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In North America and Western Europe, women now compose almost half the workforce but still 
face disparities in pay and promotions. We suggest that women’s natural experiences of the three 
Ms (i.e., menstruation, maternity, and menopause) are taboo topics in ways that may constrain 
women’s careers. We propose that the three Ms are particularly incongruent with expectations 
at intersecting career stages (i.e., a job market newcomer having menstrual discomfort, an early 
career professional breastfeeding, a company leader getting hot flashes), with implications for 
work outcomes. In this review, we tackle the taboo of the three Ms by reviewing the evidence for 
how menstruation, maternity, and menopause are each linked to (1) hormonal and physiological 
changes, (2) societal beliefs and stereotypes, and (3) work affect, cognition, and behavior. We 
conclude by proposing novel implications for incorporating the three Ms into existing theoreti-
cal frameworks (i.e., work-nonwork spillover; stigma and disclosure; occupational health) and 
presenting new research questions and practices for understanding and addressing the ways 
that women’s health intersects with career trajectories.
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Many women feel that gender differences, such as PMS, menopause, pregnancy, and menstruation 
should not be discussed in the workplace for fear they will be used against women (High & 
Marcellino, 1994, p. 352).

We need to change the conversation . . . and the policies that too often punish women for being 
women. . . . We shouldn’t be embarrassed by breastfeeding or menstruation (Clinton, 2017).

In today’s organizations, men and women are almost equally represented in the workforce: 
In 2018, women composed 47% of the workforce in Canada and the United States and 46% 
in Europe and the United Kingdom (Catalyst, 2018). Despite women’s presence—and their 
performance ratings—being equivalent to men’s, there are sizable gender disparities in pay 
and promotions (Joshi, Son, & Roh, 2015; Roth, Purvis, & Bobko, 2012), seen globally in 
the widening pay gap and lack of women in senior leadership roles (Catalyst, 2018). The 
combination of the prevalence of and disparities for working women has elicited scholarly 
research and practices around how men and women balance work-family demands (e.g., 
Padavic, Ely, & Reib, 2019; Shockley, Shen, DeNunzio, Arvan, & Knudsen, 2017). Yet, 
much less attention has been paid to female-specific bodily experiences that we call “the 
three Ms”: menstruation (i.e., premenstrual fluctuations and monthly periods), maternity 
(i.e., prenatal bodily change and postnatal lactation), and menopause (i.e., perimenopausal 
changes and cessation of the menstrual cycle).1 Such inattention is likely due to the topics 
being taboo, meaning social prohibitions and shame around their open discussion, as illus-
trated in our opening quotes, which span decades and come from research and popular 
media. We tackle these taboos as potential explanations for gender disparities at work.

The three Ms—and their taboo nature—may constrain women’s careers by simply being 
unique to women. According to feminist theory, work organizations are traditionally masculine 
such that “women’s bodies . . . their pregnancy, breast-feeding, and child care, menstruation 
. . . are suspect, stigmatized and used as grounds for control and exclusion” (Acker, 1990: 
151-152). In other words, women must bend their bodies to organizational norms or risk los-
ing work outcomes, creating a “lifelong subjugation of women’s bodies” (Goldstein, 2000: 
321) with costs to women’s personal health and their careers. In fact, media cases describe 
women hiding these female experiences at work, such as bearing uncomfortable pressure in 
the chest due to a lack of location or time to pump breastmilk (Joyce, 2017) and sitting in 
meetings through intense menopausal hot flashes (Brewis, Davies, Matheson, & Beck, 2017). 
Media cases also illustrate career consequences associated with the three Ms: Observable 
signs of menstruation and menopause are used to ridicule and undermine professional women 
(Garber, 2017; Weiss-Wolf, 2017). Maternity—even the belief that a childless woman might 
become pregnant—costs women work rewards (Kitroeff & Silver-Greenberg, 2018; Zaleski, 
2015). Yet, these may be extreme cases; a systematic review of evidence is needed to describe 
how the three Ms affect working women.

In the current review, we suggest that the three Ms have systematic consequences on wom-
en’s careers because bodily experiences are incongruent with ideal worker expectations (Davies 
& Frink, 2014). A traditional view of an ideal worker is an employee who “has no sexuality, 
emotionality, and does not procreate” (Acker, 1990: 151); in this way, ideal workers are pre-
dictable, controllable, and reliable. In contrast, the three Ms represent “a danger to the spoken 
or unspoken social order of the organization on account of their ‘leakiness,’ unboundedness, 
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unpredictability or unreliability” (Jack, Riach, & Bariola, 2019: 126). Furthermore, ideal work-
ers offer “complete commitment to paid work through long work hours, around-the-clock 
availability (especially for professionals), and prioritize employers’ interests above personal 
ones” (Kmec, O’Connor, & Schieman, 2014: 64; see also Padavic et al., 2019); the three Ms 
may require attending to personal needs first. Overall, when one of the three Ms is brought into 
work (e.g., breastfeeding worker pumping, senior manager having a hot flash), the incongru-
ence with ideal worker expectations can have costs to career advancement.

The time is right to tackle the taboo of the three Ms at work. Scholars have called for more 
attention to bodily changes and hormonal fluctuations at work (Akinola, 2010; Ganster & 
Rosen, 2013). Managers are seeking effective practices to accommodate half their work-
force’s needs in terms of menstrual cycles (Begley, 2016), breastfeeding/pumping (Bai, 
Wunderlich, & Weinstock, 2012), and menopausal symptoms (Pinkerton, 2015). Our integra-
tive review draws on biology, psychology, and sociology to understand how the three Ms 
intersect with career expectations. In what follows, we (1) review the physiology, stereo-
types, and work correlates of menstruation, maternity, and menopause; (2) summarize themes 
across this body of evidence; and (3) propose implications for paradigms in work-family, 
diversity, and occupational health as well as future research and practice. Our central goal is 
to normalize conversation about the three Ms for scholars and practitioners and render them 
as addressable challenges of women’s careers.

A Review of the Three Ms in Organizational Life

Describing menstruation, maternity, and menopause “in general” is a challenge, as the 
experiences vary greatly. Three Ms vary in terms of whether they occur (e.g., menstruation 
ceases due to health issues; women choose not to get pregnant or are unable to do so) and 
how they occur (e.g., mild to severe symptoms, which also vary greatly within person). 
However, because the taboo nature of the three Ms contributes to ignorance around these 
experiences, we summarize common experiences while acknowledging extreme cases as 
well (e.g., intense pain, infertility).

We organize our review by introducing each of the three Ms as intersecting with and being 
most consequential during an aligned career stage: (1) menstruation distress is most common 
when women are younger and adapting to first jobs; (2) maternity typically occurs during 
early to midcareer, when full commitment is expected; and (3) menopausal symptoms usually 
occur during mid- to late career, when leader emergence is likely (see Figure 1). Although 
careers can also unfold in distinct nonlinear ways (e.g., Mainiero & Sullivan, 2015), for the 
sake of parsimony we present careers as progressing in a linear fashion. In what follows, we 
first describe the potential incongruence between experiencing each of the three Ms (the bot-
tom of Figure 1) and the ideal worker expectations in the intersecting career stage (the top of 
Figure 1); we then review evidence for hormonal and physiological indicators (see Table 1), 
societal beliefs, and affective, cognitive, and behavioral correlates relevant to the workplace.

Menstruation: Monthly Cycles for Young Working Women

“Although menstruation is a shared experience for most women, it . . . historically has 
been surrounded with secrecy, shame, and lack of knowledge . . . [and] used to stigmatize and 
devalue women” (Sveinsdóttir, 2016: 1391).
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Menarche—the first period—begins around 12 to 13 years on average around the globe 
(Thomas, Renaud, Beneiace, & De Mfeus, 2001). Working women are menstruating through-
out their careers, with experiences varying in predictability and discomfort woman to woman, 
month to month, and day to day (Motro, Gabriel, & Ellis, 2019). Yet, “as women age they 
adjust to the premenstrual symptoms and find ways of coping with them so as not to allow 
them to interfere with job performance” (High & Marcellino, 1995: 270). This means that 
menstrual symptoms and discomfort are more likely for younger women in their teens and 
twenties (László & Kopp, 2009).

