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Abstract of Dissertation

Menopausal symptom latent profiles: Subtypes of the menopausal workplace experience
Research on menopause has been stymied by stigma and a lack of interest in

health topics typically related to women. This dissertation addresses this deficiency in
literature within industrial-organizational psychology by taking a person-centered
approach to clarify the experience of menopause symptoms in relationship with working
experiences. Through Conservation of Resources Theory, menopausal symptoms were
hypothesized to effect work outcomes (employment status, job satisfaction, leadership
status, and absenteeism) through more intense symptoms creating resource loss. The
results demonstrated evidence for a four-profile symptom solution. These profiles
significantly related to job satisfaction and absenteeism. For job satisfaction, a
membership in the subgroup marked by intense sleep and psychological symptoms was
associated with lower job satisfaction. For absenteeism, coworker and supervisor support
moderated the relationship such that more support was associated with greater absences
for those with subgroup membership of the High Symptoms profile. These findings have
implications for how menopausal symptoms relate to work and how support impacts

resources for employees experiencing menopausal symptoms.
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Introduction

Throughout the 20 century, the presence of women in the labor market has become
more pronounced. U.S. 2021 census data show that 51.2% of those between the ages of 35 and
64 are women, and women make up 47% of those who are employed (U.S. Bureau of Labor
Statistics, 2023). Women’s participation in the labor market, in comparison to the history of
work, is a more recent development in the U.S. (Ferguson & Lucy, 2024). With many dual-
earning households, research into the work behaviors and attitudes of all workers must be
pursued to understand how to improve both organizations and its members. Research on women
in the workplace has flourished in the past few decades (Bianchi & Milkie, 2010; Cortina &
Berdahl, 2008; Ely & Meyerson, 2000; Paoloni & Demartini, 2016; Philips & Imhoff, 1997), but
much is needed to explain the persistent differences between men and women in the workplace
(Grandey et al., 2019). Even among women, there is variety in their experiences. This thesis
focuses on the variability of experiences with menopause in the workplace.

This variability was discussed by first lady Michelle Obama. In her book The Light We
Carry (2022), she discusses the surprise and frustration she felt at the onset of perimenopause.
She went to her mom about these issues, and while Obama’s experiences marked disruptions to
her daily life, her mom does not recall any disruptions related to her own experience of
menopause (Westfall, 2022). Obama notes how she and her friends were not told by their doctors
about the potential disruptiveness of menopausal symptoms (Obama, 2022). Many doctors do not
cover the variety of symptoms that accompany the menopausal transition, and women are left to
grapple with the varied issues menopausal people experience (Moyer, 2022). People typically
regard menopause as inconsequential, or if someone was going through particularly disruptive

symptoms, then health professionals would prescribe medical intervention (Brody, 2018;



Catsoulis, 2014; Gunter, 2019). The range of experiences have been unheard, until recently. This
is largely due to the taboo nature of the subject (Grandey et al., 2019).

In the past two years, there has been a considerable shift in the dialogue around
menopause. Just in the New York Times, articles on menopause have shifted from talking about
treatments and medical theories to lived-experiences of menopause contextualized in its cultural
context. “Take This Hot Flash and Shove It!” initiated the discussion about the disruptions
menopausal employees have felt in the workplace (Moyer, 2022). And since Dominus (2023)
published her article “Women Have Been Misled About Menopause,” many more articles have
tackled how systems, rather than the symptoms themselves, have facilitated the silencing of and
ignorance around menopause. Otterman and Paskova (2023) and Gupta (2023) describe the ways
organizations are making the workplace more conducive to working with menopausal symptoms.
From the New York Times alone, this indicates that there is considerable mounting public interest
in the work experiences of those having menopausal symptoms.

Menopause is not just a new topic of interest but can also be used to understand systemic
gender issues. For example, the gender-wage gap has been an issue of interest among
economists, sociologists, and organizational psychologists. Data on wages show that in 2022
women earned an average of 82% of what men earned (U.S. Bureau of Labor Statistics, 2023).
Grandey et al. (2019) make note of the persistence of the wage gap and gender discrimination in
workplaces. They go on to highlight some theoretical implications of menstruation, maternity,
and menopause, the “taboo...three Ms” as Grandey et al. (2019) calls them. They demonstrate
how menstruation, maternity, and menopause can put strain on one’s career that is not talked
about nearly as much as it may be affecting people (Grandey et al., 2019). Research on maternity

has flourished and the literature around menstruation has gained traction, but little research has



been done around menopause in the workplace (Grandey et al., 2019). Academic literature has
begun to place menopause in the context of work (Dunn, 2022; Steffan, 2021), but the
complexity of menopause in experience and cultural meaning demands extensive research.

The biggest barrier to researching menopause, and the other two taboos, is the cultural
stigma around the topic. Discussions related to uteruses and ovaries are overshadowed by
euphemisms. Referring to problems with the “lady parts” as opposed to the vagina, uterus, or
ovary or “that time of the month” as opposed to menstruation are two examples of how these
topics are implicitly taboo. Grandey et al. (2019) highlight the importance of these topics despite
their taboo nature. These authors draw attention to the fact that maintaining the stigma around
these topics reinforce the notion of the ideal worker: an employee who is productive, predictable,
reliable, and puts the needs of the organization over their own (Grandey et al., 2019). In the long-
run, however, this can create problems for people’s careers, especially those who experience
disruptions due to their menstruation, maternity, or menopause.

Before further discussion, there are some distinctions around gender and menopause that
are necessary. Although many statistics portray gender in terms of the dichotomy of men and
women, the body and experiences of it are particular to the underlying anatomical mechanisms.
While, indeed, many women-identifying people have experiences of menopause, referring to
menopause as a topic only applicable to women does not recognize that non-binary and
transgender men can also experience menopause. This paper hereon refers to employees
experiencing perimenopause, menopause, and postmenopause symptoms as “menopausal
employees” or other variants.

Another distinction to be made is between symptoms due to the surgical removal of one

or both ovaries and the natural decline in hormones. The reason for this distinction is because



people experience menopausal symptoms when they have a hysterectomy or other surgeries
where one or both of their ovaries are removed. Because the ovaries are responsible for the
production of estrogens, removal of these parts results in a reduction of estrogen levels. Because
surgical menopause is recognized as a variant of the experience, menopausal symptoms can refer
to the collection of experiences of someone whose estrogen hormones are in decline. For a
variety of health reasons, one can undergo a hysterectomy at almost any time in one’s life. This
thesis focuses on non-surgical menopause. While there is a handful of people who get both
ovaries removed (58 in 100,000 people in 2015-2018; Erikson et al., 2022), the majority of
people experience menopause not due to surgery. Making comparisons between surgical and
non-surgical menopause would necessitate a separate project. For clarity, menopause will,
hereon, refer to the natural decline in estrogen production by the ovaries.

What is menopause?

Menopause, more precisely, refers to the time once twelve-months have elapsed since
one’s last period (Cleveland Clinic, 2024). Perimenopause (also called the menopausal
transition) and postmenopause describe the periods prior and after menopause (Cleveland Clinic,
2024). Menopausal symptoms begin when perimenopause begins. Perimenopause usually lasts
three to four years, but for some, the duration ranges from a few months to a decade (Harvard
Women's Health Watch, 2005). Menopause occurs typically between the ages of 45-55, and
menopause occurring earlier than the age of 40 is considered premature menopause (Cleveland
Clinic, 2024). Menopausal symptoms often persist into postmenopause, although some will
eventually experience less intense or no symptoms later (Harvard Women’s Health Watch,
2005). See Table 1 for a breakdown of the menopause stages. As described previously, the

menopausal transition occurs as the production in hormones changes, most notably, seen in



estrogen hormones (National Institute on Aging, 2021). There is variability in the timing, types
of symptoms, and severity that people experience. For some, menopause might mean an
occasional hot flash and a slight shift in one’s mood, but for others, menopausal symptoms are
more intense and disruptive (National Institute on Aging, 2021). In addition to hot flashes,
menopause symptoms may include heart palpitations, brain fog, night sweats, depression,
anxiety, vaginal dryness, and more (National Institute on Aging, 2021). The effects of hormones
is a gradual and yet dramatic process, so the effects can be seen in one’s mood in addition to the
somatic symptoms. While menopausal symptoms tend to begin around one’s mid-forties, the
onset of the menopausal transition can begin as early as one’s mid-thirties (National Institute on
Aging, 2021). Studies have also shown that people of different racial and ethnic groups
experience different symptomology and timing (Avis et al., 2001). Compared to Caucasian
women, Japanese and Chinese women reported fewer menopausal symptoms overall (Avis et al.,
2001). African American women reported greater depression and anxiety during menopause
compared to Caucasian women (Avis et al., 2001).

The conceptualization of menopause also differs by culture. Although the present thesis
focuses on individuals living in the U.S., Western cultures, compared to others, tend to take a
medicalized perspective on menopause (Hunter & Rendall, 2007). Other cultures, such as in
Asia, will view menopause more as the natural course of life, maybe in a way similar to how
growing up as a child might be considered (Hunter & Rendall, 2007). The medicalized
perspective places emphasis on the symptoms as deficiencies, which can contribute further to the
stigma against menopause (Meyer, 2001). On the other hand, simply viewing menopause as
being normal and natural might overshadow concerns people may have when symptoms are

intensely disruptive (Hunter & Rendall, 2007). Throughout multiple cultures, whether



menopause is stigmatized or not, there is a lack of widespread knowledge and understanding
about this process.

This dissertation explores the variation in menopausal experiences within the context of
work. Given a mix of physiological and sociocultural aspects of the topic, the research literature
is roughly divided in approach: clinical, descriptive, and understanding. These approaches
represent how menopause is contextualized, and thus the research questions are different
depending on the approach. For this dissertation, emphasis is placed on the symptoms to not
further stigmatize menopause but to take an embodied approach of this issue by drawing
attention to the various experiences of menopause. The focus will be on the varying types of
experiences of symptoms to explore if there are patterns in symptomology. Studies on
menopause in workplace contexts have all utilized a variable centered approach (e.g., Alzueta et
al., 2024) which has potentially limited the effects between menopausal variables and work
outcomes (Morin et al., 2018; Woo et al., 2018); this study, however, will use a person-centered
approach which has been used to uncover unique effects depending on profile membership.
Profiles will be derived from a U.S. sample of adults. A better understanding of how the
menopausal experience varies and how these variations are related to work experiences and
attitudes can provide both researchers with foundational knowledge to pursue further research
and practitioners to guide organizations to design work environments that are inclusive of
menopausal employees.

Trends in Menopause Research in Work Contexts

Research on menopause is just developing in industrial-organizational (I-O) psychology.

Beyond I-O psychology, there are a great deal of empirical articles on menopause in work

contexts. These articles tend to take three approaches: (1) clinical, (2) descriptive, and (3)



understanding. The clinical approach frames menopause as a deficit. Those having more severe
symptoms have worse well-being (e.g., Ariyoshi, 2009; Davis et al., 1995; Geukes et al., 2012).
The medicalization of menopause is the framing that menopause is representative of biological
dysfunction (Hust & Andsager, 2003). The medicalization framing tends to place more emphasis
on treatments for menopause. The descriptive approach positions the discussion of menopause
within the current cultural context (e.g., Atkinson et al., 2021; Beck et al., 2020; Hardy et al.,
2017) by addressing how it is a taboo topic (Grandey et al., 2019). It may show relationships
between variables, but there is often a lack of theory building to generalize the observations. The
understanding approach engages in both theorizing and hypothesis testing to explain trends and
relationships (e.g., Alzueta et al., 2024; Butler, 2020; Hardy et al., 2018).
Clinical Approach

Research from the clinical approach tends to limit their research questions to ones about
menopausal symptoms’ effects on work outcomes. Although papers will describe the role of
organizations in moderating these effects, these studies mainly focus on the role of menopausal
symptoms as a predictor for life and work outcomes. For example, one study focused on
menopause and employees’ work ability and found that there is indeed a negative relationship
between menopausal symptoms and work ability (Geukes et al., 2012). Another article
examining menopausal symptoms, depression, resource use, and work found that women
experiencing menopausal symptoms tend to experience more depression resulting in lower
productivity (DiBonaventura et al., 2012). The article discusses how these menopausal
symptoms and depression leads to more healthcare use and costs (DiBonaventura et al., 2012). In
both Geukes et al. (2012) and DiBonaventura et al. (2012), the focus is set on the relationship

between symptoms and work outcomes. The findings support the notion that symptoms create



problems for employees and organizations. It represents menopause as more of an abnormality of
human physiology. Another article taking a collection of case studies from a Japanese
organization demonstrated that employees experiencing disruption due to their menopausal
symptoms were able to become more productive when the organization provided them with
access to counseling and treatment (Ariyoshi, 2009). In all three articles, authors recommend that
organizations implement interventions to help employees manage their menopausal symptoms.
Again, although organizations, a more contextual factor, are shown to be important to the
menopause experience, the research poses organizations and their interventions as a “solution” to
the “problem” of menopausal symptoms.

Taking the clinical approach, however, might seem more scientific given the overarching
U.S. culture to medicalize menopause. Narrowing the focus onto menopausal symptoms may
simplify the model of how menopause impacts workers’ lives. Keeping theory as simple as
possible also can make application in the workplace clearer. As Ariyoshi (2009) found,
employees can benefit when the organization provides one-on-one counseling for employees
experiencing menopause. Thus, organizations that make these services available can allow
employees to improve productivity, engagement, and more. This, however, does not explain why
employees might be hesitant to use menopause-focused services and treatment or to share that
they are experiencing menopause explicitly to people in the organization. The clinical approach
lacks consideration for the contextual factors that shape attitudes and behaviors around
menopause.
Descriptive Approach

Menopause research with a descriptive approach focuses on describing the experience of

menopause without intervention. To describe the experiences as much as possible, some studies



have used qualitative methods (Hardy et al., 2017; Hobson & Dennis, 2024). Interviews with
menopausal working women paint a fuller picture than what has been reported anecdotally.
While there are plenty of challenges that may come along with menopausal symptoms (Hardy et
al., 2017), some also experience relief and appreciation in this stage of life (Atkinson et al.,
2021). The qualitative studies provide rich descriptions of challenge and relief experienced. In
addition to qualitative description, Beck et al. (2020) presented frequency data on responses to
survey items on menopausal experiences at work. Some of the notable figures were that 32.3%
of respondents selected “somewhat agree” to menopause being a taboo subject (9.7% strongly
disagree, 17.1% disagree, 12% somewhat disagree, 11.8% neither agree nor disagree, 12.2%
agree, and 4.9% strongly agree; Beck et al., 2020, p. 160). Disclosing menopause at work was
reported by 45.8% to both coworkers and managers (Beck et al., 2020, p. 161). There was also
data on reactions to disclosure and reason for not disclosing which indicated that the stigma
around menopause both creates worry around disclosure for those experiencing menopausal
symptoms and negative reactions from those to whom are being disclosed (Beck et al., 2020).
Many also indicated that they believe menopause to be a private aspect and does not warrant
disclosure in the workplace (Beck et al., 2020). Disclosure also tended to be made to another
woman of the same age, which Beck et al. (2020) suggest could be problematic when gender
representation of management can be imbalanced. This also suggests that disclosure is kept
private, limiting disclosure targets to perhaps a work buddy or close colleague. This led to the
conclusion that there is more education needed for managers of employees experiencing
menopausal symptoms so that disclosure can be met with more support. While these studies
deepen the knowledge around menopause at work, the analysis and interpretation of data is

limited in their contribution to theory due to the use of frequencies and not inferential analyses.



The frequency data and commonly reported difficulties in interviews draws attention to the need
to study menopause, but generalizability of these findings is uncertain.
Understanding Approach

Studies classified here as the understanding approach utilize hypotheses, inferential
statistics, and other analytical approaches to test and build theory. While the clinical approach
could be a facet of this approach, the studies from an understanding approach do not
automatically assume a clinical perspective. For example, Butler (2020) took an embodied
approach to menopause at work: similar to the qualitative studies mentioned above, women were
interviewed about challenges and merits to the menopausal transition. Butler (2020) not only
describes these experiences but explains the duality of challenge and merit by interpreting the
experiences as “abjection work.” The women in the study are aware of the stigma around
menopause, and use this stigma in their favor in the workplace (Butler, 2020). As an example,
one woman prefers for her manager to see her sweating during a hot flash because then the
manager has no choice but to believe that she is going through menopause (Buter, 2020, p. 16).
For the organizational sciences, quantitative methods are more common. Alzueta et al. (2024)
examined menopause and work using the Job Demands-Resources model. The results indicated
that increasingly intense menopause symptoms can create more demands on the job which can
lead to greater demands than resources (Alzueta et al., 2024). This leads to emotional exhaustion,
lower work engagement, and greater turnover intention (Alzueta et al., 2024). For this study, the
use of theory deepens the understanding of menopause, and the testing of hypotheses provides
some evidence for the generalizability of the findings. In another study, Hardy et al. (2018)
builds theory by examining trends in the literature around menopause at work. The thematic

analysis revealed that legislation, policy, and workplace support, information, and resources are
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relevant for organizations in their efforts to build menopause-supportive environments (Hardy et
al., 2018). While the distinction between this type of study versus Beck et al. (2020) is subtle, the
analysis of literature and thematic analysis was used to build theory to apply across contexts.
This provides the basis to form hypotheses with which to test using other methodologies.

