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Background
In 1987 Premenstrual Dysphoric Disorder (PMDD) was
included as a provisional diagnostic category in the appendices
of Diagnostic and Statistical Manual of Mental Disorders (DSMIII-R) then called the late luteal phase dysphoric disorder) [1],
and remained as an appendix in DSM-IV, after being renamed
premenstrual dysphoric disorder (PMDD) (APA, 1997). The DSMIV included PMDD as an example of a depressive disorder not
otherwise specified. PMDD is characterized by depressed mood
or labile mood, anxiety, anger and other symptoms occurring
exclusively during the 2 weeks preceding menses. According to
the Diagnostic and statistical Manual disorders fourth Edition
(DSM-IV) published by the American Psychiatric Association, the
symptoms must be severe enough to interfere with occupational
and social functioning , in contrast to the more common PMS
, PMDD is a severely distressing and disabling condition that
requires treatment. First Frank in 1931 described this clinical
phenomenon and use the term (Premenstrual Tension) [2].
Premenstrual disorders include a range of premenstrual
symptoms from mild premenstrual syndrome (PMS) to PMDD
[3]. Reports on prevalence of premenstrual symptoms differ in
many studies, premenstrual symptoms are experienced by 90%
of women of child bearing age, smaller subset meet the criteria
for PMS and less than 10% of them are diagnosed as having
PMDD [4]. Most current studies on premenstrual Dysphoric
Disorder have been conducted in western countries which
investigate the prevalence, severity, most common symptoms of
PMS among various population, health and well being of women
in reproduction age in that population. To my knowledge, there is
no such study among Sudanese women of any age group had been
conducted.

Literature Review

Premenstrual symptoms involves a variety of physical,
emotional and psychological symptoms experienced by some
women during the late luteal phase of menstrual cycle (7-14)
days prior to menstruation and resolves in few days of the onset
of menstruation [5]. The nature and severity of the symptoms
could be within a spectrum from minimal to disabling. About
5% of women reports severe symptoms for several days and
functional impairment. This group of women with the severest
premenstrual symptoms often meet the diagnostic criteria for
premenstrual dysphoric disorder (PMDD), a severe form of PMS
[6]. PMS is one of the factors that make women more susceptible
than men to depression, particularly during periods of rapid
fluctuation of gonadal hormones, such as pre-menstruation and
post partum period [7].
Women commonly experience mood, behavioral and somatic
symptoms in the late luteal phase of the menstrual cycle.
Symptoms can vary in intensity and duration, and may include
depressed or dysphoric mood, anxiety, irritability, loss of energy,
change in appetite or sleep, breast tenderness, or bloating [8]. It
is estimated that twenty percent of women, however, have severe
symptoms of PMS [9]. Moreover 4.6% - 6.4% meet the diagnostic
criteria for PMDD [10]. Many researchers have explored the
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phenomenology, epidemiology, and treatment of PMDD, these
researches have largely been conducted in western and European
populations. It would be expected that the eastern countries
would desire to optimize the mental health of women. Thus there
has been increasing interest in examining the changes in mood
present during women’s hormonal fluctuations. Much of this
research has focused on post-partum depression (PPD) .To this
author’s knowledge, there has been no similar assessment of the
research literature regarding PMDD in Sudan.

DSM-IV defines (PMDD) as a separate entity

Premenstrual symptoms must occur in the last week before
menses and remit within a few days of the onset of menses. They
must also be severe enough to interfere with work, family and
social relationships; at least five symptoms (including at least
one major dysphoric symptom) out of eleven must be present in
the majority of the last 12 cycles. Symptoms must be confirmed
prospectively by daily monitoring of at least 2 cycles, and cannot
be an exacerbation of another disorder [11].
PMS is a serious problem affecting a woman’s health it affects
educated women more than non-educated women. Although it
has been widely studied in many countries, little is known about
PMS in Sudan. Exactly what causes premenstrual syndrome is
not known, but several factors may contribute to the condition.
It is often linked to genetic factors because twins often suffer
with it. Current theory suggests that central nervous system
neurotransmitter’s interaction with sex hormones may be
responsible for premenstrual syndrome. It is also linked with
activity of serotonin, assuming that low levels of serotonin, an
important chemical produced by brain, maybe a major cause
of PMS responses. Serotonin helps to regulate sleep cycles,
carbohydrates metabolism and influences the regulation of
estrogen and progesterone.
Research point to hormonal level changes before menstruation
begins, increased levels of male hormones however as well as
increased prolactin can results in delayed ovulation and low
levels of progesterone, leading to Premenstrual Syndrome. Cyclic
changes in hormones seem to be an important cause, because
signs and symptoms of premenstrual syndrome change with
hormonal fluctuations and also disappear with pregnancy and
menopause. Another theory involves inflammatory substances
called prostaglandins, which is produced in the breast, brain,
reproductive tract, kidney and gastrointestinal tract where