According to global census data from the International Labour Organization (2018), the 
workforce newcomer category is 15 to 25 years old, in which female workers are similarly 
represented to the overall average (e.g., 47% in United States). Female workers are entering 
the workforce at this age, when menstruation is most likely to be distressing. The primary 
goal for these workforce newcomers is adaptation—processing new information and 

Table 1

Summary of the Typical Stages and Experiences of the Three Ms of a Woman’s Life

Menstrual Maternala Menopausal

Age of onsetb 12–13 years 25–29 years 44–51 years
Frequency Monthly 2.5c Once

 Premenstrual (Ovulation) Prenatal (Pregnancy) Perimenopause

Duration 21–25 days 40 weeks 1–10 years (varies)
Hormonal Rise in estrogen and 

progesterone
Rise in estrogen and 

progesterone
Drop in estrogen, rise in 

follicular stimulating 
hormone

Indicators / 
symptoms

Premenstrual syndrome; 
variable moods and 
discomfort for some 
women

Nausea; bodily discomfort 
with reduced space for 
bladder, stomach, and 
intestines; sleep loss. 
Release of amniotic fluid

Irregular menstrual cycle 
and skipped periods 
(amenorrhea); vasomotor 
symptoms; distraction; 
sleep loss. Release of 
perspiration

 Menstrual (Period) Postnatal (Lactation) Postmenopause

Duration 3–8 days 6–12 months 
(recommended)

30 years (life span after 
period stops)

Hormonal Drop in estrogen and 
progesterone

Rise in prolactin and 
oxytocin

Drop in estrogen; testosterone 
relatively higher

Possible 
indicators / 
symptoms

Pain from dysmenorrhea 
(abdominal cramping); 
menstrual synchrony; 
sleep loss. Release of 
uterine blood

Socioemotional 
connections; pain from 
pressure in chest; mastitis 
(infection); sleep loss. 
Release of breastmilk

Identity seeking; vasomotor 
symptoms; sleep loss. 
Release of perspiration

Note: This table represents common or typical hormonal and bodily changes during each stage, recognizing that 
women vary greatly from one another.
aMaternity phase is not experienced by all women for many reasons, including choice or infertility.
bThe spread of average ages represents findings from the US, UK, Australian, and Chinese samples, which composed 
the majority of the evidence reviewed.
cThe average number of times refers to fertility (births) per woman; however, miscarriage can end a pregnancy and 
also be taboo to discuss at work (see Bergman et al., in press).
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challenges, managing stress, creating a positive impression, and building social capital and 
relationships (e.g., Collins & Stevens, 2002; Saks & Gruman, 2018; Whitely, Dougherty, & 
Dreher, 1992). Thus, newcomers must learn quickly and build relationships with peers and 
supervisors; however, the beliefs and experiences of menstruation appear incongruent with 
such goals (see Figure 1).

Hormonal and physiological indicators. The menstrual cycle occurs every 24 to 35 
days (Heitz, Eisenman, Beck, & Walker, 1999) with two main phases (see Table 1). In the 
premenstruation phase, ovulation occurs, and estrogen increases to allow the lining of the 
uterus to thicken, followed by a rise in progesterone to prepare for possible egg fertilization. 
Prior to the next phase, women in their mid- to late twenties can experience premenstrual 
syndrome (PMS), defined as physical and emotional symptoms (e.g., body aches, digestive 
issues, mood swings, sleep issues; www.womenshealth.gov). Dysmenorrhea (i.e., abdomi-
nal cramping) is the most common symptom, experienced by more than half of women 1 to 
2 days a month in response to the release of prostaglandins from the uterus lining (American 
College of Obstetricians and Gynecologists, 2015).

The menstrual phase (“the period”) occurs after estrogen and progesterone levels rapidly 
drop, resulting in shedding the uterine lining needed for fertilization. The menstrual release 
of blood is a clear indicator of this phase, and as such, its correlates at work are more often 
studied than other parts of the cycle (Motro et al., 2019). Estrogen levels are lowest at this 
time, which is implicated in felt pain and ill-being (Grossi, Lipton, & Bigal, 2009). In fact, 
women commonly report mild somatic symptoms, including breast tenderness, abdominal 
bloating, and fluid retention/swelling (Ferrero et al., 2006), with a subset reporting extreme 

Figure 1
Conceptual Intersection of Women’s Life Phases (Three Ms) With Career Phases

Note: This is a simplified linear presentation of what may be nonlinear, dynamic, and variable experiences for the 
career and life phases. The dashed lines indicate that maternity is a life stage that may not occur for all women, due 
to choice or health issues. Women may repeat the maternal phase multiple times, may enter the workforce later in 
life after menstruation stabilizes and/or the maternity phase is over, or may leave the workforce after maternity and/
or before menopause (Mainiero & Sullivan, 2005).

www.womenshealth.gov
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symptoms that may require bedrest (e.g., abnormal uterine bleeding; van Eijkeren, Christiaens, 
Haspels, & Sixma, 1990). As a caveat, the use of contraceptives, used by about 17% of U.S. 
women aged 15 to 44 years (Jones, Mosher, & Daniels, 2012), can reduce these hormonal 
fluctuations but can also create other bodily side effects and symptoms (e.g., nausea, head-
aches). Overall, menstrual symptoms can be mild and inconsequential or distracting and 
painful, varying by people and points in time.

Beliefs and stereotypes. In general, the monthly “period” is linked to beliefs about 
women being dangerous, dirty, and disgusting, depending on sociocultural values (Stubbs 
& Costos, 2004). Viewing menstruating as disgusting is related to societal views toward 
women (Johnston-Robledo, Sheffield, Voigt, & Wilcox-Constantine, 2007), with societ-
ies with greater hostility toward women and less egalitarianism more likely to stigma-
tize menstruation, creating feelings of disgust, secrecy, and shame (Peranovic & Bentley, 
2017: 121). In such societies, signs of menstruation (e.g., hygiene products, cramping) 
are hidden and not openly discussed. Yet, menstruation is also recognized as “a biologi-
cal process that affects half the population . . . [and] it is important to know about and 
understand,” and some groups (e.g., Yurok in the northwest United States; Ulithi of the 
South Pacific) view menstruation as purifying and a celebratory sign of adulthood (Brink, 
2015).

These societal beliefs affect how others react to women menstruating and how women 
perceive themselves. In Western society, beliefs exist today that PMS and menstruation cre-
ate intense negative moods and impair decision making. Two legal cases in the 1980s ampli-
fied these beliefs when British courts accepted PMS as part of the defense in two murder 
trials (Chrisler & Levy, 1990), suggesting that the women were “in the grip of a biological 
force beyond [their] control—a compulsion to violence triggered by premenstrual tension” 
(Fields, 1982). More recently, a survey of 1,034 Americans found that 35% of respondents 
believed that menstruation impairs women’s ability to think and 26% thought that women 
cannot work during menstruation (Sommer, 1983). Furthermore, experimental research 
shows that women believed to be menstruating (manipulated by dropping a tampon) are 
evaluated less competent and avoided than women who are not (Roberts, Goldenberg, Power, 
& Pyszczynski, 2002). These stereotypes have implications for young female employees 
who want to be seen as successfully adapting to new jobs and being prepared for new 
challenges.

Work correlates. Most evidence about menstruation focuses on the menstrual phase since 
the “period” can be directly observed more easily than other phases. In one retrospective 
survey study, U.S. women recalled feeling irritability, anger, and depression just prior to 
and during menstruation, consistent with beliefs about PMS (High & Marcellino, 1995). In 
contrast, a momentary-experience sampling study that tracked 27 Canadian women’s and 
15 men’s moods over 70 days did not show the stereotypical mood fluctuations with the 
menstrual cycle (McFarlane, Martin, & Williams, 1988). In fact, men’s moods were just as 
variable as women’s moods. Notably, the women’s retrospective self-reports aligned with 
stereotypical views, which suggest that negative mood during menstrual cycles is due to 
recall biases aligned with societal expectations (McFarlane et al., 1988). Similarly, in a more 
recent study, Canadian women recalled that they felt like crying more during menstrual than 
premenstrual phases, but no crying differences actually emerged (Romans et al., 2017).
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Although the menstrual cycle may not consistently evoke negative moods, estrogen levels 
are lowest during menstruation such that there may be increased pain sensitivity (Yilmaz, 
Erkin, Mavioğlu, & Sungurtekin, 1998). A recent-experience sampling study of 96 female 
employees in the United States found that menstrual pain predicted negative mood (e.g., 
distressed, annoyed), while controlling for sleep quality and pain medication (Motro et al., 
2019). Thus, counter to societal beliefs, negative moods are not inherent to menstruation 
cycles but linked to discomfort and pain that vary from month to month and woman to 
woman. Given that negative moods affect others’ judgments (Knight & Eisenkraft, 2015), 
menstrual distress is likely problematic for newcomers as they are trying to form a positive 
impression and new relationships.

