
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

THE EFFECTIVENESS OF TIBETAN YOGA TO REDUCE 

CLIMACTERIC SYMPTOMS AND ENHANCING  
QUALITY OF LIFE IN PERIMENOPAUSAL WOMEN: 

A COMMUNITY-BASED RANDOMIZED 
CONTROLLED TRIAL 

 

Miss Natsupa Archong 
 

A  Dissertation Submitted in Partial Fulfillment of the Requirements 

for the Degree of Doctor of Philosophy in Public Health 

COLLEGE OF PUBLIC HEALTH SCIENCES 

Chulalongkorn University 

Academic Year 2021 

Copyright of Chulalongkorn University 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดูและเสริมสร้างคุณภาพชีวิต 

ในสตรีวยัใกลห้มดระดู :การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน 
 

น.ส.ณฐัสุภา อาจองค ์ 

วิทยานิพนธ์น้ีเป็นส่วนหน่ึงของการศึกษาตามหลกัสูตรปริญญาสาธารณสุขศาสตรดุษฎีบณัฑิต 

สาขาวิชาสาธารณสุขศาสตร์ ไม่สังกดัภาควิชา/เทียบเท่า 
วิทยาลยัวิทยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวิทยาลยั 

ปีการศึกษา 2564 
ลิขสิทธ์ิของจุฬาลงกรณ์มหาวิทยาลยั  

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Thesis Title THE EFFECTIVENESS OF TIBETAN YOGA TO 

REDUCE CLIMACTERIC SYMPTOMS AND 

ENHANCING QUALITY OF LIFE IN 

PERIMENOPAUSAL WOMEN:  
A COMMUNITY-BASED RANDOMIZED  
CONTROLLED TRIAL 

By Miss Natsupa Archong  

Field of Study Public Health 

Thesis Advisor Samlee Plianbangchang, M.D., Dr.P.H. 

  
 

Accepted by the COLLEGE OF PUBLIC HEALTH SCIENCES, Chulalongkorn 

University in Partial Fulfillment of the Requirement for the Doctor of Philosophy 

  

   
 

Dean of the COLLEGE OF PUBLIC 

HEALTH SCIENCES 

 (Professor SATHIRAKORN PONGPANICH, Ph.D.) 
 

  

DISSERTATION COMMITTEE 

   
 

Chairman 

 (Professor Emeritus SURASAK TANEEPANICHSKUL, M.D.) 
 

    Thesis Advisor 

 (Samlee Plianbangchang, M.D., Dr.P.H.) 
 

    Examiner 

 (Associate Professor NUTTA TANEEPANICHSKUL, Ph.D.) 
 

    Examiner 

 (Assistant Professor MONTAKARN CHUEMCHIT, Ph.D.) 
 

    External Examiner 

 (Associate Professor Manopchai Thamkhantho, M.D.) 
 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 iii 

 

ABST RACT (THAI) 

 ณัฐสุภา อาจองค ์: ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดูและเสริมสร้างคุณภาพชีวิต 

ในสตรีวยัใกลห้มดระดู :การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน.  

(THE EFFECTIVENESS OF TIBETAN YOGA TO REDUCE 

CLIMACTERIC SYMPTOMS AND ENHANCING QUALITY OF 

LIFE IN PERIMENOPAUSAL WOMEN: A COMMUNITY-

BASED RANDOMIZED CONTROLLED TRIAL)  

อ.ท่ีปรึกษาหลกั : ศาสตราจารยพ์ิชาน นพ.ส าลี เปล่ียนบางชา้ง 
  

บทน ำ:  กลุ่มอาการวยัหมดหมดระดูเป็นปัญหาของสตรีวยัใกลห้มดระดูจนถึงปัจจุบนั  การวิจยัน้ี 
ท าการตรวจสอบผลของการใช้โยคะทิเบตในการลดกลุ่มอาการวยัหมดระดู  และเพ่ิมคุณภาพชีวิตของ 
ผู ้หญิงวัยใกล้หมดระดู  วัตถุประสงค์  :  เพื่อศึกษาผลของการใช้โยคะแบบทิเบตในการลดกลุ่มอาการ 
วัยหมดระ ดู  และ  การ เพ่ิ มคุณ ภาพ ชี วิตของสต รีวัยใกล้ห มดระ ดู  ผู ้ เข้า ร่วมการวิจัยคื อสต รีวัย 
ใกล้หมดประจ าเดือนจ านวน  64 คนซ่ึงพกัอาศยัอยู่ท่ีหมู่  9 ชุมชนละหาร เขตบางบัวทอง จังหวดันนทบุรี 
โดยท่ี 32 คนถูกสุ่มเลือกให้เขา้ร่วมกลุ่มทดลอง และท่ีเหลือเขา้ร่วมกลุ่มควบคุม เคร่ืองมือการวิจยัประกอบดว้ย
แบบประเมินอาการสภาวะหมดประจ าเดือน  แบบสอบถามลกัษณะทางสังคมประชากร แบบบันทึกระดับ
ฮอร์โมนเอสโตรเจน  และ แบบสอบถามคุณภาพชีวิตขององค์การอนามัยโลกฉบับภาษาไทย  โปรแกรม 
โยคะทิเบตไดถู้กน ามาใชก้บักลุ่มทดลองในฐานะการแทรกแซง การเก็บขอ้มูลด าเนินการก่อนเร่ิมการทดลอง 
เม่ือส้ินสุดการทดลองในสัปดาห์ท่ี 12 และ หลังจากการทดลองส้ินสุดไปแล้ว 4 สัปดาห์ (สัปดาห์ท่ี  16)  
ท าการวิเคราะห์ขอ้มูลโดยใชส้ถิติเชิงพรรณนาไดแ้ก่ ค่าความถ่ี ค่าร้อยละ  ค่าเฉล่ีย และส่วนเบ่ียงเบนมาตรฐาน 
เพื่อบรรยายลกัษณะทางสังคมประชากรของผูเ้ขา้ร่วมการวิจยั  สถิติอา้งอิงไดแ้ก่ t-test และ repeated-measures 
ANOVA ถูกใชใ้นการทดสอบสมมติฐานการวิจยั ผลการวิจยัช้ีให้เห็นความแตกต่างอยา่งมีนยัส าคญัในคะแนน
กลุ่มอาการวยัใกลห้มดระดูระหว่างผูเ้ขา้ร่วมการวิจยัทั้งสองกลุ่มในสัปดาห์ท่ี 12 และ สัปดาห์ท่ี 16 (F= 531.4, 
P-value < 0.001) ในสัปดาห์ท่ี 16 คุณภาพชีวิตทุกดา้นของผูเ้ขา้ร่วมการวิจยัทั้งกลุ่มทดลอง และกลุ่มควบคุม 
มีคะแนนคุณภาพชีวิตสูงกว่าคะแนนท่ีวดัก่อนเร่ิมทดลองอย่างมีนัยส าคญั (P-value < 0.001) มีความแตกต่าง
อย่างมีนยัส าคญัในระดบัของเอสตราดิออลซีร่ัม ของผูเ้ขา้ร่วมการวิจยัระหว่างกลุ่มควบคุม และ กลุ่มทดลอง 
ในสัปดาห์ท่ี 12 และ สัปดาห์ท่ี  16  (F= 37.55, P-value < 0.001) สรุปผล: โยคะแบบทิเบตสามารถใช้ใน 
การลดกลุ่มอาการวยัหมดระดูและเพ่ิมคุณภาพชีวิตในสตรีวยัใกลห้มดระดู 

 

สาขาวิชา สาธารณสุขศาสตร์ ลายมือช่ือนิสิต ........................................... 

ปีการศึกษา 2564 ลายมือช่ือ อ.ท่ีปรึกษาหลกั .............................. 
 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 iv 

 

ABST RACT (ENGLISH) 

# # 6079159053 : MAJOR PUBLIC HEALTH 
KEYWORD: Tibetan Yoga, Perimenopause, Climacteric Symptom, Quality of Life 

 Natsupa Archong : THE EFFECTIVENESS OF TIBETAN YOGA TO 

REDUCE CLIMACTERIC SYMPTOMS AND ENHANCING  

QUALITY OF LIFE IN PERIMENOPAUSAL WOMEN: A 

COMMUNITY-BASED RANDOMIZED CONTROLLED TRIAL. 

Advisor: Samlee Plianbangchang, M.D., Dr.P.H. 

  
Introduction: The climacteric symptoms has been the problems of most 

perimenopause women so far. This research examined the effect of using Tibetan Yoga 

in reducing climacteric symptoms and enhance quality of  life of the perimenopause 

women. Objectives:  To study the effect of Tibetan Yoga in reducing climacteric 

symptoms and increasing the quality of life in perimenopausal women. 

Method: This research is an experimental research. The research participants 

were sixty-four Thai perimenopausal women who lived in Moo 9, Lahan community, 

Bangbuatong District of Nonthaburi. Thirty-two of them were randomly selected to 

join the experimental group, the rest were in the controlled group.  The research 

instruments contended the Climacteric symptom assessment form, Socio-demographic 

characteristics questionnaire, Estrogen hormone record form, and the WHO quality of 

life questionnaire in the Thai language. The Tibetan Yoga program was performed with 

the controlled group as an intervention. The data were collected from the participants at 

the based- line, at the end of the program on week 12th and 4 weeks after the program 

finished. (week 16th) The data were analyzed using descriptive statistics, such as 

frequency, percentage, mean, and standard deviation to describe socio-demographic 

characteristics of the participants. The inferential statistics such as t-test and repeated-

measures ANOVA were used to test the research hypothesis. Result: There was 

a  significant difference in the climacteric symptoms score of the participants between 

the two groups in week 12th and week 16th (F= 531.4, P-value < 0.001). All parts of the 

participants ‘quality of life in both experimental and controlled group had the 

significant higher scores than at baseline (P-value < 0.001).There were significant 

differences in serum estradiol levels of the participants between the controlled group 

and experimental group during week 12th   and week 16th  (F= 37.55, P-value < 0.001) 

Conclusion: Tibetan Yoga can be used to reduce climacteric symptoms and increase 

quality of life of perimenopause women. 
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CHAPTER 1 

INTRODUCTION 

  

 The introductory chapter reviews the context, statement of the problem and 

objectives of the study regarding Tibetan Yoga in reducing climacteric symptoms 

score and increasing the quality of life in perimenopausal women. 

 

1.  Background and Rationale 

 There are many meanings on Quality of life (QoL) especially in the field of 

health and life statuses such as health, work, quality of the environment, emotional 

well-being and social relationships. The World Health Organization (WHO) has 

described it as people’s insights into their life status within the value and cultural 

systems where they live and concerning their expectations. Figure 1 below shows the 

world quality of life index by country 2022 Mid-Year, starting from the United States 

of America, China, United Kingdom, Russia, Germany, France, Japan, Italy, and 

Canada. Therefore, the quality of life in Germany is the highest and China is the 

lowest (Figure 1). 

 

 

 

Figure  1.1 Quality of Life Index (Index by country 2022 Mid-Year) (numbeo, 2022) 
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 This means that each woman spends at least one-third of her life during the 

menopausal period and is considered key to measuring QOL in relation to changes in 

health status. Regarding cultural and ethnic differences, the frequency of these 

symptoms varies in different countries. Statistics show an increasing number of 

postmenopausal women worldwide. In particular, more than 477 million women in 

1998 were living in the postmenopausal period, and this rate will reach 1.1 billion 

people by 2025 (Barati et al., 2021).  

 

1.1  Perimenopause 

 

The term menopause has been derived from the World Health Organization 

(WHO) which means a critical final stage or the time in a woman’s life when the 

reproductive capacity ends, that is, the ovaries stop functioning with important 

implications relating to fat mass and its distribution, dyslipidemia and 

neurodegeneration; this means the production of steroid and peptide hormones 

reduces. On the other hand, perimenopause is defined as the period of time between 

the transition from the reproductive years of a woman and the menopause (World 

Health Organization, 1996, Ambikairajah, Tabatabaei-Jafari, Hornberger & Cherbuin, 

2021; Nanette, Cassandra, Brandilyn & Genevieve, 2020). 

 

 According to Dr Cristina Menni, from the School of Life Course & Population 

Sciences (King’s College London, 2022) who stated that: 

 

 “Perimenopause is poorly diagnosed due to highly irregular hormonal cycles 

and symptoms that can last for as long as 15 years. Currently, there is no accurate 

diagnostic test for perimenopause. Adding that an easily quantifiable novel early 

biomarker of perimenopause could be a valuable improvement to current clinical 

practice.” 
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Additionally, perimenopause is also one of many terms that refer to the 

transition from regular ovulatory menstrual cycles to irregular menstrual cycles that 

result from ovarian ageing and the accompanying decline in oocyte quantity and 

quality (See figure 1). Another common nomenclature is climacteric and the 

menopausal transition. Not surprisingly, perimenopause occurs when the ovaries 

gradually begin to develop reduced estrogen. It usually starts in women in their 40s, 

but it can also start in their 30s or even earlier (Verrilli & Berga, 2020). Menopause is 

retroactively determined permanent cessation of menstruation after twelve months of 

amenorrhea in midlife. Another definition states that during the menopausal transition 

and early post-menopause, some women show altered gonadal steroids, an increased 

risk of negative mood symptoms, changes in endocrine activity, and an increased risk 

of depression.  However, there is a 2-to-5-fold increased risk of depressive disorder during 

perimenopause versus late premenopause (Bromberger & Epperson, 2018; (Adashi et al., 

1995). Perimenopause is a transition period between perimenopause and postmenopause 

that is characterized by the emergence of physical and psychological changes that are 

influenced by environmental factors, and socioeconomic and nutritional status. Hong, 

Kim, Kim & Kim, (2019) also stated that perimenopause begins a few years before 

menopause and occurs when the ovaries gradually began to reduce estrogen. 

Menopausal symptoms begin 5-10 years before menopause and can last up to 7 years 

after menopause, depending on the individual  

 

Figure  1.2 Stages of Menopause (Responsum Health Inc, 2022) 
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 Perimenopause can happen in women whose ages are in the 40s or 50s almost 

at the time that gets close to the end of their menstrual cycles and is a natural 

biological process. Surprisingly, the highest percentage of women worldwide who 

were not aware of or felt unprepared for and didn't understand perimenopause with 

menopause in 2020 (Figure 1). More specially, Baber, Panay and Fenton (2016) stated 

that Demographic data has shown that every year, 25 million women worldwide 

experience the menopause. This will result in 1.2 billion postmenopausal women 

worldwide by 2030. 

 The National Institute on Aging (NIA) (2022) stated that more than one 

million women in the United States experience menopause each year, and few women 

know about the health effects of this natural biological occurrence. 

 Furthermore, the State of Menopause research showed that 1,039 women aged 

40 to 65 in the United States never sought information about the menopause before 

they experienced it. Of this number of women in the United States, nearly half the 

women didn’t know the difference between perimenopause, the transitional period 

leading up to the menopause and the menopause itself, the biological process that 

marks the end of a woman’s menstrual cycles. Most women reported that they were 

not currently treating their menopause, which included hot flushes, weight gain, 

difficulties with sleep, and night sweats, among others. Moreover, women in sub-

Saharan Africa stated that they reported considerable physical and psychological 

issues associated with the menopause, these include bone and joint pain, hot flushes, 

and forgetfulness among women in Eastern Nigeria and bodily pains, irritability, and 

sleeplessness in Ghana (Drew et al., 2022). Therefore, a new study has found that 

women ‘age’ significantly faster in the perimenopausal period. 
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Figure  1.3 Percentage of women who were not aware of, felt unprepared for, or 

didn't understand perimenopause and menopause worldwide as of 2020  

(Statista Research Department, 2021). 

 

 The study of perimenopause has been ignored for most of the time during a 

woman's life, the effects of estrogen deficiency are most pronounced, including 

vasomotor symptoms, metabolic syndrome, mood changes in symptomatic urogenital 

disorders vaginal atrophy and weight loss, hormonal imbalance, and the occurrence of 

osteopenia or osteoporosis (Szuscik-Niewiadomy, Plinta, Niewiadomy & Knapik, 

2021). Namazi, Sadeghi & Moghadam (2019) stated that the menopause is the 

complete cessation of menstruation due to a lack of estrogen production by the 

ovaries and is considered a natural phenomenon in a woman's life between the ages of 

45 and 54, with an average age of menopause at 51. The research shows that Iran has 

the same results, and the researchers estimate that by 2030, 1.2 billion people will be 

of menopause and postmenopausal age. In 2022 there will be around 5 million women 
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in Iran of menopausal age. Due to increased life expectancy, women are expected to 

spend an average of one-third of their lives in menopause.  

 

1.2 Climacteric Symptom 

 

 The majority of changes in menstrual pattern and the most common symptoms 

of the menopause transition are vasomotor symptoms, or hot flushes and night sweats. 

Vasomotor symptoms are reported by over 70% of midlife women at some point 

during the menopause transition and for a third of women vasomotor symptoms were 

very frequent or severe and long thought to last the few years around the final 

menstrual period.  On average vasomotor symptoms last for 7–10 years for frequent 

or moderate to severe symptoms and longer for less frequent or severe Vasomotor 

symptoms 3–5 (Thurston, 2018). Especially in the late perimenopause and early 

postmenopausal period, it affects 60-80% of women during the menopausal transition. 

Perimenopause is a period of a high incidence of negative mood symptoms: 46.9% 

and 56.3% of perimenopausal Brazilian women reported symptoms of depression and 

anxiety, respectively (Jaeger, 2021). Although, vasomotor symptoms are a common 

problem women experience during early and postmenopausal the duration differs 

from person to person. This is because some people have serious problems that affect 

their personal and social functioning as well as their quality of life (Giri, Tripathy & 

Nayak 2020) . Hot flushes are experienced by 55 to 85% of perimenopausal women, 

peaking in the later perimenopausal stages, and can be experienced for months to 

years ((Maleki, Cheng, Tu & Locascio, 2019).  

 It has been reported that in the case of Asian, including Thai, women the mean 

age of menopause is between 49.4 years and 51.1 years, with an average mean of 

50.7 years (Alwi, Brohi & Awi, 2021). Also, climacteric symptoms are disruptive 

factors to quality of life (QoL) among Thai women during the menopausal transition 

period(Khunasap, Khuakoonratt, Prommas,Smanchat,BhamarapravatanaSuwannarurk

, 2022). Perimenopausal women have an increased risk of developing new-onset and 

recurrent mental health conditions such as anxiety, low mood, and depressive 
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symptoms (Leonhardt, 2019). However, the quality-of-life outcomes depend on 

several factors and not just one particular phenomenon. It has also been reported by 

some studies that perimenopausal women experience more negative life events such 

as the loss of a family member, compared to younger women, however, it was noted 

by Leonhardt (2019) that negative life events were associated with perimenopausal 

mood and behavioural symptoms. Many women report that they generally feel less 

confident and less resistant to stress and that they have become indecisive and 

insecure for no apparent reason. They feel more anxious, irritable, and insecure, they 

are easily irritable, angry and sometimes they feel like they are losing control of their 

life.  

 Another important symptom of perimenopause having a marked impact on the 

quality of life of women is psychological disturbances, in particular depressive 

symptoms (Bromberger & Epperson, 2018). Epidemiologic research indicates that 

roughly 1 in 5 women will experience an episode of major depressive disorder at 

some point in their lifetime. Importantly, for some women, depression can present or 

worsen during periods of dynamic hormonal flux, such as prementum, peripartum, 

and perimenopause. According to Khunasap, Khuakoonratt, Prommas, Smanchat, and 

Bhamarapravatana Suwannarurk, (2022), whose study was conducted in Thailand with 

healthy women visiting gynecologic outpatient clinics aged 45 to 55 years old, who 

still menstruated, both regular and irregular, were categorized into the control group. 

They also presented natural amenorrhea within two years, as the absence of 

menstruation for 12 to 24 months, and were enrolled in the study group. The results 

showed that the mean age and standard deviation of the participants in the control and 

the study groups were 48.0±2.8 and 52.3±2.8 years, respectively. Another study 

conducted in Cambodia with 180 Cambodian women aged 40–60 who lived in a 

community setting were recruited from four regions of Cambodia via convenience 

sampling. This study revealed that the most burdensome menopause symptom among 

Cambodian women was heart discomfort while vaginal dryness was the least 

burdensome.  
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1.3 Menopausal Transition 

Menopausal transition refers to the period from the moment of increased 

variation in the menstrual cycle until the moment immediately before the last day of 

menstruation. It varies among individuals and is a period that often includes 

vasomotor symptoms such as hot flushes alongside frequent or excessive 

menstruation. Hot flushes differ among individuals but may appear from 1 year to 3 

years before the last day of menstruation and are especially severe around the last day 

of menstruation, but they may last for several years. The study by Bromberger & 

Epperson (2018) showed that approximately 75% of women aged between 45 years 

and 55 years suffer from the symptoms of the menopause that may lead to low self-

esteem, sleep disorder, and feelings of decreased energy. To evaluate the ovarian 

reserve during the menopausal transition, measuring the serum level of anti-mullerian 

hormone (AMH), day 3 follicle-stimulating hormone (FSH), estradiol (E2), and 

ovarian antral follicle count (AFC) using pelvic ultrasonography is possible, but they 

are not used as indicators for predicting menopause. Additionally, because the 

function of the ovaries changes during this period, it is advised not to conduct a 

hormone test for menopause diagnosis. 

Also, the study by Maki et al. (2019) showed depression risk rises 

significantly in 5-6 years after menstruation stops which is known as the menopausal 

transition. However, exposure to extreme estradiol levels may help explain this 

increase, but few studies have examined individuals’ estradiol levels to predict 

perimenopausal depression. Multiple studies have identified this transition period as a 

time of increased susceptibility to depressive moods, longitudinal studies note a  1.3-

2.9-fold increased risk. The current study enrolled 101 perimenopausal women. They 

used 12 weekly measures of estrone 3 measurements to quantify each woman's 

sensitivity to changes in estradiol. Glucuronide, a urinary metabolite of estradiol, is 

associated with depressive symptoms. Cortisol wakefulness responses were measured 

weekly to examine hypothalamic-pituitary-adrenal axis-mediated emotional 

sensitivity to estradiol. Depressive symptoms and major depressive diagnoses were 

assessed monthly for 9 months. The association between stage 1 Glucuronide 

sensitivity and stage 2 depressive symptoms and major depressive disorder episodes 
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were checked. Several baseline characteristics were examined as potential moderators 

of this relationship. Emotional sensitivity to estradiol predicts the risk of 

perimenopausal depression, especially in women who are otherwise at low risk and in 

women who gave birth prematurely in transition (Gordon, Sander, Eisenlohr-Moul & 

Tottenham, 2020).  

Furthermore, the above studies suggest that women with a history of major 

depressive disorders have an increased risk level of relapse during menopausal 

transition compared to premenopausal. So, it is unclear whether the risk of major 

depression is also increased in women with no history of depression. The menstrual 

cycle is characterized by luteal estradiol levels as high as 2-3 times higher than 

typically seen in women of childbearing age, starting early in the menopausal 

transition and continuing into the later transition. At the same time, perimenopausal 

estradiol levels may also be due to a low number of antral follicles. The display 

occasionally drops to postmenopausal levels. In addition, the low estradiol early 

follicular phase is prolonged due to delay. Increased sensitivity to this changing 

hormonal milieu has long been suspected as a key aetiology for the development of 

perimenopausal depressive symptoms; however, perimenopausal depression is 

associated with hypo-v. Hype estrogen sensitivity remains unclear. Another 

pioneering study finds that experimentally induced estradiol withdrawal triggers 

depressive symptoms. Women selected, based on their personal history of depression, 

respond to hormone therapy; by contrast, no effect was observed in women with no 

medical history of depression (perimenopausal onset or otherwise). Although this 

study shows that some women are emotionally sensitive to perimenopausal estradiol 

withdrawal, not ruling out increased sensitivity to estradiol surges, some women 

experience symptoms of perimenopausal depression. Furthermore, in a small study 

comparing the effect of salivary estradiol on the human body. In a 4-week mood 

measurement, we found that women with current perimenopausal depression were 

more sensitive to weekly increases in estradiol than non-depressed. Thus, there is 

reason to believe that although estradiol withdrawal is a trigger for some 

perimenopausal depressive moods in women, others may experience depressive 

symptoms for other reasons including increased sensitivity to elevated estradiol and 

may be sensitive to changes in estradiol in both directions. However, this hypothesis 
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remains to be tested. Vasomotor symptoms have long been understood to be 

important to women’s mental health, sleep, and quality of life, but only recently have 

they been understood to have implications for women’s cardiovascular health. Early 

observations came from hormone therapy trials, including the Women’s Health 

Initiative and Heart and Estrogen Replacement. The study, both of which showed in 

post hoc analyses that the relation between hormone therapy trials and cardiovascular 

disease risk was modified not only by age (in the case of the Women’s Health 

Initiative) but also by vasomotor symptoms. These initial findings suggested a 

difference in the underlying vasculature of women with vasomotor symptoms relative 

to their counterparts without them. We examined the associations between vasomotor 

symptoms and women’s vascular health in Women’s Health Across the Nation Heart, 

a sub-study of 600 from Women’s Health Across the Nation that focused on 

cardiovascular health.  Women’s Health Across the Nation participants without 

clinical cardiovascular disease underwent multiple measures of subclinical 

cardiovascular disease, including measures of endothelial function, coronary and 

aortic calcification, and carotid intima-media thickness. As clinical cardiovascular 

disease typically begins to manifest itself beginning in women’s sixth decade of life, 

subclinical cardiovascular disease measures, which involve imaging the vasculature to 

assess cardiovascular disease risk before the clinical disease is present, are useful in 

assessing vascular risk in midlife women.  

In Women’s Health Across the Nation Heart, we found that women reporting 

hot flushes in the prior 2 weeks had poorer endothelial function as well as greater 

aortic calcification relative to women without vasomotor symptoms, associations that 

persisted with adjustment for multiple cardiovascular disease risk factors as well as 

endogenous E2 and follicle-stimulating hormone. Later, we examined the associations 

between vasomotor symptoms and intima-media thickness, another commonly used 

and well-validated subclinical cardiovascular disease measure. In this analysis, we 

found that women reporting vasomotor symptoms in the prior 2 weeks had a higher 

intima-media thickness than women without vasomotor symptoms, controlling for 

standard cardiovascular disease risk factors or sex hormones. We further found that 

associations were most pronounced among women who were overweight or obese 

(the majority of this US sample). (Thurston, R. C. 2018). 
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 Most women do not understand the changes that occur during the transition 

phase and therefore suffer various problems and diseases associated with 

perimenopause which necessitates the need for treatment plans and approaches to 

limit and control the severity of perimenopausal symptoms and improve their quality 

of life (Nayak et al., 2014). Hormonal therapies have been used extensively in 

controlling the symptoms of perimenopause, however, in 2018, hormone therapy is 

only recommended in postmenopausal women with climacteric symptoms. This raises 

questions about the safety of this association particularly for perimenopausal women. 

First, several studies have shown an increased risk of breast cancer dependent on the 

duration of hormone therapy users. Hormone therapy initiated from the 

perimenopausal period would increase the duration of treatment by several years. 