J Psychol Clin Psychiatry 2015, 2(5): 00086

Introduction of the Research

PMS symptoms originate, to be responsible to cramping, breast
tenderness, gas, diarrhea and constipation.

Moreover, a theory also linked to low level of vitamins and
minerals. Other possible contributors to PMS include eating a
lot of salty foods which may cause fluid retention and drinking
alcohol and caffeinated beverages, which may causes mood and
energy level disturbances. Endorphin levels also implicated, it
drops during the luteal phase of menstrual cycle; which may lead
to nausea and various types of pain in some women. However
it may be related to social, cultural, biological and psychological
factors [12].

Two medications are approved by the Food and Drug
administration (FDA) to treat PMDD: Fluoxetine and Sertraline.
Some psychologist criticized jumping to conclusion and treating
PMDD just as hormonal and nothing can be done about it. “If a
women tells you she has PMS or PMDD, therapist should be
supportive, ask about stress, relationships. “Explore some other
things [13]: PMDD was a neglected diagnosis for many years.
Many studies were conducted recently to assess its prevalence,
incidence, stability in community, diagnostic criteria, comorbidities, its effects on social and academic performances and
work, etc.
An American study was conducted in Chicago 2007-2008USA. 1246 women aged 13-55 years using a random sampling
procedure, were studied, they completed daily symptoms
questionnaires and screened for psychiatric disorders by trained
interviewer. Result in final analysis. 1.3% met criteria for DSMIV diagnosis [14]. A comparison of prevalence of PMDD and comorbidities among adolescents in the United States and Nigeria-a
research approached in 537 patients attending outpatient clinics
(cross-sectional survey), in 3 sites, the mean age (13-21) years.
The overall prevalence of PMDD was 4.1% (Maiduguri, Nigerian
6.5%, Lagos N 3.1% and 2.9% in Akron, USA [15].
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associated with poor physical health and psychological distress.

Figure 1: presence of PMDD according to age group.

In KSA (2009), in the area of Al Ahsa, across sectional study
was done about the phenomenology of PMS in female medical
students. The research was conducted over a six months period.
288 questionnaire were distributed, 271 were filled, of the 250
students approached PMS was diagnosed in 89 (35.6%) using
the ACOG criteria. PMS had a significant trend for older age, rural
residence, unstable family income, and earlier age of menarche,
more regular cycles and positive family history of PMS [19].

In 1998, a study about prevalence, incidence and stability of
premenstrual dysphoric disorder in the community was carried
in Germany, 1251woemn aged (14-42) were studied by clinical
interview using DSM-IV algorithms. Results were as: 5.8% met
DSM-IV criteria for PMDD, life time incidence was 7.4% [16].

In November-December 2008, a study to assess the
prevalence of premenstrual symptoms, Premenstrual syndrome
and Premenstrual Dysphoric Disorder in a sample of Spanish
women of fertile age, was approached as representative of the
general Spanish population. 2108 women participated, they
were personally interviewed at home and completed the PSST
(premenstrual symptoms screening tool). 73.7% complained
of some of the premenstrual symptoms during the last 12
premenstrual cycles. 91.0% of women (1415) presented isolated
premenstrual symptoms and (8.9%) of them presented a
moderate/ severe premenstrual syndrome. Only 1.1% fulfilled
criteria for a diagnosis of PMDD [17].