An additional societal belief is that menstruation affects cognitive ability. Menstrual 
symptoms in gynecologic reports include difficulty concentrating and forgetfulness (Farage, 
Osborn, & MacLean, 2008), but evidence for the menstrual cycle impairing cognitive perfor-
mance is mixed. In a review of 48 classic studies, Sommer (1983) reported that 73% of stud-
ies found no relation between menstruation and cognitive performance. More recent work 
found that dual-task performance (i.e., performing a cognitive task at the same time as 
another task) was not affected across the menstrual cycle (Ni, Hazzard, & Smith, 2018), and 
Sundström-Poromaa (2018: 349) noted that “the overall conclusion is that the menstrual 
cycle differences in sexually dimorphic cognitive tasks are small and difficult to replicate.” 
In fact, only 28.8% of Italian women surveyed agreed that menstruation interfered with work 
focus (Ferrero et al., 2006). Yet, daily menstrual pain was related to feeling mentally depleted 
among U.S. women (Motro et al., 2019), which may be particularly problematic for young 
workers, who are more likely to feel discomfort while menstruating (László & Kopp, 2009) 
and need their full cognitive capacity to learn and develop new skills (e.g., Saks & Gruman, 
2018).

Beliefs about “PMS rage” suggest that aggressive tendencies are also part of the menstrual 
cycle. Indirectly, studies have linked menstruation to sleep problems (Herrmann & Rockoff, 
2013), which are linked to antisocial behaviors at work (Barnes, 2012); however, there is no 
direct evidence for a link to aggression. As another behavioral correlate, competitive tenden-
cies are linked to the menstrual phase according to the “ovulatory competition hypothesis” 
(Durante, Griskevicius, Cantu, & Simpson, 2014: 29). In a U.S. laboratory-based study, 
women in the premenstrual phase (i.e., ovulation) were more likely to choose high-status 
products that boost their position when compared with other women (Durante et al., 2014); 
similarly, two laboratory studies in Italy showed that women in the premenstrual phase were 
more likely to derogate women (Piccoli, Foroni, & Carnaghi, 2013). Notably, prosocial ten-
dencies are also associated with menstruation. Coworkers in close proximity can experience 
“menstrual synchrony” as hormonal phases tied to menstruation align, which is associated 
with affiliation tendencies (Weller, Weller, Koresh-Kamin, & Ben-Shoshan, 1999). However, 
the extent of feeling menstrual pain predicted less helping toward coworkers than when pain 
was not felt (Motro et al., 2019). Thus, ovulatory stage could elicit status-striving as well as 
prosocial behavior, but untreated menstrual pain may constrain newcomers trying to build 
networks.

Finally, a few studies have assessed how menstrual cycles are linked to job performance. 
In general, most women perform their jobs with little notice of menstruation; however, in an 
early survey study, 64% to 70% of women ≤25 years old reported that PMS interfered 
with their productivity (High & Marcellino, 1995). It is unclear whether this relation is a 
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subjective belief (i.e., self-efficacy) or objective, but either is problematic for newcomers. 
For women who experience severe cramping, sitting and standing comfortably can be diffi-
cult (Chen, Draucker, & Carpenter, 2018); yet these women may suffer at work to avoid 
supporting the stereotypes of unreliable women due to “female problems,” resulting in pos-
sible presenteeism (Hasselrot, Lindeberg, Konings, & Kopp Kallner, 2018). Menstrual symp-
toms have been linked to absences (Dawood, 1988), and symptoms may account for the 
nearly full-day gender difference in illness-related absenteeism (Herrmann & Rockoff, 
2013); thus, menstrual pain can have career implications.

Maternity: Pregnancy and Lactating During Early to Midcareer

“Whether women work at Walmart or on Wall Street, getting pregnant is often the moment 
they are knocked off the professional ladder. . . . Pregnancy discrimination remains wide-
spread. It can start as soon as a woman is showing, and it often lasts through her early years 
as a mother” (Kitroeff & Silver-Greenberg, 2018).

The maternal phase refers to the prenatal state (pregnancy), when menstruation ceases, 
and postnatal stage (lactation), during which menstruation resumes. In contrast to menstrua-
tion (and menopause), the maternal phase may not be experienced by all working women due 
to personal choice or reproductive issues (e.g., infertility, miscarriage; Bergman, Siuta, Liu, 
& Capuchino, 2019; Mainiero & Sullivan, 2005). Yet, even the lack of a maternal phase can 
create career issues for women due to (a) violating social expectations that women should 
reproduce and (b) assuming that the female employee may get pregnant in the future (the 
“maybe baby” effect; Gloor, Li, Lim, & Feierabend, 2018). Furthermore, infertility treat-
ments (medical interventions to increase the likelihood of pregnancy) and miscarriage (the 
loss of pregnancy) are hormonal and physiological demands for working women that are also 
taboo (Bergman et al., 2019; Silver-Greenberg & Kitroeff, 2018). Thus, working women are 
affected by the maternity stage during their careers whether they become pregnant and give 
birth or not.

The average age of women at their first birth is around the mid- to late twenties globally 
(Bui & Miller, 2018; Matthews & Hamilton, 2016), with lactation up to 2 years afterward. 
With multiple pregnancies, the maternal phase can last through women’s late thirties to early 
forties, on average. This life stage is typically also when employees are proving their com-
mitment to the organization as a good “team player.” An ideal worker is willing to be avail-
able 24/7 and volunteer time and effort (Bolino, Klotz, Turnley, & Harvey, 2013; Padavic 
et al., 2019) and, as a result, is more likely to obtain social status and resources (Kmec et al., 
2014). They have established early job skills and are now working toward status and pay 
increases, which require agentic behaviors such as putting oneself forward for awards or tak-
ing on new projects and roles. Whereas ideal workers are focusing on work during this career 
stage, working women in the maternity phase are striving to balance work and family 
(Mainiero & Sullivan, 2005). Hormonal and bodily changes—and social reactions to those 
changes—may explain the “maternal wall” around career advancement (Bernard & Correll, 
2015). Furthermore, the “motherhood wage penalty” (i.e., pay gap of mothers vs. nonmoth-
ers) persists across income levels, and is even stronger than the gender pay gap in the United 
States (Budig & Hodges, 2010; Catalyst, 2018).2 In fact, the majority of evidence on the 
maternity phase at work is from the United States, suggesting particular concern about how 
this life phase affects American working women.
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Hormonal and physiological indicators. Maternity—prenatal and postpartum—involves 
complex changes in hormones and physiology. The prototypical 40-week prenatal gestation 
period begins with the fertilization and implantation of an egg, and the hormonal changes 
temporarily cease menstruation. Progesterone and estrogen hormonal levels increase dur-
ing pregnancy (50- to 100-fold increases; Kuijper, Ket, Caanen, & Lambalk, 2013), often 
accompanied by nausea during the first 16 weeks. The growing fetus adds 25 to 45 pounds to 
body weight on average (American College of Obstetricians and Gynecologists, 2015), and 
internal organs are squished such that women have difficulty sleeping, shortness of breath, 
back pain, indigestion, heartburn, and constipation (Jones et al., 2016). A reduction in pro-
gesterone with spikes in estrogen and cortisol contributes to spur contractions, labor, and 
delivery (American College of Obstetricians and Gynecologists, 2015; Snegovskikh, Park, 
& Norwitz, 2006).

During the postpartum stage, lactation induces new hormonal and physiological changes. 
Prolactin hormones evoke breastmilk secretion, and oxytocin hormones facilitate lactation 
for breastfeeding (World Health Organization, 2018). After the initial weeks, breastfeeding 
should occur every 2 to 4 hours, taking 15 to 45 minutes each time. For the best child and 
maternal health, the American Academy of Pediatrics recommends exclusively breastfeeding 
for 6 months and then, in addition to other food, for another 6 months (Eidelman, 2012). 
Working women may rely on pumping, or using a device to express and save milk, taking 
approximately 45 minutes 2 or 3 times per workday in a private space (Gabriel, Volpone, 
MacGowan, & Moran, 2018). Notably, this is an issue specific to American women, who 
often need to return to work as soon as possible due to the lack of paid leave, as compared 
with months of paid leave in Europe and the United Kingdom (Catalyst, 2018). Working 
women in the maternal phase face a daily conundrum: “Breaks” to pump may make women 
seem unreliable and less committed to their careers, but not pumping results in painful pres-
sure and embarrassing leakage, plus reduced breastmilk for the child.

