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ABSTRACT

Objective: Premenstrual syndrome (PMS) is a common condition affecting women’s physical, mental, and social well-being.
Objective: To determine the prevalence of PMS, identify associated risk factors, and assess its impact on quality of life.
Methods: This cross-sectional study was conducted at a university-affiliated teaching hospital. PMS was assessed us-
ing the Premenstrual Assessment Form (PAF), and quality of life was measured with the Short Form-36 (SF-36). Sociode-
mographic factors, body mass index (BMI), smoking/caffeine consumption, and marital status were recorded. Statistical
analyses were performed using SPSS 28.0, with significance set at p<0.05.

Results: A total of 500 women aged 18-45 were included. Mean age was 28.0 + 6.1 years, and mean BMI was 25.0 +
4.8 kg/m?. Nearly half were single (45.7%), and 67.4% had at least a high school education. Smoking and caffeine intake
were reported by 17.1% and 18.3%, respectively. PMS prevalence was 70.0% (95% CI: 66.0-74.0), with 41.6% mild,
19.6% moderate, and 8.8% severe cases. Multivariate logistic regression identified younger age (18-30 years), BMI > 30
kg/m?, lower education, unmarried status, and smoking as independent PMS predictors (all p <0.05). Caffeine intake was
not significantly associated (p=0.075). SF-36 analysis revealed significant differences in the scores of the Physical Func-
tioning (p=0.006) and Mental Health (p=0.003) domains across PMS severity groups. However, Spearman’s correlation
indicated low positive correlations between PMS severity and the scores of the Physical Function (r=0.32, p=0.003) and
the Mental Health domains (r=0.45, p<0.001).

Conclusion: PMS was significantly associated with multiple sociodemographic and lifestyle factors. Although the scores
of the physical functioning and mental health domains of the SF-36 varied between different degrees of PMS severity, the
correlation between these scores and PMS severity was low.
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Introduction
Premenstrual syndrome (PMS) is a prevalent disorder character-
ized by physical, emotional, and behavioral symptoms occurring
during the luteal phase of the menstrual cycle. According to the
American College of Obstetricians and Gynecologists (ACOG),
PMS is diagnosed when these symptoms cause measurable func-
tional impairment ", Premenstrual Dysphoric Disorder (PMDD),
a more severe form, is defined by the American Psychiatric
Association (APA) as involving marked anger, irritability, and
tension 2. The International Society for Premenstrual Disorders
(ISPMD) requires at least one psychological or behavioral symp-
tom for a clinical diagnosis *!. Beyond hormonal fluctuations,
PMS significantly impairs daily functioning and quality of life,
encompassing both psychosocial and biological components ',
The prevalence of PMS varies due to differences in diagnostic
criteria and assessment methods. Commonly used tools include
the Premenstrual Syndrome Scale (PMSS), the Daily Symptom
Rating Scale (DRSP), the Menstrual Distress Questionnaire
(MDQ), and the Premenstrual Assessment Form (PAF); despite
the validity of these tools, inconsistencies in diagnostic approaches
contribute to discrepancies in prevalence rates across studies and
populations P81, A global meta-analysis reported that 47.8% of
reproductive-aged women experience PMS, with prevalence
ranging from 12% in France to 98% in Iran . In Turkey, a recent
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systematic review estimated a prevalence of 52.2%, increasing
to 59% among high school students and 50.3% in university
students ", Large-scale epidemiological analyses from 1990 to
2019 indicate a 46.5% rise in PMS cases, though age-standard-
ized prevalence remains stable, highlighting the influence of geo-
graphic, cultural, and lifestyle factors "',

PMS is associated with significant reductions in quality of life,
affecting physical, psychological, and social well-being. Studies
demonstrate its adverse impact on daily activities, interpersonal
relationships, and mental health “!2 Additionally, PMS cor-
relates with increased stress levels and decreased occupational
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performance, particularly in high-responsibility professions
such as healthcare '*15, Research on student populations sug-
gests that PMS negatively affects academic performance and
overall well-being "7, These findings emphasize the fact that
PMS is not merely a hormonal phenomenon but a multifaceted
health issue with broad implications for individual and socie-
tal functioning.

The aim of this study was to determine PMS prevalence, iden-
tify risk factors, and evaluate its impact on quality of life in
Turkey. Given the complex nature of PMS, a multidisciplinary
approach is essential for effective management. The findings are
expected to contribute evidence-based insights to clinical prac-
tice and public health strategies, improving the understanding
of PMS and its implications for women’s health.