Moreover, the occurrence of breast tenderness is an adverse event that affects 30% to 

35% of hormone therapy users and doubles the risk of invasive breast cancer. (Hugon-

Rodin, J., Amand, G., & Plu-Bureau, G. 2018) 

 

Climacteric Symptoms 

Committee opinions from the American College of Obstetricians and 

Gynecologists published in 2013 also reported that hormonal therapy cannot be used 

for primary or secondary prevention of cardiovascular disease and women who are 65 

years and older or start hormonal therapy after 10 years of menopause have higher 

incidences of stroke, coronary heart disease and deep vein thrombosis (American 

College of Obstetricians and Gynecologists, 2013a, 2013b; Nayak et al., 2014). As a 

result, various studies have been focused on alternative approaches such as traditional 

Indiana yoga, physical exercises, meditation, Tai Chi, and Qigong, among others, to 

control perimenopausal symptoms and improve quality of life. Yoga has proved to be 

effective in various health-related disorders such as cardiovascular, neuroendocrine, 

gastrointestinal, and musculoskeletal systems (McCaffrey & Park, 2012; Sengupta, 

2012; Woodyard, 2011). Therefore, various studies have focused on yoga, meditation 

and different types of relaxation techniques, biofeedback, guided images and 

breathing exercises to help women adjust and manage stress, issues related to 

menopause and the ageing process in their lives. Yoga is an original, integrative art of 
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living that can help people overcome some health problems including the menopause, 

cardiovascular disease and depression. (Aust Prescr. 2018;  Sakuntala Giri1 , 

PravatiTripathy2 , Debajani Nayak,2020).An experimental study conducted in South 

India among 216 perimenopausal women aged 40-60 years concluded that yoga 

resulted in a significant improvement in symptoms in vasomotor, psychosocial, 

physical and sexual domains, thereby improving the overall quality of life (Nayak et 

al., 2014). In India, most women do not know what changes take place in their bodies 

mostly after the age of 45 years and they spend their life fighting the problems 

associated with perimenopause. Therefore, it is necessary to develop a different 

integrated comprehensive approach to control perimenopausal problems to improve 

their quality of life. One of the experimental studies of 120 perimenopausal women 

aged 40-60 in India concluded that yoga therapy is effective in improving the quality 

of life of people for perimenopausal women. (Sakuntala Giri1, PravatiTripathy2, 

Debajani Nayak,2020).  

Similarly, a quasi-experimental study with a pretest & post-test control group 

design was adopted for a study of women aged between 40-50 years who were 

considered a sample. A survey was conducted through a self-structured checklist on 

symptoms of perimenopause to identify the numbers of women available with 

perimenopausal symptoms. Premenopause and perimenopause are sometimes used 

interchangeably. A total of 120 women were identified based on the presence of at 

least 60% of the symptoms. Those who were able to follow and perform the yoga 

programs were identified and 60 were selected for the control and experimental group. 

The demographic section addressed the background data of women including age, 

parity, level of education, occupation, menstrual history, and duration of 

perimenopausal symptoms. The second section was the self-structured 

perimenopausal QOL interview schedule. The study was approved by the Hospital 

Research Ethics Committee. The researcher got training in yoga which included yoga 

asana, pranayama, breathing exercises and meditation. Pranayama and breathing 

exercises consisted of Nadhisodhana Pranayama and Sitali Pranayama, anulomvilum, 

kapalbhati for 10-15 minutes. Yogasana consisted of Tadasana, ardhakatichakrasana, 

Bhadrasana, Paschimothasana, Bhujangasana, Ardhasalabhasana and Shavasana. Each 

asana was for one minute except savasana, which was of 5 minutes, with a total 
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duration of 10-12 minutes. For meditation, they were asked to chant “Om” for 3-5 

minutes. For the three sessions (meditation, pranayam & breathing exercise, and 

yogasanas) the total time required was 30- 40 minutes per day. The women in the 

study group were taught yoga by video and asked to practice for 30-45 minutes per 

day for 30 consecutive days under the supervision of the researcher and at the same 

time, the control group listened to some spiritual music. This study shows that before 

intervention the quality of life of perimenopausal women was low but after the 

intervention, the quality of life was improved to a moderate and high quality of life. 

The perimenopausal women who were not taking any intervention, gradually noticed 

their quality of life was worsening in comparison with the experimental group. Many 

studies reported that after yoga therapy there was an increased quality of life and 

decreased perimenopausal symptoms among the women. (Giri1, Tripathy & Nayak，

2020） 

 

1.4 Statement of the Problem 

It has been estimated that there are over 6.6 million women between the ages 

of 45 and 59 years in Thailand and therefore are at the risk of physical and mental 

health problems and other health-related problems associated with the menopause 

resulting in a poor quality of life. Various forms of mind and body exercises as well 

as complementary and alternative medicines have been studied in Thailand regarding 

their prevalence and effectiveness in improving the quality of life among Thai women 

entering menopause. A cross-sectional study conducted in July and October 2013 on 

200 postmenopausal women attending the outpatient department of Obstetrics and 

Gynecology, Srinagarind Hospital, a tertiary care hospital, in Northeastern Thailand 

found that 65% of the participants used complementary and alternative medicine 

(Booning et al., 2015).  

A further study that focused on Rusie Dutton, a traditional Thai exercise, 

examined the effects of exercise on the health and quality of life on 50 

perimenopausal women aged between 45-59 years. The participants were divided into 

two groups – intervention (n = 24) and control (n = 26) After 13 weeks the post-test 

results showed a marked improvement in all menopause quality of life domains – 
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vasomotor, physical, psychosocial and sexual in the intervention group while no 

significant change was noted in the control group. Furthermore, a significant 

difference was also observed in all the domains between the two groups (Kanit 

Ngowsiri et al., 2014). A qualitative ethnographic study was conducted among nine 

Thai women yogi masters aged between 48 to 61 years exploring how the study 

participants managed their menopausal transition through yoga. Three women 

reported having symptoms associated with the menopause and perceived the 

symptoms to be mild and not bothersome. The women also reported having a positive 

attitude towards their experience with the menopause and a smooth menopausal 

transition leading to an improved quality of life (Rakpanusit et al., 2013). differences 

between groups in terms of anxiety, depression and fatigue were observed.  

 

Tibetan Yoga 

Many researchers have found that yoga helps alleviate or cure symptoms of 

various diseases, such as asthma, high blood pressure, hypertension, and obesity. 

Additionally, yoga practice has been found to help control hormones in menopausal 

women. Numerous studies reveal the effects of yoga practice on estrogen. In a 

community-based randomized controlled trial, two groups of pre-test and post-test 

designs were organized in Thai perimenopausal women living in Moo 9, Lahan 

community in Bangbuatong District of Nonthaburi Province between 1st August 2020 

and 30th November 2020 to assess the effect of Tibetan Yoga on their levels of 

Estrogen. The population of this study was three hundred thirty-two Thai 

perimenopausal women aged between 45 and 55 years. The t-test statistic was 

employed to determine the mean difference between the two groups. The analysis 

results yielded the number of participants per group was 26 and 52 as a whole. 

However, the number of participants was increased to 64 to prevent dropout during 

the experiment. The 64 participants were randomly placed into two groups, namely 

the intervention group and the control group. With 32 participants for each group. The 

inclusion criteria of this study designated that: 1) Research participants had 

climacteric symptoms score greater than 15. The assessment was executed through the 

Climacteric Symptoms Assessment Form for screening. 2) They must not have 

amenorrhea in the last consecutive 12 months. 3) They must have no history of 
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diabetes, high blood pressure or heart disease, and 4) They must haven’t been in a 

systemic exercise program or been in a yoga program in the past 6 months. 5) The 

participants in the intervention group must be able to attend the intervention program 

for at least 10 weeks accounting for 80% of the total intervention period. This 

experiment excluded perimenopausal women with a history of knee or spine surgery, 

hysterectomy or endometrial ablation, any type or form of hormone replacement 

therapy, or currently taking any type of supplements (vitamins, phytoestrogens and 

many more). The results showed that after four months of yoga practice, participants 

showed a significant increase in estrogen levels (Giri1, Tripathy, Nayak，2020). 

Although various approaches have been studied in controlling the symptoms 

of perimenopause and menopause and improving the quality of life of Thai women, 

there have been no studies on the effectiveness of Tibetan Yoga in improving the 

climacteric symptoms and its effect on the quality of life of perimenopausal women. 

Tibetan yoga is a form of mind and body techniques and dates back to the ancient 

times of a Buddhist monk named Gampopa Sönam Rinchen (1079-1153) from where 

the technique is believed to have originated (Kragh, 2015). Nevertheless, Tibetan 

yoga is a type of yoga practice based on the Buddhist religion. Unlike other yoga 

practices, it encourages the union of body, mind, and spirit. This yoga practice 

comprises of 5 simple poses called the “5 Rites” which can be performed easily. 

Tibetan yoga has been reported by practitioners, medical professionals, and yoga 

instructors to help relieve joint pain and stiffness, improve strength and coordination, 

improve blood circulation, reduced anxiety, have better sleep, and enhance a youthful 

appearance. Despite its benefits, the researchers that studied the effect of Tibetan yoga 

on the estrogen levels in perimenopause women are scared (Giri1, Tripathy, Nayak, 

2020).  
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2. Research Gap 

2.1 Thailand still does not have the knowledge to use Tibetan Yoga to change 

climacteric symptoms in perimenopausal women. 

2.2 Thailand lacks the information on using Tibetan Yoga to improve Estrogen 

Hormone in perimenopausal women. 

2.3 Thailand still lacks information on the use of Tibetan Yoga to help relax, 

reduce stress, reduce depression and improve the quality of life in perimenopausal 

women. 

 

3. Research Objective  

 3.1 General Objective 

 To assess the effectiveness of Tibetan Yoga in reducing climacteric symptom 

scores and increasing the quality of life in perimenopausal women. 

 3.2 Specific Objectives 

   1. To compare general characteristics of the intervention and control 

groups. 

   2. To find climacteric symptoms, Estrogen Hormone Levels and determine the 

quality-of-life scores at baseline and follow-up among intervention and control groups. 

   3. To assess the change of climacteric symptoms, Estrogen Hormone 

Levels, and quality of life scores before and after the program among both groups.  

   4. To compare changes in climacteric symptom scores and quality of life 

scores among the intervention and control groups after receiving the program. 

   5. To compare climacteric symptoms scores and quality of life scores 

before and after receiving the program within the intervention and control groups. 

   6. To compare the change in Estrogen Hormone levels between the 

intervention and control groups after receiving the program. 
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4. Research Questions 

 4.1 Does Tibetan Yoga affect the climacteric symptoms score and quality of 

life score in perimenopausal women? 

 4.2 Is there a difference in the climacteric symptoms scores and quality of life 

scores between the intervention and control groups after receiving the program? 

 4.3 Is there a difference in climacteric symptoms scores and quality of life 

scores at the baseline and after receiving the program within the intervention and 

control groups? 

 4.4 Is there a difference in Estrogen Hormone levels between the intervention 

and control groups after receiving the program? 

 

5. Research Hypothesis 

 5.1 Tibetan Yoga affects the climacteric symptoms scores and quality of life 

scores in perimenopausal women. 

 5.2 Tibetan Yoga affects Estrogen Hormone levels in perimenopausal women 
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7. Operational Definitions  

Table  1.1 Operational Definitions  

Term Operational Definitions 

Age The length of time the study participant has been perimenopausal. 

Education The total number of years of the highest formal education reached 

by the study participant. The duration of formal education is 

calculated by adding the number of years of formal education from 

elementary education until the highest education reached 

(Benjamas Sukatit, 2004). 

Marital Status Indicates whether the person is single, married or divorced.  

Income Income is the revenue a business earns from selling its goods and 

services or the money an individual receives in compensation for 

his or her labour, services, or investments such as less than 10,000 

THB or 10,001-20,000 THB or 20,001-30,000 THB more than 

30,000 THB per month. 

Disease Status Questions are about health problems that the study participants 

might have had at any time in their lives.  This includes the 

following: Chronic back or neck pain, headaches, and chronic pain. 

Smoking Substance abuse is when illegal drugs are taken by a person. It’s 

also when alcohol, prescription medicine, and other legal 

substances are used excessively or in the wrong manner. This 

includes– “Current” smoker, “Ex”- smoker and “Never” smoked 

Perimenopausal 

women 

Thai women 45-55 years of age also known as menopause 

transition or climacteric (critical period) which takes place over 

several years in advance of the menopause  

Tibetan Yoga  Tibetan Yoga is defined here as a form of mind-body exercise that 

comprises of five Tibetan rites (five simple kriyas-movements 

through two or more poses) that can be completed in less than 20 

minutes and will help people live long, healthy, and vigorous life. 

Such as Rite 1 Tibetan Spin, Rite 2 Prone To Upward Staff Pose, 

Rite 3 Rabbit To Camel Pose, Rite 4 Staff To Upward Plank Pose 

and Rite 5 Upward Dog To Downward Dog 

https://en.wikipedia.org/wiki/Single_person
https://en.wikipedia.org/wiki/Married
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Table  1.1 (Continued)  

Term Operational Definitions 

Effectiveness It refers to determining the extent to which Tibetan Yoga has 

achieved the desired effect on the level of estrogen, physical and 

psychological symptoms, and vasomotor symptoms as well as 

improvement in the quality of life of perimenopausal women which 

are measured on a 5-point rating scale. 

Climacteric 

symptoms 

Are a group of symptoms that are reported in perimenopausal 

women and are categorized as vasomotor symptoms, psychological 

symptoms, and physical symptoms. Symptoms reported are - hot 

flushes, vaginal dryness, sleep disturbances, mood changes, urinary 

tract symptoms, sexual problems (loss of libido, dyspareunia, 

other) and other bodily symptoms 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER 2 

LITERATURE REVIEW 

 

 This study was conducted based upon the review of concepts, theories, and 

related researches in respect to the following subjects;  

 1. Menopause and Perimenopause  

  1.1 Defining of menopause   

  1.2 Definition of perimenopause   

  1.3 Perimenopausal in Thai context 

 2. Diagnosis of perimenopausal ICD-10 (WHO, 2019) 

 3. Perimenopausal symptoms 

  3.1 Short-term symptoms 

      3.1.1 Period Changes 

      3.1.2 Hot Flashes and/or Night Sweats 

      3.1.3 Mood changes 

      3.1.4 Vaginal dryness 

      3.1.5 Trouble sleeping 

      3.1.6 An Increase in fat around the waist. 

      3.1.7 Pounding Heart (Palpitations) 

      3.1.8 Dry Skin and Hair Loss 

  3.2 Long-term symptoms 

      3.2.1 Cardiovascular system 
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      3.2.2 Osteoporosis 

      3.2.3 Urinary tract problems 

      3.2.4 Weight gain and getting fat 

  3.3. Psychiatric Disorders in Perimenopause and Menopause 

  3.4. Metabolic change and care during perimenopausal. 

  3.5 Treatments for perimenopause symptoms 

      3.5.1 Hot flashes 

      3.5.2 Vaginal dryness 

      3.5.3 Insomnia and mood swings 

      3.5.4 Osteoporosis 

      3.5.5 Hair loss 

 4. Climacteric Symptoms 

 5. Tibetan Yoga 

  5.1 History of Tibetan Yoga 

  5.2 The Five Tibetan Yoga Rites. 

  5.3 Benefits of the Five Tibetan Rites 

  5.4 The Five Rites Exercise Program 

 6. Estrogen and Perimenopausal Women  

  7. Yoga as a treatment for Perimenopausal and Menopausal symptoms 

8. Yoga and the quality of life of the Perimenopausal and Menopausal women 
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1.  Definition of Perimenopause  

 1.1 Defining Menopause   

   The word “Menopause” is a medical term that refers to the time that 

women do not have menstruation for 12 consecutive months. When entering the 

menopausal stage, the hormone level decreases which results in night sweats, hot 

flushes, weight loss, mood changes, vaginal dryness, vaginal pain, and pain when 

having sex (Wayne Blocker, 2019). 
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Figure  2.1 Menopause Symptoms and physical changes  

(Thailand Medical News, 2019) 
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 1.2 Definition of Perimenopause 

  Perimenopause means the period when the ovaries begin to decline and 

continue until menopause.  The perimenopause period is called the "change of life" or 

"change period." It usually begins in the 40s, but may begin in the late 30s. During 

this period, women may show several symptoms that are mostly due to fluctuations in 

the hormone cover (Stöppler, 2019). 

According to Gorrindo et al. (2007) perimenopause refers to the change in the 

life span before the final menstrual period (FMP). The average duration of 

perimenopause is 5 years, but the symptoms may start 8 years or more before FMP.  

While the mean age of onset of irregular menstruation is approximately 47.5 years 

(Santoro N, Brockwell S, Johnston J, et al.,2007) Perimenopause has become a 

difficult time in a woman's life as her ovary decreases its production of eggs and 

hormones. Hence, each woman must understand the changes in her body and try to 

adapt to her physiological changes (Blocker, 2019) 

 

 1.3 Perimenopause in the Thai context    

   In Thailand, menopausal women are confined to women with an average 

age of 50 years (45-55 years). However, currently, this average period has been 

expanded from 55 to 75 years old which is approximately 25 years or one-thirds of a 

woman's life. Therefore, understanding perimenopause and menopause symptoms 

will help prepare women when they enter the aforesaid period and enable them to 

enjoy their good health throughout the menopause duration. (Drewes & Vonne, 2014; 

Galantino, 2012). 

 

2. Diagnosis of perimenopausal ICD-10 (WHO, 2019) 

N 95 Menopausal and other perimenopausal 

Excl:  excessive bleeding in the premenopausal period (N92.4) postmenopausal:  

   osteoporosis (M81.0)  

   with pathological fracture (M80.0)  

    urethritis (N43.2)  
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    premature menopause NOS (E28.3)  

N 95.1 Menopausal and female climacteric states 

Symptoms: such as flushing, sleeplessness, headache, lack of concentration, 

associated with menopause 

Excl:   that associated with artificial menopause (N92.4)  

 

Use Additional Code 

Code for associated symptoms 

Not Coded Here 

 - asymptomatic menopausal state (Z78.0) 

 - symptoms associated with artificial menopause (E89.41) 

 - symptoms associated with a premature menopause (E28.310) 

 

3. Symptoms of Perimenopause 

 3.1 Short-term symptoms 

   In perimenopause women, several short-term symptoms are observed. 

These include irregular menstruation and abnormal bleeding, hot flush or night sweat, 

irritable mood with easy anxiety, depressive symptoms, dry vagina, vagina 

inflammation, vaginal laxity, etc. The details of which are as follows; 

   3.1.1 Period Changes 

        Menstrual cycle changes are normal during perimenopause. The 

periods may be shorter, or longer. Heavy bleeding, less bleeding, or even missing 

period can be experienced. However, abnormal bleeding can be a sign of other 

medical problems. Therefore, the doctor’s advice is suggested3.1.2 Hot flushes and/or 

Night Sweats. 

         A hot flush is a sudden feeling of heat in the chest area and face. Hot 

flushes are very common in perimenopause but are quite variable in how often they 

occur and their severity. For instance, some women experience a hot flush here and 

there whereas other women experience several a day. Likewise, for some women, 

having a hot flush is a minor interruption in their day whereas, for other women, it can 

be more debilitating. While night sweat refers to a hot flush that occurs during sleep. 

https://www.unboundmedicine.com/icd/view/ICD-10-CM/913162/all/Z78_0___Asymptomatic_menopausal_state
https://www.unboundmedicine.com/icd/view/ICD-10-CM/932250/all/E89_41___Symptomatic_postprocedural_ovarian_failure
https://www.unboundmedicine.com/icd/view/ICD-10-CM/940400/all/E28_310___Symptomatic_premature_menopause
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Night sweats can interrupt a woman's sleep cycle which may lead to daytime fatigue. 

(Megan McNamara, Pelin Batur, Kristi Tough DeSapri, 2015). 

   3.1.3 Mood changes 

         Mood changes and swings are common during perimenopause and 

may include symptoms of depression and anxiety. Also, while it's normal to be a bit 

more irritable than usual, a doctor or other mental health professional's advice is 

required in cases where these mood changes are persistent and affect the quality of 

life.    

   3.1.4 Vaginal dryness 

         Vaginal dryness (called vaginal atrophy) is a common symptom 

during perimenopause and is due to the body producing less of the hormone estrogen. 

Vaginal dryness is one symptom that may worsen as a woman gets older and can 

make sex uncomfortable. To relieve this symptom, the doctor's advice is required. 

Since there are several options to help women with this symptom, including an over-

the-counter vaginal lubricant or moisturizer or even prescription vaginal medication. 

(Megan McNamara, Pelin Batur, Kristi Tough DeSapri, 2015) 

   3.1.5 Trouble sleeping 

         The women who are entering the perimenopause period may find it 

difficult to fall asleep (called insomnia) or stay asleep. Particularly if they’re bothered 

by night sweats or hormonal fluctuations.   

   3.1.6 An Increase in fat around the waist. 

         The expanding waistline may be noticed in perimenopausal women 

which may partly be due to estrogen loss which the experts believe causes fat 

redistribution in women.  To prevent waistline expansion, perimenopausal women 

should take a low-carbohydrate diet and do regular exercise (at least 30 minutes, three 

times a week, walking or doing another type of aerobic exercise). 
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   3.1.7 Pounding Heart (Palpitations) 

         Heart palpitations are due to hormone fluctuations but can also be 

signs of anaemia or thyroid disease. Therefore, seeing a doctor is recommended for 

any heart disturbances.  

   3.1.8 Dry Skin and Hair Loss 

         Skin and hair changes are also common, and they may begin in 

perimenopause as estrogen levels begin to decline. For skin changes, women often 

notice less firmness and drier skin, which is due to a decrease in collagen and a 

decreased water-holding capacity. 

 3.2 Long-term symptoms 

  The age when the symptoms of perimenopause occur varies, but in 

general, most women begin noticing perimenopausal symptoms in their 40s, with an 

average age of 47 years. While the average age at which a woman reaches menopause 

is 51 years old.  This list of the common climacteric symptoms of perimenopausal is 

long, but remember, each woman experiences a personal “mix” that usually (and 

thankfully) doesn’t include all of them. (Megan McNamara, Pelin Batur, Kristi Tough 

DeSapri, 2015). The major long-term symptoms are: 

   3.2.1 Cardiovascular system 

         After the menopause, the body has a greater risk of developing 

coronary artery disease due to a lack of estrogen. Because, the estrogen hormone acts 

as an important role in reducing bad cholesterol, LDL.  

   3.2.2 Osteoporosis 

         The lack of estrogen causes more bone destruction by up to 5% per 

year, resulting in subsequent osteoporosis, especially in the spine, wrist bones, and hip 

bones. 

   3.2.3 Urinary tract problems 

         The effect of the lower spine level causes the lining of the urethra to 

become thinner and a flabby bladder stomach causing a burning sensation while 

urinating and there was no urinary incontinence.  
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   3.2.4 Weight gain and getting fat 

         The effect of reducing estrogen levels can affect the metabolism 

causing higher fat accumulation in the abdomen.   

 3.3 Psychiatric Disorders in Perimenopause and Menopause. 

   Psychotic symptoms that are common in pre-menopausal women are 

confirmed to be related to the reduction of estrogen and other factors, such as the 

original physical and mental health problems, perception of menopause, family, and 

social environmental expectations, etc. 

   The psychiatric disorders in perimenopause and menopause can be 

diagnosed in the forms of mood swings, irritability, anxiety, depression, shock, 

fatigue, weakness, sleepiness, lack of concentration, and loss of memory which 

decreases self-confidence. 

 3.4 Metabolic change and care during perimenopausal. 

   Menstruation is caused by the brain. The hypothalamus secretes 

gonadotropin-releasing hormone (GnRH) that stimulates the anterior pituitary gland 

to secrete FSH (Follicle Stimulating Hormone) hormones to stimulate the eggs in the 

ovaries to grow. When one egg grows more than the others it leaves, it is called a 

dominant follicle. The ovaries secrete estrogen hormones to inhibit the activity of the 

FSH hormone, not to release the secretion of other eggs. In addition, the hormone 

estrogen causes the follicle to accumulate fluid during which the cells and the central 

cavity (astral follicle) surround the egg or oocyte. While the follicle grows, more 

estrogen secretion is released, resulting in the receptor of the hormone LH 

(Luteinizing Hormone). The ovarian theca layer has increasingly higher levels of FSH 

and LH to stimulate estrogen and progesterone, increasing secretion until the LH 

hormone is rapidly elevated (LH Surge). Alternatively, the hormone LH encourages 

granulosa cells to produce plasminogen activators. Increasingly, when the hormone 

LH stimulates the plasminogen it is transformed into plasmin to decompose collagen 

in a soft egg bag, causing the wall to weaken when the pressure of the fluid in the 

antrum leads to ovulation. The follicle in the ovary that is removed is called the 

corpus luteum, which acts primarily to produce the hormone progesterone and create 
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estrogen so that the uterine lining grows to prepare, embedding the embryo and 

starting the function of the immune system to prevent the embedding of embryos that 

have been fertilized after ovulation. The corpus luteum will produce hormones until 

the placenta is replaced. But without fertilization, the corpus luteum will drop the 

hormone and turn white, called corpus albican, and decays about 12 days after the 

eggs fall. If there is no fertilization, the estrogen and progesterone levels will drop 

rapidly and stimulate the FSH to work again, causing the lining of the uterus to 

become menstrual. (Soules MR, Sherman S, Parrott E, et al., 2001 & McKinlay SM., 

1996 & Gindoff PR, Jewelewicz R., 1986).   

 

 

 

Figure  2.2 Ovarian aging model works across the menopausal transition. 

 

   Figure 2.2 Ovarian ageing model works across the menopausal 

transition. Ovarian reserve shrinking life and reaching the critical threshold at the start 

of menopause at this point, the woman recorded her first period was over. The routine 

subsequent loss of ovarian reserve can be made many times. 
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 3.5 Treatment of the Perimenopause symptoms 

   3.5.1 Hot Flushes 

         To lessen the hot flush, perimenopause women should avoid 

exposure to extremely hot air, spicy foods, hot foods, drinks with arterial stimulants 

such as caffeine and alcohol, and smoking. Moreover, they should take foods that 

contain vitamin E and B complex as well as supplements of these substances. 

Additionally, they should be relaxed and avoid stress which is a cause of an increase 

in body temperature. 

   3.5.2 Vaginal dryness  

         Vaginal dryness can be relieved by using lubricants such as K-Y 

Jelly or by using estrogen cream to stimulate the blood to nourish the vagina more. 

Additionally, making it natural and easy while having sex will help stimulate good 

blood circulation in the vagina and make the vagina more flexible. 

   3.5.3 Insomnia and mood swings 

         For an easier and deeper sleep, antidepressants such as Selective 

Serotonin Reuptake Inhibitor (SSRI) drugs can be taken. Moreover, recreational 

activities can help relieve stress and make the mind clearer.  

   3.5.4 Osteoporosis 

         To avoid Osteoporosis, foods that contain calcium and high vitamin 

D should be consumed. Moreover, supplemental hormones can be taken on the advice 

of a doctor. Additionally, exercise and hard work should be avoided.   

   3.5.5 Hair loss 

         To lessen the hair loss in perimenopause, estrogen hormone can be 

taken to inhibit the creation of dihydrotestosterone which causes weak hair roots. 

