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Introduction: As the psychological impact and decreased quality of life

experienced by women living with a Premenstrual Disorder (PMD) has been

reported in the literature, the aim of this systematic review and thematic synthesis

was to explore a) their experiences and the psychological impact of PMDs,

specifically Premenstrual Syndrome (PMS) and Premenstrual Dysphoric Disorder

(PMDD), and b) their perceived support needs.

Method: Six databases were searched for publications reporting on qualitative

studies, since the database inception. The Preferred Reporting Items for

Systematic Review and Meta-Analysis guidelines were followed.

Results: Seventeen papers reporting on 479 women met the inclusion criteria:

ten focused on PMS, six on PMDD and one on PMS and PMDD combined. Two

main PMD themes were identified: 1) controlled by PMDs, which had three

subthemes, and 2) a women and life left broken, with five subthemes.

Conclusion: Women’s accounts revealed that experiences of PMDs were

intense, life changing and life-controlling. Women were left holding the

responsibility of understanding and managing their own condition, whilst

advocating for themselves in a healthcare setting in which their condition has

been little understood. Consequently, women developed coping strategies to

lead a functional life, and experienced changes to their sense of self. Clinical

recommendations included the need for professionals working with women in

crisis, to assess for PMDs and signpost towards specialist services.
KEYWORDS

premenstrual syndrome, PMS, premenstrual dysphoric disorder, PMDD, women’s

health, menstrual cycle
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1 Introduction

Premenstrual disorders (PMDs) are on a continuum of

premenstrual symptoms ranging in severity from Premenstrual

Syndrome (PMS) to the more debilitating Premenstrual

Dysphoric Disorder (PMDD) (1), despite being diagnosed

separately since 1987 (2). Given this continuum, both PMDD and

PMS papers will be included within this review, under the term

PMD. Up to 80% of women experience premenstrual symptoms

each month (3), for approximately 20-40% of menstruating women

these symptoms meet a clinically significant level, affecting their

daily functioning, and are defined as PMS (2–4). Only 3-8% suffer

symptoms severe enough to be classified as PMDD (2); however,

prevalence rates vary depending on assessment method (5). At

present, there is no clear understanding of the etiology of PMDs;

however, theories include genetics, increased sensitivity of the

central nervous system to menstrual cycle hormones and

psychosocial factors [for a comprehensive overview, see Hantsoo

and Epperson (6)].

Premenstrual Disorders are defined by the cyclical nature of

their symptoms, occurring during the luteal phase and subsiding

with menstruation, with a symptom-free period between

menstruation and ovulation (2). Symptoms of PMDs include low

mood, affective liability, and interpersonal conflicts, as well as

physical discomfort, changes to appetite and sleep. According to

the DSM-V (7), symptoms must cause an impairment to the

individual’s daily personal, professional, or social commitments

during the luteal phase to meet the threshold for a PMDD diagnosis.

PMDD is linked to co-morbidities with depression, anxiety and

panic disorders, as well as social phobia, OCD (8) and suicidal

ideation (9).

Treatment options for PMDs are limited, and a cure for PMDD

specifically is only truly possible by removing the ovaries (2).

However, an individual’s day-to-day life can be improved through

symptom management, such as prescribing antidepressants or

hormone therapies, to reduce the fluctuation of hormone levels

(2). For more mild symptoms, non-pharmacological treatment

recommendations include cognitive behaviour therapy, dietary

intervention, exercise, exposure to sunlight, stop smoking and not

drinking alcohol (10).

In terms of interventions, Kancheva Landolt and Ivanov’s (11)

systematic review of 32 peer-reviewed papers found non-

pharmacological interventions provided a significant reduction in

PMS symptoms. In addition, Carlini et al.’s (12) scoping review of

113 studies highlighted that PMS and PMDD symptom reduction

was possible with both pharmacological and non-pharmacological

interventions, but the authors expressed concern about the quality

and methods of some non-pharmacology studies.

The impact of PMDs on a woman’s life has been documented by

various quantitative studies (13), and although some women

experienced their premenstrual changes positively (14), most

literature recognises the negative impact. Experiencing PMDs

placed a burden on women’s occupation (15) and daily activities

(16), and has been associated with depression, stress, sleep

disturbances and a poor relationship with food (17). Prabhavathi

et al. (18) found that as the severity of PMS symptoms increased,
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cognition and psychomotor execution decreased, highlighting the

impact symptoms had on a woman’s functional abilities. Given the

vast impact of PMDs, it is unsurprising that data from 500 female

students showed a direct association with PMS and decreased

quality of life measures (19).

In Osborn et al.’s (20) review of ten quantitative studies, women

with PMDD were noted to be a high-risk group for suicidal

ideation; however, the authors did not find women with PMDD

to be at a higher risk for suicide attempts. In contrast, Prasad et al.’s

(9) review of 13 papers identified an almost sevenfold increase in

risk of suicide attempts. Finally, in the only review of the qualitative

literature to date, Moe and Karlsson (21) identified 12 papers

reporting on the experiences of women with PMDD only. Two

main themes identified the social, emotional, and professional

limitations women experienced due to PMDD and their journey

to a diagnosis and treatment options. Although the authors used a

comprehensive approach to provide nursing specific clinical

recommendations, they did not explore the psychological impact

of this particular diagnosis, nor did they highlight how services

could support these women.

There is a growing qualitative literature exploring women’s

experiences of PMDs. Changes to women’s body dissatisfaction

have been documented across the menstrual cycle, and many

women chose to conceal their body during the premenstrual

phase (22). Cosgrove and Riddle (23) interviewed 30 women with

PMS and described the contrast between women’s view of

themselves with and without their symptoms, leading them to

question which was their true identity. Uncertainty about one’s

own self could be connected to women’s reported feelings of

loneliness (24). These studies provide insight into the affect

PMDD has on a woman’s self-image and identity but lacked a

comprehensive exploration of the wider psychological impact. As

previously discussed, PMDs are considered to sit on a continuum of

symptom severity (1), as recognised by Carlini et al. (12) in their

review of interventions. As a synthesis of PMDs experiences could

provide novel insights into their psychological impact on women.