Beliefs and stereotypes. Pregnancy represents the embodiment of femininity (Masser, 
Grass, & Nesic, 2007), which is incongruent with (masculine) worker ideals. Pregnant women 
are stereotyped as high warmth but incompetent—specifically, physically weak and cogni-
tively impaired due to distraction from their growing bodies (Masser et al., 2007). Field exper-
iments (Hebl, King, Glick, Singletary, & Kazama, 2007) and laboratory experiments (Bragger, 
Kutcher, Morgan, & Firth, 2002) in the United States confirm that pregnant women’s potential 
employers and colleagues perceive that women who are (or appear to be) pregnant are less 
competent than women who are not pregnant. In fact, despite protection under the Pregnancy 
Discrimination Act, in 2017 alone the Equal Employment Opportunity Commission reported 
$15 million in pregnancy discrimination resolutions filed (see Kitroeff & Silver-Greenberg, 
2018). Postpartum, working women also face certain societal beliefs about breastfeeding. 
Observing women who seem to be breastfeeding evokes U.S. observers’ embarrassment and 
disgust (Forrester, Wheelock, & Warren, 1997), which may be due to cultural hypersexualiza-
tion of the female body (Gabriel et al., 2018; Johnston-Robledo et al., 2007). Critically, reac-
tions to breastfeeding may be outside conscious awareness; a U.S. laboratory study detected 
microexpressions of disgust in response to images of applicants breastfeeding or pumping 
(Sitzmann, King, & Markell, 2018). The societal stigma explains why American women pub-
licly breastfeeding face negative reactions (Nittrouer et al., 2019) and breastfeeding employ-
ees feel stigmatized and ostracized from colleagues (Gabriel et al., 2018).
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Women’s awareness of the societal stigma about pregnant and breastfeeding women also 
explains why pregnant employees report concerns about to whom, how, and when to disclose 
or reveal their pregnancy (Jones, 2017; Jones et al., 2016, Little, Hinojosa, & Lynch, 2017). 
This stigma may explain breastfeeding cessation upon return to work: only half (51.8%) of 
U.S. children are still breastfed at 6 months, and less than one-third (30.7%) are breastfeed-
ing at 12 months (Centers for Disease Control and Prevention, 2018). In addition, qualitative 
research of breastfeeding mothers found that nearly all felt stigmatized and self-conscious 
emotions (e.g., guilt, shame; Markell, Chang, & King, 2018) and described the challenge of 
maintaining their professional image and work status while breastfeeding (Gabriel et al., 
2018). The availability (or lack) of resources was correlated with breastfeeding intentions 
and behaviors in a large sample of Australian women (Spitzmueller et al., 2016), showing 
how organizational structures can influence working women’s maternal experiences.

Evidence of work correlates. Pregnant women are stereotyped as happy and excited, and 
while many do feel this way, working women also feel anxiety due to work-family con-
flict (Ladge, Clair, & Greenberg, 2012; Little et al., 2017). As noted by U.S. researchers, 
“although many women report that pregnancy is a joyful and happy period in their lives, the 
demands and changes associated with this reproductive period, and the social context within 
which pregnancy takes place, can produce high levels of stress and anxiety for many expect-
ant mothers” (Guardino & Dunkel Schetter, 2014: 70). Such emotional variability continues 
postpartum, as women experience an “emotional whirlwind” upon returning to work (Spiteri 
& Xuereb, 2012: 206). Postpartum emotions are often positive thanks to oxytocin, which 
promotes lactation and infant attachment, increases affiliation and mitigates stress, and con-
tributes to feeling calm (Akinola, 2010; Carter, 2014). Such positive feelings are facilitated 
by successful episodes of pumping at work (Gabriel et al., 2018). However, as much as 85% 
of U.S. mothers experience the “baby blues” postpartum, and moods are worsened by sleep 
disruption for nightly feedings and pain associated with childbirth healing and breastfeeding 
infections (Bei, Coo, & Trinder, 2015; Gabriel et al., 2018). Notably, coworkers’ negative or 
inconsiderate reactions to working mothers can exacerbate the woman’s depression postpar-
tum (Botsford Morgan & King, 2012).

Beyond mood, there is debate about the cognitive implications of maternity. Barha and 
Galea (2017: 135) concluded, “Although much has been made of the idea of ‘baby brain’ 
in the popular literature, studies in rodents and humans indicate that the association 
between pregnancy and cognition is not straightforward.” Consistent with stereotypes, 
pregnant women perform worse on cognitive tasks compared to nonpregnant women (Raz, 
2014), and functional magnetic resonance imaging scans suggest that cognitive processing 
can be impaired by estrogen and progesterone, which surge during pregnancy (Toffoletto, 
Lanzenberger, Gingnell, Sundström-Poromaa, & Comasco, 2014). Yet, evidence compar-
ing late-pregnancy U.S. women with nonpregnant women suggests that there can be cogni-
tive improvements in tasks involving social or emotional resources (Raz, 2014). Such 
neuroanatomic changes may be influenced by oxytocin, which can promote sociality 
(Bartz, Zaki, Bolger, & Ochsner, 2011) and enhance trust and prosocial behavior (Zak, 
2017). Moreover, an analysis of women’s brain structures pre- and postpregnancy showed 
that “the female brain undergoes a further maturation or specialization of the neural net-
work subserving social cognition during pregnancy” (Hoekzema et al., 2017: 294). Such 
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results are consistent with an evolutionary perspective such that maternity results in reor-
ganization of cognitive structures to emphasize social cognition necessary for infant sur-
vival (Anderson & Rutherford, 2012; Kinsley & Lambert, 2006). Thus, maternity is linked 
to cognitive processes that adapt and change rather than simply decline with evidence for 
a boost to social cognition, which could be helpful for building social status and striving at 
work at this career stage.

Finally, evidence is mixed for how maternity affects work behavior and performance. On 
one hand, pregnant employees in the United States perceived declines in their effort at work 
(Meyer, Muntaner, O’Campo, & Warren, 2016), and breastfeeding interference was found to 
indirectly reduce perceptions of daily work goal progress (Gabriel et al., 2018). On the other, 
pregnancy and postpartum seem to motivate overperformance (Gatrell, 2011). For example, 
pregnant workers in the United States reported maintaining their work pace as well as going 
the extra mile and not asking for accommodations to maintain their professional image, avoid 
negative career consequences, and manage work-life conflict (Little, Hinojosa, Paustian-
Underdahl, & Zipay, 2018; Little, Major, Hinojosa, & Nelson, 2015). Such efforts may be 
necessary to overcome the sleep loss that occurs from prenatal discomfort (Pien & Schwab, 
2004) and postnatal nightly feeding every 2 to 3 hours (Kang, Matsumoto, Shinkoda, Mishima, 
& Seo, 2002). Sleep deprivation is linked to organizational behavior broadly (Barnes, 2012), 
although extended sleep loss for months or years from maternity is seldom directly addressed.

A final behavioral consideration of the maternity phase is withdrawal. The prevalence of 
women in the workforce in the United States drops from 47% to 44% in the 30- to 45-year-old 
time span, when the maternity phase is likely (Bureau of Labor Statistics, 2017). Postpartum, 
women may quit working for personal, family, and work reasons (Kossek, Su, & Wu, 2017); 
in fact, 29% of new mothers in the United States exit the workforce, perhaps figuring that their 
jobs are at risk if they withdraw to breastfeed or negotiate for support (Livingston, 2014). 
Working women may have to withdraw to manage bodily demands; for example, Gabriel et al. 
(2018) found that women spent roughly 45 minutes per day pumping breastmilk, at an average 
of 2 or 3 times per day, which is contrary to ideal worker norms of being constantly available. 
Notably, when women feel supported by workplace policies, they are more committed at work 
(Botsford Morgan & King, 2012), and organizational support is a key determinant of breast-
feeding, which is best for the infant (Gabriel et al., 2018; Spitzmueller et al., 2016). Overall, 
the hormonal changes of the maternal phase could have benefits and costs, but stereotypes of 
maternal women are incongruent with ideal workers at this career stage.

Menopause: Hormonal Change During Mid- to Late Career

“The silence on this topic in MOS [management and organizational studies] . . . needs to 
be rectified. Menopause is still a taboo subject for ‘polite’ conversation, especially in work-
places where women—and men—are often too embarrassed to talk about it” (Jack et al., 
2019: 123).

Menopause refers to hormonal changes that produce unpredictability around the men-
strual cycle and is commonly linked with vasomotor symptoms (i.e., hot flashes; Griffiths, 
MacLennan, & Hassard, 2013). The menopausal transition usually starts in the mid- to late 
forties, with cessation of periods occurring globally around 50 years of age on average 
(Thomas et al., 2001). This life stage coincides with a mid- to late career stage, when 
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organizational leaders typically emerge, with the average age for top leaders in the United 
States being 54 years (Korn Ferry Institute, 2016). Leader emergence occurs in this stage 
because employees are seeking new identity and meaning in their later careers (Mainiero & 
Sullivan, 2005); menopause evokes a similar mind-set, as women are moving beyond repro-
ductive capacity. Yet, “the image of the strong, technically competent, authoritative leader . 
. . has his emotions under control” (Acker, 1990: 153; see Spisak, Grabo, Arvey, & van 
Vugt, 2014), which may be in contradiction to the experience (or stereotypes) of meno-
pausal symptoms (Jack et al., 2014).