This thesis builds on this growing literature. Investigating and building knowledge on
menopause through different theories, frameworks, and approaches requires a lot of inquiry,
exploration, and testing. The studies reviewed here use a variable centered approach. The
variable-centered approach assumes that the population in question is homogenous, meaning that
people in the group have an even spread and there are no identifiable groupings (Morin et al.,
2018). In the context of menopause, this would assume that among people experiencing
menopause, their symptom intensities are evenly distributed across a distribution of intensity
levels. Research often utilizes the variable-centered approach to examine how relationships
between variables generalize from samples to populations. A sample correlation between
menopausal hot flashes and job satisfaction, then, could be generalized across the population.

The present study proposes to utilize the person-centered approach, with an embodiment
framework. The person-centered approach assumes that the distribution of the population is
heterogeneous, meaning people can be put into sub-groups (Morin et al., 2018). The variable-
centered approach assumes that the distribution of the population is homogenous, meaning that
individual data points across the distribution can be treated equally (Morin et al., 2018). In
contrast, the person-centered approach emphasizes the qualitative differences in experiences
(Morin et al., 2018). As shown in other research areas, however, individuals with similar levels
of a variable might have different experiences (Meyer et al., 2013). Due to the stigmatization of

menopause, focusing on the convergence and divergence of the menopausal experience can be
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problematic. Emphasizing that the menopausal experience is normal may lead those with severe
and disruptive symptoms to feel abnormal; however, emphasizing the uniqueness of the
experience may lead to feelings of isolation for menopausal employees. From perimenopause to
postmenopause, symptoms are reported to change in type and intensity (Cray et al., 2010). This
is due to the changing levels in hormones through perimenopause until the final menstrual period
and beyond. The different ways these symptoms manifest may have implications for how
potential subgroups or profiles of symptoms for individuals might change throughout this
process. This study examines two aspects of symptoms. First, it examines how the menopausal
experience is both shared and diverse by exploring the profiles of symptoms. Second, it
examines how symptom profiles may change over time.

Research Question 1. What subgroups exist among those experiencing menopausal

symptoms?

Research Question 2: How does subgroup membership change over time (from time 2 to

time 3)?

The conservation of resources (COR) theory posits relationships between resources and
work outcomes that explains how menopausal symptoms can impact work. Previous studies on
menopausal symptoms and work have lacked a solid theory to explain the relationships explored
(e.g., Bariola et al., 2017; Beck et al., 2020; Hardy et al., 2017). This study will further previous
investigations and expand current theory by testing the relationships based on COR theory. COR
theory is based on the main principle that people seek to gather and maintain resources (Hobfoll,
1989). Potential loss in resources due to menopausal symptoms can entail loss of focus and
energy which, in turn, reduces available resources to invest towards work. This can lead to

diminished job satisfaction (Gao et al., 2013; Hobfoll et al., 2018; Jansen et al., 2013) and
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capacity to lead (Michel et al., 2014). Loss of resources could also incline employees
experiencing menopausal symptoms to take days off from work to recover resources (can
Woerkom et al., 2016), and even potentially quit their job entirely (Marchand & Vandenberghe,
2016).
Research Question 3. How does subgroup membership change (from timepoint 2 to 3) relate to
changes in work outcomes (i.e., employment, absenteeism, job satisfaction, and leadership
status)?
Theoretical Frameworks
Embodiment

To understand the stigma and experiences of women who are at any stage of menopause,
a critical feminist framework of embodiment can be useful. Certain feminist perspectives can
take on the view that equality means that people of all genders are to be treated exactly the same,
but this does not capture the very real differences in people’s bodies and society’s perceptions of
one’s gender. Those who do not have ovaries will not have the same experience as those with
ovaries. Because of this, the embodied experience of being a woman can shift with these bodily
changes. Butler (2020) studied women’s experiences of menopause and how embarrassment,
both on the part of women experiencing menopausal symptoms and their coworkers and bosses,
results from the meaning made from bodies. One participant reported that she would exaggerate
her expressions of discomfort from hot flashes to elicit embarrassment from her male supervisor
so that he would accommodate her more readily (Butler, 2020, p. 16). Another participant pulled
out a wad of tissues and overtly wiped her sweat away to show her male boss her discomfort, and
she reported him looking away uncomfortably (Butler, 2020, p. 16). Another participant

describes their frustration around the furniture in their office: the chairs at her office are grey and
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will stain if blood leaks through which often happens with the unpredictability of menstruation
during the menopausal transition (Butler, 2020, p. 13). The participant concludes, “it’s almost as
if employers want people, but without the bodies they’ve got” (Anna, Beth, Cleo and Dawn;
Focus Group 1 in Butler, 2020, p. 13). In Atkinson et al.’s (2021) study on women in the United
Kingdom’s (UK) police, women felt a kind of agency as they experienced menopause. They
experienced a liberation and felt like this stage signified greater maturity and wisdom (Atkinson
et al., 2021, p. 668).

This embodied view can also highlight how the person’s experience within their bodies
shapes their experiences in varying contexts. Stereotypical views on menopause can limit it to
being a negative and shameful experience, but this research demonstrates that experiences of
menopause are complex, both with positive and negative valence (Atikinson et al., 2021; Butler,
2020). With the pervasiveness of the ideal worker norm, ignoring the complexity assumes a
disembodied employee who has perfect physical and mental health (Atkinson et al., 2021;
Williams, 2000). This variability in experience is highlighted in these qualitative papers.
Menopause for some can mean no symptoms, intense symptoms across the board, or, most
notably, hot flashes. Embodiment includes all bodily experiences in how it contributes to the
psychological experience. Understanding how differences in the bodily experience correspond to
differences in experience of the workplace can provide a better understanding of employees
experiencing menopausal symptoms in the workplace.

Person-Centered Approach

The variability of experiences could indicate that this population of people cannot be

treated as a single population but that subpopulations could exist. This means that an average

experience of menopausal symptoms might not exist or be meaningful given that there is such
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variability (Morin et al., 2018). The person-centered approach focuses on making inferences
based on individuals and not for the whole population (Howard & Hoffman, 2018). In contrast,
person-specific approaches are even more idiographic by focusing on a single individual.
Variable-centered research is more nomothetic meaning that it is more concerned with
uncovering general principles that apply to an entire population. Thus, “person-centered methods
are situated between the purely nomothetic and the idiographic extremes” (Woo et al., 2024, p.
456). Person-centered methods can clarify the nuances in relationships between variables (Morin
et al., 2018; Woo et al., 2024). The following brief review on organizational research utilizing
this approach demonstrates its benefits.

Research on commitment has made a significant use of the person-centered approach. For
a brief overview of commitment, the theory of organizational commitment was first
conceptualized in Meyer and Allen (1991). This theory proposed that there were three facets of
commitment: affective, normative, and continuance. Affective commitment refers to the
emotional attachment an employee feels for the organization. Normative commitment refers to
the obligation that creates the attachment for the employee. Continuance commitment refers to
the attachment derived from the benefits of staying with the organization and the losses from
potentially leaving the organization. Using a person-centered approach was mainly theoretically
driven. Meyer and Allen (1991) theorized the potential interactions between these three,
suggesting that different combinations could lead to varying outcomes. In further theories, the
different combinations potentially impacted turnover and engagement (Meyer et al., 2012;
Somers, 2010). The person-centered approach supplemented commitment research by
demonstrating how different profiles of commitment predicted these work outcomes (Meyer et

al., 2012; Somers, 2010). Although a three-way interaction has been found under a variable-
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centered approach (Gellatly et al., 2006), the weak results for interactions suggests that perhaps
the varying combinations produces qualitatively different effects (Meyer et al., 2013).

Research on emotional labor, similar to commitment, had yet to clarify mixed findings on
deep acting on well-being (Hiilsheger & Schewe, 2011). Emotional labor is the work and effort
put into changing displays and even experiences of emotions for the requirements of the job
(Hochschild, 1983). Changing only the display of the emotion is known as surface acting.
Changing the internally experienced emotion to match the display is known as deep acting.
Surface acting can be further broken down into faking (putting on an emotional display) and
suppression (preventing an emotional display). Research supports the theorized harmful effects
of surface acting and the neutral to positive effects of deep acting (Grandey & Gabriel, 2015;
Grandey & Melloy, 2017). To explain the variation in results around deep acting, further
theorizing proposed that people do not just engage in surface acting or deep acting but might
utilize a mixture (Gabriel et al., 2015). In samples taken from workers in the service industry, the
results demonstrated that there are subgroups of emotional actors based on profiles of their levels
of emotional labor strategies (Gabriel et al., 2015). Further research replicated and extended
findings by analyzing surface acting in two forms, faking and suppression (Fouquereau et al.,
2018), and analyzing emotional labor done in the presence of coworkers (Gabriel et al., 2020).
This explains the mixed findings on deep acting—primarily deep actors had the best well-being
but those in the group using high deep and high surface acting had poorer well-being (Gabriel et
al., 2015). The person-centered approach uncovered this finding that perhaps deep acting itself is
not harmful in contrast to findings from variable-centered approaches.

With the nuance that person-centered methodologies provide, medical researchers have

also incorporated it to investigate theories on how changes in levels of hormones in the body
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relates to experiences of symptoms (Conley, 2017). It has been used in research on cancer (Reese
et al., 2015), depression (Ulbricht et al., 2018), and dysmenorrhea (a condition marked by painful
menstruations; Chen et al., 2018). Person-centered approaches have also been used in research
on menopausal symptoms (Cray et al., 2012; Cray et al., 2010; Jalava-Broman et al., 2020; Kim
et al., 2023; Moss et al., 2022; Woods et al., 2014; Woods et al., 2016; Zhao et al., 2021). These
studies have looked at how the various subgroups of menopause symptom profiles related to
overall well-being (Jalava-Broman et al., 2020), hormone therapy (Moss et al., 2022), and
explored breakdowns of race, ethnicity, age, and personality factors for profiles (Zhao et al.,
2021). One study did look at menopausal symptom profiles and job stress: Cray et al. (2010)
found that greater job stress predicted membership in the symptom profile where there was a
high level of severity across symptoms groups. These groupings were based on hot flashes, mood
changes, awakening at night, joint ache, and problem concentrating (Cray et al., 2010). Data
were gathered cross-sectionally, so although logistic regression results indicated job stress as a
significant predictor, job stress could actually result from membership in the high-severity
symptom group.

Most of these studies, with the exception of one (Jalava-Broman et al., 2020), also place a
large focus on the symptoms as a result of the complex systems impacted by hormones and only
briefly discusses correlations of symptom profiles to well-being (Cray et al., 2012; Kim et al.,
2023; Moss et al., 2022; Woods et al., 2014; Woods et al., 2016; Zhao et al., 2021). Given what
is known about the variability in menopausal symptoms (Monteleone et al., 2018) and latent
profile analysis studies that have been done, there is evidence of groups based on menopausal
symptom profiles. This dissertation investigates subgroups of menopausal symptoms by

examining the symptoms groups of hot flashes and sweating, genitourinary symptoms, bodily
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pain and headaches, sleep symptoms, cognitive symptoms, and affective symptoms (depression,
anxiety, and irritability). Because the hormonal mechanisms that drive the symptomology are not
understood well, there is uncertainty in what the latent profiles might look like.

Hypothesis 1. There exist distinct subgroups of people in perimenopause, menopause, and

postmenopause based on menopausal symptoms (hot flashes and sweating, genitourinary

symptoms, bodily pain and headaches, sleep symptoms, cognitive symptoms, and
affective symptoms).

In addition to subgroups, there is also evidence that menopausal stage is associated with
one’s symptom profile (Cray et al., 2010). As the menopausal transition progresses, the hormone
levels change, and the changes bring about different symptoms. One study showed that estrone
levels predicted group membership to the group with more hot flashes, joint aches, and
awakening at night (Cray et al., 2010), showing that hormone levels and group membership
could be associated. Other studies have examined how menopause symptom group membership
changes depending on menopausal stage as well (Mishra & Dobson, 2012). Thus, this
dissertation explores at how menopausal symptom groups potentially change over time.

The proposed dissertation will look at profiles in relation to work outcomes (job
satisfaction, turnover, absenteeism, and leadership status). Rather than predicting profile
membership, this proposed thesis investigates profiles as predictors of employment status, job
satisfaction, turnover, absenteeism, and leadership status as outcomes. Additionally, Cray et al.’s
(2010) and others’ research on menopause and work (Bariola et al., 2017; Beck et al., 2020;
Hardy et al., 2017) did not base their research in theory. This dissertation adds to the current
body of person-centered studies on menopausal symptoms by relating the full scope of

menopausal symptom groups (hot flashes, genitourinary, bodily pain, sleep symptoms, cognitive
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symptoms, and affective symptoms) to work based on organizational theory. Previous studies
(Cray et al., 2012; Kim et al., 2023; Moss et al., 2022; Woods et al., 2014; Woods et al., 2016)
included similar symptoms, so the results of this study can be compared, but these studies do not
further explore how the different symptom profile experiences impact work. They also do not
make the attempt to repeat the analysis on another sample. This dissertation attempts to validate
the profiles on another sample. By doing a validation and rooting the research questions and
analyses in organizational theory, this adds to the existing literature to further theory building
around this topic in organizational sciences. This dissertation utilizes COR theory to explain the
relationships between menopausal symptoms and work outcomes.
Conservation of Resources Theory

The theory’s overarching tenet is that “individuals strive to obtain, retain, foster, and
protect those things they centrally value” (Hobfoll et al., 2018, p. 104). These “things they
centrally value” are resources and vary in type (Hobfoll, 1989). Resources labeled “conditions™
include employment, marital status, and tenure. Object resources include physical types of
resources, including money. Personal resources are any characteristics or aspects of one’s
person, skills, abilities, traits, etc. Energy resources include time, money, and knowledge
(Hobfoll, 1989). Hobfoll (1989) notes that social relationships can potentially grant people
access to more resources but are not resources, themselves; however, social support is
conceptualized as a personal resource (Hobfoll et al., 2018; Hobfoll, 1989). Stress occurs in three
circumstances: (1) when resources are lost, (2) when resources are threatened with loss, and (3)
when investments of resources do not produce a return of greater resources (Hobfoll et al., 2018,
p. 104). Those experiencing menopausal symptoms may be experiencing a kind of resource loss,

leading to greater stress and other disruptions to work. Lacking sleep because of the menopausal
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transition can make completing work timely more difficult. Hot flashes might be distracting
during work. Depressive symptoms can trigger loss by both a diminished self-worth as well as
lowered productivity. Because investing resources is necessary to gaining resources, the inherent
investment of time and energy into work to gain other resources (money, recognition,
promotions, etc.) might be diminished if resources are being drained from symptom-related
discomfort. Losses in resources from menopausal symptoms can then be extremely stressful and
possibly impact job satisfaction, job performance, absenteeism, turnover, and leadership.

Resources do not exist in isolation but exist in what Hobfoll (2011) calls caravans. These
resource caravans are acquired and maintained through the caravan passageways (Hobfoll,
2011). Hobfoll and colleagues point to the high correlations between the distinct constructs self-
esteem, self-efficacy, and optimism as evidence for this caravan thesis (Hobfoll, 2011; Hobfoll et
al., 2018). In the context of an organization and its members, the passageways are the
environments that allow members to gather resources and maintain them. As an example, a
wealthy organization with a supportive culture might onboard new employees with thoughtful
and comprehensive activities and training. Employees quickly gain personal and energy
resources through these experiences to better execute their tasks which grants them greater
opportunities for growth and promotion within the organization. This, in turn, can lead to
increased success for the whole organization. This is how one can enter a gain spiral: gaining one
resource triggers subsequent gain (Hobfoll et al., 2018). Another aspect, however, of resources
existing in caravans is how loss can also trigger a loss cycle (Hobfoll et al., 2018). Losing
employment, experiencing death of a loved one, or having a sudden medical emergency can lead
to further losses. Losing employment will necessitate seeking other opportunities, so further

resources of time, energy, and money must be spent to sustain job search during unemployment.
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In the case of menopause, discomfort from insomnia, depression, or hot flashes may similarly
trigger further losses.

