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ABSTRACT
Background: Premenstrual syndrome (PMS) is a disorder affecting large number of population in terms of their physical
and psychological well-being. A large number of college drop outs are because of PMS. Aims and Objectives: The
objective of this study was to assess the prevalence of presence of different symptoms of PMS and premenstrual dysphoric
disorder (PMDD) among medical college girls and its effect on their social and academic life. Materials and Methods: This
study was conducted in a medical college in 1st, 2nd, and 3rd year MBBS student girls by providing them a questionnaire
regarding the presence of different symptoms of PMS and PMDD and its impact on their academic and social performance.
Results: The prevalence of PMS was reported to be 65% in the present study. The most common somatic symptom was
body pain (52%) and the most common affective symptom was irritability (50%). In spite of this, only 12% of individuals
with PMS become absent in class and 32% avoid joining social functions. The prevalence of PMDD among the study
population was 12%. Conclusion: It is concluded from the present study that PMS and PMDD are very common problems
among medical students affecting their educational and social activities.
KEY WORDS: Premenstrual Syndrome; Premenstrual Dysphoric Disorder; Medical Students; Academic and Social
Performance
INTRODUCTION
PMS
According to American College of Obstetrician and
Gynecology, PMS is defined as a clinical condition in
which there is cyclical presence of physical and emotional
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symptoms in the absence of any organic disease which may
appear 5 days before menses and disappear within 4 days of
start of menstrual cycle in three consecutive cycles.[1] PMS
has been defined in many ways.[2] According to “clinical
gynecologic endocrinology and infertile,” PMS is defined
as cyclical phenomenon of somatic and affective symptoms
occurring few days before menses interfering with work and
lifestyle followed by symptom-free period.[3]
Somatic symptoms which are included in PMS are fatigue,
abdominal bloating, breast tenderness, headache, and swelling
in the extremities. Affective symptoms include irritability,
angry outbursts, irritability, depression, confusion, anxiety,
and social withdrawal. PMS can be diagnosed if the subject
complaints about at least one of the somatic or at least one of

National Journal of Physiology, Pharmacy and Pharmacology Online 2018. © 2018 Rekha Jiwane, et al. This is an Open Access article distributed under the terms of the Creative Commons
Attribution 4.0 International License (http://creative commons.org/licenses/by/4.0/), allowing third parties to copy and redistribute the material in any medium or format and to remix,
transform, and build upon the material for any purpose, even commercially, provided the original work is properly cited and states its license.

1205

National Journal of Physiology, Pharmacy and Pharmacology

2018 | Vol 8 | Issue 8

Shamnani et al.