Schudin T et al. [18] studied prevalence and predictors of PMS
and PMDD in a population-based sample of European women,
aged (15-54). They completed a questionnaire based on PSST.
Results: A total of 3,913 women participated, 91% of participants
reported at least one symptom, 10.3% had PMS and 3.1% fulfilled
the criteria for PMDD according to DSM-IV [18]. The prevalence of
PMS & PMDD was higher in non married women (Figure 1 & 2),
in women aged (35-44) years. Both PMS & PMDD were strongly

Figure 2: Presence of PMDD according to duration of menstrual cycle.

Another study was conducted in Nigeria by Baba A Issa et al,
This study aimed to estimate the prevalence and associated factors
of PMDD among medical students of a Nigerian University, across
sectional sample of medical students of the university were studied
(No=208) which involved completing a questionnaire to elicit
socio-demographic and gynecological information’s as well as the
GHQ-12 and later interviewed with DSM-IV PMDD instrument.
Results: 36.1% of the respondents met the criteria for the
diagnosis of PMDD. (20.2%) were categorized as having probable
psychiatric morbidity using GHQ 12 [20]. In 2005, in Iran, a crosssectional study was carried out among female students, aged 18-
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27 years to assess the frequency of premenstrual symptoms and
prevalence of Premenstrual syndrome among Iranian women.
300 students were asked to complete a questionnaire assessing
PMS, which was derived from DSM-IV diagnostic criteria for
PMDD. The result was: 98.2% reported at least one mild to severe
premenstrual symptom. 16% met the criteria of DSM-IV for PMS.
Most common symptoms were feeling of sadness or tearfulness
(70.3%), anxiety (70%), backache (69%), sleep problems (66%),
depressed mood (72.4%) [21]. There was significant difference
for severity of symptoms with younger women compared to older
women.

A research was conducted in Ethiopia, Jimma University
(2002). It was aimed to assess prevalence of PMS and its effect
on academic and social performances of students in Jimma
University. A cross sectional study was conducted among 242
randomly selected female students. A structured and pretested
self-administered questionnaire was employed for data collection.
The criteria proposed by the DSM-IV were used to diagnose PMS.
The age of participants ranged from 17 to 38 years. Results: Almost
all (99.6%) had at least one premenstrual symptom in many of the
menstrual cycles in the last 12 months. The prevalence of PMS
or PMDD was 27% (according to DSM-IV criteria). About 14% of
the study participants frequently missed classes and 15% missed
examinations or scored a lower grade at least once because of
PMS. The study revealed a high prevalence and negative impact of
PMS on students [22].
A research also was studied in India, to determine the
prevalence of premenstrual symptoms in perimenopausal age.
Women attending Health Care programme (HCP) for women
around 40 year of age were included in the study. Last 200 women
who attended form April 2002 to October 2004 were included for
analysis, out of these 107 qualified for final analysis.

Results

Oms-(38.3%) had 3 or more symptoms whilst (14%) had 5 or
more symptoms. (4.7%) reported that the symptoms were severe.
The commonest symptom was mastalgia or heaviness of breasts.

Conclusion

Premenstrual syndrome was common between 36 and 55
years, about half of them have experienced 3 or more symptoms
and 1 in 20 may require treatment [23]. A study was conducted
in UAE (United Arab Emirates), to determine the prevalence and
impact of premenstrual syndrome in adolescent school girls aged
(12-18) years from five private schools and five public schools
(n=700). Subjects were interviewed about cyclic and recurrent
behavioral and somatic premenstrual symptoms during the last
3 months based on ACOG criteria and their impact on quality of
life using structured and validated questionnaire. Result: The
prevalence of premenstrual syndrome was 16.4% (n=115), it was
significantly associated with Emirati nationality, presence of the
condition in sisters and dysmenorrhea.
In Peshawar (Pakistan) an observational study at the Khyber
medical college was conducted (Dec. 2005) to find out the
frequency of PMS in young college girls and to describe the
severity of emotional, physical and behavioral symptoms. Results:
The frequency of PMS was 53% according to ICD-10 criteria,
among which (31.7%) was severe, 42% were mild, 18.2% were
moderate and 18.2% met the DSM-IV criteria for (PMDD). Most
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frequent reported symptoms in PMDD group were anger, Anxiety,
stress, depression, fatigue and general body discomfort [24].