Methods

This cross-sectional study was conducted between January and
April 2023 at a university-affiliated teaching hospital. Ethical
approval was obtained from the Institutional Review Board of
the Faculty of Medicine of Marmara University (Protocol No:
09.2018.685). The sample size was calculated using GPower
3.1.9.7, indicating a minimum of 385 participants. Depending
on the length of the survey it was expected that 10-30% of the
respondents might have not completed the entire questionnaire.
Hence, we estimated to include 1.5 times more participants than
the calculated sample size. A total of 578 women aged 18-45
years attending gynecology outpatient clinics were included.
Convenience sampling was used given the outpatient setting
and study feasibility.

Exclusion criteria were: women with a history of malignancy,
chronic systemic illness, use of antihypertensive or lipid-low-
ering medications, current hormonal or psychiatric therapy
and menstrual irregularities. Participant recruitment is shown
in Figure 1 to demonstrate sampling methodology and assess
potential recruitment bias.

After obtaining written informed consent from all participants,
demographic, anthropometric (height, weight, body mass index
[BMI]), and socioeconomic data were collected via face-to-face
interviews in private consultation rooms. All questionnaires were
self-administered.

Figure 1. Flowchart illustrating participant selection, inclusion, and
exclusion criteria.
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Validated used tools

The Premenstrual Assessment Form (PAF)

The PMS scale was originally introduced by Halbreich et al. ®!
to assess premenstrual symptoms. It was later adapted to Turkish
language by Dereboy et al. '8!, improving its reliability. This scale
systematically assesses symptoms experienced by respondents
over the last three menstrual cycles. In the study by Dereboy et
al. "8 participants rated their symptoms on a scale from 0 to 3,
where 0 = “none”, 1 = “mild”, 2 = “moderate”, and 3 = “severe”.
The total score is obtained by summing up the points given for
each symptom. This total score reflects the severity and frequency
of PMS, helping to determine its overall impact. The total score
was calculated by summing the item scores and dividing by the
number of items. Scores below 1.7 indicated no PMS, 1.7-2.8
indicated mild, 2.8-3.7 indicated moderate, and scores above
3.7 indicated severe PMS 8.

Quality of Life short form scale (SF-36)

The SF-36 scale developed by Ware et al. ["*), was used in the
present study to evaluate physical and mental health. The scale
consists of 36 items which are included in eight domains: phys-
ical functioning, limitations due to physical health, bodily pain,
general health, vitality, social functioning, limitations due to emo-
tional problems, and mental health. Higher scores reflected bet-
ter well-being. Scoring was performed by computing the mean
values of each domain ).

Statistical analysis

Statistical analyses were conducted using SPSS version 28.0
(IBM SPSS Statistics). Normality of continuous variables was
assessed using the Kolmogorov—Smirnov test. Descriptive sta-
tistics were expressed as mean + SD or median and interquartile
range (IQR), as appropriate. Categorical variables were reported
as frequencies and percentages.

Bivariate comparisons were performed using Pearson’s Chi-
square test for categorical variables. For continuous variables,
the Kruskal-Wallis test was applied when was not normally dis-
tributed,, with Bonferroni-adjusted post-hoc pairwise compari-
sons (p<0.008). Other analyses were considered significant at a
p<0.05. Correlations between PMS scores and SF-36 domain
scores were assessed using Spearman’s rank correlation coeffi-
cients with 95% confidence intervals (CIs).

Multivariable logistic regression was used to identify inde-
pendent predictors of PMS status. Variables significant during
univariate analysis (p<0.05) were included as covariates: age,
BMI, education, marital status, smoking, and caffeine intake.
Interaction terms (Age x Education, BMI x Smoking, Marital
Status x Caffeine) were tested to assess effect modification. Model
fit was evaluated using the Hosmer—Lemeshow test (p=0.72),
and the model performance was assessed using Nagelkerke R2.
Multicollinearity was excluded (VIFs < 2.0). For all analyses
statistical significance set at p<0.05.

Results

Participant characteristics

A total of 578 women completed the questionnaires. After
excluding 78 women due to incomplete responses to all the ques-
tions, 500 participants were included in the final analysis. The
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mean age was 28.01 + 6.05 years (range: 18-45), and the mean
BMI was 25.0 + 4.8 kg/m?. Nearly half of the participants were
single (45.7%), and 67.4% had at least a high school education.
Smoking was reported by 17.1% of the participants, and 18.3%
consumed at least one daily cup of coffee. A total of 73.7% of
the participants were overweight or obese (BMI = 25 kg/m?).