Regular hair washing should be done to eliminate and prevent bacteria that may cause 

damage to the hair roots and scalp.  Additionally, a shampoo that contains stimulants 

to regenerate or nourish the hair is recommended. 
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4. Climacteric Symptoms 

 Climacteric is a period of change from fertility (reproductive period) to 

infertility (non-reproductive period) which starts from perimenopause onwards. 

Climacteric syndrome generally occurs at an average age of 45-55 years up to 60 

years and sometimes longer.  (Norozi E, Mostafavi F, Hasanzadeh A, Moodi M, 

Sharifirad G., 2013). 

 Kurugodiyavar, et.al. (2017) conducted a study on an assessment of 

perimenopause’ symptom prevalence of perimenopause women. The study revealed 

75% of the participants. had muscle and joint pain, 60% complained of headache, 

60% had lower backache and 40% complained of constant weakness or lack of 

energy. Moreover, a study conducted by Singh A, Pradhan SK. (2014) showed that 

89.3% of the participants experienced at least one or more menopausal symptoms. 

The most common complaints of postmenopausal women were sleep disturbances, 

accounting for 62.7%, muscle or joint pain, accounting for 59.1%, hot flushes, 

accounting for 46.4% and 45.6% of the participants experienced night sweats. A total 

of 32.1% of participants suffered from depression and 21.0% from anxiety. 

Additionally, a study by Nayak, on peri-menopausal women in coastal areas of 

Karnataka, suggested several other factors that seem to influence the physical and 

psychosocial development of symptoms such as progressive ageing, growing family 

responsibilities, and possible mid‑life crisis, and other non‑menopausal factors during 

this phase of their lives. (Nayak G, Kamath A, Kumar P, Rao A., 2012). Moreover, 

understanding, beliefs, values, attitudes, education, and cultural factors seem to 

indirectly influence the symptom profile. 

 

5. Tibetan Yoga  

 5.1 History of Tibetan Yoga  

   Tibetan yoga is a union of body, mind, and spirit which is based on 

Buddhism. It is a set of simple yoga exercises which comprises of 5 yogics called 

'ritual'. This type of yoga has developed over the centuries in 5 temples of Tibet. 

(Unraveling the Mystery of Tibetan Yoga Practices., 2019). 
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   Tibetan yoga was brought to the west by a retired British Army officer 

Col. Bradford who had spent time with Lama in Tibet and had 3 years of experience 

in Tibetan training. After he came back, his friend Peter K. Elder recorded his 

experience in a book called "The Ancient Secret of the Fountain of Youth," Currently 

millions of people do these 5 ritual exercises and gain amazing experience of 

regaining youth, vitality, and treatment of depression, rheumatoid inflammation, pain, 

diabetes and digestive, respiratory and heart problems.  Additionally, Chris Kilham, a 

yoga teacher who wrote The Five Tibetans (Healing Arts Press, 1994) stated that 

perhaps this type of practice originated by lamas in Tibet and was later introduced to 

Nepal and India.   

 5.2 The Five Tibetan Yoga Rites. 

   The five ritual Tibetan also called “the fountain of youth and fitness” is the 

easy movement through two or more poses that can be completed in less than 20 

minutes.  Practising these rituals help the practitioners to live a long and healthy life 

like the Tibetan monks.  (Unraveling the Mystery of Tibetan Yoga Practices., 2019). 

 5.3 Benefits of the Five Tibetan Rites 

   Regular practice of the five Tibetan rites will provide the following 

benefits: improved strength and coordination, reverse the ageing process, 

detoxification, sleep soundly, balance of the chakras, emotional and mental health, 

enhanced memory and relief from joint pain and arthritis. 

 5.4 The Five Rites Exercise Program 

   Tibetan Yoga contains 5 postures (The Five Tibetan Rites) (sometimes 

called "The Five Rites" or "The Five Tibetans" or "The Five. Rites of Rejuvenation. 

"But nowadays it is referred to as " T5T" for short). (Kelder, P., & Watt, J. W.,1939) 

the details of which are as follows: 

   Rite 1: Tibetan Spin 

   The first rite aims to speed up the chakras. It begins with standing up 

straight, arms outstretched parallel to the floor with the palms facing down. Then 

slowly spin clockwise from left to right without bending the knees forward. Keep the 
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eyes open and cast toward the ground. Rotate your body as many times as you like but 

stop when you feel slightly dizzy. Excessive spinning which is said to overstimulate 

the chakras should be avoided. 

 

 

Figure  2.3 Rite 1: Tibetan Spin (Kelder & Watt,1939) 

 

   Rite 2: Prone to Upward Staff Pose 

   The second rite aims to tune the seven chakras.  It starts by lying flat with 

your back against the floor. Placing your arms at your sides, palms on the floor. Lift 

your head off the floor, and hold the chest attachment storage. Lift both legs 

perpendicular to the ground until both the legs get straight. Then place the head and 

feet back onto the ground. Repeat this action.  The rhythm of breathing should be 

deep and consistent. 

 

 

Figure  2.4 Rite 2: Prone to Upward Staff Pose (Kelder & Watt,1939) 
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   Rite 3: Rabbit to Camel Pose 

   This process should be continued immediately after the second 

procedure.  It starts by kneeling on the floor shoulder-width apart and hips aligned 

over the knees. Straighten your trunk and place your palms on the back of your thighs, 

below your buttocks. Inhale and drop your head and neck to the back gently as much 

as you can, arching your spine to open your chest.  Exhale and drop your head 

forward moving your chin toward your chest. 

 

 

 

Figure  2.5 Rite 3: Rabbit to Camel Pose (Kelder & Watt,1939)  

 

   Rite 4: Staff to Upward Plank Pose 

   The fourth rite is sometimes called the “moving tabletop”. It begins by 

sitting down on the floor with both legs straight forward.  The front end of both legs 

are about a foot apart and the body is erect. Place the palms on the floor beside the 

hips. Keep holding the chest tight. Then inhale and bend your head back towards the 

back as much as possible. Meanwhile, lift the body parallel to the floor, knees bent 

perpendicular to the ground. Both arms are straight, perpendicular to the ground as 

well. Contracting muscle in the body and hold your breath, then exhale, relax your 

muscles and return to the starting position.    
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Figure  2.6 Rite 4: Staff to Upward Plank Pose (Kelder & Watt,1939) 

 

   Rite 5: Upward Dog to Downward Dog 

   This pose is often called “Two dogs” since it involves two poses that are, 

the Downward-Facing Dog and Upward-Facing Dog pose.  This pose begins with 

sitting on the floor with your legs crossed and putting your hand on the floor. Use 

your arms, hands, and palms to support your body. Extend your feet behind you, toes 

curled and shoulder-width apart. Straighten your arms and arch your spine while 

keeping the tops of your legs on the ground. Drop your head back into Upward-

Facing Dog. Then, inhale and lift your hips, moving your body into an upside-down 

“V” shape. Move your chin toward your chest and straighten your back into 

Downward-Facing Dog. Then exhale and move back into Upward-Facing Dog before 

returning to the starting position. Stay relaxed for a while and start doing this 

procedure again. The postures and breathing are like the previous ones. A deep breath 

while picking up a chevron and exhaling when dropped down. 

 

Figure  2.7 Rite 5: Upward Dog to Downward Dog (Kelder & Watt,1939) 
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6. Estrogen in Perimenopause and Menopause women 

Estrogen is a female hormone that is produced naturally. It controls the female 

reproductive system. Estrogen hormone and estradiol in females are created from the 

ovaries and are involved in controlling the expression of sexual characteristics.  

However, the level of Estrogen hormone will decrease when the woman enters the 

perimenopause and menopause periods. Once women get older, the hormone is 

produced less. In menopause insufficient levels of estrogen affect women, causing 

many short-term menopausal symptoms such as hot flushes, excessive sweating, a 

terrible cold, fainting, or dizziness. Therefore, physicians may recommend those who 

experience such symptoms take synthetic estrogen to increase their hormone levels as 

required by the body. 

As for the long-term symptoms, the perimenopause/menopause may 

experience the wall of the uterus is thinner, dry, and less flexible and may cause pain 

when having sex. The decreasing hormones also affect bone density. As it was found 

that two years after menopause, bone mass density would rapidly decrease at the rate 

of 1% to 2% per year. This change in bone is associated with osteoporosis. (Metcalf, 

1988 & Hee et al., 1993). The reduction of the Estrogen hormone also results in 

higher levels of Low-Density Lipoprotein (LDL) which is a cause of the hardening of 

the arteries (atherosclerosis) and cardiovascular disease. In addition, hormonal 

changes in the premenopausal period also affect the mood and quality of life of family 

and society. 

Estrogen also plays a vital role in controlling weight and body fat. During 

menopause, the estrogen level is low, and this causes weight gain. A decrease in 

estrogen will bring about dry skin, less flexible skin, fatigue, easy tiredness, thinner 

bones, etc. 

 

7. Yoga as a treatment for Perimenopausal and Menopausal symptoms 

 Yoga is the science of self-practice and self-development which can be traced 

back over 5,000 years. It is an old Indian philosophy that was discovered to be an 

alternative, aiming to improve body, mind, and spirit to keep the balance of body and 

mind so that people who practice yoga will be happy and have a better quality of life. 

(ABC of YOGA, 2019) 
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 Yoga has been brought to be a treatment tool for better health. Many 

researchers studied outcomes of yoga that can help cure various disease symptoms to 

be better such as asthma, high blood pressure (hypertension), and obesity. It is found 

that with yoga practice, the blood glucose level decreases. There is also a presumption 

that practising yoga can help control hormones in menopausal women. (Sahay BK, 

1995 &Chatha R, Nagarathna R, Padmalatha V, Nagendra HR, 2008)  

Yoga is beneficial for the body and mind, in particular, the body will receive 

stretching that will help muscles and ligaments gain more flexibility and the working 

system of other organs is improved. Concerning the benefit to the mind, practising 

yoga can help people feel more relaxed and know themselves better (Force BL, 

Thurston C., 2007). They will gain more concentration and consciousness, are not 

easily moody, and have more self-confidence. Yoga also helps promote the 

respiratory system to work more efficiently while the body can receive a sufficient 

amount of oxygen, causing better movement of the spine. Besides, yoga promotes 

hormone and endocrine systems in menopausal women, enabling the working 

mechanism of the endocrine system to be normal and reproductive organ becomes 

healthier. Physical changes in menopause relate to a decrease in body temperature. 

Once yoga is practised, it can respond to and stimulate the nervous system and reduce 

hot flushes by 66%. Yoga can also lessen insomnia with statistical significance. 

(Chattha R, Raghuram N, 2008) 

Research has indicated the benefits of yoga practice as an optional treatment 

for perimenopausal/menopausal symptoms in women such as Daley, Strkes-Lampard 

AJ, MacArthur C (2009) who stated that yoga can relieve menopausal symptoms such 

as hot flushes, night sweats, sudden waves of heat coming from the skin, head, face 

and neck, nausea, and dizziness, headache, palpitations, anxiety, excessive sweating 

(diaphoresis), sleep problems and promote better memory. Permatasari (2017) studied 

the effectiveness of yoga as a treatment for menopausal symptoms. The findings 

revealed that yoga was effective as an additional treatment for menopausal symptoms, 

regarding psychological, vasomotor, and somatic. Afonso, Kozasa, Rodrigues, Leite, 

Tufik, and Hachul (2016) evaluated the level of estradiol and quality of life (QOL) of 

two postmenopausal women after yoga practice. The results showed that the 

participants exhibited an abnormal estrogen-level increase after 4 months of yoga 
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practice and showed QOL improvements. Further, Crowe, Puymbroeck, Linder, 

Mcguire, and Watt (2015) studied the effects of yoga participation on women’s 

quality of life and symptom management during the menopausal transition. The 

results showed that yoga training helped decrease the physiological menopausal 

symptoms of the participants. Moreover, they experienced enhanced QOL as a result 

of their participation in yoga. Additionally, Nirmala Vaze, Sulabha Joshi (2010) 

explored new options for the management of menopausal symptoms in the form of 

non-hormonal drug therapy and non-pharmacological measures. The findings 

indicated that Yoga was effective and was strongly recommended to all women of 

menopausal age.  

Concerning the aforementioned studies, it can be concluded that yoga does 

have the potential to provide physical, mental, and emotional health benefits as well 

as to decrease the climacteric symptoms of women during the menopausal transition. 

 

8. Yoga and the quality of life of Perimenopausal and Menopausal women 

Quality of life means good life and well-being which refers to having a good 

quality of life for such a long time. For centuries based on the background of 

philosophical fields, quality of life plays an important role in people’s well-being 

which relates to human welfare and happiness. (WHO, 1994) 

As soon as women enter menopause, they have health problems from estrogen 

hormone deficiency which affects their quality of life. Research studies conducted in 

many countries found that the estrogen hormone of women in perimenopause affects 

their quality of life (Clarke, Marshall, Ryff, & Rosenthal, 2000; Farquhar, 1995). 

However, the mentioned symptoms can be relieved when the women took hormone 

replacement. As studies revealed that the group of women taking hormone 

replacement had a better quality of life-related to mental health and depression with a 

statistical significance. In contrast, the group of women who did not receive hormone 

replacement had poorer quality of life-related to physical functions and energy/fatigue 

than those who received the hormone replacement.  

As for the non-hormonal treatment, yoga was found to be one of the effective 

treatments which increased the quality of life of menopausal women. For instance; 

Jayabharathi and Judie (2014) studied the use of yoga and meditation in improving 
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the quality of life in menopausal women. The results revealed that in the experimental 

group, the physical, psychological, social, and environmental domains of quality of 

life were greatly improved by practising for 18 weeks. Afonso, Kozasa, Rodrigues, 

Leite, Tufik, and Hachul (2016) evaluated the level of quality of life (QOL) and 

estradiol levels of two postmenopausal women after yoga practice. The result showed 

that the participants exhibited an abnormal estrogen-level increase after 4 months of 

yoga practice and showed QOL improvements. Gayathry Nayak, Asha Kamath, 

Pratap N. Kumar, Anjali Rao. (2014) studied the effect of yoga training on 

menopausal women’s quality of life. The findings indicated that the participants 

experienced fewer menopausal’ symptoms which resulted in a better quality of life.  

 The aforementioned studies are pieces of evidence to conclude that yoga can 

be an alternative tool in decreasing perimenopause/menopausal symptoms which 

helped increase the quality of life of women in the menopausal transition period. 

Therefore, this study explores the use of Tibetan yoga in reducing the symptoms of 

women in perimenopause to enable them to have a better quality of life. 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER 3 

RESEARCH METHODOLOGY 

  

1. Research Design 

A community-based randomized controlled trial, RCT, two group pre-test 

post-test design was conducted between 1st August 2020 and 30th November 2020 to 

assess the effect of Tibetan Yoga in reducing climacteric symptoms and improving 

quality of life in perimenopausal women. The study design and participant sampling 

are described in the following sections. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure  3.1 Research design 
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O = Baseline Measurement 

O1 = Begin Tibetan Yoga Program 

O2 = Week 2n to 12 Tibetan Yoga Program 

O3 = Week 12 -   First-follow up    

O4 = Week 16 End point (outcome measures) 

 

2. Study Site 

The study was conducted on Thai perimenopausal women living in Moo 9, 

Lahan community in Bangbuatong District of Nonthaburi Province. 

 

3. Study Period 

The study was conducted between 1st August 2020 and 30th September 2020. 

The study was divided into 4 phases: 

 Phase 1: Blood was collected from participants in both the experimental and 

the control groups to measure estrogen levels. Socio-demographic information was 

also collected from the participants and were screened for climacteric symptoms using 

the Climacteric Symptoms Assessment Form of the Bureau of Reproductive Health, 

Department of Health, Ministry of Public Health Thailand (Baseline measurement – 

Week 0). In addition, the QOL of participants were assessed at baseline before giving 

the intervention - Tibetan Yoga Program. 

 Phase 2: This phase involved initiating the intervention of Tibetan Yoga in 

Thai perimenopausal women in the study area. This phase started at week 1 and 

continued until week 12 of the intervention program. 

 Phase 3: The participants in the experimental and control group received a 

climacteric symptoms assessment using the Climacteric Symptoms Assessment Form 

of the Bureau of Reproductive Health, Department of Health under the Ministry of 

Public Health Thailand. This was conducted in week 12 as the first follow-up. In this 

phase, blood samples were also collected to measure the estrogen level in the 

participants in both groups.  
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 Phase 4: The endpoint (outcome measurement) was done in week 16. 

Climacteric symptoms were assessed, and blood samples collected to determine the 

estrogen level and QOL of the participants was assessed.   

 

Table  3.1 Detailed breakdown of study period into 4 phases. 

 

Timeline Activity 

Study group 

Tools Intervention 

group 

Control 

group 

0 week 

(Baseline)   

- Screen 

Estrogen 

hormone  

- Assess  

climacteric 

symptoms  

-Assess 

Quality of Life 

(QOL) 

 

 

✓ 

 

 

✓ 

- Case record form of 

estrogen hormone 

- Climacteric Symptoms 

Assessment Form of the 

Bureau of Reproductive 

Health, Department of 

Health, Ministry of 

Public Health 

- WHOQOL – BREF –

THAI  

Week 1 -12 - Tibetan 

Yoga 

intervention 

 

✓ 

 - Yoga expert providing 

instructions on 

performing yoga rites 

Week 12 

(First 

follow- up)   

- Screen 

estrogen 

hormone 

- Assess 

climacteric 

symptoms  

 

✓ 

 

✓ 

-  Climacteric 

Symptoms Assessment 

Form of the Bureau of 

Reproductive Health, 

Department of Health, 

Ministry of Public 

Health  
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Table  3.1 Detailed breakdown of study period into 4 phases (continue) 

 

Timeline Activity 

Study group 

Tools Intervention 

group 

Control 

group 

Week 16 

(end 

point)   

- Estrogen 

hormone  

- 

Climacteric 

symptoms  

- QOL 

 

 

✓ 

 

 

✓ 

- Case record form of 

estrogen hormone  

- Climacteric Symptoms 

Assessment Form of the 

Bureau of Reproductive 

Health, Department of 

Health, Ministry of Public 

Health 

 - WHOQOL – BREF –

THAI   

  

4. Study Population 

Participants in this study were Thai perimenopausal women who lived in Moo 

9, Lahan community in Bangbuatong District of Nonthaburi Province, aged between 

45 and 55 years. The total number of women aged 45-55 years in the study was 332.  

 

5. Sample size and sampling technique 

 5.1 Sample size calculation 

   The sample size calculated for study participants was based on the 

G*Power program, using the t-test for the mean difference between two independent 

means (two groups), configuring the effect size at 0.80 and type I error at 0.05 

(Kaewpitool, 2012). The number of study participants per group was 26 for the 

experimental group and 26 for the control group, including volunteers in this research. 

(Figure 3.2). 
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Figure  3.2 Sample size calculation using G*Power program 

 

  To prevent drop out the sample size was increased by 20% of the sample 

group the total sample was 64, divided into intervention and control groups with 32 

study participants in each. 

 5.2 Sampling technique 

   Computer-generated random numbers were used in randomizing the study 

participants into intervention and control groups.  

 

6. Inclusion and Exclusion Criteria  

 6.1 Inclusion Criteria 

   1. Thai perimenopausal women aged between 45-55 years old who have 

been living in Moo 9, Lahan community in Bangbuatong District Nontaburi Province 

for at least 6 months. 
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   2. Thai perimenopausal women with climacteric symptoms whose score 

was greater than 15 were assessed using Climacteric Symptoms Assessment Form for 

screening and did not have amenorrhea in the last consecutive 12 months.  

   3. Thai perimenopausal women with no history of diabetes, high blood 

pressure or heart disease. 

   4. Thai perimenopausal women who are not participating in any systemic 

exercise program or been in any yoga programs in the past 6 months  

   5. Thai perimenopausal women provide written consent to participate in 

the research study by signing a letter of consent to participate voluntarily. For those 

participants who were not able to read and write, thumb impressions were taken after 

clearly making them understand the study, its purpose and protocol in presence of a 

witness (village head). 

 6.2 Exclusion Criteria 

   1. Thai perimenopausal women with a history of knee or spine surgery.  

   2. Thai perimenopausal women with a history of hysterectomy or 

endometrial ablation. 

   3. Thai perimenopausal women with a history of any type/form of 

hormone replacement therapy. 

   4. Thai perimenopausal women who are currently taking any type of 

supplements (vitamins, phytoestrogen, etc.) 

   5. Participants in the intervention group who cannot attend the Tibetan 

Yoga intervention program for a minimum of 80% of the total intervention period, 

that is, at least 10 weeks.  

 6.3 Termination criteria  

  Safety protocols were developed by the PI in consultation with experts and 

a licensed yoga expert to conduct the intervention – the Tibetan Yoga program, with 

care for the study participants. If any complications such as numbness of limbs, 

muscle spasms, suffocation or irregular heartbeats were reported in the participants in 

the intervention group, they will be taken to the nearest public health facility for 

immediate assistance and support from health personnel. In addition, if participants 

reported difficulty or uneasiness in practising the rites of Tibetan Yoga and therefore 
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are unable to continue the program, the PI will terminate the enrollment of the study 

participant.  

 

7. Recruitment and Data Collection Procedures  

 7.1 Recruitment Studies Setting and Participant 

  The principal investigator (PI) visited the study site - Moo 9, Lahan 

community in Bangbuatong District in Nonthaburi Province, and contacted the village 

head to request permission to conduct the study in their village. This involved 

permitting the PI and the research assistants to search and identify a sample 

population for recruitment in the study. This was done by obtaining a list of women in 

the age group of 45-55 years from the village head, screening for eligibility based on 

the inclusion and exclusion criteria. After screening, they were offered participation in 

the study and finally, from the population who agreed to participate, women were 

enrolled into the intervention and control groups randomly and therefore enrolled 32 

participants in each group. Written consent was obtained from recruited participants.  

 

 

 

Figure  3.3 The location of Bangbuatong District in Nonthaburi Province. (Google Map, 2021) 
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Moo 9, Lahan community in Bangbuatong 

District, Nonthaburi Province 

Record 

form 

village 

Eligible group 

Contact Participants 

(n = 64) 

Written consent  

Week 0 baseline screening:  

Inclusion criteria 

Climacteric symptoms > 15 score, screening Estrogen 

hormone,  

Age 45-55 years old   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure  3.4 Flow chart of Enrollment participants 
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Figure  3.5 Consort Flow Chart 

 

Assessed for eligibility (N= 332) 

Excluded (n = 84) 

• Not meeting inclusion 

criteria (n= 58) 

• Declined to participate 

(n= 26) 

• Other reasons (n= 0) 

Analysed (n= 32) 

• Excluded from analysis  

(n= 0) 

 

Lost to follow-up (n= 0) 

Discontinued intervention (n= 0) 

Allocated to control (n= 32) 

• Received usual care (n= 32) 

• Did not receive allocated 

intervention (n= 0) 

Lost to follow-up (give reasons) 

(n= 0) 
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(n= 32) 
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intervention (n= 32) 

Tibetan Yoga + Usual Care 
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Level, Quality of life)  
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8. Data Collection  

 8.1 Preparation and Database collection 

   Data was collected between 1st August and 30th November 2020. The 

details of data collection are as follows: 

   a. The PI had help from three research assistants in collecting data in the 

study as well as assisting during the intervention. The PI and all research assistants 

received training on practising Tibetan Yoga from a yoga expert before the scheduled 

date of commencement of the study intervention. The purpose of this training was to 

support the yoga expert during the intervention.  

   b. The PI applied for ethical approval at the office of the Research Ethics 

Review Committee for Research Involving Human Research Subjects, Group I, 

Chulalongkorn University. Ethical approval was granted on 7th February 2020 with 

approval number 173.1/62. 

   c. After obtaining ethical approval, the PI submitted a letter of request to 

conduct the research to the village leader in Moo 9, Lahan community and explained 

the purpose, research outcome and benefits of the study.  

   d. After approval from the village leader, the PI contacted potential study 

participants aged 45-55 years to establish a relationship and explain the objectives, 

purpose, and benefits of the study. The PI then scheduled an appointment with all the 

women aged 45-55 years to carry out the recruitment and enrollment phase of the 

study.  

   e. Out of the 332 women aged 45-55 years in the study site, 26 declined to 

participate while 58 did not meet the inclusion criteria. Of the remaining 248 women, 

32 were randomly selected (computer generated numbers) and enrolled on the 

intervention group and another 32 were randomly selected (computer generated 

numbers) and enrolled on the control group. The participants in both groups were 

detailed and informed about the purpose, objectives and procedures of collecting data, 

the right to decide to not participate in the research at any given time during the study 

and the anonymity of the collected data.  

   f. Once all the participants were clear about the study procedures, they 

were asked to sign a written consent of their participation in the study. In cases where 
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the participants could not read or write, thumb impressions were taken on the consent 

form in the presence of a witness (village head) after clearly explaining the details of 

the research.  

   g. Information on socio-demographic characteristics was only collected 

once, at baseline measurement, from the participants in both the experimental and 

control groups. 

   h. The intervention (Tibetan Yoga) was delivered by a licensed yoga 

expert and various measures were taken as previously mentioned to ensure the safety 

of the participants in the intervention group.  

   i. The intervention group. The participants were advised to attend the 

intervention at least 1 hour before eating or at least 2 hours post-meal. Tibetan yoga 

should not be practised immediately after eating meals. The participants were also 

advised to wear comfortable clothes that facilitate easy movements and flexibility 

while practising yoga.   

   j. On the days of practising Tibetan yoga, study participants were highly 

encouraged by the researcher through explanations of the advantages and benefits of 

Tibetan Yoga on perimenopause and its positive impact on their lives. They were 

motivated and made to believe in themselves by the PI to succeed in practising yoga 

and continue it as a lifestyle before each session of Tibetan Yoga. 

 8.2 Implementation of the intervention program  

   Intervention Group 

   A total of 32 participants enrolled in the intervention group practised yoga 

together as demonstrated and advised by the licensed yoga expert and was performed 

three times a week (Monday, Wednesday and Friday) at 17:30 hours for 45 minutes to 

1 hour per session in a public park located in the study site. Data was collected 

individually from the participants in the intervention group at various points during 

the intervention. At baseline, socio-demographic characteristics, climacteric 

symptoms, estrogen level through a blood test and QOL of the study participants were 

measured. The intervention was carried out until week 12 at which time the first 

follow-up was performed. Climacteric symptoms were assessed, and estrogen level 

was measured at the first follow-up ( Anna K. Koch, 2017) . At week 16, a second 
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follow-up was performed where characteristics, climacteric symptoms, estrogen level 

and QOL were measured ( Anna K. Koch, 2017) . This marked the endpoint of the 

study.   

   Each time Tibetan yoga was performed, it was divided into 3 phases – 

   Phase 1: Warm-up was done for 5 minutes to allow stretching and activate 

the muscles 

   Phase 2: Practicing Tibetan yoga, which included its 5 rites, each rite 

required 5 minutes 

   Phase 3: Cool down was done for 5 minutes 

   Warm-up and cool-down poses 

   Pose 1: Jogging: was performed by keeping the body in an upright 

position and preparing to run. Start with jogging in place and do not move forward for 

1 minute. 

 

 

Figure  3.6 Pose 1: Jogging (Koch, 2017). 

 

   Pose 2: Front Kicking: In this, the participant stood in an upright position, 

and folded the arms with a high guard position at chest level. Then they lifted a leg 

and kicked in the front. The participants did not bend the knee and performed it 

alternatively - left and right leg.  
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Figure  3.7 Pose 2: Front Kicking (Koch, 2017). 