A research conducted in Croatian students to assess prevalence
and symptoms profile of PMDD. Data was obtained for 87 healthy
women aged (18-30) at their regular gynecologic outpatient visits
over the period of 2003-2004, they were assessed daily, during
2 cycles with the Daily Records of severity of problems (DRSP)
and criteria of DSM-IV for PMDD. 15 of the 87 women fulfilled the
criteria of DSM-IV for PMDD and reported statistically significantly
higher prevalence of co-morbid disorder in their medical history
compared to non PMDD group. Overall relatively high prevalence
of PMDD in studied group indicates the need to continue the study
[25].

Rational

PMDD is a relatively new concept, in 1998 October, a consensus
was reached that PMDD was a district clinical entity, subsequently
in November 1999, the US Food and Drug Administration (FDA)
Neuro pharmacology supported this concept, since then several
studies and several treatments options for PMDD have been
investigated and developed. Therefore this study aimed to
determine the prevalence of PMDD among Sudanese females. To
my knowledge, there is no published data on PMDD in SUDAN.
This fact prompt us to conduct a baseline survey on this serious
problem affecting women health, particularly of the university
students who are among the promising group to the country is
development. So, this study was conducted on female’s medical
student of Al-Ahfad University.

Objectives

General objectives
To assess the prevalence of PMDD in Sudanese female
university students.

Specific objectives

a) To determine the Magnitude of PMDD in Al-Ahfad University
Medical students.
b) To know the impact of PMDD in social and work activities.
c) To identify factors associated to the stress.

Methodology
Study design

The study was cross-sectional descriptive study.

Study Area (place of study)

The study was conducted in AL-AHFAD University-School of
Medicine for Women which is located in Omdurman Province,
Khartoum State. Capital of Sudan. It is a private university, but
provides services for all citizens from different areas of Sudan and
neighboring countries. The school of medicine was established in
1990 to adopt the approach of health promotion and education. It
is recognized from Sudan National Council for Higher Education,
Number of student admitted per year about 300-600.

Study population

This includes all medical students in school of medicine aged
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(16-27) years from different areas of Sudan during the period of
the study: July 1st 2012-August 2012.

Sampling

Total numbers of students were 105 students. The students
were approached during their lecture period after obtaining
the permission of the teachers and were asked to complete the
questionnaire under close supervision of the researcher.

in the research sample was 20.8 years. Most of the students (98)
were in the range (18-24) years. In the study there were only two
married students (Figure 3 & 4). Age of menarche varied between
(11-18) years with mean of 13.8 years. This is shown in Table 1.
The prevalence of premenstrual dysphoric disorder in the study
was found to be 38.1% (Table 2).

Data collection

Self-reported questionnaire-contained socio demographic,
gynecological variables and items of the DSM -IV Diagnostic
criteria for PMDD was filled by the students, it was administered
in Arabic language which is the official language of communication
in Sudan.

DSM- IV Diagnostic criteria of PMDD

A questionnaire was constructed based on these criteria
including physical and mood symptoms. DSM- IV, the fourth edition
of the diagnostic and statistical manual of mental disorder, requires
a woman to have at least 5 out of 11 physical & mood symptoms
to be diagnosed as having PMDD, one of the five symptoms must
be mood symptom, which include depressed mood, anxiety, mood
liability or irritability. Other symptoms include, fatigue, sleep
changes, appetite changes, decreased interest, concentration
difficulties, feeling over whelmed or out of control and physical
symptoms such as breast tenderness, bloating and headaches.
These symptoms must be confined to the luteal phase of the cycle
and be severe enough to cause psychosocial impairment and must
not merely being an exacerbation of another disorder.

Figure 3: The distribution of the students according to their age.

Inclusion criteria

The study included all females medical students of school of
medicine in AL-AHFAD University for Women (AUW), who aged
(16-27) years, during the period of July- August 2012 who agree
to participate in the study.