PMS prevalence and severity

The overall prevalence of PMS was 70.0% (95% CI: 66.00—
74.00). Based on severity levels, 41.6% of participants had
mild PMS (95% CI: 37.20-46.10), 19.6% had moderate PMS
(95% CI: 15.90-23.30), and 8.8% had severe PMS (95% CI:
6.30-11.80).

Scale validation and factor analysis

Factor and construct validity analyses were conducted for both
PMS and SF-36 instruments. Items with factor loadings below
0.50 were excluded. Sampling adequacy was confirmed by
Kaiser-Meyer-Olkin (KMO) and Bartlett’s tests. For the PMS
scale: KMO =0.961,%2=29,474.63,df =4,465, p<0.001 (highly
significant); for the SF-36: KMO = 0.888, x> = 5,747.90, df =
630, p<0.001 (highly significant). The six SF-36 domains were
retained.

Univariate analysis and bivariate associations
Significant group differences were observed in demographic and
lifestyle variables (Table 1). 32.9% of women with PMS were of
age 18-20, compared to 13.3% in the non-PMS group (p<0.001,
highly significant). Conversely, there were more women aged
41-45 years in the non-PMS group (36.7%) than in the PMS
group (12.9%). More obese women were present in the PMS
group than in the non-PMS group (42.9% vs 33.3%, p=0.018,
moderately significant).

There were more women having a university or higher educa-
tion in non-PMS group (45.33%), while the PMS group had more
women with primary or lower education (35.4%) (p=0.002, mod-
erately significant). A greater proportion of single women were
in the PMS group (45.71%) when compared to married women
(p<0.001, highly significant). Smoking and caffeine intake were
significantly higher among women with PMS (p=0.001 and
p=0.003, respectively, statistically significant).

Multivariable logistic regression analysis

As shown in Table 2, multivariable logistic regression analysis
identified age, BMI, education level, marital status, smoking,
and caffeine intake as independent factors associated with PMS
risk. Women aged 18-30 years had a significantly higher odds
for PMS compared to those aged 41-45 (aOR: 2.54; 95% CI:
1.47-4.39; p=0.001). BMI = 30 was associated with increased
odds (aOR: 1.78; 95% CI: 1.08-2.95; p=0.024), and lower edu-
cation levels (< primary) showed a strong association with
PMS (aOR: 2.28; 95% CI: 1.34-3.89; p=0.003). Single mari-
tal status (aOR: 1.74; 95% CI: 1.04-2.93; p=0.034) and smok-
ing (aOR: 2.36; 95% CI: 1.07-5.19; p=0.032) were also sig-
nificant predictors. Although caffeine intake trended towards
increased risk, it was not statistically significant (aOR: 1.83;95%
CI: 0.94-3.58; p=0.075). Interaction terms (Age*Education,
BMTI*Smoking, Marital Status*Caffeine) were included but did
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Table 1. Association Between Demographic, Anthropometric, and Life-
style Factors and PMS Presence (7=500).

Variable PMS Present PMS Absent p value*
n=350 n=150

Age (years) 27.0+55 30.3+6.8

18-20 115 (32.9) 20(13.3) 0.001

21-30 110 (31.4) 30 (20.0)

31-40 80 (22.9) 45 (30.0)

41-45 45(12.9) 55 (36.7)

BMI (kg/m?) 256+4.6 23349 0.018

Normal (<25) 92 (26.3) 58 (38.7)

Overweight (25-29.9) 108 (30.9) 42 (28.0)

Obese (> 30) 150 (42.9) 50 (33.3)

Education Level

University or higher 108 (30.9) 68 (45.3) 0.002

High school 118 (33.7) 50 (33.3)

Primary school or less 124 (35.4) 32(21.3)

Marital Status

Married 190 (54.3) 110 (73.3) 0.001

Single (Never Married) 160 (45.7) 40 (26.7)

Lifestyle Factors

Smoking

Yes 60 (17.1) 8(5.3) 0.001

No 290 (82.9%) 142 (94.7)

Caffeine intake

Yes 64 (18.3) 12 (8.0) 0.003

No 286 (81.7) 138 (92.0)

Data are presented as mean =+ standard deviation (SD) or number (%) as appropriate.

* Shown p value is that calculated through chi-square test when comparing categorical

data. Statistically significant associations are indicated by p<0.05.

not reach significance (p>0.05), confirming the absence of inter-
action effects. The model showed good fit (Hosmer-Lemeshow
p=0.72) with no multicollinearity (VIFs <2.0). Statistical sig-
nificance was set at p<0.05. Figure 2 illustrates these findings,
summarizing adjusted odds ratios and confidence intervals for
key predictors.