 

   Pose 3: Knee Bending: The participant stood straight with feet slightly 

apart and hands were put to the front parallel to the floor at chest level. Then the 

knees were bent the same as in “squat posture”, while the arms were kept in the same 

position. 

 

 

Figure  3.8 Pose 3: Knee Bending (Koch, 2017). 

 

   Pose 4: Arm stretch and Full: The participants stood straight with the feet 

slightly apart and put their right arm on the left arm and then pulled the arm to stretch 

muscles. This was performed alternately, left – right side. 
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Figure  3.9 Pose 4: Arm stretch and Full (Koch, 2017). 

 

   Pose 5: Shoulder Rotating: Stand in an upright position. Move the shoulder 

forward and backwards. 

 

Figure  3.10 Pose 5: Shoulder Rotating (Koch, 2017). 

 

   Pose 6: Foot Touching: The participants stood straight with feet slightly 

apart. Then they bent down and put their right hand to touch the right foot. 
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Figure  3.11 Pose 6: Foot Touching (Koch, 2017). 

 

   Pose 7: Neck Rotation Stretch: The participants sat straight and turned 

their faces to the left side as far as they could. Then they used their right hand to hold 

the face and pull it to become tight. It was performed in alternate successions, left-

right. 

 

Figure  3.12 Pose 7: Neck Rotation Stretch (Koch, 2017). 

 

   Pose 8: Ankle Circles: The participants stood straight and lifted up the tip 

of their feet slightly over the floor and then rolled the ankles back and forth. 
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Figure  3.13 Pose 8: Ankle Circles (Koch, 2017). 

 

   Pose 9: Dynamic Chest: The participants stood straight with feet slightly 

apart. They then stretched their arms as far as they could to the side of the body and 

finally dropped down the arms to the body.  

 

 

 

Figure  3.14 Pose 8: Ankle Circles (Koch, 2017). 

 

   Pose 10: Triceps: The participants stood straight with feet slightly apart. 

Then they bent their left or right arm backwards and used the hand on the opposite 

side to push the elbow. This was performed in alternate successions, left–right side. 
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Figure  3.15 Pose 10: Triceps (Koch, 2017). 

 

   Pose 11: Groin and back: The participants sat on an exercise mat or yoga 

mat. The soles of the feet were brought together such that the legs are at a 45-degree 

angle to the floor (the legs were not allowed to touch the floor). Then both hands 

touched the tip of the feet and the body was bent forward. 

 

 

Figure  3.16 Pose 11: Groin and back (Koch, 2017). 

 

   Practising Tibetan yoga, 5 rites, each rite requires 5 minutes 

   Tibetan Yoga consists of 5 postures called the Five Tibetan Rites 

(sometimes also called "The Five Rites" or "The Five Tibetans" or "The Five Rites of 

Rejuvenation” or "T5T", in short.  

   Rite 1: The Spin 

   To perform this rite, stand up straight, arms stretched outwards parallel to 

the floor. Then rotate clockwise from left to right and continue it until you start 
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feeling a slight dizzy. Repeat the process gradually in increments from 3 to 21 

repetitions. If you feel dizzy, stop the practice, sit or lie down still (Figure 3.17). 

 

 

 

 

 

 

 

 

 

 

Figure  3.17 Rite 1: The Spin (Koch, 2017). 

 

   Rite 2: Leg Raise  

   This process tunes the seven chakras of the human body and is aimed at 

stimulating the chakra. To perform this rite, lay down on your back facing upwards. 

Extend your arms fully along your sides and place the palms of your hands on the 

floor with fingers kept close together. Raise the head up off the floor and hold the 

chin against the chest (inhale during this step). While doing this lift both legs, with 

knees stretched straight perpendicular to the ground. Try to extend the legs backwards 

over the body if possible without bending the knees. Finally, slowly lower both your 

head and legs to the floor, keeping the knees straight (exhale during this step). 

Perform 21 repetitions.  
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Figure  3.18 Rite 2: Leg Raise (Koch, 2017). 

 

   Rite 3: Kneeling Backbend  

   This process should follow after the second rite. Firstly, position your 

body in a kneeling posture on the flat floor with your body erect. Place two hands on 

the side of the legs (on thigh muscles) and bring the head and neck forward. Keep and 

hold the chest tight, lifting the top of the rib cage then bend your head and neck to the 

back as much as you can. At the same time bend the spine to bend down. Then, throw 

the head and neck backwards, arching the spine. As you arch backwards, place your 

hands against the thighs for support. Finally, return to the initial position and start the 

process again. Perform the rite for 21 repetitions. Breathe in deeply while you arch 

your spine and exhale during returning to the erect position.  
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Figure  3.19 Rite 3: Kneeling Backbend (Koch, 2017). 

 

   Rite 4: Tabletop 

   First, sit down on the floor and stretch both legs out straight. Position the 

front end of both legs about a foot apart and keep the body erect. Place the palms of 

your hand on the floor beside the hips. Then bring forward your head towards your 

chest and tuck it in and then drop the head backwards as far as it can go. Meanwhile, 

lift the body parallel to the floor with knees bent perpendicular to the ground. Keep 

both arms straight, perpendicular to the ground as well. Contract the muscles in the 

body while lifting and relaxing the muscles while you return to your original position 

and rest before starting to process again. Take a deep breath as you tense the muscles 

while lifting the body parallel to the ground. Then hold your breath while flexing 

muscles, and slowly breathe out as you return to the original position. Perform 21 

repetitions.  
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Figure  3.20 Rite 4: Table top (Koch, 2017). 

 

   Rite 5: Pendulum 

   While performing this rite the body will be face-down to the floor. Place 

the palm of your hands against the floor to support the body. Also, stretch the legs and 

support your body with your toes in a flexed position. The hands and feet should be 

kept straight throughout this rite. Then start by keeping the arms perpendicular to the 

floor and arch the spine such that the body is in a sagging position. Throw the head 

back as far as possible, then bend at the hip bringing the body upwards in an inverted 

V shape. Simultaneously, bring the chin forward and tuck it against the chest. Take 

deep breaths while raising the body and exhale completely when you lower it.  

 

 

Figure  3.21 Rite 5: Pendulum (Koch, 2017). 
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   Control Group 

   The assessment of climacteric symptoms was evaluated at weeks 0, 12 and 

16. In addition, the level of estrogen hormone was also measured at weeks 0, 12 and 

16 while QOL was evaluated at weeks 0 and 16.  

 8.3 Assigned responsibilities and duties  

   a. The PI 

   The preparation and organization of the Tibetan Yoga intervention was 

achieved by the PI with the support of research assistants and a licensed yoga expert.  

   i. The PI practised Tibetan yoga by studying, learning, and practising from 

the licensed yoga expert who provided the intervention in the study.  

   ii. The PI practised Tibetan yoga for a month before the commencement of 

the intervention to enhance her skills before performing actual Tibetan yoga activity. 

This also helped the PI to assist the licensed yoga expert in monitoring the 

intervention groups while Tibetan Yoga was delivered to the intervention group.  

   b. Licensed yoga expert  

   i. The yoga expert prepared the methods of delivering the intervention, 

Tibetan Yoga, including teaching all postures of Tibetan Yoga to the participants in 

the intervention group as well as explaining the safe approach to practising Tibetan 

Yoga. 

   ii. Instructional media and information were prepared including Tibetan 

Yoga presentation slides, training videos and a five-posture Tibetan Yoga poster.  

   iii. Tibetan Yoga was taught to the participants in the intervention group 

for 12 weeks and coordinated with the PI to assure the accuracy of five-posture 

Tibetan Yoga during each session. 

   c. Research assistants  

   Three community volunteers were recruited to screen the participants 

based on climacteric symptom scores. This was done first, to recruit the participants 

into the study and after enrollment to assist in collecting data and support for the 

study. 

   Also, two medical technicians from a medical technology clinic were 

recruited and were responsible for blood collection from the study participants to 
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measure estrogen levels and submitting the blood samples for examination, result 

generation and interpretation at ProLab Co., Ltd., Thailand.  

 

 8.4 Laboratory examination 

   8.4.1 Specimen and Collection medium  

Six millilitres of blood was collected from the study participants in 

both the intervention and control group using a SYRINGE 21 G x1 "1/2 in blood 

collection tubes without anticoagulant (red stopper). 

   8.4.2 Handling  

The blood samples were sent to the laboratory within 2 hours after 

collection and inspection. 

    8.4.3 Methodology  

 Electrochemiluminescence Immunoassay (ECLIA), the competition 

principle was employed for determining estrogen levels.  

   8.4.4 Results 

         pg/mL, Reference range 

Follicular phase 12.4 – 233 pg/mL 

Ovulation phase 41.0 – 398 pg/mL 

Luteal phase 22.3 – 341 pg/mL 

Post menopause < 5 – 138 pg/mL 

 

9.  Research Instruments 

 The tools used in the study were divided into 2 categories –  

 a. Tools used for screening study volunteers into the experimental and control 

groups  

 b. Tools used for data collection included questions on socio-demographic 

characteristics, climacteric symptoms assessment, measurement of estrogen hormone 

and QOL using WHOQOL-BREF-THAI 
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 Part 1: Tools used for screening the study population and enrollment in 

the experimental and control groups.  

 The Climacteric Symptom Assessment Form from the Bureau of Reproductive 

Health, Department of Health under the Ministry of Public Health Thailand was used 

for screening and recruitment of participants in the study. This was carried out by the 

PI with the help of the research assistants. The climacteric symptoms assessment tool 

was used for evaluating menopausal symptoms in perimenopausal women in the past 

1 month. The evaluation form comprised 20 items that assesses menopausal 

symptoms in 3 domains – psychosocial, somatic, and vasomotor which were adapted 

and modified from Green J (reference). Each symptom is rated from 0 to 3 in terms of 

the extent to which the participants are bothered by the climacteric symptoms. In this, 

0 indicates ‘not at all’ 1 indicates ‘a little’, 2 indicates ‘quite a bit’ and 3 indicates 

“extreme” (Greene, 2002; Burbos & Morris, 2011)  

 The scale is translated into the Thai language using back translation. The 

questions in the scale were modified and adapted to meet the context of Thailand. 

During data collection, an “X” mark was recorded in the box in the questionnaire to 

record the answers of the respondents.  

 

 Scoring criteria 

Symptoms Score Interpretation 

Not at all 0  

A score of more than 15 points indicates a 

high risk of estrogen deficiency 

A little 1 

Quite a lot 2 

Extremely 3 
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 Part 2: Tools used for data collection included  

   Part 2.1: Socio-demographics of participants 

   The socio-demographic characteristics included age, marital status, highest 

attained education, income, tobacco use, health problems or pain, height, weight and 

BMI. 

   Part 2.2: Record form for changes in estrogen hormone levels 

   Changes in estrogen hormone levels were assessed by collecting blood 

samples at weeks 0, 12 and 16 in the intervention and control groups. Changes in 

estrogen hormone level were recorded first by measuring the level of hormone at 

week 0, before the intervention program of Tibetan Yoga. At week 12 the level of 

hormone is measured again and finally at week 16. The blood samples collected 

during each period were sent for analysis at ProLab Co., Ltd., Thailand.  

   Part 2.3: WHOQOL – BREF –THAI   

   The Quality of Life Instrument used in this study was the 26-item version 

of the WHO Quality of Life (WHOQOL–BREF–THAI), Mental Health Indicators of 

the Department of Mental Health, Ministry of Public Health Thailand. The 

questionnaire consisted of 2 types of questions – Perceived Objective and Self-

Reported Subjective questions.  Furthermore, the instruments include items on the 4 

domains of quality of life – Physical, Psychological, Social relationships and the 

Environment, which are measured on a 5-point Likert scale categorized as “Not at 

all”, “A little”, “A moderate amount”, “Very much”, and “Extremely” 

(Mahatnirunkul, et al., 1997; Mahatnirun et al., 1998; World Health Organization, 

1996).   

   Rating  

   The WHOQOL-BREF-THAI consists of 26 questions, 23 are positive 

while the remaining 3 are negative questions.  
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   Group 1 Positive     23 items 

   Group 2 Negative     3 items   

   Positive questions -  

 

 

Group 1 

Questions  

1 3 4 5 6 7 8 10 12 13 14 

 15 16 17 18 19 20 21 22 23 24 25 

 26           

 

   Scoring was done as follows: 

Choice Score 

Not at all 1 

A little 2 

A moderate amount  3 

Very much 4 

Extremely 5 

 

   Negative questions -  

   Reverse scoring was performed for negative questions.  

 

Group 2 2 9 11 

   Scoring was done as follows: 

Choice Score 

Not at all 5 

A little 4 

A moderate amount  3 

Very much 2 

Extremely 1 

   The total score of QOL ranged from 26 to 130 points and QOL scores 

were categorized into three levels as follows:  
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Score QOL 

26-60 Poor 

61-95 Fair 

96-130 Good 

   Based on the 4 domains of QOL, the QOL scores can be categorized into -  

  Scores 

 Domain Poor Fair Good 

1. Physical  7-16 17-26 27-35 

2. Psychological  6-14 15-22 23-30 

3. Social relationships 3-7 8-11 12-15 

4. Environment. 8-18 19-29 30-40 

 Total 26-60 61-95 96-130 

 

Domains Item No. 

Physical  2, 3,4,10,11,12,24 

Psychological  5,6,7,8,9,23 

Social relationships 13, 14, 25 

Environment 15, 16,17,18,19,20,21,22 

 

10. Validity and Reliability  

 10.1 Content Validity  

     Various literature reviews were carried out to determine suitable 

instruments for assessing climacteric symptoms in perimenopausal women. In 

addition, three experts in women's health and 1 yoga expert were consulted for 

determining the measurement tools to be used in the study.  

     Content validity for Climacteric Symptom Assessment Form was 

performed to ensure clarity, accuracy and appropriateness of the instrument. A group 

of 3 experts (Professor Surasak Taneepanichskul, Associate Professor Ratana 

Somrongthong and Dr Nattawut Weschasat were consulted to evaluate the content of 

the questionnaire by the Item-Objective Congruence (IOC) Index. The IOC was 

assessed based on a scale: +1 indicated the agreement between the item and the study 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

68 

 

variable, 0 indicated undecided and -1 indicated disagreement between the item and 

the study variable. The IOC was found to be 0.886. 

 10.2 Reliability 

     The reliability of the instrument, the Climacteric Symptoms Assessment 

Form of the Bureau of Reproductive Health under the Ministry of Public Health 

Thailand was ensured by conducting a pilot study. The pilot test was conducted by the 

PI among 30 participants in another district having similar characteristics to the 

participants in the study site. The internal consistency was assessed through 

Cronbach’s Alpha coefficient. To ensure that the study participants in the pilot study 

clearly understood the questions without losing their actual content, the interview was 

closely monitored by the PI and adjustments to the instrument were made 

accordingly. The alpha value for the scale was found to be 0.93.  

     WHOQOL – BREF –THAI scale with 26 items measured on a 5-point 

Likert scale was used to obtain responses from the study participants on the quality of 

life. The internal consistency of the instrument was determined to be 0.8406 as 

compared to the WHOQOL-100 version.  

 

11. Data Analysis 

 After completion of data collection, the data was cleansed, coded, and entered 

and analyzed using Statistical Package for the Social Science (SPSS) version 21.   

 11.1 Descriptive statistics 

     The general characteristics of the study participants which are nominal or 

ordinal (age, marital status, education, occupation, income) were presented as 

frequency and percentage, and continuous variables were represented as mean ± 

standard deviation. 
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Table  3.2 Data Analysis 

 

 

Variable Measurement 

Scale 

Descriptive Statistics Inferential 

Statistics 

Independent Variable 

-Age  Ratio Scale Mean, S.D  T- Test 

-Education Level Ordinal Scale  Frequency, Percentage Chi-square 

-Marital Status Nominal Scale Frequency, Percentage Chi-square 

-Income Nominal Scale Frequency, Percentage Chi-square 

-Disease Status Nominal Scale Frequency, Percentage Chi-square 

-Smoking, Substance 

abuse, Alcohol 

Nominal Scale Frequency, Percentage Chi-square 

-BMI Nominal Scale Frequency, Percentage Chi-square 

-Climacteric symptoms 

score at baseline (week 

0), week 12 and week 16 

Interval Scale Mean, S.D Repeated 

ANOVA 

-Estrogen Hormone        

Level at   baseline (week 

0), week 12 and week 16 

Interval Scale Mean, S.D Repeated 

ANOVA 

-Quality of life at week 0 

week and week 16 

Ratio Scale  Mean, S.D Paired T-Test 
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 11.2 Analytical statistics 

     T-test will be performed to compare the means difference between 2 

groups (intervention and control) to determine significant differences between the 

groups.  

     A Chi-square test was used to determine the association between 

categorical variables in the 2 groups. The significance of the test was determined at a 

p-value < 0.05, a 95% significance level. Repeated measures ANOVA were 

performed to test the overall change in climacteric symptoms and estrogen hormone 

levels.  

  11.3 Summarize Statistical analysis 

     Statistical analysis will be done as follows:  

 11.4 Assumption of statistic 

     11.4.1 Pair T-test  

            Paired T-Test Assumptions:  

            1. The data is continuous (not discrete).  

            2. The data, i.e., the differences for the matched pairs, follow a 

normal probability distribution.  

            The sample of pairs is a simple random sample from the 

population. Each individual in the population has an equal probability of being 

selected in the sample. 

     11.4.2 Wilcoxon Signed-Rank Test 

            The assumptions of the Wilcoxon signed-rank test are as follows 

(note that the difference is between the two data values of a pair):  

            1. The differences are continuous (not discrete).  

            2. The distribution of these differences is symmetric.  

            3. The differences are mutually independent.  
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            4. The differences all have the same median.  

            5. The measurement scale is at least interval. 

     11.4.3 Chi-square test 

            The chi-square test can be used to determine differences in 

proportions using a two-by-two contingency table. It is however important to 

understand that the chi-square test yields only an approximate p-value, on which a 

correction factor is then applied. This only works well when your datasets are large 

enough. When sample sizes are small, as indicated by more than 20% of the 

contingency cells having expected values < 5 a Fisher's maybe more appropriate. This 

test is one of a class of “exact tests”, because the significance of the deviation from a 

“null hypothesis” can be calculated exactly, rather than relying on an approximation. 

     11.4.4. Repeated ANOVA 

            To use the ANOVA test the following assumptions were made: 

            1. Each group sample is drawn from a normally distributed 

population 

            2. All populations have a common variance 

            3. All samples are drawn independently of each other 

            4. Within each sample, the observations are sampled randomly and 

independently of each other 

            5. Factor effects are additive 

 

12. Intention to treat (ITT) 

 ITT analysis reflects a practical clinical scenario because it recognizes 

violations and protocol deviations. ITT analysis maintains the prognostic balance 

resulting from the random allocation of the original treatment. This provides an 

estimate containing the effects of treatment. If subjects who did not comply and 

dropped out were excluded from the final analysis, it might make important 

http://en.wikipedia.org/wiki/Exact_test
http://en.wikipedia.org/wiki/Null_hypothesis
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prognostic differences between the treatment groups (Armijo-Olivo, Warren, & 

Magee, 2009). 

 ITT analysis maintains sample size because if subjects who do not comply and 

drop out are excluded from the final analysis, it might significantly reduce sample 

size, leading to reduced statistical power (Armijo-Olivo et al., 2009). 

 

13. Ethical Consideration 

 Before participant recruitment, enrollment and data collection, ethical 

approval was taken from the Research Ethics Review Committee for Research 

Involving Human Research Participants, Group I, Chulalongkorn University with 

approval number - 173.1/62. Additionally, the study was also approved by the Thai 

Clinical Trails Registry (TCTR) with identification number TCTR20210201008. 

Participation in the study was voluntary and written consent was obtained from the 

participants in both the intervention and control groups. Furthermore, the participants 

were also detailed on the purpose and benefit of the study and were informed about 

the anonymity and confidentiality of the data including freedom of withdrawal from 

the study at any given point, refusal to answer any questions and use of the data 

collected orally as well as through the consent form.  

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER 4 

RESULT 

 

 The study assessed the effectiveness of Tibetan Yoga in reducing climacteric 

symptom scores, changing estrogen hormone levels, and increasing quality of life 

among perimenopausal women. A total of 64 perimenopausal women were enrolled, 

32 in the intervention and 32 in the control group. The general characteristics such as 

age, marital status, education, occupation, income, disease Status, smoking, substance 

abuse, alcohol drinking, and BMI which were independent variables were collected. It 

was presented as frequency and percentage, and continuous variables were 

represented as mean ± standard deviation. Moreover, the dependent variables such as 

climacteric symptoms scores and estrogen hormone levels were collected at baseline 

(week 0), 12-week, and 16-week follow-up. In addition, the quality of life was 

collected only 2 times (baseline (week 0) and 16-week follow-up). 

 This chapter presents the findings of the study, guided by the research 

hypothesis. There are two sections in this chapter. The first section describes the 

sample characteristics and the baseline demographic characteristics. The second 

section focuses on hypothesis testing, considering the effect of the intervention on 

climacteric symptoms scores, estrogen hormone level, and quality of life. 

 

4.1 Baseline Characteristics of Sample 

 4.1.1 General characteristics of perimenopausal patients 

     The results found that the participants in the intervention group had an 

average of 48.81 ± 3.66 whereas the control group had 48.22 ± 3.02. The age was 

almost between 45-50 years 68.8% in the intervention group and 75% in the control 

group. In terms of status, married status was most in both intervention and control 

groups (68.8% and 59.4%). The education levels among the intervention group had 

about half (50%) of secondary education in the same as the control group (53.1%).  

Considering income, 40.6% and 43.8% of the intervention and control groups had 

income between 10,001 to 20,000 baht. Among participants who had tobacco use only 
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25% were in the intervention group and 15.6% in the control group. Most of the 

participants had no health problems or pain which was 75% in the intervention group 

and 87.5% in the control group. About height, it was shown that the intervention 

group had an average height of 166.98 ± 2.93 centimeters and the control group were 

166.87 ± 2.57 centimeters. In terms of weight, the intervention group had an average 

weight of 58.85 ± 3.39 kilograms, and the control group were 59.38 ± 2.5 kilograms. 

The average  BMI was 21.04 ± 1.03 kg/m2 in the intervention group and 21.27 ± 0.7 

kg/m2 in the control group. Finally, serum estradiol of the intervention group had an 

average of 46.08 ± 8.7 nearly identical to the control group with an average of 48.07 ± 

7.61. The statistical analysis between the intervention and control group revealed that 

all of the baseline characteristics had not significantly differed in both groups, details 

as Table 4.1 

 

Table  4.1 Number and percentage of 64 perimenopausal women classify by group  

Baseline Characteristics 

Intervention 

group (n=32) 

Control group 

(n=32) P-value 

N (%) N (%) 

Age (year)   0.578a 

 45-50 year 22 (68.8%) 24 (75%)  

 51-55 year 10 (31.3%) 8 (25%)  

 Mean ± SD 48.81 ± 3.66 48.22 ± 3.02 0.482b 

Status   0.496a 

 single 4 (12.5%) 2 (6.3%)  

 marries 22 (68.8%) 19 (59.4%)  

 Divorced/Separate 3 (9.4%) 5 (15.6%)  

 Widow 3 (9.4%) 6 (18.8%)  
Education   0.559a 

 Primary 3 (9.4%) 4 (12.5%)  

 secondary 16 (50%) 17 (53.1%)  

 Diploma/Certificate 8 (25%) 4 (12.5%)  

 Bachelor 2 (6.3%) 5 (15.6%)  

 Higher than bachelor 3 (9.4%) 2 (6.3%)  
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Table 4.1 (continue) 

Baseline Characteristics 

Intervention 

group (n=32) 

Control group 

(n=32) P-value 

 N (%) N (%)  

Income   0.825a 

 Less than 10,000 bath 13 (40.6%) 13 (40.6%)  

 10,001-20,000 bath 13 (40.6%) 14 (43.8%)  

 20,001-30,000 bath 4 (12.5%) 2 (6.3%)  

 More than 30,000 bath 2 (6.3%) 3 (9.4%)  
tobacco use   0.351a 

 Yes 8 (25%) 5 (15.6%)  

 No 24 (75%) 27 (84.4%)  
Health problems or pain   0.2a 

 Yes 8 (25%) 4 (12.5%)  

 No 24 (75%) 28 (87.5%)  
Height (CM) Mean ± SD. 166.98 ± 2.93 166.87 ± 2.57 0.874b 

Weigh (KG) Mean ± SD. 58.85 ± 3.39 59.38 ± 2.5 0.484b 

BMI Mean ± SD. 21.04 ± 1.03 21.27 ± 0.7 0.319b 

Serum estradiol Mean ± 

SD. 46.08 ± 8.7 48.07 ± 7.61 0.335b 

a = chi-square test,  b = independent t-test 

 

 4.1.2 Time Point of Serum Estradiol 

     Change in estrogen hormone levels was assessed by collecting blood 

samples at weeks 0, 12, and 16 in the intervention and control groups. The results 

show that both the intervention group and control group were increasing the mean of 

serum estradiol during each time point as shown in Table 4.2 
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Table  4.2 Mean of serum estradiol among 64 perimenopausal women classify by 

group 

 Serum estradiol 

Intervention  group 

(n=32) Control group (n =32) 

Mean ± SD. Mean ± SD. 

Baseline 46.08 ± 8.7 48.07 ± 7.61 

12-week follow-up 57.73 ± 9.11 49.88 ± 8.78 

16-week follow-up 57.78 ± 9.04 50.09 ± 8.72 

 

 4.1.3 Descriptive statistic of climacteric symptoms score 

     The climacteric symptoms score was categorized into 4 levels, not at all, a 

little, quite a lot, and extremely. It was interpreted that a total score of more than 15 points 

indicated a high risk of estrogen deficiency. The result revealed that at baseline the 

participants in the intervention group selected “not at all” most symptoms “hot flushes” 

about 78.1% followed by “urinary frequency” and “dysuria” about 71.9% and 62.5%, 

respectively. Only 3.1% selected “extremely” in symptoms of “difficulty in sleeping” and 

“back pains”. Among the control group it was found that the participants selected “not at 

all” most symptoms “hot flushes” about 81.3% followed by “sweating at night”, “urinary 

frequency” and “urinary incontinence” about 62.5%, and 59.4%, respectively whereas they 

selected “extremely” in only symptoms “feeling abandoned” 3.1% as shown in Table 4.3. 