Hormonal and physiological indicators. Women enter perimenopause in their midforties, 
a transition lasting around 1 to 3 years on average, although it can last up to 10 years. This 
involves hormonal changes in which ovulation no longer occurs, resulting in reduced estrogen 
paired with increased follicle-stimulating hormone (FSH) due to reduced sensitivity in the 
ovaries (Burger, Hale, Robertson, & Dennerstein, 2007). Fluctuations in estrogen and FSH 
during perimenopause are larger than they are during menstruation (Monteleone, Mascagni, 
Giannini, Genazzani, & Simoncini, 2018). Postmenopause occurs when there has been no 
menstrual period for 12 months (not due to pregnancy or health problems). Overall, meno-
pausal women have reduced estrogen such that there is a shift from estrogen to testosterone as 
more dominant hormones in the body (Monteleone et al., 2018).

Although menopausal hormonal changes are not discernable to women directly, there are 
physiological indicators, such as unpredictable periods (i.e., cycle length variability), amen-
orrhea (i.e., skipping periods), and heavier or lighter flow than usual (Monteleone et al., 
2018). The other common physiological indicator is vasomotor symptoms—unpredictable 
and intense perspiration known as hot flashes and night sweats (Monteleone et al., 2018). 
These experiences are unique to menopause, though not uniformly experienced: about 25% 
of women aged 45 to 54 years reported daily or weekly vasomotor symptoms, which is 
double the percentage of women who are not in the menopausal life stage (Jack et al., 2014; 
Rossi, 2004).

Beliefs and stereotypes. In the 1980s, the World Health Organization defined menopause 
as a syndrome marked by the “deficiency” of estrogen, suggesting that women’s bodies are 
now abnormal or dysfunctional (Bariola, Jack, Pitts, Riach, & Sarrel, 2017). This deficiency 
perspective is consistent with seeing this stage as the loss of reproductive capacity, with 
beliefs that “menopausal women . . . go berserk prior to entering deep depressions” (Bory-
senko, 1996: 143) with the assumption that reproduction is central to women’s societal role. 
Thus, menopausal transition is believed to be the symbolic end of a woman’s productive life; 
yet, working women have 10 to 15 productive years postmenopause and before retirement 
(Rossi, 2004).

Societal beliefs affect reactions to menopausal women, as well as how menopausal women 
perceive and react to their own life stage transition. Menopausal women face stereotypes—
such as frail and passive or warm but incompetent (Bariola et al., 2017; Chrisler, Barney, & 
Palatino, 2016), which are incongruent with leader stereotypes—as well as stereotypes 
around irrationality or emotionality, as seen in Hillary Clinton’s 2016 race for U.S. president 
when menopausal instability was raised as a concern (Burke, 2016). Furthermore, unpredict-
able menopausal symptoms were linked to reduced confidence and self-efficacy in a study of 
Dutch women (Geukes, van Aalst, Nauta, & Oosterhof, 2012), and lacking positive 
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self-concept can impair performance ratings and leadership emergence (Judge, Erez, & 
Bono, 1998).

In research conducted in the United States, United Kingdom, and Australia, women are 
aware that menopause is seen negatively by others (Griffiths et al., 2013; Hickey, Riach, 
Kachouie, & Jack, 2017; Kittell, Mansfield, & Voda, 1998). This means that menopausal 
women do not tell employers about their symptoms or need for simple accommodations (e.g., 
cooling fans) due to embarrassment and “fear that male employers will see this as one more 
reason to keep women ‘in their place’” (High & Marcellino, 1994: 352), particularly in male-
dominated work contexts, which often includes upper leadership (Griffiths et al., 2013). In 
fact, menopausal senior leaders of U.K. organizations reported that they “hold power but feel 
marginalized because their feminine bodies are ‘out of place’ in organizations” (Mavin & 
Grandy, 2016: 1096). For menopausal women, the negative stereotypes mean that if their 
symptoms are known, “their reputations as reliable workers, and especially their potential for 
positions of authority, are seriously damaged” (Lorber & Moore, 2002: 86). However, women 
also hold positive beliefs about menopause. U.S. women report relief to the end of menstrual 
discomfort and fear of pregnancy and have reduced concern about attractiveness and repro-
duction (Avis & McKinlay, 1991; Rossi, 2004). This phase can be seen as “an initiation into 
what can be the most powerful, exciting, and fulfilling half of a women’s life” (Borysenko, 
1996: 145), and British women described menopause as transformative for new life roles (de 
Salis, Owen-Smith, Donovan, & Lawlor, 2017).

Work correlates. In two U.S. national studies, women in the menopausal transition were 
more likely to report depression, an affective state that can interfere at work than women who 
were premenopausal (Bromberger et al., 2011; Rossi, 2004). However, the estrogen loss that 
marks menopause does not explain the depression diagnosis for these women (Bromberger 
et al., 2011), suggesting that the mood is due to other factors. For example, depression var-
ies according to one’s prior positive attitude about the menopausal transition (Erbil, 2018) 
and the extent of pain and discomfort from menopausal symptoms (e.g., hot flashes; Geukes 
et al., 2012; Worsley, Bell, Gartoulla, Robinson, & Davis, 2017). In one U.S. study, 69% of 
women who reported having hot flashes were not distressed by them (Avis & McKinlay, 
1991; Gartoulla, Bell, Worsley, & Davis, 2015), in a U.K. study, less than half of working 
menopausal women said that mood affected their performance (Griffiths et al., 2013), and a 
study of Australian professors found that the menopausal stage did not predict work engage-
ment, organizational commitment, job satisfaction, or intention to quit (Hickey et al., 2017). 
Thus, the menopausal transition may evoke depression, anxiety, and distress but only for 
some women and depending on beliefs and symptom intensity.

Some argue that chemical changes in the brain during perimenopause can reduce cogni-
tive performance because regions central to memory are activated and enhanced by estrogen 
(Monteleone et al., 2018). Thus, estrogen decline during menopause could impair cognitive 
performance (Greendale et al., 2009), with negative implications for work. Women’s subjec-
tive concern about “forgetfulness” is more reported during the menopausal transition than 
other stages (Burger et al., 1995; Sullivan & Fugate, 2001) and is the most reported symptom 
beyond vasomotor symptoms (Maki & Henderson, 2016). However, objective evidence for 
decline due to menopausal transition (vs. age) is mixed. In studies of American women, per-
formance on learning and memory tasks linearly declined with each menopausal stage in a 
longitudinal study (Epperson, Sammel, & Freeman, 2013); in another, postmenopausal 
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women performed worse than peri- or premenopausal women in a cohort comparison (Weber, 
Rubin, & Maki, 2013); and in a longitudinal study, all women except perimenopausal women 
showed learning gains (Greendale et al., 2009). This work has not determined whether 
changes in cognitive performance are explained by hormonal levels or associated symptoms, 
such as vasomotor symptoms, moods, or sleep impairment (Maki & Henderson, 2016). One 
small study of perimenopausal U.S. women found that memory performance was predicted 
by estrogen levels (Weber & Mapstone, 2009), but in a Swedish study, cognitive perfor-
mance was not associated with estrogen (Herlitz, Thilers, & Habib, 2007) or with hormonal 
treatments that affect estrogen (oral contraceptives or estrogen therapy; Greendale et al., 
2009). Instead, there is evidence that the more that midlife women believe that they are for-
getful, the lower they score on objective cognitive tests (Schaafsma, Homewood, & Taylor, 
2010) even controlling for symptoms (Drogos et al., 2013), suggesting that self-beliefs are 
the source of the problem.

Overall, there is a lack of research on how menopausal transitions are related to work 
behavior. Sarrel (1991) found that about two-thirds of U.S. postmenopausal women 
believed that their symptoms—sleep disturbance, hot flashes, and memory issues—mod-
erately to severely impaired work (see also Griffiths et al., 2013). However, studies on 
menopause and work behaviors were with self-reported performance and conducted only 
with professional women (e.g., Jack et al., 2016). Performance could also be negatively 
affected if women withdraw as a way to cope with symptoms. A recent study of health 
care claims of American Fortune 500 companies found that women diagnosed with vaso-
motor symptoms had more medically related absenteeism than women of similar age 
without such diagnosis, although this could be associated with who is likely to obtain a 
diagnosis (Sarrel et al., 2015). Sleep difficulties are experienced by a majority of women 
during menopause (Drogos et al., 2013; Kranitz et al., 2011) and linked to antisocial 
work behavior (Barnes, 2011). These offer weak evidence that menopause is linked to 
work impairment, with clearer evidence that subjective distress and negative beliefs 
impair leader emergence of women.

Notably, menopause also has positive outcomes relevant to leader emergence. Indeed, 
the hormonal shift from estrogen to testosterone (Monteleone et al., 2018) may result in 
more assertiveness. Menopausal women have been described as entering an agentic advo-
cacy phase, in which women are “perceiving injustices, and willing to call people and 
institutions to their higher purpose and best expressions” (Borysenko, 1996: 153). Thus, 
although some menopausal symptoms may seem incongruous with confident leadership, 
there is the view that “menopausal women can be capable women, wise, experienced, and 
relationally oriented . . . leaders for tomorrow, not employees from the past” (Jack et al., 
2019: 139).