In theory, menopause can be understood through COR theory, but to draw a stronger
connection between menopause and work, evidence for COR theory in maternity and work
literature shows some evidence of support for the application of COR theory to menopause (Fox
& Quinn, 2015; Little et al., 2018). There are similar features between maternity and menopause.
Maternity and menopause are both stigmatized (Grandey et al., 2019). People hold stereotypes
on how mothers and menopausal people behave and work (Grandey et al., 2019). Maternity and
menopause are counter to what the “ideal worker” represents. Pregnancy and the post-natal stage
are also marked by dramatic shifts in hormones, along with changes in one’s body and mood
(Grandey et al., 2019; Kujiper et al., 2013). Pregnancy, in the first and early second trimester
(and even later depending on the person) can also not be readily visible, similar to menopause.
Maternity and menopause are also topics important to women’s health. Although there are many
ways maternity and menopause differ (most prominently, the ability to decide the timing of
pregnancy and typical life-stage/age of occurrence), the similarities and the lack of existing
research on menopause are reasons for pregnancy and maternity research to inform menopause
research.

Work on pregnant workers has shown that they experience resource depletion related to
pregnancy (Hassard et al., 2023). Using another resource theory, the job demands-resources
model, another article conceptualized pregnancy discrimination as a job demand which
ultimately depleted resources to have negative effects for job stress and attitudes for pregnant
employees (Hassard et al., 2023). Another study looked at pregnancy discrimination in terms of

how much the pregnant employees anticipated there to be discrimination in their organization
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(Fox & Quinn, 2015). This study demonstrated that organizations that are less supportive can
increase perceptions of anticipated discrimination and, in turn, negatively impact psychological
well-being (Fox & Quinn, 2015). For new mothers, COR theory can explain how experiences as
a new mother can be draining and potentially harmful when an organization does not provide the
necessary support (Dugan & Barnes-Farrell, 2020; Gabriel et al., 2018; Greaves et al., 2017; Fan
& Potocnik, 2021). Mothers typically struggle at work, and/or at home, due to a limit in
resources; the spillover effects due to this resource depletion have negative implications for their
well-being (Dugan & Barnes-Farrell, 2020; Fan & Potocnik, 2021). Many new mothers will
choose to breastfeed their babies. Breastfeeding at work can have so many potential positive
effects for the mother and child if the organization provides proper support (McCardel & Padilla,
2020). Culturally in the U.S., breastfeeding is stigmatized, so many do not get this support
(McCardel & Padilla, 2020). Without support, breastfeeding while working can have negative
impacts for job performance and attitudes (Gabriel et al., 2018; Greaves et al., 2017). The
physical stressors of maternity, although different from menopause, shares similar stigma and
potential for disruption with menopause to demonstrate the potential for menopausal symptoms
to have a similar impact on work.

Another related topic is aging. The menopausal transition typically occurs later in one’s
career (at the ages of one’s 40s to 60s). The body and mind changes over these years, and
especially with the Baby Boom, there is a growing concern for the aging workforce (Silverstein,
2008). There is a large body of research that examines age and work, revealing mixed results
(van den Berg et al., 2009). Older workers are stereotyped to be inflexible, unteachable,
cognitively ill-performing, and, overall, poor performers (Kooij et al., 2020). Much research,

however, shows that this not the case, and that these generalizations grossly misrepresent the
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reality of employees working at an advanced age (Kooij et al., 2020). To protect workers from
age discrimination, age at which one is protected from age discrimination is 40 (ADEA, 1967).
The menopausal transition often occurs around this time as well. This body of literature shares
some aspects of menopause: increased disruptions from the changing body and cognitive
capabilities.

COR theory explains both stress and motivation, and the barrier for many older workers
are conceptualized to be an issue of motivation (Kooij et al., 2020). Under COR theory, and
other resource theories, the negative impacts that arise as one ages utilize resources from
treating, coping, and compensating for these costly effects. Because aging in itself is not the
issue, research focuses on work ability and other work attitudes and well-being variables to
investigate aging in the workplace. Work ability, the extent to which an employee can meet the
demands of a job (Carmen Martinez et al., 2016), is of particular interest because it can show the
discrepancy between the current aging workforces’ capability and the needs of jobs (van den
Berg et al., 2009). In a study on work ability under a job demands-resources model, work ability
was related to resources demonstrating that depletion of resources negatively impacts work
ability (McGonagle et al., 2014). As workers age, rates of disability also increase (Stock &
Beegle, 2004). In a study on older workers and disabilities, group membership of latent profiles
of disability comorbidity was related to work outcomes such as job satisfaction and turnover
intentions (Thrasher et al., 2021). Again, some of the associated changes to the body and mind
with aging have negative impacts for work. Menopause symptoms are associated with similar
changes in body and mind, and so the relationships observed in the literature on aging could be

observed between menopausal symptoms and work.
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Menopausal Symptom Groups and COR Theory. In terms of how employees
experiencing menopausal symptoms manage work, the conservation of resources (COR) theory
expalins how specific menopausal symptoms can create stress and discomfort for those
experiencing disruptive symptoms. COR theory, along with considerations of the organizational
culture, can be used to explain the unique challenges of those experiencing disruptive
menopausal symptoms. The discomfort from symptoms themselves can exhaust resources.
Experiencing disruptions due to menopausal symptoms might exhaust one’s resources by
interrupting important work tasks. The menopausal transition thus is accompanied by potential
sources of resource depletion via the symptoms. In the following, the various symptoms
experienced during the menopausal transition and into post-menopause are reviewed. A common
theme is that because the mechanism through which these symptoms arise is understood poorly,
attributing symptoms solely to menopause is difficult (Greendale et al., 2020; Kim et al., 2015;
Monteleone et al., 2018). It is possible that menopausal symptoms have a more distal, indirect
effect from the changes in hormones. Controversies are discussed for each symptom group.

Affective Symptoms. Employees in the menopausal transition may be experiencing
symptoms of depression and anxiety. Shifts in hormones, as seen in puberty and pre- and
postnatal women, are associated with shifts in mood (Bryant et al., 2012). This could be due to
the influence of estrogen levels on the mood-related neurotransmitters serotonin and gamma-
aminobutyric acid (GABA; Alblooshi et al., 2023). Perimenopausal and postmenopausal women
are more likely to report symptoms of depression, even to the extent of Major Depressive
Disorder, than premenopausal women (Weber et al., 2014). There are some inconsistencies in the
literature on menopause and anxiety. Bryant and colleagues (Bryant et al., 2012; Hickey et al.,

2012) reviewed literature on anxiety and menopause and evaluated the measures used for
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anxiety. They concluded that there was no clear evidence that there is an increased risk for
anxiety disorders during menopause and the menopausal transition due to the lack of availability
of high-quality studies using valid clinical measures of anxiety. Mulhall et al. (2018) using the
Goldberg Depression Scale and Goldberg Anxiety Scale did find an association between
menopause and anxiety (as well as depression). Rather than examining risk for anxiety, another
study found that for those who had low anxiety, anxiety increased significantly compared to
those with already high anxiety (Bromberger et al., 2013). This suggests that perhaps there is a
ceiling effect on the anxiety measures or premenopausal anxiety impacts changes in anxiety
during perimenopause to postmenopause.

Mental illness and mental health have both been found to be significant in employees’
experiences of the workplace. Many studies exist on the relationship between mental health and
work (Follmer & Jones, 2018; Rosado-Solomon et al., 2023). Under COR theory, depression,
anxiety, and general stress and irritability are all draining. In one study, depression was found to
be associated with lower productivity (Reynolds & Manata, 2023). In another study using COR
theory to explain leader-member exchange and leader’s mental health, leader’s stress reactivity
was negatively related to leader-member exchange quality (Diebig et al., 2024). For those with
menopausal symptoms of depression, motivation might be diminished due to a lowered interest
in work, lack of hope, or intense sadness. These feelings would make completing work cost more
resources of time and energy to complete. For those experiencing anxious or irritable symptoms,
focus on work might be made more difficult, relationships with people in the office can
potentially be strained from irritable dispositions, and making full use of knowledge could be

disrupted if anxious feelings are distracting enough. Although no studies have focused on the
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affective symptoms resulting from menopause, research on mental health at work demonstrates
that there are relationships between these symptoms and work outcomes.

Sleep Symptoms. Issues around sleep is reported for those in perimenopause to
postmenopause. Findings from research on sleep are heavily influenced by researchers measured
sleep quality with subjective or objective measures. There is a large body of evidence that
subjective sleep quality reports and objective measurements of sleep quality have a poor
relationship (Freedman & Roehrs, 2007). People may report having had poor sleep when they
have actually had high quality rest. Some studies using objective and subjective measures have
replicated the weak relationship between the two—often anxiety and experiencing hot flashes are
more related to the subjective measure, whereas experiences of primary sleep disorders (e.g.,
sleep apnea, restless leg syndrome, and insomnia) are strongly related to quality of sleep
(Freedman & Roehrs, 2007; Ameratunga et al., 2012; Xu & Lang, 2014). Thus, the primary
controversy around disrupted sleep and menopause is around its strong connection to hot
flashes/night sweats. There is a strong association between hot flashes and reported sleep quality
(Ameratunga et al., 2012; Freedman & Roehrs, 2007), but many women experiencing
menopausal symptoms also reported having primary sleep disorders (measured objectively;
Freedman & Roehrs, 2007). Another controversy around poor sleep quality among menopausal
and peri- and postmenopausal women is that sleep quality in general deteriorates with age
(Ohayon, 2006). In a meta-analysis, there was a relationship between menopause and sleep
quality, independent of age and other factors (Xu & Lang, 2014). Despite controversies and
alternative explanations for poor sleep quality during perimenopause to post menopause,

research supports a direct effect of menopause on sleep.
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Literature on sleep and work is rich with evidence that poor sleep has negative
implications for work (Barnes et al., 2023; Brossoit et al., 2019; Litwiller et al., 2017). From a
COR perspective, sleep is a means of restoring resources: repairing the body and brain and
refreshing the mind (Rivkin et al., 2023). This is important as one of the basic principles of COR
theory is that resources must be invested to gain more. Investing time into sleep leads to greater
energy which, in turn, be used to complete work tasks throughout the day. Without proper sleep,
job performance may suffer. Studies examining the relationship between sleep and job
performance have found that poor sleep can lead to poor job performance (Litwiller et al., 2017;
Rivkin et al., 2023). Sleep is also essential for mood (Scott & Judge, 2006). Lacking sleep can
then lead to not only poor performance but also low job satisfaction (Scott & Judge, 2006). Even
without research on menopause-related sleep problems, it is evident that women experiencing
menopausal symptoms of poor sleep may work and feel differently from those without poor
sleep or those who are premenopausal.

Bodily Pain Symptoms. Many, but not most, women in the menopausal transition report
bodily pain and headaches (Alexander et al., 2007; Meriggiola et al., 2012). These symptoms are
referred to as arthralgia and not necessarily connected to arthritis or other condition. The
mechanism for these symptoms is not well understood, however (Alexander et al., 2007; Watt,
2018). Several hypotheses exist for why there is an increase in reports of pain during the
menopausal transition. One hypothesis is backed by how estrogens play a role in suppressing the
degradation of and even promote the growth cartilage (Alexander et al., 2007; Watt, 2018). Thus,
if estrogen levels fall, the amount of cartilage could decrease causing pain in the joints. Another
hypothesis is derived from the known relationship between estrogen and osteoporosis: lower

levels of estrogen increase risk for osteoporosis (Alexander et al., 2007; Watt, 2018). Estrogen
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also plays a role in reducing perceptions of pain (Alexander et al., 2007; Watt, 2018). Lastly,
estrogen has anti-inflammatory properties (Alexander et al., 2007). In addition to joint pain,
many also report headaches and migraines with menopause (Bernstein & O’Neal, 2021). Given
that there are people who experience menstrual migraines, migraines may also arise from the
fluctuations of hormones from menopause (Ornello et al., 2021). Menstrual migraines are caused
by the sudden decrease in hormone levels in the menstrual cycle (National Headache Foundation,
2020), so the dip in hormone levels from menopause play into the mechanism that causes
migraines as well. Because estrogen affects many bodily functions, the precise mechanism
explaining increased reports of pain during the menopausal transition remains unknown, and yet
there several theories to explain how pain could increase during perimenopause to
postmenopause.

Employees experiencing pain can lead to issues for both the employee and the
organization. Arthritis, in particular, shares some commonality with pain experienced from
menopause. The menopausal joint pain may resemble the pain experienced from arthritis.
Research on arthritis and work reveals that arthritis not only contributes to absenteeism and
disrupts work (Gignac et al., 2008; Verstappen, 2015) but also is associated with unemployment
(Hoving et al., 2013; Kirkeskov & Bray, 2023). Migraines have also been shown to have
associations with absenteeism (Begasse de Dhaem et al., 2021), unemployment (Stewart et al.,
2010), as well as burnout and greater preference for remote work (Peles et al., 2024). Pain can be
distracting and draining. Under COR theory, experiencing pain can disrupt work and at extreme
levels, could incline a person to withdraw or even quit. The pain experienced during menopause
might not share the exact same qualities as the ones covered here, but there is evidence of pain’s

disruptiveness to work.
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Cognitive Symptoms. Menopausal cognitive symptoms includes troubles with memory
and brain fog. While one could reason that these issues could result from a lack of sleep or even
from the distracting discomfort of other menopausal symptoms (which could be the case as it is
in Zhu et al., 2022), there is a lack of consensus around menopausal cognitive symptoms
(Grandey et al., 2019; Greendale et al., 2009). This is likely due to the direct and indirect effects
of menopause on cognitive functioning (Greendale et al., 2020). The menopausal transition is
marked by mood-related, sleep, and vasomotor symptoms that can be distracting and disruptive
to cognitive functioning (Maki et al., 2008; Zhu et al., 2022). Menopause has also been shown to
impact verbal episodic memory and learning (Greendale et al., 2009; Weber et al., 2014).
Greendale and colleagues (Greendale et al., 2009; Greendale et al., 2020) highlight that
decreases in cognitive functioning are not beyond the normal boundaries. The learning issue is
less of a decrease in learning ability but rather a lack of improvement in learning over time
(Greendale et al., 2009). The learning effect was not looked at in terms of acquiring a skill or
understanding but rather memorizing a list of words (Greendale et al., 2009; Lamar et al., 2003).
As Greendale et al. (2020) point out, there are only a handful of studies that rigorously examine
these effects (Shanmugan & Epperson, 2014).

The neurophysiological basis for menopausal cognitive symptoms can be explained by the
presence of estrogen receptors in the hippocampus (the part of the brain largely attributed to
memory; Greendale et al., 2020) and estrogen effects on the prefrontal cortex (important for
executive functioning like decision making, planning, and concentration; Shanmugan &
Epperson, 2014). With evidence that executive functioning is important for work (Chan et al.,
2021; Diestal et al., 2013), potential effects on this cognition due to menopause could disrupt

work. While the learning effects referred to in Greendale et al. (2009) have not been studied in
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the work context, given that many employees face dynamic and ill-defined problems, learning
and memory is a vital part to work. In research on older workers and cognition, there is evidence
that cognitive decline is associated with work motivation, capacity to learn, and workplace safety
(Fisher et al., 2017; Silvaggi et al., 2019). Cognitive demands at work can cause strain when the
level of demand is high (Kubicek et al., 2022). In one study, flexibility at work was related to
greater cognitive demand due to the increased number of choices employees had to make
(Baumgartner et al., 2024), this demand was then related to increased strain. In another study,
high cognitive demands from coordinating tasks with coworkers lead to more cognitive load and,
subsequently, less psychological detachment (which has been shown to be important for
employees’ recovery processes; Kubicek et al., 2022). For employees experiencing menopausal
symptoms, symptoms might increase the intensity of these demands leading to more strain.
Another potential outcome is cognitive failure, when people make errors in performing tasks that
they are typically capable of performing (Wallace et al., 2002), which is associated with
accidents in the workplace (Wallace & Vodanovich, 2003; Fisher et al., 2017). If someone going
through the menopausal transition experiences diminished capacity to stay focused and
remember details, this might increase chances of making errors and necessitate taking more time
and effort to create memos. Using additional resources to make up for issues from cognitive
symptoms could reduce available resources for completing work tasks thereby reducing job
performance.

