social desirability bias 
and may not reflect actual prescribing or referral behav-
ior. The questionnaire was developed specifically for this 
study and was not a previously validated scale. Although 
its content was based on contemporary menopause and 
HRT guidance and reviewed by the investigator team for 
clinical relevance, formal psychometric validation, reliabili-
ty testing, and external validation were not performed. Ac-
cordingly, the knowledge score should be interpreted as an 
operational measure of guideline-based knowledge rather 
than as a validated measurement scale. Finally, the study 
was conducted in a single country, and the cohort was rel-
atively young and weighted toward residents and recently 
qualified specialists, which may itself be associated with 
the observed levels of knowledge and confidence.

The overall implication of these findings is that gaps 
in HRT-specific knowledge and counseling confidence 
among family physicians may contribute to unnecessarily 
risk-averse management and greater reliance on specialist 
referral. The associations of both knowledge and counsel-
ing confidence with postgraduate training and guideline 
follow-up suggest that focused, practice-oriented educa-
tion and concise clinical decision support may help im-
prove menopause management in primary care.

Conclusion
Family physicians demonstrated adequate basic knowl-
edge of menopause but important gaps in HRT-specific 
knowledge, particularly regarding indications and contra-
indications, together with low counseling confidence and a 
risk-avoidant approach to treatment. Adequate knowledge 
and confidence were independently associated with post-
graduate education and regular guideline use. Given the 
high demand for practical guidance and further training, 
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a concise, locally adapted clinical aid combined with struc-
tured menopause education embedded in residency train-
ing and continuing professional development may help 
improve menopause care in primary care.
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