Exclusion Criteria

The students with concurrent medical, physical or
gynecological disorder including pregnancy, OCPS use and current
treatment with mood stabilizer or antidepressants medication.

Data Analysis

Data was analyzed by a statistician using computer software
program: the statistical package for social sciences (SPSS).
Spearman’s correlation and Chi-square test, to test the significance
of the result was used. The results were expressed in tables and
figures.

Ethical Considerations

The study was approved by SMSB. Permission was obtained
from college of medicine, al-ahfad University. Informed consent of
participants was also obtained.

Results

The total number of the students participated in the study was
(105) females. There was no refusal. All of them met the inclusion
criteria. Their ages were between (16-27) years. The mean age

4/10

Figure 4: Distribution of the students according to the social status.

Table 1: Distribution of the students according to age of menarche.
Age at Menarche

Frequency

Percent

11.00

5

4.8

12.00

12

11.4

14.00

29

27.6

13.00
15.00
16.00
17.00
18.00
Total

28
19
10
1
1

105
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Table 2: Distribution of the students according to the presence of PMDD
depending on DSM-IV criteria.
Presence of PMDD

Frequency

Percent

Premenstrual Dysphonic Disorder

40

38.1

Total

105

100.0

No Premenstrual Dysphonic Disorder

65
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interest of daily activities like work and study (59%), insomnia or
hypersomnia (49.5%) and sadness & blue mood (41%) (Table 3).
The study showed a significant correlation (positive relationship)
between older age of the studied group and PMS (p value 0.038)
table??

The students who were found to have PMDD had the most
frequent associated dysmenorrhoea (p value 0.028) (Table 4).
Also there was significant correlation between PMS and amount
of pain associated (P value 0.010). Also there was a significant
correlation between length of the cycle and PMS (P value 0.042),
it is more frequent with the duration of (28 days) (Table 5).
There was no significant difference in PMDD categorization and
age of menarche, duration of menstrual flow, marital status and
regularity of cycles.

61.9

The most frequent premenstrual symptoms in this study were
Anxiety & irritability (72.4%), fatigue & lethargy (72.4%), lack of
Table 3: The most frequent premenstrual symptoms in the study.

The most frequent premenstrual symptoms in the study

Feeling sad and blue
mood

Yes

Total

Tiredness and lethargy

Frequency

Percent

Frequency

Percent

Frequency

Percent

Frequency

Percent

43

41.0

41.0

100.0

29

27.6

53

50.5

43

41.0

105

Presence of Pain

No

Total

Lack of interest in daily
activities

Percent
59.0

100.0

59.0

100.0

59.0

76

Table 4: Show the relationship between PMDD and dysmenorrhoea.

Yes

Hypersomina or
insomina

Frequency
62

No

Feeling anxious

105

72.4

100.0

52

49.5

105

100.0

62

105

59.0

100.0

PMDD

Pre Menstrual Dysphoric Disorder

No Pre Menstrual Dysphoric Disorder

Total

% within premenstrual

80.0%

83.1%

81.9%

Count

8

11

19

Count

% of Total

32

30.5%

54

51.4%

86

81.9%

% within premenstrual

20.0%

16.9%

18.1%

Count

40

65

105

% of Total

% within premenstrual
% of Total

7.6%

10.5%

100.0%
38.1%

100.0%

PV=.691

61.9%
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Table 5: Distributions of the students according to length of menstrual
cycle.
Length of Menstrual Cycle

Frequency

Percent

21 days

15

14.3

30 days

17

16.2

28 days
35 days
Total

Discussion

60
13

105

57.1
12.4

100.0

This study sheds a light on the prevalence of PMDD in a sample
of medical students in Sudan. The prevalence of 38.1 % in this
study was high compared to previous studies among medical as
well as non medical students, for example Niser et al. [26] in India
reported a prevalence of 5.8% among females medical student
based on DSM-VI criteria while a prevalence values of 6.1%,
17.2% & 18.2% were obtained in Nigeria [27], Croatia [28] and
Peshawar (Pakistan) [24] respectively based on DSM IV criteria.