Genitourinary Symptoms. Genitourinary symptoms refer to symptoms of the urinary
tract and genitalia. Originally, these symptoms were separated but combined to draw attention to
urinary symptoms in addition to vaginal dryness and discomfort commonly reported among

people in the menopausal transition (Christmas et al., 2023; Kim et al., 2015). Vaginal dryness
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and discomfort can be attributed to changes in the tissue and vaginal pH which results in
decreases in lubrication and the natural flora of the area (Kim et al., 2015). Urinary symptoms
such as urinary tract infection and incontinence are likely due to estrogen’s impact on urinary
control and bladder muscles (Hyun et al., 2016; Robinson & Cardozo, 2003). Christmas et al.
(2023) argue that if these symptoms are truly attributable to menopause, then systemic hormone
therapy should resolve symptoms. Their systematic literature review, however, does not support
this notion (Christmas et al., 2023). Combining the urinary and genital symptoms under one
category is controversial but has been the standard in research on menopausal symptoms.

Studying genitourinary problems and their effect on the workplace is also lacking. A few
studies have found that urinary incontinence and work disruptions were related (Brock et al.,
2024; Chow et al., 2022). Another study demonstrated that there was an association between
occupation and urinary symptoms as well (Kim & Kwak, 2017). Employed women not only
experienced more symptoms than unemployed women, but also those in more physical jobs had
greater urinary symptoms than other occupations (Kim & Kwak, 2017). In demanding jobs,
many may not be able to freely take bathroom breaks which may lead to holding in one’s urine
(Chow et al., 2022). Holding in urine is associated with urinary tract infections and excessively
doing so can worsen incontinence by weakening the bladder muscles (RRH, 2021). For those
experiencing urinary symptoms in association to menopause, such issues can be frustrating and
disruptive in the workplace.

Hot Flashes. Hot flashes or flushes are experienced commonly among those in
perimenopause, menopause, and postmenopause (Kronenberg, 2010). Again, the mechanism for
hot flashes is not well-understood. There seems to be a connection to the hypothalamic

thermoregulatory and vasodilatory responses resulting in sweating and blood migrating
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superficially to the skin to cool the body (Freedman, 2001; Kronenberg, 2010). The body
temperature, however, does not rise proportionally to the perceived temperature, but due to the
thermoregulatory changes from menopause, the sensation of heat is intensified during a hot flash
(Freedman, 2001). Studies taking the actual temperature of the body during hot flashes show that
hot flashes are triggered by small increases in body temperature (Freedman, 2001; 2014). A hot
flash can be triggered from an increase in body temperature from a short walk, stress, and even
spicy food (Cleveland Clinic, 2024). The disruptiveness of hot flashes, however, is commonly
reported (Nappi et al., 2021). The impact of hot flashes on work has not been thoroughly
investigated. Griffiths et al. (2013), however, showed that of 896 responses, 35.1% reported hot
flashes as being problematic for work, 95.5% found methods for cooling down helpful for work,
and 55.3% specifically said they would like for their work to provide access to air conditioning,
temperature control, and ventilation. These statistics are a start in demonstrating hot flashes’
potential negative effects on work.

Summary. Despite controversies around the physiology of symptoms, perimenopausal,
menopausal, and postmenopausal people experience these symptoms at a greater rate than their
premenopausal counterparts (Harvard Women’s Health Watch, 2005; Monteleone et al., 2018).
The controversies are worth noting to draw attention to the lack of clarity around the
mechanisms that create the symptomology of menopause, but the scope of this thesis does not
include the clarification of these physiological mechanisms. This thesis is concerned with how
these experiences of menopausal symptoms impact the workplace, and the symptoms, researched
in isolation, do show evidence of relating to work outcome in ways consistent with COR theory.
To investigate this, this thesis examines how these menopausal symptoms, in combination, affect

work outcomes.

32



Visible Symptoms and Leadership

When experiencing the discomfort of hot flashes, one might take off a layer of clothing
and sweat profusely. If experiencing incontinence or feeling the urge to urinate frequently due to
a urinary tract infection, one may need to make frequent bathroom trips. These symptoms present
more readily than other menopausal symptoms. Depression, anxiety, and even poor sleep can be
relatively masked in the workplace. The concealability of symptoms has implications for how
one is viewed in the workplace (Zhang et al., 2021).

The literature on the concealability of stigmatized identities demonstrates the potential
for the visibility of menopausal symptoms to impact how one is treated in the workplace. As an
example, Black women are often highly visible or hypervisible in the workplace, leading to
tokenization (Buchanan & Settles, 2019; Dickens et al., 2019). This has implications for
workplace discrimination and, subsequently, their well-being (Buchanan & Settles, 2019;
Dickens et al., 2019). In studies on perceptions of women in the workplace, stigma from sexist
attitudes towards women lead to perceptions of lower promotability (Hoobler et al., 2017) and
performance (Jasper & Klassen, 1990). Menopausal symptoms, however, are more concealable
than one’s race or gender (although these identities can be ambiguous for some). Literature
around disclosure of concealable stigmatized identities reveals that disclosure shifts the attitudes
towards a target depending on whether the identity is perceived as controllable and disclosure is
perceived as authentic (Hebl & Kleck, 2002; Singletary & Hebl, 2009; Lynch & Rodell, 2018).
Coworkers and supervisors could potentially identify an employee as experiencing menopausal
symptoms by observing how often they sweat and take off a layers and make trips to the
bathroom. This could lead to a shift in their perception of competence of the employee given the

stereotypes around menopausal women as being more irritable.
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Grandey et al. (2019) emphasize that the timing of menopause coincides with the period
of career where leadership opportunities increase. The potential social effects of visible
symptoms could include impacts to leadership emergence. Leadership, by definition, is socially
constructed through the leader-follower relationship (Uhl-Bien et al., 2014; Day & Miscenko,
2016). To rise to a leadership position, others must recognize the potential leader’s legitimacy,
and then the leader can influence followers (Hollander, 1958). Lord et al. (1984) first proposed
and tested the idea that the prototypicality of a leader can impact follower ratings of leaders.
These leader prototypes or implicit leadership theories (ILT) can be individual, but there is
significant overlap between people’s prototypes such that research has identified common
prototypes: sensitivity, dedication, tyranny, charisma, strength, creativity, well-groomed,
masculinity, and intelligence (Offermann & Coats, 2018). These implicit theories vary in how
typical versus ideal they are as well as their valence (Junker & van Dick, 2014; e.g., tyranny has
a negative valence and masculine is often a characteristic of leaders). Those who deviate from
these expectations are less likely to be perceived as leaderlike (Sy et al., 2010), and congruence
between follower and leader ILT is positively associated with leader-member exchange (Riggs &
Porter, 2017). In another study on race and leadership, results showed that there were
intersectional differences between female leaders by race due to different stereotypes among
Black and Asian women (Rosette et al., 2016). For concealable identities, followers rated leaders
lower on effectiveness if the stigmatized identity was perceived as being related to competence
(i.e., drug addiction; Hancock, 2022) and if the identity was disclosed involuntarily (Adams &
Webster, 2017). Although sweating profusely and frequent bathroom trips are not guaranteed
indicators of menopausal status, these behaviors are certainly not included in what people think

to be the prototypical, ideal leader. And if coworkers and supervisors do attribute symptoms to
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menopause, this would also go against the image of leadership. Given the penalties for lacking
leaderlike characteristics, the visibility of symptoms may reduce chances of attaining leadership
positions.

Hypothesis 2. Those experiencing more visible symptoms (i.e., hot flashes and urinary

symptoms) will be negatively associated with leader status.
Social Support

Receiving social support can be a valuable resource to be gained, and research has shown
that receiving support at work can mitigate and even remedy negative effects of difficult
workplaces on work outcomes (e.g., productivity, job satisfaction, and burnout; Baruch-Feldman
et al., 2002). In existing studies on menopause, social support is reported as an important means
through which employees experiencing menopausal symptoms can be assisted through
challenges associated with their symptoms. For example, participants in Butler’s (2020) study
reported that while Human Resources teams may try to promote wellness initiatives, more
meaningful advice was found when talking with friends also experiencing menopause symptoms.
Among these forms of social support, coworker and supervisor support are rated highly for being
helpful for employees experiencing menopausal symptoms (Beck et al., 2020).

In these studies looking at menopause and the workplace, seeking coworker support was
reported frequently from employees. Under COR theory, this would be a beneficial resource to
gain as coworkers can provide comfort for the difficulties the employee is experiencing and may
even aid in completing work tasks. Coworker support was found to mitigate the negative
relationship between burnout and job performance (Norling & Chopik, 2020). In another study,
coworker support buffered workplace bullying and rumination (Boren, 2014). For those

experiencing menopausal symptoms, coworker support can potentially moderate the relationship
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between profile membership and work outcomes. In a similar way, supervisor support can also
moderate these relationships. Supervisor support can provide other resources for an employee,
such as, giving flexibility for deadlines, permitting various in-person and remote working
situations, and advocating for the employee’s needs within the organization (Jolly et al., 2020).
Because of supervisors’ higher power in organizations, the support received from them will be
different from that of coworkers.

Hypothesis 3. Coworker and supervisor support will both moderate the relationship

between profile membership and work outcomes (job satisfaction, job performance,

turnover, and leadership status) such that the supports weaken the relationships.
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Method

Summary

This thesis investigates the potential groupings of those experiencing menopause by their
symptom profiles. Given the lack of knowledge around menopausal symptoms and their
relationship to work, theory is lacking to explain how these symptoms can potentially impact the
workplace. The stigmatization of menopause has also further stifled representation of the varied
experiences of menopausal symptoms. A handful of studies have demonstrated that menopausal
symptoms are not homogenous (Cray et al., 2012; Harlow et al., 2017; Kim et al., 2023; Moss et
al., 2022; Woods et al., 2014; Woods et al., 2016; Zhao et al., 2021) but do not address group
membership and work outcomes. This study addresses three main research questions:

Research Question 1. What subgroups exist among those experiencing menopausal

symptoms?

Research Question 2: How does subgroup membership change over time (from time 2 to

time 3)?

Research Question 3. How does subgroup membership change (from timepoint 2 to 3)

relate to changes in work outcomes (i.e., employment, absenteeism, job satisfaction, and

leadership status)?
Based on these research questions and existing research on menopause symptom subgroups, the
following hypothesis is tested:

Hypothesis 1. Distinct subgroups exist based on menopausal symptoms (hot flashes and

sweating, genitourinary symptoms, bodily pain and headaches, sleep symptoms,

cognitive symptoms, and affective symptoms).

Then, subgroupings are analyzed as predictors of work outcomes to understand the connection
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between group membership and work outcomes. Grandey et al. (2019) discussed the potential
implications for menopause and leadership due to the timing of perimenopause. To explore this,
the following hypothesis will be tested:
Hypothesis 2. Intensity of visible symptoms (i.e., hot flashes and urinary symptoms) will
be negatively associated with leader status.
Finally, coworker and supervisor support can provide resources to employees who are depleted
from managing menopausal symptoms.
Hypothesis 3. Coworker and supervisor support will both moderate the relationship
between menopausal symptom intensity and work outcomes (i.e., employment,
absenteeism, turnover, job satisfaction, and leadership status) such that the supports
weaken the relationships.
Participants
The Midlife in the United States (MIDUS) datasets were used for this study. In 1995-
1996, the MacArthur Midlife Research Network surveyed adults in the U.S. yielding a sample of
n = 7,108. The researchers who designed the study implemented a phone survey where
respondents were called and gave verbal responses to various items. There was also a self-
administered questionnaire that was mailed to participants. These surveys were administered
over three time points. The MIDUS 1, had baseline measurements of psychological, medical,
behavioral, and many other variables related to health and well-being. Because of the focus of
the study, however, MIDUS 1 data will not be included in analyses because items for cognitive
and sleep symptoms were not included. The National Institute on Aging facilitated a follow-up
study, MIDUS 2, in 2004-2005 of n = 3,478 respondents. The last wave of surveys on n = 3,294

participants for the MIDUS 3 was collected in 2013, including some additional questions about
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reactions to the economic recession. In addition, the MIDUS refresher (MIDUS R) also collected
data in 2011 to 2014 on a new sample, n = 3,577, asking many of the same questions from the
original MIDUS studies. The purpose of including MIDUS R data is to validate the analysis for
subgroups in a separate sample. The present dissertation focuses on the original MIDUS sample
in MIDUS 2 and MIDUS 3 and the MIDUS R.

Respondents were included and excluded based on gender, response to MIDUS 2 and 3
self-administered questionnaire, and presence of both ovaries. Figure 1 shows the process of data
screening to achieve the final sample for analysis. The whole MIDUS 2 was n = 4,963, MIDUS 3
was n = 3,294, and MIDUS R was n = 3,577. Respondents who did not answer any of the self-
administered questionnaire items were also excluded because most items for this dissertation
were from this portion of the survey, reducing the MIDUS 2 sample to n = 4,041 and the MIDUS
3 sample to n = 2,923. The MIDUS R sample n = 3,577 all responded to the self-administered
questionnaire. Female respondents were retained as only participants identifying as female were
able to respond to items relevant to menopause resulting in a remaining MIDUS 2 sample of n =
2,239, MIDUS 3 sample of n = 1,615, and MIDUS R sample of n = 1,856. To maintain the focus
on non-surgical menopause, individuals who have undergone oophorectomy (the removal of one
or both ovaries) were also excluded from the sample, reducing the MIDUS 2 sample to n =
1,681, the MIDUS 3 sample to n =1,149, the MIDUS R sample to n = 1,522. To ensure that the
sample contained no premenopausal women, only respondents who were age 45 and up at the
time they responded to the MIDUS 3 survey were retained, further reducing the MIDUS 2
sample to n = 1,655, the MIDUS 3 sample to n = 1,124, and the MIDUS R sample to n = 820.
Finally, respondents were matched between MIDUS 2 and MIDUS 3 resulting in a final sample

of n=1036.
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Measures

In Table 2 and Table 3, the means, standard deviations, and frequencies are provided.
Table 4 also shows the Shapiro-Wilks test of normality. With the tests and the means and
standard deviations considered together, the menopausal symptom indicator scales were skewed
to the left. Because LPA can still analyze non-normal data, no transformations were applied.

Table 5 through Table 8 are the correlations between study variables. Despite the
symptom scores being correlated, which can be an issue for LPA (Spruk et al., 2020), the Mplus
software gave a message indicating that symptom scores were not correlated to the extent that
would disrupt LPA interpretation.
Demographic Variables

Respondents reported their race and age, in number of years. The final sample’s racial
breakdown was 93.53%, n = 969, White, 3.67%, n = 38, Black and/or African American, 0.19%,
n = 3, Native American or Aleutian Islander/Eskimo, 0.67%, n = 7, Asian or Pacific Islander,
and 1.93%, n = 20, multiracial or other. Because the minimum age cutoff was 45, the age of the
sample ranged from 45 to 84 years old in MIDUS 2 with an average age of 58.11-years-old and a
standard deviation of 9.28 years.
Menopausal Symptoms

Measurement of menopausal symptoms (hot flashes and sweating, genitourinary
symptoms, bodily pain and headaches, sleep symptoms, cognitive symptoms, and affective
symptoms) was made up of 31 items. For the original design of the MIDUS questionnaire, ten
items were grouped together to measure hot flashes and sweating, genitourinary symptoms,
bodily pain and headaches, sleep symptoms, and affective symptoms but not cognitive

symptoms. Additional items from other scales were included to better measure the symptom
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group. The 31 items used in this dissertation resulted in a Cronbach’s alpha of o = .87 for
MIDUS 2, a. = .87 for MIDUS 3, and o = .90 for MIDUS R.

Hot flashes and Sweating. From the menopause symptom inventory, two items
measured hot flashes and sweating. Likert-type responses ranged from 1 (almost every day) to 6
(not at all). This variable was scored with the average of the items. This measure had a
Cronbach’s alpha of o = .73 for MIDUS 2, o = .72 for MIDUS 3, and o = .77 for MIDUS R.

Genitourinary Symptoms. From the menopause symptom inventory, two items
measured genitourinary symptoms. Likert-type responses ranged from 1 (almost every day) to 6
(not at all). This variable was scored with the average of the items. This measure had a
Cronbach’s alpha of o = .22 for MIDUS 2 and o = .09 for MIDUS 3.

Bodily Pain and Headaches. From the menopause symptom inventory, three items
measured bodily pain and headaches. Likert-type responses ranged from 1 (almost every day) to
6 (not at all). This variable was scored with the average of the items. The three items in this
measure resulted in a Cronbach’s alpha of a = .67 for MIDUS 2, a = .70 for MIDUS 3, and a
= .72 for MIDUS R.