Quality of life domain scores according to PMS
severity

Table 3 summarizes mean scores of the SF-36 domains according
to PMS severity. The mean score of the Mental Health domain
was significantly different between women with mild and mod-
erate PMS (p=0.003; highly significant). Same result was found
between women with mild and severe PMS (p=0.003; highly sig-
nificant) (Figure 3A). The mean score of Physical Functioning
domain significantly differed between the women without PMS
and those with moderate PMS (p=0.006; statistically significant)
(Figure 3B). There was no difference of the other scores of the
SF-36 subdomains between the PMS groups.
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Table 2. Factors associated to PMS: multivariable logistic regression

analysis.
Variables Adjusted OR (95% Cl) | pvalue
Age (years)
41-45 1 (reference) -
31-40 1.29(0.73-2.29) 0.385
18-30 2.54 (1.47-4.39) 0.001
BMI (kg/cm?
<25 1 (reference) -
25-29.9 1.24 (0.74-2.06) 0.406
>30 1.78 (1.08-2.95) 0.024
Education level:
University or higher 1 (reference) -
High school 1.27 (0.76-2.14) 0.356
Primary school or less 2.28 (1.34-3.89) 0.003
Marital status:
Married 1 (reference) -
Single 1.74 (1.04-2.93) 0.034
Smoking
No 1 (reference) -
Yes 2.36 (1.07-5.19) 0.032
Caffeine intake
No 1 (reference) -
Yes 1.83 (0.94-3.58) 0.075
Interaction: Age*Education 1.12 (0.67-1.89) 0.552
Interaction: BMI*Smoking 1.45 (0.85-2.48) 0.172
Interaction: Marital Status*Caffeine 1.30 (0.79-2.15) 0.298

Data are presented as adjusted odds ratios (aORs) and 95% confidence intervals (Cls),
derived from a multivariable logistic regression model, with PMS presence as the depen-
dent variable. Independent variables included age, BMI (body mass index), education, mar-
ital status, smoking, and caffeine intake. Interaction terms (Age Education, BMI*Smoking,
Marital Status*Caffeine) were tested but not significant (p>0.05). Model fit was good

(Hosmer-Lemeshow p=0.72) with no multicollinearity (VIFs < 2.0). Significance: p<0.05.

Figure 2. Forest plot displaying adjusted odds ratios (aORs) and 95%
confidence intervals obtained after multivariable logistic regression

analysis.
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Correlations between PMS severity scores and SF-
36 domain scores

Spearman’s rank correlation indicated a low positive correlation
between PMS severity scores and SF-36 Mental Health domain
scores (r=0.45;95% CI: 0.31-0.57; p <0.001), and the mean score
of Physical Function subscale (r = 0.32; 95% CI: 0.18-0.45;p =
0.003). The scores of other SF-36 subscales were not significantly
correlated with PMS severity.

Discussion

In this study, the prevalence of PMS was determined to be 70%,
with young age, high BMI, low educational level, being unmarried,
and smoking being confirmed as independent factors associated
to PMS in our multivariate logistic regression model. Caffeine
intake, although significant in bivariate analysis, was not an inde-
pendent predictor. According to the scores of SF-36 domains,
individuals diagnosed with PMS exhibited higher scores in phys-
ical function and mental health domains; however, no significant
differences were observed for the other domains. These findings
suggested that while PMS may influence an individual’s daily
life, its overall effect on the quality of life might have been more
limited than expected.

The prevalence of PMS varied substantially across regions, pri-
marily due to inconsistencies in diagnostic criteria and assessment
tools. A recent meta-analysis estimated the global prevalence at
47.8%, with higher rates observed in Asia (51.5%) compared to
Europe (44.6%) and North America (36.3%) . In Turkey, pop-
ulation-based studies have reported rates ranging from 44.7% to
52%, with 49.2% observed among women aged 18-25 11021221,
The higher prevalence in our sample could be attributed to the
use of the comprehensive 95-item PAF, which captured a broader
range of symptoms than the DSM- or the ACOG-based instru-
ments. These findings highlighted the importance of using stan-
dardized, culturally validated tools in global comparisons of PMS
prevalence [®1.