Some studies show similar result as Magdy Hassan Balah and
his colleagues who reported a prevalence of PMS (35.6%) among
medical students in AL-AHSA, KSA [19]. Also my study result
(38.1%) was in accordance with the work of Issa BA et al. [20],
Serfaty et al. [29] and Dean et al. [30], who reported prevalence
of (36.1%), 35% and 19-30% respectively. The reasons for this
variation in prevalence rates in studies can be attributed to the
differences in diagnostic criteria , awareness of participants
about their physical and emotional symptoms in general and
prior or during menstruation in particular and methodological
differences. Reasons for high rate of PMDD prevalence in my
study may be due to problems associated with retrospective study
of this nature with tendency to amplify the recall of symptoms
frequency by these students, another reason could be the students
over reporting of emotional aspects of PMDD questionnaire. The
stress of medical education and its ability to induce emotional and
affective morbidity might be inferred to be caused by menses.
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lethargy & tiredness (72.4%), anxiety & irritability (72.4%),
decrease interest in daily activities like work & study 59%,
insomnia or hypersomnia 49.5%n (Table 9-11), feeling sad
or depressed or hopelessness 41% and dysmenorrhea 81.9%
in overall. Other studies reported symptoms like (abdominal
bloating, breast tenderness) and psychological symptoms
(confusion, irritability, anxiety and depression) [19]. In this study
PMDD had a significant association with older age in the sample
(direct relation), Cleckneder-smith et al found that symptoms
were more intense in the (16-18) years group compared to (1315) years age group [25].
Menarche, regularity of the menstrual cycle and development
of PMDD, while Magdy H Balah et al found an association [19].
Also in this study we didn’t find difference or relation to PMDD
explained by marital status.

Figure 5: The relationship between PMDD and dysmenorrhoea.

A finding that was significantly related to PMDD in this study
is dysmenorrhea (pain during menses), 32 of the 40 students who
had PMDD reported that they suffered painful menses. 86 students
(81.9%) reported dysmenorrhea overall. The respondents with
moderate\severe pain were more represented among those who
reported menstrual pain and had PMDD (Figure 5 & 6) (Table
6-8). This finding is similar to the finding of BABA A ISSA and
colleagues who find the presence of pain as a correlate of PMDD
among Nigerian medical students [20]. The relationship between
pain and report of emotional problems is mutual.
Dysmenorrhoea causes distress and aggravates the emotional
and behavioral responses to menstrual symptomatology and
likelihood of PMDD reporting25. On the contrary, PMDD may
make the women report premenstrual symptoms as painful or
aggravate the pain associated with menstruation [27].
Moreover the other frequent symptoms in this study were

Figure 6: The degree of menstrual pain (dysmenorrhoea) in relation
to PMDD.
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Table 6: The relationship between length of the cycle and PMDD.
Duration of Menstrual
Cycle

Pre Menstrual Dysphonic
Disorder

No Pre Menstrual
Dysphonic Disorder

Total

5

10

15

Count

21 days

% within premenstrual

12.5%

15.4%

14.3%

Count

20

40

60

% of Total

28 days

14.3%

61.5%

57.1%

Count

7

10

17

19.0%

38.1%

57.1%

% within premenstrual

17.5%

15.4%

16.2%

Count

8

5

13

6.7%

9.5%

16.2%

% within premenstrual

20.0%

7.7%

12.4%

Count

40

65

105

% of Total

Total

9.5%

50.0%

% of Total

35 days

4.8%

% within premenstrual
% of Total

30 days

Premenstrual DD

% within premenstrual
% of Total

7.6%

100.0%
38.1%

PV=.282

Table 7: Distribution of the students according duration of menstrual flow.

4.8%

12.4%

100.0%

100.0%

61.9%

100.0%

Duration of Menstrual Flow

Frequency

Percent

1 - 3 days

26

24.8

More than 8 days

3

2.9

4 - 8 days

76

72.4

Total

105

100.0

Presence of Dysmenorrhoea

Frequency

Percent

Yes

86

81.9

Total

105

100.0

Degree of Pain

Frequency

Percent

Mild

28

26.7

Severe

31

29.5

Table 8: Distributions of the student according to frequency of dysmenorrhoea.