Sleep Symptoms. From the menopause symptom inventory, one item measured for
trouble sleeping. Likert-type responses ranged from 1 (almost every day) to 6 (not at all). A
perceived sleep quality measure had four items with Likert-type responses ranging from 1 (never
[zero times]) to 5 (almost always [four or more times per week]). The first item was reverse
coded such and responses were standardized to combine the items with different response
options. Higher scores indicated greater sleep symptoms. The items were standardized to the

same scale and then averaged. The items in this measure resulted in a Cronbach’s alpha of o

= .83 for MIDUS 2, a = .83 for MIDUS 3, and o = .85 for MIDUS R.
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Affective Symptoms. From the menopause symptom inventory, one item measured
irritability. Likert-type responses ranged from 1 (not at all) to 6 (almost every day). Additional
items from the negative affect scale, measured across the three timepoints, were included to
capture the other affective symptoms beyond irritability. Some items include how frequently one
felt “restless” and “angry” over the past 30 days on a Likert-type scale from 1 (all the time) to 5
(none of the time). The first item was reverse coded such and responses were standardized to
combine the items with different response options. Higher scores indicated greater affective
symptoms. The items were standardized to the same scale and then averaged. The items in this
measure resulted in a Cronbach’s alpha of o = .91 for MIDUS 2, o = .91 for MIDUS 3, and a
=.93 for MIDUS R.

Cognitive Symptoms. Five items from the Intellectual Aging Contexts scale (Lachman
et al., 1982) were included to assess cognitive symptoms. Responses were on a Likert-type scale
ranging from 1 (strongly disagree) to 7 (strongly agree). Higher scores are associated with more
issues due to cognitive symptoms. This variable was scored with the average of the items. The
items in this measure resulted in a Cronbach’s alpha of a = .66 for MIDUS 2, a = .70 for
MIDUS 3, and o = .69 for MIDUS R.

Dependent Variables

Employment Status. Response options included working now, self-employed, looking
for work/unemployed, temporarily laid off, retired, homemaker, full-time student, and more. For
the purpose of this study, those that responded with working now in MIDUS 2 and 3 were coded
as employed, and the any other response was recoded as unemployed. This was dummy coded to
0 as unemployed and 1 as employed.

Absenteeism. A single item asked respondents for how many days they were unable to
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work in the past 30 days. Responses ranged from 0 days to 30 days.

Job Satisfaction. A single item of job satisfaction was used. This item is written, “Please
think of the work situation you are in now, whether part-time or full-time, paid or unpaid, at
home or at a job. Using a scale from 0 to 10 where 0 means "the worst possible work situation"
and 10 means "the best possible work situation, how would you rate your work situation these
days?” (MIDUS 1, 2022, p. 733). There are limitations to using a single item due to a limit to
variability in responses (Allen et al., 2022). In some cases, however, the use of a single-item
measure of job satisfaction can capture overall job satisfaction than multi-item measures as these
can inadvertently tap into facets of job satisfaction that are not as important for individuals
(Dolbier et al., 2005). This item resembles that recommended in Fisher et al. (2016), with the
only difference being that this item asks about the current situation.

Leadership Status. There was one item for measuring leadership status. This item was
worded, “Do you supervise anyone on this job?” Response options were 1 (Yes) and 2 (No), and
was recoded to 0 (No) and 1 (Yes).

Coworker Support. Coworker support was measured with two items. Responses were
Likert-type ranging from 1 (all of the time) to 5 (never). An example item for coworker support
is, “How often do you get help and support from your coworkers?” This variable was scored
with the average of the items. The items in this measure resulted in a Cronbach’s alpha of a
= .72 for MIDUS 2, a = .74 for MIDUS 3, and o = .79 for MIDUS R.

Supervisor Support. Supervisor support was measured with three items. An example
item for supervisor support is, “How often do you get the information you need from your
supervisor or superiors?” Responses were Likert-type ranging from 1 (all of the time) to 5

(never). This variable was scored with the average of the items. The items in this measure
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resulted in a Cronbach’s alpha of o = .88 for MIDUS 2, o = .89 for MIDUS 3, and oo = .91 for
MIDUS R.

Hormone therapy. There was item on whether respondents were currently on hormone
therapy or not. This was dummy coded as 1 (Yes) and 2 (No), and recoded to 1 (Yes) and 0 (No).
Data Analysis
Programs

Analyses were executed with R version 4.3.2 in RStudio version 2023.12.1+402 and
Mplus version 7 (Muthen & Muthen, 1998). In R, mice version 3.17.0 (van Buuren & Groothuis-
Oudshoorn, 2001) was used for multiple imputation.

Missingness

The following are the proportion of responses that are partial: 55.23% for MIDUS 2,
66.80% for MIDUS 3, and 75.29% across both timepoints. For MIDUS R, 66.31% are partial
responses. Previous missing data handling strategies would simply delete responses from
analyses, but current best practices for maximizing available data and minimizing bias
necessitates retaining all cases (Newman, 2014). Maximum likelihood (ML) and multiple
imputation (MI) make use of all available data for analysis. Both of these methods were used to
analyze the data. MI was performed using the R package mice (van Buuren & Groothuis-
Oudshoorn, 2001). This package can execute multiple imputation using chained equations
(MICE). Analyses performed on the imputed datasets were combined in Mplus.

Analyses

Analysis for normality was based on skewness and kurtosis values. Maximum likelihood

estimator with robust standard errors (MLR) was used. Missing data was treated with full

information maximum likelihood estimation (FIML) and multiple imputation with chained
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equation (MICE). Because the responses with full missingness were removed, the use of FIML
and MICE enabled the full sample to be used. Reliability was estimated with internal consistency
using Cronbach’s alpha.

Subgroups of menopausal symptom profiles were identified using latent profile analysis
(LPA). This analysis identifies profiles based on menopausal symptom groups (bodily pain, hot
flashes/sweating, genitourinary, cognitive symptoms, sleep symptoms, and affective symptoms).
LPA determines a solution by maximizing a log-likelihood parameter, but there is a possibility
that a local maximum, as opposed to a global maximum, will be used to determine the solution.
To avoid this, random start values should be used to ensure that the solution will be a global
solution (Hipp & Bauer, 2006; Spurk et al., 2020). When performing LPA, 7000 random start
value sets, 300 iterations for each random start, and 200 best solutions were retained per
recommendations made by Hipp and Bauer (2006). To identify the most appropriate profile
solution, Ram and Grimm (2009) and Spurk et al. (2020) recommend to check the Bayesian
Information Criterion (BIC), Akaike Information Criterion (AIC), and entropy values and
compare models using Bootstrapped Likelihood Ratio Test (BLRT) and the adjusted Lo-
Mendell-Rubin (LMR). Multiple analyses were run increasing the number of profiles each time
until the BLRT is no longer significant. Models were compared using the listed values and
theoretical meaningfulness to determine the most appropriate profile solution.

To test the relatedness of the profiles to outcomes (employment status, job satisfaction,
and leadership status), a regression analysis was used. Across profiles, differences in age, and
use of hormone therapy will also be explored. Coworker and supervisor support were analyzed

as a moderator between profile membership. The LPA and relations to outcomes was repeated

45



for the MIDUS refresher data to provide validation evidence for profile solution using the

MIDUS 2’s data.
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Results
Research Question 1

For both M2 and M3, among mixed fit indicators, the four-profile solution aligned best
given the mixed fit indicators and contribution to theory (see Table 9 and Table 10 for the fit
indices). For M2, Although fit indices indicate the two-, five-, and six- profile solutions to have
the greatest entropy, entropy is not always the most reliable in determining the accuracy of a
model to identify profile membership (Spurk et al., 2020). The average latent profile
probabilities of being in the assigned category demonstrates categorization accuracy for each
profile. The four-profile solution’s average latent profile probabilities for profile membership
range from 0.84 to 0.97 whereas the five-profile solution has values that range from 0.90 to 0.98.
Both indicate high probabilities of accuracy in classifying the latent categories. The AIC and
BIC values further indicate that the six-profile solution to be the best fitting, however, further
analyses revealed that AIC and BIC continued to reduce for greater than six-profile solutions.
Further inspection of the resulting six profiles also suggested overfitting (see Figure 2 for a
comparison).

For M3, the LMR and the improved information criteria values over the four-profile
solution suggest that the five-profile solution would be the best fitting. The interpretation of
LMR can be difficult in the indicators are not normally distributed (Spurk et al., 2020). For the
classification accuracy, the average class probabilities also align with the entropy values to
indicate that there is not a great difference in accuracy from the four- to five-profile solution.
Again, the five-profile solution seems to be a more overfitted version of the four-profile solution

(see Figure X for the comparison). Thus, because the four-profile solution has adequate model fit
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indicators and a more parsimonious explanation for the profiles, a four-profile solution was
determined to be the most appropriate for both M2 and M3.

The following contains the size and characterization of the resulting groups from M2 (see
Table 11 for symptom levels and sample proportions). The first extracted group was of medium
size (n =196, 19.12%), and showed a generally stable medium level across all indicators besides
sleep symptoms, and was thus characterized as the group of Moderate Somatic Symptoms. The
second group was of small size (n =22, 2.15%) and characterized by high levels of genitourinary
symptoms and bodily pain symptoms, above- average levels of hot flashes and cognitive
symptoms, and average affective symptoms and sleep symptoms. The second group was called
High Symptoms. The third group was of medium size (n = 159, 15.51%) and showed high levels
of bodily pain symptoms and sleep symptoms and average levels of all other symptoms, with the
exception of genitourinary symptoms which was found to be at a low level. This group was
labeled the High Psychological and Sleep Symptoms group. The final group was the fourth
group, and was of large size (n = 648, 62.24%), and had the overall lowest values for all
symptoms. This was labeled as the Low Symptoms group.

M3 had a similar pattern to M2. See Figure 3 for a graph of the different groups’
symptom levels (see Table 12 for symptom levels and sample proportions). The first extracted
group was the largest (n = 636, 61.43%) and shared symptom levels similar to the fourth group
of the M2 profile solution making this the Low Symptoms group. The second group was a
smaller medium size (n = 90, 8.68%) and shared symptom levels closest to the third group of
M2’s High Psychological and Sleep Symptoms group. The third extracted group was medium

size (n =263, 25.43%) and shared symptom levels most similar to M2’s first group, the
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Moderate Somatic Symptoms group. The final group was the smallest (n = 46, 4.47%), and
symptom levels resembled M2’s second group making this the High Symptoms group.

The fit indices of the MR profile solutions demonstrated mixed results (see Table 13).
The Lo-Mendell-Rubin (LMR) test was significant for the two-profile solution and the four-
profile solution, but not the three-profile solution. This would indicate that the three-profile
solution is not significantly better than the two-profile solution. The BLRT indicated significant
improvement in fit from the two- to the three- to the four-profile solutions, but this test was
significant for tests of up to six profiles for M2, M3, and MR. The entropy however was 0.76 for
the two-profile solution, 0.90 for the three-profile solution, and 0.83 for the four-profile solution.
Entropy as an indicator of a solution’s accuracy in group assignment has been critiqued (Henson
et al., 2007); the average latent probabilities of group membership, rather, is a better indicator of
this kind of accuracy. Going by the average latent probability of group membership, the
probability of group assignment to group one is 95.3% and assignment to group two is 86.4%.
For the three-profile solution, average latent probability of group membership ranged from
93.2% to 96.6%. For the four-profile solution, average latent probability of group membership
ranged from 90.8% to 94.2%. The information criteria decreased for every additional profile
solution tested. Upon inspection of the differences between the four- to five-profile solutions,
there were no meaningful, theoretically relevant differences between the solutions (see Figure X
for the comparison). Despite the mixed evidence, the four-profile solution was determined most
appropriate for similar reasons of avoiding overfitting and adequate average latent profile
probabilities.

The following describes each profile (see Table 14 for symptom levels and sample

proportions). The first extracted group was medium in size (n = 151, 23.25%) and characterized
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by high average hot flash frequency and moderate levels for the other symptom groups. This was
called the High Hot Flashes group. The second group was also medium in size (n = 118, 18.13%)
and characterized by low hot flashes and moderate levels for the other symptom groups. This
group was called the Low Hot Flashes group. The third group was large in size (n = 350,
53.87%) and characterized by low levels across all symptoms. This was called the Low
Symptoms group. The last group was small in size (n =31, 4.75%) and characterized by high
levels across all symptom groups. This was called the High Symptoms group.

Although support was found for a four-profile solution, the profiles differ qualitatively
from the profiles found for the original MIDUS sample. Even when visually compared to the M2
and M3 profiles, the MR four-profile solution does not appear to replicate the solution. See
Figure 4. Hypothesis 1 predicted there would be distinct subgroups. The profile solutions provide
support for Hypothesis 1, but comparing the four-profile solution compared against the four-
profile solutions of M2 and M3 demonstrated that the solution did not generalize across the
samples based on the average indicator levels, meaning these solutions might be limited to these
specific samples. A t-test of the rates of having used HRT between the original MIDUS sample
(71%) and MIDUS Refresher (24.06%) sample revealed a significant difference, r = 3.3098, df =
1827.7, p < 0.001. HRT is the most common treatment for menopause because it targets the
source of menopausal symptoms: estrogen hormone levels. Usage of HRT has changed over time
as research uncovered more risks around the early 2000s (Clarks et al., 2002; Hulley et al., 1998;
Rossouw et al., 2002).

Research Question 2
To address RQ2, Latent Transition Analysis was conducted. When the model was

analyzed, the Mplus returned an error message stating that there was an issue in identifying the
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model. This could be due to too much complexity from the number of classes. The number of
iterations were increased to improve chances of reaching a converged upon model, but even with
greater increases to over 100,000 iterations, Mplus continued to return the error message. Further
looking at the latent profile assignments between MIDUS 2 and MIDUS 3 show that respondents
are not assigned to the same profiles across time points. A large majority, 63.32%, stayed in the
same group. For those that were assigned the Low Symptoms group, 23.46% were assigned to
another group at M3. Whereas for those assigned the High Symptoms group, 57.58% were
assigned to another group at M3. Table 15 shows these differences in group assignment. For the
High Symptoms column and row, there are cells with n = 3 and n = 4 respondents. These low
rates of transitions could be why a solution cannot be converged upon. The solution that was
returned indicated that there were some transitions occurring among less than 10 respondents
(although this solution cannot be reliably interpreted due to the presence of the error
message).Thus, although RQ2 cannot be addressed in this thesis, further research could be done
to explore potential change. RQ3 related to how change in profiles could relate to work
outcomes, so because group membership latent transitions cannot be determined, the relationship
between different group membership and work outcomes, rather, was examined.
Considering Three-Profile Solution

The latent transition analysis most likely failed due to cells with too few respondents. The
number of profiles might have been too large to account for the low rates of transitions in these
cells and the data were non-normal. The fit indices, however, indicate that a three-profile
solution did not have significantly better fit than a two-profile solution based on the LMR test.

As Spurk et al. (2020) notes, having non-normal indicators can create issues for the interpretation
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in these indices. Taking entropy and the information criteria values into account, other profile
solutions fit the data better. Thus, for the data here, four-profile solution is most appropriate.
Research Question 3

Regression was used to address part of RQ3, Hypothesis 2, and Hypothesis 3. Hypothesis
2 predicted that visible symptoms, such as the somatic symptoms, would be more associated with
leadership status. Hypothesis 3 predicted there would be a moderation of symptom group
membership and work outcomes such that supervisor and coworker support would buffer
detriments to work outcomes by intense symptoms. Regression models included group
membership at time 1 on work outcomes at time 2. The latent group assignments were dummy
contrast coded converting the one variable into three. Coworker support and supervisor support
were included in regression models to test for interaction effects. Work outcome scores at time 1
were included as controls. Hormone therapy was also added as a control due to its known effect
to mitigate symptom intensity. Regressing group membership (and any of the other predictor
variables besides leadership status at time 1) on leadership status was not significant, and so
Hypothesis 2 was not supported. Group membership significantly predicted Job Satisfaction for
both when group membership was moderated by coaworker support, R’ =0.18, p < 0.001, and
supervisor support, R = 0.049, p < 0.001 (see Table 16 and Table 17). More specifically, the
contrast dummy variable for membership in the High Psychological and Sleep Symptoms group
was negative for both coworker support, b =-1.036, p < 0.05, and supervisor support, b =-1.075,
p <0.05. There were, however, no significant interactions in predicting Job Satisfaction.
Regression models with absenteeism as the outcome were significant for both coworker support,
R?=10.078 p < 0.01, and supervisor support, R” = 0.075, p < 0.01 (see Table 18 and Table 19).