Therefore, the proposed review of qualitative studies aimed to a)

explore women’s lived experiences of a PMD’s, such as PMS or

PMDD, and b) explore their perceived support needs from

healthcare services.
2 Method

2.1 Search strategy

The systematic search was conducted in line with the Preferred

Reporting Items for Systematic Reviews and Meta-Analysis

(PRISMA) guidelines (25) and the protocol was registered with

PROSPERO in January 2024 (CRD42024505284). The SPIDER tool

(26) categories phenomenon of interest (PI), design (D), and

research type (R) were used to create search terms (see Table 1).

Medical Subject Heading (MeSH) terms identified synonyms, whilst

search categories were combined with Boolean operator “AND”.

Due to diagnostic terminology changing from LLPDD to PMDD in

the DSM-IV in 2000 (7, 27), the decision was made to include PMD,
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PMS, PMDD and LLPDD within the search terms, to ensure no

eligible papers were omitted. Six databases were searched from

inception to March 2024, CINAHL (EBSCO), EMBASE (OVID),

HMIC (OVID), Medline (OVID), PsycINFO (OVID) and Web of

Science. Backwards searching of identified papers’ reference lists

and papers citing the included papers were also used.
2.2 Inclusion and exclusion criteria

Papers were included if 1) participants experienced PMS or

PMDD, with a self-reported diagnosis or diagnosis confirmed by

study or medical team, 2) studies aimed to understand the

participants’ experiences related to their condition, 3) studies

which utilised qualitative research methods for data collection

and analysis (e.g., interviews), including mixed method studies in

which qualitative results were presented separately, and 4) studies

written or translated into English. Papers were excluded if 1)

participant eligibility was unclear or their diagnosis was vague, 2)

participants with and without a diagnosis were recruited, and

without findings reported separately, or 3) they reported on

secondary research (e.g., conference posters or literature reviews).
2.3 Quality appraisal

The Critical Appraisal Skills Programme (28) tool is a validated

checklist used to assess included papers, with ten domains including

methodology, ethical issues and results. As the CASP does not offer

a summary scoring system (29), a numerical system was also used

for better comparison across reviews (yes=1, partially agree=0.5,

no=0). Total CASP scores were used to categorise methodological

quality as high (> 8-10), moderate (6-8) or low (<5) (30, 31). As no

accepted guidelines for excluding studies based on quality exist (32,

33), all studies were included irrespective of quality appraisal.
2.4 Data extraction and data analysis

All eligible papers were transferred into NVivo software in

preparation for analysis and relevant study characteristics (e.g.,
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aims, sample size and recruitment strategy) were extracted and

tabulated. Thematic synthesis (32) was used for data analysis and

involved three stages: line-by-line coding of the individual papers’

findings was completed independently by two of the authors (DB &

DMS), codes were then grouped into descriptive themes across and

between papers, with the reviewers looking for similarities and

differences between the codes. All themes were discussed and

finalised by the whole team, allowing different perspectives and

judgements of the meaning behind each code.
2.5 Reflexivity statement

All authors were white women and mothers; however, they

ranged in age and stage of their careers. The first author (DB) was a

trainee clinical psychologist, with experience working with women

in secure services and supporting children and families in

community services. The second author (DMS) was a Health

Psychologist and Senior Lecturer, specialising in exploring

pregnancy and behaviour change. The third author (EO) was a

Clinical Psychologist working in paediatric services and had an

interest in premenstrual disorder research. The fourth author (AW)

was a Clinical Psychologist and Senior Lecturer, with an interest in

understanding mothers experiencing severe mental health

difficulties. As a team, we acknowledged our similarities with the

participants as females of reproductive age, whilst holding in mind

the potential for power differentials between researchers without a

premenstrual condition and participants with a diagnosis. The

similarities and differences between the research team supported

nuances in interpretation during the synthesis, whilst discussions

and reflective diaries were utilised to minimise the risk of

biased interpretations.
3 Results

3.1 Search outcome

Initial searches identified 7,496 references. Following the

removal of duplicates, the title and abstract of 4,154 papers were

screened for eligibility (see Figure 1). The full text of 79 studies was

assessed, with 15 selected for inclusion. An additional two papers

were included following backwards searches of the citations and

references, resulting in 17 included papers. An independent

researcher (SH) assessed 10% of the search results against the

eligibility criteria: there was a 100% agreement based on the title

and abstract and 100% agreement after reading the full

papers (kappa=1).
3.2 Characteristics of included studies

Seventeen papers, published from 1993 to 2024 and conducted

in ten countries, were identified and synthesised (see Table 2).