Table  4.3 Percentage of screening Climacteric symptoms at baseline between 

intervention and control group 

Symptoms 

Intervention group (%) Control group (%) 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

1. Hot flushes 78.1 21.9 0.0 0.0 81.3 15.6 3.1 0.0 

2. Sweating at 

night 

31.3 56.3 12.5 0.0 62.5 31.3 6.3 0.0 

3. Headaches 9.4 62.5 28.1 0.0 31.3 40.6 28.1 0.0 
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Table 4.3 (continue) 

Symptoms 

Intervention group (%) Control group (%) 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

4. Attacks of 

anxiety, panic 0.0 78.1 21.9 0.0 15.6 53.1 31.3 0.0 

5. Irritability 9.4 65.6 25.0 0.0 6.3 71.9 21.9 0.0 

6. Feeling 

abandoned 21.9 68.8 9.4 0.0 0.0 75.0 21.9 3.1 

7. Feeling tense or 

nervous 6.3 78.1 15.6 0.0 9.4 71.9 18.8 0.0 

8. Difficulty in 

Sleeping 9.4 78.1 9.4 3.1 6.2 56.3 37.5 0.0 

9. Feeling tired or 

lacking in energy 6.3 71.9 21.9 0.0 6.3 71.9 21.9 0.0 

10. Back Pains 0.0 68.8 28.1 3.1 9.4 71.9 18.8 0.0 

11. Joint pains 6.3 78.1 15.6 0.0 3.1 62.5 34.4 0.0 

12. Muscle pains 9.4 65.6 25.0 0.0 12.5 65.6 21.9 0.0 

13. Dry skin 12.5 75.0 12.5 0.0 15.6 71.9 12.5 0.0 

14. Dry Vagina 25.0 62.5 12.5 0.0 6.3 68.8 25.0 0.0 

15. Dyspareunia 18.8 62.5 18.8 0.0 15.6 75.0 9.4 0.0 

16. Reduced sex 

drive 31.3 62.5 6.3 0.0 15.6 75.0 9.4 0.0 

17. Loss of interest 

in sex 40.6 56.3 3.1 0.0 34.4 59.4 6.3 0.0 

18. Dysuria 62.5 37.5 0.0 0.0 40.6 59.4 0.0 0.0 

19. Urinary 

frequency 71.9 28.1 0.0 0.0 59.4 40.6 0.0 0.0 

20.Urinary 

incontinence 59.4 40.6 0.0 0.0 59.4 40.6 0.0 0.0 
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     At the 12-week follow-up evaluation, all of the participants in the 

intervention group selected “not at all” in symptoms “back pains” (100%) followed by 

“difficulty in sleeping”, “irritability” and “feeling tired or lacking in energy” about 

93.8% and 87.5%, respectively whereas not all of the symptoms were selected 

“extremely”. In the same control group, all of the participants selected “not at all” in 

symptoms “back pains” (100%) followed by “attacks of anxiety, panic”, “irritability” 

and “joint pains” about 93.8% whereas not all of the symptoms were selected 

“extremely” as shown in Table 4.4. 

 

Table  4.4 Percentage of screening Climacteric symptoms at 12-week follow-up 

between intervention and control group  

Symptoms 

Intervention group (%) Control group (%) 

Not at 

all 

A 

little 

Quite 

a lot 

Extremely Not at 

all 

A 

little 

Quite 

a lot 

Extremely 

1. Hot flushes 75.0 25.0 0.0 0.0 46.9 53.1 0.0 0.0 

2.Sweating at 

night 

68.8 28.1 3.1 0.0 71.9 28.1 0.0 0.0 

3. Headaches 12.5 31.3 56.3 0.0 34.4 65.6 0.0 0.0 

4. Attacks of 

anxiety, panic 

65.6 34.4 0.0 0.0 93.8 6.3 0.0 0.0 

5. Irritability 87.5 12.5 0.0 0.0 93.8 6.3 0.0 0.0 

6. Feeling 

abandoned 

43.8 46.9 9.4 0.0 18.8 71.9 9.4 0.0 

7. Feeling tense 

or nervous 

3.1 43.8 53.1 0.0 3.1 9.4 87.5 0.0 

8. Difficulty in 

Sleeping 

93.8 6.3 0.0 0.0 62.5 37.5 0.0 0.0 

9. Feeling tired 

or lacking in 

energy 

87.5 12.5 0.0 0.0 87.5 12.5 0.0 0.0 

10. Back Pains 100.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0 

11. Joint pains 68.8 31.3 0.0 0.0 93.8 3.1 3.1 0.0 
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Table  4.4 (continue) 

Symptoms 

Intervention group (%) Control group (%) 

Not at 

all 

A 

little 

Quite 

a lot 

Extremely Not at 

all 

A 

little 

Quite 

a lot 

Extremely 

12. Muscle 

pains 

3.1 68.8 28.1 0.0 53.1 46.9 0.0 0.0 

13. Dry skin 28.1 46.9 25.0 0.0 62.5 31.3 6.3 0.0 

14. Dry Vagina 50.0 40.6 9.4 0.0 46.9 50.0 3.1 0.0 

15. 

Dyspareunia 

21.9 53.1 25.0 0.0 62.5 28.1 9.4 0.0 

16. Reduced 

sex drive 

40.6 37.5 21.9 0.0 81.3 18.8 0.0 0.0 

17. Loss of 

interest in sex 

84.4 15.6 0.0 0.0 34.4 65.6 0.0 0.0 

18. Dysuria 65.6 31.3 3.1 0.0 25.0 65.6 9.4 0.0 

19. Urinary 

frequency 

34.4 46.9 18.8 0.0 65.6 15.6 18.8 0.0 

20.Urinary 

incontinence 

68.8 21.9 9.4 0.0 71.9 21.9 6.3 0.0 

 

     At the 16-week follow-up evaluation, all of the participants in the 

intervention group selected “not at all” in symptoms “back pains” (100%) followed by 

“difficulty in sleeping” and “joint pains” about 96.9% whereas not all of the 

symptoms were selected “quite a lot” and “extremely”. In the same control group, all 

of the participants selected “not at all” in symptoms “irritability” and “back pains” 

(100%) followed by “joint pains”, “attacks of anxiety, panic”, “sweating at night” and 

“irritability” about 96.9% and 93.8%, respectively whereas not all of the symptoms 

were selected “extremely” as shown in Table 4.5. 
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Table  4.5 Percentage of screening Climacteric symptoms at 16-week follow-up 

between intervention and control group 

Symptoms Intervention group (%) Control group (%) 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

Not 

at all 

A 

littl

e 

Quite 

a lot 

Extre

mely 

1. Hot flushes 93.8 6.3 0.0 0.0 53.1 46.

9 

0.0 0.0 

2. Sweating at night 81.3 18.

8 

0.0 0.0 93.8 6.3 0.0 0.0 

3. Headaches 40.6 59.

4 

0.0 0.0 18.8 81.

3 

0.0 0.0 

4. Attacks of 

anxiety, panic 

93.8 6.3 0.0 0.0 93.8 6.3 0.0 0.0 

5. Irritability 90.6 9.4 0.0 0.0 100.0 0.0 0.0 0.0 

6. Feeling 

abandoned 

71.9 28.

1 

0.0 0.0 18.8 71.

9 

9.4 0.0 

7. Feeling tense or 

nervous 

28.1 71.

9 

0.0 0.0 3.1 12.

5 

84.4 0.0 

8. Difficulty in 

Sleeping 

96.9 3.1 0.0 0.0 62.5 37.

5 

0.0 0.0 

9. Feeling tired or 

lacking in energy 

84.4 15.

6 

0.0 0.0 87.5 12.

5 

0.0 0.0 

10. Back Pains 100.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0 

11. Joint pains 96.9 3.1 0.0 0.0 96.9 3.1 0.0 0.0 
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Table 4.5 (continue) 

 

Symptoms Intervention group (%) Control group (%) 

Not at 

all 

A 

little 

Quite a 

lot 

Extre

mely 

Not at 

all 

A 

little 

Quite a 

lot 

Extre

mely 

12. Muscle pains 54.8 45.2 0.0 0.0 6.3 53.1 40.6 0.0 

13. Dry skin 59.4 40.6 0.0 0.0 65.6 31.3 3.1 0.0 

14. Dry Vagina 71.9 28.1 0.0 0.0 46.9 46.9 6.3 0.0 

15. Dyspareunia 62.5 37.5 0.0 0.0 62.5 25.0 12.5 0.0 

16. Reduced sex 

drive 

71.9 28.1 0.0 0.0 87.5 12.5 0.0 0.0 

17. Loss of 

interest in sex 

90.6 9.4 0.0 0.0 37.5 56.3 6.3 0.0 

18. Dysuria 90.6 9.4 0.0 0.0 65.6 25.0 9.4 0.0 

19.Urinary 

frequency 

62.5 37.5 0.0 0.0 68.8 18.8 12.5 0.0 

20.Urinary 

incontinence 

81.3 18.8 0.0 0.0 71.9 25.0 3.1 0.0 

 

     An average score of the climacteric symptoms at each time point was 

shown in Table 4.6. It was found that both the intervention and control groups were 

reducing their scores during follow-up. However, the control group seemed to be 

more of the climacteric symptoms score than the intervention group.  

 

Table  4.6 Mean of Climacteric symptoms score among 64 perimenopausal women 

classify by group 

Climacteric symptoms score 
Intervention group (n=32) Control group (n =32) 

Mean ± SD. Mean ± SD. 

Baseline 17.69 ± 1.42 18.44 ± 1.87 

12-week follow-up 11.59 ± 2.87 11.44 ± 1.95 

16-week follow-up 4.75 ± 1.65 10.5 ± 2.65 
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     The interpretation of the climacteric symptoms score was found that the 

intervention group at baseline had a proportion of high-risk estrogen deficiency less 

than the control group. At the 12-week follow-up, the control group seemed to be of a 

lesser proportion of higher risk than the intervention group. Finally, the intervention 

group didn’t have a proportion of high risk whereas the control group had a 3.1% of 

high risk as shown in Table 4.7. 

 

Table  4.7 The Climacteric symptoms score interpretation classify by group 

Climacteric symptoms 

score 

Intervention  group (%) Control group (%) 

Baseline 12-

week 

16-

week 

Baseline 12-

week 

16-

week 

Low risk ( 0-15 score) 3.1 87.5 100 0 100 96.9 

High risk ( > 15 score) 96.9 12.5 0 100 0 3.1 

 

 4.1.4 Descriptive statistic of quality of life 

     The WHO Quality of Life (WHOQOL–BREF–THAI) included items on 

the 4 domains of quality of life – Physical, Psychological, Social relationships, and 

the Environment, which are measured on a 5-point Likert scale categorized as “Not at 

all”, “A little”, “A moderate amount”, “Very much”, and “Extremely”. Among the 

intervention group, the participants have selected “not at all” most questions were 

“Have you enough money to meet your needs?” about 78.1% followed by “How 

satisfied are you with the support you get from your friends?”, “To what extent do 

you feel your life to be meaningful?” and “How satisfied are you with your sex life?” 

about 56.3% and 53.1%, respectively. For “extremely” choice, it was found that the 

intervention group was most in question “How much do you need any medical 

treatment to function in your daily life?” about 28.1% followed by “To what extent do 

you feel that physical pain prevents you from doing what you need to do?”, “How 

satisfied are you with your health?” and “How well are you able to get around?” about 

18.8% and 15.6%, respectively. Considering the control group, the participants were 

selected “not at all” most in question “How well are you able to get around?” about 
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59.4% followed by “How satisfied are you with the support you get from your 

friends?” and “How safe do you feel in your daily life?” about 53.1% and 50.0%, 

respectively as shown in Table 4.8. 
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89 

 

     At the 16-week follow-up evaluation, all of the samples of the 

intervention group were not selected “not at all” (0%) in the same participants among 

the control group. For the “extremely” choice in the intervention group, the question 

was most chosen “To what extent do you feel that physical pain prevents you from 

doing what you need to do?” and “How much do you need any medical treatment to 

function in your daily life?” about 46.9% followed by “How well are you able to get 

around?” and “How satisfied are you with your personal relationships?” about 40.6% 

and 37.5%, respectively. Considering the control group, the question was selected 

“extremely” most in “How often do you have negative feelings such as blue moods, 

despair, anxiety, depression?” about 71.9% followed by “How much do you need any 

medical treatment to function in your daily life?” and “To what extent do you feel that 

physical pain prevents you from doing what you need to do?” about 50% and 34.4%, 

respectively. The details were shown in Table 4.9 
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     Mean of Quality of Life among perimenopausal women included items 

on the 4 domains of quality of life – Physical, Psychological, Social relationships, and 

the Environment. An average of all parts of quality of life among the intervention 

group was higher than the control group in all time points except in social 

relationships at baseline which the intervention group seemed to be lesser than control 

group as shown in Table 4.10 

Table  4.10 Mean of Quality of Life among 64 perimenopausal women classify by 

group 

Quality of Life Intervention  group  

(n=32) 

Control group 

(n =32) 

Mean ± SD. Mean ± SD. 

Total Quality of Life 
  

 
Baseline 61.66 ± 6.63 57.59 ± 7.5 

 
16-week follow-up 80.09 ± 6.40 76.94 ± 6.35 

Physical 
  

 
Baseline 18.41 ± 3.07 15.91 ± 2.32 

 
16-week follow-up 21.09 ± 2.82 18.72 ± 2.28 

Psychological 
  

 
Baseline 14.94 ± 2.69 12.97 ± 3.72 

 
16-week follow-up 18.53 ± 2.42 17.53 ± 3.15 

Social relationship 
  

 
Baseline 6.41 ± 2.26 7.25 ± 2.83 

 
16-week follow-up 9.19 ± 2.10 9.91 ± 2.47 

Environment 
  

 
Baseline 16.84 ± 3.24 16.44 ± 2.56 

  16-week follow-up 24.53 ± 2.96 23.84 ± 1.78 

 

     The interpretation of total quality of life was classified in 3 levels; poor 

(score=26-60), fair (score=61-95), good (score=96-130).  

     Considering the total quality of life at the baseline, more than half of 

participants in the intervention group had poor quality of life (53.1%). All of the 
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participants in the intervention group had a fair quality of life after finishing the 

program (16-week follow-up). In the control group, about 68.8% had poor quality of 

life at baseline whereas all of the participants changed to fair quality of life after 

finishing the program (16-week follow-up).  

     In terms of the physical part, most of the participants among the 

intervention group had a fair quality of life (68.8%) at the baseline. At 16-week 

follow-up, it increased to 93.8%the of fair quality of life and 6.3% of good quality of 

life. Among the control group, more than half of the participants had  poor physical 

quality of life at the baseline whereas they were increased to fair quality of life by 

about 81.3% at the end of follow-up. 

     The psychological part revealed that 53.1% of the intervention group had 

a fair quality of life whereas 75% of the control group had a poor quality of life at the 

the baseline. However, both groups of participants had an increasing proportion of 

good quality of life after a 16-week follow-up (intervention group: 6.3%, control 

group: 9.4%). 

     Quality of life regarding social relationships found that 62.5% of the 

intervention group had a poor quality of life and in the control group had 56.3% poor 

quality of life. At the 16-week follow-up, the result was changed to fair quality of life 

in both groups (intervention group: 59.4%, control group: 65.6%). 

     Finally, the environment part of the quality of life showed that at the 

baseline intervention and control group had a poor quality of life (68.8% and 84.4%, 

respectively) whereas after finishing the program, it had changed to a fair quality of 

life in both groups (intervention group: 90.6%, control group: 100%). The detail was 

shown in Table 4.11. 
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Table  4.11 Quality of Life interpretation classify by group  

Quality of Life  Intervention group (%) Control group (%) 

Baseline 16-week Baseline 16-week 

Total Quality of Life 
    

 
Poor Quality of Life  53.1 0.0 68.8 0.0  
Fair Quality of Life  46.9 100.0 31.3 100.0  
Good Quality of Life  0.0 0.0 0.0 0.0 

Physical 
    

 
Poor Quality of Life  31.3 0.0 59.4 18.8  
Fair Quality of Life  68.8 93.8 40.6 81.3  
Good Quality of Life  0.0 6.3 0.0 0.0 

Psychological 
    

 
Poor Quality of Life  46.9 3.1 75.0 12.5  
Fair Quality of Life  53.1 90.6 21.9 78.1  
Good Quality of Life  0.0 6.3 3.1 9.4 

Social relationship 
    

 
Poor Quality of Life  62.5 25.0 56.3 12.5  
Fair Quality of Life  37.5 59.4 34.4 65.6  
Good Quality of Life  0.0 15.6 9.4 21.9 

Environment 
    

 
Poor Quality of Life  68.8 0.0 84.4 0.0  
Fair Quality of Life  31.3 90.6 15.6 100.0 

  Good Quality of Life  0.0 9.4 0.0 0.0 

 

4.2 Testing the Effect of the Program on serum estradiol 

 4.2.1 Comparison of the trend of serum estradiol between groups 

     Considering between the two groups, we compared the mean of serum 

estradiol in both control and intervention groups by an independent t-test. The results 

found that the mean of serum estradiol was not significantly different at baseline (P-

value = 0.335). However, both the 12-week and 16-week follow-ups had significantly 

different P-values < 0.001 detailed in Table 4.12. 
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Table  4.12 Comparison of serum estradiol among intervention and control groups by 

independent t-test 

 Serum estradiol Mean difference 
95% CI of difference 

P-value 
lower upper 

Baseline -1.99 -6.07 2.10 0.335 

12-week follow-up 7.84 3.37 12.31 0.001 

16-week follow-up 7.69 3.25 12.13 0.001 

 

 4.2.2 Differences in serum estradiol between the intervention and the 

control groups at baseline, 12-week, and 16-week follow-up by repeated 

measures ANOVA 

     For comparative analysis of the differences mean, repeated ANOVA 

statistics were used. The assumptions of these statistics were analyzed. First, we could 

test the normal distribution for serum estradiol by the Kolmogorov-Smirnov test. The 

results found that serum estradiol normality was (P-value = 0.20) as shown in graph 

4.1. 

 

 

Figure  4.1 Graph the normal distribution for serum estradiol 
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     Secondly, we require equal variances which are described as 

homogeneity of variance by using Levene’s test. The results found that serum 

estradiol was no different among variances of each week (P-value =0.686, 0.953, and 

0.961 on the baseline, 12-week, and 16-week follow-up, respectively). The test of 

compound symmetry for serum estradiol was exceeded, thus we analyzed mean 

differences by the Greenhouse-Geisser adjustment with the univariate test. Then, we 

computed the comparative analysis of the differences in means of serum estradiol 

among control and intervention groups in the baseline, 12-week, and 16-week follow-

up by repeated ANOVA. It was the differences significantly of serum estradiol of the 

samples in each week (F= 37.55, P-value < 0.001) as shown in Table 4.13 and Graph 

4.2-4.3 

Table  4.13 Comparison of serum estradiol among intervention and control groups at 

baseline, 12-week and 16-week follow-up by repeated ANOVA 

Source of variance SS df MS F P-value 

Time (Week) 1968.74 1.004 1960.32 72.83* < 0.001 

Time*Typea 1014.93 1.004 1010.59 37.55* < 0.001 

Error 1676.00 62.27 26.92     

SS = Sum Square; df = degree of freedom; MS = Mean square 

*= Greenhouse-Geisser correction was used to reduce type I error 
aType = Intervention Group and Control Group  
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Figure  4.2 Graph Comparison of serum estradiol at baseline, 12-week and 16-week 

follow-up 

 

 
 

Figure  4.3 Graph Comparison of serum estradiol among intervention and control 

groups at baseline, 12-week and 16-week follow-up 
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 4.2.3 Pairwise comparisons of serum estradiol 

     These are pairwise comparisons of the average serum estradiol for each 

week. Pairwise differences were significant at the baseline, 12-week, and 16-week 

follow-up among the intervention group. These are Bonferroni adjusted pairwise 

comparisons as shown in Table 4.14-4.15 and graph 4.5-4.6. 

 

Table  4.14 Pairwise comparisons on the average serum estradiol for each week 

among intervention group 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Baseline - Week 12 -11.64 -14.51 -8.78 < 0.001 

Baseline - Week 16 -11.69 -14.52 -8.87 < 0.001 

Week 12- Week 16 -0.05 -0.12 0.02 0.276 

 

Table  4.15 Pairwise comparisons on the average serum estradiol for each week 

among control group 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Baseline- Week 12 -1.81 -4.67 1.04 0.355 

Baseline - Week 16 -2.02 -4.86 0.83 0.248 

Week 12- Week 16 -0.20 -0.41 0.01 0.057 
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Figure  4.4 Graph comparisons on the average serum estradiol for each week among 

intervention group 

 

 
 

Figure  4.5 Graph comparisons on the average serum estradiol for each week among 

control group 
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4.3 Testing the Effect of the Program on Climacteric symptoms 

 4.3.1 Comparison of the trend of Climacteric symptoms between groups 

      In terms of comparisons between groups, we compared the mean 

climacteric symptoms scores for both control and intervention groups by an 

independent t-test. The results found that the mean of serum estradiol had non-

significantly differed at both the baseline and 12-week follow-up (P-value = 0.075 

and 0.80, respectively). However, a 16-week follow-up had a significantly different P-

value < 0.001 detailed in Table 4.16. 

 

Table  4.16 Comparison of Climacteric symptoms score among intervention and 

control groups by independent t-test 

Climacteric symptoms score Mean difference 
95% CI of difference 

P-value 
lower upper 

Baseline -0.75 -1.58 0.08 0.075 

12-week follow-up 0.16 -1.07 1.39 0.800 

16-week follow-up -5.75 -6.85 -4.65  < 0.001 

 

 4.3.2 Differences in climacteric symptoms scores between the intervention 

and the control groups at the baseline, 12-week, and 16-week follow-up by 

repeated measures ANOVA 

     For comparative analysis of the differences mean, repeated ANOVA 

statistics were used. The assumptions of these statistics were analyzed. First, we could 

test the normal distribution for climacteric symptoms score by Kolmogorov-Smirnov 

test. The results found that climacteric symptoms scores were normally (P-value = 

0.051) as shown in graph 4.6. 
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Figure  4.6 Graph the normal distribution for climacteric symptoms score 

 

      Secondly, we require equal variances which are described as 

homogeneity of variance by using Levene’s test. The results found that climacteric 

symptoms scores were no different among variances of each week (P-value =0.206, 

0.11, and 0.219 on the baseline, 12-week, and 16-week follow-up, respectively). The 

test of compound symmetry for serum estradiol was exceeded, thus we analyzed mean 

differences by Greenhouse-Geisser adjustment with the univariate test. Then, we 

computed the comparative analysis of the differences mean climacteric symptoms 

score among control and intervention groups in baseline, 12-week, and 16-week 

follow-up by repeated ANOVA. It was the differences significantly climacteric 

symptoms score of the samples in each week (F= 531.4, P-value < 0.001) as shown in 

Table 4.17 and Graph 4.7-4.8. 
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Table  4.17 Comparison of Climacteric symptoms score among intervention and 

control groups at baseline, 12-week and 16-week follow-up by repeated 

ANOVA 

Source of variance SS df MS F P-value 

Time (Week) 3561.39 1.87 1909.33 531.40* < 0.001 

Time*Type 323.76 1.87 173.57 48.31* < 0.001 

error 415.52 115.65 3.59     

SS = Sum Square; df = degree of freedom; MS = Mean square 

*= Greenhouse-Geisser correction was used to reduce type I error 

 

 
 

Figure  4.7 Graph Comparison of Climacteric symptoms score at baseline, 12-week 

and 16-week follow-up 
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Figure  4.8 Graph Comparison of Climacteric symptoms score among intervention 

and control groups at baseline, 12-week and 16-week follow-up 

 

 4.3.3 Pairwise comparisons of Climacteric symptoms score 

      These are pairwise comparisons on the average climacteric symptoms 

score for each week. Pairwise differences were significant at the baseline, 12-week, 

and 16-week follow-up among intervention and control groups (P-value < 0.001) 

except at the 12-week and 16-week follow-up in the control group was not 

significantly different (P-value = 0.135). These are Bonferroni adjusted pairwise 

comparisons as shown in Table 4.18-4.19 and graph 4.9-4.10. 
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Table  4.18 Pairwise comparisons on the average Climacteric symptoms score for 

each week among intervention group 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Baseline - Week 12 6.09 4.88 7.30 < 0.001 

Baseline - Week 16 12.39 12.02 13.86 < 0.001 

Week 12- Week 16 6.84 6.02 7.66 < 0.001 

 

Table  4.19 Pairwise comparisons on the average Climacteric symptoms score for 

each week among control group 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Baseline- Week 12 7.00 5.76 8.24 < 0.001 

Baseline - Week 16 7.94 6.44 9.43 < 0.001 

Week 12- Week 16 0.94 -0.20 2.07 0.135 

 

 
Figure  4.9 Graph Comparisons on the average Climacteric symptoms score for each 

week among intervention group 
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Figure  4.10 Graph Comparisons on the average Climacteric symptoms score for each 

week among control group 

 

4.4 Testing the Effect of the Program on Quality of Life 

 4.4.1 Comparison of the trend of Quality of Life between groups 

      The quality of life between the intervention and control group was 

compared by an independent t-test. The result revealed that total quality of life at the 

baseline was significantly different among both groups (P-value= 0.025) whereas at 

the 16-week follow-up it was not significantly different (P-value= 0.052). Considering 

the physical part, it was found that quality of life at both baseline and 16-week follow-

up was significantly different (P-value < 0.001). In term of psychology, between the 

two groups was significantly different at only the baseline (P-value=0.018). Neither 

social relationship nor environment factors of the quality of life was found to be 

significantly different between the intervention and control groups as shown in Table 

4.20  
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Table  4.20 Comparison of Quality of Life among intervention and control groups by 

independent t-test 

Quality of Life Mean difference 
95% CI of difference 

P-value 
lower upper 

Total Quality of Life 
    

 
Baseline 4.06 0.52 7.60 0.025 

 
16-week follow-up 3.16 -0.03 6.34 0.052 

Physical 
    

 
Baseline 2.50 1.14 3.86 <0.001 

 
16-week follow-up 2.38 1.09 3.66 <0.001 

Psychological 
    

 
Baseline 1.97 0.35 3.59 0.018 

 
16-week follow-up 1.00 -0.40 2.40 0.16 

Social relationship 
    

 
Baseline -0.84 -2.12 0.43 0.192 

 
16-week follow-up -0.72 -1.86 0.43 0.214 

Environment 
    

 
Baseline 0.41 -1.06 1.87 0.58 

  16-week follow-up 0.69 -0.54 1.91 0.266 

 

 4.4.2 Comparison of the trend of Quality of Life within groups 

      For comparison of quality of before and after receiving this program, a 

statistical method was used paired t-test analysis. At the 16-week follow-up, all parts 

of quality of life in both the intervention and control groups had significantly higher 

scores than at baseline (P-value < 0.001) as shown in Table 4.21-4.22 
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Table  4.21 Comparisons on the average quality of life for each week among 

intervention group by pair t-test 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Total Quality of Life  
  

 

 
Baseline - Week 16 -18.44 -19.27 -17.61 < 0.001 

Physical 
    

 
Baseline - Week 16 -2.69 -3.18 -2.20 < 0.001 

Psychological 
    

 
Baseline - Week 16 -3.59 -3.98 -3.21 < 0.001 

Social relationship 
    

 
Baseline - Week 16 -2.78 -2.93 -2.63 < 0.001 

Environment 
    

  Baseline - Week 16 -7.69 -7.98 -7.39 < 0.001 

 

Table  4.22 Comparisons on the average quality of life for each week among control 

group by pair t-test 

Comparative time Mean difference 
95% CI of difference mean 

P-value 
Lower Upper 

Total Quality of Life  
  

 

 
Baseline - Week 16 -19.34 -20.30 -18.38 < 0.001 

Physical 
    

 
Baseline - Week 16 -2.81 -3.25 -2.38 < 0.001 

Psychological 
    

 
Baseline - Week 16 -4.56 -4.88 -4.25 < 0.001 

Social relationship 
    

 
Baseline - Week 16 -2.66 -2.83 -2.48 < 0.001 

Environment 
    

  Baseline - Week 16 -7.41 -8.07 -6.74 < 0.001 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CHAPTER 5 

DISCUSSION 

 

 This chapter includes the summary of findings and the discussion. The 

discussion of the study will describe the effectiveness of Tibetan Yoga in reducing 

climacteric symptom scores and increasing quality of life in perimenopausal women. 