For the model with coworker support as the moderator, the interaction term with membership in
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the High Symptoms group was significant, b = 6.20, p < 0.01. For the model with supervisor
support as the moderator, the main effect of membership of the High Psychological and Sleep
Symptoms group was significant, b = 1.847, p < 0.01. The interaction term with membership in
the High Symptoms group was also significant, b= 6.10, p < 0.01. With simple slope analysis,
the moderation for both coworker support and supervisor support indicated that with greater
support, those in the High Symptoms group had greater reported absences (see Figure 5 and

Figure 6). This is counter to what Hypothesis 3 stated, and thus Hypothesis 3 was not supported.
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Discussion

This thesis examined the groupings of menopausal symptom experiences and how they
related to work outcomes. Using a person-centered approach to understanding menopausal
symptoms, evidence was found in support of the existence of subgroups. These groups
resembled findings from past studies using person-centered methods on menopausal symptoms
(Cray et al., 2012; Cray et al., 2010; Jalava-Broman et al., 2020; Kim et al., 2023; Moss et al.,
2022; Woods et al., 2014; Woods et al., 2016; Zhao et al., 2021). Determining latent transitions
between group membership was, however, not possible. And although this thesis provides
support for the existence of groups, different aspects of the results here resemble results of
different studies. This dissertation is one of the first to attempt validation of a profile model on a
different sample. Proceeding with analyses, these groupings, determined with data collected at
one time, were then shown to relate to work outcomes measured at a later timepoint. The way
group-membership predicted has implications for how menopause is understood in the context of
the workplace.
The Presence of Groups

Person-centered approaches have been used in studies to potentially uncover effects that
cannot be observed through traditional moderation analyses (Gabriel et al., 2015; Meyer et al.,
2012; Somers, 2010). The person-centered approach makes a different assumption about the
population than the more commonly used variable-centered approach (Woo et al., 2018; Woo et
al., 2024). Menopausal symptoms arise from the change in hormone levels as one ages, but
rather than assuming that people are homogenous for these symptom levels, the data utilized for
this thesis was examined for how people may differ based on profiles of symptom levels. The

person-centered approach was used to address Research Question 1 and 2.
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Results demonstrated that there was evidence that there were both quantitative and
qualitative differences among the symptom subgroups. For M2 and M3, besides the High
Symptoms and Low Symptoms groups, differences in somatic and psychological symptoms
distinguished the two other groups. Those in the High Psychological and Sleep Symptoms, and
Low Genitourinary group had similarly low levels of genitourinary symptoms to the Low
Symptoms group. For the MR profiles, hot flashes levels distinguished the two moderate
symptom level groups. Through a variable-centered lens those with similar symptom levels
between different groups would be treated as though they are the same (Woo et al., 2018). The
results here showed that these groups can be treated as distinct from one another.

The groups across samples were not replicated. While the fit indices did support four-
profiles solutions across time (M2 to M3) and for the MR sample, the profile shapes were not
reproduced in the MR sample despite the symptom questionnaire being the same. Because of this
discrepancy, there is a possibility that the types of profiles are specific to the sample that they
were derived from. The results do, however, resemble findings from other studies. Other studies
have also found a group similar to the Low Symptom group (Cray et al., 2012; Cray et al., 2010;
Kim et al., 2023; Moss et al., 2022; Woods et al., 2014; Woods et al., 2016; Zhao et al., 2021).
The studies that have derived this group also show it tends to be the most prevalent group (Cray
etal., 2012; Cray et al., 2010; Kim et al., 2023; Woods et al., 2014), similar to the original
MIDUS and Refresher sample. Other studies have derived a group similar to the High Symptom
group (Kim et al., 2023; Moss et al., 2022; Zhao et al., 2021). As was found for this study, this
High Symptoms group tends to make up the smallest proportion of the data (Kim et al., 2023;
Zhao et al., 2021). Two studies have found high sleep and affective symptoms to characterize

another group (Woods et al., 2016; Zhao et al., 2021), resembling the third group High Sleep and
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Psychological Symptoms, Low Genitourinary Symptoms group. Finally, a few studies have
found the hot flash levels to be a differentiating characteristic for two otherwise similar groups
(Cray et al., 2012; Cray et al., 2010; Woods et al., 2014; Woods et al., 2016), resembling the two
moderate groups found among the Refresher sample. The original MIDUS sample’s groups,
however, did not show this same characterization. There was no exact reproduction of the results
between different samples, but there is evidently considerable overlap between results from
previous studies and the resulting groups from the present thesis. Thus, there was support for
Hypothesis 1 which proposed the existence of distinct subgroups among those experiencing
menopausal symptoms.

The decision to settle on four-profile solutions was based on the fit-indices and past
research. The fit indices indicated the three-profile solution was not appropriate due to the LMR
test being non-significant meaning that the solution was not significantly better than the two-
profile solution. Beyond the three-profile solution, however, the LMR was typically significant,
and the other indices indicated improving fit for profile solutions above four. When comparing
the profile shapes, as the number of profiles increases, it seems like there is potential overfitting.
Additionally, while the indices improve, the understandability and theoretical relevance for each
additional profile becomes lost. Four-profiles seemed like the maximum number where
meaningful distinctions could be made with fit indices that were within the recommended limits
(Spurk et al., 2020).

The presence of similarities between profile solutions from other studies is notable as the
same symptom groups were not examined across the various studies discussed here (Cray et al.,
2012; Cray et al., 2010; Jalava-Broman et al., 2020; Kim et al., 2023; Moss et al., 2022; Woods

et al., 2014; Woods et al., 2016; Zhao et al., 2021). This partial replication provides support that
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these groups could be generalizable. Potential reasons for differences in findings might be due to
specific characteristics of the sample. Data analyzed here was from the second timepoint in
2004-2005 to the third timepoint in 2013 for the original MIDUS data. Due to some pivotal
research findings on HRT made around the early 2000s, HRT prescriptions suddenly ceased
(Clarks et al., 2002; Hulley et al., 1998; Rossouw et al., 2002), but prior to these findings, HRT
was widely prescribed (Lobo et al., 2016). Because the Refresher sample was collected later than
the original MIDUS, the difference in timing might have resulted in a type of sample that had not
undergone the same type of hormone therapy or other treatments for menopause. Research to
understand menopause and its treatments is limited, and thus mechanisms for how therapies
might influence symptoms is still unknown.

In attempting to investigate Research Question 2, the latent transition analysis for the
four-profile solution across M2 and M3 could not converge. This could be due to the limited
number of those in the symptom groups with greater levels of symptoms. There were fewer than
50 respondents in the smallest group, High Symptoms, for M2 and M3. If there is a transition
from this group to another group for only 10% of group members, the analysis might not be able
to detect the transition in this thesis’s sample. The group assignments, however, did differ from
M2 to M3, so while there was a reproduction of profile solutions across time, group assignments
were not consistent. The four-profile solution might have been too complex to determine latent
transitions as some of the transitions had four or fewer respondents assigned to them. Previous
studies using transition analysis have found evidence that there is transitioning between
subgroups. Because this study could not address Research Question 2, additional data collection
may be necessary.

Group Membership on Work Experiences
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COR theory has been used to explain the work experiences through how people react to
loss and gain in resources (Hobfoll, 1989). For this dissertation, COR theory was used to explain
the potential mechanisms through which different symptoms might relate to work experiences of
those experiencing menopausal symptoms. This thesis attempted to address Research Question
3—how changes in symptom group membership relate to work outcomes—but because changes
could not be analyzed, group membership itself was used as a predictor of work outcomes.

In regressing the group membership moderated by coworker and supervisor support
onto job satisfaction, there was a main effect of group membership. The specific group
membership that was related was the High Psychological and Sleep, Low Genitourinary
Symptoms group. This finding supports COR theory because those who are experiencing
negative affect and lack of sleep might be deficient in the resources creating stress in the
workplace. Experiencing more stress with their work could lead to lower satisfaction in their job
overall. According to previous research, mental health issues are shown to be related to worsened
job performance and engagement (Follmer & Jones, 2018; Lee et al., 2009; Morrissy et al.,
2013). For this group of women, the extent to which they experience negative affect impacts how
they behave during their work.

The level of intensity in cognitive symptoms for the High Psychological and Sleep group,
m = 3.31, was similar to the High Symptoms group cognitive symptoms level, m = 3.42. Having
a relatively higher level of cognitive symptoms could have also increased the barriers to
completing the work the way that they had been before. The effects that hormones have on
cognition involve the capacity to concentrate and make decisions which are valuable for any job
task. Especially for jobs where one encounters different challenges daily, struggling to focus on

difficult tasks and execute decisions can cost more time and resources (Baumgartner et al., 2024;
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Kubicek et al., 2022). Having these additional challenges to complete one’s work could make
them less satisfied with the job. This is coupled with negative affect as well. The negative affect
can be conceptualized as lacking in the resource of more positive thinking, less optimism. A
combination of this resource with the lack of cognitive functioning resources can reduce job
satisfaction.

In addition, this group is also experiencing more intense sleep symptoms. The impact of
sleep on job satisfaction could be through one’s ability to perform work tasks. Energy is needed
to complete work tasks and to be engaged at work, but if one is lacking in sleep, one is restricted
to only complete the work for which they have enough energy rather than doing job tasks the
way they would if they had more energy. They can diminish their efforts to do what is minimally
required for the task rather than completing the task in a way that would fulfilling or engaging
for them. Without having full control of one’s work due to few energy resources, job satisfaction
can reduce (Bowling et al., 2015). Sleep is important for the recovery of energy as a resource.
These negative experiences at work can contribute to negative attitudes towards work, including
lower job satisfaction.

This group also had similarly high levels of symptoms as the High Symptoms group for
bodily pain symptoms and hot flashes symptoms. The physical discomfort that bodily pain and
hot flashes cause at work can be distracting. Previous research has shown that arthritis and
migraines can have negative impacts on work through disruptions and increased absenteeism
(Begasse de Dhaem et al., 2021; Gignac et al., 2008; Hoving et al., 2013; Kirkeskov & Bray,
2023; Peles et al., 2024; Stewart et al., 2010; Verstappen, 2015). Hot flashes also have the added
potential to be embarrassing due to its association with something that is still stigmatized

(Grandey et al., 2019), in addition to being reportedly disruptive at work (Griffiths et al., 2013).
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This disruption from these somatic symptoms in addition to the more intense sleep and
psychological symptoms negatively impacts job satisfaction as compared to the other symptom
groups where these two symptom groups are not as prominent.

Because the group membership was determined at an earlier timepoint than the job
satisfaction responses, this could be evidence of the resource loss cycle that Hobfoll (1989)
describes where an event of resource loss leads to further loss. Negative affect and lack of sleep,
in addition to moderately intense cognitive symptoms, hot flashes, and bodily pain, create an
immediate but smaller reduction of performance and engagement at work. As this continues, one
might fall behind on work or their average performance declines over time and these losses
accumulate. Recovering resources becomes increasingly more difficult which can lead to a lower
job satisfaction. This is not directly observable in this data, but this is one way to explain the
connection between symptom profiles determined at one time to predict future job satisfaction.

The relationship between absenteeism, group membership, and support was found to act
in the opposite direction to what was hypothesized. It was hypothesized that support would
moderate the relationship between group membership and absenteeism such that for membership
in a group with more intense symptoms would have reduced absenteeism from greater support.
Moderation was indeed supported, but the moderation effect was in the opposite hypothesized
direction. Those with greater support (both for coworker and supervisor support) in the High
Symptoms group had greater absences from work.

This result, explained through COR theory, highlights how social support can act as a
resource but can also change how resources are used. In Hobfoll et al. (2018), COR is applied to
crossover effects of stress. For spouses, COR can explain how stress from resource loss at work

affects the partner at home (Neff et al., 2012; Westman, 2001). Hobfoll et al. (2018) also
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connects this to leadership and teams research where resource loss and networks of support can
explain how reserves of resources are distributed. Although the same cannot be directly observed
in this study, this may explain why those who experience greater resource loss but have more
support have greater absences than those with less support. Those with high supervisor or
coworker support might be permitted to utilize sick days or utilize paid-time-off to recover
energy. Additionally, when one does show up to work despite feeling unwell, supervisors and
coworkers can provide support to the unwell employee and take on some of the workload. In
contrast, those who have less support might not be approved to take sick days or paid time off
(Timms et al., 2015). For shift workers without any type of paid leave, supportive coworkers can
help the unwell employee by taking their shifts. Presenteeism, where one comes to work when
sick, can risk both the employees’ performance and organization’s well-being (Ferreira et al.,
2019; Johns 2010).

This can be explained through COR theory where presenteeism might be a necessary
resource investment to prevent punishment at work, but because one is coming to work unwell,
they do not have enough resources to perform the job to the full potential. Menopause is a
stigmatized topic, and people often take the view that menopause is something that one cannot
talk about at one’s job (Atkinson et al., 2021). Thus, presenteeism with intense menopause
symptoms, compared to presenteeism with the flu or food poisoning, is most likely a lot more
common. If an employee experiencing menopausal symptoms receives high levels of support
from supervisors or coworkers, however, utilizing a resource of acceptable sick days might be
seen as a good investment to recover resources of energy and strength to return to work
refreshed.

Limitations

61



The sample size, although meeting the general guideline of being greater than 500
according to Spurk et al. (2020), limited understanding of those in the smaller groups. This is a
known issue in doing research on small populations (Restubog et al., 2021) where representing
responses of those in small populations in the data can be a challenge. Especially because the
largest group is the group with the lowest levels across all symptoms, there may be an issue in
adequately representing those in other groups, especially those with greater intensity symptoms
as those were shown here and in past studies to exist at the smallest rates (Kim et al., 2023; Zhao
et al., 2021). In addition to size, the sample was predominantly White. With research showing
that there are potential ethnic differences in experiences of menopausal symptoms, this could
result in range restriction for the analyses performed here where the symptom experiences are
limited to those experienced more by White women. The workforce in the U.S.A. is much more
diverse than what is represented here, thus the generalizability of this study is limited.

The use of archival data limits the number and wording on the items used for this thesis.
The items measuring menopausal symptoms were limited to those collected in the study. For hot
flashes and genitourinary symptoms, only two items captured these two symptoms. Having fewer
items to measure a given variable might limit the representation of the variety of indicators of the
variable of interest which limits the reliability of the resulting score (Lord & Novick, 2008).
Reduced reliability then limits the validity of the scores (Lord & Novick, 2008). This survey,
however, was long, so it might have been designed this way to prevent survey fatigue (Porter et
al., 2004). The cognitive measure was not intended to measure menopausal symptoms but to
measure self-perceived quality of cognition and attitudes towards cognition as one ages
(Lachman, 1986). This differs from the issues described for cognitive symptoms of menopause

which are more related to focus and memory. The goal of this thesis was not to resolve issues in
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medical literature around menopause, but having a high quality measure of menopausal
symptoms would have aided in capturing the menopausal symptom experience better than the
composite one used for the MIDUS data.

An issue in determining the number of profiles might have been due to the non-normal
distribution of scores, so having better measures with more normal distributions would also
benefit in yielding accurate profile solutions and interpreting the fit indices. The difficulty in
interpreting the fit indices made the justification for choosing a three-profile solution weaker.
Exploring how a three-profile solution with more normal data would be worthwhile considering
that a four-profile solution was found to have been too complex for a latent transition analysis.
The reason why the three-profile solution was not considered better fitting than the four-profile
solution was largely due to the fit indices. Despite other studies typically finding four or more
profiles (Cray et al., 2012; Cray et al., 2010; Kim et al., 2023; Moss et al., 2022; Woods et al.,
2014; Woods et al., 2016; Zhao et al., 2021), future research should consider the use of a three-
profile solution especially when attempting to model latent transitions.

There were two items measuring coworker support and three items measuring supervisor
support, which could suffer from the same issue as the hot flash and genitourinary measures.
Research on support has distinguished instrumental support from emotional support:
instrumental support directly helps make work tasks easier, whereas emotional support involves
showing concern for the emotional issues of the support receiver (Mathieu et al., 2019). The
items used in the data analyzed for this thesis specifically ask whether emotional support is
provided for work-related concerns. The emotional support for those experiencing menopausal
symptoms might not always be directly connected to work, especially if the issues experienced

are sleep disruptions or hot flashes that occur primarily at night. There are also other sources of
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support such as the organization as a whole. Without having items that represent the full
spectrum of various support, this might attenuate the effects found involving support (Lord &
Novick, 2008).