Premenstrual syndrome and premenstrual dysphoric disorder among medical students

the affective symptoms and these symptoms must be in the
absence of any hormone ingestion, pharmacologic therapy, or
drug/alcohol abuse.[1]
PMDD
It is more severe form of PMS which occurs in small number
of females and results in significant disability and loss of
function. There is an estimation that about 2–6% of females
experience PMDD in their life span.[4] Females with PMDD
complaint of breast tenderness, severe lower abdomen
pain, bloating, joint and muscle pain, weight gain, sleep
disturbances, irritability, anger, tension, low concentration,
mood instability, and marked depression. The presence of
these symptoms adversely affects their academic, social, and
personal performance.[4]
In addition, American Psychiatric Association has also
established criteria for diagnosis of PMDD according to which a
woman is diagnosed to have PMDD when her life is significantly
affected by moderate to severe symptoms of PMS.[5]
Etiologies of PMS
It has been reported that etiology of PMS is multifactorial.
Several factors are suggested to be associated with PMS
including social factors (ethnicity and culture), socioeconomic
status, dietary habits, stress, exercise, smoking, alcohol
consumption, and menstrual factors (age at menarche,
duration since menarche, and menstrual patterns).[6-9] One
of the common etiologies which are suggested about PMS
is endocrinal cause.[10] An abnormal function at any level
of hypothalamo-pituitary-adrenal axis may lead to PMS.
Environmental factors, defective nutrition, and defective
adrenal hormone secretion lead to the development
of PMS.[11] Stress has an important role in pathophysiology
of PMS. Prolong stress exposure can lead to malfunctions of
neuroendocrine system and could flare PMS.[12]
Several factors including genetic, environmental,
psychological, biological, and social factors are documented
to play a role in occurrence of PMS. Few literatures suggest
that young woman, black woman, and woman with longer
cycles are more prone to develop PMS.[13] Genetics plays an
important role. Women with a history of PMS in mothers are
more likely to report PMS (70%) in comparison to women
with negative family history (37%). Moreover, reporting of
PMS in monozygotic twins is 93% while in dizygotic twins
is 44%.[14] Literatures have shown that women experiencing
domestic violence or abusive relationships are more likely to
report PMS.[15]
This study was planned to evaluate the prevalence of different
symptoms of PMS and PMDD among medical student girls
and its impact on their educational, personal, and social
performance.
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MATERIALS AND METHODS
This study was conducted in tertiary health center of north
India. Student girls of MBBS 1st, 2nd, and 3rd years between
age 18 and 25 years were enrolled in the study after ethical
approval and informed written consent.
Sample Size
Authors recruited 242 students who were provided the pro
forma, out of which two students did not fill the questionnaire.
Sample size was 240.
A pro forma containing 20 questions was framed and
provided to the participants. In the questionnaire, authors
inquired about different symptoms of PMS and PMDD with
their severity. Authors also inquired about impact of these
symptoms on their academic, social activities, and overall
quality of life.
Exclusion Criteria
Students with medical or psychological problems that can
mimic the PMS were excluded from the study. Students with
medical history of endocrinal disorders, metabolic disorders,
autoimmune diseases, chronic infective diseases, unrelated
psychiatric disorders, and gynecological problems such as
pelvic inflammatory diseases or endometriosis were excluded
from the study.
RESULTS
Diagnosis of PMS in the present study was made according
to diagnosis criteria proposed by American College of
Obstetrician and Gynecology. The prevalence of PMS
was reported to be 65% in the present study. 65% of the
participants reported at least one symptom of PMS. The
most frequent somatic symptom in this study was body pain
(52%) and affective symptom was irritability (50%). Other
symptoms such as fatigue (42%), breast tenderness (21%),
abdominal bloating (20%), headache (28%), swelling in the
extremities (31%), angry outbursts (32%), depression (12%),
anxiety (32%), confusion (9%), and social withdrawal (31%)
were also present in significant number of participants. In
spite of this, only 12% become absent in educational activities
during these days and 32% avoid joining social activities.
The prevalence of PMDD among the study population was
12%. Among the study population, 45% of symptomatic
participants consulted to their mothers, 28% to their friends,
21% others, and only 6% consulted to physician.
DISCUSSION
The prevalence of PMS was reported to be 65% in the
present study population. 65% of the participants reported
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at least one symptom of PMS. The most frequent somatic
symptom in this study was body pain (52%) and affective
symptom was irritability (50%). Although fatigue (42%),
swelling in the extremities (31%), headache (28%), breast
tenderness (21%), abdominal bloating (20%), angry out
bursts (32%), depression (12%), anxiety (32%), confusion
(9%) and social withdrawal (31%) like symptoms were also
present in significant number of medical students. In spite
of this, only 12% escape their academic activities during
these days and 32% avoid participating social activities.
The prevalence of PMDD among study participants
reported to be 12%.
Several other similar studies done in different areas of
world reported high prevalence of PMS. In some of these
literatures, the most common somatic symptom reported
was breast tenderness and the most common affective
symptoms reported were angry outbursts, anxiety, and
irritability.[16-19] While another study done by Berek.
found that most common physical symptoms associated
with PMS were fatigue, bloating, breast tenderness, pain
and acne. On the other hand, anger, irritability, anxiety,
tension, depression, over sensitivity, exaggerated mood
swings, sleep disturbances, and appetite changes were
common affective changes.[20] Pain was most commonly
reported symptom in Chinese women according to a study
done in Hong Kong.[21]
The prevalence of PMS is one of the studies done in Iran
reported to be 85.6% and of PMDD it was 36.3%. Among
all participants, majority reported fatigue, lethargy, and
abdominal pain (72.6%, 62.7%, and 54.2%, respectively).[22]
Similar study conducted in Thailand involving 399 adolescent
girls of high school reported 29.8% (95% CI 24.5%–35.4%)
prevalence of PMS. Of which the most common physical and
psychological symptoms were breast tenderness (74.4%) and
angry outbursts (97.7%).[23] In West Bengal, India, similar
study was performed among adolescent girls of rural school
reported the prevalence of PMS to be 61.5%. Of the affective
symptoms, irritability was highest (84.8%) followed by anger
(70.5%) and depression (62.7%).[24] In a meta-analysis study,
it was shown that highest and lowest prevalence of PMS was
reported in France 12% (95% CI 11–13) and Iran 98% (95%
CI 97–100).[25]
There was some ethnic variance in symptoms. Food
craving was more prevalent in black women in comparison
with white women.[26] On the other hand, white women
more likely reported mood swings and weight gain than
black woman.[27] Regarding awareness about PMS, a study
performed in Malaysia concluded that 80% participants
consulted their mothers and about 40% consulted their
friends about the problem of PMS.[28] Similar study
done in Indian adolescents reported that very few (4%)
participants consult their physician for evaluation and
management of PMS.[29]
1207

Limitation of Study
Symptoms of PMS could not be distinguished from other
mood disorders occurring at same time. There is no laboratory
test which can certainly distinguish that the symptom is due
to PMS only.
CONCLUSION
In the present study, the prevalence of PMS among medical
students was found to be 65%. The most frequent somatic
symptom was body pain (52%) and affective symptom was
irritability (50%). The prevalence of PMDD among the
study population was 12%. PMS was found to have negative
association with educational and social activities
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