The findings are also supported by comparing and contrasting with previous relevant 

studies. Finally, the recommendations for future research will be presented. 

 

5.1 THE SUMMARY OF RESEARCH FINDING 

 This research aimed to assess the effectiveness of Tibetan Yoga in reducing 

climacteric symptom scores and increasing quality of life in perimenopausal women. 

especially to compare general characteristics of intervention with the control group, 

find climacteric symptoms, Estrogen Hormone Levels and determine the quality of 

life score at baseline level and follow-up among intervention in the control group and 

assess changes of climacteric symptoms, Estrogen Hormone Levels and quality of life 

scores before and after program among both groups. Also, to compare change of 

climacteric symptom score and the quality of life score among intervention and 

control group after receiving the program, compare climacteric symptoms scores and 

quality of life scores before and after receiving the program within intervention and 

the control group, and compare the changes in Estrogen Hormone Levels between 

intervention with the control group after receiving the program. There were a total of 

332 women aged 45-55 years who met the criteria, and these were divided into 

intervention and control groups with 32 study participants in each. These studies were 

classified into 4 phases: Phase 1: Blood collected from both groups to measure 

estrogen levels and were assessed at the baseline level before intervention - Tibetan 

Yoga Program. Phase 2:  Initiated the intervention of Tibetan Yoga. Phase 3:  The 

participants received climacteric symptoms assessment using Climacteric Symptoms 

Assessment Form of the Bureau of Reproductive Health, Department of Health under 

the Ministry of Public Health Thailand.  Phase 4:  End point Climacteric symptoms 
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were assessed, blood samples collected to determine estrogen level and QOL of the 

participants were assessed.   

 5.1.1 General Characteristics of Perimenopausal Patients 

     The results showed that the intervention group had an average of 48.81 ± 

3.66 whereas the control group had 48.22 ± 3.02. The age was between 45-50 years 

and both groups were married. The educational levels among both groups were about 

half had secondary education and had income between 10,001 to 20,000 baht. 

However, the statistical analysis between the intervention and control group revealed 

that all of the baseline characteristics had not significantly differed in both groups. 

 5.1.2 Time point of serum estradiol 

      Both groups were increasing the mean of serum estradiol during each 

time point when changes in estrogen hormone levels was assessed by collecting blood 

samples at weeks 0, 12, and 16. 

 5.1.3 Descriptive statistic of climacteric symptoms score 

     The climacteric symptoms score was categorized into 4 levels, not at all, a 

little, quite a lot, and extremely. So, both groups had “not at all” most symptoms and 

followed by “hot flushes”. All the remaining symptoms, the intervention group had 

“urinary frequency”, “dysuria”, “extremely” in symptoms of “difficulty in sleeping” and 

“back pains”, respectively. On the other hand, the control group had “sweating at night”, 

“urinary frequency” and “urinary incontinence” but with less “extremely” in only 

symptoms “feeling abandoned” respectively. Concerning  the 12-week follow-up 

evaluation, both groups had “not at all” in symptoms “back pains” but differed in “difficulty 

in sleeping”, “irritability” and “feeling tired or lacking in energy” respectively, whereas 

were they had “extremely” with no symptoms in the intervention group. In the control 

group had they had “attacks of anxiety, panic”, “irritability” and “joint pains” the most but 

not all of the symptoms had “extremely”. At the 16-week follow-up evaluation, both 

groups had “not at all” symptoms “back pains” and followed by “joint pains”. 

However, not all of the symptoms were selected “quite a lot” and “extremely” in the 

intervention group but “attacks of anxiety, panic”, “sweating at night” and 
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“irritability” respectively in the control group, whereas not all of the symptoms were 

selected “extremely”. 

     An average score of the climacteric symptoms at each time point was 

found that both groups were reducing their scores during follow-up but more of the 

climacteric symptoms were experienced  in the control group. The interpretation of 

the climacteric symptoms score found that the intervention group at baseline level had 

a proportion of high-risk estrogen deficiency less than the control group. At the 12-

week follow-up, the control group seemed to be of a lesser proportion of higher risk 

than the intervention group.  

 5.1.4 Descriptive statistic of quality of life 

     Among the intervention group regarding the results of “not at all” most 

questions were “Have you enough money to meet your needs?” followed by “How 

satisfied are you with the support you get from your friends?” respectively. 

Considering the control group, the participants  selected “not at all” mostly in 

question “How well are you able to get around?” followed by “How satisfied are you 

with the support you get from your friends?” respectively. At the 16-week follow-up 

evaluation, both groups were not selecting “not at all” but the “extremely” choice in 

the intervention group, the question was most chosen “To what extent do you feel that 

physical pain prevents you from doing what you need to do?” and “How much do you 

need any medical treatment to function in your daily life?”. On the other hand, the 

question was selected “extremely” most in “How often do you have negative feelings 

such as blue moods, despair, anxiety, depression?” followed by “How much do you 

need any medical treatment to function in your daily life?” in the control group.  

     An average of all parts of quality of life among the intervention group 

was higher than the control group in all time points except in social relationships at 

the baseline. Considering the total quality of life at the baseline, more than half of 

participants in the intervention group had a poor quality of life with a fair quality of 

life after finishing the program (16-week follow-up). In the control group who had a 

poor quality of life at the baseline whereas all of the participants changed to fair 

quality of life after finishing the program (16-week follow-up). In terms of the 
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physical review, most of the participants among the intervention group had a fair 

quality of life at the baseline but increased to fair quality of life and good quality of 

life at the end of follow-up. The psychological review revealed that the intervention 

group had a fair quality of life but poor quality of life at the baseline of the control 

group. However, both groups of participants had an increasing proportion of good 

quality of life after the 16-week follow-up. 

     Quality of life regarding social relationships found that both groups had a 

poor quality of life but changed to fair quality of life after the 16-week follow-up. 

Concerning the environmenal item of the quality of life showed that at the baseline 

both groups had a poor quality of life but changed to a fair quality of life after a 16-

week follow-up. 

 5.1.5 Testing the Effect of the Program on serum estradiol 

      The results showed that the mean of serum estradiol was not 

significantly different at baseline level (P-value = 0.335). However, both the 12-week 

and 16-week follow-ups had significantly different P-values < 0.001. The serum 

estradiol normality range was (P-value = 0.20) but didn’t differ among variances  each 

week (P-value =0.686, 0.953, and 0.961 on the baseline, 12-week, and 16-week 

follow-up, respectively). Also, it was the significant differences of serum estradiol of 

the samples of each week (F= 37.55, P-value < 0.001). Concerning  pairwise 

comparisons, there were significant differences at the baseline, 12-week, and 16-week 

follow-up among the intervention group. 

 5.1.6 Testing the Effect of the Program on Climacteric symptoms 

      The mean level of serum estradiol had non-significantly differed at both 

the baseline and 12-week follow-up (P-value = 0.075 and 0.80, respectively). 

However, a 16-week follow-up had a significantly different P-value < 0.001. The 

climacteric symptoms scores were normally (P-value = 0.051). The climacteric 

symptoms scores were no different among variances of each week (P-value =0.206, 

0.11, and 0.219 on the baseline, 12-week, and 16-week follow-up, respectively). 

There were differences significantly of climacteric symptoms scores in the samples of 

each week (F= 531.4, P-value < 0.001). Furthermore, pairwise differences were 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

115 

 

significant at the baseline, 12-week, and 16-week follow-up among intervention and 

control groups (P-value < 0.001) except at the 12-week and 16-week follow-up in the 

control group which was not significantly different (P-value = 0.135).  

 5.1.7 Testing the Effect of the Program on Quality of Life 

      From the 16-week follow-up of both groups, total quality of life at the 

baseline was significantly different among both groups (P-value= 0.025). Considering 

the physical item, the quality of life at both baseline and 16-week follow-ups was 

significantly different (P-value < 0.001). In term of psychology, between the two 

groups it was significantly different at only the baseline (P-value=0.018). Neither 

social relationship nor environment factors of the quality of life was found to be 

significantly different between the intervention and control groups. All parts of 

quality of life in both groups had significantly higher scores than at baseline (P-value 

< 0.001). 

 

5.2 Discussion on climacteric symptom scores, estrogen hormone levels, and 

quality of life score at baseline level and follow-up 

 5.2.1 The results of climacteric symptom scores, estrogen hormone levels, 

and quality of life scores 

     1. General Characteristics 

       1.1 M ost perim enopausal wom en were aged 45 -50 years. The 

experimental group and the control group had the similar characteristics with married 

status. Also, both groups had similar secondary education levesl with income between 

10,001 to 20,000 baht. The results were similar to the previous study of 

Premenopausal women aged between 46.06-52.14 years, and had secondary 

education. (Hunter et al., 2011 & Beverley Ayers, 2012 & Sakuntala Giri., 2020). 

Study from India: Perimenopause women - 46-50 years; >80% housewives (Chattha, 

Raghuram, Venkatram & Hongasandra, 2008). Study by Reed, Guthrie, Newton, 

Anderson, Booth-LaForce, Caan & LaCroix (2014) had mean BMI of 27.1 ± 4.6 

compared to 21.04±1.03 kg/m2 in this study. 
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     2. Time point of serum estradiol, climacteric symptom scores, and 

quality of life score at baseline level and follow-up 

         2.1. At the 16-week follow-up evaluation, all the intervention group 

selected “not at all” in symptoms “Backaches”, followed by “Trouble Sleeping” with 

“Hot flashes” and may have other symptoms that are specific to any one specific 

organ system. There were increases in  the mean serum estradiol levels during each 

time point in both groups. These results were similar to the results in the research of 

Suwan (2021), McNamara, Batur, Tough & DeSapri (2015) and Kaur, Kaur, 

Shanmugam & Kang (2014) that the signs and symptoms that were found in the order 

of least to greatest were backaches while moderate symptoms were trouble sleeping in 

their study. They also found statistically significant results on climacteric symptoms 

scores and yoga. Reason being yoga having the potential to reduce scores related to 

mental health and somatic symptoms. 

         2.2 Mean of serum estradiol in both the 12-week and 16-week 

follow-ups were statistically significant (P-value <0.001), increased estrogen levels. 

These results were similar to the research results of Ketki Vishvanath Pond., et 

al.(2020) and Nattapol Suwan, (2021) that after 8 weeks, exercise contributed to a 

statistically significant increase in estrogen levels, explaining that at the time of 

menopause, body and mood changes occur due to estrogen deficiency  

         2.3 Perimenopausal women at week 16 showed an improvement in 

quality of life by “How much do you need any medical treatment to function in your 

daily life?” about 46.9%. responded to the results of Giri, Tripathy & Nayak (2020) 

that Yoga therapy is effective in improving the quality of life in premenopausal 

women. Also, physical and mental symptoms in women were significantly reduced 

after yoga. 

     3. Change in the climacteric symptoms, Estrogen Hormone Levels, 

and quality of life scores before and after the program between groups 

        3.1  After the intervention group practiced yoga for 16 weeks, the 

QOL was moderate to good. While the control group before and after the program, no 
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difference in quality of life was shown which related to the study of Suwan (2021). 

His study showed signs and symptoms in the intervention group after exercise 

together with receiving phytoestrogens, it improved symptoms and signs.  Also, the 

results were similar to Swain, Nanda & Das (2021) reported a significant decrease in 

symptoms between groups (pre and post) 

        3.2 It was the significant differences in serum estradiol levels in the 

samples of each week that similar results to the findings of Dharitri Swain, Pranati 

Nanda, Hrushikesh Das (2021) and Mangmee (2019) that Estrogen Hormone levels 

increased in the intervention group but in control groups were no different each week. 

        3.3 All of the participants changed to fair quality of life after finishing 

the program (16-week follow-up). Between groups no statistically significant 

difference was reported in this study in totals of QOL scores at 16 week follow up. On 

the other hand, Swain, D., Nanda, P., & Das, H. (2021) reported significant difference 

in means between intervention and control group in the overall QOL score. The study 

of women in the intervention group had significantly higher SF-36 scores in mental 

health than those in the control group. (Luoto, Moilanen, Heinonen, Mikkola, 

Raitanen, Tomas & Ojala, 2012). 

     4. Change in climacteric symptom scores and quality of life scores 

within intervention and control groups 

       The result showed Tibetan Yoga was the most common interventions 

for women with menopausal and climacteric symptoms. However, these results 

opposed the results of Ngowsiri et al (2014) and Luoto et al. (2012) that women who 

experienced inconvenience because of menopausal symptoms could reflect the actual 

effect of exercise on menopause-specific Quality of life. 
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 5.2.2 What are the outcomes of climacteric symptom scores, estrogen 

hormone levels, and quality of life scores ? 

     1. General characteristics 

       The statistical analysis between the intervention and control group 

revealed that all of the baseline characteristics had not significantly differed in both 

groups. These results were similar to the result of Peteneinuo Rülu, et al. (2016) that 

the premenopausal women aged between 48.3-49 years. Also, signs of reproductive 

aging begin when a woman is about 35 years old and changes rapidly after 40 years. 

(Speroff L., 2002) 

     2. Climacteric symptom scores, time point of serum estradiol, and 

quality of life scores at baseline level and follow-up 

       2.1 At the 16-week follow-up evaluation, the intervention group had 

no back pains and had almost high scores with no difficulty in sleeping and joint 

pains, whereas not all of the symptoms were selected. This is consistent with the study 

of ( Nattapol Suwan, 2021) . The results found that the sign and symptoms after 

receiving phytoestrogens from pomegranate seed oil and exercise (Stretching) for a 

period of 8 weeks found in the order of least to greatest were back pain, feeling tense 

or nervous, feeling more excited than usual and mood swings, such as irritability, 

anxiety, feeling unhappy, depressed, and hesitant, unsure of what to do. While 

moderate symptoms were insomnia, difficulty sleeping, feeling tired easily, different 

from the findings of ( Speroff L, Glass RH, Kase NG., 1 9 9 9 )  which were that hot 

flashes were most common during perimenopause.  

       2.2 Tibetan Yoga contributes to a statistically significant increase in 

estrogen levels, explaining that at the time of menopause, body and mood changes 

occur due to estrogen deficiency. The outcome associated with the estrogen and 

estradiol levels in females which are produced by the ovaries and involved in the 

control of the expression of sexual characteristics (Bedell, Nachtigal, Naftolin, 2014). 

The outcome also associated some premenopausal women may be asymptomatic or 

have mild symptoms while some have severe symptoms, for some, it can lead to years 
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of estrogen deficiency, which affects quality of life (Bedell, Nachtigal, Naftolin, 

(2014) the estrogen and estradiol in females is produced by the ovaries.  

       2.3 At week 1 6  it showed an improvement in quality of life in the 

intervention group which selected “How much do you need any medical treatment to 

function in your daily life?” below 50% but the control group still were above 50% on 

“How often do you have negative feelings such as blue moods, despair, anxiety, 

depression?”. These outcomes opposed  Chandaragga (2000)  who stated that the 

quality of life of premenopausal age in Thailand was at a good level. If classified by 

aspects such as life satisfaction and conceptual aspect health and body including 

premenopausal women with low quality of life will result in higher signs and 

symptoms of menopause (Peteneinuo Rülu, 2016). 

     3. Change in the climacteric symptoms, Estrogen Hormone Levels, 

and quality of life scores before and after programs between groups 

        3.1 After receiving yoga for 16 weeks, quality of life was moderate to 

good in the intervention group and the mean scores for climacteric symptoms were 

different. While the control group before and after the trial experienced no difference 

in quality of life and the mean scores for climacteric symptoms were the same. This 

outcome indicated regarding  the study of Suwan (2 0 2 1 ) who found that signs and 

symptoms in the intervention group after exercise together with receiving 

phytoestrogens, it improved symptoms and signs. After exercise and received 

phytoestrogens, the signs and symptoms persisted and did not disappear after the end 

of the trial in the control group. 

        3.2  The outcome showed the significant differences in Estrogen 

Hormone levesl of the samples of each week. The comparative analysis of the 

differences in the mean  serum estradiol among control and intervention groups at the  

baseline, 12-week, and 16-week. This outcome was different with the duration of time 

from the study of Dharitri Swain, Pranati Nanda, Hrushikesh Das (2021) showed that 

Estrogen Hormone levels were no different between the experimental and control 

groups after 1  year. However, changes in Estrogen Hormone levels compared before 

the experiment and after the experiment at weeks 4 , 8  and 1 2  increased in the 
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intervention group but control groups were no different each week (Jinnapat 

Mangmee, 2019). 

        3.3  The intervention group a had fair quality of life after finishing the 

program (16-week follow-up). In the same item in the control group, about 68.8% had 

a poor quality of life at baseline level whereas all of participant changed to a  fair 

quality of life after finishing the program (16-week follow-up). On the other hand, the 

outcome was different on women in the intervention group who had significantly 

higher SF-36 scores in mental health than those in the control group shown as a result 

of the research of Luoto, Moilanen, Heinonen, Mikkola, Raitanen, Tomas, Ojala 

(2012). 

     4. Change in climacteric symptom scores and quality of life scores 

within intervention and control groups 

        4.1 It was the significant differences of the climacteric symptoms 

score of the intervention group and the control group in each week but different at 

only the baseline. This outcome resulted in 6  weeks of yoga therapy and found that 

signs of menopause had decreased significantly by 2 7 . 8 3  to 6 . 6  by statistical 

significance (Afonso, Hachul, Kozasa et al., 2 0 1 2 ) . Similarly, QoL and sexual 

function of women with GSM improved after the intervention (Bertotto, Schvartzman, 

Uchoa, Wender, 2015). 

        4.2 Quality of life at both baseline and 1 6 -week follow-up was 

significantly different in terms of psychological outcomes between the two groups. 

This outcome was different to a significant improvement in all MENQOL domains in 

the intervention group and between the two groups (Ngowsiri, Tanmahasamut, 

Sukontha., 2014) . This was because there were no advantages of yoga over other 

types of exercise (Thi Mai Nguyen, Thi Thanh Toan Do, Tho Nhi Tran, and Jin Hee 

Kim, 2020). 
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Why are the results of climacteric symptom scores, estrogen hormone 

levels, and quality of life scores Significant ? 

1. Quality of life between the intervention and control groups were compared 

by independent t-test was significantly different among both groups, whereas at the 

16-week follow-up it was not significantly different. The results are consistent to Avis 

et al.  (2014)  which showed a non-significant negative association between yoga and 

general Quality of life, but they reported several limitations, including an underpowered 

sample size, a challenging participant recruitment process, and poor class attendance 

because of the inability to offer more flexible and varied intervention class days and 

times.  Providing more options for classes, instead of only offering the class once per 

week, would improve both recruitment and class attendance.  However, these results 

showed that Tibetan Yoga improved quality of life in the intervention group. This is 

because Tibetan Yoga significantly improved physical quality of life, its effects on 

general, psychological, sexual, and vasomotor symptoms quality of life scores. All 

these results associated to a recently published meta-analysis only identified an 

association between physical exercise and quality of life related to menopausal sexual 

symptoms (Carcelen-Fraile, M.D.Cet al.,2020). 

2. Tibetan Yoga helped to improve menopausal symptoms and related Quality 

of life domains in the intervention group. This is consistent to the World Health 

Organization, (2020)  which indicated  the extent menopause affects a woman’ s life. 

Also, Cacciari et al. (2020); Carcelen-Fraile et al. (2020); Ketki Vishvanath Pond, et al. 

(2 0 2 0 )  indicated that Yoga and PFMT can reduce the number of urinary leakage 

episodes and improve all types of urinary incontinence issues as well as Quality of life 

in women with urinary symptoms. Also, this is similar to the main findings of three 

included studies using PFMT, Cacciari et al. (2020) indicated that PFMT can reduce the 

number of urinary leakage episodes and improve all types of urinary incontinence 

issues as well as Quality of life in women with urinary symptoms.However, the results 

are non-consistent to Cramer, 2 0 1 2 )  which indicated one cannot reduce menopause 

symptoms or climacteric symptoms in every aspect of statistical significance. 

3. The results showed that health care and physical fitness including Tibetan 

Yoga professionals should encourage their patients or clients to engage in regular 

physical activity levels to reduce the risk of these important health outcomes.  In the 
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meantime, the evidence is still accumulating regarding the role of physical activity for 

specific menopausal symptoms, health care professionals should periodically remind 

midlife women that they will experience a reduced lifetime risk of chronic disease and 

disability development if they remain physically active as they age.  All these are 

consistent to Cramer et al. (2018)that, in comparison with no treatment, yoga reduced 

total menopausal, psychological, somatic, vasomotor, and urogenital symptoms. 

Dealing with potential methodological biases in the included studies, both reviews 

suggested that more well-designed studies are needed to confirm the effect of yoga on 

health status of women with menopausal symptoms. 

 

5.3 Strength and Weakness 

The challenges of implementing research outcomes such as those described here 

into community practice, state law, or public policy are formidable. Much groundwork 

has been laid—a process that has taken time, effort, and considerable resources. In our 

quest to disseminate research on older drivers and translate the results into policy-level 

changes with the potential to improve quality of life through sustained mobility, we 

have tried to establish as many collaborations as possible with industry, government, 

and older adult advocacy groups. We have recently sought funding in partnership with 

small business to develop educational videotapes for physicians and other health care 

providers in order to more directly inform this group of the older driver research and 

engage them in the practice of evaluating and intervening on behalf of high-risk 

patients. 

 

5.4 Study Limitations  

The study on Tibetan yoga and postmenopausal women should extend the 

duration of the study to more than twice weekly sessions over 16 weeks. It is 

recommended that interventions be provided to participants over a period of several 

months. There are 2-3 individual sessions per week. Additionally, future studies should 

include a larger sample size to ensure greater diversity among the participating 

populations and to ensure statistical analysis can occur. If the timeline allows for future 

studies, it should be organized into a single topic design where participants have a 
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formal structure to act as their own control group if not possible. The original control 

group should be included in the study and compared with the intervention group. 

 

5.5 Recommendation  

 5.5.1 Healthcare professionals can use evidence-based research to identify and 

provide resources for women to improve their quality of life and promote overall 

health and well-being. 

 5.5.2 Community nurses play an important role in disseminating evidence-

based complementary therapy. to help postmenopausal women alleviate their 

problems Evidence-based practice can facilitate quality improvements in women's 

health. 

 5.5.3 Tibetan Yoga can be initially recommended as an additional intervention 

for women experiencing physical and mental problems related to menopause. 

 5.5.4 Tibetan Yoga is popular as an adjuvant and alternative therapy. It can be 

added to the scientific evidence so gynecologists can recommend their patients 

instead of prescribing hormone therapy.  

 5.5.5 Tibetan Yoga can be recommended as a tool for promotion of mental 

and physical health leading to better performance of school children. Tibetan Yoga 

should be adapted to the curriculum  of Physical Education subjects for school 

children. 

 5.5.6 Participating in Tibetan Yoga classes can be recommend  to ease 

loneliness and provide an environment for group healing and support. Even during 

one-on-one sessions loneliness is reduced during participating in the creation of a 

personalized yoga plan. 
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5.6  Further Research 

 5.6.1 According to the result of the significant differences between the 

intervention and the control groups, to promote Tibetan Yoga for woman of other 

ages and from other areas in order to obtain more complied evidence. 

 5.6.2 Focus on the qualitative study for understanding the influential factors of 

exclusive and no exclusive in Tibetan Yoga. 

 5.6.3 Test the cost-effectiveness of Tibetan Yoga because of the required 

instructors and other materials which relate. 

 5.6.4. While there are many aspects of Tibetan Yoga, there is also a need to 

examine more of the styles and specific aspects of yoga on depression to get more and 

other results. 

 5.6.5 Examine the effect of yoga on depression among various groups, 

cultures, sexes, and occupations to obtain more complete evidence and results. 
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Appendix B/1: Participant information sheet for the intervention group 

 

ข้อมูลส ำหรับกลุ่มประชำกรหรือผู้มีส่วนร่วมในกำรวิจัย 

ส ำหรับกลุ่มออกก ำลังกำยทิเบตโยคะ 

ช่ือโครงการวิจัย…ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดู และเสริมสร้าง

คุณภาพชีวิตในสตรีวยัใกลห้มดระดู: การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน 

ช่ือผูว้ิจยั…นางสาวณัฐสุภา  อาจองค…์.ต าแหน่ง…นิสิตปริญญาเอก …………………………….. 

สถานท่ีติดต่อผูว้ิจยั (ท่ีท างาน) …วิทยาลยัวิทยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวิทยาลยั...….  

(ท่ีบา้น) ..102/58 หมู่ 8 ต.บางเลน  อ.บางใหญ่  จ.นนทบุรี 11140........... 

 โทรศพัท ์(ท่ีท างาน) ….....………ต่อ …...……….. โทรศพัทท่ี์บา้น ......…………………… 

โทรศพัทมื์อถือ ……087 782 6529…… E-mail : ……natsupa_14@hotmail.com……. 