The work outcomes that were the focus in this study prevented a more elaborated
exploration of the work life of those experiencing menopausal symptoms. Changes in
employment status due to menopausal symptoms might have not been easy to observe due to the
other changes at work that may happen at the onset of menopausal symptoms. Even if one might
be struggling at their job, this might not be enough reason to leave the job (Lazzari et al., 2022).
For job satisfaction, although important for organizational science, having a measurement of job
performance would be informative to understand how group membership relates to this outcome
that more directly impacts the organization. Stress and burnout at work as measured outcomes
would be better indicators of work experiences to connect to menopausal symptoms through the
COR theory perspective. Job satisfaction offers only a single attitude of work whereas there are
many other variables that could better explain well-being at work. The absences were measured
with an item that asks the respondent to report how many absences they had in the past thirty
days. Research has shown that self-reported data such as absences are prone to error due to both
the fallibility of memory and the social desirability of fewer absences (Schwarz, 1999). Although
this measure has been used in research, it is more accurate to use the attendance records
(Schwarz, 1999).

Leadership status as well could have benefited from having data on leadership quality.
No effects were found from menopausal symptom group membership on leadership status. This,
however, does not mean that these groups have no relevance for leadership. The exact question

in the survey pertained more to status as a manager, and although many managers are leaders,
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being a manager does not necessarily mean that one is a leader. Even if one is a leader, high
quality leadership can require a lot of resources, and different groups experience different forms
of resource loss which could affect the way they lead. As Hobfoll et al. (2018) suggest, there
may be interpersonal effects in which resources may be shared or distributed between leaders
and followers. Leaders who are experiencing more resource loss due to a combination of
different menopausal symptoms could also have fewer resources to enact leadership. Especially
when followers face unexpected challenges, leaders might need to put effort into providing task-
related assistance in addition to emotional support. Emotional work has been shown to also cost
resources and can lead to burnout (Cakar et al., 2022; Zapf et al., 2001). Working with certain
employees that have a greater capacity to emerge as leaders and share leadership tasks could
make up for what the formal leader is lacking (Badura et al., 2022; Zhu et al., 2018). As Grandey
et al. (2019) highlighted, the timing of menopause is critical for many women who rise to
leadership positions around that time.

The development of menopausal symptoms happens over time because the ovaries
gradually produce less estrogen. The data being longitudinal allowed to demonstrate connection
between group membership to outcomes later in time, but the interval between data collections
was not determined to facilitate the understanding of menopause symptoms. Longitudinal data
collections are ideally designed to allow for frequent enough observations of variables of interest
to see how they change over time. In one article, a minimum of three time-points of data was
recommended because two timepoints cannot be used to test different functions of change (Wang
et al., 2017). Although the original MIDUS had three data collections, the data collected across
the three timepoints was not the same, so only the two latter timepoints were used for this

dissertation. Because menopausal symptoms have been shown to last seven years (Avis et al.,
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2015) on average, ideally, data collection timepoints would be coordinated to sample experiences
from perimenopause, menopause, and postmenopause. Some report much longer durations of
symptoms (Avis et al., 2015), so continued multiple data points for the postmenopause period
would be important to understand how symptoms change during this time as well. Due to a lack
of research on menopause, it is still uncertain what timing would ideally capture the symptoms
for these different stages of menopause.

The timing of data collection, although imperfect, could also be reframed as an
advantage. The span between the two data collections was years, which might be unusual for
regular online data collections and data collected from organizations (especially when attrition
due to turnover can be an issue). This time span could be capturing some of the long-term effects
of the hormonal changes. Hormonal changes may take years to take their full effect, so having
this time-lag is an advantage of using this archival dataset.

This dataset also presents an advantage over other organizational science research by
being a national sample. Studies might, more conveniently, sample from intact organizations or
through online recruitment—>both of which are expensive methods resulting in smaller and less
widely generalizable samples. Using this archival dataset is valuable in that it sampled adults
from all over the U.S. There is a wealth of information in the MIDUS dataset that also offsets the
fact that the data were collected more than a decade ago. Menopause is already a heavily
stigmatized topic, so collecting data would most likely be difficult due to unwillingness to share
responses on the topic. In the dataset, the scale for the menopause symptoms items were not even
labeled with “menopause” despite measuring hot flashes, the most salient symptom of
menopause. Utilizing whatever data is available is important for such research topics that are

new and silenced due to current cultural signaling.

66



Future Research

For organizational researchers, further data collection for these menopausal symptoms is
necessary to determine the exact characterization of subgroups. This would ideally involve
multiple time points during perimenopause, menopause, and postmenopause with a large enough
sample size to latent transitions between symptom groups. Without a large enough sample size,
the ability to converge on a solution is limited and, even if a solution is converged upon, if the
sample is not large enough, the accuracy of the model fit indicators is limited (Tein et al., 2013).
Research to understand menopause is vital as this topic is not well understood in research.

In previous research on menopausal symptoms, symptoms have been shown to decrease
in intensity over time, while for others, symptoms might sustain for many years (Avis et al.,
2015). Understanding how people transition between symptom groups can also inform
organizational research on aging in the workplace. Organizations may struggle to retain older
workers depending on the retirement policy when their older employees hold valuable
institutional knowledge and expertise (Li et al., 2023), but there are changes that are associated
with age due to the changes in the body that can hinder enacting job tasks (Thrasher et al., 2021).
In the same way, menopausal symptoms can present differently for those working. Because
symptoms are temporary, any effects of those symptoms of one’s work life should also decrease.
As Grandey et al. (2019) highlights, the timing of perimenopause aligns with the period of one’s
career where one might receive major promotions or be performing at the peak of their career. If
these employees miss opportunities due to a disruption from symptoms, organizations might lose
potential high performing leaders.

The results of this thesis replicated the finding that those in the Low Symptoms group are

the most frequent, so once the groups are better characterized, those in symptom groups with
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greater levels of symptoms should be further examined to see how their experiences at work
differ from those in the Low Symptoms group. Shen et al. (2011) discussed how heterogeneous
samples can allow for findings to be more generalizable across occupations, but for homogenous
samples, meta-analysis can be leveraged to understand the generalizability of findings. In a
similar way, future research on these menopause symptom profiles could employ different
research methods to increase the sampling on experiences of those belonging to symptom groups
of lower frequencies. This could involve using repeated measures over a short period of time
(Oberfeld & Franke, 2013). Conducting this type of research would not only allow for increased
representation of these experiences but also aid in modeling of responses to resource loss. For
example, a study could be designed to have participants provide data on their ability to complete
work tasks shortly after they experience a hot flash. Similar types of studies have been conducted
to examine stress responses to specific events (Eatough et al., 2016).

Grandey et al. (2019) emphasize that menopause has historically been stigmatized and
conceptualized as being “abnormal” when it is a natural process the body undergoes. Aspects of
the environment tend to exacerbate issues for those experiencing intense menopausal symptoms.
Previous research has indicated that one’s environment contributes to more negative experiences
in the workplace (Atkinson et al., 2021; Butler, 2020). For example, long meetings or uniforms
that make instances of hot flashes even more uncomfortable. Further research on what particular
aspects of organizations are conducive to positive work experiences for those with intense
menopausal symptoms would not only contribute to understanding menopause in work contexts
but also situate menopause as not an individual abnormality or deficiency. For example, .
Researching similar organizational characteristics extends understanding of both menopause and

ways to design organizations to be more inclusive and equitable to all employees.
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Applications to Organizations

Press articles have called for organizations to implement policies that can be more
menopause-friendly (Gupta, 2023; Otterman & Paskova, 2023). Existing research on menopause
at work does suggest that allowing employees to have control of their environment can aid in
reducing the discomforts from menopause. For example, being able to control the thermostat or
have a fan by working spaces are such simple solutions for discomfort from hot flashes.
Menopause remains a heavily stigmatized topic (Grandey et al., 2019), so the appropriateness of
organizational-level interventions should be implemented with sensitivity to the topic. This thesis
remains inconclusive what the variety of experiences of these symptoms exist, but there is
evidence that there are a variety of experiences.

The most direct implication from the present thesis for organizations is for absence
policies. The relationship between membership in the High Symptoms group and absences was
significantly moderated by both coworker and supervisor support. This could be indicative that
absences are an important resource for those experiencing the high levels of all menopausal
symptoms and are made more accessible when support is high. Although the exact groups are
still not determined, past studies have found a similar group to the High Symptoms group (Kim
et al., 2023; Moss et al., 2022; Zhao et al., 2021). This indicates strong support for the existence
of a group of employees experiencing high intensity of all menopausal symptoms who would
benefit from being absent from work more than others who belong to the other symptom groups.

Absences, even when taken for the sake of health, can still lead to lost opportunities.
Having paid-time-off (PTO) and sick leave available for use are essential resources that
employees make use of to be more productive. In past research, use of vacation has been shown

to help regain lost resources and come back to work refreshed and energized (Kiihnel &
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Sonnentag, 2011). It combats burnout which can lead to decreased engagement (Sonnentag &
Fritz, 2015). Taking time off work has been shown to allow employees to recover resources and
increase work attitudes and engagement (Sonnentag, 2018). Some companies have opted to
provide employees with unlimited PTO, but the data show that employees with these policies
take fewer days off compared to those allotted a specified amount of PTO (Timms et al., 2015).
This is explained through how the lack of formalized parameters of a PTO policy leads to
supervisors and employees’ competing interests and hierarchical power dynamics to supervisors
approving fewer PTO. Unlimited PTO allows for the organization to superficially signal support
for their employees without needing to actually formalize the support through those in higher
positions (Timms et al., 2015). As important as completing the task is for performing one’s job,
being able to rest enables one to complete the task.

Given that menopause is still stigmatized, the level of formalization and flexibility for
organization’s policies should be balanced to both benefit those who are experiencing disruptions
from their symptoms without necessarily outing them as struggling with menopausal symptoms.
For example, allowing flexibility with how people can control their work environments while
also implementing best practices for policies for sick days and PTO can alleviate those struggles.
Although people often complain how bureaucratic procedures can be overcomplicated and strict,
policies can have a profound impact on the culture of organization. Organizations’ practices,
when evidence-based, can enhance the well-being of their employees, especially when policies
allow for employees to have more flexibility (Shifrin & Michel, 2022; White et al., 2020). It still
remains unclear what specific policies and interventions organizations can implement to address
specific menopause-related concerns, but as research findings continue to be published,

organizations should strive to better the working lives for all their employees.
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Conclusion

Increasing understanding of the relationship between menopausal symptoms and work
can expose the variability in these experiences. By analyzing for subgroups of symptom profiles,
menopause symptoms can be understood through more than the separate symptom levels but
through the different combinations of symptoms. Group membership was shown to be significant
in predicting job satisfaction and absenteeism. Because not much is known about menopause and
work, the findings contribute greatly to the literature around women at work through this topic.
Researching this topic also helps to combat the stigma around this topic and bring more of the
associated issues to light. COR theory was useful in understanding how menopausal symptoms
impact work and even explained a seemingly contradictory effect. COR theory has been applied
to other similar research areas but has yet to be applied to menopause.

Many articles in the popular press have called for support from organizations (Gupta,
2023; Otterman & Paskova, 2023), but without understanding of menopause at work, research on
the specific types of support organizations can develop and promote is uncertain. The present
dissertation provides a first step in identifying the specific relationships between menopausal
symptoms and work outcomes, demonstrating the importance of supporting menopausal
employees and facilitating further research on how to mitigate potential detriments to work. The
present dissertation can help to aid in moving beyond the taboo nature of menopause by
investigating the subject. With the stigma around menopause, many do not discuss their
experiences of menopause, much less disclose it at work to their managers (Beck et al., 2020).
As Grandey et al. (2019) highlighted, menopause is uniquely positioned in its timing and

association with women’s health to elucidate the complexity of gender, work, and leadership
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emergence. The present dissertation can serve to further research and generate knowledge to

understand such complexity.
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Table 1: Menopausal Stages and Symptoms

Tables

Stage

Description

Perimenopause

Menopause

Postmenopause

» Begins around age 47

» Menstruation becomes irregular

» Beginning of symptoms

» Typically occurs around 52 in the U.S.

» The period of 12 months after the final
menstrual period

» High likelihood of experiencing symptoms

» Year after final menstrual period

» Symptoms decrease, or completely stop

Common Symptoms:

Psychological and emotion symptoms

Vulva/vaginal symptoms
Urinary symptoms
Symptoms around sex

Physiological symptoms

Bleeding or period symptoms

Anxiety, low mood, irritability, feelings of
loss of self, low self-confidence, brain fog,
low concentration

Vaginal dryness and pain

Urge and stress incontinence, recurrent
urinary tract infections,

Reduced sex drive, discomfort during sex
Hot flushes, night sweats, palpitations,
insomnia, headaches, increase in facial hair,
joint stiffness/pain, hair loss, tinnitus
Irregular menstrual period, heavier than
normal flow, spotting

Note. Ellis, 2023; NHS Inform, 2023; WebMD, 2022.
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Table 2: Variable Descriptives—Menopausal Symptoms

M2 M3 MR

Missingness Missingness Missingness
Variable Mean SD (%) Mean SD (%) Mean SD (%)
Bodily Pain 3.10 1.21 0.39 3.07 1.24 0.39 3.19 1.31 0.46
Sleep 2.77  0.99 0 2.79 097 0 2.84 1.05 0
Hot Flashes 233 1.54 0.39 2.54  1.62 0.48 2.5 1.67 0.62
Urinary
Symptom 2.11 1.62 0.77 239 1.77 2.03 2.46 1.83 1.69
Genital
Symptom 1.36 0091 7.97 1.38 093 11.58 1.33 0.9 7.23
Affective
Symptoms 1.66 0.54 0.26 1.58 0.54 0.77 1.62 0.64 0.62
Cognitive
Symptoms 2.28 1.1 0.13 240 1.15 1.07 2.34 1.19 0.77
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Table 3: Variable Descriptives—Other Variables

M2 M3 MR
Missingness Missingness Missingness
Variable Mean SD (%) Mean SD (%) Mean SD (%)
Absenteeism 1.05 4.09 0.67 159 5.55 27.65 2.01 5.92 13.39
Job
Satisfaction 7.62 2.05 1.51 7.44 231 28.57  7.12 2.65 13.69
Coworker
Support 2.37 0.77 7.87 242 0.83 36.56 2.32 0.86 22.02
Supervisor
Support 2.4 0.91 6.7 232 094 35,79 244 0.98 21.13
Dummy- Proportion Missingness Proportion Missingness Proportion Missingness
Coding (%) (%) (%) (%) (%) (%)
Employment 0 44.96 0.51 44.52 17.49 51.82 6.77
1 55.04 55.48 48.81
Leadership 0 65.93 0.67 68.99 27.65 67.77 13.1
Status 1 35.07 31.01 32.23
Hormone 0 82.66 16.97 90.2 13.7 92.07 10.77
Therapy 1 17.34 9.8 7.93
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Table 4: Shapiro-Wilks Values of Variable Distributions

Hot Genitourinary Bodily Pain  Sleep Affective  Cognitive
Flashes Symptoms Symptoms Symptoms Symptoms Symptoms
M2 0815 0.754 0.967 0.975 0.890 0.918
M3 0.844  0.795 0.971 0.977 0.870 0.931
MR 0.825 0.794 0.967 0.972 0.817 0.910

Note: Shapiro-Wilks tests were all significant p < 0.001.
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Table 5: Correlation Matrix of MIDUS 2 Variables

1 2 3 4 5 6 7 8 9 10 11 12
1. Hot Flashes —
2. Genitourinary 0.22%**% —
3. Bodily Pain 0.33%**  (.32%** —
4. Sleep 0.28*** (.2]%** (.38%** —
5. Affective 0.18%** (.16%** (0.29%**  (.40%** —
6. Cognitive 0.09**  0.08** 0.09**  0.10%*  0.20%** —
7. Coworker -0.01 -0.03  -0.09 -0.05 -0.16*** -0.04 —
8. Supervisor -0.02 -0.01  -0.01 0.002 -0.17*** -0.01 0.47%** —
9. Employment -0.02 -0.08*  -0.13*** -0.07*  -0.05 0.001  -0.001 0.03 —
10. Absenteeism 0.02 0.16%** (0.20%**  (Q.15%** (.15*%** (.02 0.003 -0.03 -0.18%** —
11.Job Satisfaction -0.12%%* -0.08%* -0.16%** -0.14*** -0.34*** _0.10**  (0.24%** (.32%** -0.04 -0.16%*** —
12. Leadership Status -0.01 0.05 0.04 -0.003 -0.04 -0.08%* 0.10*  -0.02 0.12%** -0.02 0.008 —
13. Age -0.002 0.10** 0.13*** 0.001 -0.15*** 0.01 -0.01 0.04 -0.36*** 0.03 0.14*** -0.08*