Sample sizes ranged from four to 83, with a combined sample of

479. Six studies recruited women with a diagnosis of PMDD: four
TABLE 1 Search terms by category and search strategy.

Search terms

1 (PI)
Phenomenon
of interest

“Premenstrual dysphoric disorder*” OR PMDD OR
“premenstrual syndrome*” OR PMS OR “late luteal phase
dysphoric disorder*” OR LLPDD OR “premenstrual
disorder*” OR PMD

2 (D) Design Interview* OR “focus group*” OR questionnaire* OR
survey* OR “case stud*”

3 (R)
Research
Type

Qualitative* OR “mixed method*”

4 2 OR 3

5 1 AND 4
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studies allowed participants to self-report their formal diagnosis,

one study confirmed diagnosis using the Premenstrual Symptoms

Screening Tool (PSST) (40) and the final study stated that the

participants met the DSM-IV criteria for PMDD. One publication

used the International Society for Premenstrual Disorders

definition of Premenstrual Disorders (PMDs; which includes

PMDD and PMS) as eligibility for participation. The other ten

studies recruited women with PMS: six accepted self-report

diagnosis, two used the PSST, and two stated that researchers

confirmed PMS symptoms or diagnosis (see Table 2). Women

were recruited from a range of settings, including social media,

local newspapers, and radio adverts, as well as medical clinics and

snowball sampling. Fifteen studies collected data via semi-

structured interviews, the remaining two studies used interviews

as well as open-ended surveys and a questionnaire followed by case

studies. Thematic analysis was the most used analysis method

(n=9), two studies used thematic decomposition and two

described content analysis. Thematic coding, narrative analysis,

the listening guide and a feminist phenomenological approach

were each referenced once.
3.3 Methodological quality of
included studies

The methodological quality of all 17 studies was assessed as high

(n=14) or moderate (n=3), indicating the rigorous analysis and

reporting of results presented. Only three studies had sufficiently

considered the researcher-participant relationship (39, 45, 48);

however, all papers provided a clear statement of findings and

described the value provided by their results. The CASP quality

appraisal ratings can be viewed in Table 3. An independent

researcher (SH) independently assessed all papers, there was a
Frontiers in Psychiatry 04
substantial agreement (97.3%, kappa=0.74), any discrepancies

were resolved through discussion.
3.4 Thematic synthesis

Two main themes were conceptualized to capture women’s

experiences. PMDs were described as life controlling, narratives

indicated the psychological symptoms and maladaptive coping

mechanisms left women feeling themselves and their lives were

broken, and forever damaged. The two themes were 1) controlled by

PMDs (with three subthemes) and 2) a woman and a life left broken

(with five subthemes) (see Figure 2).

Themes are outlined below with their respective subthemes and

quotes to support. Table 4 presents a matrix of these themes and

their respective subthemes, highlighting which themes were

endorsed by each of the 17 studies.

3.4.1 Theme 1: controlled by PMDs
This theme and its three subthemes captured the perceived

control that PMDs exerted over women’s lives, and the coping

strategies women developed as a result, including active strategies

and avoidance. The process of regaining control was framed as

separately to coping strategies implemented, and therefore

described as a separate subtheme.

3.4.1.1 Subtheme 1.1: life-controlling
psychological symptoms

Psychological and behavioural symptoms of both PMS and

PMDD were reported as negatively influencing quality of life more

than any physical symptoms. The psychological impacts were

defined as “life-controlling” [ (52): p.5], with examples including

emotional sensitivity, feeling overwhelmed and negatively towards
FIGURE 1

PRISMA diagram of the search strategy (25).
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TABLE 2 Characteristics of included studies.

Methodology
and analysis

Findings and themes

nline The Listening Guide) (35, 36) Two narrative themes:
1) within abjection
2) beyond abjection

by Feminist phenomenological
approach (38)

Study presents a PMDD Care
Continuum that represents five
themes as a timeline of
participant experiences:
1) PMDD Symptoms
2) Patient delay
3) Diagnosis delay
4) Treatment delay
5) Condition
management delay

Reflexive thematic analysis
(41, 42)

Four themes:
1) A broken woman
2) Misdiagnosis and the lost
decades
3) A life transformed
4) Negotiating the aftermath

ne Thematic analysis (no reference
within paper)

Four themes:
3) Symptoms perceived as a
change that affects the
psychological, behavioural and
physical teens
2) Symptoms of intermittent
throughout
the menstrual cycle

(Continued)
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Author
(date)
[ref]
Location

Aims
Sample size
and diagnosis

Participant
characteristics

Recruitment and
data collection

PMDD only studies

1 Buys (2024)
(34) Australia

To explore the transition into
recovery, management or
transformation of PMDD and
how participants understood
those narratives

7
Self-diagnosed or reported a
formal diagnosis of PMDD, but
identified as in
recovery, management, or
transformation of PMDD

22-45 years old
57% Australian, 28% British,
15% Turkish
85% employed, 15% student
Age at onset of symptoms, age
at diagnosis and relationship
status not reported

Social media adverts and
support groups.
Narrative interviews

2 Chan et al. (2023)
(37)
USA

To explore the diagnostic and
treatment experiences of
PMDD patients in the U.S.
healthcare system and identify
barriers to diagnosis
and treatment

32
Self-identified having PMDD
(87% reported
formal diagnosis)

21-50 years old
Experienced PMDD symptoms
for a mean of 17.43 years and
mean of 5.6 years from
symptom onset to diagnosis
Age at diagnosis ranged from
16 to 45
94% white, 12% Hispanic, 3%
Alaskan native, 3% mixed
ethnicity
65% single, 29% married and
6% divorced
86% had attended collage

Online adverts (supported
IAPMD)
Semi-structured interview

3 Osborn et al. (2020)
(39)
England

To explore women’s
experiences of both having
PMDD and of receiving
this diagnosis

17
PMDD diagnosis confirmed by
the Premenstrual Symptoms
Screening Tool (PSST)
(40) questionnaire

20-56 years old
Average symptom onset of 15
years old
Average diagnosis of 35 years
old
83% white British
47% married, 47% single, 6%
divorced
53% obtained undergraduate
degree or higher
59% mothers

Recruited via two NHS
gynaecology clinics.
Semi-structured interview

4 Marfuah and Barat
(2018)
(43) Indonesia

To understand the experiences
of adolescents with PMDD

6
Met the diagnostic criteria for
PMDD with DSM – IV

14-18 years old
Age of first menstruation was
between 10 and 15years old
100% Javaness
100% Students
relationship status not reported