1. ท่านไดรั้บเกียรติให้เป็นตวัแทนของโครงการวิจยัน้ี ขอเรียนเชิญท่านเขา้ร่วมในการวิจยั

ก่อนท่ีท่านจะตดัสินใจเขา้ร่วมในการวิจยั มีความจ าเป็นท่ีท่านควรท าความเขา้ใจว่างานวิจยัน้ีท า

เพราะเหตุใด และเก่ียวขอ้งกบัอะไร กรุณาใช้เวลาในการอ่านขอ้มูลต่อไปน้ีอย่างละเอียดรอบคอบ 

และสอบถามขอ้มูลเพิ่มเติมหรือขอ้มูลท่ีไม่ชดัเจนไดต้ลอดเวลา 

2. เน่ืองจากแนวโน้มการเพิ่มจ านวนของประชากรสตรีไทยท่ีเขา้สู่วยัหมดประจ าเดือนมี

มากขึ้น และตอ้งประสบกบัการเปล่ียนแปลงทั้งร่างกาย และอารมณ์ แมว้่าจะเป็นการเปล่ียนแปลง

ตามธรรมชาติ เช่น ระบบกระดูก ระบบประสาท ส่งผลให้เกิดอาการร้อนวูบวาบ เหง่ือออกตอน
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กลางคืน ช่องคลอดแห้ง อารมณ์หงุดหงิด นอนไม่หลบั ซ่ึงอาการดังกล่าวส่งผลต่อคุณภาพชีวิต 

หากหญิงวยัหมดประจ าเดือนมีความรู้ และมีการออกก าลงักายดว้ยทิเบตโยคะท่ีถูกวิธี จะสามารถ

ช่วยลดอาการเหล่าน้ีได ้ โครงการน้ีจึงไดอ้อกแบบโปรแกรมการออกก าลงักายดว้ยทิเบตโยคะ เป็น

ท่าทางการออกก าลงักายท่ีง่าย ใชเ้วลาไม่นาน มีผูเ้ช่ียวชาญดา้นโยคะในการฝึกปฏิบติัและดูแลความ

ปลอดภยั และสามารถฝึกปฏิบติัไดด้ว้ยตนเอง  

 โครงการน้ีมีวตัถุประสงค์เพื่อศึกษาโปรแกรมการออกก าลังกายทิเบตโยคะเพื่อลด

อาการวยัทองในหญิงไทยวยัก่อนหมดประจ าเดือน เพื่อเป็นแนวทางในการวางแผนแกไ้ข หรือลด

ปัญหาอาการวยัทอง รวมถึงส่งเสริมคุณภาพชีวิตของหญิงไทยวยัก่อนหมดประจ าเดือน 

3. รายละเอียดของกลุ่มประชากรหรือผูมี้ส่วนร่วมในการวิจยั 

  ท่านไดรั้บเชิญให้เขา้ร่วมโครงการน้ีเน่ืองจากท่านมีลกัษณะตรงตามกลุ่มประชากรหรือผู ้

มีส่วนร่วมในการวิจยั  ซ่ึงมีเกณฑด์งัน้ี 

• เกณฑค์ดัเขา้ 
o หญิงไทยวยัก่อนหมดประจ าเดือน อายุระหว่าง 45-55 ปี ท่ีอาศยัในชุมชน 

หมู่ 9 ต.ละหาร อ.บางบวัทอง จ.นนทบุรี ผ่านเกณฑก์ารประเมินอาการวยั
ทอง โดยมีคะแนนมากกวา่ 15 คะแนน  

o ไม่มีประวัติการป่วยด้วยโรคเบาหวาน โรคความดันโลหิตสูง และ
โรคหวัใจ 

o ไม่ได้รับการออกก าลงักายอย่างเป็นระบบ หรือได้รับการออกก าลงักาย
ดว้ยโปรแกรมโยคะในช่วง 6 เดือนท่ีผา่นมา  

o ยินยอมเข้าร่วมโครงการวิจยั โดยการลงนามในเอกสารยินยอมเข้าร่วม
โครงการวิจยั 
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

142 

• เกณฑก์ารคดัออก 
o มีประวติัการผา่ตดัเข่า 
o มีประวติัการผา่ตดัมดลูก หรือเยือ่บุโพรงมดลูก 
o อยูใ่นระหวา่งการไดรั้บฮอร์โมนทุกชนิด 
o ไม่สามารถเขา้ร่วมโครงการไดม้ากกวา่ร้อยละ 80 หรือขาดเกิน 3 คร้ัง 

• เกณฑก์ารยกเลิก 
     ผู ้วิจัยได้ก าหนดมาตรการดูแลความปลอดภัยในขณะท่ีมีการฝึกโยคะส าหรับ

ผูเ้ขา้ร่วมวิจยั หากในระหวา่งท ากิจกรรมผูเ้ขา้ร่วมวิจยัมีภาวะแทรกซ้อนจากโยคะทิเบต เช่น อาการ

ชาแขนขากระตุกชกั หวัใจเตน้ผิดปกติ และอาจเกิดการเจ็บปวดบริเวณแขน ขา หรือส่วนอ่ืนใดท่ีใช้

ในการเล่นทิเบตโยคะ เป็นตน้ หากท่านเกิดอาการดงักล่าว ผูว้ิจยัจะยุติการรวบรวมขอ้มูล และถูก

ส่งไปยงัหน่วยบริการสาธารณสุขท่ีใกลท่ี้สุดเพื่อขอความช่วยเหลือจากเจา้หน้าท่ีสาธารณสุข และ

รับผิดชอบค่าใชจ่้ายท่ีเกิดขึ้นจากการรักษาตามสิทธิการรักษาของท่าน  

     ในการศึกษาน้ีมีผูเ้ขา้ร่วมโครงการน้ีจ านวน 64 คน และจะแบ่งกลุ่มออกเป็น 2 กลุ่ม 

จ านวนกลุ่มละ 32 คน ทั้งน้ีไดก้  าหนดให้ผูเ้ขา้ร่วมวิจยัท่ีอาศยัอยู่ในชุมน หมู่ 9 ต.ละหาร อ.บางบวั

ทอง จ.นนทบุรี จดัเป็น 2 กลุ่มโดยวิธีการสุ่มอย่างเป็นระบบ โดยเป็นกลุ่มท่ีได้รับโปรแกรมการ

ออกก าลงักายทิเบตโยคะ และกลุ่มท่ีไดรั้บแผ่นพบัความรู้เก่ียวกบัอาการวยัทองและการปฏิบติัตน

ในการด าเนินชีวิต 

4. กระบวนการการวิจยัมีขั้นตอนดงัน้ี 

 4.1.  ท่านจะไดรั้บการเชิญชวนโดยวาจาจากทีมนกัวิจยั และจะไดรั้บขอ้มูล รายละเอียด

ของโครงการ ประโยชน์ท่ีไดรั้บและผลกระทบท่ีอาจจะเกิดขึ้นจากโครงการวิจยั เม่ือท่านรับทราบ 
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และยินยอมเขา้ร่วมงานวิจยัจะขอให้ท่านลงช่ือในใบยินยอมของกลุ่มประชากรหรือผูมี้ส่วนร่วมใน

การวิจยั 

 4.2. ในการประเมินอาการวยัทอง ท่านจะได้ถูกสอบถามเก่ียวกับข้อมูลทั่วไป และ

แบบสอบถามอาการวยัทองของกรมอนามัย กระทรวงสาธารณสุข และตรวจประเมินน ้ าหนัก 

ส่วนสูง  และประเมินคุณภาพชีวิต ซ่ึงจะท าท่ีนัดหมาย ณ บริเวณลานกิจกรรมของชุมชน ในช่วง

เวลาหลงัเลิกงาน โดยใชเ้วลา 15-20 นาที 

 4.3. ส าหรับกลุ่มศึกษาวิจยั 

     4.3.1. ท่านจะได้รับโปรแกรมออกก าลังกายทิเบตโยคะ ร่วมกับแผ่นพับความรู้

อาการวยัทอง โดยในคร้ังแรกท่านจะไดรั้บโปรแกรมออกก าลงักายจากผูวิ้จยัและครูสอนโยคะ ณ 

ลานกิจกรรม  

     4.3.2. ในวนัแรก (สัปดาห์ท่ี 0)  ของโครงการวิจัยน้ี ท่านจะได้รับการประเมิน

อาการวยัทอง ประเมินคุณภาพชีวิต สอบถามขอ้มูลทั่วไป วดัส่วนสูง ชั่งน ้ าหนัก และเจาะเลือด

ปริมาณ 6 มิลลิลิตร เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญ โดยใชเ้วลาประมาณ 30 นาที  

     4.3.3. การออกก าลังกายด้วยทิเบตโยคะทั้ งหมด 11 สัปดาห์  โดยสัปดาห์ ท่ี  1 - 

สัปดาห์ท่ี 11 ของโครงการวิจยัน้ี ท่านจะไดรั้บการออกก าลงักายด้วยทิเบตโยคะ 3 วนัต่อสัปดาห์  

ในวนัจนัทร์ วนัพุธ และวนัศุกร์ คร้ังละประมาณ 30 นาที เวลา 17.30-18.00 น. ณ ลานกิจกรรม 

ชุมชนหมู่ 9 ต.ละหาร อ.บางบวัทอง จ.นนทบุรี  
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     4.3.4. ในสัปดาห์ท่ี 12  ของโครงการวิจยัน้ี ท่านจะไดรั้บการประเมินอาการวยัทอง 

โดยการประเมินน้ีจะใชเ้วลาประมาณ 10-15 นาที  

     4.3.5. ในสัปดาห์ท่ี 16  ของโครงการวิจยัน้ี ท่านจะไดรั้บการประเมินอาการวยัทอง 

ประเมินคุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้าหนกั และเจาะเลือดปริมาณ 6 มิลลิลิตร 

เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญใชเ้วลาประมาณ 30 นาที 

  4.4. เม่ือเสร็จส้ินการวิจยั และวิเคราะห์ผลการวิจยัเสร็จแลว้ ขอ้มูลต่าง ๆ ท่ีเก่ียวขอ้งกบั

ท่าน ไดแ้ก่ ขอ้มูลส่วนตวั ผลการตรวจระดบัฮอร์โมนในเลือด จะถูกท าลายทนัที 

5. กระบวนการให้ขอ้มูลแก่กลุ่มประชากรหรือผูมี้ส่วนร่วมในการวิจยัจะด าเนินการโดย
ทีมนกัวิจยัท่ีไดรั้บการฝึกฝน เพื่อให้เป็นรูปแบบ หรือแนวทางเดียวกนั และท่านสามารถสอบถาม
ข้อมูลท่ีเก่ียวข้องกับโครงการวิจัยจนเข้าใจ เพื่อใช้ประกอบการตัดสินใจในการยินยอมเข้า
ร่วมงานวิจยั 

6. ในกรณี หากพบว่าท่านไม่อยู่ในเกณฑ์คัดเขา้ และอยู่ในสภาวะท่ีสมควรได้รับความ
ช่วยเหลือ/แนะน า ผู ้วิจัยจะแนะน าการดูแลตัวเองเบ้ืองต้น หรือส่งท่านต่อไปยัง แพทย์หรือ
ผูเ้ช่ียวชาญท่ีเก่ียวขอ้งกบัสภาวะของท่าน 

7. อนัตรายหรือความเส่ียงท่ีอาจเกิดขึ้นในโครงการวิจยัน้ีมีน้อย เน่ืองจากโปรแกรมการ
ออกก าลงักายทิเบตโยคะเป็นโปรแกรมท่ีไดรั้บการฝึกฝน และดูแลความปลอดภยัโดยผูเ้ช่ียวชาญ 
รวมถึงสถานท่ี และอุปกรณ์ในการออกก าลงักายดว้ยทิเบตโยคะเป็นอุปกรณ์ท่ีมีมาตรฐานจากครู
โยคะ และผูวิ้จยั ซ่ึงจะสอนแสดง และอธิบายท่าทางการออกก าลงักายทิเบตโยคะน้ีจนกว่าท่านจะ
เขา้ใจ ร่วมถึงช้ีแจงถึงขอ้ห้าม ขอ้ควรระวงัในการออกก าลงักาย ขอ้สังเกตอาการผิดปกติต่าง ๆ เช่น
อาการลา้ อาการเจ็บปวดกลา้มเน้ือและการปฐมพยาบาลเบ้ืองตน้หากมีอาการผิดปกติ อยา่งไรก็ตาม
ตลอดโครงการวิจยัท่านจะไดรั้บค าแนะน าและการปฏิบติัท่ีถูกวิธีจากครูโยคะ  อีกทั้งความเส่ียงใน
การเจาะเลือดมีนอ้ยมาก  
  โดยท่านอาจจะมีอาการปวดเม่ือย หรือรอยช ้าบริเวณท่ีเจาะเลือด ซ่ึงไม่มีผลต่อการรักษา
ของท่านและเกิดอนัตรายใด ๆ ซ่ึงผูเ้ช่ียวชาญจะแนะน าการรักษารอยช ้าดงักล่าวโดยการเจาะเลือด
ดงักล่าวจะท าโดยผูเ้ช่ียวชาญเฉพาะดา้นเท่านั้น ท่านอาจจะรู้สึกไม่สะดวก หรือไม่สบายใจในการ
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สอบถามข้อมูลหรือตรวจประเมินร่างกาย ทั้ งน้ีผูวิ้จัยจะด าเนินการสอบถามข้อมูลหรือตรวจ
ประเมินร่างกายของท่านในช่วงเวลาท่ีท่านสะดวกในเวลาหลงัเลิกงานเท่านั้น โดยจะไม่รบกวน
เวลาการปฏิบติังานของท่าน 

8. ประโยชน์ในการเขา้ร่วมวิจยัคร้ังน้ี ผลการศึกษาอาจจะสามารถน าไปเพื่อพฒันารูปแบบ
การออกก าลงักายทิเบตโยคะท่ีเหมาะสมในกลุ่มคนท่ีมีรูปแบบลกัษณะงานท่ีคลา้ยคลึงกนั อีกทั้ง
ท่านจะไดรั้บค าแนะน าในการปฏิบติัตวัท่ีเหมาะสมต่อไป 

9. การเขา้ร่วมในการวิจยัของท่านเป็นโดยสมคัรใจ และสามารถปฏิเสธท่ีจะเขา้ร่วมหรือ
ถอนตวัจากการวิจยัไดทุ้กขณะ โดยไม่ตอ้งใหเ้หตุผลและไม่สูญเสียประโยชน์ท่ีพึงไดรั้บ  

10. หากท่านมีขอ้สงสัยให้สอบถามเพิ่มเติมไดโ้ดยสามารถติดต่อผูวิ้จยัไดต้ลอดเวลา และ
หากผูวิ้จยัมีขอ้มูลเพิ่มเติมท่ีเป็นประโยชน์หรือโทษเก่ียวกบัการวิจยั ผูวิ้จยัจะแจง้ใหท้่านทราบอย่าง
รวดเร็วเพื่อใหผู้มี้ส่วนร่วมในการวิจยัทบทวนวา่ยงัสมคัรใจจะอยูใ่นงานวิจยัต่อไปหรือไม่  

11. ขอ้มูลท่ีเก่ียวขอ้งกบัท่านจะเก็บเป็นความลบั หากมีการเสนอผลการวิจยัจะเสนอเป็น
ภาพรวม ข้อมูลใดท่ีสามารถระบุถึงตัวท่านได้จะไม่ปรากฏในรายงาน  เม่ือส้ินสุดโครงการวิจัย
ขอ้มูลของท่านจะถูกท าลายทนัทีดว้ยเคร่ืองท าลายเอกสาร และตวัอย่างเลือดจะถูกท าลายตามวิธี
ปฏิบติัมาตรฐานของหอ้งปฏิบติัการ 

12. หลงัเสร็จส้ินงานวิจยัน้ีท่านจะได้รับของท่ีระลึกเป็นเส่ือโยคะและผา้ขนหนูซับเหง่ือ
เป็นท่ีระลึก และในการวิจยัน้ีท่านไม่ตอ้งเสียค่าใชจ่้ายใด ๆ ทั้งส้ิน  

13. หากท่านไม่ไดรั้บการปฏิบติัตามขอ้มูลดงักล่าวสามารถร้องเรียนไดท่ี้ คณะกรรมการ
พิจารณาจริยธรรมการวิจัยในคน กลุ่มสหสถาบัน ชุดท่ี 1 จุฬาลงกรณ์มหาวิทยาลยั 254 อาคาร
จามจุรี 1 ชั้น 2 ถนนพญาไท เขตปทุมวนั กรุงเทพฯ  10330 โทรศัพท์/โทรสาร 0-2218-3202  
E-mail: eccu@chula.ac.th 
 

mailto:eccu@chula.ac.th
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Appendix B/2: Participant information sheet for the control group 

 

ข้อมูลส ำหรับกลุ่มประชำกรหรือผู้มีส่วนร่วมในกำรวิจัย 

ส ำหรับกลุ่มควบคุม 

ช่ือโครงการวิจัย…ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดู และเสริมสร้าง

คุณภาพชีวิตในสตรีวยัใกลห้มดระดู: การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน 

ช่ือผูว้ิจยั…นางสาวณัฐสุภา   อาจองค…์.ต าแหน่ง…นิสิตปริญญาเอก ………………………….. 

สถานท่ีติดต่อผูว้ิจยั (ท่ีท างาน) …วิทยาลยัวิทยาศาสตร์สาธารณสุข จุฬาลงกรณ์มหาวิทยาลยั...….  

(ท่ีบา้น) ... 102/58 หมู่ 8 ต.บางเลน  อ.บางใหญ่  จ.นนทบุรี 11140.......... 

 โทรศพัท ์(ท่ีท างาน) …......………ต่อ …...……….. โทรศพัทท่ี์บา้น ......…………………… 

โทรศพัทมื์อถือ ……087 782 6529…… E-mail : ……natsupa_14@hotmail.com……. 

1. ท่านไดรั้บเกียรติให้เป็นตวัแทนของโครงการวิจยัน้ี ขอเรียนเชิญท่านเขา้ร่วมในการวิจยั

ก่อนท่ีท่านจะตดัสินใจเขา้ร่วมในการวิจยั มีความจ าเป็นท่ีท่านควรท าความเขา้ใจว่างานวิจยัน้ีท า

เพราะเหตุใด และเก่ียวขอ้งกบัอะไร กรุณาใช้เวลาในการอ่านขอ้มูลต่อไปน้ีอย่างละเอียดรอบคอบ 

และสอบถามขอ้มูลเพิ่มเติมหรือขอ้มูลท่ีไม่ชดัเจนไดต้ลอดเวลา 

2. เน่ืองจากแนวโน้มการเพิ่มจ านวนของประชากรสตรีไทยท่ีเขา้สู่วยัหมดประจ าเดือนมี

มากขึ้น และตอ้งประสบกบัการเปล่ียนแปลงทั้งร่างกาย และอารมณ์ แมว้่าจะเป็นการเปล่ียนแปลง

ตามธรรมชาติ เช่น ระบบกระดูก ระบบประสาท ส่งผลให้เกิดอาการร้อนวูบวาบ เหง่ือออกตอน
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กลางคืน ช่องคลอดแห้ง อารมณ์หงุดหงิด นอนไม่หลบั ซ่ึงอาการดังกล่าวส่งผลต่อคุณภาพชีวิต 

หากหญิงวยัหมดประจ าเดือนมีความรู้ และมีการออกก าลงักายดว้ยทิเบตโยคะท่ีถูกวิธี จะสามารถ

ช่วยลดอาการเหล่าน้ีได ้ โครงการน้ีจึงไดอ้อกแบบโปรแกรมการออกก าลงักายดว้ยทิเบตโยคะ เป็น

ท่าทางการออกก าลงักายท่ีง่าย ใชเ้วลาไม่นาน มีผูเ้ช่ียวชาญดา้นโยคะในการฝึกปฏิบติัและดูแลความ

ปลอดภยั และสามารถฝึกปฏิบติัไดด้ว้ยตนเอง  

 โครงการน้ีมีวตัถุประสงค์เพื่อศึกษาโปรแกรมการออกก าลังกายทิเบตโยคะเพื่อลด

อาการวยัทองในหญิงไทยวยัก่อนหมดประจ าเดือน เพื่อเป็นแนวทางในการวางแผนแกไ้ข หรือลด

ปัญหาอาการวยัทอง รวมถึงส่งเสริมคุณภาพชีวิตของหญิงไทยวยัก่อนหมดประจ าเดือน 

 

 

3. รายละเอียดของกลุ่มประชากรหรือผูมี้ส่วนร่วมในการวิจยั 

 ท่านไดรั้บเชิญให้เขา้ร่วมโครงการน้ีเน่ืองจากท่านมีลกัษณะตรงตามกลุ่มประชากรหรือผูมี้

ส่วนร่วมในการวิจยั  ซ่ึงมีเกณฑด์งัน้ี 

• เกณฑค์ดัเขา้ 
o หญิงไทยวยัก่อนหมดประจ าเดือน อายุระหว่าง 45-55 ปี ท่ีอาศยัในชุมชน 

หมู่ 9 ต.ละหาร อ.บางบวัทอง จ.นนทบุรี ผา่นเกณฑก์ารประเมินอาการวยั
ทอง โดยมีคะแนนมากกวา่ 15 คะแนน  

o ไม่มีประวัติการป่วยด้วยโรคเบาหวาน โรคความดันโลหิตสูง และ
โรคหวัใจ 

o ไม่ได้รับการออกก าลงักายอย่างเป็นระบบ หรือได้รับการออกก าลงักาย
ดว้ยโปรแกรมโยคะในช่วง 6 เดือนท่ีผา่นมา  
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o ยินยอมเข้าร่วมโครงการวิจยั โดยการลงนามในเอกสารยินยอมเข้าร่วม
โครงการวิจยั 

• เกณฑก์ารคดัออก 
o มีประวติัการผา่ตดัเข่า 
o มีประวติัการผา่ตดัมดลูก หรือเยือ่บุโพรงมดลูก 
o อยูใ่นระหวา่งการไดรั้บฮอร์โมนทุกชนิด 
o ไม่สามารถเขา้ร่วมโครงการไดม้ากกวา่ร้อยละ 80 หรือขาดเกิน 3 คร้ัง 

   ในการศึกษาน้ีมีผูเ้ขา้ร่วมโครงการน้ีจ านวน 64 คน และจะแบ่งกลุ่มออกเป็น 2 กลุ่ม 

จ านวนกลุ่มละ 32 คน ทั้งน้ีไดก้  าหนดให้ผูเ้ขา้ร่วมวิจยัท่ีอาศยัในชุมชน หมู่ 9 ต.ละหาร อ.บางบวั

ทอง จ.นนทบุรี จดัเป็น 2 กลุ่มโดยวิธีการสุ่มอย่างเป็นระบบ โดยเป็นกลุ่มท่ีได้รับโปรแกรมการ

ออกก าลงักายทิเบตโยคะ และกลุ่มท่ีไดรั้บแผ่นพบัความรู้เก่ียวกบัอาการวยัทองและการปฏิบติัตน

ในการด าเนินชีวิต 

4. กระบวนการการวิจยัมีขั้นตอนดงัน้ี 

4.1.  ท่านจะได้รับการเชิญชวนโดยวาจาจากทีมนักวิจยั และจะได้รับขอ้มูล รายละเอียด

ของโครงการ ประโยชน์ท่ีไดรั้บและผลกระทบท่ีอาจจะเกิดขึ้นจากโครงการวิจยั เม่ือท่านรับทราบ 

และยินยอมเขา้ร่วมงานวิจยัจะขอให้ท่านลงช่ือในใบยินยอมของกลุ่มประชากรหรือผูมี้ส่วนร่วมใน

การวิจยั 

4.2. ในการประเมินอาการวัยทอง ท่านจะได้ถูกสอบถามเก่ียวกับข้อมูลทั่วไป และ

แบบสอบถามอาการวยัทองของกรมอนามัย กระทรวงสาธารณสุข และตรวจประเมินน ้ าหนัก 

ส่วนสูง  และประเมินคุณภาพชีวิต ซ่ึงจะท าท่ีนดัหมาย ณ ลานกิจกรรม ชุมชนหมู่ 9 ต.ละหาร อ.บาง

บวัทอง จ.นนทบุรีในช่วงเวลาหลงัเลิกงาน โดยใชเ้วลา 15-20 นาที 

4.3. ส าหรับกลุ่มควบคุม 
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 ส าหรับกลุ่มควบคุม ท่านจะได้รับการให้ความรู้เก่ียวกับอาการวยัทอง และแผ่นพับ

ความรู้จากผูวิ้จยัและไดรั้บค าแนะน าในการดูแลสุขภาพทัว่ไปจากผูวิ้จยัในวนัแรกของการตรวจ

ประเมินโดยใชเ้วลา 10 -15 นาที 

 4.4. ในวนัแรก (สัปดาห์ท่ี 0) ของโครงการวิจยัน้ี ท่านจะไดรั้บการประเมินอาการวยัทอง 

ประเมินคุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้าหนกั และเจาะเลือดปริมาณ 6 มิลลิลิตร 

เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญ ใชเ้วลาประมาณ 30 นาที 

 4.5. ในสัปดาห์ท่ี 12  ของโครงการวิจยัน้ี ท่านจะไดรั้บการประเมินอาการวยัทอง โดยการ

ประเมินน้ีจะใชเ้วลาประมาณ 10-15 นาที 

 4.6. ในสัปดาห์ท่ี 16  ของโครงการวิจยัน้ี ท่านจะไดรั้บการประเมินอาการวยัทอง ประเมิน

คุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้ าหนัก และเจาะเลือดปริมาณ 6 มิลลิลิตร เพื่อ

ตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญใชเ้วลาประมาณ 30 นาที 

 4.7. เม่ือเสร็จส้ินการวิจยัแลว้ขอ้มูลต่าง ๆ ท่ีเก่ียวขอ้งกบัท่าน ไดแ้ก่ ขอ้มูลส่วนตวั และผล

การตรวจระดบัฮอร์โมนในเลือด จะถูกท าลายทนัที  

5. กระบวนการใหข้อ้มูลแก่กลุ่มประชากรหรือผูมี้ส่วนร่วมในการวิจยัจะด าเนินการโดยทีม
นักวิจยัท่ีได้รับการฝึกฝน เพื่อให้เป็นรูปแบบ หรือแนวทางเดียวกัน และท่านสามารถสอบถาม
ขอ้มูลท่ีเก่ียวขอ้งกบัโครงการวิจยัจนเขา้ใจ เพื่อใชป้ระกอบการตดัสินใจในการยินยอมเขา้ร่วมงาน
วิจยั 

6. ในกรณี หากพบว่าท่านไม่อยู่ในเกณฑ์คัดเขา้ และอยู่ในสภาวะท่ีสมควรได้รับความ
ช่วยเหลือ/แนะน า ผู ้วิจัยจะแนะน าการดูแลตัวเองเบ้ืองต้น หรือส่งท่านต่อไปยัง แพทย์หรือ
ผูเ้ช่ียวชาญท่ีเก่ียวขอ้งกบัสภาวะของท่าน 

7. อันตรำยหรือควำมเส่ียงท่ีอาจเกิดขึ้นในโครงการวิจยัน้ีมีน้อย เน่ืองจากโปรแกรมการ
ออกก าลงักายทิเบตโยคะเป็นโปรแกรมท่ีไดรั้บการฝึกฝน และดูแลความปลอดภยัโดยผูเ้ช่ียวชาญ 
รวมถึงสถานท่ี และอุปกรณ์ในการออกก าลงักายดว้ยทิเบตโยคะเป็นอุปกรณ์ท่ีมีมาตรฐานจากครู
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โยคะ และผูวิ้จยั ซ่ึงจะสอนแสดง และอธิบายท่าทางการออกก าลงักายทิเบตโยคะน้ีจนกว่าท่านจะ
เขา้ใจ ร่วมถึงช้ีแจงถึงขอ้ห้าม ขอ้ควรระวงัในการออกก าลงักาย ขอ้สังเกตอาการผิดปกติต่าง ๆ เช่น
อาการลา้ อาการเจ็บปวดกลา้มเน้ือและการปฐมพยาบาลเบ้ืองตน้หากมีอาการผิดปกติ อยา่งไรก็ตาม
ตลอดโครงการวิจยัท่านจะไดรั้บค าแนะน าและการปฏิบติัท่ีถูกวิธีจากครูโยคะอีกทั้งความเส่ียงใน
การเจาะเลือดมีนอ้ยมาก โดยท่านอาจจะมีอาการปวดเม่ือย หรือรอยช ้าบริเวณท่ีเจาะเลือด ซ่ึงไม่มีผล
ต่อการรักษาของท่านและเกิดอนัตรายใด ๆ ซ่ึงผูเ้ช่ียวชาญจะแนะน าการรักษารอยช ้ าดงักล่าวโดย
การเจาะเลือดดงักล่าวจะท าโดยผูเ้ช่ียวชาญเฉพาะดา้นเท่านั้น 

ท่านอาจจะรู้สึกไม่สะดวก หรือไม่สบายใจในการสอบถามขอ้มูลหรือตรวจประเมินร่างกาย 
ทั้งน้ีผูวิ้จยัจะด าเนินการสอบถามขอ้มูลหรือตรวจประเมินร่างกายของท่านในช่วงเวลาท่ีท่านสะดวก
ในเวลาหลงัเลิกงานเท่านั้น โดยจะไม่รบกวนเวลาการปฏิบติังานของท่าน 

8. ประโยชน์ในการเขา้ร่วมวิจยัคร้ังน้ี ผลการศึกษาอาจจะสามารถน าไปเพื่อพฒันารูปแบบ
การออกก าลงักายทิเบตโยคะท่ีเหมาะสมในกลุ่มคนท่ีมีรูปแบบลกัษณะงานท่ีคลา้ยคลึงกนั อีกทั้ง
ท่านจะไดรั้บค าแนะน าในการปฏิบติัตวัท่ีเหมาะสมต่อไป 

9. การเขา้ร่วมในการวิจยัของท่านเป็นโดยสมัครใจ และสามารถปฏิเสธท่ีจะเขา้ร่วมหรือ
ถอนตัว จากการวิจยัไดทุ้กขณะ โดยไม่ตอ้งใหเ้หตุผลและไม่สูญเสียประโยชน์ท่ีพึงไดรั้บ  

10. หากท่านมีขอ้สงสัยให้สอบถามเพิ่มเติมไดโ้ดยสามารถติดต่อผูวิ้จยัไดต้ลอดเวลา และ
หากผูวิ้จยัมีขอ้มูลเพิ่มเติมท่ีเป็นประโยชน์หรือโทษเก่ียวกบัการวิจยั ผูวิ้จยัจะแจง้ใหท้่านทราบอย่าง
รวดเร็วเพื่อใหผู้มี้ส่วนร่วมในการวิจยัทบทวนวา่ยงัสมคัรใจจะอยูใ่นงานวิจยัต่อไปหรือไม่  

11. ขอ้มูลท่ีเก่ียวขอ้งกบัท่านจะเก็บเป็นควำมลับ หากมีการเสนอผลการวิจยัจะเสนอเป็น
ภาพรวมขอ้มูลใดท่ีสามารถระบุถึงตวัท่านไดจ้ะไม่ปรากฏในรายงาน เม่ือส้ินสุดโครงการวิจยัขอ้มูล
ของท่านจะถูกท าลายทนัทีดว้ยเคร่ืองท าลายเอกสาร และตวัอย่างเลือดจะถูกท าลายตามวิธีปฏิบติั
มาตรฐานของหอ้งปฏิบติัการ 

12. หลงัเสร็จส้ินงานวิจยัน้ีท่านจะไดรั้บของท่ีระลึกเป็นเส่ือโยคะและผา้ขนหนูซับเหง่ือ
เป็นท่ีระลึก และในการวิจยัน้ีท่านไม่ตอ้งเสียค่าใชจ่้ายใด ๆ ทั้งส้ิน 

13. หากท่านไม่ไดรั้บการปฏิบติัตามขอ้มูลดงักล่าวสามารถร้องเรียนไดท่ี้ คณะกรรมการ
พิจารณาจริยธรรมการวิจัยในคน กลุ่มสหสถาบัน ชุดท่ี 1 จุฬาลงกรณ์มหาวิทยาลยั 254 อาคาร
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จามจุรี 1 ชั้น 2 ถนนพญาไท เขตปทุมวนั กรุงเทพฯ 10330 โทรศพัท/์โทรสาร 0-2218-3202 E-mail: 
eccu@chula.ac.th 
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Appendix C/1: Consent form for the intervention group 

 

หนังสือแสดงควำมยินยอมเข้ำร่วมกำรวิจัย 

ส ำหรับกลุ่มออกก ำลังกำย 
      ท าท่ี.................................................................... 