Note. * p <.05, ** p <.01, *** p <.001
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Table 6: Correlation Matrix of MIDUS 3 Variables

1 2 3 4 5 6 7 8 9 10 11 12
1. Hot Flashes —
2. Genitourinary 0.18%** —
3. Bodily Pain 0.31%** (.33%**
4. Sleep 0.27%%* (.21%%* (.35%**—
5. Affective 0.25%%* (0.23%** (. 28*** ().34%*** —
6. Cognitive 0.10%* 0.10%¥** 0.08** 0.03  0.173***—
7. Cowork 0.02 -0.07 -0.10* -0.08  -0.14** -0.13** —
8. Supervisor -0.02  -0.09  -0.13** -0.11* -0.17***-0.09 0.5%#* —
9. Employment 0.07  -0.05 -0.05 0.01 0.02 -0.05 -0.02 -0.14%¥* —
10. Absenteeism 0.03 0.15%%* (0.25%%* (.12%** (0.26*** 0.14***-0.10* -0.04  -0.12%***—
11.Job Satisfaction ~ -0.09** -0.10%** -0.15%**-0.15%** -0.27*** -0,12*** (0.26*** 0.39%**-0.06  -0.21***—
12. Leadership Status  0.02  -0.05  -0.02 0.01  -0.08 -0.06 0.13** -0.09 0.09* -0.10* 0.04 —
13. Age -0.24***% 0.11*** 0.05 -0.06  -0.09** 0.03 0.01 0.07  -0.42%** 0.06* 0.11***-0.12**

Note. * p <.05, ** p <.01, *** p < .001
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Table 7: Correlation of Menopausal Symptoms for MIDUS 2 and 3

1 2 3 4 5 6 7 8 9 10 11

. Hot Flashes M3 0.32%%* (), 12%%*(,19*** (0,1 7***(0.19%**(0.08% —

. Genitourinary M3~ 0.16*** (Q.51*** (.20%** (. 15%**(.16***(0.09** 0.18***—

. Bodily Pain M3 0.26%** (. 28***().59%** (. 30%**(.23***(.07* (0.31***(.33%**—

10. Sleep M3 0.16%** (. 18*** (.29%** (0. 58*** 0.27***(0.06  0.27***(0.21***(.35%**—

11. Affective M3 0.12%%* (), ] 5% (). 24%4% 0, 27%*% (0, 59%** (. ] | #%* (0. 25%%* (0. 23%H* (). 28%** (. 34***
12. Cognitive M3 0.06 0.05 0.06* 0.07* 0.15***0.38***(0.10** 0.10***0.08** 0.03  0.17
Note. * p <.05, ** p <.01, *** p <.001

1. Hot Flashes M2 —

2. Genitourinary M2~ 0.22%**—

3. Bodily Pain M2 (0.33%%% () 32%**

4. Sleep M2 0.28%**(.2]***().38*** —

5. Affective M2 0.18***(.16*** (.20%#* (. 40***—

6. Cognitive M2 0.09%* 0.08** 0.09** 0.10** 0.20%***—
7

8

9
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Table 8: Correlation Matrix of MIDUS Refresher Variables

1 2 3 4 5 6 7 8 9 10 11 12
1. Hot Flashes —
2. Genitourinary 0.15%** —
3. Bodily Pain 0.27*%% (.34%**—
4. Sleep 0.24%** (0.26%** (.40%**—
5. Affective 0.27%%* (.25%** (.37*** (.44%**—
6. Cognitive 0.08*  0.07 0.15%** (. 17%%* (.22%** —
7. Cowork -0.15*  -0.12* -0.04 -0.11  -0.23*** 0.07 —
8. Supervisor -0.09 0.04 -0.16*%* -0.11  -0.20*** -0.02 0.52%** —
9. Employment 0.09* -0.14*¥**-0.05 -0.06 -0.03 -0.12** -0.03 002 —
10. Absenteeism 0.08%  0.16%** (.24*** (.22%** (.34*** (.14***-0.03 -0.10  -0.15%**—
11.Job Satisfaction ~ -0.21%*%*-(Q.13%** (. 2%**-0.22%** 0 41*** -0.11** 0.35%** (0.37%**-0.03  -0.21***—
12. Leadership Status -0.06  -0.01 0 -0.11* -0.15%* -0.08 0.02  -0.03 0.06 0.01  0.12* —
13. Age -0.27*** 0.03 0.01  -0.05 -0.20*** -0.05 0.14* 0.003  -0.41***-0.05  0.21***-0.004

Note. * p <.05, ** p <.01, *** p < .001
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Table 9: M2 Latent Profile Model Fit Indicators

No. of Profiles LL FP SABIC LMR(p) AIC BIC Entropy
2 -8019.082 19 16109.737 0.0000 16076.164 16170.083 0.884
3 -7872.053 26 15842.049 0.0076 15796.107 15924.628 0.820
4 -7740.957 33 15606.226 0.0005 15547915 15711.038 0.865
5 -7650.465 40 15451.611 0.0002  15380.931 15578.656 0.922
6 -7558.112 47 15293.274 0.0336  15210.225 15442.551 0.901

Note: LL = log likelihood value; FP = free estimated parameter; BIC = Bayesian information
criteria; SABIC = sample size-adjusted BIC; LMR = Lo-Mendel-Rubin test; AIC = Akaike
information criteria. The bootstrapped likelihood ratio test (BLRT) p-values were excluded

because they were all p <0.001.
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Table 10: M3 Latent Profile Model Fit Indicators

No. of Profiles LL FP SABIC  LMR(p) AIC BIC Entropy
2 -8418.729 19 16909.030 0 16875.457 16969.377 0.860
3 -8312.310 26 16722.562  0.0507 16676.620 16805.141 0.883
4 -8188.105 33 16500.521 0.0242 16442.210 16605.333 0.897
5 -8096.034 40 16342.749  0.0174 16272.069 16469.794 0.899
6 -8034.356 47 16245.761 0.1160 16162.712  16395.038 0.875

Note: LL = log likelihood value; FP = free estimated parameter; BIC = Bayesian information
criteria; SABIC = sample size-adjusted BIC; LMR = Lo-Mendel-Rubin test; AIC = Akaike
information criteria. The bootstrapped likelihood ratio test (BLRT) p-values were excluded
because they were all p <0.001.
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Table 11: M2 Four- and Six-Profile Solutions

Bodily
Hot Genitourinary Pain Sleep Affective Cognitive Proportion
Profile Names Flashes Symptoms Symptoms Symptoms Symptoms  Symptoms Count (%)

Moderate Somatic
Symptoms 2.795 3.202 3.516 0.24 1.726 3.143 196 19.12
High Symptoms 3.407 5.112 4.264 0.445 2.134 3.437 22 2.15
High Psychological
& Sleep 3.152 1.346 3.94 0.749 2.135 3.346 159 15.51
Low Symptoms 1.913 1.263 2.512 -0.304 1.488 2.989 648 62.24
Profile 1 1.68 1.252 2.578 -0.254 1.488 3 611 59.02
Profile 2 1.8 1.28 3.63 0.76 2.67 3.434 64 6.16
Profile 3 1.94 3.15 3.23 0.09 1.6 3.05 151 14.53
Profile 4 4.89 1.35 3.45 0.34 1.75 3.17 120 11.58
Profile 5 3.19 5.2 4.19 0.46 2.07 3.42 29 2.83
Profile 6 5.02 3.28 4.33 0.65 2.15 3.45 61 5.88
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Table 12: M3 Four- and Five-Profile Solutions

Hot Genitourinary Bodily Pain  Sleep Affective  Cognitive
Profile Name Flashes Symptoms Symptoms Symptoms Symptoms Symptoms Count Proportion
Moderate
Somatic
Symptoms 2.822 3.125 3.504 3.05 1.593 3.136 263 25.43
High
Symptoms 3.556 5.415 4.213 3.133 2.04 3.421 46 4.46
High
Psychological
& Sleep 3.648 1.696 3.991 3914 2.521 3.308 90 8.68
Low
Symptoms 2.199 1.269 2.682 2.494 1.412 3.035 636 61.43
Profile 1 2.72 3.1 3.43 3.01 1.53 3.12 255 24.59
Profile 2 2.17 1.26 2.66 2.46 1.37 3.03 598 57.76
Profile 3 4.79 3.34 4.48 3.89 291 3.69 29 2.77
Profile 4 3.21 1.42 3.7 3.67 232 3.22 111 10.68
Profile 5 3.4 5.49 4.17 3.05 1.97 3.38 43 4.19
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Table 13: MR Latent Profile Model Fit Indicators

No. of Profiles LL FP SABIC LMR(p) AIC BIC Entropy
2 -5456.239 19 10975.216 0.0005 10950.479 11035.541 0.761
3 -5346.538 26 10778.928 0.0893 10745.076 10861.477 0.902
4 -5262.153 33 10633.273 0.0124 10590.307 10738.047 0.830
5 -5201.478 40 10535.036 0.3133 10482.956 10662.035 0.888
6 -5164.802 47 10484.799 1.0000 10423.605 10634.023 0.879

Note: LL = log likelihood value; FP = free estimated parameter; BIC = Bayesian information
criteria; SABIC = sample size-adjusted BIC; LMR = Lo-Mendel-Rubin test; AIC = Akaike
information criteria. The bootstrapped likelihood ratio test (BLRT) p-values were excluded

because they were all p <0.001.
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Table 14: MR Four- & Five-Profile Solutions

Hot Genitourinary Bodily Pain  Sleep Affective  Cognitive
Profile Name Flashes Symptoms Symptoms Symptoms Symptoms Symptoms Count Proportion
High Hot Flashes 4.885 2.189 3.665 3.078 1.649 3.162 151 23.25
Low Hot Flashes 1.739 2.613 4.21 3.509 1.916 3.274 118 18.13
Low Symptoms 1.565 1.549 2.525 2.4 1.346 2.979 350 53.87
High Symptoms 4.358 2912 4.493 4.168 3.533 3.589 31 4.75
Profile 1 1.27 1.56 2.66 242 1.36 3.03 314 48.38
Profile 2 3.58 2.23 3.72 3.06 1.68 3.18 107 16.48
Profile 3 3.24 1.84 3.19 2.99 1.58 3.04 133 20.52
Profile 4 1.36 3.14 4.24 3.6 2.09 3.29 68 10.39
Profile 5 4.52 3.01 4.65 4.32 3.48 3.52 28 4.24
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Table 15: Group Assignment Differences Between MIDUS 2 and MIDUS 3

M2
Moderate
Somatic High High Psychological

Symptoms Symptoms & Sleep Symptoms Low Symptoms
Moderate
Somatic 102 13 36 111
Symptoms
High 13 14 4 15
Symptoms

M3 High

Psychological
& Sleep 13 3 44 26
Symptoms
Low 68 3 75 496

Symptoms




Table 16: Job Satisfaction on Group Membership and Coworker Support

Variables b sr? SE b B R’
Intercept 3.668 0.921 1.798 0.178**
Cl -0.634 0.00002 0.531 -0.311
C2 -2.128 0.057 1.791 -1.043
C3 -1.036* 0.041 0.514 -0.508
Coworker Support 0.026 .000008 0.159 0.013
C1 x Coworker Support 0.436 0.001 0370 0.214
C2 x Coworker Support 0.249 0.058 1.198 0.122
C3 x Coworker Support 0.213 0.001 0.388 0.104
M2 Job Satisfaction 0.029** 0.0001 0.012 0.014
Age 0.339%* 0.002 0.540 0.166
Hormone Therapy -0.820* 0.013 0.345 -0.402

Note: C1-C3 are the dummy-coded contrast variables.

* p < 0.05. ** p < 0.001.
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Table 17: Job Satisfaction on Group Membership and Supervisor Support

Variables b sr? SE b B R’
Intercept 3.823 0.842 1.874  0.179**
C1 -0.446 0.000009 0.442 -0.218
C2 -2.464 0.076 1.867 -1.208
C3 -1.705* 0.111 0.420 -0.527
Supervisor Support 0.020 0.000009 0.147 0.010
C1 x Supervisor Support 0.320 0.0005 0.323 0.157
C2 x Supervisor Support 0.371 0.001 0970 0.182
C3 x Supervisor Support 0.262 0.0002 0.304 0.128
M2 Job Satisfaction 0.028** 0.00009 0.013 0.014
Age 0.329* 0.001 0.055 0.161
Hormone Therapy -0.812%* 0.012 0.347 -0.398

Note: C1-C3 are the dummy-coded contrast variables.

* p < 0.05. ** p < 0.001.
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Table 18: Absenteeism on Group Membership and Coworker Support

Variables b sr? SE b B R
Intercept 0.418 0.861 0.143 0.078*
C1 1.219 0.0009 0.796  0.417
C2 -4.829 0.532 2.713  -1.653
C3 0.542 0.003 1.060  0.185
Coworker Support -0.032 0.00004 0.227 -0.011
C1 x Coworker Support  -0.684 0.014 0.547 -0.234
C2 x Coworker Support 6.195%* 1.566 1.815  2.121
C3 x Coworker Support 0.429 0.002 0.906  0.147
M2 Absenteeism 0.051 0.00001 0.060  0.017
Hormone Therapy 0.151 0.000009 0.488 0.052

Note: C1-C3 are the dummy-coded contrast variables.

* p < 0.05. ** p < 0.01.
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Table 19: Absenteeism on Group Membership and Supervisor Support

Variables b sr? SEb B R’
Intercept 0.231 0.794 0.079 0.075*
Cl 1.020 0.0007 0.653 0.349
C2 -3.905 0.348 2.825 -1.337
C3 1.847 0.041 0.617 0.632
Coworker Support 0.021 0.0001 0.210 0.007
C1 x Supervisor Support -0.588 0.025 0.458 -0.201
C2 x Supervisor Support 4.234* 0.661 1.468 1.450
C3 x Supervisor Support -0.867 0.00002 0.451 -0.297
M2 Absenteeism 0.063 0.00002 0.060 0.021
Hormone Therapy -0.002  0.0000000002 0.492 -0.001

Note: C1-C3 are the dummy-coded contrast variables.

*p<0.01.
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Figures
Figure 1: Data Screening Process
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Figure 2: M2 Four-Profile Solution
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Figure 3: M3 Four-Profile Solution
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Figure 4: MR Four-Profile Solution
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Figure 5: Moderating Effect of Supervisor Support
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Figure 6: Moderating Effect of Supervisor Support
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Appendix

Because the items for the symptom types were pulled from different scales, analyses were
done to determine how well the items measured the intended variables. First, Exploratory
Factor Analysis (EFA) was done on the menopausal symptom items to determine whether
the items reliably load onto the factors analyzed for the dissertation. The analysis was
done in R using the package lavaan. The rotation used was quartimin, and parallel
analysis was used to determine the number of factors. The parallel analysis resulted in
supporting a nine-factor structure. The factor loadings suggest that the affective
symptoms items load onto different facets of negative affect: depression, anxiety, anger,
and irritability. See the table below for factor loadings. The sleep items also loaded onto
two factors: issues with falling asleep and issues with undesired awakening. For both of
these symptom groups, it is expected that there are multiple facets to these symptoms
(especially negative affect), so these items were kept as a group. Several items had largest
loadings under 0.40, which could suggest they do not load well onto the factors measured
by the rest of the items. The genitourinary items did not load onto any of the nine factors.
Inclusion of these items risks increasing the error and reducing the reliability of the
measurements of the overall variables. Excluding them, however, could also risk
covering the variable’s conceptual space adequately to measure the different indictors of
these symptom groups. Taking this into consideration, the items were retained for
analysis. In future research, however, higher quality measures of menopausal symptoms

are necessary to better analyze relationships with the workplace.

Exploratory Factor Analysis Factor Loadings for 9 Factors
Factors 1 2 3 4 5 6 7 8 9

129



Hot Flashes 1
Hot Flashes 2
Genitourinary 1*
Genitourinary 2*
Bodily Pain 1*
Bodily Pain 2
Bodily Pain 3
Bodily Pain 4
Sleep 1

Sleep 2

Sleep 3

Sleep 4

Sleep 5*
Affective 1
Affective 2
Affective 3
Affective 4
Affective 5
Affective 6*
Affective 7
Affective 8
Affective 9
Affective 10
Affective 11
Affective 12
Affective 13
Affective 14
Affective 15
Cognitive 1*
Cognitive 2
Cognitive 3
Cognitive 4*

0.57
0.89

0.57
0.66

0.90
0.75

0.70

0.61

Note. * = items with no factor loadings on the 9 factors greater than .4
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