Purposive sampling from
collage
Interviews
o

s

s

o
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Methodology
and analysis

Findings and themes

3) Environmental factors and
hormones play a role in the
emergence of
symptoms
4) The symptoms cause
discomfort
and interfere with
social relationships

s dia Thematic analysis (41) Two themes:
1) Phases of PMDD at work
and
2) The role of the organisation

t Thematic analysis (41) Five themes:
1) The impact of PMDD on
work and occupational life
2) PMDD and social life
3) Psychological welfare and
PMDD
4) Medical shortcomings 5)
Participants’ thoughts

w Thematic analysis (The
qualitative data analysis &
research software) (47)

Three themes:
1) Separate female identities
2) A life-controlling condition
3) Differences in
coping strategies

(Continued)
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spapers
DD
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Author
(date)
[ref]
Location

Aims
Sample size
and diagnosis

Participant
characteristics

Recruitment
data collecti

PMDD only studies

5 Hardy and Hardie
(2017)
(44)
England

To explore women’s experience
of PMDD in the workplace

15
Self-reported a formal
diagnosis of PMDD

25-49 years old
80% receiving treatment for
PMDD
Received a diagnosis 6months
to 4years prior to the interview
53% British, 40% American,
13% did not disclose
87% employed, 13%
unemployed
relationship status not reported

Online adverts via
Semi-structured in

6 Jurvanen (2017)
(45)
Sweden

To understand the
subjective experiences of
private- and work life for
people with PMDD

11
Self-reported a formal
diagnosis of PMDD

55% worked full time,
18% worked part time,
27% were freelance
Age range, age at onset of
symptoms, age at diagnosis,
ethnicity and relationship
status not reported

Social media adver
Semi-structured in

PMDD and PMS studies

7 Labots-Vogelesang
et al. (2023)
(46)
Netherlands

To improve understanding of
the perspectives of women
with PMD, their coping
strategies and their
expectations of the GP

20
Researchers confirmed
symptoms met IAPMD
definition of PMD

27-49 years old
PMD symptoms started at 14
to 43 years old
95% Dutch, 5% Moroccan
75% married/partnership, 20%
single, 5% widowed
80% employed, 15%
unemployed, 5% student
60% mothers

Adverts in local ne
and closed PMS/P
Facebook pages.
Semi-structured in
o

t

t

M

t
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TABLE 2 Continued

Methodology
and analysis

Findings and themes

Inductive thematic
analysis (41)

Three themes:
1) Occupational disturbance
2) Social impairment and
occupational disengagement
3) The importance of self-
awareness to engage
in occupations

ies,

Thematic analysis (41) Three themes:
1) Effects of PMS on mothering
2) Parenting changes after bad
premenstrual phases
3) Strategies to address
negative mothering

a

,

ses

Theoretical thematic
analysis (41)

Two themes:
1) Inhabiting the abject
premenstrual body
2) Reframing premenstrual
embodiment: resisting the self-
objectification
and dehumanization.

pers Thematic coding (no reference)
Consolidated Criteria for
Reporting Qualitative Studies
(COREQ) (53)

Three themes:
1) The disturbance in preferred
feminine roles of being a good
mother and wife
2) PMS as a life-controlling
condition

(Continued)
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Author
(date)
[ref]
Location

Aims
Sample size
and diagnosis

Participant
characteristics

Recruitment and
data collection

PMS only studies

8 Park et al. (2023)
(48)
England

What are the lived experiences
of women with PMS? To what
extent does PMS influence
their daily occupations? What
are the needs of women
with PMS

4
Self-reported PMS symptoms

No participants details reported Social media adverts.
Semi-structured interview

9 Tutty et al. (2022)
(49)
Canada

To explore the relationship
between women’s premenstrual
symptoms and parenting stress

46
Mothers who self-
reported PMS

23-47 years old
72.7% white, 16.4% Indigenous,
3.6% Vietnamese, 3.6%
Filipino, 3.6% East Indian
65.5% married or living with a
partner, 34.5% lived alone
Mothers of between 1 and 6
children, with at least one child
under 18
80% attended post-secondary
schooling
51% employed outside of the
home, 37.7% not employed
outside of the home, 11.3%
students 27.2% currently taking
anti-depressants
Age at onset of symptoms and
age at diagnosis not reported

Adverts placed in local
newspapers and public
locations, including; librar
hospitals and child welfar
offices.
Mixed methods, semi-
structured interviews

10 Ussher and Perz (2020)
(50) Australia

To examine the role of
premenstrual embodiment in
women’s premenstrual distress

83
Self-reported PMS, symptoms
assessed with the PSST (40)
and daily diary measures

Average age 35 years old
100% in a relationship
98% were heterosexual, 2%
lesbian
Age at onset of symptoms, age
at diagnosis and ethnicity
not reported

Participants recruited from
larger scale project (51).
Recruited via social media
local radio,
newspapers and women’s
health centres.
Open-ended survey respo
and interviews

11 Labots-Vogelesang
et al. (2019)
(52) Netherlands

To explore which symptoms/
complaints are considered most
disabling and why, what
cognitions women have about
the cause of PMS and how

20
Women who met DSM-5
criteria for PMS, confirmed
by researcher

27-49 years old
PMS symptoms started at 14 to
43 years old
95% Dutch, 5% Moroccan
75% married/partnership, 20%
single, 5% widowed

Recruited via local newsp
and social media
Semi-structured interview
s

e

n

a

s

https://doi.org/10.3389/fpsyt.2024.1440690
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


TABLE 2 Continued

Methodology
and analysis

Findings and themes

3) Differences in
coping strategies

s
Content analysis (55) Four themes:

1) Physical consequences 2)
Psychological consequences
3) Behavioural consequences
4) Familial-social consequences

m a

a,

s

Thematic analysis (41, 57) Three themes:
1) Self-monitoring and
awareness
2) Recognition and acceptance
of premenstrual change
3) Coping through self-
regulation of
premenstrual distress

s
Narrative analysis (59) Three themes:

1) Difficulties in identifying the
syndrome and in adopting care
practices
2) Lack of knowledge and
sensitivity of men
3) Its impact on the
couple relationship

,

ps and

Thematic decomposition (61),
a version of thematic
analysis (41)

Three themes:
1) Naming to explain
2) ‘PMS’ becoming the only
explanation for distress

(Continued)
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Author
(date)
[ref]
Location

Aims
Sample size
and diagnosis

Participant
characteristics

Recruitment and
data collection

PMS only studies

these affect their help-
seeking behaviour

80% employed, 15%
unemployed, 5% student
60% mothers

12 Siahbazi et al. (2018)
(54)
Iran

To discover the experiences of
women with PMS, with a focus
on quality of life

21
Moderate to severe PMS based
on the PSST (40)

15-45 years old
48% married, 48% single, 4%
divorced
43% mothers (between 1 and
3)
58% employed, 28%,
housekeeper
14% students
67% attended higher education,
33% high school education
Age at onset of symptoms, age
at diagnosis and ethnicity
not reported

Purposive sampling
Semi-structured interview

13 Ussher and Perz (2013)
(56) Australia

To identify key themes in
women’s construction and
experience of premenstrual
change, and the ways in which
women negotiate and cope
with PMS, in the con- text
of relationships

60
Self-reported to
experience PMS

22-48 years old
98.5% Anglo-Australian, 1.5%
Asian
80% in a relationship
66% heterosexual, 34% lesbian
47% mothers
82% employed
Age at onset of symptoms and
age at diagnosis not reported

Participants recruited fro
larger scale project (50).
Recruited via social medi
local radio,
newspapers and women’s
health centres.
Semi-structured interview

14 Hoga et al. (2010)
Brazil
(58)

To describe the perceptions of
women with PMS regarding
the behaviour of their spouses
in face of this event

20
Self-report PMS symptoms

19-44 years old
55% single, 35% married and
10% divorced
95% employed
Years in education 10-16years
Age at onset of symptoms, age
at diagnosis and ethnicity
not reported

Snowball sampling
Semi-structured interview

15 Mooney-Somers et al.
(2008)
(60)
Australia

To examine the development,
experience and construction of
premenstrual
symptoms across a range of
relationship types and contexts

60
Self-reported PMS

22-48 years old
Majority Anglo-Australian
80% partnered
66% heterosexual, 33%
homosexual

Mixed method
Recruited via local media
women’s health
centres, community grou
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TABLE 2 Continued

Participant
characteristics

Recruitment and
data collection

Methodology
and analysis

Findings and themes

PMS only studies

47% mothers
Age at onset of symptoms and
age at diagnosis not reported

social organizations.
Semi-structured interviews

3) ‘PMS’ as not a legitimate
explanation for distress

dies) 17-49 years old
63% partnered
59.5% heterosexual
76.6% employed
44% mothers
Age at onset of symptoms, age
at diagnosis and ethnicity
not reported

Mixed methods
Recruited via local media and
women’s health centres
Questionnaire, narrative
interviews, followed by
case studies

Thematic decomposition (61) Women described PMS
similarly, as being characterized
by intolerance, irritation,
emotional sensitivity, feeling
more negative towards others,
and feeling overwhelmed in the
face of life’s demands.

30-49 years old
83% married, 17% single
33% housewives, 25%
secretaries, 8% nurse, 8%
musician, 8% part-time worker
8% used oral contraception
Age at onset of symptoms, age
at diagnosis and ethnicity
not reported

Recruited via advert in local
newspaper
Women completed 8 weeks of
daily PMS symptom diaries
Three formal semi-
structured interviews

Content analysis (64) Interview 1: common PMS
experiences and feeling like two
different people.
Interview 2: difficulty in
meeting daily demands and
interpersonal conflict.
Interview 3: hassles arising
from family matters, role
conflict and daily workload.
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Author
(date)
[ref]
Location

Aims
Sample size
and diagnosis

16 Perz and Ussher (2006)
(62) Australia

To examine women’s subjective
experience of PMS, and the
negotiation of PMS in the
context of relationships

35 (interviews) 2 (case stu
Self-reported to
experience PMS

17 Burrage and Schomer
(1993)
(63)
South Africa

To examine whether the daily
coping processes of women
suffering from PMS vary across
the menstrual cycle and to
investigate the effect that
women’s coping resources have
on the severity of their
premenstrual symptom

12
PMS symptoms confirmed
by researcher

https://doi.org/10.3389/fpsyt.2024.1440690
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org


TABLE 3 Overview of CASP scores.

7. Ethical

8.
Data analysis

9. Statement
of findings

10. Value
of research

Quality Score

No (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (10)

No (0) No (1) Yes (1) Yes (1) Moderate (6)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (10)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (10)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

No (0) Yes (1) Yes (1) Yes (1) Moderate (7)

Yes (1) Yes (1) Yes (1) Yes (1) High (8)

Yes (1) Yes (1) Yes (1) Yes (1) High (8)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

Yes (1) Yes (1) Yes (1) Yes (1) High (8)

Yes (1) Yes (1) Yes (1) Yes (1) High (9)

No (1) Yes (1) Yes (1) Yes (1) Moderate (7)

88% 94% 100% 100%
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Author (year) 1. Clear Aims