Common Themes Across the Three Ms

“So we’re too young and stupid and sex objectish, and then we’re too pregnant and mater-
nal and worried with child caring duties. And then we become dried up crones [laughs] who, 
you know, can’t contribute to the workforce, whereas to me it’s like leading a troop in war” 
(Diana, university services professional; Jack et al., 2019: 133).

Although there is much variability both within and across the three Ms, our review of the 
evidence identified three common themes across these three life stages for working women.
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Stigma From Society but Ambivalence From Women

According to our review of the three Ms, the natural bodily experiences tied to each phase 
are highly variable. Each phase has positive work correlates, such as synchrony among 
coworkers in the menstrual phase, increased oxytocin and prosocial tendencies in the mater-
nal phase, and a feeling of authenticity in the menopausal phase. Yet, the three Ms are viewed 
in a negative manner by society, and particularly stigmatized in the workplace as a source of 
shame, weakness, and incompetence that can harm specific career stages. As one woman 
noted: “I think that more women experience these symptoms than [they] will admit, because 
we don’t want to be seen as the weaker sex” (Chen et al., 2018: 5). Notably, women are rated 
as performing just as highly as men according to meta-analyses (e.g., Joshi et al., 2015). 
However, performing well while also concealing symptoms for fear of supporting stereo-
types has the paradoxical effect such that women then are not obtaining the accommodations 
they need to cope with the symptoms to improve health and wellbeing. Thus, the shame and 
stigma of these taboo topics adds additional hardship to women’s experience of them while 
working.

Subjective Versus Objective Explanations for Work Outcomes

The three Ms were all linked to negative moods, sleep, cognitive performance, and work 
behaviors in ways that might be used to explain gender disparities in pay and career trajecto-
ries. However, there are two critical caveats. First, negative beliefs—by the self or by others—
have clearer negative effects on work outcomes than hormonal or physiological changes 
themselves. In other words, there is little evidence that the stage itself and its accompanying 
hormonal changes explain work outcomes, and what evidence does exist is often self-
reported, which may be influenced by societal biases. Organizational researchers rarely 
assess biological markers, often using self-reports that may produce relationships due to 
confirmation biases. Interestingly, early work accounted for hormonal cycles of female 
workers (Frankenhaeuser et al., 1989; Johansson & Aronsson, 1984); this is less likely today. 
Second, there are cases of extreme medical symptoms or pain experienced by a subset of 
women with potential implications for absences and productivity, but this is exacerbated by 
the fact that these women in pain do not feel they can request accommodations without 
shame and career penalties. Thus, research that takes into account both objective hormonal 
measures and self/societal beliefs are needed to more accurately assess whether and why 
these women’s life stages relate to career outcomes.

Assumption of Unidirectional Effects of the Three Ms

Most of the reviewed research assumes unidirectional effects—that the three Ms impair 
work outcomes—despite their correlational methods; in contrast, work may also affect the 
experience of the three Ms. Work conditions influence the experience and symptomology of the 
three Ms, either for the better (i.e., employment distracting from menstrual or menopausal 
symptoms) or for the worse (i.e., heavy physical lifting for pregnant women, uncontrollable 
room temperature for menopausal women) (e.g., Bariola et al. 2017; Silver-Greenberg & 
Kitroeff, 2018). Moreover, the work social context can influence the experience of the three Ms 
(e.g., coworkers’ compassion for breastfeeding mothers affects their pumping milk while at 
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work; Gabriel et al., 2018). Given the bidirectional effects, more within-person longitudinal 
research is needed to tease apart causal effects of work and the three Ms across time (Motro 
et al., 2019).

Implications of the Three Ms for Organizational Science

Theoretical Implications of Incorporating the Three Ms

We focus on three theoretical paradigms that can inform and be informed by the three 
Ms—work-family roles, diversity and stigma, and occupational health (see Table 2).

Work-nonwork roles and boundaries. It is well established that women and men 
experience conflicting demands between work and family/nonwork domains (Shockley 
et al., 2017). Much of the work-family literature draws on border theories and the idea 
that work and family identities can be separated by physical, temporal, or psychologi-
cal borders (Ashforth, Kreiner, & Fugate, 2000; Clark, 2000). In contrast, the three Ms 
are experiences where work and nonwork blend—what Clark (2000: 757) refers to as 
occupying a borderland: “the area around the presupposed border [between work and 
family/nonwork roles] is no longer exclusive to one domain or the other, but blends 
both work and family.”

Borderlands present challenges when domains are very different: “borderlands are places 
where border-crossers awkwardly juggle conflicting demands and conflict arises, they are 
places where individuals easily slip into a sort of schizophrenia about their identity and pur-
pose” (Clark, 2000: 757). As described by Gabriel et al. (2018), working women are coping 
with borderlands when dealing with bodily changes tied to the three Ms. This means that for 
early- (menstruation), mid- (maternity), and late-career (menopause) women, these experi-
ences are brought directly into work and, to the extent that they are counter to ideal worker 
expectations, may elicit negative judgments (e.g., disgust, low commitment) from others. 
Revising the norms around what is the ideal worker may be more possible with female lead-
ership (Cheung & Halpern, 2010). In fact, the blending of domains may result in feeling a 
sense of authenticity (Clark, 2000). In fact, Gabriel et al. (2018) found that women who 
viewed breastfeeding as enriching experienced improved positive mood and higher feelings 
of balance between work and family.

Critically, prior theory that has focused on segmentation of work and nonwork (e.g., 
Rothbard, Phillips, & Dumas, 2005) is not applicable to the three Ms, as they cannot be 
segmented out of women’s daily work experiences; for example, the menstrual cycle 
comes to work with women whether desired to or not (Motro et al., 2019). A fruitful 
next step is to assess how blending of work and nonwork identities yields benefits and 
consequences for women daily and how organizational practices can help women move 
between work and nonwork simultaneously (Ladge et al., 2012). Three Ms at work also 
have implications for macro-transitions (Ashforth et al., 2000)—identity transitions 
from reproductive women to postmenopausal and when identity loss and gain happen 
across domains at the same time (e.g., menopausal transition while attaining a leader-
ship role). Taken together, work-family research attempting to understand the full per-
son, not just the work self, should incorporate the ways that the three Ms blend work 
and nonwork selves (Clark, 2000).
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Table 2

Research Questions to Integrate the Three Ms With Current Theoretical Paradigms

Three Ms Integrated With Work-Life Roles and Identity

1. How are the three Ms different from other forms of work-life role conflict? What are the special 
challenges and benefits to experiencing the liminality of “borderlands” (Clark, 2000), and is this more 
difficult for employees who prefer role segmentation rather than integration?

2. How do organizational structures—both formal policies/practices and informal support—combine to 
affect how women manage each of the three Ms in organizational spaces? How does leadership matter?

3. Does experiencing the three Ms elicit macro identity transitions (Ashforth, Kreiner, & Fugate, 2000)? For 
example, as women “exit” their reproductive life stage, they refocus on producing in their career.

4. How do the three M challenges or failures spill over from one domain to the next and cross over from 
work to home relationships? For example, how does coworkers’ disgust about breastfeeding affect 
home breastfeeding? How do spousal reactions to menopausal symptoms cross over to affect work 
relationships?

5. Do the three Ms’ occurrence and/or symptomology explain career trajectories and disparities, and why? 
How are there reciprocal effects between women’s work conditions and symptoms of the Ms?

Three Ms Integrated With Diversity and Disclosure

1. How does the taboo of the three Ms compare with one another and other sources of stigma (e.g., obesity, 
sexual orientation, mental illness)? Do racial or sexual minority women evoke different reactions when 
they are experiencing the three Ms?

2. When might openly sharing the three Ms at work evoke mistreatment (i.e., incivility, undermining, gender 
harassment, avoidance/ostracism), and how are these related to career outcomes for women?

3. Does it make sense to offer education on the three Ms as part of diversity and inclusion initiatives? What 
does it mean to be an ally, and, particularly, how can men do so, especially if women are not “out” about 
the life stage?

4. Are disclosure strategies for menstruation and menopause distinct from the strategies seen in pregnancy 
research (Jones et al., 2016; Little, Major, Hinojosa, & Nelson, 2015)? In what work contexts is 
disclosure about the three Ms worse than ambiguity, and when is disclosure viewed as authentic and 
positive?

5. When might three M interventions (i.e., open conversations, accommodations) have unintended 
consequences for women (e.g., Hekman, Johnson, Foo, & Yang, 2016; Hideg, Krstic, Trau, & Zarina, 
2018), and how can they be mitigated?