วนัท่ี............เดือน.....................พ.ศ. .................. 
เลขท่ี ประชากรตวัอยา่งหรือผูมี้ส่วนร่วมในการวิจยั…................…… 

ขา้พเจา้ ซ่ึงไดล้งนามทา้ยหนงัสือน้ี  ขอแสดงความยนิยอมเขา้ร่วมโครงการวิจยั 
ช่ือโครงการวิจยั ......ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดู และเสริมสร้าง
คุณภาพชีวิตในสตรีวยัใกลห้มดระดู: การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน..... 
ช่ือผูว้ิจยั …นางสาวณฐัสุภา   อาจองค…์…………….. 
ท่ีอยูท่ี่ติดต่อ ..... 102/58 หมู่ 8 ต.บางเลน อ.บางใหญ่ จ.นนทบุรี 11140....โทรศพัท ์.... 087 782 6529....... 
 ขา้พเจา้ ได้รับทราบรายละเอียดเก่ียวกับท่ีมาและวตัถุประสงค์ในการท าวิจยั รายละเอียด
ขั้นตอนต่าง ๆ ท่ีจะตอ้งปฏิบติัหรือไดรั้บการปฏิบติั ความเส่ียง/อนัตราย และประโยชน์ซ่ึงจะเกิดขึ้น
จากการวิจยัเร่ืองน้ี โดยได้อ่านรายละเอียดในเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยัโดยตลอด และได้รับ
ค าอธิบายจากผูว้ิจยั จนเขา้ใจเป็นอยา่งดีแลว้ 

ขา้พเจา้จึงสมคัรใจเขา้ร่วมในโครงการวิจยัน้ี ตามท่ีระบุไวใ้นเอกสารช้ีแจงผูเ้ขา้ร่วมการ
วิจยั ซ่ึงโครงการน้ีใชเ้วลาทั้งส้ิน 16 สัปดาห์ โดยขา้พเจา้ยนิยอมเขา้ร่วมการวิจยัโดยในวนัแรก ของ
โครงการวิจยัน้ี ขา้พเจา้จะไดรั้บโปรแกรมออกก าลงักายทิเบตโยคะ ร่วมกบัแผน่พบัความรู้อาการวยั
ทอง โดยในคร้ังแรกจะไดรั้บโปรแกรมออกก าลงักายจากผูวิ้จยัและครูสอนโยคะ ณ ลานกิจกรรม  
และขา้พเจา้ยินยอมให้ผูวิ้จยัประเมินอาการวยัทอง ประเมินคุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดั
ส่วนสูง ชั่งน ้ าหนัก และเจาะเลือดปริมาณ 6 มิลลิลิตร เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดย
ผูเ้ช่ียวชาญ โดยใช้เวลาประมาณ 30 นาที โดยสัปดาห์ท่ี 1 - สัปดาห์ท่ี 11 ของโครงการวิจัยน้ี 
ขา้พเจา้จะไดรั้บการออกก าลงักายดว้ยทิเบตโยคะ 3 วนัต่อสัปดาห์  ในวนัจนัทร์ วนัพุธ และวนัศุกร์ 
คร้ังละประมาณ 30 นาที เวลา 17.30-18.00 น. ณ ลานกิจกรรม ชุมชนหมู่ 9 ต.ละหาร อ.บางบวัทอง 
จ.นนทบุรี ในสัปดาห์ท่ี 12  ของโครงการวิจยัน้ี ขา้พเจา้ยินยิมให้มีการประเมินอาการวยัทอง ใช้
เวลาประมาณ 10-15 นาที และในวนัสุดทา้ยของโครงการวิจยั (สัปดาห์ท่ี 16) ขา้พเจา้จะไดรั้บการ
ประเมินอาการวยัทอง ประเมินคุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้ าหนกั และเจาะ
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เลือดปริมาณ 6 มิลลิลิตร เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญใชเ้วลาประมาณ 30 นาที 
เม่ือเสร็จส้ินการวิจยัแลว้ขอ้มูลท่ีเก่ียวขอ้งกบัผูมี้ส่วนร่วมในการวิจยัจะถูกท าลาย  

ขา้พเจา้มีสิทธิถอนตวัออกจากการวิจยัเม่ือใดก็ไดต้ามความประสงค ์โดยไม่ตอ้งแจง้เหตุผล 
ซ่ึงการถอนตวัออกจากการวิจยันั้น จะไม่มีผลกระทบในทางใด ๆ ต่อขา้พเจา้ทั้งส้ิน  

ขา้พเจา้ได้รับค ารับรองว่า ผูวิ้จยัจะปฏิบติัต่อขา้พเจา้ตามขอ้มูลท่ีระบุไวใ้นเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวิจยั และขอ้มูลใด ๆ ท่ีเก่ียวขอ้งกับข้าพเจ้า ผูว้ิจยัจะเก็บรักษาเป็นความลบั โดยจะ
น าเสนอขอ้มูลการวิจยัเป็นภาพรวมเท่านั้น ไม่มีขอ้มูลใดในการรายงานท่ีจะน าไปสู่การระบุตัว
ขา้พเจา้ 
 หากข้าพเจ้าไม่ได้รับการปฏิบัติตรงตามท่ีได้ระบุไวใ้นเอกสารช้ีแจงผูเ้ข้าร่วมการวิจัย 
ขา้พเจา้สามารถร้องเรียนไดท่ี้คณะกรรมการพิจารณาจริยธรรมการวิจยัในคน กลุ่มสหสถาบนั ชุดท่ี 
1 จุฬาลงกรณ์มหาวิทยาลยั 254 อาคารจามจุรี 1 ชั้น 2 ถนนพญาไท เขตปทุมวนั กรุงเทพฯ 10330 
โทรศพัท/์โทรสาร 0-2218-3202 
 E-mail: eccu@chula.ac.th 
 
 

ขา้พเจา้ไดล้งลายมือช่ือไวเ้ป็นส าคญัต่อหน้าพยาน ทั้งน้ีขา้พเจา้ไดรั้บส าเนาเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวิจยั  และส าเนาหนงัสือแสดงความยนิยอมไวแ้ลว้ 

 
ลงช่ือ............................................................. 

(นางสาวณฐัสุภา  อาจองค)์ 
ผูว้ิจยัหลกั 

ลงช่ือ............................................................. 
(............................................................) 

ผูมี้ส่วนร่วมในการวิจยั 
  

  
 ลงช่ือ............................................................. 

(............................................................) 
พยาน 

 

mailto:eccu@chula.ac.th
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Appendix C/2: Consent form for the control group 

 
หนังสือแสดงควำมยินยอมเข้ำร่วมกำรวิจัย 

ส ำหรับกลุ่มควบคุม 
      ท าท่ี..................................................................... 

วัน ท่ี ... . . . . . . . . . . เดื อ น .... . . . . . . . . . . . . . . . . .พ .ศ . 
.................. 

เลขท่ี ประชากรตวัอยา่งหรือผูมี้ส่วนร่วมในการวิจยั…................…… 
ขา้พเจา้ ซ่ึงไดล้งนามทา้ยหนงัสือน้ี  ขอแสดงความยนิยอมเขา้ร่วมโครงการวิจยั 

ช่ือโครงการวิจยั ......ประสิทธิผลของทิเบตโยคะเพื่อลดกลุ่มอาการวยัหมดระดู และเสริมสร้าง
คุณภาพชีวิตในสตรีวยัใกลห้มดระดู: การทดลองแบบสุ่มและมีกลุ่มควบคุมในชุมชน..... 
ช่ือผูว้ิจยั …นางสาวณฐัสุภา   อาจองค…์…………….. 
ท่ีอยูท่ี่ติดต่อ ... 102/58 หมู่ 8 ต.บางเลน อ.บางใหญ่ จ.นนทบุรี 11140......โทรศพัท ์... 087 782 6529....... 
 ขา้พเจา้ ได้รับทราบรายละเอียดเก่ียวกับท่ีมาและวตัถุประสงค์ในการท าวิจยั รายละเอียด
ขั้นตอนต่าง ๆ ท่ีจะตอ้งปฏิบติัหรือไดรั้บการปฏิบติั ความเส่ียง/อนัตราย และประโยชน์ซ่ึงจะเกิดขึ้น
จากการวิจยัเร่ืองน้ี โดยได้อ่านรายละเอียดในเอกสารช้ีแจงผูเ้ขา้ร่วมการวิจยัโดยตลอด และได้รับ
ค าอธิบายจากผูว้ิจยั จนเขา้ใจเป็นอยา่งดีแลว้ 

ขา้พเจา้จึงสมคัรใจเขา้ร่วมในโครงการวิจยัน้ี ตามท่ีระบุไวใ้นเอกสารช้ีแจงผูเ้ขา้ร่วมการ
วิจยั ซ่ึงโครงการน้ีใชเ้วลาทั้งส้ิน 16 สัปดาห์ โดยขา้พเจา้ยนิยอมเขา้ร่วมการวิจยัโดยในวนัแรก ของ
โครงการวิจยัน้ี ขา้พเจา้จะไดรั้บการให้ความรู้เก่ียวกบัอาการวยัทอง และแผ่นพบัความรู้จากผูว้ิจยั
และได้รับค าแนะน าในการดูแลสุขภาพทั่วไปจากผูวิ้จยัในวนัแรก และขา้พเจ้ายินยอมให้ผูวิ้จัย
ประเมินอาการวยัทอง ประเมินคุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้ าหนกั และเจาะ
เลือดปริมาณ 6 มิลลิลิตร เพื่อตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญ ในสัปดาห์ท่ี 12  ของ
โครงการวิจยัน้ี ขา้พเจา้ยินยิมให้มีการประเมินอาการวยัทอง ใชเ้วลาประมาณ 10-15 นาที และใน
วนัสุดทา้ยของโครงการวิจยั (สัปดาห์ท่ี 16) ขา้พเจ้าจะได้รับการประเมินอาการวยัทอง ประเมิน
คุณภาพชีวิต สอบถามขอ้มูลทัว่ไป วดัส่วนสูง ชัง่น ้ าหนัก และเจาะเลือดปริมาณ 6 มิลลิลิตร เพื่อ
ตรวจหาฮอร์โมนเอสโตรเจน โดยผูเ้ช่ียวชาญใช้เวลาประมาณ 30 นาที เม่ือเสร็จส้ินการวิจยัแลว้
ขอ้มูลท่ีเก่ียวขอ้งกบัผูมี้ส่วนร่วมในการวิจยัจะถูกท าลาย  

ขา้พเจา้มีสิทธิถอนตวัออกจากการวิจยัเม่ือใดก็ไดต้ามความประสงค ์โดยไม่ตอ้งแจง้เหตุผล 
ซ่ึงการถอนตวัออกจากการวิจยันั้น จะไม่มีผลกระทบในทางใด ๆ ต่อขา้พเจา้ทั้งส้ิน  
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ขา้พเจา้ได้รับค ารับรองว่า ผูวิ้จยัจะปฏิบติัต่อขา้พเจา้ตามขอ้มูลท่ีระบุไวใ้นเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวิจยั และขอ้มูลใด ๆ ท่ีเก่ียวขอ้งกับข้าพเจ้า ผูว้ิจยัจะเก็บรักษาเป็นความลบั โดยจะ
น าเสนอขอ้มูลการวิจยัเป็นภาพรวมเท่านั้น ไม่มีขอ้มูลใดในการรายงานท่ีจะน าไปสู่การระบุตัว
ขา้พเจา้ 
 หากข้าพเจ้าไม่ได้รับการปฏิบัติตรงตามท่ีได้ระบุไวใ้นเอกสารช้ีแจงผูเ้ข้าร่วมการวิจัย 
ขา้พเจา้สามารถร้องเรียนไดท่ี้คณะกรรมการพิจารณาจริยธรรมการวิจยัในคน กลุ่มสหสถาบนั ชุดท่ี 
1 จุฬาลงกรณ์มหาวิทยาลยั 254 อาคารจามจุรี 1 ชั้น 2 ถนนพญาไท เขตปทุมวนั กรุงเทพฯ 10330 
โทรศพัท/์โทรสาร 0-2218-3202 
 E-mail: eccu@chula.ac.th 
 
 

ขา้พเจา้ไดล้งลายมือช่ือไวเ้ป็นส าคญัต่อหน้าพยาน ทั้งน้ีขา้พเจา้ไดรั้บส าเนาเอกสารช้ีแจง
ผูเ้ขา้ร่วมการวิจยั  และส าเนาหนงัสือแสดงความยนิยอมไวแ้ลว้ 

ลงช่ือ............................................................. 
(นางสาวณฐัสุภา  อาจองค)์ 

ผูว้ิจยัหลกั 

ลงช่ือ............................................................. 
(............................................................) 

ผูมี้ส่วนร่วมในการวิจยั 
  

  
 ลงช่ือ............................................................. 

(............................................................) 
พยาน 

 

mailto:eccu@chula.ac.th
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Appendix D/1: Questionnaire on Screening Climacteric Symptoms (Thai version) 

ID ___________ 
DD/MM/YYYY of Interview ____/____/____ 

 

Screening Climacteric symptoms 

ค ำช้ีแจง: ในระยะเวลำ 1 เดือนท่ีผ่ำนมำ ท่ำนมีอำกำรต่อไปนีม้ำกน้อยเพียงใด โปรดท ำเคร่ืองหมำย 
  ลงในช่องแสดงระดับอำกำรท่ีเกิดขึน้กับตัวท่ำนตำมควำมเป็นจริงมำกท่ีสุด 

อำกำร  ไ ม่ มี
อำกำร 
  (0) 

มีอำกำร 
เล็กน้อย 

(1) 

มีอำกำร 
ปำกลำง 
(2) 

มีอำกำร 
มำก 
(3) 

1.ร้อนวูบวาบตามตวัและหนา้อก     
2.เหง่ือออกมากช่วงกลางคืน     
3.ปวดศีรษะ     
4.อารมณ์แปรปรวน     
5.หงุดหงิด     
6.รู้สึกถูกทอดท้ิง     
7.กระวนกระวายใจ     
8.นอนไม่หลบั     
9.รู้สึกเหน่ือยง่าย     
10.ปวดหลงั     
11.ปวดตามขอ้ต่าง ๆ     
12.ปวดกลา้มเน้ือ     
13.ผิวหนงัแหง้     
14.ช่องคลอดแหง้     
15.เจ็บเวลาร่วมเพศ     
16.ไม่มีความสุขทางเพศ     
17.เบ่ือและไม่สนใจทางเพศ     
18.ปัสสาวะแสบ     
19.ปัสสาวะบ่อย     
20.ปัสสาวะเลด็หรือกลั้นปัสสาวะล าบาก     

                                                 รวมคะแนน     
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Appendix D/2: Socio-demographic characteristics (Thai version) 

ID ___________ 
DD/MM/YYYY of Interview ____/____/____ 

ส่วนท่ี 1: ข้อมูลท่ัวไป 
1. อาย ุณ วนัท่ีสัมภาษณ์      ……………….  ปี 
2. สถานภาพสมรส 1 โสด        2 แต่งงาน 
 3 หยา่ร้าง/แยกกนัอยู ่ 4 หมา้ย 
3. การศึกษา 1 ประถมศึกษา 

3  อนุปริญญา/ประกาศนียบตัร 
5  สูงกวา่ปริญญาตรี 

2 มธัยมศึกษา   
4 ปริญญาตรี 
 

4. รายได ้(บาท/เดือน)  
 1 นอ้ยกวา่ 10,000 2 10,001-20,000 
 3 20,001-30,000 4 มากกวา่ 30,000 
5. สูงเท่าไหร่?  
 ………………………… (เซนติเมตร)  
6. น ้าหนกัเท่าไหร่?   
 ………………………… (กิโลกรัม)      
7. คุณเคยสูบบุหร่ี หรือไม่? 
 1 สูบ …………… (อาย)ุ 2 ไม่สูบ 
8. ภำวะเจ็บป่วย/ภำวะสุขภำพ (ปวดหลงั หรือปวดคอ, มีอำกำรปวดหัว และอำกำรปวดเร้ือรัง) 
คุณมีปัญหาสุขภาพ หรือมีอาการเจ็บป่วยหรือไม่. 
 1 มี   (ระบุ)……..  2 ไม่มี 
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Appendix D/3: Case Record Form – Laboratory 

 

ID ___________ 

DD/MM/YYYY of Interview ____/____/____ 

 

Part 3: Case Record Form (Laboratory)   

 

 Week 0              Week12                  Week16          

Tall (CENTIMETERS)   

Weigh (KILOGRAMS)        

BMI    

ESTROGEN   
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Appendix D/4: World Health Organization Quality of Life -BREF-THAI 

   ID ___________ 
DD/MM/YYYY of Interview ____/____/____ 

 
แบบวัดคุณภำพชีวิตขององค์กำรอนำมัยโลกชุดย่อ ฉบับภำษำไทย  

(WHOQOL-BREF-THAI) 
ค ำชี้แจง ขอ้ค าถามต่อไปน้ีจะถามถึงประสบการณ์อย่างใดอย่างหน่ึงของท่าน ในช่วง 2 สัปดาห์ท่ี
ผา่นมา ให้ท่านส ารวจตวัเอง และประเมินเหตุการณ์ หรือความรู้สึกของท่าน แลว้ท าเคร่ืองหมาย ✓ 
ในช่องค าตอบท่ีเหมาะสม และเป็นจริงกบัตวัท่านมากท่ีสุด 
ค าตอบมี 5 ตวัเลือก คือ 
 ไม่เลย   หมายถึง    ท่านไม่มีความรู้สึกเช่นนั้นเลย รู้สึกไม่พอใจมาก หรือรู้สึกแยม่าก 
 เลก็นอ้ย  หมายถึง  ท่านมีความรู้สึกเช่นนั้นนาน ๆ คร้ัง รู้สึกเช่นนั้นเลก็นอ้ย รู้สึกไม่พอใจ หรือ 

รู้สึกแย ่
 ปานกลาง  หมายถึง  ท่านมีความรู้สึกเช่นปานกลาง รู้สึกพอใจระดบัปานกลาง หรือรู้สึกระดบัปานกลาง 
 มาก      หมายถึง  ท่านมีความรู้สึกเช่นนั้นบ่อย ๆ รู้สึกเช่นนั้นมาก รู้สึกพอใจ หรือรู้สึกดี 
 มากท่ีสุด  หมายถึง  ท่านมีความรู้สึกเช่นนั้นเสมอ รู้สึกเช่นนั้นมากท่ีสุด หรือรู้สึกว่าสมบูรณ์  

รู้สึกพอใจมาก รู้สึกดีมาก 
ข้อที ่ ในช่วง 2 สัปดำห์ที่ผ่ำนมำ ไม่เลย เล็กน้อย ปำน

กลำง 
มำก มำก

ท่ีสุด 
1 ท่ านพอใจกับ สุขภาพของท่ านในตอน น้ี

เพียงใด 
     

2 การเจ็บปวดตามร่างกาย เช่น ปวดหวั ปวดทอ้ง 
ปวดตามตัว ท าให้ท่านไม่สามารถท าในส่ิงท่ี
ตอ้งการมากนอ้ยเพียงใด 

     

3 ท่านมีก าลงัเพียงพอท่ีจะท าส่ิงต่าง ๆ ในแต่ละ
วัน ไห ม  (ทั้ ง เ ร่ื อ ง งาน  ห รือ ก ารด า เนิ น
ชีวิตประจ าวนั) 

     

4 ท่านพอใจกบัการนอนหลบัของท่านมากน้อย
เพียงใด 

     

5 ท่านรู้สึกพึงพอใจในชีวิต (เช่น มีความสุข 
ความสงบ มีความหวงั) มากนอ้ยเพียงใด 

     

6 ท่านมีสมาธิในการท างานต่าง ๆ ดีเพียงใด      
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ข้อที ่ ในช่วง 2 สัปดำห์ที่ผ่ำนมำ ไม่เลย เล็กน้อย ปำน
กลำง 

มำก มำก
ท่ีสุด 

7 ท่านรู้สึกพอใจในตนเองมากนอ้ยแค่ไหน      
8 ท่านยอมรับรูปร่างหนา้ตาของตวัเองไดไ้หม      
9 ท่านมีความรู้สึกไม่ดี เช่น รู้สึกเหงา เศร้า หดหู่ 

ส้ินหวงั วิตกกงัวล บ่อยแค่ไหน 
     

10 ท่านรู้สึกพอใจมากน้อยแค่ไหนท่ีสามารถท า
อะไรๆ นไปไดใ้นแต่ละวนั 

     

11 ท่านจ าเป็นต้องไปรับการรักษาพยาบาลมาก
นอ้ยเพียงใด เพื่อท่ีจะท างาน หรือมีชีวิตอยู่ไป
ไดใ้นแต่ละวนั 

     

12 ท่านพอใจกับความสามารถในการท างานได้
อยา่งท่ีเคย 

     

 ท ามามากนอ้ยเพียงใด      
13 ท่านพอใจกับการผูกมิตร หรือเข้ากับคนอื่น

อยา่งท่ีผา่นมาแค่ไหน 
     

14 ท่านพอใจกับการช่วยเหลือท่ีเคยได้รับจาก
เพื่อนๆ แค่ไหน 

     

15 ท่านรู้สึกว่าชีวิตมีความมัน่คงปลอดภยัดีไหม
ในแต่ละวนั 

     

16 ท่านพอใจกบัสภาพบา้นเรือนท่ีอยู่ตอนน้ีมาก
นอ้ยเพียงใด 

     

17 ท่านมีเงินพอใช้จ่ายตามความจ าเป็นมากน้อย
เพียงใด 

     

18 ท่ าน พ อ ใจ ท่ี จ ะส าม ารถ ไป ใช้ บ ริ ก าร
สาธารณสุขไดต้ามความจ าเป็นเพียงใด 

     

19 ท่านไดรู้้เร่ืองราวข่าวสารท่ีจ าเป็นในชีวิตแต่
ละวนัมากนอ้ยเพียงใด 

     

20 ท่านมีโอกาสได้ผ่อนคลายความเครียดมาก
นอ้ยเพียงใด 

     

21 สภาพแวดลอ้มดีต่อสุขภาพของท่านมากน้อย
เพียงใด 

     

22 ท่านพอใจกบัการเดินทางไปไหนมาไหนของ
ท่าน (หมายถึงการคมนาคม) มากนอ้ยเพียงใด 
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ข้อที ่ ในช่วง 2 สัปดำห์ที่ผ่ำนมำ ไม่เลย เล็กน้อย ปำน
กลำง 

มำก มำก
ท่ีสุด 

23 ท่านรู้สึกว่าชีวิตของท่านมีความหมายมาก
นอ้ยแค่ไหน 

     

24 ท่านสามารถไปไหนมาไหนด้วยตนเองได้ดี
เพียงใด 

     

25 ท่านพอใจในชีวิตทางเพศของท่านแค่ไหน 
(ชีวิตทางเพศ หมายถึง เม่ือเกิดความรู้สึกทาง
เพศขึ้นแล้ว ท่านมีวิธีจดัการให้ผ่อนคลายลง
ได้  ร วม ถึ งก าร ช่ ว ยตน เอ ง  ห รื อ ก าร มี
เพศสัมพนัธ์) 

     

26 ท่านคิดว่าท่ านมีคุณภาพชีวิต (ชี วิตความ
เป็นอยู)่ อยูใ่นระดบัใด 
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Appendix E: Budget 

 

Activity Estimated expenses (THB) 

Transportation  25,000 

Office Equipment  10,000 

Measurement tool  40,000 

Printing and Photo copy  40,000 

Data Collection  40,000 

Research Assistant  40,000 

Compensation Tibetan YOGA expert 50,000 

Laboratory Test 20,000 

Souvenir for Participants  40,000 

Total  305,000 
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Appendix F: Photos of research coordination, data collection and intervention  

 

Picture 1: Research coordination and planning with village head for participant 

screening, recruitment enrollment, intervention and data collection 
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Picture 2: Tibetan Yoga Intervention 
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Picture 3: Blood sample collection  
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