2. Qual
method

appropriate

3. Research
design

appropriate

4. Recruit-
ment

strategy

5.
Data

collection

6.
Researcher
participant
relationship

PMDD only studies

1 Buys (2024) (34) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

2 Chan et al. (2023) (37) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

3 Osborn et al. (2020) (39) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1)

4 Marfuah and Barat (2018) (43) Yes (1) Yes (1) No (0) Yes (1) Yes (1) No (0)

5 Hardy and Hardie (2017) (44) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

6 Jurvanen (2017) (45) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1)

PMDD and PMS studies

7 Labots-Vogelesang et al. (2023) (46) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

PMS only studies

8 Park et al. (2023) (48) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1)

9 Tutty et al. (2022) (49) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

10 Ussher and Perz (2020) (50) Yes (1) Yes (1) No (0) Yes (1) Yes (1) No (0)

11 Labots-Vogelesang et al. (2019) (52) Yes (1) Yes (1) No (0) Yes (1) Yes (1) No (0)

12 Siahbazi et al. (2018) (54) Yes (1) Yes (1) Yes (1) No (0) Yes (1) No (0)

13 Ussher and Perz (2013) (56) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

14 Hoga et al. (2010) (58) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

15 Mooney-Somers et al. (2008) (60) Yes (1) Yes (1) No (0) Yes (1) Yes (1) No (0)

16 Perz and Ussher (2006) (62) Yes (1) Yes (1) Yes (1) Yes (1) Yes (1) No (0)

17 Burrage and Schomer (1993) (63) Yes (1) Yes (1) No (0) Yes (1) Yes (1) No (0)

Percentage of studies rated ‘Yes’ (1) 100% 100% 70% 94% 100% 18%
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others. At their most extreme, women reported suicidal thoughts

and attempts to end their life and “monthly admissions to emergency

department each time they reached crisis point” [ (39): p.7]. For

some women, the time without symptoms was spent preparing for

and worrying about their next premenstrual phase, highlighting the

life-controlling nature of the condition.
Fron
“I’m actually always thinking about it. And when I feel good, I’m

already preoccupied with it, like: ‘Oh, I hope I won’t feel bad

again’” [ (6): p.5].
3.4.1.2 Subtheme 1.2: learning to cope

Awide variety of coping strategies to manage the symptoms and

impacts of their undiagnosed PMDs were described, ranging from

active approaches to avoidance. Although many papers referenced

isolation, there was an interesting contrast in framing: some

describing avoidance of “emotional labour” [ (62): p.297], whilst

others reported being alone as a form of self-care.
“I just want to lock myself in a room and hide under a duvet and

not talk to or see anyone. And I’m completely disengaged and

don’t take initiatives” [ (45): p.25].
Many women had developed maladaptive coping strategies; for

example, substance misuse, self-harm or disordered eating as a way

to maintain control or as a form of self-harm. Secondary mental

health difficulties were also described; eating disorders and suicidal

thoughts or attempts to end their lives.
“And so at some point I [ … ] would also feel the urge to end it

all” [ (46): p.5].
Whilst some women lacked the energy to implement any coping

strategies, others actively engaged with activities to look after their

own body and prioritise themselves; “taking the time-out to

recognize my own needs has been very useful” [ (50): p.15].

3.4.1.3 Subtheme 1.3: taking back control of their lives

Shared amongst some participants was the sense of women

taking back control of their lives, in contrast to feeling controlled by

their PMDs, after receiving a diagnosis and/or treatment. This

subtheme was more prevalent within the PMDD papers (see

Table 4). Examples included women “adjusting [their] lifestyle

completely” [ (34): p.11] and the ability to plan their lives around

their menstrual cycles, rather than work against it. Although some

women struggled to accept their diagnosis and were reluctant to

take medications, others described validation from finally being

given a diagnosis and/or treatment. Participants described their

treatment as “life changing and life-saving” [ (39): p.8].
tiers in Psychiatry 11
3.4.2 Theme 2: a woman and a life left broken
Women described the length of time between their first

symptoms and their eventual diagnosis, and the responsibility

they held to advocate for themselves throughout this process.

Advocating for themselves across a significant length of time

when feeling repeatedly dismissed by healthcare impacted

women’s sense of self, and other key life domains. Five subthemes

were developed.

3.4.2.1 Subtheme 2.1: dismissed by
healthcare professionals

On many occasions women visited healthcare professionals

seeking advice and help, but they left feeling “dismissed” [(39):

p.7], with one individual being told her symptoms were “in their

head” [ (37): p.4]. Professionals were deemed to have minimal

knowledge regarding the symptoms or treatment options for PMDs,

thus requiring women to be the expert and advocate for themselves.
“I realised that I basically have to treat myself” [ (48): p.643].
Women described spending months completing symptom

diaries only to have doctors decline to read them, which they

experienced as particularly frustrating because the DSM-V

specifically highlights symptom diaries as a necessary part of the

diagnostic process (7). If treatments were offered, these focused

solely on physical symptoms, therefore not targeting most

distressing psychological symptoms (as per theme 1, subtheme 1).
“You can no longer turn to a doctor because [ … ] they had no

answers either” [ (46): p.5].
3.4.2.2 Subtheme 2.2: fractured sense of self

Across the majority of studies, women used an array of terms to

define and differentiate themselves with and without symptoms, as

if they were two separate entities and described “feeling like two

different people” [ (63): p.113]. Examples included “alter-ego” [ (39):

p.5] and “Jekyll and Hyde” [ (44): p.294]. This finding appeared to

be in response to the guilt and fear women experienced regarding

their “out of character” [ (44): p.295] behaviours, whilst in the luteal

phase. One consequence of a fractured self-image was a decline in

self-esteem and self-confidence.
“I lost my confidence and I stopped saying what I really felt and

what I really thought” [ (34): p.8].
Specifically, women described a self-objectification and

annihilation of their “sense of being attractive” [ (50): p.7] and

used derogatory terminology to describe themselves: “frumpy”,

“disgusting” and “unattractive” [ (50): p.7]. Women chose to
frontiersin.org
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conceal their body during their premenstrual phase by wearing

looser fitting clothes, or by simply not leaving the house.
3.4.2.3 Subtheme 2.3: motherhood changed