Three Ms Integrated With Occupational Health and Work Stress

1. How do hormones changing as part of the three Ms—estrogen, progesterone, and oxytocin—relate to 
changes in other hormones (i.e., testosterone levels; Bendahan et al., 2015), and do they predict work 
outcomes beyond the beliefs about the three Ms?

2. Does experiencing three Ms act as a stressor per allostatic load models in ways similar to external work 
stressors (Ganster & Rosen, 2013)? Does chronic discomfort from the three Ms inure employees to other 
stressors (“physiological toughening”)?

3. How do workplace and national cultures affect the way that the three Ms are perceived, and when are 
reappraisal interventions most effective (Hardy, Griffiths, Norton, & Hunter, 2018)? Should conversations 
include men to normalize the topics or be women specific to create a support community? Would 
discussing men’s testosterone also be helpful?

4. How do employees regulate emotions from experiencing the three Ms at work (i.e., shame, 
embarrassment, others’ disgust), and in what contexts or for whom is this regulation more effortful and 
distressing?

5. How does resource loss from the internal demands of the three Ms compare with resource losses from 
external work demands? When women “dig deep” to continue performing, what are the long-term costs of 
such effort?

Note: The list is by no means exhaustive and is designed to explicate how the three Ms may drive research questions 
tied to work-family, diversity/stigma, and occupational health paradigms in the organizational sciences. Although 
we grouped the research questions by paradigm, research could examine two paradigms simultaneously.
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Diversity and stigma disclosure. The three Ms can contribute to theory around gender 
diversity at work and coping with stigma. Scholarship has shown that women perform simi-
larly well to men; yet, women face disparities in interpersonal treatment, pay, and advance-
ment (Joshi et al., 2015; Roth et al., 2012). Gender and the bodily experience are interwoven: 
it is difficult, if not impossible, to tease apart how disparities are due to gender, aging, and 
the biological transitions of the three Ms (Lorber & Moore, 2002). Recognizing the three Ms 
as a natural bodily experience offers a lens by which organizations can be more inclusive by 
acknowledging and valuing women’s needs, rather than stigmatizing their biological experi-
ences (Shore et al., 2011).

Stigma is also a natural extension of work on the three Ms, representing abnormalities 
viewed with disgust and contempt (Goffman, 1963). However, the three Ms are not abnormal 
but common among women, who are devalued and stigmatized in modern U.S. workplaces. 
The fact that these human biological processes are seen as stigmatized at work reflects moral 
judgments, which correspond to perceivers’ disgust and women’s shame (Markell et al., 
2018; Sitzmann et al., 2018). Such a focus on morality (i.e., women deserve menstrual or 
maternity pain, based on religious beliefs) may give rise to novel integration of ethics/moral-
ity and stigma theories, as well as urge study of a wider array of stigmatizing features other 
than stable characteristics (e.g., race, religion). In fact, a recent review of the stigma literature 
(Jones & King, 2014) concluded that consideration of dynamic stigmas that change over time 
is needed: the three Ms are such changing bodily experiences that may become particularly 
salient during key career stages.

The nature of the three Ms may also allow for consideration of strategies for managing 
concealable stigmas. The disclosure and management of a pregnant identity has been the 
subject of recent work in an effort to understand how women maintain their professional 
identities during pregnancy (e.g., Jones et al., 2016; Little et al., 2015). Although media dis-
cusses the need to hide indications of menstruation or menopause, our review found no orga-
nizational scholarship from a concealable stigma perspective. Thus, work is needed to build 
an understanding of disclosure decisions and requests for accommodations for menstruation 
and menopausal symptom. Such work is practically important, given that one theme across 
the three Ms is that when women are suffering intense symptoms, they may withhold neces-
sary requests for accommodation to avoid interpersonal and professional repercussions 
(Griffiths et al., 2013).

Finally, another question is how men can be three-M allies for women and whether that is 
similar to other stigmatized groups (i.e., LGBTQ; Sabat, Martinez, & Wessel, 2013). To gain 
allies, women need to disclose their three-M experiences, since men directly asking (i.e., “Are 
you menstruating/pregnant/menopausal?”) is unlikely to be seen as supportive (and may be 
seen as hostile). Men must suppress the disgust response that is societally learned and, instead 
of joking or shutting down the conversation, ask how they can help. In fact, men may actually 
benefit by being three-M allies: advocating for diversity support is linked to career advance-
ment for men, although women are penalized (Hekman, Johnson, Foo, & Yang, 2016).

Occupational health and well-being. Though part of women’s health, the three Ms are 
rarely mentioned in occupational health research, despite the goal of “protecting and promot-
ing the safety, health and well-being of workers” (National Institute for Occupational Safety 
and Health, 2013). Furthermore, a recent review on physiological measurement in organiza-
tional science mentioned no research on estrogen, progesterone, or oxytocin (Ganster, Crain, 
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& Brossoit, 2018), highlighting a disconnect between women’s health and occupational 
health frameworks. As a comparison, testosterone, the hormone more prevalent in men, can 
be found in research on stress and leadership (Bendahan, Zehnder, Pralong, & Antonakis, 
2015; Ronay & Carney, 2013).

The three Ms could be incorporated into the allostatic load (AL) model, a dominant occu-
pational health perspective. The AL model describes the process of how bodies respond and 
adapt to stress such that allostatic systems operate around set points that adjust in response to 
stress (Ganster & Rosen, 2013). Within the AL model, the focus is on stress hormones that 
predict health and mortality (Seeman, McEwen, Rowe, & Singer, 2001); most empirical 
attention is devoted to cortisol, which is the body’s attempt to adapt to demands by increasing 
heart rate and suppressing other processes (i.e., digestion, immune function; Ganster & 
Rosen, 2013). The hormonal changes of the three Ms are not markers of stress in the same 
way that cortisol is; yet, they are linked to similar health problems and may be useful in 
models of health and strain.

Moreover, the three Ms represent natural and normative internal demands that women 
adapt to and actively cope with as part of life transitions. Although women typically adapt to 
these changes with little impairment, for some the three Ms are stressors by creating extreme 
pain and discomfort that enter into work (e.g., dysmenorrhea, blocked lactation ducts, intense 
vasomotor symptoms) or problems that spill into work that may call into question women’s 
commitment (i.e., sleep disruption). Interestingly, research on the AL model has explored 
how responding to chronic stressors can result in “physiological toughening” such that peo-
ple learn to adapt and regulate the stress response (Schaubroeck & Ganster, 1993). Maternity 
hormonal changes in oxytocin seem to buffer stress (see Akinola, 2010), and a recent study 
using a social stress task (a job applicant simulation and public math evaluation) found that 
postmenopausal women were also buffered from the stress response according to cortisol and 
heart rate as compared with young premenopausal women (Villada et al., 2017). The AL 
model could explain why younger women are more affected by stress and menstruation 
(László & Kopp, 2009) and why discomfort with menstrual cycles is linked to discomfort 
with menopausal symptoms (i.e., poor adaptation).

The AL model also recognizes the importance of another dominant view of stress—stress 
appraisal theory (Lazarus, 1991), which articulates that situations appraised as unpredictable 
and uncontrollable yield a greater stress response. The three Ms fit within this framework 
given that they create unpredictable bodily changes. However, these changes are viewed as 
less stressful if reappraised as normative and natural (Motro et al., 2019) or as events that 
are supported at work (Gabriel et al., 2018). For instance, employees randomly assigned to 
cognitive-behavioral modification training to manage vasomotor symptoms versus a waitlist 
condition had greater reductions in symptomology, sleep problems, and work presenteeism 
(Hardy, Griffiths, Norton, & Hunter, 2018). Interventions such as cognitive-behavioral ther-
apy training help people view the three Ms as normalized experiences, helping to reduce 
associated shame and interference at work.

A final paradigm involves resource-based models, which posit that expending resources 
results in reduced effort or withdrawal to conserve resources (Quinn, Spreitzer, & Lam, 2012). 
The three Ms can consume resources to varying degrees by time and person (Motro et al., 
2019). For example, resource loss can be due to bodily changes (e.g., expend more energy to 
move due to pregnancy, distracted attention due to pain from menstruation) or outcomes of the 
changes (e.g., sleep disruption). Thus, given that work has begun to address physiological 
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correlates of resource depletion (e.g., pain, Christian, Eisenkraft, & Kapadia, 2015), the three 
Ms provide direction in this area: it may be of interest to examine sleep loss and depletion 
related to natural life stages (e.g., the three Ms) versus voluntary reasons (e.g., working late) 
in relation to job performance. Scholarship should also attend to how women overcome the 
direct and indirect resource loss of the three Ms, such as through reappraisals of the experience 
(e.g., Motro et al., 2019), or how women motivated to “dig deep” to override stereotypes and 
perform well (e.g., Gatrell, 2011) see long-term costs of that sustained effort.