No

Table 9: Distribution of the students according to degree of pain.

Moderate
Total

19

46
105

18.1

43.8
100.0
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Table 10: The table shows the relationship between PMDD and age.

Premenstrual

Age
Count

Premenstrual Dysphonic
Disorder

No Pre Menstrual
Dysphonic Disorder

Total

6

9

15

17.00 -19.00

% within premenstrual

20.00 -22.00

% within premenstrual

23.00+

% within premenstrual

2.5%

13.8%

9.5%

Count

40

65

105

Total

% of Total
Count

% of Total
Count

% of Total

% within premenstrual
% of Total

15.0%

13.8%

5.7%

8.6%

33

47

82.5%

72.3%

31.4%

44.8%

1

9

1.0%

14.3%
14.3%
80

76.2%
76.2%
10

8.6%

100.0%

9.5%

100.0%

100.0%

Pre Menstrual Dysphoric
Disorder

No Pre Menstrual
Dysphoric Disorder

Total

7

21

28

38.1%

61.9%

PV=.157

100.0%

Table 11: Show the relationship between PMDD and degree of pain associated.

Crosstab
PMDD

Degree of Pain
Count

Mild

% within premenstrual

Moderate

% within premenstrual

42.5%

44.6%

43.8%

Count

16

15

31

Severe
Total

Limitations

% of Total
Count

% of Total

17.5%

32.3%

6.7%

20.0%

17

29

16.2%

27.6%

26.7%
26.7%
46

43.8%

% within premenstrual

40.0%

23.1%

29.5%

Count

40

65

105

% of Total

% within premenstrual
% of Total

15.2%

14.3%

100.0%

100.0%

38.1%

61.9%

PV=.107

Our study included limitations, among which we should keep
in mind that in diagnosing PMDD we didn’t take into account all
of diagnostic exclusions except for concurrent major psychiatric
& medical disorder beside pregnancy. Despite the students
were included in the study based on absence of medical chronic
disorders, they were not screened for other possible medical
diagnoses when they reported PMDD symptoms. We were also
unable to use prospective diaries across at least 2 cycles. A further
important limitation of the study is that we studied exclusively
students aged (16-27) years, thus the results refer to adolescents
and young adults. My study included a highly selective sample

29.5%
100.0%
100.0%

comprising of medical students from one institute which will limit
generalization of the findings.

We depend on the retrospective analysis using a questionnaire.
Despite the questions asked were standardized and used before
[20], but the questionnaire filling likely to pose biases, either in
over or under reporting. In addition to the limitations above , the
severity of pain was self reported and therefore subject to bias as
what one regards as moderate could be regarded as mild or severe
by others.

Conclusion

Premenstrual Dysphoric Disorder or severe Premenstrual
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Syndrome is a common problem in young women in this part
of the world. The rate of PMDD among medical students in this
study was higher than that among young students in previous
studies. Dysmenorrhoea of moderate /severe intensity correlated
significantly with possibility of having PMDD. Older age group and
length of menstrual cycle (28 days) also correlates significantly
with the disorder. The result in this study indicates that none
of participants seeks medications or medical advice for her
premenstrual symptoms.

Recommendations

I. Assessment and treatment of PMDD are as important
as other medical & psychiatric disorders (e.g. Anxiety &
Depression), so we suggest a new process for diagnosing
PMDD based on our findings. As some other researchers like
Halbreich et al. [31] have argued that symptoms counts are
arbitrary under the current diagnostic criteria, and suggest
that the prevalence of clinically relevant PMDD is probably
higher than DSM-IV estimates.
II. Efforts should be made to alleviate the pain associated
with menses; health-care providers should take issue of
dysmenorrhoea and its management more seriously by
increase health education on dysmenorrhoea and PMDD.
A more standard pain assessment method would be more
desired.

III. Further studies on large sample of population with more
preferably prospective approach need to be conducted to
confirm these results and to plan out strategies for better
detection & management of PMS in young women.
IV. Providing more education about reproductive health,
premenstrual symptoms, PMS & PMDD and support to the
young women in order to improve the quality of life of the
students.
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