For participants who had children, a majority spoke about the

distress and impact of their symptoms on their children, and

recognised being “quite unreasonable with them” [ (49): p.90]

during their luteal phase. Women described the difficulties

fulfilling their role as a mother and the impact this had; “I feel

like I’m not being a good mom” [ (48): p.643]. Some women felt

dominated by the needs of their family and described a feeling of

resentment and internal conflict. Some women bravely shared their

guilt of using physical chastisement with their children, such as

spanking, when experiencing symptoms, something they would not

typically do. Intense feelings of guilt then followed, and women

overcompensated with their children afterwards or choose to isolate

themselves during their luteal phase to avoid contact with their

family to protect them.
Fron
“For women who were mothers, they talked about having felt

unable to care for their children and their deep regret for not

having been able to be the parent that they wished to have been” [

(39): p.7].
3.4.2.4 Subtheme 2.4: navigating relationships

Maintaining relationships through menstrual cycles was a

common challenge, women spoke of volatile relationships and

repeated conflicts with partners, and experienced guilt for not

fulfilling their own role as a supportive partner. Many spoke
tiers in Psychiatry 12
about their difficulties in having to rely on someone else for

support and recognised the responsibility of having to educate

their partner. Some women had a perception that their male

partners did not understand their intense symptoms and they had

a “perception that men did not understand the suffering of women” [

(58): p.375]. Relationships became fractured as partners told

women that they “cannot rely on you” [ (54): p.288], resulting in

women having to apologise for their behaviour during their luteal

phase. However, when partners did recognise the difficulties,

women generally felt more understood and supported. This

perceived lack of understanding resulted in some heterosexual

women never choosing to tell their partner when they were

experiencing symptoms related to their menstrual cycle.
“Very unfair that every month I have to say to my partner ‘no

I’m, it’s the week that I’m getting my bad days so, you know, I’m

just telling you now’ it’s a bit embarrassing” [ (60): p.6].
3.4.2.5 Subtheme 2.5: impact on occupation

As participants were working or were in education the term

occupation was used to cover both activities. A common theme

across studies was that maintaining an occupation whilst

experiencing life-controlling symptoms was perceived to be a near

impossible task. Women described regular absences, terminated

employments and withdrawal from higher education: “school was

shattered” [ (43): p.223].
“I feel I can’t do the 8 hours a day, 5 days a week job. I really

don’t think I could manage that mentally or physically. Because,
FIGURE 2

Overview of the two themes and subthemes.
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Fron
if I look back at times I’ve been working, I have many days of

absence. At least 2-3 days every month, and they always happen

the days before menstruation” [ (45): p.23].
Some women described feeling less motivation to engage in

occupations during their luteal phase, whilst others acknowledged

their careers had been impacted by their symptoms of

emotional dysregulation.
“Women often thought colleagues were talking about them and

perceived them as being unable to do their job. Communications

could often be misperceived as negative or a personal attack on

them” [ (44): p.294].
Avoidance was used by some women to manage at work, as well

as recognising they held a more negative view of colleagues; “I find I

get more annoyed by other people … especially at work” [ (50):

p.915]. Although some individuals felt comfortable sharing their

experiences with their employer, this came with its own

complexities, including facing disciplinary action and justifying

the chronic impact of PMDs.
4 Discussion

This systemic review of 17 studies was the first to explore and

thereby report on the psychological impact of living with PMDs.

Key themes highlighted PMS and PMDD were experienced as life

controlling, women felt required to repeatedly advocate for

themselves during appointments with medical professionals who

failed to recognise their PMD, and they had to explain their

condition to their family and work colleagues, who did not

understand their symptoms’ psychological impact. The weight of

this responsibility was with women who already experienced

debilitating symptoms each month, which reduced their

psychological resilience. Women positioned themselves as the

expert, researching and educating others, including medical

professionals. As a result of these demands, combined with living

with life-controlling symptoms and developing and learning coping

strategies to lead a functional life, women viewed themselves and

their lives as broken.

The current review expands upon the findings of Moe and

Karlsson’s PMDD review (21), the findings from both reviews

support the impact PMD’s had on a variety of life domains,

including family, relationships, and occupation. However, novel

insights were provided by the current review into the relationships

women held with others. Themes described the difficulties women

had fulfilling their roles as a mother and partner, and the

subsequent guilt and regret experienced. Additionally, as Moe and

Karlsson’s review (21) included six papers in which the participants’

diagnosis was not verified or was questionable, the current review

provided a more diagnostically robust synthesis of qualitative
tiers in Psychiatry 13
studies relating to PMDD as well as PMS. Thus, only six studies

from Moe and Karlsson’s review of 12 studies were included in the

current review.

To manage their enduring symptoms and maintain a functional

life, women developed various maladaptive coping strategies,

including disordered eating (16, 65). A strong association between

suicidal ideation and PMDD was previously seen in Osborn et al.’s

(20) and Prasad et al.’s (9) reviews, and reflected in the current

review, in which a monthly crisis point was reached by many

women. Given the level of risk highlighted, further research should

focus specifically on understanding the relationship between PMDs

and thoughts and attempts of suicide.

Whilst the contrast between women’s self-image with and

without PMS symptoms has been documented (23), the current

review noted that women’s sense of self appeared to be fractured

with women describing themselves as two separate entities.

Changes to identity in response to a physical health illness draw

on narrative identity theory to understand the mismatch perceived

identity (66). Current themes connected this fracture in identity to

the guilt women felt for their behaviour during their luteal phase,

and the self-objectification which followed.