Research and Practical Implications of Incorporating the Three Ms

Research implications. Our review shows strong negative beliefs about working women 
during the three Ms. As such, it is critical that researchers recruit and gather data in ways that 
are private and confidential. Recruiting women in these phases has been done by posting 
ads with online support groups and by snowball methods via friend networks (Gabriel et al., 
2018; Jack et al., 2016; Motro et al., 2019). In addition to receiving results of the research, 
participants need fair compensation; for example, breastfeeding women working full-time 
were paid up to $120 for 3 weeks of daily diaries (Gabriel et al., 2018). Finally, research-
ers must consider the organizational climate and whether sharing findings about needs for 
accommodation is helpful or further puts women’s careers at risk in that context.

To adequately assess how the three Ms work in organizations necessitates new methods 
or a wider application of existing tools. Our call to study hormonal transitions is consistent 
with calls for physiological research in organizational science (Ganster et al., 2018; Ganster 
& Rosen, 2013), and we particularly need to link objective indicators of hormone levels 
and bodily changes with work outcomes to determine whether hormonal changes or self/
societal beliefs are having career costs (e.g., Motro et al., 2019). We especially call for 
within-person methods (e.g., Gabriel et al., 2018; Motro et al., 2019) to identify covaria-
tion of female hormonal changes (i.e., estrogen, oxytocin) and physiological indicators 
(i.e., galvanic skin response) with social judgments and task performance. This requires 
scholars to form interdisciplinary connections as seen in a current project assessing how 
hormone levels during the menstrual cycle are linked to work creativity as assessed twice 
monthly (Elfenbein, Sundie, & Jang, 2019).

Experimental and quasi-experimental studies should also be used to determine social 
reactions and career-related judgments. For example, studies could match working women 
by age and then compare whether they are taking contraceptives that manage the hormonal 
fluctuations or not, whether they are pregnant or not, or whether they are taking estrogen 
replacement for perimenopause or not. Researchers could also experimentally manipulate the 
three-M stage as perceived by others, such as visible three-M cues (i.e., tampon, baby bump, 
perspiration) with concealed or disclosed menopausal status, to assess beliefs and attribu-
tions made about the stage. Furthermore, we need to understand any unintended effects of 
three-M accommodations and ways of mitigating the negative views of the working women 
receiving them (see Hideg, Krstic, Trau, & Zarina, 2018).

Another needed direction is to pursue longitudinal research that examines the changes in 
women’s life and work. The time span is different for each of the three Ms, meaning that 
studies may need daily or weekly assessments to understand menstruation among newcom-
ers, weekly or monthly changes for pregnant and breastfeeding women trying to maintain 
their careers, and yearly assessments among perimenopausal women trying to emerge as 
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leaders. Importantly, this research should include comparison groups, such as women at the 
same age who are not experiencing the three Ms (e.g., pregnant vs. not pregnant) or men who 
are experiencing age-related transitions. In fact, men may also be struggling with health 
changes throughout their careers, such as increased testosterone affecting aggression in 
young men entering work and lowered levels affecting confidence and leadership emergence 
among older men (Roney & Carney, 2013). Longitudinal approaches permit researchers to 
hold individual differences and response biases constant while assessing if relationships over 
time vary by person or gender.

Finally, more attention is needed surrounding the work context factors that reduce the 
stigma and consequences of the three Ms. Most of the studies reviewed focused on white-
collar professional women (e.g., Jack et al., 2016, regarding academic women), but women 
in entry-level jobs may feel more at risk and thus suffer in silence with short breaks and little 
power to request accommodations (Silver-Greenberg & Kitroeff, 2018). We need to also 
explore if there is less stigma and more open conversations and support for the three Ms in 
female-dominated industries (i.e., hair stylists, nursing, elementary teachers) and if female 
leaders might create different work cultures and be more effective in tackling female-specific 
taboos (Cheung & Halpern, 2010), given that they seem to reduce gender disparities in per-
formance evaluations and rewards (Joshi et al., 2015).

Practical implications. As noted earlier, women compose about half the workforce in 
Northern American and European nations and are evaluated as performing their jobs equally 
well to men (Joshi et al., 2015; Roth et al., 2012). Thus, it is illogical—in addition to unethi-
cal—to use our review to determine that women should be excluded from working or with-
hold opportunities. Rather, a business case can be made for management to accommodate 
female-specific experiences so that women can continue to perform well without being pres-
sured to hide pain from the three Ms or forced into impossible choices (e.g., providing their 
baby with breastmilk vs. being seen as an ideal worker). Educating managers about the three 
Ms and associated stereotypes may help to address gender disparities in pay and promotions, 
despite equivalent performance by women (Joshi et al., 2015).

There are fairly easy steps that management can take to address the three Ms, some of 
which are best practices for all employees. For example, flextime and flexplace provide 
employees personal autonomy over scheduling and work location. Likewise, organizations 
in the United Kingdom have supported “period policies” that allow women to work with their 
bodies’ natural rhythms (Begley, 2016), and women transitioning back into work postpartum 
benefit from flextime/place to navigate bodily changes, sleep loss, and breastfeeding respon-
sibilities (Catalyst, 2018). Job design changes that accommodate the three Ms are easy to 
implement without pointing to an individual’s health issues. For instance, convenient bath-
room locations with access to menstrual hygiene products are characteristics of supportive 
organizations (Bergman et al., 2019), as are pumping/nursing locations that are clean, pri-
vate, and quiet (Gabriel et al., 2018). Another change helpful for menopause is ensuring that 
employees have control over the temperature or air regulation in offices (i.e., small fans, 
taking outside walks, opening windows; Jack et al., 2016). Finally, educational resources 
around three-M symptoms can help normalize the experience and reframe it to be less stig-
matized and stressful (Hardy et al., 2018). Although the three Ms could be disruptive to one’s 
career, when women (and men) are able to make choices that accommodate their bodies, the 
disruption is minimized.
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Importantly, one concern of these accommodations could be that it implies that women 
are weak, that work is unhealthy for them, or that they are receiving special treatment (e.g., 
being allocated additional “breaks” for pumping; Bai et al., 2012). Three Ms could be accom-
modated and recognized in diversity and inclusion initiatives in organizations (Shore et al., 
2011), but research is needed to determine if there are unintended consequences (Hideg et al., 
2018; Kmec et al., 2014). Furthermore, the potential for social and career consequences is 
likely higher in male-dominated industries and work contexts, where gender disparity in pay 
and promotions is higher (Joshi et al., 2015). In these work contexts, confidential approaches 
may be more effective until the broader climate can be improved for women.

Finally, we need to recognize that work conditions affect women’s health in ways both ben-
eficial and costly. Holding full-time work provides resources to help women cope with the three 
Ms. For example, successful coping with breastfeeding demands enhanced perceptions of 
enrichment between family and work roles (Gabriel et al., 2018), and menopausal symptoms 
were less reported by women with full-time employment than part-time employment (Bariola 
et al., 2017) and by managers (i.e., better work resources and status) than nonmanagers (High 
& Marcellino, 1994). However, work conditions in entry-level and physical labor jobs may 
harm women’s health (e.g., strenuous labor resulting in miscarriage, lack of ventilation increas-
ing hot flashes; Pinkerton, 2015; Silver-Greenberg & Kitroeff, 2018). We need to accommodate 
women’s health across work contexts and advocate for healthier conditions for all.

Conclusion

Our aim was to tackle the taboo around the three Ms in organizational life, presenting the 
objective bodily changes and the societal beliefs as factors that could explain gender dispari-
ties in career outcomes. Recent media illustrates managers in the United Kingdom wanting 
to better accommodate women’s health (Begley, 2016; Brewis et al., 2017), and there is 
rising attention to pregnancy discrimination and breastfeeding policies in the United States 
(Bai et al., 2012; Kitroeff & Silver-Greenberg, 2018). Organizational scholars also need to 
respond to the three Ms, and our review provides a starting point. We hope to start a conversa-
tion about these taboo topics at work—among scholars and practitioners, employees and 
managers, men and women—that leads to research studies and workplaces that respect, 
rather than shame, these natural bodily changes during women’s careers.

Notes
1. Menstruation and menopause will occur, but maternity is more variable. In 2017 in the United States, >60% 

of women with children <3 years old were in the labor force, and the majority of women returned to work in <3 
months, while breastfeeding is still recommended (Catalyst, 2018; Gao & Livingston, 2015). Thus, maternity is 
experienced by the majority but not all of working women.

2. Though not the focus of this review, motherhood status itself—distinct from fatherhood—can impair career 
outcomes. Mothers and fathers self-report comparable levels of commitment and desire for advancement, but fathers 
are rated closer to expectations of ideal workers (King, 2008) and mothers are less likely to be hired than otherwise-
identical counterparts (Correll, Benard, & Paik, 2007).
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