PMS prevalence shows substantial regional variation, mainly
due to differences in cultural norms, symptom reporting behav-
iors, and choice of diagnostic criteria. Studies from East Asia
have reported PMS prevalence rates ranging from 21% to 25%
(231 Tn contrast, studies from the Middle East have documented
higher rates between 70%—80%, likely reflecting cultural influ-
ences and increased symptom awareness *Y. The elevated PMS
prevalence observed in our study differed from East Asian data
but aligns with findings from Middle Eastern cohorts. This pattern
could be attributed to the broader symptom detection capacity of
the Turkish version of the PAF scale and the demographic profile
of our sample. There is a need for using standardized diagnostic
tools to enable valid cross-cultural comparisons >

In our study, younger women (aged 18-30) had higher odds of
experiencing PMS. Our results were in accordance with the pub-
lished data in previous studies 1?7, While some studies found no
significant association between age and PMS %1, others identified
the highest prevalence in the 20-30 age group *”. These discrep-
ancies may have been attributed to variations in PMS diagnostic
criteria, methodological approaches for defining the condition,
and cultural norms used for upbringing of adolescents and place
of the women in the society they live. Young women may have
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Table 3. Mean Scores of SF-36 domains according to premenstrual syndrome severity.

Premenstrual syndrome (PMS) severity
SF-36 domains None (n=150) Mild (n=208) Moderate (7=98) Severe (n=44) p value
(Mean = SD) (Mean = SD) (Mean = SD) (Mean = SD)

Physical functioning 725+24.0 752 +23.6 832+19.0 77.0+27.0 0.006

Limitations due to physical health 68.0 + 36.5 67.7 + 35.6 78.3+31.0 76.7 + 32.5 0.034

Limitations due to emotional problems 629 +41.1 66.7 + 38.5 71.4+35.8 81.0+30.9 0.048

Mental health 59.6 = 20.1 58.0+18.2 64.57 +19.54 67.4+16.8 0.003

Bodily pain 64.9 £ 24.0 61.7 £25.0 67.2£24.6 69.0 = 25.7 0.141

General health perception 57.5+20.8 59.4 +19.4 63.4 +16.0 56.5+18.0 0.074

Kruskal-Wallis test with Bonferroni correction was applied (p<0.008). Data are presented as mean =+ standard deviation (SD). PMS severity levels were categorized as: None (PMS absent),
Mild (mild PMS), Moderate (moderate PMS), and Severe (severe PMS).

Figure 3. Boxplot illustrating the distribution of Mental Health domain scores (A) and Physical Functioning domain scores (B) of the SF-36 scale

across PMS severity groups. *Difference between groups were statistically significant as (p=0.003) for A and p=0.006) for B.
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exhibited hormonal fluctuations leading to menstrual irregulari-
ties, prolonged periods which could contribute to increased fre-
quency and severity of PMS symptoms.

In the present study, a significant association was observed
between BMI and PMS prevalence. Our findings are consistent
with previous studies suggesting that excessive adipose tissue con-
tributes to PMS pathophysiology through hormonal dysregulation
and chronic low-grade inflammation %% Although some stud-
ies have reported conflicting results due to differences in sample
characteristics and diagnostic criteria !, the association observed
in our study may be biologically explained by an increase of aro-
matase activity in the adipose tissue, that increases peripheral
estrogen levels and disrupts the hypothalamic—pituitary—gonadal
(HPG) axis.

Educational level was a determinant of PMS prevalence. In our
study, this relationship remained statistically significant, support-
ing the notion that limited educational attainment is an indepen-
dent predictor of PMS, consistent with previous findings linking
lower education with PMS risk 2!, In contrast, higher educational
level has also been linked to PMS 334, Educational standards
are neither equivalent within a country, nor across the borders,
or the continents.
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The association between marital status and PMS remains incon-
clusive in the current literature. While some studies have indicated
a higher prevalence of PMS among unmarried women, particu-
larly younger populations, others have reported no significant rela-
tionship 3. In our study, PMS was found to be more common
among unmarried individuals. This pattern remained significant
even after adjusting for other variables. However, there are also
studies demonstrating higher PMS rates among married women,
suggesting that marital status alone may not be a consistent pre-
dictor of PMS 137381,

In our analysis, smoking emerged as an independent predictor of
PMS, consistent with previous meta-analyses ). Nicotine’s con-
tribution to PMS pathogenesis may involve mood and hormonal
dysregulation through dopaminergic and serotonergic pathways,
exacerbating emotional lability and irritability; also enhancing
sympathetic nervous system activity and disrupting HPG axis
function “*41. Although caffeine intake has been associated with
PMS in unadjusted analyses, this relationship was not statisti-
cally significant after adjustment for confounders such as BMI
and education “Y. The consistent association between smoking,
caffeine intake, and PMS in our study may have been attributed
to the relatively young age and high symptom prevalence, which

European Gynecology and Obstetrics. 2025; 7(2):66-72
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increased the statistical power to detect lifestyle-related effects.