Although the psychological impact PMD symptoms had on

women’s quality of life has been quantified in the literature (13, 19),

the current review extends these observations by recognising that

even during non-symptomatic periods, women were still worrying

about their next menstrual cycle. Despite the combination of PMS

and PMDD diagnoses in this review, these findings were seen across

all studies.

Of the eight individual sub-themes, seven were equally

representative of both PMS and PMDD focused papers,

highlighting that there are a number of shared experiences.

However, the subtheme “taking back control” was only endorsed

by papers recruiting women with PMDD. Although PMDD sits at

the more severe end of the continuum, the findings of this subtheme

may reflect the potentially curing treatment options for PMDD as

opposed to the ongoing symptom management for women with

PMS (2).
4.1 Strengths and limitations of
synthesised papers

This review recognised the omission of relevant demographic

information within the synthesised papers; 11% failed to document

the participants’ age and 41% did not report their ethnicity. This

omission limits the transferability of results to other groups and

settings. Only five papers reported on the length of time women had

experienced symptoms, or their age at onset of symptoms or

diagnosis, meaning nuances within the data and psychological

impact could not be explored in depth. During analysis, the

authors noted that no information regarding participants’

sexuality or the gender of participants’ partners was reported in

the included studies. In addition, Park et al. (48) provided no

participant demographic information, and two papers did not
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reference the author of the chosen method of analysis. Similarly, the

CASP rating scores (see Table 3) highlighted a notable trend of

authors failing to reflect on the researcher-participant relationship

(item 6), and how their own position could impact the analysis.

Whilst conducting scoping searches, the authors noted

published titles which referenced a PMD; however, the

methodology indicated that women without a formal diagnosis

were recruited. As documented in Figure 1, a total of 21 papers were

removed because they focused on non-clinical levels of

premenstrual symptoms, and a further nine were removed due to

unclear or undefined participant eligibility criteria. It is argued that

this practice continues to blur the lines of what are typical

premenstrual symptoms versus the severity of diagnosable PMDs.

Transparency and clarity of participants’ symptoms and/or

diagnosis are needed in future research.
4.2 Strengths and limitations of
review process

This review of 17 papers was conducted in a systematic,

transparent way, using an established analysis approach and

synthesised the voices of 479 women across 31 years of research.

Searches were independently analysed for eligibility; assessment of

each paper was conducted using the validated CASP (28) checklist

and initial coding was conducted separately by the two authors

independently to increase credibility and minimise risk of bias.

However, the decision to only include academic papers written in

English raised the possibility of language, location and

publication biases.

As PMS and PMDD sit within a continuum (1), studies were

combined under the term PMD to develop a comprehensive picture

of women’s experiences. Although it was a strength to combine

qualitative PMD studies, it could also be argued that nuances of

symptom severity could not be drawn out appropriately. At present

PMS and PMDD are diagnosed independently; however, PMDD has

only been a separate entity since 2013 (2), and hence more qualitative

studies are emerging only since then. The matrix of theme

representation (see Table 4) strengthened the decision to combine

PMS and PMDD studies, as only one of eight subthemes was solely

represented by both diagnoses. All seven remaining subthemes

represented the experiences of women with both PMS and PMDD,

highlighting the similarities of their psychological impact.

Another strength of this review was the clear specification of

PMS and PMDD symptoms/diagnosis within included papers,

ensuring that the synthesised data captured the experiences of

women with clinical levels of symptoms, as opposed to the

general population of menstruating women. Papers excluded for

this reason were unlikely to represent the experiences of women

with a clinically diagnosable level of symptoms. The optimum

strategy to ensure formal PMS and PMDD diagnoses is debated

by the research community (67). Whilst there are challenges with

allowing participants to self-report their diagnosis, the validity of

retrospective questionnaires has also been challenged (67).

Therefore, ten papers in which participants self-reported their

diagnosis were included for analysis.
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et al. (2023) (46)
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8 Park et al. (2023) (48) ✓ ✓ –

9 Tutty et al. (2022) (49) ✓ ✓ –
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✓ ✓ –
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✓ ✓ –
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✓ ✓ –
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4.3 Clinical implications

The difficult experiences women had seeking support from

healthcare professionals were highlighted, adding to the

concerning reality that healthcare professionals were less likely to

take women’s experiences seriously (68), especially when their

symptoms were related to their reproductive health (39, 69).

Consequently, women with a suspected or diagnosed PMD must

continue to advocate for themselves and discuss their symptoms

with their family and social support network. Clinicians should

consider the psychological impact of PMDs and the associated

impact on quality of life, recognising the potential need for referral

to clinical psychology services for therapeutic support with

processing of diagnosis and psychological impact, to reduce

psychological distress.

Owing to the frequency of suicidal experiences described,

additional training for healthcare staff to assess PMDs and signpost

women to appropriate services is required. Increased understanding

of PMDs would be beneficial in healthcare services where women in

crisis may present, for example, emergency services, general

practitioners, and mental health teams. Once diagnosed, many

women described only being offered treatment for physical

symptoms. Therefore, premenstrual training for healthcare

professionals is needed to have an updated understanding of the

growing research into the range of evidence-based treatment options

[see Nevatte et al. (70) for further exploration of treatment options]

and recognise the need for therapeutic interventions targeting the

psychologically distressing symptoms.
5 Conclusion

For the first time, qualitative papers exploring the psychological

impact of premenstrual disorders (PMS and PMDD) were

synthesised in one systematic review. Women described PMDs as

life-changing and life-controlling, they were often left holding the

responsibility for understanding and managing their own

symptoms, whilst advocating for themselves in a world which did

not recognise their experiences. Key recommendations included the

need for medical professionals working with women in crisis, to

assess for PMDs and signpost towards specialist services, including

psychological interventions.
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