The impact of PMS on quality of life has been widely investi-
gated, with studies generally associating it with significant declines
in physical and mental health components [16]. In contrast, indi-
viduals with PMS in our study demonstrated relatively higher qual-
ity of life scores. However, significant changes were observed in
the mean scores of the Physical Functioning and Mental Health
domains as PMS severity increased. While SF-36-based studies
conducted in Turkey *? and the United States ** consistently
reported substantial reductions in quality of life among individuals
with PMS, relatively higher quality of life scores were observed in
our study. This could be attributed to methodological differences,
including the broader age and socioeconomic variability of our
participants, the inclusion of non-student individuals, and the use
of the comprehensive PAF scale for PMS assessment.

A study conducted in Southern California demonstrated that
increasing PMS severity was associated with declines in SF-36
Mental and Physical Component Summary scores “Y. A study
utilizing the SF-12 scale found that individuals with moderate to
severe PMS had significantly lower mental and physical health
scores ). Similarly, research on Iranian adolescents with PMS
revealed lower SF-36 scores, particularly among individuals with
severe PMS, where mental health and vitality scores were dispro-
portionately affected 1.

In the present study, the severe PMS group exhibited higher
mean scores in the physical functioning and mental health SF-36
domains. Although this finding might have initially appeared con-
tradictory, it could have been methodologically explained. The
proportion of participants with severe PMS was only 8.8% of
the total sample, and the limited variance within this small sub-
group may have allowed outlier values to disproportionately influ-
ence the group mean. Additionally, the SF-36 is a generic health
assessment tool with limited capacity to reflect the cyclical, symp-
tom-specific nature of PMS. The data were collected at a single
time point, which increases the likelihood of participants being
assessed during an asymptomatic phase. Therefore, the elevated
scores in these domains should not be interpreted as genuinely
better quality of life, but rather as a reflection of methodological
factors such as sample composition, timing of measurement, and
the inherent limitations of the assessment instrument.

Even though some studies have reported negative effects of
PMS on psychological well-being 8131, the impact of PMS on
physical performance was variable. While some evidence reported
reduced functional capacity """, other findings highlighted the
potential mitigating role of regular physical activity 5. In our
study, the association between SF-36 mental health and phys-
ical functioning domain scores and PMS severity were of low
level. Consequently, our cohort could not show either a moder-
ate or high relation between PMS severity and the scores of each
domain of the SF-36.

One of the limitations of our study is that the use of conve-
nience sampling from a tertiary care center may restrict the gen-
eralizability of our findings to the whole population. Secondly,
variables such as physical activity, sleep, diet, alcohol consump-
tion, menstrual cycle regularity and history of PMS in mother
or sister which are considered as potential influencers of PMS
prevalence were not assessed. Additionally, psychological dis-
tress, individual living status, economic situation that might affect
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women’s quality of life were also not evaluated. Moreover, the
differences in study populations in terms of age, physical activity
and nutrition result to a wide range of PMS in various countries.
Furthermore, the use of various measuring tools is probably the
main factor for the differences observed in the literature in terms
of prevalence. Thus, our results should be confirmed in popula-
tions of similar sample size and individual characteristics. More
importantly, many studies have been designed based on limited
sample sizes. Intra-country and inter-country variations in PMS
prevalence should be expected.

Multicenter and longitudinal studies with large sample sizes
must be designed to determine the personal, communal, cultural
and national features modifying PMS prevalence and its impact
on quality of life. Consequently, national PMS screening and man-
agement protocols should be developed based on the prevalence
in a given country population.

Conclusion

This study identified younger age, higher BMI, lower educational
attainment, unmarried status, and smoking as independent predic-
tors of PMS. Although caffeine intake was associated with PMS
in bivariate analyses, it was not confirmed as an independent risk
factor after adjustment. While PMS was linked to a higher symp-
tom burden, its overall impact on quality of life was limited to
specific domains, notably the physical functioning and mental
health domains of the SF-36. Nevertheless, the link between the
scores of these domains and PMS severity was of low level. PMS
screening and management strategies must be incorporated into
routine gynecological practice, based on current data gathered
from the women living in that community.
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